
BoD 4 July 2019: Agenda (PUM)

A MEETING OF THE BOARD OF DIRECTORS 
WILL TAKE PLACE ON 4th JULY 2019, 9.30AM  

IN THE LEGENDS SUITE, EAST STAND HOSPITALITY, BARNSLEY FC, 
BARNSLEY S71 1ET 

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 6th June 2019 

19/07/04/03 

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

19/07/04/04 

Strategic Aim:  Patients: will experience outstanding care 

5. 
To receive a Patient and Staff Story relating to the Trust’s 
Assistive Technology Service and its contribution to innovation Dr S Enright, 

Medical Director 
Presentation 

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

R Moore 
Chair, Quality & 

Governance 
Committee  

19/07/04/06 

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 and approve the Infection Prevention Annual
Report 

Dr Rao, Director of 
Infection Control 

(Christine Fisher, 
Assistant Director of 
Infection Prevention 

and Control) 

19/07/04/08 

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

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

Director of Comms 
& Marketing 

19/07/04/09 

Strategic Aim:  Performance: we will achieve our goals sustainably 

10. 
To receive and approve the Chair’s Log from the Finance & 
Performance Committee 

F Patton, Chair of 
Finance & 

Performance 
Committee 

19/07/04/10 
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No Item  Sponsor Ref 

11. To review the Integrated Performance Report (Month 02)

B Kirton, Chief 
Delivery Officer& 

Deputy Chief 
Executive 

19/07/04/11 

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

12. To receive and review the monthly report from the Chairman T Lake, 
Chairman 19/07/04/12 

13.
To receive and review the monthly report from the Chief
Executive 

Dr R Jenkins, Chief 
Executive 19/07/04/13 

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

Director of Comms 
& Marketing 

19/07/04/14 

15.
To invite questions from members of the public relating to
items on today’s meeting agenda. 

T Lake, 
Chairman Verbal 

16. 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:
- 5th September 2019, starting at 9.00am.
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MINUTES OF A MEETING OF THE 
BOARD OF DIRECTORS 

HELD ON THURSDAY 6 JUNE 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 
Mrs K Firth Non-Executive Director 
Mrs R Moore Non-Executive Director 
Mrs S Ellis Non-Executive Director 
Mr N Mapstone Non-Executive Director 
Mr P Hudson Non-Executive Director 
Mr F Patton Non-Executive Director 

IN ATTENDANCE: 

Mr T Davidson Director of ICT 
Mrs L Christopher Director of Barnsley Facilities Services  
Mr K Hickman Associate Director of HR 
Ms L Watson Executive PA to CEO/Chairman, BHNFT (minute taker) 

OBSERVERS: 

Mrs A Trainer  Deputy Director of Nursing (Operations) 
Mrs A Allen  Public Observer  
Mr D Brannan Partner Governor 
Mr T Conway Public Governor, Barnsley Constituency 

APOLOGIES: 

Mr S Ned  Director of Workforce  
Mr K Haynes Interim Trust Secretary, BHNFT 
Ms E Parkes Director of Communications 

19/102 APOLOGIES & WELCOME 

As Chair, Mr Lake welcomed members and attendees to the meeting, together 
with Governors and Staff Colleagues as observers.   A particular welcome was 
extended to Mrs S Ellis, attending her first meeting since being appointed as a 
Non-Executive Director of the Trust.  Apologies were noted as above.  

REPORT TO THE BOARD OF BARNSLEY HOSPITAL NHSFT 
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19/103 TO RECEIVE ANY DECLARATIONS OF INTEREST                                                    
  
The standing declarations of interest from Mrs Christopher as Managing Director 
of Barnsley Facilities Services Limited (BFS), Mr Patton, Mrs Firth and Mr 
Thickett as Directors of Barnsley Facilities Services Limited (BFS) were noted.     
 

 

19/104 MINUTES OF THE LAST MEETING 
 
Subject to the typographical amendments the minutes of the meeting held on 2 
May 2019 were reviewed and approved as an accurate record of events.   A 
revised pack will be uploaded onto the Trust’s website once amendments have 
been actioned.  
 

 
 
 
 
LJW 

19/105 ACTION LOG 
 
The action log showing progress on matters arising from the last and previous 
meetings held in public was reviewed and noted with the following updates:- 
 
• 19/86 – Complete. 
• 19/94 – Complete.  
• 19/95 – Presentation on the Frailty Unit to be presented to Board – this will 

be added to July/September Board meeting.   
• 19/97 – Complete. 
• 19/98 – Intelligence report - Mr Mapstone to have a discussion with Ms 

Parkes regarding the Mental Health Act. 
• 19/67 – Complete. 
• 19/69 – Complete. 
• 19/70 – Complete.      
                                                                                                                              

 
 
 
 
 
 
 
 
 
 

19/106 PATIENT/STAFF STORY 
 
Ms S Stables, Consultant Midwife was in attendance today to present “Midwifery 
Services Tetralogy of Fallots (ToF) – Learning from Patient Experience”.  
 
A complaint had been received by the Trust early 2019 from a patient who felt 
the information she had been given relating to the diagnosis of Tetralogy of 
Fallots, which is a Congenital Heart Defect, of her unborn child.  The patient felt 
as though she had not been listened to, as well as a lack of understanding about 
ToF by the midwife who had originally answered the triage telephone call in the 
Maternity Assessment Unit when she was in the early stages of labour.  After the 
initial complaint response had been received by the patient, she requested a 
face to face meeting to clarify some points within the response and to allow her 
the opportunity to inform staff of the personal impact the lack of communication 
had caused to her mentally.  The outcome of the meeting revealed the care and 
experience which the patient had received had been impacted by poor 
communication between staff and the patient and subsequently a number of 
actions were addressed to take forward. 
 
Following the meeting, a member of the midwifery team was approached whose 
son was born in 2009 with an undiagnosed case of ToF.  Unfortunately following 
an operation at 9 weeks old, the infant sadly lost his battle with ToF due to 
septicemia.  The staff colleague was willing to provide help and information to 
future parents and the wider team by being able to use personal experiences as 
well as having an understanding of the difficulties of what women would have 
been going through at this distressing time.  The staff colleague in question, 
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kindly developed a  fact sheet for all staff and students to use giving detailed 
information regarding the condition and also provide signs to look out for as well 
as considerations to be given to patients when caring for mother and baby.  This 
fact sheet was uploaded and shared using the Maternity Ward Block which was 
received positively by staff colleagues and students.  Ms Stables confirmed 
there was an area on the platform for comments to be left, all of which are noted 
to be extremely positive feedback. 
 
As a result of this, various actions and learning outcomes were achieved 
including the implementation of “safety huddles” with the Paediatric Team, 
dissemination of the fact sheet and discussions with staff around the appropriate 
conversations which maybe overheard when in the triage area.  Work is on 
going to develop and implement a training package for the students which Mrs 
Moore offered to help provide support in relation to creating an algorithm to be 
used.   
  
Mr Lake thanked Mrs Stables for attending today following which questions were 
invited from Board Members.   Dr Enright commented the safety huddles provide 
a clearer management plan for the patients as well as an aim to decrease the 
discharge time for patients, noting this is work in progress.  
 
For assurance purposes Mrs Moore asked if any training had been provided for 
the midwives for the telephone triage or if an algorithm is used to help deal with 
the confidential and sensitive nature of the phone calls.  Ms Stables confirmed 
recent discussions have been held in relation to this topic and confirmed only the 
Senior Midwives work in the triage area.     
 
Mr Patton asked if any feedback has been provided to the patient following the 
investigation.   Mrs Stables confirmed although the complaints department with 
the Trust has been informed of progress, no actual feedback has been provided 
to the patient.  Mr Lake also confirmed the importance of providing the patient 
with an update as to how the Trust has managed this complaint, to provide a 
clear understanding of what actions have been put in place along with the 
lessons learnt.    
 
Mr Hudson raised a concern relating to the triage area asking if there are any 
environmental issues which needs addressing.  The area used is a small room 
however, patient bays are located within the same area with only a curtain used 
as a privacy screen, which was one of the points raised within the complaint.     
Assurance was provided that the midwife caring for the patient, as well as staff 
within the triage area, are strictly reminded of the confidentially policy of the 
Trust.  
 
Ms Stables was thanked on behalf of the Board for attending to deliver the 
excellent presentation.  
 

19/107 CHAIRS LOG FOR THE QUALITY & GOVERNANCE COMMITTEE (Q&G) 
 
As Chair of the Quality and Governance Committee, Mrs Moore presented the 
log providing an update following the meeting held on 29 May 2019:- 
 
• The committee noted the outcomes of the National Emergency Laparotomy 

Audit (NELA) and National Audit Care at the End of Life (NACEL).  The 
NELA suggested the Trust meets the requirements of the best practice 
tariff however mortality was higher than expected.  The NACEL showed 
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the Trust scored above national average apart from one standard, 
recognition of dying patients.  

• Paediatric leadership issues were discussed and assurance was provided 
of the strengthening of Clinical Leadership. 

• An update on the CNST Incentive Scheme Programme was provided with 
assurance given the programme is on track for submission. 

• An update on implemention of the clinical strategy, review of the quality 
indicators 2018/19 and proposals for 19/20.  Of note, there is a shift away 
from a HSMR target of 100 to a more sensitive indication of staying within 
control limits. 

• The outcomes of the ‘deep dive’ into Sepsis HSMR was presented to the 
committee noting the increase is thought to be mainly related to increased 
reporting and inconsistent or inappropriate coding practices.  This will be 
closely monitored by the Quality and Governance Committee and will 
continue to ensure good care and management is maintained. 

• The Quarter 4 report for learning from experience and annual complaints 
report was received noting continued improvement in response and 
closure of complaints, learning from complaints and continuation of 
assurance reviews. 

• The monthly report for Nursing & Midwifery staffing was received noting the 
establishment reviews had taken place using validated tools.  However, it 
was highlighted that whilst establishment levels were found to be 
adequate, this is not the same as actual staffing levels which are affected 
by maternity leave or sickness.  

• The Annual Safeguarding report was received by the Committee for 
assurance.  

• The 6 monthly log for SI’s (October 2018 – March 2019) identified 5 out of 
32 SI’s were hospital acquired pressure ulcers which were dealt with in a 
dedicated forum.  Four SI’s were as a result of slips, trips and falls and 
assurance had been given by the Director of Nursing that actions are in 
place to address the findings.  This included a new multi-disciplinary 
approach to assessment, roll out of international rounding and 
improvements in handover.  The Committee confirmed that the target for 
falls training for 2019/20 would be 90%. 

• There was been a reduction in SI’s relating to diagnosis which maybe due 
to the implementation of ICE filing as well as the escalation policy. 

 
In discussion Mr Mapstone queried if it would be beneficial for a SHIMI audit to 
be undertaken by the External Auditors.  Mrs Moore suggested holding a 
separate discussion to discuss the best approach.  Work is ongoing between Dr 
Jenkins and Dr Enright looking into the methodology for SHIMI, to fully 
understand the data quality issues. Once available, the data will be presented 
through the Quality and Governance Committee to provide assurance.  Mrs 
Moore confirmed assurance has been provided informing there is a clear trail for 
understanding the data.  Mrs Moore is to provide feedback on how this 
assurance was sought.   
 
The Enhanced Care Policy which supports a move towards a systemic approach 
to the risk assessment and subsequent management of people, who as result of 
cognitive impairment or mental health problems, present a risk to self or others 
was included for discussion today seeking approval from Board members.  The 
policy had been approved by the Quality and Governance Committee subject to 
minor modifications. 
 
Following discussion of the policy, Mrs Firth asked if the activity log is available 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
RM 
 
 
 
 
RM 
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as an e-form, at the moment this is a paper form which will become electronic as 
part of the wider health care record.  Mr Mapstone drew attention to item 5.6 
Mental Capacity Act (MCA) with a suggestion to include a clear narrative of 
wording to confirm this applies to people with dementia and patients with mental 
health issues. 
 
Subject to the minor amendments and the additional narrative regarding the 
Mental Health Act, members of the Board approved the policy.  
 

 
RM 

19/108 CHAIRS LOG EXECUTIVE TEAM 
  
Dr Jenkins drew the following items to the attention of Board:- 
 
• A successful meeting for Medway was held on 31 May, with the attendance 

of a Representative from NHS Digital, noting the Trust are on track to 
deliver the project as planned. 

• A large number of out of area referrals are being received relating to 
symptomatic breast lumps which are reflective of the capacity issues 
outside our system.  Barnsley has capacity for the population of the Trust 
serves and at the moment it is unclear as to whether this risk will continue.  
Commissioners for the Trust are aware of the issue, a letter has been 
drafted to the Accountable Officer at CCG which will be finalised and 
distributed this week. 

• An issue has recently come to light locally, regionally and at national level 
in relation to NHS Pensions resulting in individuals and members of the 
Pension Scheme, in particular Medical Staff, choosing not to undertake 
discretionary additional work.   Mr Ned will present a detailed paper to the 
Executive Team meeting next week to explore various options. 

• Frameworks are being designed to ensure the Trust addresses the mental 
health needs of patients across a broad range of issues.  Once complete, 
a formal strategy for patients with Mental Health issues will be presented 
through all respective committees. 

• A second series of Casualty 24/7 has been filmed which will run for 12 
episodes on Channel 5 and be aired on a Wednesday evening.   

 
The Board noted and received the report.  
 

 

19/109 MEDICAL DIRECTOR’S QUARTERLY REPORT 
 
Dr Enright presented the Medical Director’s quarterly drawing attention to:- 
 
Patient Safety  
 
• Dr J Griffiths, Emergency Department Consultant, has been appointed as 

the clinical sepsis lead for the Trust. 
• The lead Medical Examiner was appointed in May and will set up the 

Medical Examiner Office with the support from the patient safety team. 
• The final quarter for sepsis has been achieved noting Barnsley is one of a 

few Trusts to achieve the CQUIN target. 
• NEWS2 was successfully deployed in quarter 4 as originally planned.  
 
Medical Education  
 
• The consultation for the restructure of the Medical Education Team is now 

complete.  The workload has increased recently due to the increasing 
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number of students from Sheffield Medical School along with work being 
undertaken with the Medical School in Nicosia.  

• Recruitment into new roles as agreed following the restructure will take 
place over the next 3 months. 

 
Research and Development  
 
• The Clinical Research Network (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 an average monthly recruitment 
of 91.  This is an achievement of 158% of target, an increase of 45% on 
the previous year.  

• Professor Suzanne Mason commenced in post in March 2019 as Co-
Clinical Director for R&D.  

 
Medical Appraisal  
 
• Appraisal performance for Medical and Dental Staff is recorded at 98.5% 

for the 2018/19 appraisal year.    
 
Key projects  
 
• The Fractured Neck of Femur project is improving and performing well.  
• A proposal has recently been accepted in developing a new system to 

collate and retrieve the Clinical Guidelines and Policies.  The project time 
will now begin to implement the proposed changes with a complete date of 
January 2020.    

 
Following presentation of the report Mrs Moore asked if further information is 
available regarding the research and development funding.  Following 
discussion the Board agreed for a paper to be presented to Private Board in 
September regarding future funding arrangements for R&D following on from the 
annual report on R&D which is to be discussed in the Finance and Performance 
Committee on 27 June 2019.   Also to look at the possibility of a Board 
Development Session in the future.  
 
Mr Patton asked for clarification if the Q4 Sepsis CQUIN results were actual or 
target figures, Dr Enright confirmed they are actual targets as all targets have 
been achieved.   
  
The training compliance for the QI Bronze and Human Factors Training (Clinical 
Strategy) was noted to be actual figures as opposed to targets and Mr Patton 
suggested it would beneficial to include the targets to provide an understanding 
what the Trust are aiming for.  Dr Enright confirmed although the Trust has over 
delievered in the last few years, the table within the report does not include what 
has been achieved and it was therefore agreed for an additional column to be 
included within the report to provide an understanding of the targets.  Once 
complete, feedback will be given to Board Members. 
 
Mr Lake raised a concern as to a possible risk if the resources are not in place 
for the Clinical Research Network.  Assurance was given that despite the 
reduced funding from the network, there is no risk to our internal workforce.  
  
The Board noted and received the report.  
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
SE 
 
 
 
 
 
 
 
 
SE 
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19/110 ANNUAL REPORT ON SAFEGUARDING CHILDREN AND ADULTS 
 
Following approval at Quality and Governance, the annual report on 
safeguarding children and adults was presented today for approval. 
 
The report is jointly produced by adult, children and midwifery safeguarding 
teams to provide assurance that the Trust has effective systems and processes 
in place for patients who access the services within the Trust.  It also 
demonstrates that the Trust is meeting its statutory responsibilities in relating to 
safeguarding.  The report provides details of risks identified with any actions to 
be taken, the high level risks identified are in relation to safeguarding training 
and compliance.  
 
Following discussion Mrs Firth noted concerns within the policy in section 13.1 
(looked after children, LAC) asking if there is an action plan to achieve this.   Mrs 
McNair confirmed this is monitored within the Safeguarding Group which also 
feeds into the Quality and Performance Committee. 
  
Mrs Ellis has recently met with the Freedom to Speak Up Guardian and 
wondered what, if any, the connections are with safeguarding.  The Freedom to 
Speak Up Guardian reports directly to the Chief Executive and as yet there is no 
connection but it maybe worth thinking about for the future.  Of note, the 
Freedom to Speak Up annual report is due to be presented to Board shortly.    
 
Mr Patton asked if there is a deadline for the Trust to achieve an acceptable 
level for training compliance.  Mrs McNair stated training is on the national 
agenda which is something the Trust need to think about in terms of delivering 
training in different ways.  Mrs McNair also confirmed item 9.5 the annual 
compliance for safeguarding children supervision is the wrong version of the 
report prior to final approval.   
 
Mr Mapstone asked if it is a common theme within Trusts for employees to pay 
for the Disclosure and Barring Scheme (DBS) checks.  Mr Hickman confirmed 
this process is in place within various Trusts within the region noting Barnsley 
have recently dropped the admin fee charge for volunteers within the Trust.  
There is a specific policy available which provides clear detail as to when a DBS 
check is required within the Trust.    
 
Mr Lake raised concerns with regards to the training and compliance figures 
following which Mrs McNair confirmed will be checked.  Internal assurance has 
been provided to confirm the Trust’s compliance figures are correct, however 
regarding the BMBC data we are unable to interrogate their system.  An action 
plan is currently in place for WRAP level 3 but it was agreed further discussions 
are required.   
 
The Board noted and received the report.  
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
HM 
(AB) 
 
 
 
 
 
 
 
 
 
 
 
 
HM 

19/111 CELEBRATING OUR PEOPLE        
 
The report enclosed for the meeting today provides an update on the Trust’s 
Brilliant Award winners as part of the reward and recognition process for 
celebrating the work within the Hospital.  There are three award categories 
which are individual brilliant award, team brilliant award and public brilliant 
award.  The Chairman and Chief Executive jointly agree the winners who are 
presented with a certificate at a surprise presentation which is then promoted 
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throughout the Trust.  The paper presented today highlights the winners and 
nominees of each category for the previous month.    
 
Mr Kirton acknowledged how all staff responded following the recent power cut 
the Trust encountered commenting patient safety was paramount.  Individual 
staff provided help and support on their day off, commenting how the whole 
team went above and beyond in ensuring patients and staff suffered as little as 
possible.   
 
The Board received and noted the report. 
 

19/112 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 May:- 
 
Finance  
 
• Mr Thickett confirmed the Trust is in a positive position in Month 1, £589k 

deficit against a plan deficit of £1.2m, currently ahead of plan.  Income at 
the end of the month again shows a positive position of £500k which is 
continuing into Month 2. 

• The cost improvement programme (CIP) is currently behind plan although 
with no cause for concern at this stage.  Mr Patton confirmed discussions 
have taken place at the CIP Steering Group where no concerns or 
reservations have been noted.  

 
People  
 
• Sickness has reduced by 0.51% this month, currently running at 4.12% 

with a cumulative figure of 4.24%. 
• Appraisals compliance is currently 7.6%, aiming for 90% by the end of 

June 2019. 
• Discussions took place regarding the workstreams for the people strategy 

which was highlighted to be an expanding item on the agenda. 
• Mr Ned will lead on the People Plan which is available later this week. 

  
ICT  
 
• The committee received the usual updates from an ICT perspective 

including e-prescribing, VitalPAC and crash bleeps.   Going forward, it was 
noted Medway System C project will be reported as a separate item.  

 
Business Cases  
 
• Mr Patton confirmed a business case had been received for the Blood 

Services and Plastic Surgery both of which have been approved.   
 
BAF/Corporate Risk Register  
 
• The committee noted and agreed the changes to BAF and Corporate Risk 

Register.  
 
Mr Patton also confirmed the committee received a series of sub-committee and 
annual effectiveness reviews which will form the basis of the F&P annual 
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effectiveness review.  This will be presented at the F &P meeting in June along 
with the Terms of Reference for review and sign off before being presented to 
Board early July.  
 
In discussion, Mrs Moore raised concerns in relation to risks for new schemes 
for the Trust going forward.  Mr Thickett informed a 5 year review has been 
completed which will be discussed in the forthcoming Finance and Performance 
Committee.  The Trust need to submit to NHSI later in the year the recovery plan 
without the external funding which Mr Thickett confirmed a 1, 2 and 3 year 
review is currently being worked on to gain a better understanding around the 
underlying deficiency.  
 
Mr Hudson queried the level of risk involved in relation to the return of 
investment for the Business Case for Plastic Surgery.  Mr Thickett provided a 
brief summary explaining the expenditure and income in terms of the scheme 
relating to phase 1, 2 and 3.  An overview was provided in terms of the staffing 
resources, additional materials noting the risk to be low due to his being a 
shared scheme with Mid Yorkshire Hospital.  
 
Confirmation was provided that the BFS team have produced a list of on 
going/new projects within the Trust which will be presented to the Committee to 
provide an insight on the estates related projects.  
 
Mr Hudson added how pleasing it was to see the people initiatives within the 
report asking if there was a specific timescale for completion.  Mr Hickman 
confirmed work is currently on going by Mr Ned, Director of Workforce and once 
complete will feedback with the relevant information.  
 
The Board noted and received the report.  
 

19/113 INTEGRATED PERFORMANCE REPORT (Month 01) 
 
Mr Kirton presented the IPR for Month one in particular drawing attention to:- 
 
Performance  
 
• The 4 hour performance within the Emergency Department remains strong 

at 96% with verbal confirmation that May figures have also achieved 
target.  

• The Ready Together Programme within ED is constantly reviewing staffing 
levels ensuring the correct skill mix of staff is consistent throughout the 
week.  

• Subject to national review, Barnsley has been selected as one of six sites 
to receive a review the Emergency Department services and the overall 
approach to ED.  Positive Verbal feedback has been received and final 
confirmation of the report is awaited, which once received will be circulated 
for information.  

• Cancer targets for April were delivered in all access standards however 
with the exception of 38 day inter provider transfer standard due to partner 
Trust transfer issues.    

• Waiting times for symptomatic breast appointments was noted to have 
slightly increased due to out of area referrals currently being received by 
the Trust which is causing pressures within Radiology Services.  

• RTT/diagnostic waits remain compliant with no concerns. 
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In discussion the excellent performance and increasing demands on the 
Emergency Department was raised, asking what plans are in place if and when 
the time arises that the targets are not achievable.  Mr Kirton stated the new 
development within CAU/ED along with increased capacity and workforce will 
help however the emerging picture around the activity levels is slightly 
concerning.  Dr Jenkins outlined Barnsley had a 22% higher attainment rate this 
winter which was the highest increase within the Yorkshire area.  Further 
analysis has been undertaken with the latest CSU report awaited, which once 
received will be discussed via the relevant committees as well as at the Urgent 
and Emergency Delivery Care Group.  
 
Quality  
 
• One severe incident has been recorded of an in patient fall on Ward 19 

resulting in a fractured neck of femur with four serious incidents being 
reported in the month. 

• The data on falls and pressure ulcers continues to be collected but it was 
noted this will not be agreed until the end of April, therefore being including 
on next months rolling tracker. 

 
Following a detailed debate in relation to sepsis, Mrs Moore highlighted to the 
Board the sepsis mortality figures could potentially be affected by the rebase 
figures.  Confirmation was given this will be closely monitored and discussed 
within the Quality and Governance Committee. 
 
People 
 
• Sickness has decreased this month to 4.12% and is lower than in the same 

month in 2018.  This is continuing to be monitored by Mr Ned at the Patient 
and Engagement Group.  

• Mandatory training figures verbally reported as 91.3% which continues to 
be above the 90% target for the second consecutive month. 

• Appraisal rate is currently 7.6% with the aim to achieve 90% by the end of 
June. 

 
The Board noted and received the latest IPR report.  
 

19/114 UPDATE:- BREXIT PLANNING PREPARATIONS 
 
Mr Kirton presented an update in relation to the Trust’s preparations for a ‘no 
deal’ Brexit.  The risk (Risk no 2121) remains one of the Trust’s greatest 
concerns and is regularly reviewed through the governance processes.  
Confirmation was given that this is to be a standing item on the agenda along 
with the weekly Brexit Steering Group, chaired by the Chief Delivery Officer. 
 
The Board noted and received the report.  
 

 

19/115 REPORT OF THE CHAIRMAN 
 
The Chairman’s report provided a brief summary of recent meetings and visits 
that that has recently been held on behalf of the Trust.   
 
Mr Lake attended the 10th anniversary for the Annual Heart Awards on behalf of 
the Trust and Charity which was noted to be a fantastic evening.  Mr Lake 
praised Ms Parkes and the Communication Team for the hard work and 
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dedication in making the evening such a remarkable event.   
 
The Aspire Together North Regional Talent Board was held on Tuesday 4 June.  
Mr Lake agreed to share the information slides when these have been received.  
 
The Board noted and received the report.  
  

 
 
TL 

19/116 REPORT OF THE CHIEF EXECUTIVE  
 
Dr Jenkins provided a brief overview of recent meetings and events that have 
recently been undertaken on behalf of the Trust which included:- 
 
• On 31 May 2019, ‘World No Tobacco Day’ the Trust went smokefree 

across the entire site.  The launch was also supported by Cllr Pauline 
Markham, the Mayor for Barnsley.   

• The QUIT programme (Question, Understand, Inform and Treat), a regional 
smokefree initiative will commence within the Trust.  This is comprised of 
four components of care including the Hospital as a smokefree site and 
supporting staff with smoking cessation.  Barnsley is the first Trust to 
launch this programme on the same day as ‘World No Tobacco Day’. 

• As part of the celebrations for Internal Nurses Day, shadowing was 
arranged with the Children’s Community Nurse to see the level of care that 
is delivered to patients within the Community.   

 
In discussion Mr Patton commented on the positivity of having the site as 
smokefree but asked how this is to be policed.  He also informed after having 
conversations with staff within the Trust, there are a number of issues of stress 
related sickness within the organisation and wondered if moving to a smokefree 
site whether this could influence the problem.  Dr Jenkins confirmed one of the 
six components is around supporting staff. Cards have been designed for staff 
as a script to use if approaching a member of public being mindful of the risk of 
conflict and handling the situation sensitively.  Discussions are also on going 
with regards to having an on-site vaping area for staff/visitors.    
 
Mrs Firth said the cards would be helpful if they also displayed the boundaries of 
the Trust.  Mrs Christopher confirmed BFS are aware of this issue and are 
looking into the possibility of having signs on the pavement to provide clarity of 
the Hospital boundaries.  
 
Mr Lake praised the car park attendants currently employed by the Trust for the 
excellent work they are providing in taking this new initiative on board in their 
dealings with the public. 
  
The Board noted and received the report.   
 

 

19/117 INTELLEGENCE REPORT 
 
In Ms Parkes absence Mr Lake presented the latest intelligence report providing 
a brief overview of NHS Choices reviews and ratings together with information 
on relative key developments, news and initiatives. 
 
The Board noted and received the report in particular the positive feedback in 
relation to the Emergency Department.  
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19/118 QUESTIONS FROM MEMBERS OF THE PUBLIC 
 
Mr Lake opened the meeting for questions from observers/members of the 
public who were in attendance today. 
 
Mr Brannon was pleased to see the Facebook group facility being used a private 
channel to provide support and help following the patient  story and wondered if 
the personal account from the member of staff could be disseminated to other 
areas within the Maternity Services.  Mrs McNair confirmed the information is 
available to be shared to the wider Trust.     
 
Mr Brannon also asked if the Governors could be provided with information 
relating to NHS Pensions as this could prove to be a challenge for the NHS.  It 
was confirmed this item or a provision of a link to access the information could 
be included within one of the Council of Governors meetings.  
In regards to the Enhanced Care Policy, Mr Conway asked if staff on the wards 
truly know the patients they provide care for as this plays a large part in patient 
recovery.  Mrs McNair confirmed in ITU pictures are placed at the bedside 
showing the patient before they became ill. This is also used in learning from 
disabilities passports as a reminder to staff that everyone is an individual, noting 
the importance of looking at the person rather than the patient.  On introducing 
the policy, Mr Lake added it maybe beneficial to include appropriately trained 
volunteers within the Trust to align the number of volunteers within the Trust 
against the areas that require most support.    
 
Mr Lake thanked members, attendees and observers for attending the Board 
meeting which was formally closed at this point.  
 

 
 
 
 
 
 
 
 
 
KHa 

19/119 DATE AND TIME OF NEXT MEETING 
Mr Lake informed that in the interest of being visible in the community and 
encouraging public attendance at Board meetings twice a year the Trust Board 
meetings will be held outside the Trust, making it more accessible for the public 
to attend.   Therefore the next meeting scheduled for Thursday 4 July 2019 will 
be held in the Legends Suite, East Stand Hospitality, Barnsley Football Club, 
Barnsley, S71 1ET, refreshments from 9.00 am for a 9.30 start. 
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REPORT TO THE  
BOARD OF DIRECTORS 

REF: BoD 19/07/04/04 

SUBJECT: BOARD ACTION LOG 

DATE: 4 JULY 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 
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Key to RAG status 
 Action overdue or no update provided 
 Update Provided but action not complete 
 Update provided and action complete 
BoD 04 July 2019: Action Log  

Subject: Board Action Log Ref: BoD 19/07/04/04 
 
 
ACTIONS ON AGENDA: Table 1   
Minute 

ref 
Meeting 

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

19/104 06.06.19 Minutes of the last 
meeting 

To address the typographical 
amendments to the minutes 
and ensure a revised pack of 
papers are uploaded to the 

website. 

LJW ASAP 18.06.19 Complete  

19/107 06.06.19 Chairs log Quality and 
Governance Committee  

Meeting to be arranged 
between RS/NM to discuss 
the benefits of having a 6 

month SHIMI audit.  
 

Mrs Moore to feedback the 
assurance that was provided 
of a clear trail in providing an 
understanding for the data.  

 
Item 5.6 within the Enhanced 
Care Policy to include a clear 
narrative of wording to confirm 

this applies to people with 
dementia and patients with 

mental health issues.  

RM 
 
 
 

RM 
 
 
 
 
 

RM 
 
 

    

19/109 06.06.19 Medical Director’s 
Quarterly Report 

Paper to come to September 
Private Board re future 

funding arrangements for 
R&D following on from annual 

report on R & D.F & P 
27/6/19.  Also look at the 

possibility of a board 
development session in the 
future involving Professor 

Mason and Professor 
Adebajo. 

SE Sept 19 28.06.19 

Full discussion of finances at 
F&P on 27 June 2019 as part 

of the annual report.  F&P 
agree to progress with phase 2 
of R&D Development.  Plan for 

a patient story and R^D 
presentation at an up coming 

board? September. 
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Key to RAG status  
 Action overdue or no update provided  
 Update Provided but action not complete  
 Update provided and action complete  
BoD 04 July 2019 :Action Log  

 
 

 

19/109 
(cont) 06.06.19 Medical Director’s 

Quarterly Report 

QI Bronze and Human 
Factors training compliance – 

additional column to be 
included within the report 

showing the Trust’s targets to 
provide an understanding of 

the targets. 

SE July 2019 21 June 
2019 

SE confirmed the over delivery 
relates to the QI Training within 
the table.   Life support training 

numbers are provided which 
are close to delivery (with a 

plan for full delivery).  An 
update has been provided to 
Board Members on patient 

safety team training indicators. 

 

19/110 06.06.19 
Annual report on 

safeguarding children 
and adults 

Item 9.5 - annual compliance 
for safeguarding children 
supervision – Ensure the 

correct version is included 
prior to final approval.  

 

 
 

HM (AB) 
July 2019 28 June 

2019 

Complete  
 
 
 
 

 

Further discussions to 
discussion the action plan for 

the WRAP Level 3 
HM (AB) July 2019 28 June 

2019 
Email circulated to CBU leads 

– on going  

19/115 06.06.19 Report of the Chairman 

Aspire Together North 
Regional Talent Board – 

information to be circulated 
upon receipt. 

TL July 2019 24 June 
2019 

The Aspire Together North 
Regional Talent Board strategy 

document circulated to the 
Board Members. 

 

 
 

19/118 06.06.19 Questions from 
members of the public  

NHS Pension information – 
website /information link to be 

provided to the Council of 
Governors to provide further 

information and updates to the 
Governors.  

KHa     

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

ref 
Meeting 

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

19/86 05.05.19 Chairs log Q & G 

Quality reports for 2018/19 to 
be circulated to board 

members in preparation for 
the EBM in May. 

RM June 
2019 June 2019 Complete  
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Key to RAG status  
 Action overdue or no update provided  
 Update Provided but action not complete  
 Update provided and action complete  
BoD 04 July 2019 :Action Log  

 
 

 

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 

 

 
 

June 2019 
 

 
24 June 

2019 

Complete 
 
 
 
 
 
 

Complete 

 

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 June 2019 

06.06.19 – Due to the closing of 
the Heart Awards, it has been 
noted nominations have now 
increased. 

 

19/97 05.05.19 Report of the Chief 
Executive 

Feedback from colleagues on 
content to be included within 

the report 
All June 

2019 June 2019 Complete  

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

ref 
Meeting 

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

         

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   
06.06.19 – Mr Mapstone to 

speak to Ms Parkes, will provide 
an update once available. 

 

19/95 05.05.19 Quarterly Report on the 
Trust Objectives 

Presentation on the Frailty 
Unit to be presented to Board KH Sept 2019  

06.06.19 – To be presented 
either July or September.  Mr 

Haynes to coordinate an agreed 
date and time. 

Will be arranged for September 
Board meeting. 
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Key to RAG status  
 Action overdue or no update provided  
 Update Provided but action not complete  
 Update provided and action complete  
BoD 04 July 2019 :Action Log  

 
 

 

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 

July 2019  

06.06.19 – Mr Haynes to 
provide an update on his return 

from annual leave. 
Update June: Action in 

progress. Seeking Declarations 
of Interest from Key Decision-

Making Staff. 

 

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.  

 
 
 

 
 
 
 
 
 

 

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 

  

Pack Page 19



1 
 

  
REPORT TO THE  
BOARD OF DIRECTORS REF: BoD 19/07/04/06 
SUBJECT: QUALITY AND GOVERNANCE ASSURANCE REPORT 

DATE: 4 July 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 26 June 2019, the following 
issues were addressed and flagged for assurance: 

• Presentation on the outcomes of the National Emergency Laparotomy Audit (NELA).  
• Regular review of the Board Assurance Framework and Corporate Risk Register. 
• An update on the implementation of the Physician associate role 
• Regular review of Mortality Data including the March 2019 HSMR, the outcome of the Sepsis deep 

dive and focus on respiratory diseases HSMR. 
• Review of quality issues in the Integrated Performance Report, including pressure ulcers, falls and 

Sis.  
• Update on the implementation of recommendations of the internal audit on patient nutrition and 

hydration.  
• Report on Nursing and Midwifery Establishment and of the NHSI Medical Staff Safeguarding 

report   
• Receipt of a number of Annual Reports, including the Infection Prevention and Control 
 
Whilst these items have been reviewed to provide assurance to the Trust Board, in the context of this 
report the Committee would specifically wish to highlight for its attention the issue relating to HMRC 
changes to taxation rules in relation to high income members of staff and the potential impact on the 
provision of clinical services. This is recorded as a corporate risk and features in the log below. 
 
