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North Bristol NHS Trust
INTEGRATED PERFORMANCE REPORT
August 2016 (presenting July 2016 data)
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Board Sponsor XXXX
ACCESS

The Trust failed to meet the 4 hour standard for A&E with July performance at 79.4% against an agreed trajectory of 87.0%. Bed pressures are the main
cause of breaches with 30 to 40% of breaches related in ED internal systems/processes. The main focus for improvement is reducing length of stay (LoS)
followed by the Proactive ED programme.
The Trust has provisionally failed to meet the agreed trajectory for Referral To Treatment (RTT) incomplete performance for July at an overall
percentage level (85.5% vs trajectory of 85.8%). The backlog currently stands at 4334 vs a target of 4330. July’s RTT performance has been effected by
validation issues in General Surgery and as such is provisional and subject to change following further validation.
The Trust has continued to achieve the agreed trajectory for diagnostic performance in July (1.1% vs 1.8%) and has narrowly failed the national target
(1.00%) by 0.1%. Difficulties in recruitment continue to effect endoscopy performance, but has consistently achieved agreed trajectories for 2016/2017.
The final position of Cancer targets in June showed the Trust had delivered nationally on 5 of the 7 Cancer waiting targets. For 62 Day Treatment the
Trust exceeded trajectory (85.7% vs 82.9%) and the national standard (85.7% vs 85.0%) in June. The ability to sustain this level of performance is at risk
in July and August due to the delays in pathology processing following the service merger.
SAFETY
Three Grade 3 pressure ulcers have been reported in July. Work continues with clinical teams reviewing key themes and providing training in the use of foot
and heel protectors.
The falls rate has further improved from 6.30 in June to 6.15 per 1000 bed days in July.
Safety Thermometer Harm Free Care has declined in July to 93.2% against a target of 94.0%.
VTE risk assessment compliance achieved 95.3% against a target of 95.0% in the quarter 1 submission.
PATIENT EXPERIENCE
The Trust has successfully delivered on all applicable national & local CQUIN targets for quarter 1, securing approximately £928k of funding.
Complaints & Concerns received by the Trust have remained static, overdue complaints have now decreased to achieve trajectory for July (9 vs 10).

The Trust reported one case of MSSA and two cases of C. Difficile in July 2016.
WORKFORCE
Pay expenditure has increased and is above plan in July (£28.3m vs £28.0m) resulting from an increase in bank usage.
Vacancy factor has increased further in July (10.3% vs 10.1%) resulting from a net loss of staff. Actions are being taken to recruit nursing staff.
Turnover increased in July with an increase in leavers, particularly Nursing and Midwifery Registered, Additional Clinical Services and Administrative &
Clerical.
Agency use has further reduced as a result of increased bank use. Sickness absence across the Trust has remained stable for July.
FINANCE
The Trust has a year to date (YTD) deficit of £23.3m which is £4.5m adverse to plan. The primary drivers for the adverse to plan were lower than planned
income of £0.8m together with a non-pay overspend of £4.8m, offset by pay underspend of £1.2m. There is a planned year end deficit of £48m with a
forecast outturn of £52m.
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retrospectively.

Perf worsened & below target
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Abbreviation Glossary
CCS -Core Clinical Services
CEO- Chief Executive
Clin Gov -Clinical Governance
IM&T- Information Management
Med- Medicine
MSK- Musculoskeletal
RAP – Remedial

Non- Cons Non-Consultant
Ops- Operations
Renal- Renal Transplant & Outpatients
ASCC / Surg- Surgery
W&Ch -Women’s & Children’s
RCA – Root Cause Analysis
HON – Head of Nursing

Perf stayed same, below target
Perf stayed same , above target
Perf stayed same , no target
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Board Sponsor XXXX
Overview

Urgent Care
July’s 4 hour A&E performance was 79.4% against an improvement trajectory of 87.0%. Performance was challenged due to Trust bed occupancy levels at
97.7% (up from 97.4% the previous month) driven predominantly by higher than planned non-elective admissions and high levels of long stay patients. Medical
patients continued to occupy beds outside of the medical bed base throughout July and delayed transfers of care (DToC) remain above National trajectory.
Focus is now shifting to reduced number of breaches in majors through delivery of the emergency department professional standards. The majority of 4-hour
breaches remain bed related. Medicine’s inability to stay within its bed base causes most sub specialty waits, but Surgery numbers have risen in recent months.
Ahead of winter, directorates have submitted LoS improvement plans of 10%. Further improvement of DToC (c.20 patients to achieve 2.5% stretch target) and
medically fit for discharge days (MFFD) (target reduction of 32 beds, halving the number of medically fit for discharge bed days) is needed in addition to the
Directorate LoS plans to ensure the planned bed occupancy rate is achieved.

Referral to Treatment (RTT)
Provisional performance as at Month 4, is failing the refreshed trajectory in Month against the 85.8% target, with actual performance at 85.5% (subject to
change). Further validation of the General Surgery admitted incomplete pathways is being carried out and it is hoped that this will lead to a performance
improvement, delivering trajectory. A Musculo-skeletal (MSK) Remedial Action Plan has been drafted as at specialty level they are not meeting trajectory;
mainly due to on the day cancellations across June and July (137 cases in total), application of the new access policy, as well as under plan utilisation of clinics.
The year-end mitigation plans are under review.
Overall, the Trust has continued to successfully achieve the agreed trajectory relating to the reduction of 52 week waits in July (81 vs. 148 trajectory). 52 week
wait trajectories are better than planned for the year to date within Epilepsy and Neurosurgery as a result of booking improvements and scheduling
enhancements. The Orthopedic spinal trajectory underperformed, resulting from lower activity levels in Month. The specialty will still meet the final recovery
trajectory of Quarter 4 2016/17, but will remain above the Monthly trajectory until September. Outside of the known trajectories, Anaesthesia, Surgery and
Critical Care (ASCC) and MSK have reported breaches of the 52 week standard due to patient choice reasons. Root Cause Analysis’ (RCA’s) have been
completed and will be discussed with commissioners.
Areas of Concern
The system continues to monitor the effectiveness of all actions being undertaken, with weekly and daily reviews. The main risks identified to the Urgent Care
Recovery Plan (UCRP) are as follows:
• UCRP Risk : Lack of community capacity and/or scope to provide Discharge to Assess pathways to reduce the size of the Leaving Hospital Patient Database
(LHPD). In the 2016/17 contract we have local agreement to reduce overall Delayed Transfer of Care levels and to reduce Medically Fit for Discharge
(MFFD) bed days.
• UCRP Risk : Length of Stay reductions and bed occupancy targets in the bed model are not met leading to performance issues.
• UCRP Risk: Weston Emergency Department shuts due to staffing problems related to sustainability issues. Risk of 10-15 extra medical admissions to NBT
overnight. Contingency plans have been agreed across the system including a repatriation protocol.

Responsiveness
XXXX
Summary
XXXXX Dashboard
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Board Sponsors:
Director of Operations
Sponsor XXXX

July 2016

Access Standard

Quarterly Average
Trend
(Q4 15/16 vs Q1 16/17)

Performance
against
national target /
contract / plan

NBT
Trajectory:

Emergency Attendances – waits under 4
hour standard vs total attendances
(Target 95%)

79.42%

87.00%

N/A

73.1% (Q4 15/16) to 78.5% (Q1 16/17)

Referral to Treatment - % incomplete
pathways <18 weeks (Target 92% - July
figures are provisional)

85.48%

85.81%

87.16%

88.9% (Q4 15/16) to 86.8% (Q1 16/17)

81

148

29

113 (Q4 15/16) to 81 (Q1 16/17)

4334

4300

3680

4877 (Q4 15/16) to 4279 (Q1 16/17)

Diagnostic DM01 – % waiting more than
6 weeks (Target 1%)

1.14%

1.8%

1.00%

2.24% (Q4 15/16) to 1.31% (Q1 16/17)

Cancelled Operations – same day - nonclinical reasons (Target 0.8%)

1.97%

N/A

N/A

2.48% (Q4 15/16) to 2.4% (Q1 16/17)

3

3

6

15 (Q4 15/16) to 7 (Q1 16/17)

Referral to Treatment – 52 Week Waits
(Target 0)

Trust Wide Referral to Treatment
Backlog

Cancelled Operations – 28 day rebooking breach (Target 0)

Trend from
last Month

Year end
forecast
position:

Please note: RTT Incompletes and Backlog are provisional for July and will be refreshed by the 19th August 2016

Responsiveness
XXXX
Urgent
XXXXX Care
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Board Sponsor:
Sponsor XXXX
Director of Operations
A&E
Commentary
Overall
XXXX July’s performance against
the 4 hour target was 79.42%, with
XXXXX
waiting for a bed being the main
XXXX
cause of breaches, followed by
awaiting Emergency Department
(ED) assessment. Staffing gaps
within the medical team have
contributed to assessment delays,
particularly out of hours, but plans to
return to established medical staffing
levels in August will improve this
position.
During July, the Trust has remained
predominately in red or black
escalation levels with all escalation
capacity open (IR and Cotswold),
reflecting the known bed deficit
overall.
Medically fit for discharge (MFFD)
bed days remain high, occupying
5056 bed days overall across the
Trust (equivalent to 163 beds).

Capacity & Demand (C&D)
modelling indicates a system
shortfall in long term placements
and, as yet, an unclear picture on
interim placements and Discharge to
Assess (D2A) pathway beds.

Responsiveness
XXXX
Elective
XXXXX Operations
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Board Sponsor:
Sponsor XXXX
Director of Operations
Cancellations
Commentary
The same day non-clinical
XXXX
cancellation rates was 1.97% vs. the
XXXXX
national target of 0.8%, resulting
XXXX
mainly from the wider flow, bed
issues experienced by the Trust and
also due to theatre timing issues.
The 2016/17 trajectory for 28 day rebooking has been agreed with
commissioners and the Trust, in
month, met the trajectory of three
breaches. RCA’s are completed for
each breach. July’s breaches were
in Neurosciences and were unable to
be re-dated due to consultant leave
or the need to manage 52 week
waiters.

