
  
 

BoD 7 November 2019: Agenda (PUM) 

 
A MEETING OF THE BOARD OF DIRECTORS 

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

AGENDA 

No Item   Sponsor Ref 
1.  Apologies and Welcome: 

Apologies:  

T Lake, 
Chairman 

Verbal 

2.  To receive any Declarations of Interests related to agenda 
items Verbal 

3.  To approve the Minutes of the meeting of the Board of 
Directors held in public on 3rd October 2019 

19/11/07/03 

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

19/11/07/04 

Strategic Aim:  Patients: will experience outstanding care 

5.  
To receive a Presentation on a Patient Story. 

J Murphy, Director of 
Nursing & Quality 

Presentation 
 

6.  
To receive and approve the Chair’s Log for the Quality & 
Governance Committee held on 23rd October 2019  
including :- 
• approval of the Policy for the Development of Trust 

Approved Documents (Policies, Clinical Guidelines and 
Procedures) – Chair’s Log 25th September 2019 

P Hudson 
Interim Chair, Quality & 
Governance Committee  

19/11/07/06 
 
 

19/11/07/06i 
 

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

Dr R Jenkins, Chief 
Executive Verbal 

Strategic Aim:  People: will be proud to work for us 
8.  To endorse the report on Celebrating our People  

E Parkes 
Director of Comms & 

Marketing 
19/11/07/08 

Strategic Aim:  Performance: we will achieve our goals sustainably 
9.  To receive and approve the Chair’s Logs from the Finance & 

Performance Committee:- 
• 24th October 2019 

F Patton, Chair of Finance 
& Performance Committee 19/11/07/09 

10.  To receive and approve the Chair’s Log from the Audit 
Committee:- 

• 16th October 2019 

N Mapstone, Chair of 
Audit Committee 19/11/07/10 

11.  
To review the Integrated Performance Report (Month 06) 

B Kirton, Chief Delivery 
Officer& Deputy Chief 

Executive 
19/11/07/11 

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

B Kirton, Chief Delivery 
Officer& Deputy Chief 

Executive 
19/11/07/12 
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No Item   Sponsor Ref 
13.  

To receive a report on Trust Capital Programme 2019/20 C Thickett, Director of 
Finance 19/11/07/13 

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

14.  To receive and review the monthly report from the Chairman. Mr T Lake 
Chairman  19/11/07/14 

15.  To receive and review the monthly report from the Chief 
Executive, including an update on the South Yorkshire and 
Bassetlaw Integrated Care System (ICS). 
 

Dr R Jenkins, Chief 
Executive 

 
19/11/07/15 

 
 

16.  To receive an update on the Barnsley Integrated Care 
Partnership 

B Kirton, Chief Delivery 
Officer& Deputy Chief 

Executive 
Verbal 

17.  
 To receive and review the latest Intelligence report 

E Parkes 
Director of Comms & 

Marketing 
19/11/07/17 

18.  To invite questions from members of the public relating to 
items on today’s meeting agenda. 
Members will be invited to raise questions relating to items on 
the meeting agenda at the Chair’s discretion. 

T Lake, 
Chairman Verbal 

19. 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 December 2019, starting at 9.00am. Please note that this will be a joint meeting with the 
Council of Governors.  
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MINUTES OF THE BOARD OF DIRECTORS MEETING 
HELD ON THURSDAY 3 OCTOBER 2019 at 9.00 AM 

IN THE EDUCATION CENTRE, BARNSLEY HOSPITAL NHS FOUNDATION TRUST 
 

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 J Murphy  Director Nursing 
Mr S Ned Director of Workforce 
Mr N Mapstone Non- Executive Director 
Mr P Hudson Non- Executive Director 
Mr F Patton Non- Executive Director 
Mrs K Firth Non-Executive Director 
Mrs S Ellis Non-Executive Director 
 
IN ATTENDANCE: 
 
Mr T Davidson Director of ICT 
Mrs L Christopher Director of BFS 
Ms E Parkes Director of Communications 
Mr C Brotherston-Barnett Equality, Diversity and Inclusion Lead – item 19/169 
Mrs T Milligan Patient Experience and Improvement Manager - item 19/169 
Mr K Haynes Interim Trust Secretary, BHNFT  
Ms L Watson Executive PA to CEO/Chairman, BHNFT  
 
OBSERVERS: 
 
Mr C Lake Managing Director, Integrated Development Ltd 
Mr T Conway Public Governor 
Mr T Dobell Public Governor 
Mr C Millington Partner Governor  
 
APOLOGIES: 
 
Mrs R Moore Non- Executive Director 
19/165 APOLOGIES & WELCOME 

 
As Chair, Mr Lake welcomed members and attendees to the Board of Director‟s 
meeting, together with Governors and Staff Colleagues as observers.  Apologies 
were noted as above.   
 
A particular welcome was extended to Mr C Lake, who has been commissioned 
from Integrated Development Ltd to observe the meeting as part of his work with 
the Trust Board.  A board development session has been arranged for 7 
November 2019 where feedback from the observation, one to one interviews and 
the surveys will be provided. 

 

  
REPORT TO THE BOARD OF BARNSLEY HOSPITAL NHSFT 

Pack page 3



19/166 TO RECEIVE ANY DECLARATIONS OF INTEREST                                                    
  
No declarations of interest were made in relation to items on the agenda, with the 
exception of the standing interests for Mr Patton, Mrs Firth and Mr Thickett in their 
roles as Directors of BFS Ltd.  

 

19/167 MINUTES OF THE LAST MEETING 
 
The minutes of the previous meeting held on 5 September 2019 were reviewed 
and accepted as an accurate record.     

 

19/168 ACTION LOG 
 
All outstanding actions from the previous meetings were reviewed with updates 
noted accordingly, with the Action log updated to reflect the amendments. 

 

19/169 STAFF STORY 
 
Mr Brotherston-Barnett, Equality, Diversity and Inclusion Lead, was in attendance 
to present the staff story on “An Alternative World”.  The presentation today was 
aimed at raising the awareness of LGBTQ+ within the health care environment 
and raising the Board‟s awareness around  diversity and inclusion in relation to 
both staff colleagues and patients   
 
Mr Lake thanked Mr Brotherston-Barnett for the excellent and thoughtful 
presentation  and asked if there was anything further  the Board could do to   
support this important  work.  It was explained that within the Trust, awareness is 
raised by a number of different methods some of which include a trans equality 
policy for staff & patients, LGBTQ+ engagement events along with the NHS 
rainbow badge scheme.  These policies have been developed to provide better 
support networks for staff and patients treated within the Trust. 
 
 Mr Lake asked board members to contact Mr Brotherston-Barnett directly with 
any questions or queries they have to discuss these in further detail. 

 

19/170 CHAIRS LOG FOR THE QUALITY & GOVERNANCE COMMITTEE (Q&G) 
 
Mr Hudson, Interim Chair of the Quality & Governance Committee, presented the 
Chair‟s Log to provide an update following the meeting held in September 2019 
highlighting:- 
 
 The committee received a presentation on the implementation of the new D1 

discharge form.  A programme has been developed using a SharePoint 
platform which is currently being piloted on Ward 21 and initial feedback noted 
to be extremely positive from Junior Doctors.  Plans to roll out the pilot across 
all wards are to be confirmed. 

 The committee received a detailed update on crude mortality data.  
Respiratory failure HSMR in June was 154 compared with 175 in February,  
work is still on going within this area to fully understand the data. 

 The weekend mortality rates have been reviewed, the data presented at the 
committee confirmed the number of weekend admissions had increased in 
June and the number of deaths decreased in July when compared to the same 
time period as last year.  Assurance was provided this had contributed to the 
lower than expected year to date weekend crude mortality, especially in July.  

 The Trust has received 13 cases of reported C-diff to date against the 
threshold limit of 19.  An external review has been commissioned of systems 
and processes, this will be kept under review with actions taken as necessary.  

 
In discussion Mrs Firth asked for assurance and clarity that all essential medical 
equipment & mattresses had either been repaired or replaced following the last 
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Patient Safety & Harm Chairs log.  Confirmation was given that repairs had been 
carried out to the chairs and the order for mattresses is progressing.  Mrs Murphy 
also advised the Winter Plan is currently being prepared in terms of the 
requirements for additional/replacement equipment.  
 
Mr Lake asked for clarity if a date had been set for the roll out of the D1 discharge 
summary.  Dr Enright informed no date has been confirmed as yet.  The e-form 
will be ready for final sign off in 2 weeks time which will then be rolled out across 
the wards within the organisation.  Mr Davidson also gave assurance that upon go 
live, a number of floor walkers will be available throughout the Trust to provide 
relevant support.  Dr Jenkins added operational discussions have been on going 
for some time with the major benefit to the Trust being the reduction in time taken 
for Junior Doctors to complete the form.  This will allocate more time to patient  
care.  Board members agreed it would be useful for information to be provided in 
terms of a schedule of key dates along with relevant stakeholders involved within 
the process.  Dr Enright will provide the information as requested.  
 
Mrs Parkes informed the Communications Team are currently looking to revise 
the Hospital Hub with an aim to provide a central place where all Trust policies to 
be stored.  This is hoping to be in place by Quarter 3. 
 
An excellent presentation was recently provided at the Finance & Performance 
Committee which provided detailed information on cancer pathways.  After 
discussions it was agreed that the presentation is to be included at Quality & 
Governance Committee in October.  This will also be circulated to members of the 
Board for information. 
 
 The policy for clinical and non clinical photography and video recordings was 

presented for approval.  Following a detailed discussion around the levels of 
consent, confidentiality and the use of mobile phones generally for the use of 
photography  the Board  approved the policy on the recommendations from the 
Quality & Governance Committee.      

 
The Board noted the Chair‟s Log and approved the policy.  

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
SE  
 
 
 
 
 
 
 
KH  
BK 
 
 
 

19/171 CHAIRS LOG EXECUTIVE TEAM  
 
Dr Jenkins drew the following items to the attention of Board:- 
 
 The Annual Staff Survey has commenced noting the Trust have taken a 

different approach to last year, the Trust are using an all paper led method with 
an aim to achieve higher return rates.  Staff have been given protected time to 
complete the survey as well as being provided with a token for a free drink 
from the staff restaurant. In discussion, it was generally felt that this approach 
was more personal and would hopefully improve the response rate. 

 The flu vaccination period commenced on 1 October 2019.  Board members 
were due to have their jabs this morning however this has been de-prioritised 
to enable clinical staff to be vaccinated due to insufficient supplies being 
received. 

 A paper was recently presented to the Executive Team on the expansion of 
staff within the Emergency Department.  Activity throughout the organisation is 
continuing to grow which is leading to the Clinical Business Units putting 
forward cases for expanding the workforce.  The ED expansion paper will also 
be presented through Finance & Performance Committee.  

 An Urgent and Emergency Care Summit for the region is being planned for 17 
October 2019 focussing on responding to and meeting demands across a 
whole range of services.  The purpose of the summit is to establish a shared 
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understanding of the current position, issues and challenges and to develop 
shared actions. 

 A peer review visit of the chemotherapy services has recently been undertaken 
by NHS England who have issued notification of high level findings identified 
by the reviewers.  The Trust is taking immediate action on this notification and 
a formal response will be provided by 8 October 2019. 

 
Mr Mapstone informed the meeting that October is the month when the 
opportunity is taken to especially promote and raise  awareness of the Trust‟s 
freedom to speak up arrangements, and a range of publicity is  being displayed 
within the staff restaurant. 

19/172 QUARTERLY MEDICAL DIRECTORATE REPORT 
 
Dr Enright, Medical Director, presented the report to provide an overview on a 
range of activities, events and meetings, drawing particular attention to:- 
 
 The changes to the Medical Directorate team following the last report, 

confirming that Dr Jo Beahan has been appointed as the Deputy Medical 
Director who will be working alongside Mr Bannister, focusing on medical 
leadership and job planning.  

 Dr Humphrey commenced in post at the end of August as the Lead Medical 
Examiner for the Trust with recruitment currently on going for the Medical 
Examiner roles. 

 Implementation plans are being developed for a strategy hub in Innovation and 
Quality which will improve capability in QI.   

 Work is on going to move the current paper based competency record system 
for the medical devices onto an electronic system. 

 Restructure of the Medical Education administration team is now complete and 
all members have all commenced in their new roles following the staffing 
restructure.  

 The Junior Doctors Induction Programme was noted to be extremely 
successful with over 100 Junior Doctors recently joining the Trust.  Very few 
issues were reported ,with trainees commenting on how smooth the process 
had been following the streamlining of the programme.   

 The Research and Development Team are to provide an update to Board in 
December about the R&D strategy going forward along with current 
performance.  The team are currently planning for the Research Awareness 
Day which is being held on 10 October 2019. 

 Appraisal performance for medical staff as at 31 July 2019 is recorded at 
98.3% of doctors in date. 

 Work is still on going with the ICE filing project with the majority of specialities 
now trained on the new ICE filing system.   

 Work continues on the implementation and development to create an improved 
system to collate and retrieve Clinical Guidelines, Policies and Procedures. 

 
Board members asked if an organogram can be circulated following the recent 
changes within the Medical Directorate Team.   Dr Enright agreed to produce an 
interim position following which a final version will be circulated once successful 
recruitment has taken place. 
 
Mr Patton commented on the training compliance for medical staff as there 
appeared to be a drop in figures within the report.   The numbers relating to non 
compliance were  noted to relate to  locum/agency staff and Dr Enright explained 
that the majority would have fully completed all mandatory training requirements 
at other Trusts within the region. and that work was on going to streamline this 
process.  Mr Lake asked if an update was available in relation to the risk exposure 
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for bank/agency medical staff.  Dr Enright has a full list of all bank/agency staff 
who are non compliant which is currently being worked on with Mr Ned on how to 
move this forward. Copy of this list and actions to be circulated outside of the 
meeting before the next board. 

 

SE 

19/173 CELEBRATING OUR PEOPLE        
 
Mrs Parkes presented the report providing an update on the Trust‟s Brilliant 
Award winners as part of the reward and recognition process for celebrating the 
excellent work within the Trust.  From this month, the Communications Team 
were considering  a different approach on how to celebrate and recognise the 
work of staff along with a different approach of informing all nominees.  As part of 
celebrating our people, the annual Pride of Barnsley awards have been scheduled 
for November along with a Hospital Hero Award being launched within the 
Barnsley Chronicle this week.   

 

19/174 CHAIRS LOG FINANCE & PERFORMANCE COMMITTEE  (F&P) 
 
The Chair‟s Log from the committee meeting held in September 2019 was 
received and reviewed.  Mr Patton presented the report highlighting the following 
key points:- 
 
 Month 5 year to date shows a deficit position of £0.547m, against a plan of 

£1.4820m, £0.935m favorable to plan. 
 CIP programme above target, £0.163m ahead of plan. 
 Cash position at the end of the month is £11,763m, which is ahead of plan.   
 Capital expenditure as at month 5 is £1.664m, £1.331m adverse to plan. A full 

plan will be presented to F&P committee in October on how the Trust intend on 
getting back on track for the year end.  

 4 hour performance reported at 91.3% for August.  
 The committee received an excellent presentation of a detailed analysis on the 

cancer pathway from Mr Kirton and recommended that this might also be 
usefully considered by the Quality & Governance Committee. 

 Sickness was noted to have decreased in August to 3.85%. 
 Mandatory training and appraisal rates are performing well despite high activity 

within the Trust, noting staffing are prioritising training alongside prioritising the 
care for patients.  Mr Ned informed planned discussions have taken place 
within the CBUs to provide support to the teams in providing support and 
guidance for staff returning back to work. 

 The committee accepted and approved the Workforce Disability Equality 
Standard (WDES) report and action plan.  

 The committee received updates from IT in terms of System C Medway, ePMA 
and the D1 Discharge e-form.  

 
In discussion, a question was raised regarding whether the committee looked at 
the “hotspots” for training compliance as well looking at the sickness absence 
report.    This was thought to be a good suggestion which Mr Ned agreed to take 
forward. 
 
Mr Hudson asked if any information is available on the tenders for the building 
works for the new Children‟s ED/CAU.  Mr Kirton advised that  there are three 
phases to the works, tenders have been received back which are within tolerance 
for phase one, and  which the board had previously approved.  Phase two of the 
new build costs are expected to come back within tolerance but these are still 
awaited. Further information of the timescales and costs will be presented to the 
December Board .  Mrs Christopher added the costs are expected to be within 
budget and are currently on plan. 
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Mr Lake raised a query relating to staff turnover rates and, in particular, the 
turnover of 20 Band 5 nurses within the first quarter. It was explained that   some 
of these nurses gained promotion within the Trust as career development, and 
that not all of them left externally.   It was suggested for the numbers to be split to 
provide clearer information of staff leaving the Trust internally/externally. 
 
Following discussions regarding the capital risk for the NHS it was agreed an 
update on the capital programme would be presented to the November Board, 
following further discussions at the Board Development Session this afternoon.  
 
Mr Patton also reminded all Board Members of the open invite for their 
attendance at the October Finance & Performance Committee half year review 
meeting, which will also include forecasting for the full year. 

 

 

 

 

CT/
KH 

 

 

 

19/175 INTEGRATED PERFORMANCE REPORT (Month 05) 
 
Mr Kirton presented the IPR for Month 5 with the following key items being 
highlighted:- 
 
Performance  
 
 The Trust failed to achieve the 4 hour access standard at 91.3% for August. 
 RTT continues to be delivered however some non compliance was noted in 

individual areas which were being monitored. 
 Cancer targets improved for July with 62 day access compliant at 87.8%.  Two 

week access, however, remained non compliant due to the reported 
challenges within Radiology.   38 day inter provider standard remains non 
compliant at 55.9%.    

 
Quality  
 
 Four SIs were noted to have been reported during the month. 
 49 in patient falls have been reported, noting the lowest number of falls for the 

last 12 months. 
 Cases of Clostridium-difficile were reported at 13 against a threshold limit  of 

19.  Mrs Murphy confirmed the action plan has been reviewed with an 
immediate meeting arranged to address the issues. An external review had 
been commissioned, although no significant issues or deficits were outlined,  
11 recommendations for improvements have been made.  These will be 
reported through the Executive Team weekly meeting as well as the Infection 
Control Committee, and progress in relation to implementation reported 
accordingly. 

 
People  
 

 Mr Ned confirmed majority of people issues had been discussed under the 
Finance & Performance Chairs log however it was noted there was a data 
quality issue relating to the data within the sickness graph (pack page 119), 
and confirmation was given this will be rectified for next time. 

 
Finance  
 
 Mr Thickett informed the financial overview formatting is slightly different in this 

months report outlining the red/green variances. The report will continue to 
develop and from next month further information will be included in relation to 
resources.   
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Mr Mapstone asked if there was an opportunity to reduce the creditors of the 
Trust, Mr Thickett confirmed a phased reduction plan is currently being worked on 
and further information will be available upon completion. 
 
Discussions were held around the emergency performance forecast, current 
figures show year to date at 94% with the forecast figure being 95%, this is 
achievable but difficult to predict during the winter period. Despite the risks it was 
suggested to leave the forecast at 95% and relook at this after the winter period.  
ED staff were praised for their commitment and work in achieving these figures 
and it was suggested that Board members may wish to visit  the Emergency 
Department to see how well organised and motivated the team is.  In relation to 
the most recent ED performance at 91.3% for August it was explained that this 
was due to the holiday period, new trainees in place and changes within the team. 
It was noted that in preparation for winter the Executive Team had recently 
approved an increase in staffing levels for ED. It was agreed that given that the 
service priority was to focus on winter plan preparations and putting the increased 
staffing arrangements in place, a further report should be presented in March 
2020 reflecting on the effectiveness of the plans which are now being put in place. 
There would, of course, continue to be the regular and usual monthly reporting of 
ED performance.  

 

 

 

 

 

 

 

 

 

 

 

 

BK 

19/176 TRUST’S PREPARATIONS FOR DEALING WITH AN EXIT FROM THE EU 
 
Mr Kirton presented the report on the Trust‟s preparations for dealing with an exit 
from the EU on 31 October 2019.  The paper provided the most recent 
information and assurance relating to the organisation‟s preparations.    
 
A number of briefing sessions for EU nationals employed within the Trust have 
previously been arranged to talk through any potential implications, and 
unfortunately only a small number of staff had  taken advantage of these.  As a 
result of this, staff are now being contacted on an individual case by case basis.  
Mr Ned will review the process to see if the Trust can do anymore to provide 
assurance to staff.  Throughout October messages will be made available on the 
Hub as well as the external website providing information on preparations the 
Trust is making to try and provide assurance for both staff and the public.  Mrs 
Parkes informed a regional workshop has been arranged which she is attending, 
following which will work at localising the message to be given on behalf of the 
Trust. 

 

 

 

 

 

 

 

SN 

19/177 NHS ENGLAND EMERGENCY PREPAREDNESS (EPRR) CORE STANDARDS 
FOR 2019/20: SELF ASSESSMENT 
 
Mr Kirton presented the NHS England EPRR to the Board for approval before 
submission to NHS England within the requested timeframe of 31 October 2019.  
Due to the size and formatting of the documents, the self assessment matrix had 
been circulated separately in advance and was also tabled at the meeting.  The 
review shows compliance across majority of the frameworks with the exception of 
partial compliance in severe weather 
 
This was in relation to the recent heatwave which the Trust was noted to have 
responded extremely well on both occasions.  There are a number of outstanding 
issues but assurance was provided that the heatwave debrief will be fully 
completed prior to the submission date.  An update will be presented to the 
December Board for assurance.  
 

 

 

 

 

 

 

 

 

 

BK 
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 A „Confirm and Challenge‟ meeting with NHS England and South Yorkshire health 
providers is scheduled for 25 November 2019 for which a representative from the 
Trust will be in attendance.  Taking the above into account, the Board gave 
authorisation for the submission of the compliance statement. 

 

 

BK 

19/178 REPORT OF THE CHAIRMAN 
 
The Chairman‟s report was received and noted which provided a brief summary of 
key meetings and events which have recently been attended on behalf of the 
Trust.   
 
In addition to the report, Mr Lake confirmed he has recently attended a Sepsis 
Conference Seminar at the Trust as well as taking part as an Assessor  in the 
NHS North Region Future Leadership  Programme held in Leeds. 

 

19/179 REPORT OF THE CHIEF EXECUTIVE  
 
Dr Jenkins presented his monthly Chief Executive‟s Report.   Of particular note, 
he explained that the implemention of HASU (Hyper-Acute Stroke Unit) went live 
for Barnsley on 1 October 2019 with no reported issues or implications to date. 
 
An update was provided for the South Yorkshire and Bassetlaw ICS capital 
funding bid which had been submitted in 2018. Primary care across the region 
has been awarded £57.5m new funding to improve the facilities.   The funding will 
be used to fund 12 schemes across the region, mainly around primary care in the 
Sheffield area and work is currently on going to review the process to determine 
what is deliverable and what is affordable.  Dr Jenkins explained that he thought it  
likely there will be a shortfall in funding for these schemes and further clarity will 
be provided within the next 2 months. 

 

19/180 BARNSLEY INTEGRATED CARE PARTNERSHIP  
 
Mr Kirton provided a verbal update in relation to Barnsley Integrated Care 
Partnership and informed the recent primary care network/neighbourhood service 
specification is currently being worked through by all partners. The strategic 
outline case has recently been circulated asking all partners for feedback which 
will address any imbalances within the document.  The CCG are currently working 
on improving the interface and once further information has been received this will 
be shared between members.     

 

19/181 QUARTERLY COMMUNICATIONS UPDATE 
 
Mrs Parkes presented the quarterly communications update report.  The team 
have supported a number of internal campaigns with particular focus being on the 
launch of the influenza vaccinations and the annual staff survey.  
 
The team managed the production of the Annual General Meeting held in 
September which was attended by a wide range of staff and stakeholders.  
Barnsley Hospital News Summer 2019 edition was issued which included the first 
public announcement of the Children‟s ED project along with a feature on 
Pathology.   
 
Social media trends continue to steadily increase noting a number of teams within 
the Hospital have been supported to establish their own private facebook groups 
to support communities of staff which was noted to be extremely positive for the 
Trust.  The Trust has also benefited from a large number of positive media stories 
within the Barnsley Chronicle with relationships continuing to be positive.  
 
The Tiny Hearts Charity is on target to achieve the target of £1 million within this 
financial year. 
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19/182 INTELLIGENCE REPORT 
 
Mrs Parkes presented the monthly intelligence report drawing particular attention 
to the excellent positive feedback received from the NHS choices.  The Board 
thanked Mrs Parkes and her team for the involvement and excellent 
arrangements of the Annual General Meeting held in September.  Discussions will 
be held in the near future with regards to planning for the next years AGM 
particularly looking at timing and venue choices and if there is any way the Trust 
can improve.  

 

19/183 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 Dobell asked if the has a timetable available of publishing the excellent 
achievements of the Trust.  Mrs Parkes confirmed plans are currently being 
finalised for notices to be placed around the Trust promoting the achievements.  
This will include lift wraps promoting organ donation as well as promoting the 
Proud to Share campaign.  
 
Mr Conway raised a query asking  if there is any scope of communicating 
discharge arrangements more clearly for patients such as leaflets being produced 
to provide reassurance for the patients.   Mrs Murphy informed work is currently 
on going for the SAFER programme to ensure patients have safe flow from 
admission to discharge. 

 

19/184 DATE AND TIME OF NEXT MEETING 

The next meeting is scheduled for Thursday 7 November 2019, 9.00 am, Lecture 
Theatre, Education Centre, BHNFT.   
In accordance with the Trust‟s Constitution and Standing Orders, it was resolved 
that members of the public be excluded from the remainder of the meeting, having 
regard to the confidential nature of the business to be transacted. 
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REPORT TO THE  
BOARD OF DIRECTORS REF: BoD:19/11/07/04 

SUBJECT: BOARD ACTION LOG – PUBLIC  

DATE: NOVEMBER 2019 Private & Confidential 

PURPOSE: 

 Tick as  
applicable   Tick as 

applicable 
 For decision/approval  Assurance  

For review   Governance  
For information   Strategy   

PREPARED BY: Keith Haynes, Interim Trust Secretary 
SPONSORED BY: Trevor Lake, Chairman 
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  
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 
Red Action overdue or no update provided 
Amber Update Provided but action not complete 
Green Update provided and action complete 
 

Subject: Board Action Log Ref: BoD 19/11/07/04 
ACTIONS ON AGENDA: Table 1   
Minute 

ref 
Meeting 

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

19/170 03.10.19 Chairs Log Q&G 

Roll out of D1 discharge 
summary - schedule of key 
dates along with relevant 
stakeholders involved to be 
provided to Board members for 
information. 

 

SE 07.11.19 21.10.19 

New e-Form went live on 14 
October after just over a year of 
development, following a 
prolonged pilot on four medical 
wards.  The process was 
supported by Clinical Systems and 
has been successful.  As expected 
there have been some teething 
problems, but these have been 
rectified swiftly.  The process was 
signed off by IT, Pharmacy and the 
CCIO.  All clinical groups including 
nursing and medical have been 
fully engaged in the process.  We 
will continue to monitor roll out over 
the coming months. 

Green 

• Cancer Pathway presentation 
to be presented to Q&G in 
October. 

KH/BK 
 

23.10.19 
 23.10.19 Complete Green 

   
• Cancer Pathway presented to 

be circulated to Board 
members for info. 

 
BK 

 
07.11.19 24.10.19 Complete. Green 

19/172 03.10.19 Quarterly Medical 
Director Report 

• Organogram to be circulated 
showing the changes within 
the Medical Directorate 
Team.  An interim position 
followed by a final version 

SE 07.11.19 21.10.19 Document circulated to Board 
members for information. Green 
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Key to RAG status 
Red Action overdue or no update provided 
Amber Update Provided but action not complete 
Green Update provided and action complete 
 

   

• Dr Enright has a full list of all 
bank/agency staff who are 
non compliant which is 
currently being worked on 
with Mr Ned on how to move 
this forward. Copy of this list 
and actions to be circulated 
outside of the meeting before 
the next board. 

SE 07.11.19  Complete Green 

19/174 03.10.19 Chairs log F&P • “hotspots” for training 
compliance to be reviewed. 

 
SN 

 
07.11.19 21.10.19 

SE update - Paper presented at ET 
on Medical Mandatory training.  
Task and finish group setup to 
work through changes and 
improvements. 

Amber 

19/175 03.10.19 IPR 

• Mr Ned confirmed majority of 
people had been discussed 
under the Finance & 
Performance Chairs log 
however it was noted there 
was a data quality issue 
relating to the data within the 
sickness graph (pack page 
119), and confirmation was 
given this will be rectified for 
next time. 

 

SN 07.11.19  Completed Green 

• Following discussions 
regarding the capital risk for 
the NHS it was agreed an 
update on the capital 
programme would be 
presented to the November 
Board, following further 
discussions at the Board 
Development Session this 
afternoon.  

 

CT/KH 07.11.19   Green 

Pack page 14



Key to RAG status 
Red Action overdue or no update provided 
Amber Update Provided but action not complete 
Green Update provided and action complete 
 

   

• Report to reflect on the 
effectiveness of the winter 
plans to be presented at 
Board in March 2020. 

BK March 2020  Noted – placed on forward plan  

19/176 03.10.19 Trust’s preparations 
for dealing EU Exit 

• Process to be reviewed to 
see if the Trust can do 
anymore to provide 
assurance to staff 

SN 07.11.19  Complete Green 

19/177 03.10.19 EPRR Core 
Standards 

• Update to be presented at 
the December Board. BK 05.12.19  To be presented at December 

Board  

 
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 

19/139 05.09.19 Minutes of the last 
meeting 

Under item 19/125 change the 
word robust to ambitious LJW October 19 06.09.19 Complete Green 

19/142 05.09.19 Chairs log for Quality 
and Governance 

Policy for Clinical and Non 
Clinical Photophraphy & Video 
Recordings to be added to the 
agenda for October Board for 

approval. 

KH October 19  24.05.19 Complete – October Board Agenda  Green 

  Quarterly Mortality 
Report 

Crude Mortality Data - following a 
decrease in the figures SE 

confirmed this is being looked 
into, in particular, the weekend 

mortality.  Update to be 
presented at the next Board of 
Director’s meeting in October 

SE October 19 25.09.19 

Full report on analysis of weekend 
crude mortality rates included in 
the mortality paper to Q & G 25 
September 2019.   
03.10.19  Crude Morality Data has  
been reviewed,  discussions of  full 
detailed analysis of weekend crude 
mortality rates have taken place at 
the CEG and Q & G Committee. 