RECOMMENDATION(S) 

The Board is asked to receive and review the attached Log. 
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Subject: QUALITY AND GOVERNANCE ASSURANCE REPORT Ref: BoD 19/07/04/06 
 
CHAIR’S LOG: Chair’s Key Issues and Assurance Model  
 
Committee / Group:  Quality and Governance Committee (Q&G) Date: 26th June 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: 
National 
Emergency 
Laparotomy 
Audit  (NELA)   

The Committee received a detailed presentation from Mr Ghosh on the 
National Emergency Laparotomy Audit. It was explained that the NELA 
team had analysed patient data on 130 procedures submitted by the 
Trust. The results concluded that the risk-adjusted mortality of 15.5% fell 
between 2 and 3 Standard Deviations from the expected level of 
performance when compared with the national average of 9.5%. Despite 
NELA acknowledging that a difference of this scale would be expected to 
occur for 1 in 40 hospitals simply from random variation alone, as a matter 
of good clinical governance the findings have been reviewed in detail and 
reported through the Clinical Effectiveness Group. 
 
The presentation confirmed that there had been 17/130 post-operative 
deaths following emergency surgery in the age range 18 – 88, with 78% 
having risk documented before surgery. The review considered each of 
the patients and, in particular, the pre-operative risk score based on 
mortality and morbidity predictability tools. The review had identified a 
number of factors – the quality of the input data, the care pathway, the 
patient cohort being complex and higher risk as confirmed by the pre-
operative risk predictability tool, and the issue of possible random 
variation as flagged up by NELA. 
 
The Committee noted the following actions had been taken: 

• Improve leadership arrangements supporting data completion and 
NELA generally – Mr Ghosh and Consultant Anaesthetist now 
lead on this 

• Improved data input and completion – standard pro-forma 
developed and used as pre-operative checklist 

It was also confirmed that each of the cases had been reviewed as part of 
the Trust’s Learning from Deaths process. 

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 

 
 Medical Director 

2.  

Board 
Assurance 
Framework and 
Corporate Risk 
Register 

Risk 2210 – relating to the impact of HMRC changes to taxation 
arrangements for those with high incomes and the potential risk to delivery 
of clinical services if senior clinical staff are forced to reduce their 
commitments clinically. It was noted that options for Trust policy changes 
being explored by ET, led by Directors of Workforce and Finance. Risk 
rated as Extreme (15-25). 
 
The Committee discussed the requirement to gather hard evidence 
regarding its impact upon the Trust and possible survey of staff group 
involved. 
 
Chief Delivery Officer  

Board Of Directors For assurance 

3.  
Physician 
Associates (6 
Month Update 
Report) 

The initial six month evaluation of the Physician Associate role 
demonstrates that as new workforce they have already made a significant 
contribution to the service with positive colleague feedback. In particular, 
the group has contributed to patient flow in ED, AMU and wards.  
 
Key for the future will be ongoing evaluation of the role and the need to 
build on this positive start and develop a robust business plan in support 
of the consolidation and extension of this initiative.  
 
Medical Director 

Board Of Directors For assurance 

4.  
Integrated 
performance 
Report (IPR): 
Month 2 

Key points from the Month 2 IPR included: 
 

• The quality target for falls based on national CQUIN and to be 
reported quarterly and will be measured against three areas.   

 
• There have been a total of 11 category 2 hospital acquired 

pressure ulcers reported in month, increased from 6 last month. Of 
the 11, 5 due to lapses in care. RCA review themes confirm that 
assessment and documentation greatly improved. Issues identified 
in relation to use of some equipment – slings for hoisting patients 
and some chairs – with remedial action taken. 

 
• Hospital Clostridium Difficile reported in IPR as 2 cases, however 

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 

the committee was informed that the current position is now 
confirmed as 4 cases as 2 have been reported in June to date this 
will be reported in the June IPR, RCAs are undertaken for each 
case.   
 

Chief Delivery Officer  
 

5.  
Patient Safety & 
Harm Group  
(PSHG) 

Patient Safety Nutrition & Hydration Internal Audit Report 
 
Following internal audit report and the outcomes of the NHSi 
Collaborative, the actions required to improve quality and effectiveness of 
nutritional care of patients are now amalgamated in single action plan, 
with timescales agreed with Executive Lead – Director of Nursing. Clinical 
Leadership and oversight to be provided by recently appointed Consultant 
Gastroenterologist. Business case for employment of Nutrition Nurse in 
development. Continued requirement for improved MUST (Malnutrition 
Universal Screening Tool) and NICE guideline 32 compliance now 
included on Corporate Risk Register. 
 
Director of Nursing  

Board Of Directors For assurance 

6.  
Clinical 
Effectiveness 
Group (CEG) 

Mortality Report 
 

• The 12 month rolling HSMR to March 2019 is 99.17 (although 
subject to the next annual re-base going forward) 
 

• Sepsis HSMR 120.12 (March 2019). The Mortality Overview Group 
investigated the upwards HSMR trend for Sepsis which was at 
variance with other Sepsis metrics, using elevated HSMR 
methodology. Action is in place to ensure senior coding verification 
for use of sepsis code. Assurance of good patient care can be 
evidenced by compliance with Sepsis CQUIN. 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. 

 
• The Learning from Deaths Group has agreed that the next disease 

specific review should focus on respiratory conditions and has 

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 

started with respiratory failure which has a high HSMR. This is a 
complex area and involves extremely sick patients receiving Non-
invasive ventilation (NIV)  

 
Medical Director 

7.  Annual Reports 

A number of Annual Reports prepared by the various Sub-Committees 
and related staff were considered, and some will be reported directly to 
the Board in due course: 
 

• Clinical Audit Annual Report 2018/19 
• NICE Annual Report 2018/19 
• Health & Safety Annual Report 
• Business Security Annual Report 
• Infection Prevention & Control Annual Report 

 

Board Of Directors For assurance 
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REPORT TO THE  
BOARD, COMMITTEE OR GROUP NAME REF: BOD: 19/07/04/08 

SUBJECT:   INFECTION PREVENTION AND CONTROL ANNUAL REPORT 
DATE:          JULY 2019 PRIVATE & CONFIDENTIAL 

PURPOSE:  

 Tick as 
applicable   Tick as 

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

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

SPONSORED BY: Alison Beilby, Acting Director of Nursing 
PRESENTED BY: Dr J. Rao, Director of Infection Prevention and Control 
STRATEGIC  CONTEXT 
This report provides an overview of the work of Infection Prevention and Control Group (IPCG).   
 
The overall purpose of the group is to monitor progress against the Trust IPC strategy; reviewing and monitoring the 
infection prevention and control arrangements and to meet and deliver the requirements of the Health and Social 
Care Act 2008 (Hygiene code DH 2015).  
 
The group works alongside the Clinical Effectiveness Group (CEG), Patient Experience Group (PEG), Health & 
Safety Group (H&S), and the Patient Safety and Harm Group (PSG) and plays a key role in the Trust’s governance 
structure, having operational responsibility for reporting into the Quality and Governance Committee (Q&G) on 
matters pertaining to Infection Prevention and Control.   
 
In addition, the Trust is legally required to produce and circulate publicly an Infection Prevention and Control annual 
report that identifies what has been achieved over the last year and what is proposed for the year ahead.   
EXECUTIVE SUMMARY 
Group Report  
The Infection Prevention and Control Group (IPCG) have delivered on its key duties and responsibilities as outlined 
in the terms of reference. All scheduled meetings have taken place and have been chaired appropriately by the DIPC 
or Director of Nursing and Quality (Deputy Chair).  
Each CBU has provided an exception report (see appendix 2); reporting on compliance with Saving Lives high impact 
interventions, hand hygiene, infection prevention and control mandatory training and overall compliance with the 
Hygiene Code. Actions associated with healthcare- associated infections and blood culture contaminants have also 
been fed back through this report. The IPCG has reviewed these submissions against local surveillance and national 
requirements.   
 
The IPCG receive exception reports from 4 groups:  
Antibiotic Stewardship 
Post Infection Review 
Water Strategy 
Surgical Site Infection  
 
The Group has also received and reviewed regular reports on progress against:    
Pest control   
Water safety   
Domestic exception and quarterly report   
Monthly Clostridium difficile toxin; MRSA, MSSA and Gram-negative bacteraemia and hospital acquired MRSA 
figures  
Surgical site infection surveillance feedback; orthopaedic, large bowel, and caesarean section.  Intensive care 
ventilator associated pneumonia records  
Blood culture contamination data   
RCA lessons learnt   
IPC programme update   
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CBU exception reports   
Influenza  
Antibiotic reviews   
Policies  
Annual report/programme of work   
Any new alert organism of national priority  
 
Ad hoc reports continued to be received and reviewed as and when required to ensure Trust-wide compliance and 
where necessary delivery of actions to address any gaps in compliance with recommendations derived from the 
findings of the review/inspection/national investigations.  
The IPCG has received new and revised policies procedures and guidelines relevant to the work of the Group and 
has ensured that they are fully reviewed and endorsed prior to approval. 
 

RECOMMENDATION(S) 

The Trust Board is asked to review and note the Infection Prevention and Control Annual Report.  
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And 
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The Infection Prevention & Control Team 18/19 
 
Dr J Rao   Consultant Microbiologist/DIPC 
Dr Y Pang  Consultant Microbiologist 
Christine Fisher Assistant Director of Infection Prevention and Control  
Melissa Jeffs  
Lynda Slater 

Specialist Nurse 
Clinical Nurse Specialist 

Caroline Challand  Clinical Nurse Specialist 
Sharon Johnson Clinical Nurse Specialist 
Simon Watson   Data Analyst 
Louise Pooley Personal Assistant 
Nicole Clarke Administrative Apprentice / Clerical Officer 
Diane Allender    Specialist Nurse (Covers Community IP&C) 
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ABBREVIATIONS 

ANTT   Aseptic Non-Touch Technique  
BHNFT   Barnsley Hospital NHS Foundation Trust   
C. difficile   Clostridium difficile 
C.difficile Antigen   Clostridium difficile Antigen 
CDT   Clostridium difficile Toxin 
CCG   Clinical Commissioning group  
CDAD   Clostridium difficile Associated Diarrhoea  
CE   Chief Executive  
COSHH   Control of Substances Hazardous to Health 
CPE   Carbapenemase-producing Enterobacteriacae  
CRE   Carbapanamase resistant Enterobacteriaceae 
CQC   Care Quality Commission 
CQUIN   Commissioning for Quality and Innovation   
CBU   Clinical Business Unit 
CVP    Central Venous Pressure 
DH   Department of Health 
DIPC   Director of Infection Prevention & Control 
ESBL   Extended Spectrum Beta Lactamases 
GDH   Glutamase Dehydrogenase Enzyme Immunoassay 
HACCP   Hazard Analysis and Critical Control Point 
HBV   Hepatitis B Virus 
HCAI   Health Care Associated Infection 
ICD   Infection Control Doctor 
ICN   Infection Control Nurse 
IP&C   Infection Prevention & Control  
IPCG   Infection Prevention & Control Group  
IPCT   Infection Prevention & Control Team 
ITU   Intensive Care Unit 
MDT  Multi Disciplinary Team 
MRSA   Meticillin Resistant Staphylococcus aureus 
NHSLA   National Health Service Litigation Authority  
NNU   Neonatal Unit 
PAS   Patient Administration System 
PLACE   Patient Led Assessment of the Care Environment  
PGD   Patient Group Directive 
PPE   Personal Protective Equipment 
PPQ   Pre Purchase Questionnaire (for new equipment)  
RCA   Root Cause Analysis 
SHDU   Surgical High Dependency Unit 
SSD   Sterile Services Department   
SSI   Surgical Site Infection   
SWYPFT   South West Yorkshire Partnership Foundation Trust 
TB   Tuberculosis bacilli 
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1.0 EXECUTIVE SUMMARY 
The Infection Prevention and Control (IP&C) Annual Report provides a summary of all the IP&C 
activities across the hospital for the year of 2018/19.   The Health and Social Care Act of 2008 and 
associated Hygiene Code (updated 2015) require all NHS Boards to receive and acknowledge 
such annual reports prior to public release. 
 
The Infection Prevention and Control Team (IPCT) continue to undertake surveillance of surgical 
wound infections as part of the Public Health England surveillance scheme (orthopaedic and large 
bowel) and local surveillance (caesarean section).  The Trust remains above the national average 
for orthopaedic surgery and has seen a slight increase in caesarean section surgical site 
infections. Considerable work has been undertaken and is continuing to address the infection 
rates. Surgical site infection in patients undergoing large bowel surgery has dropped for a further 
consecutive year, the Trust is below the national benchmark in this speciality. 

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

The annual PLACE inspection and bi-weekly PLACE light inspections indicate that the hospital 
continues to provide a clean and safe environment to deliver care.  The IPCT   continue to work 
closely with Barnsley Facilities Services (BFS) in relation to cleanliness, the environment and 
capital schemes. The Water Strategy Group continues to manage the prevention of Legionella and 
Pseudomonas aeruginosa control. The Decontamination Services department continues to 
monitor and maintain standards taking into account national and legal requirements and 
undergoes six monthly audits by the external auditor to maintain registration and compliance with 
the Medical Device Directive 93/42/EEC, ISO 9001:2008 and ISO 13485:2003. 

The Trust achieved its target of 0 MRSA bacteraemia. This is an improvement on the previous 
financial year and returns the Trust back to its excellent achievement of zero MRSA bacteraemia. 
The Trust however failed to achieve the reduction target relating to Clostridium difficile infection. A 
total of 15 hospital attributed cases were identified against a target of 12. Root cause analysis was 
undertaken on all cases and all were deemed to be unavoidable relating to BHNFT. Learning 
points have been fed back to the clinical teams and cascaded Trust wide through the Safety 
Bulletin. The forthcoming target again will be challenging, particularly as the criteria for hospital 
attribution has changed. In view of this, a separate C. difficile reduction action plan has been 
developed. A joint reduction plan with BCCG and SWYPFT has also been developed.  

The IPC clinical nurse specialists have continued conducting ward based practical observations of 
clinical practice. Working along- side ward staff has facilitated closer working between the IPCT 
and ward staff and allowed direct observation and sharing of good clinical practice. The IPCT has 
worked closely with the CBU’s to ensure compliance with mandatory training. Although 90% 
compliance was not achieved, good progress has been made.  

The IPCT continue to review in-patients with ‘alert organisms’ and ‘alert conditions’  4,559 patient 
episodes concerning alert organisms have been alerted to clinical staff and verbal advice given. 
2,010 individual bedside assessments have been undertaken. A point of care test was 
successfully introduced in the emergency department. It is anticipated that this will reduce the 
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number of antibiotics and unnecessary hospital admissions resulting in a better patient 
experience.  

Cases of norovirus were promptly identified and managed effectively which supported minimal 
disruption to services and patient flow. Only two clusters led to ward closures. Where outbreaks 
were slow to resolve, an action plan has been developed with the clinical team and learning 
identified. 

The Director of Infection Prevention and Control (DIPC) meets regularly with the Director of 
Nursing and Quality and is chair of the Trust’s Infection Prevention and Control Group (IPCG). The 
DIPC attends the Quality and Governance Committee and the Trust Board when required. The 
Assistant DIPC is a member of the patient Safety and Harm Group and attends in Senior Nurses 
Forum and Health and Safety Group. 
 
 
 
Heather McNair 
Director of Nursing and Quality 
 
Dr Jyothi Rao 
Director of Infection Prevention and Control 
 
Christine Fisher 
Assistant Director of Infection Prevention and Control  
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2.0 INTRODUCTION 
 
Infections can develop either as a result of healthcare interventions or from being in contact with 
a healthcare setting, as an in-patient or within the community and can affect both patients and 
healthcare workers The National Institute for Health and Clinical Excellence has estimated that 
300,000 patients a year in England develop an infection as a result of care in the NHS. 

 
The incidence and management of healthcare associated infections continue to be monitored 
nationally via the Care Quality Commission, with standards based on The Health and Social 
Care Act - Code of Practice on the prevention and control of healthcare associated infections and 
related guidance 2008.  
 
The Trust recognises the obligation placed upon it by the Health and Social Care Act (2008) to 
comply with the code of practice for health and adult social care on the prevention and control of 
infections and related guidance and has declared compliance with these standards 
 
The Trust supports the principle that infections should be prevented wherever possible, or where 
this is not possible, minimised to an irreducible level and that effective, systematic arrangements 
for the surveillance, prevention and control of infection are provided within the Trust.   
 
The infection prevention and control annual report 2018 -2019, quarterly updates to the Quality 
and Governance Committee, the infection prevention and control annual plan and assurance 
framework are the means by which the Trust Board assures itself that the prevention and control 
of infection risk is being managed effectively and that the Trust remains registered with the CQC 
without condition. The annual report seeks to assure the Trust Board that progress has been 
made against the annual plan and demonstrates that the priorities identified in the annual plan 
have been addressed. 

 
3.0 INFECTION PREVENTION & CONTROL ARRANGEMENTS 

The infection control service is provided by an IPCT. The Consultant Microbiologists continue to 
support South West Yorkshire Partnership Foundation Trust (SWYPFT) Community Services Unit 
& the CCG as the Infection Control Doctor (ICD).  An advice and support IPC service is provided 
to the BCCG and BMBC. 

  
1. Consultant Microbiologist/DIPC/ICD            37.5 hours weekly 
2. Consultant Microbiologist   37.5 hours weekly 
3. Assistant DIPC               37.5 hours weekly 
4. Specialist Infection Control Nurse  75 hours weekly 
5. Clinical Nurse, Specialists   82.5 hours weekly  
6. Data Analyst     37.5 hours weekly 
7. Assistant Practitioner                        22.5 hours weekly 
8. Personal Assistant     37.5 hours weekly 
9. Apprentice      37.5 hours weekly 
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Infection Control Resources 
The team has a separate budget which includes the provision of patient and public information, 
maintenance of the infection control software, training, and other supportive material.   
 
Reporting arrangements 
 The Trust Infection Prevention and Control Group (IPCG) meet bi monthly. 
 The DIPC meets regularly with the Director of Nursing and Quality and is Chair of the Trust 

Infection Prevention & Control Group. The DIPC/ Assistant DIPC also attend as required the 
Trust Board and are members of the Quality & Governance Committee and the Patient Safety 
and Harm Group.  

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

 The infection control target figures are reported monthly as part of the Trust’s Quality Account. 
 The Assistant DIPC is included in the senior nursing, health & safety structure and quality 

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

Health & Safety Group. 
 Cases of MRSA bacteraemia and C.difficile are internally scrutinised via RCA’s and 

multidisciplinary meetings with the clinical team. These are then externally scrutinised via a 
review group with SWYPFT and the Clinical Commissioning Group (CCG) and by Public 
Health.  
 

Lines of accountability for infection prevention & control with the 2018/19 year are shown in  
Appendix 1.  

 
4.0 SAVING LIVES: A DELIVERY PROGRAMME TO REDUCE HEALTHCARE- ASSOCIATED 

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

 
Saving Lives (Department of Health (DH), 2010) was launched in 2005, most recently revised in 
2017 and was designed to support National Health Service (NHS) organisations to reduce 
healthcare associated infections. It provides evidence-based practice guidance for key clinical 
procedures where the risk of infection is reducible, in the form of high impact intervention (HII) 
care bundles. Standardising care by implementing, monitoring and evaluating these high-impact 
interventions has been shown to improve practice and reduce the risk of infection in hospital. 

 
Results of these audits are fed in to the Governance structure via the Infection Prevention and 
Control Group and back to the ward staff, matrons and clinical leads, with exception reporting to 
the Trust Board via the Quality and Governance Committee.  
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Table 1: Saving Lives – Trust wide compliance results 
 

 
 
*Please note that the high impact interventions to prevent infection in chronic wounds was 
discontinued from October 2018.  

 
5.0 POLICIES AND PROCEDURES 

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

 

New & updated Policies, Procedures and Guidelines 
Decontamination policy 
Prevention and Control of Meningococcal Infection policy 
Standard Infection Control (universal) Precautions 
CPE/Candida auris guideline 
Panton Valentine Leukocodin guideline 
Prophylaxis for catheter change guideline 
MRSA policy 
 
 
 
 
 
 
 

Apr - Jun 

18

Jul - Sept 

18

Oct - Dec 

18

Jan - Mar 

19

Insertion 100% 95% 100% 95%

Ongoing 100% 97% 100% 100%

Insertion 99% 95% 95% 100%

Ongoing 99% 98% 93% 96%

Pre-operative 100% 100% No Obs 100%

Intra-operative 100% 100% 100% 100%

100% 50% 80% 80%

Insertion 100% 96% 98% 100%

Ongoing 100% 95% 94% 96%

40% 100% 70% 70%

100% 100% No Obs No ObsHigh impact interventions to prevent infection in 
chronic wounds

High impact interventions to 
prevent catheter associated 
urinary tract infection

High impact interventions to prevent ventilator 
associated pneumonia

Enteral Feeding

Intervention 

High impact interventions to 
prevent infection associated 
with central venous access 
devices
High impact interventions to 
prevent infection associated 
with peripheral vascular access 
devices

High impact interventions to 
prevent surgical site infection

Pack Page 34



9 

6.0 VISITS, REPORTS AND PROJECTS 
The Clean Your Hand Campaign –twelfth year 
A staggering 80% of infections are transferred by hands, and effective hand hygiene is recognised 
as the single most effective method for preventing infections. In view of this, promotional hand 
washing activities are on-going within the Trust, with engagement from all clinical areas.  
 
Hand hygiene compliance is monitored weekly by direct observation of health-care workers 
delivering routine care, with matrons conducting at least 10% of the observations. Results are 
presented at the IPCG meeting and are displayed at ward and department level. 
 
Clean Your Hands champions continue to attend yearly update training with the IPCT and deliver 
hand hygiene training at local level as well as monitoring practice through direct observation. 
Amendments to the champion programme have been made in response to champion needs. 
These include the introduction of a quarterly newsletter, the ‘ask the team a question’ feature on 
the intranet, and added support from IPCN’s visiting wards/departments with the UV light box. 
 
The Trust continues to promote the “bare below the elbow” standard for all staff entering clinical 
environments which is facilitated by Clean Your Hands champions and through staff training. 
 
The importance of embedding efficient and effective hand hygiene into all elements of care 
delivery must be kept prominent within health care and will remain a priority for the Trust. 

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

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

Location Date Visited 

SHDU 11/04/2018 
Gynaecology Inpatient Ward 25/04/2018 

Ward 21 09/05/2018 
Day Surgery / Endoscopy 16/05/2018 

Ward 20 / Acute Stroke Unit 30/05/2018 
Emergency Department 06/06/2018 

Diabetic Centre 04/07/2018 
AMU 05/09/2018 

Acorn Rehabilitation Unit 19/09/2018 
Recovery 24/10/2018 
Ward 33 07/11/2018 
Ward 29 14/11/2018 
Ward 17 21/11/2018 
Ward 30 28/11/2018 
Ward 37 02/01/2019 
Ward 18 09/01/2019 
Ward 21 07/03/2019 

Acorn Rehabilitation Unit 08/03/2019 
Ward 20 / Acute Stroke Unit 13/03/2019 

Fluroscopy 20/03/2019 
 

 
 

Infection Control Software System 
The system provides notifications of patients with positive alert organisms in order that appropriate 
patient care is initiated as quickly as possible thereby improving efficiency and reducing the risk of 
infection. The infection control patient record and documentation is completed on the system 
which is stored against the patient’s unit number for easy access. 
  
The system is currently been used by the IPC Teams from Barnsley Hospital NHS Foundation 
Trust and South West Yorkshire Partnership Foundation Trust.  
 
Consultant Microbiologists, Matrons and Lead Nurses at Barnsley Hospital NHS Foundation Trust 
(BHNFT) also have access to the system. E-mail alerts advising system users of patients who 
have a positive result for MRSA or C.difficile toxin within their ward areas can be actioned, 
documented and monitored. 
 
Further work still continues with the Data Surveillance Analyst and the Software provider regarding 
development issues to improve the functionality of the system.  
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7.0 ANTIMICROBIAL STEWARDSHIP 
Antimicrobial resistance has risen alarmingly over the last 40 years. Antibiotic prescribing and 
antibiotic resistance are inextricably linked. Overuse and incorrect use of antibiotics are major 
drivers of resistance, which are of increasing global concern.  The number of new classes of 
antimicrobials coming to market has reduced during recent years and total antibiotic consumption 
has gone up considerably. For 2017-18 and 2018-19 NHS England has set out a two year CQUIN 
scheme. There are six mandated indicators in the scheme per year with each nationally mandated 
indicator having a minimum weighting of 0.25%. 
 
Antimicrobial related CQUIN include:  

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

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

 
There are three components for the last CQUIN. 
 
 Total antibiotic consumption per 1,000 admissions; reduction of 1% or more in total antibiotic 

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

antibiotic consumption against 2016/17 baseline. 
 Increase the proportion on antibiotic usage within Access group of AWaRe category – 

Access group >= 55% of total antibiotic consumption (as DDD/1000adm) OR increase by 3% 
from baseline 2016 calendar year. 

 
Considerable work has been done to improve antimicrobial prescribing within the Trust.  The 
antimicrobial steering group meets bimonthly. The Consultant Microbiologist and the antimicrobial 
pharmacist carries out 3 times weekly antimicrobial stewardship ward rounds. The current 
antibiotic guideline places restrictions on the use of broad spectrum antibiotics and use of 
cephalosporins. The microbiology department selectively report antibiotic susceptibility on clinical 
samples to guide appropriate choice of antibiotics.  
 
At the end of year The Trust met the entire CQUIN target.  
Table 3: Base line data being 2016/17:  

 
Indicator BHNFT 2018-19 performance 

Timely treatment for sepsis in emergency 
departments and acute inpatient settings 

Achieved 

Antibiotic review  Achieved 

Reduction in antibiotic consumption per 1,000 
admissions 

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

 
8.1Hand Hygiene 
The programme of hand hygiene observational audits of 10 per week per ward co-ordinated by the 
matrons continues. Those areas where compliance rate is less than 100% are placed on special 
measures requiring daily monitoring. The results of these audits are disseminated by the matrons 
to the CBU’s. Surveillance was postponed in December 2018 and January 2019 to allow further 
training of auditors to take place. 
 
Table 4: Demonstrates hand washing compliance before and after procedures during April 
2018 – March 2019    
 

 
 
* Since July 2018 CBU 4 no longer exists as business unit. 
 

CBU 1 - 

Medicine

CBU 2 - 

Surgery

CBU 3 - 

Women's, 

Children's 

& Clinical 

Support 

Services

CBU 4 - 

Corporate
Total

Observed 770 750 550 200 2270
Effective 770 748 549 200 2267
Percentage 100.0% 99.7% 99.8% 100.0% 99.9%

Observed 560 520 430 160 1670
Effective 558 520 429 160 1667
Percentage 99.6% 100.0% 99.8% 100.0% 99.8%

Observed 500 514 330 160 1504
Effective 500 513 330 159 1502
Percentage 100.0% 99.8% 100.0% 99.4% 99.9%

Observed 700 690 720 2110
Effective 699 689 714 2102
Percentage 99.9% 99.9% 99.2% 99.6%

Observed 530 550 570 1650
Effective 530 539 567 1636
Percentage 100.0% 98.0% 99.5% 99.2%

Observed 460 510 540 1510
Effective 454 510 537 1501
Percentage 98.7% 100.0% 99.4% 99.4%

Observed 640 660 750 2050
Effective 617 660 746 2023
Percentage 96.4% 100.0% 99.5% 98.7%

Observed 450 510 550 1510
Effective 430 510 542 1482
Percentage 95.6% 100.0% 98.5% 98.1%

Observed 160 150 250 560
Effective 160 147 249 556
Percentage 100.0% 98.0% 99.6% 99.3%

Observed 210 229 360 799
Effective 210 228 359 797
Percentage 100.0% 99.6% 99.7% 99.7%

Observed 480 560 520 1560
Effective 436 542 516 1494
Percentage 90.8% 96.8% 99.2% 95.8%

Observed 430 530 510 1470
Effective 382 504 508 1394
Percentage 88.8% 95.1% 99.6% 94.8%

Observed 5890 6173 6080 520 18663
Effective 5746 6110 6046 519 18421
Percentage 97.6% 99.0% 99.44% 99.8% 98.7%

Total 

2018/19

Mar-19

Feb-19

Aug-18

Jul-18

Jun-18

May-18

Apr-18

Jan-19

Dec-18

Oct-18

Sep-18

Nov-18
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8.2 Clostridium difficile toxin - April 18 to March 2019 
C. difficile infection is the most important cause of hospital acquired diarrhoea and ranges from 
mild to severe diarrhoea, severe inflammation of the bowel. Since January 2004, C. difficile has 
been part of the mandatory surveillance program for healthcare-associated infections and the 
IPCT review all positive patients on a daily basis; monitoring blood results, dietary and fluid intake, 
stool type and medications. 
 
This audit forms part of the Infection Prevention and Control annual work program and was 
undertaken on all inpatients who tested positive for C.difficle toxin. 
 
There were a total of 24 C.difficile toxin positive patients included in the audit. Five patients were 
not isolated prior to receipt of the result. Not isolating patients with loose stools increase the risk of 
cross infection and environmental contamination. 
 
5 patients did not have an appropriate stool sample taken and sent for microbiological testing. This 
may lead to inappropriate treatment and affect future antibiotic choices. Information was cascaded 
via the safety Bulletin.    
 
The use of barrier nursing signage has improved in comparison to the previous audit in 2017/18 
where an increase of 4% has been noted, there was only 1 patient identified with no barrier sign 
displayed. This was resolved at the time of identification with the relevant staff. 
 
A delay in commencing treatment was identified in four patients. In 3 instances this was due to a 
delay in the ward receiving the Vancomycin.  Work has been undertaken with the antimicrobial 
pharmacist to ensure ward supply of the medication is not an issue. 
 
In comparison to the previous audit in 2017 / 2018 the overall sample size of 24 patients was the 
same. However in 3 elements of the audit a reduction in compliance was noted. This related to 
appropriate stool samples being obtained, C.difficile therapy being commenced and the patient 
being referred to a dietician if appropriate. 
Improvements in compliance were noted in 2 elements of the audit, there was an increase in the 
patient being on a fluid balance chart and the correct isolation sign displayed on the cubicle door. 
There was no change in the result outcomes for patients isolated in a side room at the time of 
diagnosis and the patient being on a stool chart.   
This audit will be repeated as part of the 2019/20 programme. A review of the audit questions has 
been undertaken and amended to improve identification of possible trends.    
   
         

 

2017 / 2018 2018 / 2019 Difference

79% 79%
92% 79%
100% 100%
96% 100%
91% 83%
88% 56%
92% 96%

Question

Is the correct isolation sign displayed on the cubicle door?

Has the patient been referred to a Dietician if appropriate?

Has C.difficile  therapy commenced?

Is the patient on a fluid balance chart?

Is the patient on a stool chart?

Was an appropriate stool sample obtained?

Was the patient isolated in a side room at the time of diagnosis?

Percentage compliant
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8.3 MRSA screening and decolonisation – August 2018 and February 2019. 
Transmission of meticillin resistant Staphylococcus aureus and the risk of MRSA infection can only 
be addressed effectively if measures are undertaken to identify MRSA carriers and then 
decolonise as required. The aim of this audit was to give assurance that BHNFT policies in relation 
to MRSA screening and the care and management of patients identified as having MRSA are 
adhered to, so ensuring a consistent approach to care based on Department of Heath 
recommendations. 
 
August Results 
 
There had been a decrease in the percentage of patients being screened within 24 hours of 
admission for the third consecutive year. 
Overall, 75.3% of patients were screened according to Trust policy, a decrease of 2.3% in 
comparison to the previous audit, and again a decrease in compliance for the third year. This 
figure includes all aspects of screening e.g. weekly, post decolonisation. 
Only 13 of the patients audited required decolonisation; however 7 of these were not decolonised 
in accordance to Trust policy. All had PGD’s in place but were incomplete. Where PGDs were 
incomplete, these were recorded as patients not receiving decolonisation according to policy. In all 
instances failure to follow Trust policy was escalated to the relevant lead nurse and matron and a 
Datix was initiated. 
Seven patients required a post decolonisation screen after 48 hours of completing decolonisation 
(the remaining 6 patients were discharged prior to requiring a screen). Two patients received this 
screen in accordance to Trust policy. This is a decrease in compliance with policy of over 50%.  
 
The results were very disappointing. In comparison to the previous audits undertaken, it had been 
identified that there had been a reduction in compliance to all main elements of the audit. 
Prompt identification of patients colonised with MRSA is of significant importance. All patients 
must be screened within 24 hours of admission to aid this process. Doses, particularly for 
Bactroban® were frequently not signed for and in some instances it could not be confirmed that 
Octenisan® skin wash had been applied. In instances where patients were self administering, 
there was no documentation to support this. 
The infection prevention and control nurses reviewed all patients undergoing decolonisation and 
poor completion of the PGD was escalated to the lead nurse and a Datix initiated as a medication 
error. An action plan was implemented and plans made to re-audit in six months.  
 
February Results. 
 
There was an increase in the percentage of patients being screened within 24 hours of admission 
for the first time in 4 years. 
Overall, 56.8% of patients were screened according to Trust policy, a decrease of 18.5% in 
comparison to the previous audit, a decrease in compliance for the fourth year. This figure 
includes all aspects of screening e.g. weekly, post decolonisation. 
Only 14 of the patients audited required decolonisation; 10 of these patients were decolonised 
according to Trust policy. This is an increase of 25.2%. All patients had a PGD in place where all 
but 1 was completed correctly. This was escalated to the relevant lead nurse and matron and a 
Datix was initiated. 
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Two patients required a post decolonisation screen after 48 hours of completing decolonisation 
(the remaining patients were discharged prior to requiring a screen). Unfortunately neither of these 
patients received a screen, resulting in compliance of 0% 
 
The results of the audit were very encouraging. Compliance had improved in 2 main elements of 
the audit, significantly regarding patient decolonisation. An area for improvement involves the 
overall screening of patients for example weekly or twice weekly screens.  The IPCT are working 
with management information services to link information from the IP&C dashboard to the 
proposed ward boards to identify those patients requiring screening. 
 

 
 
 
8.4 CPE / Candida auris April 2018 – March 2019 
 
Enterobacteriaceae, although live harmlessly in the gut are one of the most common causes of 
opportunistic urinary tract infections, intra-abdominal and blood stream infections. The clinical 
significance of carbapenamase producing enterobacteriaceae is considerable, with increased 
morbidity, mortality and higher hospital costs. 
 
Just 1 patient in the time period was identified as positive for CPE. The care and management of 
the patient was generally in accordance with Trust Policies. However the room was not HPV 
cleaned upon discharge of the patient, this was followed up by the Infection Prevention and 
Control Team and the room was cleaned at the earliest opportunity. 
 
 
8.5 Repatriated Patients October 2018 – March 2019 
 
The UK, over the past 5 years has seen a rapid increase in the incidence of infection and 
colonisation by multi - drug resistance carbapenamase - producing organisms. Patients receiving 
healthcare from countries outside of the UK are at increased risk of acquiring CPE and C.auris. 
Several NHS organisations have seen an increase in incidence and have documented outbreaks. 
The identification and screening of these patients is an important factor in the control of these 
organisms. This audit was undertaken on all repatriated patients regardless of risk. 
 
