
  

 
 

  
 The meeting of the Board of Directors 

 
To be held on Tuesday, 31 July 2018 at 10.00am 

in the Boardroom, Doncaster Royal Infirmary 

AGENDA  
Part I 

 
  Enclosures 

1.  Apologies for absence 
 

(Verbal) 

2.  Register of interests and declarations 
 

Enclosure A 

3.  Actions from the previous meeting Enclosure B 
 

Presentation slot 
 
4.  Formal relationship of Doncaster & Bassetlaw Teaching Hospitals and Hall 

Cross Academy School in the context of the widening participation agenda 
Karen Barnard – Director of People and Organisational Development 
Alasdair Strachan – Director of Education 

 

Enclosure C & 
Presentation 

Reports for decision 
 
5.  Management Board Structure 

David Purdue – Chief Operating Officer 
Matthew Kane – Trust Board Secretary 

 

Enclosure D 

6.  Annual Members’ Meeting arrangements 
Matthew Kane – Trust Board Secretary 

 

Enclosure E 

7.  Amendment to Constitution 
Matthew Kane – Trust Board Secretary 

 

Enclosure F 

Reports for assurance  

8.  Chairs’ Assurance Logs for Board Committees held 23 and 24 July 2018 
Neil Rhodes – Chair of Finance and Performance  
Kath Smart – Chair of Audit and Non-clinical Risk Committee 

 

Enclosure G 

9.  Strategy and Transformation Report 
Marie Purdue –Director of Strategy & Transformation 

 

Enclosure H 

10.  Finance Report as at June 2018 
Jon Sargeant – Director of Finance 

 

Enclosure I 

11.  Performance Report – June 2018 
Led by David Purdue – Chief Operating Officer 
 
 

Enclosure J 
 
 



 
 

12.  Q1 Estates & Facilities Performance Report  
Dr Kirsty Edmondson-Jones, Director of Estates and Facilities  

Enclosure K 
 
 

13.  CQC Inspection Outcome 
Moira Hardy – Director of Nursing, Midwifery and Allied Health Professionals 

 

Enclosure L 

14.  Board Assurance Framework & Corporate Risk Register Q1 
Matthew Kane – Trust Board Secretary 

 

Enclosure M 

15.  Update on Agenda for Change pay deal 
Karen Barnard – Director of People and Organisational Development 

 

Enclosure N 

16.  Workforce Strategy 
Karen Barnard – Director of People and Organisational Development 
 

Enclosure O 
(to follow) 

17.  Board Development Programme 
Karen Barnard – Director of People and Organisational Development 

 

Enclosure P 
 

Reports for information  

18.  Chair and NEDs’ Report  
Suzy Brain England – Chair 
 

Enclosure Q 
 

19.  Chief Executive’s Report 
Richard Parker –Chief Executive  

 

Enclosure R 
 
 

20.  Audit and Non-clinical Risk Committee Annual Report 
Kath Smart – Chair of Audit and Non-clinical Risk Committee 

 

Enclosure S 

21.  Minutes of Finance and Performance Committee, 21 June 2018 
Neil Rhodes – Chair of Finance and Performance Committee 
 

Enclosure T 

22.  Minutes of Management Board, 11 June 2018 
Richard Parker – Chief Executive 
 

Enclosure U 

23.  To note: 
Board of Directors Agenda Calendar 
Matthew Kane – Trust Board Secretary 
 

Enclosure V 

Minutes  

24.  To approve the minutes of the previous meeting held 26 June 2018 Enclosure W 

25.  Any other business (to be agreed with the Chair prior to the meeting) 
 

 

26.  Governor questions regarding the business of the meeting 
 

 

27.  Date and time of next meeting 

Date:     21 August 2018 
Time:     10.00am 
Venue:  Sim Centre, Montagu 
 
 
 

 



 
 

28.  Withdrawal of Press and Public 

Board to resolve: That representatives of the press and other members of 
the public be excluded from the remainder of this meeting having regard to 
the confidential nature of the business to be transacted, publicity on which 
would be prejudicial to the public interest. 

 

 

 
Suzy Brain England 
Chair of the Board  
 
25 July 2018 



(as at 1 July 2018) 
 

Doncaster & Bassetlaw Teaching Hospitals NHS Foundation Trust 
Register of Directors’ Interests and ‘Fit and ‘Proper Person’ Declarations 

 
Register of Interests 
 
Linn Phipps, Non-executive Director 
Lay member, NICE (National Institute for Health and Clinical Excellence) Highly Specialised 
Technologies Evaluation Committee (HSTEC) and Indicator Advisory Committee (IAC) 
Lay Member, Independent Reconfiguration Panel 
Chair, NHS England Patient Online Programme Stakeholder Forum 
Owner and Director, Ceist Consulting 
 
Sewa Singh, Medical Director 

Director, Veincure Ltd (the company currently has no conflict of interest with the Trust) 

 
Suzy Brain England, Chair of the Board 
Lay Representative of Health Education England: Yorkshire and Humber 
Trustee, NHS Providers Board 
 
Kath Smart, Non-Executive Director 
Independent Audit Committee Member – Doncaster Metropolitan Borough Council 
Non-Executive Director – ACIS Group (Housing provider) 
Court Secretary – Foresters Friendly Society 
Trust Associate Manager – (TAM – or ‘Hospital Manager’ under the Mental Health Act) – 
Rotherham, Doncaster & South Humber NHS FT 
Husband is a Head of Services for PLUSNET 
 
Alan Chan, Non-Executive Director 
Minority Shareholder (less than 0.000001%) in Parseq Limited 
 
The following have no relevant interests to declare: 
Karen Barnard   Director of People & Organisational Development 
Moira Hardy   Director of Nursing, Midwifery and Allied Health Professionals 
Richard Parker   Chief Executive 
David Purdue   Chief Operating Officer 
Neil Rhodes   Non-executive Director 
Jon Sargeant   Director of Finance 
Patricia Drake   Non-Executive Director 
Marie Purdue   Director of Strategy and Transformation 
Sheena McDonnell  Non-Executive Director



(as at 1 July 2018) 
 

Fit and Proper Person Declarations 
 
The Trust can confirm that every director currently in post has declared that they: 
 
(i) are not an undischarged bankrupt or a person whose estate has had sequestration 

awarded in respect of it and who has not been discharged; 

(ii) are not the subject of a bankruptcy restrictions order or an interim bankruptcy 
restrictions order or an order to like effect made in Scotland or Northern Ireland;  

(iii) are not a person to whom a moratorium period under a debt relief order applies under 
Part VIIA (debt relief orders) of the Insolvency Act 1986;  

(iv) have not made a composition or arrangement with, or granted a trust deed for, their 
creditors and not been discharged in respect of it; 

(v) have not within the preceding five years been convicted in the British Islands of any 
offence and a sentence of imprisonment (whether suspended or not) for a period of not 
less than three months (without the option of a fine) was imposed on them; 

(vi) are not subject to an unexpired disqualification order made under the Company 
Directors’ Disqualification Act 1986; 

(vii) have the qualifications, competence, skills and experience which are necessary for the 
relevant office or position or the work for which they are employed; 

(viii) are able by reason of their health, after reasonable adjustments are made, of properly 
performing tasks which are intrinsic to the office or position for which they are appointed 
or to the work for which they are employed; 

(ix) have not been responsible for, been privy to, contributed to or facilitated any serious 
misconduct or mismanagement (whether unlawful or not) in the course of carrying on a 
regulated activity or providing a service elsewhere which, if provided in England, would 
be a regulated activity; 

(x) are not included in the children’s barred list or the adults’ barred list maintained under 
section 2 of the Safeguarding Vulnerable Groups Act 2006, or in any corresponding list 
maintained under an equivalent enactment in force in Scotland or Northern Ireland;  

(xi) are not prohibited from holding the relevant office or position, or in the case of an 
individual from carrying on the regulated activity, by or under any enactment;  

(xii) have not been convicted in the United Kingdom of any offence or been convicted 
elsewhere of any offence which, if committed in any part of the United Kingdom, would 
constitute an offence; 

(xiii) have not been erased, removed or struck-off a register of professionals maintained by a 
regulator of health care or social work professionals; and 

(xiv) have not been dismissed from paid employment otherwise than by reason of redundancy, 
by the coming to an end of fixed term contract or through ill health.  

 
Directors are requested to note the above and to declare any changes to their position as 
appropriate in order to keep their declaration up to date. 
 



 

 
 

Action Notes 

Meeting: Board of Directors  

Date of meeting: 26 June 2018 

Location:  Boardroom, DRI 

Attendees: SBE, RP, KB, PD, MH, DP, SS, AA, LP, JP, NR, JS, PS, KS 

Apologies:     None. 
 

No. Minute No Action Responsibility Target Date Update 

1.  18/01/13 Director of Education to share the 
Teaching Hospital phase two 
development plan at a future Board. 
 

MK Following 
discussions at 

QEC 

Partially complete.  Research and development 
discussions at QEC complete.  Phase 2 subject to 
discussions on where research sits within 
management. 
 

2.  18/4/44 Presentation to be given to Board on 
work in theatres and outpatients. 

DP/MK August 2018 Timetabled for a future Board. 

3.  18/6/4 Details of services under each of the 
divisions to be supplied. 

DP July 2018 To be supplied once all appointments have been 
made. 



 

 
 

No. Minute No Action Responsibility Target Date Update 

4.  18/6/14 Deputy Chief Executive and Chief 
Operating Officer to agree an initial 
response to the Hospital Services 
Review proposals on behalf of the 
Trust. 
 

DP 12 July 2018 Complete. 

5.  18/6/31 Deep dive schedule to be corrected 
and circulated. 

MP July 2018 Complete. 

6.  18/6/47 Workshop to be organised on 
digitising A&E. 

KB/MK TBC To be built into board development schedule. 

 
Date of next meeting:   31 July 2018 
Action notes prepared by:  M Kane  
Circulation:    SBE, AC, NR, KB, MH, KS, PD, DP, JS, SS, RP, LP, SM 
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Title 
Formal relationship of Doncaster & Bassetlaw Teaching Hospitals and Hall Cross 
Academy School in the context of the widening participation agenda.  

Report to Board of Directors Date 31st July 2018 

Author 
Dr Alasdair Strachan, Director of Education;  
Dr Sam Debbage, Deputy Director of Education;   
Kelly Turkhud, Vocational Education Manager 

Purpose 

 Tick one as appropriate 

Decision x 

Assurance  

Information  

 

Executive summary containing key messages and issues 

A presentation will be delivered to the Board of Directors (BOD) with information relating to the key 
priorities, challenges and future developments across the widening participation agenda including the 
connections with local schools, colleges and Universities and the development of new roles to support 
the current workforce. 

The paper outlines a proposed formal relationship between Hall Cross Academy and DBTH as part of our 
widening participation strategy. In the work to date we have identified the opportunity to develop a more 
formal relationship where we work across the school years promoting the many professions within DBTH 
and to develop models of working with schools we can use more widely. This proposal has been agreed 
by the governors of Hall Cross Academy and is now before the Board of Directors for consideration.  

Key questions posed by the report 

Is the Board assured that the Trust is actively widening the participation of the future and current 
workforce of the Trust? 

The paper asks the Board to agree a formal relationship between DBTH and Hall Cross Academy.  

How this report contributes to the delivery of the strategic objectives 

People – As a Teaching Hospital we are committed to continuously developing the skills, innovation and 
leadership of our staff to provide high quality, efficient and effective care. The purpose of the widening 
participation agenda is to ensure that DBTH develops a diverse workforce, ensuring that staff have the 
right skills, values and behaviours to provide safe and effective care whilst promoting equal access for all.   

How this report impacts on current risks or highlights new risks 

By ensuring that we have a workforce fit for the future, enabling widening participation provides the 
organisation with a workforce that will be sustainable and capable of providing safe and effective care, 
thereby reducing the Trust’s inability to recruit the right staff and ensuring we have the right staff with 
the right skills; reducing vacancy levels and improving staff morale by demonstrating our investment in 
their future development.  

Recommendations 

The Board of Directors is asked to approve the establishment of a formal relationship between the Trust 
and Hall Cross Academy and to support the widening participation agenda for DBTH.  
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Widening Participation  

Background 

In October 2014 Health Education England (HEE) published the ‘Talent for Care document and the 

‘Widening Participation– It Matters’ document. HEE stated that all staff should be encouraged to 

engage in the concept of learning, especially those without entry level qualifications, whilst 

supporting existing staff into Higher Education. Enabling organisations to ‘grow their own’ registered 

clinicians.  

Doncaster and Bassetlaw Teaching Hospitals NHS Foundation Trust (DBTH) pledged to support the 

widening participation agenda with a shared consensus of the fundamental principles of the 

publication, to improve the quality of patient care we need staff with the right skills, values and 

behaviours whilst promoting equal access for all.   

It is without doubt that the rapidly changing demographics both nationally and throughout the 

Doncaster and Bassetlaw place will inevitably have implications on the ability of the organisation to 

attract, train and sustain a workforce capable of providing safe and effective patient care to an ever-

growing population.   

The development of a widening participation strategy will bring this work together. DBTH is also a 

strategic partner with the role out of the new Doncaster UTC. The Trust is also a key partner in the 

development of Doncaster University. The Doncaster and Bassetlaw ACP will also be opportunities to 

develop opportunities into health professions in their wider context.  

Considering all of the above the Training and Education Department are in the process of planning 

ways to address some of the challenges. 

The board presentation will outline the details of this work.  

 

Proposed Hall Cross Academy – a Foundation School for Health 

 
Doncaster and Bassetlaw Teaching Hospitals (DBTH) and Hall Cross Academy have developed a close 

working relationship over recent years. We have placed senior students from Hall Cross for work 

experience across the organisation and have had the opportunity to attend career events to 

promote job opportunities at DBTH. The students are well prepared and enthusiastic during their 

placement. We receive post placement reviews and outcome data of their future academic or career 

steps. 

 

As part of our widening participation strategy we have identified the opportunity to make this a 

more formal relationship where we work across the school years promoting the many professions 

within DBTH and to develop innovative models of working with schools we can use more widely.  

 

The agreement below has been ratified by Hall Cross School governors and the Board of Directors 

is asked if they will support this formal relationship.  
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Proposal for a Partnership between Doncaster and Bassetlaw Teaching Hospitals and 

Hall Cross Academy  

 

 

Background 

Doncaster & Bassetlaw Teaching Hospitals (DBTH) is one of Yorkshire’s leading acute trusts, hosting 

3 main hospital sites and serving a population of over 420,000 across South Yorkshire, North 

Nottinghamshire and surrounding area. 

 

One of only 5 Teaching Hospitals in Yorkshire, the Trust will train a quarter of all medical students in 

the region and already trains 30% of other health care professional students. 

 

Employing 6,500 people, across 250 professions, both medical and non-medical, the Trust aims to be 

a transformational partner with other health and social care providers and to develop innovative 

strategies to widen participation, across the range of its employment opportunities. 

 

As the biggest employer in Doncaster, the Trust sees itself being an important partner in the delivery 

of the Opportunity Area Plan to enhance Social Mobility for the young people of the Borough and 

promote Doncaster as a great place to work and live. 

 

The Trust already engages on a number of levels with local education providers and is now seeking a 

more formal and focussed approach in order to develop strategies that are proven to be effective 

and resource efficient, so they can be replicated and scaled up. 

 

Identifying an educational partner which is well placed to make a formal commitment to such work, 

and is representative of the diversity of Doncaster’s population is the best way to undertake this. 

 

Hall Cross Academy is as yet unaffiliated and serves the most socio-economically and culturally 

diverse population of 11-18 year olds in Doncaster.  With nearly 2,000 students, including 

approximately 550 Post 16 learners, Hall Cross is also geographically close and has the capacity, in 

leadership and teaching teams, to collaborate on the development and evaluation of new strategies 

to promote widening participation. 

 

The Academy aspires to guarantee a “universal offer” for all of its 16 year olds for a suitably 

challenging and engaging pathway to successful employment. 

 

There are few examples of authentic and sustainable working relationships with employers in the 

Borough and little by way of evidence-based research into what works. 

 

Schools are called upon to address the barriers to social mobility, to deliver on their objectives 

within the Opportunity Area Plan, to address the recommendations in the Post 16 Review and meet 

the 8 Gatsby principles governing careers education, information and guidance. 
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The offer of an innovative formal relationship between Hall Cross and DBTH is genuinely exciting; it 

meets the aspirations of both partners and will provide a valuable model for education/employer 

engagement. 

 

Reflecting the formality of the proposed partnership, and the mutual commitment by the partners, 

Hall Cross Academy would become known as “Hall Cross Academy – a Foundation School in Health”. 

 

Aim: 

- To increase the number and social profile of students entering healthcare professions which 

include supporting and direct care professions in health and social care. 

- Indirectly to also support aspirations into employment with the associated health benefits to 

the individuals and the community. 

- To outline best practice to engage with other schools. 

 

 

Measurable Outcomes: 

- Increasing engagement of students with healthcare placements measured by the number 

and length of placements. 

- Innovative formats and engagement at an increasing number of healthcare careers events 

for a wider age profile. 

- Increasing widening participation into healthcare measured by number of students entering 

healthcare employment from all backgrounds. 

- Test and develop best practice to engage with other schools. 

 

 

Hall Cross: 

- Preparation for students to enter healthcare professions with careers advice and workforce 

ready schemes in conjunction with DBTH. 

- Ensure the breadth of healthcare career opportunities are highlighted throughout school 

years. 

- Careers team monitor impact of interventions to produce literature with DBTH for future 

career communications. 

 

 

DBTH: 

- In reach into school for healthcare careers and work ready schemes. 

- Placements in DBTH for work experience and internships. 

- Ensure internships can lead to job opportunities e.g. guaranteed interviews. 

- T Level placements in appropriate areas. 

- Identify career champions in the organisation 

 

 

Initial Ideas for Potential Activity 

Summer 2018: 

- Produce a proposal paper for approval by the DBTH Trust and Hall Cross Academy Trust 

Boards. 
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- Core Leadership team members from Hall Cross and DBTH to agree to progress ideas on 

practical arrangements for collaborative work and evidence gathering for evaluating impact. 

- Consider representation on both Hospital and Academy Boards. 

- Publicise the partnership and its aspirations for Doncaster. 

- Plan Y1 activity.  Aim a launch date for late September/early October. 

 

 

Y1 September 2018-19: 

- Task and finish group, including students and staff of Hall Cross and colleagues from DBTH to 

work on literature and materials publicising the full range of career opportunities offered by 

the hospital trust. 

- Explore opportunities for developing web page for the joint activity. 

- Explore the potential for a careers opportunity “app” for students to download. 

- Convene a “professional learning group” for school staff, serviced by DBTH education liaison 

colleagues, aimed at careers, year manager and relevant teaching staff.  Objectives to 

develop a model for advising school staff about opportunities in Health and incorporating 

time into the Careers Education Programme and /relevant subject teaching. 

- DBTH to develop some age appropriate assembly materials to be delivered with, or by 

school staff to each year group in an identified window in the school calendar. 

- DBHT to support the existing Y10 and Y12 careers events and work experience programmes 

as now. 

- Plan and hold an event for all schools showcasing for the work of the hospital Trust and 

Careers Opportunities (Key Stage/Year group to be confirmed). 

- Hall Cross to share “gap analysis” in careers offer in each year group, to identify potential 

areas for Y2 activity. 

- Core Group produce an evaluation report to aid planning, towards roll-out to other schools. 

- Agree what measures for evaluating impact will be designed in and define baseline. 

- Plan Y2 activity. 

 

 

Y2 September 2019-2020 

- Publicise “annual report” for Trustees. 

- Share destinations of school leavers and any other agreed impact measures. 

- Further develop web based, virtualised materials. 

- Develop other language materials. 

- Develop the numbers and range of work experience placements and internships across the 

hospital Trust estate. 

- Plan and deliver a Year 7 or 8 Health careers event at Hall Cross Lower School (in response to 

Y1 gap analysis). 

- Launch a “Junior Health Ambassador” initiative identifying student leaders to collaborate on 

further developing activity. 

- Professional learning team to scope which T Levels could be co-delivered (childcare, 

construction and digital available from 2020 being trailed by a small number of institutions; 

others on line 2023).  

- Professional Learning Team to develop a workshop and materials for the more able to 

promote living and working in Doncaster in aspirational career terms. 

- Aim to develop courses in Y3 and deliver Y4.   
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- Roll through successful activity from Y1. 

- Review agreed impact measures. 

- Plan Y3 activity. 

 

 

Start-up Resources 

- Time commitment for identified key senior staff. 

- Costs for producing printed materials. 

- Costs for re-branding. 

- Technical support for Web resources – each will have in-house expertise but some work may 

have to be out sourced. 

- Costs for in-house staff to be commissioned or external provider. 

- Release time for school staff for professional learning group activity. 

- DBTH staff time to attend planning, deliver assemblies/workshops. 

- DBTH and Hall Cross staff time for showcase event. 

- Cost of venue hire and hospitality. 

- Cost for materials for the above. 

- Admin time costs for work experience 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

 

 
 

Title Management Board Structure 

Report to Board of Directors Date 31 July 2018 

Author David Purdue, Chief Operating Officer 

Matthew Kane, Trust Board Secretary 

Purpose  Tick 
one as 
approp
riate 

Decision X 

Assurance  

Information  

 

Executive summary containing key messages and issues 

The attached paper sets out the terms of reference for a refreshed Management Board from 
August 2018, taking into account a number of changes including: 
 

 Removal of certain functions as Management Board has evolved including: 
 
- Investment/disinvestment which is now exercised through Corporate Investment 

Group and signed off by the Director of Finance. 
 

- Cash functions which are now exercised through a dedicated Cash Committee. 
 
- Effectiveness and efficiency/CIP functions which are now exercised through 

Effectiveness and Efficiency Committee. 
 

 Recent changes to divisional management structures. 
 

 The revised role of Management Board – led partly by the clinical divisions. 
 

Also included are terms of reference for a new group known as the Senior Leadership Forum 
that will have a membership including named executives, divisional directors, deputy medical 
directors, deputy chief operating officers, heads of nursing and business managers.  
 



 

 

Corresponding changes to Corporate Investment Group and other groups will be considered in 
due course. 
 

Key questions posed by the report 

 
Is Board content to agree the proposed revised structure? 
 

How this report contributes to the delivery of the strategic objectives 

 
N/A 
 

How this report impacts on current risks or highlights new risks 

 
N/A 
 

Recommendation(s) and next steps 

 
To APPROVE:  
 

(1) the revised terms of reference for Management Board attached as an appendix. 
 

(2) the establishment of, and terms of reference for, the new Senior Leadership Forum 
(also attached). 
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Management Board 

 

Terms of Reference 
 

 

Name Management Board (“the committee”) 

Purpose 
The key operational decision-making board of the Trust, accountable to the 
Board of Directors for the operational delivery of the Trust’s clinical and 

non-clinical services, for the delivery of organisational objectives and for 
ensuring quality of care within its delegated authority.  

Management Board will consist of both a strategic information giving 

session of the meeting together with an opportunity for divisional directors 
to propose ideas for improvements to their divisions and have them 

formally considered.   

Responsible to Board of Directors 

Delegated 
authority 

The committee has the following delegated authority: 

 To approve new or replacement appointments to consultant posts. 

 To approve policies and operational procedures in line with the 
scheme of delegation. 

Duties and work 

programme 
 Organisational development and leadership, decision making and 

performance management. 

 Determining planning and investment priorities.  

 Overseeing the development of business plans. 

 Setting appropriate frameworks, policies and procedures to support 
delivery of organisational objectives; and monitoring and reviewing 
the effectiveness of those frameworks, policies and procedures. 

 Monitoring and reviewing the operational performance of the Trust 
and agreeing action where necessary. 

 Providing a corporate view on Trust and system-wide issues and 
ensuring effective co-ordination and communication between 
clinical divisions on strategic issues. 

 Advising on planning, service level agreements and change 
management initiatives. 

 Review of the Corporate Risk Register on a monthly basis, including 
consideration of possible additions to the register. 

 Review of items escalated from the Effectiveness and Efficiency 
Committee in order to provide recommendations on their 

implementation and progress. 
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 Receiving monthly briefings on the activities of the Finance and 
Performance Committee, and from the Executive Team with regard 
to decisions taken at those weekly meetings. 

 

Chair Chief Executive (Deputy Chief Executive vice chair) 

Membership  Executive directors 

 Divisional directors  

Substitution A divisional director, if absent, may send a deputy who may be an Associate 
Director of Nursing/ Head of Nursing/ Deputy Chief Operating Officer/ 

General Manager or Clinical Director.  Deputies will hold a vote. 

 

In attendance  Chief Information Officer 

 Director of Estates 

 Director of Strategy and Transformation 

 Trust Board Secretary 

 Other senior staff will attend on a scheduled or ad hoc basis to 
provide advice and subject matter expertise as required, and in 
relation to the work plan of the committee.  

Secretary Trust Board Secretary 

Quorum  Six (inc. at least two Executive Directors and two divisional  directors) 

Voting Matters will generally be determined by the assent of the meeting and 
requirement for a vote will be in exceptional cases. 

In such cases, each member has one vote, with the chair of the meeting (the 
Chief Executive or Deputy Chief Executive) having the casting vote. 

 

Decision making The committee may make decisions and approve proposals both in and 

outside of meetings. 

Decisions may be made outside of Management Board meetings by: 

 Email - proposals should be circulated by email to all members (or 
their deputies in case of absence), along with a deadline for 
response. Any objections to a proposal should be circulated prior to 
this deadline. Proposals shall be considered to be approved provided 
the majority of members do not communicate objections. 

 Executive Team 

Any decisions made outside of a Management Board meeting shall be 
reported to the Management Board at the next meeting, and recorded in 

the minutes of that meeting. 

 

Attendance 
requirements 

Committee members must attend at least 75% of meetings, and all 
members are expected to nominate deputies when they are unable to 
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attend. 

Frequency of 
meetings 

Monthly. 

Papers Papers will be distributed at least 2 days in advance of the meeting. 

Permanency The committee is a permanent committee. 

Reporting 
committees 

 Effectiveness and Efficiency Committee Executive Team 

 Local Negotiating Committee 

 Partnership Forum 

 Clinical strategy groups (Children and Families Board, Urgent Care 
Steering Group, Elective Steering Group) 

 Corporate Investment Committee 

 Senior Leadership Forum 

Circulation of 

minutes 

Members and responsible committee. Unless otherwise indicated, 

circulation by members to their management teams is expected. 

Date approved by the committee:  

Date approved by Board of Directors:  

Review date:  
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Senior Leadership Forum 

 

Terms of Reference 
 

 

Name Senior Leadership Forum (“the committee”) 

Purpose 
 The Senior Leadership Forum’s purpose is to support the senior Divisional 
management teams to act as leaders within their professions, divisions and 
the Trust generally and to drive service change.  It will report into 
Management Board through which it may escalate issues of concern. 

Responsible to Management Board 

Delegated 
authority 

None. 

Duties and work 
programme 

(1) To provide a forum through which:  

 

 Senior teams can be informed and develop joint understanding of 
the Trust’s agenda and system wide developments. 

 Collective knowledge about management issues can be shared with 
executive and divisional directors. 

 Increased participation and advice can be achieved from senior 
clinicians in policy-making at the Trust. 

 Greater coordination and integration between divisional areas can 
be achieved. 

 

(2) To develop and provide leadership for strategic and operational 
decisions facing the Trust. 

 

(3) Provide an environment to consider and develop thinking about future 

service development. 

 

(4) To contribute to operational plans and provide ownership and 
championing of these plans. 

 

(5) To provide a clinical perspective on key areas of performance across the 
Trust and health economy. 

 

(5) To provide assurance on quality and patient safety. 
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Chair Deputy Chief Executive  

Membership  Executive Directors 

 Divisional Directors  

 Deputy Medical Directors 

 Associate Directors of Nursing/Heads of Nursing 

 Deputy Chief Operating Officer/General Managers 

 Chief Information Officer 

 Director of Estates 

 Director of Strategy and Transformation 

 

Given the breadth of membership, meetings will take place in the Education 
Centre.  Tables will be arranged to ensure a mix of divisions and seniority on 
each table. 

 

Substitution A member of the Forum, if absent, may send a deputy.  Deputies will not 
hold a vote.  

 

In attendance Other senior staff will attend on a scheduled or ad hoc basis to provide 
advice and subject matter expertise as required, and in relation to the work 
plan of the committee.  

 

Secretary Trust Board Secretary 

 

Quorum  Ten (including one representative from each of the five main staff groups) 

 

Voting Matters will be determined by the assent of the meeting and requirement 
for a vote will be in exceptional cases.  In such cases, each member has one 
vote, with the chair of the meeting having the casting vote. 

 

Decision making N/A 

 

Attendance 
requirements 

Committee members must attend at least 75% of meetings, and all 
members are expected to nominate deputies when they are unable to 
attend. 

 

Frequency of 
meetings 

Monthly. 

Papers Papers will be distributed at least 2 days in advance of the meeting. 
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Permanency The committee is a permanent committee. 

 

Reporting 
committees 

None. 

Circulation of 
minutes 

Members and Management Board.  

 

Date approved by the committee:  

Date approved by Board of Directors:  

Review date:  

 



 

 

 
 

Title Annual Members’ Meeting arrangements 

Report to Board of Directors  31 July 2018 

Author Matthew Kane, Trust Board Secretary 

Purpose  Tick 
one as 
approp
riate 

Decision X 

Assurance  

Information  

 

Executive summary containing key messages and issues 

This paper sets out a proposal for the 2018 Annual Members’ Meeting which is scheduled to 
take place Wednesday 19 September 2018 from 4pm at the Keepmoat Stadium, Doncaster. 
 
It builds on feedback from last year’s AMM which took place at the Fred and Ann Green 
Rehabilitation Centre at Montagu Hospital.  Whilst it was interesting to bring the AMM to a 
Trust setting and the ‘market place’ of displays and stalls were very well received, there were 
some issues in the formal meeting, namely: 
 

 The acoustics and accessibility to people who had difficulty hearing. 

 A perception that while the meeting was badged as a members’ meeting the 
separation between governors/directors and members created a feeling of ‘them and 
us’. 

 Speaking roles were confined to Chair, Chief Executive and Director of Finance. 

 Governors felt that the event was a ‘missed opportunity’ for them to engage with 
members. 

 Some of the presentations were difficult for the public to read. 

 The format of the meeting meant that the tone ended on a negative/critical note 
rather than on a positive note. 

 
In attempting to remedy these issues, a venue has been selected that will provide ‘tried and 
tested’ acoustics and visual presentation equipment that is appropriate for the room. 
   



 

 

The venue will also necessitate a change to the layout of the meeting room.  As per Council of 
Governors meetings, the proposal is that governors and members will each sit on a table, with 
an executive and NED.  Tables will be asked to develop at least two questions during the Q&A 
which will then be fielded by the Chair to the appropriate executive or NED for an answer.  
This allows question themes to be ‘grouped’ and other directors to be involved in speaking. 
 
The attached agenda also incorporates an opportunity for governors to present an overview of 
their work over the past year in representing members and holding non-executives to account 
as well as giving an opportunity to promote the role of governor in anticipation of the 2019 
elections.  The event will finish with a presentation about the Trust’s quality improvement 
practice work.  Hard copies of slides will be available to take away on the evening. 
 
As part of the Trust’s commitment to being fully inclusive, and following on from our work 
with the Doncaster Deaf Society and Deaf Trust, the meeting will be signed by a British Sign 
Language interpreter.  
 
Details of the proposed market stalls are also set out as an appendix.  Invitations to members 
will go to each member as part of the August edition of Foundations for Health. 
 

Key questions posed by the report 

 
The Board is asked whether they support the changes to the Annual Members’ Meeting as set 
out in this report. 
 

How this report contributes to the delivery of the strategic objectives 

 
N/A 
 

How this report impacts on current risks or highlights new risks 

 
N/A 
 

Recommendation(s) and next steps 

 
Board is asked to approve the arrangements for the upcoming Annual Members’ Meeting. 
 

 
 



     
 

  
 

Annual Members Meeting 
 

To be held on Wednesday 19 September 2018 at 4pm 
 

at the Keepmoat Stadium, Stadium Way, Doncaster DN4 5JW 
 

AGENDA  
 

INFORMAL SESSION 

 Displays regarding health topics and the Trust’s activities and achievements 
over the past year, and an opportunity to meet the Directors and Governors of 
the Trust. 
 

4:00 pm 

FORMAL SESSION 

1.  Welcome and apologies 
Suzy Brain England OBE, Chair of the Board 
 

5:00 pm 

2.  To receive: 
Minutes of the Annual Members’ Meeting held on 20 September 2017 
 

5:05 pm 

3.  The Year in Review & Forward Look 
Richard Parker, Chief Executive  
Jon Sargeant, Director of Finance 
 

5:10 pm 

 

4.  Question & Answer Session 
Tables to formulate questions to the Chief Executive & Director of Finance 
 

5:50 pm 

5.  To receive the Annual Report and Accounts 2017/18 
Suzy Brain England OBE, Chair of the Board 
Copies available via the Trust website.  Hard copies available on request.  
 

6.15 pm  

6.  Council of Governors Report 2017/18 
Phil Beavers, Doncaster Public Governor 
Maureen Young, Doncaster Public Governor 
 

6.20 pm 

7.  Quality Improvement Practice 
Marie Purdue, Director of Strategy and Transformation 
 

6.40 pm 

8.  Close 
 

7:00 pm 

 

 



Annual Members Meeting 2018 – Proposed Displays 
 

NHS is 70 & Good Health book 
 

Garry Swann 

Butterfly Volunteers 
 

Stacey Nutt and Karen Lanaghan 
 

Flu Fighters 
 

Jayne Lang 
 

Care of Older People 
 

Cindy Storer  

Knowledge, Library & Information Services 
  

Janet Sampson  

Flow & Escalation 
 

Lesley Hammond  

Towards Outstanding 
 

Rick Dickinson 

Patient Catering 
 

Sodexo 

Procurement  
 

Richard Somerset 

Renal Unit 
 

Debbie Starbuck  

PALS / Patient Experience  
 

Joanne Blockley 
 

DBTH Charity 
 

Adam Tingle 

 



 

 

 
 

Title Amendment to Constitution 

Report to Council of Governors 

Board of Directors 

Date 26 July 2018 

31 July 2018 

Author Matthew Kane, Trust Board Secretary 

Purpose  Tick 
one as 
approp
riate 

Decision X 

Assurance  

Information  

 

Executive summary containing key messages and issues 

During the Review of the Constitution by the Council of Governors on 31 January 2018, it was 
noted that paragraph 2.1.19 to Annex 5 stated:  
 

A governor is not eligible to become or continue in office as a governor if he/she had, 
within the preceding 2 years, been a chair or non-executive director of another health 
service body.  

 
Governors felt that consideration should be given to removing this provision, in line with the 
decision to remove similar barriers to becoming a non-executive director.  Following further 
discussion it was agreed to look at removing the provision unless it was statute barred. 
 
Initially it was proposed to consider this change as part of the next review of the SOD, SFIs and 
SOs unless it posed an issue before that time.   
 
However, during the nomination process for the current governor elections, the Trust has 
received enquiries from members who would be debarred from standing due to paragraph 
2.1.19.   
 
The provision has been identified as one of the ‘optional’ disqualifications under Paragraph 
8(2) of Schedule 7 to the NHS Act 2006 which was included within the original model 
constitution for authorisation. 



 

 

 
In removing the provision, governors must continue to give consideration as to whether their 
interests give rise to a continuing conflict of interest and mean that an individual is unable to 
perform the role of governor satisfactorily.   
 
As a change to the constitution, this proposal would also need to be approved by the Board of 
Directors.  From 2014, changes to foundation trust constitutions were no longer required to 
be approved by NHS Improvement. 
 

Key questions posed by the report 

 
N/A 
 

How this report contributes to the delivery of the strategic objectives 

 
N/A 
 

How this report impacts on current risks or highlights new risks 

 
N/A 
 

Recommendation(s) and next steps 

 
To APPROVE the removal of paragraph 2.1.19 to Annex 5 of the Trust’s constitution. 
 

 
 



 

 

 
 

Title Chairs’ Assurance Reports – 23 and 24 July 

Report to Board of Directors Date 31 July 2018 

Author Matthew Kane, Trust Board Secretary 

Purpose  Tick 
one as 
approp
riate 

Decision  

Assurance X 

Information  

 

Executive summary containing key messages and issues 

 
This report includes the two Chairs’ assurance reports from July’s round of board committees. 
 
Two items have been escalated from ANCR: 
 

1) The number of internal audit recommendations that remain outstanding from 
2016/17. 
 

2) The return rate for completed Registers of Interest (currently 49.1%).  
 

Key questions posed by the report 

 
N/A 
 

How this report contributes to the delivery of the strategic objectives 

 
N/A 
 

How this report impacts on current risks or highlights new risks 

 
N/A 
 



 

 

 

Recommendation(s) and next steps 

 
To note. 
 

 
 



 

Chair’s Log - Finance and Performance Committee 23.7.18 

Overview 

 
A very full agenda, including two strategy reviews, IT and Estates and Facilities 
Management.  One presentation was received in relation to CIPs – an overview of Patient 
Administration, which presented a positive picture of progress in relation to a challenging 
area of change management that will make a valuable contribution to both savings and 
business transformation this year.   
 
