
  

North Bristol NHS Trust 
Board Meeting 

Thursday 27 June 2013 
11.30am, Board Room, Trust Headquarters, Frenchay Hospital 

 
AGENDA FOR PUBLIC SESSION 

 
 
1. APOLOGIES: Sue Jones 
 
2. TO RECEIVE QUESTIONS FROM MEMBERS OF THE PUBLIC 
 
3. TO RECEIVE QUESTIONS FROM HEALTHWATCH REPRESENTATIVES 
 
4. MINUTES 
 
 Minutes of the Trust Board meeting held on 30 May 2013   Enc 
 
5. ACTION LOG         Enc 
 
6. GOVERNANCE, QUALITY AND SAFETY 
 

6.1 Quality Report & Patient Story (verbal)    HR/Enc 
6.2 Infection Control Report      CB/Enc 
6.3 Monthly Summary of Serious Incidents/Serious Case Reviews HR/Enc 
6.4 Francis Inquiry Recommendations – Review    M-NO/Enc 
6.5 Corporate Governance – Committee Terms of References  HH/Enc 
6.6 Inpatient Survey       HR/Enc 
6.7 Audit Committee - Highlight Report from meeting 4 June  KG/Enc 
6.8 Governance and Risk Management Committee – Highlight Report  
 from meeting 10 June       M-NO/Enc 

   
7. STRATEGY 
 

7.1 Foundation Trust Update      MC/Verbal 
7.2 Acute Services Review Update     HH/Verbal 
7.3 Business Plan 2013/4 Update     MC/Enc 
7.4 Bristol Health Partners, Collaborations for Leadership in Applied  
 Health Research and Care and the Academic Health Sciences  

Network        HH/Enc 
7.5 AHSN development       CB/Enc 
7.6 Southmead Hospital Redevelopment     MC/Enc 
 

8. SERVICE DELIVERY AND PERFORMANCE 
 
 8.1 Management Information Reports 
  8.1.1 Activity and Performance      SK/Enc 
  8.1.2 Finance Report      CP/Enc 
 8.1.3 Road to 2014 – Programme Management Office (PMO) 
  Report        M-NO/Enc 
 8.2 Reporting on NTDA Accountability Framework   M-NO/Enc 
 
9. COMMUNICATIONS 
 
 9.1 Chairman’s Report       PR/Verbal 
 9.2 Chief Executive’s Report      M-NO/Verbal 



  
 

10. INFORMATION 
 
11. ANY OTHER BUSINESS 
 
12. NEXT MEETING 
 
 Thursday 25th July 2013 



North Bristol NHS Trust 
Minutes of the North Bristol NHS Trust meeting held on 30 May 2013 

 
Present:   Mr P Rilett (Chairman)  
 Mr B Boa   Mr S Karakusevic 
 Dr C Burton   Mr M Lawton  
 Mr M Coupe   Mr R Mould 
 Mr K Guy   Ms M-N Orzel 
 Mr H Hayer   Mr N Patel   
 Mr S Hughes   Prof A Waterman-Pearson 
 Mrs S Jones   Mr S Wood 
    
In Attendance: Mr T Bartlett  Mr C Puckett 
 Mr P Cresswell  Mr N Stibbs 
  
Observers: Two Urological registrars 
 
Apologies: None 
 

  ACTION 
98/13 
 
 
 
99/13 

QUESTIONS FROM THE PUBLIC 
 
There were no questions from the public 
 
QUESTIONS FROM HEALTHWATCH 
 
There were no questions from Healthwatch representatives 

 
 
 

   
100/13 MINUTES  
   
 The minutes of the meeting of 25 April 2013 were agreed as an 

accurate record subject to the substitution of the following as the 
second sentence of the second paragraph of Minute 74/13 (viii): 
‘This might provide context for the poor scores in that directorate.’ 
and that it was noted that the Quality Account (Minute 77/13) was 
to be presented at the June meeting not the May meeting. 
 

 

101/13 MATTERS ARISING/ACTION LOG  
   
 i)     Closed Actions  

 
The Board reviewed the Action Log and agreed that the actions on 
Minutes 182/12 and 212/12 from 2012 and Actions 5, 7, 15, 21, 28, 
30 and 32 to 34 from 2013 had been completed and would, 
therefore, be closed.  
 
The following items were discussed in more detail: 
 

 

 (ii)    Action 29 (Minute 51/13 refers)  
   
 The Quality Account would be reported to the June meeting. SJ 
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 (iii)   Action 18 (Minute 30/13 refers)  
   
 Forum meeting to be held on 20 June.  
   
 (iv)   Action 39 (Minute 92/13 refers)  
   
 Development session on research to be held on 29 October. 

 
(v)    Action 36 (Minute 86/13 refers)  
 
To be postponed to July to enable wider clinical input. 
 

HH 
 
 
 
PC 
 

102/13 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
103/13 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

ANNUAL GOVERNANCE STATEMENT 
 
The Board received the proposed Annual Governance Statement 
which Marie-Noelle Orzel reported had been reviewed by the 
Governance and Risk Management Committee and a draft version 
approved by the Audit Committee for submission to the local 
management team of the Trust Development Authority. It included 
a sound assurance opinion from the Head of Internal Audit and 
position statements on the risks identified from the Risk and 
Assurance Register. Six disclosures of significant issues had been 
made including three ‘Never Events’. The first of these would be 
removed, however, because it had been reclassified by the Clinical 
Commissioning Group. There would also be changes in wording to 
the third one to be consistent with the Quality Account.  
 
Marie-Noelle Orzel confirmed that all actions from assurance 
reports were taken through the Trust’s governance structure and it 
was agreed this be noted in the Statement. 
 
The Board resolved to adopt the Annual Governance Statement 
subject to the changes noted. 
 
ANNUAL ACCOUNTS FOR 2012/13 
 
Bill Boa presented the draft accounts that had been submitted for 
auditing. No significant issue had yet arisen and the accounts 
would be formally reviewed by the Audit Committee on 4 June with 
the Auditors’ opinion. No items for adjustment had been found from 
the draft accounts submitted to the Board in April and the Trust had 
achieved all its financial targets. In answer to Nick Patel he 
confirmed that the charitable funds were consolidated in the full 
accounts as required nationally although the Annual Report 
showed them separately. 
 
A special Board meeting on 4 June would be held to adopt the 
accounts, if approved by the Audit Committee, for submission to 
the Department of Health by 10th June.  
 
The Board noted the Annual Accounts. 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
M-NO 
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104/13 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
105/13 

QUALITY REPORT 
 
Sue Jones introduced the Quality report which presented a change 
in style showing the overall ‘RAG’ rating for the key workstreams. 
She highlighted: 

• That the CQUINS for 2013/14 had yet to be signed off.  
• The surgical safety checklist compliance of 89% across all 

theatres which had been discussed by the Quality 
committee. 

• The achievement of the ‘harm free’ CQUIN target of 100% 
by Quarter 4 of 2012/13. 

• The reduction in falls from 6.0 to 4.9 per 1000 beddays from 
April 20212 to April 2013. 

• The rollout of the Safety Thermometer across the 
organisation, which involves measuring ‘harm’ prevalence 
on one day for every inpatient, in line with national 
requirements. 

• That improvement trajectories for pressure ulcer rates were 
being negotiated with commissioners. 

• That three of the new Quality Account priorities would 
probably lend themselves to quarterly reporting. 

 
Sue Jones noted that dementia targets were being well met and 
would be included in future reports and that the nutrition scores 
could only be reported on accurately when the Cerner update had 
been implemented. Chris Burton noted that the patient record 
delivery rates were not a real measure of availability of records at 
outpatient clinics but an inaccurate way of recording through 
Cerner.  
 
The Board noted the Quality Report. 
 
PATIENT STORY 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Sue Jones verbally provided a story regarding C Diff. and a current 
inpatient who had been a soldier in Northern Ireland who had 
developed diabetes in his early twenties and had been medically 
discharged from service within two weeks of diagnosis. He had had 
a wife and two children in Northern Ireland who had not followed 
him back to England and he had lived a life where drinking and 
smoking were a big part of his culture.  
 
At the age of 58 in January he had had had a severe 
hypoglycaemic attack which had stopped him from driving. In April 
he had been admitted to Woodlands for rapid assessment for two 
toes to be removed. He had praised the care he had received at 
Woodlands but two days after discharge he ‘banged’ his leg and 
had to be readmitted to have his lower leg amputated. The 
procedure was successful and he had hoped to return home within 
two weeks but he developed diarrhoea and occasional 
incontinence. The nursing staff had been very supportive and he 
had been given a leaflet about C Diff. but he would have 
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106/13 

appreciated a verbal explanation before he was put into a side 
room. The worst part of being in a side room was the boredom and 
having to have the commode right by him. The TV was too costly 
and he was feeling isolated from the outside world. As an 
independent person he had tried to do things himself and had 
fallen twice and at night had had to wait to relieve himself because 
the nurses were busy with other patients. 
 
Sue Jones said that the root cause analysis had yet to be 
completed on this C Diff. case but there appeared to have been a 
delay in isolating the patient until a positive pathology test had 
been received. It was notable that Woodlands had experienced 
247 days without a C Diff. infection prior to this patient but in April 
its hand hygiene rate had reduced to 78%. 
 
The Board resolved to note the report. 
 
CONTROL OF INFECTION REPORT 
 
Chris Burton presented the Infection Control report for April and 
noted that there had been no cases of MRSA but two cases of 
MSSA which was above the internally set target of 21 for the year. 
C Diff. remained a major concern and there had been five cases in 
April. The Trust Development Authority lead for infection control 
had visited the Trust the day before and found no obvious failures 
in procedures. Attention to detail and strong engagement of 
matrons in ensuring all procedures were followed were most 
important particularly when there were heavy operational 
pressures. Some minor cleaning issues had been observed. The 
implementation of probiotics had been delayed until May because 
of procurement issues. 
 
Avril Waterman-Pearson questioned the awareness of visitors of 
infection control procedures and Chris Burton agreed that their 
sense of culture was not as good but although there were plenty of 
facilities available he doubted that staff would challenge poor 
practice amongst visitors very often except in high risk areas. The 
risk from visitors was not as great since few of them would be in 
contact with more than one patient. The work around the move to 
the new hospital undoubtedly added extra pressure so it was 
important that every clinical area had a staff member to ensure 
infection control procedures were carried out.   
 

 
 
 
 
 
 

 
 
107/13 
 
 
 
 
 
 

The Board resolved to note the report. 
 
SERIOUS INCIDENTS 
 
Sue Jones presented a summary of the serious incidents reported 
in April. One new ‘never event’ had been recorded but dated back 
to August 2012 following discovery of a procedure using a wrong 
size implant.   
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108/13 
 
 

Robert Mould noted that the serious incident chart looked adverse 
and questioned whether it could mark a trend. Sue Jones said that 
12 hour trolley waits and black escalations were recorded as 
serious incidents and these could have increased the numbers but 
it did need careful observation. 
 
The Board noted the report 
  
FRIENDS AND FAMILY TEST REPORT 
 
Sue Jones presented the first Friends and Family Test report which 
showed a net promoter score of 64. There had been an average 
response rate of 11%, with wards overall achieving the 15% target 
but the Emergency Department at only 5%. Benchmarking with the 
Heart of England which had piloted the scheme suggested these 
were average results. 
 
Mike Coupe said that experience from the pilots suggested that 
staff had to positively encourage patients to complete the forms 
which could be completed before discharge, sent back by post or 
completed on-line.  
 
The Board noted the report 
 

 
 
 
 
 
 
 
 

109/13 CORPORATE GOVERNANCE ARRANGEMENTS  
   
 Harry Hayer presented proposals for a new structure for corporate 

governance to streamline and strengthen arrangements based on 
ten guiding principles. They had been approved by the executives 
and endorsed by the Building Our Future Programme Board.  
 
All board committees would be chaired by non-executives as 
primary assurance committees which would filter information 
received directly at Board level. The new Development Committee 
would focus on organisational development and strategy and take 
in the former work of the Building our Future Programme Board 
and the current work of the Redevelopment Board. Performance 
would be added to the Finance Committee’s remit where it 
currently reported directly to the Board. 
 
The proposals were supported by Avril Waterman-Pearson and 
Rob Mould and Mike Coupe said that business cases would 
probably go to the Development Committee first and then Finance 
Committee for the details. This would ensure equal focus on 
service and finance.  
 
Marie-Noelle Orzel noted that the proposals had been shared with 
clinical directors who often felt that they were at the end of a chain 
of decisions. If the proposals were approved she would discuss 
changes to TMT with them and a possible leadership team. 
 
Ken Guy questioned whether the Finance Committee was the right 
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place for performance which was a trust-wide issue and Peter Rilett 
wondered whether the complexities of finance might be missed if 
the remit was stretched. In discussion the Board agreed that it 
would not wish to create another committee and that in each case 
the proposed chairman of a committee should work with two 
executives to draw up its terms of reference. 
 
The Board approved  the proposals in the report on the changed 
committee structure with the following chairmen: 
 

• Development Committee – Avril Waterman-Pearson 
• Finance and Performance Committee – Mark Lawton 
• Quality and Risk Management Committee – Rob Mould 

 
and subject to development work on each to be reported back to 
the Board in June with their proposed terms of reference and sub-
structures. 
 

110/13 
 
 
 
 
 
 
 
111/13 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

AUDIT COMMITTEE 
 
Ken Guy presented the report from the Audit Committee meeting 
held on 17 April. The Committee had reviewed the audit plan for 
the accounts and approved the audit fee for 2013/14. 
 
The Board noted the report. 
 
SOUTHMEAD HOSPITAL REDEVELOPMENT PROGRAMME 
 
Mike Coupe presented the highlight reports from the 
Redevelopment Programme, the Move Project and the Jigsaw 
‘Project’ that encompassed the 20 capital schemes that had to be 
completed to enable the clearance of Phase 2 of the PFI 
development, the clearance of the Frenchay site and parking 
solutions. He said that the papers also included the timetable for 
submission of business cases for the 20 capital schemes, 14 of 
which would require Board approval. 
 
He said that the new hospital was on track but of the risks to the 
Redevelopment Project the Pathology scheme approvals and 
solution for Sterile Services provision were the highest and for the 
Move Project it was the Information Technology resources. Details 
of Frenchay would be decided jointly with the CCG at a meeting in 
June, some of the projected costs would come under pressure as 
the planning moved into the detailed phase. Mike Coupe said that 
every business case would have an executive summary and a 
shorter summary as a cover note and he would bring a schedule 
with a few lines on each case to the next meeting. 
 
It was agreed that delegation thresholds for capital expenditure 
between £500,000 and the TDA limit of £5 million should be 
reviewed. 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
MC 
 
 
 
CP 
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113/13 
 
 
 
 
 
 
114/13 
 
 
 
 
 
 
 
 
 
 
 
115/13 

The Board noted the reports and endorsed the proposed use of 
the Finance Committee to scrutinise relevant full business cases 
and recommend actions by the Board. 
 
BATH/BRISTOL VASCULAR PROJECT 
 
Harry Hayer reported on the project driven by the specialist 
commissioners to produce a network-wide service model and multi-
disciplinary teams for vascular surgery for the current catchment 
populations of Weston, North Bristol, UHBristol and Bath by May 
2014. It was likely to attract the interest of organisations with 
regulatory competition roles and the Office of Fair Trading view 
was that organisations must assure themselves that clinical and 
efficiency benefits outweighed the costs of loss of competition. 
Wiltshire CCG was conducting an impact assessment on Wiltshire 
residents. The proposed arterial surgical centre would be 
Southmead Hospital and would be a 32 bedded facility in the new 
hospital with appropriate theatre capacity.   
 
The Board noted the report. 
 
HEALTHY FUTURES PROGRAMME 
 
The Board noted and approved a pledge for all Healthy Futures 
Programme partners to endorse  
 
The Board endorsed the Pledge. 
 
FOUNDATION TRUST/ACUTE SERVICES REVIEW 
 
Harry Hayer reported that the Acute Service Review had been 
presented to the South Gloucestershire Health Scrutiny Committee 
which had questioned the role of public and patient involvement. 
The early stages of the review were stressed which was why it was 
currently clinically led with PPI coming later. The Bristol Health 
Scrutiny Committee had also invited the Trusts to present the 
review. 
 
The Board noted the report 
 
EMERGING ESTATES STRATEGY 

 
 
MC 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

   
 Mike Coupe and Simon Wood gave a presentation on the 

emerging themes arising from development of an Estates Strategy. 
These centred on Southmead Hospital, community based care 
facilities and support services. Estates work at Southmead 
focussed on the two phases of the PFI scheme and the 20 capital 
‘Jigsaw’ schemes. They highlighted the factors driving the longer 
term development at Southmead such as the future provision of 
midwifery, obstetrics and gynaecology, renal dialysis and the Avon 
and Wiltshire Mental Health Partnership buildings. Questions also 
needed to be asked about the future provision of community care 
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and support service facilities and they outlined the next steps for 
producing a strategy. In order to take into account these factors, 
the Acute Services Review, Healthy Futures Programme and any 
subsequent work the formal strategy was unlikely to be ready until 
the Autumn of 2014. Early thinking on these issues would be 
shaped by the Development Committee. 
 
The Board noted the position and supported the overall approach 
outlined within the presentation. 
 

 
 
 

116/13 ACTIVITY AND PERFORMANCE REPORT 
 
Sasha Karakusevic presented the report on the Trust’s patient 
activity and advised that all RTT targets had been achieved in April 
but problems persisted with the 62 day cancer target with late 
referrals of complex patients between Trusts and the bedding in of 
urology arrangements being key issues. He said that April had 
been a difficult month with an internal escalation used on the 15th 
due to a poor position on bed availability and the impact on patient 
flow. There had been a series of cancellations of elective surgery 
and four hour waiting time breaches. Conditions had improved 
substantially in May but it appeared unlikely that the Trust would 
achieve its first quarter target. 
 
Avril Waterman-Pearson questioned the directorate financial ‘RAG’ 
status and the Trust’s overall position shown in the ‘Atlas’ data and 
Bill Boa noted that this reflected the way that reserves had been 
handled this year which were noted in his report on budgets. 

 

   
 The Board noted the report. 

 
 

117/13 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

REVENUE BUDGETS UPDATE 
 
Bill Boa presented the updated revenue budget for 2013/4 in the 
light of the actual outturn for 2012/13 and completion of contract 
negotiations with commissioners. The paper had been reviewed at 
the recent Finance Committee meeting and full convergence with 
the contracts, the LTFM and the budget would be achieved by the 
end of May.  
 
The key change was the deliberate movement of £19 million of 
contingency into directorates. Presentations would be made to the 
directorates so that they were clear that they were accountable for 
this money.  Non-convergence remained with the commissioners 
and income plans were £6.5 million higher than the service level 
agreements. Activity for the additional QIPP in South 
Gloucestershire to the value of £2 million had not been reduced 
because of lack of evidence that it could be achieved. If capacity 
was reduced too early extra activity would have to be met at high 
marginal cost. Other areas of non-convergence included the 
waiting list backlog, market share changes and some directorate 
growth areas. 
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118/13 
 

 
Bill Boa said that the key risks were: 
 

• Commissioner (non) convergence 
• Achieving the CRES target of £24.3 million 
• Possible fines within the SLAs 

 
The last of these included up to £3million for C Diff. which would be 
reinvested with the Trust and up to £500,000 for ambulance 
delays. The CQUIN target was now 2.5% of income with an 
assumption that 80% of it would be achieved with the other 20% 
reserved by commissioners for system change. 
 
The Board approved the revised budget. 
 
ROAD TO 2014 - PROGRAMME MANAGEMENT OFFICE 
REPORT 

 
 
 
 
 
 
 
 
 
 
 
 
 
CP 

 
 
 
 
 
 
 
119/13 

 
Marie-Noelle Orzel presented the implementation report from the 
Programme Management Office and noted that it would have more 
specific timelines in future. 
 
The Board resolved to note the Road to 2014 report. 
 
SINGLE OPERATING MODEL  
 
The Board noted that the Single Operating Model (SOM) had been 
replaced by an oversight regime introduced by the Trust 
Development Authority within its accountability framework. Marie-
Noelle Orzel reported, however, that the mechanism for collecting 
and reviewing the components of the regime had yet to be 
composed. Two of the monthly self-certification requirements had 
been requested by 17 May and these (the Monitor Provider 
Licence and the Board statements) had been submitted. These 
were included in the Board papers. The response to the Provider 
Licence represented the best response possible given the limited 
timescale and the SOM remained as reported in April. 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
120/13 
 
 
 
 
 
 
 
 
 
 
 

The Board approved the report.   
 
CHAIRMAN’S REPORT 
 
Peter Rilett reported that Mrs Andrea Young had been appointed 
Chief Executive and he would inform the organisation of her start 
date as soon as it was known.  
 
Peter Rilett also reminded the Board that this was the last meeting 
of both Bill Boa and Stephen Hughes. Bill’s work as an interim 
Director of Finance over the past few months was much 
appreciated whilst Stephen Hughes had given the Board nearly ten 
years of his valuable advice and time as a non-executive and 
deputy chairman. 

PC 
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121/13 
 
 
 
 
 
 
 

 
CHIEF EXECUTIVE’S REPORT 
 
Marie-Noelle reported that the third annual Exceptional Healthcare 
Awards had been held the previous week and had been very 
successful in its new venue. The one year countdown to the new 
hospital had been launched and the results of the competition for 
the naming of the site and the new building had been published. 
She also reported that representatives from the Competition and 
Co-operation Panel of Monitor would be visiting the Trust on 10 
June to assess the clinical benefits of the Breast Care and Urology 
transfers. 
 
Avril Waterman-Pearson reported that Prof. Neil Scolding had 
given an excellent presentation on stem cell regeneration and 
transfusion in multiple sclerosis patients to the University of Bristol 
earlier in the month.  
 

122/13 
 
 
 
 
123/13 

USE OF TRUST SEAL 
 
The Board noted the use of the Trust Seal during the period 19 
June 2012 to 26 March 2013. 
 
NEXT MEETING 

 
 
 
 
 
 

   
 The next meeting will be held on Thursday 27 June 2013 in the 

Board Room, Trust Headquarters, Frenchay Hospital, commencing 
at 11.30am. 
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North Bristol NHS Trust Trust Board (Public Session) 
Action Log 2013

Meeting 
Date

Minute 
Ref

Action 
No. 

Action Owner Review 
Date (s)

Status Info.

31/1/13 12/13 9 Board to have written activity and performance reports that 
have trend information similar to Patient Experience 
Dashboard

SK 28/2/13, 
25/4/13 & 
27/6/13

O Whole report being reviewed for 2013/4 
meetings. Seminar in May with mock-
ups and first report in June

28/3/13 51/13 29 All performance/quality issues that failed to achieve target 
in 2012/3 to be summarised for next meeting

SJ/CB 25/4/13  
30/5/13 & 
27/6/13

O Metrics for 2013/4 being reviewed and 
will be part of Quality report in June

25/4/13 79/13 35 Friends and Family test results to Board to include 
benchmarking

SJ 30/5/13 & 
27/6/13

O Full benchmarking available only from 
June

30/5/13 100/13 41 Changes to be made to Minutes 74/13 viii and 77/13 NS 27/6/13 O
30/5/13 104/13 43 Dementia indicators to be included in Quality Report SJ 27/6/13 O

30/5/13 120/13 47 Start date of new chief executive to be notified to Board 
when known

HH 27/6/13 O

28/2/13 30/13 18 Execs to discuss Francis Enquiry recommendations 
following PM's response at the Partnership Forum with the 
unions and Board to discuss at a workshop session

HH/M-
NO

30/5/13 & 
27/6/13

A Item 6.6 refers.

30/5/13 109/13 44 Development work on proposed Finance and Performance 
Committee to be undertaken as part of developing new 
committee terms of reference for June TB approval

ALL 27/6/13 A Item 6.7 refers.

30/5/13 119/13 46 Board statements for Monitor Provider Licence to reflect 
more detailed assessment of actual compliance and any 
gaps.

PC 27/6/13 A Item 8.2 refers.

25/4/13 86/13 36 PwC Acute Services Review to report in June HH 25/7/13 O Deferred to July to ensure wider clinical 
input.

25/4/13 91/13 38 Phased workforce plan for 2013/4 to be reported to Board 
in Workforce report and progress monitored monthly

HH 25/7/13 O

30/5/13 109/13 45 Finance Committee to review the delegation threshold of 
expenditure of £500k for Board authorisation

CP 25/7/13 O

25/4/13 92/13 39 Board Development session to be used to discuss 
relationship of Research Committee and Bristol Health 
Partners & also the key short and medium term objectives 
for research strategy. To include organogram of Research 
and Innovation structure across South West.

HH 31/10/13 O To be discussed at development 
session on 29 October. 

ACTION LOG
Status
A Agenda - this meeting
O Open
C Closed



North Bristol NHS Trust Trust Board (Public Session) 
Action Log 2013

Meeting 
Date

Minute 
Ref

Action 
No. 

Action Owner Review 
Date (s)

Status Info.
ACTION LOG

Status
A Agenda - this meeting
O Open
C Closed

28/3/13 49/13 (ii) 27 Update on corporate governance issues to April Board M-NO 25/4/13 & 
30/5/13

C Discussed at May Board

25/4/13 85/13 37 Review of process for capital scheme business cases to be 
reported to Board for approval in May, balancing the need 
for effective scrutiny with efficiency of board review.

MC 30/5/13 C Discussed at May Board

25/4/13 96/13 40 Vascular service development progress report to be 
brought to Board in May

HH 30/5/13 C Progress reported at May Board



North Bristol NHS Trust Trust Board (Public Session) 
Decision Log 2013

Meeting 
Date

Minute 
Ref

No. Decision

31/1/13 8/13 1 Format and content of reporting the Board Risk and Assurance Register approved.
31/1/13 9/13 2 Professional Standards Authority standards for Board members adopted
31/1/13 13/13 3 Postponement of start of pension auto-enrolment for up to three months approved 
31/1/13 13/13 4 Trust to contribute 1% of opted out employee's salary to AQPS from October 2012 to September 2017, 2% from October 

2017 to September 2018 and 3% from October 2018 onwards
31/1/13 19/13 5 Proposed responses to the 15 board statements within the SOM approved
28/2/13 32/13 6 Risk Management Strategy approved with one amendment
28/2/13 33/13 7 SFIs approved with one amendment

DECISION LOG



 
 
 
Appendix 3 - Friends & Family Test May results 
 
The Friends and Family Test score for May for North Bristol NHS Trust is 66.2*. This 
is based on 12.22% responses”. 

*Net promoter score 
 
Table 1 – Overview of results for May 2013 

  E
xt

re
m

el
y 

  
Li

ke
ly

 

Li
ke

ly
 

N
ei

th
er

 

U
nl

ik
el

y 

E
xt

re
m

el
y 

 
U

nl
ik

el
y 

D
on

't 
K

no
w

 

D
is

ch
ar

ge
s 

S
ur

ve
ys

 n
ee

de
d 

S
ur

ve
ys

 D
on

e 

S
ho

rtf
al

l/s
ur

pl
us

 
fro

m
 1

5%
 

N
et

 p
ro

m
ot

er
 

Sc
or

e 

R
es

po
ns

e 
ra

te
 

Inpatients 483 157 16 4 1 7 2515 377 668 290.75 69.9 26.56% 
ED 116 43 12 4 5 3 4448 667 183 -484.2 52.8 4.11% 

Total 599 200 28 8 6 10 6963 1044 851 -193.45 66.2 12.22% 
 
Table 2 – Comparison of results for April and May 2013 

 
Overall analysis 
Net promoter score =  1.66 for May 
Response rate =  1.38% for May 
 
 
 
 

Benchmarking 
 Link to scores for Trusts who initially piloted this initiative. 

http://www.strategicprojectseoe.co.uk/index.php?id_sec=224 
 Range of response rates for ED nationally is 0.3% - 13%. 

Next Steps 
 Target low performing wards. 
 Continued support for ED to improve response rates e.g. meeting specifically with 

Doctors to embed process, ideas session with staff to explore alternative approaches, 
volunteer recruitment drive specifically for FFT. 
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Inpatients 65.98 18.93% 69.9 26.56% 

ED 60.29 4.73% 52.8 4.11% 
 64.57 10.84% 66.2 12.22% 

http://www.strategicprojectseoe.co.uk/index.php?id_sec=224


Appendix 2 

Update on agreeing CQUIN schemes with commissioners 2013/14 

1. Introduction 
 CQUINs in 2013/14 are close to agreement with both our local commissioners and NHS 

England and the aim is to get all schemes agreed by the end of June 2013. 
 