 
A delay in notification of repatriation was identified in 26% of cases. Whilst the risk attributed to 
this is low in most instances; delays when patients have been transferred from high risk 
organisations, for example hospitals outside of the UK and trusts from the North-West of England 
could have a significant impact on the Trusts ability to manage the potential transmission of life - 
threatening organisms such as CPE and C.auris. 5 patients were identified as high risk 
repatriations or had hospital treatment outside of the UK in the previous 12 months. All patients 
were notified to the Infection Prevention and Control Team within 24 hours of admission. All were 
isolated and had initial screening undertaken for CPE and C.auris. Only 2 of these patients had 
the subsequent recommended swabs of 2 further samples at 48 hours intervals. Early 

October-2013 July-2014 July-2015 July-2016 July-2017 August-2018 February-2019 Difference

Was the patient screened within 24 hours of admission 92.9% 93.0% 98.4% 95.2% 89.5% 86.4% 90.9% 4.5%

Was the patient screened in Accordance to Policy 65.0% 80.0% 83.9% 88.9% 77.6% 75.3% 56.8% -18.5%
Was the patient decolonised according to policy 100.0% 52.9% 75.0% 68.8% 53.8% 46.2% 71.4% 25.2%

Did the patient receive a post decolonisation screen after 48 hrs? 0.0% 83.3% 71.4% 81.8% 80.0% 28.6% 0.0% -28.6%
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identification and screening of repatriated patients provides the basis for this management. Further 
work is required to ensure that Trust policy is followed. 
 
 
Recommendations following this audit included: 
 
The development of a ‘frequently asked questions' fact sheet based on Public Health England 
guidance. 
Close liaison with the Site Matron Team to ensure all high - risk patients are referred to the 
Infection Prevention and Control Team and continue to include detection and management of 
carbapenamase producing enterobacteriaceae in clinical mandatory training. 
 
8.6 Bare Below the Elbow August 2018 and January 2019 
 
August 2018 
 
This audit was based upon the standard that all staff in clinical areas regardless of the role shall 
observe best practice guidelines and ensure that they are bare below the elbow. No clothing (e.g. 
long sleeves), jewellery and / or watches and / or charity bands, shall be worn below the elbow; 
with the exception of one plain wedding band. Nails will be clean and short, with no nail 
varnish/nail art or extensions. Estate contractors may be exempt from Bare Below the Elbow 
criteria when Personal Protective Equipment is required for the task. There are also other 
exemptions that must be taken into account regarding religion and spiritual guidance (Please see 
Section 9.3 of the Uniform Policy). 
 
Overall compliance for staff observed on the departments / ward areas included in the audit was 
76%. Non compliance was observed among a wide range of staff groups. Due to poor overall 
compliance it was agreed to re-audit following a promotional campaign. 
 
January 2019 
 
 Of the 100 staff audited, 95% of staff were compliant with the policy; non compliance was 
observed in both nursing and medical staff. Compliance with bare below the elbows continues to 
be monitored by CBU’s and the Infection Prevention and Control Team on an ongoing basis. 
 
8.7 Hand washing November 2018 and March 2019 
 
November 2018 
 
This audit was undertaken by the IPCN’s to support the Trust wide weekly hand hygiene audits.  
 
179 hand hygiene opportunities were observed in 18 clinical areas. All staff types were included in 
the audit; however observations were only seen in the following staff groups: 
 
Nursing / Midwifery staff (registered, unregistered and student). 
Medical Staff 
Therapists 
Phlebotomist 
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The audit identified a compliance of 49.7%. 
 
Following investigations into the significant differences in results produced from the weekly audits, 
it was  identified that many of the weekly hand hygiene audits are now undertaken by hand 
hygiene champions, the majority of which had not received training on how to complete the 
observation process. It was agreed to temporarily postpone the auditing for a two month period to 
allow additional training to take place. A re-audit would be undertaken within six months. 
  
March 2019 
 
222 hand hygiene opportunities were observed in 23 clinical areas. The same staff groups were 
observed as per the previous audit. 
 
The audit identified an increase in compliance of 16.1% from 49.7% to 65.8%.  Although an 
increase in compliance has been identified, further work continues with the Clean Your Hand 
Champions, CBU’s and the IPCT to improve awareness and practice. 
 
 
8.8 Hydrex® Audit – September 2018 and January 2019 
It is Trust policy that patients undergoing knee or hip surgery who are screened negative for 
MRSA or MSSA are provided with Hydrex® to be used for 5 days prior to surgery (or a total of 5 
days in the case of trauma surgery) to reduce the risk of a surgical wound infection.  This audit 
was undertaken to demonstrate compliance to the use of Hydrex® as a pre operative wash for 
those patients receiving non-elective hip or knee joint surgery. Previous audits had demonstrated 
high rates of compliance amongst elective patients, it was agreed that the focus of the audit be 
directed towards trauma patients. 
 
September 2019 
 
24 Trauma patients were included in the audit. 5 patients received Hydrex® and documentation 
was present within the patient’s notes advising that Hydrex® had been used.  This was not 
following Trust policy and an action plan was put in place to address shortfalls in the audit. Plans 
were put in place to repeat the audit within six months. 
 
 
January 2019 
 
24 Trauma patients were included in the audit. 18 patients received Hydrex® and had 
documentation within the patient’s records advising that Hydrex® had been used. Although 
significant improvements have been made, further work is required and additional audits are 
included in the 2019/20 audit program. 

 
8.9 Environmental Audits  
In addition to local PLACE light inspections, the IPCT and Matrons have undertaken local infection 
control audits and action plans formulated to improve areas of non compliance. Additionally the 
IPCT undertake audits by exception.  For example; following increased cases of CDT, MRSA, 
hospital acquisition of MRSA, cluster of cases of diarrhoea. 
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8.10 Sharps Audit – January 2019 
 
The use and management of sharps containers was audited in January 2019. Seventy one wards 
and departments were visited during the audit by a representative from Daniels Healthcare; who 
undertook the audit on behalf of the Trust. Four hundred and thirty (430) sharps containers were 
inspected. 
 
The audit identified that two sharps containers had protruding sharps, four containers were 
incorrectly assembled. This is a decline in compliance to the previous audit. Improvements on the 
audit conducted in 2018 included the identification of 0 sharps containers which had contents 
above the fill line. Of those container’s audited, 25 were found to contain a significant amount of 
non-sharp contents compared to 42 in 2018 and 18 containers were unlabelled during use (this is 
compared to 33 in the previous audit). 
 
Ten (10) containers did not have the temporary closure in place when the container was left 
unattended or during movement, compared to 49 in the previous audit. This was a significant 
improvement, however this practice poses a significant risk of sharps injury and the results have 
been cascaded Trust wide via the Safety Bulletin and Team Brief. 
 
The results from the audit were fed back to lead nurses, heads of department and matrons to act 
on and disseminate recommendations and learning. The audit will be repeated in January 2020. 
 
8.11 Audit of Staff Transporting Sharps Containers in Vehicles – January 2019 
This audit was undertaken to demonstrate compliance to Estates and Facilities alert 
EFA/2013/001 
Twenty-six members of staff from the community midwifery team and community paediatric team 
were audited. There was a slight decrease of 0.9% in the overall compliance from 100% in the last 
audit carried out in January 2018 to 99.1% compliance in this audit. 
In one case a member of staff did not have a red sharps transportation box in order that sharps 
containers could be carried in the vehicle safely. 
 
The results from the audit were fed back to the matron, lead midwife and midwifery risk co-
ordinator and community paediatrics team to act on and disseminate recommendations and 
learning. The audit will be repeated in January 2020.  
 

 
9.0 SURVEILLANCE 

The IPCT continues to give a high priority to surveillance. In addition to the mandatory national 
surveillance scheme a regular cycle of other surgical interventions is monitored. The IPCT also 
undertake targeted and alert organism surveillance. 
 
9.1 MRSA 
Each patient with MRSA is reviewed and assessed by the IPCN’s. Patients who have previously 
had positive MRSA results are also reviewed. The IPCN’s advice on decolonisation regimes and 
supporting the patients, relatives and staff.   
 
All patients (elective and emergency) admitted to the Trust continue to be screened for MRSA. 
MRSA screening is monitored and non compliance fed back to clinical teams.  
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Since 2001 it has been mandatory for Trusts to report MRSA bacteraemia figures to the 
Department of Health. Results are published as MRSA bacteraemia per 100,000 occupied bed 
days. The Trust achieved its MRSA bacteraemia target of zero.    
 
Chart 1: Number of District figures for new cases of MRSA infection/colonisation by location 

 
 

Chart 2: Number of new cases of MRSA infection/colonisation: District figures 

 
 
Table 5: MRSA bacteraemia rate per 100,000 bed days. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 

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

(Trust Apportioned) 

2007/08 12 6 6 12 4.6 

2008/09 8 3 5 11 1.3 

2009/10 2 1 1 8 0.7 

2010/11 0 0 0 1 0.0 

2011/12 1 0 1 0 0.0 

2012/13 1 0 1 0 0.0 

2013/14 3 0 3 0 0.0 

2014/15 1 0 1 0 0.0 

2015/16 1 (contaminate) 1 (contaminate) 0 0 0.8 

201617 1 0 1 0 0.0 

2017/18 3 2 1 0 1.6 

2018/19 3 0 3 0 0.0 
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Chart 3: Total number of MRSA Bacteraemia District Figures 

 
 
 

Chart 4: Trust MRSA bacteraemia compared with regional data. 
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9.2 Meticillin Sensitive Staphylococcus aureus (MSSA) Bacteraemia 
 
Since January 2010 it has been a requirement to report nationally all MSSA bacteraemia. Out of 
42 MSSA bacteraemia, 16 were hospital acquired (post 48 hour admission). The sources of these 
16 bacteraemia are provided in table 7.  
 
Table 6: Total MSSA bacteraemia surveillance  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 Hospital = Hospital acquired (identified more than 48 hour after admission.)  
 Community = Community acquired (identified within 48 hours of admission). 

 
Chart 5: Trust MSSA bacteraemia compared with regional data.

 
 

Month Total No. Hospital Community SWYPFT

April 4 2 2 0
May 3 1 2 0
June 3 2 1 0
July 7 3 4 0
August 3 1 2 0
September 6 2 4 0
October 3 1 2 0
November 1 0 1 0
December 2 0 2 0
January 2 0 2 0
February 5 3 2 0
March 3 1 2 0
Total 42 16 26 0

Staphylococcus aureus Bacteraemia (MSSA) - Monthly 

Surveillance 2018/2019
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Table 7: MSSA bacteraemia RCA findings  
 

Case Source 
1 Unknown 
2 Diskitis , extradural abscess 
3 cannula site infection 
4 urinary 
5 diskitis 
6 Cannula site infection 
7 Art line infection 
8 Pneumonia  
9 Skin and soft tissue infection 

10 Leg wound/cellulitis 
11 Unknown 
12 Urine Catheter 
13 Endocarditis 
14 Diabetic ulcer 
15 ?contaminant 
16 ?endocarditis 

 

Results of root cause analysis identified on-going issues with poor compliance relating to 
documentation on both the insertion and on-going management of invasive devices. It is intended 
that with the introduction onto Vitalpac of intravenous cannula and urinary catheter insertion and 
management this will improve. 

 
9.3 Clostridium difficile 
Since 2004 the reporting of C. difficile infection has been mandatory. All NHS Trusts are required 
to test diarrhoeal stool samples from patients over 65 years; reporting all positive results to Public 
Health England. Since 2007 this has been changed to report all positive C. difficile cases >2 years 
of age. Data is expressed as the rate per 100,000 bed days.  
 
The end of year 2018/19 position was 15 positive cases against a trajectory of 12 therefore targets 
were exceeded 1 case was deemed avoidable (Chart 6).  All in-patients testing positive for C. 
difficile antigen and toxin and are symptomatic, have a regular review undertaken by the IPCT. 
Blood results, dietary and fluid intake, stool type and medications are reviewed and relevant 
actions taken to improve the clinical care of the patient.  
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Table 8: Clostridium difficile National Surveillance Figures (All age groups) 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 

Chart 6: BHNFT Clostridium difficile Performance 2018 / 2019 Cumulative  
 

 
 
 

 
 
 
 
 
 
 
 
 
 
 
 

 
Number of Cases (Trust 

Apportioned) 
Rate per 100,000 bed days (Trust 

Apportioned cases) 

2007/08 148 96.9 
2008/09 105 67.5 
2009/10 52 33.5 
2010/11 49 33.2 
2011/12 28 17.6 
2012/13 22 14.6 
2013/14 20 13.5 
2014/15 13 9.7 
2015/16 13 10.3 
2016/17 11 8.8 
2017/18 13 10.2 
2018/19 15 N/A 
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Chart 7: Trust Clostridium difficile cases compared with regional data.  
 

 
RCA and multidisciplinary case review has been undertaken for all cases of C. difficile toxin by the 
IPCT or Matron and an exception report is produced, if 2 or more cases are identified in a 
particular ward within 28 days.  Antibiotic use is also monitored by the pharmacist.  Actions are 
taken based on the results of the RCA, exception reports and case review. 
 
A Post Infection Review Group has been established since September 2008 involving 
representatives from SWYPFT and Barnsley CCG.  The monthly meeting establishes if the 
infection was avoidable or not and identifies lessons that can be learnt across the health 
economy. During 2018-19 1 case was deemed avoidable.  
 
9.4 Glycopeptide Resistant Enterococci (GRE) 
The IPCT also monitor the number of cases of GRE. There were 7 cases of GRE 
colonisation/infection identified in 2018/19. These patients were cared for with appropriate 
infection prevention and control precautions  

 
Table 9: Total Numbers of GRE cases by year  
 

Year BHNFT Community MVH TOTAL 

2009/10 0 0 0 0 

2010/11 0 0 0 0 

2011/12 3 0 0 3 

2012/13 0 0 0 0 

2013/14 2 0 0 2 

2014/15 2 0 0 2 

2015/16 6 0 0 6 

2016/17 2 0 0 2 

2017/18 31 1 0 32 

2018/19 7 0 0 7 
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9.5 Surveillance of Escherichia coli Bacteraemia 
Since April 2011, it has become mandatory to report all cases of E.coli bacteraemia into the 
national database. 33 hospital acquired E.coli bacteraemia were identified during surveillance 
period April 2018 to March 2019 (Table 10 Chart 8). 
 
9.6 Gram-negative blood stream infections 
As a result of the ambition to reduce healthcare associated Gram-negative blood stream infections 
by 50% by 2021, the infection control team has worked alongside colleagues from SWYPFT and 
BCCG to agree a reduction plan and develop an improvement plan. 
 
Enhanced root cause analysis of E.coli blood stream infections has been undertaken and the 
results and recommendations produced in a report.  Initiatives regarding the promotion and 
prevention of urinary infections e.g. urinary catheter management within the Barnsley health 
community were identified. The ‘urinary catheter passport’ has been updated and further joint work 
is planned. 
 
As a result of root cause analysis undertaken at BHNFT, antibiotic prophylaxis guidance has been 
produced in relation to urinary catheter manipulations, ERCP and TURP. 
 
Table 10: Total numbers Escherichia coli bacteraemia by Month 

 

 
 

 
 
 
 
 
 
 
 
 
 
 

Month Total No. Hospital Community SWYPFT ESBL

April 18 5 13 0 2
May 9 0 9 0 1
June 22 4 18 0 5
July 23 2 21 0 2
August 15 1 14 0 3
September 16 3 13 0 4
October 21 5 16 0 4
November 16 2 14 0 4
December 6 0 6 0 0
January 16 3 13 0 5
February 17 3 14 0 2
March 13 5 8 0 1
Total 192 33 159 0 33

E Coli Bacteraemia - Monthly Surveillance 2018/19.
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Chart 8: Trust E.coli bacteraemia compared with regional data. 
 

 
 

9.7 Surveillance of blood culture contaminants 
The monthly surveillance of blood culture contaminants continues. Where possible, the person 
who has taken the culture is identified and the results of the contaminant discussed. Additional 
training on ANTT and taking blood cultures is offered where required. (Chart 9). The aim is to 
keep the contamination rate below 3.1%. 
 
Chart 9: Total blood culture contaminants by month 
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9.8 Surveillance of Carbapenemase- Producing Enterobacteriacae (CPE) 
 
Carbapenemases are enzymes which destroy the carbapenem group of antibiotics conferring 
resistance to this group of antibiotics. Enterobacteriaceae (coliforms) carrying these enzymes 
which are usually resistant to  other groups of antibiotics making the infection difficult to treat.  
These organisms can cause outbreaks in institutional settings with a number of clusters and 
outbreaks being reported nationally and internationally. Trust guidance incorporates 
recommendations made by DH for the early detection, management and control of CPE. 
 
All the CBU staff and bed managers are aware to inform the infection control team of any high risk 
transfer cases.  In addition to these, any organisms which are resistant for Carbapenem on routine 
testing are sent to the reference laboratory, to confirm the presence the carbapenemase gene.  

 
Table 11: Total numbers of Carbapenemase Producing Enterobacteriacae 
 

Period No of positive cases 

April 2013 to March 2014 2 (not BHNFT acquired) 
April 2014 to March 2015 0 
April 2015 to March 2016 0 
April 2016 to March 2017 1 (not BHNFT acquired) 
April 2017 to March 2018 1 (not BHNFT acquired) 
April 2018 to March 2019 0 

 
 

10.0 SURGICAL SITE INFECTIONS 
10.1Orthopaedic surgical site infection surveillance: 
 
The Trust has been participating in the mandatory orthopaedic surgical site infection surveillance 
since 2001. Trusts are required only to collect data on one type of orthopaedic procedure for a 3 
month period; however BHNFT has elected to undertake consistent surveillance of hip, knee and 
hip hemi-arthroplasty.   An orthopaedic surgical site infection group meets monthly and there is an 
on-going action plan in place. 
The arthroplasty CNS role at BHNFT aims to bridge communication between the patients and their 
consultant, offering support and education regarding joint replacements pre-operatively and a 
point of contact post-operatively.  
The arthroplasty nurse together with the physiotherapist and occupational therapist run joint 
school. The aim is to provide patients with pre-operative information that will help eliminate 
cancellations and minimise the risk of infection.  A telephone helpline is also in place and used to 
support patients post-operatively following discharge. This includes answering questions and 
advising over the telephone to eliminate GP and Emergency Department attendance and also face 
to face contact for patients having problems or concerns especially around  wound care.  
. Some of the improvements made over the last twelve months are: 
• Introduction of arthroplasty helpline and advice leaflet  
• Betadine® and Chlorhexadine now have a 24 hour life span from opening within the theatre 
department.  
• Implementation of  Hydrex® form available for patient use to be given out in pre-assessment for 
decolonisation of patients prior to surgery.  
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• Hair removal carried out within the theatre department using single head disposable clippers as 
suggested by NICE guidelines 2016. 
• The theatre department are currently trialling hip and knee packs, to reduce the risk of 
contamination and waste 
• Theatres are  in the process of introducing a three way wound closure in which the joint 
replacement wounds are closed firstly with sutures, then a skin closure of suture or clips and then 
finally wound glue that forms a ‘seal’ around the wound site.  
• There will be the Introduction of a wound care pathway for all members of the MDT to follow 
when taking care of post-operative leaking wounds.  
• No patient can leave the ward to go to surgery if their body temperature is below 36.0 degrees 
and has pre-operative warming in place. 
• The one together document has been completed November 2017 and Trust compliance was 
59.70%. This is due to be reassessed in April 2019 
Post discharge surveillance continues for patients undergoing hip and knee replacement and hemi 
arthroplasty surgery. 
 
Chart 10: Hip replacement trend analysis (inpatient / re-admission) 
 

Rolling annual infection rate – infections as a percentage of all hip operations 

  

 
 
The percentage of surgical site Infections for the Last 4 periods for this category is 0.4% against 
the national benchmark of 0.4% 
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Chart 11: Knee replacement trend analysis (inpatient / re-admission) 
 

Rolling annual infection rate – infections as a percentage of all knee operations 

 

 
 
The percentage of surgical site Infections for the Last 4 periods for this category is 1.0% against the 
national benchmark of 0.4%. 
 

Chart 12: Repair neck of femur trend analysis (inpatient / re-admission) 
 

Rolling annual infection rate – infections as a percentage of all neck of femur operations 

 

 
 
The percentage of surgical site infections for the Last 4 periods for this category is 1.2% against 
the national benchmark of 1.0%. 
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10.0 Breast Surgery Surveillance  
 
Breast Surgery surveillance was completed for the period January – March 2018, as the report 
was not available at the time of the previous annual report it is therefore included in this annual 
report. 
 
There were no surgical site infections identified out of 66 operations within the surveillance period, 
this equated to a surgical site infection rate of 0.3% against the national benchmark of 0.8%. 
It has been agreed that following consistently good results over the past 3 years participation in 
the national surveillance scheme with cease, however monitoring will continue locally. 
If an increase in surgical site infections is identified then the surveillance program will be re-
introduced. 

 
10.2 Large Bowel Surgery surveillance 
 
Large bowel surgical site surveillance was completed for the period October – December 2018 
which included post discharge surveillance. 1 SSI was identified during this period out of 34 
operations. There was 0 additional post discharge confirmed case identified. The infection rate for 
this period is 2.9% which is a decrease from 0.1% from the previous surveillance quarter October 
– December 2017. More detailed results of this surveillance are shown in appendix 3. 

 
Chart 13: Large Bowel trend analysis 
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10.4 Caesarean Section Surveillance  
Caesarean section wound surveillance (including post discharge surveillance) was carried out 
during July - September 2018.  
 
Results showed 17 Surgical Site Infections giving a percentage of 9%. All 17 cases were classed 
as superficial infections. This was an increase of 1% from the previous surveillance period of April 
– June 2017.  
 
Table 12: The number of section operations and infections in 2011 to 2018 
 

 

 
Apr - Jun 

2011 
Apr - Jun 

2012 
Apr - Jun 

2013 
Mar - Jun 

2014 
Jan - Mar 

2015 
Apr - Jun 

2015 
Apr - Jun 

2016 
Apr - Jun 

2017 
Jul - Sep 

2018 

No. of 
operations 

139 140 134 172 151 167 165 167 186 

No. of SSI 22 20 21 24 12 8 10 13 17 
% of SSI 16% 14% 16% 14% 8% 5% 6% 8% 9% 

 
 
 
Chart 14: Demonstrates number of caesarean section wound infections  
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10.5 Alert organism and alert conditions surveillance 
Chart 15 gives the number of laboratory confirmed alert organisms identified between April 2018 
to March 2019 Alert organisms are those organisms that have infection prevention and control 
implications (excluding MRSA  and C.difficile) 
 
Chart 15: Total number of alert organisms  
 

 
11.0 CLUSTERS/OUTBREAKS 

 
Table 13: Clusters and outbreak during 01 April 2017 to 31 March 2018 
 

Date Ward 
No. of 
days 

closed 

No. of 
patients 
affected 

No. of staff 
affected 

Days 
monitored Disease Organism 

15.10.18 ASU/20 0 4 0 4 D+V None 
identified 

05.03.19 Acorn 
Unit 5 19 5 16 D+V norovirus 

20.03.19 Ward 19 

0 
bay 
closed 4 
days 

10 3 10 D+V norovirus 

28.03.18 Ward 23 
0 bay 
closed 10 
days 

12 6 11 D+V norovirus 

28.03.19 Ward 17 
0 bay 
closed 3 
days 

5 0 8 D+V norovirus 
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Several wards were monitored following reports of diarrhoea and /or vomiting. Unfortunately in 
some instances the ward was temporarily closed to admissions to enable control of the 
outbreak.  

12.0 COMPLAINTS 

The department has not received any complaints throughout this financial year. 
 

13.0 SERIOUS INCIDENTS 

Zero serious incidents relating to IP&C have been reported 
 

14.0 PATIENT ASSESSMENT 

The team continue to support patients with infections, providing on-going support for healthcare 
providers, carers, relatives and others.  The team aim to visit all patients with alert conditions or 
alert organisms, providing individual assessments on care management and control of infection 
as well as providing information to patients and relatives. If the patient is unable to 
communicate, the team leave a compliment slip advising of the visit and availability to relatives. 
Additionally the team conduct C. difficile ward rounds visiting patients with C. difficile associated 
disease (CDAD) evaluating and monitoring their progress. The consultant microbiologists 
conduct significant micro-organism isolate and antibiotic stewardship ward rounds in addition to 
daily visits to ITU.  
 
The control of infection relies on the prompt identification and management of infectious 
patients.  Therefore the response times of the IPCT are a vital element in the process to 
controlling risks associated with the transmission of human pathogens. The IPCT have set the 
following 2 target indicators against which they are performance managed. 
 
Indicator 1 - Percentage of verbal advice within 30 minutes on notification of alert organism 
and alert conditions (Target 99% of in-patients).  
 
Indicator 1- 4559 in-patient episodes of alert organism have been notified by the IPCT to clinical 
staff and verbal advice has been given.  In 99 % of cases this was achieved within 30 minutes. 
 
Indicator 2 – Percentage of visits to the area within 2 working days. (Target 98% of in-patients)   
 
Indicator 2- 2010 initial visits have been conducted, 100% of which were done within 2 working 
days.  The full report can be seen in appendix 4. 

 

15.0 EDUCATIONAL INITIATIVES 

The on-going education of all staff remains a high priority for the team however; problems 
releasing staff continue to be experienced. The team have explored different methods of 
providing training and have developed a bespoke programme of training in several areas.  It is 
vital that all staff have the necessary knowledge, understanding and skills in order to improve 
the overall safety and quality of patient care.  Trust wide infection prevention and control 
induction has been updated, as have clinical and non clinical mandatory training.  

 
The team participate in the induction programmes for new medical staff and medical students 
and have achieved 100% compliance with the provision of this service. The microbiologists 
continue to undertake targeted education of medical staff. 
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The team participate in the mandatory training & induction programmes for all other staff and 
have achieved 100% compliance with provision of this service. Site specific mandatory training 
has also been delivered to assist in wards and departments reaching their respective training 
targets.  

 
 ANTT training continues 
 Bug of the month 
 Sharps injury prevention week. 
 FFP3 mask fit testing  
 The team have continued to train the clean your hands champions who in turn monitor and 

check the hand washing technique at clinical level.  
 The team participate in the IV additives training days Training delivered to the Intensive 

Clinical Experience (ICE) students. 
 Food hygiene training, for volunteers and occupational therapists  
 CPE training for bed managers 
 Student training, including; dental student, physician associate students, 
 ISS Hostess service IPC training 
 Training on MRSA and CDT on the registered nurses preceptorship programme 

 Environment co-ordinators study event 
 Infection Prevention and Control Week 

 Antibiotic awareness week 

 Hand hygiene week 
 

16.0 HEALTH PROMOTION (PATIENT AND PUBLIC INVOLVEMENT /SPECIAL PROJECTS) 
The IPCT recognise the importance of working with the public to reduce healthcare associated 
infections and have encouraged the public to see this as a partnership. 

 
The team have promoted the principles of infection control to the general public by:  
 
 Items in the local press. 
 Infection Control week 
 Hand hygiene event targeting patients and the public 
 Updated patient information leaflets 
 Maintenance of a public display boards with seasonal related infection prevention health 

promotion advice e.g. Flu and Norovirus, preventing food poisoning, using antibiotics wisely, 
urinary tract infections etc.   

 

17.0 CAPITAL SCHEMES/ ESTATES/ EQUIPMENT 

The Infection Prevention & Control Team’s advice must be sought by the Trust for all service 
development activity including capital/building schemes, work in the women’s and children’s 
block, replacement of the air handling units in theatres, replacement programme in the 
decontamination services department, development of outpatient pharmacy, equipment 
procurement and contracting for services, which have implications for infection control.  

 

18.0 EXTERNAL VISITS 

The pathology department has retained UKAS accreditation. Decontamination Services has 
retained all the required standards and has successfully added the endoscopy decontamination 
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unit to ISO 13485 2003 and is compliant with the medical devices directive 93/42/EEC.  An 
external verification of the department’s data has confirmed the accuracy of our statistics.  
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19.0  ANNUAL EFFECTIVENESS REPORT FOR THE INFECTION PREVENTION AND CONTROL 
GROUP. 
 
All members were requested to complete the Trust annual effectiveness check list. Six 
members of the group returned the form. The results are shown below. 
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Comments/ 
actions 

Theme 1 – Group Focus       
I am clear about the objectives the 
group has set itself f or  each  
year .  

4 2     

I understand how the group wants 
to operate in terms of the level of 
information it would like to receive 
for each of the items on its annual 
work plan. 

4 2     

I have a full understanding of the 
Terms of Reference of the group. 

5 1     

Theme 2 – Group Team 
Working 

      

The group membership has the 
right balance of experience, 
knowledge and skills to fulfil the role 
described in its Terms of 
Reference. 

3 1 1    

The group has structured its 
agenda to ensure all elements of 
the annual work plan are covered. 

4 1 1    

The work-plan is revisited at the 
end of every meeting to ensure it is 
accurate and up to date. 

1 2 3    

I am clear with regards to the 
agenda items I am expected and 
required to contribute to. 

4 1 1    

I am clear with regards to the 
requirements for my 
attendance at the group. 

4 2 2    

Non-attendance by members 
is addressed by the Chair of 
the group. 

1 4 1    

It is clear to me why I am a 
member of this group and what 

4 2     
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Statement 
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actions 

information I am required to 
provide to the group. 
I feel sufficiently comfortable 
within the group environment to 
be able to express my views, 
doubts and opinions.  

4 2     

Members are held to account for 
late or missing information. 

2 3 1    

When a decision has been made or 
action agreed I feel confident that it 
will be implemented as agreed and 
in line with the timescale set down. 

2 4     

Theme 3 – Group Effectiveness       

The quality of group papers 
received allows me to perform my 
role effectively. 

3 2 1    

Members provide real and genuine 
discussion and challenge which is 
of benefit to the effectiveness of 
the group. 

2 3 1    

Debate  is allowed to flow  and 
conclusions reached without being  
cut short or stifled due to time  
constraints etc. 

2 3 1    

Each agenda item is 'closed off' 
appropriately so that I am clear 
what the conclusion is; who is doing 
what, when and how etc. and how 
it is being monitored. 

3 2 1    

At the end of each meeting  we 
discuss the  outcomes  and reflect 
back on decisions made and what 
worked well, not so well etc. 

1 3 2    

The group provides a written 
summary report of its meetings to  
the Quality & Governance Committee. 

3 2   1  

There is a formal  appraisal of the 
group's effectiveness each year which  
is evidence based 
and takes into  account my views 
And external views. 

3 2   1  

The group actively challenges 
information providers during the 
year to gain a clear understanding 
of progress and achievement. 

3 2 1    

Theme 4 – Group Leadership       
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Comments/ 
actions 

The group Chair has a positive 
impact on the performance of the 
group. 

5 1     

Group meetings are chaired 
effectively and with clarity of 
purpose and outcome. 

5 1     

The group Chair allows debate to 
flow freely and does not assert 
his/her views too strongly. 

5  1    
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Appendix 1 
 

Committee Structures Lines of Communication and Accountability as of March 2018 

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Health Protection Board 
& CCG Health Board  

BHNFT Board of Directors 

Quality and 
Governance 
Committee 

CCG & 
Public Health England  

 

Infection Prevention & 
Control Group  

Post Infection 
Review Group 

Antibiotic 
Stewardship 

Group 

SSI Group Water Safety 
Group 
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Appendix 2 
Infection Control Assurance Framework 
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Appendix 3 
Surgical Site Infection Surveillance 

          Hip Replacement Surveillance 
2018 and previous periods. 

                    
BHNFT All Hospitals 

  
Last Period  Last 4 periods 

Last 5 Years 
October – December 2018 January - December 2018 

Risk 
Index 

No. 
Operations 

No. 
SSI’s 

% 
Infected 

No. 
Operations 

No. 
SSI’s 

% 
Infected 

No. 
Operations 

No. 
SSI’s 

% 
Infected 

0 32 0 0.0% 141 0 0.0% 235343 629 0.3% 
1 16 0 0.0% 84 1 1.2% 67854 455 0.7% 
2 4 0 0.0% 25 0 0.0% 9776 155 1.6% 
3 0 0 0.0% 0 0 0.0% 63 0 0.0% 

Unknown 1 0 0.0% 6 0 0.0% 8951 40 0.4% 
Total 53 0 0.0% 256 1 0.4% 321987 1279 0.4% 

          Knee Replacement Surveillance 
2018 and previous periods 

          BHNFT All Hospitals 

  
Last Period  Last 4 periods 

Last 5 Years 
October – December 2018 January - December 2018 

Risk 
Index 

No. 
Operations 

No. 
SSI’s 

% 
Infected 

No. 
Operations 

No. 
SSI’s 

% 
Infected 

No. 
Operations 

No. 
SSI’s 

% 
Infected 

0 45 1 2.2% 205 3 1.5% 264479 660 0.2% 
1 23 0 0.0% 76 0 0.0% 70179 464 0.7% 
2 3 0 0.0% 11 0 0.0% 6350 94 1.5% 
3 0 0 0.0% 0 0 0.0% 37 0 0.0% 

Unknown 1 0 0.0% 3 0 0.0% 8816 37 0.4% 
Total 72 1 1.4% 295 3 1.0% 349861 1255 0.4% 

          Repair of neck of femur Surveillance 
2018 and previous periods 

          BHNFT All Hospitals 

  Last Period  Last 4 periods 
Last 5 Years 

October – December 2018 January - December 2018 

Risk 
Index 

No. 
Operations 

No. 
SSI’s 

% 
Infected 

No. 
Operations 

No. 
SSI’s 

% 
Infected 

No. 
Operations 

No. 
SSI’s 

% 
Infected 

0 12 0 0.0% 32 0 0.0% 19062 123 0.6% 
1 41 0 0.0% 167 3 1.8% 57959 576 1.0% 
2 5 0 0.0% 38 0 0.0% 12001 200 1.7% 
3 0 0 0.0% 0 0 0.0% 4 0 0.0% 

Unknown 0 0 0.0% 16 0 0.0% 5008 47 0.9% 
Total 58 0 0.0% 253 3 1.2% 94034 946 1.0% 
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          Large Bowel Surgery 
2018 and previous periods 

          BHNFT All Hospitals 

  
Last Period  

Last 4 periods Last 5 Years 
October – December 2018 

Risk 
Index 

No. 
Operations 

No. 
SSI’s 

% 
Infected 

No. 
Operations 

No. 
SSI’s 

% 
Infected 

No. 
Operations 

No. 
SSI’s 

% 
Infected 

0 9 0 0.0% 24 0 0.0% 4739 283 6.0% 
1 19 0 0.0% 74 5 6.8% 8376 701 8.4% 
2 6 1 16.7% 22 2 9.1% 3776 445 11.8% 
3 0 0 0.0% 2 0 0.0% 496 94 19.0% 

Unknown 0 0 0.0% 16 0 0.0% 1088 71 6.5% 
Total 34 1 2.9% 138 7 5.1% 18475 1594 8.6% 

           
Risk Index Definition 

 
A Risk Index comprising data obtained from three factors – ASA score, wound classification and 
duration of operation – is used to assign a risk score between 0 and 3 to each operation.  Operations 
with a risk index score of 3 have a higher risk of developing SSI than those with a score of 0.  This 
score is used to stratify operations and enable rates of SSI to be adjusted by these risk factors. 
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Month 
Number of 

Assessments 

Total Within 30 

Minutes 

Total Exceeding 

30 Minutes

Percentage 

Compliant

April 258 249 9 97%
May 249 243 6 98%
June 263 262 1 99.6%
July 260 258 2 99.2%

August 271 264 7 97.4%
September 249 243 6 97.6%

October 295 289 6 98.0%
November 301 297 4 98.7%
December 342 338 4 98.8%
January 469 465 4 99.1%
February 424 416 8 98.1%

March 386 381 5 98.7%

Total 3767 3705 62 98%

Month 
Number of 

Assessments 

Total Within 48 

Hours 

Total Exceeding 

48 Hours

Percentage 

Compliant

April 157 156 1 99%
May 166 166 0 100.0%
June 167 167 0 100.0%
July 165 165 0 100.0%

August 177 176 1 99.4%
September 189 189 0 100.0%

October 213 213 0 100.0%
November 221 221 0 100.0%
December 188 188 0 100.0%
January 231 231 0 100.0%
February 230 230 0 100.0%

March 194 194 0 100.0%

Total 2298 2296 2 100%

Appendix 4 
Performance Indicators  
 

PERFORMANCE INDICATOR 1 – achieved 99% 
Percentage of verbal advice given within 30 minutes on notification of alert organism and alert conditions 
(Target 99% of in-patients).  
 