In terms of papers, in addition to the performance report, finance report and workforce 
report, we also received a Strategy and Transformation update, an overview of the new 
Financial Performance Framework and the Annual Costing Submission. 
 

Assurance area – Performance 

 
Performance Report 
 
The Board meeting will receive a separate performance report which will give a more 
granular appreciation of the picture.  In broad terms Trust performance remains sound.   
 
However, 4 hour access to treatment was a cause for concern, with the Trust 
experiencing a very busy period indeed over the past month, largely owing to an 
extended period of hot weather. 
 
Concern was also flagged at the referral to treatment target, which although above the 
national average has dipped below the previous month’s performance.   
 
These issues are discussed more fully in the substantive report. 
 

Assurance area – Workforce Management 

 
We considered a report that addressed –  
 

 The profile of vacant posts 

 Agency spend 

 Staff sickness 

 Appraisals and SET 
 
The ‘At-a-glance’ dashboard continues to develop and we look forward to the inclusion of 
targets for Agency spend being disaggregated to staff groups by next month, and a 
lengthy discussion was had as to how this could meaningfully be achieved. 
 
Agency spend is increasing and the grip and control processes to manage that were 
discussed by the Director of Finance. 
 

Assurance area – Overall Financial Picture and Closing the Financial Gap 



 
The majority of F+P’s time this month was again spent considering financial issues. 
 
Finance Report 
 
Jon Sargeant reported that the Trust had been able to deliver against quarterly plan, 
earning PSF monies, but only by appropriate release of in year reserves of £1.4m.  
Without that action the picture would have been very difficult indeed.  F+P explored the 
four or five core underpinning issues that had contributed to the drift away from 
trajectory and they are covered in the substantive Finance report. 
 
Suffice to say the year ahead looks challenging indeed and we appear to be slipping off 
trajectory.  The next few months will be crucial.  However, the committee was reassured 
that executive colleagues were fully engaged with the issues. 
 
The Committee asked for a deep dive into capital expenditure to be scheduled this 
quarter. 
 
CIP Plans 
 
We are now firmly in the second quarter of the financial year.  Many savings in CIP 
schemes are loaded into quarters 3 and 4.  F+P spent a considerable length of time on 
understanding the current position.  Progress has been made and of the target of £17.8m 
only £2.6m remains unidentified and work is in hand to reduce that sum.   
 
In depth analysis of the plans in place has been undertaken with assessment of 
complexity, yield and degree of challenge being mapped and RAG rated.  A useful balloon 
chart gives a swift visual picture, if not always a reassuring one when the amount of red is 
considered. 
 
A lengthy conversation was had in relation to the potential yield of work around Block 
Contracts with commissioners.  It appears the Trust is undertaking a significant body of 
work for which it is not being fully remunerated.  Discussions with commissioners are at 
an advanced stage and there is acceptance that the activity must either cease to be 
commissioned or be fully paid for.  The sums involved are significant and we will follow 
progress carefully. 
 
The committee was introduced to the new Financial Performance Framework introduced 
by the Executive.  The four stage process demonstrated the potential to achieve real 
scrutiny and grip.  F+P look forward to playing their role in its execution in due course. 
 

Assurance area – Governance and Risk 

 
F+P received and noted the current risk register.  In particular a new risk in relation to the 
main lifts in DRI was discussed.  We understand Governors’ concerns, share them, and 
will ensure a full update is given to the Council of Governors later this week. 
 



Assurance area – Strategy and Planning 

 
In the first of a periodic review of strategies in which the committee plays a key role, F+P 
reviewed both the IT and Estates and Facilities Management strategies. 
 
Appropriate progress was being made in the development and delivery .of both 
strategies. 
 

 
Neil Rhodes 
Chair – Finance and Performance Committee 
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DBHFT AUDIT & NON CLINICAL RISK COMMITTEE - JULY 2018 

1. OPPORTUNITIES/ HIGHLIGHTS 

i. The KPMG Internal Audit Plan 18/19  - this was presented for approval 

following discussions at previous Audit Committee meetings.  It is 

proposed for 2018/19 to deliver approx. 190 days to mitigate and provide 

assurance against key risk areas, covering Core Reviews (Financial 

systems, Risk/BAF, IGT, Data Quality, Corp Gov, Complaints) & Strategic 

Reviews (SI reporting; CIPs; Emergency Planning; Medical recruitment; 

Divisional grip; Discharge planning; Committee Effectiveness). The Audit 

Committee signed off the plan with minor amendments, noting the plan 

may need to flex to respond to new/emerging risks.  

 

ii. TORs/ Workplan - The TOR and workplan were considered and comments 

to be collated by the Board Secretary to review alongside any outcomes 

from the KPMG review of Committee Effectiveness for the September 

ANCR.  

 

2. RISKS 

i. Audit Recommendations tracker – The Committee was disappointed that 

the Audit Recommendations tracker indicated there were 10 overdue 

Recommendations from 2016/2017 still outstanding, of which 2 were high 

priority recommendations. Discussions were held around the process and 

culture of implementation of audit recommendations, and although verbal 

re-assurances were received around mitigating actions for the 2 high 

priority, it was agreed all 10 recommendations required urgent senior 

management review to ensure evidence was available for their completion.  

 

ii. Trust Annual Audit Letter – E&Y presented their opinion on the Trusts 

Financial Statements which includes the Value for Money Opinion. The 

VFM opinion included 1 significant risk which relates to the underlying 

Trust deficit (approx. £30m) and the ongoing cash support requirement 

from NHSI which is included in the ISA 260.  

 

3. ASSURANCES 

 

i. Audit reports received with Significant Assurances 

a. Information Governance Toolkit (IGT) – The IA review was to 

provide independent assurances on the Trusts evidence & validity 

against the IGT standards. The review concluded with significant 

assurance and only 1 low risk recommendation made which has 

been agreed.  

ii. Audit reports received with Significant Assurances with minor improvement 

opportunities 

a. Delivering Service Change – The review raised 4 

recommendations, 2 medium and 2 low priority relating to 
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communication/ engagement and development of acceptance 

criteria for steering groups 

b. IM& T Strategy – The review raised 3 recommendations, 2 medium 

and 1 low priority including financial commitments to the IM&T 

Strategy and resourcing 

c. Imaging & Radiology – 6 recommendations were raised, 2 medium 

and 4 low priority around risk assessments and staff training. 

d. Stroke Performance Indicators – 5 recommendations, 2 medium 

and 3 low priority relating to consistent clock starts/stops & 

completeness of data 

e. Clinical Governance – 5 low priority recommendations were raised, 

mainly around administration of the CG meetings.  

The Audit Committee noted there was an action plan in place for each 

audit and will monitor delivery of those actions.  

 

iii. Trust Annual Audit Letter – E&Y presented their opinion on the Trusts 

Financial Statements which was unqualified and concluded the financial 

statements presented a true and fair view of the financial position, 

including reference to a material uncertainty relating to the Trusts ability to 

continue as a going concern. They also had no matters to report in relation 

to the Annual Governance Statement, Public Interest Report, and Trusts 

Quality report. The Performance Indicators review (18 week RTT, A&E 4hr 

wait and Sepsis Management on admission) concluded that they had been 

reasonably stated.  

 

iv. BAF & Corporate Risk Register - An overview of the process for managing 

and monitoring the strategic risks of the BAF concluded with positive 

assurance that the process had been achieved April 2018 – July 2018. 

Challenges remain in achieving target risks where there is a large change 

from current risk to target risk.  

 

v. ANCR Annual Report – concluded the Committee met and discharged its 

TOR during 2017/2018. 

 

vi. Counter Fraud Annual Report 2017/18 & Q1 update- Positive/ significant 

assurance; 

 

vii. Security Management Annual Report 2017/18 & Q1 update– Positive/ 

significant assurances 

 

4. GAPS; 

 

i. Register of Interests – Following the new policy on Standards of Business 

Conduct and Employees Declaration of Interest policy the ANCR received 

the declarations of interest update. There was a return rate of 49% from 
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the designated groups who are required to make a declaration. Work is 

ongoing to increase the declaration rate.  

 

 

5. EVALUATION 

i. Comments from attendees included: Efficient, Challenge provided, wide 

contributions; 

 

ii. Suggestions for improvements: Clearer information for the Audit 

Recommendations tracker; indicative timings for individual papers; clearer 

information on ANCR Action required (to note, to approve, for assurances 

etc); clearer Executive Summaries and inclusion of an additional agenda 

item “Escalation to/ from F&P/ QEC”.  

 



 

 

 
 

Title Strategy & Transformation Update 

Report to Board of Directors Date 31st July 2018 

Author Marie Purdue, Director of Strategy & Transformation 

Purpose  Tick one as 
appropriate 

Decision   

Assurance X 

Information   

 

Executive summary containing key messages and issues 

This report highlights the progress made with implementation of the Trust’s Strategic 
Direction 2017 – 2022 (including enabling strategies) on an exception basis. 
 
An update on Qii and the implementation of the NHSI Vital Signs Improvement Practice is also 
included which will be supplemented by a presentation at the meeting. 
 

Key questions posed by the report 
Enabling Strategies - Is the Committee assured by the reporting method used? Is the Committee 
assured of the progress with delivery being made and explanation of mitigations where given? 

Qii – Is the committee assured that sufficient progress is being made to develop improvement practice 
in DBTH? 

How this report contributes to the delivery of the strategic objectives 

This report outlines the progress made with the delivery of the Enabling Strategies key 
milestones which are implementing the Trusts Strategic Direction key objectives and the 
monitoring which is underway.   
 

How this report impacts on current risks or highlights new risks 

The main risk is that we will not robustly implement the transformation required at local, or 
system level, to ensure we can sustain high quality services in line with our revised Strategic 
Direction.   
 

Recommendation(s) and next steps 

The Board of Directors is asked to note the content of the report. 
 



 

 

 
1. Introduction 
 
This report highlights the progress made with implementation of the Doncaster & Bassetlaw 
Hospitals NHS Foundation Trust (DBTH) Strategic Direction 2017 – 2022 (including enabling 
strategies) on an exception basis. 
 
A brief update on the involvement of DBTH with the NHSI programme, Vital Signs – An 
Improvement practice for the NHS,is also included which will be supplemented by a 
presentation at the meeting. 
  
 
2. Enabling Strategies Exception report – Quarter 1  

 
To be able to implement the Trusts Strategic Direction, a number of Enabling Strategies need 
to be implemented.  The exception report, in Appendix 1, sets out the progress of the 
Enabling Strategies in Quarter 1.  Also documented is the number of milestones with 
expected delivery in the next quarter. 
 
Where a milestone has not been achieved, mitigation has been provided by the lead for that 
Enabling Strategy.  For milestones which are complete, examples of evidence of success are 
being collated within Strategy and Transformation department. 
 
The scheduled presentations to allow for a deep dive into each enabling strategy have 
commenced with presentation of IT and Estates & Facilities to the Management Board and 
then Finance & Performance Committee. 
 
 
3. Qii Practice Update 
 
The following provides a summary of Qii work to date and will be accompanied by a 
presentation at the Board meeting. 
 
Our work with the NHSI programme, Vital Signs – An Improvement practice for the NHS, has 
progressed at pace, well in advance of the planned start date of July 2018.  The Director of 
Strategy & Transformation and members of the Qii team attended an event in London in May 
2018 to work with other stakeholders to shape the new NHSI improvement model.  The 
Director of Strategy & Transformation has also had the opportunity to visit Tees, Esk & Wear 
NHS Foundation Trust to see improvement work based on lean principles in practice many 
years down the line.  This was inspirational and provided the opportunity to learn and share 
some of the resources developed. 
 
The NHSI programme is developing an improvement practice based on lean principles rather 
than being a lean programme.  As Qii already uses a number of lean tools, this should not be 
viewed as a “new initiative”, rather as a way to enhance our Qii approach that recognises 
existing good practice within the Trust, develops it and standardises delivery.    
 



 

 

Importantly the aim of Qii at DBTH is to ensure improvement is part of everyday practice and 
is seen as “the way we do things at DBTH” and the programme offers mechanisms for 
achieving this by taking a whole organisation approach to supporting improvement. 
 
The NHSI team facilitated a “visioning” with the Executive team in June 2018, in order to: 
 

• Define the aim, scope, boundaries and targets for the programme 
• Start the personal training of the executive team 
• Help the Executive Team start to understand their Governance responsibilities and the 

different styles of leadership required to deliver a successful Lean principles based 
transformation 

 
A product of this session is a purpose pyramid which identifies the vision, mission and goals of 
the improvement work ensuring it is aligned to the DBTH Strategic Direction and ties it down 
to one year and five year goals. 
 
We are working within the programme to deliver training to increase the capability and 
capacity of our workforce to deliver improvement, starting with our Executive Team.  An 
output of the visioning is the commencement of an improvement plan for each Executive as 
part of the training.  Training will continue to be monthly over five months with “homework” 
consisting of developing and implementing improvement plans in between.  
 
In the short to medium term, we expect to deliver benefits in quality of care, staff 
engagement, finance and delivery.  In five years’ time we want to be the safest trust in 
England, outstanding in all we do and we want all our staff to know how they contribute to 
this vision.   
 
As our first step towards achieving this goal we are planning our initial improvement event, 
called a Value Stream Analysis Event, which will focus on Elective and Emergency 
Orthopaedics and Maternity Services.  This will take place in August 2018. 
 
Updates will be provided to Board as the preparation for the programme develops further.



 

 

  

 
Milestone progress this Quarter 

(01/04/2018 - 30/06/2018)   

Milestones planned next 
Quarter (01/07/2018 - 

30/09/2018) 

Area Lead 
Outstanding 

arears prior to 
this Quarter 

Due Completed Off Track 
Ongoing 
Progress 
↑↓ 

Comments and Risks/Issues Present Due Completed 

Clinical Services 

DP 

0 16 15 1 ↑ See U&EC Below 17 2 

Children and 
Families 

0 
3 3 0 ↑ On track  3 0 

Elective Care 0 7 7 0 ↑ On track 8 1 

Urgent and 
Emergency Care 

0 
6 5 1 ↑ 

BDGH Front Door: Agree Model with CCG -
delayed, Initial discussions taken place and 
capital bid submitted to ICS 

6 1 

Comms. & 
Engagement Strategy 

AT/ES 
0 

0 0 0 ↑ On track to meet March 19 milestones 0 0 

Estates & Facilities KEJ 
5 (see notes 

below) 
10 10 0 ↑ On track 2 0 

Finance and 
Commercial 

JS 
0 

3 3 0 ↑ On track 2 0 

Governance & 
Assurance 

SS 
0 

0 0 0 ↑ On track to meet March 19 milestones 0 0 

IM&T SM 
0 

10 9 1 ↑ 
Introduce BI and self-service reporting- Release 
ED and theatre dashboards, delayed until July 
due to licence issues 

2 0 

P&OD KB 0 12 10 2 ↑ See accompanying notes below 11 0 

Patient Experience & 
Engagement 

MH 
0 

1 1 0 ↑ On Track 0 0 

Qii MP 0 10 8 2 ↑ See accompanying notes below 9 1 

R&D MH 
0 

0 0 0 ↑ On Track 1 0 



 

 

Outstanding Milestones from Quarter 1: 

P&OD 

 Finalise the trust active travel plan - Draft plan to be reviewed at next committee meeting. 

 Motivated & Engaged Staff: Develop and implement an action plan to improve the perception of BME and disabled staff as reported in 

the staff survey results. - Focus group took place April 2018.  Feedback to be discussed at 1st diversity forum which was scheduled 

within the timescale but had to be postponed due to change in diary priorities. 

QII 

 Developing QII knowledge: Q1 Be-spoke workshop for Clinical Governance leads – Delayed due to Care Group restructure complete July 

18, Clinical Governance Leads may change, delayed milestone for implementation until November 18. 

 Developing QII knowledge:  Launch QII Champions Network – Champion training being reviewed as part of Improvement Programme, 

timescales tbc. 

 

Outstanding Milestones Prior to this Quarter: 

EFM: Birch to expand their capacity/capability to include culture/OD work – Delayed – Project on hold 

 

 

 



 

 

 

Title Financial Performance – Month 3 (June 2018) 

Report to Board of Directors Date 31 July 2018 

Author Jon Sargeant - Director of Finance 

Purpose  Tick one as 
appropriate 

Decision  

Assurance  

Information X 

 

Executive summary containing key messages and issues 
 

The Trust’s deficit for month 3 (June 2018) was £1.5m, which is a favourable variance against 
plan in month of £445k. The cumulative position to the end of month 3 is a £6.2m deficit, 
which is £30k favourable to budget. However the Trust needs to achieve a £6.6m deficit to 
deliver the year end control total, and therefore needs to essentially achieve a break even 
position for the rest of the year. 
 
This quarterly position has been achieved after the release of non-recurrent monies of (1.4m) 
in month following the review of prior year accruals being held. This mainly relates to accruals 
for agency doctors (through Holt) which are no longer required following review. There is a 
risk these accruals are needed, but this risk would seem small. 
 
There are still significant risks to delivery of the Trust’s financial control total, as set out at 
budget setting, including: 
 

 Delivery of CIP which has been back loaded in the plan and significant savings are still 

required to be identified and delivered.  Whilst work continues the gap in the plan is 

not being closed quickly enough. 

 There is still a significance variance on income growth assumptions of £3.5m between 

the Trust’s financial plan and commissioner assumptions and contract values, however 

activity profiles suggest this is a larger risk for the CCG.   

 Control of agency spend, especially in medical needs further work as does a review of 

the amounts being paid to agency staff (the Trust  has concentrated on lowering hours 

used). 



 

 

 The capital plan assumes the Trust is able to use £3m of previous years STF to fund the 

capital programme, however this has not been formally signed off by NHS Improvement. 

 

Reference costs 

 

Reference costs is a mandatory annual collection of NHS trusts’ activity and the cost of 

providing that activity. The Trust is part of an ‘early implementation’ group submitting 

voluntary patient level data to NHSI this year (CTP return). Part of the submission is gaining 

board/committee level sign off that the data can be submitted.  

 

A full paper was considered by Finance and Performance Committee in June and July 2018 

which gave full assurance that the appropriate guidance was being followed for the 

submissions, the processes for calculating and completing the returns were robust and 

accurate and provided an update on the progress regarding completion of the returns. 

 

Board is asked to approve the costing process ahead of the collection to enable the Director of 

Finance, on behalf of the Board, to approve the final national costs collection return before 

the final submission date. 

 

Key questions posed by the report 

 Is Board assured by actions taken to bring the financial position back in line with plan? 

How this report contributes to the delivery of the strategic objectives 

 

 Identify the most effective care possible 

 Assist in the control and reduction of the cost of healthcare 

 Assist in developing responsibly and delivering the right services with the right staff 

How this report impacts on current risks or highlights new risks 

 
Update relating to delivery of 2018/19 financial plan. 
 

Recommendation(s) and next steps 

 
Board are asked to note: 
 

 The Trust’s deficit for month 3 (June 2018) was £1.5m, which is a favourable variance 

against plan in month of £445k. The cumulative position to the end of month 3 is a 

£6.2m deficit, which is £30k favourable to budget. 

 A release of prior year accruals of £1.4m has been required in month to ensure 

delivery of the Q1 control total.  

 The progress in closing the gap on the Cost Improvement Programme. 



 

 

 The risks set out in this paper. 

 

Board is asked to approve the costing process ahead of the collection to enable the finance 

director, on behalf of the board, to approve the final national costs collection return before 

the final submission date. 
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FINANCIAL PERFORMANCE 

Month 3 (June 2018) 
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Actual Actual Actual Actual

£'000 £'000 £'000 £'000 £'000

I&E  Perf Exc Impairments 1,455 (445) F 6,205 (30) F 6,615 Employee Expenses 176 (88) F 176 3 A 4841

Income (31,084) (1,098) F (91,004) 2,071 A (371,485) Drugs 75 (16) F 75 (16) F 700

PSF (previously STF) (811) 0 (2,434) 0 (16,238) Clinical Supplies 21 (6) F 21 15 A 584

Donated Asset (32) (8) F 96 25 A (285,010) Non Clinical Supplies 0 0 0 0 0

Operating Expenditure 31,206 (1,528) F 96,224 (2,131) F 381,004 Non Pay Operating Expenses 42 127 A 42 79 A 9787

Pay 21,176 (700) F 63,316 1,689 A 250,457 Income 88 (20) F 88 (5) F 1913

Non Pay (incl reserves) 10,052 (468) F 32,908 (3,820) F 130,547 Total 402 (3) F 402 76 A 17,825

I&E Perf Exc Donated Asset 

Income
1,455 (445) F 6,205 (30) F 6,615

Financial Sustainability Risk Rating

UOR Annual

CoSRR Plan Plan Actual Plan

£'000 £'000 £'000

Cash Balance 5,070 3,390 5,070 3,390 1,900

Capital Expenditure 758 461 2,017      938 13,911

Non Current Assets 209,108 207,544 -1,564 Funded Bank Total in

Current Assets 69,579 40,049 -26,954 WTE WTE Post WTE

Current Liabilities -68,010 -40,694 16,575

Non Current liabilities -88,292 -90,116 4,621 Current Month 5930.32 5477.77 121.86 103.58 5703.21

Total Assets Employed 122,386 116,783 -7,323 Previous Month 6037.29 5571.98 145.09 129.20 5846.27

Total Tax Payers Equity -122,386 -116,783 7,323 Movement 106.97 94.21 23.23 25.62 143.06

Performance Indicator

Performance Indicator

Performance Indicator

4. Other

5. Workforce
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Actual

3

2

Plan

4

1

£'000
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in 

year

3. Statement of Financial Position

Balance

Monthly Performance

Variance to 

budget Variance
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budget

F = Favourable     A = Adverse

F = Favourable     A = Adverse

WTE WTE

Opening

Monthly Performance YTD Performance

Balance

Actual

£'000 £'000

Variance

Movement

Performance Indicator

Performance Indicator
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2. CIPs

Actual Agency

YTD Performance YTD PerformanceAnnual

£'000 £'000 £'000

Plan

£'000

Current
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The Trust’s deficit for month 3 (June 2018) was £1.5m, which is a favourable variance against plan in month of 

£445k. The cumulative position to the end of month 3 is a £6.2m deficit, which is £30k favourable to budget. 

However the Trust needs to achieve a £6.6m deficit to deliver the year end control total, and therefore needs to 

essentially achieve a break even position for the rest of the year. 

This position has been achieved after the release of non-recurrent monies of (£1.4m) following the review of prior 

year accruals being held. This mainly relates to accruals for agency doctors (through Holt) which are no longer 

required following review.  

The YTD income position at the end of Month 3 is £2,096k adverse to plan (excluding donated asset income). In 

month 3, NHS Clinical Income (including non-PbR drugs) was £838k behind plan. Whilst Doncaster and Bassetlaw 

CCGs have favorable income variance of £377k and £918k respectively, these are offset by adverse variances with 

associate CCGs and also Non PbR Hep C drugs.  Non NHS Clinical Income and Other Income was £268k behind plan in 

month 3. PSF is assumed at 100% in the position. 

 

The expenditure position to the end of Month 3 was £603k lower than budgeted levels, however employee expenses 

were higher than plan, driven by agency spend.   Non-PbR drugs were significantly lower than planned levels 

(£1,147k which is offset by underperformance on income). 

 

Capital expenditure YTD is £940k against the YTD plan of £2,017k (£1,077k behind plan). 
 
The cash balance at the end of June was £3.4m against a plan of £5.1m. This was largely due to the receipt of Q4 STF 

funds being delayed until July. This shortfall was partially off-set with an additional loan drawdown from DoH and 

reduced AP run costs compared to plan. 

 

 

The Trust’s year to date financial position at Month 3 is £30k favourable variance compared to plan. There are 

however significant risks to delivery of the plan and the financial control total, including:  

 A release of funds from the balance sheet relating to aged accruals of £1.4m has been required to ensure 

delivery of the Q1 control total.  There is a risk these accruals are needed, but this risk would seem small. 

Income Group
Annual Budget

In Month 

Budget
In Month Actual

In Month 

Variance
YTD Budget YTD Actual

Commissioner Income -312,484 -26,187 -25,791 395 A -78,096 -77,410 687 A

Drugs -24,087 -2,027 -1,583 443 A -6,209 -5,095 1,113 A

STF -16,238 -811 -811 0 F -2,434 -2,434 0 F

Trading Income -34,914 -2,902 -2,634 268 A -8,699 -8,403 297 A

Grand Total -387,723 -31,927 -30,820 1,107 A -95,438 -93,342 2,096 A

YTD Variance

Subjective Code In Month 

Budget

In Month 

Actual

YTD 

Budget

YTD Actual Annual  

Budget

1. Pay 20,714 21,390 676 A 62,287 63,977 1,689 A 249,840

2. Non-Pay 10,111 10,442 331 A 30,702 31,397 695 A 117,800

3. Reserves ,  Recharges  and Contingencies 1,908 -626 -2,534 F 5,365 850 -4,515 F 13,364

Total Expenditure Position 32,733 31,206 -1,528 F 98,355 96,224 -2,131 F 381,004

In Month 

Variance

YTD   

Variance

1. Executive Summary 

 

 

 

2. Conclusion 
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 Delivery of CIP which has been back loaded in the plan and significant savings are still required to be 

identified and delivered.  Whilst work continues the gap in the plan is not being closed quickly enough. 

 There is a significance variance on income growth assumptions of £3.5m between the Trust’s financial plan 

and commissioner assumptions and contract values. Levels of over performance and the further modelling 

of RTT suggest that with our main commissioners the budget assumptions are fairly robust.  Also the 

financial plan assumes £2m of Commissioner QIPP plans are not delivered. It is too early in the year to 

determine the impact of this, however the continued under performance against associate CCG’s is of 

concern. 

 Control of agency spend, especially in medical needs further work as does a review of the amounts being 

paid to agency staff (the Trust  has concentrated on lowering hours used). 

 The Trust has been advised by NHSI that it can use its STF monies to cover its capital plan so the previously 

reported risk on capital is now no longer an issue provided the Trust maintains the cash balances to support 

the expenditure. 

 

 

 

 

The Board is asked to note: 

 The Trust’s deficit for month 3 (June 2018) was £1.5m, which is a favourable variance against plan in month 

of £445k. The cumulative position to the end of month 3 is a £6.2m deficit, which is £30k favourable to 

budget. 

 A release of prior year accruals of £1.4m has been required in month to ensure delivery of the Q1 control 

total.  

 The progress in closing the gap on the Cost Improvement Programme. 

 The risks set out in this paper. 

 

3. Recommendation 
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Executive summary containing key messages and issues 

 
This report highlights the key performance and quality targets required by the Trust to 
maintain NHSI compliance.   
 
The report focuses on the main performance area for NHSI compliance: 
 
Cancer 62 day classic, measured on average quarterly performance 
4hr Access, measured on average quarterly performance 
18 weeks measured on monthly performance against active waiters, performance measured 

on the worst performing month in the quarter 
Diagnostics performance against key tests 
Infection control measures, CDiff and MRSA Bacteraemia 
 
The Quality report highlights the ongoing work with Care Groups and external partners to 
improve patient outcomes and a focus on mortality rates. 
 
The Workforce report identifies vacancy levels, agency spend and usage, sickness rates, 
appraisals and SET training.  
 

Key questions posed by the report 

 
Is the Trust maintaining performance against agreed trajectories with NHSI? 
 
Is the Trust providing a quality service for the patients? 
 



 

 

Is the Board assured by the actions being taken to maintain a quality service? 
 

How this report contributes to the delivery of the strategic objectives 

 
This report supports all elements of the strategic direction by identifying areas of good 
practice and areas where the Trust requires improvements to meet our expectations. 
 

How this report impacts on current risks or highlights new risks 

 
The corporate risks supported by this report are related to NHSI single oversight framework, 
especially in line with quality, patient experience, performance and workforce. 

Recommendation(s) and next steps 

 
That the report be noted. 
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Cancer Performance  
 
The following information relates to Doncaster and Bassetlaw Teaching Hospitals NHS 
Foundation Trust performance in May.  The Trust has updated the action plan to improve 62 
day and 2 week wait performance. 
 
May Performance 
 

 
 
 
62 day Cancer performance  
 
The 62 day standard was achieved by the Trust in May at 85.6%.  Urology achieved the 85% 
standard in May.  The One Stop Prostrate Clinic is on target to commence in September.  There 
were delays in Upper GI, Head and Neck, lower GI and Haematology with reasons for the 
breaches predominantly due to shared care pathways, complex diagnostic pathways or patient 
choice. 
 
As part of the Cancer Alliance Work Programme, a series of deep dive meetings around cancer 
waiting times standards have taken place.  The Doncaster and Bassetlaw place based meeting 
occurred on 12 February and feedback has now been received and an action plan developed. 
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The graphs below compare 62 day performance in May at Doncaster and Bassetlaw compared 
with National performance. 
 

 
 

 
 
 
Two Week Wait Performance 

 

The May position for two week wait was 88.8% which was not compliant with the national 
target of 93% but which sees an improvement compared with April 2018.  Gynaecology, 
haematology, skin and lung achieved the standard with the other specialties falling below the 
target.  There were capacity issues reported in both urology and lower GI. 
 
The Capacity and Demand tool continues to be developed, providing a planning tool based on 
previous referral trends, activity and capacity.  Care groups are now using the tool proactively in 
order to plan two week wait capacity.   
 
Weekly PTL meetings with each specialty are ongoing to jointly track patient booking, pathways 
and to review breaches.  The two week wait process has been value stream mapped and an 
option appraisal is being shared with the cancer leads to agree. In the interim the planning of 
colorectal pathways is being piloted back in the service. A straight to MRI pilot for prostate 
cancer is being planned for BDGH. 
 
 
 



PERFORMANCE REPORT – June 2018 

RB/DP 13/07/18 
 

3 

TWW Performance by specialty 
 

 
 

 
The reasons for breaches in relation to two week wait appointments can be seen below: 
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4hr Access Target 
 
The Trust achieved 94.9% in June 2018 against the 4hr access standard of 95%.  Performance 

for quarter 1 was 93.9% against a target of 91.4% which ensures the Trust receives the Provider 

Sustainability Fund (PSF). 

 

The graphs below compare 4 hour access performance at Doncaster and Bassetlaw with 

National performance 

 

 
 

 
 

The Trust saw 14859 attendances in June, which is 664 more than in June 2017 but 486 less 

than May 2018.  In June, 765 patients failed to be treated in 4hrs, with the main breach reason 

was wait to see ED doctor/ ED review which accounted for 431 of the 765 breaches.  88 

breaches were due to bed pressures. 

The 3rd National Action on A&E programme has commenced with a focus on one of 4 key work-
streams. We are focussed as a system, on understanding the highest attendance age groups 20-
35s and 45-60s and then developing alternative pathways to be streamed to.   System Perfect 
will  be held   from 2-9 October 2018. 
 
Work is continuing with both CCGs to understand the recent increases in attendances.   
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Streaming 
 
Doncaster FDASS 
The number of patients streamed directly from the front door increased in June to 15.8%.  The 
graph below shows the percentage of patients streamed each month. 
 
Bassetlaw 
Streaming commenced at Bassetlaw on 1 October 2017.  The % streamed for June was 6.69%. 
The Trust has met with BCCG and Nottinghamshire Health Care Trust to review the current 
service and develop a new model. 
 
 
Referral to Treatment (RTT) 
 
The Referral to Treatment Target, active waiters below 18 weeks set at 92%, is the target which 

is causing the most significant issues for the Trust.  Though performing above the National 

average, the Trust position remains below the target at 89.6% in June.  

The graphs below and on the next page show Doncaster and Bassetlaw’s performance 
compared with the National picture: 
 

 
 

 
 
The total number of Incomplete Pathways has decreased by 359 between May and June, 
however the number of incomplete pathways over 18 weeks increased by 143 hence the 
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performance has gone down. The total number of Incomplete Pathways with a decision to 
admit for treatment has gone down by 58 between May and June 2018. 
 
 
Specialty level RTT performance 92% in April can be found in the table below: 
 

Specialty 
Group 

Under 
18 

Weeks 

18 
Weeks & 

Over Total Percentage 

General Surgery 2495 368 2863 87.1% 

Urology 1426 160 1586 89.9% 

T&O 5134 680 5814 88.3% 

ENT 3059 568 3627 84.3% 

Ophthalmology 3101 234 3335 93.0% 

Oral Surgery 1277 78 1355 94.2% 

General 
Medicine 1990 394 2384 83.5% 

Cardiology 1910 235 2145 89.0% 

Dermatology 1715 89 1804 95.1% 

Thoracic 
Medicine 975 46 1021 95.5% 

Rheumatology 745 212 957 77.8% 

Geriatric 
Medicine 220 17 237 92.8% 

Gynaecology 1526 77 1603 95.2% 

Others 3747 249 3996 93.8% 

Trust Total 29320 3407 32727 89.6% 

 
At the end of June 2018 there were 0 Incomplete Pathways over 52 Weeks.  
 
Two RTT pathways have been identified as potential 52 week breaches.  One patient is 
currently at 38 weeks under rheumatology.  This pathway is being reviewed and discussed.  The 
second patient is an orthopaedic patient who is currently at 50 weeks in his pathway.  This 
patient is a prisoner with whom there have been significant issues with him being released and 
escorted to attend for his appointments.  Efforts are being made to agree an earlier 
appointment with the prison.    
 
 
 
 
 
Diagnostics 
 
The Trust has achieved the Diagnostic performance standard of 99% in June at 99.35%.  In June 
there were 49 breaches overall out of 7476 patients.   
 

  
Waiters 
<6W 

Waiters 
>=6W 

Total Performance 
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Trust 7476 49 7525 99.35% 

NHS Doncaster 5011 35 5046 99.31% 

NHS Bassetlaw 1692 7 1699 99.59% 

 
 
 

 
 
 

Diagnostic Imaging (which also includes Nerve Conduction) achieved 99.66% performance – 
with 100% in DEXA. 
 
Cystoscopy performance improved to 98.15% with 2 breaches in 108 waiters.  
 
 
 

 
Stroke  
 
Performance in April 
 
The Trust level percentage for direct admission to the Stroke Unit has fallen back to 67.2% from 
70.9% for April.  There is, however, a slight improvement in the 1 hour scans at 58.6% 
compared to 54.5% for April. 
 
In terms of exceptions, there were several pathway issues including delays in transfer from 
Bassetlaw, late referrals in A&E with one patients also being admitted to CDU before referral.  
There were some late requests for CT scans that prevented patients from being scanned within 
1 hour.  
 
The overall SSNAP performance for Stroke Dec-March 2018 outcomes has improved to A.  
Benchmarking against local trusts will be available next month. 
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Direct admissions within 4hrs, target 90%  
 

Category Sub Category Total

Direct Admission within 

4 Hours Bassetlaw Doncaster Other Total Organisational Beds

Yes 6 28 5 39 Pathway 12

No 5 14 0 19 Staff Availability 1

Grand Total 11 42 5 58 Clinical

Patient 

Presentation 3

Performance 54.5% 66.7% 100.0% 67.2% Patient Needs 2

Patient Choice Declined

Awaiting further validation 1

CCG

 
 
 
 

 
 
 
 
Scan within 1hr, target 48% 
 
 

Category Sub Category Total

Scan 1 hr Bassetlaw Doncaster Other Total Organisational Scanner 2

Yes 7 24 3 34 Pathway 10

No 4 18 2 24 Staff Availability 2

Grand Total 11 42 5 58 Clinical Criteria 2

Performance 63.6% 57.1% 60.0% 58.6% Patient Needs 2

Patient 

Presentation 5

Patient Choice Declined

Awaiting further validation

CCG
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Cancelled Operations 
 
In June, 1.19% of Trust operations were cancelled.  This demonstrates improved performance 
compared with the previous month with 58 patients cancelled out of a total of 4888.  
53 patients were cancelled for theatre reasons and 5 for non theatre reasons. 
 

 
 
Out of these overall cancellations, 33 patients were cancelled at Doncaster, 14 at Bassetlaw and 
6 at Mexborough.   
 
1 patient was cancelled on the day of admission and waited over the 28 day standard for their 
surgery to be rearranged.  This cancellation did not result in harm to the patient. 
 
The reasons for the non-clinical cancellations are displayed in the graph below: 
 

 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 

Indicator Standard 

  

 
Apr-
18 

 
May-

18 

 
Apr-
18 

 
Q1 

Cancelled Operations (Total) 0.8% 1.3% 1.21% 1.19% 1.22% 

Cancelled Operations (Theatre) 
  

0.95% 1.06% 1.08% 1.02% 

Cancelled Operations (Non Theatre) 0.35% 0.16% 0.10% 0.22% 

Cancelled Operations-28 Day Standard 0 2 2 1 5 

Insufficient 
Time, 19

Urgent Case, 11

Equipment, 6

Beds, 10

Staff, 6

Theatre Cancellations Non Clinical Reasons       
April 2018

Insufficient Time

Urgent Case

Equipment

Beds

Staff
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DNA and CNA Rates 
 
 
 
 
 
 
 
 
 
 
In June, the overall DNA rate across the Trust improved again to 9.21% compared with the 
previous month’s position at 9.47%.   
 