Responsiveness
XXXX
Patient Flow Work stream
XXXXX
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BoardSponsor
Sponsor:
Director of Operations
Board
XXXX
Patient Flow
Despite progress against a number
Commentary
of Emergency Care Intensive
XXXX
Support
XXXXXTeam (ECIST)
recommendations
listed below, the
XXXX
high level of bed occupancy and the
inability to date to shift discharges to
earlier in the day has resulted in
continued flow pressures.
• Percentage of weekend
emergency admissions to
discharges has been above the
ECIST recommended 85%.
• The AMU/ambulatory care
changes have resulted in us being
above the 50% target for new
admissions being discharged
within 2 midnights.
Alongside initiatives to decrease bed
occupancy, the Proactive Hospital
Programme will focus on:
• Value added days pilot to review
at an MDT level whether all inpatients require an acute bed, or
an alternative arrangement could
be made (i.e. community
support/OPD follow up).
• Integrated Discharge Service –
standardise support across all
wards as well as reducing the
levels of Discharge to Assess
cancellation rates.
• More effective use of Trust
resources i.e. Discharge
Lounge/Pharmacy.
• Training staff and agreeing the
governance framework to deliver
criteria led discharge.

Responsiveness
XXXX
Length of Stay and Discharge
XXXXX
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Sponsor:XXXX
Director of Operations
Board
Length of Stay/Discharge
Commentary
Capacity & Demand modelling of
XXXX
complex discharges has been
XXXXX
undertaken at a system level to
XXXX
inform Urgent Care Recovery Plans
(UCRP) to reduce overall leaving
hospital patient database numbers,
in light of the disproportionate impact
this patient cohort has on occupied
bed days.
The main cause of MFFD delayed
days remains ‘wait for assessment’
despite the formal introduction of
Discharge to Assess pathways –
although percentage levels across
localities differ. Following the Trust’s
contract negotiations we are
awaiting the CCG updated plans for
commissioning further care out of
hospital to reduce our medically fit
bed days.
In July, the total number of medically
fit for discharge days was 5056 out
of 29564 bed days Trust wide.
The DToC level remains above the
national target of 3.5% at 5.28%.

XXXX
Responsiveness
XXXXX
Referral to Treatment All Specialties
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Board Sponsor
Sponsor:XXXX
Director of Operations
Referral
to Treatment (RTT)
Commentary
Current
performance
is narrowly
XXXX
missing the recovery trajectory.
XXXXX
Further validation of the General
XXXX
Surgery admitted incomplete
pathways is being carried out and it
is hoped that this will lead to a
performance improvement,
delivering trajectory. An MSK
Remedial Action Plan has been
drafted as at specialty level they are
not meeting trajectory – mainly due
to on the day cancellations across
June and July (137 cases in total),
application of the new access policy,
as well as under plan utilisation of
clinics. The year-end mitigation plans
are under review.
At the invitation of the Trust the
Elective Intensive Support Team
(EIST) have completed a six week
diagnostic of Trust RTT processes
and an action plan has been
completed. Key focus areas include
Operational Management/Training,
further Capacity & Demand
modelling and improving BI
reporting. The IST will continue to
provide senior independent support
for the T&O recovery plan.

Responsiveness
XXXX
Referral
XXXXX to Treatment 52 week waits & Diagnostics
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Board Sponsor:
Sponsor XXXX
Director of Operations
Referral to Treatment &
Commentary
Diagnostic Waiting Times
XXXX
In month the Trust re-freshed its
XXXXX
three existing specialty 52 week
XXXX
trajectories given we were
considerably better than trajectory.
The clearance dates have remained
the same (by Q4 of 2016/17 for
Orthopaedic Spines, Neurosurgery
by Q3 2017/18 and Epilepsy by Q3
2017/18) but overall breaches by
month have dropped. July’s
performance was 4334 actual vs. a
target of 4330.
The Trust has also reported
breaches in surgery and
orthopaedics related to patient
choice issues (choosing to delay
surgery over the summer holiday
period), and is forecasting between 5
-10 per Month for the remainder of
the year. Clinical validation is ongoing to confirm if referral back to
GP would be in the patients best
interest.
In July, the Trust overall continued to
fail the diagnostic 99% due primarily
to Endoscopy. The main issues are
consultant level vacancies alongside
growth in demand due to early
adoption of the NICE cancer
standards by GPs. A Remedial
Action Plan has been agreed with
commissioners, that does not see
the Trust return to compliance until
end of Quarter 3 of 2016/17.

Responsiveness
XXXX
Cancer
XXXXX Summary Dashboard
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Board Sponsor:
Director of Operations
Sponsor XXXX

July 2016

Access Standard

Performance
against national
target / contract /
plan:

NBT
Trajectory:

Trend from last
month:

Quarterly Average Trend
(Q4 15/16 vs Q1 16/17)

Patients seen within 2 weeks of urgent GP referral
(Target 93%)

93.00%

N/A

93.7% (Q4) to 93.8% (Q1)

Patients with breast symptoms seen by specialist
within 2 weeks (Target 93%)

91.67%

N/A

94.1% (Q4) to 94.1% (Q1)

Patients receiving first treatment within 31 days of
cancer diagnosis (Target 96%)

94.19%

N/A

94.1% (Q4) to 94.3% (Q1)

Patients waiting less than 31 days for subsequent
surgery (Target 94%)

98.88%

N/A

94.6% (Q4) to 96.1% (Q1)

Patients waiting less than 31 days for subsequent
drug treatment (Target 98%)

100%

N/A

100% (Q4) to 100% (Q1)

Patients receiving first treatment within 62 days of
urgent GP referral (Target 85%)

85.66%

82.86%

78.7% (Q4) to 84.3% (Q1)

Patients treated 62 days of screening (Target 90%)

77.11%

N/A

90.0% (Q4) to 85.4% (Q1)

Please note: Subsequent validation by clinical teams can alter scores retrospectively. Data is correct at time of publication.

Responsiveness
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Cancer
XXXXX
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Board Sponsor:
Sponsor XXXX
Director of Operations
Cancer
Commentary
The
final validated position of cancer
XXXX
performance in June shows the Trust
XXXXX
had delivered on five of the seven
XXXX
cancer waiting time standards.
The Trust passed the Two Week
Wait (TWW) target with a
performance of 93.00%. There were
134 TWW breaches in June of which
121 were patient related issues of
not accepting appointments offered
within 14 days. This trend has
continued into July where
performance is predicted to drop
below the 93% target (also
compounded by middle grade/
consultant vacancies in Urology).
There was a reduction in
performance against the 31 day
target with breaches mainly in Breast
and Urology. There were 15
breaches in June; of these three
cancelled on the day due to beds
and eight due to capacity issues.
The 62 day target in June passed
both the national target and the
recovery trajectory . There were 19
breaches in total. 12 were whole
breaches, seven were half breaches
where patients were referred to NBT
and treated here and seven were
half breaches where NBT referred
patients to UHB for treatment.

Responsiveness
XXXX
Cancer
XXXXX
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Board Sponsor:
Sponsor XXXX
Director of Operations
Cancer
Commentary
Delays
XXXX in processing Pathology
resulted in one 62 day breach in
XXXXX
June. The number of breaches
XXXX
attributed to pathology delays is
expected to increase in July and
August. Pathology is expected to be
back at pre-merger performance by
September.

The new 62 day breach reallocation
national standards and the Bristol,
North Somerset and South
Gloucestershire (BNSSG) CQUIN
will change the way that shared
breaches are allocated from October
2016.

NB: The charts show the breakdown of breach reasons for both whole and shared 62 day breaches for
the month of June.

From October, if patients are
referred to the treating provider
beyond the agreed timescale (day 38
for the national standards and
speciality specific timeframes for the
CQUIN) then the whole breach will
be allocated to the referring provider.
In the case of June this would have
resulted in a net reduction of one
breach for NBT(reduction in Urology
breaches, but an increase in
Gynaecology breaches). The Trust
will start monitoring these standards
from Q2 treatments to ensure a
smooth transition.
The Patient Transfer List will be
adapted to enable monitoring and
reporting against each element of the
timed pathways.

Responsiveness
XXXX
Cancer
XXXXX
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Board Sponsor:
Sponsor XXXX
Director of Operations
Cancer
Commentary
The
31 day subsequent treatment
XXXX
standards have all been met in June
XXXXX
2016.

XXXX

The 62 day screening standard has
been failed with performance of
77.11% in June. The actual number
of patients treated against the
screening standard is relatively small
and can be seen to fluctuate due to a
small number of breaches in this
pathway.
The 62 day consultant upgrade
standard has been removed from the
National Standard Contract and is
therefore, no longer included in this
report.

XXXX
Quality
Patient Safety & Effectiveness
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XXXXX

SRO:
Medical
Board Sponsor
XXXXDirector & Director of Nursing
Section Summary
Improvements
Following significant manual effort by the clinical leads Venous Thromboembolism (VTE) was achieved for quarter one. A new form in Lorenzo went live mid
July to capture VTE data for submission at admission as well the current system on discharge through coding.

Area of Concern
Falls causing serious harm are not yet reducing. A new approach to investigation will ensure a greater concentration on improvement actions, building on
the SWARM approach. The number of falls causing harm has also impacted on the safety thermometer prevalence for the month, bringing the result
93.21% just under the national average of 94%.
There were three Grade 3 pressure ulcers this month, two in Medicine and one in Surgery. Work continues with directorates on key themes and new heel
protectors were introduced in July.

Safety
XXXX
Summary
Dashboard
XXXXX
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Board Sponsor
Sponsors:
Director of Nursing & Medical Director
XXXX

Patient Safety Dashboard

July 2016

Standard
(target)

Quarterly Average Trend
(Q4 15/16 vs Q4 16/17)

Performance
against
national
target /
contract / plan

Against NBT
Trajectory

0

N/A

N/A

0 (Q4 15/16) to 1 (Q1 16/17)

Safety Thermometer – overall
compliance (Target 94%
Internal, 92% External)

93.21%

N/A

N/A

93.09% (Q4 15/16) to 92.95% (Q1 16/17)

Malnutrition Screening (Target
90%)

85.16%

N/A

N/A

77.49% (Q4 15/16) to 84.60% (Q1 16/17)

Hand Hygiene Compliance
(Target 95% - in arrears)

97.30%

N/A

N/A

96.7% (Q4 15/16) to 97.3% (Q4 16/17)

MRSA (Target 0 Internal)

0

N/A

N/A

1 (Q4 15/16) to 0 (Q1 16/17)

C-Difficile (Target <3.6 Internal)

2

N/A

N/A

6 (Q4 15/16) to 6 (Q1 16/17)

MSSA (Target <1.6 Internal)

1

N/A

N/A

4 (Q4 15/16) to 8 (Q1 16/17)

95.00%

N/A

N/A

93.2% (Q3) to 91.2% (Q4)

Never Event Occurrence by
Month (Target 0)

Venous Thromboembolism
Screening (Target 95% - in
arrears)

Trend from
last Month

Performance to be
achieved by.. (as
per trajectory)

Please note: Subsequent validation by clinical teams can alter scores retrospectively. Data correct at time of publication.