Breakdown of Total No. of referrals seen by Infection Control at BHNFT (Please note the table relates to original 
referral criteria not necessarily confirmed cases). 
 
2018-19       2017-18 

 
The tables above show there was an increase of 792, in the number of assessments undertaken from 2017-18 
to 2018-19.  
 
PERFORMANCE INDICATOR 2 – achieved 100% 
Total number of referrals seen/not seen within 2 working days of notification by the Infection Prevention & 
Control. 
 
2018-19                        2017-18 

 
The tables above show there was a decrease of 288, in the number of assessments undertaken from 2017-18 
to 2018-19 

Month 
Number of 

Assessments 

Total Within 30 

Minutes 

Total Exceeding 

30 Minutes

Percentage 

Compliant

April 235 233 2 99%
May 284 275 9 97%
June 279 278 1 99.6%
July 332 327 5 98.5%

August 284 278 6 97.9%
September 324 320 4 98.8%

October 315 309 6 98.1%
November 306 305 1 99.7%
December 361 356 5 98.6%
January 801 796 5 99.4%
February 529 525 4 99.2%

March 509 500 9 98.2%

Total 4559 4502 57 99%

Month 
Number of 

Assessments 

Total Within 48 

Hours 

Total Exceeding 

48 Hours

Percentage 

Compliant

April 139 139 0 100%
May 150 150 0 100%
June 143 142 1 99%
July 150 150 0 100%

August 135 135 0 100%
September 141 140 1 99%

October 163 163 0 100%
November 154 154 0 100%
December 186 186 0 100%
January 260 260 0 100%
February 197 196 1 99%

March 192 190 2 99%

Total 2010 2005 5 100%
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PERFORMANCE INDICATOR 2     
 
Type of Organism Related to referral  
 
2018-19    2017-18 

 
  

 

 

 

 

 

 
The tables above show there was a decrease of 288, in the number of organisms related to referral.  
 

2018-19       2017-18 
 

 
The tabled above show there was an increase of 20 in the number of patients monitored with diarrhoea and 
increase of 3 in the number of Consultant lead diarrhoea ward rounds.  
 
 

Infection: BHNFT April 18 – March 19 

MRSA 1080 
Clostridium difficile Toxin 179 
Other 751 
Total 2010 

Infection: BHNFT April 17 – March 18 

MRSA 1072 
Clostridium difficile Toxin 210 
Other 1016 
Total 2298 

 
Additional Activity 

 
April 18 – March 19 

Number of patients monitored with 
Diarrhoea (this does not reflect the 
number of actual follow up reviews) 

237 

Number of Consultant lead Diarrhoea 
Ward Round 37 

 
Additional Activity 

 
April 17 – March 18 

Number of patients monitored with 
Diarrhoea (this does not reflect the 
number of actual follow up reviews) 

217 

Number of Consultant lead Diarrhoea 
Ward Round 34 
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Appendix 5 
Training data 

 
01.04.2018 – 31.03.2019 
 

Course title 
Number of 

sessions 
Number of 
attendees 

Infection control patient contact update  

105 1614 

Infection control patient contact update (clinical induction)  

8 244 

Infection control non patient contact 

22 487 

Hand hygiene (training by champions)  

92 295 

Hand hygiene: train the trainers  

25 122 

Mask fit testing 

15 32 

Mask fit testing- train the trainer 

23 18 

ANTT 

9 69 

Food hygiene 

1 9 

Infection control level 2 certificate 

0 0 

Student Induction 

10 115 

Other  

5 41 

Totals 315 3046 

 
 
*Note in addition to the above training some staff will have undertaken mandatory training online. 
 
01.04.2017 – 31.03.2018 

 
 

 
 

  
 
 
 
 
 
 
 
 
 
 
 

 
 
The tables above show an increase of 83 in the total number of training sessions delivered by the Infection 
Prevention and Control team.  Paying particular attention to the patient contact updates. Although there were 2 
less training sessions from 107 in 2017-18 down to 105 in 2018-19; there was an increase of 388 staff attending 
this training.  

Course title 
Number of 

sessions 
Number of 
attendees 

Infection control patient contact update 107 1226 

Infection control patient contact update (clinical induction) 12 169 

Infection control non patient contact 12 200 

Hand hygiene (training by champions) 36 285 

Hand hygiene: train the trainers  5 35 

Mask fit testing 11 21 

Mask fit testing- train the trainer 7 1 

ANTT 0 0 

Food hygiene 4 51 

Infection control level 2 certificate 2 5 

Student Induction 17 173 

Other 13 9 

Totals 232 2175 
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Appendix 6 

Barnsley Hospital 
NHS Foundation Trust 

 
BARNSLEY HOSPITAL NHS FOUNDATION TRUST  

19/20 YEARLY INFECTION CONTROL PROGRAMME/ACTION PLAN 
INCORPORATING CLOSTRIDIUM DIFFICILE AND MRSA ACTION PLANS 

These are in addition to core infection control activities 

OBJECTIVE ACTION LEAD 
TARGET 

DATE 

QUARTERLY UPDATE 
FOR INFECTION 

CONTROL GROUP 

1.  Policies and Procedures to be updated or produced 

1.1  Policies and infection control 
procedures/guidelines will be 
reviewed. 

 Review & update policies 
as required Upload onto 
SharePoint 

 Raise awareness of 
contents  

IPCT  March 2020  

2. Audit of Policies and Procedures 

2.1 
 
 
 
 

 

 
Procedure:  Hand Washing 
 
Hand Washing Observational 
Audit  
 
All wards/clinical areas   

 Conduct weekly audits 
 Feedback results 
 Establish action plan to 

address non compliance  
 

Matrons/ 
IPCT/Heads 
of Dept. 

Quarterly 
reporting to 
IPCG 

 

 - Red- Failing 

 - Amber – At Risk 

 - Green – Underway 

 - Blue – Completed  
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OBJECTIVE ACTION LEAD 
TARGET 

DATE 

QUARTERLY UPDATE 
FOR INFECTION 

CONTROL GROUP 

2.2 
 
 

 
 
 

Policy: Decontamination, 
National cleaning standards 

 

Audit the clinical environment 
and equipment 

All equipment and environment 
will be thoroughly 
decontaminated and 
cleanliness maintained to the 
highest level in all clinical 
areas according to infection 
prevention and control policies 
and procedures 

 Organise and arrange 
audits  

 Conduct audits as part of 
an exception report. 
Collate results and feed 
back to CBUs. 

 Monitor cleanliness and 
conduct PLACE light 
inspections   

 Participate in the annual 
PLACE inspection. 

 
 

IPCT/ 
Matrons/ 
BFS 

 
Quarterly 
reporting to 
IPCG 

 

2.3  Policy: MRSA and MRSA 
Screening  
 

Audit compliance with MRSA 
decolonisation and screening  

 Conduct audit and feed 
back results  

 Ensure MRSA patients are 
managed in line with the 
policy  

 Promote awareness of 
correct procedure 

 CBU to integrate actions 
into practise as required in 
action plan 

 CBU to report to IPCG 
progress via exception 
report 
 

IPCT 
 
 
 
 
 
 
 
 
 
CBU’s 

August 2019  
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OBJECTIVE ACTION LEAD 
TARGET 

DATE 

QUARTERLY UPDATE 
FOR INFECTION 

CONTROL GROUP 

2.4  Policy: Antibiotic  
Antibiotic stewardship/ Audit 
compliance with the policy 

 Conduct daily ward rounds 
on ITU 

 Review antibiotic use on 
patients with C.difficile 

 Restrict the use of certain 
antibiotics as directed by 
the consultant 
microbiologist 

 Monitor antibiotic CQUIN, 
prophylaxis in bowel 
surgery and total reduction 
of antibiotics  

Consultant 
microbiologist 
Antibiotic 
pharmacist   

March 2020 
 
 
 
Quarterly 
reporting to 
IPCG 
 
 
 
 
 
 
 
 
 

 
 

 

2.5  Procedure: Administer Hydrex 
preoperatively for MSSA 
positive patients under going 
hip or knee replacement  

 Continue to advise patients 
on how and when to apply 
the hydrex  

 Conduct audit analyse 
results  

 Feed back to IPCG 

CBU 2 
 

March  2020  

2.6  Policy: CPE and Candida auris 
Audit compliance with CPE 
policy 

 Conduct on-going audit on 
the care and management 
of patients 

 Provide prompt feedback 
to clinical area. 

 Datix to be completed 
when IPC team not 
informed of repatriation 

 

IPCT   
Quarterly 
update to 
IPCG 
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OBJECTIVE ACTION LEAD 
TARGET 

DATE 

QUARTERLY UPDATE 
FOR INFECTION 

CONTROL GROUP 

2.7  Policy: Isolation 
Audit compliance with isolation 
policy 

 Promote barrier nursing 
precautions via lead nurse 
forums, HUB, 
communications, practice 
sharing, ward visits etc. 

 Include as a theme for IPC 
week 

 Develop audit tool 
 Conduct audit 
 Disseminate results to 

clinical teams 

IPCT December 
2019 

 

3. Education 

3.1  Achieve 90% compliance with 
IPC mandatory training 
 
 

 Review training packages 
Update and develop as 
required   

 Conduct sessions, report 
to training  

 Review evaluations and 
feed back to staff as 
appropriate  

 Work with CBUs in 
achieving  compliance with 
mandatory training target  

IPCT Quarterly 
update to 
IPCG 

 

3.2  Educate the patients and 
general public providing up to 
date and relevant information. 

 Develop flyers for 
dissemination on 
preventing infections to be 
handed to the public  

 Display information around 
the Trust targeting the 
public   

 Review and update patient 
leaflets as required 

 Consult with staff and 
patients  

 Develop new leaflets if 
required 
 

IPCT January 
2020 
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OBJECTIVE ACTION LEAD 
TARGET 

DATE 

QUARTERLY UPDATE 
FOR INFECTION 

CONTROL GROUP 

4.  Projects 

4.1 
 

  Maintain the saving lives 
programme 
 

 Continue to Incorporate 
High Impact interventions 
into appropriate 
procedures 

 Monitor and deliver  Saving 
Lives programme 

 Present and discuss 
results at IPCG and 
Individual CBU meetings – 
CBU’s to identify action 
required and develop an 
action plan  

 Implement and monitor 
action plans arising from 
the audits 

 Matrons to provide 
exception reports for any 
areas not achieving targets  
 

 
IPCT/ 
Matrons 
 
 
 
 
 
 
 
 
 
 

On-going 
 
Quarterly 
update to 
IPCG 
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OBJECTIVE ACTION LEAD 
TARGET 

DATE 

QUARTERLY UPDATE 
FOR INFECTION 

CONTROL GROUP 

4.2   To reduce device related 
blood stream infections 

 Analyse results to identify 
predominant sources of 
infection. 

 Target these devices for 
any additional training 

 Ensure all wards have 
clinical educators 
competent in ANTT 

 Ensure clinical educators 
are training staff in ANTT 

 Undertake RCA’s on all 
device related blood 
stream infections. 

 CBU to develop and initiate 
action plan to improve 
practise if required. 

 CBU  to report to IPCG 
progress 

 
 

IPCT/CBU’s Quarterly 
update to 
IPCG 

 

4.3 Promote Events 
 
 

 Develop programme of 
promotional events to 
include hand hygiene, IPC 
week, antibiotic awareness 
week and sepsis 

 Plan and execute 
programme of activity to 
raise awareness 

 
  

IPCT/Matron 
senior 
professional 

March 2020  

4.4  Patient hand hygiene 
promotion 

 Design patient information 
regarding hand hygiene  

 Review patient information 
with clinical colleagues 

 Introduce information 
 
 
 

IPCT 
Hand 
hygiene 
champions 

August 2019  
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OBJECTIVE ACTION LEAD 
TARGET 

DATE 

QUARTERLY UPDATE 
FOR INFECTION 

CONTROL GROUP 

5.  Surveillance 

5.1  The routine surveillance of 
alert organisms, alert 
conditions, antibiotic 
resistance patterns and 
monitoring of all positive 
isolates will continue. 

 Conduct surveillance daily 
 Report all significant 

organisms to clinicians. 
 Monitor trends and 

increase in incidence and 
take actions where 
appropriate 

IPCT Quarterly 
reporting to 
IPCG  

 

5.2  MSSA Bacteraemia 
surveillance will be continued 
and RCA of all hospital 
acquired cases will be 
undertaken  

 Comply with mandatory 
surveillance and reporting 

 Conduct RCA and 
Implement shared learning 
and identify any lapses in 
care. 

 Feedback to clinical teams 
with a MDT meeting when 
appropriate 

 Monitor trends and take 
action where necessary. 

 Report via CBU exception 
report to IPCG. 

IPCT Quarterly 
reporting to 
IPCG and 
Quality and 
Governance 
Committee 
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OBJECTIVE ACTION LEAD 
TARGET 

DATE 

QUARTERLY UPDATE 
FOR INFECTION 

CONTROL GROUP 

5.3 
 

MRSA bacteraemia 
surveillance will continue with 
root cause analysis of all 
cases. 

 

 Comply with mandatory 
reporting arrangements. 

 Collate data collection 
 Use RCA surveillance form 

to robustly review cases 
ensuring compliance with 
reporting timescales and 
engagement of 
Consultants with the 
processes, escalating 
areas for action and 
lessons learnt. 

 Identify all MRSA’s that 
were avoidable 

 Develop comprehensive 
action plans  

 Report to IP&CG PSQG + 
CCG 

 Review all RCA and 
monitor trends across the 
organisation 

 To be reviewed and 
presented at the PIR group 

IPCT/ 
Matrons 
 
 
Matrons 
 
 
 
DIPC 
 
 
 
 
 
 
Matrons / 
Consultants 
 
 
 
DIPC 

Quarterly 
reporting to 
IPCG and 
Quality and 
Governance 
Committee 
 
 
 
 

 

5.4  Surveillance of multi drug 
resistant organisms. E.g. CPE 
and GRE 
 

 Comply with mandatory 
reporting arrangements. 

 Monitor the trend and 
investigate unusual trends 

IPCT Report as 
required  

 

5.5  Targeted surveillance of hips 
knees and neck of femur 
repair, including post 
discharge surveillance 

 Conduct surveillance in 
line with national 
requirements. 

 Conduct a RCA of each 
infection with clinical teams  

 Hold regular SSI meetings 
 Review action plan and 

report to IPCG 

IPCT/ 
CBU 2 

Yearly 
Programme. 
 
Report to 
IPC and 
Quality and 
Governance 
Committee 
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OBJECTIVE ACTION LEAD 
TARGET 

DATE 

QUARTERLY UPDATE 
FOR INFECTION 

CONTROL GROUP 

5.6  
 

Conduct 3 months 
surveillance of Caesarean 
section infections including 
post discharge surveillance 
 

 Conduct surveillance and 
evaluate proforma 

 Discuss and organise post 
discharge surveillance with 
midwives 

 Feed back to clinical teams 

IPCT /Matron April  2019 
June 2019 
 
Report to 
IPC and 
Quality and 
Governance 
Committee 

 

5.7  Conduct 3 months 
surveillance of Large Bowel 
surgery infections, 
including post discharge 
surveillance  

 Conduct surveillance in 
line with national 
requirements. Feedback to 
clinical teams 

IPCT October 
December 
2019 
 
Report to 
IPC and 
Quality and 
Governance 
Committee 
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OBJECTIVE ACTION LEAD 
TARGET 

DATE 

QUARTERLY UPDATE 
FOR INFECTION 

CONTROL GROUP 

5.8  Continue surveillance of 
E.coli /Gram negative 
bacteraemia and undertake 
RCA 

 Comply with mandatory 
surveillance and reporting 

 Conduct RCA where 
indicated Implement shared 
learning and identify any 
lapses in care. 

 Complete RCA on all 
catheter associated E.coli 
blood stream infections 

 Feedback to clinical teams 
with a MDT meeting when 
appropriate 
 

 Monitor trends and 
increases in incidence and 
take action where 
necessary. 

 Report via CBU exception 
report to IPCG 

 Work with colleagues in 
BCCG and  SWYPT to 
reduce Gram   negative 
bacteraemia 

CBU/IPCT On-going  

6. Environment 

6.1  Participate in new 
development and capital 
schemes 

 Review plans as required 
 Participate in programme 
 Agree equipment finishes 

etc. 
 
 
 
 
 
 
 
 
 

IPCT/BFS Respond as 
required 
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OBJECTIVE ACTION LEAD 
TARGET 

DATE 

QUARTERLY UPDATE 
FOR INFECTION 

CONTROL GROUP 

7. Decontamination 

7.1 Monitor compliance with the 
legionella policy and 
Pseudomonas guidance 
 
 
 
 
 
 
 
 

 Monitor progress at the 
Water Strategy Group 
meeting. 

 Agree where ‘discretionary’ 
samples are to be taken 
from. 

 Continue to hold action 
meetings where readings 
are found to be above 
agreed levels. 
Consider updating policy 
should any new national 
guidance be issued.  

IPCT/BFS March 2020 
 
 
Quarterly 
reporting to 
IPCG 
 

 

7.2 Continue monitoring 
programme for washer 
disinfectors including 
endoscopy dishwashers, 
washing machines etc. 

 Conduct weekly water 
sampling of endoscopy 
washers  

 Action results as 
appropriate 

 Take regular readings of 
temperature controls for 
internal washing machines  

 Apply the appropriate 
testing for specialist 
washers e.g. SSD RO 
Plant  

 

BFS 

March 2020 
 
 
Quarterly 
reporting to 
IPCG 

 

7.3 Produce cleaning  report to 
provide board assurance  
 

 Continue to produce 
monthly reports. 

 Assurance of cleaning 
given to the Infection 
Prevention and Control 
Group 

BFS 

March 2020 
 
 
Quarterly 
reporting to 
IPCG 
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OBJECTIVE ACTION LEAD 
TARGET 

DATE 

QUARTERLY UPDATE 
FOR INFECTION 

CONTROL GROUP 

7.4 Monitor and maintain 
standards within the 
Decontamination Services 
Department taking account of 
national and legal 
requirements 

 Monthly internal audits 
undertaken as part of the 
QA system. 

 Six monthly audits 
undertaken by the external 
Auditor to maintain 
registration and 
compliance with the 
Medical Device Directive 
93/42/EEC, ISO 9001:2008 
and ISO 13485:2003. 

BFS 

Quarterly 
reporting to 
IPCG 

 

7.5 To undertake a review of 
decontamination outside of 
the DS department. 

 Visit each associated area 
 Review current practise 

against national guidelines 
 

IPCT 

Quarterly 
reporting to 
IPCG 

 

8. Performance Management 

8.1 Ensure compliance with 
infection control Programme 
and Hygiene Code at CBU 
level  

 

 CBU’s to compile and 
present their compliance to 
the core standards of the 
hygiene code via their 
exception reports 
presented to IPCG 

Clinical 
Directors 
Associate 
Directors of 
Nursing and 
Matrons   

Bimonthly at 
IPCG  

 

 
MRSA Meticillin Resistant Staphylococcus aureus  IPCT Infection Prevention and Control Team 
MSSA Meticillin Sensitive Staphylococcus aureus CD Clinical Director 
IPCG Infection Prevention & Control Group CBU Clinical Business Unit 
DIPC Director of Infection Prevention and Control PSQG Patient Safety and Quality Group 
CQUIN Commissioning for Quality & Innovation HCAI Health Care Associated Infection 
CPE Carbapenemase-producing Enterobacteriaceae MDT Multi Disciplinary Team  
CEO Chief Executive Officer ESBL Extended Spectrum Betalactamse 
RCA Root Cause Analysis GRE Glycopeptide Resistant Enterococci 
SSI Surgical Site Infection PLACE Patient Led Assessment of Care Environment 
BHNFT Barnsley Hospital NHS Foundation Trust PIR Post Infection Review 
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 Barnsley Hospital 
NHS Foundation Trust 

 
 

BARNSLEY HOSPITAL NHS FOUNDATION TRUST  

 
19/20 Clostridium difficile infection reduction plan 

                       
 

OBJECTIVE ACTION LEAD 
TARGET 

DATE 

QUARTERLY UPDATE 
FOR INFECTION 

CONTROL GROUP 

1.  Policies and Procedures to be updated or produced 

1.1  Policies and infection control 
procedures/guidelines will be 
reviewed. 

 Review C.difficile policy 
 Review Isolation policy 
 Review hand hygiene 

policy  

IPCT  June 2019  

2. Audit  

2.1 
 
 
 
 

 

 

Audit the management of 
patients with loose stools 

 Identify patients with type 6 
and 7 stools 

 Undertake audit to identify 
whether patient managed 
in line with Trust policies 

 Feedback audit to clinical 
teams monthly/quarterly 

 Maintain accurate stool 
chart  

 Isolate the patient 
according to policy. 
Complete Datix if not able 
to isolate  

 Escalate if side room not 
available 

 Stool samples to be sent 
promptly following risk 
assessment 

 Review medication and 
take action as appropriate  

IPCT 
 
 
 
 
 
 
 
Clinical 
teams 

 
On-going 
audit. 
 
Quarterly 
update at 
IPCG. 
 
 
 

 

 - Red- Failing 

 - Amber – At Risk 

 - Green – Underway 

 - Blue – Completed  
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OBJECTIVE ACTION LEAD 
TARGET 

DATE 

QUARTERLY UPDATE 
FOR INFECTION 

CONTROL GROUP 

2.2 
 
 

 
Audit care of Clostridium 
difficile patients including 
monitoring clinical care 

 
Policy: Care of Clostridium 
difficile toxin positive patients 

 Conduct C.difficile ward 
rounds 

 Collate information 
 Feedback to clinical teams 
 Identify and action any 

lapses in care 
 IPC audit to be undertaken 

following each case of CDI 
 

IPCT/Matron 
 

On-going 
audit. 
 
Quarterly 
update at 
IPCG. 
 
 
 

 

2.3  Antibiotic stewardship/ audit 
compliance with the policy. 
 
Policy: Antibiotic 

 Review antibiotic use on 
patients with C.difficile 

 Restrict the use of certain 
antibiotics as directed by 
the consultant 
microbiologist 

 Conduct ward round at 
least 3 times weekly.  

 Undertake antibiotic audit 
on wards following positive 
CDT result  

 Explore the possibility of 
introducing E- prescribing  

 

Consultant 
Microbiologi
st 
Antibiotic 
pharmacist   

On-going 
audit. 
 
Quarterly 
update at 
IPCG. 
 
 
 
 
 
 
 
 

 
 

 

3.  Education 
3.1 To improve knowledge and 

compliance with IPC training 
 Work with CBU’s to ensure 

the Trust target of 90% IPC 
training compliance is 
achieved. 

 Deliver targeted training in 
response to audit findings. 

 Conduct IPC practice 
sharing following each 
confirmed case. 

IPCT 
ADN 

On-going. 
 
Quarterly 
update at 
IPCG 
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OBJECTIVE ACTION LEAD 
TARGET 

DATE 

QUARTERLY UPDATE 
FOR INFECTION 

CONTROL GROUP 

4.  Surveillance 

4.1 
 
 

 The prevention and monitoring 
strategy for Clostridium 
difficile will continue  
 

 Comply with mandatory 
reporting arrangements 

 Monitor trends feeding 
back to clinical staff and 
local Governance structure 

 Continue to monitor 
patients with diarrhoea 
reviewing blood results etc. 

 A root cause analysis will 
be completed on all C. 
difficile cases, including 
actions during a period of 
increased incidence or 
same ribotype. 

 RCA’s to be discussed at 
multidisciplinary post 
infection review group. 
Members include BHNFT, 
SWYPFT, BCCG and 
BMBC. 
 

IPCT 
BHNFT 
BCCG 
SWYPFT 
 
CBU’s 
Clinical 
pharmacist 
 
 

On-going. 
 
Quarterly 
update at 
IPCG 
 
 
 

 

5. Environment 

5.1 
 
 
 
 
 
 
 
 

Review of environmental 
cleaning 

 Pursue alternative 
methods of 
environmental cleaning 
products 

 Conduct trial and 
evaluation of product  

 Introduce new product if 
appropriate 

 Conduct environmental 
audit following each 
confirmed case. 

 

IPCT May 2019 
 
 
 
 
August 2019 
 
 
March 2020 
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OBJECTIVE ACTION LEAD 
TARGET 

DATE 

QUARTERLY UPDATE 
FOR INFECTION 

CONTROL GROUP 

5.2 Enhanced cleaning 
programme 

 Explore possibility of 
deep cleaning ED and 
AMU 

 Introduce proactive use 
of  Ultra V 
decontamination for ward 
sluices, bathrooms and 
toilets 

IPCT 
BFS 

June 2019  

5.3 To undertake a proactive 
programme of 
decontamination with Ultra 
V/HPV 

 Work with Hygiene 
solutions and BFS to 
undertake a site survey 

 To identify areas to be 
included in the proactive 
programme. Minimum 
toilets and bathrooms. 
Following review of 
RCA’s to look at including 
other areas such as 
sluice, day rooms and 
staff areas. 

 To implement the 
proactive programme and 
evaluate effectiveness 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

IPCT/BFS August 2019  
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OBJECTIVE ACTION LEAD 
TARGET 

DATE 

QUARTERLY UPDATE 
FOR INFECTION 

CONTROL GROUP 

6. Projects 

6.1 
 
 
 
 
 
 
 
 
 
 
 

Optimisation of diarrhoea 
management in the 
organisation 

 Project to ensure all bowel 
movements are recorded 
on Vital Pac. Work in 
conjunction with patient 
safety team and lead 
nurses. 

 Work with Healthcare 
Information Insight 
Services to generate an 
alert to the IPCT if type 6/7 
stools are documented. All 
new patients with 
diarrhoea then reviewed 
by IPCN. 
 

IPCT September 
2019 

 

6.2 Explore best practice from 
other organisations 

 Identify organisations that 
have excelled in achieving 
reduction targets. 

 Liaise with the appropriate 
teams to discuss good 
practice. 

 Discuss shadowing 
opportunities as 
appropriate. 

 Feedback to infection 
prevention and control 
group. 

IPCT August 2019  

 
 
DIPC Director of Infection Prevention and Control IPCT Infection Prevention and Control Team 
CQUIN Commissioning for Quality & Innovation PIR Post Infection Review 
BMBC Barnsley Metropolitan Borough Council CBU Clinical Business Unit 
BCCG Barnsley Clinical commissioning Group RCA Root Cause Analysis 
SWYPFT South West Yorkshire Partnership Foundation Trust BHNFT Barnsley Hospital NHS Foundation Trust 
AND Associate Director of Nursing  MDT 

IPCN  
 

Multi Disciplinary Team  
Infection Prevention and Control Team 
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BoD July2019: Celebrating our People 

EXECUTIVE SUMMARY 

RECOMMENDATIONS 

STRATEGIC CONTEXT 

 
 

REPORT TO THE BOARD OF DIRECTORS REF: BoD: 19/07/04/09 

 
SUBJECT:   CELEBRATING OUR PEOPLE 

DATE:          JULY 2019  

PURPOSE:  

 Tick as 
applicable 

  Tick as 
applicable 

For decision/approval   Assurance  
For review   Governance  
For information   Strategy  

PREPARED BY:  

SPONSORED BY: Richard Jenkins, Chief Executive 

PRESENTED BY: Emma Parkes, Director of Marketing & Communications 

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

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

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

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

 
The Board is asked to review the content of this report.  
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Subject: CELEBRATING OUR PEOPLE REPORT Ref: BoD 19/07/04/09 

 
 
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 

 
Winner: Patricia Bostwick, Assistant Medical Secretary 
Patricia and I have worked together in ENT for nearly 30 years. She has always 
worked hard and done her very best for patients and staff alike. She started at 
Beckett Hospital in 1975 and came back to the Hospital after having her family. She 
has worked both in Orthopaedics and ENT. She came to work with me in ENT in 
March 1990. She has been an excellent colleague and a good friend over the years to 
me and many others and has always done her best sometimes in very trying and 
difficult circumstances which we have faced in our department over the years, and I 
feel that some form of recognition is well overdue. 

 
2.1 Nominees: 

 
Diane Collier, Staff Nurse 
Hi I’m Jess a newly qualified Nursing Associate and I would like to nominate Diane 
Collier, a very experienced staff nurse who works currently on ward 33. Diane was 
one of my first supervisors and was absolutely fantastic! She deserves this award for 
being so committed and determined to provide excellent patient care and also for 
sharing her knowledge and skills with me and other students. Diane is hard working 
and loves her job and I feel she needs the recognition that she deserves :-) She is a 
great colleague and friend that I know I can always rely on for advice and support! :-) 
 

 
 

3. TEAM BRILLIANT AWARD 

Winner: Acute Medical Unit 
I have been on the acute medical unit for the passed 6 months as a placement 
through my university course. I am a trainee nursing associate employed by the trust 
and have found the acute medical unit to be very welcoming, friendly and overall a 
fabulous team. The work pressure on the unit is very high but all staff work brilliant 
and effectively ensuring that all patients are cared for. Treated with dignity, respect 
and in a person centred approach. The nursing staff on the AMU have given me so 
much knowledge which I can take with me to my other placements and feel confident 
in the skills which I have gained. The AMU is a fantastic learning environment in 
which I feel has enabled me to widen my skills. the staff are fantastic and ensure that 
they work together as a team 
 
 

Pack Page 92



BoD July2019: Celebrating our People 

 
3.2 Nominees: 

 
Higher Clerical Officers Orthopaedic (Stacey Ball and Julie Gerstmar) 
Stacey and Julie work extremely hard to ensure that all fracture patients and elective 
orthopaedic patients are reviewed and followed-up in a timely manor which can be 
testing at times especially with winter pressures and shut down meaning that there is 
a bigger influx of fracture patients over the winter period and beyond, and also after 
closing elective surgery for a minimum of six weeks to help manage winter pressures, 
we now run extra lists to ensure that we can keep our waiting times to a minimum and 
help achieve target. This therefore can have a knock on effect with making 
appointments and having waiting lists for patients who need to be seen quickly (we 
can't stop trauma happening in day to day lives.) 
 
Umar Patel and his Pharmacy team 
This team led by Umar consistently work to high standards. They speed up the 
discharged process for the patients on the elective unit (ward34). Umar will help staff 
with any drug queries. He helps all levels of staff on the ward. Puts patients at ease 
helps them to understand their medications and talks them through any new 
medications started in hospital. Liaises with GP practises. The pharmacy team led by 
Umar deserve the brilliant team award as they are BRILLIANT. 
 
 
 

4. PUBLIC BRILLIANT AWARD 

Winner: Dr John Proctor, Dermatology Doctor 
I had an appointment a few days ago with Dr Proctor at the dermatology department. 
I would like to commend him for his guidance which has really eased my mind and 
made me very happy indeed.  The appointment was about a skin graft but Dr Proctor 
was very gentle and kind and told me that it was indeed cancer. I’ve had cancer 
before some 15 years and went through a lot of trouble due to misconduct which has 
rendered myself illiterate. Dr Proctor approached me and told me that he didn’t think a 
skin graft would be the best course of action. Instead he suggested Radiotherapy to 
tackle the cancer. From my experience, cancer has always been very difficult to deal 
with and I have suffered depression because of it, but Dr Proctor has been very 
courteous and has lifted my spirits in the face of cancer. Other doctors I have seen 
haven’t always been knowledgeable and some has barely read my reports. Dr Proctor 
knew exactly who I was and the best way to help me which was a very nice change 
compared to my recent visits. I would hope that this email reaches the proper 
management so that Dr Proctor is commended because his help has really made my 
day on an otherwise terrible day of news. I do hope for a reply letting me know of Dr 
Proctors recognition and reward for his invaluable work with me and I suspect many 
other patients. If it’s not too much trouble I’d like a reply in the post so that I can have 
it to hand and have someone read it to me. Thank you, Dr Proctor and thank you 
recipient. 
 

 
4.1 Nominees: 

 
Ophthalmology 
I’m nomination the Eye Dept for any award you have. My wife recently had to attend 
their emergency clinic. From beginning her treatment, which is still ongoing, the staff 
in that Dept were amazing. Kind. considerate and helpful and empathetic at all times. 
Amazing each and every one of them. Thank you. 
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Dawn Blackburn, Health Care Assistant 
I would like to nominate what only can be described as the most wonderful, kind, 
caring maternity nurse called ‘Dawn’. I remember it like it was yesterday, the night I 
started having contractions after a gruelling two days of being induced. I was in 
agony, Dawn was there for me that night...she reassured me, she held my hand, she 
made me feel loved like I was one of her own. She put me in a warm bath, and and 
helped me try relieve my contractions in a natural way. She selflessly held my hair 
back, and rubbed my back for me when I was in the most utter pain and agony. She 
helped dry me and get me back to bed and stayed with me through what was a very 
long tough, painful night. I will never forget that kind, gentle face, that woman who for 
that night was like a mother to me. I cannot thank Dawn enough for what she did for 
me, to me she is an angel, and she deserves this award for going above and beyond 
and making people feel like not they are just patients but they are family too! Thank 
you Dawn - I will never forget you! 
 
 
Gynae inpatient ward and Mr Farag 
Twice in the matter of months I have needed surgery my recent surgery needing a 
hysterectomy being a patient is the most scary anxious time ever and the fact that 
you know too much makes it worse . Mr Farag is amazing a true gentleman who was 
very attentive and caring and just cared I shared a secret with him I have held for 
years and it isn’t easy but he instantly reassured me from start to finish and will 
contribute to my mental health for years to come after doing what he has done I can 
never thank this wonderful surgeon enough ever . Now for the gynae inpatient staff 
and the ambulatory care staff man I can say is what a TEAM they were fantastic 
caring , compassionate , funny made a hospital stay very pleasurable a special 
mention to my night nurse Christine Graham she made me smile every night even 
upto discharging me was so caring and looked like she enjoyed what she did which 
makes a massive difference . Bev the staff nurse what bloody good distraction skills 
she has I was so scared over them taking my drain out but it she did it very cleverly 
and was always smiling the hca jade and Ellie ( i think ) so lovely , Yvonne so 
attentive and caring I can’t remember the others names I do apologise , I will never 
forget their caring and compassion what an amazing team Thankyou for making a 
stay in hospital a positive experience although I don’t wish to repeat it but if I did I 
would want all you nurses by my side you truly are angels in disguise and BRILLIANT 
isn’t the word it should be AWESOME !!!!! 
 