It is recognised that the overall Trust DNA rate is higher in some specialties than the National 
picture.  Work is ongoing to improve attendance within those specialties with the highest DNA 
rates.  
 
 
 
Ambulance Handover 
 
The Trust continues to perform well with Ambulance handovers less than 15 minutes compared 
with local peers.  In May, the average post-handover time at Doncaster was 9:23 minutes and 
14:25 minutes at Bassetlaw.  79.9% of patients were handed over in less than 15 minutes at 
DRI, and 62% of patients at BDGH.  
 
Other ambulance standards have been analysed; the charts on the following page show 
2017/18 performance against the 3 national standards.  Upper and lower control limits have 
been applied, and the following local benchmarking reporting arrangements proposed.  This 
information will be provided alongside the National reporting in the At a Glance report. 
 
 

Above upper control limit  
 

Within normal Trust variation  
 

Below lower control limit  
 

 
 
 

Indicator 

 
April 18 May 18 

 
June 

Outpatients: DNA Rate Total  9.47% 9.21% 9.41% 

Outpatients: Hospital cancellation Rate  5.47% 5.86% 5.19% 
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Delayed Transfers of Care 
 

Significant work has been underway in Doncaster and Bassetlaw to improve patient discharge 
processes, and to reduce the number of medically fit patients waiting in hospital.  This work will 
also impact on the number of formally reported Delayed Transfers of Care (DTOCs). 

The chart below shows the number of reported delayed bed days by site. 

 
 
 
Performance against the Better Care Fund trajectory for 2017/18 into 2018/19 is shown by the 
chart below. Confirmation of the trajectory from April 2018 onwards is awaited. Data up to May 
2018 has been published and included within the report.  
 
The data includes all Doncaster patients at all providers.  Total delay days for Doncaster 
improved again during May by 76 days to 236 days, the lowest all year.  The rate per 100,000 
population has now fallen below 100.  Social Care attributable days decreased to 32, NHS 
attributable days decreased to 176 with joint delays decreasing to 28.  
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Performance Executive Summary Board of Directors June 2018 

The performance report is against operational delivery in April, May and June 2018. 

Provide the safest, most effective care possible 

Monitor governance compliance is rated against 3 National targets, 4hr Access, Referral to 

Treatment, which includes diagnostic waits and Cancer Targets. The targets are all monitored 

quarterly, both 4hr access and cancer are averaged over the quarter but referral to treatment is 

monitored each month of the quarter and must be achieved each month. 

The report also highlights key local targets which ensure care is being provided effectively and safely 

by the Trust.  

Referral to Treatment 

The Referral to Treatment Target, active waiters below 18 weeks set at 92%, is the target which is 

causing the most significant issues for the Trust. 

Though performing above the National average, the Trust position remains below the target at 

89.6%, which is deterioration from May by 0.5%.   

The total number of Incomplete Pathways has decreased by 359 between May and June, however 

the number of incomplete pathways over 18 weeks increased by 143 hence the performance has 

gone down. 

Key members of staff are being trained in a new NHSi demand and capacity tool, which the Trust will 

utilise along Gooroo, to review the capacity gaps in our services. NHSI are aware of the current 

capacity shortfalls and trajectories to improve the position over 2018/19. This is dependent on the 

outcomes of the final contract with the CCGs. 

Improvements in theatre utilisation have been maintained. OPD bookings for firsts was improved in 

June. 

There were no waiters over 52 weeks at the end of June. In the patients waiting above 38 weeks 

there are 2 potential breaches. 

Diagnostics 

The diagnostic target was achieved at 99.36% 

4hr Access  

The target is based on the number of patients who are treated within 4hrs of arrival into the 

emergency department and set at 95% and reported quarterly as an average figure.  This target is for 

all urgent care provided by the Trust for any patient who walks in. We have 2 type 1 facilities, ED at 

BDGH and DRI and 1 type 3 facility at MMH.  

June Performance 

Trust 94.9%, including alternative pathways 95.35%.  



Quarter 1, 93.9% 

PSF funding for quarter 1 achieved. 

The Trust saw 14859 attendances in June, which is 664 more than in June 2017. This is a 4.6% 

increase in attendances. In June, 765 patients failed to be treated in 4hrs, with the main breach 

reason was wait to see ED doctor/ ED review which accounted for 431 of the 765 breaches.  88 

breaches were due to bed pressures. 

Information has been reviewed to further understand the increases in attendances. There appears 

to be an increase from the majority of GP practices. 

The pathway work continues to review attendances for patients aged 25-40.  Events are organised to 

try to understand behaviours in the System Perfect week planned for September. 

16.3% of patients at DRI were streamed to UCC from FDASS.  

The Trust is working with Nottinghamshire Health Care Trust and Bassetlaw CCG to review the 

streaming model/Out of Hours Service at BDGH to improve streaming to alternative pathways. 

NHSI Additional Reporting Requirements 

18.2% of all of DRI discharges take place at a weekend and 15.1% at BDGH 

If the rest of the week was at the same level as Mondays then we would see an extra 158 patients a 

week at DRI and an extra 111 patients at BDGH      

A&E attendances on a Monday at DRI account for 15.5% of weekly activity rising to 16.0% at BDGH 

Non Elective Admissions on a weekday that GP admissions account for is 20.7% of all Emergency 

Admissions on a weekday at DRI but only 8.3% at BDGH.       

When we move into the weekend this drops to 11.2% at DRI and 2.5% at BDGH   

       

 

Cancer Performance 

May 

62 day performance 85.6%, TWW performance 88.8%  

The 62 day standard was achieved by the Trust in May at 85.6%.  Urology achieved the 85% standard 
in May.  The One Stop Prostrate Clinic is on target to commence in September.  There were delays in 
Upper GI, Head and Neck, lower GI and Haematology with reasons for breaches predominantly due 
to shared care pathways, complex diagnostic pathways or patient choice. 
 
The May position for two week wait was 88.8% which was not compliant with the national target of 
93% but which sees an improvement compared with April 2018. There were capacity issues reported 
in both urology and lower GI. 
 



The Capacity and Demand tool continues to be developed, providing a planning tool based on 
previous referral trends, activity and capacity.  Care groups are now using the tool proactively in 
order to plan two week wait capacity.   
 
Weekly PTL meetings with each specialty are ongoing to jointly track patient booking, pathways and 
to review breaches.  The two week wait process has been value stream mapped and an option 
appraisal is being shared with the cancer leads to agree. Due to the breaches due to administration 
delays in the interim the planning of colorectal pathways is being piloted back in the service. A 
straight to MRI pilot for prostate cancer is being planned for BDGH. 

 
 

Stroke Performance 

Based on April discharges 

The Trust level percentage for direct admission to the Stroke Unit has fallen back to 67.2% from 

70.9% for April.  There is, however, a slight improvement in the 1 hour scans at 58.6% compared to 

54.5% for April. 

In terms of exceptions, there were several pathway issues including delays in transfer from 

Bassetlaw, late referrals in A&E with one patients also being admitted to CDU before referral.  There 

were some late requests for CT scans that prevented patients from being scanned within 1 hour.  

The overall SSNAP performance for Stroke Dec-March 2018 outcomes has improved to A.  

Benchmarking against local trusts will be available next month. 

 

 

David Purdue Chief Operating Officer June 2018 

 



Indicator Standard  Current Month Month Actual
NHS England 

%
DBTHFT Month Peer Groups % DBTHFT Month Current Month

Month 
Actual 
(TRUST)

Month 
Actual (DRI)

Month Actual 
(BDGH)

Data Quality RAG 
Rating

31 day wait for second or subsequent treatment: surgery 94.00% 100.00% 94.60% 100.00% 97.20% 100.00% % of patients achieving Best Practice Tariff Criteria Jun‐18 47.6% 43.8% 60.0%

31 day wait for second or subsequent treatment: anti cancer drug 
treatments

98.00% 100.00% 99.50% 100.00% 100.00% 100.00%

31 day wait for second or subsequent treatment: radiotherapy 94.00% 100.00% 97.20% 100.00% Not Available 100.00% 36 hours to surgery Performance 50.0% 46.9% 60.0%

62 day wait for first treatment from urgent GP referral to treatment 85.00% 85.60% 81.10% 85.60% 78.60% 85.60% 72 hours to geriatrician assessment Performance 95.2% 96.9% 90.0%

62 day wait for first treatment from consultant screening service 
referral

90.00% 93.80% 88.10% 93.80% 85.20% 93.80% % of patients who underwent a falls assessment 100.0% 100.0% 100.0%

31 day wait for diagnosis to first treatment‐ all cancers 96.00% 99.30% 97.80% 99.30% 98.40% 99.30% % of patients receiving a bone protection medication assessment 100.0% 100.0% 100.0%

Two week wait from referral to date first seen: all urgent cancer 
referrals (cancer suspected)

93.00% 88.90% 92.10% 88.90% 88.10% 88.90%

Two week wait from referral to date first seen: symptomatic breast 
patients (cancer not initially suspected)

93.00% 86.40% 83.70% 86.40% 87.40% 86.40%

Infection Control C.Diff
4 Per Month ‐ 
45 full year

M

Infection Control MRSA 0 L

HSMR (rolling 12 Months) 100 N Mar‐18

Never Events 0 L Jun‐18

VTE 95.0% N May‐18

Avoidable Pressure Ulcers Cat 3&4 21 Full Year L Jun‐18

Ambulance Handovers Breaches ‐Number waited over 15 & Under 30 
Minutes

823 Falls that result in a serious Fracture 
2 Per Month 23 

full Year
L

Ambulance Handovers Breaches‐Number waited over 30 & under 60 
Minutes

40

Ambulance Handovers Breaches ‐Number waited over 60 Minutes 0

Proportion of patients scanned within 1 hour of clock start (Trust) 48.00% 58.60%

Proportion of patients directly admitted to a stroke unit within 4 hours 
of clock start (Trust)

90.00% 67.20%

Percentage of eligible patients (according to the RCP guideline 
minimum threshold) given thrombolysis (Trust)

20.00% 8.60%

Percentage of patients treated by a stroke skilled Early Supported 
Discharge team (Trust)

40.00% 76.00%

Percentage of those patients who are discharged alive who are given a 
named person to contact after discharge  (Trust)

95.00% 86.00%

Implementation of Stroke Strategy ‐ TIA Patients Assessed and Treated 
within 24 Hours

60.00% June  68.30%

Cancelled Operations 0.80% 1.19%

Cancelled Operations‐28 Day Standard 0 1

Out Patients: DNA Rate 9.41% 8.03% 10.33% March 7.42% 10.33% March

f

Data Quality RAG 
Rating

At a Glance ‐June 2018 (Month 3)
Doncaster & Bassetlaw Teaching Hospital NHS Foundation Trust

NHS England 
Benchmarking

Peer Group Benchmarking
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compared to 
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Indicator

May

10.00%

May May

Best Practice Criteria

May‐18

A&E: Maximum waiting time of four hours from arrival / admission / 
transfer / discharge (Trust)

94.90% 90.70%

% of Patients waiting less than 6 weeks from referral for a diagnostics 
test

99.00% June 99.35% 97.30%

Maximum time of 18 weeks from point of referral to treatment‐ 
incomplete pathway

92.00% June 89.60% 88.10%

95.00% June

UCL: 796 & LCL: 659

UCL: 122 & LCL: 56

UCL: 29 & LCL: 2

May 93.60%

Mortality‐Deaths within 30 days of procedure 2.38% 0.00%

Data Quality RAG 
Rating

Complaints received (12 Month Rolling)

Current Month Month Actual

Jun‐18
3

94.90% June 89.88% 94.90% June

Sa
fe

90.10% May 83.70%

98.62% 98.62% May

95.0%

7

90.10% May

0

88.7

0

Indicator
Standard (Local, 

National Or Monitor)
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bu
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do
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r T
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es

May

0

Catheter UTI Snap shot audit

Month Actual

Jun‐18

0.97%

Ef
fe
ct
iv
e

Emergency Readmissions within 30 days (PbR Methodology) May 6.26%

St
ro
ke

April

Th
ea
tr
es
 &
 O
ut
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tie
nt
s

June

Out Patients: Hospital Cancellation Rate 5.19% Clinical Negligence Scheme for Trusts (CNST)

No Benchmarking available

No Benchmarking available ‐ data not submitted to Secondary Uses Service by all 
Trusts

410

72.0%

8

Complaints Performance

557Co
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&
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s
W
or
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ce

Jun‐18

Concerns Received (12 Month Rolling)

SSNAP performance for December to March improved to A rating.

Data Quality RAG 
Rating

Appraisals
Jun‐18

Indicator Current Month

6.63% 5.96% Feb 7.28% 5.96% Feb

75.64%
SET Training  80.82%

Liabilities to Third Parties Scheme (LTPS) 2

Claims per 1000 occupied bed days 0.35

Indicator Current Month YTD (Cumulative)



Monitor Compliance Framework: Cancer ‐ Graphs ‐ May 2018 (Month 2)



Monitor Compliance Framework: A&E ‐ Graphs ‐ June 2018 (Month 3)



Monitor Compliance Framework: 18 Weeks & Diagnostics ‐June (Month 3)



Stroke ‐ Graphs April 2018 (Month 1)



Mr S Singh

Mrs M Hardy

Hospital Acquired Pressure Ulcers: The reported number of HAPUs is higher than the same period last year, some of these are awaiting RCA review and the number is expected to 
reduce

Executive Summary ‐ Safety & Quality ‐ June 2018 (Month 3)

HSMR: The Trust's rolling 12 month HSMR remains better than expected at 88.7.  Crude mortality has fallen again in June.

Fractured Neck of Femur: Achievement of Best practice Tariff has remained at around 50% due to difficulties getting patients into theatre within 36 hours.  Risk adjusted 
mortality remains better than expected

Serious Incidents: Total number of SIs has fallen again in June with the main category being HAPUs.

Executive Lead:

C‐Diff The rate is below that of the same period last year and the national trajectory

Fall resulting in significan harm: The rate is the same for the month of may 2017, but higher YTD due to the fall in May

Complaints and Concerns The number of complaints and concerns remains within normal variation.  Complaints resolution is similar to the previous month at 74%.

Friends & Family Test: Response rates for both inpatients and ED patients has fallen in June whilst positivity of responses continues to be higher than the national 
average for both inpatients and ED

Executive Lead:



2015 2016 2017 2018
January 116.80 99.21 94.86 92.70
February 99.94 97.73 105.44 84.77
March 90.54 97.37 82.66 84.52
April 105.91 88.50 83.85
May 101.15 96.60 82.47
June 80.27 93.67 90.60
July 92.56 97.73 94.70
August 100.27 87.52 74.31
September 90.26 95.34 87.55
October 90.29 88.66 98.35
November 88.98 82.30 87.54
December 82.30 93.52 98.79

Jul‐17 Aug‐17 Sep‐17 Oct‐17 Nov‐17 Dec‐17 Jan‐18 Feb‐18 Mar‐18 Apr‐18 May‐18 Jun‐18
Trust 1.33% 1.01% 1.22% 1.45% 1.46% 1.99% 2.11% 1.52% 1.48% 1.46% 1.23% 1.06%
Donc 1.46% 1.01% 1.28% 1.41% 1.42% 2.13% 2.29% 1.63% 1.46% 1.51% 1.33% 1.08%
Bass 1.09% 1.27% 1.31% 1.95% 1.90% 1.94% 1.86% 1.45% 1.87% 1.60% 1.19% 1.23%

HSMR Trend (monthly) Crude Mortality (monthly) ‐ June 2018 (Month 3)
(number of deaths/number of patient discharged)

Hospital Standardised Mortality Ratio (HSMR) ‐ March 2018  (Month 12)

Overall HSMR (Rolling 12 months) HSMR ‐ Non‐elective Admission (Rolling 12 months) HSMR ‐ Elective Admission (Rolling 12 months)
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NHFD Best Practice Pathway Performance ‐ June 2018 (Month 3)

Best Practice Criteria Performance 36 Hours to Surgery Performance 72 hours to Geriatrician Assessment Performance

Bone Protection Medication Assessment Falls Assessment Performance

Relative Risk Mortality (HSMR) ‐ Fractured Neck of Femur
Rolling 12 month
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Current YTD reported SI's (April‐June 18) 10 18

Current YTD delogged SI's (April‐June 18) 0 12

Serious Incidents ‐ June 2018 (Month 3)
(Data accurate as at 12/07/2018)

Please note: At the time of producing this report the number of serious incidents reported are prior to the RCA process being completed.

Overall Serious Incidents

Number reported SI's (Apr‐June 17)

Number delogged  SI's (Apr‐June 17)
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Pressure Ulcers ‐ Category  3 & 4 (HAPU) 

Pressure Ulcers  HAPU 3 & 4 per 1000 occupied bed days
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Care Issues 

Care Issues per 1000 occupied bed days
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Serious Falls

Serious Falls per 1000 occupied bed days
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Serious Incidents per 1000 occupied bed days

Reported Si's per 1000 occupied bed days Reported Si's per 1000 occupied bed days ‐ Previous years performance
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Number Serious Incidents Reported
(Trust & Care Group)

Emergency Care Group MSK & Frailty Care Group
Surgical Care Group Children & Family Services
Diagnostic & Pharmacy Speciality Services
Chief Operating Officer  Number Reported SI's
Number Reported SI's  ‐ Previous years performance



Standard Apr May Jun YTD
2018‐19 Infection Control ‐ C‐diff  39 Full Year 2 1 3 6
2017‐18 Infection Control ‐ C‐diff  40 Full Year 5 2 1 8
2018‐19 Trust Attributable 12 0 0 0 0
2017‐18 Trust Attributable 12 1 0 0 1

Standard Apr May Jun YTD
2018‐19 Serious Falls 10 Full Year 0 1 0 1
2017‐18 Serious Falls  6 Full Year 0 0 0 0

Standard Apr May Jun YTD
2018‐19 Pressure Ulcers   21 Full Year 3 3 7 13
2017‐18 Pressure Ulcers  27 Full Year 2 2 1 5

Monitor Compliance Framework: Infection Control C.Diff ‐ June 2018 (Month 3)
(Data accurate as at 12/07/2018)

Pressure Ulcers & Falls that result in a serious fracture ‐ June 2018 (Month 3)
(Data accurate as at 12/07/2018)

Please note: At the time of producing this report the number of serious falls reported are 
prior to the RCA process being completed.

Please note: At the time of producing this report the number of pressure ulcers reported 
are prior to the RCA process being completed.
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Safe Effective Caring Responsive Well Led

Care Group Matron Ward
No of 
Funded 
Beds

CHPPD Variance Total score Total score Total score Total score
QM total 
score

Work‐force Quality

NS B6 16 7.5 98% 1.0 0.0 0.5 1.0 2.5
NS 20 27 5.0 97% 0.0 0.0 1.0 1.5 2.5
NS 21 27 4.8 94% 0.0 0.0 1.5 1.5 3.0
LM S12 20 4.7 98% 0.0 0.0 1.0 1.5 2.5
RF SAW 21 7.0 97% 0.0 0.0 1.0 1.0 2.0

LC ITU DRI 20 24.5 98% 1.5 0.0 0.0 2.0 3.5
LC ITU BDGH 6 29.0 89% 0.0 0.0 0.0 0.5 0.5

96%

SS A4 24 6.2 101% 0.0 0.5 1.0 1.0 2.5
SS B5 30.7 6.9 115% 0.0 0.5 0.0 2.0 2.5
AH St Leger 35 5.9 97% 1.0 0.5 2.0 1.0 4.5
AH 1&3 23 8.4 97% 1.0 0.0 0.0 2.0 3.0
SS Mallard 16 8.3 100% 1.5 0.0 0.0 1.5 3.0
SS Gresley 32 5.8 99% 0.0 0.5 0.5 1.0 2.0
SS Stirling 16 8.2 105% 1.0 1.0 1.0 1.5 4.5
KM Rehab 2 19 5.6 100% 2.0 0.0 1.0 1.5 4.5
KM Rehab 1 29 4.7 99% 0.0 0.0 1.0 1.5 2.5

101%

JP 18 12 7.3 99% 2.0 0.0 0.0 0.5 2.5
JP 18 CCU 12 7.6 97% 1.0 2.0 0.0 1.0 4.0
AW 32 18 6.1 94% 1.0 0.0 1.0 2.0 4.0
AW 16 24 8.7 99% 0.5 0.0 0.0 1.0 1.5
RM 17 24 6.9 116% 0.0 0.0 1.0 2.5 3.5
JP CCU/C2 18 6.6 108% 1.5 0.0 0.0 2.5 4.0
RM S10 20 5.2 101% 2.5 0.0 0.0 2.0 4.5
RM S11 19 6.4 110% 0.0 0.0 0.5 1.5 2.0

103%

MH ATC 21 7.5 98% 1.0 0.0 0.5 2.0 3.5
SS AMU 40 7.9 101% 0.5 0.0 2.5 1.0 4.0
MH C1 16 6.3 113% 0.0 1.0 0.0 1.0 2.0
SC 24 24 6.2 101% 0.5 0.0 1.0 0.5 2.0
SC 25 16 9.1 122% 0.0 0.0 0.5 0.5 1.0
SC Respiratory unit 56 6.6 107% 1.5 1.0 1.0 0.5 4.0

106%

AB SCBU 8 28.0 100% 0.0 0.0 0.0 0.0 0.0

AB NNU 18 10.4 99% 0.0 0.0 0.0 1.0 1.0
AB CHW 18 8.0 100% 0.5 0.0 0.0 1.0 1.5
AB COU/CSU 21 10.3 99% 0.0 0.0 0.0 1.0 1.0

SS G5 24 8.7 96% 2.5 2.0 1.0 2.0 7.5
SS M1 26 7.3 86% 0.0 2.0 1.0 2.0 5.0
SS M2 18 9.2 87% 0.0 0.5 0.0 1.0 1.5
SS CDS 14 24.0 90% 1.0 0.0 1.0 1.0 3.0
SS A2 18 11.7 90% 1.0 2.0 0.0 1.0 4.0
SS A2L 6 26.9 94% 0.0 0.0 1.0 1.0 2.0

94%

Children and Families

Hard Truths ‐ June 2018 (Month 3)
(Data accurate as at 17/07/2018)

Planned v Actual Profile
The workforce data submitted to UNIFY provides the actual 
hours worked in June 2018 by registered nurses/midwives 
and health care support workers compared to the planned 
hours.  The Trusts overall planned versus actual hours 
worked was 100% in June, similar to recent months. 
There are no wards flagging as red on quality.
There are:
5 wards with >10% higher than planned staffing level, the 
same as last month.
3 wards with >10% lower than planned staffing level, 1 more 
than last month.
7 wards with between 5‐10% of planned staffing levels, 1 
more than last month.
25 wards within 5% of the planned staffing level, 2 less than 
last month.
The wards where there were deficits in excess of 10% of the 
planned hours are ITU at BDGH, M1 and M2. When there 
has been lower levels of bed occupancy these areas have 
supported safe staffing in other departments, typically CDS 
(DRI), in order to provide safe staffing levels. ITU at BDGH 
had a reduced occupancy so staff were redeployed to wards 
and departments to optimize safe staffing needs.
The wards with greater than 10% of actual staffing over 
planned staffing are Wards B5, 17, S11, C1 and 25.
Escalation beds opened due to demand on C1 and B5 
impacted on staffing plans, with enhanced care needs 
impacting on 25, 17 and S11. 

Surgical

MSK and Frailty

Specialty Service

Emergency



Registered 
midwives/ 
nurses

Care Staff Overall

4.94 3.39 8.33
4.34 3.25 7.59
2.43 2.60 5.03
4.33 3.23 7.56TRUST

Care Hours Per Patient Day (CHPPD) ‐ June 2018 (Month 3)
(Data accurate as at 12/07/2018)

The registered staff and care staff rate is slightly lower than May for DRI overall, but similar for MMH and slightly higher at BDGH. 
Therefore the overall position reflects show a slightly lower CHPPD rate down from 7.81 to 7.56.

Site Name

BASSETLAW HOSPITAL
DONCASTER ROYAL INFIRMARY
MONTAGU HOSPITAL



Month

`
2016/17 0

2

1

0

0

2

2
0

0
0

0

1

Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar YTD

2018/19 10 7 8 25
2017/18 11 8 8 18 11 15 8 9 7 6 6 9 116
2018/19 1 6 2 9
2017/18 2 3 1 1 1 1 1 3 1 2 2 2 20

Number referred for 
investigation 

YTD 

Outcomes 
YTD

Complaints & Claims ‐ June 2018 (Month 3)
(Data accurate as at 12/07/2018

Complaints

Complaints ‐ Resolution Perfomance 
(% achieved resolution within timescales)

Parliamentary Health Service Ombusdman (PHSO)

Number of cases 
referred for investigation

Number Currently Outstanding

Jun‐18 0 3

8 Outstanding

2017/18 7

Fully / Partially Upheld

Not Upheld

No further Investigation

Case Withdrawn

Not Investigated

Outstanding

2018/19 1

Fully / Partially Upheld
Not Upheld

No further Investigation

Case Withdrawn
Outstanding

Please note:  Performance as a percentage is calculated on the cases replied and overdue, compared to the due date. Any current 
investigations that have not gone over deadlines are excluded data.

Claims

Clinical Negligence Scheme for Trusts (CNST) Not including 
Disclosures

Liabilities to Third Parties Scheme (LTPS)

Please note: At the time of producing this report the number of claims reported are provisional and prior to validation

June 2018 
Complaints Received
Risk Breakdown

Low Risk

Moderate Risk

High Risk

Year to Date
Complaints Received
Risk Breakdown

0
10
20
30
40
50
60
70
80

Ap
r 2

01
4

Ju
n 
20

14

Au
g 
20

14

O
ct
 2
01
4

De
c 
20
14

Fe
b 
20

15

Ap
r 2

01
5

Ju
n 
20

15

Au
g 
20

15

O
ct
 2
01
5

De
c 
20
15

Fe
b 
20

16

Ap
r 2

01
6

Ju
n 
20

16

42
58
3

42
85
6

42
91
7

42
97
9

43
04
0

43
10
1

43
16
0

43
22
1

Complaints Received

Complaints Mean UCL LCL

0

20

40

60

80

100

120

Ap
r 2

01
4

Ju
n 
20

14
Au

g 
20

14
O
ct
 2
01

4
D
ec
 2
01

4
Fe
b 
20

15
Ap

r 2
01

5
Ju
n 
20

15
Au

g 
20

15
O
ct
 2
01

5
D
ec
 2
01

5
Fe
b 
20

16
Ap

r 2
01

6
Ju
n 
20

16
42

58
3

42
85

6
42

91
7

42
97

9
43

04
0

43
10

1
43

16
0

43
22

1

Concerns Received

Concerns Mean UCL LCL

0%

10%

20%

30%

40%

50%

60%

70%

80%

90%

Ju
l‐1

7

Au
g‐
17

Se
p‐
17

O
ct
‐1
7

N
ov

‐1
7

D
ec
‐1
7

Ja
n‐
18

Fe
b‐
18

M
ar
‐1
8

Ap
r‐
18

M
ay
‐1
8

Ju
n‐
18

Complaints Resolution Performance   

0
0.2
0.4
0.6
0.8
1

Ju
l‐1

7

Au
g‐
17

Se
p‐
17

O
ct
‐1
7

N
ov

‐1
7

De
c‐
17

Ja
n‐
18

Fe
b‐
18

M
ar
‐1
8

Ap
r‐
18

M
ay
‐1
8

Ju
n‐
18

Number of Claims per 1000 Occupied bed days

Claims per 1000 occupied bed days Claims per 1000 occupied bed days ‐ Previous years performance



Accident & Emergency

Please note: At the time of producing this report  no further benchmarking data is available from NHS England.

Friends & Family ‐ June 2018 (Month 3)
(Data accurate as at 12/07/2018)

Inpatients

Please note: At the time of producing this report no further benchmarking data is available from NHS England.
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Executive summary ‐Workforce ‐ June 2018 (Month 3)

Sickness absence 

Following the reduction in April to 4.05%  in month, rates remained at 4.05% in May (this was slightly higher than the equivalent period in 2017/18) and there has a further 
reduction in month 3 to 3.91% . Whilst there has been a reduction in short term absence rates, the number of absences in excess of 6 months has risen. The Deputy Director 
of P&OD will review all such cases to ensure there are plans in place to reduce this number. 

Appraisals
The Trusts appraisal completion rate has continued to see a further rise to 75.64% . 

SET 
We have seen a further small rise in compliance with Statutory and Essential Training in June to 80.82% ;  further analysis  continues to take place regarding the  SET topics 
and levels of training we require staff to undertake.

Staff in post 
Please see attached tab covering staff in post by staff group. Vacancy rates are provided to both Finance & Performance and Quality & Effectiveness Committees.



Workforce: Sickness Absence ‐ June (Month 3)



Workforce: SET Training  ‐ June (Month 3)



Workforce: Appraisals ‐ June (Month 3)



Workforce: Staff in post ‐ June (Month 3)



 

 

 
 

Title Q1 Estates & Facilities Performance Report  

Report to Board of Directors Date 31st July  2018 

Author Kirsty Edmondson-Jones 

Purpose  Tick one as 
appropriate 

Decision  

Assurance X 

Information  

 

Executive summary containing key messages and issues 

The Quarter 1, April – June, Estates and Facilities Performance report provides Board of 

Directors with the first quarterly review of performance for 2018/19.  

 

The report also includes the results of the annual Patient Led Assessment of the Care 

Environment (PLACE), ahead of benchmarked data due in August/September.  

 
The report shows improved performance in Q1 in the following areas: 

 Appraisal remained Green and increased to 94% 

 Sickness reduced by 1.1%  

 PLACE scores increased by between 6.4% - 10.3%,  Trust cleaning score of 99.99%  

 MTS reduced corrective response rates from 10 days to 3 days within the quarter, 

exceeding their new internal target of 4 days 

 

Further work is required to: 

 review BDGH/MMH cleaning to assess potential for learning from DRI LEAN Zonal 

model  

 work with wards/departments to reduce delays which adversely impact Portering 

performance 

 continue to work with P&OD to reduce sickness 

 increase SET training to 90%  

 
 



 

 

Key questions posed by the report 

Are Board of Directors assured of progress made during Q1 to improve the performance of 
Estates and Facilities services, including performance in PLACE inspections? 
 
 

How this report contributes to the delivery of the strategic objectives 

The paper updates BOD in the wider Corporate Risk (F&P4) relating to the failure to ensure a 
suitable estates infrastructure is in place.  
 
 

How this report impacts on current risks or highlights new risks 

 

Recommendation(s) and next steps 

 
Board of Directors are asked to note the content of this paper and progress made.  

 
 

 



 
 
 
 
 
 
 
 
 
 
 

 

Quarter 1. April-June 18 
Estates and Facilities 
Performance Report  
 
 
 
 
 
 
 
 
 
 
 
 
 
 



Estates and Facilities Q1 Performance Report   
April 2018 – June 2018  
 
 
1. Executive Summary  

 
This performance report provides Board of Directors with a quarterly update against the 

performance of Estates and Facilities Services (E&F) for Quarter 1, April to June 2018. The 

report also includes the scores from the latest Patient Led Assessment of the Care 

Environment (PLACE) undertaken in May.   

 

The report provides assurance to Board of Directors of the performance of Estates & 

Facilities services in line with the Trust’s objectives. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



At A Glance 

 

2. Management Information 

 

2.1 Appraisal 

 

Having previously been a significant outlier with the lowest appraisal scores in the Trust, the 

Directorate has maintained and improved upon its performance against the Trust target of 

90% achieved by the end of 17/18, exceeding it by 3.38% at the end of Quarter 1.  

 



 
 

2.2  Statutory and Essential Training (SET) 
 

Whilst significant improvements have also been made to SET training, work continues to 

ensure E&F achieve 90% SET by end of Q2 having experienced a number of staff falling out 

of compliance in Q1 18/19. This churn led to the overall increase of just 2.85% by the end of 

the quarter. 

 
 

 

2.3  Sickness 
 
The Directorate ended the previous year as an outlier with an overall cumulative total of 

6.56% against a Trust target of 3.5%. However, work to resolve long-term sickness and to 

effectively manage short-term sickness has been underway throughout Q1 and has shown 

that in April and May sickness reduced to 5.72% and 5.2% respectively, with a cumulative 
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total of 5.46%. This represents a very encouraging 1.1% improvement to sickness absence 

across the Directorate. 

 

 

3 PLACE Inspections 

 

PLACE assessments are patient led, with patient representatives working with a 

multidisciplinary team of Trust staff to assess the environment across a range of measures, 

with the patient representative’s opinions being recorded and used for the assessment.  

Patient representatives are requested from Healthwatch Doncaster, Healthwatch 

Notttinghamshire, CHAD (local learning disability provider), public governors and Trust 

public members.  Management representatives are from Nursing, Infection Control, 

Midwifery, Catering, Facilities and Estate teams. 

PLACE is used as part of external monitoring and features in the CQC Insights reports and 

historically in the data packs produced by CQC for inspection and monitoring.  

Following very disappointing results in the annual PLACE assessment for 2017, there has 

been a very significant improvement in PLACE scores from the most recent inspections 

carried out in May this year, as can be seen in the tables below. Having been a significant 

outlier for most metrics against National performance in 2017, it is anticipated the 

improvements identified below of over 10% in some areas, such as Cleanliness and Food, 

will position the Trust amongst the very top performers nationally.  

It is expected the benchmarked data will be made available to Trusts and published in 

August or September.  

 

Overall Trust Scores 2017 % 2018 % Variance % 

Cleanliness 91.49 99.99 +8.5 

Food 80.11 90.20 +10.09 

Organisation Food 75.67 85.16 +9.49 

Ward food 81.47 91.24 +9.77 

Privacy & Dignity 75.35 85.78 +10.34 

Condition, Appearance & Maintenance 91.33 97.81 +6.48 

Dementia 76.62 85.05 +8.43 

Disability 81.06 88.39 +7.33 

 



DRI 2017 % 2018 % Variance % 

Cleanliness 89.19 100 +10.81 

Food 78.74 90.02 +11.28 

Organisation Food 75.67 85.16 +9.49 

Ward food 79.32 90.71 +11.39 

Privacy & Dignity 73.14 84.92 +11.78 

Condition, Appearance & Maintenance 90.97 98.05 +7.08 

Dementia 78.86 86.16 +7.3 

Disability 82.92 88.94 +6.02 

 

BDGH 2017 % 2018 % Variance % 

Cleanliness 97.60 100 +2.4 

Food 84.20 91.03 +6.83 

Organisation Food 75.67 85.16 +9.49 

Ward food 87.87 93.27 +5.4 

Privacy & Dignity 80.51 87.25 +6.74 

Condition, Appearance & Maintenance 91.50 97.21 +5.71 

Dementia 67.04 80.95 +13.91 

Disability 75.15 86.88 +11.73 

 

MMH 2017 % 2018 % Variance % 

Cleanliness 99.10 99.75 +0.65 

Food 83.49 89.80 +6.31 

Organisation Food 75.67 85.16 +9.49 

Ward food 86.91 91.36 +4.45 

Privacy & Dignity 84.44 92.06 +7.62 

Condition, Appearance & Maintenance 94.54 96.79 +2.25 

Dementia 78.45 84.36 +5.91 

Disability 77.48 86.82 +9.34 

 



 

 

4 Facilities Performance 
 

4.1 Hospital Cleanliness  
 

As can be seen by the tables below BDGH and MMH did not acheive the Trust KPI of 90% for 

cleanliness throughout Q1.   These technical audits include all areas in their assessment, 

such as offices and path labs, and it is these areas that had a negative impact on the overall 

site scores.  Action plans were put in place, and all sites ended the quarter achieving the KPI 

of 90%.  
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4.2 Portering Response 
 

In the first quarter MMH increased from the average of 62% at the end of 17/18, to 80% at 

end of Q1.  BDGH has remained the same at 90%. However, the theme of delays in the 

system (patient not ready, no wheelchair, nurse related etc) led to 38% of jobs being 

completed outside of the Trust target of 30mins at DRI, with only 62% completed within the 

internal KPI target of 30mins. Work continues with wards and departments to reduce delays 

in order to improve performance. The opportunity for wards/clinical areas to review their 

services using Qi Improvement Techniques adopting LEAN methodology will be essential to 

achieving maximum efficiency and waste removal along the entire pathway. 

 

 
 

80% 

20% 

Total Completed Movement Requests MMH 
1st QTR 2018/2019 

Completed requests in under
30 mins

Completed requests in over 30
mins



 
 
 
 
 
 

 
 
 
 
 

62% 

38% 

Total Movement Requests Completed DRI 1st 
QTR 2018/2019 

Completed requests in under
30 mins

Completed requests in over 30
mins

90% 

10% 

Total Movement Requests Completed BDGH 
1st QTR 2018/2019 

Completed requests in under
30 mins

Completed requests in over 30
mins



5 Estates Performance  
 
5.1 Planned Preventative Maintenance (PPM) DRI/MMH 

 
The significant improvement in PPM completion for DRI/MMH reported at the end of 17/18 

has continued into Q1 18/19. The completion of PPM’s ensures the aged estate is being 

maintained appropriately, and where risks have been identified, PPM’s are increased as 

mitigation to manage the risk.  