Safe Staffing
XXXX
XXXXX
Ward
Early Warning Trigger Tool (QUESTT) & Acuity & Dependency
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Board Sponsor:
Sponsor XXXX
Director of Nursing
QUESTT
Commentary
The
QUESTT tool is triangulated and
XXXX
used
by the Director of Nursing and
XXXXX
Heads of Nursing to ensure early
XXXX
support is given to wards and
departments when required.
QUESTT is RAG rated with wards
that score 12 and above recorded as
Red. In July 2016, only one Gate
triggered above 12 and 98% of
wards submitted data.
Gate 7a: Triggered 12 due to: High
sickness rates (mainly long term
sick), vacancies & unfilled shifts.
Sickness is being well managed in
line with the sickness policy and
there are three registered nurses in
the pipeline due to start in the next
three months.
On further review of the scoring by
the Matron there was an error in the
reporting for Gate 7a and support will
be given to ensure accurate
recording in the future.
SafeCare (Acuity and
Dependency)
The SafeCare Live module is being
launched during August, with the
Neuroscience Directorate being
trained first, followed by a Trust Wide
roll out over the next three months.
The Level 3 patients remain down at
2% for the second month running,
the Trust picture usually sits at 3% .
This is reflected in a slight increase
in Level 2 patients. The Trust
continues to have around 50% of all
patients being dependent but stable.

Safe Staffing
XXXX
XXXXX Workforce
Nursing
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Board Sponsor:
Sponsor XXXX
Director of Nursing

Jul-16

Jun-16

May-16

Apr-16

Mar-16

Feb-16

Jan-16

Dec-15

Nov-15

Oct-15

Sep-15

Aug-15

Jul-15

Jun-15

May-15

Apr-15

Mar-15

Feb-15

Ratio of Registered : Unregistered Ward Nurses (Target 60:40)

58:42 59:41 57:43 57:43 56:44 55:45 55:45 56:44 57:43 56:44 56:44 56:44 55:45 55:45 56:44 55:45 56:44 55:45

Nursing
Workforce
Commentary
Nursing
spend
on the inpatient wards
XXXX
has reduced slightly this month, with
XXXXX
a slight increase in nursing Whole
XXXX
Time Equivalents (WTE) per bed.
There remains an increased use of
framework agency to fill vacancies
and provide Registered Mental
Health 1:1 care. The use of NonFramework agency has increased
slightly but remains under tight
control with approval only through
the Director or Deputy Director of
Nursing, this is also the case for the
use of agency Health Care
Assistants (HCA) where substantial
recruitment has supported the
reduction in agency hours from 918
hours in April 2016 to a total of nine
hours in July.
Agency expenditure increased to a
total of 5.4% of the nursing pay cost
in July 16.
The recruitment pipeline for
Registered Nurses (RN) is healthy
with large numbers of newly qualified
nurses starting in September and
October, which is when the
vacancies are expected to be filled.
This is further supported with some
regular recruitment events attracting
experienced nurses to support
turnover and some plans in place to
enhance retention.
The heads of Nursing, Finance, and
HR continue to meet fortnightly to
accelerate progress in efficiencies,
e-rostering and to ensure robust
controls are in place.

Safe
XXXXStaffing
Nursing
XXXXX Workforce
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Board Sponsor:
Sponsor XXXX
Director of Nursing

Table 1

July 2016
Cossham
Southmead

Day shift
RN/RM Fill rate
CA Fill rate

Night Shift
RN/RM Fill rate CA Fill rate

85.2%

93.5%

93.3%

96.7%

94.7%

108.7%

98.0%

115.7%

Table 2

July 2016
Cossham
Southmead

Care Hours Per Patient Day (CHPPD)
Cumulative patient census CHPPD RN
CHPPD CA

Overall

58

22.8

12.0

34.8

29522

4.7

3.3

7.9

The numbers of hours Registered Nurses (RN) and Care Assistants (CA), planned and actual, on
both day and night shifts are collated manually by each gate/ department every month. This
data is uploaded on UNIFY for NHS Choices and also on our Website showing overall trust
position and each individual gate level. The breakdown for each of the ward areas are available
on the external webpage.

Southmead
Nursing Fill Rate and CHPPD
Commentary
The fill rates
for
XXXX both Registered Nurses (RN)
and Care Assistants (CA) were reduced
XXXXX
slightly for all shifts apart from RN night shift,
XXXX
the CHPPD remain static.
Cossham Midwife Fill Rate and CHPPD
There was a decrease in fill rates across all
shifts for Cossham. Safety was maintained by
ensuring appropriate staffing was in place for
the number of births that occurred.
The areas below 80% fill rate are:
• Quantock, Mendip and Percy Philips:
There has been reduced fill rates for
Maternity Care Assistants (MCA) for each of
the wards at night, this is the result of some
vacancies and some long term sickness.
Staff are moved within the unit if required to
support the area of highest acuity and
maintain safety. Vacancies are being
recruited to and expected to be filled in the
next 2 months.
• NICU:
There has been reduced fill rate for CA on
days at 73.8%, this was mainly due to
sickness. Staffing has been monitored very
closely by the Director of Midwifery to ensure
that safety is maintained with the number and
dependency of babies being cared for. Staff
are moved to provide support from within the
Directorate when required.
• Intensive Care Unit:
The acuity and dependency of the patients
within ICU has reduced this month, resulting
in some staff being reallocated on a daily
basis to assist caring for patients on wards.
This has been reflected in both day and night
CA fill rate decreasing to 85.5% on days and
73.5% on nights.

XXXX
Safe Staffing
XXXXX
Maternity
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Board Sponsor
Sponsor:XXXX
Director of Nursing

Midwife to Birth Ratio
Aug-15

Sep-15

Oct-15

Nov-15

Dec-15

Jan-16

01:32

01:32

01:32

01:33

01:30

01:29

Feb-16

Mar-16

Apr-16

May-16

Jun-16

Jul-16

01:30

01:30

01:30

01:30

01:30

01:30

Maternity
Staffing
Commentary
This
report
provides information
XXXX
about midwifery staffing and will
XXXXX
track occasions when the Central
XXXX
Delivery Suite (CDS) is unable to
take admissions and why.
In July there were three closures of
the maternity unit due to increased
activity which meant that normal
staffing was not adequate. To
maintain safety, staff were relocated
from ward areas to CDS to support
1:1 care in labour. On call staff were
utilised.
The Midwife to birth ratio was at 1:30
in July which benchmarks favourably
within the South West. There were
537 births in July.
1:1 care in labour in July was 94.4%
a small reduction of 1.3% from June,
but equal to May when it was 94.4%.
The total number of births in 2015/16
was 6570, an increase of 135 births.
Cossham birth centre has similar
birth numbers of 33 in June at 32 for
July. Mendip Birth Centre has seen a
decrease in births, in June there
were 71 and in July there were 58
births.
There was a reduction from 12 to
four home births supported by the
community midwifery teams in July.
82.2% of Births were in CDS
16.9% of Births were in Birth centres.
The birth projection for August is 535
which equals 17.3 births per day.

Quality & Patient Safety
XXXX
XXXXX
Additional
Safety Measures
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Serious Incidents (SI)
11 serious incidents were reported to
STEIS in July 2016:
• 4 x Fall
• 3 x Pressure Ulcer
• 2 x Unexpected Death
• 1 x Lost to follow up
• 1 x Incorrect test results
The Pressure Ulcers were all were
grade 3. The last grade 3 was in
March.

Directorate Serious Incident Rate:
ASCC continues to increase and
CCS is now on the decline given the
directorate changes. Neuroscience is
also on the decline.
SI & Incident Reporting Rates
The SI rate has been particularly
high for May and July, however there
has been a drop off of overall
reported incidents in July. An
improvement plan aligned to the
broader Trust work on improving its
Safety Culture was reviewed in July
at both the Quality Committee and
Quality & Risk Management
Committee. This has also been
shared with commissioners and NHS
Improvement for comment.

Quality
XXXX & Patient Safety
Additional
Safety Measures
XXXXX
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Incident reporting deadlines
Two incidents breached the
submission deadlines. Two days was
the maximum time breach.

Other categories:
Infection control 1
12 Hour Trolley Breach 2
Lost to follow up 3
Wrong Site Surgery 1
Incorrect Test Results 2
Unintended Damage to Organ 1
Medication Error 1
Maternal Death 1
Information Governance 1
Wrong Route Medication 1
Retained Foreign Object 1

New Alerts
Closed Alerts
Open alerts (within
target date)
Breaches of Alert
target

Patient
Safety

Facilities

Medical
Devices

2
1

9
3

1
1

1

6

0

0

0

0

Data Reporting basis
The data is based on the date a serious incident is
reported to STEIS. Serious incidents are open to being
downgraded if the resulting investigation concludes the
incident did not directly harm the patient i.e. Trolley
breaches. This may mean changes are seen when
compared to data contained within prior Months’ reports.

Top SI Types in Rolling 12 Months
Falls remain the most prevalent with
little sign of reduction. A new
approach to investigating falls is
underway using the SWARM review
(a rapid review as soon after the
incident as possible) and an
overarching action plan when a
serious fall occurs. This approach
meets with national guidance on
managing similar Serious Incidents
and was approved at the August
meeting of the CCG Quality Group.
This will reduce time spent gathering
information on issues already being
addressed and allow staff to
concentrate on improvement and
implementing changes in practice.
Unexpected deaths are collectively
the second most prevalent Serious
Incident type.

Central Alerting System (CAS)
No breaches occurred in July.

Safety
XXXX
XXXXX
Harm
Free Care
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Harm
Free Care
Commentary
The
‘harm
free’ care rate in July
XXXX
reduced slightly to just below the
XXXXX
national target of 94% to 93.2%.

XXXX

This has reduced due to an increase
in the number of falls with harm that
occurred. This is reflected with
both the number of falls and the
number of falls with fractures.
Overall Falls
There have been 838 falls since April
2016. The falls rate improved to
6.15 per 1000 bed days in July
compared to 6.30 in June. In total
there have been 13 falls resulting in
serious injury since April 2016. Four
of these were in July. A number of
quality improvement projects
including medication reviews, falls
sensor alarms, falls maps are now
being incorporated into a new falls
risk assessment and care plan which
will also link into the established
Enhanced Care work and a new
urinalysis documentation project.
Gender breaches
There were no single sex
accommodation gender breaches in
July.