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 
 
Gynaecology Outpatients 
I've recently had to visit the department being a patient rather than being a nurse. The 
girls were so lovely, reassuring me during the procedure and afterwards too. Its more 
worrying sometimes when you know what's got to happen and I was a complete bag 
of nerves!! They kept me calm and also made me laugh. I'm so grateful to work along 
side of a wonderful team and I personally feel they don't get enough praise that they 
truly deserve because all the ladies that walk through our doors get their wonderful 
care too. They are a bunch of angels. 
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Ward 33 
When I initially broke my leg I was petrified because it would stop me doing so much 
and I knew the severity of the break, these nurses and auxiliaries were there for me 
emotionally, physically and mentally and helped me through a great deal they spent 
the time to ensure that everyone in the room was ok, they made you feel like a person 
and not a number, they helped wipe my tears, and overcome barriers I had such as 
using a commode at 26 years old to talking to me to help me get through a non 
epileptic seizure which I have due to pain and stress, they took their time to explain 
things to me in detail and help me understand when I couldn’t. If anyone asked me 
what I think to ward 33 I haven’t got a bad word to say about it apart from the agency 
staff but they are not normal ward staff. I am so glad I was brought to BDGH as the 
treatment was amazing. 
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REPORT TO THE  
BOARD OF DIRECTORS REF: BoD: 19/07/04/10  
 

SUBJECT: FINANCE & PERFORMANCE ASSURANCE REPORT  

DATE: July 2019  

PURPOSE: 

 Tick as 
applicable 

  Tick as 
applicable 

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

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

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

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

STRATEGIC CONTEXT  

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

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

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

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

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

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

- critically analysing the key people data and reviewing delivery of the People Strategy. 

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

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

In terms of the finances the month two year to date position is a deficit position of £0.957m, against a plan 
of £1.263m, which is £0.306m favourable to plan. Planned Provider Sustainability Funding of £1.194m has 
been accrued in full. In terms of the CIP programme £0.345m was delivered in month against a plan of 
£0.521m; £0.175m behind plan, year to date CIP is £0.528m against a plan of £0.879m, which is £0.351m 
adverse to plan. The cash position at the end of the month is £1.421m, which is £0.421m ahead of plan. 
The capital expenditure as at month 2 was £0.508m, which is £0.580m adverse to plan. 
In terms of performance the Trust continues to do exceptionally well. The 4 hour emergency access was 
successfully delivered in May at 96%. The validated position for RTT shows delivery in May at 95%. 
Diagnostic wait performance remains compliant with 99.9% of patients accessing diagnostics with 6 
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weeks, Cancer performance shows delivery against all cancer access standards with the exception of 38 
day inter provider transfer standard.      
In terms of People sickness is running at 4.10% (down on April by 0.02%) with a cumulative figure of 
4.24%, training is at 91.3% and appraisals at 31.4%.  
From an ICT perspective the committee received an update on the loss of the Deputy Director and Head 
of Information, ePMA, VitalPAC and Crash Bleeps. The committee also received a presentation on 
Medway System C which gave good assurance about the governance in place. 
The committee received an update on the business case benefits realisation schedule and asked the 
Executive to review the process and the sign off levels within that process.  
The committee received a presentation on apprenticeships which showed excellent progress and the 
committee suggested that having an “apprentice story” at the start of Board would be a good idea. 
The committee received the Research and Development annual report and commended the team on their 
achievements in 2018/19 and made some suggestions on how this might be presented to Board and 
Governors. 
The committee received an appraisal paper on the NHSP Seasonal Bonus Scheme which showed a 
successful implementation. 
The committee received and signed off the updated Local Employer Based Awards (EBA) policy. 
Finally the committee reviewed the latest BAF and CRR from a finance and performance perspective and 
noted the changes on both documents and reviewed the committee’s annual effectiveness review which 
needs more work ready for presentation at the next committee meeting. 

RECOMMENDATIONS  

This report therefore recommends that: 
- The Board notes the financial performance in month two.  

- The Board notes the month two underperformance against the CIP target. 

- The Board notes the continuing excellent delivery of operational performance. 
- The Board notes the assurance against the governance arrangements for the Medway System C 

project. 
- The Board notes the business case benefits realisation paper and the committee’s request for a 

review of the process. 
- The Board notes that the committee has received the Research and Development annual review. 

- The Board notes the committee’s review of the apprentice scheme. 

- The Board notes the committee’s review of the NHSP Seasonal Bonus Scheme 

- The Board notes the committee’s sign off of the updated Local Employer Based Awards policy. 
- The Board takes assurance that the BAF/CRR are being regularly reviewed. 
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Subject: Finance & Performance Committee Assurance Report Ref: BoD: 19/07/04/10 

CHAIR’S LOG: Chair’s Key Issues and Assurance Model  
Committee / Group Date 27th June 2019 Chair 
Finance and Performance Committee June 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 two the Trust has a consolidated year to date deficit position of £0.957m, 
against a plan of £1.263m, which is £0.306m favourable to plan. Planned Provider 
Sustainability Funding of £1.194m has been accrued in full. CIP is £0.528m against a 
plan of £0.879m, which is £0.351m adverse to plan. The cash position at the end of the 
month is £1.421m, which is £0.421m ahead of plan. The capital expenditure as at month 
2 was £0.508m, which is £0.580m adverse to plan. Current assets excluding cash are 
£7.685m above plan. This is primarily driven by bonus PSF monies which were unknown 
at the time of setting the plan. It is anticipated this money will be received in August 19. 
There is also circa £1.5m owing from associate CCGs relating to 2018/19 overtrade, 
which will only be paid following quarter 4 freeze and reconciliation process in June. 
Payables, including accruals, are £6.271m ahead of plan. This increase is in part 
explained by the unplanned DH loan repayment in May of £2.870m, resulting in the need 
to carry a higher than planned creditor balance. The remaining £3.401m is primarily 
linked to high year end capital creditor accruals, and annually charged contract values, 
resulting in higher levels of prepayments than planned; this will unwind over the course of 
the year. As requested by the committee the report now has a table explaining the 
underlying income and expenditure plan showing the phasing of PSF, FRF and MRET 
monies to show how the Trust will hit its control total at year end. 

Board For information 
and Assurance 

2.  CIP 

Month 2 saw actual savings of £345,269 against a plan of £521,000 resulting in an under 
achievement of £175,731. A much higher level of savings was seen at Month 2 but, as 
the plan had risen from £358k in Month 1 to £521k in Month 2, the underachievement 
seen was almost identical. Cumulative savings to date are £528,232 against a plan of 
£879,000 which gives a year to date negative variance of £350,768. A few factors are 
contributing to this under-achievement including a more equally split plan across the 12 
months rather than an incremental or back weighted plan as seen in previous years (if 
the percentage savings had been applied this year as in 2018/19, the position against 
plan by this point would have been much more favourable) and schemes not being 
developed in a timely manner to start in April. 
The forecast overall programme position against target has increased significantly since 
last month from £3,779,199 to £4,829,640 (a rise of c.£1.1m) which leaves a deficit of just 
under £1.9m against the £6.74m target. Recurrency ratio is 90% which is a 1% rise since 
last month. There are 71 schemes in the Programme, an increase of 13 schemes since 

 
 
 
 
 
 
 
 
Board 

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

Receiving 
Body, i.e. 
Board or 
Committee 

Recommendation
/ Assurance/ 
mandate to 
receiving body 

last month. Of these schemes, 27 are at full maturity, with a value of £3,227,227. Eight 
schemes have progressed to maturity level 4 since the last meeting (£581k). There are 
currently 48 schemes in the pipeline. Each CBU presented a list of prioritised new 
schemes at the CIP meeting. Although the schemes are still to be developed, a number 
of these were felt to be of significant value and these will be progressed at pace. These 
include the Meridian Productivity Scheme, additional value in the Pharmacy gain share 
scheme, theatre productivity and maternity invoicing. The full pipeline scheme list was 
also reviewed and leads had progressed a number of these since last month. 
The risk to the Programme has been reduced since last month with the significant work 
that has been carried out to improve the programme position by over £1m. Just less than 
half of the required target value is at full maturity (£3.2m of schemes, 67% of the current 
total forecast value) so there is still work to be done. The plan phasing is also not helping 
the deficit position seen in the first two months as mentioned earlier. 
The CIP group have discussed mitigating actions to rectify the deficit cumulative position. 
Work will continue on elective coding, best practice tariff and model hospital opportunities 
and progressing new and pipeline schemes at pace. A Q1 coding review will be 
undertaken to identify performance to date to inform the plan for the remainder of the 
year. There is also the potential of the Trust receiving CNST bonus monies for the 
maternity action plan later in the financial year if the same process of distributing non-
achieving Trusts’ bonuses across achieving Trusts is followed (last year we received 
£338k in bonus monies). Leads were informed that they must focus on hitting their 
assigned targets as soon as possible to provide more assurance in the Programme. 
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Log 
Ref Agenda Item Issue and Lead Officer 

Receiving 
Body, i.e. 
Board or 
Committee 

Recommendation
/ Assurance/ 
mandate to 
receiving body 

3.  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: - 

- 4 hour emergency access standard delivery was maintained in May with 96% of 
patients seen and treated then either admitted or discharged within 4 hours. This 
is despite 3.5% increase in attendances above planned levels. 4 hour access 
achievement sees Barnsley as one of the consistently best performing Type 1 
Emergency Departments nationally. 

- The 18 week referral to treatment standard was delivered in May in excess of the 
92% incomplete standard at 95%. Orthopaedics and Oral & Maxillofacial Surgery 
remain the only challenges at a specialty level with Orthopaedics recovering from 
planned reductions in inpatient capacity and OMFS facing medical staffing 
challenges. 

- Cancer access remains strong with compliant access across 62 day referral and 
screening pathways in the top 5 Trusts, nationally. Improvement was observed in 
38 day inter provider transfer completion but remains a focus of transformation 
work at a pathway specific level. Additional demand for Breast services has been 
observed in the form of an increase in out of area referrals for BHNFT services, 
which has had an impact on 2 week wait and 31 day subsequent treatment 
delivery. 

- 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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4. Business Cases 

The committee received a report on the quarter 2 2019/20 Business Case Schedule 
which provides an overview of cases that are due to report back post-delivery. It 
summarised that there are 64 cases that are live in the system currently at different 
stages. Key updates/exceptions on cases were that the Antimicrobial Pharmacist (Due 
January 2019) was overdue, the Physician Associates Trial (Due end of May 2019) has 
had an update paper presented to ET giving feedback of the trial and asked for approval 
to extend the existing 6 Associates and to appoint additional staff. ET requested two 
proposal papers to be completed, one for the existing 6 Associates and another for the 
additional staffing requirements for justification. A presentation is also to be presented to 
Quality & Governance and then to Trust Board in the coming weeks detailing the 
feedback of the trial, Cancer MDT Video Conferencing Equipment (Due end of May 2019) 
was presented at the May CMG meeting and will be scheduled on the ET agenda in the 
first few weeks of July. All other benefit reports are on track to present as planned. The 
committee requested that ET undertook a full review of the Business Case process 
including sign off limits, benefits realisation papers, cases requesting capex versus 
revenue and brought a recommendation on the way forward to F&P for discussion and 
recommendation to Trust Board. 

Board For information 
and Assurance 

5. People 

 In terms of workforce: - 
- Sickness absence has decreased from last month by 0.02% to 4.10%, with an 

increase in short term sickness to 1.51% but a slight decrease in long term 
sickness rate to 2.63%. The cumulative figure is at 4.24%. It sits below the 
average control level within the SPC chart. 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. The 
main reason for sickness absence remains stress, anxiety, depression and other 
psychiatric illness, with 1341 FTE days lost in May. There were 55 manager, 38 
self, 2 stress and 0 MSK fast track referrals to Occupational Health, and 2 
referrals to the EAP service received in May 2019. Psychological wellbeing 
(including home and work related stress) has continued to remain the top reason 
for referrals over the last 12 months. There is a downward trend for stress related 
referrals in 2018 compared to 2019. An internal audit by 360 Assurance of 
sickness absence management through Occupational Health intervention has 
commenced in June 2019. A summer staff Health and Wellbeing event is 
scheduled to take place on 29 July with a range of services attending and 
promoting getting healthy for summer, outdoor activity, healthy eating, physical 
activity etc. Interactive workshops around menopause, mindfulness and guided 
short walks will be available on the day 

- Headcount for month is 3876. The actual FTE is 3180. The figure reported this 
month for funded establishment FTE is 3352. The number of open vacancies in 

Board For information 
and Assurance. 
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month actively being recruited to is 99.96 FTE. 
- Turnover rate excluding TUPE transfers is at 7.35% and therefore within the 

target range of between 7 – 10%. There were 45 leavers and 36 starters this 
month. 

- Mandatory training compliance is at 91.3% (an increase of 0.4% from last month) 
and continues to be above the 90% compliance target for the second consecutive 
month. All CBUs are above 90% except CBU1 and CBU2 who are both at 89.9%. 
Moving & Handling Back Care Awareness (once only) continues to be the topic 
with the highest compliance at 97.4%. Moving & Handling Practical Patient 
Handling Level 1 (3-yearly) continues to have the lowest compliance at 82.6% 
The topic with the highest number of people not in date is Fire, Health & Safety 
with 438 people out of date followed by Infection Control Level 2 with 350 people 
out of date. 

- This year’s staff appraisal window opened on 1 April 2019 and the compliance at 
the end of the month was 31.4%. 

This is the last time that this report will be presented in this fashion as it is now evolving 
to a new style format which will both report the statistics but more importantly start to look 
at trends rather than monthly figures in isolation and then how those trends are being 
tackled. 

6. Apprenticeships 
Update 

The committee received an update paper on apprenticeships providing a clear narrative 
of the apprenticeship program deliverables including providing data of learners on 
program, the types of apprenticeships being undertaken and how this links to workforce 
planning and new role development. Currently we have 68 apprentices on program; 
learning and development have frequent recruitment opportunities to meet the demands 
of the CBU’s. Current recruitment has followed previous patterns and we have seen a 
record number of applicants in June as young people are considering their options. There 
is also an increase in applicants from all ages who would like to start a career in the NHS. 
The apprenticeship scheme has been able to support a number of new roles within the 
Trust including, Trainee nursing Associates, digital degree, BFS support operative and 
theatre scrub practitioners. There are now increasing numbers of degree and higher-level 
apprenticeships becoming accessible as more Standards are released. The Trust is 
utilising its apprenticeship levy well and looking forward new roles that are being explored 
are operating department practitioner, physiotherapy and mammography, because of the 
small numbers for these disciplines it is likely that these will be commissioned regionally. 
The ICS has also commissioned 20 level 7 places for the strategic leader’s 
apprenticeship for HR leaders.  The Augar Post 18 review of Education and Funding has 
been published with some recommendations that may cause concerns for future 
planning; in particular the report recommends that level 6 and above is limited to 

Board For information 
and Assurance. 
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individuals who have not previously undertaken a publicly supported degree. 
The committee commended the team on achievements to date and suggested that it 
might be good to have an apprentice story at Board. 

7. ICT 

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

- Deputy Director and Head of Information - Kieran Baker has handed in his notice 
and will be heading to NHS Digital on 1st September 2019. We have a plan in 
place to ensure effective handover and minimise the impact of transition for all the 
innovative work Kieran has been instrumental in achieving. There will be 
disruption due to the fantastic work Kieran has achieved he will be difficult to 
replace. 

- System C Medway EPR project - The successful first Medway steering group 
terms of reference and highlight report have been added to the F&P agenda for 
consideration. The importance of attending the design and configuration 
workshops of the new solution have been reiterated strongly to ensure we have a 
fit for purpose solution for the future. A full presentation was made to the 
committee on the project. 

- ePMA (electronic prescribing and meds administration) – there have been no new 
updates on this. 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. Early work on digital equipment required for the wards has 
commenced. The ICT pharmacy and digital ePMA lead has left Faraaz Hussain 
and we will have to start a new campaign for replacement, as Faraaz will be very 
challenging to replace given the inspirational work Faraaz has achieved with us. 

- VitalPAC (VP) - Following the successful implementation of NEWS 2, the team 
are in the process of rolling out Urinalysis and blood glucose monitoring 
functionality. The paeds model used on the wards is being considered for use in 
ED Paeds. Data is being collated to underpin a case study on the success of 
Sepsis monitoring using VitalPAC. Original Business Case has been completed 
and BAU processes are in place. An ET paper and business case is being 
compiled for further enhancements and roll out. 

- Bleeps - A paper for Clinical and Non-urgent messaging was discussed at ET and 
we will be rolling out App technology for these requirements led by Ian Frid as IT 
project manager. 

Board For information 
and Assurance 
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8. Medway 
Programme 

The committee received a presentation on the Medway Programme covering what 
Medway is, why are we doing it, costs and governance, what Medway will mean for our 
staff and patients, where are we with the project and what the key challenges are. The 
committee were assured that the project is on track and that a robust governance 
process is in place through the newly formed steering group chaired by the Chief 
Executive which reports in to F&P and then through to Board. 

Board For information 
and Assurance 

9. BAF/Corporate 
Risk Register 

Both the BAF and Corporate Risk register were reviewed and the committee noted and 
agreed the changes to both the BAF and Corporate risk register. The committee will 
undertake a review of the full risk register from an F&P perspective in July.  

Board For information 
and Assurance 

10. NHSP Seasonal 
Bonus Scheme  

The committee received a paper outlining the benefits from the seasonal payment 
scheme for nursing staff. With the inception of NHSP and the Trusts partnership a 
decision was taken to remove Thornbury from our agency cascade and to move away 
from agencies wherever possible. The Deputy Director of Operations operationalised this 
withdrawal and the Trust haven’t utilised Thornbury since 1st October 2018. The same 
process has now taken place for two other off framework agencies since April 2019 to 
further reduce agency spend. To support this a key initiative that was supported by staff, 
trade union leads and the management team was a seasonal bonus scheme to reward 
nursing staff over the winter period. This was devised and approved by the executive 
team in November 2018. What the paper outlined was that the cost of using NHSP 
including the seasonal bonus was £313, 351 versus a potential cost of £408,285 if 
agency staff had been used to cover those same shifts (using an average agency cost 
per hour).  The seasonal incentive scheme has a positive impact on fill rates for both 
registered and unregistered nurse shifts and been positively received. As a result the 
team will be bringing a paper with recommendations for a new scheme for the 2019/20 
winter period. 

Board For information 
and Assurance 
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11. 
Research & 
Development 
Annual Report 

The committee received the R&D annual report which outlined that the vision is for 
research to be embedded as a core component of our clinical services where patients are 
offered research as a treatment option. Research is a key enabler to delivering high 
quality services as well as recruiting and retaining the best clinical staff. The key 
highlights were that: - 

- The research portfolio has grown significantly along with its complexity. 25 new 
studies opened in 2018/19, an increase of 2 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. 

- Achievement of the 2018/19 CRN recruitment target of 692 participants into 
portfolio adopted studies. This was a substantial increase on the 2017/18 target of 
525. At year end our actual recruitment was 1092 in 2018/19 compared to 838 in 
2017/18. 

- 79 BHNFT staff have completed Good Clinical Practice (GCP) training and are 
GCP compliant. 

-  Due to the expansion of the R&D portfolio and with support from the Executive 
Team new posts have been appointed, including; a Co-Clinical Director for R&D, 
a Lead Research Nurse, two Research Sisters, a Research Governance Lead (as 
part of the September 2018 Business Case) and a Business Administration 
Apprentice. 

- The Trust was highlighted as an exemplar Trust by the CRN Clinical Director and 
Chief Operating Officer who visited in 2018/19. 

- Positive working relationships with sponsor companies have allowed growth and 
long-term commercial contracts alongside repeat business. 11 commercial clinical 
contracts were secured in 2018/19, compared to 5 in 2017/18. 

- Good working relationships with clinical teams have facilitated an Open University 
module being funded by the CRN for an IBD Nurse Specialist at the Trust. 

- Nicola Lancaster Lead Nurse R&D has successfully been awarded the UK 
Dermatology Clinical Trials Network Fellowship Award. This is a great 
achievement as only one fellowship per year is awarded. 

As can be seen there has been substantial growth in terms of the number of studies 
being undertaken at the Trust in addition to recruitment into these studies plus significant 
investment into R&D during 2018-19. The committee commended the team on an 
excellent year and made some suggestions about how the report might be presented to 
both Board and Governors including the inclusion of some patient and clinician stories. 
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12. Policies The committee received the updated Local Employer Based Awards (EBA) policy and 
signed it off. Board For information 

and Assurance 

13. 
Committee 
Annual 
effectiveness 
Review 

The committee reviewed its annual effectiveness review which needs more work before 
submitting to the Board in September. Board For information 

and Assurance 
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REPORT TO TRUST BOARD REF: BoD: 19/07/04/11   
SUBJECT:   Integrated Performance Report: May 2019 

DATE:          July 2019  

PURPOSE:  

 Tick as applicable   Tick as applicable 

For decision/approval   Assurance  
For review   Governance  
For information   Strategy  

PREPARED BY: Ben Brewis – Deputy Director of Operations 

SPONSORED BY: Bob Kirton – Chief Delivery Officer 

PRESENTED BY: Bob Kirton – Chief Delivery Officer 

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

1. Patient Access: 

Emergency access & Patient Flow:  
4 hour emergency access standard delivery was maintained in May with 95.6% of patients seen and treated then 
either admitted or discharged within 4 hours. This is despite 3.5% increase in attendances above planned levels. 4 
hour access achievement sees Barnsley as one of the consistently best performing Type 1 Emergency Departments, 
nationally. 
RTT:  
The 18 week referral to treatment standard was delivered in May in excess of the 92% incomplete standard at 
94.8%. Orthopaedics and Oral & Maxillofacial Surgery remain the only challenges at a specialty level with 
Orthopaedics recovering from planned reductions in inpatient capacity and OMFS facing medical staffing 
challenges. 
 
Cancer:  
Cancer access remains strong with compliant access across 62 day referral and screening pathways in the top 5 
Trusts, nationally. Improvement was observed in 38 day inter provider transfer completion but remains a focus of 
transformation work at a pathway specific level. Additional demand for Breast services has been observed in the 
form of an increase in out of area referrals for BHNFT services, which has had an impact on 2 week wait and 31 day 
subsequent treatment delivery.  
 
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: 
Incidents 
Death 

• Cardiac arrest – incident is under review 
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Falls 
The quality target for falls is based on the national CQUIN. The data collection is compliance against  three 
areas: 

• lying and standing blood pressure recorded at least once;  
• no hypnotics, antipsychotics or anxiolytics administered without a rationale given for administration;  
• a mobility assessment documented within 24 hours of admission identifying if a walking aid is required and 

provided to the patient.  
This data is submitted, and will be reported quarterly.  
 
Pressure ulcers 
There have been a total of 11 category 2 hospital acquired pressure ulcers reported this month; this has increased 
from 6 last month. Of the 11 reported 5 have resulted as lapses in care, this is an increase from last month. Review 
of themes from RCA’s has shown that assessment and documentation has greatly improved however it has been 
identified that some of the equipment used in the clinical areas may be contributing to the development of 
pressure ulcers. This equipment is currently being reviewed with support from specialist services. 
 
The safety thermometer data shows that the trust is above the national threshold for prevalence of new pressure 
ulcers for April. Work is on-going with the clinical areas to ensure that data collection is robust. 
 
2.2 Patient Experience: 
During May the Trust received 15 new complaints. The complaints were allocated as follows: CBU 1 – 3, CBU 2 – 6, 
CBU 3 – 4 and Corporate Services 2. The primary theme was clinical care and treatment. 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 57 days. 76% of complaints closed within May were upheld or partly upheld. The 
PA&C Team dealt with 193 concerns and 25 general enquiries (total 218) during the month. 
 

3. People:  
 
Sickness has decreased slightly as at 31st May by 0.02% to 4.10%, and is lower than in the same month in 2018 
when it was at 4.21%. The latest available national average sickness absence rate is 5.11% as at January 2019 which 
is higher than the Trust which was at 4.96%. There has been a reduction in month in long term sickness by 0.32% to 
2.63%; however there has been an increase in short term sickness by 0.21% to 1.51%. 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 7.35% 
 
Mandatory Training has continued to increase this month by 0.4% to 91.3% and continues to be above the 90% 
compliance target for the third consecutive month 
 
Staff Appraisal Rate This year’s appraisal window opened on 1 April 2019 and the compliance so far is 31.4% 
  

4. Finance:  
 

The overall financial position is £0.336m favourable to plan. Clinical activity based income is £0.609m favourable to 
plan year to date with the main variances being elective and day case at £0.356m and non elective £0.214m 
favourable to plan, Outpatients is also £0.456m favourable to plan.   
 
CIP achievement is adverse to plan by £0.351m year to date and the cash position is £0.421m favourable to plan. 
Capital expenditure is £0.580m less than plan. 
RECOMMENDATIONS 

Trust Board is asked to receive and endorse the latest IPR and to agree the required content of the IPR 
with specific regard to year-end forecasting data inclusion. 

 

Pack Page 108



Created by: Healthcare Information and Insight Service

Title of report: Integrated Performance Report

Executive Lead: Bob Kirton

`

May 2019

Pack Page 109



Ex
e

cu
ti

ve
 S

u
m

m
ar

y

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 
May 2019 
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Planned Financial Position 

Income

Cost Improvement Programme

Cancer 

Diagnostic Waits

Sickness Absence

Mandatory Training

Staff Turnover

Staff Appraisal Rates

4 hour emergency access standard delivery was maintained in May with 95.6% of patients seen and treated then either admitted or discharged 

within 4 hours. This is despite 3.5% increase in attendances above planned levels. 4 hour access achievement sees Barnsley as one of the 

consistently best performing Type 1 Emergency Departments, nationally.

The 18 week referral to treatment standard was delivered in May in excess of the 92% incomplete standard at 94.8%. Orthopaedics and Oral & 

Maxillofacial Surgery remain the only challenges at a specialty level with Orthopaedics recovering from planned reductions in inpatient capacity 

and OMFS facing medical staffing challenges.

Cancer access remains strong with compliant access across 62 day referral and screening pathways. Improvement was observed in 38 day inter 

provider transfer completion but remains a focus of transformation work at a pathway specific level. Additional demand for Breast services has 

been observed in the form of an increase in out of area referrals for BHNFT services, which has had an impact on 2 week wait and 31 day 

subsequent treatment delivery. 

Delivery of diagnostic wait access across all services was maintained in May.

Capital Plan

The overall financial position is £0.336m favourable to plan.

Clinical activity based income is £0.609m favourable to plan year to date. The main variances are elective and daycase £0.356m favourable and

non elective £0.214m, Outpatients £0.456m favourable.  

CIP achievement is adverse to plan by £0.351m year to date.

Cash is £0.421m favourable to plan.  

Capital expenditure is £0.580m less than plan.

There has been a slight decrease as at 31st May by 0.02% to 4.10%, and sickness is lower than in the same month in 2018 when it was at 4.21%.

The latest available national average sickness absence rate is 5.11% as at January 2019 which is higher than the Trust which was at 4.96%. There

has been a reduction in month in long term sickness by 0.32% to 2.63%, however there has been an increase in short term sickness by 0.21% to

1.51%. 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 has continued to increase this month by 0.4% to 91.3% and continues to be above the 90% compliance target for the third

consecutive month.  

This year’s 3 months appraisal window opened on 1 April 2019 and the compliance at the end of the second month is  31.4%.

 Staff Turnover—  is within the expected range at 7.35%. 

Referral To Treatment (18 weeks)
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Emergency Access

Planned Cash Position

Patients Partnerships People Performance  

BHNFT At-a-Glance 
May 2019 
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Patient 

Experience

Clinical 

Effectiveness

Rolling 12 month HSMR April 18 - March 19 - 99.17

SHMI Latest data December 18 - 101.0

During May the Trust received 15 new complaints.  The complaints were allocated as follows:  CBU 1 – 3, CBU 2 – 6, CBU 3 – 4 and Corporate Services 2.   The primary theme was clinical care and treatment.  

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 57 days.  76% of complaints closed 

within May were upheld or partly upheld.   The PA&C Team dealt with 193 concerns and 25 general enquiries (total 218) during the month.

Death

• Cardiac arrest – incident is under review

Falls 

The CQUIN for three high impact actions to prevent hospital falls asks providers to audit the compliance on the 3 following actions; 

·         lying and standing blood pressure recorded at least once; 

·         no hypnotics, antipsychotics or anxiolytics administered without a rationale given for administration; 

·         a mobility assessment documented within 24 hours of admission identifying if a walking aid is required and provided to the patient. 

This information will be submitted and reported quarterly. To gain payment at the end of the year the trust must achieve between 25% and 80% each quarter this will then be paid based on the full year 

performance.

Pressure Ulcers

There have been a total of 11 category 2 hospital acquired pressure ulcers reported this month; this has increased from 6 last month. Of the 11 reported 5 have resulted as lapses in care, this is an increase from 

last month. Review of themes from RCA’s has shown that assessment and documentation has greatly improved however it has been identified that some of the equipment used in the clinical areas may be 

contributing to the development of pressure ulcers. This equipment is currently being reviewed with support from specialist services.

The safety thermometer data shows that the trust is above the national threshold for prevalence of new pressure ulcers for April. Work is on-going with the clinical areas to ensure that data collection is robust.

Patient Safety

Patients Partnerships People Performance  

BHNFT At-a-Glance 
May 2019 
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Domain KPI Standard
Standard
(Month)

Set By Current Qtr. Year to Date
Year-End 

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

Hand washing 95% (>) National 95% 95% 98.9% 100% 99% 99% 100% 99% 99% 95% - - - - 94% 97%

Q - Inpatient falls - three high impact actions to prevent Hospital falls 80% - BHNFT

Pressure Ulcers category 2 (Lapses in care) G < 30, R >30 0 BHNFT 7 7 - 2 5

Q - Prevalence of new pressure ulcers measured by the NHS safety thermometer
G = < National Average R > 

National average
- BHNFT - - 1.13%

Q - Prevalence of new pressure ulcers measured by the NHS safety thermometer (National) - - BHNFT - - 0.95%

Q - Hospital Acquired Clostridium Difficile 19 (<) 1 NHSE 2 2 12 1 0 0 2 2 3 1 2 0 2 2 1 1

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

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

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

Q- FFT Response Rate ED G >= 10%, R < 10% BHNFT 1.4% 1.4% - 1.3% 1.5%

Q - FFT Response Rate IP G >= 10%, R < 10% BHNFT 33% 33% - 32% 35%

Q- FFT Response Rate MAT G >= 10%, R < 10% BHNFT 32.6% 32.6% - 32.6% 39.9%

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

<82.5% (> )
BHNFT 90% 90% 90% 88% 86% 84% 84% 97% 95% 91% 66% 79% 61% 84% 86% 94%

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

<82.5% (> )
BHNFT 98% 98.1% 98% 98% 98% 98% 97% 96% 98% 97% 97% 97% 99% 98% 98% 98%

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

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

Q- 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% 68.4% 80% 84.8% 100% 100% 97.1% 96.9% 100% 100% 100% 100% 100% 100%

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

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

Q - VTE Screening Compliance G>= 95%, R < 95% NHSE 98.2% 97.9% 97.9% 97.2% 98.5% 97.6% 98.6% 97.6% 97.2% 98.6% 98.1% 98% 97.8% 98.1% 98.2%

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

Q -  HSMR (Rolling 12 months) Latest Data is March 2019  - - - 108.9 109.8 110.1 109.4 109.8 106.6 104.9 103.3 102.8 100.5 99.2

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

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

Quality Performance Scorecard

Patient Safety

Patient Experience

Clinical 

Effectiveness

Patients will experience safe care

Patients Partnerships People Performance  
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People and Patient Access Scorecard

Domain KPI Standard
Standard
(Month)

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

People will be proud to work for us

Staff Turnover (Rolling 12 months) G <=10%, A >10%-11%, R >11% (<) BHNFT 7.5% 7.7% 8.8% 9.2% 9.3% 9.2% 9.3% 9.2% 9.1% 9.2% 8.8% 7.8% 7.8% 7.6% 7.7% 7.4%

Staff Appraisal Rate G >90%, A >=70%-90%, R <70% (>) BHNFT 19.5% 98% 90% 43.5% 91.9% 92.3% 92.2% 92.2% 92.2% 91.9% 91.2% 90.7% 90.2% 89.9% 7.6% 31.4%

Mandatory Training G >90%, A >=85%-90%, R <85% (>) BHNFT 91.1% 91.1% 90% 88.2% 88% 88% 86.7% 86% 86% 87.9% 88.4% 88% 89% 90.3% 90.9% 91.3%

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

(<)
BHNFT 4.11% 4.12% 4.34% 4.14% 4.16% 4.17% 4.03% 4.14% 4.17% 4.45% 4.27% 5.03% 4.85% 4.63% 4.12% 4.10%

Performance matters - Key Performance Indicators

RTT Incomplete Pathways (April 19) 92% (>) National 95.5% 94.7% 94% 93.4% 93.6% 94.3% 94.7% 95.1% 95.9% 95.3% 95.1% 95.7% 95.6% 95.2% 94.8%

Q - Cancer 2 Week Waits 93% (>) National 93.4% 93.4% 95.4% 95.3% 95.1% 96.7% 96.8% 94.9% 93.5% 95.2% 96.2% 96.4% 95.6% 95.6% 93.4%

Q - Symptomatic Breast 2 Week Waits 93% (>) National 92.1% 92.1% 93.4% 92.7% 91.7% 96.5% 91.3% 92.0% 94.7% 92.2% 93.6% 94.4% 95.3% 94.6% 92.1%

Q - 31 Day - 1st Definitive Treatment 96% (>) National 95% 95% 98.5% 100% 98% 100% 100% 100% 100% 97% 99% 99% 94% 99% 95%

Q - 31 Day - Subsequent Treatment (Surgery) 94% (>) National 91% 91% 98.5% 100% 100% 100% 100% 100% 100% 100% 100% 91% 100% 83% 91%

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 61.9% 61.9% 75.6% 64.3% 70.6% 80.6% 90% 93.1% 61.5% 62.1% 92.3% 66.7% 50.0% 58.6% 61.9%

Q - 62 Day - GP Referral to Treatment 85% (>) National 93.2% 93.2% 86% 87.3% 90.6% 83.7% 91.8% 87.7% 91.4% 85.7% 87% 85.4% 94% 89.2% 93.2%

Q - 62 Day - Screening Referral to Treatment 90% (>) National 100.0% 100.0% 90% 83.3% 88.5% 93.8% 100% 71.4% 73.3% 92.0% 78.6% 89.5% 93.8% 100% 100%

Q - 62 Day - Consultant Upgrade to Treatment 85% (>) BHNFT 100.0% 100% 95% 81% 100% 83% 100% 100% 81% 86% 100% 91% 100% 100% 100%

Emergency % Patients Waiting <4 Hours 95% (>) National 95.8% 96% 95% 93.0% 95.4% 92.1% 97.2% 98.6% 95.4% 97.4% 96.7% 91.1% 92.9% 96% 96% 95.6%

Average Length of Stay - Elective (Spell) G <=3.45, A >3.45-3.91, R >3.91 (<) BHNFT 2.64 2.43 - 3.26 3.08 2.66 2.38 2.44 2.94 2.60 3.14 2.88 2.32 2.72 2.65 2.20

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

Re-admissions % (Validated) 8% BHNFT - 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% 0.6% 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% 0.7%

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

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

RAG Description

RED Failed Target

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

achieved)

GREEN Achieved Target

< Less Is Good 

> More is good

Q KPI is in the Quality Schedule 

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

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

Operational 

Efficiency

Workforce

Elective Access

Cancer

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

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

Ward 17
90% 89% 102% 68% 3.0 2.2 5.2

Registered Nurses

Ward 18
89.6% 109.4% 87% 179.9% 3.4 4.1 7.5

Registered Midwives

Ward 19 
Elderly 81.7% 81.1% 101.7% 106.5% 2.6 4.1 6.7

Unregistered health care/midwifery care assistants

Ward 20 
ASU 89.8% 94% 112% 134.8% 2.7 4.7 7.4

Unregistered nursing/midwifery auxiliaries.