 CQUINs are worth 2.5% of the total contract value - £10.7m for 2013/14.  The NHS 

Trust Development Authority’s guidance clearly states that all Trusts should plan on 
achieving 100% of CQUINs. 

 
 This paper outlines the likely schemes from both our local commissioners and NHS 

England.  A complete and full schedule will be circulated to TMT when final agreement 
is reached. 

 
2. BNSSG schemes 

For BNSSG, the 2.5% is split as follows:-  
0.5% for national schemes 
0.5% for innovation schemes 
0.5% for system wide schemes 
1% for local schemes 

 
 The national, innovation and system wide schemes are shown in more detail in 

Appendix A. 

 The 1% set aside for local schemes will be used to support the system change 
programme that is being implemented to improve patient flow through the Trust and will 
help fund schemes such as 7 day working, CALS, etc. 

 The commissioners are looking for key performance indicators against which they can 
measure the progress towards improving patient flow.  It has therefore been agreed that 
milestones will be set against the ECIST recommendations made last year.  These 
milestones are now close to being agreed and will be in place by the end of June. 

3. NHS England schemes 
 For NHS England, the 2.5% is split as follows:- 
 0.5% for national schemes – the list of these is as for BNNSG and are listed on 

Appendix A. 
 0.5% for submission of information on the national reporting dashboards.  This covers 

the following specialties: renal, HIV, genetics, NICU, burns, CAMHs and major trauma. 
 
 Information needs to be submitted quarterly and the CQUIN is therefore also split into 

quarterly payments. 
 1.5% for measures set against particular specialties – these are listed at Appendix B. 

 

 

 



Appendix A 
BNSSG CQUIN schemes for 2013/14 

Type of 
goal 

Goal Name Description of Goal 

National Friends and 
Family Test 

To improve the experience of patients in line with Domain 4 of the NHS Outcomes 
Framework.  The Friends and Family Test will provide timely, granular feedback from 
patients about their experience.  The 2011/12 national inpatient survey showed that only 13 
per cent of patients in acute hospital inpatient wards and A&E departments were asked for 
feedback 

National NHS Safety 
Thermometer 

To reduce harm by allowing frontline teams to measure how safe their services are and to 
deliver improvement locally – for NBT this will represent a 15% reduction in grades 2 to 4 
pressure ulcers 

National Dementia To incentivise the identification of patients with dementia and other causes of cognitive 
impairment alongside their other medical conditions, to prompt appropriate referral and 
follow up after they leave hospital and to ensure that hospitals deliver high quality care to 
people with dementia and support their carers 

National VTE Reduce avoidable death, disability and chronic ill health from Venous Thromboembolism 
(VTE) – 95% each month and RCA recording of all those identified 

Innovation HII: Intra 
Operative 
Fluid 
Management 

Introduce IOFM technologies in line with National technology Assessment Centre (NTAC) 
guidance based on locally agreed OPCS coded procedures or other relevant adult high risk 
surgery as assessed by the anaesthetist. The final details of these are being agreed with 
Core Clinical Services 

Innovation HII: Child in a 
Chair in a Day 

To reduce wait times for the delivery of wheelchairs for children with a maximum wait time 
of 18 weeks for the highest level of complexity 

System 
wide 

System-wide 
Patient Flow 

Reduce volume of occupied bed days in acute hospitals for patients staying over 2 weeks 

System 
wide 

System-wide 
End of Life 
care 

To increase our effectiveness in helping people to achieve their preferred place of death 

 
Appendix B 

NHS England CQUIN schemes for 2013/14 

Specialty Description of Goal 

Neurosurgery Reduction in new shunts requiring revision 

NICU Improved access to breast milk in preterm infants 

NICU Timely simple discharge 

HIV Registration and communication with GPs about the care of HIV patients 

Renal 
dialysis 

Increased use of Renal patient view 

Renal 
transplant 

Reducing cold ischaemic time 

Renal 
transplant 

Increased use of Renal patient view 

CAMHS To help providers understand the whole care pathway and plan to optimise an individual's length of stay.
  

CAMHS Appropriate physical health screening and interventions to improve physical healthcare. 

Major trauma Improving outcomes in major trauma injuries 

 



North Bristol NHS Trust - Quality Indicators

NOTE: Subsequent validation by clinical teams can alter scores retrospectively. Charts were correct at time report was produced

WHO Chart - From Frank

Relative risk for Rolling 12 mths to Sept 12 = 97.7  as expected. 3,400 cases were audited in May. Compliance against Sign In, Time Out and 
Sign Out across 56 theatres is 88.8%

 NBT harm rate at 93.1%.   National rate = 92.3%.  All wards are  now 
participating. 

 In hospital mortality - Rolling year relative risk = 88.9 as expected and below 
the national average.

There were 15 confirmed calls in May.  The rolling mean is 0.95 compared to 
national average of 2.5.

In May  293 out of 356 were correctly completed according to the oxygen 
prescribing policy. This is 82% being recorded correctly.
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(source Clinical Audit) 
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North Bristol NHS Trust - Quality Indicators

NOTE: Subsequent validation by clinical teams can alter scores retrospectively. Charts were correct at time report was produced

The rate per 1000 beddays is 4.8 for May with a rolling mean of 5.2. The rate 
per 1000 beddays in May 2012 was 5.4.

Compliance with the catheter care bundle was at 70.5% in May with a sample 
size of 365 records

There was one fall resulting in serious injury during May.

VTE chart

Rate per 10,000 bed days was 13.0 in May with  40 patients with grade 2+ 
PU's.  There were 5 patients with 1 grade 3 PU each.  No patients had a grade 
4 PU.

Current VTE performance for May is at 94.3%. The DoH submission is 29th of 
the month and we anticipate 95%+ when all patient coding is completed
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Cquin - Tissue Viability - Patients with grade 2 +Ulcer 
/10,000 beddays 
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Falls - Rate per 1000 Bed days 
 Source - safeguard/AIMS 
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Severe Falls (Level 4 +) 
 Source - safeguard 

0.0%

20.0%

40.0%

60.0%

80.0%

100.0%

M
ar

-1
2

Ap
r-1

2

M
ay

-1
2

Ju
n-

12

Ju
l-1

2

Au
g-

12

Se
p-

12

O
ct

-1
2

N
ov

-1
2

D
ec

-1
2

Ja
n-

13

Fe
b-

13

M
ar

-1
3

Ap
r-1

3

M
ay

-1
3

 CAUTI - Ongoing care compliance 
(source - clinical Audit) 
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North Bristol NHS Trust - Quality Indicators

NOTE: Subsequent validation by clinical teams can alter scores retrospectively. Charts were correct at time report was produced

 In May 60% of patients recorded on Cerner as screened for malnutrition. 
There issues with Cerner data fields which are not capturing all completed 
screening. Paper forms have been withdrawn to ensure all data is reported on 
Cerner

Missing records Mislabelled samples

As Cerner only reflects notes accurately "traced" to exact clinic location and 
true delivery rate is higher - the chart has switched to use the Clinic Notes 
delivery audit as the source data. 

46141 samples requested in May, 700 labelling/sampling errors identified in 
April which is 1.5%
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Cquin  - Nutrition Screen for Malnutrition within 24 Hrs of 
Admission 

 (source Cerner risk assessment) 
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Report to Trust Board  – 27th June 2013 Agenda Item 6.2 

Report Title Quality Report to Board 

Status For Information Discussion Assurance  Approval 

    

Prepared by Lesley Le-Pine – Head of Clinical Governance 
Board Sponsor Sue Jones – Director of Nursing 
Appendices Appendix 1 - Quality dashboard  

Appendix 2 – CQUINs paper 
Appendix 3 – Friends & Family Test  

 
 

For Information 
Executive Summary:  

Workstream RAG Rating  RAG  
Status* 

Workstream RAG  
Status* 

Mortality Green Falls Green 

Cardiac Arrests Green VTE Green 

WHO Checklist Amber Patient records Amber 

Safety Thermometer Green Mislabelled samples Amber 

CAUTI Amber Nutrition Amber 

Pressure Ulcers Amber Improving documentation at the Bedside Green 
 

NBT mortality rate is lower 
than the national average 
 

HSMR – rate remains below the national expected mortality rate of 100 
the rolling mean is 88.9 using the Dr Fosters age adjusted casemix.  
SHMI – Quarter 2 to Sept 2012 rolling mean is 97.7 which is stable and 
as expected 

The rolling mean rate of 
cardiac arrest calls is now 
0.95 per 1000 discharges.  

Preventing Deterioration – Cardiac arrest rates remain well below the 
national average of 2.5 per 1000 discharges.  There were 15 confirmed 
arrest calls in May compared to 17 calls in April. 

WHO checklist compliance 
has remained at a similar 
level to last month 

WHO – Surgical Safety Checklist – compliance reported across 56 
theatres is at 88.8%. The action plan for improvement is being reported 
through Quality Committee. 

The National Quality 
dashboard shows that NBT 
is performing as expected in 
all areas apart from ED 

National Quality dashboard: NBT is performing as expected in all 
areas. ED performance significantly improved in May 2013. The latest 
available data for infections is in March 2013 showed a deteriorated 
performance in NBT which has been reported on elsewhere in the board 
papers with a recovery action plan in place. 

CQUINS for 2013-14 are 
close to agreement with 
Commissioners 

CQUINS - The total value of CQUINs for 2013/14 is £10.7m and the 
planning assumption is that the Trust will achieve 100%. Summary paper 
is attached as appendix 2 

Dementia screening and 
referral for assessment is in 
place. 

Dementia – Current challenges to maintain due to lack of medical access 
to Cerner and electronic discharge processes. For May 2013 - Finding 
people & asking the Dementia question – 91% (Target 90%), Assessing 
Dementia – 72% (Target is 70%), Referring for Dementia – 51% (Target 
is 70%). A specific recovery plan is in place to manage this position. 



 
 

Friends & Family test 
implementation  

Friends and Family Test – A summary report is included at appendix 3. 

Safety Thermometer measures 
NBT Safety Thermometer for 
‘harm free’ care has now 
exceeded the national rate 

Safety Thermometer - ‘Harm free rate’ in May was at 93.1% compared 
to the national rate of 92.3%. Prevalance across all 4 harms is proactively 
managed at ward level. 

Catheter ongoing care 
compliance is at 68.4% 

CAUTI – Compliance with ongoing care achieved 70.5% in May 
compared to 68.4% in April from a sample of 365 records.  

Falls continue to reduce 
compared to the same 
period last year. 

Falls – There was one serious fall in May. The falls rate per 1000 bed 
days is 4.8 - compared to May 2012 when the falls rate was 5.4. The 
current focus is on assessment within 6 hours and falls training. 

Pressure ulcer incidence is 
13.0 patients per 10,000 bed 
days. 

Pressure Ulcers: 40 patients were reported with grade 2 pressure ulcers 
in March compared to 39 in April.  There were 5 patients with 1 grade 3 
ulcer each. No patients had a grade 4 pressure ulcer in May. CQUINS 
require a 15% reduction in prevalence.  

New VTE risk assessment 
rate of 95% achieved 

VTE - Requirement for VTE risk assessment raised to 95% from1st April. 
Current mid month performance is at 94.3%. Data submission is 29th of 
the month - 95% anticipated when all patient coding is completed. RCA 
now required for all identified hospital associated thrombosis.  

Quality Account priorities 
Results of 4 month audit 
shows delivery of patient 
records is at 98% 

Patient records – Due to Cerner build issues with inaccurate clinic 
tracing, data source used for this measure has switched to audit to give a 
more accurate position. Work is underway to reconfigure Cerner lists & 
improve tracing accuracy. 

Sampling errors rate at 
baseline is 1.6% 

Mislabelled samples - In May 720 labelling/sampling errors were 
identified.   Revision of the sample rejection tool on the Big I requires a 
re-write to ensure it is capturing all errors that have been recorded 

Rate of screening within 
24hrs of admission has 
improved since last month. 

Nutrition - In May 60% of patients were recorded as screened for 
malnutrition compared to 54% in April. Cerner work is in progress to 
ensure all completed screening is captured. Paper nutritional assessment 
forms are being withdrawn to ensure all reporting is via Cerner.  

Bed side documentation has 
improved since the CQC 
inspection at Southmead 

Improve record keeping at the bedside – Matrons have introduced 
rolling audits and standardised documentation to maintain required 
standards. CQC will visit to reassess bedside documentation shortly. 

Action Required 
The Trust Board is asked to note the contents of this report. 

 Key Risks: Quality Strategy objectives may not be achieved this will impact on CQUINs agreed with commissioners. 

Impact on 
Patients: 

All measures relate to the delivery of patient care, achievement of gateways/CQUIN targets helps to build 
confidence in Trust service provision and assure the public/other key stakeholders that the organisation is 
meeting quality and safety standards 

Trust Objectives Services exemplary of quality & safety, No 
waits no delays 

CQC Outcomes O16 – assessing & monitoring 
quality of services 

NHS Constitution Considered as applicable Equality Issues: Considered throughout 

Financial Issues: As indicated - incentive payments/ penalties. Other Legal/ Issues Considered throughout. 
 
*RAG Definitions 
Rating Definition 
Red The Trust is at significant risk of, or is actually breaching its objectives in this area 
Amber Some objectives are being achieved, but risks exist that may breach others 
Green Positive assurance exists that the Trust is primarily meeting its objectives in this area 
 



Trust Board Infection Report May 2013
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C.Difficile Cases: Trust Attributable 

Trust Attributable CDiff SHA Performance Target

Apr 2011 to May 2013 
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MRSA Cases: Trust Attributable 

Trust Attributable MRSA SHA Performance Target

Apr 2011 to May 2013 
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MSSA Cases: Trust Attributable 

Trust Attributable MSSA NBT Locally Agreed Target

* validated from Jan 2011 

Apr 2011 to May 2013 
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ECOLI Cases: Trust Attributable 

Trust Attributable E.Coli NBT Locally Agreed Target

* validated from Jun 2011 

Apr 2011 to May 2013 
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Agenda Item 6.2 
 

Report to Trust Management Team – June 2013 
 

Title:   Monthly Infection Control Report  

Purpose of paper:  To update Trust Management Team on Infection Control 
performance 

To Note 

Executive Summary:  
  Q2 Q3 Q4 April May Jun 

MRSA month       G  G   
 YTD  G  G  G  G  G   

MSSA month       R  G   
 YTD  G  G  G  R  G   

E-coli month       G  R  R 
 YTD R R R  G    R  R 

C.diff month       R R  R 
 YTD G R R  R   R   

 
  Apr May Jun July Aug Sept Oct Nov Dec Jan Feb Mar 

Hand Hygiene month  G G              
MRSA screening 

(elective) month G G             
 

  
MRSA screening 

(emergency) month G G         
 

   
Mandatory 

training  month G G         
 

  
 
 
 
MRSA         

• No cases of MRSA bacteraemia attributable to the Trust in May  
• Contractually there is zero tolerance to MRSA bacteraemia in 2013/14 – 

(Monitor de minimis 6 cases per year) 
 

MSSA  
• There were no cases of MSSA bacteraemia in May 2013 attributable to NBT. 
• There have been 2 cases year to date (target of 21 cases for 2013/14). 

 
Clostridium difficile   

• 7 cases attributable to the Trust in May 2013,  
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• 12 cases to the end of month 2 against a Q1 target of 12. 
• Cross infection in the Trust remains rare. 
• Antibiotic prescribing benchmarks well but remains a focus to improve further 
• As reported at last board an action plan is in place and being monitored by 

the Control of Infection Committee. 
• Deep clean programme planned with some implementation difficulties due to 

operational pressures. 
• The Trust was recently visited by the Infection Control lead at the Trust 

Development Authority and their report is awaited. 
 

E-Coli 
• There were 27 cases of E-coli bacteraemia during May 2013 of which 10 

were attributable to the Trust. An internal target of 75 cases has been set to 
match best previous performance. 

 
Norovirus 

• In May there were 3 wards with restricted access due to confirmed Norovirus 
with a total of 30 bed days lost  
 

Action Required: Directorate Management Teams are asked to support their 
infection control leads in taking actions required to minimise hospital acquired 
infection.  

 
Key Risks: 

• Non achievement of DH 2013/14 C.diff trajectory of 42  
• Non achievement of DH 2013/14 MRSA bacteraemia trajectory of 0 
• Non achievement of MRSA emergency screening target which is set at 90%    
• Infection control mandatory training compliance 

 
Impact on Patients: Patients deserve the highest level of professional standards. 
 
CQC Outcome:    Outcome 8 (regulation 12)  
Responsible Committee:    Control of Infection Committee 
 
Presented by: Chris Burton Medical Director /DIPC 
Prepared by: Helen Richardson Assistant Director of Nursing                                                  
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Report to Trust Board – 27 June 2013 Agenda Item 6.3  

Report Title Summary of Serious Incidents (SIs) reported in May 2013 

Status For Information Discussion Assurance  Approval 

    

Prepared by Olga Van Rijswijck – Clinical Risk Manager  
Lesley Le-Pine – Head of Clinical Governance 

Board Sponsor Sue Jones – Director of Nursing 
 

 

For Information 
Executive Summary:   

6 new Serious Incidents 
reported. 

6 Serious incidents = 1x fall, 1x Deteriorating patient/Delay in ICU bed, 
1x courier error, 1x Unexpected deterioration, 1x Unexpected death 
and 1 x Contaminated sample 

0 Never Events  No Never Events reported 

0 incidents breached the 2 
day reporting deadline  

All incidents in May reported to commissioners within 48hrs of Clinical 
Risk notification.  

1 incident breached 45/60 
completion deadline  

1 incident breached a sign off date within May 2013 - Cross Directorate 
(CCS/Medicine/Operations) 

2 Safeguarding Incident 2 safeguarding incidents reported as SI during May - Concerns re care 
management on a medical ward 

1 Whistleblowing Incidents 1 whistleblowing incident reported as SI during May – inappropriate 
prescribing. 

Specific themes identified  
this month  

No themes identified from SI’s reported this month. 

Action Required 
 
The Trust Board is asked to note the contents of this report. 
 

Key Risks: Reporting incidents and completion of root cause analysis (RCA) investigations for serious 
incident within timescales is set in the contract with Commissioners and can result in 
financial penalties for the Trust if timescales are breached. 

Impact on Patients: Actions implemented following RCA investigations and sharing of lessons learned should 
reduce occurrence of similar incidents, thus improving patient safety, patient confidence 
and helping to maintain the positive reputation of the Trust.   

Trust Objectives Services exemplary of quality & 
safety, No waits no delays 

CQC Outcomes O21: Incidents 

NHS Constitution Considered as applicable Equality Issues: Considered throughout 

Financial Issues: As indicated in regard to incentive 
payments/ penalties. 

Other Legal/ 
regulatory Issues 

Considered throughout. 

 



SERIOUS INCIDENT TRACKING   
 

Open - not subject to PCT timescales 
STEIS No  Incident 

Date 
2 day 
deadline  

Directorate Description 45/60 day RCA 
deadline met 

Additional info  

2012/8707 04/04/12 YES Medicine Adult Safeguarding N/A Not subject to usual timescales.  Both relate to same incident  
2012/8710 04/04/12 YES Medicine Adult Safeguarding N/A 
2011/16609 31/08/11 YES WCH Safeguarding/ Child protection N/A Not subject to usual timescales 
2012/6191 08/03/12 YES Confidential Staff exclusion  N/A Submitted for closure 13/05/13 – pending 
2013/7609 19/11/12 YES Confidential Staff exclusion N/A 72 hour report submitted 
2013/14632 20/03/13 n/a Medicine Adult safeguarding N/A Not subject to usual timescales 
2013/14640 01/03/13 n/a Medicine  Adult safeguarding N/A Not subject to usual timescales 
Open  - BREACHES 
STEIS No  Incident 

Date 
2 day 
deadline  

Directorate Description 45/60 day RCA 
deadline met 

Additional info  

2013/2164 21/01/13 YES Medicine Deteriorating patient  22/03/2013 Recalled -re submitted to May CRC > Amendments awaited 
2013/6248 27/02/13 YES Multiple Delay in ICU bed.  29/05/2013 June CRC 
2013/9103 25/03/13 YES   Core Clinical Breach of policy: CSSD contaminated sets 03/06/2013 May CRC - post CRC amended version awaited 
RCA - Closures May 2013  
STEIS No  Incident 

Date 
2 day 
deadline  

Directorate Description 45/60 day RCA 
deadline met 

Additional info  

2013/7633 12/03/13 YES Medicine Patient fall  13/05/2013 Submitted to CCG for closure - pending 
2013/6246 27/02/13 YES CCS Unauthorised x-ray. Breach of policy. 03/05/2013 Submitted to CCG for closure - pending 
2013/6967 05/10/12 YES WCH Retained swab  03/06/2013 Submitted to CCG for closure 05/06/13 - pending 
2013/7780 02/02/13 YES WCH Medication error 17/05/2013 Submitted to CCG for closure 17/05/13 – pending  
2013/7790 10/01/13 YES WCH Missed diagnosis 17/05/2013 Submitted to CCG for closure 17/05/13 – pending  
2013/8870 28/02/13 YES WCH Unexpected admission NICU 30/05/2013 Submitted to CCG for closure 30/05/13 - pending 
2013/9124 23/01/09 YES Medicine Delay in follow up/ treatment. 03/06/2013 Submitted to CCG for closure 04/06/13 – pending  
2013/11402 14/04/13 YES Operations 12 hour trolley breach x 7 20/06/2013 CLOSED 
2013/11440 15/04/13 YES Operations Black escalation 20/06/2013 CLOSED 
2013/11451 08/04/13 YES Operations Black Escalation 20/06/2013 CLOSED 
Open Serious Incidents  - CURRENT WITHIN TIMESCALE 
STEIS No  Incident 

Date 
2 day 
deadline  

Directorate Description 45/60 day RCA 
deadline met 

Additional info  

2013/9402 02/04/13 YES Medicine Patient fall # hip 05/06/2013 Not submitted in time – now  July CRC Will become new breach 
2013/10388 09/04/13 YES WCH Medication Error 12/06/2013 June CRC 
2013/11008 06/04/13 YES WCH Screening issues 18/06/2013 June CRC  
2013/11877 20/04/13 YES WCH/Medicine Maternal Death 12/07/2013 July CRC 
2013/12275 31/07/12 YES MSK Wrong size acetabular cup – Never event 19/07/2013 July CRC 
2013/12291 11/04/13 YES Medicine/Surgery Surgical error  27/06/2013 Not submitted in time > July CRC Will become new breach 
2013/12861 22/04/13 YES CCS Courier service error 30/07/2013 June CRC 
 
 



NEW -  Serious Incidents reported May 2013 
STEIS No  Incident 

Date 
2 day 
deadline  

Directorate Description 45/60 day RCA 
deadline met 

Additional info  

2013/13459 12/03/13 YES Cross Directorate Deteriorating patient/Delay in ICU bed 09/07/2013 CRD informed 03/05/13, reported 07/05/13 BH weekend 
2013/13527 03/05/13 YES Medicine Patient fall  09/07/2013 CRD informed & reported 07/05/13 
2013/14259 18/03/13 YES CCS Loss confidential property 16/07/2013 CRD informed & reported 14/05/13 
2013/14784 14/05/13 YES Neuro Unexpected deterioration  19/07/2013 CRD informed 16/05/13 reported 17/05/13  
2013/15731 24/01/13 YES CCS Unexpected death 20/08/2013 CRD informed and reported 29/05/13 72 hour report submitted 
2013/15853 15/05/13 YES CCS/Pathology Contaminated sample 31/07/2013 CRD informed & reported 30/05/13 

 
LESSONS LEARNT FROM INCIDENTS CLOSED IN MAY 2012 (includes closures pending) 
 

Incident ref Directorate Actions taken / Learning Implemented 
2013/6246 CCS • Review of Theatre imaging service provision & organisation.  

• Reminder to all relevant Staff relating to Local Rules for X-Ray imaging in Theatre. 
• Review of Company Representative policy including responsibilities whilst in Theatre 

2013/6967 WCH • Ensure all swabs, cotton buds and swabs on sticks are counted according to protocol before and after colposcopy procedures and document on colposcopy proforma. 
2013/7780 WCH • Guidelines on drug regimens for termination of pregnancy need to be clear & unambiguous & in line with current RCOG guidance.  

• Early recognition of possible scar rupture is essential. Haemacue should be performed if concerns about bleeding.  
• Ultrasound not a diagnostic tool for intra-abdominal bleeding. Earlier senior consultant review when concerns are raised. 

2013/7790 WCH • Pregnancy of unknown location guidelines need to be followed to ensure adequate follow up needs to be in place to ensure an ectopic pregnancy is not overlooked 
2013/8870 WCH • Emergency transfer to CDS should be arranged when there is evidence of fetal tachycardia on intermittent auscultation.  
2013/9124 Medicine • X-rays need to be reviewed after being performed and results documented in notes according to protocol. 

• Abnormal x-ray results should be transmitted to the requesting clinicians as soon as possible with a mechanism for proof of receipt of results 
2013/11402 
2013/11440 
2013/11451  

Operations: • volume of 12 hour breaches in ED at the start of the day correlates to Trust ability to maintain flow. 
• Establish formal Silver control earlier in the day. Additional transport to support cross site transfer is required for during extremis. 
• requirement to formalise the process to secure additional bed frames. 
• requirement to scope the opportunity/arrangement for patients transferring to the independent sector at Emerson’s Green.  

 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 
 



               Serious Incidents Dashboard – May 2013  
 
 

Serious Incidents Rate per 1000 Bed Days May 2012 - May 2013
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*SI Count and *SI Rate by Directorate per 1000 Bed 
Days May 2012 to May 2013
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The number of SI’s reported in May has shown a decrease in numbers - this is within normal 
variation.  The median has been consistent over the past year.   

Bars show actual count of SIs, but take no account of activity level, hence 
medicine appears high. Green diamond shows SI rate per 1000 bed days. 
CCS appears as an outlier, due to low number of bed days 

 

*Types of SI reported May 2012 to May 2013
 N = 83
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Number of Serious Incidents Closed and Open Breaching 
deadlines

May 2012 - May 2013
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Despite being the most commonly reported type of SI, patient falls continue to show a 
reduction in overall numbers.  *Please note this excludes Pressure Ulcer and Infection Control data; 

In May 2013 6 Serious Incidents were closed and 1 remained open breaching 
deadline. 

 

 

a low number of bed days  in 
CCS, therefore rate is high. 
 



 
 
 

Report to: Trust Board  Agenda item:  6.4 
Date of Meeting: 27 June 2013 

 
Report Title: Robert Francis Report 2013; NBT Assurance update 
Status: For information discussion assurance approval 

  x x 
Prepared by: Sue Jones / Paul Cresswell 
Executive Sponsor (presenting): Marie-Noelle Orzel 
Appendices (list if applicable): Francis Inquiry – NBT Assurance update 
 
Executive Summary:  
 
The Board has reviewed both the first Robert Francis Report (April 2010) and the Public 
Inquiry Report (February 2013).  This paper sets out how the Trust is mapping our actions 
against the Public Inquiry recommendations and the Government response in preparation 
for our formal response which will be provided at our October 2013 Board meeting. 
 
The evolving changes to the Care Quality Commission (CQC) regime are also set out in 
the paper. Five key questions have been proposed as an overarching framework for the 
more detailed requirements, which are; 

1. Is the service safe?  
2. Is the service effective?  
3. Is it a caring service?  
4. Does the service respond to what people say?  
5. Is the service well led?  

 
The report that follows explains a number of key activities and actions that have either 
been delivered or are in progress, mapped to the questions outlined above.  
 
As agreed at the February board, addressing the detail of the Francis report 
recommendations should not be seen as a separate activity, or initiative and must be 
fundamental to our staff delivering our overarching vision for ‘exceptional healthcare, 
personally delivered’ day to day.  
 
In order to ensure we have fully considered all recommendations and provide both internal 
and external assurance to this effect, an approach to the mapping of the 290 
recommendations and subsequent evaluation of action taken for all that are relevant to 
NBT is also set out in the paper. 
 
In summary, many actions have been taken already or are in progress. At a time of 
significant organisational change we are committed to maintaining focus and momentum 
on the quality and safety of services. The forward plan supports this aim and the detailed 
review will provide a basis for board assurance on progress. 
 
 
Action Required:  
Trust board is requested to; 

a) note the assurance provided by achievements to date, the current work in  
progress and the on-going work plan; and 

b) approve the proposed future actions and report back to the board in October . 
 

 

This document could be made public under the Freedom of Information Act 2000. 
Any person identifiable, corporate sensitive information will be exempt and must be discussed under a 'closed 

section' of any meeting. 
1 
 



 
Key Risks: Potential for loss of focus due to significant organisational 

change NBT is undergoing. 
Risk of ‘change fatigue’ if a separate ‘Francis initiative’ was 
launched as a silo activity on top of everything else. 
Both these risks are mitigated through the approach 
outlined within the paper. 