Green 

19/1947 05.09.19 
Quarterly Review of 

Corporate Risk 
Register 2019/20 

Risk 2167 to be included within 
the Board Assurance Framework. KH October 19 25.09.19 Incorporated on the Board 

Assurance Framework. Green 
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Key to RAG status 
Red Action overdue or no update provided 
Amber Update Provided but action not complete 
Green Update provided and action complete 
 

19/149 05.09.19 
HMRC Pension 

Allowance 
Arrangements  

Comprehensive paper setting out 
the potential risks to service 

delivery, an exploration of the 
options that were being proposed 
in the national consultation and 

actions which the Trust were 
taking.  Paper to be provided in 

advance of the next Board 
meeting for members 

consideration. 

SN October 19 25.09.19 October Board Meeting – Further 
update report to Private Board. Green 

19/154 05.09.19 
Integrated 

Performance Report 
(Month 4) 

The presentation recently 
delievered at the Executive Team 
meeting on 4 hour targets to be 

circulated to Board Members 
 

BK October 19 September 
19 

Complete – Circulated to Board 
Members. Green 

Following a query raised re 
sickness figures quoted in the 

Quality and Governance minutes 
of June – Mrs Lavery to look into 
& confirm the figures are correct, 

will need to be reported via 
Finance & Performance. 

 

EL October 19  September 
19 

Complete – answer confirmed by 
Emma Lavery the percentage of 
staff taking no sick leave has 
remained at 37%. 

Green  

Performance chart – figure shows 
an adverse position therefore 
needs to be changed to red. 

BK October 19  September 
19 Complete. Green 

19/156 05.09.19 Cyber Security 
Awareness 

The risks are unusual as the 
Trust can only mitigate to a 

certain degree and the risk of 
attack is extremely high as the 

working environment is constantly 
changing.  This will be discussed 

in further detail outside the 
meeting. 

TD October 19 September 
19 

Cyber security risks have been 
reviewed and will stay with a target 
of high risk, due to the transitory 
nature of the risk. 
03.10.19 - During the Board 
Development Session this 
afternoon, 360 degrees will be 
delivering a session on Risk 
Appetite  which cyber security will 
be played into the discussions. 

Green 

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

ref 
Meeting 

date Item Action Owner Due date Done Date Progress report RAG 
status 
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Key to RAG status 
Red Action overdue or no update provided 
Amber Update Provided but action not complete 
Green Update provided and action complete 
 

19/144 05.09.19 Quarterly Mortality 
Report 

Medical Examination System - 
Agreement by all members was 

made for Barnsley 
Communications to publicise the 

initiative within the Trust.  
 

EP October 19  

25.09.19 – Communications will 
promote once the medical 
examiner service is established. 
03.10.19 Mrs Parkes confirmed 
work has been on going with Dr 
Humphrey’s and communications 
have been promoted. Dr Enright 
confirmed recruitment has been 
successful for a Lead Medical 
Examiner noting a further 4 
positions are currently in the 
process of being recruited.   
Further communications will be 
provided upon successful 
recruitment.  This will also be 
promoted within the November 
December Barnsley Hospital 
News edition. 

Amber 

19/150 05.09.19 Annual Health and 
Safety Report 2018/19 

Dr Jenkins agreed to ensure that 
a thematic deep dive of the 

incidents of violence and abusive 
behaviour towards staff 

colleagues was undertaken with 
a view to ensuring that the Trust 
is taking all the necessary steps 
that it can. The outcome of this 
review would be reported to the 

Board in due course once 
completed. 

RJ December 19  

25.-9.19 Scope of review to be 
determined and identification of 
external reviewer to be sought. 
03.10.19 - Thematic deep dive in 
incidents of violence and 
aggression will undertaken by 
external reviewers, it is anticipated 
that this work will be completed by 
the end of the calendar year. Upon 
completion this will be presented at 
the Q & G Committee for process 
management prior to presentation 
at Board. 

Amber 
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Key to RAG status 
Red Action overdue or no update provided 
Amber Update Provided but action not complete 
Green Update provided and action complete 
 

19/155 05.09.19 Quarterly report on the 
Trust’s Objectives 

Following discussion Mrs Murphy 
agreed to amend the objective 

relating to Medical Devices 
regarding the incidents of 

pressure ulcers resulting from a 
medical device. 

 

JM October 19  

03.10.19 - Mrs Murphy confirmed 
the targets set  for this year have 
been relooked at and the Trust will 
continue to monitor in the usual 
way in order to provide an 
understanding of the picture and 
be able to set trajectories for next 
year around the improvement work 
to undertaken.  This will be 
monitored on a monthly basis in 
order to provide a realistic target 
for next year.  This was approved 
by board members. 

Amber 

19/161 05.09.19 
Barnsley Integrated 

Care Partnership 
Group 

Mr Lake to circulate information 
to Board Members following a 
recent meeting of the ICPG. 

TL October 19  

Update to be provided following the 
ICPG Meeting on 26.09.19. 
03.10.19 - Mr Lake will provide an 
update upon approval of the 
Integrated Care Partnership Group 
minutes have been approved.  
Unfortunately the meeting clashes 
with an ICS meeting on an 
alternate basis and therefore the 
dates of the ICPG will be 
rearranged.   These will be 
circulated once agreed. 

Amber 

19/110 06.06.19 
Annual report on 

safeguarding children 
and adults 

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. 
04.07.19 – Mrs Bielby confirmed 
work is on going with CBU Leads. 
03.10.19 - Progress has been 
made for the Safe Guarding WRAP 
Level 3 training for which Mrs 
Murphy will provide an update at 
the November Board meeting. 
 

Amber 
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Key to RAG status 
Red Action overdue or no update provided 
Amber Update Provided but action not complete 
Green Update provided and action complete 
 

Abbreviations/acronyms:  
• ACS – Accountable Care System 
• BAF – Board Assurance Framework 
• CCG – Clinical Commissioning Group  
• CQC – Care Quality Commissioning Group 
• CIP – Cost Improvement Programme 
• Comms – Communications 
• CRR – Corporate Risk Register 
• Dir – Director 
• EqIA – Equality Impact Assessment  
• ET – Executive Team 
• F&P – Finance & Performance Committee 
• FPSG – Finance & Performance Sub-Group (Governors) 
• ICT – Information & Communications Technology 
• IPR – Integrated Performance Report 
• Q&G – Quality & Governance Committee 
• QGSG – Quality & Governance Sub-Group (Governors) 
• VTE – Venous Thromboembolism 
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REPORT TO THE  
BOARD OF DIRECTORS REF: BoD 19/11/07/06 
SUBJECT: QUALITY AND GOVERNANCE ASSURANCE REPORT 

DATE: 7 November 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: Philip Hudson, Non Executive Director/Committee Chair 
PRESENTED BY: Philip Hudson, 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 25th September 2019, the 
following issues were addressed and flagged for assurance: 

• Regular review of the Board Assurance Framework and Corporate Risk Register
• Review of quality issues in the Integrated Performance Report
• Report on Mortality
• Report on NHSI Medical Staff Safeguarding report
• Nursing & Midwifery Safe Staffing Report
• Sub-committees’ Chairs Logs
These items have been reviewed to provide assurance to the Trust Board. For the purpose of 
assurance, the Chair’s Log below sets out the range of issues reviewed and assurance provided. 
There is nothing specifically that the Committee wishes to escalate to the Board and which the Board 
is not already aware of. 

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 19/11/07/06 
 
CHAIR’S LOG: Chair’s Key Issues and Assurance Model  
 
Committee / Group:  Quality and Governance Committee (Q&G) Date: 23rd October 2019  Chair: Philip Hudson 

 

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

Committee 

Recommendation / 
Assurance/ mandate to 

receiving body 

1. A Focus on Cancer Access -  
Presentation 

The Committee received a comprehensive presentation dealing 
with the Cancer Pathway from Mr Kirton and, in particular, the re-
design of a number of specialty pathways. A similar presentation 
has been given to F&P Committee. With the appointment of a new 
cancer team in January 2019 the focus has been on clinically-led 
re-design to make sustainable change to cancer patient pathways 
and ensure resilience. Much focus had been on re-designing 
cancer pathways to ensure delivery of the new 28 day referral to 
definitive diagnosis target from April 2020. The importance of 
ensuring transfer within 38 days for patients (the inter patient 
transfer target) requiring treatment in a tertiary referral centre was 
also emphasised. The significant service pathway re-designs 
undertaken in Urology, Lower GI, Head & Neck and Lung were 
explained. 

Board of 
Directors  For assurance 

2.  Q&G Committee Chair’s Log 

Chairs’ Log – confirmed at meeting that D1 (Discharge Form) had 
successfully gone live across all wards on 14th October, ably 
assisted by the ICT team. Currently, 87% of D1s with GPs within 
24 hours. Trust continues to embed and liaise with CCG. Q&G will 
continue to receive updates. 

Board of 
Directors For assurance 

3. Executive Team Chair’s Log 

A number of items were reported, as follows: 
• ED Staffing proposals 
• QI (Quality Improvement) Hub and progress on the Trust’s 

approach to QI. 
• Winter Plan 
• Staff Survey responses to date 
• Influenza campaign 
• ICU upgrade and temporary relocation plans  

Board of 
Directors For assurance  

4. BAF and CRR Monthly update to Board Assurance Framework and Corporate Board of 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 

Risk Register received and noted Directors 

5. Integrated Performance Report 
(Month 06) 

Key points from the Month 6 IPR included: 
• Recovery of 4 hour ED wait target in September with delivery at 

96.3% and noted as a whole system/team effort. Noted that on 
each of three consecutive days ED had seen over 300 
patients. 

• Clostridium difficile – 13 cases reported in-year (3 in 
September) to date against a threshold limit of less than 19 
cases. One further case is pending following RCA. Of the 
RCAs (root cause analyses) carried out only one case has 
been identified as avoidable. The Trust has commissioned an 
external review of systems and processes which reported 
positively and its recommendations are being implemented.  A 
new cleaning product is also being trialled. 

• Falls – 75 inpatient falls reported, 16 repeat falls. No falls 
resulting in moderate or greater harm. Compliance with the 
falls CQUIN remains consistently above the 80% target. See 
below for Falls Quarterly Report. 

• Pressure ulcers – a total of 10 category 2 hospital acquired 
pressure ulcers (6 due to lapses in care) in September, a 
decrease of from last month. See below for Pressure Ulcers 
Quarterly Report. 

• Complaints – during August 26 new complaints. 68% of 
complaints closed were upheld. 

Board of 
Directors For assurance 

6. Performance Meetings Chair’s 
Log 

Of note –  
• Appointment of a further 8 Physician Associates. 
• Development of GI bleed service to support Rotherham 

expected to go live subject to ET approval. 
• CBU 3 Paediatrics Improvement Plan progressing well with 

further updates to Q&G. 

Board of 
Directors For assurance 

7. 
 
 
 

 

Patient Safety & Harm Group 

Chair’s Log 
Thematic review of 7 serious incidents between April 2018 and 
September 2019 categorised as a diagnostic failure/delay and 
which specifically related to incidental findings. Of the six 
investigations completed, two incidents were as a result of 

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 

radiology discrepancies, and two related to failure to act on clinical 
information indentified in an x-ray. Series of 43 actions identified 
with agreed approach to actions.   
Policy Approval – Nutrition Policy (for Board approval – 
December 2019) 
The Committee approved the revised Nutrition Policy. It was noted 
that this followed the 360 degree Assurance (Internal Audit) 
Report findings and recommendations, and also reflected the 
outcome of the NHSI Nutrition Collaborative work. Importantly, the 
policy reflects latest NICE guidelines and relevant international 
standards.   

8. Pressure Ulcers Quarterly Report 

During Q2, the Trust reported 43 category 2 hospital acquired 
pressure ulcers, 16 as a result of lapses in care. Whilst an 
improvement from Q1, it will be challenging to achieve the target 
of a 50% reduction in category 2 pressure ulcers as a result of 
lapses in care.  
16 hospital acquired deep tissue injuries were reported in Q2, with 
5 found to be as a result of lapses in care. Whilst an improvement 
on Q1, further work is being undertaken re adequate 
positioning/repositioning of patients which will be addressed 
through further React to Red training. 
The target to eliminate preventable medical device related 
pressure ulcers remains challenging with 3 reported in Q2. 
Following RCA, two cases were found to be due to lapses in care. 
There is to be a review of learning and findings from the RCAs. 

Board of 
Directors For assurance  

9. Falls Quarterly Report 

Improvement in performance in Q2 compared with Q1 and Q4 
2018/19. In total, 194 inpatient falls were reported during Q2 and 
36 repeat falls. Trust has achieved the 80% compliance target for 
the Falls CQUIN in Q2 with weekly audits to review continuing 
compliance. During Q2, the Trust has focussed on the data 
collection of reportable harms in the Safety Thermometer and is in 
line with the national average of falls resulting in harm. 

Board of 
Directors Board 

of Directors 
For assurance 

10. Mortality Report 
 Current mortality rates reported as follows: 
Crude mortality – latest analysed data to end of September 2019 
and is 20.09 in month and 19.70 year to date. 
SHMI: April 2018 – March 2019 is 99.3. 

 
 

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 

HSMR: Latest data from CHKS is to July 2019 and reports 95.36 
for the preceding 12 months. 
Disease specific - Sepsis HSMR: 110.83. Respiratory failure: 
171.22. 
Learning from deaths – The latest data shows assessments of 
excellent and good care in 84% of care assessments reviewed. 
Four out of five Medical Examiner posts now filled, in support of 
Lead Medical Examiner. 
 
Via CEG Chair’s Log – in relation to the ongoing work to improve 
the Respiratory Failure HSMR confirmation that Respiratory 
Medicine Team has developed a Non-Invasive Ventilation 
guideline and a practical training package, with training held on a 
monthly basis. 

 
 
 
 
 
 

Board of 
Directors 

 
 
 
 
 
 
For assurance 
 
 

11. Volunteer Strategy 2019 - 2021 
The Committee approved the Volunteer Strategy for consideration 
of the Board (December Board meeting), subject to amendments 
(i.e. reference to Trust as an “anchor institution” and removal of 
RAG ratings) 

Board of 
Directors For assurance  

12.  End of Life Annual Report 2018/19 

The Committee considered an excellent annual report setting out 
the extent of the service provided particularly with partner 
organisations across the district. Work has continued to implement 
the Norah Newman End of Life Care Volunteer arrangements and 
also to improve the spiritual care of patients at the end of life. The 
Trsut participated in the National Audit for care at the End of Life 
for 2018/19 with excellent results, performing better than the 
national average in the nine areas assessed. 

Board of 
Directors For assurance 

13. Health & Safety Group Chair’s 
Log 

Post Annual Health & Safety Report, confirmation that the Group 
is awaiting the outcome of the work of the Task & Finish Group in 
relation to Trust wide thematic review of violence and aggression. 

Board of 
Directors For assurance 

14.  Nursing & Midwifery Safe Staffing 
Report 

Reported that for Care Hours Per Patient Day for the last 
benchmark in Model Hospital (July 2019) the Trust value is 8.2 
which means that the Trust remains within quartile 2 (mid low 
25%), the national median is 8.2 and the peer median is 8.1 
(quartile 2). Two risks have been increased in month – Paediatric 
ED nurse staffing vacancies increased to 15 from 12, and staffing 
on CAU not meeting the national recommendations increased to 9 

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 

from 6. 

15. NHSI Medical Staffing Safeguards 
Report 

Total Medical Staffing fill rates confirmed at 97% (cf. 95% previous 
month). Main changes from August confirmed as: 
• CBU 1 – continued recruitment and retention of FY3s 
• CBU 2 – Consultant returned from maternity leave and increase 

in Specialty doctor posts in Anaesthetics 
• CBU 3 – number of options being explored to cover breast 

Radiology including agency and substantive recruitment – 
short term cover through agency. 

Board of 
Directors For assurance 

16. Quality Impact Assessments 

The Committee received a very useful report explaining the 
current approach to the preparation of Quality Impact 
Assessments (QIAs) for each of the cost improvement 
programmes and received an update on the Trust’s current 
performance in completing QIAs. Notably, as a CIP scheme 
proposal progresses a QIA is completed, assessing likely impact 
on a range of quality indicators relating to patient safety, patient 
experience, compliance, staffing and performance. Taking 
account of clinical engagement, the QIA is assessed before 
review by Medical Director and Director of Nursing & Quality. At 
month 6, there are 47 CIP schemes which have progressed to 
maturity rating 4. The overall impact on quality of the entire CIP 
programme remains a low risk. One scheme has been assessed 
as having a high impact on quality (Plastic Surgery repatriation) 
and mitigation is being identified and worked through. 

Board of 
Directors For assurance 
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REPORT TO THE BOARD OF  
DIRECTORS REF: BoD: 19/11/07/06i 

SUBJECT: 
POLICY FOR THE DEVELOPMENT OF TRUST APPROVED 
DOCUMENTS (POLICIES, CLINICAL GUIDELINES AND 
PROCEDURES) 

DATE: 7 NOVEMBER 2019 Private & Confidential 

PURPOSE: 

 Tick as  
applicable   Tick as 

applicable 
 For decision/approval  Assurance  

For review   Governance  
For information   Strategy   

PREPARED BY: Tracy Church, Clinical Governance and Compliance Manager 
SPONSORED BY: Jackie Murphy, Director of Nursing and Quality 
PRESENTED BY: Jackie Murphy, Director of Nursing and Quality 
STRATEGIC CONTEXT  
Patients: will experience outstanding care 
Performance: we will achieve our goals sustainably 
Improving patient safety through a consistent and robust approach to the management of Trust Approved 
Documents (policies, clinical guidelines and procedures). 
 
Regulatory requirement  
Health and Social Care Act (2008) Regulation 12: Safe Care and Treatment  
Regulation 17: Good Governance 
 

EXECUTIVE SUMMARY  

There is a risk throughout the Trust with regard to the effective control and management of clinical 
guidelines and procedures. This presents a risk to both a patient safety and good governance.  

 
A project led by the Clinical Governance and Clinical Audit Teams is underway to implement a Trust-wide 
overarching framework for the management of policies, clinical guidelines and procedures supported by 
an electronic document library with dedicated administrative support. This will ensure consistency, 
control and oversight of policies, clinical guidelines and procedures in use throughout the Trust and will 
reduce the patient safety and regulatory risks. 

The Trust’s Framework for the Development of Trust Policies has been re-written to provide a process to 
assist staff in the development and revision of all Trust Approved Documents (policies, clinical guidelines 
and procedures). It describes the system for development, approval, dissemination and review of all 
Trust Approved Documents in order to achieve a consistent approach. 

RECOMMENDATION  

The Trust Board is asked to approve the new policy for the development of Trust Approved Documents 
(policies, clinical guidelines and procedures). This was approved by the Quality and Governance 
Committee on the 25 September 2019. 
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Policy for the development of Trust Approved Documents (policies, clinical guidelines 
and procedures) 

 

Author/Owner Clinical Governance and Compliance Manager 

Equality Impact 
Assessment 

Yes                           Date: 15 August 2019 

Version 1 

Status Draft 

Publication date October 2019 

Review date 30 September 2022 

Approval 
recommended by  

Patient Safety and Harm Group 

Clinical Effectiveness Group 

Advancing Practice Group 

Quality and Governance 
Committee 

Date: 22 August 2019 

          21 August 2019 

          23 August 2019 

          25 September 2019 

Approved by   Date: 

Distribution Barnsley Hospital NHS Foundation Trust – intranet 

Please note that the intranet version of this document is the only 
version that is maintained. 

Any printed copies must therefore be viewed as “uncontrolled” and 
as such, may not necessarily contain the latest updates and 
amendments 
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1.0 Introduction 
 
This policy provides a process to assist staff in the development and revision of all Trust 
Approved Documents (policies, clinical guidelines and procedures) within the organisation.  
It describes the system for development, approval, dissemination and review of all Trust 
Approved Documents in order to achieve a consistent approach in line with clinical 
governance. All such documents will follow a standard format and will take consideration of 
legislation, National Health Service guidance and the Freedom of Information Act. 
 
Well maintained documents contribute to the quality of patient care and reduce the risks of 
staff working from outdated policies, clinical guidelines and procedures. 
 

2.0 Objective 
 
The objective of this policy is to ensure that all relevant staff understand the requirements 
when producing Trust Approved Documents. 
 
The Trust will develop such documents to fulfil all statutory and organisational requirements. 
The documents will be: 
 
• comprehensive and match the attached formatted template. 
• formally approved. (Approval will be recorded on the document front page and document 

history/version control sheet in the Appendix. Approving committees should record this in 
their minutes). 

• disseminated through appropriate channels. 
• implemented and audited as appropriate. 
• reviewed and updated at least every three years, unless there is a legal, statutory or 

clinical reason to review earlier. 
 

3.0 Scope  
 

This policy applies to all staff working in the Trust who are involved in any aspect of 
developing or reviewing Trust Approved Documents. This document scope covers the 
development, approval, dissemination and review of all Trust Approved Documents. 
 

4.0 The development of Trust Approved Documents 
 

This policy and the way it is written and formatted is to be used as the template for all Trust 
Approved Documents. 
 
The Trust’s formal requirements including the roles and responsibilities of staff are clearly 
defined within this policy. 
 
All Trust Approved Documents will have a clearly stated purpose. They will identify legal, 
professional or national guidelines that are applicable and will include a short statement on 
any training requirements. 
 
Where nationally produced policies are a mandatory requirement, these must be adopted for 
local use where appropriate. The front page of the Trust Approved Document should be 
added to the national document to detail the approval process (see Appendix 2). 
 
All Trust Approved Documents will identify the job role of the person responsible for 
maintaining the document and the persons who are expected to take action. 
 
Diagrams, algorithms and photographs may be added to documents to promote clarity and 
understanding. 
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4.1 Definitions 

 
Policy – a policy is an approved document which provides a high level statement of 
the Trust’s intended approach towards a specific issue or objective. A policy is 
typically a document that outlines specific requirements or rules that must be met. In 
general terms any policy document is consistent with the overall policy of the 
organisation and provides a framework for the setting of relevant and appropriate 
objectives. A policy is a principle to guide decisions and achieve rational outcomes. A 
policy is a statement of intent and is implemented as a procedure. 

 
Guideline – a guideline consists of recommended, non-mandatory controls that help 
support standards or serve as a reference when no applicable standard is in place.   
Guidelines should be viewed as best practices that are not usually requirements but 
are strongly recommended. A clinical guideline will recommend how healthcare 
professionals should care for people with specific conditions. The clinical guideline 
may cover any aspect of a condition and may include recommendations about 
providing information and advice, prevention, diagnosis, treatment and longer-term 
management. 
 
Procedure – a procedure is an approved document which clearly specifies ways in 
which a certain activity or process should be carried out. A well-defined procedure 
controls a well-defined process or activity. A procedure defines the work that should 
be done, and explains how it should be done, who should do it, and under what 
circumstances.  

 
4.2 Development  

 
Before a new Trust Approved Document is considered, the author must check on the 
Intranet or contact the Clinical Governance Administrator to ensure that the 
document is not already in place. If clarity is required, the Clinical Governance and 
Compliance Manager must be contacted for advice. 
 
The development of Trust Approved Documents needs to be undertaken following a 
process that ensures the document is of a high standard and evidence based. The 
procedure for the development is set out in Appendix 4.  
 
All new policies must be sent to the Trust’s Counter Fraud Specialist for suggested 
amendments to assist in the reduction of fraud.  

 
4.3 Style and format 
 

The style and format of all Trust Approved Documents must follow the formatting 
style of this policy. 

 
A template with font sizes, margin sizes, headers, footers, is attached as Appendix 2. 
Appendix 3 provides general principles for writing policies, clinical guidelines and 
procedures.  

 
4.4 Consultation and approval process 
 

Trust approved documents that are developed should be subject to suitable 
consultation with relevant staff and stakeholders.  

 
The level of consultation will depend on the nature of the document. The list below 
highlights key stakeholders that may be considered: 
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• Clinical Commissioning Group (CCG) 
• External expert groups (e.g. regional networks) 
• Internal specialist teams (e.g. Infection Prevention and Control, Research and 

Development, Information Governance). 
 
Once a document has been agreed and the consultation has taken place, the author 
must ensure that the appropriate approval process is followed. Further information on 
the approval process is included in Appendix 4.  
 
Approval of Trust Approved Documents is completed by an appropriate committee or 
the Executive Team (see Table 1), for approval by the Board of Directors.  

 

Table 1 

 Type of Trust Approved Document 

Executive Team Any Trust-wide policy, by exception. 

Any Trust Approved Document, by 
exception when an urgent/immediate 
update is required. 

Quality and Governance Committee Any policy that is a quality or governance 
based process. Any policy that has been 
developed by its reporting groups.  

Finance, Performance and Workforce 
Committee 

Any policy that is finance, operational or 
human resources based. Any policy that 
has been developed by its reporting 
groups. 

Clinical Effectiveness Group Any clinical guideline or procedure that has 
been approved by the Clinical Guidelines 
Group following development and approval 
by speciality and Clinical Business Unit 
(CBU) teams. 

Advancing Practice Group Any nursing guideline or procedure that 
has been approved following development 
and approval by speciality and Clinical 
Business Unit (CBU) teams. 

 

• All new policies are subject to approval by the Board of Directors.  

• Reviewed and updated policies with minor changes can be approved by the 
Committees/Groups in Table 1. 

• Trust approved documents can be approved at Executive Team by exception when an 
urgent/immediate update is required prior to completing the approval process outlined in 
section 4.4 of this policy. 
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4.5 Publication process 
 

Once a document has been approved the Clinical Governance Administrator will 
upload it to the Trust intranet Trust Approved Documents page. 

 
All documents must be in the Trust Approved Document template as per this policy.  
Failure to comply will mean that the document will not be included on the Trust 
intranet page. 

 
Any document that has not gone through the appropriate approval process will be 
forwarded to the Clinical Governance and Compliance Manager where a decision will 
be made as to the appropriate route for approval. If you require help with the 
approval process, please contact the Clinical Governance and Compliance Manager. 

 
The Clinical Governance Administrator will send notice of new Trust Approved 
Documents monthly to the Communications Team for inclusion in Team Brief and on 
the intranet news page. This notice will include a summary of the document’s key 
changes, and specifically any changes that may have an impact on patient safety. 

 
4.6       Review and revision process 

 
All Trust Approved Documents must be reviewed and updated at least every three 
years or earlier if there are national or local changes in practice or the outcome of an 
incident or audit requires it.   
 
All existing policies being reviewed must be sent to the Trust’s Counter Fraud 
Specialist for suggested amendments to assist in the reduction of fraud.  
 
Any revised policies with minor amendments/updates can be approved by an 
appropriate group (e.g. Clinical Effectiveness Group, Patient Safety and Harm Group, 
Health and Safety Group etc.).  Such approval must be reported (to the relevant 
committee/group as above) through the Chair’s Log, to be ratified. 
 
Any revised policies with significant amendments/updates will require approval by the 
relevant committee (as above).  The committees and the Executive Team have 
authority to determine if further approval is required by the Board or if the 
amendment can be accepted and reported to the Board through the Chair’s Log, to 
be ratified. 

 
Information on the procedure for the review of policies, clinical guidelines and 
procedures is included in Appendix 5. 

 
4.7 Document control  
 

The definitive version of a document will be stored on the Trust Approved Documents 
intranet page and this version, rather than a paper document should be used in 
clinical practice. 
 
Each document should contain a publication date and a review date. The publication 
date is the date an approved document is available on the intranet. The review date 
is the date beyond which the approved document is not deemed to be current. If an 
approved document is not replaced by this date it will be deemed current until a 
replacement is posted on the Trust Approved Documents intranet page. 
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The Clinical Governance Administrator will maintain a database of all Trust Approved 
Documents which will include the publication and review dates. If a document is 
withdrawn the date and the reason for withdrawal will be recorded on the database. 
 

 4.8 Archiving arrangements  
 

All Trust Approved Documents are held in an electronic document library and are 
accessible to all staff on the Trust intranet. 
 
When a document is reviewed and updated, the document library automatically 
retains an archive of earlier versions in accordance with Department of Health 
guidance. As part of the Trust Approved Documents database the Clinical 
Governance Administrator will retain a copy of all documents that are submitted to be 
uploaded to the intranet.  

 
If access is required to earlier versions of Trust Approved Documents staff should 
contact the Clinical Governance Administrator. 

 
5.0 Roles and responsibilities 
 

5.1  Trust Board 
  

The Trust Board is responsible for implementing a robust system of governance 
within the organisation. This includes having a systematic process for the 
development, management and approval of policies, clinical guidelines and 
procedures. 

 
5.2  Chief Executive 
  

The Chief Executive is ultimately responsible for ensuring effective governance within 
the organisation and therefore supports the Trust wide implementation of this policy. 

 
5.3 Trust Committees/Groups 
 

Trust committees and groups are responsible for approving Trust Approved 
Documents that fall within their remit prior to Trust Board/Executive Team ratification. 

 
5.4 Quality and Clinical Governance Department 
 

The Quality and Clinical Governance Department has the delegated responsibility for 
ensuring an effective, robust system is in place for the development, review and 
publication of Trust Approved Documents. 
 

5.5 Author 
 

It is the responsibility of the person writing the document to ensure that there is a 
justified need for it, and that the Trust template as set out within this policy is adhered 
to. 

 
The author must ensure that policies have had an Equality Impact Assessment.  The 
Equality, Diversity and Inclusion Lead can be contacted for advice and support in 
completing this.  

 
The author must ensure that all stakeholders have been consulted and that the 
approval and ratification processes have been followed. 
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The author must send the draft policy to the Clinical Governance Administrator to 
send to the Trust’s Counter Fraud Specialist for any suggested amendments to assist 
in the reduction of fraud.  

 
It is the author’s responsibility to forward the policy to the appropriate Trust 
Committee for ratification and to submit the final version to the Clinical Governance 
Administrator when approved. 
 
Once the document has been approved the author is required to update the front 
page of the document and the document history/version control prior to submission to 
the Clinical Governance Administrator. 
 
When notified that a Trust Approved Document for which they are responsible for is 
approaching or past its review date the author is responsible for instigating a review 
process and updating the document as necessary. 