Ward 21 
98.0% 86% 103.3% 119% 2.8 2.7 5.4

Ward 22 
Diabetes/E

ndo
98.7% 105.4% 96.9% 159.6% 2.6 3.8 6.4

Ward 23 
Frailty Unit 81.6% 126.0% 103.4% 159.5% 3.4 5.4 8.8

Ward 24
90.6% 94.2% 100.2% 129.0% 4.6 3.8 8.4

Ward 29 
SSU 100% 90.6% 82.1% 100% 2.8 2.0 4.8

Ward 30 
General 
Medical 

100% 100% 96.8% 100% 3.0 2.2 5.2

AMU
79.1% 94.7% 101.0% 127.0% 6.0 4.7 10.7

CCU
85.3% 81.7% 99% - 11.7 1.6 13.3

Ward 31 
SA 89.7% 98.3% 100.1% 121.2% 3.4 3.5 6.9

Ward 32
91.0% 103.3% 100.0% 100.0% 3.4 3.3 6.7

Ward 33
75.0% 91.1% 97.3% 118% 2.9 4.7 7.6

Ward 34
72.7% 90% 82% 103.2% 6.4 5.2 11.5

ITU
96% 94% 99% - 30.2 2.6 32.8

SHDU
105% 74% 98% - 17.5 4.0 21.6

AN/PN 
100% 86% 99% 100% 5.9 2.1 7.9

Birthing 
Centre 100% 100% 99% 96.9% 33.3 4.8 38.1

Gynae 
Inpatient 

Ward

100% 100% 97% 100% 3.8 3.8 7.6

Ward 15 
NNU 98% 83% 97% 76.5% 9.1 1.1 10.1

Ward 37 
89% 103% 91% 72.4% 9.5 2.4 11.8

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

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

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

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

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

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

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

There are 3 wards whereby staffing levels fell below 80% this month; AMU, 

ward 33 and ward 34 (Trauma and Orthopaedics) on AMU this is due to the 

number of current vacancies. Vacancies also account for the reduction on 

ward 33 however this ward will be fully recruited to in September 2019. NHS 

Improvement have now confirmed that currently Nursing Associates will 

need to be included in the Care Staff data submission.

 

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

Specialty
Ave fill rate 

Registered

N
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R
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301 - GASTROENTEROLOGY

100 - GENERAL SURGERY

420 - PAEDIATRICS

Night Care Hours Per PatientDay

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

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
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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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Patients Partnerships People Performance  
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7.1% 

7.8% 
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DNA Rates 

New Follow Up Total Standard 2017/18

Cancelled Operations target is '0' 

0.4% 

0.8% 

1.1% 

0.6% 

0.4% 

0.6% 

0.8% 0.8% 
0.6% 

0.3% 
0.4% 

0.3% 

0.8% 

0.2% 

1.1% 

0.5% 

0.7% 

-0.1%

0.1%

0.3%

0.5%

0.7%

0.9%

1.1%

1.3%

1.5%
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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% 

0.00%

5.00%

10.00%

Cumulative Validated Re-admissions 

0.7% 
0.8% 

1.0% 

0.1% 0.2% 

0.5% 

0.0% 0.0% 

0.5% 

0.1% 

0.5% 
0.3% 0.2% 

0.0% 0.0% 
0.1% 

0.0% 
0.0%

0.5%

1.0%

1.5%

2.0%
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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)

A
&

E 
4
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t

• 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

C
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85.5% 

89.9% 
91.1% 

90.3% 

93.0% 

95.4% 

92.1% 

97.2% 

98.6% 

95.4% 

97.44% 
96.70% 

91.09% 

92.85% 

96.04% 95.97% 95.64% 

80%

82%

84%

86%

88%

90%

92%

94%

96%

98%

100%

0

2000

4000

6000

8000

10000

12000

Within 4Hrs Total Activity Target 4h Emergency Access PerformanceStandard 
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Performance Matters (KPIs)

Patients Partnerships People Performance  

Emergency Access and Patient Flow (2)

A&E benchmarking 
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Acuity analysis shows an expected 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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20.0%

25.0%

30.0%

35.0%

40.0%

45.0%

50.0%

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 May-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)
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Emergency Access and Patient Flow (3)

ED Delivery Dashboard V4
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Performance Matters (KPIs)

Patients Partnerships People Performance  

Regulatory Performance - 18 Week Referral to Treatment

As stated 

RTT 18 Week Performance - April 2019
Validated Position

Comments
Specialty <18 >18 Total %

CARDIOLOGY 486 3 489 99.39%
DERMATOLOGY 941 28 969 97.11%
E N T 946 49 995 95.08%
GASTROENTEROLOGY 629 0 629 100.00%
GENERAL MEDICINE 138 1 139 99.28%
GENERAL SURGERY 1574 136 1710 92.05%
GERIATRIC MEDICINE 180 1 181 99.45%
GYNAECOLOGY 958 16 974 98.36%
OPHTHALMOLOGY 1589 80 1669 95.21%
ORAL SURGERY 1224 131 1355 90.33%
OTHERS 836 11 847 98.70%
RESPIRATORY MEDICINE 299 0 299 100.00%
RHEUMATOLOGY 305 11 316 96.52%
TRAUMA AND ORTHOPAEDICS 1109 129 1238 89.58%
UROLOGY 716 62 778 92.03%
Total 11930 658 12588 94.77%
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Incompletes - Standard 92%

During April 94.8% of patients were treated within 18 weeks of referral. This 

placed Barnsley Hospital second in the country out of 127 trusts. Oral Surgery 

was non-compliant as a result of capacity constraints pending recruitment to a 

middle grade oral surgeon post. Additional weekend lists are being arranged and 

it is likely that compliance will be regained in June.  Orthopaedics remained non-

compliant in April. Its performance continues to improve, however, and 

compliance will be regained within the next two months.  

90% 92.4% 92.2% 93.2% 93.4% 93.6% 94.3% 92% 92% 95.9% 95.3% 95.1% 95.7% 95.6% 95.2% 94.8% 

80%
82%
84%
86%
88%
90%
92%
94%
96%
98%
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Incomplete Pathways 

Actual Standard

12
Pack Page 120



Performance Matters (KPIs)
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Regulatory Performance - Cancer

Shared Pathways 
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Actual Standard

April continues to show a gradual improvement at 61.9% in the 
38 day IPT standard but this remains below the 85% standard 
despite gradual improvement. This is due to 8 out of 21 patient 
transfers being after day 38. Urology and Colorectal have 2 
breaches each.Both tumour sites are part of the rapid 
pathways improvement work regarding diagnostic 
investigations. Straight to test for Colorectal is planned for the 
August where  improvements in performance will be 
monitored to evaluate the effectiveness of this work. Straight 
to Test could help with the reduction of demands on 2 week 
wait appointments, resulting in early treatment plan 
discussions. 
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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

6
2

 D
ay

 C
an

ce
r 

Ta
rg

e
ts

6
2

 D
ay

 C
an

ce
r 

Ta
rg

e
ts

75%

80%

85%

90%

95%

100%

P
e

rc
e

n
ta

ge
 P

o
si

ti
vi

ty
 

62 Day - Urgent GP Referral to Treatment 

Actual Standard

0%

20%

40%

60%

80%

100%

P
e

rc
e

n
ta

ge
 P

o
si

ti
vi

ty
 

62 Day - Screening Programme 

Actual Standard
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62 Day - Consultant Upgrades 
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Performance Matters (KPIs)

Patients Partnerships People Performance  

Further Information

2 Week Waits:

In April, almost all specialities achieved the two week wait standard, with the exception of Head & Neck (92.9%), Lower GI (92.7%) and Breast (85.6%) against a target of 93%. The reasons for delay were due to patient

choice and clinic capacity issues. 

17/20 breaches were due to capacity issues due to on-going Radiology scanning and biopsy issues.

62 day GP referral to treatment:

The validated April performance against the 62 day cancer pathway standard for the Trust was compliant at 93.2%. With only 6 ‘shared’ breaches in Urology (x1), Gynaecology (x1), Head & Neck (x3) and Other (x1).

38 Day Inter-Provider Transfers:

April continues to show a gradual improvement at 61.9% in the 38 day IPT standard but this remains below our local 85% standard despite gradual improvement. This is due to 8 out of 21 patient transfers being after day

38. Urology and Colorectal have 2 breaches each.Both tumour sites are part of the rapid pathways improvement work regarding diagnostic investigations. Straight to test for Colorectal is planned for the August where

improvements in performance will be monitored to evaluate the effectiveness of this work. Straight to Test could help with the reduction of demands on 2 week wait appointments, resulting in early treatment plan

discussions.

Breast Symptomatic:

Validated position for April was non-compliant at 92.1%. This was mainly due to staffing capacity issues and an high increase in out of area referrals due to capacity issues in surrounding Trusts.

7/10 breaches were due to capacity issues due to on-going Radiology scanning and biopsy issues. Pressure in Breast will continue throughout May and June. On-going conversation with between the Breast Service and

Radiology are looking into changing the pathway so patients are seen in a Radiology Clinic first pre clinic appointment with the breast team. Early commissioner engagement regarding increased pressure from changed

referral pratice commenced in May,

62 Day Screening:

Compliance for April was achieved at 100.0%.
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High Level Summary 

 
Sickness  -  there is a slight decrease as at 31st May by  0.02%  to 4.10%, and sickness is lower than in the same month in 
2018 when it was at 4.21%. The latest available national average sickness absence rate is 5.11% as at January  2019 which is 
higher than the Trust which  was at 4.96%. There has been a reduction in month in long term sickness by 0.32% to 2.63%,  
however there has been an increase in short term sickness by 0.21% to 1.51%. 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 7.35%.  

 
Mandatory Training  -  has continued to increase this  month by 0.4% to 91.3%  and continues to be above the 90% 

compliance target for the third consecutive month.  
 
Staff Appraisal Rate -  This year’s 3 months appraisal window opened on 1 April 2019 and the compliance at the end of the 
second month is  31.4%. 
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People - Trend Analysis 
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Turnover SPC Chart Comparison Exc BFS

Patients Partnerships People Performance  

Please the latest Sickness absence  benchmarking data is only avaliable  upto December 2018 

17 Pack Page 125



Performance Matters
Activity

18/19 19/20 19/20

Actual Plan Actual Variance %

Elective Daycases 4,441 4,477 4,607 130 3%

Elective Inpatients 594 554 644 90 16%

Elective Total 5,035 5,031 5,251 220 4%

Non Elective Total 6,382 6,881 7,357 476 7%

Maternity Pathway Total 1,096 1,038 1,042 4 0%

A&E Total 16,046 16,766 17,351 585 3%

Outpatients Total 54,040 52,996 58,939 5943 11%

* 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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Obstetric outpatient attendances are excluded as they are covered by the Maternity Pathways
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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

O
u

tp
at

ie
n

ts

The main area of over performance is outpatient activity:

New attendances are over performing by 1041 mainly in General Surgery +235, Ophthalmology +267 

and Dermatology +200. The main area of under peformance is ENT -80.

Follow up attendances are over performing by 4807 mainly in General Surgery +214, General 

Medicine +253, Cardiology +336, Anticoagulant +1,082, Ophthalmology 1,093 and Retinal screening 

+895. The main area of under peformance is T&O -242.

 

Day case over performance is Urology +97, Gastroenterology +71 and Dermatology +64. Specialities 

under performing are T&O -120 and Clinical Haematology -58. 

 

Elective over performance is Urology +20, Gastroenterology +16 and Gynaecology +34. Colorectal 

Surgery is under performing by -10.

 

Non-elective over performance is General Medicine +156, CDU +86, Respiratory +82, Elderly +39 and 

Gynaecology +36. The main areas of under achievement are Paediatrics -61 and Obstetrics -31.

M
at

e
rn

it
y 

P
at

h
w

ay

A
&

E 
A

tt
e

n
d

an
ce

s

Patients Partnerships People Performance  

19 Pack Page 127



SUMMARY

Item RAG

1

2

3

4

Comments

Outpatient missing and incomplete coding. Average outpatient tariff / patient record Average tariff:£99.68

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.

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. 

18.29%

761

Current position is 123.77%

Metric Metric Current Position

Patients Partnerships People Performance  
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Performance - "At a glance"

Month 

Plan

Month 

Actual

Variance 

%
Variance Plan YTD Actual YTD

Variance 

%
Variance

Month 

Plan

Month 

Actual
Variance % Variance

Plan 

YTD

Actual 

YTD

Variance 

%
Variance

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

Elective inpatients 289 323 11.76% 34 554 644 16.25% 90 EBITDA 501 242 51.80% -260 -114 222 294.30% 336

Day Cases 2,258 2,270 0.53% 12 4,477 4,607 2.90% 130 Depreciation -479 -484 -1.06% -5 -957 -967 -1.06% -10

Non-elective inpatients 3,466 3,679 6.15% 213 6,893 7,357 6.73% 464 Restructuring & Other 0 0

Outpatients 26,828 29,170 8.73% 2,342 52,530 58,378 11.13% 5,848 Financing Costs -96 -125 -30.21% -29 -192 -211 -9.90% -19

A&E 8,601 8,626 0.29% 25 16,766 17,351 3.49% 585 SURPLUS/(DEFICIT) -74 -368 -396.76% -294 -1,263 -957 24.26% 306

'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 49,673 52,511 5.71% 2,838 89,451 96,780 8.19% 7,329 Capital Spend -441 -72 -83.67% 369 -1,088 -508 -53.31% 580

Inventory 2,721 3,397 -24.84% -676

CIP £'000 £'000 £'000 £'000 £'000 £'000 Receivables 15,692 22,695 -44.63% -7,003

Income 85 98 15.29% 13 170 174 2.35% 4 Payables (inc. Accruals) -17,344 -23,615 36.16% 6,271

Pay 278 76 -72.66% -202 393 175 -55.47% -218 Other Liabilities -1,410 -2,357 67.16% 947

Non-Pay 158 171 8.23% 13 316 179 -43.35% -137

Total CIP 521 345 -33.78% -176 879 528 -39.93% -351

Cash & Loan Funding £'000 £'000 £'000

INCOME £'000 £'000 £'000 £'000 £'000 £'000 Cash 1,000 1,421 42.10% 421

Clinical (Activity) 16,997 17,531 3.14% 534 33,579 34,188 1.81% 609 Loan Funding -70,426 -67,556 4.08% 2,870

Other Clinical 75 -8 -110.67% -83 150 152 1.33% 2

CQUINS 195 211 8.21% 16 385 401 4.16% 16 KPIs

Risks & Penalties -12 -12 -28 -28 EBITDA % 2.60% 1.22% 53.25% -1.38% -0.30% 0.57% 290.42% 0.87%

Non Recurrent Income 0 0 #DIV/0! 0 0 0 #DIV/0! 0 Deficit % -0.38% -1.85% -381.82% -1.47% -3.31% -2.46% 25.77% 0.85%

PSF Funding 597 597 0.00% 0 1,194 1,194 0.00% 0 Receivable Days 24.1 35.3 -46.64% -11.2

Other 1,406 1,549 10.17% 143 2,812 2,990 6.33% 178 Payable (excluding accruals) Days 72.4 70.8 -2.15% -1.6

Total income 19,270 19,868 3.10% 598 38,120 38,897 2.04% 777 Payable (including accruals) Days 72.4 100.0 38.05% 28

Use of Resource metric 3 3 0.00% 0

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

Pay -13,356 -13,953 -4.47% -597 -27,408 -27,807 -1.46% -399

Drugs -1,340 -1,452 -8.36% -112 -2,731 -2,748 -0.62% -17

Non-Pay -4,073 -4,221 -3.63% -148 -8,095 -8,120 -0.31% -25 Consolidated

Total Costs -18,769 -19,626 -4.57% -857 -38,234 -38,675 -1.15% -441 excl charity

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

Payables are Trade & Other only

Performance - Financial Overview Performance - Financial Overview

Patients Partnerships People Performance  
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Performance Matters - Finance

May 19 Summary

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 £0.351m year to date. 

 
• Clinical activity based income is £0.609m favourable to plan year to date. The main variances are elective and daycase £0.356m favourable and non elective £0.214m, Outpatients £0.456m 

favourable.   
 

• Operating costs are £0.441m adverse to plan in total.  Pay is £0.399m adverse, non-pay costs are £0.042m adverse. 
 

• EBITDA is £0.624m favourable to plan. 
 

• Depreciation and finance costs are broadly to plan.  
 

• The overall financial position is £0.336m favourable to plan. 
 

• Capital expenditure is £0.580m less than plan. 
 

• Inventory is £0.676m above plan. 
 

• Total receivables incl. prepayments are £7.003m higher than plan. 
 

• Total payables incl. accruals are £6.271m higher than plan.  
 

• Cash is £0.421m favourable to plan.   
 

• Debtor days are 35.3 year to date, which is  11.2 days adverse to plan. 
 

• Payable days are 70.8 year to date which is  1.6 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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EXECUTIVE SUMMARY 

RECOMMENDATIONS 

STRATEGIC CONTEXT 

 

  

REPORT TO THE  
BOARD OF DIRECTORS REF: BoD: 19/07/04/12 

SUBJECT:   CHAIRMAN’S REPORT 
DATE:          JULY 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 started the new financial year in line with expectations at Month 2 with a 
slightly favourable position to plan but a slight shortfall against CIP at this early stage of the 
year.  

• The Trust thanked Mrs Heather McNair for her service to the Trust and wished her well in 
her new role as Director of Nursing at York Teaching Hospital NHS FT and welcomed Mrs 
Alison Bielby as Acting Director of Nursing and Quality. 

• Separate Governor and Board development training sessions have taken place in June. 
• Barnsley Hospital Charity continues to enjoy the benefits of significant fundraising activity 

in general. 

 
The Board of Directors is asked to receive and note this report. 
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Subject: CHAIRMAN’S REPORT Ref: BoD: 19/07/04/12       
 
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 and a review of any key updates. The items below 
are not reported in any order of priority. 

  
 
2. BARNSLEY HOSPITAL POSITION  
 

2.1 The Trust has delivered slightly better than expected against its plan position for 
period 2 of the new financial year. At this stage the Cost Improvement Plan (CIP) is 
behind plan, which this year has a more even spread so as not to backload it. Extra 
focus is being given to reviewing proposed programmes to ensure that they can be 
delivered and granulised in year, consequently the risk to delivering the CIP has been 
reduced since last month and continues to be closely monitored and reviewed at 
Finance & Performance Committee. 

 
2.2 The capital programme is slightly underspent as at period 2, which is not unusual at 

this stage of the financial year as business cases receive final approvals and 
contingency projects are reviewed. 
 

3. COUNCIL OF GOVERNORS  

3.1  The Trust welcomed Governors to the Council of Governors meeting on 19 June where 
they received a presentation on the Trust’s Frailty Services from Dr Bahaa Madi, Ms. 
Alison Ripley and Ms. Anna Rains. In addition reports were received from the Chair, 
the Lead Governor, and Chairs of the Governors’ sub groups and Mr Bob Kirton on the 
Integrated Performance Report. The Governors also received and approved the report 
and the recommendations of the Nominations Committee in receiving the 2018-19 
appraisals summary for the Non-Executive Directors and the interim three-month 
appraisal review for the Chair.  

 
3.2 The Trust welcomed Governors to the Governors’ Finance & Performance sub-group 

meeting on 13 June. The Chair of the Finance & Performance Committee provided an 
update on the Committee’s work alongside a review of the Integrated Performance 
Board report for period one. Mr Steve Ned, Director of Workforce presented the 
Trust’s People Strategy and updated the meeting on the issues facing the Trust and 
the wider NHS. 

 
3.3  A Governor development and training session was held on Tuesday June 11 focusing 

on ‘Understanding Holding to account’. Presented by Ms Ruth Mason, Associate 
Director of Organisational Development at Calderdale and Huddersfield Foundation 
Trust. The second part of the session received a truncated update on the Medway 
EPR system implementation plan by Mr Tom Davidson, Director of ICT at Barnsley 
Hospital, with a further more detailed update planned in for later in the year. 

 
4. NEWS AND EVENTS: 

 
4.1 In addition to the Trust Board, Remuneration Committee, the Charity Board of 

Trustees meeting, Council of Governors, Nominations Committee, F&P sub-group and 
the Board Development session on Cyber security and Governors development 
session in June, I also attended several formal, informal and ad-hoc visits and 
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meetings. These included meeting with the Chair and the Chief Executive of The 
Rotherham NHS Foundation Trust, the Chief Executive of Barnsley Hospice, the Chair 
and the Chief Executive of Barnsley Citizens Advice Bureau, visiting the Stroke Ward, 
the Well for Wellbeing (complimentary therapy service for people with cancer in 
Barnsley), the Mortuary, the Right Care team and receiving a briefing on the Trust 
complaints policy from Ms Gill Feerick. 
 

4.2 I finalised the appraisal reviews for all the Non-Executive Directors reporting the 
summary to the Nomination Committee and then onto the CoG. 

 
4.3 I attended the NHSI/E North of England Regional Talent Board strategy launch event, 

“Aspire Together”, at NHSI Quarry House offices in Leeds and have offered my 
services as an Assessor for future development panels planned for later in the year. 

 
4.4 To provide cover for the nominated representative of the SYB ICS Health Oversight    

Board I attended the inaugural June meeting on behalf of the region’s Acute Trusts 
Chairs reporting back to the SYB ICS Acute Chairs in Common Committee.  

       
4.5 I presented a number of Brilliant Awards to our hospital staff, including an individual 

award to Marie Cooper on Ward 32.  
 
 
5 Barnsley Hospital Charity 
 

5.1  Barnsley Hospital Charity continues to enjoy the benefits of significant fundraising 
activity in general and is well on the way to achieve the goal of raising the required 
funds for the Tiny Hearts appeal. At the end of May:  

 
Tiny Heart’s Donations                   £6397.83 
Other Charity Donations                £66954.15 (includes a legacy donation) 

 
Tiny Hearts Appeal Total                £889,901.67 

 
 
 
  

 
Trevor Lake, Chairman 
July 2019 
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EXECUTIVE SUMMARY 

RECOMMENDATIONS 

STRATEGIC CONTEXT 

 

 

 
REPORT TO THE  
BOARD OF DIRECTORS REF: BoD/19/07/04/13 

SUBJECT:   CHIEF EXECUTIVE’S REPORT 
DATE:          JULY 2019  

PURPOSE:  

 Tick as 
applicable 

  Tick as 
applicable 

For 
decision/approval 

  Assurance  

For review   Governance  
For information   Strategy  

PREPARED BY: Emma Parkes, Director of Marketing & Communications 
SPONSORED BY: Dr Richard Jenkins, Chief Executive 
PRESENTED BY: Dr Richard Jenkins, Chief Executive  

 
To report particular events, meetings publications and decisions that the Chief Executive would 
like to bring to the Board’s attention. 

 
This report is a brief summary of key meetings and events attended by the Chief Executive. 

 
The Board of Directors is asked to receive and note this report. 
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Subject: CHIEF EXECUTIVE’S REPORT Ref: BoD/19/07/04/13       
 
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   Executive Team  
  

Heather McNair left the Trust at the end of June to take up the position of Chief Nurse 
in York.  I am delighted that Jackie Murphy will join Barnsley Hospital on 22 July as 
Director of Nursing and Quality. Alison Bielby, Deputy Director of Nursing will 
undertake the Acting Director of Nursing and Quality role in the interim period.  

 
 
2.2   Schwartz Round 

 
On 26 June I attended the hospital’s Schwartz Round for staff.  This time the focus 
was ‘The View from the Other Side of the Bed’. The event was well attended and 
remains a valuable resource for those who attend.  

 
.  

2.3    Casualty 24/7  
 

The second series of the successful Casualty 24/7 television show launched on 
Channel 5 on 5 June. To date, each episode has been received extremely positively, 
with episodes one and two receiving 1.2million viewers and episode 3 receiving 
1.5million viewers. Each episode has received a higher number of viewers than 
programmes on both Channel 4 and BBC 2 at the same timeslot.  This is an excellent 
opportunity to showcase Barnsley Hospital.  

 
 

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

SYSTEM (ICS) ACTIVITIES 
 

2.1 Integrated Care System Operating Plan 
 
Following sign off at the ICS Health Executive Group meeting on the 14 May, and 
following the 16 May focus meeting with Richard Barker and regional colleagues, the 
ICS System Operating Plan 2019/20 is now agreed. The ICS System Operating Plan 
is the culmination of our planning endeavours; is built up from place; and represents a 
significant collective achievement. We have been asked to share the approved plan 
(attached) with Trust Boards and Governing Bodies.  
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3. PARTNERSHIP WORKING WITH OTHER ORGANISATIONS 
 

3.1     Barnsley Hospice  
 

On Sunday 23 June, I was delighted to attend the 25th anniversary celebrations at 
Barnsley Hospice.  The Hospice and Barnsley Hospital enjoy a long-term positive 
working relationship, with the Hospice providing an essential component of the overall 
end of life patient pathway.  

 
3.2     Healthcare Strategy Forum 

 
On 11 June I was both in attendance and keynote speaker at the Healthcare Strategy 
Forum. I presented the work our teams have done on the Urgent and Emergency Care 
Pathway. The talk was well received and we have had a number of requests from 
other Trusts to visit as a result. 
 
 
 

4.    SUMMARY OF MEETINGS/EVENTS ATTENDED  
 

• On 14 June I chaired the QUIT Steering Group. 
• On 17 June I attended the Medway Steering Group.  
• On 18 June I attended the North East and Yorkshire System Leaders Meeting with 

Simon Simons. 
• On 19 and 20 June I attended the NHS Confederation annual conference on behalf of 

the Trust and was a panel member for the launch of the report ‘The best job in the 
world?’. The report focusses on the perspectives on nine first time chief executives 
including myself. 

 
 
 
Dr Richard Jenkins  
Chief Executive 
July 2019  
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Health and Care Working Together in 
South Yorkshire and Bassetlaw 

An Integrated Care System 

System Operating Plan – 2019/20 

Version: 2.1, incorporating 26 April 2019 targeted resubmissions.
Date edited:      07/05/2019
Status: Final Draft for Health Executive Group Review
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1. Introduction

3

1. This System Operating Plan represents a significant milestone in the development of 
the South Yorkshire and Bassetlaw Integrated Care System. All NHS organisations have 
worked together throughout the 2019/20 planning round, building upon years’ of 
collaborative working, to deliver a robust plan.

2. Plans developed in each of the five South Yorkshire and Bassetlaw places and existing 
statutory organisations continue to form the foundation of the system-wide plan.  

3. However, consistent with the development of the new system architecture, the role of 
the ICS has been increasingly central in:

• describing the SYB Planning Framework

• Assuring individual plans and 

• Supporting the collaborative working across SYB to deliver alignment in place.

4. The plan provides the detail on delivery of the ambitions set out within the 2019/20 
Planning Guidance and forms the first year of the Long Term Plan for South Yorkshire 
& Bassetlaw.

Andrew Cash

ICS Lead

April 2019
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2. System priorities and deliverables

Key priorities for 2019/20

Significant progress has been secured during 2018/19 in the five core programme areas: cancer, elective & 
diagnostics, mental health, primary care and urgent & emergency care. 

The following section provides a summary in each programme area of

• Achievements in 2018/19, 

• Current delivery against key indicators, benchmarked against the other STPs in England, and 

• Planning priorities for 2019/20 

In addition planning priorities for 2019 /20 are included for:

• Maternity

• Transforming Care

• Specialised Services

5
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2a. Cancer

6

✓ Inter-provider transfer policy developed with standardised approach to the application of national Cancer 
Waiting Times guidance across all providers

✓ Be Cancer SAFE social movement campaign created over 12,000 cancer champions in the five Places

✓ Vague symptoms pathway operational in 3 of 5 providers with over 300 patients seen

✓ First Alliance to introduce a revised 2ww form to reflect new PSA guidance across the footprint

✓ CT and MRI demand and capacity review completed with report recommendations for system level 
opportunities.  Endoscopy demand and capacity review underway

✓ Pilot of chemotherapy closer to home services established.

✓ SYB review of chemotherapy service configuration to improve sustainability and address workforce gaps

✓ Implementation of RAPID pathway for lower GI, prostate and lung 

✓ Continued roll-out of Living with & Beyond Cancer programme including focus on ‘honest conversations’ 

✓ 1,300 additional patients accessing support services through LWBC programme.

✓ Inequalities review completed in March 2019 to inform the strategy for engaging with hard to reach groups 
with a focus on improving uptake in screening. 

✓ Targeted Lung Health Checks implementation in Doncaster - roll out focussed on practices with highest 
incidence of lung cancer and CVD 

✓ 2nd robot commissioned at STH to manage prostate demand

✓ Groundwork commenced on second CT scanner for DBHFT

Achievements in 2018/19
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2a. Cancer

7

Delivery in 2018/19
Cancer pathway Worst Best

CAN(xiii)

6.6%Sep-18

CAN(x)

Sep-18

CAN(ii)

Sep-18 93.2%

CAN(ix)

CAN(x)

CAN(xi)

CAN(xii)

CAN(xiv)

4.8% 18/42

2016

Treated 63-104 days Sep-18 13.4% 15/42

Treated 32-62 days Sep-18 53.8%

CAN(vi)

CAN(vii)

CAN(viii)

Treated after 104 days

Seen by specialist 15-21 days

Seen by specialist within 14 days

49.5% 36/42

18/42

Diagnosis at stage 1 or 2

CAN(iii)

Cervical cancer screening coverage 2016/17 75.1% 10/42CAN(iv)

CAN(v)

CAN(ii_a) Cancer incidence (rate)

Bowel cancer screening coverage 2016/17 60.9% 18/42

2016 626.4 37/42

Treated within 31 days Sep-18 26.2%

75.0% 17/42

Cancer incidence (total tumours)^ 2016 8602 33/42

Seen by specialist 22-28 days Sep-18 1.3% 15/42

Seen by specialist after 28 days

19/42

Breast cancer screening coverage 2016/17

25/42

0.7%Sep-18 22/42

19/42

Performance in 2018/19 at ICS level and compared to 42 STPs, nationally (source:  STP Care & Outcomes Tool, Q2 2018/19)
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2a. Cancer

8

Plan for 2019/20

Key Deliverables Target 
Date

Level of Assurance

SYB B Bs D R S

Standardised operational approach to delivery of national targets 
through improved information systems and shared approach to supply & 
demand.  

On-
going

A G A A G A

Improve diagnostic capacity through Rapid Diagnostic Centre, 
implementation of diagnostic review recommendations and network 
approach (reporting capacity, radiographer academy and IT solutions)

March 
2020

G

Deliver demonstrable improvement in lung, prostate and lower GI 
pathways in the number of patients diagnosed within 28 day

March 
2020

G G A A G A

Work with Primary Care Networks, focussing on identified Population 
Health opportunities.  Roll-out community based tele-dermatology.  

Sep 
2019

G G G G G G

Work with specialised services on radiotherapy, New Model of Care for 
Systemic Anti-Cancer Treatment and services for children, teenagers and 
young adults.  

March 
2021

G

Continue expansion of LWABC programme, focussing on breast, 
colorectal and prostrate cancer.  Align with personalisation agenda and 
wider work on end of life care.  

On-
going

G

Improve uptake of screening programmes, including FIT roll-out (from 
July 2019) and HPV screening.  Implement inequalities review findings

On-
going

G
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2b. Elective and diagnostics 

9

✓ Delivered 18-week standard across SYB 

✓ Maintained number of patients waiting for planned surgery at March 2018 level, across SYB.

✓ 6-week diagnostic standard – recovered and maintained delivery of standard including work on sharing 
capacity, development of online training portal and standardised referral criteria across the ICS.

✓ Commissioning for outcomes – implementation of national recommendations ahead of national timeline.  
Single SYB policy adopted across all providers and CCGs.

✓ Reconfiguration of ophthalmology service across SYB to support sustainable 7-day service.

✓ Established managed clinical networks in ophthalmology and oral surgery

✓ Improving efficiency – creation of outpatient transformation group. Clinical agreement of a standardised 
pathway for hip and knee follow up across the region

✓ Improving efficiency – completion of demand and capacity mapping in MRI and CT.

✓ First Contact Practitioner pilot in Doncaster 

✓ Roll out of a single integrated lower GI service which includes both FIT and faecal calprotectin.

✓ Roll out of FIT diagnostic service from early March 2019.

Achievements in 2018/19
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2b. Elective & Diagnostics

10

Plans for 2019/20

Key Deliverables Target 
Date

Level of Assurance

SYB B Bs D R S

Manage capacity across SYB to maintain 92%, offer choice at 26 weeks 
and prevent 52 week breaches

From 
April 
2019

G G A A G G

Improve outpatient utilisation and reduce number of follow-up 
appointments

On-
going

G G G G G G

Introduce MSK First Contact Practitioners in all 5 places April
2019

G G G G G G

Implement Clinical Standards Reviews, when published
TBC

Maintain diagnostic performance through networked capacity and 
improved reporting capability 

On-
going

G
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2c.  Mental Health

11

✓ Delivered on all key NHS Constitution and national standards for 2018/19

✓ National exemplar on reducing out of area placements in adult services

✓ Introduced new care model for CYP services including pilot at SCHFT for CAMHS tier 4 and successful 
trailblazer sites in Rotherham and Doncaster 

✓ National pilot programme ‘Working Win’ c0-funded by DWP for return to work support 

✓ Suicide Prevention Steering Group established. Real time surveillance system developed – go live from 1 
April 2019

✓ Social prescribing support extended to mental health services

✓ Mental health acute liaison services in place in Sheffield and Rotherham Emergency Departments

✓ Successful wave 2 perinatal mental health bids  for  Sheffield, Rotherham and Doncaster – service 
development underway.

Delivery in 2018/19

Performance in 2018/19 at ICS level and compared to 42 STPs, nationally (source:  STP Care & Outcomes Tool, Q2 2018/19)

Achievements in 2018/19

Mental Health pathway Worst Best

MNH(vi)

2/42

Rolling Quarterly IAPT Access Aug-18 4.75% 7/42

Rolling Quarterly IAPT Recovery Aug-18 52.6% 17/42

MNH(i)

MNH(ii)

MNH(iii)

MNH(iv) 18-19 Q2 82.8% 15/42

Suicide rate per 100,000 population 2014-16 10.55428 28/42

EIP % referred within 2 weeks 

Dementia Diagnosis Rate Oct-18 77.5%
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2c. Mental Health
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Plans for 2019/20

Key Deliverables Target 
Date

Level of Assurance

SYB B Bs D R S

Development of integrated models of primary and community mental 
health care to support adults and older adults with severe mental 
illnesses, building on IAPT and  social prescribing 

March 
2020

G G G G G G

Enhanced crisis services for adults, children & young people, including 
24/7 community-based mental health crisis response.

March
2021

A A A A A A

Continuation of Perinatal Mental Health service expansion including
developing  access to community services in Barnsley & Bassetlaw

March
2020

G A A G G
G

Continued delivery of the Five Year Forward View for Mental Health 
targets 

March 
2020

G G G G G G

Establishment of SYB post-crisis support for families and staff who are 
bereaved by suicide.  Reduce suicide rate by 10%

March 
2020

A

Establish enhanced IPS service building on  SYB Working Win programme
March 
2020

G G G G G G

Establish Adult Secure New Care Model across SYB March 
2021

A

Delivery of mental health workforce implementation plan March 
2021

A
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2d. Primary Care & Population Health
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Achievements in 2018/19

✓ Providing extended access at evenings and weekends for 100% of patients from 1 October 

✓ Established international recruitment programme with experienced leadership to enable learning from vanguard 
and progress at pace local programme – 1 GP recruited, 15 in pipeline for SYB.