Impact on Patients: Fundamental to patient safety, experience and outcomes 
and the importance of listening to patients, carers and 
frontline staff. 

Impact on Staff: Wide-ranging implications for the way staff deal with 
patients, for overall culture and values whilst undertaking 
this work and potentially for training and development at all 
levels. 

Trust Objectives:  All of the Big 5: 
• Patient Experience and safety 
• No waits no delays 
• Services will be leading edge and provided in high 

quality environments 
• To be a financially strong organisation 
• Great place to work 

Care Quality Commission 
outcomes: 

5,7,8,13,14 and 17 

NHS Constitution: The right to be treated with a professional standard of 
care, by appropriately qualified and experienced staff, in a 
properly approved or registered organisation that meets 
required levels of safety and quality. 
 
The right to be treated with dignity and respect, in 
accordance with human rights. 
 
Staff can raise any concern with their employer, whether it 
is about safety, malpractice or other risk, in the public 
interest; 
maintain the highest standards of care and service, taking 
responsibility not only for the care 
personally provided, but also for their wider contribution to 
the aims of your team and the NHS as a whole; 
  
Staff can report any genuine concern about a risk, 
malpractice or wrongdoing at work which may affect 
patients, the public, other staff or the 
organisation itself, at the earliest reasonable opportunity; 
 
 Staff should aim to take up training and development 
opportunities provided over and above those legally 
required. 
 

Financial Issues: Potential implications 
Legal/regulatory Issues: CQC, GMC, NMC, Monitor 
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Robert Francis Report 2013; NBT Assurance update 
 

Situation 
 

The Board has reviewed both the first Robert Francis Report and the Public Inquiry 
Report.  This paper sets out how the Trust is mapping our actions against the Public 
Inquiry recommendations and the Government response in preparation for our formal 
response expected at our October 2013 Board meeting. 

Background 
 
 October 2012: Board paper anticipating the findings, introducing the Chief Nursing 

Officer’s Draft Strategy for Nursing, and Trust plans for Supervisory Ward Sisters. 
 
 February 2013: Board paper outlining implications and plans further to the Mid-

Staffordshire Public Inquiry Report.    
 

The Board discussed the themes of: 
• Openness, honesty, transparency and candour 
• Strengthening nursing 
• Strengthening leadership  
• making more usable, comparable information  
 

For North Bristol the next steps were agreed as: 
• agreeing/beginning to implement a specific work plan for nursing 
• adopting iCARE as a vehicle to implement the Trust’s values 
• continue implementing the quality strategy and ensure that outcomes and 

patient experience equal the Trust’s safety culture 
• implement the Friends and Family Test 
• conclude the recovery plan for the complaints process 
 

Taking planned timescales into account it was anticipated that NBT’s progression to 
Foundation Trust status and the development of the associated quality assurance 
frameworks would provide the assurance that developments in governance structures 
were effective. 
 
The Government’s Initial Response 
 
The Government response published 28 March 20131, was titled Patients First and 
foremost, with an emphasis on prevention, detecting problems quickly, taking prompt 
action, ensuring robust accountability, and ensuring staff are trained.  It was also 
clarified that there will be a time limited failure regime for quality as well as finance. 
This has since been set out in the proposed Care Bill currently under consideration.   
 
The “Duty of candour” is also to become statutory and will include penalties for 
disinformation.  The DH warns of the importance of mortality data being interpreted 
with care but also being accurate.  The NHS commissioning Board will extend 
transparency on surgical outcomes from heart surgery to cardiology, vascular 
surgery, upper gastro intestinal surgery, colorectal surgery, orthopaedic surgery, 
bariatric surgery, urological surgery, head and neck surgery and thyroid and 
endocrine surgery. 
 

1 https://www.gov.uk/government/publications/government-initial-response-to-the-mid-staffs-report 
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More detail has emerged around the regulatory regime that will underpin this, 
including; 

• the appointment of the first CQC Chief Inspector of Hospitals, Sir Mike 
Richards 

• the expansion and re-focusing of CQC Outcomes;  
• the proposed establishment of Ofsted style ratings drawing upon more 

thorough reviews by expert inspectors , with the following key questions in 
mind;  

 
1. Is the service safe?  
2. Is the service effective?  
3. Is it a caring service?  
4. Does the service respond to what people say?  
5. Is the service well led?  
 
The friends and Family test will also be a vital component of the rating.  A paper on 
the CQC future direction of travel was discussed at June 2013 Governance and Risk 
Management Committee (GRMC). 
 
The review of the NHS complaints process led by Ann Clwyd MP and Professor Tricia 
Hart is aimed to ensure both listening and action by provider organisations. 
 
The government response also covered plans for the NHS Leadership academy to 
develop clinical leaders and leaders from outside the NHS into top leadership 
positions, faster more responsive regulation for Doctors and Nurses, regulation and 
training for Health Care Support Workers (HCSW’s) and a barring system for failed 
managers and failed HCSW’s 

 

Assessment 
 

Following discussion at the February Trust Board it was agreed that the response to 
the Francis report should not take on a ‘life of its own’ and become a separate silo of 
activity. Rather it should be integrated as part of ‘how we run our organisation’ and the 
trust has therefore sought to align different workstreams with the Inquiry’s findings 
rather than establishing yet another initiative. There are a number of actions that 
demonstrate that as a Trust we were not just waiting for the 2nd report but responded 
to the first report when published in 2010.  

 
Examples of lessons from the inquiry report resulting in specific actions include: 
 

Is our service caring? 
• Listening exercises as part of road to 2014,  
• Plans in place to implement iCARE as a vehicle to embed our values, 

support the cultural transformation into to the new hospital and promote 
a culture that puts patients first and foremost.   

• iCARE stands for: 
i am responsible for 
COMMUNICATION that's effective  
ATTITUDE that's positive  
RESPECT for patients, carers and colleagues, 
ENVIRONMENT conducive to care and recovery. 

• Our newly developed Trust values, which resulted from an extensive 
period of staff and patient engagement are; 
- Putting the Patient First 
- Striving for Excellence 
- Working well together 

This document could be made public under the Freedom of Information Act 2000. 
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- Recognising the Person 
  

• May 2013, Nurses Week seminars: with guest international speaker 
focusing on the Art of Nursing. 

• Responding to the national staff and patient surveys and surveying more in 
real time, for example staff have been surveyed regularly about the new 
hospital, patient feedback cards are now being used in General 
Outpatients, Neuro and SGCHS Physio,  and the patient feedback group in 
renal is well established . 

 
Is our service safe and effective? 

 
• Nursing Quality Assessment Tool (NQAT) was implemented after the first 

Robert Francis report, NQAT assesses wards over an extensive number of 
indicators and includes peer review. Wards are awarded Gold, Silver or 
Bronze NQAT certificates.  

• Refreshed Trust Quality Strategy approved by the Board in 2011 
• Nursing Framework of Care launched June 2011,progress reported 

annually to GRMC.Trust Safety Conference to be held on 26 June, with 
national speakers, showcasing the Trusts safety programme, designed to 
maximise frontline staff attendance. 

• Continuing our programme of work with the South West Quality and Patient 
Safety Programme. 

• Review mortality proactively at Directorate mortality meetings and Trust 
wide – Global Trigger Tool reviews have commenced. 

• Continue implementing our quality strategy and Nursing and Midwifery 
Framework for Care. 

• Quality Governance Assurance Framework action plan being implemented 
and reviewed at Foundation Trust Project Board. 

• Working with Directorates to improve governance at directorate level. 
• Implementation of the Executive Review Process, Quality Impact 

Assessments, and Project Management Office scrutiny process. 
• Serious Incident report has been routinely reported in public board sessions 

with effect from April 2013. 
• Commissioners Quality and Performance reviews now combined to ensure 

all issues are seen in context rather than in silos. 
• Training and development plans are linked to appraisal, support workers 

have a code of conduct and a robust training programme. 
 

Does our service respond to what people say? 
 

• Trust Whistleblowing policy users guide updated to specifically include 
safeguarding February 2012 

• The complaints process is showing good signs of recovery.  Plans are in 
place to process map ‘life of a complaint’, and to respond much more 
proactively, using iCARE, and the Hart review. 

• ‘Information Boards on Wards include patient responses, ‘you said – we 
did’. 

• Patient stories always start the board public agenda and have developed 
understanding at Board level.  The Trust Management Team spent time at 
its May meeting in discussion with a relative who told his wife’s story, and 
patient stories will form part of iCARE training. 

• The Friends and Family Test is established, plans are in place to further 
improve response rates, and to use the narrative data intelligently. 

• The Trust move to a smart scrub uniform will begin ahead of the new 
hospital, phasing in nursing staff first.  Registered Nursing (RN) staff will 
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wear royal blue with more senior grades in Navy and all HCSW’s will wear 
grey.  Distinguishing between RN’s and HCSW’s was a specific Francis 
recommendation. 

• The Patient Experience Group is well established and chaired by the 
Director of Nursing. 

 
Is our service well led? 
 

• Review of the Board sub-committees and mechanisms for assurance are in 
progress with the aim of enhancing clarity and accountability as well as 
simplifying reporting lines and enabling smarter review and challenge. 

• Non-Executive Director (NED) inclusion in Executive Safety Walkabouts. 
• Top 180, leadership programmes 
• Board Development sessions recommenced in March. Future sessions will 

include specific focus on quality, safety and patient experience, using 
Monitor guidance for Boards as a source of questions and challenges to 
existing practice. 

• Thorough Board Governance Assurance Framework (BGAF) self-
assessment and action plan, reviewed and overseen by the FT Project 
Board. 

• Introduction of performance coaching into the organisation, supported 
through external training and an internal network of coaches to drive a more 
embedded and sustainable culture of leadership and delivery. 

• Implementation of Supervisory Sisters, Sept 2013.  This is a specific 
Francis recommendation that provides Sisters and Charge Nurses with the 
time to lead patient care, role model, working alongside staff and students 
and support relatives and carers, and has a growing evidence base.  

 
Mapping of Recommendations & Actions 
 
In order to support the ultimate requirement for the Trust to account formally to the 
Department of Health for its delivery of Francis Inquiry recommendations there is also a 
need to ensure they have been individually considered. In order to provide assurance the 
following approach is proposed and has commenced; 
 
Stage 1 – Review all 290 recommendations and categorise them as follows; 

a) Full response – directly applicable to an acute provider trust. 
b) Preparatory response – those immediately focusing on other areas that may 

ultimately signpost a response from an acute provider (e.g. changes to 
regulatory framework that the trust subsequent has to respond to). 

c) No direct response required. 
 

A first draft of this table reveals the following:   
 
Service area lead Full response Preparatory 

response 
Not directly 

Adverse events  
(incidents/complaints) 

18 12 5 

COO - - 1 
Clinical governance 12 4 8 
Communications 2 1 - 
Contracts - - 1 
Director of Nursing 8 1 1 
Human resources 1 - - 
Learning and development 12 23 11 
Legal 2 4 2 

This document could be made public under the Freedom of Information Act 2000. 
Any person identifiable, corporate sensitive information will be exempt and must be discussed under a 'closed 

section' of any meeting. 
6 
 



Service area lead Full response Preparatory 
response 

Not directly 

Procurement - 1 - 
Trust secretary (Board) 7 13 8 
Totals 62 59 37 
 
Next Steps are planned as follows; 
 
Stage 2 (early July) 
- Confirm accuracy of proposed service leads, through sharing of database with service 

area leads; requesting their review of all recommendations; and seeking feedback of 
accuracy and initial record of events that have already led to levels of assurance 

- Confirm accuracy of classification of response type, again through sharing with service 
area leads. 

 
Stage 3 (July-August) 
- Confirm ownership of each recommendation formally 
- Confirm existing assurances and oversight arrangements 
- Complete gap analysis  
- Develop action plans to address gaps, including timelines to delivery 
 
Stage 4 (September onwards) 
- Embed delivery of the action plans and report back on progress 
 

Recommendation 
 

The Trust Board is asked to note the assurance provided by achievements to date,  
 the current work in progress and the on-going work plan. 
 

This document could be made public under the Freedom of Information Act 2000. 
Any person identifiable, corporate sensitive information will be exempt and must be discussed under a 'closed 

section' of any meeting. 
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Report to: Trust Board Agenda item:  6.5 
Date of Meeting: 27 June 2013 
Report Title: New NBT Corporate Governance Arrangements 
Status: For 

information 
discussion assurance approval 

   x 
Prepared by: Harry Hayer, Paul Cresswell 
Board Sponsor: Harry Hayer, Director of Organisation, People & Performance 
 
Appendices: 

1. Detailed Proposals and Approach to Implementation 
2. NBT Development Committee: Terms of Reference 
3. Quality & Risk Management Committee: Terms of Reference 
4. Committee Report Template for Trust Board 
 

Executive Summary:  
 
In May 2013, the Board approved a new set of corporate governance arrangements (as 
set out in this paper). 
 
The formation of 3 new Board Committees requires the Trust Board to approve their terms 
of reference, noting their sub-structures. The QRMC ToR tracks the changes to those 
currently relating to the Governance & Risk management Committee. 
 
The formation of these three new committees, together with the statutory/mandatory Board 
Committees, will improve the Board agenda meeting structure. A proposed agenda (to be 
effective from October 2013) is set out in this paper.  
 
Action Required:  
 
Trust Board is requested to APPROVE the proposed new arrangements for 
corporate governance at NBT with regard to :- 
 
- The NBT Development Committee (DC) 
- The NBT Quality & Risk Management Committee (QRMC) 
- The proposed new Trust Board agenda. 
 
The Board will wish to note that the terms of reference for the remaining Committee 
– the NBT Finance & Performance Committee (FPC) will be presented to the Board 
for approval in July 2013.  
 
Key Risks: Poor governance will result in poor risk identification and 

management and poor assurance 
 

Impact on Patients: Strong and effective corporate governance arrangements 
will improve patient experience, quality, safety and 
clinical outcomes 
 

Impact on Staff Strong and effective corporate governance arrangements 
will improve patient experience, quality, safety and 
clinical outcomes 

Link to Trust Objectives:  All 
Care Quality Commission 
outcomes: 

All 

Harry Hayer – Corporate Governance Structure – 16 June 2013 



NHS Constitution: Direct link to fulfilling the requirements of the NHS 
Constitution 

Financial Issues: A large component of corporate governance 
arrangement will oversee financial management at NBT 

Legal/regulatory Issues: More effective corporate governance arrangements will 
provide a more effective response to the legal and 
regulatory framework 

Equality Issues considered To be considered by each component of the new 
corporate governance arrangements. 
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New NBT Corporate Governance Structure 
 

 
 
 
 
 
 
 
 
 
 
 
 
  Statutory/Mandatory Committee    Board Committee     Executive Committee 
  (chaired by Chair/NED)                   (chaired by NED)      (chaired by Chief Executive)

 
TRUST BOARD 

 
Audit Committee 

 
Appointments and 

Remuneration 
Committee 

 
Charitable Funds 

Committee 

 
Development 
Committee 

 
Quality & Risk 
Management 
Committee 

 
Finance & 

Performance 
Committee 

   

 
Executive Team 

 
Trust Management 

Team 

 
FT Project Board 
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Board Governance - Detailed Proposals & Approach to 
Implementation  
 
Based upon discussion between Avril Waterman-Pearson, Harry Hayer, Mike Coupe, 
Sue Jones & Paul Cresswell on 14th June 2013 as part of the Board mandated review 
of its sub-committee structure the following is proposed; 
 
1. KEY PRINCIPLES (as per Board mandate) 

 
• Structural coherence 
• Alignment with Trust priorities 
• Minimise duplication 
• Efficient Floor-to-Board reporting 
• Deliver the Big 5 objectives 
• Time-efficient for senior staff 
• More robust planning 
• Clearer lines of accountability 
• Trust Board to have clear scheme of delegation + KPIs for each sub-

committee 
• Identified executive leads for each committee 

 
2. TERMINOLOGY 
 
For clarity of purpose, roles and reporting and membership the following is proposed; 
 

• Trust Board  -Strategy & assurance focus 
• Board (sub) Committees – NED Chair, executive membership – assurance 

focus 
• Committee (sub) Groups – Executive /Management Chair – delivery focus 
• Teams – task focus 

 
3. REPORTING GROUPS TO DEVELOPMENT COMMITTEE 
 
3.1 Research & Innovation Group 

• Combines functions of Research Committee and Innovation Leadership 
Group. 

• Exec Lead – Director of Organisation, People & Performance 
• Coverage; 

o Research & Innovation Strategy 
o Research governance (including grant funding allocation, ethics etc.) 
o External relationship management with key stakeholders (e.g. BHP, 

WEAHSN, CLAHRC) 
 
3.2 Workforce Management Steering Group 

• Expands role of existing WMSG 
• Assumes oversight of functions currently reviewed at Workforce & OD 

Committee, which will be disbanded. 
• Exec Lead – Director of Organisation, People & Performance 
• Coverage;  

o Workforce Strategy 
o Learning & Development  
o Medical Education 
o Equality & Diversity 

1 | P a g e  
 



 
Appendix 1 

o JCNC 
o Local Negotiation Committee 

 
3.3 Organisational Development Group 

• Focuses OD activity into a new group 
• Aim is to focus on the creation of a high performing, healthy organisation 
• Focus will be shaped around the McKinsey 7S model of OD and the 

McKinseys 9 dimensions of organisational health; 
 

Hard Elements 
• Strategy 
• Structure 
• Systems 

Soft Elements 
• Shared Values 
• Skills 
• Style 
• Staff 

 
9 Dimensions  
of  
Organisational  
Health 

 

• Direction 
• Leadership 
• Culture & climate 
• Accountability 
• Coordination and control 
• Capability 
• Motivation 
• External orientation 
• Innovation & Learning 

 
 

• Purpose will be to provide assurance to Trust Board on the OD plan and its 
progress 

• Exec Lead – Director of Organisation, People & Performance 
• Coverage;  

o OD Strategy 
o Link to Foundation Trust OD drivers 

 
 

3.4 Strategy & Business Development Group 
• Focus on emerging themes, potential opportunities, partnerships and impact 

of fluid NHS landscape. 
• Exec Lead – Director of Strategy & Planning 
• Coverage;  

o 5 year NBT strategy 
o 3 year NBT Business plan 
o Service line business case review 
o Market analysis, Stakeholder mapping & management 
o Promotion & business development 
o Retendering for services 
o Designations (e.g. specialist commissioning) 
o Strategic change management (e.g. Acute Services review, Healthy 

Futures, UHB partnership Board) 
o Legal services commissioning (e.g. competition, procurement, 

partnership agreements) 
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3.5 Estate & Capital Planning Group 

• Picks up some functions of current Redevelopment Board & some of current 
CPMG 

• Oversees the development of capital schemes from initial concept through to 
Full Business Case 

• Acts as governing group for capital projects 
• Exec Lead – Director of Facilities & Director of Strategy & Planning 
• Coverage; 

o Estate Strategy 
o Business case approval (SOC, OBC) 
o Capital Programme oversight (progress & variations) 
o Capital Project management oversight 
o Disposals/acquisitions 
o Medical Equipment/Devices management 
o PFI Contract management 
o Retained estate management & development control 

 
 
3.6 Road to 2014 Critical Path Group 

• Picks up existing functions Road to 2014 group (which is currently not linked 
into governance structure) 

• Exec Lead – Chief Operating Officer 
• Coverage; 

o Critical path mapping 
o Critical path delivery 

 
 
3.7 Clinical IT Systems Group 

• Picks up existing functions of CITS Board. 
• Exec Lead – Medical Director 
• Coverage; 

o IT Strategy 
o IT Projects oversight 
o IT contract management oversight 
o IT performance 

 
 

 
4. IMPACT ON BOARD AGENDA 
 
Once implemented alongside the Integrated Performance report the proposed board 
agenda is as follows (see next page); 
 
 
 
 
 
 
 
 
 
 
 

3 | P a g e  
 



 
Appendix 1 

 
Proposed Trust Board Agenda (from October 2013) 
 
 
 
 
 
 
 
 
 
 
 
 
 
From  
 
 
 
 
 
 
 
 
Notes 

• This structure applies to both public and private sessions. 
• The default position is that items should be in the public session unless specific 

criteria are met that require them to be taken in private. It is recommended that a 
board protocol is established for this purpose. 

• Sub-committee reports will be in a standard format (using principles currently applied 
to QRMC) 

• Audit & Charitable Funds Committees will provide both a report and minutes due to 
their statutory nature.  Board Nominations and Remuneration Committee will report 
the key outputs of any meetings held but not minutes due to their confidential nature. 

• Annual reports will usually be received at Board committees unless there is a specific 
strategic, legal or regulatory reason for them to be taken to Board in full. 
 
 

 
5. IMPLEMENTATION & REVIEW 
 

• June 2013 Board – review/approve proposed ToR for Development 
Committee & Quality & Risk Management Committee 
 

• July 2013 Board:  
o Review/approve proposed ToR for Finance & Performance 

Committee, 
o Review/approve proposed ‘corporate calendar’ to schedule the timing 

of committees.  
o Review/approve public/private session protocol 

 
 
 

1. Apologies for Absence and Declaration of Conflicts of Interest 
2. Minutes of Previous Meeting 
3. Action Log 
4. Chairman’s Report  
5. Chief Executive’s Report  

• Urgent/important individual items may be added as necessary 
6. Integrated Performance Report  
7. Quality & Risk Management  

• Patient Story 
• Quality & Risk Management Committee (QRMC) Report  
• Other items sponsored by QRMC 

8. Strategy & Development  
• Development Committee (DC) Report  
• Other items sponsored by DC 

9. Finance & Performance  
• Finance & Performance Committee (FPC) Report  
• Other items sponsored by FPC 

10. Statutory Committees 
• Audit Committee Report & minutes  
• Charitable Funds Committee Report & minutes 
• Board Nominations and Remuneration Committee Report 

11. Entries in the Seal Register (as required) 
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• September 2013 Board:  
o Receive assurance from committees that groups and their ToRs have 

been established or are well on the way to being so.  
o Receive assurance from Trust Secretary that the ToRs align to the 

Trust’s Standing Orders and Scheme of Delegation, or approve 
proposed changes to those documents. 
 

• October 2013 Board – apply revised agenda approach 
 

• July 2014 Board – receipt of committee effectiveness reviews and any 
proposed changes in Terms of Reference. 
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NBT Development Board 
 
Terms of Reference 
 

5. PURPOSE 

5.1 The Board hereby resolves to establish a Committee of the Board to be known 
as the NBT Development Committee. 

5.2 The Development Committee is a standing committee of the Trust’s Board of 
Directors (the Board).  Its constitution and terms of reference shall be as set 
out below, subject to amendment at future Board meetings. 

5.3 The Development committee’s purpose is to provide assurance to the Trust 
Board on the following areas of activity; 

• Organisation Development 
• Research & Innovation 
• Workforce Management 
• Estates & Capital planning 
• Strategy & Business Development 
• Clinical Information & Technology Systems 
• Road to 2014 Critical Path 

 
 

6. MEMBERSHIP AND ATTENDANCE AT MEETINGS 

Membership 
6.1 The membership of the Development Committee shall consist of: 

• Two Non-Executive Directors of the Trust (one of whom will chair the 
Committee); 

• The Chief Executive; 
• The Executive Directors; 

6.2 A quorum shall be at least half the members being present, including at least 
one Non-Executive Director. 

 
Attendance 
6.3 Meetings of the Development Committee shall normally be attended by: 

• Head of Marketing & Communications; 
• Trust Secretary 
• Associate Director of PMO 
• Staff Side Chair (to be invited) 

6.4 The Development Committee may invite other persons to attend a meeting so 
as to assist in deliberations. The Development Committee chair shall be 
notified of this prior to the meeting.  
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7. ROLE AND RESPONSIBILITIES 

Authority 
7.1 The Development Committee is authorised by the Board to act within its terms 

of reference.  All members of staff are directed to co-operate with any request 
made by the Development Committee. 

7.2 The Development Committee is authorised by the Board to instruct professional 
advisers and request the attendance of individuals and authorities from outside 
the Trust with relevant experience and expertise if it considers this necessary or 
expedient to the exercise of its functions. 

3.3  The Development Committee has delegated authority for decisions within its 
terms of reference, including:   

• Approval of capital Full Business Cases up to £750k for which a statement of 
case or detailed business case has been prepared to justify the expenditure, 
plus value for money, and identify revenue consequences. 

(N.B. Capital Full Business Cases between £750k and £1.5m will be approved 
by the Finance & Performance Committee, those over £1.5m by Trust Board). 

• Variations to approved Capital Expenditure sums up to £100,000  

 
Duties 

 3.4 The duties of the Development Committee can be categorised as follows: 

• To provide assurance to the Trust Board on the key functions as outlined in 
paragraph 1.3, primarily through oversight of detailed duties delivered through 
sub-groups  

• To oversee the development of Trust strategy for Trust Board scrutiny and 
approval 

• To review and approve further progression, or the cessation of Strategic 
Outline Cases and Outline Business Cases (N.B. no value limit as this is not 
approval to commit capital funds) 

• To approve Full Business Cases as set out in 3.3 above.  

 

8. CONDUCT OF BUSINESS 

Frequency & Duration 
8.1 Meetings will be held every month; this frequency will be reviewed in July 

2014. Additional meetings may be held on an exceptional basis at the 
discretion of the Chair. 

8.2 Meetings will last no longer than 2 ½ hours. 

 
Committee Effectiveness 
8.3 The Committee shall conduct an annual self-assessment on the performance 

of its duties as reflected within its Terms of Reference and report any 
conclusions and recommendations for change to the Board. 

8.4 As part of this assessment, the Committee shall consider whether or not it 
receives adequate and appropriate support in fulfilment of its role and whether 
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or not its current workload is manageable. 
Other matters 

8.5 The Committee will receive reports from each of the following groups in order 
to obtain assurance on the effective delivery of their Terms of Reference: 

• Research & Innovation Group 
• Workforce Management Steering Group 
• Organisation Development Group 
• Strategy & Business Development Group 
• Estates & Capital Planning Management Group 
• Clinical IT Systems Group 
• Road to 2014 Critical Path Group 

8.6 The Committee shall be supported administratively by the Trust Secretary, 
whose duties in this respect will include: 

• Agreement of agendas with Chair and attendees and collation of papers 
• Taking the minutes 
• Keeping a record of matters arising and issues to be carried forward 
• Advising the Committee on pertinent issues/areas 
• Provision of a highlight report of the key business undertaken to the Trust 

Board following each meeting, in the public session where possible.  

8.7 The Chair of the Committee shall draw to the attention of the Board any issues 
that require disclosure to the full Board. The Committee shall also raise any 
significant concerns in relation to the business undertaken directly with the 
Board in a timely manner. 

 

9. STATUS 

9.1 These terms of reference should be reviewed annually by the Trust Board. 

9.2 Approved by the Trust Board on [June 2013] 

9.3 Next Review Date: [June 2014] 
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Governance Quality & Risk Management Committee 
  
Terms of Reference 
 

1. PURPOSE 

1.1 The Board hereby resolves to establish a Committee of the Board to 
be known as the Governance and Risk Management Committee (the 
Committee).  

1.2 The Committee is a standing committee of the Trust’s Board of 
Directors (the Board). Its constitution and terms of reference shall be 
as set out below, subject to amendment at future Board meetings. 

1.3 It is responsible for Governance Quality Governance and Risk 
Management for the Trust. 

 

2. MEMBERSHIP AND ATTENDANCE AT MEETINGS 

Membership 
2.1 The Committee shall be appointed by the Trust Board and shall 

consist of two one two non-executive directors (NED) and all the 
executive directors. A The Chief ExecutiveNon-Executive Director 
shall be appointed Chair of the Committee.  

2.2 Each member must nominate a deputy to attend in their place when 
they are unable to. 

2.3 A quorum shall be shall be at least half the members being present, 
including at least one NED.  

Attendance 
2.4 Meetings of the Committee shall normally be attended by: 

• The Head of Compliance; 
• The Head of Internal Audit; 
• The Trust Secretary; 
• The Management Assistant to Trust Secretary; 
• Any other person who has been invited to attend a meeting by the 

Committee so as to assist in deliberations. 

2.5 The Trust Secretary shall be Secretary to the Committee and the 
Management Assistant to Trust Secretary shall attend to take minutes 
of the meeting and provide appropriate support to the Chair and 
Committee members. 

 

3. ROLE AND RESPONSIBILITIES 

Authority 
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3.1 The QGRMC is authorised by the Board to act within its terms of 
reference.  All members of staff are directed to co-operate with any 
request made by the QGRMC. 