Safety
XXXX
XXXXX
Harm
Free Care
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Pressure
Ulcers
Commentary
Pressure
ulcer
incidence for July
XXXX
reduced to 0.4 per 1000 bed days.
XXXXX
Grade 4: July reports no Grade 4
XXXX
pressure ulcers.
Grade 3: July reports three Grade 3
pressure ulcers; two occurring within
the Medicine Directorate with injury
to sacrum and chin; and one within
ASCC with injury to sacrum.
Grade 2: July reports a reduction of
cases, with 11 cases occurring on 10
patients. Each directorate has been
informed of the pressure ulcer(s)
occurring within their clinical areas
by grade and anatomical location.
Work continues with clinical teams
reviewing key themes, including, the
use of medical devices (neck collars)
and clinical staff training in the use of
foot and heel protectors following the
patient’s SKIN assessment.
VTE Risk Assessment
The Trust reported a compliance rate
of 95.3% for the national data
submission to UNIFY for Quarter 1,
which delivered this aspect of the
January 2016 Remedial Action Plan
with commissioners. This was
achieved through significant manual
effort by the clinical leads and is not
sustainable for future Quarters. A
new front end assessment form has
been added to Lorenzo to capture
through admission procedures rather
than following post discharge coding.
This went live in mid July.

Safety
XXXX
XXXXX
Additional
Safety Measures
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Malnutrition
Commentary
Malnutrition screening compliance
XXXX
for July was 85.2%, the same as the
XXXXX
previous month. Musculoskeletal
XXXX
Directorate which is being closely

managed by the Head of Nursing
has increased in month. The
Woman & Children’s Directorate
compliance decreased in month.
The Matron is managing this with her
team. The ward sisters are
committed to share the learning and
concerns around completion of
documentation with their staff and
are undertaking regular checks on
their wards in order to improve
overall compliance with all elements
of nutrition and hydration. There
were some problems around the
circulation of the daily email list of
patients who have not been
screened, which is sent to all Sisters,
Matrons and Heads Of Nursing.
This has now been resolved. All
efforts are in place to increase
compliance to the target of 90%.

Safety
XXXX
Medicines
XXXXX
Management: Medicines Related Incidents
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Missed
Doses
Commentary
The
percentage
of missed doses
XXXX
continues to show good practice.
XXXXX
Improvement work is being
XXXX
undertaken in admissions with audit
and tests of change. This work has
been submitted for the Health and
Social Care Journal Awards 2016
and work on the Acute Medical Unit
has been accepted as a poster for
the RCPE-SAM Past, Present &
Future of Medicine conference.

Incidents
The Medication Safety Subgroup
reviews all drug related incidents
from eAIMS.
Major incidents
One “major” incident from June
related to Acute Kidney Injury
possibly caused by gentamicin. This
is under investigation.

Actual Impact
Near
Miss/Insignificant
Minor/Moderate

Jul-15 Aug-15 Sep-15 Oct-15 Nov-15 Dec-15 Jan-16 Feb-16 Mar-16 Apr-16 May-16 Jun-16 Total
74

82

89

95

135

105

102

87

74

77

74

86

1080

41

36

19

33

35

37

34

39

25

38

54

37

428

Major/Catastrophic

0

0

0

0

0

0

0

0

0

0

0

1

1

Total

115

118

108

128

170

142

136

126

99

115

128

124

1509

Themes/Types/High risk drugs
The most common causes of
incidents over the past 12 months
are shown. Incidents are not always
being categorised correctly with
respect to actual impact which may
be over-stated and an evaluation is
underway.

XXXX
Safety
XXXXX
Infection Control
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MRSA
Commentary
The last Trust reported case of
XXXX
MRSA Bacteraemia was in January
XXXXX
2016.
XXXX
C. Difficile
The annual target is 43 cases.
There were two cases in July. One
case each occurring within the
Medical and Neurosciences
directorates. The Trust continues to
be on target to achieve the 2016/17
trajectory with a total year to date of
eight cases.
MSSA
There was one reported case of
MSSA bacteraemia during July.
The Trust continues its involvement
in an NHS Improvement (NHSI)
programme to improve care for
indwelling devices with the 90 day
reporting event in September. It is
expected this will further reduce
incidences of this type of
bacteraemia.

XXXX
Safety
XXXXX
Infection Control

29

Board Sponsor
Sponsor:XXXX
Medical Director
Public
Health England (PHE)
Commentary
Benchmarks
XXXX
Data published by Public Health
XXXXX
England demonstrates that the Trust
XXXX
has established a positive position
for MRSA and C. Difficile, both being
below the National and Regional
rates.
Hand Hygiene
The Trust Hand Hygiene compliance
is meeting the Trust standard.

Facilities Management
XXXX
Cleaning Performance
XXXXX
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Very High Risk

High Risk

Very High Target

High Risk Target

Very High Risk Areas`1
High Risk Areas

Significant risk

Low Risk

Significant Target

Low Target

Dec-16

Nov-16

Oct-16

Sep-16

Aug-16

Jul-16

Dec-16

Nov-16

Oct-16

Sep-16

Aug-16

Jul-16

Jun-16

May-16

Apr-16

Mar-16

Feb-16

Jan-16

70.00%

Jun-16

75.00%

May-16

80.00%

Apr-16

85.00%

Mar-16

90.00%

Feb-16

95.00%

Jan-16

100%
95%
90%
85%
80%
75%
70%
65%
60%

100.00%

Includes: Wards, ICU, Theatres, NICU, AAU, ED,
RDU etc.
Includes: Wards, Inpatient & Outpatient
Therapies, Neuro OPD, Cardiac/Respiratory OPD,
Imaging Services etc.

Significant Areas

Includes: Audiology, Plaster rooms, Cotswold
OPD etc.

Low Risk Areas

Includes: Christopher Hancock, Data Centre,
Seminar Rooms, Office Areas, L&R (non-lab
areas) etc.

•
•
•

Cleaning
Results in Significant and Low Risk
areas continue to consistently meet
targets. Audit scores in Very High
Risk areas have remained stable in
July. Targeted improvement has
seen a 1% increase in performance
for High Risk areas.

FM Ops Cleaning Performance in Significant
& Low Risk Areas

FM Ops Cleaning Performance in High &
Very High Risk Areas

North Bristol Trust have increased the NHS 49 elements to 52
36 of these elements are managed by FM Ops i.e. Domestics Services and Estates
13 of the elements are managed by Nursing only and 3 are jointly managed by Nursing & Domestic Services

From the end of August a month by
month improvement target will be set
to assist in identifying successful
initiatives and drive performance.
Activities to address improvement
are as follows:
• Domestic recruitment now
targeting different labour markets.
In July we recruited 30 staff equal
to 626 cleaning hours against 42
hours in June.
•

Performance and quality are now
central to all activities in domestic
services.

•

Full review of the auditing system
is underway including a month
long trial of new software to take
place in August.

•

A full review of cleaning policy is
being undertaken. Roles &
Responsibilities have been
reviewed and sent out for
comment, prior to COIC
ratification.

Effectiveness
XXXX
Mortality
XXXXX
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Mortality
Commentary
Trust
XXXXdata within the Dr Foster
database is incomplete in the post
XXXXX
Lorenzo period and therefore caseXXXX
mix adjusted mortality (HSMR and
expected deaths) is not available.

Expected deaths data is effected by un-coded
activity resulting from Lorenzo from Oct 15
onwards.

This gap in data may be corrected by
the year end data upload which has
not yet come through to the Dr
Foster reports. Actual deaths through
this time period are direct from the
Trust data and hence are available
up to July 2016.
The rise in observed deaths in March
was co-incident with the peak of this
years flu epidemic and has
subsequently returned to usual
levels.
The most common causes of death
of inpatients remain consistent. The
process of review of patient deaths
continues to be over seen by the
Quality Surveillance Group.

XXXX
Quality Experience
XXXXX
SRO: Director of Nursing
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Section Summary
Improvements & Actions
Friends and Family Test (FFT) response rates and data available at ward and department level continues to provide much richer data. The use of SMS and
voice recording is now being used by some wards as well as Maternity, Emergency Department and Outpatients. The Maternity response rate is showing
sustained improvement, and their positive comments regarding attitude and waiting times far outweigh the negative.
Local and National CQUINs (Commissioning for Quality and Innovation) are all on target for quarter one.
Trends
The Trust remains on trajectory with complaints response improvement. There were under 10 complaints overdue in July. The training for the Lay review
panel with the Patient’s Association was successful and will enhance the quality of the complaint investigation and improve the standard of the complaint
responses.

Caring
XXXX
XXXXX & Family Test
Friends
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:NBT Would Recommend

:NBT Would Not Recommend

:Response Rate Target

:NBT Response Rate

Inpatient
Response
Commentary
The
response
rate is much the same
XXXX
this month with a slight increase in
XXXXX
the percentage of patients who
XXXX
would not recommend.
The focus on response rates is to;
increase staff engagement with FFT
results and the use of patient
comments to improve patient care,
displaying performance and ‘You
said, we did’ posters and improving
data quality. This includes Lorenzo
data accuracy and an increased use
of SMS text/IVM voice messaging for
greater data collection thus
improving consistency and real time
data. Card surveys are still available.
The score card shows the
percentage split of comments by
theme. Staff attitude was again the
largest positive and negative
comment which reflects its
importance to patients. Positive
comments: ”staff that care”, “happy
and efficient staff”, “excellent
treatment”. Negative comments:
“Lack of communication”, “more
interaction, more compassion and
more dignity”.
Outpatient Response
Rates remain stable. Staff attitude
was the largest positive theme e.g.
“friendly helpful staff”, “great team
effort”, also Waiting times: “quick
efficient service”, “well oiled
machine”. Waiting time was also the
highest negative theme e.g.
“appointment was over 2 hours late”,
“no apology”.