✓ Provided 21 clinical pharmacists working in general practice

✓ Supported 29 practices through the NHS England resilience fund to improve care and access for patients

✓ Established and developed 36 primary care networks covering 100% of the population, all of which will be at level 
2 or 3 (against national maturity matrix) from March 2019.

✓ Commenced roll out the APEX / Insight tool to support improving capacity and efficiency in general practice.

✓ Rolled out integrated care record in Doncaster .  ICR development underway in Sheffield and Barnsley

✓ SYB Workforce & Training Hub established 

Delivery in 2018/19

Performance in 2018/19 at ICS level and compared to 42 STPs, nationally (source:  STP Care & Outcomes Tool, Q2 2018/19)

Primary Care pathway Worst Best

PUE(i)

PUE(ii)

PUE(iv)

Jun-18

Jun-18

25/42

24/42FTE direct patient care per 1000 weighted population

FTE number of GPs per 1000 weighted population 0.52

0.19

18/41GP extended access - % registered patients full provision Sep-18 100.0%
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2d.  Primary Care & Population Health
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Plans for 2019/20

Key Deliverables Target 
Date

Level of Assurance

SYB B Bs D R S

Further development of primary care networks.  Consolidate numbers 
and roll-out national DES contract.  

June 
2019

G G G G G G

Develop bespoke SYB SHAPE tool to support PCNS - as per specification 
agreed with PHE in February 2019

From 
April 
2019

G G G G G G

Complete roll-out of Apex Insight Tool to support improved capacity 
management and utilisation

April
2020

G G G G G G

Roll-out on-line services, including booking, consultations and NHS App
On-
going

A A A A A A

Develop workforce plans at network level and continue expansion of new 
roles, under national Network reimbursement arrangements

From 
June
2019

G G G G G G

Support development of PCN clinical leadership and integration into 
wider ICS governance

On-
going

G

Implement new arrangements for community eye-care and pharmacy 

commissioning in SYB embedded into ICS PC Programme Board.

July 
2019

G
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2e.  Urgent & Emergency Care
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✓ Maintained ED 4-hour performance, year to date, above 90% across the ICS 

✓ Reduced extended length of stay by 10% against baseline and delayed transfers of care by 1.5% to 3.1%

✓ Implementation of NHS 111 online, including direct booking and clinical assessment service 

✓ Achievement of the 50% clinical advice standard at sub-regional level

✓ Urgent Treatment Centre established in Doncaster

✓ Implemented EMS-Plus capacity management system to support system resilience

✓ Developed stroke network and financial model to support improved outcomes for patients

✓ Introduced medical thrombectomy for patients in south Yorkshire from April 2018

✓ National pilot for care home tracker tool

✓ Completed procurement for Integrated Urgent Care – due to mobilise from March 2019

Delivery in 2018/19

Performance in 2018/19 at ICS level and compared to 42 STPs, nationally (source:  STP Care & Outcomes Tool, Q2 2018/19)

Achievements in 2018/19

Urgent & Emergency Care pathway Worst Best

PUE(i)

PUE(ii)

PUE(iv)

PUE(v)

Jun-18

Jun-18

25/42

24/42FTE direct patient care per 1000 weighted population

FTE number of GPs per 1000 weighted population 0.52

0.19

Emergency admissions per 1000 weighted population 18-19 Q2 29.6 35/42PUE(vii)

PUE(viii)

18/41GP extended access - % registered patients full provision Sep-18

Bed occupancy rate 18-19 Q1 86.2% 13/42

A&E attendances per 1000 weighted population 18-19 Q2 99.4 31/42

100.0%
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2e. Urgent & Emergency Care
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Plans for 2019/20

Key Deliverables Target 
Date

Level of Assurance

SYB B Bs D R S

Maintain ED performance above 90% and plan for introduction of new 
clinical standards

On-
going

A G G G A A

Increase rate of ambulance non-conveyance through implementation of 
• Support to care homes
• Single point of access
• New service model for respiratory care

From 
April 
2019

G G G G G G

Establish hospital network for Urgent & Emergency Care led by BHFT.  
Implement HSR recommendations

On-
going

G

Roll-out SDEC in each major acute site
Sep 
2019

G G G G G G

Develop acute frailty service model in ED and other points of access such 
as MAU

Sep 
2019

G G G G G G

Conclude and implement recommendations of Acutely Ill Child work 
stream

On-
going

A

Improve ambulance handover times A
G G G

A A
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2f. Specialised Commissioning 
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The Yorkshire and the Humber Specialised Commissioning Hub schemes include Service Transformations across Acute and Mental 
Health services. The schemes agreed have been developed in collaboration with ICS representatives (including both commissioner and 
provider representation) through the Yorkshire and the Humber Specialised Commissioning Oversight Group and will be managed 
through: 

Service Area South Yorkshire and Bassetlaw
Vascular Vascular Board
Chemotherapy Cancer Alliance Board
Specialist Paediatrics Children’s Hospital Partnership 
Neonatal services Hospital Services Review group
Mental Health ICS Mental Health Programme Board 

The following transformations are taking place across Yorkshire & the Humber:

• Neonatal Services Review - work with the Y&H Neonatal ODN to understand the implications of the new standards set out the 

document ‘Better Newborn Care’ and the implementation of 2016 HRGs.

• Specialist Paediatrics Services - working with providers of specialised paediatric services (LTHT, SCH, HEY) to develop new ways

of working to improve the sustainability and access to specialised paediatric services in Y&H. In 2019/20 there will be a focus on 

specialised paediatric surgery, paediatric oncology and paediatric gastroenterology.

• Specialised Rehabilitation for Patients with Complex Needs - development of an Acquired Brain Injury Rehabilitation 

Collaborative for the Y&H region. 

Introduction

Acute Service Transformations Schemes for 19/20
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2f. Specialised Commissioning 
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Acute

• Vascular review - continue to work with Doncaster and Bassetlaw Hospitals NHS Foundation Trust and Sheffield Teaching Hospitals 
NHS Foundation Trust on the development of a South Yorkshire Vascular Services throughout 2019/20

• Chemotherapy - development of a new model of service delivery for Chemotherapy across SY&B that will lead to better use of 
capacity and improved access to local services for patients

Mental Health & Learning Disabilities

• Transforming Care – the overall trajectory for March 2019 for inpatients set at 107 has been met by the Hub. The 2019/20 trajectories 
for adults are currently being planned and these will be discussed via the Transforming Care Executive Board for Yorkshire and 
Humber. 

• Adult Secure and CAMHS reconfiguration and New Care Models (NCM) – a NCM programme will devolve the budget and 
commissioning responsibility to a lead provider for a population to manage the integration of patient pathways across the system. In 
South Yorkshire, agreement has been reached between the providers of adult secure care that the proposed NCM will be led by 
Sheffield Health and Social Care Trust with collaboration between the respective partners: Riverside Health Care (Cheswold Park 
hospital), Cygnet (Sheffield), Notts HC and RDaSH FT.  

• The South Yorkshire CAMHS Tier4 Partnership are working towards developing themselves as a NCM, led by Sheffield Children’s 
Hospital. The group are working towards providing low secure LD and PICU beds. New CAMHS low secure beds at Cygnet Sheffield are
due to open in April 2019. 

• Perinatal Mental Health – plans are being developed for a further 6 beds for the Yorkshire and Humber population

ICS Specific Reviews
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2.g Maternity
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Are there clear and credible plans to improve the safety of maternity care so that 
by 2020/21 all services have made significant progress towards the ambition of 
halving rates of still birth and neonatal death, maternal death and brain injuries 
during birth by 50% by 2025? 

G

Is there a clear and credible plan to ensure that serious incidents in maternity 
services result in good quality investigations and that those investigations result in 
effective and sustainable action plans, with relative wider learning shared through 
the Local Maternity System and with others? 

G

Does the plan take account of participation in the NHS Improvement Maternity 
and Neonatal Health Safety Collaborative?

G

Are there clear and credible plans to roll out personalised care planning
G

Are there clear and credible plans to improve the choices available so that all 
women are able to make choices about their maternity care as envisaged in Better 
Births? 

G

Priorities for 2019/20
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2.g Maternity
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To what extent is there evidence that the Local Maternity System has the capacity 
and capability to implement it? G

To what extent is the plan clear about how it will be implemented, including 
milestones and SROs? 

A
Planning and governance 
under review

To what extent does the plan set out a credible financial case for change, including 
transition costs, assumptions about savings and how the transformation will 
contribute to the ICS’s financial balance? 

A In progress.

To what extent is there evidence that the Local Maternity System has the capacity 
and capability to implement it?

G

Is there a local ambition for how women will receive continuity of the person 
caring for them during pregnancy, birth and postnatally and are there clear and 
credible plans for implementing it? 

A
Clear local ambitions with 
plans linked to wider work in 
the Acute Hospital Review

Is there a local ambition and clear and credible plans to enable more women to 
give birth in midwifery settings (at home and in midwifery units)? G

To what extent is planning based on an understanding of the needs of local women 
and their families and is it aligned to the local ICS? 

G

continued
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2.h Transforming Care 
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Priorities for 2019/20 

Continued development and delivery of pathways and packages of care for individual patients
Full implementation of the FOL’s service across Sheffield, Doncaster, Rotherham and N Lincs.  
Finalise service specification and agreement for ATU bed provision across Sheffield, Rotherham and 
Doncaster
Development of workforce plan to support care across the pathway, for adults and children.
Development of an ICS CETR / CTR Hub
Support to Parents and Carers to empower families and build parent networks to support Post ASC 
diagnosis.

Planned Actions Planned Completion 
date

Status/Comments

Implement Enhanced Community Teams March 2019 Teams in place – assessment for further capacity underway

Develop the market through Y&H enhanced framework March 2020

Develop the workforce to meet demand March 2022 Workforce plan agreed- moving into implementation

Full implementation of FOL’s service Sept 2020 Specification agreed and recruitment completed

Develop ASC Pathways TBC

Early Intervention and Prevention C&YP TBC

Improve health inequalities 31/3/20

ATU Bed Provision TBC Finalise service specification and agreement for ATU bed provision 
across Sheffield, Rotherham and Doncaster
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3. Activity Planning

Overall Approach

The SYB ICS Planning Framework agreed that:

(i) Plans would be built up, from a  ‘place’ led analysis of requirements
(ii) Underlying activity plans should reflect forecast outturn and observed trends, adjusted for known service changes
(iii) Plans should include an assessment of expected demographic growth
(iv) Final plans should include adjustments for agreed (between respective commissioner and provider) transformation 

plans
(v) Plans should deliver, in full, NHS Planning objectives:

a. Elective waiting maintenance/reductions to March 2018
b. Cancer standards, including projected demand growth
c. RTT at 92% at all providers
d. ED standard improvement

(vi) Plans should be broadly consistent with national and regional growth assumptions (gross of agreed QIPP)
(vii) Commissioners and providers plans should be fully aligned on items (i) to (v)

Planning for Elective Activity

National and regional modelling of elective growth for 2019/20 is based on the assumption that the national requirement to 
maintain the RTT waiting list at March 2018 level has not been met.  This assumption increases significantly the volume of 
inpatient and outpatient activity required to deliver the commitment in the 2019/20 Planning Guidance that the number of 
patients waiting for planned care should not exceed the March 2018 level.

The most recent waiting list data indicates that (subject to the requested re-basing for agreed data issues), the ICS will have 
broadly maintained the overall volume of patients on its elective waiting list at March 2018 levels.  This, in turn, means that 
the planned level of elective growth for 2019/20 is below that expected in national and regional models.

23
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3a. Activity Plan Development

The following table provides a high-level summary of overall progress in the development of SYB ICS 
plans at place, against the agreed ICS Planning Framework:

. 

Good progress has been made to date and further work will continue to ensure agreed positions on:
• The incorporation of agreed transformation plans;
• Overall growth rates, within expected parameters;
• Profiling of elective and non-elective through the year

24

ICS

BCCG BHFT DCCG DBTHFT BasCCG RCCG TRFT SCCG STHFTT SCHFT

(i) Built from ‘place’ led analysis of requirements
Yes Yes Yes Yes Yes Yes Yes Yes Yes Yes Yes

(ii) Reflect observed trends, adjusted for planned 

service changes
Yes Yes Yes Yes Yes Yes Yes Yes Yes Yes Yes

(iii) Reflect demographic growth
Yes Yes Yes Yes Yes Yes Yes Yes Yes Yes Yes

(iv) Build in agreed, and robustly deliverable QIPP 

transformation
In progress In progress In progress In progress In progress In progress In progress In progress In progress In progress In progress

(v) Deliver, in full, NHS Planning objectives:

Elective waiting list objective
In progress In progress In progress Yes In progress In progress In progress In progress In progress In progress In progress

RTT at 92% at all providers (by March 20)
Mar-20 Yes Yes Yes Yes Yes Yes Yes Yes Yes Yes

Cancer standards, including projected demand 

growth
Yes Yes In progress Yes In progress Yes Yes In progress Yes In progress Yes

ED standard improvement
Yes Yes Yes Yes Yes Yes Yes Yes Yes Yes Yes

(vi) Broadly consistent with regional growth assumptions (gross of agreed QIPP)

Elective:
In progress Yes Yes Yes Yes In progress In progress In progress In progress In progress Yes

Non-Elective:
Yes Yes Yes Yes Yes Yes Yes Yes Yes Yes Yes

A&E:
In progress Yes Yes Yes Yes Yes In progress In progress Yes Yes Yes

(vii) Commissioners and providers are fully aligned 

on items (i) to (vi)
In progress Yes Yes Yes Yes Yes Yes Yes Yes Yes Yes

Doncaster & BassetlawBarnsley Rotherham Sheffield
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3b. Activity Planning - Assurance

Planning Scenarios
A range of analytical tools have been used in the assurance of activity plans. Three scenarios have been described, 
based on national or regional assumptions, to determine an ICS ‘planning range’ to assess individual place plans. 

The scenarios are:
(i) National activity planning assumptions;
(ii) Regional activity expectations (Scenario 1): The North region analytical team undertook a number of 

trend and activity growth analyses to: project likely 18/19 outturn; describe observed growth trends; and 
model the additional elective quantum to secure the 19/20 waiting list objective

(iii) A local variant of the regional activity model (Scenario 2)for elective activity, only,  has been developed 
in order to reflect the expected March 2019 waiting list position.  

25

Activity Line National 

Assumption 

(Annualised)

Planned Care CCG Provider CCG Provider Min. Max.

GP Referrals (General and Acute) 0.6% -1.7% -1.0% -1.7% -1.0% -1.7% 0.6%

Other Referrals (General and Acute) 3.7% 4.4% 4.5% 4.4% 4.5% 3.7% 4.5%

Total Referrals (General and Acute) 1.8% 0.3% 1.1% 0.3% 1.1% 0.3% 1.8%

Consultant Led First Outpatient Attendances 5.4% 3.8% 5.7% 0.6% 0.4% 0.4% 5.7%

Consultant Led Follow-Up Outpatient Attendances 2.3% 4.6% 5.1% 1.4% 2.2% 1.4% 5.1%

Total Consultant Led Outpatient Attendances 3.4% 4.3% 3.6% 1.1% 1.6% 1.1% 4.3%

Total Elective Admissions - Day Case 1.6% 4.8% 3.6% 1.6% 1.0% 1.0% 4.8%

Total Elective Admissions - Ordinary -3.3% -7.5% -5.8% -11.0% -8.5% -11.0% -3.3%

Total Elective Admissions 0.8% 2.9% 2.2% -0.4% -0.6% -0.6% 2.9%

Unplanned Care

Type 1 A&E Attendances excluding Planned Follow Ups 2.0% 7.7% 8.2% 2.0% 8.2%

Other A&E Attendances excluding Planned Follow Ups 3.0% 3.0% 3.0%

Total A&E Attendances excluding Planned Follow Ups 2.3% 7.2% 7.6% 2.3% 7.6%

Total Non-Elective Admissions - 0 LoS 4.8% 3.8% 2.8% 2.8% 4.8%

Total Non-Elective Admissions - +1 LoS 2.8% 0.8% 1.2% 0.8% 2.8%

Total Non-Elective Admissions 3.4% 1.5% 1.6% 1.5% 3.4%

ICS Scenario 1 ICS Scenario 2 Potential 

Planning 

Range
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3c. Assessment against regional and 
national planning expectations

The table summarises overall planned growth, and includes a RAG assessment of consistency with national and regional 
models of expected growth:

With the exception of the Barnsley health system (where delivery of RTT and waiting list position is secure and additional activity, 
therefore not required), the principal reason for activity plans being “lower” than national and regional expectations is the impact of 
agreed transformational schemes.

The growth positions described represent a further iteration of activity plans since the 4 April submission, to reflect a limited number 
data corrections; and adjustments to the treatment of transformation scheme impact. Plans remain subject to further review to assure 
alignment and seasonal profiling. 

26

National 

Assumption 

(Annualised)

Scenario 1

Regional 

Assumptio

n

Scenario 2 ICS Barnsley Bassetlaw Doncaster Rotherham Sheffield 

0.6% -1.7% -1.7% 1.3% -0.4% 1.3% 2.7% 3.4% 0.3%

3.7% 4.4% 4.4% 0.9% -0.4% 1.3% 2.7% 0.0% 0.9%

1.8% 0.3% 0.3% 1.1% -0.4% 1.3% 2.7% 1.9% 0.5%

5.4% 3.8% 0.6% 0.7% -0.4% -0.1% 3.2% -1.4% 0.8%

2.3% 4.6% 1.4% 1.1% -0.4% 1.3% 0.7% 1.3% 2.0%

3.4% 4.3% 1.1% 1.0% -0.4% 0.8% 1.7% 0.5% 1.5%

- - - 2.9% -1.0% 7.3% 7.6% 3.8% 1.9%

1.6% 4.8% 1.6% 0.7% -2.5% -0.4% 2.9% -2.8% 2.8%

-3.3% -7.5% -11.0% 5.1% -0.3% 1.4% 6.2% 0.2% 10.3%

0.8% 2.9% -0.4% 1.3% -2.3% -0.1% 3.4% -2.3% 3.7%

Total Consultant Led Outpatient Attendances

Total Outpatient Appointments with Procedures*

Total Elective Admissions - Day Case

Total Elective Admissions - Ordinary

Total Elective Admissions

Planned Care

GP Referrals (General and Acute)

Other Referrals (General and Acute)

Total Referrals (General and Acute)

Consultant Led First Outpatient Attendances

Consultant Led Follow-Up Outpatient Attendances

2019/20 Plan

National 

Assumption 

(Annualised)

Regional 

Assumptio

n

ICS Barnsley Bassetlaw Doncaster Rotherham Sheffield 

2.0% 7.7% 2.4% 2.2% 6.9% 3.4% 3.0% 0.7%

3.0% - 3.6% 6.0% 6.9% 3.4% 0.0% 3.7%

2.3% 7.2% 2.6% 2.4% 6.9% 3.4% 2.8% 1.2%

4.8% 3.8% 1.4% 1.3% 5.3% 0.8% 1.4% 0.7%

2.8% 0.8% 1.8% 3.5% 5.2% 0.5% 2.0% 0.7%

3.4% 1.5% 1.7% 2.9% 5.2% 0.6% 1.9% 0.7%

Other A&E Attendances excluding Planned Follow Ups

Total A&E Attendances excluding Planned Follow Ups

Total Non-Elective Admissions - 0 LoS

Total Non-Elective Admissions - +1 LoS

Unplanned Care 2019/20 Plan

Type 1 A&E Attendances excluding Planned Follow Ups

Total Non-Elective Admissions
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3d. Activity Alignment

27

In aggregate, SYB ICS commissioner and provider plans for elective demand, and non-elective activity align.  

Note: ICS CCG position is  the aggregate of SYB CCGs, whereas the ICS Provider position is the sum of SYB providers, including NHS England Directly and Specialist 
Commissioned activity.

Activity Line National 

Assumption 

(Annualised)

Planned Care CCG Provider CCG Provider Min. Max. ICS CCG ICS Provider

GP Referrals (General and Acute) 0.6% -1.7% -1.0% -1.7% -1.0% -1.7% 0.6% 1.3% 1.0%

Other Referrals (General and Acute) 3.7% 4.4% 4.5% 4.4% 4.5% 3.7% 4.5% 0.9% 1.8%

Total Referrals (General and Acute) 1.8% 0.3% 1.1% 0.3% 1.1% 0.3% 1.8% 1.1% 1.4%

Consultant Led First Outpatient Attendances 5.4% 3.8% 5.7% 0.6% 0.4% 0.4% 5.7% 0.7% 2.6%

Consultant Led Follow-Up Outpatient Attendances 2.3% 4.6% 5.1% 1.4% 2.2% 1.4% 5.1% 1.1% -1.1%

Total Consultant Led Outpatient Attendances 3.4% 4.3% 3.6% 1.1% 1.6% 1.1% 4.3% 1.0% 0.1%

Total Elective Admissions - Day Case 1.6% 4.8% 3.6% 1.6% 1.0% 1.0% 4.8% 0.7% 3.2%

Total Elective Admissions - Ordinary -3.3% -7.5% -5.8% -11.0% -8.5% -11.0% -3.3% 5.1% 5.3%

Total Elective Admissions 0.8% 2.9% 2.2% -0.4% -0.6% -0.6% 2.9% 1.3% 3.6%

Unplanned Care

Type 1 A&E Attendances excluding Planned Follow Ups 2.0% 7.7% 8.2% 2.0% 8.2% 2.4% 2.2%

Other A&E Attendances excluding Planned Follow Ups 3.0% 3.0% 3.0% 3.6%

Total A&E Attendances excluding Planned Follow Ups 2.3% 7.2% 7.6% 2.3% 7.6% 2.6% 3.1%

Total Non-Elective Admissions - 0 LoS 4.8% 3.8% 2.8% 2.8% 4.8% 1.4% 0.5%

Total Non-Elective Admissions - +1 LoS 2.8% 0.8% 1.2% 0.8% 2.8% 1.8% 1.6%

Total Non-Elective Admissions 3.4% 1.5% 1.6% 1.5% 3.4% 1.7% 1.6%

Plans AlignmentICS Scenario 1 ICS Scenario 2 Potential 

Planning 

Range
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4. Capacity Planning

29

Provider Key headlines from capacity planning

Barnsley Hospital NHS 
Foundation Trust

• Bed capacity review in 2018/19 has seen the introduction of a number of additional wards on a permanent basis with 
substantive teams being put in place to support reductions in agency use.

• Activity and capacity plans are developed with the Clinical Business Units (CBUs) teams by point of delivery and at a 
specialty level

• Capacity plans in place to delivery constitutional standards
• Winter plans will enable additional capacity in both elective and non-elective services to be mobilised as part of a 

planned approach to manage seasonal pressures associated with winter.

Doncaster & Bassetlaw 
Hospitals NHS Foundation 
Trust

• Activity and capacity planning being informed by use of Gooroo modelling tool, alongside Doncaster and Bassetlaw 
CCGs. Headline 2019/20 activity assumptions based on an increased demand of 5% more work required.

• Bed capacity planning has been undertaken and length of stay reviewed against six similar Trusts with the same 
deprivation stratification. Key specialities, including respiratory medicine, stroke and trauma have been reviewed and 
work continues to support alternatives to acute admission. 

• Further granularity of capacity plans for elective activity will be required to provide the necessary assurance given the 
challenges faced during 2018/19. Key to this will be agreement with CCGs on activity levels.

• Trust met the 4hr access trajectory plan for NHSI in Q1, 2 and 3 of 2018/1 and medical staffing capacity remains key 
area of focus to maintain performance.

• Winter flex capacity is built into existing wards to allow for beds to be opened quickly dealing with surges in demand.

Rotherham Doncaster and 
South Humber NHS 
Foundation Trust

• Draft workforce plans viewed as robust providing assurance re the necessary capacity to deliver their quality and 
performance requirements.

Sheffield Children's NHS 
Foundation Trust

• Trust is reviewing its capacity to deliver this plan. 
• General confidence that sufficient capacity will be in place to delivery quality and performance deliverables, given 

recent trends.

Sheffield Health and Social 
Care NHS Foundation Trust

• Good narrative provided in operational plan in relation to their capacity planning for 2019/20.
• Plan includes reference to areas with increasing activity plans for 2019/20 and associated capacity investments being 

put in place to support these.
• Local system risk sharing arrangements cited as supporting improved planning.
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4. Capacity Planning - continued

30

Provider Key headlines from capacity planning

Sheffield Teaching Hospitals 
NHS Foundation Trust

• Elective demand and capacity modelling for 2019/20 was prepared using two tools. For demand, the Gooroo tool was used 
and for capacity, each clinical Directorate has undertaken bottom-up capacity reviews.

• Non-elective demand and capacity is modelled on the projected 2018/19 out-turn with adjustments for the assessment of 
year on year growth by sub-specialty and any known pathway changes. 

• Plan identifies capacity gaps in a small number of specialties where plans with commissioners are being discussed
• Plan identifies anticipated capacity challenges to support delivery of the Cancer waiting times standards across the year and

range of actions (in Trust and across wider network) being taken to support the recovery and sustainability of this area.

The Rotherham NHS Foundation 
Trust

• Planning narrative describes the bottom up approach used for demand and capacity planning. Also describes how the trust 
is reflecting changes in referrals at individual specialty level and match these with appropriate capacity plans. Provided that 
these demand patterns remain within tolerance, the Trust expect to deliver the RTT, cancer and diagnostic waiting time 
standards.

• Current plan is less explicit on capacity plans for urgent and emergency care around further assurance will be required given
recent resilience challenges.

The following areas will be the focus of further work throughout 2019/20:
1. Elective activity – the planned activity in the Doncaster & Bassetlaw place plans is likely to exceed capacity at 

DBHFT.  Work is underway to understand DBHFT capacity at speciality level.  This will then link to wider work to 
establish a system for “brokering” capacity across the ICS to secure RTT delivery and offer choice at 26 weeks;

2. Non-elective activity – each of the five Places is working on a review of winter 2019/20 to inform preparedness 
for 2019/20, including continued work on the seasonal phasing of capacity.

3. Cancer – the ICS saw a 17% increase in 2ww clock-starts in the rolling year to November 2018.  All 5 places have 
built this growth into forecast outturn.  We are working on the basis that cancer referrals will continue to grow, an 
and the Cancer Alliance is leading on work to consider:

i. the use of real-time data to forecast capacity requirements.  
ii. Diagnostic services efficiency and capacity
iii. Surgical and oncology capacity in the network
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ICS Context

Across the SYB ICS, workforce costs represent about 70% of revenue budget and availability of workforce is increasingly the principle 
constraint in our ability to deliver high quality local services.  The ICS’s three initial workforce priorities are all well underway in:    

• Developing the SY&B Region Centre of Excellence (for unregistered workforce)
• Creating a Faculty of Advanced Clinical Practice for the region
• Expanding the primary care workforce.

In 2018/19, the ICS has used a workforce maturity index to rate its progress against 5 levels of maturity and support development of a 
system wide workforce plan.  The ICS has funded a workforce lead in each of the five places and, together with system-wide resource, 
these leads form the SYB ICS Workforce Hub.

Local Initiatives 

Across the five places, seven providers and five CCGs in South Yorkshire & Bassetlaw, there are a number of risks to current and future 
workforce supply with a range of mitigation.  These are in addition to the introduction of retention programmes which include
improved development opportunities and working arrangements such as the flexible working approach at STHFT which is identified 
as a national exemplar.  Local work includes:

Workforce Group Actions

Adult Nurses & Midwives Nurse associate roles

Assistant Practitioner roles

Integrated roles (shared competency framework with AHPs)

In-house bank

Overseas recruitment

Paediatric Nurses Nurse associate roles

Hosted clinical network (led by Sheffield Children’s)

5. Workforce
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Note:  see separate section on primary care for details of initiatives around workforce.

Mental Health Nurses Nursing associate roles

Joint recruitment in place and across providers

Overseas recruitment
Middle Grade Doctors Joint appointments across providers

CESR

Overseas recruitment

Advanced Nurse Practitioners / Physician Associate Roles
Medical Consultants Joint posts (development of hosted clinical networks in UEC / Gastroenterology / Stroke / Paediatrics / Maternity)

Clinical fellows

Joint posts with primary care

Collaborative locum arrangements

Allied Health Professionals

such as radiographers and

pharmacists

Non-qualified support staff

Integrated roles (shared competency framework with nursing)

In-house training programmes (echo-cardiography)

Integrated workforce planning across primary & secondary care

Hub & spoke arrangements across ICS

Career pathway through apprenticeship levels 2, 4 and 5 for healthcare scientists roles

Creation of a AHP council to ensure AHPs are connected into the wider ICS

Workforce Group Actions

SYB Level Initiatives

In addition to local initiatives, the workforce hub is working on:  

The ICS Streamlining Programme which engages the 7 local Trusts to work together to identify efficiencies and increase productivity 
within the system. This has a focus on recruitment, retention, medical staffing, mandatory training, occupational health and well being, 
and e-rostering. Key outcomes being delivered from the ICS streamlining work include: 
Delivering the NHSI’s Cohort 4 nurse retention improvement programme
completion of the NHSI’s health and wellbeing diagnostic framework to identify priorities to help support the retention of staff
planned creation of a common dashboard of e-rostering performance KPIs to identify variation and opportunities, and the 
development of a robust process for regular check and challenge of all rosters. 
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The development of new apprenticeship roles, identifying new and emerging apprenticeship standards and frameworks and exploring 
the potential opportunities within workforce plans. The current apprenticeship programmes include business admin, adult nursing OU, 
nursing associate, perioperative support, assistant practitioner, allied health, pharmacy, accountancy, and human resources. 

Work is ongoing to assess the potential risk and impact of Brexit across the ICS, working closely with management teams and 
colleagues in the Emergency Planning Team to identify members of the workforce from within the EU, identifying which specialities 
they are currently employed in and assessing any potential risk to service provision post 01 April 2019.  Actions in place include the 
support offered around ‘right to remain’ and participation in the recent government pilot.  

A specific ICS wide workforce plan for AHPs is in development, as is a SYB place-based workforce plan for the development of 
enhanced/extended skills e.g. impact on reporting of shortage of radiologists has been addressed through extended skills training for 
radiographers to report

We have a continued commitment to work within the ICS and Place based partners in commissioning education provision, sharing 
expertise for delivery and opening up places on programmes where capacity allows.  Work continues on The South Yorkshire Region 
Excellence Centre (SYREC) and the Advanced Practice Faculty. We will continue to grow our joint educational appointments with our 
Higher and Further Education Institutes to improve the translation of academic knowledge into clinical practice. 

The ICS Widening Participation (WP) initiative outlines how we develop career pathways and opportunities for the local population 
and our work with schools and colleges

The ICS has recognised that workforce is a key constraint in our ability to deliver services and is implementing the recommendations 
of its Acute Service Review by introducing hosted clinical networks across five service areas to mitigate risks and secure sustainable 
services in the medium to long term.  An example of this work would be the joint appointment of acute stroke physicians between 
paired providers to reflect the new Hyper-acute and acute stroke pathways.
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Provider Level of 
assurance

Triangula
tion with 
activity/ 
finance

Commentary

Barnsley Hospital 
NHS Foundation 
Trust

Plans look fairly stable/static with headline 
changes being relatively small amount of 
agency transferring to bank.

Doncaster & 
Bassetlaw Hospitals 
NHS Foundation 
Trust

Step change of c.300 WTE increase between 
March 2019 and April 2019 to validate.
Small transfer of agency to bank.

Rotherham 
Doncaster and South 
Humber NHS 
Foundation Trust

Plan looks well developed. Small overall 
reduction in WTE. In-year variances in services 
explained (some increases, some decreases)

Sheffield Children's 
NHS Foundation 
Trust

Plan needs further work. Currently does not 
include agency/bank 2018/19 FOT WTEs. Flat 
WTEs across the year following c.200 increase 
between March 2019 and April 2019.

Sheffield Health and 
Social Care NHS 
Foundation Trust

Trust plan flat across the year with no change 
from 2018/19 FOT, at top level.

Sheffield Teaching 
Hospitals NHS 
Foundation Trust

Workforce plan appears well developed with in-
year changes reflected.

The Rotherham NHS 
Foundation Trust

Ongoing risk and current plan does not appear 
to reflect anticipated seasonal changes and 
requirements.

Overview of workforce plans submitted:

• Draft provider workforce planning 
numbers currently range in the level of 
development. The table on the following 
slides below provides a headline summary 
of the review of the first draft of plans.

• 3 of 7 provider plans (Barnsley, RDASH 
and Sheffield Teaching) currently assured 
on workforce as Green reflecting apparent 
level of development of plan and inherent 
risks in ongoing delivery of appropriate 
workforce delivery requirements.

• 4 of 7 provider plans (DBTH, Sheffield 
Children's, SHSC and Rotherham) 
currently assured on workforce as Amber 
reflecting combination of plan requiring 
further work and/or additional assurances 
being required in response to inherent 
workforce challenges.

• Current triangulation of workforce with 
activity and finance (finance only for 
RDASH and SHSC) suggests no issues 
with alignment for all 7 Trusts. Further 
review of this triangulation will be 
required when plans are more developed, 
in particular activity plans are more 
developed.

5. Workforce
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Plan v

Accept Control Control control 

control total total Plan total CIP/QIPP CIP/QIPP

total inc PSF PSF ex PSF ex PSF ex PSF 19/20 18/19 Variance

final FRF, MRET FRF, MRET FRF, MRET FRF, MRET FRF, MRET final plan CIP/QIPP forecast 19/20 v 18/19

plan £m £m £m £m £m £m % £m % £m

Providers

Barnsley Hospital NHS FT YES 0.0 10.4 -10.4 -10.3 0.1 6.7 2.9% 8.5 -1.8

Doncaster & Bassetlaw Hospitals  NHS FTYES 0.0 15.3 -15.3 -15.3 0.0 13.2 3.3% 12.0 1.2

RDASH NHS FT YES 1.2 1.3 -0.1 -0.1 0.0 5.6 3.5% 5.1 0.4

Sheffield Childrens NHS FT YES 0.9 3.3 -2.4 -2.4 0.0 7.9 4.0% 7.0 0.9

SHSC NHS FT YES 1.0 1.0 0.0 0 0.0 3.2 2.6% 4.2 -1.0

Sheffield Teaching Hospitals NHS FT YES 0.5 14.5 -14.0 -14 0.0 20.6 2.0% 25.5 -4.9

The Rotherham NHS FT YES 0.0 16.2 -16.2 -16.2 0.0 9.3 3.4% 9.7 -0.4

3.6 62.0 -58.4 -58.3 0.1 66.5 2.8% 72.0 3.1% -5.5

Commissioners

Barnsley CCG YES -2.0 0.0 0.0 0.0 0.0 13.1 2.9% 11.5 1.6

Bassetlaw CCG YES 0.0 0.0 0.0 0.0 0.0 3.5 1.9% 3.6 -0.1

Doncaster CCG YES -3.0 0.0 0.0 0.0 0.0 10.1 1.9% 10.5 -0.4

Rotherham CCG YES -4.0 0.0 0.0 0.0 0.0 12.5 2.9% 10.3 2.2

Sheffield CCG YES 0.0 0.0 0.0 0.0 0.0 15.2 1.7% 15.6 -0.4

-9.0 0.0 0.0 0.0 0.0 54.4 2.2% 51.5 2.2% 2.9

TOTAL -5.4 62.0 -58.4 -58.3 0.1 120.9 2.5% 123.5 2.6% -2.6
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Allocations

• SY&B uplift 5.37% v national 5.65% due to SCCG above 5% 
distance from target and SYB lower population growth than 
nationally

• 3.35% relates to tariff and inflation and 2.02% for growth

• SCCG biggest challenge as lower per capita growth of £1.9m
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Financial plans

• All organisations have accepted control total on final plans and risks 
reduced from draft plan on efficiency and plan alignment 

• Efficiency target £120.9m (2.5%) v 18/19 forecast £123.5m (2.6%) a 
decrease of £2.6m on forecast outturn 18/19

• Biggest challenges at:

Providers
• SCH - CIP 4.0% (£7.9m) of which 52%(£4.1m) is unidentified 
• DBTH - CIP 3.3%(£13.2m) of which 78% (£10.3m) is opportunity or unidentified 

and £1.8m of plan alignment differences with Bassetlaw CCG
Commissioners
• Bassetlaw CCG - £0.6m of QIPP risk and £1.8m of plan alignment differences 

with DBTH

• CIP plans 2.8% v 3.1% (18/19) and QIPP plans 2.2% v 2.2% (18/19) 

• Unidentified CIP/QIPP of £14.1m represents 16% of the provider total 
and 6% of the commissioner total although this is not real as it is 
covered by a non recurrent contingency within the plan.
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Financial plans

• CCG’s have £25.8m of risk identified which has been fully mitigated

• All CCG’s have met the following:
• 0.5% contingency
• Running cost allowance
• Mental health investment standard
• Mental health spend increase
• Recurrent investment of £1.50 per head in the Primary Care Network

• Miss-alignment of plans has reduced from £47.8m at draft plan to 
£2.0m at final plan

• The level of year on year risk between 18/19 and 19/20 for CIP/QIPP 
delivery and plan alignment at (£0.6m) is significantly less than 18/19 at 
£44.8m

• If plan alignment gaps (excluding £7.1m between STH and NHSE) are 
real the system will need to deliver 2.5% CIP/QIPP to achieve the system 
control total 

• Key risk is whether there is  sufficient workforce and capacity to deliver 
the plan?