3.2 The GQRMC is authorised by the Board to instruct professional 
advisers and request the attendance of individuals and authorities 
from outside the Trust with relevant experience and expertise if it 
considers it necessary or expedient to the exercise of its functions. 

3.3 The QGRMC is authorised to obtain such internal information as is 
necessary and expedient to the fulfilment of its functions. 

 
 Duties 

The duties of the Committee can be categorised as follows: 

Quality Governance Structures 

3.4 The Committee shall ensure an appropriate governance structure 
exists within the organisation, so that the organisation can be well run, 
well managed and well governed. This will be achieved by: 

• Reviewing, at least annually, the sub-committee structure that reports 
into the Governance & Risk Management Committee to confirm that it 
is consistent with the needs of the organisation. 

• Reviewing the terms of reference of all sub-committees at least 
annually to ensure that they are up to date with appropriate regulatory 
requirements and consistent with the objectives of the Trust. 

• Review reports from all sub-committees to ensure that they are 
functioning effectively, and any areas of work, or issues of concern are 
being progressed, addressed and delivered for improvement. 

• Review and provide assurance to the Trust board on the adequacy of 
quality governance throughout the organisation using the Monitor 
Quality Governance Framework to formally measure compliance. 
 

Regulatory Compliance 

3.5 The Committee shall assure itself that all regulatory requirements are 
complied with, with proven and demonstrable assurance, and 
immediate and effective action is taken where this is identified as 
deficient. 

3.6 The Committee shall monitor and assure itself that it can with 
confidence, and evidence, assure the Trust Board, patients, public, 
and other stakeholders (e.g.: CQC, SHANTDA, DoH, commissioners) 
that the Trust is complying with its regulatory requirements and 
meeting its targets, and can evidence this. 

3.7 The Committee shall embed the culture of compliance within the 
organisation, so that it happens as part of normal business, and not as 
a separate activity, contributing directly to a well-run organisation and 
the quality of patient care. 

3.8 The Committee shall ensure compliance with the Care Quality 
Commission registration requirements and standards.  The Committee 
shall also monitor key areas of compliance, such as NHS insurance 
(NHSLA General Risk Management Scheme and CNST), the NHS 
Constitution, and other key areas of compliance as they arise. 

3.9 To have the lead responsibility for the following NHSLA Risk 
Management Standards Criteria; 
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• 2.4 Claims Management 
• 2.5 Investigations 
• 2.6 Analysis & Improvement 
• 2.7 Learning Lessons from Claims 
• 2.10 Being Open 
• 3.9 Supporting Staff Involved in an Incident, Complaint or Claim 

and to ensure that all requirements are understood, translated into 
Trust policy and adhered to in practice. This entails; 

• ongoing policy development and review,  
• implementation of the policy,  
• monitoring compliance with the policy, and  
• the development, review and implementation of action plans. 

 
Risk Management 

3.10 The Committee shall ensure The Trust has robust risk management 
systems and processes in place.  Appropriate risk management 
systems and processes will remove, reduce, avoid, prevent or manage 
risks, whilst enabling innovation, to ensure the best possible patient 
care. 

3.11 In particular, the Committee will: 

• Ensure that an up to date risk register is maintained, and that all 
staff are able to access the risk register to raise concerns and know 
that concerns will be reviewed and addressed.   

• Ensure that the Board Risk & Assurance Register (BR&AR) 
provides an effective source of assurance to the Board on the 
management of strategic risks along with operational risks that are 
escalated by directorates above a defined tolerance level, as set 
out in the Trust’s Risk management Strategy. The BR&AR will be 
presented at least quarterly to the Trust Board for review and 
approval. 

• Act as the forum for risk to be discussed, and ensure that where 
serious concerns are raised, action is taken, and that action plans 
are carried through to completion, and the reporting loops closed.  
In doing so, ensuring that there are robust links with Clinical and 
non-Clinical Directorates to ensure a culture of quality and risk 
management is present throughout the organisation. 

Safety 

3.12 The Committee shall hold the safety of patients, public and staff, as 
well as the reputation of the Trust, as a core value in assessing 
assurance, quality governance and risk. 

 

4. CONDUCT OF BUSINESS 

Frequency 
 4.1 The Committee must consider the frequency and timing of meetings 
  needed to allow it to  discharge all of its responsibilities.  Meetings will 
  be held at least four times per year, with additional meetings where 
  necessary. 

Committee Effectiveness 
4.2 The Committee shall conduct an annual self-assessment on the 

performance of its duties as reflected within its Terms of Reference 
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and report any conclusions and recommendations for change to the 
Board. 

4.3 As part of this assessment, the Committee shall consider whether or 
not it receives adequate and appropriate support in fulfilment of its role 
and whether or not its current workload is manageable. 

Other matters 

4.4 The Committee will report to the Board annually on the performance of 
its duties as reflected within its Terms of Reference. The Audit 
Committee will also review GRMC’s Annual Report to the Board in 
order to inform its overall scrutiny of the Trust’s draft Annual 
Governance Statement prior to recommending it for Board approval. 

4.5 The Committee will receive reports from each of the following sub-
committees groups in order to obtain assurance on the effective 
delivery of their Terms of Reference: 

• Quality CommitteeGroup 
• Drugs & Therapeutic CommitteeGroup 
• Clinical Risk Committee Group  
• Risk & Compliance CommitteeGroup 
• Patient Experience Group  
• Patient Records Committee Group 
• Health & Safety Committee Group 
• Control of Infection Committee Group 
• Adult Safeguarding (including LD, Dementia and Mental Health) 

Group 
• Safeguarding Committee  

4.6 The Committee shall be supported administratively by the Trust 
Secretary, whose duties in this respect will include: 

• Agreement of agendas with Chair and attendees and collation of 
papers 

• Taking the minutes 
• Keeping a record of matters arising and issues to be carried 

forward 
• Advising the Committee on pertinent issues/areas 
• Provision of a highlight report of the key business undertaken to the 

Trust Board following each meeting, in the public session where 
possible.  

4.7 The Chair of the Committee shall draw to the attention of the Board 
any issues that require disclosure to the full Board. The Committee 
shall also raise any significant concerns in relation to the business 
undertaken directly with the Board in a timely manner. 

 

5. STATUS 

5.1 These terms of reference should be reviewed annually by the Trust 
Board. 

5.2 Approved by the Trust Board on 27th September 2012 27th June 2013 

5.3 Next Review Date: February 2013  June 2014 
 

Formatted: List Bullet, Indent: Left: 
3 cm

Formatted: List Bullet, Left, Indent:
Left:  3 cm,  No bullets or numbering,
Widow/Orphan control

Formatted: Font: 11 pt, Superscript

4 | P a g e  
 



 
Appendix 4 

 

 
 
Committee Report Template for Trust Board 
 
Report to: Trust Board Agenda 

item:  
 

Date of Meeting: dd/mm/yyyy 
 

Report Title: XYZ Committee – <MEETING DATE> 
Status: For 

Information 
Discussion Assurance Approval 

  x  
Prepared by:  
Board Sponsor: Name of Committee Chair & Lead Executives 
Appendices: Summary Report 
 
Executive Summary:  
 
A summary of the meeting held on <insert date> is attached to provide the Trust 
Board with assurance that the XYZ Committee is conducting its business in a 
robust manner.  
 
It also provides opportunity for board members to cross reference the <INSERT 
COMMITTEE FOCUS> issues covered with information received directly at the 
Board and within the normal course of duties. 
 
Key issues discussed included: 
 

1. Add key issues 
 

 
Action Required:  
Trust Board is requested to:  

• Review the work of the XYZ Committee and discuss any appropriate 
issues 

 
 

Key Risks:  
Impact on Patients:  
Impact on Staff  
Link to Trust Objectives:   
Care Quality Commission 
outcomes: 

 

NHS Constitution:  
Financial Issues:  
Legal/regulatory Issues:  
Equality Issues considered  
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Summary of XYZ Committee Meeting held on dd/mm/yyyy 

(N.B. aim is for 2 sides maximum) 
 
1. Decisions Made / Requested 

 
 The Committee approved; 

• Bullet point items approved at meeting 
 
The Committee requests Trust Board approval of; 

• Bullet point items requested for board approval 
 

2. Assurance Reports Directly reviewed by GRMC 
 

  
• Add bullet points to reflect items directly reviewed by the committee. 

 
3. Assurances Received from Sub-Groups 

 
 XYZ Group 1  

• Bullet point key assurances 
 
XYZ Group 2 

• Bullet point key assurances 
 
XYZ Group 3 

• Bullet point key assurances 
 
XYZ Group 4  

• Bullet point key assurances 
 
 

4. Key Risk Areas Discussed: 
 

 Add bullet points to reflect risks directly reviewed by the committee. 
 
XYZ Group 1 

• Bullet point key risks 
 
XYZ Group 2 

• Bullet point key risks 
 
XYZ Group 3 

• Bullet point key risks 
 
XYZ Group 4 

• Bullet point key risks 
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Agenda Item 6.6 

Report to Trust Board – June 2013 
 
 

Title: National Inpatient Survey Results 2012/13 

Purpose of paper: Summary of the National Inpatient survey 
 

For Discussion 
Executive Summary:   
485 patients completed 
the 2012/13 Inpatient 
Survey [56% response 
rate] 

The Care Quality Commission (CQC) requires all NHS acute Trusts in 
England to participate in a national In-patient Survey. North Bristol NHS 
Trust (NBT) uses Picker Institute to administer the process.  805 eligible 
patients were randomly selected and 485 survey questionnaires were 
returned giving a response rate of 56%.  The results below are 
benchmarked with the 69 Trusts who also use the Picker Institute. 

Key facts about the 
patients responding to the 
survey.  The majority of 
respondents  were 60+ 

 57% of patients were on a waiting list/planned in advance and 38% 
came as an emergency or urgent case. 

 83% had an operation or procedure during the stay. 
 44% were male; 55% were female and 1% did not reply. 
 12% were aged 16-39; 30% were aged 40-59; 23% were aged 60-69 

and 33% were aged 70+; 2% did not reply 

Results at a glance show 
us that there have been 
some improvements since 
last year’s survey 
together with how we 
compare to other Trusts 
[see Appendix 1-  Section 
A and Part B] 

Results at a glance: 
`Have we improved since the 2011 survey? 
 A total of 73 questions were used in both the 2011 and 2012  
 surveys. 
 Compared to the 2011 survey, your Trust is: 
 Significantly BETTER on 2 questions 
 Significantly WORSE on 10 questions 
 The scores show no significant difference on 61  

questions 
 How do we compare to other trusts? 
 The survey showed that your Trust is: 
 Significantly BETTER than average on 7 questions 
 Significantly WORSE than average on 19 questions 
 The scores were average on 60 questions 

The Trust’s focus for 
2013/14 will be four areas 
including FFT success 
indicator 

At the April PEG meeting it was agreed to focus on fewer priorities with a 
view to making a greater impact on improving patient experience.  The 
recommended areas selected provide success measures for key pieces of 
work currently being undertaken by the Trust.  Areas selected have been 
verified with colleagues leading on these areas of work.   
 
1. Providing information about ward routines for patients 

Revising and re-launching the Ward Welcome Card 
2. Ensuring choice of food available is offered to patients 

Building on the excellent work of the Catering Dept who recently 
achieved a Soil Association Silver Award for high quality food offered, 
and ensuring that patients benefit from this 

3. Discharge: 
a) Ensuring families and carers are given enough information to help 

care for the patient 
b) Ensuring patients is kept informed about delay in discharge 
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A Discharge Bundle is being developed to ensure a more effective and 
timely discharge of a patient takes place.  Work is being done to support 
carers in supporting the patient whilst on the ward and at discharge.  
These improvement areas will help to measure the success of this work. 

4. Giving patients the opportunity to give views on quality of care  
This improvement area will help to measure the success of the Friends 
& Family Test, implemented across all inpatient wards and ED from 1st 
April 2013 

 
 

 Action Required 
 
Trust Board is requested to: 
a) Discuss the contents of the Survey and: 
b) Approve the proposed recommendations for forward action planning 
 
Key Risks: Not implementing the Action plan could have a negative impact on the Trust’s reputation 
Impact on 
Patients: 

Implementation of this Action Plan contributes to improving patient experience  
 

CQC Outcome: All Responsible 
Committee: 

Patient Experience Group 

Financial Issues 
considered: 

None Equality Issues 
Considered: 

Considered throughout 

Legal Issues Considered throughout. Sustainability 
Assessment 
Completed: 

None 

 

 
Presented by: Sue Jones – Director of Nursing 
Prepared by: Juliet Winter – Patient & Community Engagement Manager 
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SECTION 1 – AREAS WE HAVE IMPROVED IN 
 
A. Survey highlights many positive aspects of patient experience [Table 1]  
 
Table 1: Positive aspects of patient care: 
Lower scores are better 2011 2012 Average 
Overall: 7+ out of 10 rated care  Not 

asked 
77% 78% 

Overall: treated with respect and dignity 81% 80% 79% 
Doctors: always had confidence and trust 84% 82% 80% 
Hospital: room or ward was very/fairly clean 95% 94% 96% 
Hospital: toilets and bathrooms were very/fairly clean 90% 93% 90% 
Care: always enough privacy when being examined or treated 90% 85% 88% 
 
B. Trust has improved significantly on the following areas since 2011 [Table 2] 

Table 2: Areas improved in: 
Lower scores are better 2011 2012 Average 
Discharge: not given any written/printed information about what they should 
or should not do after leaving hospital 

30% 22% 30% 

Discharge: not given completely clear written/printed information about 
medicines 

31% 18% 26% 

 
C. Trust results were significantly better than the ‘Picker average’ [Table 3] 

Table 3: The Trust were significantly better on the following questions: 
Lower scores are better 2011 2012 Average 
Hospital: patients using bath or shower area who shared it with opposite sex 7% 9% 12% 
Doctors: talked in front of patients as if they were not there 16% 20% 24% 
Discharge: not given any written/printed information about what they should 
or should not do after leaving hospital 

30% 22% 30% 

Discharge: not fully told purpose of medications 20% 19% 23% 
Discharge: not given completely clear written/printed information about 
medicines 

31% 18% 26% 

Discharge: not told who to contact if worried 15% 14% 20% 
Discharge: did not receive copies of letters sent between hospital doctors 
and GP 

34% 29% 34% 
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SECTION 2 – AREAS FOR IMPROVEMENT 
 
D. Areas for improvement where results indicate a less favourable response than in 2010/11 
 [see Tables 4 – 6] 

Table 4: The Trust has worsened significantly on the following questions: 
Lower scores are better 2011 2012 Average 
A&E Dept: not given enough privacy when being examined or treated 12 % 20% 22% 
A&E Dept: waited 4 hours or more for admission to bed on a ward 15 % 28% 28% 
Planned admission: not given choice of admission date 68% 75% 65% 
Admission: process not at all or fairly organised 30% 41% 34% 
Admission: had to wait long time to get to bed on ward 24% 36% 34% 
Hospital: hand wash gels not available or empty 3% 6% 4% 
Hospital: bothered by other patients’ visitors 9% 15% 11% 
Hospital: not offered a choice of food 23% 29% 21% 
Hospital: patients did not get the food they ordered 25% 32% 23% 
Discharge: was delayed 37% 45% 39% 
 
Table 5: Results were significantly worse than the ‘average’ for the following questions: 
Lower scores are better 2011 2012 Average 
Planned admission: should have been admitted sooner 28% 34% 21% 
Planned admission: not given a choice of admission date 68% 75% 65% 
Planned admission: admission date changed by hospital 25% 24% 18% 
Admission: process not at all or fairly organised 30% 41% 34% 
Hospital: didn’t get enough information about ward routines  73% 74% 65% 
Hospital: bothered by noise at night from other patients 41% 45% 39% 
Hospital: room or ward not very or not at all clean 4% 6% 3% 
Hospital: nowhere to keep personal belongings safely 76% 80% 61% 
Hospital: bothered by other patient’s visitors 9% 15% 11% 
Hospital: food was fair poor 50% 53% 42% 
Hospital: not always healthy food on hospital menu 42% 42% 32% 
Hospital: not offered a choice of food 23% 29% 21% 
Hospital: patients did not get the food they ordered 25% 32% 23% 
Nurses: sometimes, rarely or never enough on duty 41% 47% 40% 
Nurses: did not always get the opportunity to talk to when needed Not 

asked 
42% 37% 

Care: not enough opportunity for family to talk to doctor 56% 59% 52% 
Care: not always enough privacy when being examined or treated 9% 13% 10% 
Discharge: was delayed 37% 45% 39% 
Overall: not asked to give views on quality of care 78% 83% 76% 
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Table 6: Areas where more than 50% of patients reported most problems: 
Lower scores are better 2011 2012 Average 
Discharge: delayed by 1 hour or more 85% 85% 85% 
Overall: not asked to give views on quality of care 78% 83% 76% 
Hospital: nowhere to keep belongings 76% 80% 61% 
Planned admission: not given choice of admission date 68% 75% 65% 
Hospital: didn’t get enough information about ward routines 73% 74% 65% 
Discharge: not told how long delay in discharge would be 73% 73% 67% 
Planned admission: not offered a choice of hospitals 62% 63% 62% 
Overall: Did not receive any information explaining how to complain *[88%] 63% 61% 

Care: not enough opportunity for family to talk to doctor 56% 59% 52% 
Care: could not always find staff member to discuss concerns with 63% 58% 60% 
Discharge: not fully told side-effects of medication 58% 56% 59% 
Hospital: food was fair or poor 50% 53% 42% 
Discharge: family not given enough information to help 52% 52% 50% 
Discharge: not fully told of danger signals to look for 51% 52% 55% 
Doctors: did not always get opportunity to talk to when needed 49% 51% 47% 
* Less than 50 patients responded to this question 
 
E. Patient experience CQUIN targets [Table 7] 
Table 7: Improving responsiveness to personal needs of patients [CQUINS]  
 

Lower scores are better  
 
 

2011 2012 Average 

Were you as involved as you wanted to be in decisions about your care and 
treatment 

45% 45% 44% 

Did you find someone to talk to about worries and fears 63% 58% 60% 
Were you given enough privacy when discussing your condition or treatment 29% 30% 26% 
Were you told about medication side effects to watch out for when you went 
home 

58% 56% 59% 

Were you told who to contact if you were worried about your condition after 
you left hospital 

15% 14% 20% 

 
SECTION 3 – CQC ANALYSIS 
 
156 acute and specialist NHS trusts were involved in this wider analysis by the CQC i.e. a further 87 trusts.  
For the following sections the Trust was worse compared with most other Trusts in the survey: 
 
Q6. How do you feel about the length of time you were on the waiting list? 
Q15. Were you ever bothered by noise at night from hospital patients? 
Q17.  In your opinion, how clean was the hospital room or ward that you were in? 
Q.37 Were you given enough privacy when being examined or treated? 
 
Link to the report - http://www.nhssurveys.org/Filestore/Inpatient_2012/benchmark/IP12_RVJ.pdf 
 
The Trust’s focus on what to improve still needs to be areas it can have influence over and what the Trust 
considers to be its priorities for 2013. In partnership with Patient Association an action plan was developed 
to try to improve noise at night.  This can be updated and a re-audit undertaken.  Privacy and dignity can be 
raised with Heads of Nursing and cleanliness of wards and rooms flagged up with Domestics.  They have 
their own audit process. 
 
In light of the CQC analysis the improvement areas identified in this report are still relevant in terms of low 
scoring. 

5 
 

http://www.nhssurveys.org/Filestore/Inpatient_2012/benchmark/IP12_RVJ.pdf


 
 
 
 
F. Examples of Respondents comments 
 

 
 
G. Next steps and action planning 
 
1. Agreed improvements areas to form part of the Trust Inpatient Survey Action Plan for 2013/14 
2. Patient & Community Engagement Manager to set up sub groups of PEG to take work forward 
3. Recommendations from sub groups to be piloted and rolled out across Directorates 
4. PEG to monitor progress or work  
5. In addition to measuring success against next year’s Inpatient Survey results, outcomes also to be  

 monitored through the Friends & Family Test, NQAT, complaints and concerns and other local 
 surveys/audits 

 
 
 

Having to move to 
another ward at 
11o/c at night! 

 

The whole experience was very 
good. I was dealt with 
professionally and caringly by 
all staff doctors nurses 
pharmacists and the 
domestics. I have already 
written and thanked the staff 
(when I was discharged). 

 

Was like a Holiday 
everything done for you 
lovely food. 

The whole experience was very 
good. I was dealt with 
professionally and caringly by all 
staff doctors nurses pharmacists 
and the domestics. I have already 
written and thanked the staff (when 
I was discharged). 

 Nurses/physio were 
marvellous despite 
having difficult jobs 
(& difficult 
patients!). 

Staff were friendly, 
helpful and efficient 

 

Very noisy at night 
 

A better choice of food or 
better combinations of 
food on the menu and 
take more care to ensure 
the correct food choice is 
given to you. 

 

Yes increase staff 
levels. 
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Report to: Trust Board Agenda item:  6.7 
Date of Meeting: 27th June 2013 

 
Report Title: Audit Committee 
Status: For information discussion assurance approval 

x  x  
Prepared by: Nick Stibbs 
Board Sponsor: Ken Guy 
Appendices: Summary Report 
 
Executive Summary:  
 
The Audit Committee met on 4th June and the key issues discussed are listed below with 
details set out in the appendix: 

 
1. Annual Clinical Audit Report 
2. Financial Accounts 2012/13 (including the Head of Internal Audit Opinion, the Audit 

Findings Report and the Letter of Representation) 
3. Annual Report 2012/13 
4. Approach to the Revision of Policies 
5. Assurance on Programme Management Office Processes 
6. Effectiveness of the Committee 
7. Committee Work Plan 
8. Auditor’s Financial Resilience Report 
9. Internal Audit Annual Report 
10. Workforce Planning 

 
 
Action Required:  
Trust Board is requested to:  
• Note the contents of this report 

 
Key Risks: Without a system to monitor governance processes the 

Board would lack assurance that the organisation was a 
going concern and achieving its targets 

Impact on Patients: All systems monitored by the Audit Committee relate 
directly and indirectly to the delivery of patient care 
outcomes and good experience 

Impact on Staff All systems monitored by the Audit Committee relate to 
the provision of care by staff 

Link to Trust Objectives:  Services of exemplary quality and safety 
Strong, financially healthy organisation 

Care Quality Commission 
outcomes: 

Outcomes 1, 4, 6, 7, 8, 9, 16 and 21 

NHS Constitution: Quality of care and environment 
Financial Issues: As indicated in the report 
Legal/regulatory Issues: Considered throughout 
Equality Issues considered Considered throughout 
 

This document could be made public under the Freedom of Information Act 2000. 
Any person identifiable, corporate sensitive information will be exempt and must be discussed under a 'closed 

section' of any meeting. 
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Appendix 
 

Annual Clinical Audit Report 
 
The Committee received the annual Clinical Audit Report which provided assurance on the 
evidence for the successful operation of clinical audit in the Trust including: 
 

• committee activity 
• patient panel involvement 
• training activity 
• medical revalidation 
• clinical audit activity 
• wider quality improvement activity 

 
The Chairman of the committee noted that there had been a decline in attendance at its 
meetings and a survey of clinical leads in directorates found there was a lack of protected 
time for the role. This had been highlighted to the Quality Committee which in turn had 
asked the Trust’s management team to address. He also noted that there had been a drop 
in attendees at workshops to train staff in basic clinical audit and quality improvement 
principles. Alternative methods of providing the training and the advent of medical 
revalidation would help to increase attendance. The Committee wished to bring to the 
attention of the Board the importance of training for and delivery of audits as part of the 
national implementation of medical revalidation. 
 
The Audit Committee noted that NBT clinicians participated in 95% of the eligible national 
clinical audits and all of the national confidential enquiries. There were also fewer 
abandoned projects in 2012/3 although fewer projects had been started. 
 
Financial Accounts 2012/13 
 
The Committee received and discussed the annual accounts for 2012/13 and noted that 
there had been no adjustments to the reported surplus of £7 million following the audit and 
that the Trust had achieved all its financial targets. It agreed on the appropriateness of 
preparing the accounts on a going concern basis and it noted that the Head of Internal 
Audit Opinion on the effectiveness of the Trust’s systems of internal control was of 
‘significant assurance’ for the fifth year in a row.  
 
The Committee was pleased to note the findings of the Auditors, Grant Thornton which 
confirmed the lack of adjustments affecting the Trust’s retained surplus position, that the 
accounts and working papers were of a good standard, there were no adjusted 
misstatements and gave an unqualified value for money conclusion. There was one 
unadjusted misstatement regarding the classification of income from Bristol PCT but this 
was not of a material nature. 
 
The Accounts and the Letter of Representation were recommended to the Board for 
approval. 
 
Annual Report 2012/13 
 
The Committee received the Annual Report amended following the previous Board 
meeting.but still with proof reading to be undertaken. It was agreed that the Committee 
Attendance records should include the Remuneration Committee and a note concerning 
the special Board meetings. With these amendments it was recommended for approval by 
the Board. 
 
 
 

This document could be made public under the Freedom of Information Act 2000. 
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Approach to the Revision of Policies 
 
The Committee approved an approach to review and revise key policy documents on 
standards of personal business behaviour and prevention, detection and response to 
instances of fraud and corruption. 
 
Programme Management Office 
 
The Committee received a presentation on the structure and processes of the Programme 
Management Office that help to ensure that projects are in line with the Trust’s objectives, 
are adequately managed and receive sufficient resources and that the executives are 
aware of challenges to the achievement of cost and benefits. Parts of the PMO acted as 
an independent reviewer of directorate and Road to 2014 theme projects and supplied the 
information for the Executive Review Meetings. Parts of these meetings were used to help 
directorates and themes find solutions to their challenges. It was noted that ideally the 
PMO would not be needed in three to five years time. 
 
Committee Effectiveness 
 
The results of the annual self-assessment effectiveness survey were tabled and will be 
discussed at the next meeting. 
 
Work Plan  
 
The Committee’s work plan for the next year was approved with the addition of the regular 
progress reports. 
 
Financial Resilience Report 
 
The Committee received the report from the Auditors detailing, as part of its VFM 
conclusion, the review of arrangements in the Trust for securing financial resilience. The 
overall conclusion was that these were satisfactory with the most important area to 
address being recurrent savings and to ensure plans were fully identified and delivered to 
achieve the necessary £8.3 million surplus. 
 
Internal Audit Annual Plan 
 
The Committee received the Internal Audit Annual Report for 2012/13. 
 
Workforce Planning 
 
The Audit Committee had previously expressed concern regarding the Trust’s workforce 
plans and was pleased to note that an Internal Audit project had commenced and would 
report to management before the end of July. The results would be discussed at the Audit 
Committee’s meeting in October. 
 
 
19/6/13 
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Report to: Trust Board Agenda item:  6.8 
Date of Meeting: 27th June 2013 
Report Title: Governance (Quality) and Risk Management Committee 
Status: For information discussion assurance approval 

x  x  
Prepared by: Nick Stibbs 
Board Sponsor: Marie-Noelle Orzel 
Appendices: Summary Report 
 
Executive Summary:  
 
A summary of the meeting held on 10 June is attached as an Appendix to provide the 
Trust Board with assurance that the G(Q)&RMC is conducting its business in a robust 
manner. It also provides opportunity for board members to cross reference the assurance 
and risk issues covered with information received directly at the Board and within the 
normal course of duties. 
 
Key issues discussed included: 
 

1. The role of G&RMC and impact of recent NHS publications.  
2. The Framework of Care Annual Report 2012/3. 
3. Assurance ‘Deep Dives’ on Maternity Services and CQC Outcome 13 Staffing. 
4. Response to Savile Inquiry. 
5. CQC Future Direction of Travel 

 
Action Required:  
Trust Board is requested to:  

• Review the work of the Governance (Quality) and Risk Management Committee 
and discuss any appropriate issues 

 
Key Risks: Demonstration of an adequate process for assuring the 

Board that objectives can be achieved and governance 
processes and compliance issues are dealt with is 
important for the safety of patients, the Trust’s own 
health as an organisation and for those outside bodies 
with statutory obligations to oversee health care 

Impact on Patients: Indirect impact on the safety of patients and 
demonstration to patients and the public of the Trust’s 
ability to maintain that safety. 

Impact on Staff Supports staff in their operational work. 
Link to Trust Objectives:  Service of exemplary quality and safety 

Leading edge services in high quality environments 
Great place to work 

Care Quality Commission 
outcomes: 

Impacts on all CQC registration and other bodies’ 
standards. 