 

 
 

5.2 Reactive Maintenance DRI/MMH 
 

Completion of Reactive Maintenance tasks significantly improved in 17/18 with 18% more 

Cat1 jobs being competed on time.  Q1 data for 18/19 shows that 70% of Cat1 jobs were 

competed on time, with no jobs being missed. The data also shows that 95% of Cat2 jobs 

were completed, with only a 5% backlog. 
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5.3 Planned Preventative Maintenance BDGH 
 

The significant improvement in PPM completion for BDGH reported at the end of 17/18 has 

continued into Q1 18/19. The completion of PPM’s ensures the aged estate is being 

maintained appropriately, and where risks have been identified, PPM’s are increased as 

mitigation to manage the risk.  
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DRI/MMH Q1 Reactive 
Performance - Cat 2  
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5.4 Reactive Maintenance BDGH 
Completion of Reactive Maintenance tasks improved in 17/18 with 8% more Cat1 jobs being 

competed on time.  The data shows that 84% of Cat2 jobs were completed, with only 39 

jobs in backlog. 

 
 
 
 

 
 
 

 

 
 
 

 
6 Medical Technical Services (MTS)  
 
At the end of 2017/18 a new target was identified by the MTS team of completion of 

Corrective Repairs tasks within 4 days.  Previously the average completion rate was  

between 8 and 14 days, however by the end of Q1 this had been reduced significantly to 

1 1 

0 

0 

BDGH Q1 Reactive Performance 
- Cat 1  

Completed in Target Completed Late

Backlog In Progress

425 
110 

39 75 

BDGH Q1 Reactive Performance 
- Cat 2  

Completed in Target Completed Late

Backlog In Progress



just 3 days, exceeding the internal target set. Work continues to stabilise this improved 

position to ensure consistency. 

 

Qtr1 

Month Corrective repairs Average completion time Inspection /preventative maintenance jobs logged 

April 175 10 days 374 

May 327 8 days 577 

June 218 3 days 520 

 

Total number of new assets commissioned and entering service this quarter 243 

Total number of assets condemned and disposed of this quarter   48 

 

6.1 Inspection /preventative maintenance program for medical devices 

current position 

There are 109 wards/departments encompassing the Trust sites including outlying areas at 

Retford tri health of which 73 (67%) areas are up to date and 36 (33%) yet to be completed.  

 

 

 

 
7 Conclusion and Recommendations 

 
The Performance Data demonstrates the achievements made in Q1 of 18/19, such as 

significantly improved PLACE scores, reduced sickness, faster MTS repairs and a further 

increase to appraisal rates. The Directorate will continue to work with colleagues in P&OD 

to reduce sickness. 

 

The Board of Directors is asked to note the content of this E&F Q1 Performance report and 

the progress made. 

IPM 

complete

outstanding

Site % complete  

MMH 100 

DRI 61 

BDGH 51 
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Title CQC Inspection Outcome 

Report to Board of Directors  Date 31 July 2018 

Author Moira Hardy – Director of Nursing, Midwifery and Allied Health Professionals 

Purpose  Tick one as 

appropriate 

Decision  

Assurance  

Information  

Executive summary containing key messages and issues 

The Trust was inspected in December 2017 and January 2018 as part of the current inspection regime.  

The Core Services that were inspected at Doncaster Royal Infirmary (DRI) and Bassetlaw District 

Hospital (BDGH) and their rating outcomes are: 

 Urgent and Emergency Care – Requires Improvement at DRI and BDGH 

 Medical Care – Good at DRI and BDGH 

 Maternity – Requires Improvement at DRI and Good at BDGH 

 Children and Young People – Good at DRI and BDGH 

The Well Led inspection in January was rated as Good. The effect of these rating outcomes improves 

Maternity at BDGH and the overall rating for the Responsiveness Domain.  The Trust and Hospital 

overall rating has not changed, so remains at Requires Improvement. 

 

The report has been published here: https://www.cqc.org.uk/provider/RP5 

 

The Trust is completing the required action plan following the CQC recommendations and developing a 

plan to improve each core service with an aspiration of achieving Outstanding. This will be done 

through review of the detail of the report, learning from other Trusts inspections, use of CQC Insights 

reports, patient engagement activities, engaging with the leadership teams and staff working in core 

services. 

 

The Trust continues to engage with the CQC in regular engagement meetings and information sharing 

about service developments. 

 

The ongoing monitoring of the CQC action plan, the improvement plan and progress monitoring will be 

reported to the Quality and Effectiveness Committee. 

 

Key questions posed by the report 

How does the Trust develop and deliver an improvement plan to provide Outstanding care, which can 
be evidenced by the CQC? 
 

How this report contributes to the delivery of the strategic objectives 

https://www.cqc.org.uk/provider/RP5


    

2 
 

Strategic Aim 1 - We will work with patients to continue to develop accessible, high quality and 

responsive services. 

How this report impacts on current risks or highlights new risks 

 Self-assessment helps to identify quality issues and risks by virtue of testing the systems in 
place. 

 The triangulation of externally reported data, local intelligence and exposure through the 
CQC’s revised Key Lines of Enquiry assists the Trust to identify issues before a regulator. 

 Identification of opportunities for improvement. 

Recommendation(s) and next steps 

The Board of Directors is asked to support: 
 Development of improvement plans in addition to the action planning against the 

recommendations. 
 Monitoring of CQC compliance through QEC. 

 



 

 
 

Title Board Assurance Framework & Corporate Risk Register  

Report to Board of Directors Date 31 July 2018 

Author Matthew Kane, Trust Board Secretary 

Purpose  Tick one as 
appropriate 

Decision  

Assurance X 

Information  

 

Executive summary containing key messages and issues 

The attached Corporate Risk Register and Board Assurance Framework have been reviewed by 
executive and corporate directors for Q1.   
 
The following risks were removed from the Board Assurance Framework: 
 

 F&P2 - Failure to deliver accurate financial reporting underpinned by effective financial 
governance (was L2 x I4 = 8 at the end of 2017/18)  

 
The following new risks have been added to the Corporate Risk Register (where indicated) and 
Board Assurance Framework: 
 

Ref 
 

Risk Responsible 
director 

Initial risk 
rating 

F&P19 
(CRR) 
 

Failure to achieve income targets arising from 
issues with activity 
 

Director of 
Finance 

L3 x I5 = 15 

F&P17 

 
 

Failure to deliver GDPR mandated subject access 

requests due to increased demand against 

existing resource 

Chief 
Information 

Officer 

L4 x I3 = 12 

F&P18/ 

QEC10 

Failure to deliver  strategic direction Director of 
Strategy and 

Transformation 
 

L2 x I5 = 10 



 

F&P20/ 

QEC12 

(CRR) 

 

Risk of critical lift failure  

 

Director of 
Estates and 

Facilities 

L4 x I5 = 20 

QEC11 

 

Failure to mitigate the impact of an ambitious 

effectiveness and efficiency programme on 

quality of care 

Medical 
Director / 
Director of 

Nursing, 
Midwifery and 
Allied Health 
Professionals 

L3x I4 =12 

 
In addition, the following risks have seen changes to their ratings: 
 

Ref Risk Previous score Current score Direction 

F&P7 Failure to sustain a viable 
specialist and non-specialist 
range of services 
 

L3 x I3 = 9 L2 x I3 = 6  

QEC4 Failure to ensure adequate 
medical records system 
 

L3 x I3 = 9 L2 x I3 = 6  

F&P1 
 

Failure to achieve 
compliance with financial 
performance and achieve 
financial plan 
 

L3 x I5 = 15 
 

L4 x I4 = 16  

F&P3 
 

Failure to deliver Cost 
Improvement Plans in this 
financial year 
 

L2 x I4 = 8 L4 x I4 = 16  

Q&E1 
 
 
 

Failure to engage and 
communicate with staff and 
representatives in relation 
to immediate challenges 
and strategic development   
 

L3 x I4 = 12 L4 x I4 =16  

 
The BAF and CRR have both been amended to include a quarterly tracker of progress and will be 
further refined, in the next quarter, to include direction of future travel. 
 

Key questions posed by the report 

 

 N/A 
 



 

How this report contributes to the delivery of the strategic objectives 

 
The attached BAF highlights the key risks to the strategic objectives. 
 

How this report impacts on current risks or highlights new risks 

 
The report highlights all corporate and strategic risks to the Trust. 
 

Recommendations 

 
The Board is asked to note the attached Corporate Risk Register and Board Assurance 
Framework for Q1 2018. 
 

 



RISKS LINK TO CRR EXEC CURRENT RR Q1 Q2 Q3 Q4 GAPS IN ASSURANCE ACTION TO ADDRESS GAPS TARGET RR

Failure to sustain a viable specialist and non-

specialist range of services 

leading to

(i) Regulatory action

(ii) Impact on reputation

F&P7 Medical 

Director/Chief 

Operating Officer

L2 x I3 = 6 6

(i) Review of vascular services (i) MD leading review of vascular (Summer 2018)

L2 x I2 = 4

Failure to protect against cyber attack

leading to

(i) Trust becoming non-operational

(ii) Inability to provide clinical services

(ii) Negative impact on reputation

F&P11 Chief Information 

Officer

L3 x I5 = 15 15

(i) Progress against Internal Audit 

action plan to be presented to ANCR 

every six months

(ii) Planned phishing work

(i) To undertake the work from the cyber 

maturity audit and report through ANCR 

(Summer 2018)

(ii) Phishing exercise (Summer 2018)

L3 x I4 = 12

Failure to ensure adequate medical records system

leading to

(i) Impact on safety

(ii) Impact on reputation

Q&E4 Chief Operating 

Officer

L2x I3 = 6 6

(i) Elecrtonic Patient Record System (i) Progress towards EPR System 

L2 x I2 = 4

Failure to engage with patients and staff around 

the quality of care and proposed service changes

leading to

(i) Negative patient and public reaction towards the 

Trust

(ii) Impact on reputation

(iii) Impact on staff morale

(iv) Risk of long-term recruitment issues

(v) Risk of delay to any service changes

Q&E5  Director of Nursing, 

Midwifery and 

AHPs/ Medical 

Director

L3 x I3 = 9 9

(i) Imporve patient engagement and 

listening activities to strengthen 

patients and public voice 

(ii) Adopt ReSPECT process Trust 

wide

(iii) Launch and embed 

#hellomynameis

(iv) Implementation of "Always 

events"

(v) Identify opportunities for quality 

improvement through feedback 

(vi) HSR consultation

(i) Increase engagement activities Q1-Q4 2018-19

(ii) Process adopted Trust wide Q1 2019

(iii) hellomynameis relaunched and embedded 

Q4 2017-18 - Q4 2018-19

(iv) Increased activities 2019 onwards

(v) Increased opportunities for feedback Q1-4 

2018-19

L2 x I2 = 4

Failure to adequately prepare for CQC inspection

leading to

(i) Sub-optimal performance in inspection

(ii) Risk of regulatory involvement

(iii) Impact on  reputation

Q&E7  Diretcor of Nursing, 

Midwifery and 

Allied Health 

Professionals

L2 x I3 = 6 6

(i) Action plan to move to 

'outstanding

(i) Action plan in development (Summer 2018)

(ii) LEAN work informing True North statement

L2 x I2 = 4

Strategic Aim 1 - We will work with patients to continue to develop accessible, high quality and responsive services.

Plans delivered, financial control total met. Plans being developed for next year, already presented to F&P and NHSI.    PEE Strategy template being used by all Care Groups and discussed at PEEC each month.  Highlighting positive and negative feedback and providing opportunity for learning 

across the Trust. Strategy being embedded. Milestones completed and will become part of the 18/19 work plan.  ED technology dashboard delivered on plan. However further BI activities stalled due to lack of capital and internal delivery capability. No capital assigned for 18/19. BI will use MS 

Power BI as a toolset in conjunction with other ICS users. SOF delivered. 

KEY STEPS Ensure the delivery of the Trusts financial plan and the implementation of an agreed improvement and effectiveness plan with identified work streams and SROs. Delivering service change and savings through achieving agreed targets and milestones

PROGRESS Q4

To create a stable and motivated finance function, measured by staff turnover, implementation of restructures, staff survey

Implement  a Patient and Carer Experience and Engagement Strategy. Implementing  national and international best practice in the use of feedback to improve services. 

Provide appropriate technology support to the Trust for the development of the Single Oversight Framework throughout 2017.

CONTROLS ASSURANCE

Direction

(i) Consultations on major service changes 

(ii) CCC report to Board

(iii) Friends and Family Test

(iv) Monitoring through Patient Engagement & Expderience Committee 

(including CCG & Healthwatch membership)

(v) Training on communication

(vi) Work on learning from deaths

(vii) Governor walkabouts

(viii) Ward QAT

(ix) Picker national surveys

(x) Social media e.g. Facebook, Twitter

(xi) Media & social media policy

(xii) Governor/ NED briefings

(xiii) MP briefings/ meetings

(xiv) Governor training

(xv) Meetings with local journalists

(xvi) Face to face briefings with services

(xvii) Staff engagement events, briefings and workshops

(xviii) Communications with staff on Hospital Services Review

(xviii) Internal staff surveys

(i) Consultation on HASU and children's tier 2 surgery

(ii) Consultation on new strategic direction

(iii) Bassetlaw Governors engagement work with the public

(iv) Case law and advice taken in respect of service changes

(v) F4H Strategy special, September 2017

(vi) Strategy stand at AMM

(vii) Communications team is responsive on traditional and social media

(viii) New, engaging website

(ix) Invested in strong relationships with local journalists and MPs

(x) Ensuring internal and external communications are aligned and staff 

engagement is considered in external comms process

(xi) Communications Strategy approved by Board, October 2017

(x) Ongoing meetings with commissioners and primary care across the patch

(xi) Medical Director's discussions with governors

(i) Review of bays and action plans in place

(ii) RFID business case agreed

(iii) Plans to make DRI a closed library

(iv) RFID System operational

(v) IM&T Strategy

(i) Storage bays reviewed

(ii) Presentation before Board in August 2017 on RFID

(iii) RFID installed, October 2017

(iv) Darft information strategy in place

(i) Participation in WTP and Hospital Services Review

(ii) Commissioner engagement

(iii) Involvement/influence NHSE commissioning intentions

(iv) R & D support for specialist services

(v) Quarterly Executive discussions with STH

(vi) Contribution to reconfiguration discussions

(i) Peer review programe outcome (9 June 2016)

(ii) Patient outcome and service quality as published by National Registries 

(iii) Agreement with Sheffield over vascular services

(iv) Publication of Hospital Services Review workstreams (September 2017)

(v) Hospital Services Review published (May 2018)

(vi) Particpation in review of specialist services

(vii) Decision on HASU

(i) Penetration test of systems to identify gaps and risks; 

(ii) Firewalls, passwords, anti-virus equipment.

(iii) Policies and reinforcement through communication to staff;

(iv) Staff awareness through Certified Security Professional course and other 

training;

(v) Trigger alerts;

(vi) Care Cert system at NHS Digital

(vii) All servers and systems patched to appropriate level

(viii) Computers and network infrastructure get security patches automatically 

applied

(ix) Monthly cyber security report

(x) Pilot trust for NHS Digital work

(xi) Digital garage work

(xii) Regular returns to the centre

(i) Trust unaffected by cyber attack in May 2017

(ii) Governors briefing June, 2017

(iii) Cyber maturity audit and action plan reported via ANCR to Board, 

September 2017 and updated March 2018

(iv) Annual IT audit

(i) Self-assessment and mock inspection processes

(ii) Engagement meetings with CQC

(iii) Nottinghamshire Looked after Children and Safeguarding monitored by 

Trust Safeguarding People's Board

(i) CQC internal audit

(ii) IRMER inspection and action plan in place

(iii) Reports to Board and QEC

(iv) CQC Insights

(v) PIR  and self-assessment completed

(vi) Action plan for Child Protection - Information Sharing 

(vii) Positive mock inspections

(viii) CQC report received July 2018



Failure to achieve complaint reply performance 

standards

leading to

(i) Impact on reputation

(ii) Impact on patient experience

Q&E8  Diretcor of Nursing, 

Midwifery and 

Allied Health 

Professionals

L3 x I2 = 6 6

(i) Consistent improved performance 

in complaints handling

(i) Improvement plans in place and being 

implemented (Summer 2018)

L2 x I2 = 4 

Failure to deliver GDPR mandated subject access 

requests due to increased demand against existing 

resource

leading to

(i) ICO intervention

(ii) Regulatory fines

(iii) Reputational impact

F&P17 Chief Information 

Officer

L4 x I3 = 12 12

(i) As set out in action plan sent to 

Board, May 2018

(ii) Internal audit (to be scheduled 

later in 2019)

(i) DPO taking forward actions and reporting into 

IG Committee (2018/19)

L2 x I2 = 4

Failure to adequately treat patients due to 

unavailability and lack of supply of medicines

leading to

(i) Impact on safety of patients

(ii) Impact on patient experience

(iii) Potential delays to treatment

(iv) Impact on trust reputation

(v) Increased workload in pharmacy procurement

(vi) Financial impact for the Trust

Q&E9 Chief Operating 

Officer

L5 x I3 = 15 15

(i) Longer term improvements to 

supply chain

(ii) Awareness amongst relevant staff

(iii) Set out in QEC risk intrrogation 

report (April 2018)

(i) Gaps to be added to database (Summer 2018)

(ii) Action plan as set out to QEC at risk 

interrogation 

L2 x I3 = 6

Failure to mitigate the impact of an ambitious 

effectiveness and efficiency programme on quality 

of care

leading to

(a) Poor patient and family experience

(b) Regulatory action

(c) Impact on Trust's reputation

(d) Low staff morale

Q&E11 Medical Director / 

Director of Nursing, 

Midwifery and 

Allied Health 

Professionals

L3x I4 =12 12

(i) Results from latest QIPA process Report to be received

L1  x I4 = 4

(i) Medical Director and Director of Nursing involved in Quality Impact 

Assessment process

(ii) DNS, COO and MD involved in Efficiency and Effectiveness Committee

(iii) DNS, COO and MD in agreeing the effectiveness and efficiency measures 

through ET

(iv) Friends and Family Test

(v) PLACE assessments

(vi) CQC inspections and mock-inspections

(vii) Regular meetings with NHS Improvement

(viii) Ward visits programme

(ix) Patient Experience Committee

(i) Reports to Clinical Governance Committee and Quality and Effectiveness 

Committee

(ii) Recent quality accounts continuing to show good performance

(iii) Trust has track record of delivering effectiveness and efficiency measures

(iv) No wards 'red' for quality in previous month

(i) Live complaints tracker developed

(ii) Weekly PET/CG meetings to monitor progress/review agreed timescales and 

manage the complainants expectations.

(iii) Weekly meetings with the Head of Patient Safety & Experience, Deputy 

Director of Quality & Governance and DoN which includes escalation.

(iv) Quality dashboard includes CG performance presented at Clinical 

Governance Committee on a monthly basis.

(v) Monitored through Patient Experience & Engagement Committee.

(i) Patient Experience Strategy approved

(ii) Positive Q3 and Q4 results presented to Board in January 2018

(i) Histroical baseline assessment

(ii) Monitor impact for first three months

(iii) Information Governance Committee monitoring

(iv) Finance and Performance Committee report in initial months

(v) Suitably qualified Data Protection Officer appointed

(vi) Suitably trained staff

(vii) Communications campaign and processes in place

(i) DPO appointment made

(ii) Report to Finance and Performance Committee, April and May 2018

(iii) Report to Board of Directors, May 2018

(iv) Active action plan in place

(i) Support from Regional Procurement Team

(ii) Arrangement of substitute drugs and medicines

(iii) Databse of supply issues managed by RPT

(iv) Daily updates on shortages

(v) Holding to account of wholesalers for non-delivery of their contractual 

obligations and monitoring the performance of wholesalers in the region

(vi)  Local holding to account through account business managers

(vii) Escalation measures to Deputy Chief Pharmacist for persistent and acute 

issues

(viii) Logistics team communicating shortages to the ward and pharmacy team if 

stock not available for supply

(i) Temporary improvements to the supply chain

(ii) Updates from CMU (Commercial Medicines Unit of NHSE) 

(iii) Risk interrogation to QEC (April 2018)



RISKS LINK TO CRR EXEC CURRENT RR Q1 Q2 Q3 Q4 GAPS IN ASSURANCE ACTION TO ADDRESS GAPS TARGET RR

Failure to achieve compliance with financial performance and achieve financial 

plan and subsequent cash implications

leading to 

(i) Adverse impact on Trust's financial position

(ii) Adverse impact on operational performance

(iii) Impact on reputation

(iv) Regulatory action

F&P1 Director of Finance

L4 x I4= 16 16

(i) Achievement of startegic projects 

(ii) Non clinical income

(iii) Review of equipment and 

maintenance

(iv) Review of private patient 

options

(i) Project groups established and cases being 

brought to Board

(ii) Recharges reviewed (June 2018)

(iii) Review of equipment and maintenance 

(March 2019)

(iv) Understand options for private patient 

(December 2019)

L2 x I4 = 8

Failure to deliver Cost Improvement Plans in this financial year 

leading to

(i) Negative impact on Turnaround

(ii) Negative impact on Trust's financial positon

(iii) Loss of STF funding

F&P3 Director of Finance

L4 x I4 = 16 16

(i) Outstanding recurrent CIP target 

to be found

(ii) Consistent reporting of on track 

CIP schemes

(iii) See F&P1

(i) Work with Executive Team on high risk and 

unidentified schemes (Summer 2018)

(ii) Schemes to be reported to F&P each month

(iii) Risk F&P1

L1 x I4 = 4 

Failure to achieve income targets arising from issues with activity

leading to 

(i) the Trust not being paid for the work it is doing and subsequent impact on the 

financial plan

(ii) reputational impact arising from a financial shortfall

(iii) potential regulatory action arising from a financial shortfall

F&P19 Director of Finance

L3 x I5 = 15 15

(i) Capacity and demand plan

(ii) Activity modelling 

(i) Capacity and demand plan and actvity 

modelling (Summer 2018)

L1 x I4 = 4

Failure to ensure that estates infrastructure is adequately maintained and 

upgraded in line with current legislation, standards and guidance.                                                                                                                                                                   

Note: A number of different distinct risks are contained within this overarching 

entry. For further details please consult the E&F risk register.

leading to

(i) Breaches of regulatory compliance and enforcement

(ii) Claims brought against the Trust

(iii) Inability to provide safe services

(iv) Negative impact on reputation                                                                                                                                                                                                                                                                                                                                             

(v) Reduced levels of business resilience                                                                                                                                                                                                                                                                                                                                               

(vi) Inefficient energy use (increased cost)                                                                                                                                                                                                                                                                                                    

(vii) Increased breakdowns leading to operational disruption                                                                                                                                                                                                                           

(viii) Restriction to site development                                                                                                                           

F&P4 Director of Estates 

and Facilities

L4 x I5 = 20 20

(i) 7 year capital investment 

programme

(ii) EFM transformation project

(iii) Annual PAM sign-off

(iv) Annual ERIC sign off

(v) Regular EFM KPI Reports to BoD 

and six monthly H&S KPI reports t 

ANCR 

(vi) Estates utilisation/disposals 

plan

(vii) Site development plans

(i) 7 year capital investment programme 

developed - TBC

(ii) On hold

(iii) Annual PAM report signed off Q1 2018

(iv) Annual ERIC report signed off Q1 2018

(v) Quarterly EFM report submitted to BOD Q1 

2018

(vi) Reports submitted Q2 2018

(vii) Estates utilisation and disposal plan 

produced 10 July 2018

(viii) Site development plan prepared and bids 

submitted on time 1 June 2018

L2 x I5 = 10

Risk of critical lift failure 

leading to

(a) Reduction in vertical transportation capacity in the affected area

(b) Impact on clinical care delivery 

(c) General access and egress in the affected area

F&P17 / Q&E12 Director of Estates 

and Facilities

L4 x I5 = 20 20

(i) Proposals for lift maintenance KEJ, awaited following confirmation of funding

L2 x I4 = 8

Direction

Strategic Aim 2 - We will ensure our services are high performing, developing and enhancing elective care facilities at Bassetlaw Hospital and Montagu Hospital and ensuring the appropriate capacity for increasing specialist and emergency care at Doncaster Royal Infirmary.

Development of a 5 year Estates Strategy, to include a Capital Development Programme linked to Condition Surveys and Corporate Risk Register.

Produce a clinical service model for the delivery of safe and sustainable emergency, elective, diagnostic and support services across the Trust

Maintain Compliance with all NHSI Access Targets and Outcomes Objectives with Sustainability and with Transformation Fund associated Targets (Four Hour Wait and RTT)  as a priority.  

Increase elective activity at BDGH and MMH to best utilise available resources and facilities

Increase elective activity at BDGH and MMH to best utilise available resources and facilities

Maintain a robust and effective Programme Management Office ensuring robust systems and processes to drive, monitor and escalate effectiveness & efficiency, enabling and strategic clinical plans.

PROGRESS Q4

Milestones set for the 3 Strategic Boards which support the implementation of the Clinical Site development. A number of long standing issues have been addressed and progress is being made in Urgent, Elective and Family services.  Q4 62 Cancer Targets achieved. RTT position maintained 

across Q4 though not achieving the 92% standard. Diagnostic Waits achieved. Improved 4hr Access performance across Q4, with DBTH being 13th out of 138 in March 2018.   The Elective Board milestones are on target with changes made to Emergency Theatres at BDGH to increase elective 

capacity.   Qii action plan being implemented as planned.  Successful application to be first phase of new NHSI Lean Programme.  Governance processes updated in March and re-issued to Directors/Senior Managers. Restructure under new Efficiency Director agreed and implemented.

CONTROLS ASSURANCE

(i) Business and budget planning processes.

(ii) Financial governance policies and procedures.

(iii) Monthly monitoring of financial performance.

(iv) Data analysis of trends and action to address deterioration.

(v) Continued liaison with budget holders to identify risks to delivery.

(vi) Demand and capacity planning proccesses.

(vii) Detailed monitoring by Finance and Performance Committee.

(viii) Budgets set on recurrent outturn resulting in a more robust financial plan.                                                                                           

(ix) Budgets signed off by care groups and corporate departments.                                                                                                                                                                                                                                                                                 

(x) Monthly monitoring at Board and directorate level.

(xi) Uncommitted general contingency reserve. 

(xii) Regular finance meetings with budget holders.

(xiii) Performance review meetings with NHSI.

(xiv) All directorates signed up to control total.

(xv) Appointment of suitably quaified Efficiency Director.

(i) Exceeded control total in 2016/17

(ii) Production of 2017/18 budget

(iii) Unqualified opinion on 2016/17 accounts 

(vi) Accounts submitted to NHSI by deadline

(v) Financial plans submitted to NHSI

(vi) Board approval of budgets

(vii) Budget setting approved by Finance and Performance Committee

(viii) Minutes of accountability and NHSI meetings

(ix) External Audit review of financial performance (within Annual Accounts 

work)

(x) First round of accountability meetings taken place

(xi) BDO governance review

(xii) Regular finance reports to F&P

(xiii) Strong performance in month 10

(xiv)  Significant assurance audit with limited number of improvements on 

core financial systems

(xv) External audit 2017/18 

(i) Reporting to Estates Committee and Clinical Governance Committee

(ii) PLACE assessments 

(iii) Contract monitoring arrangements

(iv) Issues raised through Governor Forum and Patient Experience Committee

(v) Issues and complaints statistics

(vi) Service contract with Lift service provider which includes X 2 resident lift 

engineers on site permanently

(i) Report to Part 2 Board, 26 June 2018

(ii) Confirmation of ability to use STF funding

(iii) Catering updates to F&P, Board and Council of Governors

(iv) Communication through ET and to Governors

(i) Full Quality Risk Assessment and operational deliverability assessment of 

plans.  

(ii) Regular consideration of schemes by Management Board and Executive 

Team.

(iii) Collaboration with other providers, to identify joint opportunities.

(iv) CIP tracker developed to provide visibility of progress agianst plan. 

(v) Engagement in working together programme.

(vi) PMO led by new Effeiciecy Director, with associated management 

processes, key deliverables, risk logs and reporting to Finance and Performance 

Committee.

(i) Performance against CIP for 16/17 of £11.9m. 

(ii) Monthly CIP reports to Finance and Performance and Board.

(iii) Assurance provided to NHSI at quarterly meetings.

(iv) New PMO governance processes agreed and implemented.

(v) BDO governance review.

(vi) Delivery of CIP in 2017/18 of £10.3m.

(vii) Schemes in place for 2017/18. 

(i) PTL meetings.

(ii) Accountability meetings.

(iii) Meetings with CCGs.

(iv) Holding to account through Finance and Performance Committee.

(v) Regular monitoring of activity plans.

(vi) Care groups signed up to deliver activity.

(i) Accountability meetings taking place.

(ii) Audit of maternity income.

(i) Annual business plan supports identification of issues by Care Groups / 

Directorates

(ii) Risk-based capital investment plans                                                                                                                                                                                                                                                                 

(iii) Maintenance and support service contracts                                                                                                                                                                                                                                                      

(iv) Independent Authorising Engineers appointed for key services, providing 

annual audits and technical guidance                                                                                                                                                                          

(v) Revised business planning process for all capital investments                                                                                                                                                                                                             

(vi) Estate condition and backlog maintenance assessment undertaken via 6-7 

facet survey

(vi) Progress and monitoring of actions undertaken through compliance 

committees e.g. health and safety committee

(vii) Board level health and safety training undertaken, October 2017

(viii) Completion of in-depth high voltage scheme (June 2017)

(i) Presentations to Finance and Performance and Governors Briefings 

(ii) Catering contract agreed May 2017

(iii) New service assistants in post April 2017

(iv) Completed 6/7 facet survey

(v) Asbetos and window surveys complete

(vi) Asbestos management plan up to date 

(vii) Window risk assessments complete

(viii) Water management protocols complete and progress commenced

(ix) Electrical infrastructure surveys complete

(xii) Waste contract completed and delivered

(xiii) New catering contract signed

(xiv) New gas main

(xv) Continuously premise assurance model

(xvi) Estates Strategy approved by Board and capital plan

(xvii) Estates strategy audited (significant assurance)

(xviii) Capital programme 18/19 agreed

(xix) PAM agreed April 2018 - good requires minimal improvement

(xx) 6/7 facet survey work agreed



Failing to address the effects of the medical agency cap

leading to

(i) Negative patient and public reaction towards the Trust

(ii) Impact on reputation

F&P5 Director of People 

and OD/ Chief 

Operating 

Officer/Medical 

Director

L4 x I4 = 16 16

(i) Develop new service model to 

mitigate medical staff shortage, 

working across the Trust.

(ii)  Develop and progress workforce 

from using alternative workforce 

for service delivery.

(iii) Agree with Trusts in WTP to 

minimise cap  breaches.

(iv) Decrease local agency spend.

(v) Scrutiny of qualified nursing  

process to be put in place.

(vi) Flexible use of staff across ACS 

system.

(vii) Collaborative bank pilot to 

review (September 2018).

(i) Hospital@ work (May 2018)

(ii) In discussion with recruitment agencies to fill 

gaps (May 2018).

(iii) Medical collaborative bank taking place 

(May 2018).

(iv) Review of existing NHSP contract (Summer 

2018).

(v) Local Workforce Action Board work taking 

place. L3 x I2 = 6

Failure to achieve compliance with performance and delivery aspects of the 

Single Oversight Framework, CQC and other regulatory standards

leading to

(i) Regulatory action

(ii) Impact on reputation

F&P6 Chief Operating 

Officer

L4 x I4 = 16 16

(i) CQC self-assessments and mock 

inspections.

(ii) CQC Inspection report.

(i) New accountability framework linked to SOF 

being put in place for care groups and corporate 

depts (Summer 2018).

(ii) CQC Report expected May 2018.
L3 x I3 = 9

Failure to ensure that estates infrastructure is adequately maintained and 

upgraded in accordance with the Regulatory Reform (Fire Safety) Order 2005 and 

other current legislation standards and guidance.                                                                             

Note: a number of different distinct risks are conatained within this overarching 

entry. For further details please consult the EF risk register.

leading to

(i) Breaches of regulatory compliance could result in Enforcement or Prohibition 

notices issued by the Fire and Rescue Services                                                                             

(ii) Claims brought against the Trust                                                                                                                                                                                                                                                                     

(iii) Inability to provide safe services                                                                                                                                                                                                                                                                              

(iv) Negative impact on reputation     

F&P12 Director of Estates 

and Facilities

L4 x I5 = 20 20

(i) Full compliance with 

requirements of Fire Service

(ii) Training on evacuation 

strategies

(iii) Actions to address Deficiency 

Notice at Bassetlaw - partially 

complete

(i) Training to be rolled out across 2017/18 

(Rolling programme).

(ii) Action plan to be developed for Bassetlaw 

Deficiency Notice (Summer 2018).

L2 x I5 = 10

Inability to meet Trust's needs for capital investment

leading to 

(i) Inability to sustain improveemnts in Trust's estate.

(ii) Negative impact on patient safety.

(iii) Negative impact on reputation.

F&P13 Director of Finance

L4 x I4 = 16 16

(i) Development of ICS schemes. (i) Board to approve ICS business case.

L1 x I4 = 4

Lack of adequate CT scanning capacity at DRI

leading to

(i) Negative impact on patient safety.

(ii) Inability to safely manage the emergency and inpatient activity.

Q&E2 Chief Operating 

Officer

L3 x I3 = 9 9

(i) JR appeal TBC

L2 x I2 = 4

Uncertainty over ACS financial regime including single financial control total

leading to

(i) Impact on Trust's finances and control total

(ii) Negative impact on reputation

F&P16 Director of Finance

L3 x I4  = 12 12

N/A N/A

L2 x I2 = 4

Risk of fraud

leading to

(i) Impact on Trust's finance

(ii) Negative impact on reputation

ANCR1 Director of Finance

L2 x I4 = 8 8

N/A N/A

L1 x I4 = 4

(i) Local Counter Fraud Specialist work plan and investigations

(ii) Fraud awareness training. 

(iii) DH Counter-Fraud regime and oversight

(iv) Liaison with DOF and Chair of ANCR

(v) Staff fraud questionnaire.

(i)  Quarterly and annual LCFS reports 

 (ii) Achievement of satisfactory NHS Protect Quality Assessment outcome 

(iii) Full completion of 2016/17 operational fraud plan and 2017/18 plan in 

place

(iv) Completion of fraud staff survey

(vii) 79% completed fraud awareness training in 2017/18

(i) Finance reports to Board and Finance and Performance Committee.

(ii) Capital governance governance structure - Corporate Investment Group and 

Capital Monitoring Group.

(iii) Guidance and templates for investment and disinvestment. 

(iv) Proactive prioritiation of schemes.

(v) Range of capital groups established and led by directors.

(i) DBTH part of bidding process for ICS funds and ET to agree priorities.

(ii) Five year review of capital requirements which have been prioritised.

(i) Allocation within 2017/18 capital programme.

(ii) Engagement with care group directors.

(iii) Mobile CT.

(i) Business case cleared at CIG.

(ii) Initial dicsussions at F&P and ACS level.

(iii) Case approved at Board, February 2018.

(iv) CT donation.

(v) Outcome of JR process.

(i) Chair and exec attendance at ACS meetings.

(ii) Leadership at ACS level.

(iii) Developing governance structure.

(i) Ongoing discussions with ACS and at national level.

(ii) Framework approved June 2018.

(i) Teaching hospital status communicated through recruitment.

(ii) Care Group to escalate recruitment difficulties to MD/COO.

(iii) Use of Trust staff in first instance to address gaps wherever possible.

(iv) Signed memo of understanding between all Trusts in the WTP to abide by a 

standard set of principles.

(v) P&OD / Workforce reports to BoD.

(vi) Workforce and Education Committee.

(vii) Agency spend and breaches going to Exec Team and Finance and 

Performance.

(viii) Better system around rate-to-fill and fill rates.

(ix) Use of social media to attract new candidates.

(x) Relationships with universities.

(xi) GMC Survey.

(xii)  Medical agency locum panel.

(xiii) Grip & Control work.

(xiv) Use of alternative workforce.

(i) Recruitment report to Board May 2017.

(ii) Workforce and Education Committee assurance reports to QEC & F&P.

(iii) Agency spend and breaches going to Exec Team and F&P.

(iv) Improved rate-to-fill and fill rates.

(v) Latest GMC Survey, in upper quartiles for a number of specialties.

(vi) F&P monitoring agency spend and reporting to Board.

(vii) Agency spend to F&P.

(viii) Weekly flash reports and meetings.

(ix) Bassetlaw@ work.

(x) QiMET process.

(xi) Nursing workforce within 3% cap.

(i) Performance Management and Accountability Framework.

(ii) Business planning processes

(iii) Relevant policies and procedures.

(iv) Daily, weekly & monthly monitoring of targets.

(v) Regular monitoring of compliance.

(vi) Data analysis of trends and action to address shortfalls.

(vii) Continued liaison with leads to identify risks to delivery.