Caring
XXXX
XXXXX & Family Test
Friends
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:NBT Would Recommend

:NBT Would Not Recommend

:Response Rate Target

:NBT Response Rate

Emergency
Department
Commentary
There was a slight increase in both
XXXX
response rate by 3.6% as well as the
XXXXX
percentage of patients who would
XXXX
not recommend.
Focus here is also to increase staff
engagement with results and
improve data quality to improve
response rates.
Staff attitude is the largest
contributor to both positive and
negative comments. Positive
comments: “receptionist was very
polite and supportive”, “fantastic
staff”, “exceptional hospital & staff”.
Negative comments: “not enough
staff”, “poor staff, poor
communication and attitude”, “nurse
in charge who saw me had no
empathy”.
Maternity Department
Birth: slight increase in both
response rate by 3.1% and % who
would not recommend.
Overall: staff attitude was the largest
positive theme e.g. “staff friendly and
understanding”, “excellent midwife
care”, “very supportive of me and
baby”, also waiting times:
“appointments on time”, “amazing
empowering environment”. Waiting
times: was also the highest negative
theme e.g. “maternity unit being over
subscribed”, “little communication
about my options and I felt a bit
abandoned”.

Caring
XXXX
XXXXX & Family Test - Patient Comments
Friends
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Commentary
“It is a two hour driveXXXX
to Southmead from my
XXXXX
home, I know that after
this, long, slow & very
often, stressful journey
that I can usually wait a
XXXX

“The staff have been amazing and a
pleasure to have looked after me. They
are all extremely helpful, friendly and
nothing is too much. We have received
wonderful care from start to finish. I will
be popping back once recovered to say
thank you”

further 2 hrs after my appointment time before
I am seen. I have had to wait for up to 5 hours
before which I am completely unable to
understand or forgive. The car parking is very
expensive & I really object to paying for parking
as a patient”
“I found the antenatal classes to be very
informative and taught me a lot. It was
also good to interact with people in the
same situation and share/compare
stories and experiences. The midwives I
have found very helpful and supportive.
Good reassurance especially as I am a
first time mum.”.

“Was met when I walked through the
main door by a very helpful greeter who
pointed me in the right direction to the
clinic I was attending and after a very
brief wait and procedure was out and
on my way, many thanks.”

“”I arrived at 7:30 and waiting until 9 to be
then told that my operation couldn't go
ahead because my consultant was on
holiday. I should have never have been
booked in on that day. I don't know whose
fault this is but someone is to blame. This
has caused me un-necessary stress and
upheaval due to child care issues and my
husband taking time off work”

“There was a 4 hour wait which I
thought was totally unacceptable.
However, when seen the staff I came
into contact with were efficient,
professional, pleasant and helpful. It
would seem that the department is very
understaffed.”

XXXX
Caring
XXXXX
Complaints & Concerns
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Complaints
and Concerns
Commentary

XXXX
The
Trust received 58 Complaints &
68
Concerns
in July seeing a further
XXXXX
reduction
in
Complaints,
but a slight
XXXX
increase in the number of Concerns.
NHS Complaints National
Guideline Targets
The NHS three day
acknowledgement target continues
to be achieved and no cases opened
since April 2015 have exceeded the
six month target.
Overdue cases
We have reached the target to
reduce the number of overdue cases
to single figures during the month of
July, in line with the improvement
trajectory. Again the emphasis is on
all directorates is to maintain the
momentum to reach the overall
target of no overdue cases.

Final Response Compliance
Of the cases closed in July (again to
account for late responses), those
completed within agreed timescale
increased to 123 cases or 85.42%.
The exceptions were:
•

•
•

5.56 % (8) were 1-10 days
overdue.
1.39% (2) were 10–20 days
overdue.
7.64% (11) were greater than 20
days overdue.

These improved figures from
previous months reflect the increase
in overdue cases being closed.

XXXX
Caring
XXXXX
Complaints & Concerns
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Complaint
Handling
Commentary
The
top
three
categories of
XXXX
complaints in July continues to
XXXXX
reflect the ongoing trend; Clinical
XXXX
Care, Communication (including staff
attitude), and Delays and
Cancellations.
All written responses are fed back to
the directorates to inform good
practice in responding to
complainants.
The recent NHS Choices webposts continue on balance to reflect
more positive comments. In July, the
star ratings given were:
1 x No star rating Awarded
7 x 5 Stars
1 x 3 Stars
3 x 1 Star
Parliamentary Health Service Ombudsman (PHSO) Cases
Q3 15/16

Q4 15/16

Q1 16/17

Jul-16

New Cases referred to PHSO

5

9

2

2

No. of cases fully upheld

0

2

0

1

No. of cases partially upheld

0

4

1

1

No. of cases not upheld

4

2

4

Nil

Nil

2

Nil

400

2

5

2

1

N/A

2

1

2

Fines levied
Corrective Actions
Compliant within timescales
Non- compliant

N.B. If all avenues for
complaint resolution
have been exhausted
and the complainant is
still dissatisfied with the
Trust’s response, the
complaint has the right
to take their complaint to
the PHSO. Cases can
take many Months from
‘new’ to ‘decision’ which
means the volumes
shown represent
differing time periods
and will not therefore
‘add up’ within any given
period.

No new cases were reported for
investigation by the PHSO in June
and two investigations were
concluded - One was partially upheld
and the other rejected. Two already
reported cases are now actively
being investigated.
For two cases, actions requested by
the PHSO following investigations
were not completed by the
responsible directorate within the
requisite timescale.
Quarter 1 compliments are reported
a month in arears.

CQUINS 2016-17
XXXX
XXXXX Schemes
National
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2016-17 CQUINS – National Schemes
Ann.
Value
(‘000)

Lead
Directorate

Initiative for physical activity, mental
health and improving access to
physiotherapy.
Healthy food offered on premises.

£666.4

Human
Resources

£666.4

Facilities

Uptake of flu vaccinations by frontline
clinical staff of 75%.
Timely screening & actions.

£666.4

Operations

£133.3

Medicine (ED)
& Clin. Gov.

Plan agreed. Baseline data
for each element required
by 30 Sept.
Commissioner may
undertake 'secret shopper'
to assess healthy food
available.
Future milestone, highly
challenging to deliver.
Continued effective
delivery (as in 2015/16).

2b. Sepsis - treatment
& review (emergencies)

Timely identification, treatment and 3day review.

£199.9

Medicine (ED)
& Clin. Gov.

New elements achieved,
high quality.

2a. Sepsis – ID. &
screening (inpatients)

Timely screening & actions.

£133.3

Medicine (ED)
& Clin. Gov.

Timely identification, treatment and 3day review.

£199.9

Medicine (ED)
& Clin. Gov.

3a. Antibiotic
consumption

Reduction in consumption per 1,000
admissions.

£533.1

Core Clinical
Services

Baseline assessed –
significant manual data
collection, not sustainable.
Will revisit with.
commissioners to ensure
improvement work is the
focus, not measurement.
Baseline data in progress,
no milestone Q1.

3b. Antibiotic review

Empiric review of antibiotic
prescriptions.

£133.3

Core Clinical
Services

Ref/Title
1a. Health & Wellbeing

Description

Q1

1b. Health & Wellbeing

1c. Health & Wellbeing

2a. Sepsis – ID. &
screening (emergencies)

2b. Sepsis - treatment
& review (inpatients)

Total (£ value and % achieved of quarterly amount available)

Met Target

£3,331.9

Not met target

N/A

N/A

Q2

Q3

Q4

Comment

Empiric reviews achieved
required threshold for Q1.
£366.5k
100%

IPR
Page
Ref

CQUINS 2016-17
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2016-17 CQUINS – Local Schemes
Description

Ann.
Value
(‘000)

Lead
Directorate

Identifying frail patients and developing care
plans mapped against national toolkit
standards.

£494.8

Medicine

£363.4

Medicine

£494.8

Medicine
(Clinical lead )

N/A

£494.7

Medicine /
Clinical
Governance

N/A

£494.7

Operations

N/A

£494.7

Clinical
Governance

£494.7

Clinical
Governance

Ref/Title

4. Frailty

Improving the screening of patients for
alcohol related conditions and ensuring
appropriate treatment provision. Training
package delivery to staff.
Improving communication upon discharge to
6. Discharge
other healthcare professions. Trust lead to
Comms.
develop this in collaboration with clinicians
for maternity, Gynae. & Neurosurgery.
Identifying and planning for care needs in the
last 6-12 months.. Broadening training
7. End of Life
delivery across trust and the development
Care
and use of prognostic indicators.
Inter-provider transfer transfers. Agreement
and delivery of ideal timescales to treat
8. 62-Day Cancer
patients more quickly and transfer patients
to other providers in a timely manner.
‘Ask 3 questions’ – links to self-care strategy,
helping patients to consider options, risks
9. Self Care
and benefits of treatment.
Assessment of safety culture in Trust and
10. Safety Culture delivery of actions to enhance openness,
learning and safety improvements.
5. Alcohol
Treatment

£3,331.9
Total (£ value and % achieved of quarterly amount available)

Met Target

Not met target

Q1

£461.9k
100%

Q2

Q3

Q4

Comment
Collaborative work across
BNSSG local health system.
Baseline frailty assessment
needs more work
Training pack developed,
baseline completed and
initial actions to extend
into Neuro. commenced.
Q1 deferred due to
commissioner unable to
support joint audit with GP
lead.
First milestones Q2, then
each quarter thereafter.
Baseline work commenced
Q1 deferred through
BNSSG Cancer Group
agreement. Baseline work
in progress.
Project plan provided.
Stronger Q2 engagement
and deliverables required
Plans to increase incident
reporting & safety culture
actions.