NHS Constitution: Quality of care and environment 
Respect, consent and confidentiality 
Compliant and redress 
All staff rights 

Financial Issues: No extra financial issues 
Legal/regulatory Issues: Considered as part of compliance 
Equality Issues considered No impact assessment taken but equality issues part of 

Committee’s assessment of all reports 
This document could be made public under the Freedom of Information Act 2000. 

Any person identifiable, corporate sensitive information will be exempt and must be discussed under a 'closed 
section' of any meeting. 
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Appendix 
 

Summary of Governance (Quality) & Risk Management Committee Meeting 10th 
June 2013 

 
1. Decisions Requested/Made 

 
1.1 The Committee noted the approval of the Board for the change of name of the 

Committee to the Quality and Risk Management Committee with Rob Mould 
chairing. It was agreed that: 

• all executives should remain members 
• the Patient Experience Group should now report to the Quality Committee 
• the frequency of meetings should be maintained at two-month intervals 
• there would be schedule of ‘deep dive’ assurance reviews for each meeting 

The new Terms of Reference are set out separately on the Board agenda. 
1.2 The Committee will review CQC Outcome 8 Cleanliness and Infection Control at 

its next meeting. 
1.3 The Committee approved the moderation score of a risk by the Risk and 

Compliance Committee concerning the potential overlooking of test results which 
might lead to mismanagement of patient care as a score of 12  

 
2. Assurance Reports directly reviewed by G&RMC 
 

2.1 A report on the implementation of the Framework of Care was received. This is 
the framework that sets out the initiatives and objectives that underpin the 
provision of ‘Exceptional Care, Personally Delivered’ adopted by the Board in 
June 2012. The Committee noted that a senior nurse was leading the three key 
workstreams and the Nursing and Midwifery Governance Committee was 
monitoring their delivery.  

2.2 The Committee was pleased to review the Maternity Dashboard clinical 
performance and governance scorecard which monitors performance against 
agreed local standards. Hospitals across the country can choose the outcomes 
they wish to collect and set their own thresholds so they cannot be directly 
compared. The Committee was assured around the processes drove quality 
improvement. 

2.3 Following the revelations regarding the actions of Jimmy Savile the Department of 
Health sought assurance from providers that events that are alleged to have 
taken place at some hospitals could not be repeated. It was considered that the 
CRB checks and training that are undertaken for volunteers is sufficient to give 
assurance to the Trust. Processes have been put in place by the Communications 
and Fund Raising teams to assure the Trust that celebrities have no unsupervised 
access to patients and that any ongoing activities involving celebrities will also be 
subject to CRB checks. 

2.4 The Committee noted the quality of evidence for each of the CQC Outcomes and 
that for Cleanliness and infection control, Requirements relating to workers and 
Staffing the QRP ratings had worsened. In each case this was because older 
evidence had been replaced by later evidence that was less positive, such as the 
2012 staff survey and PEAT scores for Frenchay Hospital. 

2.5 The Level 3 assessment for NHSLA risk management standards has been 
booked for late January 2014 with an informal visit arranged for 29 August. The 
NHSLA has confirmed that the Trust will gain the financial discounts if it passes 
for the full three years even though the standards will completely change in April 
2014. A support administrator has been appointed to undertake audits to support 
the achievement of Level 3. 
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2.6 Mike Brooks, Head of IM&T, gave a presentation on the risks and the approach to 
their mitigation regarding patient records processes.  

 
3. Assurance Reports from Sub-Committees 
 

3.1 Risk and Compliance Committee 
The Committee was confident that progress was being made in addressing the 
gaps in the risk management processes and systems and that any gaps in 
evidence for any CQC Outcome at any location was being routinely reported. 

3.2 Safeguarding Committee 
It was noted that over 6,000 staff had received Level 1 Dementia training and 130 
staff training to be dementia champions. A peer review of dementia care in 
February was very positive. Over 90% of patients with a learning disability 
admitted to NBT were assessed by a LD nurse within 24 hours. 

3.3 Clinical Risk Committee 
 No incidents had breached the two day reporting deadline in March or April, new 

risks were being added at directorate level via the Risk Web system and the 
committee was confident that issues were being escalated appropriately. 

3.4 Quality Committee 
 Only one root cause analysis investigation report currently exceeded its timescale 

and only one of the 39 national audits that the Trust was required to participate in 
remained outstanding. The Trust was performing as expected against the national 
quality dashboard. 

3.5 Control of Infection Committee 
 There had been no cases of MRSA and screening of patients was above the 

target. Mandatory training compliance was at 85% and the policy review and 
development schedule was on plan. 

3.6 Patient Experience Group 
 HealthWatch has been invited to send representatives to sit on PEG and a strong 

safeguarding environment should place NBT in a strong position to respond to the 
Francis Inquiry. 

3.7 Health and Safety Committee 
 Two revised health and safety policies were ratified. 
3.8 Patient Records Committee 
 Internal Audit report on the design and operation of controls on information 

governance training gave it a ‘green’ rating. 
3.9 Contingency Planning Steering Group 
 Self-assessments on Emergency Planning and Chemical, Biological, Radiological 

and Nuclear incidents were rated ‘green’. A BNSSG review also rated the 
assessments as ‘green’. 
 

4. Key Risk Areas 
 

4.1 A number of existing volunteers established in the Trust have never received 
adult and children’s safeguarding training. Individuals have received letters 
informing them that this is mandatory and compliance is being monitored by the 
manager for voluntary services and the learning and development department. 

4.2 From the discussion regarding compliance with the CQC Outcome on Staffing it 
was noted that there was a lack of confidence by staff in the efficacy of the AIM 
system. Managers often failed to feedback the actions taken to address reported 
incidents. Directorates appeared not to have the right infrastructure and the 
appropriate culture was not always present. The Outcome Lead will look at the 
LARMS system for collating evidence to see if lessons can be learned. 

4.3  A network of local and regional Quality Surveillance Groups (QSGs) comprising 
commissioners, regulators, local HealthWatch bodies and others has been 
established to share information about health care quality and to spot potential 
problems. These are supported by NHS England. At the same time the CQC is 
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simplifying its registration requirements with a new inspection regime and will 
consult on a set of fundamental standards that will inform hospital ratings by the 
end of the year. Intensive inspections that will involve several persons over many 
days or weeks and will be undertaken from October 2013. Enforcement actions to 
ensure quality can be undertaken by the TDA or Monitor and will be on the same 
basis as financial enforcement actions. Such changes mean that the Trust needs 
to continue to drive quality issues, develop the evidence base for CQC Outcomes 
and engage with QSGs 

4.4. There remains a variable understanding of the application of the Mental Capacity 
Act and safeguarding processes and there has been a temporary reduction in the 
mental health adult liaison service at Southmead. A number of policies within the 
Safeguarding remit remain to be ratified and the G&RMC has requested that they 
be finalised and issued with amendments to be added later if national guidance 
continues to evolve, 

4.5 C Diff. cases continue above the target trajectory and are discussed elsewhere on 
the Board agenda. 
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NORTH BRISTOL NHS TRUST : 2013/14 BUSINESS PLAN 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 
 
  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
               

 
EXCEPTIONAL HEALTHCARE, PERSONALLY DELIVERED 

Strategic Aims 
 
We have agreed five strategic aims (The Big 5) for the period to 2017/18: 
1) to provide services of exemplary quality 2) to ensure no unnecessary waits 3) to provide leading edge services in high quality environments 4)  to create a patient centred culture 5) to be a strong, financially healthy organisation. 
 
Values 
 
We will achieve these aims by living our values: 
1) putting patients first 2) recognising the person 3) striving for excellence 4) working well together. 
 
2013/14 business plan 
 
This wall chart lists our objectives for the year; highlights key changes in workload, income and expenditure; describes how we will improve the quality of care to patients and how the way we deliver care will change together with our plans to invest in staff development, the Trust’s buildings and IT. 

Workload: 
 
For most Clinical Directorates, 2013/14 workload will be the same 
as 2012/13.  Commissioners plan to manage the impact of 
population growth by reducing demand. 
 
The workload in surgical specialties will increase by 2.2% (1,270 
cases) to meet our commitment to a maximum wait of 18 weeks 
between GP referral and treatment. 
 
The number of people receiving renal dialysis will increase by 3%. 
 
 
 
 
 
 
 
 
Income: 
 
Total income is expected to be £533m. 
 
Set against 2012/13 
 
• A combination of increased workload, changes in drug 

regimes (driven by changes in NICE guidance and in renal 
transplant and HIV services), the awarding of ‘designated 
status’ to the paediatric epilepsy service and the requirement 
to increase Health Visitor numbers has increased expected 
income by £7m. 
 

• The cash value of tariff based income has decreased by 1% 
and there has been a reduction of £1.5m in MPET funding for 
medical training. 

 
 

Expenditure: 
 
Total expenditure is expected to be £527m. 
 
Set against 2012/13 
 
• £6m will be allocated to cover the costs of additional workload. 

 
• £12.5m will be allocated to cover the impact of inflation and 

increases in pay. 
 

The Trust’s savings target is £24.3m (4.7% of the cost base). 
 
We are planning a surplus of £6m which is the minimum required 
by the Department of Health and which will go towards the annual 
Unitary Payment paid to our PFI partner by way of ‘mortgage’ on 
the new hospital. 

2013/14 Objectives: 
 
Achievement of each of the Big 5 strategic aims depends on the 
delivery of 25 specific objectives (5 objectives for each aim).  In 
2013/14, the Trust will concentrate on 12 of these objectives: 
 
• We will provide services of exemplary quality 

 
 We will develop and begin the implementation of proposals to: 
 
 - increase the level of patient satisfaction putting NBT in the 
  top  25% of NHS Trusts by 2017/18 
 - deliver a mortality rate putting NBT in the best  25% of NHS 
  Trusts by 2017/18. 
 
• We will ensure no unnecessary waits or delays 

 
 In 2013/14 we will deliver: 
 
 - a maximum wait of 4 hours in the Emergency Department 
  and Minor Injury Units before patients are treated, admitted 
  or discharged on a routine basis 
 - a maximum wait of 18 weeks between GP referral and  
  treatment on a routine basis 
 - a maximum wait for cancer care meeting national NHS  
  standards on a routine basis 
 - reductions in lengths of stay consistent with the optimum 
  functioning of the new hospital (3.5 days for elective care; 7 
  days for non elective care). 
 
• We will provide leading edge services in high quality 

environments 
 

 We will complete the major elements of the redevelopment of 
 Southmead Hospital Bristol and the hospital site. 
 
• We will create a patient centred culture 
 
 We will develop and begin the implementation of proposals to 
 increase: 
 
 - the number of staff feeling satisfied with the quality of their 
  work and the patient care they are able to deliver putting 
  NBT  in the top 20% of NHS Trusts by 2017/18. 
 - the number of staff feeling able to contribute to  
  improvements in patient care putting NBT in the top 20% 
  of NHS Trusts by 2017/18. 
 - the number of staff recommending NBT as a place to  
  work or receive treatment putting it in the top 20% of NHS 
  Trusts by 2017/18. 
 
• We will be a strong, financially health organisation 

 
 We will develop and begin the implementation of proposals to 
 deliver: 
 
 - a Financial Risk Rating of '3' or above on a routine basis 
 - a 'green' Governance Risk Rating on a routine basis. 

Quality: 
 
National CQUINs and our Quality Account will play a major part in our plans. 
Priorities for this year are: no missing notes, improving patient record keeping at the bed side, reducing mislabelled blood samples and improving nutrition. 
We will also continue working on reducing the number of pressure ulcers and falls, preventing deterioration and improving care for people with dementia. 
We will use the safety thermometer to measure the level of harm free care we provide. 
We will implement ‘safer surgery’ practice. 
We will use the feedback from the Friends and Family Test to improve patient experience on wards and in the Emergency Department. 
We will triangulate clinical governance information to ensure identification of any clinical concerns and implement an early warning trigger tool to identify and 
intervene in ‘at risk’ wards. 
We will embed service level quality governance arrangements in all clinical areas focused on improving outcomes. 
We will roll out the iCARE programme. 
 
 
 
 
 
 
 
 

Organisational & Clinical Practice:  
 
Our overriding priority for this year is to change current clinical and organisational practice to transform how care will be provided in the new Southmead 
Hospital Bristol. 
This transformation includes: 
Urgent care 
• Combining the Surgical and Medical Assessment Unit to become an Acute Assessment Unit (AAU).  Then combining the AAU and the Emergency 

Department. This will provide faster assessment by senior clinicians and a shorter stay in hospital. 
• Changing the urgent care pathway and  increasing levels of ambulatory care so reducing the number of unnecessary emergency admissions. 
Inpatient care 
• Providing most care in single rooms and increasing the levels of bedside diagnostic investigations and therapy input. 
• Implementing the CARE programme to enable clinical teams to manage increasingly complex patients. 
• Reducing length of stay by improving the ‘flow’ of patients through a combination of case management, daily reviews, earlier rehabilitation and improved 

discharge planning. 
Surgical care 
• Increasing throughput and reducing length of stay by admitting patients on the day of surgery and working extended hours. 
• Changing the way theatres are organised –  medirooms for admission and recovery, no anaesthetic room, in theatre scrub facilities, shared sterile 

preparation areas. 
Outpatient care 
• Running clinics out of normal office hours and in the community. 
• Reducing the Did Not Attend rate by 50%. 
• Reducing the number of follow up appointments. 
 

                
 
 
 
 
 
 

    
                  
             

 
 
 
 
 
 
 

Human Resources: 
 
We will put in place a staff engagement programme. 
We will implement a reward and recognition strategy for medical and non-medical staff aligned to the Trust’s aims and objectives. 
We will produce a three year Trust workforce plan incorporating proposals for workforce development. 
We will put in place a workplace based leadership development programme for the Directorate management teams. 
We will only recruit staff committed to the Trust’s values. 
 
Capital: 
 
We will continue to work with Carillion to ensure that the new Brunel building is ready to allow the transfer of clinical services in May 2014.  This will involve 
the roll out of the MOVE  project and the planning/delivery of the Jigsaw schemes including pathology, the Breast Care Centre, Sterilisation Services 
Department, phase 2 of Learning & Research, clinical research, disablement services and corporate offices.   
We will continue to invest in existing buildings until services transfer to the new hospital or until the end of their useful life.   
We will finalise our plans for the development of  Southmead Hospital Bristol  over the next 10-15 years.   
Finally, we will agree with commissioners how and when the Health and Social Care Centre at Frenchay and the new facility at Thornbury will be delivered. 
 
IT: 
 
We will complete the recovery programme for Cerner, rebuild the system where necessary to meet the needs of the new Southmead Hospital Bristol and 
agree on the system to replace Cerner after 2015. 
We will deliver all IT projects required to support the move to the new hospital. 
We will take a range of steps towards a ‘paper-lite’ hospital, including the introduction of an Electronic  Document Management (EDM) copy of patient notes 
and the development of an in-house prototype Electronic Patient Record Portal. 
 
 



 
 
 

Report to: Trust Board Agenda item:  7.3 
Date of Meeting: 27 June 2013 

 
Report Title: Business Plan 2013/14 
Status: For information discussion assurance approval 

   x 
Prepared by: Mike Coupe- Director of Strategy & Planning 
Executive Sponsor (presenting): Mike Coupe- Director of Strategy & Planning 
Appendices (list if applicable): Appendix 1: NBT Business Plan 2013/14 
 
Executive Summary:  
 
The Trust Board has previously agreed that 

• In recognition of the size and complexity of the short term agenda facing NBT, the 
2013/14 business plan will focus on this financial year only and will prioritise a 
limited number of the 25 objectives supporting delivery of the Big 5 aims 

• An ‘A3’ format for the business plan would be used. 
 
Attached at Appendix 1 is the final draft of the NBT business plan for 2013/14 for review 
and approval by the Trust Board. As requested, it has been reviewed to ensure both ‘fit’ 
with other communications on the future development of the organisation and readability. 
 
It will be seen that the plan sets out a narrative explaining the strategic aims of the Trust, 
its values, objectives for 2013/14, workload, income and expenditure together with specific 
actions relating to quality, organizational and clinical practice, human resources, capital 
and IT ensuring that its objectives are met within available resources. 
 
 Assuming Board approval, it is proposed that A1 versions (sufficiently large to be read 
easily by staff and patients and the wider public) will be widely distributed throughout the 
organisation. 
 
 
Action Required:  
The Board is requested to approve the business plan for 2013/14. 

 
Key Risks: Key risks are set out in the corporate risk register 
Impact on Patients: Delivery of the business plan will ensure that patients 

benefit from exceptional healthcare, personally delivered 
Impact on Staff: The third of the Trust’s Big Five aims is to ‘develop a 

patient centred culture’.  The business plan includes 
specific targets relating to staff satisfaction 

Link to Trust Objectives:  N/A 
Care Quality Commission 
outcomes: 

Delivery of the business plan’s objectives are congruent 
with CQC outcomes 

NHS Constitution: N/A 
Financial Issues: Are set out in the business plan and supporting papers/ 

reports 
Legal/regulatory Issues: N/A 
Equality Issues considered: N/A 
 

This document could be made public under the Freedom of Information Act 2000. 
Any person identifiable, corporate sensitive information will be exempt and must be discussed under a 'closed 

section' of any meeting. 
1 
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Status: For 
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Prepared by: Professor David Wynick, Joint Director of Research 

Nicola Williams, Deputy Director of Research 
Executive Sponsor 
(presenting): 

Harry Hayer, Director of Organisation, People & 
Performance 

Appendices (list if 
applicable): 

Report – ‘Relationship of Bristol Health Partners, 
Collaborations for Leadership in Applied Health 
Research and Care and the Academic Health 
Sciences Network: what they are and how they fit 
together’. 
 

 
Executive Summary:  

 
This report sets out the role of – and relationship between – Bristol Health 
Partners (BHP), the Collaboration for Leadership in Applied Health Research 
and Care (CLAHRCWest) and the West of England Academic Health Sciences 
Networks (WEAHSN). NBT has a strong interest in these three key initiatives, in 
addition to a number of Health Integration Teams (HITs) in partnership with 
health, local authority and academic partners, 4 of which are hosted by NBT. 
 

Action Required:  
The Trust Board is requested to NOTE the report. 

 
Key Risks: Failure to take advantage of the synergies arising out 

of collaboration in research, innovation and education 
will result in poorer quality of healthcare 

Impact on Patients: Substantial benefits to patients and population health 
derived through research into practice and the 
development/improvement of clinical services  

Impact on Staff: The development of a research/innovation culture will 
provide further opportunities for staff development and 
involvement 

Link to Trust Objectives:  High quality patient care; Creating a financially 
sustainable organisation 

Care Quality Commission 
outcomes: 

N/A 

NHS Constitution: N/A 
Financial Issues: NBT will need to ensure it enhances its ability to win 

grants and reap the benefits of collaboration in 
research and innovation 

Legal/regulatory Issues: Research activity is regulated by a range of bodies 
e.g. Medicines and Healthcare Regulatory Agency 
(MHRA). 

Equality Issues considered: N/A 
  



 
NORTH BRISTOL NHS TRUST  

 
Relationship of Bristol Health Partners, Collaborations for Leadership in 

Applied Health Research and Care and the Academic Health Sciences 
Network: what they are and how they fit together 

 
Briefing for Trust Board 

 
1. Summary 

 
1.1. The aims of Bristol Health Partners (BHP), the Collaboration for Leadership in Applied 

Health Research and Care (CLAHRCWest) and the West of England Academic Health 
Sciences Networks (WEAHSN) are synergistic and complementary. Together they will 
deliver improvements in patient care and population health by increasing research 
participation and improving the translation and implementation of research evidence into 
clinical practice (see figure below).  

 

The Integrated Health Sciences Collaboration across the West of England 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
2. Bristol Health Partners 

 
2.1. Over the last three years NBT has worked with its partner universities (Bristol and West of 

England) and NHS trusts (UHBristol, AWP and the BNSSG PCTs/CCGs) and Bristol City 
Council (which now includes Public Health) to form a novel health collaboration called 
Bristol Health Partners (BHP) which was launched in May 2012 
(http://www.bristolhealthpartners.nhs.uk/).  
 
The BHP partner organisations are currently working to maximise their joint research 
potential through its shared research strategy, joint enabling infrastructure and common 
goals and aspirations for translational and applied health services research. BHP’s aim is 
“to generate significant health gain and improvements in service delivery in Bristol by 
integrating, promoting and developing Bristol's strengths in health services, research, 
innovation and education”. The way BHP is delivering these aims is to form Health 
Integration Teams (HITs). HITs include commissioners, public health and NHS specialists 

http://www.bristolhealthpartners.nhs.uk/


working with world-class applied health scientists. With members of the public, HITs 
decide which aspects of health and healthcare need to be improved, and then carry out the 
research to show the changes that could make most difference to people’s health and well-
being. The HITs have defined their aims and objectives but have very limited resources. If 
the CLAHRCwest (see below) is approved, NIHR resources will be used to fund 
researchers to conduct high quality, robust research in collaboration with colleagues in the 
HITs. Combined with the matched funding from the partners this will enable a step-change 
in the pace and scope of applied health research and implementation across the west, 
which in turn will lead to improved outcomes for patients or the public. 
 

2.2. There are now 17 HITs - 10 in full operation, seven with approved outlines, and more 
under development. Those in bold are hosted by NBT: 

 
Chronic health conditions:  
 Dementia: Reducing the impact of dementia  
 ITHAcA: Integration To avoid Hospital Admission  
 MOVE-hIT: Parkinson’s and Movement Disorders 
 MUSK@B: Musculoskeletal conditions  
 RENOIR: Retinal Outreach, Integration and Research 
 APPLhE: Active People: Promoting Healthy Life Expectancy  
 BICMaS: Bristol Integrated Chronic Eye Management Scheme  
 CKD: Chronic Kidney Disease Health Integration Team  
 IPM: Integrated Pain Management; Psychological Therapies in Primary Care 

 
Public health issues and interventions:  
 CIPIC: Child Injury Prevention and Injury Care   
 RuBICoN: Reducing the Burden of Respiratory Tracts Infections in the NHS  
 SHIPP: Sexual Health Improvements for Populations and Patients  
 SHINE: Supporting Health Inclusive Neighbourhood Environments  
 STITCH: Services and Trusts Integrating to Transform Care in Self Harm  
 AddHIT: Addictions 
 BIVHIT: Bristol Immunisation and Vaccines Health Innovation Team 

 

3. CLAHRCWest 
 
3.1. The NIHR funds collaborations with a very substantial portfolio of world-class applied 

health research, of up to £9 million over five years, The focus is on research that is 
targeted at chronic diseases and public health interventions, and the partners must have 
an outstanding track record in translating research findings into improved outcomes for 
patients. The funding is provided to undertake applied health research, matched by 
funding from local NHS organisations, Universities and other implementation 
organisations. CLAHRCs will be awarded in localities with a strong track record of 
collaborative working between the Universities, NHS organisations, providers of NHS 
services, local authorities, local commissioners, the life science industry, other NIHR-
funded infrastructure, AHSNs and patients and the public. 
  

3.2. The CLAHRCwest builds directly on the strengths of BHP and its HITs and, if awarded in 
September 2013, will substantially increase the scale and pace of research into practice 
and implementation of the novel applied health research findings that the HITs generate.  

 
4. West of England Academic Health Sciences Network (WEAHSN) 

 
4.1. The WEAHSN is a network of providers of NHS care across the West of England working 

with Universities, industry, NHS Commissioners and a wide range of partners 
(http://www.weahsn.org.uk/).   

http://www.weahsn.org.uk/


4.2. The vision of the WEAHSN is to be a vibrant and diverse network of partners committed to 
equality and excellence. The WEAHSN will accelerate the spread of innovative, evidence-
based practice to improve health and care quality. This will deliver economic benefits 
through increased regional investment, job creation, effective procurement and health 
improvement. Its strategic goals are to: (a) deliver measurable gains in health and well-
being across the West of England, (b) make a meaningful contribution to the West of 
England and UK economies, (c) build a learning and delivery Network to accelerate the 
adoption and spread of innovation and improvement. The practical strategy that the 
WEAHSN will utilise for implementation will be on three levels, informed by the NHS 
Change model which brings together knowledge and experience from across the NHS. At 
the commissioning level, implementation requirements will be built into provider contracts 
with key performance and quality indicators to incentivise effective evidence 
implementation, with monitoring requirements reflected in contract reviews. The CCGs in 
BNSSG have already appointed ‘research and evidence’ leads to champion the adoption 
and implementation of research evidence in the commissioning cycle. At the system level, 
health communities have strategic partnerships for service improvement which have a key 
governance role in reviewing and agreeing service changes and configurations across 
local NHS and social care. At the professional level, ensuring that evidence is 
implemented within clinical practice will be pursued through professional and clinical 
networks including opinion leaders and bodies responsible for post-graduate training.  

 
5. Relationship between BHP, CLARHRCwest and WEAHSN 
 

The research and implementation themes of BHP and CLAHRCwest dovetail with the 
stated aims and objectives of the WEAHSN of the need for robust research to inform and 
accelerate the adoption and diffusion of evidence of best care. All three organisations are 
committed to active dialogue and reciprocal communication, seeing research and 
implementation as symbiotic. Research (through BHP and CLAHRCwest HITs) is needed 
to establish robust evidence. Evidence will be used by the HITs and the WEAHSN, 
accompanied by evaluation to ensure that service/public health developments and 
changes bring the desired benefits to public health and patient outcomes - or to inform 
understandings about barriers and how interventions or methods of implementation can be 
improved. BHP, CLAHRCwest and WEAHSN will work together to facilitate these 
developments, and encourage the development of more and broader HITs, host 
‘Implementation showcases’, award implementation internships and fellowships, and 
initiate other similar events and developments. They have produced a joint strategy for PPI 
and are jointly supporting capacity building to increase research, evaluation and 
implementation literacy and skills in the NHS and academic workforce. There will be other 
joint functions, such as a common approach to showcasing work and engagement with 
stakeholders; a partnership approach to the LETB, workforce and continuing professional 
development and a joint approach to working with NHS England and strategic clinical and 
operational networks. There is also a commitment to common scheduling of Board 
meetings where there is overlap of business. 
 

5.1. The WEAHSN sees itself as the natural vehicle for putting evidence generated by BHP 
and the CLAHRCwest into practice. The three organisations are jointly developing policies 
for research development and participation, capacity building, patient and public 
involvement/engagement, and support for research implementation and service 
improvement. BHP and the CLAHRCwest will lead on the production and integration of 
research and evaluation; the WEAHSN will foster the embedding of research and research 
evidence across the west of England. The WEAHSN will lead in wealth creation, including 
the interface with industry and developing a consistent approach to intellectual property, 
and engagement with other partnerships such as the Local Economic Partnership and 
Business West. The new south west local research network (LCRN) will provide a focus for 
collaborative working involving GPs, mental health practitioners and secondary care 
clinicians in research and service improvement for people with dementia, 
neurodegenerative diseases or mental health problems. Discussions are underway 



between the WEAHSN and the NHS England Area Teams about how it and BHP and the 
CLAHRCwest can best relate to national and local clinical networks and direct service 
commissioning. 
 

5.2. It summary, is envisaged that these developments will continue and that, in time, a wider 
partnership across the west will be formally established, ensuring even closer collaborative 
working across BHP, CLAHRCwest and the WEAHSN.   

 

SEE ALSO TABLE OVERLEAF 

 

Professor David Wynick 
Joint Director of Research NBT and UHBristol 
11th June 2013 
 
  



Similarities and differences between Bristol Health Partners, CLAHRCWest and WEAHSN 
 BHP CLAHRCWest WEAHSN 

Aims Encourage health 
research and 
translation into 
improved health 
through local 
partnership 

Develop and conduct 
applied health research 
and translate into 
improved public health 
and NHS care.  

Increase uptake of NICE 
technology appraisals 
(TAs) and High impact 
Innovations (HIIs); 
adoption and diffusion of 
evidence based practice 

Funding 
 
 
 
Amount 
 
Host 

NHS, local authority, 
HEIs and 
commissioners 
 
£600k/year 
 
UHBristol 

NIHR 
 
 
 
£2 million/year 
 
UHBristol 

National Commissioning 
Board 
 
 
£2.7 million/year 
 
RUH 

Geography Bristol Bristol and Bath Gloucestershire, Swindon, 
Wiltshire (but not 
Salisbury) Bristol and 
Bath, North East Somerset 

Members UH Bristol, NBT, AWP, 
NHS Bristol, UoB, 
UWE, BCC 

UH Bristol, NBT, AWP, 
NHS Bristol, UoB, 
UWE, Bath University, 
BCC 

All NHS providers in 
above geography, all 
HEIs, and industry reps 

Duration As long as is needed 5 years from January 
2014 

5 years from April 2014 

National 
agenda 

Recognition as a centre 
of excellence 

Conduct of highest 
quality applied health 
research and 
translation into 
improved health and 
care 

Adoption and spread of 
best care, including 
adoption of NICE TAs and 
HIIs 

Local agenda Local health priorities 
and areas of academic 
excellence, usually 
inclusive of all partners 

Partnership between 
local academics and 
partners to improve 
public health and NHS 
care delivery.  