(viii) CQC Compliance Governance and Assurance Process.

(i) Full and unconditional registration with CQC. 

(ii) Business Intelligence and Performance Reports .

(iii) Annual Report & Quality Account. 

(iv) CE quarterly objectives report (BoD - quarterly). 

(v) Internal audit of CQC readiness.

(vi) CQC Intelligent Monitoring reports & risk ratings.

(vii) In Group 2 on four hour waits.

(viii) A&E Improvement Progarmme North - showcasing best practice.
(i) Regular external inspections from SYRS and Notts Fire Service

(ii) Improved fire safety risk assessments and evacuation strategies

(iii) Improved Fire Safety Training

(iv) Programme upgrade of fire detection systems

(v) Programme upgrade of structural fire precautions (compartments)

(vi) External Audit Fire Authorised Engineer

(vii) Fire safety training Trust Board and Exec Team

(viii) Further Development  of Fire Safety Response Team structure                                                                                                                                                                                                      

(ix) Risk based Capital Investment plans  identified by estate condition and 

backlog maintenance assessments via 6 - 7 facet surveys                                                                                                                                  

(x) Progress and monitoring of actions undertaken through compliance 

committees eg health and safety committee

(i) Physical works to DRI and MMH

(ii) Fire safety action plan

(iii) Report to Board in June 2017

(iv) Fire safety training scheduled July 2017

(v) Staff trained in fire safety - June 2017

(vi) Compartmentalisation, fire stopping, fire doors, fire dampers to the East 

Ward Block (DRI) basement, ground floor and  level seven and other areas 

across the site  

(vii) Upgrade of existing, and provision of additional,  fire alarm and detection 

systems at DRI and Montagu Hospital.

(viii) Approval of evacuation strategies for W&Cs and East Block.

(ix) HSE inspections of Women's Block

(x) Montagu evactuation strategy approved, December 2017

(xi) Priority list for fire strategies presented to Board



RISKS LINK TO CRR EXEC CURRENT RR Q1 Q2 Q3 Q4 GAPS IN ASSURANCE ACTION TO ADDRESS GAPS TARGET RR

Breakdown of relationship with key partners and 

stakeholders 

leading to

(i) Negative impact on strategic objectives

(ii) Negative impact on reputation

F&P9 Director of 

Strategy and 

Improvement

L3 xI4 = 12 12

(i) ACS events planned with MPs and 

councillors .

(i) Engagement at PLACE level under consideration 

(Summer 2018)

L2 x I4 = 8

Failure to deliver  strategic direction

leading to 

(i) Negative impact on patients

(ii) Inability to configure services in the best 

interests of patients

(iii) Negative perception of partners and staff

F&P18/QEC10 Director of 

Strategy and 

Improvement

L2 x I5 = 10 10

(i) Firmer arrangements for 

committee review of milestones and 

KPIs to be agreed.

(ii) Achivement of strategic 

milestones.

(iii) Capital to achieve long term aims.

(iv) Realisation of LEAN work.

(i) Process for milestones and KPIs in 

development.

(ii) Monitoring and achivement of action plans 

agreed at Board (2018-19)

(iii) ICS capital bids (July 2018).

(iv) LEAN Programme 2018-19.

L1 x I5 = 5

Failure to ensure business continuity / respond 

appropriately to major incidents 

leading to

(i) Negative impact on reputation

(ii) Regulatory enforcement

(iii) Negative impact on performance

F&P10 Chief Operating 

Officer

L2 x I4 = 8 8

N/A N/A

L2 x I3 = 6

Strategic Aim 3 - We will increase partnership working to benefit people and communities.

KEY STEPS Work with STP and Place based partners to ensure that the Trust maintains a sustainable future to deliver the needs of the local populations and the legal responsibilities required by NHSI and the CQC

Ensure the completion of the Trusts Strategic Vision to reflect the  aims and objectives for the Trust within the STP, Place and legal and regulatory requirements  of NHSI and the CQC.  

Work with external partners to review service delivery across the wider STP footprint to ensure services which support place based ambitions and the delivery of high quality and sustainable services

Develop a specific programme of work to ensure that the future structure of the Medical Directors office reflects the future needs of the Trust, STP and Place and the composition of the medical workforce

Evaluate the potential for Public/Private Partnerships, linked to the Trust strategic direction.  

PROGRESS Q4

Doncaster Provider Collaboration Agreement to be approved by Board in April  2018.  HSR review to report in May 2018.  Strategy milestones process going to Board in April 2018.  DBTH have actively participated in the Hospital Services Review. A workshop is arranged with RDASH to review 

the services that  can be improved collectively.  Dr R Harris has stepped down from his role as DMD.  Dr T Noble has been appointed to the DMD post.  Project Management resource is sought for O&G integration.  

Direction

CONTROLS ASSURANCE

(i) Partnership working processes - Working Together, STP, Accountable Care 

Systems, HWB. 

(ii) Engagement with commissioners & other local trusts.

(iii) Attendance at CCG governing body meetings.

(iv) CE meetings with NHS England.

(v) Regular briefings to Members of Parliament.

(vi) Partner Governor seats on the Council of Governors.

(vii) Regular item on Exec Team for feeding back.

(i) CE Reports to Board.

(ii) Updates on HWB activity. 

(iii) Updates regarding Working Together and STP programme via CE report 

(BoD).

(iv) Committees in common and STP MoUs.

(v) Support from commissioners. 

(vi) Bassetlaw and Doncaster Place Plans endorsed.

(vii) Well Led Governance Review reinforces the Trust's partnership 

arrangements.

(viii) ACS Conference for Governors taken place, October 2017 and with 

NEDs, May 2018.

(ix) CiC meetings underway.

(x) Collaborative Partnership Agreements with Doncaster and Bassetlaw 

signed, April and May 2018.

(xi) Outcome of legal challenges known and not, as yet, affecting ICS.

(i) Business continuity plans

(ii) Business Continuity Policy

(iii) Statement of  Compliance against National Core Standards for EPRR 

(iv) BRSG which monitors BC  planning progress

(v) Business Continuity Group linked to operational structures

(vi) Major Incident Plan

(vii) Training of A&E staff on CBRN incidents

(viii) Emergency response plans in place (annually reviewed)

 - Evacuation of a hospital site

 - Mass Casualty Plan

 - Pandemic Influenza Plan

-  Severe Eeather Plan

 - Prison Plan

 - CBRNE plan 

(ix) Incident Control Rooms in line with EPRR Command and Control guidelines 

(x)  Communications exercises undertaken twice yearly as required by statute

(xi) Command & control training for BoD & senior managers on-call

(xii) Revision of plans following test exercises.

(xiii) On-call senior mangement trained - Leading in a crisis and public enquiry 

simulation

(i) Power outage testing Summer 2017

(ii) Annual confirmation of compliance against National Core Standards for 

Emergency Preparedness, Resilience and Response (BoD, Nov 2016)

(iii) Test exercises: Sickness, fuel (2016)

(iv) Internal Audit follow-up review of business continuity arrangements 

(v) Risk assessment of major incident and business continuity plans with NHS 

England (2015)

(vi)Y&H peer review of major incident plans 2016.

(vii) External review of HAZMAT - compliant (September 2015)

(viii) Hazardous Substances policy agreed by Board 29.11.2016

(ix) Tabletop exercises undertaken, SY risk assessment completed and two 

power cuts

(x) Working with Care Groups to develop relevant desktop exercises.

(xi) Trust unaffected by system-wide cyber attack, May 2017

(xii) Winter planning agreed by Board in July 2017

(xiii) Compliance with Annual Statement of Compliance against the NHS Core 

Standards for Emergency Preparedness, Resilience and Response (2017/18)

(xiv) Presentation to Board on Emergency Planning, November 2017

(xv) Business continuity exercise (mostly completed), December 2017

(xiv) Further review of processes following power outage (Winter 2018)

(xv) Cold weather plan tested

(xvi) Esclation Policy for management of major incident - Trust/Council

(xvii) June 2018 testing complete

(xviii) Polciies agreed by MB

(i) Process for strategy review based on quarterly exception reporting and 

annual report to Board.

(ii) Quarterly discussion at Executive Team on strategy.

(iii) LEAN Programme work.

(iv) Capital steering groups set up to consider approach to clinical site 

development work.

(v) Operational groups taking forward individual enabling strategies (IT Steering 

Group, Estates Group, etc).

(vi) Board committees with certain enabling strategies under their remit.

(vii) Dedicated resource within Strategy and Transformation.

(i) Overall strategic direction agreed, Summer 2017.

(ii) Enabling strategies approved by Board, 2017/18.

(iii) Board process for reviewing strategies agreed, April 2018.

(iv) Strategy review within board committee terms of reference.

(v) Key milestones agreed by ET, April 2018.

(vi) Strategy communicated to staff through Buzz and Foundations for Health.

(vii) Deep dives and exception reporting mechanism established (June 2018)



KEY STEPS

RISKS LINK TO CRR EXEC CURRENT RR Q1 Q2 Q3 Q4 GAPS IN ASSURANCE ACTION TO ADDRESS GAPS TARGET RR

Inability to sustain the Paediatrics service at 

Bassetlaw

leading to

(i) Withdrawal of overnight service

(ii) Negative impact on local community

Q&E3 Chief 

Operating 

Officer

L2 x I2 = 4 4

(i) Recruitment of medical and 

nursing staff

(i) Regular recruitment exercises 

L1x I2 = 2

Reduction in hospital activity and subsequent 

income due to increase in community provision 

leading to

(i) Increased pressure on acute services

(ii) Negative impact on financial plan

F&P14 Director of 

Finance

L4 x I3 = 12 12

(i) Understanding of impact of Place 

Plan and ACS

(i) Meetings taking place with Council and 

other partners to assess impact (ongoing)

L4 x I2 = 8

Commissioner plans do not come to fruition and do 

not achieve the required levels of acute service 

reduction  

leading to 

(i) Increased pressure on acute services

(ii) Negative impact on strategic direction

(iii) Negative impact on financial plan

F&P15 Chief 

Operating 

Offcer

L3 x I3 = 9 9

(i) Alignment of expectations 

between Trust and CCG

(i) Ongoing negotiations (Summer 2018)

L2 x I3 = 6

Strategic Aim 4 - We will support the development of enhanced community based services, prevention and self-care.

Work with partners to reduce demand on the acute services to ensure that demand equates to available resources

PROGRESS Q4

DBTH are leading the Urgent and Emergency programmes for both Doncaster and Bassetlaw Place Plans. Attendance at ED has increased in Q4 and front door streaming is being reviewed to improve alternatives to admission. The Elective Development Programme 100 day plan is 

well developed.

Direction

(i) Potential to dual run services

(ii) Contractual negotiations

(iii) External advice on contractual changes

(iv) Consideration of changes through ACPs

(i) Active monitoring of position

(ii) Place Plans in place

(iii) Clinical services strategy in place

CONTROLS ASSURANCE

(i) Consultant led paediatric assessment unit in place.

(ii) Arrangements for transferring overnight stays to DRI.

(iii) Communication with CCG and HOSC.

(iv) Arrangements with Sheffield Children's Hospital.

(v) Ongoing paediatric nurse recruitment.

(i) Reports on transferrals

(ii) Positive response to recruitment 

(iii) Discussions with Notts Health O&S Committee in July 2017

(iv) Report to Board, August 2017 regarding future of overnight paediatric 

service

(v) CEO's presentation to Governors, September 2017

(vi) Decision taken by Bassetlaw CCG, October 2017

(i) Measures to ensure ward base matches with cost base

(ii) Contract negotiation

(III) Nursing workforce report

(iv) Agency bank report

(v) Corporate Investment Group processes

(vi) Business change processes for associated service changes

(vii) Contract changes to go to F&P

(i) DBTH input into Place Plan

(ii) Assessment received for MoU



RISKS LINK TO CRR EXEC CURRENT RR Q1 Q2 Q3 Q4 GAPS IN ASSURANCE ACTION TO ADDRESS GAPS TARGET RR

 Inability to recruit right staff and have staff with 

right skills

leading to

(i) Increase in temporary expenditure

(ii) Inability to meet FYFV and Trust strategy

(iii) Inability to provide viable services

F&P8 Director of 

People & OD

L4 x I4 = 16 16

(i) Leadership Strategy.

(ii) Radiographers and physiotherapists work 

ongoing.

(iii) Actions identified in startegic milestones.

(i) P&OD structure - review being finalised 

(Summer 2018).

(ii) Recruitment for radiographers and 

physiotherapists in place (Summer 2018).

(iii) Q4 2018/19

L2 x I4 = 8

Failure to engage and communicate with staff and 

representatives in relation to immediate challenges 

and strategic development  

leading to

(i) Deterioration in management-staff relationships

(ii) Negative impact on performance

(iii) Negative impact on reputation

Q&E1 Director of 

People & OD

L4 x I4 = 16 16

(i) Staff survey action plans fully signed up to.

(ii) Relationship with new chair of Partnership 

Forum.

(iii)Actions identified in startegic milestones.

(i) Care group action plans to be implemented 

and monitored through accountability 

meetings.

(ii) Development of staff side relationships 

(Summer 2018).

(iii) Q4 2018-19

L2 x I4 = 8

Failure to improve staff morale

leading to

(i) Recruitment and retention issues

(ii) Impact on reputation

(iii) Increased staff sickness levels

Q&E6 Director of 

People and 

OD

L3 x I4 = 12 12

(i) Consistent positive scores for staff Friends 

and Family Test.

(ii) Consistent positive scores for staff survey.

(iii) Actions identified in startegic milestones.

(i) Additional listening exercises. 

(ii) P&OD action plans (Various).

(iii) Q4 2018-19

L2 x I4 = 8

    Strategic Aim 5 - As a Teaching Hospital we are committed to continuously developing the skills, innovation and leadership of our staff to provide high quality, efficient and effective care.

KEY STEPS Co-ordinate the development of an innovative and sustainable workforce plan across the Trust. Developing and implementing plans to improve leadership, recruitment and retention initiatives

Co-ordinate, develop and ensure the implementation, delivery and monitoring of the staff engagement action plan  to ensure the delivery of the Trusts values and an improvement in the national staff survey results for 2017/ 18

Co-ordinate the production and delivery of Board and Executive Team Development Programmes

To create a stable and motivated finance function, measured by staff turnover, implementation of restructures, staff survey

PROGRESS Q4

Workforce plan template included in business planning template. Session held with Heads of Nursing to discuss future roles. Anticipate production of single workforce plan from these templates. Ongoing work to refine 3-5 year workforce planning template.  360 degree feedback 

underway for Executive Team. Recruitment underway for Head of Leadership role. Governors behaviour charter developed. Workshops booked for Insights and development session for Executive Team.   Improvements in staff survey results achieved. Improvement in staff recommending 

Trust as place to work and receive treatment. Improvement in staff believing the Trust takes health and wellbeing seriously.  Board programme in place. Will be reviewed following new NEDs commencing.   

Direction

CONTROLS ASSURANCE

(i) HR policies and procedures. 

(ii) Monitoring of use of agency staff through robust processes to stay within 

cap.

(iii) Medical staff recruitment action plans.

(iv) Care Group Business Plans – workforce plans.

(v) E-Rostering processes.

(vi) VCF processes - bolstered.

(vii) Consultant appointment approval processes.

(viii) NHS Professionals processes & management information.

(ix) Pilot of Assistant Practitioner role.

(x) Links with universities, increasing local placements.

(xi) Developing bands 1-4 nursing roles.

(xii) Nurse associate roles - exploration.

(xiii) Increasing the attractiveness of the website, social media and open days.

(i) Monitoring by staff experience group.

(ii) Revised appraisal process.

(iii) Chief Executive's listening exercises and 'you said, we did'.

(iv) Staff involved in strategy engagement.

(v) Management passport qualification developed.

(vi) Localised action plans.

(vii) Staff survey action plan monitored by Board and QEC.

(viii) Revamped staff brief.

(xi) 'Bugbears and bright ideas' approach.

(x) Agreed approach to staffside - management meetings.

(xi) Achievment of teaching hospital status.

(i) Feedback from Friends and Family Q2.

(ii) Feedback from CEO's listening events and lunchtime meetings with 

consultants.

(iii) Bugbears and bright ideas outcomes.

(iv) Report to QEC and Board, June 2017, on staff survey action plan.

(v) People and OD Strategy approved by Board in October 2017.

(vi) Improvements in staff survey results.

(vii) Action plans approved by Board (April 2018).

(i) Increased fill-rate, above national averages in most areas.

(ii) Recruitment report to Board, May 2017.

(iii) Regular NHSI reporting which is reported to Exec Team, increased to bank 

as well as agency.

(iv) Benchmarking work.

(v) WTP work.

(vi) New style agency report reported monthly to Exec Team.

(vii) Work with ACS Local Workforce Action Board.

(viii) Accountability arrangements embedded.

(ix) Regular reports to F&P.

(x) Review of cohort recruitment.

(xi) Work on apprenticeships.

(x) We care for junior doctors work.

(xi) People & OD Strategy.

(i) Process to engage with LNC.

(ii) Process to engage with Partnership Forum.

(iii) HR policies and procedures. 

(iv) Staff engagement project strands.

(v) Staff experience group.

(vi) Listening events by CEO.

(vi) E&E Committee communications plan.

(vii) One-page strategy summaries.

(i) Suspensions/exclusions reports to ANCR. 

(ii) P&OD reports to Board.

(iii) Briefings regarding staff engagement during restructures. 

(iv) Records of ongoing engagement via Partnership Forum.

(v) Staff Survey results.

(vi) Grievance and employment tribunal rates.

(vii) Outcomes of negotiation & work with staff side.

(x) Delivery of engagement plan KPIs.

(xi) Listening events.

(xii) Buzz and social media interaction.

(xi) Meetings with staff regarding Hospital Services Review.

(xii) Staff survey action plans to Board, May 2018.

(xiii) Regular meetings with executive directors.



Source

(Lack of….Failure to ….)

Consequences

(Results in ….Leads to ….)

Like-

lihood
Impact

Like-

lihood
Impact

Like-

lihood
Impact

F&P1 Failure to achieve compliance with financial 

performance and achieve financial plan

(i) Adverse impact on Trust's financial position

(ii) Adverse impact on operational 

performance

(iii) Impact on reputation

(iv) Regulatory action

Director of 

Finance

Finance & Performance

4 5 20

(i) Business and budget planning processes.

(ii) Financial governance policies and procedures.

(iii) Monthly monitoring of financial performance.

(iv) Data analysis of trends and action to address deterioration.

(v) Continued liaison with budget holders to identify risks to delivery.

(vi) Demand and capacity planning proccesses.

(vii) Detailed monitoring by Finance and Performance Committee.

(viii) Budgets set on recurrent outturn resulting in a more robust financial plan.                                                                                           

(ix) Budgets signed off by care groups and corporate departments.                                                                                                                                                                                                                                                                                 

(x) Monthly monitoring at Board and directorate level.

(xi) Uncommitted general contingency reserve. 

(xii) Regular finance meetings with budget holders.

(xiii) Performance review meetings with NHSI.

(xiv) All directorates signed up to control total.

(xv) Support from BDO.

(xvi) Appointment of suitably quaified Efficiency Director.

4 4 16 2 5

Additional grip and conrol mechnaisms. Each month

F&P3 Failure to deliver Cost Improvement Plans in 

this financial year 

(i) Negative impact on Turnaround

(ii) Negative impact on Trust's financial 

positon

(iii) Loss of STF funding

Director of 

Finance

Finance & Performance

4 5 20

(i) Full Quality Risk Assessment and operational deliverability assessment of plans.  

(ii) Regular consideration of schemes by Management Board and Executive Team.

(iii) Collaboration with other providers, to identify joint opportunities.

(iv) CIP tracker developed to provide visibility of progress agianst plan. 

(v) Engagement in working together programme.

(vi) PMO led by new Effeiciecy Director, with associated management processes, key 

deliverables, risk logs and reporting to Finance and Performance Committee.

(vii) Implementation of innovation from external reviews.

(viii) Regular meetings with NHSI to track progress.

(ix) Regenerated E&E Committee.

(x) CIP reovery meetings (fortnightly) with each group.

4 4 16 1 5

Additional grip and control mechnaisms. Each month

F&P4 Failure to ensure that estates infrastructure is 

adequately maintained and upgraded in line 

with current legislation, standards and 

guidance.                                                                                                                                                                   

Note: A number of different distinct risks are 

contained within this overarching entry. For 

further details please consult the E&F risk 

register.

(i) Breaches of regulatory compliance and 

enforcement

(ii) Claims brought against the Trust

(iii) Inability to provide safe services

(iv) Negative impact on reputation                                                                                                                                                                                                                                                                                                                                             

(v) Reduced levels of business resilience                                                                                                                                                                                                                                                                                                                                               

(vi) Inefficient energy use (increased cost)                                                                                                                                                                                                                                                                                                    

(vii) Increased breakdowns leading to 

operational disruption                                                                                                                                                                                                                           

(viii) Restriction to site development                                                                                                                           

Director of 

Estates and 

Facilities

Finance & Performance

5 5 25

(i) Annual business plan supports identification of issues by Care Groups / Directorates

(ii) Risk-based capital investment plans                                                                                                                                                                                                                                                                 

(iii) Maintenance and support service contracts                                                                                                                                                                                                                                                      

(iv) Independent Authorising Engineers appointed for key services, providing annual 

audits and technical guidance                                                                                                                                                                          

(v) Revised business planning process for all capital investments                                                                                                                                                                                                             

(vi) Estate condition and backlog maintenance assessment undertaken via 6-7 facet survey

(vi) Progress and monitoring of actions undertaken through compliance committees e.g. 

health and safety committee

(vii) Board level health and safety training undertaken, October 2017

(viii) Completion of in-depth high voltage scheme (June 2017)

4 5 20 2 5

(i) Review and develop buisness 

continuity and disaster recovery plans                     

DP - Summer 2018

F&P5 Failing to address the effects of the medical 

agency cap

(i) Negative patient and public reaction 

towards the Trust

(ii) Impact on reputation

Director of 

People and OD/ 

Chief Operating 

Officer/Medical 

Director

Finance & Performance

5 4 20

(i) Teaching hospital status communicated through recruitment.

(ii) Care Group to escalate recruitment difficulties to MD/COO.

(iii) Use of Trust staff in first instance to address gaps wherever possible.

(iv) Signed memo of understanding between all Trusts in the WTP to abide by a standard 

set of principles.

(v) P&OD / Workforce reports to BoD.

(vi) Workforce and Education Committee.

(vii) Agency spend and breaches going to Exec Team and Finance and Performance.

(viii) Better system around rate-to-fill and fill rates.

(ix) Use of social media to attract new candidates.

(x) Relationships with universities.

(xi) GMC Survey.

(xii)  Medical agency locum panel.

(xiii) BDO Grip & Control work.

(xiv) Use of alternative workforce.

4 4 16 3 2

(i) Develop new service model to 

mitigate medical staff shortage.

(ii)  Develop and progress workforce 

from using alternative workforce for 

service delivery.

KB/SS/DP - ongoing

As above

No. Exec  owner

Doncaster & Bassetlaw Teaching Hospitals Corporate Risk Register 

Relevant committee
Overall 

Original 

Risk Score

Original Risk Score

1:Low…5:Extreme

Controls

Current Risk Score

1:Low 5:Extreme
Overall 

Current 

Risk Score

Target Risk Score

1:Low 5:Extreme

New and developing controls Owner and target date

Description of Risk



F&P6 Failure to achieve compliance with 

performance and delivery aspects of the Single 

Oversight Framework, CQC and other 

regulatory standards

(i) Regulatory action

(ii) Impact on reputation

Chief Operating 

Officer

Finance & Performance 

(impact on performance)

Quality & Effectiveness 

(impact on quality)

5 4 20

(i) Performance Management and Accountability Framework.

(ii) Business planning processes

(iii) Relevant policies and procedures.

(iv) Daily, weekly & monthly monitoring of targets.

(v) Regular monitoring of compliance.

(vi) Data analysis of trends and action to address shortfalls.

(vii) Continued liaison with leads to identify risks to delivery.

(viii) CQC Compliance Governance and Assurance Process.

(ix) External reviews policy.

(x) Monitoring at monthly Care Group accountability meetings.

(xi) A&E QAT process.

(xii) Demand and capacity planning proccesses.

(xiii) Weekly review of A&E Action plan in accountability meeting chaired by COO.

(xiv) Licence to Operate linked to SOF

4 4 16 3 3

(i) Review of front door streaming 

(ii) New accountability framework to go 

live

DP - Summer 2018

F&P8  Inability to recruit right staff and have staff 

with right skills

(i) Increase in temporary expenditure

(ii) Inability to meet FYFV and Trust strategy

(iii) Inability to provide viable services

Diretcor of 

People & OD

Finance & Performance

5 4 20

(i) HR policies and procedures. 

(ii) Monitoring of use of agency staff through robust processes to stay within cap.

(iii) Medical staff recruitment action plans.

(iv) Care Group Business Plans – workforce plans.

(v) E-Rostering processes.

(vi) VCF processes - bolstered.

(vii) Consultant appointment approval processes.

(viii) NHS Professionals processes & management information.

(ix) Pilot of Assistant Practitioner role.

(x) Links with universities, increasing local placements.

(xi) Developing bands 1-4 nursing roles.

(xii) Nurse associate roles - exploration.

(xiii) Increasing the attractiveness of the website, social media and open days.

4 4 16 2 4

(i) Agency report development

(ii) Care group management 

development

(iii) Relaunch of Trust values

(i) Summer 2018

F&P11 Failure to protect against cyber attack (i) Trust becoming non-operational

(ii) Inability to provide clinical services

(ii) Negative impact on reputation

Chief 

Information 

Officer

Finance & Performance

5 5 25

(i) Penetration test of systems to identify gaps and risks; 

(ii) Firewalls, passwords, anti-virus equipment.

(iii) Policies and reinforcement through communication to staff;

(iv) Staff awareness through Certified Security Professional course and other training;

(v) Trigger alerts;

(vi) Care Cert system at NHS Digital

(vii) All servers and systems patched to appropriate level

(viii) Computers and network infrastructure get security patches automatically applied

(ix) Monthly cyber security report

(x) Pilot trust for NHS Digital work

(xi) Digital garage work

(xii) Regular returns to the centre

3 5 15 1 4

Controls proposed by recent cyber 

security audit including ongoing changes 

to systems and new patches being 

applied

SM - Summer 2018

F&P12 Failure to ensure that estates infrastructure is 

adequately maintained and upgraded in 

accordance with the Regulatory Reform (Fire 

Safety) Order 2005 and other current 

legislation standards and guidance.                                                                             

Note: a number of different distinct risks are 

conatained within this overarching entry. For 

further details please consult the EF risk 

register.

(i) Breaches of regulatory compliance could 

result in Enforcement or Prohibition notices 

issued by the Fire and Rescue Services                                                                             

(ii) Claims brought against the Trust                                                                                                                                                                                                                                                                     

(iii) Inability to provide safe services                                                                                                                                                                                                                                                                              

(iv) Negative impact on reputation                                                                                  

Director of 

Estates and 

Facilities

Finance & Performance

5 5 25

(i) Regular external inspections from SYRS and Notts Fire Service

(ii) Improved fire safety risk assessments and evacuation strategies

(iii) Improved Fire Safety Training

(iv) Programme upgrade of fire detection systems

(v) Programme upgrade of structural fire precautions (compartments)

(vi) External Audit Fire Authorised Engineer

(vii) Fire safety training Trust Board and Exec Team

(viii) Further Development  of Fire Safety Response Team structure                                                                                                                                                                                                      

(ix) Risk based Capital Investment plans  identified by estate condition and backlog 

maintenance assessments via 6 - 7 facet surveys                                                                                                                                  

(x) Progress and monitoring of actions undertaken through compliance committees eg 

health and safety committee

3 5 15 2 5

(i) Ongoing training on fire safety with 

staff

(ii) Seek additional funding to rectify 

condition and backlog maintenance  

issues

KEJ - Summer 2018

F&P13 Inability to meet Trust's needs for capital 

investment

(i) Inability to sustain improveemnts in Trust's 

estate.

(ii) Negative impact on patient safety.

(iii) Negative impact on reputation.

Director of 

Finance

Finance & Performance

5 4 20

(i) Finance reports to Board and Finance and Performance Committee.

(ii) Capital governance governance structure - Corporate Investment Group and Capital 

Monitoring Group.

(iii) Guidance and templates for investment and disinvestment. 

(iv) Proactive prioritiation of schemes.

(v) Range of capital groups established and led by directors.

4 4 16 1 4

Clarity around process over STP capital 

projects.

Summer 2018

F&P19 Failure to achieve income targets arising from 

issues with activity

(i) the Trust not being paid for the work it is 

doing and subsequent impact on the financial 

plan

(ii) reputational impact arising from a financial 

shortfall

(iii) potential regulatory action arising from a 

financial shortfall

Director of 

Finance

Finance & Performance

5 4 20

(i) PTL meetings.

(ii) Accountability meetings.

(iii) Meetings with CCGs.

(iv) Holding to account through Finance and Performance Committee.

(v) Regular monitoring of activity plans.

(vi) Care groups signed up to deliver activity.

3 5 15 1 4

Institute financial accountability 

framework 

Jul-18

Q&E1 Failure to engage and communicate with staff 

and representatives in relation to immediate 

challenges and strategic development  

(i) Deterioration in management-staff 

relationships

(ii) Negative impact on performance

(iii) Negative impact on reputation

Diretcor of 

People & OD

Quality & Effectiveness

5 4 20

(i) Process to engage with LNC.

(ii) Process to engage with Partnership Forum.

(iii) HR policies and procedures. 

(iv) Staff engagement project strands.

(v) Staff experience group.

(vi) Listening events by CEO.

(vi) E&E Committee communications plan.

(vii) One-page strategy summaries.

4 4 16 2 4

Proactive communications around 

particular issues

Ongoing



Q&E9 Failure to adequately treat patients due to 

inavilability and lack of supply of medicines

(i) Impact on safety of patients

(ii) Impact on patient experience

(iii) Potential delays to treatment

(iv) Impact on trust reputation

(v) Increased workload in pharmacy 

procurement

Chief Operating 

Officer

Quality & Effectiveness

5 4 20

(i) Support from Regional Procurement Team

(ii) Arrangement of substitute drugs and medicines

(iii) Databse of supply issues managed by RPT

(iv) Daily updates on shortages

(v) Holding to account of wholesalers for non-delivery of their contractual obligations and 

monitoring the performance of wholesalers in the region

(vi)  Local holding to account through account business managers

(vii) Escalation measures to Deputy Chief Pharmacist for persistent and acute issues

(viii) Logistics team communicating shortages to the ward and pharmacy team if stock not 

available for supply

5 3 15 2 3

(i) Adoption of a regional procurement 

online tool to track, manage and 

communicate supply shortages 

(ii) Updated workflows, process and 

procedures to ensure that internal 

communication and engagement is 

optimised, collaboration is enhanced 

and action plans and solutions are 

documented better

(iii) Support sought from Regional QA 

teams to help quality assure imported or 

unlicensed medicines.

Summer 2018

F&P17 / 

Q&E12

Risk of critical lift failure (i) Reduction in vertical transportation 

capacity in the affected area

(ii) Impact on clinical care delivery 

(iii) General access and egress in the affected 

area

Director of 

Estates and 

Facilities

Finance & Performance 

(impact on performance)

Quality & Effectiveness 

(impact on quality) 4 4 16

(i) Reporting to Estates Committee and Clinical Governance Committee

(ii) PLACE assessments 

(iii) Contract monitoring arrangements

(iv) Issues raised through Governor Forum and Patient Experience Committee

(v) Issues and complaints statistics

(vi) Service contract with Lift service provider which includes X 2 resident lift engineers on 

site permanently

4 5 20 2 4

(i) New lift scheme (i) October 2018



 
 

 
 

Title Update on Agenda for Change pay deal 

Report to Board of Directors Date July 2018 

Author Karen Barnard, Director of People & OD 

Purpose  Tick one as 
appropriate 

Decision  

Assurance  

Information x 
 

Executive summary containing key messages and issues 
 
Further to a presentation to Governors the attached details the key messages regarding the 3 
year pay deal for staff employed on Agenda for Change.  
 

Key questions posed by the report 
N/A 
 

How this report contributes to the delivery of the strategic objectives 
People – As a Teaching Hospital we are committed to continuously developing the skills, 
innovation and leadership of our staff to provide high quality, efficient and effective care  
 

How this report impacts on current risks or highlights new risks 
 
Negotiations at a national level were focused on the need to move away from the pay 
restraint in place over the previous 3 years in order to improve the attractiveness of the NHS 
as employer in order to both attract and retain staff. It is hoped that this will mitigate the risks 
associated with agency staffing and vacancy levels  and staff morale.  
 

Recommendation(s) and next steps 
The Board of Directors is asked to note this update 
 
 

 



Pay calculator Individual pay journey
(as shown on pages 12-14 of the 

framework agreement)

Pay journey tool Pay scales

You will reach the salary figure shown, on your pay step (increment date)* unless you benefit from 
the deletion of a pay point, in which case you will reach the salary shown on 1 April.

NHS Terms and 
Conditions of Service
contract refresh | 2018

Resources to help you understand your pay 
This resource helps you understand what the different tools on the NHS Employers and the trade 
union NHS pay websites tell you about your pay. 

• Some resources combine the annual uplift in April and your pay step (increment)* 
• Other resources provide the same information but in a different way, allowing you to see your  

individual journey for any given year of the agreement.

Resources that combine the annual uplift 
and pay step increments into one value

Other resources

Enter your own information and see when the 
annual uplift increases your salary and when you 

will get an increase on your pay step 
(increment date)*.

Annex 2 of the handbook shows the values for the 
three years of the deal and describes the reform.

Use our guidance on how to read the pay scales.

*your incremental date is the anniversary of you joining your pay band, the same as under the old system.

http://www.nhsemployers.org/your-workforce/2018-contract-refresh
http://www.nhspay.org/
https://www.nhspay.org/pay-calculator/
http://www.nhsemployers.org/your-workforce/2018-contract-refresh/framework-agreement
http://www.nhsemployers.org/paytool
http://www.nhsemployers.org/tchandbook/annex-1-to-3/annex-2-pay-bands-and-pay-points-on-the-second-pay-spine-in-england
http://www.nhsemployers.org/case-studies-and-resources/2018/07/reading-your-pay-journey


 
 Agenda for Change update 

31 July 2018 



Agenda for Change pay deal 
• End of 1% pay restraint announced by Sec of State 
• Detailed negotiations 
• Resulted in 3 year pay deal – average of 6.5% over 3 

years for those at top of scale (not 8d/9) 
• Shortened payscales and removal of overlap 

between bands 
• Increase in starting salaries 
• Minimum pay in the NHS to be £17,460 ahead of the 

Living Wage Foundation Living Wage rate 
 
 
 



Agenda for Change pay deal cont’d 
• Band 1 to be closed to new starters from 01 

December 2018.  Process to include upskilling Band 1 
jobs to Band 2 roles during the 3 years of the pay 
deal. 

• Staff Council sub group to agree process for this to 
be undertaken 

• Need to take account of staff who may be either 
unable or unwilling to move into a Band 2 role 
 



Agenda for Change pay deal cont’d 
• Bands 2 to 4 and 8 to 9 will only have two pay points 

in the new structure. Bands 5 to 7 will have three. 
• Staff below band 8 will have the opportunity to reach 

the top of their pay band more quickly than under 
the current pay system.  

• Re-earnable pay remains for those staff that have 
reached the top of their pay band in bands 8c to 9.  

• http://www.nhsemployers.org/your-
workforce/2018-contract-refresh/pay-journey-tool 
 



Agenda for Change pay deal cont’d 
• Terms and conditions amendments to: 

- include enhanced shared parental leave 
- child bereavement leave 
- a national framework on buying and selling leave 

• National work by Staff Council on: 
– Apprenticeship pay 
– Exploration of collective framework for bank and agency 

working 
– Improving health and wellbeing to improve levels of 

attendance 



Agenda for Change pay deal cont’d 
• New pay progression framework from 1 April 2019 
• Will strengthen appraisal process 
• The key points of the required standards for pay progression 

are detailed below: 
– a completed individual appraisal process that is in line with the 

organisation’s standards 
– no live formal disciplinary action on the staff members record 
– all statutory and/or mandatory training is fully complete 
– any local standards, as agreed through partnership working have been 

met 
– for line managers only – all appraisals for their staff must be complete. 

• Expected timescales for progression through the scale 



 
 

 
 

Title Recruitment and Retention – development of a workforce strategy 

Report to Board of Directors Date July 2018 

Author Karen Barnard, Director of People & OD 

Anthony Jones, Deputy Director of P&OD 

Purpose  Tick one as 
appropriate 

Decision  

Assurance x 

Information x 

 

Executive summary containing key messages and issues 

This report provides the Board of Directors with the current position of key vacancies. There is 
an overall vacancy rate of 7% across the Trust with nursing and midwifery at 4.9%, allied 
health professions/scientific & professions at 3.9% and medical staff at 16%. 66 newly 
qualified nurses and midwives are due to join us in September which will reduce the nursing 
vacancy rate to below 2%.  
 