 
 
5.6 Clinical Governance Administrator 
 

The Clinical Governance Administrator will send a draft copy of new and policies 
under review to the Trust’s Counter Fraud Specialist for suggested amendments to 
assist in the reduction of fraud. The Clinical Governance Administrator will feedback 
any comments to the author.  
 
Once notified by the author that a document has been approved the Clinical 
Governance Administrator is required to check that the Trust template as set out 
within this policy is adhered to.  
 
The Clinical Governance Administrator is responsible for uploading documents to the 
Trust intranet and maintaining the database of all Trust Approved Documents. 
 
Three months prior to the review date of a Trust Approved Document, the Clinical 
Governance Administrator will email the author to inform them a review of the 
document is required. 
 
The Clinical Governance Administrator will issue a list of all newly approved or Trust 
Approved Documents to the Communications Team monthly for inclusion in Team 
Brief and the Trust intranet news page as part of the dissemination process.   

 
5.7 Clinical Governance and Compliance Manager 
 

The Clinical Governance and Compliance Manager has overall responsibility for the 
content of the Trust Approved Documents page on the intranet and the database. 
This includes the ongoing development, management and administration of the 
database. 
 
The Clinical Governance and Compliance Manager will report monthly to Patient 
Safety and Harm Group and quarterly to the Executive Team on the status of Trust 
Approved Documents.  

 
 
5.8 Clinical Directors, Associate Directors of Nursing, Associate Directors of 

Operations 
 

It is the responsibility of all Clinical Directors, Associate Directors of Nursing, and 
Associate Directors of Operations to ensure that staff are made aware of all new or 
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updated Trust Approved Documents when issued. All new and temporary staff must 
be made familiar with the Trust Approved Document intranet page as part of their 
local induction.  

 
5.9 Staff 

 
All staff must adhere to the Trust Approved Documents relevant to their work and any 
revisions or amendments made to existing documents. 

 
6.0 Associated documents and references 

 
All Trust approved documents should be evidence based and/or reflect current best practice. 
The author should utilise the Trust’s library services to undertake literature searches, and 
they should consult with experts within the Trust and where appropriate contact other 
organisations that may already have policies, guidelines or procedures in place.  
 
Freedom of Information Act 2000. London: Stationary Office. 
http://www.legislation.gov.uk/ukpga/2000/36/contents. 
 
NHS England National Safety Standards for Invasive Procedures (NatSSIPs) 2015. 
https://improvement.nhs.uk/documents/5405/NatSSIPs_Final_updated_June_2019.pdf. 
 
BHNFT Safety Standards Checklist template. https://teamsites.bdgh-
tr.trent.nhs.uk/CBU4/Safety%20Standard%20Checklists/Forms/AllItems.aspx 
 
BHNFT Equality Impact Assessment Policy January 2019. 
 
BHNFT National Institute for Health and Care Excellence (NICE) Policy September 2019. 
 

7.0  Training & Resources 
 
All Trust Approved Documents must clearly identify any training requirements for specific 
staff groups, and training records must be kept on the Electronic Staff Record (ESR).  Any 
costs associated with training must be discussed with Human Resources and Learning and 
Organisational Development. 
 
All the resources required to implement the document must be clearly identified and 
discussed with the relevant parties. 
 
Appropriate staff in the Quality and Clinical Governance Team will be trained on this policy 
and the management of the Trust Approved Documents intranet page and database. No 
other formal training is required in relation to this policy. Staff are advised to contact the 
Clinical Governance and Compliance Manager for advice in relation to the development of 
Trust Approved Documents.  
 
To support the use of Local Safety Standard for Invasive Procedures (LocSSIPs) procedural 
teams will need to undergo, regular, multidisciplinary training that promotes teamwork and 
includes clinical human factors considerations. Compliance by the clinical teams with human 
factors training must be demonstrated. 
 

8.0 Monitoring and audit 
 

The implementation and impact of all Trust Approved Documents must be monitored.   
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An indication of how the document will be monitored or when it will be audited should be given 
with timescales.  The monitoring and/or audit results must be forwarded to the relevant Trust 
committee/group no later than two months after the completion date. 

 
Where the responsibility for auditing the policy rests with a CBU, the planned audit date 
should be discussed and agreed with the relevant Clinical Effectiveness Officer for inclusion in 
the CBUs rolling audit programme. 
 
8.1 Monitoring Arrangement for this policy  

 
The Clinical Governance and Compliance Manager will monitor compliance with the 
standards contained within this framework as detailed under point a – g below. 

           
Where a document does not comply, the Clinical Governance and Compliance 
Manager will notify the author what actions need to be taken before the document is 
uploaded.  The Chair of the approving group will also be made aware of the issues 
identified. 

 
The table below shows the monitoring and audit arrangements for this policy as 
described above. 
 
 

 

Minimum 
requirement to 
be monitored 

Process for 
monitoring e.g. 
audit 

Responsible 
individual/ 
group/ 
committee 

Frequency of 
monitoring 

Responsible 
individual/ 
group/ 
committee for 
review of 
results 

Responsible 
individual/ 
group/ 
committee for 
development of 
action plan 

Responsible 
individual/grou
p/ committee 
for monitoring 
of action plan 
and 
Implementation 

a) style and 
format 

Monitoring of 
Trust style and 
format as per 
policy 

Clinical 
Governance 
Administrator 

At upload to 
Trust Approved 
Documents 
intranet page 

Clinical 
Governance and 
Compliance 
Manager 

Clinical 
Governance and 
Compliance 
Manager 

Clinical 
Governance and 
Compliance 
Manager 

b) an 
explanation of 
any terms used 
in documents 
included 

Monitoring of 
terms used and 
Glossary of 
terms appendix 

Clinical 
Governance 
Administrator 

At upload to 
Trust Approved 
Documents 
intranet page 

Clinical 
Governance and 
Compliance 
Manager 

Clinical 
Governance and 
Compliance 
Manager 

Clinical 
Governance and 
Compliance 
Manager 

c) consultation 
process 

Monitoring of 
documents 
being consulted 
on by specialist 
groups 

Clinical 
Governance 
Administrator 

At upload to 
Trust Approved 
Documents 
intranet page 

Clinical 
Governance and 
Compliance 
Manager 

Clinical 
Governance and 
Compliance 
Manager 

Clinical 
Governance and 
Compliance 
Manager 

d) approval 
process 

Audit of the 
approval 
process 

Clinical 
Governance and 
Compliance 
Manager 

Annual Clinical 
Effectiveness 
Group 

Clinical 
Governance and 
Compliance 
Manager 

Clinical 
Effectiveness 
Group 

e) review 
arrangements 

Monitoring of 
review 
arrangements 
against 
timeframes 

Clinical 
Governance 
Administrator 

At upload to 
Trust Approved 
Documents 
intranet page 

Clinical 
Governance and 
Compliance 
Manager 

Clinical 
Governance and 
Compliance 
Manager 

Clinical 
Governance and 
Compliance 
Manager 

f) control of 
documents, 
including 
archiving 
arrangements 

Audit of the 
document 
control sheet, 
approval, 
uploading to 
intranet and 
archiving of 
previous version 

Clinical 
Governance and 
Compliance 
Manager 

Annual Clinical 
Effectiveness 
Group 

Clinical 
Governance and 
Compliance 
Manager 

Clinical 
Effectiveness 
Group 

g) associated 
documents and 
references  

Monitoring that 
associated 
documents and 
references are 
referenced in 
date 

Clinical 
Governance 
Administrator 

At upload to 
Trust Approved 
Documents 
intranet page 

Clinical 
Governance and 
Compliance 
Manager 

Clinical 
Governance and 
Compliance 
Manager 

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

The Trust understands the business case for equality, diversity and inclusion and will 
make sure that this is translated into practice. Accordingly, all policies and 
procedures will be monitored to ensure their effectiveness.  

 
Monitoring information will be collated, analysed and published on an annual basis as 
part of Equality Delivery System.  The monitoring will cover the nine protected 
characteristics and will meet statutory employment duties under the Equality Act 
2010.  Where adverse impact is identified through the monitoring process the Trust 
will investigate and take corrective action to mitigate and prevent any negative 
impact. 
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Appendix 1 
EQUALITY IMPACT ASSESSMENT  

INITIAL ASSESSMENT STAGE 1 (part 1) 
 

Department: Quality and Clinical 
Governance 

Division: Corporate and Support Services 

Title of Person(s) 
completing this form: 

Tracy Church New or Existing 
Policy/Service 

New 

Title of 
Policy/Service/Strategy 
being assessed: 

Policy for the 
development of 
Trust Approved 
Documents 
(policies, clinical 
guidelines and 
procedures) 

Implementation 
Date: 

September 2019 

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

To provide guidance and resources to support staff in developing and 
reviewing Trust policies, clinical guidelines and procedures. 

What are the associated 
objectives for this service 
e.g. National frameworks, 
Equality Act. 

Health and Social Care Act 2008 

Will patients, carers, the 
public or staff be affected 
by this service? 

 

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

All groups will benefit from this policy as well 
maintained documents contribute to the quality of 
patient care and reduces the risks of staff working 
from outdated policies, clinical guidelines and 
procedures. 
 

Patients x  

Carers x  

Public x  

Staff x  

Have patients, carers, the 
public or staff been 
involved in the 
development of this 
service? 

 

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

 Carers   

Public   

Staff x  

   

What consultation 
method(s) did you use? 

Face to face and by email. 

 
 
 
 

Pack page 39



 

14 

 

Equality Impact Assessment Stage 1 PART 2 
Based on the data you have obtained during the consultation what does this data tell 
you about each of the above protected characteristics? Are there any 
trends/inequalities?  
 

No. This is a policy designed to support staff to develop and review Trust policies, clinical guidelines and 
procedures and includes reference to BHNFT Equality Impact Assessment Policy January 2019 and when 
an equality impact assessment is required. 
 

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

Reviewed the equality impact assessments completed on current Trust policies, clinical 
guidelines and procedures. 

 

 

 

 

 

Equality Impact Assessment Stage 1 PART 3 

ACCESS TO SERVICES 

What are your standard methods of communication with service users? 

Communication Methods Yes No 

Face to Face Verbal Communication Yes  

Telephone Yes  

Printed Information (E.g. leaflets/posters) Yes  

Written Correspondence Yes  
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E-mail Yes  

Other (Please specify)   

 

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

Please tick as appropriate. 

Yes No 

 x 

 N/A as this policy is not a service. 

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

Interpreter & Translation Services Yes No 

Telephone Interpreters (Other Languages) N/A  

Face to Face Interpreters (Other Languages) N/A  

British Sign Language Interpreters N/A  

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

N/A  

 

EQUALITY IMPACT ASSESSMENT – STAGE 1 (PART 4) 

Protected 
Characteristic 

Positive 
Impact 

 

 

 

Negative 
Impact 

 

 

 

Neutral 
Impact 

Reason/comments for positive or negative Impact 

 

 

Why it could benefit or disadvantage any of the protected characteristics 

Men X   A clear policy and process to support staff when developing and reviewing 
policies, guidelines and procedures that includes reference to the Trust Equality 
Impact Assessment policy should ensure that protected groups are not negatively 
impacted and positive impacts are reflected. 

Women X   A clear policy and process to support staff when developing and reviewing 
policies, guidelines and procedures that includes reference to the Trust Equality 
Impact Assessment policy should ensure that protected groups are not negatively 
impacted and positive impacts are reflected. 

Younger 
People (17 – 

25) and 
Children 

X   A clear policy and process to support staff when developing and reviewing 
policies, guidelines and procedures that includes reference to the Trust Equality 
Impact Assessment policy should ensure that protected groups are not negatively 
impacted and positive impacts are reflected. 

Older people 
(60+) 

X   A clear policy and process to support staff when developing and reviewing 
policies, guidelines and procedures that includes reference to the Trust Equality 
Impact Assessment policy should ensure that protected groups are not negatively 
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impacted and positive impacts are reflected. 

Race or 
Ethnicity 

X   A clear policy and process to support staff when developing and reviewing 
policies, guidelines and procedures that includes reference to the Trust Equality 
Impact Assessment policy should ensure that protected groups are not negatively 
impacted and positive impacts are reflected. 

Learning 
Disabilities 

X   A clear policy and process to support staff when developing and reviewing 
policies, guidelines and procedures that includes reference to the Trust Equality 
Impact Assessment policy should ensure that protected groups are not negatively 
impacted and positive impacts are reflected. 

Hearing 
impairment 

X   A clear policy and process to support staff when developing and reviewing 
policies, guidelines and procedures that includes reference to the Trust Equality 
Impact Assessment policy should ensure that protected groups are not negatively 
impacted and positive impacts are reflected. 

Visual 
impairment 

X   A clear policy and process to support staff when developing and reviewing 
policies, guidelines and procedures that includes reference to the Trust Equality 
Impact Assessment policy should ensure that protected groups are not negatively 
impacted and positive impacts are reflected. 

Physical 
Disability 

X   A clear policy and process to support staff when developing and reviewing 
policies, guidelines and procedures that includes reference to the Trust Equality 
Impact Assessment policy should ensure that protected groups are not negatively 
impacted and positive impacts are reflected. 

Mental Health 
Need 

X   A clear policy and process to support staff when developing and reviewing 
policies, guidelines and procedures that includes reference to the Trust Equality 
Impact Assessment policy should ensure that protected groups are not negatively 
impacted and positive impacts are reflected. 

Gay/Lesbian/Bi
sexual 

X   A clear policy and process to support staff when developing and reviewing 
policies, guidelines and procedures that includes reference to the Trust Equality 
Impact Assessment policy should ensure that protected groups are not negatively 
impacted and positive impacts are reflected. 

Trans X   A clear policy and process to support staff when developing and reviewing 
policies, guidelines and procedures that includes reference to the Trust Equality 
Impact Assessment policy should ensure that protected groups are not negatively 
impacted and positive impacts are reflected. 

Faith Groups 

(please 
specify) 

X   A clear policy and process to support staff when developing and reviewing 
policies, guidelines and procedures that includes reference to the Trust Equality 
Impact Assessment policy should ensure that protected groups are not negatively 
impacted and positive impacts are reflected. 

Marriage & 
Civil 

Partnership 

X   A clear policy and process to support staff when developing and reviewing 
policies, guidelines and procedures that includes reference to the Trust Equality 
Impact Assessment policy should ensure that protected groups are not negatively 
impacted and positive impacts are reflected. 

Pregnancy & 
Maternity 

X   A clear policy and process to support staff when developing and reviewing 
policies, guidelines and procedures that includes reference to the Trust Equality 
Impact Assessment policy should ensure that protected groups are not negatively 
impacted and positive impacts are reflected. 

Carer Status X   A clear policy and process to support staff when developing and reviewing 
policies, guidelines and procedures that includes reference to the Trust Equality 
Impact Assessment policy should ensure that protected groups are not negatively 
impacted and positive impacts are reflected. 
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INITIAL ASSESSMENT (PART 5) 
 

Have you identified any issues that you consider could have an adverse (negative) 
impact on people from the following protected groups? 

YES NO 

 X 

 
 
IF ‘NO IMPACT’ IS IDENTIFIED Action: No further documentation is required. 
 
IF ‘HIGH YES IMPACT’ IS IDENTIFIED Action: Full Equality Impact Assessment 
Stage 2 Form must be completed. 
 
 
(c) Following completion of the Stage 1 Assessment, is Stage 2 (a Full Assessment) 
necessary?  
 
 
 
 
Assessment Completed By: Tracy Church  Date Completed: 15/08/2019 
 
Line Manager Gillian Feerick       Date: 15/08/2019 
 
Head of Department Gillian Feerick   Date: 15/08/2019 
 
 
When is the next review? Please note review should be immediately on any 
amendments to your policy/procedure/strategy/service. 
1 year 2 years   3 years 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 

YES NO 

 X 
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Appendix 2 
Template for Trust Approved Documents 

 
Policy/Guideline/Procedure for  

(Delete as appropriate) 

Author/Owner Include job title rather than name 

Equality Impact 
Assessment 

Yes, if policy 

N/A if clinical guideline or 
procedure                           

Date: 

Version Number 

Status Draft/Approved  

Publication date Date, month, year  

Review date Date, month, year – no longer than 3 years from publication 

Approval 
recommended by  

Name of Group(s)/Sub 
Committee 

Date:  

Approved by  Name of Sub Committee/Trust 
Board 

Date: 

Distribution Barnsley Hospital NHS Foundation Trust – intranet 

Please note that the intranet version of this document is the only 
version that is maintained. 

Any printed copies must therefore be viewed as “uncontrolled” and 
as such, may not necessarily contain the latest updates and 
amendments 
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Section Headings 

 
1.0 Introduction 
This section should give an overview of the importance and role of the document. 
 
2.0 Objective 
This section should explain the purpose and need for the document. 
  
3.0 Scope  
This section should describe who needs to be aware of the document and implement the 
procedures described within the document. 
 
4.0 Main body of the document  
This section should include the detail of the policy, clinical guideline or procedure. Any 
invasive procedure must be accompanied by a Local Safety Standard for Invasive 
Procedures (LocSSIPs) safety checklist. 
 
5.0 Roles and responsibilities 
This section should detail the individual roles people/committees must follow when applying 
the policy. 
 
6.0 Associated documents and references 
This section should detail the references that have been used to develop the document. It 
should also detail references to any associated Trust policies, guidelines or procedures in 
place that impact on its implementation. 
 
7.0 Training and resources 
This section should clearly identify any training requirements for specific staff groups 

 
8.0   Monitoring and audit 
This section should describe how the author intends to monitor and/or audit the document to 
ensure it is fit for purpose and being implemented. 
 
The Table below helps to focus the author on the monitoring requirements and must be used 
for all Trust Approved Documents.  Assistance can be obtained from the Clinical 
Governance and Compliance Manager. 
 
Minimum 
requirement 
to be 
monitored 

Process for 
monitoring 
e.g. audit 

Responsible 
individual/ 
group/ 
committee 

Frequency 
of 
monitoring 

Responsible 
individual/ 
group/ 
committee for 
review of 
results 

Responsible 
individual/ group/ 
committee for 
development of 
action plan 

Responsible 
individual/group/ 
committee for 
monitoring of action 
plan and 
Implementation 
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9.0 Equality and Diversity  
This section is mandatory for all Trust Approved Documents and must include the statement 
below: 
 
The Trust is committed to an environment that promotes equality and embraces diversity in 
its performance as an employer and service provider. It will adhere to legal and performance 
requirements and will mainstream equality, diversity and inclusion principles through its 
policies, procedures and processes. This policy/guideline/procedure should be implemented 
with due regard to this commitment. 
 
To ensure that the implementation of this policy/guideline/procedure does not have an 
adverse impact in response to the requirements of the Equality Act 2010 this policy has been 
screened for relevance during the policy development process and a full equality impact 
assessment is conducted where necessary prior to consultation.  The Trust will take 
remedial action when necessary to address any unexpected or unwarranted disparities and 
monitor practice to ensure that this policy is fairly implemented.   
 
This policy/guideline/procedure can be made available in alternative formats on request 
including large print, Braille, moon, audio, and different languages.  To arrange this please 
refer to the Trust translation and interpretation policy in the first instance.  
 
The Trust will make reasonable adjustments to accommodate any employee/patient with 
particular equality, diversity and inclusion requirements in implementing this 
policy/guideline/procedure. This may include accessibility of meeting/appointment venues, 
providing translation, arranging an interpreter to attend appointments/meetings, extending 
policy timeframes to enable translation to be undertaken, or assistance with formulating any 
written statements. 
 
9.1      Recording and Monitoring of Equality & Diversity  
This section is mandatory for all Trust Approved Documents and must include the statement 
below: 
 
The Trust understands the business case for equality, diversity and inclusion and will make 
sure that this is translated into practice. Accordingly, all policies/guidelines/procedures will 
be monitored to ensure their effectiveness.  
 
Monitoring information will be collated, analysed and published on an annual basis as part of 
Equality Delivery System.  The monitoring will cover the nine protected characteristics and 
will meet statutory employment duties under the Equality Act 2010.  Where adverse impact 
is identified through the monitoring process the Trust will investigate and take corrective 
action to mitigate and prevent any negative impact. 
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Appendix 1 
Equality Impact Assessment – required for policy only 
Please refer to Equality Impact Assessment Toolkit – found in Corporate Templates on PC 
desktop. 
For clinical policies use Rapid Equality Impact Assessment Form 
For all other policies use Equality Impact Assessment Blank Template 

 
Appendix 2 
Glossary of terms  
List all terms/acronyms used within the document and provide a summary of what they 
mean.  
 
Appendix 3 (must always be the last appendix) 
Maintain a record of the document history, reviews and key changes made (including 
versions and dates) 
 
Version Date Comments Author 
1 03/07/2016 Discussion at the Infection 

Prevention & Control Group 
An Example 

2 06/08/2016 Amendments made and 
reviewed at Infection Prevention 
& Control Group. 
Policy approved by Group 

An Example 

3 31/08/2018 Reviewed – minor amendments 
to job titles and Trust reporting 
structures 

An Example 

 
Review Process Prior to Ratification: 
 
Name of Group/Department/Committee Date 
An Example - Infection Prevention & Control Group 06/08/2016 
An Example - Quality & Governance Committee 30/12/2016 
An Example - Infection Prevention & Control Group 05/09/2018 
An Example – Patient Safety and Harm Group 24/09/2018 
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Appendix 3  
 

General principles for writing Trust Approved Documents 
 
Trust Approved Documents are to be produced to a standard format as outlined in Appendix 
2. Be aware that the document will be viewed electronically, and the format has been 
designed to reflect this. 
 
All Trust Approved Documents should: 
• be written in justified text, Arial 11 
• include page numbers in the footer of the document 
• avoid the use of block capitals as they make the text difficult to read 
• use bold or italic text to highlight information and maintain readability 
• avoid underlining text for emphasis (in online documents this implies a hyperlink) 
• hyperlinks should be underlined and in blue 
• capital letters should be used for referring to formal or specific committees and the title of 

individuals. Lower case letters should be used for generic reference to staff groups. 
 
The intended audience should be targeted, and it should be ensured that anyone who reads 
the document will be able to understand it. 
 
If abbreviations or acronyms are to be used, then the words or phrase must be written in full 
the first time it is used followed by the abbreviation in brackets e.g. National Health Service 
(NHS) a glossary of terms used must be included in an Appendix. 
 
Any document that includes an invasive procedure must be accompanied by a Local Safety 
Standard for Invasive Procedures (LocSSIPs) in accordance with NHS England National 
Safety Standards for Invasive Procedures (NatSSIPs) 2015 guidance. A generic template is 
available on the intranet. https://teamsites.bdgh-
tr.trent.nhs.uk/CBU4/Safety%20Standard%20Checklists/Forms/AllItems.aspx. Human 
factors training should be considered to support the use of the safety standards. 
 
All Trust Approved Documents must include the two mandatory paragraphs relating to 
equality and diversity. Policies require an equality impact assessment to be completed and 
included as Appendix 1. 
 
Consider what relevant documents already exist in the Trust and cross-reference where 
appropriate to avoid duplication. 
 
The information should be presented in a logical, sequential order. 
 
The content of each document should comply with all relevant legal and statutory 
requirements, NHS guidance and policy in force at the time of writing or review and should 
reflect evidence based best practice. 
 
The possibility of patient groups being involved in the production of the document should be 
considered. 
 
Be aware that under the Freedom of Information Act there may be open access to your 
document by the public. 
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Appendix 4 

Procedure for the development of new Trust Approved Documents  

(policies, clinical guidelines and procedures) 

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Need for a new Trust Approved Document identified 

Using the definition in the Policy for the development of Trust Approved Documents, 
decide whether a policy, clinical guideline or procedure is required 

Contact the Trust Library for support with literature search 

Consult with relevant staff and stakeholders in the area that the document will be 
used 

Write the document on the Trust Approved Document template (available on 
corporate templates or from the Clinical Governance Department) 

POLICIES ONLY 

Ensure an equality impact 
assessment is completed as 

Appendix 1 (available on corporate 
templates) 

DOCUMENT RELATING TO 
INVASIVE PROCEDURE ONLY 

Ensure LocSSiPS safety checklist 
is included. 

Content of document and key words used to search to be approved at the relevant 
specialty and CBU Governance meeting. 

 

Complete Trust Approved Documents approval form (available on corporate 
templates or from the Clinical Governance Department) and submit to the relevant 

group for approval. 

Document relates to medicines: Medicines Management Committee 

Nursing guideline or procedure: Advancing Practice Group 

Other guideline or procedure: Clinical Guidelines Group 

Policy: Relevant group e.g. Health and Safety Group, Patient Safety and Harm 
Group, Deteriorating Patients Group etc. 

Advice on the approval process can be obtained from the Clinical Governance Team. 
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Appendix 5 

 
Procedure for the review of Trust Approved Documents  

(policies, clinical guidelines and procedures) 

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

Notification received from Clinical Governance Administrator that document is 
due for review in three months 

Assess if the document is still required 

REQUIRED 

Contact the Trust library for 
support with literature search 

 

NOT REQUIRED 

Discussion and approval at 
specialty and CBU Governance 

meeting 

Complete Trust Approved 
Documents approval form and 

submit to relevant group  

 

Minor amendments/updates: approved by appropriate group e.g. Clinical 
Effectiveness Group, Patient Safety and Harm Group and reported on Chairs log. 

Significant amendments/updates: approved by relevant Committee e.g. Quality 
and Governance, Finance and Performance etc. 

 

 

 

Review and update the 
document in consultation with 

staff and stakeholders 

 

Inform the Clinical Governance 
Administrator that the document 

is no longer in use 

Review and update the document 
in consultation with staff and 

stakeholders 

 

POLICIES ONLY 

Review and update equality 
impact assessment 
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Appendix 6 
Trust Approved Documents (policies, clinical guidelines and procedures) 

Approval Form 

Please complete the following information and attach to your document when submitting a policy, clinical guideline or 
procedure for approval.   

Document type (policy, clinical 
guideline or procedure) 

 

Document title  

Document author 

(Job title and team) 

 

New or reviewed document  

List staff groups/departments consulted 
with during document development 

 

Approval recommended by (meeting 
and dates):  

 

Date of next review (maximum 3 years)  

Key words for search criteria on 
intranet (max 10 words) 

 

 

Key messages for staff (consider 
changes from previous versions and 
any impact on patient safety) 

 

I confirm that this is the FINAL version 
of this document 

Name:   

Designation: 

 

FOR COMPLETION BY THE CLINICAL GOVERNANCE TEAM  

Approved by (group/committee):                                                                            

Date approved: 

Date Clinical Governance Administrator informed of approval: 

Date uploaded to Trust Approved Documents page: 
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Appendix 7 
 

Version Date Comments Author 
1 12/08/2019 New policy Clinical Governance and 

Compliance Manager 
 
Review Process Prior to Ratification: 
 
Name of Group/Department/Committee Date 
Clinical Effectiveness Group 21/08/2019 
Patient Safety and Harm Group  22/08/2019 
Advancing Practice Group 23/08/2019 
Quality and Governance Committee 25/09/2019 
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EXECUTIVE SUMMARY 

RECOMMENDATIONS 

STRATEGIC CONTEXT 

REPORT TO THE BOARD OF DIRECTORS REF: BoD: 19/11/07/08 

SUBJECT: CELEBRATING OUR PEOPLE 

DATE: 7 NOVEMBER 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: 19/11/07/08 

 
 
1. STRATEGIC CONTEXT 

 
This report provides the Board with an understanding of the Trust’s winners and 
nominees for the monthly Brilliant Staff Awards. The Brilliant Awards are a key part of 
the Trust’s recognition of our people. Winners are celebrated across the Trust in a 
variety of communications media, including online on the Hub and within the hospital 
site. Winners are also celebrated externally via social media.  
 

. 
1. INDIVIDUAL BRILLIANT AWARD 

 
Winner: Ann Aucock, Phlebotomist 
Over the past few weeks due to no one fault, phlebotomy has been understaffed and 
has been the busiest it’s been in a while. With our managers off, Ann stepped into a 
"senior role". Not only did she handle the complaints from people regards the waiting 
time in a wonderful manner, she went above and beyond to make sure all staff in the 
department were alright. She finished her shift and because it was so busy she went 
home and then came back into work to help the staff get through the rush! I just want 
Ann to realise how appreciated she was. We are a close team and always help each 
other in any way possible but Ann went way out of her way as a team member for 
what she did for the staff and patients that day!  

 
1.1 Nominees: 

 
Brendan Moody, Cardio-Respiratory Physiologist 
Brendan is a credit to himself and to the Cardiology Department. He treats patients 
with kindness, compassion and respect, maintaining dignity at all times. He always 
goes above and beyond to help patients and his team mates within the department. 
He gets stuck in to help out whenever and wherever needed or necessary no matter 
what he is rota'd on for and he looks for opportunities to help his colleagues out by 
helping them by sharing the workload. He is proactive in his role and ensures the 
department runs well in a professional and timely manner. 
 
Angela Wheldon, Day Surgery Theatre Practitioner 
I have worked with Angela today down in fluoroscopy, whilst doing our orthopaedic 
list we could hear sounds of distress.  Angela went to investigate and when came 
back she had a big smile on her face. It turned out the distressed sounds had been a 
lady on the corridor who suffered from dementia. The lady just wanted her slippers 
taken off (she didn't have any slippers on). Angela pretended to take the slippers off 
and held the lady's hand, and the lady went off to sleep. Not a big thing I know, but in 
my eyes Angela went above and beyond for this lady. 
 
Anne Smith, Public Health Midwife 
Anne is retiring in December this is a big loss for the Wellbeing Team. Anne has been 
the cement in the team building our confidences in our roles. Anne has been a line 
manager for the smoking team, mental health and has been dedicated, driving to get 
these services established for the women in Barnsley. Anne has been a brilliant line 
manger providing us with a positive environment in the office which we are all 
grateful. Anne is very kind and nurturing giving us the strength to learn and grow.  
 
 

Pack page 55



BoD November2019: Celebrating our People 

Anne has supported us all personally, emotionally. As the Wellbeing Team we feel 
that Anne needs to be recognised as a Brilliant Individual as she has done so much 
for so many people without acknowledgement so we need to shout it from the rooftop 
to tell her how much we appreciate everything she has done for all of us.  Every 
member of the Wellbeing Team and the Maternity unit will feel the loss of a great, 
kind, loving, leader and she will be missed so much and will be a sad day for us all. 
 