Decided by steering group 
of members 

Focus Local evidence-based 
pathway redesign; 
health needs; academic 
excellence; chronic, 
acute or public health 
needs 

Chronic disease and 
public health (in their 
widest definitions), and 
service reconfiguration 

Evidence-based care 

Initiated by  Need for Bristol 
partners to work 
together to achieve 
national recognition 
and funding. Desire to 
improve health across 
Bristol 

NIHR research agenda 
combined with local 
priorities for public 
health and NHS 
improvement 

NCB agenda – levelling up 
of care across NHS 
providers 

Delivery  Health Integration 
Teams 

Health Integration 
Teams 

Research and 
Implementation Work-
stream 

Governance Accountable to 
partners. Board of 
senior health care 
leaders and decision 
makers.  

Accountable to NIHR 
and NHS Host. 
Governance 
arrangements to be 
confirmed 

Accountable to NCB. 
Managing Director, 
Members council, Network 
Board, Senior Leaders.  
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West of England Academic Health Science Network 
Steering Group 
To be held on 17 June 2013 

 

 

West of England AHSN Licence Feedback and Development Plan 

1 Purpose 

This report describes the generic feedback to all AHSNs and the specific feedback which West of 
England received following its assessment process.  This will be used to create a development 
plan which will be submitted to NHS England as the basis for becoming unconditionally licensed. 

2 Context 

There are 15 Academic Health Science Networks in England, of whom eight have been fully 
licensed for operation and seven, including the West of England, have been licensed with 
conditions.  NHS England has provided generic feedback to all AHSNs as well as specific 
feedback to each applicant.  The full text is at Appendix 1.   

Academic Health Science Networks which have been unconditionally licensed are receiving 
£4.6m in 2013/14.  Those which have been licensed with conditions will receive £2.7m.  NHS 
England is reviewing the allocation to AHSNs for future years. 

NHS England produced a draft license for Academic Health Science Networks and has invited 
comment on it.  The draft response from West of England was circulated to all Steering Group 
members for comment.  As a result of the feedback from AHSNs, NHS England is revising its 
licence.  The AHSNs collectively produced a “thought stimulus” document in addition to their 
individual feedback and this is at Appendix 2.  It is not yet known when a revised licence will be 
available or its content although NHS England hopes to have a draft available by the first week 
in July.  This is an important document in terms of the West of England AHSN producing a 
development plan which is appropriate. 

3 Feedback to West of England AHSN following the Assessment Process 

The bulk of feedback from the assessment process is generic to all AHSNs and the key points 
are: 

 AHSNs need to focus on a small number of areas in which to use local strengths to 
create synergy between research, industry and the local NHS to identify and 
commercialise innovations of national and international significance. 

 AHSNs need to translate their work plans into agreed measurable deliverables and 
milestones and have network-wide systems and processes to deliver these. 

 AHSNs need to continue to build their leadership teams with people who have personal 
qualities to lead networks, who have vision and knowledge of the 
NHS/industry/academic interface. 

 AHSNs need to develop a governance structure that industry can understand and 
engage with. 
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 An infrastructure is needed to bring together industry, the NHS and universities to focus 
on delivering specific projects and partnerships. 

 All AHSNs need a quantified plan for wealth creation and a single technology transfer 
mechanism across the whole network, ideally integrated with the research 
infrastructure.  Plans to promote and support research alongside the NIHR need to be 
developed so that they are clear and robust. 

 A sophisticated shared vision and proposals for common approaches with local 
education and training boards is needed to support the collaboration between industry, 
academia and the NHS on innovation and adoption. 

 AHSNs need to develop the contribution of all members and appropriate partners 
particularly clinical commissioning groups, industry, local government and public health. 

One issue was described as differentiating between AHSNs which were unconditionally licensed 
was that they had a plan to integrate and share information between primary and hospital care 
for the benefit of research, evaluation and clinical practice.  It was regarded as central to a 
successful AHSN that there could be network-wide sharing and analysis of data. 

Specific feedback to the West of England AHSN was as follows: 

 Further work was needed to bring partners together into a more cohesive network with 
opportunities to pool resources and collaborate on specific projects. 

 West of England has some excellent teams across its geography and further work is 
needed to show how these will be linked together to create a shared focus and 
common infrastructure.  West of England showed that it had the skills to work 
successfully in partnership with industry but this needs to be further embedded into 
university and NHS partners.  

4 Next Steps 

In the absence of clarity from NHS England about the output needed from the West of England 
as the basis for unconditional approval and without the guiding framework of a revised licence 
it is proposed that the West of England undertakes a number of development activities based 
on the feedback described in this report. 

These take place between June and a launch event for the AHSN in September on the 
assumption that the West of England would wish to have a full six months of delivery in the 
second half of 2013/14.  

It is suggested that these development activities should include: 

 Meetings with each health/university community across the West of England 
(Gloucestershire, B&NES, Wiltshire, Swindon, BNSSG) to discuss how to build the 
network and ensure that it is sensitive to the different approaches of local communities 
as well as able to collaborate effectively across the whole network.  These discussions 
to explore wealth creation, evidence into practice and informatics in particular. 

 Following the appointment of the Managing Director, proceed to appoint to the other 
key leadership positions which the Steering Group has previously identified as being 
related to industry/enterprise, change management/service improvement and 
organisational development and engagement. 

 Ask the existing workstream leaders to adapt their task and finish groups to include and 
respond to the feedback to AHSNs. 
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 Create a new brief for the informatics workstream with a primary theme around 
integration of data across primary, hospital and other systems. 

 Develop a further dialogue with Health Education South West leading to a 
memorandum of understanding about working arrangements and specific deliverables. 

 Engage in dialogue with AHSN member organisations and the NHS England Local Area 
Teams to validate priorities for service improvement, reducing variation and evidence 
into practice. 

 Develop an engagement process aimed towards local government and public health 
partners. 

NHS England has agreed that AHSNs may choose to work with a management consultancy or 
with an unconditionally approved AHSN in order to address its development needs.  It is also 
open to AHSNs to use a combination of these approaches.   

5 Recommendations 

The Steering Group is asked to note this report and support the proposed action outlined in 
section 4. 
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Appendix 1 

AHSN Designation Interview Feedback 

West of England 

 
NHS England recognises the huge amount of interest and commitment that has gone into making the 
fifteen AHSN applications across the country.  The application teams have marshalled an impressive 
range of leaders from the NHS and universities and some application teams had senior and experienced 
colleagues from industry integrated into the application.  There had been only 6 or 7 months between 
the publication of the national guidance and the panel interview during which all the teams had 
produced a prospectus, a draft business plan and a 100 day delivery plan. 

 
Building on the guidance published in summer 2012, the designation interview and designation 
feedback each AHSN should describe their ambition setting out the 2 or 3 service areas where they will 
have a significant national impact in its first five years.  All AHSNs will have an agenda to drive adoption 
and spread of innovation across all areas of healthcare provision and population health but they also 
need to have a small number of areas where each AHSN will bring together the resources and assets in 
their geography to create a synergy between researchers in universities, industry and entrepreneurs, 
and the local NHS to identify, exploit and commercialise innovations that will have national and 
international significance.  AHSNs need to be focused as trying to achieve this in too many areas will not 
deliver the necessary impact.   
 

All applications need to undertake further work to translate their work plan into agreed, measurable 
deliverables and milestones that the AHSN commits to and crucially work on how these commitments will 
be delivered through the network’s systems and processes. 
 

The AHSN is based on a membership model with a wide range of partners holding each other to account.  All 
application teams need to continue to build their leadership teams with people who have the personal 
qualities to be effective in leading networks, the vision for the future, and the knowledge of the NHS-
industry-academic interface.  Most of the applications need to develop a governance structure that industry 
can understand and engage with. 
 
The dual purpose of AHSNs to improve health and create wealth was recognised in all applications but 
the maturity of the thinking and the specificity of the proposed actions on the wealth creation agenda 
varied greatly across the fifteen applications.  All teams need to accelerate their work in this area and 
put in place the infrastructure to effectively bring together industry, the NHS and universities to focus 
on delivering specific projects and partnerships.  All AHSNs need a quantified plan for wealth creation 
and to create a single technology transfer mechanism across the whole network, ideally integrated with 
the research infrastructure. 
 
AHSNs should be thinking of and demonstrating industry collaboration that focuses on adoption and 
spread of innovative treatment, technology and models of care delivery and AHSNs should be 
demonstrating how they are developing their commercial acumen in order to demonstrate ROI and 
match funding requirements. 
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Most applications recognised the key role that their AHSN will play in promoting and supporting research in 
the NHS across their geography, working alongside NIHR research infrastructure.  However, they varied 
significantly in the extent to which they had clear, robust plans to make this a reality. NHS England hope that 
AHSNs will work in alignment with Strategic Clinical Research Networks and not seek to replicate or 
duplicate. It is for the local AHSN and the Strategic Clinical Research Networks to identify how best to work 
together.  Similarly AHSNS should work with and build upon existing research structures and not seek to 
duplicate or replicate.  AHSNs may choose to fund CLARHCS if they feel by doing so it will enable the AHSN to 
deliver the outcomes set out in its business plan and agreed in the Licence.  It is not an expectation or 
requirement from NHS England that AHSNs should use their funding allocation in this way. 
 

Improved integrated information shared between primary & hospital care and linking research, evaluation 
and clinical practice will be at the heart of the successful AHSN.  Those licenced with immediate effect 
provided evidence that this was a central part of their application and proposed work plan and all teams 
need to develop the detailed mechanisms so that members can effectively collaborate in network-wide 
sharing and analysis of data. 

 

 Although most AHSNs had some discussions with their Local Education and Training Boards and had input 
from a range of universities, the depth of these relationships varied greatly.  Only in a few applications was 
there evidence of a sophisticated shared vision and proposals for common approaches about how education 
would support the collaboration between industry, academia and the NHS on innovation and adoption. 

 

Applications teams all included strong representation from NHS providers and universities.  The contribution 
of clinical commissioning groups, industry, local government and public health was variable with some 
application teams including experts in each of these areas but others not even evidencing an active input 
from these stakeholders beyond the statements in the written application. 
 
All AHSNs would benefit from support in continuing their development, especially in how they 
developed their governance and in working with industry partners.  As part of the Organisational 
Development of AHSNs in the new system we will ask all to attend a Kick-starter event in July 2013 and 
to participate in an Organisational Development process that will be co-designed between NHS England, 
NHS Improving Quality and each individual AHSN. 
 

West of England  
 
Potential specialist area(s): Biomedical engineering/robotics (links with Cardiff as well). 
 

AHSN Total 
funding 
2013/14 

First 
allocation 

Second 
allocation 

West of England £2.71m £1.9m £0.81m 
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The application team demonstrated that they were making good progress in pulling together the 
framework for a successful AHSN.  Further work was needed to both bring together the partners into a 
more cohesive network where the opportunities to pool resources and collaborate on specific projects 
were built into the AHSN’s work programme.  The AHSN has the opportunity to build on the work of some 
excellent teams from across the geography and further work is required on showing how these will be 
linked together to create a shared focus and common infrastructure.  The team showed that its members 
had the vision to establish the AHSN as a driving force in the local area and they had the skills to establish 
the partnerships with industry that would deliver improved health outcomes and wealth creation but the 
work to embed this into the university and NHS partners was less advanced than in many other AHSN 
applications. 
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Appendix 2 

 
Thought stimulus paper on AHSN licence 

 
INTRODUCTION 
 
AHSN leadership teams welcome the opportunity to help shape the development of the national licence 
agreement, serving to facilitate new partnerships between healthcare, social care, academia, industry 
and other partners. AHSNs are poised to lead a new culture of learning, innovation and enthusiastic 
participation in improvement, translating innovation into practice at pace and scale. With the 
earmarked national funding supplementing locally secured resources, all AHSNs will be in a stronger 
position to radically change the provision of health and care, and to bring economic generation and 
benefit in health and bioscience Industries. These notes have been written as stimulus to work in 
progress - a summary of the common themes and priorities from across the 15 AHSNs in response to 
the draft licence.  The paper supplements individual responses already received and hopefully will be 
useful in shaping the next iteration.  
 
OBJECTIVES 
 
It is welcomed that the AHSN licence and subsequent contracts will reflect both   generic components 
common to all AHSNs (for instance: improving health; creating wealth; increasing Research Participation 
and impact of Applied Health Research on improving Health and Wealth; influencing education; creating 
a culture of partnership) and the locally driven specific changes articulated in each individual prospectus 
reflecting the diversity of opportunity in different AHSNs.  
 
A. Spread of innovation at pace and scale to improve patient care and population health  
AHSNs are enthusiastic to support NHS England to implement both locally driven changes and national 
policy programmes (e.g. High Impact Innovations, commitment to implement NICE approved 
technologies).  
However, it is essential to recognise that: 
 
1. AHSNs are being established as non-NHS bodies, mostly as not-for profit incorporated entities 
although we recognize that some may be hosted by NHS organisations –at least initially and possibly in 
the longer term. Many of the members of an AHSN – industry, HEIs and local government are non-NHS 
organizations. The new added value of AHSNs is one of partnership working and horizontal diffusion, 
bringing together a new range of partners from within and outside the NHS, to supplement the existing 
contractual/compliance relationships between commissioners and providers.  AHSNs will be system 
integrators and organisations which link different parts of a system to ensure that a range of aspects to 
improve health outcomes are considered, using proven methodology and improvement science to lead 
large scale, sustainable change.  AHSNs do not replace the direct contractual relationship between NHS 
commissioners and providers, and will supplement not replace those levers of power within such 
contracts (which can already “mandate” compliance).  The nature of the AHSN licence/contract may 
helpfully take account of the recent William Wells report on partnerships between NHS providers and 
non-NHS bodies to create healthy outcomes given the likely constituent bodies 
(http://uk.sodexo.com/uken/Images/Partnerships%20for%20Healthy%20Outcomes336-690616.pdf). 
This would role model the outcomes focus and wealth creation possibilities for the country expected 
from IHW. However, it needs to be recognized that AHSNs are new bodies and it that these takes time 
to set up and develop new relationships that will underpin cultural and transformational change across 
traditional boundaries. 
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2. AHSNs will not have capacity, especially in the early years of their development, to deliver the full 
range of licence conditions across their entire population; each AHSN will need to work with local 
stakeholders to select those initiatives which most strongly align with the health needs of their local 
population, and where their members seek support for implementation.  The approach will be targeted 
to and balanced with local need, working in collaboration with local area commissioning teams.  
 
3. Priorities, relationships and accountabilities should be different across the AHSNs; this is a positive 
and unique characteristic of AHSNs. The AHSNs were described in IHW as a “mechanism for diffusion 
and collaboration…by building strong cross boundary networks”. The draft metrics and licence took a 
more transactional view of the nature of the AHSN work and the outcomes that it will produce.  Given 
the scale of the partnerships, the non NHS partners and the requirement for transformational change 
using limited resources there will need to be a much greater focus on outcomes, and ensuring that 
innovative ways to achieve these outcomes are promoted. 
 
4. AHSNs are uniquely positioned to generate, evaluate, codify and share knowledge on interventions 
that enable the adoption, adaption and diffusion of innovation – a heavily documented challenge in 
healthcare. However, to achieve this they need to focus efforts and resources particularly on addressing 
and agreed set of local health needs, rather than trying to spread expertise too thinly across too many 
innovations that historically have failed to reach the anticipated level of uptake. 
5. There are a number of initiatives relating to improving procurement across the NHS.  AHSNs either in 
isolation or collectively may be helpful to feed into these given the local provider experiences and 
partnership with Industry and academia. However, while the AHSNs would look to ensure that new 
technologies or solutions are adopted using appropriate procurement methodologies, this should not 
be extended such that AHSNs become accountable for the standards of procurement by NHS Trusts. 
However, individual AHSNs with specific interest or experience may wish to work with national 
procurement leads to test approaches to the most effective adoption of good practice procurement 
methodologies and work with current reviews. 
 
B. Economic growth and wealth creation  
 
This is expected and supported, particularly the commitment to work with each AHSN individually to set 
baselines and objectives. A focus on partnership to deliver projects which lead to specific health and 
wealth outcomes would be welcome.  This should be role modeled by the AHSN licence and contracts.  
 
For example, there may be new opportunities to utilize the scale and organization of an AHSN to create 
value through co-development, testing, evaluation, early adoption and spread of new products beyond 
traditional IP given that the information may impact on how products are best used in the NHS or 
internationally. Traditionally this power of the uniquely configured NHS has been little utilized, done 
free or on a simple fee rather than royalty basis. Such innovative approaches would be welcome and 
the AHSNs will be well positioned to contribute to such reviews and opportunities.  It is recognized that 
AHSNs are serving as a catalyst and that most IP will be generated and sit within individual partner 
organization rather than the AHSN legal entity itself. There is no intention to move that IP, but that 
where the AHSN has facilitated such development it is duly recognized in the reporting of our 
achievements. 
 
Process measures and qualitative measures of relationship building with Industry will be important at 
the earlier stages of AHSN development. It will be difficult to standardise such measures across AHSNs 
because, in the spirit of innovation, different approaches are planned to reflect the different priorities 
across the country.   
 
Further work is needed to develop credible and actionable economic and wealth-creation outcome 
measures and communicated to create a common understanding of how AHSNs can contribute to 
economic growth and wealth creation. This should be an urgent priority for the emerging Network of 
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Networks to help develop. For example, often the wealth will be generated through the “books” of 
partners rather than the legal entity AHSN itself and we need to capture these achievements. 
 
C. Inclusivity and partnership  
 
Collaboration, through the Network of Networks, and with other organisations is strongly supported. 
This, however, must be balanced against a focus on developing and sustaining relationships for local 
delivery especially in the first year. Many of the AHSNs have new geographies and new partners (e.g. 
CCGs and LAs) and it should be recognised that it takes considerable time and energy to develop and 
sustain new relationships with multiple individual organisations.  AHSNs should evidence a commitment 
to developing and maintaining inclusive partnerships with the NHS, universities, industry, social care, 
the not for profit sector and, most importantly, patients. 
 
There is no easy measurement system for how or how much an AHSN is engaging with member 
organisations. Partnerships take time to develop and effort to maintain and the investment required 
needs to be recognised and rewarded. Ultimately this provides the engine for delivery through patient 
pull and horizontal spread/integration. Partners outside the NHS will be reluctant to join new legal 
entities that embody a top-down, command-control culture from the NHS centre. These vital partners 
within and of the AHSN may be unable engage in such a model because of other governance limitations, 
risks, and their own autonomy, yet be crucial partners for success and delivery. 
 
The requirement to ensure the regional delivery of NHSIQ programmes should be balanced with local 
priorities.  It is not the case that a single model of change, driven centrally, is the best way in which to 
facilitate transformation through innovation and NHSIQ is also a relatively new body itself .  
 
There is a strong expectation of significant resource to be committed to the annual Healthcare 
Innovation Expo conference.  Mandating participation at Expo would set an unfortunate tone for an 
event where AHSNs engaged with enthusiasm this year and will be more motivated to participate in 
next year.  The value and benefits of this conference should be evaluated annually to ensure that this is 
the most effective use of resources and role model the pull through from customers we want AHSNs to 
use themselves. 
 
D. Unmet needs assessment  
 
This is a core function of commissioning and/or public health and AHSNs will want to partner not 
duplicate activity: it is expected that ASHNs will need to work closely with Public Health colleagues and 
Health and Wellbeing Boards. It is important to clarify the role of AHSNs in this. There will inevitably be 
a focus on variation in quality of care or access that would be addressed in supporting the consistent 
application of best practice.   
 
E. Local Area Priorities and Equality and Diversity 
 
The focus on locally generated priorities is very welcome and essential to the buy-in of local 
stakeholders. These should be developed in partnership (including with patients, the public, academia, 
social care, councils and Industry) either within the AHSN entity or in partnership with the AHSN. These 
priorities will be most effective where they resonate with the Strategic Clinical Networks and Area 
Teams –but should not and cannot be determined by those teams on behalf of the wider partnership 
and stakeholders. To be successful and fully informed they will need to exemplify partnership working 
between the AHSN and commissioners from the outset. Given the locally developed prospectus’s it 
would be good to see this as the first priority of AHSNs – without this AHSNs will fail at the first hurdle 
of local engagement beyond the traditional NHS boundaries. 
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Promoting equality is core to the NHS values and should run through all of the work of AHSNs –
exemplified by the funding formula which is eventually agreed. 
 
RESOURCE ALLOCATION  
 
It would make most sense for NHS England to balance allocation of funds based upon the ethos to 
provide equal opportunity for all patients.  The current funding model provides funding across the 
country ranging from <£0.50 to >£2.00 per head of population, which is unrelated to deprivation or 
additional need. This inequality poses both moral and practical questions.  How can we address 
inequalities when some of the poorest parts of the country are receiving the lowest level of resources? 
Do we expect AHSNs with a higher level of funding per capita to deliver greater adoption of innovation 
to address a broader range of health issues?  
 
The success of an AHSN is dependent on building relationships and partnerships, which increase with 
scale -more people and communities, more organisations (e.g., CCGs, primary, community and acute 
providers, councils, HWB, etc.), larger geography (e.g., more travel and meetings). The larger AHSNs will 
need to manage a higher level of complexity which will be resource intensive. 
 
All AHSNs will require a core leadership team to deliver on core requirements, but there will inevitably 
be a requirement for more staff, where there is a larger geographical area. The budget annual allocation 
process makes it difficult to secure high quality staff because it will mean that AHSNs can only offer 
short term contracts.  This is particularly problematic this year as the funds are unlikely to be received 
until June.  
We are pleased that this issue is already being reconsidered in light of the feedback and await the next 
round of iteration on the funding formula. 
 
MEASUREMENT AND MANAGEMENT 
 
The measures used and the approach taken to measurement are critical to the success of AHSNs – 
AHSNs need to build trust locally, to get traction in facilitating the implementation of innovation for 
patient and population benefit, to have a balance which allows for a focus on delivery for patient 
benefit rather than unnecessarily onerous reporting. There should be an explicit recognition of the 
importance of each submitted prospectus and achievement of the proposals developed by the local 
patients, populations and organisations as the core priority of the licence. It is anticipated that the 
Annual Report of each AHSN will provide accountability in relation to achievement of objectives, future 
plans and financial governance. 
 
The NHS Outcomes framework should be used to frame the AHSN outcomes and align them with 
national priorities.  Critical to success is:  
 
1. A focus on patient and population outcome measures. Like individual organisations, AHSNs should be 
judged by the results they achieve for their patients, within their licence conditions, whilst recognising 
responsibility to account for spending public money and recognising NHS England’s governance 
accountabilities. 
Post Francis, caution should be taken when placing process measure controls in the AHSN licence.  Such 
controls will perpetuate a culture of top down micromanagement which has been shown to drive 
behaviour which may fail to serve the patient, and cannot be enforced by NHS England through 
partnerships that include both NHS and non NHS bodies.  NHS England will demonstrate strong 
commitment to shift to a culture of innovation if they focus central governance controls on improving 
health and wealth outcomes for local populations.    
Most programmes of work will take 3 or more years to establish base line data and effectively report 
delivery, unless this data is already collected centrally for the purposes of measuring high level national 
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outcome measures. AHSNs should provide assurance to NHS England that they have or will develop 
appropriate measures. 
There is likely to be benefit from sharing of process or data sources between AHSNs, in particular where 
there are common specialty areas of focus.  For example, the 3 London AHSNs, working collaboratively 
through Improvement Science London, have agreed the value of benchmarking data which could be 
used to test the effectiveness of different interventions delivered across the sectors within London to 
improve cardiovascular care and reduce premature mortality at a CCG and individual practice level. 
Given the reduced funding available for AHSNs the collation of new data sets for upward reporting 
should be kept to a minimum  
2. Local ownership within the AHSN of the measures. Each AHSN will work with their members 
(including patients) to develop measures so that those who participate in, deliver and pay for services 
“own” the measures. 
It is recognised that outcome measures will be difficult to assess and measure.  For example, variations 
in economic activity and wealth are subject to major influence from a variety of local, national, and 
international factors, and will be difficult to link specifically to AHSN actions.  AHSNs will need to work 
with our members locally, in the short term, to develop interim or proxy outcome measures.  
Qualitative stories which recognise the experience of patients, personal and team contributions and 
inspire further innovation to take place will also be included, as crucial motivational incentives. 
3. Due consideration should be given to the volume of measurement and reporting; gathering data on 
partnership performance will damage partnership working and could position AHSNs as a monitoring 
function for NHS England.  This would severely impact on AHSNs’ effectiveness and credibility, as it is 
likely to destroy trust which is the key lever available to AHSNs to influence outcomes.  
Each AHSN should submit an annual business plan to NHS England which defines the target health and 
wealth outcomes together with process measures to provide assurance to the commissioning board 
that each AHSN is on track to deliver the outcomes set within the AHSN business plans. 
 
A proposed framework using examples of metrics subject to further co-development and discussion: 
 
Objective 1:  Improve Health  
Outcome measures in categories might include: 
• Quality Improvement: specific outcomes most relevant to patients in the specialties/pathways 
detailed in local area priorities and linked to Outcomes Framework. To span the triad of clinical 
outcomes, PROMS and PREMS 
• Value Improvement: linked to the above, cost savings generated, increased delivery per £ invested; 
resource use proxies (e.g. number of repeat investigations, activity per FTE or session) where true 
bottom up costing is not yet available 
• Reducing Health Inequalities:  Public health measures or health outcome measures looking at 
variation within the AHSN geography 
• Qualitative examples of innovative approaches which have succeeded in delivering innovation into 
practice. 
 
Ideally process measures should be built bottom up, serving as “lead indicators” or drivers of the 
outcomes which matter to patients and the population. Great organisations, across all sectors, achieve 
excellent and ever-improving results that matter to customers through clearly understanding the link 
between inputs and processes and outcomes, and management focusing on making key inputs and 
processes truly reliable within defined limits. Specifically, high-value health care players share 
characteristics of measuring locally-specified input/process metrics, in service of delivering on 
outcomes and externally mandated measures (e.g. Bohmer 2011, New England Journal of Medicine). 
Across AHSNs, transparency on which process measures are being tracked and progress on them should 
be encouraged, but this should be a supportive function (perhaps through the Network of Networks) 
not a performance management requirement. 
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Example lead indicators or process measures might include: 
• Key process or input steps/drivers linked to excellent outcomes e.g. in acute stroke - the stroke care 
bundle, or in Diabetes - uptake of structured education 
• Qualitative or narrative description of how service has been changed, implementation of steps in care 
pathway, including from the patients’ point of view 
• Steps taken to implement NICE approved technologies and guidelines and the uptake of new 
technologies 
• Health care professionals trained to deliver new services/new ways of more effective service delivery 
  
Objective 2: Create Wealth  
Further work is needed (see above) to develop credible and actionable Outcome Measures that might 
include: 
• Jobs created or members of the community supported to return to employment  
• Sales (£) generated in the UK and overseas from commercialisation of AHSN supported/developed 
technologies and services 
• Metrics around patents held/intellectual property/other forms of wealth creation such as royalties 
consequent upon early evaluation etc. 
• Licence agreements held by NHS bodies in respect of shared developments in med-tech 
• Products taken to market  
 
Example lead indicators or process measures might include: 
• Developing engagement or new ways of working Industry to develop value through the AHSN power 
to adopt and diffuse at scale 
• Industry investment (£ income invested by industry to support AHSN programmes) 
• Industry contracts or agreements signed 
• New businesses created 
• More young people in work experience 
• Collaborative projects under way 
 
Objective 3: Increase Research Participation and impact of Applied Health Research on improving 
Health and Wealth 
The work of NIHR in mapping the 15 new Local Clinical Research Networks (LCRNs) to the AHSNs is 
strongly supported. AHSNs will have an important supportive role in establishing the LCRNs by April 
2014. Other outcomes that will be supported by the AHSN and delivered by the LCRNs are those 
previously described by NIHR: 
•Patient participation - numbers of trials open and patients recruited  
•Research income (£)  
•Research impact on implementation of health improvement or wealth creation (number and impact of 
research projects which have influenced or supported service improvement) – qualitative 
 
Example lead indicators or process measures: 
• Capability building - Support CRN’s organisational development, single point of sign-off for 
commercial trials  
• Clinical Trials delivery  - performance vs. NIHR metrics  
• Applied Health Research capability building – Support CLAHRC and other mechanisms to strengthen 
AHR  
•  Applied Health Research projects underway, publications and implementation of learning  
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Objective 4: Education Objectives 
Outcome measures: 
These should be planned with the local LETB(s) and recognise the mandate from HEE.  The input of the 
AHSN may be in areas such as; 
• Training that translates into health, wealth and research outcomes measured through supervisor 
surveys 
Training that engages participants to change behaviours and practice for the benefit of residents and 
patients e.g. junior doctor training encouraging doctors to trial new technology, new procedures which 
benefit the patient and are cost effective 
Example lead indicators or process measures: 
• New courses or content designed 
• Participants and their own and employer feedback 
• Conferences run. 
 