The paper provides information on consultant medical staff vacancies, whether those are 
covered by Trust or agency locums and the recent successes in recruitment to Consultant 

posts in Emergency Medicine, Orthopaedics, GU Medicine, Obstetrics/Gynaecology, Stroke 
and Gastroenterology.  

 
Information is provided on the focused work on the retention and development of staff and 

on the presentation the Board will be receiving on widening participation. This includes 
reference to the staff survey and the action plan previously approved by the Board, and the 

developing collaborative work across the ICS on retention. Examples of developing new roles 
within the Trust include trainee Assistant Practitioners, Advanced Clinical Practitioners and 

Physicians Associates. The scope for the introduction of trainee Nurse Associates is currently 
under consideration. The paper finally makes reference to the development of a strategic 
workforce plan through the business planning process and the pilot of a template to capture 
future workforce models.  
 
In addition reference is made to a self-assessment tool produced by NHSI in respect of 

strategic workforce planning.   



 
 

Key questions posed by the report 

Is the Board assured of the work underway to recruit to our vacancies and to retain and 
develop our existing workforce? 

 
How this report contributes to the delivery of the strategic objectives 

People – As a Teaching Hospital we are committed to continuously developing the skills, 
innovation and leadership of our staff to provide high quality, efficient and effective care – this 
report links to work in place to ensure staff undertake their SET training, receive an appraisal 
and agree a personal development plan 
 

How this report impacts on current risks or highlights new risks 

 
The update provided in this report provides details of how the Trust is looking to reduce 

vacancy levels and agency spend and to recruit the right staff with the right skills  and values.  
 

Recommendation(s) and next steps 

 
The Board is asked to: 

 
i) Confirm that the Board is assured by the work being undertaken by the Trust to reduce 

vacancy levels, reduce agency expenditure and improve the turnover and retention 
rates 

ii) Delegate authority to the Workforce and Education Committee, reporting through to 
the Finance and Performance Committee, to monitor progress to reduce vacancies and 
temporary staffing expenditure and through to QEC for work around improving our 
retention rates and developing our longer term workforce strategy.  
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1.0 Introduction 

We are aware that workforce is the Trust’s greatest asset and also its largest challenge (along with 

our partners across the ICS); being able to fully recruit to all roles, the subsequent impact of 

expenditure on temporary staff, and our ability to retain staff. This paper provides the Board of 

Directors (BOD) with information on the current vacancy position across the Trust, where the key 

vacancies sit, the actions being taken to fill those vacancies, and the approach being taken to 

complete a strategic workforce plan. Ensuring that we retain our current workforce, and provide 

appropriate development opportunities for them but where needed we take every opportunity to 

recruit to key roles and consider the options of changing roles where this isn’t achieved.  

 

2.0 Current Position 

Regular reports are provided to the Finance & Performance and Quality & Effectiveness Committees 

detailing the vacancy position of the Trust. These reports are derived from the finance ledger which 

details the funded establishment and staff in post (both contracted and worked). Month 2 data 

indicates that the Trust has an overall vacancy position of 7% (413 wte posts are vacant from an 

establishment of 5875 wte). This figure varies across staff groups with qualified Nursing and 

Midwifery sitting at 4.9%, Allied Health Professions, Scientifics and Technical staff at 3.9% and 

Medical and Dental staff at 16%. Worked whole time equivalent data which takes account of staff 

being on maternity leave (a minus figure) and bank and overtime (a positive figure)being worked 

then indicates that 2.8% of the vacancies are covered leaving an uncovered vacancy rate of  4.2%.  

  

2.1 Qualified Nursing 

The overall vacancy level at DBTH is lower, at 4.9%, than the national average of 10%, and through 

the use of bank staff the planned versus actual data is around 98-100% across all areas, there are 

some areas of the Trust which have struggled to recruit to establishment, for example respiratory 

and the emergency departments.  The main intake of newly qualified nurses and midwives takes 

place each September. This year we offered general nursing posts to 58 students, with 43 accepting 

the offer. This would result in the vacancy rate reducing to below 2%. Those who have accepted job 

offers elsewhere are going to hospitals where they have completed their final placement, or closer 

to their home.  The newly qualified nurses are allocated to:  

 Emergency Care Group: 18 in total (Ward C1, ATC, Ward 25, Ward 24, Respiratory ward, 

AMU, ED) 

 Surgical care Group: 13 in total (Ward 20, orthopaedic theatres, ITU, DCC, SAW, Ward 21, 

S12, Theatres) 

 MSK/Frailty: 6 in total (St Leger, B5, Mallard, Gresley) 

 Speciality Services:  6 in total (Ward 17, A4, Ward 16, Ward S10, Ward C2/ CCU 

We have also offered posts to 6 Paediatric nurses and 17 midwives.  

2.2 Consultant medical staff 

The following specialties are reliant upon locums or have gaps: 
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 Respiratory – 1 Trust locum, 1 agency locum 

 Stroke – have had 2 agency locums, one substantive appointment recently made 

 Urology – covered by agency locum, option to convert a post to a middle grade post being 

considered 

 Paediatrics – covered by locums but recent success at recruiting substantive Consultants 

 Diabetes – 2 posts vacant covered by some agency resource 

 Care of the Elderly – covered by colleagues working additional sessions (agency locums 

covering sickness) 

 Gastroenterology – 1 Trust locum, 2 recent appointments 

 Pathology – 1 post covered by Trust locum, plan to go out to advert shortly 

 Ophthalmology – significant difficulty to recruit historically, recent advert has seen 

applicants who have been shortlisted for interviews which are taking place shortly  

 Orthopaedics – recently appointed 3 substantive Consultants to replace locums 

 Trust locums also employed in Emergency department and in Vascular Surgery 

 Intensivists – further work is required as this area is a challenging area nationally  

Recent interviews have also seen appointments made in Anaesthetics, Gynaecology, and GU 

Medicine. 

2.3 Doctors in training 

The Trust has 290 doctors on rotation at DRI and Bassetlaw – we are dependent upon the Deanery 

filling those posts. Eighty nine posts are part of the GP training scheme, these posts rotate through 

various specialties and spend time in primary care. The Trust has seen a much more successful 

intake for August 2018 which will follow through the rotation. Obstetrics & Gynaecology is one 

specialty with significant gaps (this is a national issue) – once gaps are known the service then seek 

fixed term locums to fill those gaps – several adverts have been placed recently. In August we are 

anticipating 30 gaps in the rotation as detailed below: 

 

The other key gaps in medical staff are in the middle grade rotas in the Emergency department. The 

service is reliant upon both trust locums and agency staff. Details are provided below regarding 

future staffing strategies.  

 

 

VACANCIES January February March April May June July August

Medicine 3 3 4 5 5 5 5 6

Anaesthetics 2 1 1 2 1 1 1 3.7

Emergency medicine 6 5 5 5 5 5 5 1

Obstetrics & Gynaecology 7 8 8 10 10 10 10 12.4

Paediatrics 1 6 6 8 7 7 7 1.9

GU Medicine 0 1 1 0 0 0 0 0

Elderly Medicine 1 1 1 1 1 1 1 1.2

Radiology 2 2 1 0 0 0 0 0

General Surgery 1 0 0 5 5 6 6 1.5

Trauma & Orthopaedics 1 1 1 1 1 1 1 1

ENT 0 0 0 0 0 0 0 1

ICT 1 1 1 1

Total 25 29 29 37 35 36 36 30.7



3 
 

2.4 Other staff groups 

Medical imaging continues to be reliant upon agency staff due to the difficulty in recruiting 

radiographers for plain film, CT and ultrasound.  

Clinical coding staff continue to be a scarce resource leading us to be reliant on agency staff.  

3.  Cost of temporary workforce 

The table below details agency spend as this is a premium cost over the funded establishment (bank 

expenditure through NHS professionals will be in line with funded posts – in month 2 we used the 

equivalent of 37 wte qualified nurses and 89 wte healthcare support workers) 

 

This table details monthly expenditure by Care Group; 

 

4. Actions 

The following section details the work underway and planned to fill these key vacancies and to retain 

and develop our existing workforce.  
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4.1 Recruitment 

The refresh of the Trust’s website has enabled us to develop a more vibrant landing page to 

showcase our hospitals. The material we place on NHS Jobs has also been updated by the 

Communications team. A recent open day for local people interested in apprenticeships  saw over 

100 attendees.  

4.2  Nursing and midwifery 

 

Newly qualified nurses and midwives commence mainly in September of each year, last year due to 

the volume of newly qualified staff joining us this was undertaken in 3 cohorts to ensure that the 

experience of the transition between student and qualified practitioner was of good quality for the 

individuals and for the ward staff. Following offers of employment we engage with our new 

registrants over the summer while they await their PIN number from the NMC e.g. afternoon tea 

with senior nurses to provide further information, meet staff they will be working with, sort out any 

recruitment issues prior to starting.  This has evaluated positively and will be an approach we use 

this summer. For experienced registered nurses who are new to our organisation we offer  

supernumerary status of between 2 – 4 weeks to allow for induction to their new environment.  All 

staff are able to attend the corporate induction programme.  We are in the process of reviewing the 

experience of induction and preceptorship to ascertain whether the approach taken has led to an 

improvement in retention rates.  

 

The Director of Nursing, Midwifery & AHP’s office has been reviewing whether the Trust should 

move to international recruitment but we are cautious about moving to international recruitment; 

whilst the quality of the staff who joined us over the last 2 years has not been of concern the process 

at that time was complex and resulted in a reduced number of candidates joining Team DBTH.    

 

4.3 Imaging 

Currently staff have the opportunity to move to the modalities of CT and ultrasound and undergo a 6 

month training period, 2 individuals in MRI are currently undertaking training. Discussions are 

underway to explore an Assistant role within the plain film team which could then further free up 

radiography resource to undertake specialist training in the shortage areas.  

 

4.4 Clinical Coding 

A review of the roles within the coding team is being undertaken to ensure we can remain 

competitive within the ICS. 

 

4.5 Middle grade medical staff 

At sub consultant grade the Emergency Department team have developed a successful Certificate of 

Entry onto the Specialist Register (CESR) programme. There are currently 24 doctors on the 

programme working at both middle grade and junior Consultant levels. This is being extended into 

an international programme with Nepal which will see 4 doctors joining us in 2019 (and a further 4 in 

2020) spending 2 years with us before returning to Nepal to complete the programme (F&P have 

previously received a more detailed update). Other areas of shortage posts have also introduced 2 

year MTI posts (Medical Training Initiative) which were not impacted on by the recent restrictions on 
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visas.  Trauma & Orthopaedics have traditionally experienced difficulties in recruiting and the refore 

are now seeking to develop a CESR offering too.  

Our improvements in the training we offer (as demonstrated by the GMC survey) has led to us being 

offered new training posts at ST level within the Emergency Care Group leading to improvements in 

Deanery fill rates.  

 

Within Neonates Advanced Neonatal Nurse Practitioners have been recruited to work on the middle 

grade rota. The introduction of Advanced Clinical Practitioners is facilitating other gaps being filled 

on the medical rotas and enabling us to explore the option of hospital@. A new staff group being 

introduced is that of Physicians Associates. The Trust continues to explore how these roles could be 

introduced into our workforce.  

 

The Trust has adopted a cohort recruitment approach where we have high volume demand such as 

Band 5 nurses, healthcare support workers and service assistants. The Trust also recently ran an 

open day for prospective apprentices which resulted in 100 attendees. With such high volume 

recruitment we have recognised the need for a speedy on boarding process (the recent NHSI 

benchmarking exercise is defining the time to hire KPI as being from closing of the advert to the date 

the new recruit commences in employment); the Trust recently hosted an open day for companies 

with such systems to undertake demonstrations for Trusts across Yorkshire & Humber to attend.  A 

business case to invest in such a system to assist with the management of the recruitment process, 

specifically focusing on speeding up the process for managers and applicants, providing accurate MI 

data and visibility of all recruitment process and their respective stage is being developed.   

 

4.6  Retention 

The challenge is to find a healthy balance between turnover and retention. There is some indication 

that 10% turnover and 90% retention rate is the balance to aim for.  There is significant evidence 

(Kings Fund 2016) that retaining skilled and competent staff improves patient experience, the overall 

quality of patient care and staff satisfaction. Our retention rates are around 89% - this data is 

included in the regular reports to F&P and QEC. Other intelligence comes from the national Staff 

Survey –that there are three key areas of focus that link to retention, these include how able staff 

are to contribute to improvements at work, how satisfied staff are with the quality of service that 

they deliver and to what degree staff agree that their role makes a positive difference to patients. 

 

 

Key finding from 2017 staff survey Trust figure Acute Trust 
average 

Staff engagement score 3.81 3.92 

Organisation and management 
interest in and action on health and 

wellbeing 

3.5 3.61 

Staff motivation at work 3.81 3.92 

Able to contribute to improvements 
at work 

65% 70% 

Staff satisfaction with level of 
responsibil ity and involvement 

3.82 3.91 

Staff satisfaction with level of 
resourcing and support 

3.23 3.31 
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Staff satisfaction with the quality of 
work and care they are able to deliver 

3.83 3.91 

Staff agreeing that their role makes a 
difference to patients 

87% 90% 

 

Analysis of this data by staff group provides us with more intelligence. In the recent retention paper 

on nursing and midwifery staff received by QEC, it was noted that the above data specifically for 

nursing colleagues indicated that their satisfaction level was at the average for acute Trusts. 

Members will recall receipt of the staff survey action plan in terms of the priority areas for attention. 

Key to retention of staff is their relationship with their line manager; we have recently recruited to a 

new role of Head of Leadership and Organisational Development who will be joining the Trust in 

September. The Trust’s approach to quality improvement practice is intended to provide staff with 

the opportunity to be involved in making improvements to how we deliver care.  Going forward the 

staff survey results will be analysed taking account of where improvement work is underway to 

ensure that opportunities for involvement are being maximised.  

 

A key element of retaining staff begins with robust recruitment practices and effective induction and 

preceptorship.  Within the cohort recruitment process we undertake value based recruitment as this 

can improve retention rates by ensuring that staff recruited have values that fit with our Trust 

values. Following the involvement of Rotherham, Doncaster & South Humber Trust in phase 1 of a 

retention programme with NHS Improvement, discussions have taken place across the ICS with HR 

colleagues, regional union representatives and the Local Workforce Action Board to review how 

Trusts might collaborate to improve retention rates; current thoughts are to collaborate on health 

and wellbeing and values based recruitment. In addition all Trusts will be asked to benchmark 

themselves against a best practice checklist which has been developed using the NHSI and NHS 

Employers toolkits. The report to LWAB will be shared with our Workforce & Education Committee 

in order that our local action plan can be developed in addition to us participating in the 

collaborative work across the ICS. 

 

As a Trust we are committed to continuing to offer flexible working options to our staff, feedback 

indicates that support with work-life balance is a high priority and can aid retention rates.  National 

data indicates the need to value older employees, giving consideration to working less than full time 

hours, flexible shift patterns and consideration of shorter or longer shift patterns. Through 

networking we have examples from other NHS Trusts taking a different approach to flexible 

rostering and have had some significant results in terms of retention rates, staff engagement and 

satisfaction and a reduction in bank and agency spend.  In discussions with the Director of Nursing, 

Midwifery and AHPs we have agreed to explore pilot opportunities and if the results are positive 

then consider rolling out to other areas of the organisation.  

The Trust has seen a number of staff take flexible retirement due to the impact of the lifetime 

allowance in respect of their pension and a policy to facilitate flexibility around pensions is being 

developed. 

 

A key issue to support a flexible and sustainable workforce is the development, career and 
succession planning process and the offer that DBTH can make to its staff.  Our current cohorts of 
learners and staff taking part in development courses all evaluate really well in terms of the quality 
of training and support on offer. A number of wards have introduced development roles as part of 
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succession planning and also education roles to support staff in their development. The Board will 
receive a presentation from the Director of Education which will detail some of the work the Trust is 
undertaking to support the development of staff. 

 
As a Teaching Hospital we will continue on our journey to provide excellence both in education and 

research with the development of the Teaching Hospital phase 2 plans with its link to the R&D 

strategy which is currently being refreshed. This plan will pursue the development of ‘academic 

directorates’, academic appointments, explicit inclusion of innovation and research within education 

and continued improvements in the quality and breadth of training placements and opportunities.  

We continue to expand the provision of apprenticeships as new frameworks come on stream, this 

will enable the Trust to develop clearer career pathways in place for various staff groups including 

those in supporting roles and managers. This will include the ex pansion of career pathways, for 

example clinical academics. 

 

With a focus on widening participation the Trust is involved in a number of initiatives to improve 

recruitment and retention rates.  We have successfully run two iterations of ‘Your Futures in 

Healthcare’ to support career development and succession planning.  We continue to support the 

development and implementation of new roles and new ways of working which will be prevalent in 

the workforce plans at ward / department level that the Heads of Nursing have supported. 

 

We have supported the development and training of band 7 Advanced Clinical Practitioners.  Our 

first cohort commenced training in February 2016 and has resulted in 9 members of staff 

successfully completing their training and operating as a qualified ACP’s within the Trust with 1 

member of staff who will qualify shortly once all modules are complete.  We are also running a 

second cohort of ACP training which commenced in mid-2016 and has a total of 20 students taking 

part in the programme.  

 

In order to bridge the gap with regards to nursing staff the Trust has trained a cohort of trainee 

Assistant Practitioners up to Band 4 and in light of our experience we are now  reviewing the 

potential introduction of the band 4 Associate Nursing role. In addition the non-medical workforce 

supporting Endoscopy and associated specialties continues to be developed across Registered /AHP 

& Non Registered workforce across Bands 3 to 8a. 

 

5. Strategic workforce planning 

Significant work is underway to tackle the workforce shortages; however the restricting of the Trust 

to bring related clinical areas together creates the opportunity for greater co-ordination of 

recruitment and retention efforts.  P&OD are working with Heads of Nursing to develop a longer 

term workforce plan (initial discussions have also taken place with the Trust’s AHP forum) ; this 

includes options to utilise new and emerging roles, ensuring that all managers are briefed on those 

that are now available and will be maintained to take account of new apprenticeship frameworks as 

they come on stream.  

NHSI have recently published a self-assessment tool in respect of the maturity of organisations in 

their workforce planning. This will be discussed with the Executive Team shortly and considered b y 

the Workforce & Education Committee.  
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6. Conclusion 

Recently the Trust has seen an improvement in the number of suitable applications for a number of 

roles; however there continues to be areas where national shortages of staff are impacting on our 

ability to fill roles. The Trust is actively engaged in a number of initiatives within the ICS with 

recruitment and retention as its focus. Through the HR Director network and the ICS Workforce work 

stream the Trust will maximise any opportunities for collaboration.  

The implementation plan associated with the People & OD strategy will continue to proactively 

address this agenda and be monitored through the P&OD senior leadership team, and the 

Workforce & Education committee.  

Through the grip and control meetings Division, Finance and P&OD colleagues will ensure that there 

is robust line of sight on the key vacancies and the steps being taken to recruit to those vacancies 

and to cover them in the safest and most cost effective way. The method by which this is monitored 

requires a refresh in order that the data can then be reported through to the Finance and 

Performance committee in a more granular way.  

7. Recommendation 

The Board is asked to delegate authority to the Workforce and Education Committee reporting 

through to the Finance and Performance Committee to monitor progress to reduce vacancies  and 

temporary staffing expenditure and through to QEC for work around  improving our retention rates 

and developing our longer term workforce strategy.  



 

 

 
 

Title Board Development Programme 

Report to Board of Directors Date July 2018 

Author Karen Barnard, Director of People & OD 

Purpose  Tick one as 
appropriate 

Decision x 

Assurance  

Information  

 

Executive summary containing key messages and issues 

 
The purpose of this paper is to provide an update on the schedule for the Board Development 
programme. The aim of the programme is to provide the opportunity for knowledge gaining 
and personal and team development. Following the update at the June Board views have been 
sought from members on the topics being proposed and on alternative suggestions. Speakers 
and costs will now be sourced to inform the timings of these sessions.  
 
Next month we will hold the Board meeting at Mexborough Montagu Hospital (Board room booked) 
followed by a team exercise in the Sim Centre. This year celebrates their 15th birthday; this workshop 
will also give Board members the opportunity to experience the Sim Centre in operation.  

 

Key questions posed by the report 

 
Are there other topics the Board would wish to have workshops/briefings on? 
 

How this report contributes to the delivery of the strategic objectives 

 
People – As a Teaching Hospital we are committed to continuously developing the skills, 
innovation and leadership of our staff to provide high quality, efficient and effective care – this 
report details to work in place to ensure staff undertake their SET training, receive an 
appraisal and agree a personal development plan. 
 

How this report impacts on current risks or highlights new risks 

 
This programme will assist in ensuring the Trust continues to be well led.  



 

 

 

Recommendation(s) and next steps 

Members are asked to note this update.  
 
 

 
Programme 
 
Team development 
(August) 

Emergencies can happen anywhere and when they do we all have a 

responsibility to react and help in whatever way we can. 

This two hour CARMA Awareness session is designed to show how we 

all have a part to play in an emergency situation whatever our 

experience or professional background. 

You will have the opportunity to put essential Human Factors into 

practice by working together within a team, showing how use of 

effective leadership, communication and being situationally aware can 

enhance performance and may impact outcome. 

Legal update (September)  The Trust’s solicitors DAC Beachcroft will provide a general introduction 
for Board members as previously requested. They will then run a 
session on handling dismissal appeals.  

Medical and dental 
arrangements  

Consultant appointment process; Maintaining Higher Professional 
Standards (designated board member role); Clinical Excellence Awards – 
this session will be aimed at Non-Executive directors but Executive 
colleagues may wish to attend.  

Quality Improvement 
Practice 

Journey to CQC outstanding – How can we as the Board lead the 
organisation to outstanding? 

Digitisation of Emergency 
Medicine 

Content to be worked up – requested at June Board 

Public Speaking  This will be a practical session on how to project your voice. It will also 
include presentation skills (including how to engage the audience) 

Ad hoc Suggestions have been made around chairing skills and media training. 
Other topics include GIRFT and Model Hospital  

Leadership development Following the commencement of the Head of Leadership & OD in 
September a programme of leadership development will be developed 
which will include key note speakers and be available for our leadership 
community across the Trust.  

 



 

 

 
 

Title Chair’s and NEDs’ Report 

Report to Board of Directors Date 31 July 2018 

Author Suzy Brain England, Chair 

Purpose  Tick one 
as 
appropr
iate 

Decision  

Assurance  

Information x 

 

Executive summary containing key messages and issues 

The report covers the Chair and NEDs’ work in June and July 2018 and includes updates on a 
number of activities. 

Key questions posed by the report 

N/A 

How this report contributes to the delivery of the strategic objectives 

The report relates to all of the strategic objectives. 

How this report impacts on current risks or highlights new risks 

N/A 

Recommendation(s) and next steps 

That the report be noted. 

 



 

 

 
Chair’s and NEDs’ Report – July 2018 

 
Trust Chief Executive appointed as lead for Integrated Assurance and Improvement 
 
We are pleased to announce that our Chief Executive, Richard Parker, has been appointed to 
a part-time, one-day-a-week, secondment as System Lead for Integrated Assurance and 
Improvement within the Integrated Care System (ICS). Running in tandem with his current 
post, Richard will continue to lead DBTH.  
  
The appointment follows a formal approach to the Trust Chair, Suzy Brain England OBE, by Sir 
Andrew Cash (Chief Executive of the South Yorkshire and Bassetlaw ICS) which was 
considered and accepted this morning by a special meeting of the Trust’s Nomination and 
Remuneration Committee of the Board of Directors. 
  
As many of you will already know, the ICS is a partnership of NHS commissioners and 
providers working together to improve and develop services in South Yorkshire and 
Bassetlaw. Formerly this project was known as the Accountable Care System (ACS) and 
Sustainability and Transformation Partnership (STP). Most recently, the partnership has 
conducted the Hospital Services Review (HSR).  
  
Appointed as a secondment, Richard will undertake this new role in a  part-time capacity for 
one day a week, and he will still continue to lead our Trust. We want to assure members of 
Team DBTH that all arrangements are in place to cover any absence from Richard, with the 
Deputy Chief Executive, David Purdue, stepping up as necessary.  
  
In this new role, Richard will focus upon developing an assurance and improvement process 
and relationships with regulators on behalf of all providers within the ICS. Having our Chief 
Executive lead in this particular area will undoubtedly benefit the Trust, aligning with our 
strategic objectives as an organisation, further ensuring that we remain a key and important 
partner within the ICS and also further developing our work with regulators.  
  
Richard will commence in this position from September 2018 when the ICS will formally 
launch. 
 
New Non-executives start 
 
On 6 July, we welcomed new non-executives 
Alan Chan and Sheena McDonnell for their 
first set of induction meetings at DBTH 
following their appointment from 1 July. 
 
I am delighted that we have been able to 
appoint two talented additions to our Board 
of Directors. Both Alan and Sheena have 
invaluable skills which will help to steer the 
organisation forward.  



 

 

 
 
Improving our system governance arrangements 
 
Last month I attended two important sessions on governance. 
 
On 18 July, I attended the NHS Providers’ governance conference which focused on the 
governance of collaborative working, looking at the liabilities and responsibilities of directors 
in such frameworks as well as how risk can be further developed. 
 
This fed into current work we are undertaking at Integrated Care System level.  Directors will 
know that we began meeting as ‘committees in common’ last year.  This system has many 
advantages but it does have its limitations too, not least the fact that it only applies to the 
acute trusts.  The mental and community trusts and CCGs are not yet included. 
 
Chairs and CEIs need to workshop the best governance arrangements for the ICS.  I am one of 
a working group with a full workshop planned for 19 September to be ready for next phase of 
ICS from October. 
 
Governor elections 2018 
 
The Trust is currently holding elections for its Council of Governors. There are five public seats 
up for nomination, three of which are in the Doncaster area and two in Bassetlaw.  The 
nomination form and details about the roles are also available at 
www.ersvotes.com/dbth2018.  
 
As soon as the current process is over, we will be into the 2019 process for which we will see 
a number of established and valued governors reach the end of their term.  I am keen 
therefore that we do as much engagement as possible to find our new generation of 
governors and have asked Matthew to set up some capacity building sessions that tie in with 
the timetable. 
 
Kath takes on the Thunder Run 
 
On 21 and 22 July, one of our non-executive directors Kath Smart did the Conti 24 hour 
Thunder Run in aid of the DBTH Charity.   
 
If you would like to sponsor Kath you can do so: www.justgiving.com/fundraising/kath-smart1   
 
Other activities 
 
Other activities I have undertaken throughout the month include: 
 

 I undertook appraisals for non-executives. 
 

 Carried out recruitment for Trauma and Orthopaedics, Obs and Gynae and 
Anesthetist.   

http://www.ersvotes.com/dbth2018
http://www.justgiving.com/fundraising/kath-smart1


 

 

 

 Met with partner governors to discuss wholly owned subsidiaries, CQC, capital 
proposals and the Hospital Services Review. 
 

 Took part in the judging for the Chair’s award as part of the Annual STAR awards and 
presented Nick Exley with the Star of the Month award. 
 

 Caught up with the Vice Chair and attended Governor Briefing which this month 
covered an update on People and Organisational Development and the Clinical Admin 
Review.  Thanks to Karen and David for facilitating.   

 
NED Reports 
 
Sheena McDonnell undertook the NHS Providers’ two-day NED induction course in London.  
Key takeaways from the course included: 
 

 A valuable insight from a regulatory perspective from the CQC regarding their role and 
focus. 

 A state of the nation  oversight of the NHS landscape and its challenges. 

 Useful comparisons with other foundation trusts and the role of their governors in 
holding NEDs to account. 

 Review of performance oversight and some suggestions for enhanced performance 
review via statistical process control from NHSI. 

 Financial and other challenges for trusts and the priorities of the new SoS. 

 Workforce challenges for the NHS. 
 
As incoming Chair of ANCR, Kath Smart spoke with Phillipe (as outgoing Chair) and both 
Internal and External Auditors as part of the handover.  She spent an interesting and 
informative day visiting Children’s Therapy Services, observing clinics on the DRI and Chequer 
Rd site, speaking to staff and clients. This has led to discussion with senior management 
regarding the waiting lists for those services which do not fall under the 18 week wait 
definition.  
 
Kath and Pat were taken on a tour of DRI site in relation to its power, water and heating 
challenges and to understand better the issues in relation to backlog maintenance issues and 
the improvements underway. Kath has chaired a Dismissal Hearing alongside Karen Barnard 
on behalf of the Board, and attended the appointment panel to recruit a new GUM consultant 
to the Trust.  
 
Linn met with two further divisional directors 1:1 to discuss quality vision and outcomes, and 
how our Quality and Effectiveness Committee can support these.  She has attended the MMG 
for assurance on Learning from Deaths in her role as the Trust’s NED lead for this, and 
discussed further how QEC provides assurance to the Board on Learning from Deaths.   Linn is 
also discussing with Trust Consultant, Mr Amjid Mohammed, and NHS England how our 
innovative SmartER system – which is a great benefit to our patients and our staff in capturing 
information while they are waiting – may be further promoted and supported. This arises 
from joining the Governors’ visit to A&E in May. 



 

 

 
Pat observed a number of meetings including the Director of Nursing, Midwifery and AHPs 
meeting with Heads of Services, the Workforce Strategy Group, and the Patient Experience 
Group, to gain a broader knowledge of how the governance and assurance flows feed into 
QEC.   
 
As part of Pat’s ongoing personal induction to gain knowledge of the trust and areas she has 
visited the Children's Unit and met with the Head of Nursing and Matrons, toured specialist 
areas with the Head of Nursing, visiting the renal unit, the breast unit, Ward 17, haematology 
Ward and stroke unit. 
 
Pat has also had her first meeting with Mr Emovon to develop the buddying relationship and 
had a tour of the maternity unit with the matron.  She has set up access to clinical information 
with the library so she can enable searches and keep up to date professionally.  She has also 
met with the Director of Workforce to gain a greater insight into the NED role as a Freedom to 
Speak Up Guardian. 
 
Alan Chan met with Kath Smart and Jon Sargeant to discuss handover of the Fred and Ann 
Green Advisory Group.  Alan will be taking over the chairing arrangements from the first 
meeting on 31 August. 
 
Neil Rhodes met with governors and non-executive directors to take forward the Chair’s 
appraisal process following the resignation of the Senior Independent Director and then 
concluded the Chair’s appraisal alongside the Deputy Director of Education.  He also 
participated in a page-turning exercise alongside the Trust’s solicitors on a contract 
negotiation for estates and attended for the Chair at a regional NHS Improvement event in 
Leeds. 
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Chief Executive’s Report 

31 July 2018 
 
 

 
Local Hospitals rated ‘Good’ for being well-led, responsive and 
caring 
 
The CQC report published Tuesday 10 July recognised a number of 
areas of quality care and practice at the Trust. Overall, 72 per cent of 
the services inspected at Doncaster Royal Infirmary and 77 per cent 
at Bassetlaw Hospital were judged to be ‘Good’ with no service at 
DBTH rated as ‘Inadequate’. 
 
The CQC assessed whether the Trust’s services were safe, effective, caring, responsive and well-
led across the four core services of Urgent and Emergency Care, Medical Care, Children and 
Young People and Maternity Services. 
 
The visits were undertaken during a period of increasing winter pressures and attendance, 
which saw the CQC suspend inspections nationally in January 2018. Despite this, inspectors 
highlighted a number of positives, with ‘Medical Care’ coming in for particular praise.  The 
inspectors found this service within DBTH to be ‘Good’ across the five domains, pointing to an 
emphasis on infection control, patient assessment and seven day service, all of which are 
supported by a culture of staff development. 
 
The organisation’s leadership team were also the recipients of praise, with the report 
evidencing a strong working relationship between the Trust’s Chief Executive and Chair. The 
inspectors also pointed to training and development opportunities for leaders within DBTH with 
a goal to further improve patient care and treatment. 
 
Ultimately, the core services inspected have not changed the overall Trust rating of ‘Requires 
Improvement’ from the previous inspection which took place in 2015. Since the last visit, the 
Trust has made a number of improvements, highlighted within the report: 
 

 Services were planned to meet the needs of local people 

 Good examples of multidisciplinary working, with the Trust performing better than the 
national average in a number of national audits 

 Staff provide emotional support to patients 

 Staff are aware of when incidents should be reported and robust processes are in place 
for reviewing, sharing and learning about incidents 

 All areas visited were clean and well-maintained. 
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Action on Sugary Drinks 
 
Action by NHS England has slashed the sale of sugary drinks in hospitals, new data has revealed. 
 
Last year chief executive Simon Stevens challenged trusts to reduce the sale of sugar-filled 
drinks to 10 per cent or less of those bought on the premises. 
 
Nine out of ten trusts (including DBTH) have now acted, and the proportion of drinks sold on 
NHS premises that contain added sugar has been dramatically cut from 15.6 per cent to 8.7 per 
cent, successfully meeting the challenge. 
 
Ten million teaspoons of sugar have been removed from NHS canteens, shops and vending 
machines as a result – the equivalent of 1.1 million cans of fizzy drink, roughly 39,000 kilos of 
sugar and over 160,000,000 fewer calories. 
 
Event marking the NHS’ 70th birthday 
 
Nurses, doctors and other staff from Doncaster Clinical Commissioning 
Group (DCCG), Doncaster and Bassetlaw Teaching Hospitals NHS 
Foundation Trust (DBTH) and Rotherham Doncaster and South Humber 
NHS Foundation Trust (RDaSH) joined forces to mark the milestone 
and were joined by Rosie Winterton MP. 
 
The NHS 70 event was part of the Flourish 
Enterprises’ summer fair on Saturday 7 July at 
Woodfield Park. There was fun for all ages at the 
event, and The Seventh Day Adventist Church 
football team scooped the top prize in the highly 
competitive five-a-side football tournament. 
 
Meanwhile, Director of Nursing, Midwifery and 
Allied Health Professionals Moira Hardy, along 
with DBTH nurse Karen McKie and Montagu 
Hospital Manager Janice Edees attended the 70th 
Anniversary celebration at York Minster where 
the Secretary of State for Health and Social Care joined guests. 
 
IT receives a boost 
 
South Yorkshire and Bassetlaw ICS have been allocated £11.256m capital funding over three 
years towards integrating care within the area through Information Technology.  Prioritisation 
is being worked through and the Trust is actively engaged.   
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In addition, the Humber Coast and Vale STP, West Yorkshire STP and South Yorkshire and 
Bassetlaw ICS have been allocated £7.5m of match funding over three years to create a 
Yorkshire and Humberside (LHCRE) Local Health Care Record. 
 
New campaign for nurses 
 
A new campaign has been launched in the last month to help recruit 
more staff into the NHS, and to retain existing staff.  It will initially 
focus on nursing and then highlight other roles, particularly those with 
the largest shortages — such as mental health and learning disability. 
 
The campaign, on TV, radio and social media, directs potential recruits to the Health Careers 
website which provides information on different roles within the NHS and how to access them 
— including training requirements and funding.  You can watch one of the advertisements here: 
https://youtu.be/GVBP1ld0_n0  
 
‘Good Health’ Launched 
 
A new book, chronicling the 150 year history of Doncaster Royal Infirmary as well as 
developments at Bassetlaw and Montagu Hospitals, has been published by the Trust. 
 
‘Good Health’ covers the organisation from its humble beginnings in the 19th century to the 
achievement of ‘Teaching Hospital’ status in 2017.  It was written by the Trust’s Honorary 
Archivist, Garry Swann BEM and includes photos from the last 15 decades to create a wonderful 
collection of insights and memories. 
 
It can be purchased online, priced £9.99, at www.justgiving.com/fundraising/dbth-book with 
proceeds going to the DBTH Charity. 
 
Local surgeon elected President of British Laryngological 
Association 
 
Mr Mark Watson, Consultant Ear Nose and Throat (ENT) Surgeon 
and a member of the British Laryngological Association (BLA) for 
around six years, will become President of the Association on 1 May 
2019. 
 
Change at the Department of Health and Social Care 
 
Following Rt. Hon. Jeremy Hunt’s promotion to the role of Foreign Secretary in HM 
Government, the Rt. Hon. Matt Hancock is the new Secretary of State for Health and Social 
Care.   
 
  

https://youtu.be/GVBP1ld0_n0
http://www.justgiving.com/fundraising/dbth-book
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Changes to corporate structure 
 
Following a rigorous and robust selection process, Rick Dickinson has been appointed as new 
Deputy Director of Nursing, Midwifery and Allied Health Professionals. 
 
Other changes to the structure are as follows: 
 
Deputy Chief Operating Officers – Emma Challans and Claire Jenkinson 
General Managers – Mandy Espey and Lesley Hammond 
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Audit and Non-Clinical Risk Committee 
Draft Annual Report 2017/18 

 
1 Background 

 
1.1 The purpose of this report is to provide the Board of Directors with a summary of the 

work of the Audit and Non-Clinical Risk Committee (“the committee”) for the year 
2017/18 and, in doing so, comply with the Committee’s terms of reference. 

 
2 Terms of reference 

 
2.1 During the year, the Committee has worked to the terms of reference and workplan 

approved in June 2017.  
 