Pack Page 177



6. Financial assumptions

42

• Provider volume related income has increased by 1.7% 
and pay volume related changes have increased by 
1.6% and non pay by 0.6%. 

• Provider pay costs excluding volume have increased by 
3.4% which is slightly higher than the 3.1% reflected in 
tariff

• Provider non pay costs excluding volume have 
increased by 1.8% which is slightly higher than the 1.4% 
reflected in tariff

• CCG expenditure movement as a % of allocation across 
programme areas is similar to the North East & 
Yorkshire with the exception of acute (+0.8%) and other 
programmes (-0.8%)
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6. Workforce and activity alignment

Alignment - WTE and pay cost

Movement Movement Total

in pay in WTE movement

% % %

Barnsley FT 3.17 3.88 -0.71

DBTH 0.63 3.52 -2.89

SCH -2.31 1.01 -3.32

SHSC 5.04 0.08 4.96

STH -0.90 0.60 -1.50

Rotherham FT -2.07 -1.23 -0.84

RDASH -2.25 -1.20 -1.05

-0.26 1.01 -1.27

Alignment - activity and workforce

Movement Movement Total

in activity in WTE movement

% % %

Barnsley FT 0.85 3.88 -3.03

DBTH 2.47 3.52 -1.05

SCH 9.54 1.01 8.53

STH 2.93 0.60 2.33

Rotherham FT -4.31 -1.23 -3.08

1.99 1.29 0.70

Alignment - Income current year v last year adjusted for growth and tariff

Variance Variance 

from expected from expected

£'000 %

Barnsley FT 5,049 3.40

DBTH -13,485 -5.30

SCH -4,012 -4.20

STH 2,958 0.55

Rotherham FT 6,585 4.90

-2,905 0.00
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6. Activity alignment – excluding associates

Commissioner Provider Difference

Activity Activity Activity %

First outpatient 501,579 507,373 5,794 1.2%

Follow up outpatient 980,146 994,747 14,602 1.5%

Day case 180,430 179,887 -542 -0.3%

Elective 28,442 31,135 2,694 9.5%

Non elective - zero length of stay 43,172 42,687 -484 -1.1%

Non elective - length of stay > 1 day 121,854 121,692 -163 -0.1%

1,855,622 1,877,521 21,900 1.2%

44
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6. Plan alignment

Activity QIPP

differences differences Other Total

Commissioner £'000 £'000 £'000 £'000 Comments 

DBTH -1.5 0.0 -0.3 -1.8 BCCG £1.8m

SCH 0.0 -0.1 0.0 -0.1 SCCG £0.1m

Non ICS 0.0 0.0 0.0 0.0 Notts HC £0k

NHSE specialised commissioning 0.0 0.0 -7.2 -7.2 STH £7.1m , DBTH £0.1m

-1.5 -0.1 -7.6 -9.1

45
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6. Alignment – Commentary

Workforce and activity

• Generally good alignment in plans with the system green overall on the three 
alignment graphs. 

Activity alignment

• Good alignment of activity plans in most POD’s 

• The activity alignment slide excludes associates as they are not shown separately on 
provider returns and distorts the variance

• The main activity alignment differences are between Bassetlaw CCG  and DBTH. The 
provider is showing higher activity on first outpatient (10.2%), follow up outpatient 
(5.3%),  elective (11.8%)  and day case (16.3%) and commissioner higher activity on 
non elective (5.1%). This is consistent with the £1.5m plan alignment due to activity. 
Further work will be required to resolve these differences

• There are activity alignment gaps between Barnsley CCG and STH due to the way the 
forms have been completed and is not a real difference as plans are fully aligned.

• Sheffield CCG and STH have an equal and opposite alignment of 2,000 between day 
cases and elective 

Plan alignment

• Excluding the STH and Specialised  Commissioning plan alignment of £7.1m, which is 
not real,  plan alignment differences are £2.0m of which £1.8m relates to Bassetlaw 
CCG and DBTH.

46
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6. Place risk

A B A+B

CIP/QIPP CIP/QIPP Plan alignment Total Delivery

19/20 delivery risk risk delivery risk risk

£m £m £m £m %

Sheffield place Note 1 Note 2

STH 20.6 0.0 0.0 0.0

SCH 7.9 4.1 0.0 4.1

SHSC 3.2 1.2 0.0 1.2

SCCG 15.2 2.2 0.0 2.2

Plan alignment 0.0 0.0 0.1 0.1

46.9 7.5 0.1 7.6 0.3%

Doncaster & Bassetlaw place

DBTH 13.2 10.3 0.0 10.3

RDASH 5.6 1.3 0.0 1.3

DCCG 10.1 2.7 0.0 2.7

BCCG 3.5 0.6 0.0 0.6

Plan alignment 0.0 0.0 1.9 1.9

32.4 14.9 1.9 16.8 1.3%

Barnsley place

Barnsley FT 6.7 2.0 0.0 2.0

BCCG 13.1 0.0 0.0 0.0

Plan alignment 0.0 0.0 0.0 0.0

19.8 2.0 0.0 2.0 0.3%

Rotherham place

Rotherham FT 9.3 1.7 0.0 1.7

RCCG 12.5 0.0 0.0 0.0

Plan alignment 0.0 0.0 0.0 0.0

21.8 1.7 0.0 1.7 0.2%

Total 120.9 26.1 2.0 28.1 0.6%

Note 1 Providers - CIP's that are unidentified or opportunity

Commissioners - QIPP that is unidentified or highlighted as a risk

Note 2 Excludes £7.1m of plan alignment for specialist commissioning as this is not a real difference

Note 3 Excludes Rotherham CCG's unidentified QIPP of £3.4m as the savings are not required in year
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6. Place risk - commentary

• The place with the highest risk to delivery is 
Doncaster & Bassetlaw (1.3%) due primarily to the 
high level of CIP at DBTH which is unidentified or 
opportunity (£10.3m)

• The Rotherham place excludes £3.4m of 
unidentified QIPP as is not real as it is covered non 
recurrently by a reserve in the plan. 

48
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6. Place risk – Arrangements for financial       
risk management

• The arrangements for financial risk management were 
agreed at the February Executive Steering Group. The key 
principles include:

• The management of risk at organisation, place and system
• Expectation is that risks can be contained by place
• Undertake deep dive to understand the risks at organisation and 

place
• Where risks are deemed high each place will need to develop a plan 

to mitigate risks
• Organisations which receive Financial Recovery Funding (DBTH, 

Rotherham, Barnsley) will need to develop a 5 year recovery plan. 
• This will also be required for SCH given the Trust’s financial 

challenges
• In year monitoring, including early warning, and escalation 
• The maintenance of a risk register for finance and activity
• Consideration of establishing a risk pool or risk reserve
• Standardising best practice risk management across all places

49
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7. Efficiencies - Commentary

51

• Plans show CIP 2.8% (18/19 forecast 3.1%) and QIPP 
2.2% (18/19 forecast 2.2%)

• Highest levels of CIP are in SCH(4%), RDASH (3.5%) and 
DBTH (3.3%) 

• Highest levels of QIPP are in Barnsley CCG 2.9% and 
Rotherham CCG 2.9% although if the unidentified QIPP 
is excluded the percentage reduces to 2.1%

• 16% (£10.8m) of CIP plans are unidentified, 24% 
(£15.9m) high risk, 15% opportunity (£9.7m) and 8% 
(£5.2m) non recurrent 

• Providers with the highest risk profile of CIP’s that are 
unidentified or opportunity in ranked order are DBTH 
and SCH
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• 8.0% (£4.2m) of QIPP is non recurrent. 

• 6% (£3.4m) of QIPP is unidentified at Rotherham CCG 
although this is covered non recurrently by a reserve

• Commissioners with the highest risk profile of QIPP’s 
that are unidentified or identified as a risk is Doncaster 
CCG

• The 3 largest categories of QIPP are medicines 
optimisation (32%), elective care (20%), continuing 
healthcare (12%) and commissioning administration 
(12%)

• The CIP/QUIP plans are back end loaded with CIP plans 
phased 39:61 and QIPP plans 48:52  
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7. Efficiencies – System Efficiency Board
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• During 2018/19, SYB analysis of CIP and 
QIPP plans enabled the system to 
understand the scale, scope and risk of 
plans for the year in order to provide 
support where appropriate.  This 
included the QIPP4 work 
(commissioned by NHS England) to 
support CCG QIPP delivery.  

• In parallel, the ICS introduced an SYB 
System Efficiency Board (SEB) and 
undertook two stakeholder workshops 
in order to build a system-wide 
consensus on the direction of travel 
and emerging priorities.

• This work was supported by the Model 
Hospital, RightCare and GIRFT teams 
who prepared a “System Diagnostic” 
which began to identify common 
themes.
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• The ICS has commissioned external support to review the system wide analysis already undertaken 
(System Diagnostic) to establish KLOE (Key Lines of Enquiry); evaluate those KLOE through 
stakeholder engagement exercise to assess the extent to which opportunity realisation already has, 
or, is planned to take place and to establish whether potential gaps or opportunities exist at the 
system-wide level.  

• This will lead to development of feasibility analysis to support a decision to select a small number of 
schemes and Draft Business Cases.  This approach will provide assurance that the emerging themes 
represent the most appropriate areas of focus at a system-level in light of current workstream and 
system priorities; and the Long Term Plan.

Area Short description Opp Range*

Function / Pathways

Outpatients
In line with the Long Term Plan, an opportunity has been 
identified in relation to reshaping the way Outpatient services 
are delivered 

£10-20m

Theatres Analysis of Capacity utilisation analysis across the system 
has identified both an income and cost out opportunity £6-12m

Admission 
optimisation 

Benchmarking of variation, has highlighted 5 key specialties 
where Bed day opportunities appear £7-10m

Diagnostics
(Imaging & E)

Initial Demand and Capacity analysis in Imaging and CT has 
highlighted an opportunity based on unwarranted variation £5-8m

NEL Respiratory Analysis of variation has identified opportunities in relation to 
admission avoidance and community care utilisation £4-5m

Mental Health, Out 
of area Placements

What if analysis identifying how much could be saved through 
a reduction in Out of Area Placements £5-7m

Single MSK Triage 
What if analysis undertaken to try understand the potential 
efficiency opportunity by either standardising practices or 
creating a single Triage Service for SYB

£2-3m

Area Short description Opp Range*

Workforce focussed 
Corporate 
Services 

Analysis of the full portfolio of corporate services has been undertaken. 
Considering 18/19, the residual opportunity is presented £12-24m

E-Roster Work is underway with NHSI to utilise E-Roster more efficiently in managing our 
workforce £10-20m

Temp Pay Work is underway to rationalise and standardise the supply and cost of temporary 
pay  £4-8m

Skill/Mix Benchmarking analysis has highlighted potential opportunities across the 
workforce groups £15-59m

New Integrated 
Models

High Level “What if analysis has been undertaken, considering the Long term plan 

ambitions for integration, to assess the indicative efficiencies that could be 
achieved in SYB 

£5-10m

CHC High level assessment of key areas of work that could potentially benefit from 
being done at scale, such as pooling budgets £4-5.5m

Transactional in nature 
Independent 

Services An opportunity has been highlighted to more effectively use NHS capacity. £0-45m

Estates Work-underway to establish efficiency opportunities tbc

Digital Focus on ‘ Buy-once” where appropriate as a system (Hardware and Software) £2-13m

WoS Partnership approach to enable system economies of scale £7-12m

*Indicative opportunity is an estimate based on benchmarking analysis - this should be treated as a broad measure of scale and not an absolute number - this will be tested further as the programme progresses.
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7. Efficiency – System Efficiency Board

58

• Following development of plans-on-a-page for 
each KLOE, each was assessed through an 
agreed process taking into account 
deliverability and value for money; and 
strategic fit and quality.

• The process took a two-stage matrix approach 
with the highest quadrant items moving from 
the first stage assessment to a second stage of 
assessment.

• Priority schemes reached the highest quadrant 
on both assessments.

• As part of testing the outcomes the 2-step approach 
was reversed.  The outcomes were not changed.

• The four emerging themes are:

– Outpatient Reform

– Theatres

– Workforce e-rostering

– Independent Sector

• Business Case activity will now focus on this smaller 
number of schemes which represent the emergent 
efficiency themes of focus at a system-level.

7. Efficiencies – System Efficiency Board
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• The business case process will 
now take 3-stages

• (a) to undertake baseline 
analysis in detail (and a data-
request has been issued to 
CCGs and Providers to enable 
this); also to reconcile against 
existing organisation and 
place based assumptions;

• (b) to agree a system-product 
list which describes the  joint-
steps on the system 
transformation journey 
developed through the 
formation of dedicated task 
and finish groups; and

• (c) to build the case for 
change to access the 
potential system savings and 
begin to access  system-
opportunity.

Baseline & Options Assessment 
(Current State)

Establish Target Operating Model 
(Future State)

Implementation Planning  

• Testing Key assumptions 
• Testing and refining working 

based Hypotheses 

• Joint Efficiency programme, 
starting with the end in mind

• Tactical  - Sharing Best Practice, 
Eliminating variation 

• Transformational  - Pathway and 
Operating Model Reform 

• Value-add products

Business Case Development 

7. Efficiencies – System Efficiency Board
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8a. Performance & Quality – ICS Approach 
to Quality Improvement

61

The SYB ICS quality approach is embedded through individual organisations, place and system level through:  

• Patient Experience and Involvement – is a priority in the five places and at system level.  In addition to the development of a Citizens’ 
Panel in 2018/19, the SYB ICS piloted work with the national Patient and Public Involvement Team in NHS England on a national
framework for involvement in ICS working.  The work enabled the development of an action plan, co-created with representatives 
from the community and voluntary sector, NHS and the public, which will be used to strengthen the ICS’s approach to involvement,
including work to inform the local response to the Long-Term Plan in 2019/20. 

• Patient Safety - progress on individual initiatives and national indicators are monitored at ICS level via the Single Assurance 
Framework with monthly reports of the ICS Quality Dashboard to the Quality Group (currently in development), the Health Executive 
Group and the Integrated Assurance Committee (non-executive assurance) via monthly and quarterly performance reports. 
Information and data will continue to be monitored at organisation and place level to ensure lessons are learned, improvements to 
care are identified and implemented and best practice is shared.

• Clinical Effectiveness – is embedded in the ICS transformation work through individual programme areas and through key initiatives 
such as the Acute Hospital Review and the System Efficiency Board.  The Acute Hospital Review identified reducing unwarranted
variation and improving clinical effectiveness as a key driver for improvement and this work is now being taken on by the five Hosted 
Clinical Networks which become operational from 1 April 2019.  The System Efficiency Board draws together the work of RightCare, 
GIRFT and the Model Hospital to identify opportunities for improvement.  

The experience and learning of local organisations is being used to build the approach to quality improvement by rapid transfer of 
knowledge in place and across the ICS.  Examples of this include the DBHFT involvement in the first cohort of the NHSI Vital Signs 
Programme (a three-year improvement programme based on lean principles) and the nationally-recognised work in STHFT from the 
Microsystem and Flow Coaching Academies (MCA and FCA) to build improvement capability and redesign care the system.
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8. Performance & Quality – ICS Approach 
to Quality Improvement
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The delivery of key quality standards is reported on a monthly basis to the Hospital Executive Group and 

Integrated Assurance Committee.  The two areas of under-performance (DTOCs and cancelled urgent 

operations) have both been the subject of improvement plans in 2019/20 so that the ICS will meet all the 

identified national standards at the end of 2018/19.

Protecting from avoidable harm 

Period

Better 

is…

Standard / Eng 

Value
SYB ICS 

Barnsley 

CCG

Bassetlaw 

CCG

Doncaster 

CCG

Rotherham 

CCG

Sheffield 

CCG

Cdiff Jan-19 L 140 (ICS) 32 3 1 6 4 18

MRSA Jan-19 L
0 1 1 0 0 0 0

MSA breaches Jan-19 L
0 2 0 0 1 0 1

MSSA - No of cases Jan-19 L Lower is Better 34 4 5 7 5 13

E-Coli - No of cases Jan-19 L Lower is Better 102 16 11 18 14 43

DTOC* Jan-19 L 3.5% 3.3% 0.4% 1.5% 1.5% 3.8% 3.6%

Cancelled Urgent  Ops ** Jan-19 L 0 6 0 0 0 0 6

Protecting from avoidable harm 

Period

Better 

is…

Standard / Eng 

Value
SYB ICS BHFT DBTHFT SCHFT STHFT TRFT

Cdiff Jan-19 L 140 (ICS) 11 0 5 1 5 0

MRSA Jan-19 L 0 0 0 0 0 0 0

MSA breaches Jan-19 L 0 0 0 0 0 2 0

MSSA - No of cases Jan-19 L
Lower is better 10 0 4 0 6 0

E-Coli - No of cases Jan-19 L
Lower is better 34 3 9 3 16 3

Never events declared - number Jan-19 L
0 1 0 1 0 0 0

DTOC Jan-19 L 3.5% 3.3% 0.4% 1.5% - 3.6% 3.8%

Cancelled urgent Ops Jan-19 L 0 6 0 0 1 5 0

Protecting from avoidable harm 

Period

Better 

is…

Standard / Eng 

Value RDASH SHSC SWYPFT Notts HC 

MSA Jan-19 L 0 0 0 0 0

Never Events declared - Number Jan-19 L 0 0 0 0 -

DTOC Jan-19 L
3.5% 9.3% 5.0% 1.5% -

Commissioner

Provider

MH Provider

* Please note uses provider level data mapped to CCG (Sheffield -STH)

**Please note uses provider level data mapped to CCG (Sheffield = SCH+ STH)
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Developing Quality in 2019/20

Each NHS organisation and place has planned for the introduction and development of national quality 
initiatives in 2019/20.  The level of assurance on plans is:

Barnsley Bassetlaw Doncaster Rotherham Sheffield
Learning from national reviews G G G G G
Learning from deaths G G G G G
7-day working A A A A A
Reducing gram negative bloodstream 

infections

G G G G G

Introducing NEWS / PEWS G G G G G

The amber-rating on 7-day working reflects the challenges associated with workforce supply.  These 
challenges are covered more fully in the specific section on workforce.  For the hospital sector, the 
Acute Service Review and the introduction of the five hosted clinical networks from 1 April is a 
significant step in achieving sustainable 7-day services in key specialities.
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8b. Performance & Quality – Delivery in 
2018/19  

Delivery in 2018/19

Performance across the ICS in 2018/19 has been strong, with key risks to delivery 

64

SYB ICS Delivery 
Standard Period Barn CCG BHFT SWYPFT Blaw Notts HC RDASH Donc CCG DBHFT Roth CCG TRFT RDASH Sheff CCG SCH STH SHSC 

A&E - Maximum 4-hour wait 95% Feb-19

12 hour trolley waits 0 Feb-19

RTT - 18 week wait 92% Jan-19

RTT - 52 ww 0 Jan-19

Diagnostics 1% Jan-19

Primary Care - Extended GP Access 100% Dec-18

Primary Care - Satisfaction 83.8% 2018

Cancer 2 week wait 93% Jan-19

Cancer 2 week wait breast 93% Jan-19

Cancer 31 day 96% Jan-19

Cancer - Early Diagnosis

Cancer - 62-day treatment 85% Jan-19

Mental Health - IAPT recovery 50% Dec-18

Mental Health - IAPT access 4.48% Dec-18

Mental Health - EIP 53% Dec-18

Statutory measures

Standard Period Barn CCG BHFT SWYPFT Blaw Notts HC RDASH Donc CCG DBHFT Roth CCG TRFT RDASH Sheff CCG SCH STH SHSC 

CCG IAF Assessment QOL RAG Q2 18-19 G* G* G* G G

CCG IAF Assessment - Finance RAG Q2 18-19 G G G G A

Organisations in Special Measures NO 2017-18 NO NO NO NO NO NO NO NO NO NO NO NO NO NO NO

CQC Inspection rating - under new approach 0 Feb-19 GOOD REQ IM GOOD GOOD REQ IM REQ IM GOOD GOOD GOOD REQ IM

NHSI - Single Oversight Framework Segmentation 0 Mar-19 2 2 2 1 2 3 1 2 2 2

Protecting from avoidable harm 
Standard Period Barn CCG BHFT SWYPFT Blaw Notts HC RDASH Donc CCG DBHFT Roth CCG TRFT RDASH Sheff CCG SCH STH SHSC 

Cdiff 140 (ICS) Jan-19 3 0 1 6 5 4 0 18 1 5

MSA breaches 0 Jan-19

MSSA - No of cases Lower is Better Jan-19 4 0 5 7 4 5 0 13 0 6

E-Coli - No of cases Lower is Better Jan-19 16 3 11 18 9 14 3 43 3 16

    Never events declared - number 0 Jan-19

DTOC (mapped to provider) 3.50% Jan-19

Cancelled urgent Ops 0 Jan-19

PLACEHOLDER

Achieving constitutional standard

Not achieving constitutional standard
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8b. Performance & Quality – Plan for  
2019/20 

Performance across the ICS on core standards has been strong in 2018/19.  The forecast for 
2019/20 from place plans continues this trend, with some risk in emergency care and cancer 
standards.  Work will continue to mitigate these risks.   

65
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8b. Performance & Quality – Plan for  
2019/20 

66

Area Deliverable/Standard SYB ICS Barnsley Bassetlaw Doncaster Rotherham Sheffield Comments

Emergency Care Standard:

 Maximum 4 hour wait
Signficant challenge across systems, most 

notably in Rotherham.

Emergency Care Standard:

 Zero tolerance on handovers >30 mins

18 Week Maximum Referral to Treatment 

Time

Significant challenge in Bassetlaw and Doncaster. 

6 Week Maximum wait for Diagnostic

Zero over 52 week waits

Maintenance of total waiting list:

 Maintain March 2018 objective
Objective met in March 2020, some risk in-year 

due to profiling.

Cancer Waiting Times:

 2 Week Wait

Cancer Waiting Times:

 2 Week Wait (Breast Symptoms)
ICS has not delivered the standard Q1, Q2 or Q3 

2018/19.

Cancer Waiting Times:

 31 Day First Treatment

Cancer Waiting Times:

 31 Day Surgery

Cancer Waiting Times:

 31 Day Drugs

Cancer Waiting Times:

 31 Day Radiotherapy

Cancer Waiting Times:

 62 Day GP Referral
ICS has not delivered the standard Q1, Q2 or Q3 

2018/19.

Cancer Waiting Times:

 62 Day Screening

Cancer Waiting Times:

 62 Day Upgrade
ICS has not delivered the standard Q1, Q2 or Q3 

2018/19.

Urgent & 

Emergency Care

Delivery Assurance

Elective Care

Cancer
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Alliance

Population 
health 

management

9. Governance 

Pack Page 203



9.  Governance

• The 2019/20 Operating Plan has been developed within the overall ICS Governance structure . 

• The delivery of the plan will be monitored through the four delivery groups (finance, performance, quality, 
transformation) 

• Executive scrutiny will take place in the System Health Executive Group

• Non-executive scrutiny will take place in the Integrated Assurance Committee

• Regional oversight will take place in the System Health Oversight Board.

68
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Alliance

Population 
health 

management

10. Alignment with Long Term Plan
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70

Key priorities 

IAC

Aligning 2019/20 System Operating Plan to System Strategic Plan  

Groups

IAC

HCMT

Groups

Groups

Key principles: 2019/20 sets both the baseline for the system strategic plan 
and is  implementation year 1 of the ICS five year plan.

Building 
on  

Whole system 
model 

Engaging with 
partners

We will continue to  build on SYBs implementation of the Five Year Forward View and the 2019/20 
system operating plan informs us of the progress made across SYB; setting both a revised  baseline and 
refresh of priorities for transformation delivery in year one of the strategic plan, including activity, 
finance, delivery improvement requirements. We have established both a system planning mechanism 
to develop our system operating plan and  also strategic plan, engaging key partners.

SYB has established priorities and delivery mechanisms covering the full range of national priorities 
within the LTP  and key local priorities.  These are being reviewed in light of the LTP,  objectives 
refreshed and re-focused and delivery strengthened to ensure year 1 continues our journey of  
sustainability through transformation and improvement delivery including: plans and trajectories  for 
further integration,  implementing  new models  for example Primary Care  Networks across the ICS 
and  improvements in  key constitutional standards.

SYB  has a population of 1.5 million. Health and care needs are met by many partners working 
together; health and care commissioners and providers, including,  primary , community care , acute 
services and the voluntary sector.   Meeting the needs of the total populations requires  close working 
at a very local level in communities and networks across our five places and across SYB. Our strategy 
will set a vision for a sustainable whole system following the principles of the LTP. 

Building on the strong relationships  and leadership within each Place and across the whole of the ICS 
together with our experience of planning together, transforming together,  delivering  together and  
sharing  risk  together,  within a mutual accountability  framework  we have begun  the next of this  
journey, starting to engage with all partner organisations, patients and the public  in  the context of 
the long term plan. We have also  strengthened our framework for how we do this with renewed 
governance, with a clear focus on delivery and transformation. 
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Version Control

71

Version Date Description

0.1 11/02/19 Outline structure

1.0 18/02/19 Working Draft 1 – initial collation

1.1 18/02/19 Draft for ESG discussion – 19/02/19

1.2 19/02/19 Draft submitted to NHSE / I

2.0 11/04/2019 Final submission to NHSE/I 

2.1 07/05/2019 Final draft for Health Executive Group Review 14/05/19
This 

version
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EXECUTIVE SUMMARY 

RECOMMENDATIONS 

STRATEGIC CONTEXT 

 

  
REPORT TO THE  
BOARD OF DIRECTORS REF: BoD: 19/07/04/14  
SUBJECT:   INTELLIGENCE REPORT  
DATE:          JULY 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  
• Three further ICS areas announced 
• Flu Preparedness 
• Public Health England (PHE) gets a grant for research linking prescribing data and health 

outcomes 
• NHS E and NHS I propose formal merger 
• Acute trusts may need to increase their bed base during the next five years  

 
 

The Board of Directors is asked to receive the contents of this report for information. 
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Subject: INTELLIGENCE REPORT  Ref: BoD: 19/07/04/14 

 
*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 
 
Colonoscopy 
 
This was my first colonoscopy and was terrified of the whole 
procedure ahead of me. From start to finish I was treated with 
upmost respect and dignity. Every member of staff made me feel 
at ease with what is a scary procedure. From where you change 
to the recovery room, you feel very at ease. The staff with me 
were brilliant!! Calming me through uncomfortable moments. 
Cannot praise enough!!! 
 
Road traffic accident  
 
I and four friends were involved in a car crash, when another car 
crashed into us. I would like to say a huge thankyou to all the 
paramedics, ambulance workers, and staff at Barnsley Hospital 
who looked after us in this very traumatic, distressing time. We 
were all treated with dignity and in a professional way.  
 
A hospital to be proud of 
 
I visited the A&E department this morning for treatment to a skin 
tear. The whole process from booking in until leaving was 1 
hour. I am sure as the day (Saturday) progresses it would 
probably have been longer, but I was very impressed with the 
systems they had in place. I was seen after 10 minutes by a 
nurse who assessed my situation in order to refer me to the 
correct person and then 40 minutes later I was seen by a 
practitioner nurse who not only treated my injury but also gave 
me information on after care. The staff I encountered were very 
professional and in an age when hospitals come in for a lot of 
criticism we should be proud of the hospital we have here in 
Barnsley. 
 

Potential 
impact on 
reputation / All 
postings 
responded to / 
Board to note 
for information 

National 
ICS 

NHS England announces three additional ICS areas  
 
Three further areas have been designated as integrated care 
systems, meaning more than a third of the country’s population 
is covered. They are: 
 

• Buckinghamshire, Oxfordshire and Berkshire West - two 
parts of which, Bucks and Berkshire West, were already 
separate ICS. The leader of the ICS is Fiona Wise. 

 
 

Board to note  
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Release 
Type 

Detail Impact/ Action/ 
Owner / Will 
Board are 
involved? 

• The North East and North Cumbria - the largest 
sustainability and transformation partnership, and now 
ICS, covering more than three million people, and the 
existing Cumbria ICS. 

• South East London - the first ICS in London, covering 
about two million people. 
 

They join the current 14 ICS, and leave 28 STPs remaining. 
NHS England has said all areas will be covered by an ICS by 
April 2021. The three additions mean 21 million people will be 
covered by an ICS. 
 

National Flu Preparedness 
 
The latest figures for Australia show nearly 94,000 confirmed 
cases of flu so far this year, far above the levels seen in 
previous years – last year the total number was around 12,000. 
Weekly figures for the beginning of June are on a par with the 
numbers of cases normally seen in July and August, the height 
of the Australian flu season. 
 
The very high figures may just show an early-peaking outbreak 
rather than an epidemic but are causing concern in the UK. 
  
The spike in flu in Australia could be a signal of what is to come 
for health and care services this winter. Planning for 
vaccinations is based on what happens in the southern 
hemisphere.  
 

Board to note. 
Executive 
Team to 
consider as 
part of winter 
preparedness 

National Public Health England (PHE) gets a grant for research 
linking prescribing data and health outcomes 
 
The government has unveiled some of the research projects 
awarded funding from its multi-million-pound fund for fighting 
anti-microbial resistance. 
 
The Department of Health and Social Care yesterday revealed 
some of the successful grants from a £32m fund “to accelerate 
the UK’s work in the global fight against AMR”. 
 
DHSC also said that Dame Sally Davies, the outgoing chief 
medical officer, will work across government “to deliver a ‘One 
Health’ response to AMR, which includes health, agriculture and 
the environment”. 
 
The winning grant applications included a project, led by Public 
Health England, to link health outcomes and prescribing data, 
gathering real-time data on resistant infections to help doctors 
make more targeted choices about when to use antibiotics and 
cutting unnecessary prescriptions. 
 
PHE has also been awarded £5m to develop a model ward to 

Board to note 
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Release 
Type 

Detail Impact/ Action/ 
Owner / Will 
Board are 
involved? 

better understand how hospital facilities can be designed to 
improve infection control and reduce the transmission of 
antibiotic-resistant infections. 
 
This announcement comes after new data released by PHE 
showed hospital-onset bacterial bloodstream infections from a 
group of gram-negative bugs in England continue to rise, despite 
a government programme to halve the number by 2021. There 
were also notable increases in infections that arose outside of 
hospitals. But while onset was in the community, these 
infections are often associated with hospitals. Around half E coli 
infections will have started in a hospital or in a patient that had 
been in hospital in the preceding month. 
 

National NHS England and NHS Improvement propose to formally 
merge 
 
New measures to improve collaboration across the health 
service have been announced by NHS England and NHS 
Improvement, including a request from the two bodies for 
permission to merge. 
 
The merge would enable commissioners to work much more 
closely with each other, with providers, and with NHS England, 
as well as major changes to competition and procurement rules. 
 
The two started integrating their national management structures 
last year, and began holding some joint board meetings, but 
have had to retain separate boards.  
 
The other new legislative asks include: 
• Clinical commissioning groups and providers to be given the 

ability to create joint decision-making committees between 
them. 

• CCGs and providers to make joint roles and appointments 
across their organisations. 

• Plans to repeal current procurement rules to allow 
commissioners to choose either to award a contract directly 
to an NHS provider or to undertake a procurement process. 

• A shared duty so that all providers and CCGs in a local area 
must “promote the triple aim” of population health care, 
better care for all patients and efficient use of NHS 
resources. 

• CCGs being given more responsibilities for specialised 
commissioning. 

• The health secretary to be given powers to set up new 
integrated care trusts. 

• Various new curbs on the freedom of foundation trusts, and 
proposed changes to national payments tariffs. 

 
 
 

Board to note 
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Release 
Type 

Detail Impact/ Action/ 
Owner / Will 
Board are 
involved? 

National The Commons health and social care committee welcomes 
NHS England’s proposals for legal change, but raised 
queries and objections on some important points.  
 
The committee backed the decision not to create integrated care 
systems as “a separate legal entity” but said that to improve 
accountability ICSs should be holding “meetings in public and 
publishing board papers and minutes”.  
 
The committee also said integrated care systems must not 
repeat mistakes of the past and become unresponsive 
monopolies where non-statutory alternatives are shut out. It said 
local authorities must be part of the decision-making process 
and able to participate as equal partners in the joint committees. 
 
It recommended legislation should rule out non-statutory 
providers being holders of “integrated care provider” contracts, 
and added that, since “legislation may not be brought before the 
House of Commons for some time. 
 
In relation to proposals for national bodies, the committee said it 
supported the proposal in principle to merge NHSE with NHS 
Improvement, but was “concerned about the degree of central 
control that would result from this merger”.  

Board to note 

 
National 

Acute trusts will need to increase their bed base during the 
next five years according to NHS England CEO Simon 
Stevens 
 
Describing his prediction as “quite a significant gear shift”, Mr 
Stevens said hospitals’ bed stock was “if anything, overly 
pressurised” and in need of “increased capacity”. 
 
NHS England figures show the number of acute and general 
beds has dropped steadily since 2010-11 from 110,00 to 
100,500 in the third quarter of 2018-19. The number then grew 
between January and March 2019 to 103,000.  
 
There was also a large fall in total overnight NHS beds between 
1987 and 2009-10, according to official figures.  
 
Last year NHS Providers, the lobbying organisation for NHS 
trusts, warned national chiefs the NHS’ growing bed shortage 
was “the most pressing issue system leaders must address”. 
 
Mr Stevens said that the increase in bed numbers would be 
needed, but he added the assumption would need to be “stress 
tested” against local plans drawn up in response to the national 
long-term plan published earlier this year and that as local parts 
of the country are thinking about their likely need for acute 
hospital beds over the next five years, the base case should not 
be a significant expectation of reductions in those hospital beds,”  

Board to note. 
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