Stephen Reddit, Charge Nurse 
I am currently under going the nursing associate programme. During my placement 
on ward 22 nothing was too much for my mentor Stephen, he went above and beyond 
to support and teach me.  After that placement and with Stephen’s encouragement I 
now feel my confidence and knowledge has gone from strength to strength! I can’t 
thank him enough. 
 
Brendan Fraser, Pharmacist 
Brendan is an excellent and dedicated pharmacist who always goes the extra mile to 
ensure the completeness and safety of prescriptions. He has a great personality and 
is always happy to discuss patients and offer sensible advice on medications, 
stemming from a fantastic knowledge base in his field. He is by far one of the best 
pharmacists I have had the pleasure to work with - he always has the safety and care 
of the patient at the forefront of his work. 
 
Diane Collier, Staff Nurse 
Diane brings me so much joy and definitely brings the happiness out in everyone on 
the ward, there is nothing too much trouble and she always makes time to explain 
everything to the patient, which I feel is very important. Diane is such a brilliant worker 
and she should be recognised for this award! She always goes above and beyond for 
the ward! 
 
Louisa Treanor, Assistant Occupational Therapist 
Louisa works extremely hard on the Orthopaedic elective unit to ensure the patient 
journey goes as smoothly as possible. Louisa sees the elective patients in 
preoperative groups to ensure they have the necessary equipment needed for the 
home to enable a quick discharge. She is always professional and works to really 
high standards. Patients are able to ask Louisa questions and always makes them 
feel at ease. Louisa escalates quickly patients who may need assistance at home and 
ensures referrals to outside services and in patient rehab are done in a timely 
manner. Louisa is a huge part of the ward team and we are very lucky to have her. 
 

 
2. TEAM BRILLIANT AWARD 

Winner: Pathology 
I’d like to nominate the Pathology team for a Team Brilliant Award for the amazing 
work that they have just put in to get through the UKAS inspection whilst also 
preparing to kick off the equipment refresh. 
 
The assessors commented that they found the staff were friendly, welcoming, well-
prepared, polite, knowledgeable and competent. The number of findings that were 
raised during the inspection is testament to their dedication to the service and shows 
the great service that we provide to our patients. 
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2.2 Nominees: 
 

Critical care rehabilitation 
Jo and Jayne are so dedicated and passionate about rehabilitation in critical care. 
Early rehabilitation leads to better outcomes for critically ill patients and Jo and Jayne 
ensure that all aspects of care are in place to ensure this. They created a document 
to help nurses and the medical team get to know and care for each individual patient 
while they are unable to communicate. They also run a clinic with Critical care 
consultant and a support group outside of the hospital. The follow up all patients after 
a 48 hour admission to critical care and aim to address any lasting issues following 
this. Staff from other Critical care units in our network come to Barnsley to learn from 
our reputable well established rehab team. Patients always have positive feedback 
and other nursing staff value their input. 
 
Phlebotomy 
During August, sickness levels in the department have been above 35%. In addition 
to this, staff have had pre-planned annual leave and there has also been members of 
staff on short term sick leave and bereavement leave within the department. Despite 
these significant staffing pressures, the staff have continued to rise to the challenge. 
Staff have worked extremely hard under difficult circumstances. Some staff have 
worked additional hours, changed their working days and even cancelled holidays to 
ensure that an excellent service continues to be provided to our patients.  
 
Ward 31 
Ward 31 has had a high turnover of staff over the last 12 months. Throughout it all the 
team has been excellent in working together to ensure the safety of our patients. Staff 
have been committed to ensuring the safety of the ward is maintained by covering 
80% of staffing shortfalls themselves. At night ward 31 take on the extra acuity of 
Surgical Admissions patients and again have pulled together to ensure patients are 
given the care they deserve. The resilience, determination and commitment of this 
team is something I am very proud to be a part of. 
 
Neurology secretaries 
Over the last week or so, I have had several communications with two of the 
secretaries in Neurology, and they have been nothing short of brilliant with me. 
Always courteous and prompt, and basically a pleasure to deal with. The Trust gets a 
lot of stick when things go wrong, but not many people take the time to say a simple 
"Thank you". Well I do take the time. Their names are Angela Symons and Lisa 
Morawski, and I would greatly appreciate it if you could pass on my sincere thanks, 
and if possible to put a mention of this in their personnel files. 
 
Midwife Sonographers Emma Allott and Charlotte Smith 
These two midwives have trained to do foetal scanning to extend their midwifery role. 
They have set up a service which enables pregnant women who need scans to 
assess foetal growth to have an appointment within 72 hours of their community 
midwife requesting a scan, Emma and Charlotte can also review the results of the 
scan making waiting time less for the ladies. If a repeat scan is needed they ensure 
the lady returns to see the same person providing continuity of care. These midwives 
has greatly improved the service we give to ladies needing extra scans as they no 
longer have a long wait for an appointment thus reducing anxiety and if there are 
problems they are picked up quickly. A brilliant service very much appreciated by the 
ladies and community midwives. 
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Out of hour’s switchboard 
Being new to this Trust, and becoming a site Matron the out of hours switchboard 
team have been a minor miracle at times for me, without hesitation if I call up they are 
more than willing to share their vast knowledge/information with me. A quick call or 
drop in and they can produce numbers, times and dates at a drop of a hat. They even 
at times have given me directions within the trust (it’s easy to get lost). They are 
always polite and happy and nothing is too much trouble.  To mention just a few of 
the trust values that I think describe this team and why I feel they deserve the 
recognition of a brilliant award. 
* respect courtesy and professionalism  
*helping and sharing to develop together 
*sharing of knowledge. 
 
Medical Occupational Therapy and Physiotherapy Team 
Through September, the team has worked to pilot new ways of working for the acute 
therapy team. They have worked tirelessly to promote patient independence during 
their acute stay, prevent deconditioning and get patients home sooner as part of the 
Home First pilot.  
 
The changes are a big change to ways of working for our acute therapists which they 
have embraced, sharing their ideas and experiences throughout the process. They 
have all met challenges along the way which they have worked together as a team to 
overcome. The pilot has come at a time with increased operational pressures both 
within the hospital and the community however this has not impacted the commitment 
of the team to the pilot.  They have created new relationships with community teams 
with greater integrated working, ultimately creating a more positive 
journey/experience for our patients, improving their care both in hospital and the 
community. There has been a lot to learn, and still a lot more development to go but 
well done to the whole team!! 
 
Safer Project Team (Zoe Pearce, Alice Fridlington, Amy Clayton) 
I have had the pleasure of working with the Safer project team very closely over the 
past few months and can honestly say I have never been part of a project that 
combines a high level of professionalism with incredible amounts of personality. They 
are a true asset to Barnsley Hospital and the work that they are involved in 
contributes massively to improving patient care and quality of care and I am excited to 
see the further benefits that this brilliant team will achieve. 
 
 
 

3. PUBLIC BRILLIANT AWARD 

Winner: Joanne Briscoe, Medical Secretary 
I received a call from the daughter of a patient who was so grateful for how helpful Jo 
had been.  Her mum is frail and therefore needed help to get into clinic. Jo changed 
appointments for her to allow the daughter to attend with her.  
 
She was impressed with how professional and caring Jo was and that she always 
rang her back with updates promptly. She couldn't express enough how important she 
made them feel and understood how much she went out of her way to help.  I do 
agree that Jo goes beyond her job role to improve patient care and deserves a 
brilliant award. 
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3.1 Nominees: 
 
Amy Ellis - Auxiliary Nurse - Early Pregnancy Unit/Gynaecology 
When I first arrived on the ward. Amy took my observations and was friendly and put 
me at ease during a very upsetting time. Around a week later when I was 
unfortunately admitted to the ward overnight, it was Amy who was again there, she 
had remembered she'd seen me the week previous and I felt at ease with her there, I 
felt like I was her only patient which I'm sure I wasn't. I want to thank all the team on 
the ward for looking after me, but I wanted to say a special thanks to Amy. 
 
Breast Unit 
I would like to nominate the staff in the Breast Unit. I attended an appointment today 
and was extremely scared and anxious all the staff I had dealings with were friendly 
understanding and patient. They understood my obvious slight embarrassment at 
certain points and treat me with compassion and respect. The sonographer was 
friendly, polite and ensured I understood what was happening and made sure I was 
comfortable. The whole process took just over an hour which is just amazing. 
Fortunately for me the outcome was positive and I which was a huge relief but should 
I have any further issues I would have no hesitation in contacting them as advised. I 
had a really positive experience today and am extremely grateful for their care and 
compassion at such a worrying time. 
 
Endoscopy team 
I recently came in for endoscopy and colonoscopy. The whole department staff were 
brilliant; however special mention must go to a lady called Alison. She went above 
and beyond to ensure that I felt reassured. She really was amazing. 
 
Urology team 
My Dad became unwell and had a short stay in Barnsley Hospital where he was 
found to have bladder cancer. He was put under the urology team and had to come 
into day surgery for an operation. My dad has never been ill before so was finding it 
very difficult to come to terms with what was happening. Endoscopy asked a member 
of the urology team to come down to the unit to sit with my dad and explain what was 
happening and why. They fully explained everything and it was obvious that he felt 
much better about having the procedure. When the results came back and we were 
asked to come into the hospital it was explained to us that my dad would need chemo 
and his bladder removing. He refused to agree to any of this as he didn't really know 
what it all entailed. Once again the team sat down with us all and fully explained why 
the chemo was important and why it was advised that he had his bladder out. The 
team didn't make us feel rushed or make us feel like we were asking silly question 
and repeating questions, they even re explained everything to me again just so we all 
knew what was happening. If it hadn't been for them my dad wouldn't have had any 
treatment. He is now half way through his chemo and is doing really well and then he 
will have his operation. 
 
I can’t thank the team enough for taking the time out to sit and explain everything in 
"normal” terms, sometimes just keeping a patient informed and taking your time can 
make all the difference, and although this is an everyday thing for them, remembering 
that it is not for the patient. 
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REPORT TO THE 
BOARD OF DIRECTORS REF: BoD: 19/11/07/09 
SUBJECT: FINANCE & PERFORMANCE ASSURANCE REPORT 

DATE: 7 Novemer 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 half year position is a deficit position of £1.055m, against a plan of £1.924m, 
which is £0.869m favourable to plan. In terms of the CIP programme £0.281m was delivered in month 
against a plan of £0.521m, £0.240m adverse to plan, year to date CIP is £2.886m against a plan of 
£2.963m, which is £0.077 adverse to plan. The cash position at the end of the month is £10.678m, which 
is £9.678m ahead of plan. The capital expenditure as at month 6 was £1.932m, which is £2.407m adverse 
to plan. 
The committee received an update on the use of Service Line Reporting, the half year update on the 
Strategic Plan and the approach to the 2020/21 Business Plan. The committee also received a paper on 
the forecast outturn position for yearend which was to be on plan although with some risks identified. 
In terms of performance the Trust continues to do well with the 4-hour emergency access 96.3% in 
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September, the Trust improved to a compliant position for 2 week access due to significant improvements 
in access for breast symptomatic patients, the 62 day access standard was not met at 78.5% although it is 
expected to recover in September, the 38 day inter provider transfer access improved to 70.6% against an 
85% Trust standard. The incomplete position for RTT shows delivery in August at 93.5% and Diagnostic 
wait performance remains compliant with 99.8% of patients accessing diagnostics with 6 weeks. .7In terms 
of People sickness is running at 3.97% (up on August by 0.12%), training has dropped for the fourth 
consecutive month to 89.7% and appraisals are at 93%.  
From an ICT perspective the committee received an update on Medway System C, ePMA, Friends and 
Family Test, D1 Discharge Form and the PACS project. 
The committee received an update on benefits realisation appraisals for High Cost Drugs and Home Care, 
for the replacement of the EPAU Ultrasound Machine and one for CBU 1 Outpatient Project (Meridian). 
The committee received and signed off the Winter Plan, Outpatients Cancellation Report, quarterly review 
of the People Strategy and the new Pay Progression Policy (for approval by the Board of Directors). 
Finally the committee reviewed the latest BAF and CRR from a finance and performance perspective and 
noted the changes on both documents.  

RECOMMENDATIONS  

This report therefore recommends that: 
- The Board notes the half year financial performance and the forecast outturn to deliver on plan.  
- The Board notes the continuing good delivery of operational performance.  
- The Board notes the key workforce performance metrics and review of the People Strategy plus 

the committee’s decision to “flip” the committee agenda in certain months to focus on the 
people agenda. 

- The Board notes the ongoing delivery of Medway System C. 
- The Board notes that the committee have signed off the Winter plan. 
- The Board notes the committee’s recommendation to sign off the Pay Progression 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: 19/11/07/09 

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

Committee / Group Date 26th September 2019 Chair 
Finance and Performance Committee September 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 the half year the Trust has a consolidated year to date deficit position of £1.055m, 
against a plan of £1.924m, which is £0.869m favourable to plan. Planned Provider 
Sustainability Funding of £3.990m has been accrued in full. In addition to this £0.379m 
has been accrued in relation to further 2018/19 bonus monies, which NHSI have 
requested be reflected in the 2019/20 position. The forecast for the year is also therefore 
£0.379m ahead of plan due to the NHSI accounting requirements for the prior year PSF 
bonus money.  
 
CIP is £2.886m against a plan of £2.963m, which is £0.077m adverse to plan. The cash 
position at the end of the month is £10.678m, which is £9.678m ahead of plan due to 
creditor repayments, receipt of PSF bonus and ongoing discussions with NHSi around 
the possible repayment of advances received whilst awaiting the receipt of PSF monies. 
The yearend cash balance is expected to be £3.979m which is £2.979m above plan due 
to not paying the £2.600m potential loan repayment and forecast SoCI position being 
£0.379m ahead of plan. The plan is to reduce creditor days to 45 days by December. 
  
The capital expenditure as at month 6 was £1.932m, which is £2.407m adverse to plan. 
Giving more detail on this the original annual capital programme was £9.321m for the 
year; however, following requests nationally to reduce the capital expenditure across the 
country, the Trust reduced the externally funded allocation by £0.700m for CAU/ED and 
£0.491m for LED lighting. More recent national funding announcements have confirmed 
Trusts can revert to their original plans, however, the Trust has decided to stay with the 
revised PDC drawdown phasing. The revised plan therefore remains at £8.130m, of 
which the year to date planned spend is £4.339m. The actual delivery of schemes at 
Month 6 is £1.932m, with a year to date adverse variance of £2.407m, against original 
plan phasing. This represents an in-month deterioration of £1.076m. The current forecast 
is for spending to be back on plan by year end. The capital programme currently has an 
unallocated allowance of £0.758m. This has been discussed by the executive team and 
will be allocated following a review of priorities. 
 
The Finance pack has been developed over the last few months adding more useful 
information and also being more forward looking. In addition this month there was a 

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 

section on use of resources which is a key area of focus in CQC well led visits 
Under the Single Oversight Framework (SOF) issued by NHS Improvement, financial 
performance is rated on a scale of 1 (best) to 4 against five metrics and then averaged to 
derive an overall figure. The Trust’s overall figure may be moderated down if it scores 4 
on any individual finance metric, has not agreed a control total or is in special measures 
for financial reasons. Performance against the Use of Resources metrics for the period 
ended September (M6) and forecast outturn are 3, which is the highest possible rating 
due to individual elements scoring 4. The key to the Trust delivering a higher Use of 
Resources rating relies upon consistently delivering a break even position, and the 
conversion of Trust debt into equity (PDC) or the debt being classified as long term debt 
and therefore not due in year. 

2.  Yearend 
Forecast  

The committee received and discussed the forecast yearend position based upon the half 
year results. The year to date planned deficit for the first six months of the year is 
£1.924m, which reduces in the second half of the year, to break-even. The difference in 
planned deficit from the first half of the year to the second half of the year is driven by 
income planning, CIP phasing and Provider Sustainability Funding (PSF) phasing. Whilst 
the Trust is performing ahead of plan year to date, it will be challenging to achieve plan in 
the latter half of the year, as the planned monthly deficit reduces. The Trust is currently 
forecasting a favourable variance to plan of £0.379m; although, there is a significant level 
of risk to delivery within this. The key assumptions made are that:- 
• Clinical Income – this is produced by the CBU Analysts. The extrapolation 
was based on months 1-6, with known adjustments overlaid. A richer case 
mix and more non-elective activity is assumed during the winter months. 
• Pay – run rates in the main reflect the first six months with a further uplift 
associated with known recruitment, service changes, approved business 
investment and winter pressures. 
• Non-pay – in the main the forecast for the second half of the year 
replicates the first half based on year to date actual, taking into account 
changes to activity assumptions and the impact this has upon expenditure.  
• CIP – The delivery of CIPs through the first six months has been 
accounted for with on-going delivery to continue through the second half 
with known adjustments taken into account. 
There are a number of financial risks that could adversely impact on the financial 
outturn. It should also be noted that any deviation from plan is then amplified through 
non-receipt of PSF income. Financial risks the Trust could be faced with give rise to a 
£2.788m downside case deficit should the potential financial risks, listed below 
materialise. 
Income risk (£500k) 
Escalation ward and case mix income impact (£800k) 
Bank and agency reductions fail to materialise (£467k) 

Board For information 
and Assurance 

Pack page 63



Log 
Ref Agenda Item Issue and Lead Officer 

Receiving 
Body, i.e. 
Board or 
Committee 

Recommendation
/ Assurance/ 
mandate to 
receiving body 

Assistive technology material run rate increase (£400k) 
Additional winter pressures (£1.000k) 
Totalling (£3.167k) 

3.  2019/20 Contract 
Update 

The committee received an update on the two key commissioner contracts with the CCG 
and NHSE. No issues of major concern were flagged. Board For information 

and Assurance 

4.  Service Line 
reporting/PLICS 

The committee received service line reporting for the year ending March 2019 and an 
update on how PLICs feeds into this. A good discussion was held on how this would be 
taken forward and better use made of this data. It was agreed that this was very 
operational but a report would come back to F&P on how Service Line Reporting was 
being used at a strategic level within the CBU’s. 

  

5.  CIP 

Month 6 saw actual savings of £281,446 against a plan of £521,000 resulting in an under 
achievement of £239,554. Cumulative savings to date are £2,886,310 against a plan of 
£2,963,000 which has resulted in a year to date negative variance of £76,690. This in 
month deficit was largely due to some expected savings not being approved for release 
in time for capture at Month 6 but these will be added in Month 7.  
Despite the deficit in month 6 savings, the forecast overall programme position against 
target has significantly increased since last month from £5,946,314 to £6,802,825 (a rise 
of £857k) which has resulted in a positive variance of £59,825 against the £6.74m target. 
In comparing the programme forecast value to this point last year, the value was £7.9m 
with a gap of £548k to the £8.5m target (the Trust did not reach a positive position 
against target until December of 2018).  
Recurrency ratio has risen significantly since last month, moving from 75% to 89% 
following conversion of non-recurrent activity over trade. Recurrency value at this point 
last year was 70%.  
There are 87 schemes in the programme (a rise of 5 new schemes since last month). 
There has also been a significant shift in maturity of schemes over the last month from 
£5,438,427 at Maturity Level 4 to £6,172,523 representing an increase of £734k. In terms 
of remaining pipeline schemes, there is currently £630,302 of schemes at maturity level 1 
& 2. The ratio of schemes at full maturity is now 91% compared to 84% at the same point 
last year.  
The risk to the programme has significantly reduced again since last month with the 
addition of £857k which has taken the forecast value over the required target at Month 6. 
In addition, the recurrency ratio of the programme is at the highest it has ever been. The 
teams now need to focus on delivery of their schemes to ensure the forecast savings are 
achieved. 
Work is already underway to formulate next year’s draft programme. This will be 
monitored through the CIP Steering Group meeting and progress reported monthly to the 
Finance & Performance Committee. 

 
 
 
 
 
 
 
 
Board 

 
 
 
 
 
 
 
 
For information 
and 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 

6.  
Strategy Delivery 
Progress Report 
Q2 

The committee received and discussed the strategy delivery progress and commended 
the team on achievements to date. This is on the Board agenda and the committee 
endorses the report presented. 

Board For information 
and Assurance 

7.  Business 
Planning 2020/21 

The committee received and discussed an update on the business planning process for 
2020/21. The Trust’s annual business planning process for 2020/21 formally commenced 
in September. The Business Planning Steering Group has been re-established for this 
planning cycle to provide direction to the business planning process, ensuring that all 
deadlines are met, interdependencies between workstreams are managed effectively and 
risks and issues are monitored throughout the process and escalated appropriately. The 
planning approach will be changed slightly this year. The timeline for completion of 
demand and capacity plans will be expedited to pre-Christmas. Detailed demand 
forecasts will be produced for the CBUs by Information, Contracting and Finance with 
known adjustments made by mid-October ready for the CBU teams to review and make 
any further adjustments. Lorenzo validation/changes will be completed by end of October 
to allow capacity to be downloaded into the planning software and CBU teams will then 
work to produce their full demand and capacity plans, including closing the gap 
requirements, before Christmas. The CBUs will still be required to produce business 
planning packs but these will be reduced in size whilst maintaining the appropriate level 
of information. It is the intention that CBUs are given more autonomy in producing their 
planning packs for next year and therefore only a simple template outline will be issued to 
allow them to express their plans effectively in their own way. The packs will be 
completed by the end of January and these will be reviewed in Director led plan review 
sessions in early February 2020. The Director led review session approach will change 
slightly to incorporate sign off of resource requirements to meet demand plans in the 
meeting rather than teams having to produce business cases after the fact which could 
delay commencement of plans and impact productivity. As the business planning process 
has now been established and is working well the Steering Group have approved two 
additional areas of work this year. The first will explore non-elective business planning 
and the second potential incorporation of waiting list into demand and capacity plans. 

Board For information 
and Assurance 
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Receiving 
Body, i.e. 
Board or 
Committee 

Recommendation
/ Assurance/ 
mandate to 
receiving body 

8.  IPR 

The committee reviewed the IPR focusing on the key performance indicators around 
patient access, people and finance.  The Trust continues to deliver access to services in 
a timely manner for our patients. In terms of key messages: - 

- Emergency access & Patient Flow: September saw recovery of the 4-hour 
position with delivery at 96.3% despite activity being 4% above planned levels. 
This position benchmarks well at a national level with Barnsley the best 
performing trust in the country 

- RTT: 18-week access remains compliant with the Trust's incomplete position at 
93.5% for the month of August. Improvements are being seen in Orthopaedics 
with an expected compliant position in September. Oral Surgery, General Surgery 
and Urology are not compliant at a specialty level but have plans in place to 
improve in Q3. Barnsley benchmarks very well nationally with the third best 
performance in the country  

- Cancer: The Trust improved to a compliant position for 2-week access due to 
significant improvements in access for breast symptomatic patients. 
Implementation of targeted improvements in a number of pathways is on-going. 
The Trust 62-day access standard was not met at 78.5% but is expected to 
recover in September. 38 day inter provider transfer access improved to 70.6% 
against an 85% Trust standard  

- Diagnostic Waits: Diagnostic access remains strong with 99.8% of patients 
accessing services within 6 weeks of referral. This position benchmarks well 
nationally as the fifth best performance in the country. 

Board For information 
and 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 

9.  
Outpatient 
Cancellation 
Report 

The committee received a report analysing the reasons for outpatient cancellations which 
showed that the reasons for cancellations reorganisation of clinics and rota provision 
result in short notice rescheduling. Some services continue to approve under 6- week 
leave for consultant staff. Cancellation of appointments over six week creates rework in 
the organisation, but does not have significant impact on patient experience, although 
may cause a longer wait. However, under six weeks to the appointment, the patient will 
have been sent their appointment date and rescheduling creates both more urgent 
rework in the organisation but also poor patient experience. Multiple reschedules occur, 
in the current rolling twelve months 249 patients have been rescheduled more than twice, 
with 84 of those being rescheduled more than 3 times. 46% of hospital cancels are due to 
the services as outlined above. It is noted that 27% of cancellations are due to the 
hospital determining that the patient date needs deferring/bringing forward due to clinical 
reasons and this is also recorded as a hospital cancellation due to the imitations in 
Lorenzo. 

Nationally there has been no change for the last two years with a cancellation rate 
average of 24%. BHNFT has a cancellation rate of 20% it is difficult to establish whether 
the reason for cancellations are consistent across the NHS. 

As a result of this information the outpatient modernisation working group have 
developed an action plan to address these issues and results from that will be reported 
back through F&P. 

The committee thanked the team for their report and endorsed the action plan outlined.  

Board For information 
and Assurance 

10.  Winter Plan 

The committee received the operational winter plan for 2019/20 and discussed it in detail. 
As part of that discussion questions were asked as to how it fitted into the wider Barnsley 
place plan and the committee received assurance that it had been discussed with 
partners as part of that wider plan. As a result the committee were assured that a robust 
plan had been developed at Trust level and therefore the committee endorsed the plan 
and commended the team for their hard work.  

Board For information 
and Assurance 

11.  Business Cases 

The committee received updates on three benefits realisation papers one for High Cost 
Drugs and Home Care (Due to ET 19/06 and F&P 25/07), one for the replacement of the 
EPAU Ultrasound Machine (Due to CMG 17/09 and ET 10/09) and one for CBU 1 
Outpatient Project (Meridian). In terms of the High Cost Drugs and Home Care the 
benefits realisation report was presented to ET on the 19 June ET and to F&P in July 
where approval was withheld as additional information was required. The Pharmacy lead 
and Business Manager have reviewed the paper, and this has been authorised by CBU3 
Business and Governance ready for presentation to F&P within the coming month. In 
terms of the replacement of the EPAU Ultrasound Machine the benefits realisation report 
was due at CMG on 17 September. A deferral from the October CMG has been agreed 

Board For information 
and 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 

by the Exec Lead and this will now be presented in November. In terms of the 
Outpatients Project (Meridian) this was a follow up appraisal and showed that the 
benefits had been realised. That said the committee felt that the financials could be better 
presented and asked for them to be reviewed and circulated between meetings. 

12.  People 

In terms of workforce the reporting continues to evolve, and the committee complimented 
the team on the improvements made so far: - 

- Sickness Absence and Wellbeing: there is a slight increase in month by 0.12% to 
3.97%. Sickness absence rate remains in an amber position for the second 
consecutive month and is lower than in the same month last year when it was at 
4.10%. It continues to sits below the average control level within the SPC chart. 
The latest available national average sickness absence rate for the NHS is 4.01% 
as at May 2019 which is similar to the Trust which was at 4.03%. There has been 
a reduction in month in long term sickness by 0.23% to 2.35%, however there has 
been an increase in short term sickness by 0.35% to 1.62%. Management of the 
sickness hot spot areas within CBUs continues to be monitored monthly at People 
& Engagement Group. An internal audit review of sickness absence management 
through the Occupational Health referral process has recently completed and the 
final report is due to be presented to the Audit Committee in December 2019. The 
main reason for sickness absence remains stress, anxiety, depression and other 
psychiatric illness, with 1490 FTE days lost in September. Psychological 
wellbeing (including home and work-related stress) has continued to remain the 
top reason for referrals to the Occupational Health and Wellbeing Service over the 
last 12 months. A four-week Mindfulness programme has commenced with 2 
sessions in September fully subscribed with 15 attendees. A waiting list has been 
created and there are approximately 20 people on this for future sessions 
following evaluation of the initial programme. A further Health and Wellbeing 
Fayre is planned to take place in January 2020. Self-referrals due to the 
menopause have reduced since the introduction of the menopause peer support 
group, which continues to attract new membership. Meetings continue bi-monthly 
with good attendance. Specialist Dietician to attend at the November meeting. 
The influenza staff vaccination programme commenced on 1 October. 30% of 
clinical staff have been vaccinated so far. In high risk areas, Chemotherapy (ward 
24) 44%, Neonatal Unit 2%, Critical Care 42%. (Trust had run out of vaccines 
before NNU peer vaccinator was available to vaccinate. New supplies have now 
been received and priority has been given to the NNU PV.)  

- Headcount & FTE: Headcount for month is 3925. The actual FTE is 3200. The 
funded establishment FTE is 3401. The number of open vacancies in month 
actively being recruited to are 121.90 FTE.  

Board For information 
and Assurance. 
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/ Assurance/ 
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- Staff Turnover: the figure reflects the overall BHNFT & BFS Group turnover, in 
line with other workforce metrics which include BFS figures. Previous months’ 
figures had excluded BFS turnover, this has now been adjusted for the 12 months 
rolling period. This month it is slightly higher than the expected range at 10.90%. 
From latest available data as at Q1, 36% of leavers completed exit interviews with 
limited comments, the majority of which were positive. It is anticipated there will 
be better uptake of the new Stay Discussion and that this will prove an effective 
retention tool. An evaluation of the new Stay Discussion scheme is scheduled to 
be undertaken at the next People and Engagement Group meeting.  

- Mandatory Training: has dipped again for the fourth consecutive month to 89.7% 
and into an amber position. The reason for the drop-in compliance is attributed to 
an increase in newly qualified nursing staff who commenced after the induction 
date in September which would have addressed mandatory training. This position 
will be corrected for October 2019.The topic with the highest compliance is 
Moving & Handling Back Care Awareness (once only) at 97.7%. The topic with 
the lowest compliance is Resuscitation Adult BLS at 80.3%. The topic with the 
highest number of people not in date is Fire, Health & Safety with 631people out 
of date followed by Infection Control Level 2 with 418 people out of date.  

- Appraisals: has increased by 0.2% to 93.0%. Feedback on the new appraisal e-
form and the quality of appraisal discussions is currently being collated from 
surveys and staff focus groups, and the findings will be reported to the People & 
Engagement Group.  

- Annual Staff Survey: The NHS annual staff survey opened on 7 October 2019. 
The first reported return rate for the Trust as at 11 October 2019 is 8.6%. When 
the next report is published w/e 18 October, it is anticipated the figure will rise to 
25%. 

13.  Pay Progression 
Policy 

The committee received and endorsed, subject to some minor amendments, the Pay 
Progression Policy. As this is a new policy it needs Board sign off so is attached for sign 
off. 

Board 
For information, 
Assurance and 
sign off. 