2.2 Meetings and membership 
 

The Committee met on six occasions during 2017/18 and the Committee’s membership 
and attendance has been as follows: 

  May 
‘17 

May 
’17 

Jul 
‘17 

Sep 
‘17 

Jan 
‘18 

Mar 
‘18 

Committee members: Philippe Serna, Chair  X X X X X X 

 Martin McAreavey X X - - - - 

 Linn Phipps A A A X X X 

 John Parker - - X X X X 

Officers in 
attendance: 

Mark Bishop, Local Counter Fraud 
Specialist 

- - X X X X 

 Matthew Kane, Trust Board Secretary X X X X X X 

 Jon Sargeant, Director of Finance X X X X X X 

 Kate Sullivan, Corporate Governance 
Officer 

X X A X X X 

 Karen Barnard, Director of People & 
OD (or representative) 

- - X X A X 

 Kirsty Edmondson-Jones, Director of 
Estates 

- - - X A X 
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 Sean Tyler, Head of Compliance - - X A A X 

Governor observers: Bev Marshall, Public Governor X A X X X A 

 George Webb, Public Governor X A X X X X 

External audit representatives X X X X X X 

Internal audit representatives X X X X X X 

 
 
Key –  X = present  A = apologies  - = not active 
 

2.3 The chair of the Committee has met informally and in private with both internal and 
external auditors. 
 

2.4 During these meetings and throughout the year, neither auditor has raised any issues of 
concern that have not also been covered in the full meetings of the committee. The 
Committee has sought assurance that the necessary co-operation has been received from 
Trust managers and staff and that the auditors have been able to undertake their work 
without their independence being compromised. The Committee is satisfied that there 
was sufficient and appropriate liaison and co-operation between internal and external 
auditors. 

 
2.5 Minutes of each of the meetings have been formally presented to a subsequent meeting 

of the Board of Directors, with the committee Chair drawing any key issues to the 
attention of the Board.  A report from the Chair of the committee is a standing item on 
the agenda of each Board meeting that follows a meeting of this Committee. 

 
2.6 Sub-committees 
 

The committee has formally received the minutes of the Information Governance and 
Health and Safety Committees which report to it and approved the terms of reference of 
those committees where appropriate.  During the year the Director of Estates and 
Facilities provided a specific health and safety assurance report to the Committee. 

 
3 Work plan 

 
3.1 The Committee’s agenda throughout the year was largely dictated by, but not limited to, 

the work plan. The committee achieved its work plan for 2017/18. 
 
4 Internal audit 

 
4.1 The Trust’s internal audit services were provided by KPMG in 2017/18. 
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4.2 The internal audit plan included 235 days in relation to 19 reviews, the follow up of 

recommendations, attendance at ANCR and Executive Team and associated contract 
management over the year.  The work conducted by internal audit during 2017/18 was as 
follows: 
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4.3 At each meeting the Committee reviewed the issues and recommendations from each 
completed audit, heard from the lead executive and reviewed the overall risk rating. The 
Committee received regular reports and follow-ups.   
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4.4 A total of 69 recommendations were raised in 2017/18. All recommendations were 
accepted by Management and reported to the ANCR Committee. Two of the 
recommendations were high priority. 

 
4.5 Recommendations from previous audits are monitored at each meeting, with specific 

evidence being required before they are signed off as complete.  Over the year the 
Committee has seen the number of recommendations completed increase to 71 with 10 
remaining outstanding by the end of the year. 

 
4.6 After considering the advice of the Trust’s Executive Team and internal auditors, the 

Committee agreed the Internal Audit Plan for 2018/19 on 23 March 2018.  
 

4.7 Head of Internal Audit Opinion 2017/18 
 

The Head of Internal Audit’s Opinion on the overall adequacy and effectiveness of the 
organisation’s system of internal control was provided to the Committee on 24 May 2018. 
 

4.8 It reported that significant assurance with minor improvement opportunities could be 
given as there was generally a sound system of internal control, which was designed to 
meet the Trust’s objectives and that generally controls were being consistently applied in 
all the areas reviewed. 

 
5 External audit 

 
5.1 External audit was provided by EY.  The annual external audit review by EY, as stated in 

their ISA 260 report, provides an unqualified audit opinion on the financial statements. In 
addition, there was an emphasis of matter relating to material uncertainty relating to the 
Trust’s ability to continue as a going concern. This uncertainty related to the Trust’s 
ongoing reliance on liquidity funding from NHSI and the underlying deficit of the Trust.   

 
6 Annual Report & Accounts 

 
6.1 The Committee approved the Annual Governance Statement at its meeting on 24 May 

2018. The annual accounts were signed off on 25 May 2018 following conclusion of the 
external audit. 
 

7 Counter fraud and security 
 

7.1 The Trust has a nominated Local Counter Fraud Specialist who is fully accredited by NHS 
Protect. During the year the Trust completed the NHS Protect Quality Assurance process 
that is used to provide robust assurance to stakeholders, including the Department of 
Health, NHS England and contracting CCGs. As part of this process the NHS Provider 
Standards Self-Review Tool (SRT) was completed and a detailed Annual Report on counter 
fraud activities provided as evidence.  
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7.2 The outcome of this process is assessed on a red, amber and green RAG level. The Trust 

SRT achieved an estimated level of ‘green’, indicating it has good counter fraud processes 
in place.  
 

7.3 The Trust’s Security Management Specialist is scheduled to attend every meeting to 
present a quarterly update on security matters and this forms part of the committee’s 
work-plan.  
 

8 Committee evaluation, effectiveness & training 
 

8.1 The Committee did not undertake a committee effectiveness review in the year due to a 
number of changes to board committees and a full review of the Committee in 2016/17. 
The next review will be undertaken Q2 2018/19. 

 

9 Conclusion 
 
8.2 The Committee has received and reviewed much information and considered carefully the 

independent assurance work from the internal and external auditors. Overall the 
Committee concludes that the Trust has a generally sound system of internal control. The 
basis for this judgment is outlined in more detail in the annual governance statement. 

 
8.3 The Committee thanks those who have attended meetings and/or provided information 

and support to it for their valuable help and assistance. 
 
 
 
Philippe Serna 
Chair, Audit and Non-clinical Risk Committee 
 
30 June 2018 
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DONCASTER & BASSETLAW TEACHING HOSPITALS NHS FOUNDATION TRUST 
 

Minutes of the Finance & Performance Committee 
held at 9:00am Monday 21 June 2018 

in the Boardroom, DRI 
 
 

PRESENT : Pat Drake, Non-Executive Director (in the Chair) 
  Philippe Serna, Non-executive Director   
  Jon Sargeant, Director of Finance  

Karen Barnard, Director of People & Organisational Development  
  David Purdue, Chief Operating Officer 
   
ALSO IN ATTENDANCE:           Ruth Bruce, Head of Performance (part) 
  Matthew Kane, Trust Board Secretary  
  Kate Sullivan, Corporate Governance Officer 
     
OBSERVERS : Bev Marshall, Governor Observer 
  Kath Smart, Non-executive Director   
   
APOLOGIES : Neil Rhodes, Non-Executive Director  
  Marie Purdue, Director of Strategy & Transformation   
    

    Action 
 Apologies for Absence  

18/6/1  Apologies were noted from Neil Rhodes. It was Philippe Serna’s last meeting 
before leaving the organisation, the Chair thanked him for his service to the Trust 
and for his valuable contribution to the Committee, and this was echoed by 
executives.  
 

 

18/6/2  Reflecting on the papers the Chair asked that authors be reminded to be mindful 
of the use of abbreviations and acronyms ensuring that the names of 
organisations were current and that acronyms were explained fully in the first use 
in the paper. 
 

 

 Action Notes from Previous Meeting  

18/6/3  The action log was reviewed and updated. 
 
18/3/63 – The Director of Finance (DoF) provided an update on work to develop a 
CIP report for the Committee. The Trust’s reports were extremely detailed and 
further discussions were required with the chair to agree the level of detail and 
presentation of future reports to the Committee.  
 
18/5/13 – Clinical Negligence Scheme for Trusts (CNST) Maternity – An update 
had been due on the matter; Pat Drake advised that she discussed this with the 
Deputy Director of Nursing, Midwifery & Allied Health Professionals and it had 
been agreed to defer the update as it was instead to be covered by the Board. It 
was agreed to keep the matter on the action log for an update at the next 
meeting. 

 
 
 

JS/NR 
 
 
 
 
 
 
 

MH 
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18/4/42 – There was still some work to do to develop further contextual 
benchmarking data for the performance report.  
 
18/5/2 & 36 – It was agreed to name the exception reporting section of the 
performance report ‘Exception Report’.  
 
18/5/37 – There was still more work to do to provide more information in the ED 
exception report.  
 

 
DP 

 
 
 

 Any Other Business  

18/6/4  None 
 

 

 CIP Work Stream – Patient Administration  

18/6/5  The Chair felt that more contextual and background information would be helpful 
in order for the new non-executive directors on the Committee to better 
understand the issues. For this reason she requested that the report be 
developed further and deferred to the next meeting.  
 

 
DP 

18/6/6  The committee reflected on the format of the presentation in the context of the 
Committee’s requirements in terms of understanding the issues and receiving 
assurance and it was agreed that there should be a standard format for 
presentations in the future. Further to this it was noted that Pat Drake had 
agreed with the Chair for a programme of deep dives in to performance to be 
considered as part of the Committee’s work planning.   
 

Execs 
and 

SROs 

 Performance Report 
 

 

18/6/7  The Committee received the report which focussed on the three main 
performance areas for NHSI compliance; Cancer, 4hr Access and 18 weeks 
Referral to Treatment (RTT). The report also highlighted the ongoing work with 
Care Groups and external partners to improve patient outcomes. The Chief 
Operating Officer (COO) presented the report by exception focussing on 
challenges.  
 

 

18/6/8  RTT – Though performing above the national average, the Trust position 
remained below the 92% target at 90.1% in May, which was a 1% improvement 
on April’s performance.  Overall, speciality groups that were not meeting the 
target had seen an increase in performance; the Chair commended this. There 
were key issues including an increase of 9% in referrals and a significant increase 
in waiting lists over previous months and this was discussed. Further work was 
being undertaken to understand the increase and the COO had taken over 
accountability meetings to ensure the Trust was working to contracted levels. 
There had been a large number of cancellations in orthopaedics; the Trust policy 
was to cancel elective care when there was seven days or more of trauma 
patients waiting at home or in beds.  
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18/6/9  Another key issue had been pathways over 52 weeks; at the end of May there 
had been six, five of which would be treated by the end of June. Details of the 
cases, some of which were prisoners, were provided and assurance was provided 
that significant work was being undertaken to monitor these cases and details of 
the process were provided.  The Trust continued to work closely with prisons in 
the area and there were good working relationships. It was noted that the prisons 
could only bring one patient per day to the hospital so if a patient needed to go to 
the emergency department on the same day a patient was due to be admitted for 
elective care or an outpatient appointment their appointment would have to be 
cancelled. The Trust was considering alternative solutions, for example video link 
consultations. The Committee discussed the issue further and it was agreed to 
provide an exception report in future reports and also to consider reporting on 
pathways over 38 weeks to provide an indication of the number of patients 
approaching 52 weeks.  
 

 
 
 
 
 
 
 
 
 

DP 

18/6/10  4hr access performance – 94.6% at May 2018, if alternative pathways were 
included this increased to 95.1%. The Trust saw 956 more emergency department 
(ED) attendances than the same month in the previous year. The Committee 
discussed in detail the issue of counting in of alternative pathways in the 
performance figures and variances in reporting on this across the county. It was 
noted that NHS Improvement (NHSI) were looking in to the matter.  
 

 

18/6/11  The Committee considered the increase in ED activity and reasons for this were 
discussed; a key issue had been an increase at Bassetlaw Hospital with all GP 
practices having seen an increase in attendance at ED. Work was continuing with 
Bassetlaw CCG to understand this. The type of activity was discussed and the COO 
provided an overview of key increases, these included respiratory problems and 
head injuries. After further discussion it was agreed to provide the Committee 
with the profile of ED activity.  
 

 
 
 
 

DP 

18/6/12  Cancer – April 62 day performance ended at 86.1% and Two Week Wait (2WW) at 
85.9%. The Trust had updated the action plan to improve 62 day and two week 
wait performance. The two week wait process had been value stream mapped 
and an option appraisal was being shared with the cancer leads to agree. 62 day 
performance was a key target for the ICS, the ICS target had not been achieved 
the previous year and the Trust’s performance had been identified as a key 
factor. The COO provided details of the reasons for the underperformance. 
Significant work was being undertaken on both 62 day and 2WW performance. 
There had been a follow up meeting with NHSI to discuss 62 day performance.  
 

 

18/6/13  The COO gave details of the Trust’s processes and compliance against national 
guidance for 2WW; since new processes had been introduced the overall DNA 
rate had decreased however a recurring issue for Bassetlaw patients was that 
they wanted to be treated locally so they were often not accepting the earliest 
possible appointments available at DRI.  
 

 
 
 

 

18/6/14  There was a wide ranging discussion about cancer performance including how 
patients were prioritised, issues relating to transfers of care and administration 
breaches. The COO emphasised that both 62 day and 2WW performance were 
high priorities for the Trust and it was noted that the Trust was achieving the 62 
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day target. A key issue was transfers of care and how breaches were allocated. In 
cases where a patient was transferred after 38 days and then breached 62 days 
the allocation of the breach was weighted against the transferring organisation. 
Details of how this was monitored and how transfers of care decisions were made 
were provided and discussed. There was further discussion about other reasons 
for breaches and it was agreed to provide an exception report on this in the 
future. The COO suggested 62 day performance as a future deep dive topic and 
this would be discussed with the Chair.  
 

 
 
 
 

DP 
 

PD/NR 

18/6/15  Cancelled operations - Out of the overall cancellations, 27 patients were 
cancelled at Doncaster, 20 at Bassetlaw and eight at Mexborough; Bev Marshall 
felt this gave the impression that performance at Bassetlaw and Montagu was 
significantly worse than at DRI when taken as a percentage of total operations as 
at each site and this was discussed. It was felt it would be helpful to report the 
number of cancelled theatre lists as well as the number of patients to provide 
some context, eight patients for example might be one theatre list, and this was 
agreed.  The Chair asked for further information about theatre cancellations 
attributed equipment and the COO provided details of the circumstances; a 
business case had been submitted for the replacement equipment. 
  

 
 
 
 
 
 

18/6/16  Reasons for cancelled operations were discussed. 22 operations had been 
cancelled due to urgent cases and the COO provided details of how the role of the 
trauma coordinator had been expanded to ensure patients were seen 
appropriately. Additional lists had been put on at Bassetlaw and a number of 
posts had been offered in Orthopaedics, if all the positions were accepted 
Orthopaedics would be fully staffed from August 2018 and this was noted. In 
terms of cancellations due to staffing issues he provided an overview of gaps in 
rotas by speciality and recruitment work being done to address this.  
 

 

18/6/17  Bev Marshall welcomed the additional information on ambulance handover times 
and there was discussion about activity levels and national pressures; it was 
noted that the Trust’s performance was favourable when compared to other local 
trusts.  
 

 

18/6/18  DNAs - In May, the overall DNA rate across the Trust had improved again to 9.21% 
compared with the previous month’s position at 9.47%. The reasons for DNA 
were discussed and an overview of the process for communicating with patients 
was provided. It was agreed to provide DNA rates by speciality in future reports.  
 

 
 

DP 

18/6/19  The Performance Report was DISCUSSED and NOTED.  

 Workforce Report 
 

 

18/6/20  The Director of People and Organisational Development provided an update to 
the Committee in relation to month 1 (April 2018) including vacancy levels, 
agency spend and usage, sickness rates, appraisals, SET training, turnover and 
retention rates and rostering data.  
 

 

18/6/21  As had been requested by the Committee the ‘At a Glance’ sheet provided 
indicative differential vacancy targets by the staff groups. This had been discussed 
with the Executive Team after the report had been circulated. There had been an 
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in depth discussion on the matter and executives had resolved that the Trust 
should not set differential targets for different staff groups. The Director of 
People & Organisational Development shared the rationale behind this decision. 
The key issue for the Trust continued to be awareness of areas where the target 
was not being met and ensuring action plans were in place to address the issues 
and this was discussed in the context of the kind of information the Committee 
would like to receive. It was felt that it was important to receive reporting on 
variances and work being undertaken to address them. The matter would be 
discussed with the Chair. 
 

 
 
 
 

KB 

18/6/22  This led to general discussion about the at a glance report; it was felt greater 
detail would be helpful where trends were going down and it was suggested that 
the report could be developed to incorporate clickable links that drilled down to 
explanatory notes or further information. The Director of P&OD undertook to 
take this way for consideration. It was also agreed to provide clarification in 
future reports on reporting lags that resulted in variances between the workforce 
and finance reports. 
 

 
 
 
 

KB 

18/6/23  Vacancies – There had been improvements in some areas with some worsening in 
others. The report detailed the budgeted establishment and vacancies by staff 
group. Offers had been made to 50 newly qualified nurses, this was an 
improvement on the previous year however the Trust was aware that candidates 
will have received multiple offers from Trusts and work was continuing to 
maintain regular contact with the perspective employees.  
 

 

18/6/24  The Committee was pleased to hear that funding for the Nepal programme had 
been approved and that two of the Trust’s senior clinicians had been awarded 
commendations by universities in the area.  The establishment of a new 
Integrated Care System workforce group was also reported which should ensure 
there was a more coordinated approach towards filling vacancies across the area. 
An update on consultant recruitment by speciality was provided.  
 

 

18/6/25  This fed into a general discussion around the need for a robust and transparent 
workforce strategy. The Committee understood that the Trust’s recruitment 
processes were undergoing review coupled with utilisation of the Quality 
Improvement and Innovation process, which NEDs would be interested to see. It 
was noted that the Workforce Strategy would be going to Board.  
 

 

18/6/26  Reflecting on vacancy rates in the Facilities & Estates department, Bev Marshall 
enquired about work to create apprenticeships for local young people. There was 
more work to do across the Trust but the Trust was already undertaking a wide 
range of activities in this area.  A Careers Fair was hosted at the Trust once a year 
and bi-annually students from local schools were invited in to the Trust to show 
them the wide variety of job and apprenticeship opportunities. It was noted that 
there was an apprenticeship day being held in the Education Centre the following 
week and in July the Board were due to receive a presentation on widening 
opportunities across the region for local residents.  
 

 

18/6/27  Agency Spend & Usage - The NHSI Model Hospital portal had now introduced a 
temporary staffing section which enabled comparisons with various peer groups 
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including the Trust’s ICS footprint and regional footprints. This benchmarking data 
compared temporary staff spend (split by bank and agency) across medical, 
nursing and non-medical non-clinical staff groups. In terms of spend the ICS 
footprint had a lower median value than the regional data; however the data for 
total spend and specifically medical spend indicated a higher reliance of 
temporary staff locally than the national position. An update on a recent meeting 
with NHSI to discuss issues identified was provided.  
 

18/6/28  The Committee reflected on the presentation of some of the graphs and 
questions were raised about what could be drawn from comparing the demand 
and spend graphs and this was discussed. There was more work to do on the 
report to provide greater clarity and this would be taken forward. Details of why 
spikes in demand did not always tally with levels of spend were provided. This led 
to discussion about utilisation of alternative workforce models, for example 
Advanced Nurse Practitioners. It was agreed to provide further information in 
future reports along with assurance on Grip & Control of agency spend.  
 

 
 
 
 
 

KB 

18/6/29  In response to a query from Bev Marshall about work to encourage agency nurses 
to work through the Trust’s Bank it was noted that the reasons given by nurses 
when asked why they worked through agencies often related to preferred shift 
patterns and the need for greater flexibility in terms of leave. There was more 
work to do to look at offering staff greater flexibility and some specific work was 
being undertaken to capture those staff who had been working for the Trust on 
agency for a long time and there were plans to engage with those individuals.  
 

 

18/6/30  The Committee discussed breaches of the agency cap; there was a robust system 
in terms of day to day usage of agency staff but there was more work to do in 
terms of the cost of agency staff and this was discussed. It was agreed to bring 
back an update on this to a future meeting. The Chair welcomed the report which 
was developing well. 
 

 

18/6/31  The Workforce Report was DISCUSSED and NOTED. 
 

 

 Finance Report 
 

 

18/6/32  The Director of Finance (DoF) presented to the Committee a paper which 
summarised performance in month 2. In month performance was a deficit of 
£1.9m, which was £402k adverse to budget. The cumulative position to the end of 
month 2 was £415k adverse to budget.  
 

 

18/6/33  Since the time of reporting, meetings had taken place with commissioners to 
reach alignment on income growth assumptions between the Trust’s financial 
plan and commissioner assumptions and contract values and there had been 
some progress to bring these closer to the Trust’s plans and details were 
provided. There was more work to do, one option was to work as close to 
contract as possible to ensure the Trust was paid for the work carried out.  
 

 

18/6/34  Work was ongoing to look at RTT and the Trust was working with general 
managers on more detailed capacity plans with significant work having been 
undertaken in orthopaedics. The Director of Finance and COO were discussing 
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how to move the work forward in those departments further behind in the 
process; some areas would receive additional support to complete this work as 
quickly as possible.  
 

18/6/35  Budget management – Care Group performance was being managed through the 
monthly accountability meetings; some care groups may be put in to special 
measures which would involve attending meetings with the Director of Finance 
and Deputy Director of Finance until issues were addressed.  
 

 

18/6/36  Capital expenditure was behind plan although this was not unexpected at this 
stage of the year. The Director of Finance noted there was a risk within the capital 
plan reminding the Committee that it was still unclear whether the £3m 
Sustainability and Transformation Funding received at the end of last year could 
be spent on capital works with the centre preferring this to be used to reduce 
borrowing; it was noted that there was a capital loan repayment due in year of 
£3.028m. The Trust awaited clarity on this.  
 

 

18/6/37  A further risk to capital plans was significant issues with the lifts at DRI which 
were not part of the capital plan. The capital expenditure required to replace 
them, should this ultimately be required, would be significant. A call was booked 
with NHSI to discuss the matter. The Director of Finance acknowledged patient 
safety issues associated with the lift issues; if the lifts could not be repaired the 
Trust would be left with no choice but to replace them. Bev Marshall noted that 
Governors had received a detailed update from the Director of Facilities & Estates 
on the matter which had been welcomed and he emphasised this was a key 
concern for Governors. It was noted that there was to be a full Board discussion 
on the matter at the next Board meeting.  
 

 

18/6/38  CIP – Delivery of CIP had been back loaded in the plan and significant savings 
were still required to be identified and delivered. Whilst work continued the gap 
in the plan was not being closed quickly enough. Attention was drawn to page 12 
of the report which detailed the status of work-up of the overall CIP programme. 
A table gave RAG ratings for each month in quarter one for each work stream. At 
the May meeting the status of the work-up of schemes was given as shown in the 
report, since that time further work had progressed. This had mainly seen the 
crystallisation of an element of the ‘amber’ CIPs.  The assessment as at 15th June 
was £6.16m ‘green’, £1.74m ‘amber’ and £5.80m, ‘red’.  
 

 

18/6/39  It was noted that the significant unidentified CIP of almost £6m had required 
management to step up efforts on grip and control. Executives had met twice so 
far to consider the unidentified CIP and work was underway to look at 
opportunities identified though the Model hospital portal, the Getting it Right 
First Time (GIRFT) programme and Patient-level Costing (PLICS). The Trust has had 
nine speciality based reports from the national GiRFT team and these provided a 
number of clinical improvement actions. A proportion of the actions would also 
improve efficiency and result in savings. The actions plans were to be reviewed by 
speciality and Care Group targets for implementation to be agreed. Executives 
were pushing for specialities to look at this and feedback was expected by the 
end of July so that work could start to progress this. Now that the new divisional 
structure had been agreed, the Committee re-emphasised its desire to see more 
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of the senior clinical leaders and to give them autonomy to come up with new 
ideas. 
 

18/6/40  The Committee considered CIP phasing issues noted in the report; it was key to 
achieve deadlines before the summer holiday period. Details of key issues within 
specialities were provided and discussed.  
 

 

18/6/41  There was further discussion about contract levels and whether the Trust’s 
income stream would be maintained. The Trust needed to be absolutely clear 
about the work required, where it sat and how it would be achieved.  Work on 
more detailed capacity plans would provide greater clarity.  
 

 

18/6/42  The Finance Report was DISCUSSED and the Committee NOTED the risks set out in 
the paper and that the in-month I&E position was a deficit of £1.9m, which was 
275k worse than plan and that elective income for month 2 had under-performed 
against plan in month by £275k  
 

 

 Site Capital Bid 
 

 

18/6/43  The Committee received the report which was provided for information. It shared 
details of the bids submitted to the ICS for the redevelopment of the Doncaster 
and Bassetlaw sites. The bid looked to move elective work to Bassetlaw, create 
A&E villages on both sites, take the Trust out of the Orthopaedic Block at 
Doncaster and redevelop the Women’s and Children’s at Doncaster. The capital 
total of all work was £137m. An overview of where people and services might be 
relocated was provided. The Committee considered the report noting that a 
formal business case would come through the Committee to Board at the 
relevant time. The Chair commended the work that had gone in to developing the 
bid in such a short timeframe.  The Director of Finance would pass this on to 
relevant staff.  
 

 

18/6/44  The ICS Capital Bid was NOTED.  

 ICS Control Total  
 

 

18/6/45  The Director of Finance presented the paper of Jeremy Cook, Director Of Finance 
South Yorkshire & Bassetlaw (SY&B) ICS. The paper recommended adoption of a 
system wide control total and the different options available to Boards within the 
ICS. It outlined three levels of ICS Control Total, and recommended that the 
lowest level was agreed. It pointed out the levels of risk within the system to 
delivery, in particular around other trusts’ financial risks. It was noted that the 
Executive Team (in consultation with the Chair) had provisionally accepted the 
recommendation in the paper ahead of a full Board discussion.  
 

 

18/6/46  The Director of Finance provided details of how the ICS Control Total would work 
and he reflected on the benefits and disadvantages of the proposal and he 
provided an update on the position of other ICS trusts. The Committee endorsed 
the approach proposed in relation to the ICS Financial Framework and 
recommended the report to Board. Bev Marshall highlighted some concerns 
around the governance and involvement of governors in the ICS and this was 
discussed; the Committee noted that this was a developing area, there was no 
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national frame work in terms of Governor involvement at this stage but the Trust 
Board Secretary noted that the Chair of the Board was championing the idea of 
an ICS Governor Forum for SY&B ICS and over 100 ICS Governors had attended 
the most recent governor event which demonstrated a strong appetite for this 
amongst governors.  
 

18/6/47  The Committee NOTED the paper which was RECOMMENDED to Board.  
 

 

 Business Case to NHSI – Wholly Owned Subsidiary (WOS) Advisors 
 

 

18/6/48  The Trust Board had agreed at their May 2018 meeting to progress work on 
developing a Wholly Owned Subsidiary (WOS) to the full business case stage. As 
part of this it was also agreed to employ the necessary professional advisors to 
support this work. An overview was provided of the procurement process for 
professional advisors. Details of the outcome of the tender process and revisions 
to the tender specification were provided. Under the regulatory framework there 
was a need for formal NHSI agreement to consultancy where the fee exceeded 
certain limits and as such a business case had been submitted to NHSI for 
approval. The business case was included in the report.  
 

 

18/6/49  The Business Case to NHSI was NOTED.  

 Reference Costs & PLICS  

18/6/50  The Committee received the report of the Director of Finance which gave an 
overview of the Trust’s processes for costing and reference cost submissions. It 
reminded the Committee of the output from last round and outlined the 
timetable for production and submission of the 2017/18 reference costs. 
 

 

18/6/51  It was noted that the reference costs report was usually approved by Board 
however the deadline for submission of the report was prior to the August Board 
date. Therefore the Director of Finance would take the most up to date version to 
Board to note the direction of travel and request delegated authority for the 
Committee to approve the final report and this was agreed.  
 

 
 

JS 

18/6/52  The Reference Costs and PLICs report was NOTED. 
 

 

 NHSI Feedback Letter 
 

 

18/6/53  The Committee received the report of the Director of Finance which drew 
attention to feedback received from NHSI on the Trust’s Annual Plan submission. 
The Director of Finance provided an overview of key feedback. The feedback 
pointed to a number of issues concerning the plan some of which were technical 
and some required a response which was being produced by the Director of 
Finance. It was he noted that the Trust had resubmitted the plan prior to the 
letter being issued and it was therefore unclear why some of the issues had been 
raised as they had now been addressed and this was discussed.  It was noted that 
the Trust would  be on fortnightly reporting due to its high level of CIPs and that 
the £3m capital funding had not been agreed in the plan requiring further follow 
up with NHSI.  
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18/6/54  The Committee considered the letter and acknowledged that executives were 
taking the opportunity offered by the letter to review and revise the plan to 
address some of the issues which are mainly of a technical nature and the 
Committee endorsed this course of action. 
 

 

18/6/55  The NHSI Feedback Letter was DISCUSSED and NOTED. 
 

 

 Corporate Risk Register and BAF Highlights  

18/6/56  The Trust Board Secretary updated the Committee on changes to the Board 
Assurance Framework (BAF) and Corporate Risk Register (CRR) since the last 
meeting of the Committee. A list of current risks and their alignment to the 
respective committees was provided for information.  
 

 

18/6/57  There had been no further changes to the risk register and BAF in June.  
 
Two further changes were also under consideration:  
 

 A new risk around Failure to mitigate impact on quality arising from Cost 
Improvement Programme.  

 Amend the existing CIP risk (F&P 3) to capture back-loaded element of the 
Programme. This followed a discussion at Board on 22 May 2018.  

 

 

18/6/58  The BAF and CRR had both been amended to include a quarterly tracker of 
progress. This followed a discussion at F&P in May 2018.  
 

 

18/6/59  It was noted that there had been significant issues with a number of the lifts at 
DRI. This was captured within the generic risk relating to ‘Failure to ensure that 
estates infrastructure is adequately maintained and upgraded in line with current 
legislation, standards and guidance’ which captured all estates issues. It was 
noted that executives were now considering separating out the risk relating to 
lifts. This was discussed and it was agreed to escalate the matter to the Quality & 
Effectiveness Committee which was due to meet later in the day.  
 

 
 
 
 

MK/PD 

18/6/60  The Committee discussed the wording of the CIP risk and it was agreed to amend this 

and to clarify the process for ensuring the risk was appropriately covered in the risk 
registers. 
 

MK 

18/6/61  The Corporate Risk Register and BAF Highlights were DISCUSSED and NOTED 
 

 

 Sub Committees  

18/6/62  Following were received for information and were NOTED: 
 

 Minutes of the Cash Committee meeting held on 5 April 2018 

 Effectiveness and Efficiency Committee ToRs 

 Capital Monitoring Group ToRs 

 Minutes of the Capital Monitoring Group Meeting held on 20 April 2018. 
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 Minutes of the meeting held on 24 April 2018 
 

 

18/6/63  The minutes of the meeting held on 24 April 2018 were APPROVED as a correct 
record. 
  

 

 Items for escalation to the Board of Directors  
 

 

18/6/64  None  
  

 

 Time and date of next meeting:   

 Date:     23 July 2018 
Time:     9:15am 
Venue:  Boardroom, DRI  

 

 
 
 
Signed: ……………………………………………..   …………………………………. 
  Neil Rhodes      Date 
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Minutes of the Meeting of the Management Board 
of 

Doncaster and Bassetlaw Teaching Hospitals NHS Foundation Trust  
on 

Monday 11 June 2018 at 2:00pm  
in the Boardroom, DRI 

 
Present:  
David Purdue (Chair) Deputy Chief Executive & Chief Operating Officer 
Andrew Barker Care Group Director – Diagnostic & Pharmacy  
Karen Barnard Director of People & Organisational Development 
Antonia Durham Hall  Care Group Director – Surgical 
Eki Emovon Care Group Director - Children and Families 
Nick Mallaband Care Group Director – Emergency Care Group 
Simon Marsh Chief Information Officer 
Tim Noble Associate Medical Director 
Gillian Payne Care Group Director – Speciality Services 
Willy Pillay Deputy Medical Director 
Marie Purdue Director of Strategy & Improvement 
Jochen Seidel Acting Care Group Director – Surgical 
Sewa Singh Medical Director 
  
In attendance:  
Rick Dickinson Deputy Director of Nursing Midwifery & Quality 
Matthew Kane Trust Board Secretary  
Angie Lawson  Head of Programme Management Office (PMO) 
Linn Phipps Non-executive Director (part) 
David Pratt Director of Efficiency (for Jon Sargeant) 
Neil Rhodes  Non-executive Director (part) 
Kath Smart Non-executive Director (part) 
Kate Sullivan Corporate Governance Officer 
Howard Timms Deputy Director of Facilities & Estates (for Kirsty Edmondson Jones) 
  
Apologies:  
Kirsty Edmondson-Jones Director of Estates & Facilities 
Thrinath Kumar Care Group Director – MSK & Frailty  
Richard Parker Chief Executive  
Jon Sargeant Director of Finance 
  
  Action 

 Apologies 
 

 

MB/6/18/1  Apologies as recorded above were noted. The Deputy Chief Executive 
welcomed Non-executive Directors Linn Phipps, Kath Smart and Neil Rhodes 
to the meeting. They had been invited to attend by the Chief Executive to 
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observe the presentations on the current CIP Position and ICS Capital 
Proposals; introductions were made around the table. 
 

MB/6/18/2  The minutes of Management Board on 14 May 2018 were approved as an 
accurate record subject to the following amendment: 
 
MB/5/18/15 – ‘taken up by people from the ICS Trusts’ to be amended to 
‘taken up by people from STH’ 
 

 

 Matters arising and action notes  
 

 

MB/6/18/3  The action log was reviewed and updated.  
 

 

 CORPORATE ISSUES  

  2018 / 19 Savings and Financial Position  

MB/6/18/4  Management Board received a presentation from the Director of Efficiency 
on the Trusts 2018/19 savings and financial position. The presentation had 
been included in the meeting papers and it provided a detailed overview of 
the cost improvement programme position and opportunities including 
Model Hospital, the NHSI Cost Improvement Plan Development Self-
Assessment Checklist and Getting it Right First Time (GiRFT); further details of 
these opportunities, including Model Hospital opportunities at the Trust by 
speciality, were included as appendices to the report.  
 

 

MB/6/18/5  The Trusts Control Total was a £6.615m deficit; To achieve this Cost 
Improvement Plans (CIP) of £17.8m needed to be achieved. There was 
currently a working total of £13.7m of CIP schemes including £4.8m of high 
risk schemes and an illustration of the RAG ratings for each scheme was 
provided. It was noted that £4.1m of CIP was as yet unidentified. The £17.8m 
total could only be achieved by achieving the identified schemes and by 
identifying new ones.  

 

MB/6/18/6  Model Hospital – The Director of Efficiency encouraged Management Board 
to familiarise themselves with the Model Hospital website which was 
available to everyone with an nhs.net log-in. He explained how the Model 
Hospital had come about through the Carter Review and he provided details 
of Weighted Activity Unit (WAU) principle used to compare organisations 
performance in a range of areas. It was noted that a WAU was the amount of 
activity equivalent to a value of £3,500, the Trusts headline costs per WAU 
was £3,343, this was better that the median £3,390 however when drilled 
down the Trusts WAU was greater than the median in some areas and these 
were detailed in the report. 
 

 

MB/6/18/7  Management Board considered the areas of greatest variance to the cost per 
WAU median and this was discussed; Concern was raised that the Trusts cost 

 



 

3 
 

per WAU was not comparable in all areas as some trusts were including 
different information due to, amongst other things, differences in how staff 
were identified on ESR and examples of this were given, some data was 
historical, not all trusts operated from multiple sites and not all trusts 
provided 7 days services in the same specialities. It was also noted that in 
terms of how the Trust compared with regard to the cost of medical staffing 
the Model Hospital data contradicted the Hospital Services Review work. This 
was discussed in detail.  
 

MB/6/18/8  General concern was expressed by Care Group Directors (CGDs) about the 
reliability of the data behind Model Hospital in terms of making decisions 
with the aim of achieving below the median cost per WAU in all areas and 
they felt that other interdependencies needed to be considered. Following a 
wide ranging and in depth discussion the Deputy Chief Executive 
acknowledged the concerns; Model Hospital was not an exact science but 
data quality had improved and over time it would improve further. Model 
Hospital did highlight areas of potential opportunity and it was key that these 
were explored; if investigations showed that variances were attributable to 
factors that did not represent opportunities that would be discussed at the 
time. 
 

 

MB/6/18/9  Getting it Right First Time (GiRFT) – This was a national programme which 
aimed to help to improve the quality of care by reducing unwarranted 
variations, bringing efficiencies and improving patient outcomes. The 
programme aimed to save around £1.4bn nationally per year by 2020/21. To 
date 9 specialities had been reviewed at the Trust and following this action 
plans were to be agreed and implemented (these were provided in Appendix 
3). On the ground, delivery had been inconsistent and a new process was to 
be established, to remain under the oversight of the Medical Director, with 
clinical leadership to include a robust systematic way of reviewing all the 
existing reports, driving action plans, monitoring implementation and 
delivering benefits. Some examples from the reviews to date were provided. 
It was noted that it may be appropriate to search out early opportunities for 
specialties not yet reviewed via the GiRFT website.  
 