IPR
Page
Ref

XXXXLed
Well
XXXXXDirector of Workforce & OD
SRO:
Board Sponsor XXXX

Section Summary
Improvements & Actions
Pay reduction/Workforce controls:
A number of further workforce controls are being implemented by October 2016 to control pay expenditure. These include:
• Converting agency to bank with a view to eliminating agency.
• Reducing over-establishment in all areas.
• Converting overtime expenditure to bank.
• Eliminating use of admin bank.
• Reducing long term sickness and further reductions in short term sickness absence.
• Resolving any absences due to suspension.
Policies:
•
Consultation is underway on the Policy for Extra Non-contractual Activity Payments (ExCap) for the Medical Workforce. This is scheduled for
implementation in October.
•
Guidance has been developed for Clinical Directors to support the job planning process and a plan for implementation is under review.
•
The Managing Medical Workforce Absence Policy is being planned to commence in September 2016.
Management
Staff Development:
• A successful junior doctors induction took place earlier this month with nearly 300 junior doctors.
• Newly qualified registered nurses also arrived this month to complete their clinical induction.
• NBT has taken a lead role in the bid to become a pilot site within the STP footprint in the development of the new Nursing Associate role.
Trends:
• In June there has been a reduction in agency usage and a move to more bank use.
• Sickness absence in June remained steady at 4.13% with a continued decrease in long term sickness and increase in short term sickness.
• The Trust vacancy factor has continued to increase to 10.32% from 10.14% reported in June.
• Turnover also increased in July, reflective of a higher number of leavers in July than June.
Area of Concern:
• Pay expenditure in July has increased and is above plan – this is largely attributable to an increase in bank usage. Agency has also been higher in July,
compared to June. Effective holiday planning is being focused on.
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July 2016

Standard (target)

Performance
against national
target / contract /
plan

Trend from last
Month

Quarterly Average Trend
(Q4 15/16 vs Q1 16/17)

Agency Expenditure (Target
£1,608 - £000)

£1,387

£5,849 (Q4 15/16) to £4,044 (Q1 16/17)

Month End Vacancy Factor
(Target 5.80%)

10.32%

6.40% (Q4 15/16) to 8.54% (Q1 16/17)

In Month Turnover (Target
1.40%)

1.36%

1.21% (Q4 15/16) to 1.28% (Q1 16/17)

In Month Sickness Absence
(Target 4.32% - in arrears)

4.13%

4.69% (Q3 15/16) to 4.79% (Q4 15/16)

Trust Mandatory Training
Compliance (Target 85.00%)

81.96%

N/A

Non-Medical Annual Appraisal
Compliance (Target 84.20%)

64.23%

N/A

Well
XXXXLed
Workforce
Utilisation
XXXXX
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The
variance between worked WTE
Commentary
and
funded
WTE has increased in
XXXX
July by 10 WTE, i.e. the funded WTE
XXXXX
is more than the worked WTE.

XXXX

However the pay expenditure has
diverged from the plan as the mix of
worked WTE has shifted from
substantive to bank.

.

Well
XXXXLed
Workforce
Utilisation
XXXXX
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In July, there was an increase in
Commentary
bank and agency usage compared to
XXXX
June. This included an increase in
XXXXX
non-framework
agency usage. Use
XXXX
of
agencies to cover non-registered
nursing shifts decreased however,
with only 2 shifts covered by agency.
NBT Extra are running recruitment
campaigns for nursing and medical
staff to attract staff from agencies
onto the bank. A key attraction is the
further reduction in capped rates in
November.
A contract has been awarded for a
Direct Engagement Model for the
Medical workforce which will bring
savings on agency staff who work
under an umbrella company or who
have self-employed status.
Tenders for new contracts for the
supply of nursing and AHP agency
staff are now underway and a new
tender has been released for medical
locums following the limited
response from the previous tender
released back in July.

Well Led
XXXX
XXXXX
Workforce
Utilisation
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Sponsor:XXXX
Director of Workforce & OD
Alignment
between ESR and
Commentary
organisations’
Financial System is a
XXXX
recommendation
of the Carter
XXXXX
Review. A 95% minimum alignment
XXXX
is required by October 2016.
Compliance with this metric
continues to remain steady, there is
an expected increase over the next
two months as each of the
mismatches is resolved.
NHSi have asked for the Trust’s
definition of alignment to use in their
Corporate and Admin benchmarking
template.

Well
XXXXLed
Resourcing
XXXXX
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Recruitment (incl. Bank)
Commentary
XXXX
• Total Pipeline – 446 WTE
XXXXX
• Registered Nursing – 147.3 WTE
XXXX
• Unregistered Nursing – 56.41
WTE
Adverts for newly qualified
Registered Nurses are now live.
Nurse Recruitment open day - 30th
September for experienced and
newly qualified Registered Nurses.
Recruitment plans are in place to
support the following areas:

Vacancy Factor by Staff Group
Staff Group

Vacancy
Factor June-

Vacancy WTE
Vacancy
Vacancy WTE
June-16
Factor July-16
July-16

Variance

Add Prof
Scientific and
Technic

2.9%

4.2

2.6%

3.8

-0.3%

Additional
Clinical Services

10.0%

142.5

12.2%

175.1

2.2%

11.0%

171.4

11.9%

185.4

0.9%

10.9%

39.9

9.7%

35.8

-1.2%

12.9%

93.5

13.0%

94.0

0.0%

8.3%

31.2

9.2%

34.9

0.9%

10.9%

105.9

6.6%

63.5

-4.4%

9.0%

193.2

9.6%

205.8

0.6%

10.1%

781.8

10.3%

798.4

0.2%

Administrative
and Clerical
Allied Health
Professionals
Estates and
Ancillary
Healthcare
Scientists
Medical and
Dental
Nursing and
Midwifery
Registered
Trust

•
•
•
•
•
•

Domestic recruitment
IM&T Senior Managers
Pathology MLAs
Theatres – HCAs & Theatre
Practitioners
Medicine Band 5 Nurses
Trust wide HCA’s

Staff Movement
July’s data shows net gain of staff.
The new cohort of F1s for the current
year beginning in August started in
July. The F1s leaving the Trust did
not leave the 1st week in August and
are not reflected in the July data.
This means the Trust position of July
appears to have improved when it
has actually become more adverse.
In light of the above, the estimated
real figure is a net loss of 46 WTE.

Well
XXXXLed
Turnover
XXXXX
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Board Sponsor:
Sponsor XXXX
Director of Workforce & OD
The
majority of other staff groups
Commentary
experienced
a net loss of staff,
XXXX
particularly Nursing and Midwifery
XXXXX
Registered, Additional Clinical
XXXX
Services and Administrative &
Clerical accounting for a total net
loss across those staff groups of
over 40 WTE.
This continued net loss accounts for
a decrease in substantive WTE and
increase in bank worked hours in
July and the increased Vacancy
Factor.

In Month Turnover by Staff Group
Staff Group

Add Prof Scientific and Technic
Additional Clinical Services
Administrative and Clerical
Allied Health Professionals
Estates and Ancillary
Healthcare Scientists
Medical and Dental
Nursing and Midwifery Registered
Trust

Turnover Jun-16

Leavers WTE Jun-16

Turnover Jul-16

Leavers WTE Jul-16

Variance

2.0%
1.4%
1.3%
2.0%
1.2%
0.7%
0.5%
1.1%
1.2%

4.36
19.08
17.95
6.73
7.79
2.31
2.00
21.44
81.66

0.4%
2.0%
1.4%
1.8%
1.2%
0.6%
0.6%
1.3%
1.4%

1.00
26.62
19.67
6.10
7.32
2.00
2.65
25.27
90.63

-1.5%
0.6%
0.1%
-0.2%
-0.1%
-0.1%
0.2%
0.2%
0.1%

Turnover Summary
Rolling 12 Months
Total Turnover
Voluntary Turnover
Stability

Jun-16
15.43%
11.47%
86.56%

Jul-16
15.29%
11.31%
86.43%

Variance
-0.14%
-0.16%
-0.13%

Well
XXXXLed
Sickness
XXXXX
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Board Sponsor:
Director of Workforce & OD
Sponsor XXXX
Sickness
Commentary
In
month sickness absence remained
XXXX
largely unchanged between May and
XXXXX
June.

XXXX

Work is underway to examine all
long term sickness cases within the
Trust with a view to reviewing the
current status of cases and
implementing actions to reduce
length of absence from work. This
will include looking at whether staff
can be brought back earlier into
alternative posts. Other actions
include having case conferences
with input from Occupational Health
for those very complex areas.

Well Led
XXXX
XXXXX
Sickness
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Board Sponsor
Sponsor:XXXX
Director of Workforce & OD
In Month Sickness Absence by Staff Group

Staff Group
Add Prof Scientific and Technic
Additional Clinical Services
Administrative and Clerical
Allied Health Professionals
Estates and Ancillary
Healthcare Scientists
Nursing and Midwifery Registered

May-16
2.78%
5.40%
4.07%
2.15%
8.35%
2.31%
3.99%

Medical and Dental

1.20%

Rolling
Sickness
Absence
Rolling12
12Month
Month Sickness
Absence

TotalAbsence
Absence
Total

Jun-16 Variance
3.50%
0.71%
5.45%
0.05%
4.07%
-0.01%
1.71%
-0.44%
8.07%
-0.27%
2.37%
0.06%
4.11%
0.12%
1.17%

May-16
Apr-16

Jun-16
May-16

Variance
Variance

4.57%
4.59%

4.52%
4.57%

-0.05%
-0.02%

-0.03%

Medical
& Dental sickness absence
Commentary
will be shown separately as
XXXX
requested by the Workforce
XXXXX
Committee.
This acknowledges the
XXXX project work to improve the
current
reporting and management of
medical sickness absence.
The Managing Medical Workforce
Absence Policy will be introduced in
September.

Well Led
XXXX
XXXXX
Staff
Engagement
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Board Sponsor
Sponsor:XXXX
Director of Workforce & OD
Appraisal
Compliance
Commentary

XXXX
In addition to measuring policy
XXXXX
compliance for non-medical
XXXX
appraisal there is an additional
metric aligned to the NHSi
requirement for reporting appraisal
compliance.
The metric is the % of staff in post
that have had an appraisal within the
last 12 months [this excludes any
staff who have started within the last
12 months as they would not be
expected to have had a full appraisal
in this time.
Essential Training Actions

Training Topic
Infection Control
Health and Safety
Waste
Information Governance
Child Protection
Equality and Diversity
Fire
Manual Handling
Total

Jun-16

Jul-16

86.79%
87.49%
86.89%
84.07%
81.82%
82.46%
80.27%
81.45%
83.94%

85.18%
86.18%
85.61%
76.67%
81.68%
82.19%
78.13%
79.59%
81.96%

Variance
-1.60%
-1.30%
-1.27%
-7.39%
-0.14%
-0.27%
-2.14%
-1.86%
-1.99%

Specific communication around
Information Governance annual
update requirement will begin
immediately following a significant
decrease in compliance during July.
This follows the anniversary of
Lorenzo training where IG update
was included in the session.
The number of available training
sessions available are exceeding the
number of staff attending training.
Compliance reports are available for
Directorate Leads which identify staff
who are persistently non-compliant
and appropriate measures
implemented where necessary.

Well
XXXXLed
Medical
XXXXX Workforce
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Sponsor XXXX
Medical Director
Medical
Appraisal
Commentary
The
third
XXXX revalidation and appraisal
year ended on 31 March 2016.
XXXXX
99.57% of the appraisals that were
XXXX
due in this third year have been
completed. The target was to
complete 100% of the year three
appraisals by the end of June 2016.
This was to meet the NHS England
requirement that states appraisals
occur within a maximum of 15
months of the last appraisal.
The fourth revalidation and appraisal
year started on 1 April 2016. All
doctors who had a license to practice
with the GMC at commencement of
the process have now been through
their first revalidation. The
revalidation team continue to work
with appraisal leads and appraisers
on improving quality of appraisal as
well as ensuring timeline.