14.  People Strategy 
Progress Report 

The committee received its quarterly update on the People Strategy 2018 – 2021 
(launched in August 2018). The report provided an update on the implementation of the 
key actions under each of the four Pillars throughout this period of delivery of the 
strategy, mapped against the Investors in People, CQC Outstanding ratings and NHS 
Leadership Framework national indicators and standards. The report generated plenty of 
discussion., questions and suggestions for development and improvement of the report. 
That said overall the committee were assured that good progress was being made 
against the strategy. 
The committee then had a discussion around the need to focus more on the people 

Board For information 
and Assurance 
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agenda and perhaps to have a protected hour on the agenda. After discussion it was 
decided to review the people element of the F&P workplan and to “flip” the agenda in 
certain meetings so as to start the meetings with the People section this giving it more 
focus. On addition it was agreed that the people and workforce report, which is under 
development, would come in draft format to the November F&P committee for review and 
discussion. 

15.  ICT 

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

- System C Medway EPR project We are currently on track for the Medway 
Programme go-live April 2020. The 2nd Data Migration run has completed with 
favourable results, further trial runs are planned over the next few weeks. Medway 
Mondays started on the 23rd September and are scheduled for every Monday 
11.30-13.30. Training for users who are going to test the system is underway in 
preparation for the 1st round of User Acceptance Testing (UAT) early December.  

- ePMA (electronic prescribing and meds administration) NHS England have 
contacted us to understand whether we are still in a position to spend E-
prescribing funding if it becomes available. An announcement regarding funding 
approval is imminent.  

- Friends and Family Test A new solution that allows responses to friends and 
family test via mobile phones is being piloted for the emergency department and 
isexpected to go live during October.  

- D1 Discharge Eform Full deployment across the trust for V9 discharge eform went 
live Monday 14th October.  

- PACS Project The Mammography breast imaging solution was expected to go live 
and be fully moved to PACS during September 2019. There is now a high risk 
raised on the corporate risk register and we are working with the supplier to 
mitigate risks. Full PACS Enterprise imaging go-live scheduled March 2019. 

Board For information 
and Assurance 

16.  BAF/Corporate 
Risk Register 

Both the BAF and Corporate Risk register were reviewed, and the committee noted and 
agreed the changes to both the BAF and Corporate risk register.  Board For information 

and Assurance 
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REPORT OF THE  
BOARD OF DIRECTORS REF: BoD: 19/11/07/10 

SUBJECT: AUDIT COMMITTEE – CHAIR’S LOG 

DATE: 7 November 2019 

PURPOSE: 

Tick as 
applicable

Tick as 
applicable

For decision/approval Assurance  
For review  Governance  
For information Strategy 

PREPARED BY:   Nick Mapstone, Audit Committee Chair 
SPONSORED BY:  Nick Mapstone 

PRESENTED BY:  Nick Mapstone 

STRATEGIC CONTEXT 
The effectiveness of the Trust’s governance arrangements. 

EXECUTIVE SUMMARY 

The annual Head of Internal Audit Opinion is a statement of the adequacy of the Trust’s framework of 
governance, risk management and internal control. Stage 1 of this review is complete. One medium risk was 
identified. This relates to weaknesses in the Trust’s Board Assurance Framework. 

One internal audit report has been completed since the July Audit Committee. It gave a Significant Assurance 
on the Trust’s Accounts Receivable arrangements. 

The 2019/20 work programmes of External Audit, Internal Audit and the Counter Fraud service are 
progressing satisfactorily. 

The annual review of the effectiveness of the external audit has been undertaken and is very positive. 

The Committee reviewed the first draft of a new Managing Conflicts of Interest policy. 

The Committee invited the Director of ICT to attend to provide reassurance on the Trust’s arrangements to 
managing cyber security and data quality. 

RECOMMENDATION 

The Board of Directors is asked to review and endorse the attached Chair’s log. 
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Audit Committee Chair’s Log 16 October 2019 

Subject: AUDIT COMMITTEE ASSURANCE REPORT Ref: BoD: 19/11/07/10 
 
CHAIR’S LOG  
Committee / Group Date Chair 
Audit Committee 16 October 2019 Nick Mapstone 
 

Agenda Item Issue 
Receiving Body, 

i.e. Board or 
Committee 

Recommendation/ 
Assurance/ mandate to 

receiving body 

5.1 

External audit 
 

a) Progress report 
 
The annual accounts for Barnsley Facilities Services (BFS) and the Trust charity are 
substantially complete. The accounts will be ready for sign-off by the BFS Board and 
the Trustees (respectively) at the end of October 2019. 
 

b) Review of the effectiveness of the external auditor 
  
 The annual review of the effectiveness of the external auditor has been undertaken 

and is very positive. Good professional relationships are in place. 
  

Board For assurance 

5.2 Internal audit 
 
One internal audit report has been completed since the July Audit Committee. It gave 
a Significant Assurance on the Trust’s Accounts Receivable arrangements. 
 
The annual Head of Internal Audit Opinion is a statement of the adequacy of the 
Trust’s framework of governance, risk management and internal control. Stage 1 of 
this review is complete. One medium risk has been identified. This relates to 
weaknesses in the Trust’s Board Assurance Framework.  
 
The Committee reviewed the status and implementation of audit recommendations 
since 1 April 2019. All recommendations associated with high and medium risks were 
implemented by their due date. 
 

 
 
 
 
 

Board 
 
 
 
 
 
 
 

 
 
 
 
 

For assurance 
 
 
 
 
 
 
 
 

5.3 Counter fraud   
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Agenda Item Issue 
Receiving Body, 

i.e. Board or 
Committee 

Recommendation/ 
Assurance/ mandate to 

receiving body 
 
The 2019/20 work programme of the Counter Fraud service is progressing 
satisfactorily. Three cases of fraud are active. There is close liaison between the 
Director of Finance and Counter Fraud service on these cases. 
 
In view of the amount of building works publicised around the hospital, the Committee 
asked the Financial Accountant to alert the finance team to the risk of receiving 
fraudulent invoices. 
 

 
 
 

Board 

 
 
 

For assurance 

 
6.3 and 6.4 

 
 

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

Board For assurance 

6.5c and 7 

Data quality and cyber security 
 
The ICT Director attended the Committee to discuss the Trust’s arrangements for 
managing data quality standards and cyber security.  
 
He described the positive external assurances that the Trust has received to address 
the risks associated with a cyber-attack.  
 
The external and internal auditors stated that there are no trusts in their client base 
that are significantly better than Barnsley Hospital in the management of data quality. 
External and internal audit reviews in the past have found acceptable standards of 
data quality. 
 

Board For assurance 

8 

Managing Conflicts of Interest  
 
The Committee reviewed the first draft of a new Managing Conflicts of Interest policy. 
Further work is needed by the executive to finalise the policy. It is expected that the 
policy will be ready for approval at the Board meeting in December 2019.  
 
The Committee noted that the policy will need to be managed within clinical business 
units.  
 
A communications plan will be needed to support the new arrangements. 
 

Board For assurance 
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Agenda Item Issue 
Receiving Body, 

i.e. Board or 
Committee 

Recommendation/ 
Assurance/ mandate to 

receiving body 

10 

Any other business – Preparations for the next inspection by the Care Quality 
Commission (CQC) 
 
The Head of Quality and Clinical Governance described the comprehensive 
arrangements that have been established to prepare for the next CQC inspection, 
which is expected before March 2020. The Committee suggested that the fast roll-out 
of the ward accreditation programme would improve assurance on the quality of 
services provided by the Trust. 
 

Board For assurance 
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REPORT TO THE BOARD OF DIRECTORS REF: BoD 19/11/07/11  
SUBJECT:   Integrated Performance Report: September 2019 

DATE:          7 November 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:  
September saw recovery of the 4 hour position with delivery at 96.3% despite activity being 4% above planned 
levels. This position benchmarks well at a national level with Barnsley the best performing trust in the country 
RTT:  
18 week access remains compliant with the Trust's incomplete position at 93.5% for the month of August. 
Improvements are being seen in Orthopaedics with an expected compliant position in September. Oral Surgery, 
General Surgery and Urology are not compliant at a specialty level but have plans in place to improve in Q3. 
Barnsley benchmarks very well nationally with the third best performance in the country 
Cancer:  
The Trust improved to a compliant position for 2 week access due to significant improvements in access for breast 
symptomatic patients. Implementation of targeted improvements in a number of pathways is on-going. The Trust 
62 day access standard was not met at 78.5% but is expected to recover in September. 38 day inter provider 
transfer access improved to 70.6% against an 85% Trust standard 
Diagnostic Waits:  
Diagnostic access remains strong with 99.8% of patients accessing services within 6 weeks of referral. This 
position benchmarks well nationally as the fifth best performance in the country 

2. Quality of Care: 

2.1 Patient Safety: 
Infection Prevention and Control: 
Three confirmed cases of Clostridium Difficile were reported in September. The Trust has had an external review of 
systems and processes in order to ensure improvement the results of this are currently being reviewed. The 
Clostridium Difficile action plan continues to be implemented. 
 
Deaths: 
There was one death subject to investigation in September this was a baby death. 
 
Three serious incidents were reported in the month: 
• 2019/20297 – Inappropriate patient handling (incident occurred in August 2019) Pack page 75



• 2019/60247 – Baby death (incident occurred August 2019) 
• 2019/20915 – Death in-utero (incident occurred in July 2019 
 
Pressure Ulcers: 
There have been a total of 11 category 2 hospital acquired pressure ulcers reported this month, this has a decrease 
from last month.  Of the 11 there have been 5 which have resulted as lapses in care.  
 
NB There are three outstanding, which will be reviewed at the pressure ulcer forum on the 16th October 2019.  
 
There has been 2 hospital acquired device related pressure ulcers, none of which resulted from lapses in care. One 
was a category 2 and the other was an unstageable pressure ulcer and were both caused by casts applied after 
surgical procedures.  
The findings of the RCAs were that documentation was either incomplete or inaccurate and there was inadequate 
repositioning in relation to reacting to red, education and training is ongoing regarding this. 
 
Falls 
In September, there were 75 inpatient falls reported Trust wide, 16 were repeat falls. This is consistent in 
relation to last 12months but is an increase from last month whereby falls were very low. There were no 
falls that resulted in moderate harm or greater.  The falls CQUIN compliance remains consistently above 
the 80% target and weekly audits for assurance that the 3 high impact actions for the prevention of falls 
are implemented. The trust has achieved and overall compliance of 83% for quarter two. 
 
2.2 Patient Experience: 

During August the Trust received 26 new complaints.  The complaints were allocated as follows:  CBU 1 – 11, CBU 2 
– 10, CBU 3 – 4 and Corporate Services – 1.   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.  68% of complaints closed within September were upheld or 
partly upheld.   The PA&C Team dealt with 187 concerns and 65 general enquiries (total 252) during the month. 
 
Sickness:  
There is a slight increase in month by 0.12% to 3.97%. Sickness absence rate remains in an amber position for the 
second consecutive month, and is lower than in the same month last year when it was at 4.10%. The latest available 
national average sickness absence rate for the NHS is 4.01% as at May 2019 which is similar to the Trust which was 
at 4.03%.  Management of the sickness hot spot areas within CBUs continues to be monitored monthly at People & 
Engagement Group. An internal audit review of sickness absence management through the Occupational Health 
referral process  has recently completed and the final report is due to be presented to the Audit Committee in 
October 2019 
Staff Turnover:  
Staff turnover is slightly higher than the expected range at 10.87%   From latest available data as at Q1, 36% of 
leavers completed exit interviews with limited comments, the majority of which were positive. It is anticipated 
there will be better uptake of the new Stay Discussion and that this will prove an effective retention tool. Analysis 
of Stay Discussion information will be included  in future reporting  
Mandatory Training:  
Has dipped again for the fourth consecutive month to 89.8% and into an amber position. The topic with the highest 
compliance is Moving & Handling Back Care Awareness (once only) at 97.7%. The topic with the lowest compliance 
is Resuscitation Adult BLS at 80.3%  
Staff Appraisal Rate:  
Has increased by 0.2% to 93.0%. Feedback on the new appraisal e-form and the quality of appraisal discussions is 
currently being collated from surveys and staff focus groups, and the findings will be reported to the People & 
Engagement Group  

3. Finance:  
• The overall financial position is £0.869m favourable to plan  
• Total income is £3.660m favourable to plan year to date 
• CIP achievement is adverse to plan by £0.077m year to date 
• Cash is £9.678m favourable to plan 
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• Capital expenditure is £2.407m less than plan 

RECOMMENDATIONS 
The Trust Board are asked to receive and endorse the latest IPR 
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1. Purpose of the Report:

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

quality requirements mandated nationally, metrics detailed in the NHSi oversight model and those identified within the BHNFT Operational Plan for 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 
September 2019 
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1 2 3 9 10 16 17 18 19 20 21

Planned Financial Position 
Income
Cost Improvement Programme

Cancer 

Diagnostic Waits

Sickness Absence

Mandatory Training

Staff Turnover

Staff Appraisal Rates

September saw recovery of the 4 hour position with delivery at 96.3% despite activity being 4% above planned levels. This position benchmarks well at a 

national level with Barnsley the best performing trust in the country. Continuing work within the department, trust and with partners to ensure resilience for 

winter.

18 week access remains compliant with the Trust's incomplete position at 93.5% for the month of August. Improvements are being seen in Orthopaedics with an 

expected compliant position in September. Oral Surgery, General Surgery and Urology are not compliant at a specialty level but have plans in place to improve in 

Q3. Barnsley benchmarks very well nationally with the third best performance in the country

The Trust improved to a compliant position for 2 week access due to significant improvements in access for breast symptomatic patients. Implementation of 

targeted improvements in a number of pathways is on-going. The Trust 62 day access standard was not met at 78.5% but is expected to recover in September. 

38 day access improved to 70.6% against an 85% Trust standard

Diagnostic access remains strong with 99.8% of patients accessing services within 6 weeks of referral. This position benchmarks well nationally as the fifth best 

performance in the country

Capital Plan

The overall financial position is £0.869m favourable to plan 

Total income is £3.660m favourable to plan year to date

CIP achievement is adverse to plan by £0.077m year to date

Cash is £9.678m favourable to plan

Capital expenditure is £2.407m less than plan

There is a slight increase in month by 0.12% to 3.97%. Sickness absence rate remains in an amber position for the second consecutive month, and is lower than

in the same month last year when it was at 4.10%. The latest available national average sickness absence rate for the NHS is 4.01% as at May 2019 which is

similar to the Trust which was at 4.03%. Management of the sickness hot spot areas within CBUs continues to be monitored monthly at People & Engagement

Group. An internal audit review of sickness absence management through the Occupational Health referral process has recently completed and the final report

is due to be presented to the Audit Committee in October 2019

Has dipped again for the fourth consecutive month to 89.8% and into an amber position. The reason for the drop in compliance is attributed to an increase in

newly qualified nursing staff who commenced after the induction date in September which would have addressed mandatory training. This position will be

corrected for October 2019. The topic with the highest compliance is Moving & Handling Back Care Awareness (once only) at 97.7%. The topic with the lowest

compliance is Resuscitation Adult BLS at 80.3% 

Has increased by 0.2% to 93.0%. Feedback on the new appraisal e-form and the quality of appraisal discussions is currently being collated from surveys and staff

focus groups, and the findings will be reported to the People & Engagement Group

Staff turnover is slightly higher than the expected range at 10.87% From latest available data as at Q1, 36% of leavers completed exit interviews with limited

comments, the majority of which were positive. It is anticipated there will be better uptake of the new Stay Discussion and that this will prove an effective

retention tool. Analysis of Stay Discussion information will be included  in future reporting 

Referral To Treatment (18 weeks)
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Emergency Access

Planned Cash Position

Patients Partnerships People Performance  

BHNFT At-a-Glance 
September 2019 
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Patient 

Experience

Clinical 

Effectiveness

SHMI - Latest data Q4 March 2019 - 99.3

HSMR Rolling 12 month August 18 - July 19 - 95.36

Patient 

Safety

Complaints

During August the Trust received 26 new complaints.  The complaints were allocated as follows:  CBU 1 – 11, CBU 2 – 10, CBU 3 – 4 and Corporate Services – 1.   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.  68% of 

complaints closed within September were upheld or partly upheld.   The PA&C Team dealt with 187 concerns and 65 general enquiries (total 252) during the month.

 


Pressure Ulcers

There have been a total of 10 category 2 hospital acquired pressure ulcers reported this month, this has a decrease from last month.  Of the 10 there have been 6  which have resulted as lapses in care.  

The findings of the RCAs were that the lapses in care were; 

• assessment documentation not completed in ED and lack of oversight from registered nurse that meant repositioning was not completed,  

• poor documentation that was either incomplete or inaccurate 

• inadequate repositioning and inadequate offloading of heels

• failure  in relation to reacting to red, 

To address these issues education and training is on-going trust wide and wards have action plans specific to them..

There has been 2 hospital acquired device related pressure ulcers, none of which resulted from lapses in care. One was a category 2 and the other was an unstageable pressure ulcer and were both caused by 

casts applied after surgical procedures. 

Incidents

One incident resulting in severe harm

• Delay in treatment/procedure – the harm of this incident is under review

Three serious incidents reported in the month

• 2019/20297 – Inappropriate patient handling (incident occurred in August 2019)

• 2019/60247 – Baby death (incident occurred August 2019)

• 2019/20915 – Death in-utero (incident occurred in July 2019)

Falls

For this month there were 75 inpatient falls reported Trust wide, 16 were repeat falls. This is consistent in relation to last 12months. There were no falls that resulted in moderate harm or greater.  The falls 

CQUIN compliance remains consistently above the 80% target and weekly audits for assurance that the 3 high impact actions for the prevention of falls are implemented.

Infection Prevention & Control

The Trust is currently working against a Clostridium difficile infection action plan which is progressing and monitored at the IPCG.

As part of the action plan 4 wards are trailing an alternative cleaning product – Tristell. As well as being a safer product to use than SoChlor it will offer high level cleaning as routine. The trial has been 

successful. Full Trust roll out will commence as soon as the product is available via NHS Supply Chain. Also working with BFS to enhance cleaning by proactively using the Ultra V.

Antibiotic audits have been undertaken by the antimicrobial pharmacist to wards identified as having patients with a hospital attributed CDI. Audits have shown in some instances over use of certain 

antibiotics. Antimicrobial pharmacist and the microbiologists are actioning this.

An external review was commissioned. Suggestions included a deep clean programme, some additions to the CDT policy around responsibilities and improve medical staff engagement with the RCA process.

Also developing a CDT road show with one of the matrons and working closely with ward 23 to develop a ‘perfect ward’ in relation to CDI and IPC. Good practice to be shared with other wards.

Have explored best practice from other organisations, to date; appear to be doing the same (if not more) than other Trusts.

Patient Safety

Patients Partnerships People Performance  

BHNFT At-a-Glance 
September 19 
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2 3 4 6 7

Domain KPI Standard
Standard
(Month)

Set By Current Qtr. Year to Date
Year-End 

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

Falls 785 (<) 65 BHNFT 192 394 788 58 53 83 72 70 66 72 76 71 55 70 47 75

Repeat Falls n/a BHNFT 34 73 146 12 8 13 14 14 11 19 17 17 5 13 5 16

Falls resulting in moderate harm or above 20 (<) 1 BHNFT 3 7 14 1 3 1 2 1 1 0 2 0 2 1 2 0

Hand washing 95% (>) National 97% 96% 96.9% 99% 99% 95% - - - - 94% 97% 97% 96% 99% 99%

Pressure Ulcers category 2 (Lapses in care) G < 30, R >30 0 BHNFT 17 29 58 2 5 5 4 7 6

To eliminate pressure ulcers resulting from medical devices resulting in lapses of care. 2 9 18 4 3 0 2 0 0

Q - Hospital Acquired Clostridium Difficile 19 (<) 1 NHSE 9 13 26 2 3 1 2 0 2 2 1 1 2 2 4 3

Q - Serious Incidents - NHSE 9 13 - 4 9 9 4 2 2 5 2 0 2 2 4 3

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

Q-Total Number of Incidents Resulting in Severe Harm 0 0 National 3 6 - 1 3 1 1 1 1 0 1 0 2 2 0 1

Q- FFT Response Rate ED G >= 10%, R < 10% BHNFT 1.4% 2.2% - 1.3% 1.5% 6.2% 3.1% 0.4% 0.4%

Q - FFT Response Rate IP G >= 10%, R < 10% BHNFT 37% 35% - 32% 35% 38% 44% 31% 31%

Q- FFT Response Rate MAT G >= 10%, R < 10% BHNFT 47.7% 47.1% - 32.6% 39.9% 61.6% 45.2% 50.2% 37.0%

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

<82.5% (> )
BHNFT 88% 92% 90% 97% 95% 91% 66% 79% 61% 84% 86% 94% 95% 88% 81% 96%

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

<82.5% (> )
BHNFT 96% 97.3% 98% 96% 98% 97% 97% 97% 99% 98% 98% 98% 99% 98% 98% 92%

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

<82.5% (> )
BHNFT 95.9% 95.6% 95% 98% 94% 94% 93% 96% 94% 96% 94% 96% 95% 96% 96% 96%

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

<82.5% (> )
BHNFT 71.1% 72.1% 82.0%

 Complaints closed within target or agreed extension % G >90%, A >=70%-90%, R <70% (>) BHNFT 100% 100% 91.1% 100% 97.1% 96.9% 100% 100% 100% 100% 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 98.3% 98.3% 97.9% 98.6% 97.6% 97.2% 98.6% 98.1% 98% 97.8% 98.1% 98.2% 98.5% 98.2% 98.5% 98.2%

Q - Sepsis-Antibiotics given within Hour of diagnosis G >= 90%, R < 90% National 92.9% 87.8% 85.5%

Q -  HSMR (Rolling 12 months) Latest Data is July 2019  - - - 109.8 106.6 104.9 103.3 102.8 100.5 99.2 96.9 96.9 97.9 95.4

Crude Mortality (Number of Deaths) - - - 80 78 80 102 114 96 92 100 88 79 65 69 80

SHMI (Rolling 12 months) Latest Data is March 2019 - - - 103.0 101.0 99.3

RAG Description

RED Failed Target

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

achieved)

GREEN Achieved Target

< Less Is Good 

> More is good

Q KPI is in the Quality Schedule 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 Sep-18 Oct-18 Nov-18 Dec-18 Jan-19 Feb-19 Mar-19 Apr-19 May-19 Jun-19 Jul-19 Aug-19 Sep-19

People will be proud to work for us

Staff Turnover (Rolling 12 months) G <=10%, A >10%-11%, R >11% (<) BHNFT 10.4% 9.2% 8.8% 11.0% 10.6% 10.6% 10.3% 9.3% 9.2% 9.3% 9.2% 9.8% 10.0% 10% 10.3% 10.9%

Staff Appraisal Rate G >90%, A >=70%-90%, R <70% (>) BHNFT 92.3% 67% 90% 92.2% 92.2% 91.9% 91.2% 90.7% 90.2% 89.9% 7.6% 31.4% 86.5% 91.2% 92.8% 93.0%

Mandatory Training G >90%, A >=85%-90%, R <85% (>) BHNFT 90.3% 90.7% 90% 86% 86% 87.9% 88.4% 88% 89% 90.3% 90.9% 91.3% 91.2% 90.7% 90.3% 89.8%

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

(<)
BHNFT 4.04% 4.12% 4.34% 4.14% 4.17% 4.45% 4.27% 5.03% 4.85% 4.63% 4.12% 4.10% 4.02% 4.31% 3.85% 3.97%

Performance matters - Key Performance Indicators

RTT Incomplete Pathways (August 19) 92% (>) National 93.4% 94.7% 92% 95.1% 95.9% 95.3% 95.1% 95.7% 95.6% 95.2% 95.0% 94.7% 94.3% 93.5% 93.3%

Q - Cancer 2 Week Waits 93% (>) National 90.5% 91.0% 93.8% 94.9% 93.5% 95.2% 96.2% 96.4% 95.6% 95.6% 93.4% 94.8% 85.8% 87.8% 93.3%

Q - Symptomatic Breast 2 Week Waits 93% (>) National 68.1% 74.5% 90% 92.0% 94.7% 92.2% 93.6% 94.4% 95.3% 94.6% 92.1% 94.9% 48.4% 57.9% 82.8%

Q - 31 Day - 1st Definitive Treatment 96% (>) National 99% 96% 98.5% 100% 100% 97% 99% 99% 94% 99% 95% 92% 97% 100% 97%

Q - 31 Day - Subsequent Treatment (Surgery) 94% (>) National 100% 98% 98.5% 100% 100% 100% 100% 91% 100% 83% 91% 100% 100% 100% 100%

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 56.0% 62.7% 75.6% 93.1% 61.5% 62.1% 92.3% 66.7% 50.0% 58.6% 61.9% 63.6% 70% 55.9% 70.6%

Q - 62 Day - GP Referral to Treatment 85% (>) National 84.0% 82.1% 86% 87.7% 91.4% 85.7% 87% 85.4% 94% 89.2% 93.2% 78.0% 73.3% 88.8% 78.5%

Q - 62 Day - Screening Referral to Treatment 90% (>) National 90.2% 92.8% 90% 71.4% 73.3% 92.0% 78.6% 89.5% 93.8% 100% 100% 79% 100% 100% 94%

Q - 62 Day - Consultant Upgrade to Treatment 85% (>) BHNFT 97.1% 92% 95% 100% 81% 86% 100% 91% 100% 100% 100% 100% 75% 94% 100%

Emergency % Patients Waiting <4 Hours 95% (>) National 93.6% 95% 95% 98.6% 95.4% 97.4% 96.7% 91.1% 92.9% 96% 96% 95.6% 95.6% 93.5% 91.3% 96.3%

Average Length of Stay - Elective (Spell) G <=3.45, A >3.45-3.91, R >3.91 (<) BHNFT 2.74 2.67 - 2.44 2.94 2.60 3.14 2.88 2.32 2.72 2.65 2.20 2.94 3.00 2.67 2.56

Average Length of Stay - Non-Elective (Spell) G <=3.45, A >3.45-3.91, R >3.91 (<) BHNFT 3.07 3.08 - 3.40 3.26 3.19 3.12 3.48 3.37 3.38 3.07 3.16 3.06 3.04 3.07 3.09

Re-admissions % (Validated) 8% BHNFT - 7.1% 6.8% 6.2% 7.7% 7.5% 8.4% 7.2% 8.5% 8.6% 8.3% 8.4% 8.5% 8.1%

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

Cancelled Operations - Sitrep Reportable 0.8% BHNFT 0.8% 0.5% 0.4% 0.6% 0.3% 0.4% 0.3% 0.8% 0.2% 1.1% 0.5% 0.7% 0.4% 0.7% 0.5% 0.6%

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

(<)
7.2% BHNFT 6.8% 6.8% 7% 7% 6.9% 7.0% 7.3% 6.4% 6% 6.5% 6.8% 6.9% 6.7% 6.6% 6.7% 7.1%

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
100% 77% - 100.0% 85% 167% - - 2.7 2.1 0.0 0.3 5.1 Registered Nurses

Ward 18
85.5% 100.8% 100.0% 100.0% 104% 149.4% 100.0% 100.0% 2.9 3.2 0.5 0.2 6.8 Registered Midwives

Ward 19 
Elderly 77.1% 87.1% - - 101.6% 104.4% - - 2.4 4.1 0.0 0.0 6.5 Unregistered health care/midwifery care assistants

Ward 20 
ASU 65.8% 96% - 100.0% 100% 128.2% - 100.0% 2.3 4.4 0.0 0.1 6.8 Unregistered nursing/midwifery auxiliaries.

Ward 21 
79.0% 87% - - 99.9% 121% - - 2.5 2.7 0.0 0.0 5.2

Ward 22 
Diabetes/E

ndo
73.1% 101.6% - - 100.0% 116.1% - - 2.6 2.7 0.0 0.0 5.3

Ward 23 
Frailty Unit 86.5% 105.3% - 100.0% 91.6% 98.7% - - 3.4 4.4 0.0 0.1 7.9

Ward 24
89.0% 94.2% - 100.0% 98.8% 100.0% - - 4.5 3.0 0.0 0.3 7.8

Ward 29 
SSU 100% 100.0% - - 98.1% 99% - - 2.5 1.8 0.0 0.0 4.2

Ward 30 
General 
Medical 

99% 100% - - 98.3% 100% - - 2.4 1.8 0.0 0.0 4.2

AMU
75.5% 76.2% - 100.0% 82.2% 127.2% - 100.0% 4.1 3.1 0.0 0.4 7.6

CCU
76.0% 80.4% - - 92% - - - 11.9 1.8 0.0 0.0 13.7

Ward 31 
SA 87.0% 115.0% - 100.0% 96.6% 132.3% - 100.0% 3.3 3.4 0.0 0.3 6.9

Ward 32
74.7% 92.1% - 100.0% 95.0% 108.4% - 100.0% 2.9 3.2 0.0 0.3 6.4

Ward 33
89.6% 120.0% 100.2% 100.0% 100.8% 135% - 100.0% 3.0 4.1 0.0 0.3 7.6

Ward 34
75.0% 62% 100.0% 100.0% 78% 113.3% - - 5.9 3.9 0.0 0.2 10.9

ITU
87% 98% - - 96% - - - 33.4 3.3 0.2 0.0 36.6

SHDU
102% 101% - - 90% - - - 17.9 5.2 1.0 0.0 23.1

AN/PN 
100% 92% - - 100% 107% - - 4.3 1.2 0.0 0.0 5.5

Birthing 
Centre 98% 97% - - 99% 97.1% - - 24.4 4.4 0.0 0.0 28.8

Gynae 
Inpatient 

Ward

100% 100% - 100.0% 100% 100% - - 3.4 2.8 0.0 0.6 6.8

Ward 15 
NNU 94% 44% - 100.0% 83% 107.1% - 100.0% 10.0 1.4 0.0 0.7 12.1

Ward 37 
86% 176% - 100.0% 58% 33.6% - 100.0% 6.8 2.8 0.0 0.5 10.1

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.

The Care Hours per Patient Day (CHPPD) which is an indicator of staffing 

requirements however has remained stable with an overall for the month of 

8.1 which is in line with national average.

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.

The Trust is currently rolling out Safecare module to the e-roster system 

which will enable staffing requirements to be matched to acuity and 

dependency based on national tools. 

Due to the roll out of Safecare and the NHS Professionals interface the data 

thismonth has been affected and must be read with caution.

NHS England/NHS Improvement have also commenced data collection of 

Nursing Associates Registered and Trainee Nursing Associates seperately 

from this month.