 

MB/6/18/10  As well as GiRFT, Model Hospital and the NHSI Checklist the Director of 
Efficiency highlighted other areas of opportunity including capacity planning 
v additional sessions, outsourcing and premium staff costs, further Job 
planning, e-roster, all estates costs to be at or below benchmark and 
corporate directorate costs to be at or below benchmark together with the 
LEAN Programme, further partnership work and strategic change schemes.  
 

 

MB/6/18/11  Actions – It was key to achieve as much of the original £13.7m savings 
schemes as possible and these would be taken though the Efficiency & 
Effectiveness Committee. There needed to be a focussed effort to complete 
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the work-ups of the amber and red schemes.  Relevant directors would take 
forward the NHSI Checklist work within existing CIP work streams. GiRFT 
would be set up as a new work stream and a division based review would be 
undertaken.  
 

MB/6/18/12  Neil Rhodes, Chair of the Finance & Performance (F&P) Committee 
commented that the F&P Committee was continually seeking assurance that 
savings plans were in place and being delivered; in the context of the 
concerns raised about the reliability of some of the data upon which some of 
the savings plans may be based, and any potential risk this represented in 
terms of delivering savings, he sought assurance from Management Board 
that plans could in fact be delivered and this was discussed. Confidence was 
high in terms of the GiRFT work undertaken so far. In terms of Model 
Hospital, some of the data did need to be challenged but it had provided the 
Trust with areas to look at for further opportunities and these would be 
explored in more depth.  
 

 

MB/6/18/13  The 2018 / 19 Savings and Financial Position was DISCUSSED and NOTED 
 

 

 ICS Capital Proposals   

MB/6/18/14  Howard Timms provided an update on work that had been undertaken over 
recent weeks on a high level capital bid for the Trust to support ICS 
objectives. The bid, for £130m, included a new emergency village at DRI, 
upgraded emergency care services at Bassetlaw Hospital, an upgrade to the 
Women & Children block at DRI and a consolidation of theatre capacity at 
DRI. The Trusts high level back log maintenance had been considered as part 
of the bid. The Trust was also looking to work with DMBC around possible 
joint ventures. If the bid was successful it would mean significant changes for 
the Trust; the bid was strongly supported by the ICS. Further details of the 
bid process were provided.  
 

 

MB/6/18/15  Some workshops were to be set up from the following week. In response to a 
query from Jochen Seidel about the level of clinical engagement it was noted 
that Divisional Directors and Assistant Divisional Directors would be included 
on the circulation lists.   
 

 

MB/6/18/16  Management Board discussed the bid process and details of how DMBC 
might support the Trust with the bid, and at which point this would be 
decided, were provided. It was noted that over 22 bids of £130 or more had 
been submitted nationally and that only 4 would be accepted. It was noted 
that the bid had been discussed with local MPs and some of their feedback 
was shared. 
 

 

MB/6/18/17  The ICS Capital Proposals Update was NOTED 
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 Strategy Update and NHSI QI Programme  

MB/6/18/18  Management Board received a presentation from the Director of Strategy & 
Improvement which provided a detailed update on strategic delivery at the 
Trust and included updates on: 
 

• DBTH Strategic Direction & Enabling Strategies 
• Doncaster Place Plan 
• Bassetlaw Place Plan  
• Hospital Services Review 
• Partnership Work – bilateral 
• ICS 
• NHSI Improvement Programme 
• Key Influences 
• DBTH Next Steps 
• How Trusts were creating their own Qii systems  

 
The presentation would be shared outside of the meeting. 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
MP 

MB/6/18/19  Some slides on ‘Organisational Change’ were included from a presentation 
which had been delivered that a recent NHSI Conference. The Director of 
Strategy & Improvement and the Deputy Chief Executive had both attended 
the conference, the presentation on organisational change and the 
leadership model had been particularly interesting; they had both found the 
conference to be inspirational and they shared some examples of learning in 
terms of staff engagement leading to better improvements; the NHSI slides 
would be shared outside of the meeting.  
 

 
 
 
 

MP 

MB/6/18/20  The Strategy Update and NHSI QI Programme were NOTED 
 

 

 Care Group Management Structure  

MB/6/18/21  At previous meetings Management Board had considered updates from the 
Chief Executive and Deputy Chief Executive on the proposed Care Group 
restructure. It had previously been reported that appointments to the four 
Divisional Director posts had been made. All those in post within the existing 
care group structures, including Assistant Care Group Directors, Heads of 
Service, Speciality Leads and Governance Leads, had all been written to 
thanking them for their hard work and advising them there would be changes 
to their roles. Adverts would now be put out; the Deputy Chief Executive 
clarified which roles would be advertised internally and which would be 
advertised externally and also the interview dates for some of the roles. 
 

 

MB/6/18/22  Willy Pillay commented that it was important for there to be a high level of 
transparency in terms of the divisional structures; it was agreed to circulate 
the divisional structures as soon as they had been finalised.  

 
KB 
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MB/6/18/23  Management Board discussed the restructure in terms hierarchy and lines of 

reporting within and across divisional structures, whether costs saving would 
be achieved through the restructure and in terms of the impact on the 
structure of Management Board and this was discussed; meeting structures, 
including that of Management Board would be brought to the next meeting.  
 

 
 

DP 

MB/6/18/24  The Care Group Structure was DISCUSSED and NOTED.  
 

 

 Finance Report 
 

 

MB/6/18/25  Management Board received the Finance Report for April 2018.   
 

 

MB/6/18/26  The Director of Efficiency presented the report of the Director of Finance 
(DoF) which summarised performance in month 1. Management Board noted 
the reported in-month income & expenditure (I&E) position of a deficit of 
£2.9m, which was slightly favourable to plan by £10k.  
 

 

MB/6/18/27  Whilst the position was on plan at month 1, there were still significant risks 
to delivery of the forecast and the financial control total, including; Delivery 
of CIP which had been back loaded in the plan and significant savings were 
still required to be identified and delivered, there was still a significant 
variance on income growth assumptions of £3.5m between the Trust’s 
financial plan and commissioner assumptions and contract values, also the 
financial plan assumed £2m of Commissioner QIPP plans were not delivered. 
Control of agency spend, especially in medical, was also a key risk.  
 

 

MB/6/18/28  There was discussion about the Trusts control total in the context of the ICS 
and Management Board reflected on previous discussions relating to this. It 
was noted that all trusts in the ICS had now signed up to the control total and 
the Deputy Chief Executive provided details of this; the ICS Financial 
Framework was to be taken to Board in June for approval.  
 

 

MB/6/18/29  The Finance Report was NOTED. 
 

 

 Corporate Risk Register 
 

 

MB/6/18/30  Management Board considered a report of the Trust Board Secretary which 
set out for consideration the Board Assurance Framework (BAF) and 
Corporate Risk Register (CRR). 
 

 

MB/6/18/31  Meetings had taken place with Executives to review the BAF & CRR and it had 
been proposed to remove 1 risk and add 3 new risks to the BAF one of which 
was high level. These were detailed in the executive summary on pages 1 to 2 
of the report and the Trust Board Secretary provided an overview of the 3 
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new risks and changes in rating to 5 other risks. 
 
In response to a query from Jochen Seidel about the reasons for the 
escalation of the risk rating to the risk relating to ‘Failure to engage and 
communicate with staff and representatives in relation to immediate 
challenges and strategic development’ to ‘Extreme’, the Director of People & 
Organisational Development explained that had been due to specific issues 
relating to relationships with Staff Side & Unions with regard to national 
issues/pressures.  
 

MB/6/18/32  Management Board considered the changes to risk ratings which were 
APPROVED. 
 

 

MB/6/18/33  At the previous meeting Management Board had been advised of three 
extreme risks, detailed on pages 2 to 3 of the report that had been escalated 
up via Datix. All these risks had been referred back to Care Group Directors 
(CGDs) to review the soundness of the ratings and it was agreed for an 
update to be provided at the meeting to decide whether they should sit on 
the corporate risk register.  
 
Ambulances Transfers BDGH to DRI (Rated L3 x I5 = 15) 
This related to ambulance crew when requested for emergency transfer of 
patients from Bassetlaw to Doncaster not having a paramedic crew, but a 
caring crew.  This posed a risk if there was no appropriate escort to take the 
patient to Doncaster. Guidance had now been issued and would be 
circulated. 
 
CPAP machines (Rated L4 I5 = 20) 
The risk had previously been considered by Management Board and had 
been lower over winter because the Trust was able to loan some machines.  
These had since been taken away and therefore the risk had been returned 
to MB. It was confirmed that new CPAP machines had now been purchased 
and that the risk should therefore be de-escalated. 
 
Access to fracture clinic urgent appointments BDGH (Rated L4 x I4 = 16) 
The risk had not been accurately expressed as it was a wider issue than that 
described. It had been agreed to review the risk and Thrinath Kumar would 
discuss the outcome of this with the Trust Board Secretary. 
 

 
 
 
 
 
 
 
 
 
 

DP 
 
 
 
 
 
 
 
 
 
 
 

TK/MK 

MB/6/18/34  The report on the Corporate Risk Register and BAF was NOTED.  
 

 

 Business Continuity Strategy & Policy  
 
The document had been subject to a full revision resulting in a simplified, 
shorter version. Notable changes from the prior version were listed on page 
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2. The document had been taken to the Business Resilience Steering Group 
on 17 May 2018 and agreed for submission to Management Board for 
approval.  
 
It was noted that the document would need to be revised further to reflect 
the new Divisions and this was noted.  Willy Pillay raised concerns about the 
level of general awareness of the policy across the organisation at ground 
level and whether staff actually knew about the incident cards and this was 
discussed. Rehearsals were taking place for example for interrupted power 
supply. It was agreed to put out a staff communication to raise general 
awareness. The Trust Board Secretary advised that general awareness would 
be picked up as part of the work of Internal Audit.  
 

 
 
 
 
 
 
 
 
 
 

JR/Comms  

MB/6/18/35  The Business Continuity Strategy & Policy was APPROVED subject to the 
changes NOTED. 
 

 

MB/6/18/36  Hazardous Materials (HAZMAT) and Chemical Biological Radiological 
Nuclear and Explosives (CBRNe) PLAN 
 
The document has been subject to a review, notable changes from the prior 
version were listed on page 3. It was noted that the document would need to 
be revised further to reflect the new Divisions and this was NOTED 
 

 
 
 
 

JR 

MB/6/18/37  The HAZMAT and CBRNe Plan were APPROVED subject to the change NOTED. 
 

 

MB/6/18/38  Replacement Consultants 
 
The following proposal for a replacement consultant was presented for 
consideration:  
 
Replacement Consultant Obstetrician and Gynaecologist  
The case was APPROVED subject to the PA time being approved by the 
Medical Directors office.  
 

 

 KEY ISSUES FOR CARE GROUPS 
 

 

MB/6/18/39  Emergency Department Escalation Plan  
The escalation plan was intended to be used in conjunction with a number of 
other policies and procedures including the Standard Operating Procedure for 
the EPIC/NIC Role and there was still work to do on how ED communicated with 
this role and across departments. The document was welcomed but some 
concerns were raised including the point at which certain decisions would be 
taken, for example when to consider not having any more teaching sessions and 
how crowding status was determined. It was important to ensure reasons for 

deviation from the plan were documented.  It was agreed to implement the 
escalation plan, to document reasons for deviation, and to review how it was 

 
 
 
 

CGDs 
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working in 2 months.  
 
Combining On call rotas for General Medicine 
Nick Mallaband tabled a proposal. This was discussed and some concerns 
were raised. After further discussion it was agreed for CGDs to take this away 
for further consideration with their teams and feedback at the next meeting. 
 

 
CGDs 

MB/6/18/40  The following information items were NOTED: 
 

 Business Intelligence Report as at 30 April 2018 

 Chief Executive’s Report 

 Minutes of the Elective Care Steering Group meeting held on 19 March  
2018 
 

 
 
 
 
 
 
 

 Any Other Business  

MB/6/18/41  New Non-Executive Directors (NEDs) - Following a recent recruitment 
exercise two new NEDs had been appointed. It was noted that the Chair of 
the Board was keen for the Board to work more closely with Divisional 
Directors. 
 
NHS Agenda for Change pay deal - The proposed pay deal had now been 
agreed by Unions and would come in to effect from July back dated to April 
2018.  
 
Lifts – There had been significant issues with the lifts in East Ward Block. The 
Estates & Facilities directorate was doing everything possible to rectify the 
situation. More replacement parts were arriving the next day and specialist 
engineers were currently working on the lifts.  
 
Presentation/Video Conferencing Equipment - New equipment was being 
installed in the South Block MDT Room and work would commence at 
Bassetlaw in a few weeks. It was agreed to clarify the situation regarding 
licences for video conferencing.  
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

SM 

 Items for escalation from sub-committees  
 

MB/6/18/42  None. 
 

 

 Date and time of next meeting 
 

 

MB/6/18/43  The next meeting of Management Board would take place 16 July 2018 at 
2pm in the Boardroom. 
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As at 22 June 2018 

Board of Directors Agenda Calendar 
 

STANDING ITEMS 
OTHER / AD HOC ITEMS 

MONTHLY QUARTERLY BIANNUAL / ANNUAL 

AUGUST 2018 

CE Report QEC minutes  Annual Security Report  Health and Wellbeing 

Business Intelligence Report ANCR Minutes Infection Control Annual Report Missed Appointments 

MB Minutes Executive Team Objectives Risk Policy  

Finance & Performance 
Minutes 

   

Finance Report 
 

   

Chairs’ Assurance Logs    

Bed Plan    

    

SEPTEMBER 2018    

CE Report    

Business Intelligence Report    

MB Minutes    

Finance & Performance 
Minutes 

   

Finance Report    

Chairs’ Assurance Logs    

    

    

OCTOBER 2018    

CE Report ANCR minutes  Charitable Funds minutes  

Business Intelligence Report Executive Team’s Objectives  Fred & Ann Green Legacy minutes  

MB Minutes    

Finance & Performance 
Minutes 

   

Finance Report    

Chairs’ Assurance Logs    
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As at 22 June 2018 

NOVEMBER 2018    

CE Report QEC minutes  Annual Compliance against the National Core 
Standards for Emergency Preparedness, 
Resilience and Response (EPRR) 

 

Business Intelligence Report Board Assurance Framework & corporate 
risk register Q2 

  

MB Minutes Estates Quarterly Performance   

Finance & Performance 
Minutes 

   

Finance Report    

Chairs’ Assurance Logs    

    

    

DECEMBER 2018     

CE Report Report from the Chair of the ANCR 
committee (Verbal) 

  

Business Intelligence Report    

MB Minutes    

Finance & Performance 
Minutes 

   

Finance Report    

Chairs’ Assurance Logs    

    

    

JANUARY 2019    

CE Report ANCR minutes (16.12.16) Budget Setting / Business Planning / Annual 
Plan 

Constitution 

Business Intelligence Report Executive Team’s Objectives  SOs, SFI, Scheme of Delegation CT/HASU (part 2) 

MB Minutes Complaints, Compliments, Concerns and 
Comments Report 

 Joint working 

Finance & Performance 
Minutes 

  External reviews policy 

Finance Report    

Chairs’ Assurance Logs    
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As at 22 June 2018 

FEBRUARY 2019    

CE Report QEC Minutes  Budget Setting / Business Planning / Annual 
Plan 

Finance Strategy 

Business Intelligence Report Board Assurance Framework & corporate 
risk register Q3 

  

MB Minutes    

HWB Decision Summary    

Finance & Performance 
Minutes 

   

Finance Report    

Chairs’ Assurance Logs    

    

MARCH 2019    

CE Report  Budget Setting / Business Planning / Draft 
Annual Plan 

 

Business Intelligence Report    

MB Minutes    

HWB Decision Summary    

Finance & Performance 
Minutes 

   

Finance Report    

Chairs’ Assurance Logs    

    

    

APRIL 2019    

CE Report ANCR minutes  Draft Annual Report Mandatory training update 

Business Intelligence Report Executive Team’s Objectives  Draft Quality Account  

MB Minutes Estates Annual Report Staff Survey  

HWB Decision Summary Board Assurance Framework & corporate 
risk register Q4 (inc. annual assurance 
summary) 

  

Finance & Performance 
Minutes 

   

Finance Report    

Chairs’ Assurance Logs    
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As at 22 June 2018 

MAY 2019    

CE Report QEC Minutes Annual Report  

Business Intelligence Report  Quality Account  

MB Minutes  Annual accounts  

HWB Decision Summary  ISA260 and quality account assurance  

Finance & Performance 
Minutes 

 Charitable Funds minutes  

Finance Report  Mixed Sex Accommodation   

Chairs’ Assurance Logs    

    

    

JUNE 2019    

CE Report    

Business Intelligence Report    

MB Minutes    

Finance & Performance 
Minutes 

   

Finance Report    

Chairs’ Assurance Logs    

    

JULY 2019    

CE Report ANCR Minutes ANCR Annual Report  

Business Intelligence Report Estates Quarterly Performance   

MB Minutes Board Assurance Framework   

Finance & Performance 
Minutes 

   

Finance Report 
 

   

Chairs’ Assurance Logs    
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Minutes of the meeting of the Board of Directors 

Held on Tuesday 26 June 2018 

In the Boardroom, Doncaster Royal Infirmary 

 
Present: Suzy Brain England OBE Chair of the Board 
 Karen Barnard 

Pat Drake 
Director of People and Organisational Development 
Non-executive Director 

 Moira Hardy Director of Nursing, Midwifery and Allied Health  
Professionals 

 Richard Parker Chief Executive 
 Linn Phipps Non-executive Director  
 David Purdue Chief Operating Officer  
 Jon Sargeant 

Philippe Serna 
Director of Finance 
Non-executive Director 

 Sewa Singh 
Kath Smart 

Medical Director 
Non-executive Director 

   
In attendance: Kirsty Edmondson-Jones Director of Estates and Facilities 
 Matthew Kane 

Simon Marsh 
Trust Board Secretary 
Chief Information Officer 

 Adam Tingle 
Peter Abell 
Clive Tattley 
Liz Staveley-Churton 
Claire Stewart 
Doug Wright 

Acting Head of Communications and Engagement 
Governor 
Governor 
Governor 
Head of Financial Accounting 
Public 

 
 
   

ACTION 
 Welcome and apologies for absence  

18/6/1  Apologies were presented on behalf of Neil Rhodes, Non-executive 
Director, and Marie Purdue, Director of Strategy and Transformation. 

 

   
 Declarations of Interest  

18/6/2  No interests were declared. 
 

 

 Actions from the previous minutes  

18/6/3  The list of actions from previous meetings was noted and updated. 
 

 

18/6/4  18/5/63 – In addition to the names of divisional directors, which had been 
supplied, non-executive directors were also keen to understand the 
services under each of the new divisions.  This would be supplied in due 
course once final appointments had been made. 
 

 
 

DP 

 Presentation slot – Hospital Services Review  
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18/6/5  The Board considered a presentation from Alexandra Norrish of the South 
Yorkshire and Bassetlaw Integrated Care System (ICS), which set out 
current progress on the Hospital Services Review.  
 

 

18/6/6  The objective of the Hospital Services Review was to identify ways in 
which the acute hospitals in South Yorkshire and Bassetlaw, Mid Yorkshire 
and North Derbyshire, could be put on a sustainable footing, in the face of 
the following significant challenges: 
 

 An ageing population; 

 Increasing demand; 

 Available  workforce; 

 Changing needs of people; 

 Changing types of healthcare. 
 

 

18/6/7  The Review focused on some of the most challenged services: 
 

 Urgent and Emergency Care 

 Maternity 

 Care of the Acutely Ill Child 

 Gastroenterology and Endoscopy  

 Stroke 
 

 

18/6/8  These services had been discussed with staff, clinicians and the public who 
had identified their three key issues: workforce; clinical variation and 
innovation.  In developing solutions to these three issues, the following 
key principles were identified: 
 

 There would continue to be a hospital in every Place: no District 
General Hospitals (DGH) would close; 
 

 Most patients would receive most of their hospital-based care at 
their local DGH; 

 

 The review did not anticipate any redundancies, although some 
staff might have to work differently. 

 

 

18/6/9  The Review identified that trusts needed to work more collaboratively and 
consider solutions, which involved service reconfiguration.  Shared 
working would be led by what were known as “hosted networks” with the 
lead for each service assumed by one of the hospitals.  Details of the 
options and recommendations for each of the five services were provided.  
 

 

18/6/10  Views were sought from partners by 12 July and ideas were also sought 
about how to strengthen the public engagement role of the ICS further 
down the timeline. 
 

 

18/6/11  Further to a question from Pat Drake, the Board was advised that Health 
Education England had delegated some resource to the review and some 
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staff had been formally seconded to work on the programme.  The 
Director of People and Organisational Development updated the Board on 
work being undertaken through the regional excellence centre and HR 
directors group. 
 

18/6/12  In response to a question from Linn Phipps regarding the extent of public 
engagement and to what extent the review had been guided by the 
principle of co-production, the Board was advised of the work that had 
been undertaken with the local overview and scrutiny committees and 
with the youth forums in North Derbyshire and at Sheffield Children’s 
Hospital. 
 

 

18/6/13  Ms Norrish reinforced that the status quo was not an option. 
 

 

18/6/14  The Board of Directors:  
 

(1) NOTED the presentation on the Hospital Services Review. 
 

(2) DELEGATED power to the Deputy Chief Executive and Chief 
Operating Officer to agree an initial response to the proposals on 
behalf of the Trust. 

 

 
 
 
 

DP 

 Corporate Objectives 2018/19  
   

18/6/15  The Board considered a report of the Chief Executive that set out the 
Executive Team’s corporate objectives for 2018/19 together with the 
proposed process, which would include quarterly reports via Board. 

 

   
18/6/16  The following additions were considered for inclusion: 

 

 Quality and timeliness of charitable funds accounts (Director of 
Finance). 
 

 Quality of financial reporting as evidenced through the ISA 260 
(Director of Finance). 
 

 Completion of workforce strategy (Director of People and 
Organisational Development). 
 

 Focus on patient safety (Medical Director/Director of Nursing, 
Midwifery and Allied Health Professionals). 

 

 

18/6/17  With the changes outlined above, the Executive and Corporate Directors’ 
objectives and monitoring process for 2018/ 2019 were APPROVED. 
 

 

 Committee membership  
 

18/6/18  The Board of Directors APPROVED the membership of committees 
appended to these minutes. 
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Review of Charitable Funds Policy 
 

 

 

18/6/19  The Board considered a report of the Director of Finance and Trust Board 
Secretary that sought approval of amendments to the Charitable Funds 
Policy as part of a 12-month review of the document. 
 

 

18/6/20  The changes were considered by the Charitable Funds Committee in May 
and recommended to the Board with one minor amendment.   
 

 

18/6/21  The Board APPROVED the amended Charitable Funds Policy. 
 
Emergency Planning – Major Incident Plan 
 

 

18/6/22  The Board considered a report of the Deputy Chief Executive and Chief 
Operating Officer, which sought approval for a revised Major Incident 
Plan.  Changes to the document were set out on page 2 of the appendix.   
 

 

18/6/23  Further to a question from Linn Phipps, it was agreed to include further 
detail about the learning the Trust had found through testing the plans 
and learning from other major incidents such as the Manchester Arena 
bombing and the Grenfell Tower tragedy.  Board was advised that Neil 
Rhodes had taken part in the most recent testing of Trust plans but this 
opportunity was open to any non-executive director. 
 

 

18/6/24  In response to a question from Linn Phipps about system wide capacity to 
deal with a catastrophic major incident, the Board were advised that, 
while there was mutual support from other trusts, NHS England would 
ultimately take control of such a situation. 
 

 

18/6/25  Further to a question from Pat Drake, the Board were advised that 
instructions on advising non-executives were given on the emergency 
action cards.  It was confirmed that all relevant staff were trained. 
 

 

18/6/26  Subject to the inclusion of learning covered above, the revised Major 
Incident Plan was APPROVED. 
 
Chairs Assurance Logs for Board Committees held 21 June 2018 
 

 

18/6/27  The Board considered a report of the chairs of Finance and Performance 
Committee and Quality and Effectiveness Committee following their 
meetings on 21 June 2018.  Pat Drake presented the Finance and 
Performance Committee report on behalf of Neil Rhodes. 
 

 

18/6/28  The Finance and Performance Committee reported that unidentified 
effectiveness and efficiency plans currently stood at £5.8m and were of 
concern.   
 

 

18/6/29  Board NOTED the updates.  
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Strategy and Transformation Update 
 

18/6/30  The Board considered a report of the Director of Strategy and 
Transformation which highlighted the governance arrangements for 
monitoring and reporting the implementation of the Trust’s Strategic 
Direction 2017 – 2022 together with the proposed timetable.  In the 
Director of Strategy and Transformation’s absence, the Chief Executive took 
the paper and answered questions. 

 

   
18/6/31  Included within the pack were details of the deep dives due to be taken at 

Management Board and board committees.  The Board felt that greater 
clarity was required around which deep dive areas each committee would 
be undertaking.  Some of the titles of strategies had changed and needed 
correcting. 
 

 
MP 

18/6/32  Linn Phipps reinforced the need to consider outcomes as well as milestones 
in strategy development. 
 

 

18/6/33  The Strategy and Transformation Update was NOTED. 
 

 

 Finance Report – May 2018 
 

 

18/6/34  The Board considered a report of the Director of Finance that set out the 
Trust’s financial position at month 2, which highlighted an adverse variance 
against budget in month of £402k. The cumulative position to the end of 
month 2 was a £4.75m deficit, which was £415k adverse to budget. 

 

   
18/6/35  Key risks to the plan remained around the following: 

 

 Delivery of effectiveness and efficiency plans which had been back 
loaded in the plan and significant savings were still required to be 
identified and delivered. Whilst work continued the gap in the plan 
was not being closed quickly enough. 
 

 There was still a significant variance on income growth assumptions 
of £3.5m between the Trust’s financial plan and commissioner 
assumptions and contract values. 
 

 Currently the Trust assumptions seemed close to actual activity 
levels although the Trust was slightly behind plan. The financial plan 
assumed £2m of Commissioner QIPP plans were not delivered. 



 Control of agency spend, especially in medical areas, needed 
further work, as did the amounts being paid to agency staff (the 
Trust has concentrated on lowering hours used). 
 

 The capital plan assumed the Trust was able to use £3m of previous 
years Sustainability and Transformation funding to fund the capital 
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programme, however this had not been signed off by NHS 
Improvement and was currently being queried within the plan 
return. 

 
18/6/36  Meetings were ongoing to close the amount of unidentified savings that 

currently stood at £4.1m.  A further £5.8m was identified as at risk.   
 

 

18/6/37  Kath smart reflected on her recent attendance at Management Board and 
felt that there was a difference in thinking in some areas between 
executives and care group leaders and Management Board may need 
time/support to assist with the changes.  The Board was advised that the 
Model Hospital data presented to Management Board was part of a gradual 
journey to enable the new clinical divisions to take ownership for the 
solutions.  As part of this, a clinical champion for the Getting It Right First 
Time (GIRFT)/ Model Hospital and Patient Level Costings programmes  
would be appointed. 
 

 

18/6/38  In spite of the large amount of unidentified effectiveness and efficiency 
plans, the Director of Finance reflected on the difference in terms of ‘on 
track’ plans between the current year and the last.   
 

 

18/6/39  The report also sought delegated powers for the Director of Finance to sign 
off the Trust’s Estates Return Information Collection (ERIC) return for the 
current year.  ERIC collected information relating to the costs of providing, 
maintaining and servicing the NHS estate used in the delivery of patient 
care. This included the costs of providing certain patient-focused services 
such as food, laundry and cleaning. In addition, the collection included a 
number of non-financial aspects of the operation of buildings, such as 
information relating to fire safety and an organisation’s progress in meeting 
carbon reduction targets. 
 

 

18/6/40  The Board: 
 

(1) NOTED that: 
 

 Elective income for month 2 had under-performed against plan in 
month by £275k; 
 

 The in-month I&E position was a deficit of £1.9m, which was 
adverse to plan by £402k; 

 

 The risks set out in the paper. 
 

(2) DELEGATED powers are given to the Director of Finance to approve 
the 2017/18 ERIC Submission. 

 
 

 

18/6/41  The meeting adjourned at 10.25am and reconvened at 10.35am. 
 

 

 Performance Report as at 31 May 2018  
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18/6/42  The Board considered a report of the Chief Operating Officer, Medical 

Director, Director of Nursing, Midwifery and Allied Health Professionals and 
Director of People and Organisational Development that set out 
operational and workforce performance in month 2, 2017/18. 
 

 

18/6/43  Performance against key metrics included: 
 

 4-hour access - In May the Trust achieved 94.6% against the 95% 

standard (95.1% including alternative pathways). With increased 

attendances, this had been a particularly positive achievement. 

 

 RTT – In May, the Trust performed below the standard of 92% 

achieving 90.1%, a better performance than the previous month 

and in line with the requirements set out in the contract.  

 

 Cancer targets – The 62 day performance achieved the 85% 

standard, coming in at 86.1%. 

 

 HSMR – The Trust's rolling 12 month HSMR remained better than 

expected at 84.52. 

 

 C.Diff – Just one case was recorded in month.  

 

 Nursing Workforce - The Trust’s overall planned versus actual hours 

worked in May was 100%. 

 

 Appraisal rate – The Trust’s appraisal completion rate had seen an 

increase to 69.10%;  

 

 SET training – There was an increase in compliance with Statutory 

and Essential Training (SET) and at the end of May the rate was 

80.60%. 

 

 

18/6/44  The Board reflected on significantly increased A&E attendances at both 
sites that were at variance with expectations expressed by the clinical 
commissioning group (CCGs).  Meetings were ongoing with CCG 
counterparts to investigate. 
 

 
 

18/6/45  The Trust had also dealt with a recent border divert to the Trust by East 
Midlands Ambulance Service and was working with the local CCGs on 
admissions avoidance.  There was a brief discussion around some of the 
differences in generational understanding and expectation of what the NHS 
could and should provide. 
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18/6/46  Additional work was also taking place to look at A&E on Trust sites and how 

they linked with General Practitioners, taking account also of technological 
developments such as virtual GPs (sometimes based abroad) and the 
Trust’s own SMART-ER system.   
 

 

18/6/47  The risk of not changing with the times was that continually increasing A&E 
attendances would ultimately swamp the system.  Board felt it would be a 
good idea to explore this further through a Board workshop. 
 

KB/MK 

18/6/48  The Board NOTED the Performance Report.  
 
Mixed Sex Accommodation 
 

 

18/6/49  The Board considered a report of the Director of Nursing, Midwifery and 
Allied Health Professionals, which provided a Declaration of Compliance 
with the requirement to eliminate mixed sex accommodation.  The report 
included an action plan, which set out further actions to ensure continued 
compliance. 
 

 

18/6/50  The Board NOTED the report into Mixed Sex Accommodation taking into 
account the identified actions. 
 
Inpatient Survey 2017 
 

 

18/6/51  The Board considered a report of the Director of Nursing, Midwifery and 
Allied Health Professionals that presented the results of the 2017 Inpatient 
Survey. 

 

   
18/6/52  The survey was focused on a random selection of inpatients who attended 

during the month of July 2017.  A total of 1198 eligible patients were 
surveyed with a response rate of 39% (467 respondents) compared to 41% 
nationally. The results were standardised for gender, age and route of 
admission, so the results for the Trust were presented as scores from 1-10, 
higher scores being better. 
 

 

18/6/53  The overall position was that the Trust results were about the same as the 
national picture and did not feature in the outlier analysis nationally.  Linn 
Phipps, reflecting on the recent meeting of the Quality and Effectiveness 
Committee, which explored patient discharge, asked whether any 
qualitative comments would be provided as part of the survey. This would 
be investigated.  The Director of Nursing, Midwifery and Allied Health 
Professionals advised of further work being done to follow up discharge.   
 

 

18/6/54  Further to a question from Kath Smart, the Board reflected on the level of 
Trust complaints, which were on a decreasing trajectory since recent work 
had been undertaken to promote how to raise concerns.  Linn Phipps felt 
there may be unintended consequences for introducing targets for 
complaints and would follow this up with the Quality and Effectiveness 
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Committee planning group. The Chief Executive confirmed that the 
standard (target) related to complaints which were to see a reduction in 
formal complaints and increase in concerns to reflect increased local 
resolution.   
 

18/6/55  The Board NOTED the content of the report and plans to improve services 
for patients. 
 
Guardian for Safe Working Quarterly Report 
 

 

18/6/56  The Board considered a report of the Director of People and Organisational 
Development, which provided the Guardian for Safe Working’s end of 
quarter 4 2016/17 report. 
 

 

18/6/57  Board was advised that no gross safety issues had been raised with the 
Guardian by any trainee. There had been 77 exceptions raised by junior 
doctors - eight of which were education related about missed education 
meetings that had been taken note of by the educational supervisors. One 
fine had been levied during this period due to missed breaks. The Guardian 
for Safe Working advised that the trainees had safe working practice as 
designed by the 2016 contract. 
 

 

18/6/58  There was a discussion around the impact E-roster had on compliance 
levels but this was likely to improve with the introduction of the ERS4 
upgrade. 
 

 

18/6/59  The Board NOTED the update for the final quarter of 2017/18 and 
confirmed  their assurance that trainee doctors had a safe working practice 
as envisaged by the 2016 contract. 

 

   
 Reports for Information  
   

18/6/60  The following items were NOTED: 
 

 Board committee annual reports 
 

 Chair and NEDS’ report 
 

 Chief Executive’s report 
 

 Minutes of Finance and Performance Committee, 21 May 2018 
 

 Minutes of Management Board, 14 May 2018 
 

 Charitable Funds Committee, 27 February 2018 
 

 Board of Directors Agenda Calendar 
 

 
 

18/6/61  Further to a question on the national proposals around Length of Stay, the  
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Chief Executive advised of the Trust’s position.  Out of five categories (with 
the fifth being the best) the Trust was in category four, largely due to 
Montagu Hospital where length of stay was necessarily longer due to the 
type of work they undertook. 
 

 Items escalated from Sub-Committees 
 

 

18/6/62  None.  
  

Minutes 
 

 

18/6/63  The minutes of the meeting of the Board of Directors on 22 May 2018 were 
APPROVED as a correct record. 
 
Any other business 
 

 

18/6/64  The Chair led the Board in placing on record thanks for the contribution of 
Philippe Serna who was stepping down after three years as a non-executive 
director of the Trust. 
 

 

 Governors questions regarding business of the meeting  
   

18/6/65  Referencing the corporate objectives of directors, Peter Abell asked 
whether non-executive directors were sufficiently assured that the Trust 
was developing leadership in teams.  He reflected on the recent Patient-
centred Care Day he had attended which suggested it was doing so. 
 

 

18/6/66  The Chair responded that work was ongoing to build the Trust’s leadership 
framework and management skills passport against which all leaders would 
be held accountable.  She and other non-executives had been involved in 
recent clinical appointments that allowed representatives of the Board to 
imbibe positive behaviours in new starters. 
 

 

18/6/67  In response to a question from Clive Tattley around delays in prescriptions, 
the Board was advised that Pharmacy had significantly reduced the time 
taken to turnaround prescriptions in the context that GPs in Bassetlaw had 
seen an 8% and 9% increase in number of prescriptions respectively. 
 

 

 Date and time of next meeting  

18/6/68  10.00am on Monday 31 July 2018 in the Boardroom, Doncaster Royal 
Infirmary. 
 
Exclusion of Press and Public 
 

 

18/6/69  It was AGREED 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, publicity on which 
would be prejudicial to the public interest. 
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 Suzy Brain England Date 
 Chair of the Board  



 

June 2018 

Membership of the Board of Directors Committees 
 

 Audit & Non-
clinical Risk 

Finance & 
Performance 

Quality & 
Effectiveness 

Charitable Funds Nominations & 
Remuneration 

Committee in 
Common 

Frequency: Quarterly Monthly Every other month  Every other month Ad hoc Monthly 
 

Chair: Kath Smart Neil Rhodes Linn Phipps Sheena McDonnell Suzy Brain England Suzy Brain England 
 

Non-executives Alan Chan 
Linn Phipps 
Sheena McDonnell 
 

Pat Drake 
Kath Smart 

Sheena McDonnell 
Pat Drake 
 

Alan Chan 
Pat Drake 
Suzy Brain England 
Linn Phipps 
Neil Rhodes 
Kath Smart 

Alan Chan 
Pat Drake 
Sheena McDonnell 
Linn Phipps 
Neil Rhodes 
Kath Smart 
 

N/A 

Executives N/A Chief Operating 
Officer 
 
Director of 
Finance 
 
Director of 
People & 
Organisational 
Development 

Director of 
Nursing, Midwifery 
& Allied Health 
Professionals 
 
Medical Director 
 
Director of People 
& Organisational 
Development 

Chief Executive 
 
Director of Finance 
 
Medical Director 
 
Director of 
Nursing, Midwifery 
and Allied Health 
Professionals 
 

Chief Executive Chief Executive 
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