An annual report on the revalidation
process was presented to the board
in July 2016 with a statement of
compliance to be submitted to NHS
England in August.

XXXX
Well Led
XXXXX
Care Quality Commission Action Plan Delivery Progress
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Sponsor:XXXX
Director of Nursing
Must Do (n,4)
100%
1

80%

2
Overdue / Concern

60%
4

4

Risks overdue

2

40%

On track
2

20%

Completed
1

0%
April

May

June

July

100%
11

13
Overdue / Concern

60%
38

37

Risks overdue

11
22

40%

20%

On track
Completed

14

0%
April

1
May

5
June

July

Total NBT actions required to deliver CQC Actions specified above
Actions
Total actions completed
‘Green’ Actions (on track)
Potential Delay/ Insufficient evidence
Overdue

TOTAL
15
13
0
14

14 actions are listed as overdue (1
Must Do & 13 Should Do) either due
to a lack of response to requests for
information or a lack of evidence to
confirm that the action is closed.
The 1 Must Do action is shown on
the next page.
From the outset of the plan’s
submission to the CQC the
importance has been emphasised to
all DMTs of delivering actions in line
with the planned dates.

Should Do (n,38)

80%

Commentary
Commentary
There
XXXXwere 42 actions set by CQC,
of which 4 were ‘must do’ and 38
XXXXX
designated as ‘Should Do’. Progress
XXXX
month by month since submission of
the Action Plan is shown for each
category in the tables opposite.

%
36
31
0
33

Action leads have also been
contacted and will be followed up on
a weekly basis until actions are
confirmed. Upon submission of
evidence to show completion of the
specific action.
The action plan is being managed as
a live document on SharePoint and
can be viewed via the intranet
homepage or the following link:
http://nbsvr16/qualitygovernance/
CQCActionPlan/default.aspx

XXXX
Well Led
XXXXX
Care Quality Commission Action Plan Delivery Exceptions
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Board Sponsor
Sponsor:XXXX
Director of Nursing
CQC Enforcement and Compliance Actions
Status
Theme / Service
Patient Flow
Patient Records
Urgent & emergency
Care

Regulation
Regulation 9 (1)
Regulation
17(2)(c)
N/A

No. of Actions

Completed

On track

Risks overdue

Overdue /
Concern
Must
Should

Must

Should

Must

Should

Must

Should

Must

Should

1

0

0

0

1

0

0

0

0

0

3

0

1

0

1

0

0

0

1

0

0

5

0

5

0

0

0

0

0

0

N/A

0

4

0

2

0

1

0

0

0

1

Surgery

N/A

0

14

0

2

0

1

0

0

0

11

Critical Care
Maternity &
Gynaecology

N/A

0

6

0

1

0

4

0

0

0

1

0

6

0

3

0

3

0

0

0

0

End of Life Care

N/A

0

3

0

1

0

2

0

0

0

0

4

38

1

14

2

11

0

0

1

13

Medical Care

TOTAL

N/A

Commentary
Commentary
Must
Do Actions
XXXX
Patient Flow - a detailed set of
XXXXX
actions are overseen through the
XXXX
System Resilience Group across
BNSSG with internal focus through
the Acute Flow weekly meeting.
These cover necessary actions
within ED, medical services and
critical care. Delivery is managed
within the following themes;
Patient Records – the overdue
action relates to the secure storage
in Medi-rooms – current provision
reviewed with view to increasing
security through digilocks , however
Carillion unable to, so retained estate
team approached. If unsuccessful,
new cabinets with enhanced security
to be purchased.
Should Do Actions
• The overdue actions reflect a
combination of no responses
received and/or a lack of
evidence to provide assurance on
action completion.
• 43% of the overdue actions have
received an update but require
sufficient evidence to close and
ensure sustainable systems in
place to avoid recurrence.
• Details reviewed at July and
August Operational Management
Board and escalated into August
Directorate performance
Reviews.
.

XXXX
Finance
XXXXX
SRO:
Director of Finance
Board Sponsor XXXX

Section Summary
Summary
For the year to date, the Trust has a deficit of £23.3m which is £4.5m adverse to plan.
•
The primary drivers for the adverse to plan were lower than planned income of £0.8m together with a non-pay overspend of £4.8m of which £2.4m
relates to a shortfall in the savings requirement, £1.3m on drugs expenditure and £1.1m on overspends on clinical supplies and other. This is
offset by a pay underspend of £1.2m.
•
The cash balance is £1.4m and the Trust drew down £5.9m of working capital facility in July.
•
Capital expenditure is £9.6m for the year to date (including £6.6m of PFI expenditure).
•
The Trust is rated red by NHS Improvement(NHSI) as a result of the planned year end deficit of £48m.
Areas of concern
•
Contract income continues to be lower than plan. Contract Income is £0.8m below plan primarily relating to lower than planned chargeable non
elective bed day activity.
•
While pay expenditure still has a favourable variance there was a worsening of £0.6m in-month. Pay expenditure will need to decrease notably
during the next six months in order to achieve the plan.
•
There is a shortfall against the savings programme for the year to date of £2.4m and £4.3m for the full financial year – this is a significant element
of the year to date deficit.
•
Due to the deficit monthly cash loans are required from the Department of Health.
Actions Planned
•
Weekly review of savings schemes with directorates to close the remaining shortfall against the required savings.
•
Weekly tracking of activity to ensure delivery against activity plan.
•
Weekly tracking of agency usage and targeted reduction in medical and nursing agency expenditure.

53
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Board Sponsor:
Sponsor XXXX
Director of Finance
In month
variance (Adv)/
Fav

Position as at 31 July 2016

Assurances
Commentary

XXXX
The
financial position for July shows
XXXXX
a
deficit of £23.3m compared with a
planned
XXXX budget deficit of £18.8m.
This is an adverse position to plan of
£4.5m for the year to date.

Budget £m

Actual £m

Variation from
budget (Adv) /
Fav £m

£m

Contract Income

149.6

148.8

(0.8)

0.0

Other operating income

24.4

24.2

(0.2)

0.0

Donations income for capital acquisitions

0.0

0.0

0.0

0.0

174.0

173.0

(1.0)

0.0

The forecast outturn position is £52m
which requires delivery of £27m
savings.

Pay

(114.0)

(112.8)

1.2

(0.6)

Contract income is £0.8m adverse to
plan.

Non-Pay

(59.1)

(63.9)

(4.8)

(0.5)

Total Expenditure

(173.1)

(176.7)

(3.6)

(1.1)

(3.7)

(4.6)

(1.1)

Income

Total Income
Expenditure

Earnings before Interest & depreciation

0.9

-2.14%
Depreciation & Amortisation

(7.7)

(7.8)

(0.1)

(0.2)

0.0

0.0

0.0

0.0

Non PFI Interest payable

(1.0)

(1.0)

0.0

0.0

PFI Interest

Non PFI Interest receivable

(11.0)

(11.0)

0.0

0.0

PDC Dividend

0.0

0.0

0.0

0.0

Impairment

0.0

0.0

0.0

0.0

(18.8)

(23.5)

(4.7)

(1.3)

IFRIC 12 Adjustment

0.0

0.0

0.0

0.0

Donations income for capital acquisitions

0.0

0.0

0.0

0.0

Depreciation of donated assets

0.0

0.2

0.2

0.1

Impairment

0.0

0.0

0.0

0.0

(18.8)

(23.3)

(4.5)

(1.2)

Retained Surplus / (Deficit) for accounting
purposes
Add back items excluded for NHS
accountability

Adjusted Surplus / (Deficit) for NHS
accountability

Key Issues

Pay remains favourable to plan
overall albeit with a worsening inmonth of £0.6m. Actual spend will
need to decrease notably during the
next six months in order to achieve
the plan for the year.
Non pay was £4.8m adverse to plan
– mainly due to lower than planned
savings delivery coupled with
additional expenditure on drugs and
other supplies.
Actions Planned
Weekly review of savings schemes
with directorates to close the
remaining shortfall against the
required savings.
Weekly tracking of activity and
agency usage.

Finance
XXXX
Statement
XXXXX
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Director of Finance
Assurances
Commentary
Variance above
31 July 2016 31 July 2016
/ (below) plan
Plan £m
Actual £m
£m

31 March 2016
Actual £m

516.1
12.0
528.1
9.7
20.2
25.7
1.0
56.7
27.8
612.6
9.3
91.4
1.4
10.0
112.1
(55.5)
500.5
14.6
406.3
65.2
14.4
241.4
(272.9)
(41.4)
87.3
14.4

Non current assets
Property, Plant and Equipment
Intangible Assets
Total non-current assets
Current Assets
Inventories
Trade & other Receivables NHS
Trade & other non-receivables Non-NHS
Cash and Cash equivalents
Total Current Assets
Non-current assets held for sale
Total Assets
Current liabilities (< 1 year)
Trade & other payables – NHS
Trade & other payables – Non-NHS
Borrowings
PFI liability (current)
Total current liabilities
Net current assets / (liabilities)
Total Assets less current liabilities
Trade payables and deferred income
PFI liability
Borrowings
Total Net Assets
Capital and Reserves
Public dividend capital
Income & Expenditure reserve
Income & Expenditure account – current year
Revaluation reserve
Total Capital and Reserves

30 June
2016
Actual £m

507.1
4.0
511.1

518.0
12.0
530.0

10.9
8.0
18.9

512.8
12.0
524.9

9.1
27.5
14.2
1.0
51.8
27.5
590.4

9.3
23.2
28.0
1.4
61.9
27.8
619.7

0.1
(4.3)
13.9
0.4
10.1
0.3
29.3

9.7
21.4
27.9
4.3
63.2
27.8
615.9

15.8
63.6
1.4
10.5
91.3
(39.5)
499.1
7.2
409.9
110.0
(28.0)

12.0
71.8
3.2
10.0
97.0
(35.1)
522.7
11.8
409.7
110.0
(8.9)

(3.8)
8.2
1.8
(0.4)
5.7
4.4
23.6
4.6
(0.1)
0.0
19.2

10.2
77.0
2.2
10.0
99.5
(36.3)
516.4
12.0
403.9
104.2
(3.7)

241.5
(326.7)
(18.7)
75.9
(28.0)

241.5
(314.2)
(23.5)
87.3
(8.9)

0.0
12.5
(4.8)
11.5
19.2

241.5
(314.2)
(18.3)
87.3
(3.7)

XXXX

The Trust drew down £5.9m of loan
XXXXX
finance in July, bringing the total for
XXXX
the current year to £44.9m.