Objective 5:  Creating a culture of Partnership (enabling objectives) 
Outcome measures: 
• Should be captured under health, wealth, research and education outcomes 
 
Example indicators or process measures might include: 
• Description of actions taken to develop partnership working 
• Formal contractual partnership agreements with industry or third sector  
• Feedback from partners both inside and outside the NHS 
• Contribution to the Network of Networks including evidence of sharing methodologies and approach 
so we can learn from each other about how best to achieve dissemination of innovation. 
• Evidence of active support to other AHSNs e.g. supporting the small number of AHSNs who will not 
have local CLAHRCs 
 
It will be important to clarify that the direct contractual relationship is maintained between 
commissioners and providers, and that each healthcare provider retains full responsibility for clinical 
service delivery which will also reduce the risk of duplicating NHSLA or other indemnity payments for 
clinical negligence. Furthermore AHSNs should not duplicate a service that is in existence e.g. LETBs, 
LCRNs, but collaborate with them to ensure system alignment.  AHSNs will need to work closely with 
these and other local partners to ensure that value for residents is enhanced. 



 
 

Agenda Item 7.5 
 

Report to Trust Board June 2013 
 

Title: Development of the West of England Academic Health Science Network 

FOR INFORMATION 

Executive Summary:  
 

• North Bristol NHS Trust sits within the geographical foot print of the West of 
England AHSN 

 
• All organisations providing NHS commissioned services are required to be a 

member of an AHSN. Other partners include universities, public health, 
primary care and local authorities. 

 
• WEAHSN has been notified that it will be licensed with conditions from April 

2013. 7 AHSNs nationally have been licensed with conditions and 8 without 
conditions. The license is for 5 years. 

 
• Prof. Steve West has been appointed as Chair. 

 
• The financial allocation for the WEAHSN will be £2.7 million in the first year 

with subsequent allocations dependent upon delivery. 
 

• Member organisations are required to pay an administration fee which will be 
£20k for NBT. This ensures full membership voting rights. Lesser fees may be 
charged to smaller organisations such as Community Interest Companies. 

 
• AHSN governance is being developed and current indications are that NBT 

membership will be in the category of Providers of NHS services (Acute 
Trusts, Mental Health Trusts, Ambulance Trusts) which will have 3 votes on 
the AHSN board. 

 
• Two update papers from WEAHSN are provided for more detail 

 
• Papers will be presented to the July board requesting approval for the Articles 

of Association to set up the AHSN company, approval of the governance 
arrangements and to confirm NBT membership. 

 
 
Action Required: To note continued development of the AHSN 
 
 
Impact on Patients: Purpose of AHSN is to support delivery of best practice care. 
 
 
CQC Outcome: 1, 4, 6, 9, 16        
 
 
Prepared by:  Chris Burton, Medical Director 
Presented by: Chris Burton, Medical Director   

 1  



                  
     

Capital Enabling Projects Jigsaw Highlight Report 

Date: 3 June 2013 
 
Author: Martin Warren 

Period: 1 – 31 May 2013 SRO: Mike Coupe   
Status summary: Biggest risks remain those projects that impact on Phase 2 PFI of 
which Sterile Services relocation and Pathology is most critical risk.  

 
R 

Key Issues: Pathology: Urgent need for approval to final scope. Sterile Services Business case urgently required. Other key interfaces include Clinical 
Research, Learning&Research2, Disablement Services (DCS), Wheelchairs/Communication Aids and Sterile Services 
 
Time, quality, risk and financial control update 

Time  Quality 

 
Breast: Planning consent received and detailed design complete. Soft 
strip of areas in Beaufort House progressing  
L&R2: Site works on programme.  
Clinical research: Clinical Research Centre (in former Oral Surgery 
Bldg) being developed along with design for part of Elgar.   
Corp offices: Planning application submitted for on site option. Costs 
being developed for both buildings. Interim office options to replace 
temporary absence of PFI Phase 2 offices being developed 
Creche: Options to deliver expansion at Southmead being evaluated 
Frenchay Service Continuity: Business case submitted to June 
CPMG 
Frenchay disposal: Planning determination due July but slippage 
expected.  
Pathology: Revised Business Case to June Programme Board 
Sterile services: Business case for interim provision awaited 

RAG 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
Breast Scheme: Arts strategy progressing well incorporating 
relevant history of the site and building 
 
DSC/Wheelchairs/Comm Aids: Detailed costs being 
developed for preferred option in North Bristol Fringe for co-
location of services 
 
Neuropsychiatry: preferred option at Southmead provides a 
fit for purpose solution. Detailed costs being developed.  
 
 

RAG 

Top Risks Score Mitigation 

Risk  
Clinical research: delay risk  
DSC: delay risk and cost issues 
SSD: Operational delivery & delay 
Pathology: Delay to handover of Limewalk etc 

RAG score
15 
12 
16 
15      

Mitigation 
Develop robust prog.  
Develop offsite solution.  
OBC and programme to be developed Urgently 
Seek deal with Carillion. 

Financial controls 
Approval routes for capital allocation agreed via one or more of Redevelopment Programme Board, CPMG and Trust Board for all schemes

 

A
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130531Move Project Board Highlight Report 

Highlight Report 
 

Date: 31st May 2013 
Author: Sue Evans 

Period: 01-31 May 2013 
Report Number: 9 

SRO: Sasha Karakusevic 
Status summary: Generally progress is in line with the Programme. However concern 
remains re IM&T projects although progress has been made with recruitment in 
month. Remains a green/amber risk. 

GA 

 

Key Issues: 
o IM&T – Additional resources recruited to manage projects and associated administration. Review of all projects to be held on 5th June with new Head of IM&T 

David Davies. 
o Communications – 1 year countdown launched with good press coverage 
o People and Services – Order of moves confirmed subject to ambulance service/removals company recommendations 
o Facilities Management – delay to agreement and consultation on proposed service model 
o Equipping – Resource issues have impacted significantly on aspects of the programme, mitigation in place to minimise ongoing effect.  

 
Time, quality, risk and financial control update 

Time  Quality 

 
 1 year countdown launched and site and building name publicised 
 Revised floor plans published on intranet showing ward allocations 
 Audit of patients on 5th June to inform ambulance service contract 
 Concern remains about IT resources and time to complete projects 
 SSD solution could impact significantly on Move if delayed 
 Ongoing issues re capacity of staff, concern over future service 

locations and car parking. 

RAG 
 
 

 
 Good press coverage of 1 year countdown/naming 
 622 staff have visited mock Up rooms since electronic 

booking launched in April 
 90% return rate on Move Template modules 

RAG 

Top Risks Score Mitigation 
 Delayed front-line consultation 
 Insufficient car park space on Southmead site due to FCH solutions 

(Elgar/MIU & Outpatients buildings) Next interim date is July 2014 
 Too many patients in the hospital at the time of the move 

 
 

 Insufficient medical staffing to support new design and changes in 
working hours 

H/M 
12 

 
12 

 
 

12 

 Conclude as much as possible and amend timetable 
 None at this time. If space is lost then may have to consider longer 

term off site solutions  
 Review bed trajectory and monitor closely as Move approaches. Agree 

bed contingency plan with neighbouring services or increase in 
discharges 

 Medical Staffing Theme in place to support change.  New appointment 
of advisor to assist 

Financial controls 

Review of budget with all workstreams in progress. Draft of equipment expenditure produced for review and prioritisation. 

 

G
G 
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Southmead Hospital Redevelopment Project Highlight Report 

Date: 03 June 2013 
Author: Martin Warren 

Period: 1 - 31May 2013  
Report No.108 

SRO: Mike Coupe 
Status summary: Construction and fit out are on programme. 

G 

Key Issues:  Urgent approval of Sterile Services provision and Pathology decision required to clear PFI Phase 2 site 
 
Time, quality, risk and financial control update 

Time  Quality 

 
 Internal Audit of PFI Contract Management awarded Green 

Assurance. The minor recommendations will be actioned 
 Cardiac catheter labs – case for equipment upgrade in 2nd 

lab will go to CPMG in July. Linked to vascular centralisation 
and requirement for hybrid lab. 

 Endoscopy alterations proposed to increase recovery and 
consideration of new ways of working to discharge direct 
from the treatment area - business case awaited.  

 Number of rooms required in PFI for oral surgery confirmed 
but subject to business case for orthodontic lab. Work 
underway to address issues & confirm arrangements for local 
anaesthetic surgery in released accommodation. 

 Electronic Whiteboards – business case awaited. 
 Dorian Road entrance arrangements agreed with Bristol City 

Council subject to agreeing signage 

RAG 
 
 
 
 
 
 
 
 
 
 
 
 

 
 The quality of the facility remains high as areas 

complete.   
 Staff and visitors continue to give positive feedback 

about the building.  
 New names announced. Excellent media coverage with 

images of new building to mark the new name and 1 
year to go event. 

 Final Report received from British Research 
Establishment (BRE) and issued to Carillion relating to 
the Fire Strategy. 

 Informative Residents Meeting held 30 May when NBT 
and Councils updated audience on plans and progress. 
Parking in residential streets continues to be the prime 
concern for Councils to address.    

 
 

RAG 

Top Risks Score Mitigation 

 Pathology scheme approvals not received in time to 
commence construction and clear Phase 2 site 

 Solution to sterile services provision during phase 2 of PFI 
 Trust unable to handover buildings to Carillion by due dates 

15 
 
16 
12 

 Active management of process to gain approvals to progress 
 

 Urgent action to finalise business  
 Robust management of capital ‘jigsaw’ projects in hand 

Financial controls 

Unidentified asbestos estimate of £200k anticipated and allowed for in budget.  All other agreed Variations at NIL cost to date. The Trust is currently 
validating cost estimates received from Carillion in response to Variation Enquiries and awaiting further responses from Carillion.  
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Report to: Trust Board Agenda item:  7.6 
Date of Meeting: 27 June 2013 

 
Report Title: SHRP Move & Capital Jigsaw Highlight Reports 
Status: Information Discussion Assurance Approval 

X  X  
Prepared by: Martin Warren, Project Manager 

Sue Evans, Head of Commissioning Support 
Executive Sponsor (presenting): Mike Coupe, Director of Strategy and Planning 
Appendices (list if applicable): SHRP, Move & Jigsaw Highlight Reports.  

Decision Making timetable OBC & FBC 
 
Executive Summary:  
• The Southmead Hospital Redevelopment Programme (SHRP), Capital Jigsaw and Move 

Highlight Reports are attached along with the updated Decision making timetable. 
 
 
Action Required:  
Trust Board is requested to:  

• Note the progress and the issues identified. 
 

Key Risks: See highlight report. 
Impact on Patients: Improved quality of environment. 
Impact on Staff Positive impact through delivering care within high quality 

environment. Challenges of new ways of working and becoming 
familiar with new surroundings. 

Trust Objectives:  Meets the following objectives: 
• Services will be leading edge and provided in high quality 

environments 
• To be a strong financially healthy organisation 

Care Quality Commission 
outcomes: 

Outcome 10, Safety and suitability of premises applies 

NHS Constitution: Principle 7 is particularly relevant to this proposal: 
• The NHS is accountable to the public, communities and 

patients that it serves 
Patient and public: Quality of care and environment 
Staff: Have a good working environment; Have healthy and safe 
working conditions 

Financial Issues: Covered within Strategic Objective no. 5 - Strong, financially 
healthy organisation and related risks. 

Equality issues: Addressed through overall design of new hospital 
Legal/regulatory Issues: Schemes will need to comply as required. 
 

This document could be made public under the Freedom of Information Act 2000. 
Any person identifiable, corporate sensitive information will be exempt and must be discussed under a 'closed section' of 

any meeting. 
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Report to: Report to Trust Board – June 2013   Agenda item:  8.1.3 
Date of Meeting: 27th June 2013 

 
Report Title: Road to 2014 – Programme 

Management Office (PMO) 
Implementation Report 

Status: For 
information 

discussion assurance approval 

X    

Prepared by: Ian Triplow  
Executive Sponsor (presenting): Marie-Noelle Orzel 
Appendices (list if applicable): PMO Report 
Executive Summary:  
 
The Trust is implementing a Programme Management Office to provide a programme 
function to scrutinise and co-ordinate the programme for changing the operational models 
of delivery and productivity measures for Road to 2014. 
 
The key changes in the last month have been developing future plans linked to 
measurement to ensure delivery can be evidenced, whilst ensuring that the systems and 
processes in place are stable for delivery on a weekly basis. Where applicable issues are 
now raised on a weekly basis for decision making to ensure no delay in delivery.  
 
Key issues covered are; 

1. Updating to review process and supporting structures 
2. Executive Review Meeting processes to make decisions and unblock issues 
3. Co-ordination of cross cutting issues through themes and directorates, supported 

by Trust wide models. 
 
Action Required:  
The Trust Board is requested to NOTE the PMO Report. 
Key Risks: Failure to deliver the ‘Road to 2014 Transforming Services’  

Programme carries significant service delivery, financial,  
quality and workforce risks. 

Impact on Patients: All of the themes relate directly to patient care: e.g. 
new hospital and service transfers. 

Impact on Staff: All staff at NBT will be affected by the ‘Road to 2014  
Transforming Services’ Programme.  

Link to Trust Objectives:  All 
Care Quality Commission 
Outcomes: 

All 

NHS Constitution: Delivery of the programme will assist the Trust to meet its 
obligations under the NHS Constitution. 

Financial Issues: The ‘Road to 2014 Transforming Services’ Programme is the  
primary driver to meet the Trust’s savings programme and  
affordability for the new hospital. 

Legal/regulatory Issues: As relevant.  
Equality Issues considered: Equality Impact Assessments will be conducted for all 

significant themes affecting patients and staff. 
 

This document could be made public under the Freedom of Information Act 2000. 
Any person identifiable, corporate sensitive information will be exempt and must be discussed under a 'closed 

section' of any meeting. 
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Table 1

Finance Report May 2013 - Summary Income & Expenditure Statement
 

Variation from 
budget

Plan Budget Actual
Adverse / 

(Favourable)
£'000 £'000 £'000 £'000

Income

440,106 Contract Income 74,772 75,252 (480)
92,537 Other Operating Income 10,836 10,715 121

800 Donations income for capital acquisitions 0 0 0

533,443 Total Income 85,608 85,967 (359)

Expenditure

336,235 Pay 56,341 56,260 (82)
166,159 Non Pay 25,509 25,591 82

Variance to planned savings (1,285) 1,285

502,394 80,565 81,850 1,285

31,049 Earnings before Interest & Depreciation 5,043 4,116 926
5.8% 4.8%

23,853 Depreciation & Amortisation 3,975 3,975 0
(100) Interest receivable (17) (18) (1)
1,612 Interest payable 269 269 0
1,083 PDC Dividend 181 181 0

181,353 Impairments 0 0 0

(176,753)
Retained Surplus / (Deficit) for accounting 
purposes 635 (291) 926

(33.1%) (0.3%)

(181,353) Add back impairment 0 0 0

4,600 Surplus/(Deficit) before impairment 635 (291) 926
0.9% (0.3%)

Add back items excluded for NHS accountability

800 Donations income for capital acquisitions 0 0 0
(1,800) Depreciation of donated assets (300) (300) 0

5,600 Adjusted Surplus / (Deficit) for NHS accountability 935 9 926
1.0% 0.0%

North Bristol NHS Trust

Position as at 31st May



Table 2

Overall Variance by Directorate for the Two Months Ended 31st May 2013

(Favourable) / Adverse

M1 M2 M3 M4 M5 M6 M7 M8 M9 M10 M11 M12 YTD 

Core Clinical Services 225 225 449

Medicine 194 194 387

Musculo 37 37 74

Neuro (21) (21) (42)

Renal (66) (66) (132)

South Glos Community HS 12 12 23

Surgery (1) (1) (2)

Womens & Childrens 74 74 147

Facilities 71 71 142

Corporate Directorates 67 67 133

Other (127) (127) (253)

Total 463 463 926

= > 2 % adverse variance 

= Adverse to plan by up to 2% adverse variance 

= On plan or favourable 

 £000's



Pay Variance Analysis Table 3a

Directorate Medical 
Qualified 
Nursing 

Healthcare 
Assistants   Other 

Waiting List 
Payment Total 

£'000 £'000 £'000 £'000 £'000 £'000

Core Clinical Services (36) (97) (19) 166 0 14

Medicine 36 (98) 202 (26) (1) 113

Musculo (17) (25) 41 (50) (8) (59)

Neurosciences (36) (22) 40 24 (5) 1

Renal (29) (35) (58) (8) 0 (130)

South Glos Adult Community (5) 25 (5) (12) 0 3

Surgery (27) 31 (32) (13) 8 (33)

Women and Childrens 37 5 (101) 5 0 (54)

Other Directorates 63 63

Total (77) (216) 68 149 (6) (82)

Month 1 to 2 2013/14

Adverse / (Favourable)



Table 3b

Whole Time Equivalents (WTEs) Analysis

Worked WTE by Directorate

Worked Worked Worked Worked Worked Worked Funded Variance
Nov-12 Dec-12 Jan-13 Feb-13 Mar-13 May-13 WTE WTE

Core Clinical Services 1,964 1,929 1,929 1,890 1,938 1,927 1,957          (30)
Medicine 1,016 1,013 1,038 1,033 1,037 1,034 1,033          1
Musculoskeletal 470 444 446 445 461 448 442             6
Neurosciences 543 518 519 512 520 526 496             30
Renal Services 287 282 277 286 282 285 306             (21)
South Glos Community Health Services 323 313 315 312 317 319 348             (29)
Surgical Services 692 696 695 697 696 641 643             (2)
Women and Childrens 1,320 1,316 1,328 1,335 1,345 1,340 1,356          (16)

Clinical Directorates Sub-Total 6,615 6,615 6,547 6,510 6,596 6,521 6,580          (59)

Facilities 795 797 822 793 815 805 806             (1)
Chief Executive 25 26 27 25 26 38 37               1
Clinical Fovernance 57 57 60 60 61 61 60               1
Finance 130 129 132 131 133 131 131             0
HR 242 246 239 239 252 243 238             5
Information ManaFement 209 209 220 217 217 235 237             (2)
Operations 64 60 64 61 64 67 60               7
Strategy and planning 22 21 23 23 23 25 25               0
Ring Fenced Funding 42 50 50 50 40 39 40               (1)
Central adjustment 70 0

Total 8,200 8,200 8,184 8,111 8,227 8,163 8,215          (52)

Whole Time Equivalents Current Month : May-13

7,500

7,600

7,700

7,800

7,900

8,000

8,100

8,200

8,300

8,400

8,500

Nov-12 Dec-12 Jan-13 Feb-13 Mar-13 May-13

W
TE

s 

Month 

 
 TREND TOTAL WORKED AND FUNDED WTEs 

Funded

Worked



NORTH BRISTOL NHS TRUST Table 4
Savings by Directorate 
2013 - 2014

Total Probability Probability
Gross Adjusted adjusted 

Directorate Savings  Target 
(2013/14) Savings Savings

gap

% of Target % of Target

 £000  £000  £000  £000  £000  £000 %  £000  £000  £000  £000  £000 %  £000 

Core Clinical Services 5,282     1,293 888    853    193  3,228   61% 1,293 808    497    10    2,608   49% 2,674         
Medicine 2,692     608    1,980 308    -   2,896   108% 608    1,517 185    -   2,309   86% 383            
Musculo-skeletal 2,074     609    1,155 776    433  2,972   143% 609    931    445    83    2,068   100% 6                
Neurosciences 1,499     725    377    136    57    1,296   86% 725    301    77      17    1,119   75% 380            
Renal 903        261    460    195    -   916      101% 261    386    97      -   744      82% 159            
South Glos Community HS 625        558    35      -     -   593      95% 558    29      -     -   587      94% 38              
Surgery 2,615     1,659 568    993    45    3,266   125% 1,659 499    497    9      2,664   102% (49)             
Women and Children's Health 2,291     569    1,226 345    -   2,140   93% 569    1,034 175    -   1,778   78% 513            

Clinical Directorates 17,981   6,282 6,690 3,605 728  17,305 96% 6,282 5,504 1,973 118  13,877 77% 4,104         

Facilities 1,746     59      532    355    -   946      54% 59      471    149    -   679      39% 1,067         
Chief Executive 51          51      -     -     -   51        100% 51      -     -     -   51        100% -             
Clinical Governance 150        142    -     -     -   142      95% 142    -     -     -   142      95% 8                
Finance 411        281    70      -     -   351      85% 281    69      -     -   350      85% 61              
Human Resources 375        120    120    -     -   240      64% 120    110    -     -   230      61% 145            
IM&T 729        -     535    150    -   685      94% -     401    60      -   461      63% 268            
Operations 130        93      25      -     -   118      91% 93      25      -     -   118      91% 12              

Non-clinical Directorates 3,592     746    1,282 505    -   2,533   71% 746    1,077 209    -   2,032   57% 1,560         

Central Projects 2,727     1,352 -     -     -   1,352   50% 1,352 -     -     -   1,352   50% 1,375         

Total 24,300   8,380 7,972 4,110 728  21,190 87% 8,380 6,581 2,182 118  17,262 71% 7,039         

 In-progress 

 Further 

 Total 

 Gross Savings                                                    
Recurrent  

 Probability Adjusted Savings                                             
Recurrent   Im

plem
ented 

 M
ost Likely 

 In-progress 

 Further 

 Total 

 Im
plem

ented 

 M
ost Likely 



Appendix 5

CAPITAL EXPENDITURE MONITORING REPORT 2013/14 MAY 2013

Annual Planned Actual Variance
CAPITAL EXPENDITURE PLAN Lead Plan expenditure expenditure from plan

Director to May to May
£'000 £'000 £'000 £'000

Routine expenditure CPMG 1,250 64 53 11
Pathology Mike Coupe 7,900 0 14 (14)
Learning and Research Mike Coupe 7,275 518 62 456
Other Jigsaw schemes Mike Coupe 8,373 100 50 50
IM&T Catherine Phillips 7,522 371 2,191 (1,820)
Medical equipment Chris Burton 8,853 100 327 (227)
Medical equipment leasing Chris Burton (3,000) 0 0 0
PFI enabling Mike Coupe 372 0 0 0
Contingency Mike Coupe 4,676 0 0 0
Slippage CPMG (4,860) 0 0 0
Other  CPMG 2,383 0 24 (24)

TOTAL GROSS CAPITAL EXPENDITURE 40,744 1,153 2,721 (1,568)



Table 6

Variance
Mar-13 Plan Actual from plan Full year 

Closing balance  Plan
£'000 £'000 £'000 £'000 £'000

Non Current Assets
186,664 Property, Plant and Equipment 183,719 185,775 (2,056) 471,438
1,000 Intangible Assets 1,000 941 59 1,000

187,664 Total non-current assets 184,719 186,716 (1,997) 472,438

Current Assets
8,148 Inventories 8,148 6,878 1,270 8,148
9,207 Trade and other receivables NHS 11,207 11,998 (791) 9,207
12,772 Trade and other receivables Non-NHS 14,831 17,559 (2,728) 12,772
39,201 Cash and Cash equivalents  39,953 35,147 4,806 43,457
69,328 Total current assets 74,139 71,582 2,557 73,584

0 Non-current assets held for sale 0 0 0 0
69,328 Total Current assets 74,139 71,582 2,557 73,584

256,992 Total assets 258,858 258,298 560 546,022

Current Liabilities (< 1 Year)
2,900 Trade and Other payables - NHS 3,671 4,768 1,097 2,900
51,873 Trade and Other payables - Non-NHS  52,242 51,636 (606) 61,960
1,420 Borrowings  1,420 1,420 0 7,234
3,530 Provisions 3,530 3,441 (89) 3,530

0 Other liabilities 0 0 0 5,705
59,723 Total current liabilities 60,863 61,265 402 81,329
9,605 Net current assets/(liabilities) 13,276 10,317 2,959 (7,745)

197,269 Total assets less current liabilites 197,995 197,033 962 464,693

1,970 Trade and other payables 1,970 1,970 0 1,970
31,806 Borrowings 31,897 31,897 0 452,992
1,516 Provisions 1,516 1,516 0 1,516

161,977 TOTAL NET ASSETS 162,612 161,650 962 8,215

CAPITAL & RESERVES
211,744 Public Dividend Capital 211,744 211,744 0 213,419

(133,742) Income and expenditure reserve (133,742) (133,779) 37 (121,046)
0 Income and expenditure account - current year 635 (291) 926 (174,532)

83,975 Revaluation reserve 83,975 83,976 (1) 90,374

161,977 TOTAL CAPITAL & RESERVES 162,612 161,650 962 8,215

NORTH BRISTOL NHS TRUST
STATEMENT OF FINANCIAL POSITION AS AT 31ST MAY 2013



Table 7

Variance
from plan Plan

Plan Actual
Cash inflow 

/(outflow) Mar-14
£'000 £'000 £'000 £'000

Earnings Before Interest, Depreciation and 
Amortisation 5,043 4,116 (927) 31,049

Less effect of Donated Assets 0 0 0 0

(Increase)/Decrease in Stock 0 1,270 1,270 0
(Increase)/Decrease in Debtors (3,562) (7,927) (4,365) 2,419
Increase/(Decrease) in Creditors 803 281 (522) 7,550
Increase/(Decrease) in Provisions 0 (89) (89) 0

Net Cash Inflow/(Outflow) from Operating 
Activities 2,284 (2,349) (4,632) 41,018

Interest received 16 18 2 100
Interest Paid on Long Term Loan 0 0 0 (1,066)
Net Cash Inflow/(Outflow) from Returns on 
Investment and Servicing of Finance 16 18 2 (966)

Cash payments for Capital Purchases (1,548) (1,723) (176) (34,949)
Cash receipts from Asset Sales 0 0 0 0
Dividends paid / payable 0 0 0 (1,102)
Net Cash Inflow Before Financing 752 (4,054) (4,806) 4,001

Financing
Donated Capital Receipts 0 0 0 0
Temp PDC Drawn Down 0 0 0 0
Temp PDC repaid 0 0 0 0
Permanent PDC Drawn down 0 0 0 1,675
Loans Repaid 0 0 0 (1,420)

Net Cash Inflow From Financing 0 0 0 255

Increase (decrease) in Cash 752 (4,054) (4,806) 4,256

Opening cash balance 39,201 39,201 0 39,201

Closing cash balance 39,953 35,147 (4,806) 43,457

NORTH BRISTOL NHS TRUST
STATEMENT OF CASH FLOWS AS AT 31ST MAY 2013



Table 7a

Jun-13 Jul-13 Aug-13 Sep-13 Oct-13 Nov-13 Dec-13 Jan-14 Feb-14 Mar-14 Apr-14 May-14
£'000 £'000 £'000 £'000 £'000 £'000 £'000 £'000 £'000 £'000 £'000 £'000

EDITDA 2,632 2,735 2,655 2,764 3,026 2,516 2,238 2,727 2,036 3,289 3,810 3,810 

Less donated asset income (non-cash)

Movement in Stock (Increase)/Decrease

Movement on Debtors (Increase)/Decrease (1,158) (3,306) (112) 13,062 (2,543) 1,345 (1,848) (2,153) 1,904 3,091 (1,688) (1,681)

Movement on Creditors Increase/(Decrease) (1,471) 4,089 1,465 252 3,195 614 (1,170) 915 (1,279) 1,181 (1,906) (2,561)

Movement in Provisions Increase/(Decrease)

Net Cash Inflow/(Outflow) from Operating Activities 3 3,518 4,008 16,078 3,677 4,474 (780) 1,488 2,660 7,560 216 (432)

Interest received 8 8 8 8 8 8 8 8 8 8 8 8 

Interest Paid on Long Term Loan (533) (533)

Net Cash Inflow(Outflow) from Returns on Investment and Servicing 
of Finance 8 8 8 (525) 8 8 8 8 8 (525) 8 8 

Cash payments for Capital Purchases (976) (1,177) (1,651) (1,929) (2,995) (3,367) (3,497) (4,417) (5,309) (7,953) (8,077) (3,207)

Cash receipts from Land Sales

Dividends paid (542) (542)

Net Cash Inflow Before Financing (965) 2,348 2,365 13,082 691 1,115 (4,269) (2,921) (2,641) (1,459) (7,852) (3,632)

Financing
PDC Received 1,675 
PDC Repaid
Donated Capital receipts
Temp PDC Drawn Down
Temp PDC Repaid
Loans Repaid (710) (710)
Net Cash Inflow From Financing 965 

Increase (decrease) in Cash (965) 2,348 2,365 14,047 691 1,115 (4,269) (2,921) (2,641) (1,459) (7,852) (3,632)

OPENING CASH BALANCE 35,147 34,182 36,530 38,895 52,942 53,633 54,748 50,478 47,558 44,917 43,457 35,605 

CLOSING CASH BALANCE 34,182 36,530 38,895 52,942 53,633 54,748 50,478 47,558 44,917 43,457 35,605 31,973 

NORTH BRISTOL NHS TRUST
CASHFLOW FORECAST FOR 12 MONTHS FROM 31ST MAY 2013



Table 8
Debtors Graphs
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TABLE 9

Criteria Indicator Weight 5 4 3 2 1 Year to 
Date

Forecast 
Outturn

Underlying performance EBITDA margin % 25% 11 9 5 1 <1 2 3

Achievement of plan EBITDA achieved % 10% 100 85 70 50 <50 3 4

Net return after financing % 20% >3 2 -0.5 -5 <-5 2 3

I&E surplus margin % 20% 3 2 1 -2 <-2 2 2

Liquidity Liquid ratio days 25% 60 25 15 10 <10 4 3

100% 2.6 2.9

2 #
#

2 3 #

Weighted Average

Overriding rules

Overall rating

FINANCIAL RISK RATING North Bristol NHS Trust

Score (1-5) Achieved for 
each Criteria Per Month

Risk Ratings Reported    Position

Financial efficiency



Measurement 

 

 

The major measurement models are now aligned with 

update processes to control. An overview of affordability 

was provided to the wider senior team to ensure a join base 

knowledge. Models are planned for July based with updated 

activity assumptions. 