Care Hours Per Patient

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

110 - TRAUMA & ORTHOPAEDICS

300 - GENERAL MEDICINE

300 - GENERAL MEDICINE

110 - TRAUMA & ORTHOPAEDICS

100 - GENERAL SURGERY

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

Ave fill rate 

Care staff 

(%)

502 - GYNAECOLOGY

422 - NEONATOLOGY

192 - CRITICAL CARE MEDICINE

192 - CRITICAL CARE MEDICINE

501 - OBSTETRICS

320 - CARDIOLOGY

430 - GERIATRIC MEDICINE

303 - CLINICAL HAEMATOLOGY

300 - GENERAL MEDICINE

320 - CARDIOLOGY

300 - GENERAL MEDICINE

Ave fill rate 

Registered

Avg fill 

rateRegistered 

Nursing 

Associates %

Registered 

Nurses/Midwive

s Nursing 

Associates

Specialty
Ave fill rate 

Registered
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301 - GASTROENTEROLOGY

100 - GENERAL SURGERY

420 - PAEDIATRICS

Day
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.

Night

Care Staff 

Nursing 

Associates

Ward 

name

Avg fill rate 

care staff 

Nursing 

Associates %

Avg fill 

rateRegistered 

Nursing 

Associates %

Avg fill rate 

care staff 

Nursing 

Associates %

Patients Partnerships People Performance 

7
Pack page 84



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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Diagnostic access remains strong. One 6 week diagnostic breach was observed for DEXA scanning as a result of technical issues with the scanner which have now been 

resolved.

Patients Partnerships People Performance  
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DNA Rates 

New Follow Up Total Standard 2017/18

Cancelled Operations target is '0' 

0.4% 

0.8% 

1.1% 
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0.8% 
0.8% 

0.6% 
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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% 
8.5% 8.6% 8.3% 8.4% 8.5% 8.1% 
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Cumulative Validated Re-admissions 
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Diagnostic Tests over 6 Weeks 

Standard Actual % 1920
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Performance Matters (KPIs)

Patients Partnerships People Performance  

Emergency Access and Patient Flow (1)
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• Project plan agreed by executive team to undertake a Trust wide role out of ProWard. The implementation plan is in place with an agreed trajectory of all medical wards utilising ProWard by end December 2019. 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 14 and 21 days. The collaboration takes place between partners from 

SWYFT, medical staff, social services and the Trust Discharge Matron.

• A transfer team will be trailed over winter. The unregistered nursing team will support with preparing patients for transfer in collaboration with portering services. The service will be managed by the Discharge Unit.

• Winter plan in place with overview being presented at October F&P.

• The therapy led ‘home first’ pilot rolled out September 2019, this will be evaluated as part of the winter plan.

• Successful SAFER September event took place. This was a multidisciplinary approach to educate and involve frontline clinical staff in both SAFER concepts and also long length of stay.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% 95.56% 

93.45% 

91.26% 

96.32% 
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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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No. Ambulance Handover Times (Pre-validated YAS) 

No. between 15 & 30 mins No. between 30 & 60 mins No. between 60 & 120 mins No. over 120 mins Not recorded

EWS = Amber only 
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Performance Matters (KPIs)

Patients Partnerships People Performance  

Emergency Access and Patient Flow (3)

ED Delivery Dashboard V4
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Performance Matters (KPIs)

Patients Partnerships People Performance  

Regulatory Performance - 18 Week Referral to Treatment

As stated 

RTT 18 Week Performance - August 2019
Validated Position

Comments
Specialty <18 >18 Total %

CARDIOLOGY 597 5 602 99.17%
DERMATOLOGY 1261 79 1340 94.10%
E N T 1185 67 1252 94.65%
GASTROENTEROLOGY 864 15 879 98.29%
GENERAL MEDICINE 125 0 125 100.00%
GENERAL SURGERY 1652 165 1817 90.92%
GERIATRIC MEDICINE 175 1 176 99.43%
GYNAECOLOGY 939 20 959 97.91%
OPHTHALMOLOGY 1277 57 1334 95.73%
ORAL SURGERY 1149 220 1369 83.93%
OTHERS 928 52 980 94.69%
RESPIRATORY MEDICINE 291 6 297 97.98%
RHEUMATOLOGY 323 3 326 99.08%
TRAUMA AND ORTHOPAEDICS 1179 131 1310 90.00%
UROLOGY 765 85 850 90.00%
Total 12710 906 13616 93.35%
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Incompletes - Standard 92%

At the end of August overall Trust RTT performance was 93.35%, compared with 

the target of 92%, making Barnsley Hospital the third highest performing trust in 

the country. All specialties were compliant other than general surgery, oral 

surgery, orthopaedics, and urology. Recovery plans are being implemented and 

Orthopaedics is expected to regain compliance in September. 

In August the Trust reported one 52 week breach which was found following an 

administrative error. Other than a delayed pathway, there was no harm to the 

patient who has since received prompt treatment. This finding is being managed 

as a serious incident with an external review of findings commissioned and an 

action plan being delivered to address underlying issues.

90% 92.37% 92.21% 93.16% 93.37% 93.57% 94.35% 94.70% 95.08% 95.86% 95.32% 95.06% 95.71% 95.59% 95.20% 94.8% 94.74% 94.27% 93.53% 93.35% 
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Performance Matters (KPIs)

Patients Partnerships People Performance  

Regulatory Performance - Cancer

In
te

r 
p

ro
vi

d
e

r 
Tr

an
sf

e
r

B
re

as
t 

Sy
m

p
to

m
at

ic

A
ll 

C
an

ce
r 

2
 W

e
e

k 
W

ai
ts

40%

50%

60%

70%

80%

90%

100%

P
e

rc
e

n
ta

ge
 P

o
si

ti
vi

ty
 

Actual Standard
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Actual Standard

38 Day Inter-Provider Transfers 
 
August shows a significant increase in performance (70.6%) from the 
gradual improvement since the start of the financial year in the 38 
day standard. This is below the target of 85% and is due to 10 of 24 
patient transfers occurring beyond day 38 of pathways. Breaching 
specialties consist of Head & Neck (1), Lower GI (1), Lung (3), Skin (1), 
Upper GI (2) and Urology (2). Reasons include close proximity of 
investigations to MDT resulting in 7 day delay, medical reasons 
resulting in the delay of diagnostic testing, inefficient pathway and 
some patient choice. Analysis of breach reasons demonstrates that 
targeted improvements to diagnostic phases of key pathways will 
deliver a reduction in around half of the non compliant 38 day 
pathways. Lower GI STT went live in early September with a positive 
start. 
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Performance Matters (KPIs)

Patients Partnerships People Performance  

Regulatory Performance - Cancer

Graph to follow from Cancer services

Graph to follow from Cancer services
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62 Day - Urgent GP Referral to Treatment 

Actual Standard
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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
Two Week Waits

In August the two week wait standard of 93%  was attained, with the Trust achieving an overall compliant position of 93.3%. 

This is mainly due to the increase in capacity within the Breast Service.  The forecasting tool that is discussed and updated on a weekly basis has help point areas of concern so the team can then action additional capacity.

Breast Symptomatic

The validated position for August has significantly improved from previous months (June 48.4% / July 57.9%) however the overall position remains non-compliant at 82.8% against a target of 93.0%. 16 breaches in total which were due to capacity

issues (11) and patient choice (5). Early indications show an invalidated position of 98.1% for September with 3 of the 5 weeks achieving 100%

62 Day GP Referral to Treatment

The validated August performance for the 62 day cancer pathway standard was non-compliant at 78.5% against a target of 85%. This was due to local breaches in Head & Neck (1), Lower GI (2) and Upper GI (1). Along with shared breaches in Head &

Neck (1), Lower GI (1), Lung (1), Skin (1), Upper GI (2) and Urology (3).

On-going plans with the service have been discussed and agreed in 4 key areas (Lower GI, Head and Neck, Lung and Urology) these have been focusing on the front end diagnostic element of the pathways to support not only 62 access but 28 and 38

day access also. Actions include:  

The introduction of Straight to Test in September for Lower GI.  

The change to the Biopsy session that occur in Radiology for Prostate patients.  This will reduce the waiting time for MDT discussion by 7/10 days.  

A dedicated Head and Neck Lump pathway so GPs can access ultrasound scans with the knowledge that these patients will be signposted to the most appropriate test thereafter.

A great example of changing pathways from a patient breach is within Skin. The Cancer and Dermatology team have introduced a minor ops check list to ensure that excisions occur that where expected. This check list allows quick communication to

the Cancer team if plans are changed so further appointments and investigations can be arranged to reduce the delay for the patient.               

62 Day Screening Referrals to Treatment

The validated August performance for the 62 day cancer pathway standard for the Trust was compliant at 100.0% against a 90% target.

62 Day Consultant Upgrade to Treatment

The validated August performance for the 62 day cancer pathway standard for the Trust was compliant at 100.0% against an 85% target.
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High Level Summary 
  
Sickness  -   there is a slight increase in month  by 0.12%  to 3.97%. Sickness absence rate remains in an amber position for the 
second consecutive month, and is lower  than in the same month last year when it was at 4.10%. The latest available national 
average sickness absence rate for the NHS is 4.01% as at May 2019 which is similar to the Trust which  was at 4.03%.  
Management of the sickness hot spot areas within CBUs continues to be monitored monthly at People & Engagement Group. 
An internal audit review of sickness absence management through the Occupational Health referral process  has recently 
completed and the final report is due to be presented to the Audit Committee in October 2019.  
 
Staff Turnover—  figure reflects the overall BHNFT & BFS Group turnover. It is slightly higher than the expected range at 10.87%   
From latest available data as at Q1, 36% of leavers completed exit interviews with limited comments, the majority of which 
were positive. It is anticipated there will be better uptake of the new Stay Discussion and that this will prove an effective  
retention tool. Analysis of Stay Discussion information will be included  in future reporting.    
 
Mandatory Training  -  has dipped again for the fourth consecutive month to 89.8% and  into an amber position. The topic with 
the highest compliance is Moving & Handling Back Care Awareness (once only) at 97.7%. The topic with the lowest compliance 
is Resuscitation Adult BLS at 80.3%.   
 
Staff Appraisal Rate  -  has increased by 0.2% to 93.0%. Feedback on the new appraisal e -form and the quality of appraisal 
discussions is currently being collated from surveys and staff focus groups, and the findings will be reported to the People & 
Engagement Group. 
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People - Trend Analysis 
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Patients Partnerships People Performance  

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

18/19 19/20 19/20

Actual Plan Actual Variance %

Elective Daycases 13,824 13,710 14,539 829 6%

Elective Inpatients 2,038 1,713 1,856 143 8%

Elective Total 15,862 15,423 16,395 972 6%

Non Elective Total 18,229 20,493 21,513 1020 5%

Maternity Pathway Total 3,235 3,157 3,228 71 2%

A&E Total 41,875 49,880 52,084 2204 4%

Outpatients Total 164,136 160,326 177,704 17378 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
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Main area of under performance is in Electives. The main area of over performance is A&E.

 

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

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

performing are General Surgery +276 and Ophthalmology +148.

 

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

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

 

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

+6543.
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SUMMARY

Item RAG

1

2

3

4

5

Comments

Referral to Treatment Validation Failing specialties at month end 4 specialties are failing out of 15

Process of  validation currently under review.  The Trust is 

currently achieving 93.35%, this is reducing compared to previous 

months.

Outpatient missing and incomplete coding. Average outpatient tariff / patient record Average tariff: £99.71

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.

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 looked at weekly and any errors reported. This will remain 

amber as will always be an on-going task. 

22.38%

Current position is 139.09%

Metric Metric Current Position

Medway Data Quality To be decided To be decided

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 - Management of 

multiple pathways from the same referral.

We are working on mitigating the risk of data quality issues arising 

when migrating to Medway (SystemC).  Currently we are working 

closely with the SystemC team to map all our data correctly, 

validating review list patients, patient addresses and revisiting the 

use of the Trust's PTL to validate patients. This work is being 

overseen by the Data Quality Group and Trust Operations Group.

Comments

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

of capacity planning process 

Referral APP Ratio 

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)

Elective inpatients 276 295 6.88% 19 1,713 1,856 8.35% 143 CIP £'000 £'000 £'000 £'000 £'000 £'000

Day Cases 2,264 2,478 9.45% 214 13,710 14,539 6.05% 829 Income 85 118 38.24% 33 510 1,890 270.59% 1,380

Outpatients 26,145 29,337 12.21% 3,192 158,894 176,199 10.89% 17,305 Pay 278 68 -75.54% (210) 1,505 520 -65.45% (985)

Non-elective inpatients 3,305 3,536 6.99% 231 20,550 21,524 4.74% 974 Non-Pay 158 96 -39.24% (62) 948 476 -49.79% (472)

A&E 8,266 8,423 1.90% 157 49,880 52,084 4.42% 2,204 Total CIP 521 282 -45.97% (240) 2,963 2,886 -2.60% (77)

Other (excludes direct access tests) 8,578 8,941 4.23% 363 51,567 52,985 2.75% 1,418

Total activity 48,834 53,010 8.55% 4,176 296,314 319,187 7.72% 22,873 SOFP £'000 £'000 £'000 £'000 £'000 £'000

Capital Spend (1,344) (268) 80.06% 1,076 (4,339) (1,932) 55.47% 2,407

INCOME £'000 £'000 £'000 £'000 £'000 £'000 Inventory 2,812 3,073 9.28% (261)

Elective inpatients 859 1,042 21.36% 183 5,370 5,936 2.96% 566 Receivables 12,277 14,244 16.02% (1,967)

Day Cases 1,379 1,600 16.04% 221 8,472 9,230 8.95% 758 Payables (inc. Accruals) (15,972) (23,957) -49.99% 7,985

Outpatients 2,755 3,014 9.41% 259 17,672 17,856 1.04% 184 Other Liabilities (348) (1,387) -298.56% 1,039

Non-elective inpatients 6,037 6,178 2.33% 141 37,590 38,204 1.63% 614

A&E 1,181 1,197 1.37% 16 7,125 7,399 3.85% 274 Cash & Loan Funding £'000 £'000 £'000

Other Clinical 4,594 4,399 -4.24% (195) 26,287 27,054 2.92% 767 Cash 1,000 10,678 967.80% 9,678

Risks & Penalties 0 0 0 0 (1,000) (1,000) Loan Funding (70,336) (68,284) 2.92% 2,052

PSF Funding 732 732 0.00% 0 3,990 4,369 9.50% 379

Other 1,406 1,739 23.68% 333 8,436 9,554 13.25% 1,118 KPIs

Total income 18,942 19,901 5.06% 959 114,942 118,602 3.18% 3,660 EBITDA % 0.67% 0.26% -61.09% -0.41% 1.33% 2.06% 54.97% 0.73%

Surplus / (Deficit) % -2.33% -2.55% -9.41% -0.22% -1.67% -0.89% 46.85% 0.78%

OPERATING COSTS £'000 £'000 £'000 £'000 £'000 £'000 Receivable Days 18.8 22.1 17.63% -3.3

Pay (13,402) (14,169) -5.72% (767) (80,935) (82,982) -2.53% (2,047) Payable (excluding accruals) Days 66.7 71.8 7.65% 5.1

Drugs (1,340) (1,280) 4.48% 60 (8,040) (7,876) 2.04% 164 Payable (including accruals) Days 66.7 101.4 52.08% 35

Non-Pay (4,073) (4,400) -8.03% (327) (24,438) (25,299) -3.52% (861) Use of Resource metric 3 3 0.00% 0

Total Costs (18,815) (19,849) -5.50% (1,034) (113,413) (116,157) -2.42% (2,744)

EBITDA 127 52 -59.12% (75) 1,529 2,445 59.90% 916

Depreciation (472) (470) 0.42% 2 (2,874) (2,883) -0.31% (9)

Non Operating Expenditure (97) (90) 7.22% 7 (579) (617) -6.56% (38) Consolidated

Surplus / (Deficit) (442) (508) -14.94% (66) (1,924) (1,055) 45.16% 869 excl charity

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

Payables are Trade & Other only

Performance - Financial Overview Performance - Financial Overview

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

 
The key points derived from this table are as follows: 
 
• Total activity is favourable to plan year to date across all points of delivery.  

 
• CIP achievement is adverse to plan by £0.077m year to date. 

 
• Total income is £3.660m favourable to plan year to date. Clinical income variances being within elective, daycase, non elective and outpatients. 

 
• Operating costs are £2.744m adverse to plan in total.  Pay is £2.047m adverse, non-pay costs are £0.861m adverse. 

 
• EBITDA is £0.916m favourable to plan. 

 
• Depreciation and finance costs are broadly to plan.  

 
• The overall financial position is £0.869m favourable to plan. This is distorted by £0.379m bonus PSF money relating to 2018/19 which is unplanned and accounted for in 2019/20. 

 
• Capital expenditure is £2.407m less than plan. 

 
• Inventory is £0.261m above plan. 

 
• Total receivables incl. prepayments are £1.967m higher than plan. 

 
• Total payables incl. accruals are £7.985m higher than plan.  

 
• Cash is £9.678m favourable to plan.   

 
• Debtor days are 22.1 year to date, which is  3.3 days adverse to plan. 

 
• Payable days are 71.8 year to date which is  5.1 days adverse to plan.  Payable days have been calculated  excluding accruals, because whilst accruals include certainties in respect of future 

payments, the timing of these payments is uncertain. 
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REPORT TO THE 
BOARD OF DIRECTORS 

REF: BoD: 19/11/07/12 

SUBJECT:   2019-20 TRUST OBJECTIVES Q2 REPORT 

DATE:  7 November 2019 PRIVATE & CONFIDENTIAL 

PURPOSE: 

Tick as 
applicable 

Tick as 
applicable

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

PREPARED BY: Gavin Brownett, Deputy Head of PMO 

SPONSORED BY: Bob Kirton, Chief Delivery Officer and Deputy CEO 

PRESENTED BY: Bob Kirton, Chief Delivery Officer and Deputy CEO 

STRATEGIC CONTEXT 

As agreed at the March 2019 Board, progress against the Trust objectives will be reported to 
public Board on a quarterly basis. The objectives cover the 4 strategic aims of the Trust. 

EXECUTIVE SUMMARY 

The Trust’s objectives were developed and agreed in March 2019. This paper presents the 
progress for Quarter 2 of 2019/20.  

Overall the Trust has progressed with the objectives outlined under the strategic aims in equal 
balance. There were some challenges and risks but mitigation plans have been implemented 
where possible.  These will be monitored throughout the year.   

The key highlights in Quarter 2 were: 

 Improved Patient Flow  Although the Trust did not meet the 95% target with a 93.4% end
figure for Q2, the Trust was seen in a positive position nationally reporting in the top 10 in
July, 14th in August and ranked number 1 in September.

Delayed Transfers of Care (DTOC) - NHS England’s national target is 3.5% and the Trust 
reported no more than 1.29% in the first 2 months of Q2 being ranked 9/130 Trusts 
Nationally in August. 

 Stroke The regional Hyper Acute Stroke pathway goes live on 1 October 2019 which will
improve patient access to safe hyper acute services, providing a sustainable service for
Barnsley patients.

 Ready Together Outpatients  Significant work has taken place in Q2 and a launch event
is scheduled for the 18 October 2019 to promote staff engagement and improve culture,
excellence and pride in our workforce. A case for change video has been developed
demonstrating some areas of the programme to be addressed and this will be shown at the
event.

 Paediatric ED/CAU The scope of works has been defined and the tender process has
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completed and been awarded. Phase 1 – External works commences on 7 October. 

RECOMMENDATIONS 

That the Board reviews and approves progress on the objectives agreed at the beginning of the 
year. 
 
This summary document should be triangulated with other sources such as the reports from the 
assurance committees, the integrated performance report, the Board Assurance Framework, the 
Quarterly Update on Strategic Delivery and other related Board reports. 
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Subject: 2019-20 TRUST OBJECTIVES Q1 REPORT Ref: BoD: 19/11/07/12 

 

1. STRATEGIC CONTEXT 

 
1.1 As agreed at the March 2019 Board, progress against the Trust objectives will be 

reported to public Board on a quarterly basis. The objectives cover the 4 strategic 
aims of the Trust.  

 
1.2 The Trust’s objectives were developed and agreed in March 2019. This paper 

presents the progress for Quarter 2 of 2019/20.  
 

1.3 Overall the Trust has progressed with the objectives outlined under the strategic aims 
in equal balance. There were some challenges and risks but mitigation plans have 
been implemented where possible.  These will be monitored throughout the year.   
 

1.4 The key highlights in Quarter 2 were: 
 

 Improved Patient Flow  Although the Trust did not meet the 95% target with a 93.4% 
end figure for Q2, the Trust was seen in a positive position nationally reporting in the 
top 10 in July, 14th in August and ranked number 1 in September.  

 
Delayed Transfers of Care (DTOC) - NHS England’s national target is 3.5% and the 
Trust reported no more than 1.29% in the first 2 months of Q2 being ranked 9/130 
Trusts Nationally in August. 

 
 Stroke The regional Hyper Acute Stroke pathway goes live on 1 October 2019 which 

will improve patient access to safe hyper acute services, providing a sustainable 
service for Barnsley patients.  

 
 Ready Together Outpatients  Significant work has taken place in Q2 and a launch 

event is scheduled for the 18 October 2019 to promote staff engagement and improve 
culture, excellence and pride in our workforce. A case for change video has been 
developed demonstrating some areas of the programme to be addressed and this will 
be shown at the event.  

 
 Paediatric ED/CAU The scope of works has been defined and the tender process has 

completed and been awarded. Phase 1 – External works commences on 7 October. 
 

1.5 The attached report (Appendix 1) outlines all progress against Trust Objectives during 
Quarter 2 of 2019/20.  

2. RECOMMENDATIONS 

        

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

2.2 This summary document should be triangulated with other sources such as the reports 
from the assurance committees, the integrated performance report, the Board 
Assurance Framework, the Quarterly Update on Strategic Delivery and other related 
Board reports. 

3. CONCLUSION 
 
3.1 Overall the Trust has progressed with the objectives outlined under the strategic aims 

in equal balance. There were some challenges and risks but mitigation plans have Pack page 102
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been implemented where possible. These will be monitored throughout the year.   
 

Appendices: 

 Appendix 1  - Trust Objectives 19-20 Q2 Report 
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RAG Key 

 On Track 

 Issues but Mitigation in Place 

 Significant Issues/Delays 

 Complete 
Barnsley Hospital NHS Foundation Trust 

 BHNFT 2019-20 Q2 Vision, Aims & Objectives Report 

Vision: To provide outstanding, integrated care 

Aims: 
Patients: Will experience outstanding care  Partners:    We will work with partners to deliver better, more integrated care  

People:  Will be proud to work for us  Performance: We will achieve our goals sustainably  

Patients:  Will experience outstanding care 

Lead 
Director 

Objectives (SMART) Key Actions/KPIs/Milestones 
Completion 

Date 
RAG 

Status 
Quarter 2 Progress Update 

Jackie 
Murphy 
Simon 
Enright 

We will continue the delivery 
of our Quality Strategy and 
goals in 2019/20: 
 
Goal 1 – Provide care that is 
based on the best evidence for 
every patient, every time 
Goal 2 – Continuously seek 
out and reduce avoidable 
patient harm 
Goal 3 – To deliver good 
patient experience 

 Achieve the 2019/20 targets 
aligned to each of the quality 
priorities - quarterly reporting on 
KPIs/progress via Q&G 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Mar 2020 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

AMBER 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

As at end September 2019 the Trust is on track to deliver the 
2019/20 quality priorities with actions in place for the 
following:   
 
As part of a Board Assurance Framework demonstrate 
compliance with the ten standards for 7 day hospital 
services.  
Latest audit showed a slight dip in performance against 
Standard 2 (14 hour consultant review) at 84%, compared to 
the 90% target.  CBU has a recruitment plan for more 
specialist Acute Physicians to reduce the reliance on the GIM 
rota.  It is expected that this will be in place in 2020.  New 
audit planned for November 2019. 
 
Demonstrate 90% of patients found to have suspected sepsis 
through screening receive antibiotics within one hour of 
diagnosis in ED and acute inpatient settings. 
Q2 results 87% - Inpatient 96.9%, ED 76.5%  - measures to 
improve this are careflow alerting in ED and unregistered 
workforce to carry out venepuncture for blood cultures. These 
actions should take effect from Q3. 
 
95% of patients eligible to receive VTE risk assessment are 
also to receive prevention information.  
IM&T have struggled to access data at the back end (from D1 
Discharge information and the Care Flow Vitals system) so as 
yet we have no reporting to assess how well we are doing. It is 
however anticipated that this work will be finalised and ready 
to use from Q3. 
 
To achieve a 50% reduction (<30 lapses) from 2018-19 
performance for category 2 pressure ulcers resulting in 
lapses of care. 
Based on last year’s figures, this equates to 31 category 2 
pressure ulcers. The graph below shows Trust current position 
in performance against trajectory to meet the 50% reduction 
in category 2 pressure ulcers resulting in lapses in care. This 
will be a challenge however education and prevention of 
pressure ulcers remains the focus of care. 
 
Maintain focus on eliminating avoidable hospital acquired 
infections. 
We are at risk of not achieving the NHSI set Clostridium 
Difficile Infection (CDI) objectives for NHS organisations in 
2019/20. The Trust has an objective of 19 and currently have 
13 Trust attributable cases. The following is taking place to 
avoid breaching the target: 
- Currently reviewing policies, in particular CDI and hand 
hygiene. 
- Developed a CDI reduction action plan which is monitored bi 
-monthly at the IPCG 
- Held a MDT to identify areas of improvement, best practice 
etc. 
- Commissioned an external review of our current policies and 
practices. Review completed, awaiting the report. 
- Have a planned visit to a Trust who have recently 
consistently achieved set objectives in CDI reduction 
- Following up patients with CDI on discharge to reduce the 
risk of relapse and re-admission. 
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 Achievement of Friends & Family 
Test Response Rate targets 
(>30% for inpatients and >10% 
for ED) – reported via Q&G 

Mar 2020  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

AMBER 

FFT Performance for Quarter 2 2019-20: 

Inpatient target achieved for Q2. 

The Trust is undergoing a pilot of FFT in the Emergency 
Department using the Infoflex System which is a system 
already used by Cancer Services.   This is a pilot being 
managed by the Director of ICT and the PE Team. 
 
The NHS England review of the NHS FFT was published on 2 
September 2019. A paper is being developed for ET with 
regards to proposals for local implementation.  
 
FFT Performance by area for Quarter 2 is shown below: 
 

% Recommendation  JUL AUG 

 

SEPT 

I/P 98% 98% 92% 

ED 88% 81% 96% 

Maternity 99% 100% 97% 

Day Case 100% 99% 97% 

OPD 96% 96% 96% 

 

% Responsehhhhhjh             JUL AUG 

 

SEPT 

I/P 45% 40% 31% 

ED 3% 0% 0% 

Maternity 45% 52% 37% 

Day Case 11% 10% 37% 

OPD - - - 

 

The Trust has failed to achieve the following QI: 
To eliminate pressure ulcers resulting from medical devices. 
The Trust has not achieved this target. A review of the 
learning and findings from the RCAs in conjunction with a 
deep dive on incidence will be undertaken during quarter 3 
with the intention to propose a revised quality target to 
achieve for the year end of 2019/20. 
 
A zero trajectory for device related pressure ulcers  has been 

recognised by Board as being over ambitious, as such this year 

we have agreed to monitor, analyse information further, 

utilise quality improvements and reset the trajectory next 

year using this intelligence. 

Jackie 
Murphy 
Simon 
Enright 
 
 
 

Deliver the Trust’s agreed 
quality improvement “Ready 
Now“ targets including 
approach to innovation in 
2019/20 

 Approach agreed 

 Communication/consultation 

 Implementation plan and 
preparation for delivery  

 Delivery of plan 

Apr 2019 
Sep 2019 
Sep 2019 
 
Mar 2020 

GREEN 

The Trust is in the process of developing its Innovations 
Strategy.  The Strategy provides an overview of the 
requirements to successfully embed the principles of 
innovation at the Trust.  In order to achieve this, the Strategy 
will consider the following: 

 How new innovations are disseminated across the 
Trust 

 Developing mechanisms for the introduction of new 
innovations  

 Targeting different areas across the Trust, taking a 
holistic approach to innovation, including:  

o IT 
o Medical Equipment 
o Environmental and Estate 
o Workforce 

 
The Strategy is intended to be an enabler for other strategies 
across the Trust, such as the Clinical Service Strategy. 
 

Simon 
Enright 
Jackie 
Murphy 
 
 

We will continue the  delivery 
of our Clinical Strategy in 
2019/20 

 Progress against the Clinical 
Strategy monitoring framework - 
reported quarterly via Q&G  

Mar 2020 

GREEN 

A significant amount of progress has been made against the 

priorities described in the Clinical Strategy.  The 

implementation of the Strategy expected between 2018 and 

2021 is showing good progress at the start of year two, with 

the expectation that the Trust will deliver the priorities in the 

final year. 

An update will be provided to Trust Board in December 2019. 
 

Bob Kirton 
 
 

We will work to improve 
patient experience, 
productivity and efficiency 
through delivery of our Out-
Patient Programme,  ‘Ready 
Together: Out-Patients’ in 
2019/20  

 Agree Programme scope and 
milestones 

 Staff and patient engagement 
work 

 Delivery of agreed milestones 
and KPIs monitored throughout 
the year 

Apr 2019 
 
Jun 2019 
Mar 2020 GREEN 

A staff launch event is scheduled for 18 October to promote 
the Programme. A professionally produced case for change 
video will be shown at the event showing outpatients from a 
patient perspective.  
 
All 3 pilot areas (Urology, Care of the Elderly & Gynaecology) 
have had the initial patient pathway process mapping 
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sessions, where key issues and improvements were identified 
and action plans to be agreed in Q3. 
ProScheduler phase 1 implementation has been delayed due 
to the limitations of Lorenzo, this has extended the testing 
period as work arounds have been required. Regular meetings 
and configuration sessions are being held with a view to pilot 
the system in November. 
 
The NHS OPD benchmarking data is scheduled to be released 
on 2 October to give the Trust an understanding of our data 
against other Trusts.  Numerous calls to other Trusts have 
been held, and a site visit is to be arranged to Milton Keynes.  
 
Discussions are on-going with Commissioners and the ICS to 
ensure integration to the Programme.  A Trust patient 
cancellation report is scheduled to be presented to ET and 
Finance & Performance Committee in October.  

Bob Kirton 
 
 

We will continue to improve 
patient flow internally and 
across the system in 2019/20  

 Continue the Ready Together 
Flow programme including:  

- Further embed the same 
day emergency care 
pathways as detailed in the 
NHS Long Term Plan (LTP) 

 
 
 
 
 
 
 
 
 
 
 
 

- Benefits realisation report 
for ready together   

 
 

- Ensure full implementation 
of ward processes 
including SAFER and Red to 
Green  

- Implement a new IT 

solution for live bed status 

reports 

- Launch the long length of 
stay root cause analysis 
process  

- Review the Discharge Unit 
function and develop a 
transfer team  

 
 
Mar 2020 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Sep 2019 
 
 
 
Dec 2019 
 
 

 
 

 
Oct 2019 
 
 
Oct 2019 

GREEN 

An education role regarding discharge planning across the 

Trust is now in place and an education plan will be rolled out 

Trust wide as part of the discharge workstream. 

The HomeFirst project trial with in-patient therapy teams 

testing new ways of working on AMU and community therapy 

pathways working differently to do more functional 

assessments in patients own homes has now ended.  The 

Therapy team are reviewing outcomes and next steps in 

relation to this being a long-term way of managing patients 

who require input. 

A virtual advice model for patients in care homes who require 

a GP appointment has now rolled out to 23 care homes and 

further funding has been secured from the CCG to roll out 

Borough wide 

A benefits realisation report to review the introduction of the 

flexible bed capacity was shared at ET and F&P. 

 

The roll out of ProWard incorporating SAFER and Red2Green 

processes to all Medical Wards continues and on track as per 

trajectory. 

Long Stay Wednesdays is now embedded across the Trust and 

patients with a long length of stay are being reviewed as part 

of this. 

A review of the Discharge Unit and Ward Inpatient 

Phlebotomy Services is on going; some planned changes to 

working practice and opening hours will be in place for 

December 2019. 

Tom 
Davidson 
 
 

We will deliver the Barnsley 
Hospital Digital Roadmap and 
use technology to improve 
patient experience and 
communications in 2019/20 

 Delivery of the Digital Roadmap 

projects including: 

- Medway EPR Phase 1 – 
Lorenzo replacement 
monthly reports via F & P 

 
 
 
 
 
 
 
 
 
 
 
 
 

 Delivery of new technology to 

support our patients including: 

- Patient flow and capacity 
tools 

 

 
 
- Pharmacy prescriptions 

tracking 
 

 Improving Patient Experience 

and Communications through: 

- Greater patient 

 

 
Apr 2020 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
May 2020 
 

 

 
Apr 2019 
 
 
 

 
Mar 2020 

 
 
 
 
 
 
 
 
 

GREEN 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Project Medway is on track and is set to launch as planned for 

6th April 2020.  Key events are:-   

 On-going weekly staff engagement through the launch 

of Medway Mondays. 

 Work to integrate with existing Trust systems has 

started. 

 Data Migration testing is on track. 

 Data Quality processes for patient RTT are now in 

development.  

 The production of strategic and operational reporting 

currently has low resources to take forward, so a plan 

is being formulated to resolve. 

 

The next key milestone is the design and build stage which will 

be complete by December 2019. 

The ProWard system continues to be rolled out and 

developed to support the Wards Ready Together patient flow 

project. Medicine wards are planned for completion in 

December 2019. ProScheduler testing is scheduled for 

November 2019 and the system will enhance the support 

available for 2020/21 Business Planning. 

Pharmacy Prescription tracking has been successfully 

launched and is now live across the Trust. 

Further work on greater patient and public involvement 

across the Paediatric ED/CAU integration project and 
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involvement in service re-
modelling 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
- Enhancement of the Trust 

website and increase in 
the reach of social media  

 
- Development of a staff app  

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Oct 2019 
 
 

 
 
Oct 2019 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

GREEN 

Outpatients: Ready Together has taken place and includes:  

New Integrated Paediatric Emergency Department and 

Children’s Assessment Unit: An engagement plan has been 

developed by the Patient Experience Team and the Head of 

Quality and Governance, who are working collaboratively with 

CBU 3 to hold two patient engagement events. The plan 

consists of two task and finish groups, focusing on four key 

areas; environment, facilities, communication and signage and 

information. A list of key stakeholders have been invited to 

the events which are aimed at capturing the views of children, 

young people and their families, who use our services. The 

two events will be held 11 & 14 November 2019. 

Outpatients: Ready Together: The Patient Experience 

Improvement Manager and the Head of Quality and 

Governance attended the Outpatient Modernisation Working 

and Steering Groups respectively. As part of the programme a 

two phase engagement plan has been developed. In the first 

phase, the team have reviewed intelligence captured by the 

Trust via FFT, complaints, concerns and will look at identified 

areas of concern through process mapping and targeted 

surveys. As the programme moves into the second phase, 

focused engagement will take place around the redesign of 

services.  

Follower and engagement reach continue to increase on all 

communication channels.  A Web Developer was successfully 

recruited within the period to support the website 

development programme. This is expected to commence Q4. 

Meetings with potential providers of a Staff App have taken 

place and further recommendations are to be made in 

November 2019, with a view to potentially progressing in Q4. 

Bob Kirton We will work with partners to 
develop a Cancer Strategy for 
Barnsley in 2019/20 

 Development of strategy 
including stakeholder work 

 Strategy complete for sign off   
 
 
 

 Embed the changes outlined in 
the LTP including the new 28 day 
access standard 

Feb 2020 
 
Mar 2020 
 
 
 
Mar 2020 

AMBER 

External funding from Macmillan has been secured and will be 
used to recruit a Programme Manager who should be in post 
by February 2020. Once recruited to, this post will take 
forward the development of the Cancer Strategy with a first 
draft scheduled for June 2020. The post will also take forward 
the national best practice Cancer pathway development. 
 
Shadow reporting of the new 28 day access standard and 
discussions with services regarding improvements in 
compliance against the standard are well underway. 
 

Bob Kirton We will commence the first 
phase of delivery of a new co-
located ED and CAU 

 Signed off detailed pathways 
including public and patient input 

 Further operational and clinical 
pathway development work to 
continue in February 2019 

 Commencement of works (three 
phases) 

Sep 2019 
 
Nov 2020 
 
 
May 2019 

GREEN 

The programme for delivery of the Paediatric ED/CAU New 
build and reconfiguration of Majors within the ED Department 
has been split into three phases: 
 
Phase 1 – External Works 
External works begin week commencing 7 October.  
BFS have devised a Communication Strategy with the 
Communications Team to commence immediately, the key 
next steps will be communicated in a phased approach. 
 
Phase 2 & 3 – Design work 
Designers appointed and work continues to progress on 
stages 2/3 with Stakeholders.   
 
Process mapping sessions have been arranged for October to 
develop future pathways to support the new build and layout 
for CAU and the Emergency Department. 

Lorraine 
Christopher  
Chris 
Thickett 
 
 
 
 
 
 
 

We will focus on delivering 
our capital plan in 2019/20 to 
ensure that patients, visitors 
and staff are provided with 
facilities and equipment that 
reflect the requirements of 
the current and future 
healthcare service needs, are 
safe, secure and fit for 
purpose. 

 Prioritise spend and obtain Board 
approval to progress 

 Further assessment of Capital 
requirements and funding 
opportunities with services  
 

 Major estates schemes for 
2019/20 potentially include: 

- LED lighting replacement 
scheme 
 

- O Block continued 
development 

 
 
 
 

Mar 2020 
 
Mar 2020 
 
 
 
 
 
Mar 2020 
 
 
2021 
 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 

AMBER 
 
 
 
 

Work has been undertaken to assess Capital requirements 

and funding opportunities with services and Board approval 

was given for the 2019/20 prioritised Capital spend plan. This 

same process will be undertaken later in the year to inform 

2020/21. The 2019/20 Capital spend is currently behind plan 

and work is on-going to mitigate the risks associated with this. 

The LED lighting replacement scheme has been worked up 
and the Trust are now awaiting confirmation of funding from 
NHSi in order to progress. 
 
Detailed design is underway for both Ward 14 and 
Gynaecology, with tender packages due to be released mid-
November. Procurement has now been completed for the 
enabling works packages, which will facilitate the necessary 
decants and migrations to support both the short term 
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- Pathology Equipment 
Upgrades  

 
- Options paper 

development for Critical 
Care 

 
 
 
 

- Critical Backlog schemes 
will include Theatres, O 
Block lift controls upgrades 
and high voltage 
infrastructure changes 
(changes in legislative 
requirement) 

 
 
 
 
 
 
Dec 2019 
 
 
Jun 2019 
 
 
 
 
 
 
Mar 2020 

 

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

construction activity and the longer term strategic vision for O 
Block. Enabling works will commence on site w/c 11th 
November and the main contract works will commence in 
January 2020. Work will then continue to develop the design 
brief for the ANPN Ward.  
 
The BRILS equipment replacement project is on-track. 
 
 
The full Business case options will be explored in Q3, which 
will require further funding for an external provider to 
produce. £25k has been approved for the minor works and 
this is expected to commence in early Q3. The paper to 
increase the Nursing establishment was approved at ET on 2 
October. 
 
The critical backlog schemes  are progressing with Theatres on 
track to complete in January 2020.  The O Block lift controls 
scheme has been worked up subject to final funding approval 
and high voltage infrastructure is well progressed and will be 
completed by the end of December 2019. 

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

Lead 
Director 

Objectives (SMART) Key Actions/KPIs/Milestones 
Completion 

Date 
RAG 

Status 
Quarter 2 Progress Update 

Bob 
Kirton 
 
 
 
 

 
 
 
 

We will play a leading role in 
integrating care in Barnsley, 
building on existing relationships 
with key partners in 2019/20 to 
meet the needs of the whole 
person 
 

 Continue to work with partners 
from across the system on the 
Barnsley Plan priorities including: 
 

- CVD, Frailty and 
Neighbourhoods and 
primary care networks 

- Development of Integrated 
Care networks 

- Delivery of Public Health 
Priorities including alcohol 
control and QUIT 
Programme (smoking 
cessation) 

- Continued delivery of 
integrated ‘Alliance’ services 

- Delivery of new integrated 
Stroke Service 

- Identify further 
opportunities to support 
improved care including 
mental health, social 
prescribing and population 
health management 
 

 We will also work with 
partners on delivery of: 
 
- The Digital Roadmap  

 
- Barnsley Estates Strategy  

 
 
 
 
 
 
 

- Barnsley Engagement 
Approach  

 
 
 
 
 
 

- The Barnsley Integrated 
Workforce Development 
Group  
 

Mar 2020 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Mar 2020 
 GREEN 

Work continues with partners and the Trust are engaged in 
the Primary Care Network for Barnsley with 6 
Neighbourhood/Locality teams agreed with a plan developed 
to take the work agreed forward. 
  
The QUIT programme has been successfully launched in 
Barnsley with a full update to follow. 
  
The Alliance management team continue to oversee delivery 
of integrated services. 
  
Barnsley providers have developed a new integrated Stroke 
service model.  The CCG have conducted an independent 
review and the model is now agreed. Delivery plan to follow.   
The regional Hyper Acute Stroke pathway goes live on 1 
October 2019 which will improve patient access to safe hyper 
acute services, providing a sustainable service for Barnsley 
patients. 
  
A Population Health Management Unit is currently being 
established and a Health Outcome Framework has been 
agreed for Barnsley. Individual stories have been shared at 
Neighbourhood level to inform how the system can work as 
partners to broker a way forward for people with the most 
need. 
 
The Business Case for Share Cared Records is now in draft and 
is being sent to senior stakeholders for feedback, before it will 
be taken through Barnsley Place organisations governance 
processes for next steps 
 
The Barnsley Estates Strategy will be further developed in 
2019/20 and the re-established and re-formatted Space 
Utilisation group will inform further development to the 
Strategy following the most recent significant changes to 
requirements.  A completed draft Strategy is expected by the 
end of 2019/20.   
 
The Trust continues to engage and collaborate with 

communications leads across Barnsley to support joined up 

working, campaigns and intelligence across organisations. – 

examples of this include the national winter ‘Help us to Help 

you’ public messages, Make Barnsley Smokefree and 

#Townspirit.  

The Barnsley Integrated Workforce Development Group 
oversees workforce planning and initiatives to meet the 
current and future needs of Barnsley. In June 2019 the group 
received the Whole System Partnership Out of Hospital 
workforce report and draft Workforce Strategy for initial 
comments before sharing with partner organisations. BHNFT 
participated in a Strategic Workforce Planning and 
Transformation Event for the ICS where the Integrated 
Workforce plan was shared on 13th September. The group has 
produced a draft outline of a Barnsley wide talent 
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management framework. A talent management diagnostic 
tool for Barnsley partners is being developed and circulated to 
all parties, including BHNFT for completion. This will give us 
the ambitions, gaps across Place and hopefully the 
foundations for a broad draft framework for talent 
management at Place.  A Talent Management Task and Finish 
Group has been set up to undertake this work and BHNFT is 
engaged. Barnsley continues to participate in a Health 
Education England pilot looking at increasing the number of 
student placements. 
 

Richard 
Jenkins 
Bob 
Kirton 
Simon 
Enright 
 
 

We will work with partners across 
the South Yorkshire & Bassetlaw 
Integrated Care System to ensure 
sustainable local services and 
support others regionally in 
2019/20 

 

 Support delivery of Integrated 
Care System priorities including:  
 

- Lead the Urgent & 
Emergency Care Hosted 
Network and support the 
establishment of  
four other Networks  
 
 
 

- Cancer Alliance  
 
 
 
 
 
 
 

 
 

- System Efficiency Board   
 
 
 
 

 
- Pathology Programme 

including BRILS Partnership  
 
 
 
 
 
 
 
 
 
 
 
 
 

- Workforce Programme  

Mar 2020 

GREEN 

The hosted network of Urgent and Emergency Care launched 
in April 2019 and work has commenced on the governance 
structure and work Programme.  The draft work programme is 
now complete.  Further work to be undertaken by Clinical 
Director when in post.  Recruitment to Clinical Director 
complete, due to start in coming months. Network Manager 
post was appointed to but has since given back word, 
exploring options for further recruitment. The Trust continues 
to engage with and support the establishment of the other 
hosted networks in the ICS. 
 
We continue to work with the Cancer Alliance who are 
supporting the Trust with funding to introduce new roles to 
support the implementation of RAPID pathways across key 
areas.  A CNS Project Management role has now been 
recruited to and will specifically work on improvements in the 
Head and Neck pathway. Other roles such as Radiology and 
Histology Cancer Facilitator roles have also been agreed to 
improve bottlenecks in diagnostic pathways.  These posts are 
currently going through the recruitment process. 
 
The Trust continues to work with partners on the System 
Efficiency Board (SEB) on the four Business Cases produced 
with Deloittes to understand opportunities across 
eWorkforce, Outpatients, Theatres and the Independent 
Sector.  
 
The BRILS equipment replacement project is on-track and has 
the right resources in place to deliver.  
 
The Blood Sciences Service Business Case is being progressed, 
options are being explored regarding the consultation process. 
 
Work is on-going to complete an ICS outline Business Case by 
the end of December 2019. There are discussions between 
Chief Executives regarding organisation form for the South 
Yorkshire & Bassetlaw (SYB) Pathology model. 
 
Joint dialogue with all SYB Trusts has started regarding the 
future of Histopathology services to understand how a new 
model could eliminate current staffing pressures.  
 
An ICS workforce maturity index has been agreed to measure 
and track the progress of workforce initiatives and planning as 
it matures to operate at a system level. 
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People:  Will be proud to work for us 

Lead 
Director 

Objectives (SMART) Key Actions/KPIs/Milestones 
Completion 

Date 
RAG 

Status 
Quarter 2 Progress Update 

Steve 
Ned 
 
 

In 2019/20 we will continue 
delivery of our People Strategy to 
ensure a sufficient, capable, 
motivated and sustainable 
workforce 

 Delivery of key actions from the 
People Strategy with quarterly 
reporting via F & P including: 

Engagement 
- Review and refresh our reward 

and recognition scheme  
- Develop improvement plan and 

actions to address areas of 
concern in staff survey  

- Achieve a staff survey overall 
engagement score in the top 20% 
- bi-monthly pulse check 
reporting via F&P 

Equality, Diversity & Inclusion 
- Develop  leadership diversity 

action plan  
- Continue engagement to 

promote the Trust as an 
employer of choice 

- Deliver engagement activities 
including equality groups 
 

Mar 2020 
 
 
 
Mar 2020 
 
Jun 2020 
 
 
Feb 2020 
 
 
 
 
Mar 2020 
 
Mar 2020 
 
 
Mar 2020 

AMBER 

Improving recognition of nurses has been agreed as one of the 
workstreams for the Trust’s nurse retention improvement 
action plan 2019/20 in partnership with NHSI. Regular updates 
regarding progress is provided to F&P. 
 
Staff survey preparation work for new paper survey, incentives 
for completion and communications strategy agreed for 
launch of new survey in October. 
 
Analysis of key themes from Pulse Check surveys being 
undertaken with a view to developing an action plan and 
communicating these actions to staff. 
 
Bullying and harassment staff survey undertaken in Trust and 
results discussed at People and Engagement Group. An action 
plan to be developed to address issues raised including e-mail 
etiquette and how to engage with diverse staff groups 
effectively. 

 
 

 Leadership Development 
- Identify and develop 

advocates/ambassadors for 
talent programme 

- Launch and delivery of the 
Leadership Competencies 
Framework 

- Ensure achievement of Trust 
target for completed appraisals 
(90%) 

- Implement plan to ensure quality 
appraisal conversations 

- Alignment of leadership and 
behaviour frameworks with 
medics 

- Completion of succession plan 
Health & Well Being 
- Deliver a sickness absence 

reduction action plan   
- Meet the Trust sickness absence 

target of 3.75% 
- Deliver Health & Well Being 

Educational Programmes and 
Workshops 

- Retain our Safe, Effective, Quality 
Occupational Health Service 
(SEQOHS) accreditation 

Staff Retention 
- Develop a Health & Well Being 

priorities action plan  
- Improve our rostering 

performance to meet Trust KPIs 
- Roll out bespoke training 

sessions to managers on HR 
policy and toolkits 

- Review onboarding processes to 
improve new starters experience  

- Develop and deliver the NHSI 
nurse retention improvement 
programme action plan  

Workforce Planning 
- Development of a Trustwide 

Workforce Plan 
- Provide robust workforce 

information to support  CBU 
planning and KPI compliance 

 
Jul 2019 
 
 
Jun 2019 
 
 
Jun 2019 
 
 
Jun 2019 
 
Jun 2019 
 
 
Mar 2020 
 
Sep 2019 
 
Mar 2020 
 
Mar 2020 
 
 
Jun 2019 
 
 
 
Apr 2019 
 
Sep 2019 
 
Jun 2019 
 
 
Jun 2019 
 
Sep 2019  
 
 
 
Mar 2020 
 
Apr 2019 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
AMBER 

New leadership behaviours and values framework launched 
Trust wide in April 2019 as part of the appraisal process. 
Talent management discussions have been included in the 
new appraisal process which was successfully launched. 
 
The 2019/20 completed appraisal rate was 91.2%, meeting the 
90% target. 
 
A review of the new appraisal system has been completed and  
time with the eForm developer has been requested to make 
the recommended changes identified in the post appraisal 
feedback. 
 
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. An action plan is being developed to look at 
improvements in fasttrack referrals, completion of return to 
work interviews and communicating availability of childcare 
support during school holidays 
 
Sickness absence rate as at 30th September is 3.97%. The 
Building Positive Working Relationships workshops 
programme continues with wards and departments. 
 
SEQOHS re-accreditation achieved and certificate has been 
awarded. 
 
H&WB priorities for the year have been identified and the 
People and Engagement Group are to oversee delivery. Health 
and Well Being Steering Group have approval from PEG to run 
another wellbeing fare with the topic of mental wellbeing in 
line with the Thriving action plan.  A provisional date is 13 
January 2020.   
 
Further sessions of the HR policy practical application training 
were delivered to line managers in Q2. 
 
Recruitment OnBoarding task and finish group has been 
established and the Trust induction programme has been 
reviewed and updated along with recruitment  packs. 
 
NHSI nurse retention action plan 2019/20 approved and being 
monitored. 
 
Good engagement and participation of CBU managers and 
Barnsley Place Workforce Lead at the Workforce Planning 
Steering Group meeting continues to identify workforce issues 
and initiatives to inform the Trustwide Workforce Plan.  
 
A refresh of the CBU workforce planning data packs is in 
development and work continues to refine these. 
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Performance: We will achieve our goals sustainably 

Lead 
Director 

Objectives (SMART) Key Actions/KPIs/Milestones 
Completion 

Date 
RAG 

Status 
Quarter 2 Progress Update 

Chris 
Thickett 
Bob 
Kirton 
Simon 
Enright 
 
 
 
 
 

We will hit our financial plans and 
work towards a back to balance 
position in 2019/20 
 
 
 

 Delivery of the 2019/20 cost 
improvement target  

 
 
 
 
 
 
 
 

 Continue reduction of 
agency/locum spend –  Target 
<£4.3m 
 

 Ensure robust and accurate data 
capture and further improve 
accuracy of clinical coding 

 

 

 Ensure system wide planning 
approach  

 Understand future financial and 
contractual models including 
system wide incentives as part of 
the ICS 

Mar 2020 
 
 
 
 
 
 
 
 
 
Mar 2020 
 
 
 
Mar 2020 
 
 
 
 
 
Mar 2020 
 
Mar 2020 

GREEN 

The Trust is currently performing favourably against the Year 

To Date (YTD) consolidated financial plan. The CIP programme 

has just fallen under plan YTD at Month 6 but the cause is 

known and savings will be recouped in Month 7 to recover the 

year to date position.  The overall programme forecast 

position has now exceeded the £6.74m target by £60k.  Work 

has already started on developing the Cost Improvement 

Programme plan for 2020/21.  

Agency spend is above the agency cap plan YTD however, this 

is much improved compared to this time last year. 

The Trust continues to see a month on month improvement 

following the coding work initiated in 2018/19. Further work 

with a third party company is taking place to provide further 

insight to areas of opportunity. More hands on coding 

resource is being trialled within clinical areas with an aim to 

improve the accuracy of coding.  

The Trust is actively engaged with the regional planning 

activity taking place, to inform the 5 year ICS strategic plan. 

 
 

Bob 
Kirton 
Simon 
Enright 
 
 

We will focus on increased 
efficiency & productivity across 
the organisation 

 Review productivity 
opportunities versus national 
benchmarks and take forward 
identified opportunities 

 Delivery of the Carter Action Plan 
including Model Hospital analysis 

 
 

 Delivery of existing GIRFT action 
plans  

Mar 2020 
 
 
Mar 2020 
 
 
 
 
Mar 2020 

 
 
GREEN 

 
 
 
 
 
 
 
 
 
 

Services and departments review benchmarking sources 
regularly, including NHS Benchmarking and Model Hospital to 
identify opportunities for improvement. National PLICs data is 
expected in Q3 2019/20 and this will be used to provide more 
focussed intelligence to the broad productivity metrics 
identified in Model Hospital which will better support services 
with improvements.   
 
Diabetes provided their baseline presentation to the Clinical 
Effectiveness Group (CEG) in Q2. Endocrinology, Breast 
Surgery, Dermatology & Peri-Operative Medicine all had 
positive deep dive visits and their baseline presentations and 
actions plans will be presented to CEG in the coming months. 

Bob 
Kirton 
Emma 
Parkes 
 
 

We will ensure all teams are 
aware of the Trust objectives and 
performance targets by June 
2019 

 Publication of Trust Objectives 

 Briefings with teams and key 
stakeholders 
 

 Link to staff appraisals to ensure 
all staff are aware of the Trust’s 
Strategy and Objectives 

 We will undertake on-going 
communication and 
objectives/business plan 
development 

Mar 2019 
Mar 2019 
 

 
Mar 2019 
 
 
Mar 2020 
 

GREEN 

Branding, publication, briefing with teams/key stakeholders 
and links to appraisals were all completed in Q1 with a Trust 
Objectives update presented to Governors early August 2019. 
 
Trust objectives and performance targets are discussed 
monthly at CBU performance reviews and reported through 
major governance committees. A session to develop the 
2020/21 Trust Objectives is scheduled for December 2019. 
 
 

Bob 
Kirton 
 
 

We will work closely with CBU 
teams in 2019/20 to ensure they 
have the right support in place, 
understand the performance 
framework and reporting 
arrangements from “Ward to 
Board”. 

 On-going delivery of the 
constitutional standards (4hr, 
RTT, cancer) and Trust Objectives 

 
 
 
 
 
 
 
 
 
 
 
 

 Revised performance framework, 
information and reporting 
schedule 

 
 

 Continue development sessions 
for CBU teams 

 Improve corporate support for 
CBU teams  

 

Mar 2020 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Jun 2019 
 
 
 

 
Mar 2020 
 
Mar 2020 
 

AMBER 

At the end of Q2 the RTT constitutional access standard was 
met. The 4 hour emergency access standard was not met with 
a 93.4% end figure for Q2, the Trust was seen in a positive 
position nationally reporting in the top 10 in July, 14th in 
August and ranked number 1 in September.  
 
The Cancer 2 week wait standard did not achieve in July 2019 
however achieved in August and is expected to in September 
also. The Trust improved to a compliant position for 2 week 
access due to significant improvements in access for breast 
symptomatic patients. Implementation of targeted 
improvements in a number of pathways is on-going.  The Trust 
62 day access standard was met in July, failed in August and is 
expected to recover in September. 
 
The revised performance framework is agreed and in place, 
the first draft of a revised insight report has been shared and 
further work is on-going and will require a series of updates 
before being fully operational. 
 
A Trust wide team development session in September was 
very positively received. Operational teams showcased the 
exciting work that is happening across the Trust informing 
learning to develop services and teams. Further development 
sessions are scheduled throughout the year to include wider 
Trust representation and extended Executive Team Meetings 
with senior management attendance are held monthly. 
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REPORT TO THE BOARD OF DIRECTORS REF: BoD:19/11/07/13 

SUBJECT: 5 YEAR CAPITAL PLAN 

DATE: 7 NOVEMBER 2019 Private & Confidential 

PURPOSE: 

Tick as  
applicable

Tick as 
applicable

For decision/approval Assurance  
For review Governance  
For information  Strategy  

PREPARED BY: Chris Thickett,  Director of Finance 
SPONSORED BY: Chris Thickett,  Director of Finance 
PRESENTED BY: Chris Thickett,  Director of Finance 
STRATEGIC CONTEXT 

The Trust is required to invest in capital infrastructure to ensure it can deliver sustainable services. 

EXECUTIVE SUMMARY 

The aim of this report is to provide an overview of the Trusts process for the allocation of capital funds, 
highlight the current spend against the 2019/20 capital programme, and provide an overview of the latest 
5 year capital requirements. 

The annual capital programme for 2019/20 was originally set at £9.321m for the year; however, following 
national requests, earlier in the year, to reduce the level of capital expenditure across the country, the 
Trust have reduced the capital programme to £8.13m for the year. This reduction is from the externally 
funded allocation, split by £0.7m for CAU/ED and £0.491m for LED lighting. 

The current year to date position, at month 6, is a capital spend of £1.9m against a revised plan of 
£3.0m, therefore an underspend against the capital programme of £1.1m. The year to date slippage is 
primarily due to uncertainties earlier in the year with regards to the available expenditure envelope. Now 
funding allocations have been confirmed, there are plans in place to get the expenditure back on track. 

Given the potential value of the future capital investment required, and the current funding constraints, 
the Executive Team are in the process of reviewing and prioritising capital plans, working alongside the 
CBUs. This process will be linked to demand projections, the various Trust strategies (clinical, IT and 
estates) and considerations of any Barnsley Place or South Yorkshire and Bassetlaw ICS based 
initiatives. 
RECOMMENDATION 

It is recommended that the 5 year capital plan requirements are noted. 
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1. BACKGROUND 
1.1 The Trust currently reviews its capital requirements as part of the annual planning cycle, with the 

capital plan forming part of the NHS Improvement (NHSI) annual plan submission. 

1.2 Historically the annual plan, inclusive of the capital plan, has been discussed via the Finance, 
Performance and Workforce (FP&W) Committee at varying stages during October – March, with 
updates provided to Trust Board via the FP&W chairs log, and full sign off for the annual plan at 
Trust board in April. 

1.3 The 2019/20 capital plan was signed off, as part of the annual plan submission, at Trust board in 
April 2019. 

1.4 The extract from the annual plan submission is shown below for reference. 
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2. 2019/20 CAPITAL PROGRAMME UPDATE 
2.1 The annual capital programme for 2019/20 was originally set at £9.321m for the year; however, 

following national requests, earlier in the year, to reduce the level of capital expenditure across 
the country, the Trust have reduced the capital programme to £8.130m for the year. This 
reduction is from the externally funded allocation, split by £0.700m for CAU/ED and £0.491m for 
LED lighting, which will now be deferred partially into 2020/21.  

2.2 The more recent national funding announcements have confirmed Trusts can revert to their 
original capital plans; however, the Trust has decided to stay with the revised capital plan and 
funding drawdown phasing, given the difficulties in getting the expenditure profile back on track 
due to the delays in confirmation of the overarching funding envelope. 

2.3 The revised 5 year capital programme is broken down by high level category as follows: 

 

Capital Programme 2019/20 2020/21 2021/22 2022/23 2023/24
Total Estates Expenditure 5,610,000 4,999,750 3,300,000 2,550,000 3,000,000
Total IM&T Expenditure 1,309,000 1,789,250 721,000 780,806 410,000
Total M&S Expenditure 976,000 620,732 1,091,897 1,000,000 1,000,000
Unallocated allowance 288,000 100,000 700,000 700,000 621,000
Total Capital Programme 8,183,000 7,509,732 5,812,897 5,030,806 5,031,000  

 
2.4 The funding source for the programme is primarily through internally funded cash (depreciation) 

and supplemented by external funding based upon approved business cases submitted nationally. 

 

Funding Source 2019/20 2020/21 2021/22 2022/23 2023/24
Depreciation 5,798,000 5,758,732 5,812,897 5,030,806 5,031,000
PDC 1,732,000 1,751,000
Other 600,000
Total Funding Source 8,130,000 7,509,732 5,812,897 5,030,806 5,031,000  

 
2.5 The current year to date position, at month 6, is a capital spend of £1.9m against a revised plan of 

£3.0m, therefore an underspend against the capital programme of £1.1m. The year to date 
slippage is primarily due to uncertainties earlier in the year with regards to the available 
expenditure envelope. Now funding allocations have been confirmed, there are plans in place to 
get the expenditure back on track. 