Progress in implementation of PMO 

processes in NBT 

PMO Team 

 

 

The PMO associates undertook a stock 

check of delivery with executive check to 

ensure similar thinking. Development 

continues. Gateway review undergoing 

for key programmes. 
Integrated Project Support 

 

 

The IPS team (and wider trust 

project teams) are integrated in 

operational delivery as required 

to support through resourcing 

plans. GM feedback has been 

sought to reassure delivery. 

Scrutiny 

 

 

Scrutiny has developed to include critical path and risk 

review utilising new systems, and links to other governance 

meetings for cross checking. Business case support and 

review is offered and delivered by scrutiny team during case 

development.  

Matrix 

 

 

The themes are determining key 

interdependencies as a result of critical 

milestone planning to ensure that all 

key decision points are understood. 

Executive Review 

 

 

The Executive Reviews have continued to mature 

with a standard approach embedded. The timetable 

has been reviewed to ensure coverage of all areas in 

a timely fashion 

Good function 

Implementation progress bar 

Poor function 

June-13 May-13 
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Report to: Trust Board Agenda item:  8.1.1 

Date of Meeting: June 27th 2013 

 

Report Title: Activity and Performance Report 

Status: For information discussion assurance Approval 
    

Prepared by: Alison Moroz  

Board Sponsor: Sasha Karakusevic 

Appendices: Atlas KPI Sparkline 
 

 

Executive Summary:  
 
RTT performance – all targets achieved at a Trust level in May. 
 
Cancer – May performance not yet completely validated but early indications are that 
performance has improved since last month. 
 
Cancelled operations – 0.9% elective operations cancelled on the day of surgery against 
target of 0.8%. 
 
4 Hour waits – 96.9% achieved for Trust attendances in May 2013 against 95% target and 
95.5% for the Frenchay department. 
 
Action Required:  

Trust Board is requested to:  
 
Note the report. 
Key Risks: Failure to hit key targets will jeopardise the FT 

application process.   
 

Impact on Patients: The standards are designed to identify and support the 
delivery of high quality care for patients.  The core 
standards are a right defined in the NHS Constitution.  
Therefore, non-delivery represents a failure to provide 
the required standard of care. 

Impact on Staff Ongoing processes need to be improved to ensure that 
pressure is not put on staff to validate high numbers of 
records. 

Link to Trust Objectives:  1 and 2. 

Care Quality Commission 
outcomes: 

Performance indicators, 

NHS Constitution: Access to services. 

Financial Issues: Risk on income received. 

Legal/regulatory Issues: Yes 

Equality Issues considered N/A 

 
 
 
 
  

http://www.nbt.nhs.uk/Default.htm
http://www.nbt.nhs.uk/Default.htm
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Performance Report 
 
1. RTT  
 

a. Admitted performance 
 The Trust achieved the 90% target in May. All specialties, with the exception of 

orthopaedics, neurosurgery and gynaecology achieved the target.  There has been an 
agreement with commissioners that orthopaedics will achieve the target on a monthly 
basis from the start of Quarter 2 onwards.  Neurosurgery is currently identifying 
additional capacity to ensure the target is met in future months. In both of these 
specialties, the biggest problems lie within the spinal sub-specialty and work is 
ongoing with commissioners and primary care colleagues to identify solutions to both 
reduce demand and increase capacity.  The reason for the failure of the target in 
gynaecology is due to one-off capacity shortfalls. 

 
b. Non-admitted performance 

 The Trust achieved the 95% target in May although a few specialities individually did 
not meet the target.  It is expected that all specialities will be back on track to achieve 
95% from June onwards. 

 
c. Incomplete pathways 

 The Trust has achieved 92.4% of the number of open pathways being under 18 weeks 
against a national target of 92%.  This position will improve further over the coming 
months as specialties identify plans and capacity to treat more of the longer waiting 
patients.  

 
2. Cancer performance 
 

The position for May has not yet been fully validated and early indications are that 
the performance has improved over previous months.  The Interim General Manager 
for Surgery continues to improve the processes within both urology and general 
surgery.  Activity is being looked at prospectively to ensure processes and capacity is 
in place to treat patients within the target time periods. 
 

3. Same day cancelled operations 
 

Performance is at 0.9% against a national target of 0.8%.  Of these cancellations, 15 
have not been re-booked within 28 days. 
 
The performance has improved over previous months, which is mainly due to the 
increased patient flow experienced in May.  
 

4. 4 hour waits 
 
May has seen the most improved performance since August 2011, with the Trust 
achieving performance for the month. 95.5% were seen within the 4 hour standard at 
Frenchay and the total Trust performance was 96.9%.  

Patient volume was high, with occupied beds reducing during the first half of the 
month giving improved performance, but a loss of approximately 15 beds due to 
infection/staffing issues impacted performance during the latter 2 weeks of the 
month.  
 
It is clear that although performance is improving, performance is very sensitive to 
small variations in activity or bed availability.  During June we will be continuing to 
implement the recovery plan and the deep clean programme.  
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Report to: Trust Board Agenda item:  8.1.2 
Date of Meeting: 27 June 2013 

 
Report Title: Finance Report to the Trust Board for the two months ended 

31st May 2013 
 

Status: For information discussion assurance approval 
X    

Prepared by: Mark Ross, Financial Controller 
Board Sponsor: Catherine Phillips, Director of Finance 
Appendices: Yes 
 
Executive Summary:  

 
• Draft accounts have been prepared for the two months to May. 
• The overall position is £0.9m adverse to plan, largely due to the non-achievement of 

required savings. 
• There are overspends reported in some Directorates in both pay and non pay which 

need attention to ensure expenditure is brought back in line with budgets. 
 
 
 
Action Required:  
 
The Trust Board is asked to note the report.  

 
Key Risks: That the Trust does not deliver the required level of 

savings and stay within budget, putting at risk delivery of 
the Trust’s financial plan.   

Impact on Patients: Delivery of year one of the medium term financial plan 
secures the patient benefits identified in the Integrated 
Business Plan of the Trust. 

Trust Objectives:  To be a strong, financially healthy organisation. 
Care Quality Commission 
outcomes: 

None 

NHS Constitution: Delivery of the budget supports compliance with the NHS 
constitution. 

Financial Issues: Yes 
Equality Issues: No 
Other Legal/regulatory 
Issues: 

Yes 
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NORTH BRISTOL NHS TRUST 
 

FINANCE REPORT TO TRUST BOARD  
 

APRIL 2013 to MAY 2013 
 
 

1. Summary Financial Performance 
 

 

Key Performance Indicators Year to date

Surplus for NHS accountability (£m) Amber

Capital Expenditure (£m) Amber

Debt repayment (£m) Green

Better payment performance Amber

Financial risk rating Amber

 
 
 

 
Notes on scoring: 
 
• Surplus for NHS accountability. Green is ahead of the £5.6m plan, amber is adrift in the year to date 

position but forecasting an outturn on plan, red is adrift in the year to date with a high risk of not achieving 
the year end plan. 

 
• Capital expenditure.  This is capital expenditure compared with plan.  Green is on plan or underspent, 

amber is overspent in the year to date but forecasting an outturn on plan or underspent. Red is adrift in 
the year to date with a high risk of overspending the year end plan.  

 
• Debt repayment.  Whether the trust is on track with making its debt repayments.  Either green, red or 

amber according to the level of risk. 
 
• Payment performance.  The total number of invoices paid within 30 days expressed as a % of the total.  

Green is 95% or above, amber 80% to 95%, and red is below 80%. 
 
• Overall risk rating under the FT rating system.  Green is a risk rating of 3 or above for the year to date and 

plan.  Amber is less than 3 year to date but a planned 3 or above.  Red is a 2 or 1 risk rating year to date 
and plan. The calculation of risk rating scores is set in table 9. 

 
 
 
 
 
 
 
 

This document could be made public under the Freedom of Information Act 2000. 
Any person identifiable, corporate sensitive information will be exempt and must be discussed under a 'closed 

section' of any meeting. 
2 



2. Overall position   
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Retained Surplus (Before Impairment) Actual vs Budget

Plan Actual

 
 
   

 

£000's %

Income (359) (0.4%)

Pay (82) (0.1%)

Non-pay 82 0.3%

Variance to planned savings 1,285 n/a

Depreciation & financing (1) (0.0%)

Total for NHS accountability 926 99.0%

Year to date variance 
(Fav)/ adv
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2.1 Income  
 
Emergency activity in months 1 and 2 is above plan, continuing the trend from the back 
end of 2012/13.  This has impacted on elective activity, which is below plan for months 1 
and 2.  Overall income from commissioners for the first two months is on plan.   
 
The final value of activity billed for March was £0.5m higher than the estimate included in 
last year’s accounts. This one-off benefit has been included in the position to date.  
 
Other Income in Directorates is £0.1m adverse to plan which largely relates to private 
patient income.   
 
 
 
2.2 Pay expenditure 
 
Although pay is £0.1m favourable overall, Medicine is showing a significant adverse 
variance of £0.2m within their position related to specialling costs and this is only offset by 
underspends in other Directorates.  This needs urgent attention by the Directorate to bring 
the pay costs back in line with budget. 
 
The graph below shows actual expenditure.   
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A breakdown of variances across staff groups is shown below and a more detailed 
analysis by Directorate in Table 3a.   
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Staff groups % of total pay budget for

£000's
 the year to date by staff 

group

Medical staff (77) (0.5)%

Qualified Nursing & Midwifery (216) (1.3)%

Healthcare Assistants 68 1.4%

Waiting list initiatives (6) n/a

Other staff 149 0.4%

Total staff (82) (0.1)%

Year to date variance (Fav) / Adv
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2.3 Non-pay expenditure 
 
The adverse variance is £0.1m year to date.  There are overspends in Medicine and 
Musculoskeletal on M&S consumables and drugs.  These variances need to be brought 
under control early in the year. 
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2.4 Efficiency Savings 
 
Savings are £1.3m below the plan to date and are shown by Directorate in Table 4.  
 
The graph below shows that Directorates overall have not achieved their planned level of 
savings for April and May.  This is in addition to the gap against the target. The gap was 
assessed against the probability adjusted savings plans as at March.  
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The current forecast shortfall in savings of £7m represents a risk to the Trust both in terms 
of achieving the current year target as well as the recurring position.  Directorates need to 
focus attention in this area as the Trust needs a much larger pool of savings to ensure 
delivery of this key target.      
 
The graph below shows the overall probability adjusted forecast savings and the gross 
savings identified which is below the target and has dropped in May.  
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3. Capital and balance sheet 
 
Capital spend is slightly ahead of plan for the two months because of the phasing of IT 
works related to the new hospital.  
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The Trust has cash of £35m at the end of May. This compares with a plan of £40m.    The 
difference is primarily caused by commissioners paying the monthly payment on account 
against contracts at a lower level than the finally agreed contracts.  This will be adjusted 
cumulatively in the July payment.      
  
 

I&E movements

Stock

Debtors

Creditors

Capital

PDC Loans

Total variance

(6,000)

(5,000)

(4,000)

(3,000)

(2,000)

(1,000)

0

1,000

2,000

1

£0
00

Cash flow variance against plan - May 2013

 
 
 
 
The payment performance to May is 91%.   
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4.  Financial risk ratings 
 
Table 9 shows an overall FRR of 2 with the forecast outturn a 3. 
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NHS TRUST DEVELOPMENT 
AUTHORITY 

 

OVERSIGHT: Monthly self-certification requirements - Compliance Monitor 
                                  Monthly Data.

CONTACT INFORMATION:

Enter Your Name:

Enter Your Email Address

Full Telephone Number: Tel Extension:

SELF-CERTIFICATION DETAILS:

Select Your Trust:

Submission Date: Reporting Year:

Select the Month April May June

July August September

October November December

January February March

COMPLIANCE WITH MONITOR LICENCE REQUIREMENTS FOR 
NHS TRUSTS:



  
  
  
1. Condition G4 – Fit and proper persons as Governors and Directors (also applicable to those  
                                  performing equivalent or similar functions). 
2. Condition G5 – Having regard to monitor Guidance. 
3. Condition G7 – Registration with the Care Quality Commission. 
4. Condition G8 – Patient eligibility and selection criteria. 
  
5. Condition P1 – Recording of information. 
6. Condition P2 – Provision of information. 
7. Condition P3 – Assurance report on submissions to Monitor. 
8. Condition P4 – Compliance with the National Tariff. 
9. Condition P5 – Constructive engagement concerning local tariff modifications. 
  
10. Condition C1 – The right of patients to make choices. 
11. Condition C2 – Competition oversight. 
  

12. Condition IC1 – Provision of integrated care. 
  
  
  

Further guidance can be found in Monitor's response to the statutory consultation on the new NHS provider licence: 
The new NHS Provider Licence  
  
 

COMPLIANCE WITH MONITOR LICENCE REQUIREMENTS FOR 
NHS TRUSTS:

                                                                                        Comment where non-compliant or                  
                                                                                        at risk of non-compliance 
 

1. Condition G4 
Fit and proper persons as 
Governors and Directors.

 

 Timescale for compliance:

2. Condition G5 
Having regard to monitor 
Guidance.

 

 Timescale for compliance:

3. Condition G7 
Registration with the Care 
Quality Commission.

 

 Timescale for compliance:

                                                                                        Comment where non-compliant or                  
                                                                                        at risk of non-compliance 
 

4. Condition G8 
Patient eligibility and 
selection criteria.

 

 Timescale for compliance:

http://www.monitor-nhsft.gov.uk/sites/default/files/publications/ToPublishLicenceDoc14February.pdf
http://www.monitor-nhsft.gov.uk/sites/default/files/publications/ToPublishLicenceDoc14February.pdf


  
  
  
  
  
  
  
  
  
  
  
  
  
  
  
  
  
  
  
  
  
  
  
  
  
  
  
  
  
 

                                                                                        Comment where non-compliant or                  
                                                                                        at risk of non-compliance

5. Condition P1 
Recording of information.

 

 Timescale for compliance:

6. Condition P2 
Provision of information.

 

 Timescale for compliance:

7. Condition P3 
Assurance report on 
submissions to Monitor.

 

 Timescale for compliance:

8. Condition P4 
Compliance with the 
National Tariff.

 

 Timescale for compliance:

 

                                                                                        Comment where non-compliant or                  
                                                                                        at risk of non-compliance

9. Condition P5 
Constructive engagement 
concerning local tariff 
modifications.

 

 Timescale for compliance:



  
  
  
  
  
  
  
  
  
  
  
  
  
  
  
  
  
  
  
  
  
  
  
  
  
  
  
  
  
 

                                                                                        Comment where non-compliant or                  
                                                                                        at risk of non-compliance

10. Condition C1 
The right of patients to 
make choices.

 

 Timescale for compliance:

11. Condition C2 
Competition oversight.

 

 Timescale for compliance:

  
  
 

12. Condition IC1 
Provision of integrated 
care.

 

 Timescale for compliance:

  
  
  
  
  
 



NHS TRUST DEVELOPMENT 
AUTHORITY 

 

OVERSIGHT: Monthly self-certification requirements - Board Statements 
                                  Monthly Data.

CONTACT INFORMATION:

Enter Your Name:

Enter Your Email Address

Full Telephone Number: Tel Extension:

SELF-CERTIFICATION DETAILS:

Select Your Trust:

Submission Date: Reporting Year:

Select the Month April May June

July August September

October November December

January February March

BOARD STATEMENTS:



  
CLINICAL QUALITY 
FINANCE 
GOVERNANCE 
  
  
The NHS TDA’s role is to ensure, on behalf of the Secretary of State, that aspirant FTs are ready to proceed for 
assessment by Monitor. As such, the processes outlined here replace those previously undertaken by both SHAs 
and the Department of Health.  
  
  
In line with the recommendations of the Mid Staffordshire Public Inquiry, the achievement of FT status will only 
be possible for NHS Trusts that are delivering the key fundamentals of clinical quality, good patient experience, 
and national and local standards and targets, within the available financial envelope.  
  
  
  
  
  
  
  
  
  
  
  
  
  
  
  
  
  
 

BOARD STATEMENTS:

For CLINICAL QUALITY, that 
  
1. The Board is satisfied that, to the best of its knowledge and using its own processes and having had regard 
to the TDA’s oversight model (supported by Care Quality Commission information, its own information on 
serious incidents, patterns of complaints, and including any further metrics it chooses to adopt), the trust has, 
and will keep in place, effective arrangements for the purpose of monitoring and continually improving the 
quality of healthcare provided to its patients. 
  
 

1. CLINICAL QUALITY 
Indicate compliance.

Timescale for compliance:

RESPONSE: 
  
Comment where non-
compliant or at risk of non-
compliance

BOARD STATEMENTS:



For CLINICAL QUALITY, that 
  
2. The board is satisfied that plans in place are sufficient to ensure ongoing compliance with the Care Quality 
Commission’s registration requirements. 
  
  
  
  
  
 

2. CLINICAL QUALITY 
Indicate compliance.

Timescale for compliance:

RESPONSE: 
  
Comment where non-
compliant or at risk of non-
compliance

BOARD STATEMENTS:

For CLINICAL QUALITY, that 
  
3. The board is satisfied that processes and procedures are in place to ensure all medical practitioners providing 
care on behalf of the trust have met the relevant registration and revalidation requirements. 
  
  
  
  
 

3. CLINICAL QUALITY 
Indicate compliance.

Timescale for compliance:

RESPONSE: 
  
Comment where non-
compliant or at risk of non-
compliance

BOARD STATEMENTS:



For FINANCE, that 
  
4. The board is satisfied that the trust shall at all times remain a going concern, as defined by the most up to 
date accounting standards in force from time to time. 
  
  
  
  
 

4. FINANCE 
Indicate compliance.

Timescale for compliance:

RESPONSE: 
  
Comment where non-
compliant or at risk of non-
compliance

BOARD STATEMENTS:

For GOVERNANCE, that 
  
5. The board will ensure that the trust remains at all times compliant with the NTDA accountability framework 
and shows regard to the NHS Constitution at all times. 
  
  
  
 

5. GOVERNANCE 
Indicate compliance.

Timescale for compliance:

RESPONSE: 
  
Comment where non-
compliant or at risk of non-
compliance

BOARD STATEMENTS:



For GOVERNANCE, that 
  
6. All current key risks to compliance with the NTDA's Accountability Framework have been identified (raised 
either internally or by external audit and assessment bodies) and addressed – or there are appropriate action 
plans in place to address the issues in a timely manner. 
  
  
 

6. GOVERNANCE 
Indicate compliance.

Timescale for compliance:

RESPONSE: 
  
Comment where non-
compliant or at risk of non-
compliance

BOARD STATEMENTS:

For GOVERNANCE, that 
  
7. The board has considered all likely future risks to compliance with the NTDA Accountability Framework and 
has reviewed appropriate evidence regarding the level of severity, likelihood of a breach occurring and the plans 
for mitigation of these risks to ensure continued compliance. 
  
  
 

7. GOVERNANCE 
Indicate compliance.

Timescale for compliance:

RESPONSE: 
  
Comment where non-
compliant or at risk of non-
compliance

BOARD STATEMENTS:



For GOVERNANCE, that 
  
8. The necessary planning, performance management and corporate and clinical risk management processes 
and mitigation plans are in place to deliver the annual operating plan, including that all audit committee 
recommendations accepted by the board are implemented satisfactorily. 
  
  
 

8. GOVERNANCE 
Indicate compliance.

Timescale for compliance:

RESPONSE: 
  
Comment where non-
compliant or at risk of non-
compliance

BOARD STATEMENTS:

For GOVERNANCE, that 
  
9. An Annual Governance Statement is in place, and the trust is compliant with the risk management and 
assurance framework requirements that support the Statement pursuant to the most up to date guidance from 
HM Treasury (www.hm-treasury.gov.uk). 
  
  
 

9. GOVERNANCE 
Indicate compliance.

Timescale for compliance:

RESPONSE: 
  
Comment where non-
compliant or at risk of non-
compliance

BOARD STATEMENTS:

http://www.hm-treasury.gov.uk
http://www.hm-treasury.gov.uk
http://www.hm-treasury.gov.uk
http://www.hm-treasury.gov.uk
http://www.hm-treasury.gov.uk


For GOVERNANCE, that 
  
10. The Board is satisfied that plans in place are sufficient to ensure ongoing compliance with all existing 
targets as set out in the NTDA oversight model; and a commitment to comply with all known targets going 
forward. 
  
  
 

10. GOVERNANCE 
Indicate compliance.

Timescale for compliance:

RESPONSE: 
  
Comment where non-
compliant or at risk of non-
compliance

BOARD STATEMENTS:

For GOVERNANCE, that 
  
11. The trust has achieved a minimum of Level 2 performance against the requirements of the Information 
Governance Toolkit. 
  
  
 

11. GOVERNANCE 
Indicate compliance.

Timescale for compliance:

RESPONSE: 
  
Comment where non-
compliant or at risk of non-
compliance

BOARD STATEMENTS:



For GOVERNANCE, that 
  
12. The board will ensure that the trust will at all times operate effectively. This includes maintaining its register 
of interests, ensuring that there are no material conflicts of interest in the board of directors; and that all board 
positions are filled, or plans are in place to fill any vacancies. 
  
  
 

12. GOVERNANCE 
Indicate compliance.

Timescale for compliance:

RESPONSE: 
  
Comment where non-
compliant or at risk of non-
compliance

BOARD STATEMENTS:

For GOVERNANCE, that 
  
13. The board is satisfied that all executive and non-executive directors have the appropriate qualifications, 
experience and skills to discharge their functions effectively, including setting strategy, monitoring and 
managing performance and risks, and ensuring management capacity and capability. 
  
  
  
 

13. GOVERNANCE 
Indicate compliance.

Timescale for compliance:

RESPONSE: 
  
Comment where non-
compliant or at risk of non-
compliance

BOARD STATEMENTS:



For GOVERNANCE, that 
  
14. The board is satisfied that: the management team has the capacity, capability and experience necessary to 
deliver the annual operating plan; and the management structure in place is adequate to deliver the annual 
operating plan. 
  
  
 

14. GOVERNANCE 
Indicate compliance.

Timescale for compliance:

RESPONSE: 
  
Comment where non-
compliant or at risk of non-
compliance
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Appendices (list if applicable):  Appendix A - Compliance with Monitor provider 
licence requirements  

 Appendix B - Board statements. 

Executive Summary:  

 
1. NTDA Oversight Regime & Data Collection process 
 

As outlined to the Board in May, the Single Operating Model (SOM) has been replaced by 
an oversight regime introduced by the NHS Trust Development Authority (NTDA) within 
their Accountability Framework.  
 
Contrary to previous advice a conversation this week with the Head of Business 
Intelligence at the NTDA revealed that the vast majority of the measures will be obtained 
from existing data sources (STEIS, UNIFY etc.). Some of them they’ve not been able to 
resolve as yet (maternity dashboard etc.) but these are being worked on. 
 
Once they have reached a more developed position they will be issuing technical guidance 
which will define data sources and calculation methods. The intention remains that any 
data returns from us should be minimal. 
 
This is clearly a sensible approach to minimising additional data submissions; however it 
does mean a less self-contained set of data for Trust Board assurance to support the 
monthly Board compliance statements. 
 
 
2. Internal Assurance reporting against Accountability Framework KPIs 
 
An exercise is being undertaken to map the KPIs outlined in the NTDA AF to those 
contained within the Trust’s performance information system, the ‘Atlas’. The aim is to 
ensure they are all included and to ‘flag’ them within the system as NTDA AF indicators so 
that they can be easily extracted and reported against when necessary (e.g. to prepare for 
the monthly Oversight meetings between the Trust and NTDA). 
 
This will streamline the system previously used for the SOM where the data was created 
and collected as a separate exercise. 
 
Once an Integrated Performance report and its production process is agreed then the set 
of recommended board assurance statements for the month would be a logical final page. 
 
In the meantime the Board should take account of the information within the separate 
performance reports that are routinely provided (i.e. quality, infection control, finance, 
activity & performance targets and Road to 2014) to underpin the board statements. 
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3. Compliance with Monitor Provider Licence Conditions (Appendix A) 
 
The Monitor Provider Licence responses reflect the level of confidence we can provide in 
time available to date. Since the May report Executive Director and management leads 
have been allocated to each Licence condition. They will be responsible for assuring the 
Board on compliance, co-ordinated through the Trust Secretary. The Trust Secretary is 
attending a South West Trusts Secretaries Network meeting at Beachcroft solicitors on 
Monday 24th June at which the practicalities of these requirements will be discussed, 
including possible issues that would lead to declaring “non-compliance.” This will be fed 
into the assessment of assurance for the July Board. 
 
There is no reason to believe that we are currently non-compliant. 
 
4. Board Statements  (Appendix B) 

 An updated assessment of assurance underpinning each Board statement has 
been undertaken. Assurance sources are a combination of those that are fairly 
irregular in nature (e.g. annual statements) and those that change much more 
frequently (e.g. performance data).  

 It is recommended that all questions are answered ‘yes’ with the exception of 
Statement 11 “The Board is satisfied that plans in place are sufficient to 
ensure ongoing compliance with all existing targets as set out in the NTDA 
oversight model; and a commitment to comply with all known targets going 
forward.” It is recommended that a response of ‘no’ remains in place due to; 

o the inevitable exceeding of trajectory for C-Difficile for Q1, 
o the worsening performance against ED 4 hour target in June (despite the 
 achievement in May of target for the first time in many months),  
o the non-achievement of Cancer 62-day target and  
o the Month 2 deficit v financial plan, largely due to the non-achievement of 
 required savings. 

 

Action Required:  
 

The Trust Board is requested to:  
 

 Note the proposed approach to capturing the NTDA Accountability Framework 
metrics within the ‘Atlas’ to underpin board assurance reporting in future months.  

 Discuss and approve responses to the Monitor Provider Licence, as set out 
above, for the June submission to NTDA. 

 Discuss and approve responses to the 14 board statements, with particular 
attention to statement 11, as set out above, for the June submission to NTDA. 
 

Key Risks: Persistently adverse performance against key metrics 
relating to clinical quality or financial performance will 
undermine the Trust’s Foundation Trust application. 

Impact on Patients: None directly – these are corporate returns to facilitate 
scrutiny of the Trust by the NTDA. 

Impact on Staff As above 

Link to Trust Objectives:  All Trust Big 5 objectives are relevant. 

Care Quality Commission 
outcomes: 

Overall CQC compliance reflected in Board statement 
number 2. 

NHS Constitution: Board statement number 5 commits to “having regard to 
NHS Constitution at all times.” 

Financial Issues: Reflected within board statement nos. 4,6,7 & 10 

Legal/regulatory Issues: Accountability Framework applies to all non-Foundation 
Trusts as part of NTDA pipeline. 

Equality Issues considered: N/A 
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