2.6 In terms of the 5 year projections the internally funded capital programme is dominated by two 
main schemes between 2019/20-2021/22. These are the continued development of O’block and 
the implementation of a new Electronic Patient Record (EPR), both of which are Board approved 
investments. This leaves little room for additional investment over the next three years, unless 
funding is sourced externally. 
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2.7 A detailed breakdown of the current programme can be found below.  

Capital Programme 2019/20 2020/21 2021/22 2022/23 2023/24

Estates Development
O Block 1,403,000 1,848,750 2,000,000 500,000
Theatres AHU 1,420,000
Lift repairs 350,000
Fire related works 350,000 300,000 300,000 300,000
Brills enabling works 100,000
Theatre switch panels 32,000
Car park barriers 30,000
Library services security 21,000
Clocks - Fixtures 12,000
CAU / ED 1,290,000 1,860,000
LED Lighting 602,000 491,000
Other strategic estates 750,000 2,000,000
Other estates backlog 500,000 1,000,000 1,000,000 1,000,000
Total Estates Expenditure 5,610,000 4,999,750 3,300,000 2,550,000 3,000,000

IM&T
PC replacement scheme 60,000 60,000 60,000 60,000 60,000
EPR - System C 720,000 1,603,250 661,000
Cisco call manager upgrade 200,000
Wireless upgrade 126,000
Server refresh 90,000
E-Roster upgrade 26,000
Safercare 22,000
PACs 132,000
Vitalpac 50,000
Other IM&T 9,000 720,806 350,000
Total IM&T Expenditure 1,309,000 1,789,250 721,000 780,806 410,000

M&S Equipment
Fluroscopy room (turnkey) 365,000
Plainfilm room 1&2 (turnkey) 70,000
Aseptic suite isolator 30,000
Adult Bronchoscopy Set 8,000
Paediatric Bronchoscopy Set 10,000
UVA/UVB Irradiation Booth 26,000
BabyLeo TN500 Incubator x 2 53,000
Bladder Scanners 14,000
Lidco Machines
Camera Stacks
Other M&S equipment 400,000 620,732 1,091,897 1,000,000 1,000,000
Total M&S Expenditure 976,000 620,732 1,091,897 1,000,000 1,000,000

Unallocated allowance 288,000 100,000 700,000 700,000 621,000

Total Capital Programme 8,183,000 7,509,732 5,812,897 5,030,806 5,031,000  
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3. FORWARD PROJECTIONS 
3.1 There are a number of key areas where the Trust will need to invest in the coming years from a 

medical equipment perspective, and estates infrastructure. As an example the MRI and CT 
scanners are due for replacement in 2020/2021, and this combined expenditure alone would 
equate to £1.5m. We are, however, hopeful that funding for these can be secured via the national 
funding recently announced, and are in discussions with the national team to support this. 

3.2 The potential medical equipment requirement over the next 5 years is expected to be circa £7.5m. 

3.3 The Trust are also in the process of reviewing all potential strategic estates initiatives, based upon 
discussions with the Clinical Business Units (CBUs), and the total possible required investment 
could be in the region of £40m if all schemes were supported. 

3.4 Given the potential value of the future capital investment required, and the current funding 
constraints, the Executive Team are in the process of reviewing and prioritising capital plans, 
working alongside the CBUs. This process will be linked to demand projections, the various Trust 
strategies (clinical, IT and estates) and considerations of any Barnsley Place or South Yorkshire 
and Bassetlaw ICS based initiatives. 

3.5 The Trust has a strong track record of securing external funding to support local capital 
requirements, and will continue to identify external funding sources as appropriate. 

3.6 Once the prioritisation process has taken place an update will be provided to the FP&W 
committee describing the strategy and phasing of capital works required, with the anticipation 
being that this will drive a strategic 5 – 10 year capital plan based around need and affordability.  
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EXECUTIVE SUMMARY 

RECOMMENDATIONS 

STRATEGIC CONTEXT 

REPORT TO THE  
BOARD OF DIRECTORS REF: BoD: 19/11/07/14 

SUBJECT:  CHAIRMAN’S REPORT 

DATE:     
 7 November 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. 

• As at period 6 the Trust is delivering a favourable financial performance to plan despite
increases in activity above planned levels across all areas.

• The Governors notice of election process was launched on 17th October.
• The Board is currently undergoing Board effectiveness development work and has

commissioned a well led review.
• The 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: 19/11/07/14       
 
1. STRATEGIC CONTEXT 
 

1.1 This report is intended to give a brief outline of some of the key activities undertaken   
as Chairman since the last meeting and a review of any key updates. The items below 
are not reported in any order of priority. 

  
2. BARNSLEY HOSPITAL POSITION  
 

2.1 As at period 6 the Trust is delivering a favourable financial performance to plan 
despite increases in activity across all areas above planned levels. The Trust has 
delivered just under the CIP target but is on track to achieve the full year figure. 

 
2.2 The capital programme still remains underspent as at period 6 against plan due to a 

delay in the capital allocation confirmation process; however it is forecast to be on plan 
by the year end. 

 
2.3 The development programme for Paediatric ED/CAU commenced phase 1 in early 

October and is on schedule, with Phase 2 proceeding through local authority planning 
Committee. 

 
2.4 The Board is currently undergoing a Board effectiveness review and development 

programme to improve its leadership capability and organisational performance. 
 
2.5 As part of its engagement, 360 Assurance is undertaking a survey of the Board of 

Directors and other Senior Leaders/Managers within the Trust, based on the key lines 
of enquiry in CQC’s Well-Led Framework whilst an external Well-Led review is being 
commissioned through procurement.  

 
3. COUNCIL OF GOVERNORS  
 

3.1  The Trust welcomed Governors to the Governors’ Finance & Performance sub-group 
meeting on 10 October. Professor Suzanne Mason, Professor of Emergency 
Medicine, University of Sheffield, presented the Trust’s Research and Development 
strategy and programme.  

 
3.2 The meeting received the recent F&P Committee Chair’s log, F&P issues arising from 

the Integrated Performance report for period 5 and the sub-group work plan.  
 
3.3 The Governors notice of election process was launched on 17th October and is being 

run on behalf of the Trust by UK Engage, contracted on behalf of the Trust to provide 
this service independently. The Deadline for Receipt of Nominations is 5.00 pm on 4th 
November. If there are more candidates than vacancies then the nominations will 
move to a ballot process, the outcome of which will be received by the Trust on the 
13th December. 

 
4. NEWS AND EVENTS: 

 
4.1 In addition to the Trust Board and the Risk appetite workshop development session 

with Board members I attended a number of formal, informal and ad-hoc visits and 
meetings.  
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4.2 These included visits to the Dermatology Department, Radiology Department, 
Chaplaincy, Junior Doctors Forum, Complaints and Risk team, Cardiology ward and 
chairing the Organ Donation Committee 

 
4.3 I attended the annual Nursing and Midwifery Conference of the Trust, the SYB ICS 

Acute Chairs in Common Committee and acted as a Panel Assessor on the NHSI 
North Region developing leaders’ assessment programme at the Leadership Academy 
in Leeds. 

 
4.4 I visited the University of Sheffield Medical School, attended a meeting of key 

community stakeholders at Barnsley College, chaired the meeting of the Barnsley 
Integrated Care Partnership Group, attended a healthcare developing technology 
seminar in Leeds and with Dr Jenkins held the quarterly partnership working meeting 
with the Chair and Chief Executive of The Rotherham NHS FT. 

   
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. As at September 2019: 

 
Tiny Heart’s Donations                 £11,108.58 
Other Charity Donations               £5,133.44 

 
Tiny Hearts Appeal Total               £929,074.36 
Tiny Hearts Fund Balance             £219,564.49 

 
 
 

 
Trevor Lake, Chairman 
November 2019 
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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: 19/11/07/15       
 
1. STRATEGIC CONTEXT 
 

1.1 This report is intended to give a brief outline of some of the key activities undertaken   
as Chief Executive since the last meeting and highlight a number of items of interest. 
The items below are not reported in any order of priority. 

 
2. BARNSLEY HOSPITAL  
 

2.1 Operational Performance 
 

The Trust continues to perform well against the four nationally mandated 
performance metrics. I am pleased to report that for the month of September, 
Barnsley Hospital was ranked number one in England for its performance in meeting 
the national four hour standard and in addition, looks set to hit the 62 day cancer 
standard and 18 week referral to treatment standard for September. 

 
I would like to thank all staff across the hospital for their efforts in this achievement.  
Although the standard relates to the emergency department, it requires a whole 
hospital approach.  

 
2.2 NHS Staff Survey 

 
Barnsley Hospital has launched the annual NHS Staff Survey.  The survey is 
independently facilitated by Picker and results will be presented to the Trust in 
Quarter 4 2019-20.  It is important that the Trust hears the views of as many of its 
staff as possible in order to gain a detailed understanding of their views on a range of 
matters.    
 
This year the Trust as moved away from an online approach, using paper surveys to 
ensure clinical staff that do not have regular access to email are encouraged to 
participate. At the time of writing, the Trust’s response rate is 42.6%, which is an 
improvement on the same period last year.  The survey runs until the end of 
November. Results and action plans are monitored through the People and 
Engagement Group 

 
2.3 Administrative and Clerical Staff Engagement  

 
On 8 November the trust will celebrate our valued administrative and clerical staff 
throughout the hospital.  Colleagues will have the opportunity to thank individuals 
and teams for their contributions and hard work.  The event is as a direct result of 
staff feedback through the Team Brief question and answers facility.  

 
2.4 Proud of Barnsley Awards 2019 
 

The Trust has a category in the annual Proud of Barnsley Awards, the Hospital Hero 
Award.  I am proud to announce the three finalists who have been shortlisted this 
year:  

 
● Ward 30 – nominated for organising a wedding for a patient who had advanced 

metastatic breast cancer. 
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● Midwife Yasmeen Akhtar – nominated for her work as a mental health midwife, 
supporting women before and after they give birth by holding a variety of 
workshops and sessions. 

● The Resus Unit – nominated after it gave a man the chance to say goodbye to 
a loved one before they sadly passed away.  

● The nominations, made by members of the public, highlight the excellent work 
of our staff and their ability to support our patients.  The awards ceremony will 
take place on 15 November.  

2.5 Paediatric Emergency Department and Children’s Assessment Unit  
 

Phase 1 of the works to co-locate a newly designed Paediatric Emergency 
Department and Children’s Assessment Unit began in early October. The works will 
be completed in three phases:  

 
● Phase 1 – running until December 2019 will prepare the ground works 
● Phase 2 – running until the end of 2020 will focus on the building works  
● Phase 3 – running to 2021 will transform the existing paediatric emergency 

department space into adult emergency department capacity.  

Consultation with patients on the environment and design of the new facilities is 
taking place in November.  

 
2.6 Keith Haynes, Interim Board Secretary, completed his fixed term role at the end of 

October. I would like to thank Keith on behalf of the Board for the excellent work he 
has done for the Trust. Margaret Saunders commences her role as substantive 
Director of Corporate Governance on 1st November. 

 
2.7 Out-patient Modernisation Programme 

 
This programme is the major improvement focus for the rest of the year and next 
year. It has five core thematic areas of focus and is designed to deliver a step 
change in how we deliver services. The launch event was well attended with 
considerable interest and engagement from a wide range of staff. 

 
2.8 Annual Nursing and Midwifery Conference 17th October 

 
Jackie Murphy, Director of Nursing and Quality, led her first annual nursing 
conference which was opened by Mr Trevor Lake, Chair, and with a keynote address 
by Margaret Kitching, Chief Nurse for the North East and Yorkshire region. It was 
extremely well–attended and a highlight was the award of a Silver CNO award to 
Sister Louise Gallagher of Ward 19. 

 
 
 
 
 
3. PARTNERSHIP WORKING 
 

3.1 The QUIT programme in Barnsley is making good progress.  Since the hospital re-
launched it’s smoke-free status in support of the Barnsley wide ‘Make Smoking 
Invisible’ initiative in May, the focus has moved from the hospital site to supporting 
staff and patients to stop smoking.   The Acute Medical Unit are undertaking a pilot 
scheme to support patients which commenced in October.  
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3.2 Urgent and emergency Care (UEC) Summit 17th October 
 

I convened a summit of all local partners in Barnsley to explore the reasons for, and 
solutions to, the inexorable rise in emergency Department Attendances. 40-50 
people attended and engaged constructively in the workshop. A range of new 
workstreams is being developed and will be delivered through the UEC Delivery 
Board. 

 
3.3 Launch of the Barnsley phase of the Hyperacute Stroke Unit (HASU) 

reconfiguration 

The final part of this reconfiguration went live on 1st October for Barnsley residents. 
So far, there have been no significant issues with the change with smooth 
partnership working between the regional HASUs and the Barnsley Hospital Acute 
Stroke Unit. 

 
3.4 Bilateral meetings with The Rotherham NHS Foundation Trust 
 

Trevor Lake, Chair, and I met with our opposite numbers on 15th October to discuss 
our existing partnership working which includes pathology services and 
gastroenterology.  

 
3.5 SYB Integrated Care System 

 
During the month, a range of executive directors and I attended a variety of ICS 
meetings. I attach the latest ICS CEO report. The key focus of current ICS work is 
the ICS strategic plan in response to the national Long Term Plan. 

 
4. SUMMARY OF MEETINGS ATTENDED  
 

• On 8 and 9 of October I attended the NHS Providers Conference.  
• On 10 October, I attended the Y&H Academic Health Science Network Strategic 

Advisory Board 
• On 10 October, I attended the Applied Research Collaborative UEC steering group 
• On 14 October I chaired the QUIT Steering Group for Barnsley place. 
• On 24 October I chaired the South Yorkshire and Bassetlaw Stroke Implementation 

Group 
• On 28 October I participated in the Schwartz Round at the hospital. 

 
 
Dr Richard Jenkins  
Chief Executive 
November 2019  
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South Yorkshire and Bassetlaw Integrated Care System CEO Report 

SOUTH YORKSHIRE AND BASSETLAW 
INTEGRATED CARE SYSTEM 

11 October 2019 

Author(s) Andrew Cash, Chief Executive, South Yorkshire and Bassetlaw Integrated 
Care System 

Sponsor 

Is your report for Approval / Consideration / Noting 

For noting and discussion 

Links to the STP (please tick) 

Reduce 

inequalities
Join up health 

and care

Invest and grow 

primary and 

community care 

Treat the whole 

person, mental 

and physical  

Standardise 

acute hospital 

care 

Simplify urgent 

and emergency 

care 

Develop our 

workforce

Use the best 

technology 

Create financial 

sustainability 

Work with 

patients and the 

public to do this 

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

N/A 

Summary of key issues 

This monthly paper from the South Yorkshire and Bassetlaw Chief Executive provides a summary 
update on the work of the South Yorkshire and Bassetlaw Integrated Care System (SYB ICS) for 
the month of September 2019. 

Recommendations 

The SYB Collaborative Partnership Board (CPB) and SYB ICS Health Executive Group (HEG) 
partners are asked to note the update and Chief Executives and Accountable Officers are asked to 
share the paper with their individual Boards, Governing Bodies and Committees. 

Enclosure B 
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South Yorkshire and Bassetlaw Integrated Care System CEO Report 

SOUTH YORKSHIRE AND BASSETLAW 
INTEGRATED CARE SYSTEM 

8 October 2019 

1. Purpose

This paper from the South Yorkshire and Bassetlaw Integrated Care System Chief Executive 
provides an update on the work of the South Yorkshire and Bassetlaw Integrated Care System for 
the month of September 2019. 

2. Summary update for activity during September 2019

2.1 Place Reviews: Quarter Two

Building on the learning from our approach to Place Reviews in Quarter One, the Quarter Two 
Reviews took place during September. Discussions during this round focused on one or two key 
areas on performance, allowing for a ‘deeper dive’ on issues that were of particular importance for 
Places. These included cancer waiting time standards, the referral to treatment time standard, 
suicide, winter and resilience and urgent and emergency care (including the four hour standard). 
Transformation discussions focused on extended access in primary care, winter planning, primary 
care strategy, population health management, and progress on the digital agenda. 

2.2  South Yorkshire and Bassetlaw ICS Five Year Strategic Plan 

We submitted our draft Five Year Strategic Plan narrative, alongside five year plans for finance, 
activity and workforce (the ‘Strategic Planning Tool’) and five year trajectories at ICS level for Long 
Term Plan (LTP) metric (the ‘Strategic Planning LTP Collection template’) to NHS England and 
Improvement on Friday 27th September. 

The Plan has been developed with the SYB cross-system LTP Task and Finish Group with Place 
and Sector representation which has provided oversight and co-ordination throughout the process. 
The Plan has been informed from each Place via the Accountable Care Partnership directors with 
SYB ICS Programme Directors and Workstream Leads contributing from a System perspective, 
reviewing Place submissions, identifying gaps and consolidating or selecting material to create the 
SYB narrative. An LTP Finance Group has overseen the development and population of the 
financial model and existing regional teams co-ordinated the workforce aspect of the submission. 

In addition to feedback from NHS England and Improvement on the draft Plan on October 7th, we 
are also meeting with ICS’ and STPs from North East and Yorkshire on 2nd October as part of a 
peer to peer review. We are also sharing the draft Plan with the public, patients, staff and 
stakeholders for any further comments before our final submission on November 15th.  

2.3 ICS Guiding Coalition and the Long Term Plan 

Our next Guiding Coalition is scheduled for the morning of Tuesday 8th October at the Keep Moat 
Stadium in Doncaster where we will share the findings from the final engagement report and our 
draft refreshed vision in our Five Year Plan.  We will pay particular focus to prevention, population 
health, primary care, workforce, digital and working closely with the voluntary sector. All ongoing 
feedback will inform the final submission of the Plan on November 15th 2019. 
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2.4 National and Regional ICS Leaders Update 

The North East and Yorkshire STP/ICS Leaders Network met on 2nd October and focused on 
feedback from the NHS Executive Board meeting, preparing for winter, EU Exit, capital, CCG 
mergers and ICS development.  

At the national STP/ICS Leaders Development event on 25th September, which was led by 
Amanda Pritchard, Chief Operating Officer at NHS England and Improvement, discussions 
included the Long Term Plan planning process, stakeholder feedback on the ICS maturity matrix, 
Ipsos MORI research on engaging with communities (South Yorkshire and Bassetlaw’s work within 
the Hospital Services Review features as a positive case study) and an operating model for 
workforce. 

2.5 Yorkshire Cancer Research support for the QUIT business case 

I am pleased to share with you the good news that Yorkshire Cancer Research (YCR) Board has 
confirmed its support for the QUIT business case. This is a substantial investment into one of our 
flagship prevention work programmes, and will enable us to implement a step change across 
Acute and Mental Health Trusts in our work to reduce tobacco addiction.  

We will now begin negotiations with YCR around the contract content, along with agreeing 
branding and communications arrangements, final evaluation plans and other associated 
requirements. This news is therefore embargoed for the time being, and I will let you know when 
we are in a position to make a public announcement.  

2.6 National Award for South Yorkshire and Bassetlaw Healthwatches 

I am delighted to let you know that the engagement work that the local Healthwatches in South 
Yorkshire and Bassetlaw carried out on the NHS Long Term Plan won the Healthwatch England 
Outstanding Achievement Award. Healthwatch Doncaster, which led the SYB approach, picked up 
the award on behalf of the five Healthwatches at their Annual Conference earlier this month. This 
is fantastic news and a great reflection of the excellent partnership working that we have in place. 

2.6 Improving Outcomes for people with Respiratory Conditions  

Respiratory conditions contribute significantly to inequalities in health outcomes; and non-elective 
admissions for respiratory conditions are the highest of any single clinical programme and have 
risen every year for the last seven years. There are many opportunities to improve the treatment of 
respiratory conditions which will impact on these outcomes and the STP/ICS leaders in the North 
agreed to prioritise the respiratory clinical programme to support work across the region and the 
requirements to improve respiratory care in the NHS Long Term Plan, specifically to:   

 Detect and diagnose respiratory problems earlier;
 Provide structured education and self-management for people with newly diagnosed

respiratory conditions;
 Receive and use the right medication;
 Expand access to pulmonary rehabilitation services;
 Improve the response to patients with pneumonia.

As the lead for the programme on behalf of the North STP and ICS leaders group I established a 
North respiratory task group across 7 ICSs, which launched in May with an event to share good 
practice and expertise attended by over 170 people. Since May the task group has developed a 
range of excellent interventions and innovative service models that could be delivered at scale 
across the North of England to improve care and outcomes.  
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The SYB ICS contribution to this work includes our Tobacco Dependency QUIT programme; 
developing a new approach to pulmonary rehabilitation in primary and community care that is 
better tailored to individuals needs and interests to improve take up and completion of the course; 
developing spirometry hubs across PCNs sharing skills and expertise to diagnose respiratory 
conditions and trialling Cognitive Behavioural Therapy (CBT) to support people to better manage 
their breathlessness.    

2.7 Digital Hub 

South Yorkshire and Bassetlaw Integrated Care System is a partner in the development of a new 
national cancer data hub. The hub is being created thanks to a successful multi-agency bid with 
Yorkshire and Humberside awarded part of a £4.5million pledge by the government to set up the 
hub. 

DATA-CAN – The Health Data Research UK Hub for Cancer – will work with patients across the 
UK to bring their clinical data together and use this data to help develop improved cancer 
treatments, give patients faster access to clinical trials, and understand how we can improve NHS 
cancer services. The Hub will be supported by patients, charities, clinicians, academic and 
industry-based researchers and innovators, and will involve cancer hospitals across the UK.  

DATA-CAN aims to transform the ability of researchers to use high-quality cancer data, while 
ensuring all data is held securely and patients can decide how their data might be used. It is one of 
seven Health Data Research Hubs being set up across the UK to speed up research for new 
medicines and treatments, support quicker diagnoses and potentially save lives. 

The Health Data Research Hubs are part of a four-year £37million investment from the 
Government Industrial Strategy Challenge Fund (ISCF), led by UK Research and Innovation, to 
create a UK-wide system for the safe and responsible use of health-related data on a large scale. 
Partners working with South Yorkshire and Bassetlaw Integrated Care System include West 
Yorkshire and Harrogate ICS, Humber, Coast and Vale STP, University College London Partners, 
Queen’s University Belfast also representing partners in Wales, Genomics England and IQVIA. 

2.7 Performance Scorecard 

The attached scorecards show our collective position at September 2019 (using predominantly 
August 2019 data) as compared with other areas in the North of England and also with the other 
nine advanced ICSs in the country.  

We have seen an improvement in the 31 day Cancer standard and many of the standards have 
seen improved performance, but they are unfortunately still below the standards. Performance 
remains below the line on the other NHS Constitutional Standards except Improving Access to 
Psychological Therapies (IAPT) recovery and Early Intervention in Psychosis (EIP). Referral to 
Treatment (RTT), A&E and Cancer waiting times continue to be areas of system-wide focus where 
we are looking at collectively improving performance. 

At month 5 all organisations are on plan and are forecasting to achieve plan; although there 
remain some risks to full year delivery. 

2.8 NHS Long Term Plan Legislative Proposals 

The NHS Long Term Plan included suggested changes to the law to help implement the Plan. In 
Spring, NHS staff, partner organisations and interested members of the public were invited to give 
their views on the proposals. The NHS has now published its response to the views it received 
during engagement and set out its recommendations to Government and Parliament for an NHS 
Bill. This Bill could help deliver improved patient care by removing barriers and promoting 
collaboration between NHS organisations and their partners. 

Pack page 127

https://www.england.nhs.uk/wp-content/uploads/2019/09/BM1917-NHS-recommendations-Government-Parliament-for-an-NHS-Bill.pdf


5 

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

Date 3 October 2019 
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EXECUTIVE SUMMARY 

RECOMMENDATIONS 

STRATEGIC CONTEXT 

 

  
REPORT TO THE  
BOARD OF DIRECTORS REF: BoD: 19/11/07/17  
SUBJECT:   INTELLIGENCE REPORT  
DATE:          7 NOVEMBER 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  
• General Election – December 2019 
• Artificial Intelligence could reduce ED attendances 
• Paramedics to access mental health records of patients  
• New Doctor database for private and public sector  
• New GP IT Framework  

 
 

 

The Board of Directors is asked to receive the contents of this report for information. 
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Subject: INTELLIGENCE REPORT  Ref: BoD: 19/11/07/17 

 
*please note that this is not an exhaustive report, submissions welcome to emmaparkes1@nhs.net 
Release 
Type 

Detail Impact/ 
Action/  

My NHS/ 
NHS 
Choices  

NHS Choices User Rating – 4.5* (5* is Excellent)  
 
Feedback 
 
Excellent practice – 5 Stars 
 
Very good experience staff and surgeons explain everything in full 
and procedures carried out in satisfactory time hospital staff nothing 
too much. 
 
Excellent from point of entry at A&E to admission on ward – 5 
Stars 
 
Cannot compliment all the staff at A & E enough for how I was dealt 
with having turned up there with cardiac problems. At 16:30 11/9/19. 
Fantastic doctor took every precaution and admitted me to the 
cardiology ward where My friendly and professional care continued 
from both the night and day shifts. Start to finish all a credit to the 
NHS. 
 

Potential 
impact on 
reputation / 
All postings 
responded 
to / Board to 
note for 
information 
Director of 
Comms to 
circulate to 
staff as 
appropriate.  
 

National  General Election in December 2019 
 
A General Election will be held in December 2019.  During this time, 
Purdah will apply. Purdah is the pre-election period in the United 
Kingdom, specifically the time between the announcement of an 
election and the final election results. 
 
Purdah has implications for NHS organisations, including the arm's-
length bodies such as NHS England, CQC and NHS Improvement 
over this period. 
 
During these periods, communications either in the form of 
announcements or activities by NHS organisations should be avoided 
if they could influence, or be regarded as influencing, the outcome of 
elections. 
 

Director of 
Comms to 
ensure 
purdah is 
adhered to.  
Board to 
note for 
information  

Regional Commissioners in Yorkshire are to roll out a scheme which used 
artificial intelligence (AI) to help reduce ED attendances  
 
Vale of York Clinical Commissioning Group commissioned the 
scheme following a randomised control trial featuring around 1,000 
patients treated at York Teaching Hospitals Foundation Trust over the 
last four years. 
 
The trial used AI to identify patients, often with long-term conditions, 
who were at risk of an unplanned hospital admission. These patients 
then received coaching from nurses for up to six months to help them 
take greater control of their health. 
 

Board to 
note for 
information 
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Release 
Type 

Detail Impact/ 
Action/  

The trial reported a 30 per cent reduction in unplanned hospital 
admissions and 25 per cent decrease in planned admissions within 
the patient group which received the intervention, compared to the 
cohort which did not.  
 
The CCG will now fund health coaching for up to 1,800 patients. 
 
Health coaching has been used in some parts of the NHS for nearly 
two decades, but the use of AI to pinpoint which patients should be 
targeted is a newer phenomenon. The York trial is significant because 
it is one of the largest, and longest running, randomised control trials 
used for this purpose.  
 
The York project is part of a wider on-going randomised control trial 
which is also being run at five other NHS trusts (Mid Essex Hospital 
Services, Royal Wolverhampton, University Hospitals of North 
Midlands, University Hospitals of Derby and Burton FT, and East Kent 
University Hospitals FT). 
 
750 patients are part of this wider trial and its first findings are 
scheduled for publication in April next year. 
 
The interim findings were presented by Health Navigator, the 
scheme’s technology provider, at the Health Excellence Through 
Technology conference earlier this month. Health Navigator chief 
executive Joachim Werr claimed that 1 per cent of the UK population 
accounts for 50 per cent of non-elective bed days, which means there 
is “huge potential for new models of care such as this” to reduce 
avoidable admissions. 
 
 

National  Paramedics will be able to access the records of mental health 
service users for the first time as part of a wider scheme that 
aims to allow clinicians to share care records across the country 
 
The initiative is led by NHS Digital, and is intended to help ambulance 
staff decide how and where service users would receive the best 
treatments instead of automatically taking them to hospitals’ 
emergency departments. 
 
Last year NHS Digital launched a pilot which gave ambulance staff 
the ability to see whether a patient they were treating had a mental 
health crisis plan. The staff would then contact the crisis team 
responsible for the patient. This was achieved by NHS Digital building 
a national record index, which was then integrated into participating 
trusts’ clinical systems. In November, the pilot will be expanded when 
paramedics are given access to the crisis plan itself. 
 
The service, called National Record Locator, spans different health 
economies, meaning paramedics in London could, for example, 
access the crisis plan of a mental health patient from Lancashire if 
they become ill while visiting the capital. 
 
 

Board to 
note for 
information  
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Release 
Type 

Detail Impact/ 
Action/  

Eight mental health trusts (South London and Maudsley, Lancashire 
Care, Cheshire and Wirral Partnership, Cumbria Partnership, 
Humber, Somerset Partnership, Mersey Care and Nottinghamshire 
Healthcare) and four ambulance trusts (North East, North West, 
Yorkshire and London) have signed up to the scheme so far. 
 
The pilot’s expansion will also target better record sharing for 
community mental health nurses, children’s health teams and 
maternity services. 
 

National A new database for doctors working in the independent sector is 
being developed as part of wider reforms to improve the clinical 
governance of those providers 
 
The secure system will allow information to be shared between 
hospitals including a mandatory dataset about where doctors work 
and their scope of practice. If any concerns are raised this should be 
shared with everywhere they work, including in the NHS, under the 
scheme. 
 
The framework, developed by former NHS England medical director 
Sir Bruce Keogh with the Independent Healthcare Providers Network, 
is designed to head-off concerns over governance and the ability for 
clinicians to operate without providers being fully aware of their 
activities. 
 

Board to 
note for 
information  

National  GPs are set to receive IT services from a much broader pool of 
suppliers after more than 50 new companies successfully bid to 
be on a major framework 
 
A total of 69 technology companies providing more than 300 solutions 
have been accepted onto the GP IT Futures framework, which will be 
the main vehicle used by clinical commissioning groups to buy IT 
services for GPs. 
 
Currently, only 16 suppliers occupy the current framework (GP 
Systems of Choice).  The successful suppliers’ systems will now be 
evaluated against the new standards set by GP IT Futures. If 
approved, these systems will then be available to GPs from January 
next year, when the framework replaces GP Systems of Choice. 

 

Board to 
note for 
information  
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