Concerns & Gaps
Trade and other receivables are
higher than plan.
The level of payables is reflected in
the Better Payment Practice Code
(BPPC) performance which is below
the required 95% with 51% by
volume of payments made within 30
days (66% by value). The in-month
performance however was 77% by
volume (66% by value) which is a
significant improvement over last
month.
Actions Planned

The focus is on reducing the level of
debts outstanding from both NHS
and non-NHS providers.

Finance
XXXX
Financial
XXXXX Risk Ratings
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Assurances
Commentary
Sufficient
XXXX cash for our planned
deficit
has been made available to
XXXXX
the Trust via the interim working
XXXX
capital facility and DH loan.

1. NHSI Overall Risk Assessment Criteria Rating:
Year to date
Trust Overall Rating

Concerns & Gaps
The Trust has a red rating on the
NHSI (NHS Improvement) risk
assessment criteria as a result of the
deficit for 2016/17.

Red
NHSI also measures the Trust
against the risk ratings used by
Monitor.

2. Financial Sustainability Risk Ratings:
Indicator
Overall rating

Year to date
1

Finance
XXXX
Rolling
XXXXXCash Flow Forecast, In Year Surplus, & Capital Programme Expenditure
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Board Sponsor:
Sponsor XXXX

Planned and Actual Deficit

Rolling cash flow forecast
10

Apr May Jun

(10)

(10)
(15)

(70)

(20)

£m Deficit

£m (50)

(110)

(25)

XXXXX

Capital
XXXX expenditure is £9.6m for the
year to date which includes £6.6m
relating to phase 2 of the PFI.
Overall, the expenditure is £4m
below the plan for the year to date.

Assurances and Actions Planned
•

(40)

Month

(45)

Forecast including support
Forecast excluding support

Capital Programme - cumulative
expenditure trend and projection
35
against budget
30
25

20
15
10
5
0

Plan

Feb Mar

(30)
(35)

(130)

£m

Aug Sep Oct Nov Dec Jan

(5)

(30)

DOFXX
XXX

Jul

0

(90)

The
Trust was £4.5m adverse
Commentary
against
XXXX the planned deficit in July.

Actual

•

(50)
Planned Deficit

Actual Deficit

Monthly review of capital plans
and actions to ensure the overall
capital resource limit is achieved.
Daily cash monitoring and
planning to ensure sufficient cash
is available to meet immediate
liabilities.

Finance
XXXX
Savings
XXXXX

58

Board Sponsor:
Director of Finance
Sponsor XXXX
Assurances
Commentary

XXXX

Sustainability
delivery group reviews
XXXXX
in year savings and development of
XXXX
workstreams for future year
schemes.
Concerns & Gaps
The graph shows in-year delivery
which totals £22.7m which is below
the required level for the year by
£4.3m.

Actions Planned
• Fortnightly meetings with
directorates to review progress of
implementation and ensuring
delivery of the total savings
requirement of £27m.
• Fortnightly reporting of savings
schemes.
• Implementation of new savings
control mechanism to review any
changes to schemes.

REGULATORY VIEW
XXXX
XXXXX Commentary
Overall

59

Board Sponsor:
Sponsor XXXX
Chief Executive Officer

Summary
The Governance Risk Rating (GRR) for ED 4 hour performance continues to be a challenge through 2016/17, actions to improve and sustain this standard are
set out earlier in this report. A recovery plan is in place for RTT incompletes and long waiters (please see Key Operational Standards section for
commentary). In quarter, monthly cancer figures are provisional therefore, whilst indicative, the figures presented are not necessarily reflective of the Trust’s
final position which is finalised 25 working days after the quarter.
We are scoring ourselves against the Accountability Framework (AF). This requires that we use the performance indicator methodologies & thresholds
provided and a Finance Risk Assessment based upon in year financial delivery & Monitor’s Risk Assessment Framework.
Board compliance statements – number 4 (going concern) and number 10 (ongoing plans to comply with targets) warrant continued board consideration in
light of the in year financial position (as detailed within the Finance commentary) and ongoing performance challenges as outlined within this IPR. The Trust is
committed to tackling these challenges and recovery trajectories are scrutinised on an ongoing basis through the Monthly Integrated Delivery Meetings.
Statement number 11 (information governance) is now being reported as non-compliant as the Trust is now assessed at level 1 against the IG Toolkit. An
action plan to return to level 2 compliance has been approved by the Board but the statement will be recorded as non-compliant until the next assessment
demonstrates achievement of level 2 compliance.

CQC reports history (all sites)
Regulatory Area

Jul
15

Aug
15

Sep
15

Oct
15

Nov
15

Dec
15

Jan
16

Feb
16

Mar
16

Apr
16

May
16

Location

Standards
Met

Report
date

Overall

Requires
Improvement

Apr-16

Child and adolescent
mental
health wards (Riverside)

Good

Feb-15

Specialist community
mental
health services for children
and young people

Requires
Improvement

Apr-16

Community health services
for children, young people
and families

Outstanding

Feb-15

Southmead Hospital

Requires
Improvement

Apr-16

Cossham Hospital

Good

Feb-15

Frenchay Hospital

Requires
Improvement

Feb-15

Jun
16

Finance Risk Rating
(FRR)

Red

Red

Red

Red

Red

Red

Red

Red

Red

Red

Red

Red

Board non-compliance
statements

1

1

1

1

1

1

1

1

1

2

2

2

Prov. Licence noncompliance statements

0

0

0

0

0

0

0

0

0

0

0

0

CQC Inspections

RI

RI

RI

RI

RI

RI

RI

RI

RI

RI

RI

RI
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Board Sponsor:
Sponsor XXXX
Chief Executive Officer

Self-assessed, for submission to NHS I

Ref
Ref
G4
G4
G5
G7

Criteria
Criteria
Fit and proper persons as
Fit
and proper
as(also
Governors
andpersons
Directors
Governors
and
Directors
(also
applicable to
those
performing
applicable
to
those
performing
equivalent or similar functions)
equivalent or similar functions)
Having regard to monitor
Registration with the Care
Guidance
Quality Commission

G8
G7

Patient
eligibility
Registration
with and
the Care
selection
criteria
Quality Commission

P1
G8

Patient
eligibility
and
Recording
of information
selection criteria

P2
P1

Provision of information
Recording of information
Assurance report on
submissions to Monitor
Provision of information

P3
P2
P4
P3
P5
P4
C1
P5

Assurance
on National Tariff
Compliancereport
with the
submissions to Monitor
Constructive engagement
concerning local tariff
modificationswith the National Tariff
Compliance
The
right of patients
to make
Constructive
engagement
choices
concerning local tariff

Comp
Comp
(Y/N)
(Y/N)
Yes
Yes

Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes

A Fit and Proper Person Policy is in place.
Existing processes sufficient. New requirements have been discussed and processes are being put in place
All Executive and Non-Executive Directors have completed a self assessment and no issues have been
to ensure compliance with the new regulations.
identified. Further external assurance checks have been completed on all Executive Directors and no
issues have been identified.
CQC registration
is Trust
in place.
No outstanding
non-compliance
actions
with this
CQC.
The Trust is scheduled for
The
Board
has regard to
Monitor guidance
where
is applicable.
inspection by the CQC in early November 2014.

CQC registration is in place. The Trust received a rating of Requires Improvement from its inspection in
Trust Board has considered the assurances in place and considers them sufficient.
November 2014 and again in December 2015. A number of compliance actions were identified which
are being addressed through an action Plan. The Trust Board receives regular updates on the progress
of the
action
through
the IPR.
A range of measures and controls
are in
placeplan
to provide
internal
assurance on data quality. Further
developments to pull this together into an overall assurance framework are planned through strengthened
Trust Board has considered
the assurances
place and
considers them sufficient.
Information
Governance in
Assurance
Group.
Information provision to Monitor not yet required as an aspirant FT. However in preparation for this the Trust
A range of measures and
controls are
in place
to future
provide
internal
assurance on data quality. Further
undertakes
to comply
with
Monitor
requirements.

developments to pull this together into an overall assurance framework are planned through

Assurance reports not as
yet requiredInformation
by Monitor since
NBT is not
yet a Foundation
strengthened
Governance
Assurance
Group. Trust. However, once
applicable this will be ensured. Scrutiny & oversight of assurance reports will be provided by Trust's Audit
Information provision to Monitor not yet required as an aspirant FT. However, in preparation for this the
Committee as currently for reports of this nature.
Trust undertakes to comply with future Monitor requirements.
NBT complies with national tariff prices. Scrutiny by CCGs, LAT and NTDA provides external assurance
Assurance reports not as yet required
by Monitor
NBT
is not yet a Foundation Trust. However,
that tariff
is beingsince
applied
correctly.

once applicable this will be ensured. Scrutiny & oversight of assurance reports will be provided by
Trust's
Audit Committee
as currently
for reports
of this nature.
Trust Board
has considered
the assurances
in place
and considers
them sufficient.
NBT complies with national tariff prices. Scrutiny by CCGs, LAT and NHS Improvement provides
external assurance that tariff is being applied correctly.
Trust Board has considered the assurances in place and considers them sufficient.

Trust Board has considered the assurances in place and considers them sufficient.

IC1
C2

modifications
Competition oversight
The right of patients to make
choices
Provision of integrated care
Competition oversight

Yes
Yes
Yes
Yes

IC1

Provision of integrated care

Yes

C2
C1

Comments where non compliant or at risk of non-compliance
Comments where non compliant or at risk of non-compliance

Trust Board has considered the assurances in place and considers them sufficient.

Trust Board has considered the assurances in place and considers them sufficient.

Range of engagement internally and externally. No indication of any actions being taken detrimental to care
integration for the delivery of Licence objectives.

Trust Board has considered the assurances in place and considers them sufficient.
Range of engagement internally and externally. No indication of any actions being taken detrimental to
care integration for the delivery of Licence objectives.

XXXX
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View
XXXXXCompliance Statements at June 2016
Board

61

Board Sponsor
Sponsor:XXXX
Chief Executive Officer

Self-assessed, for submission to NHS I
No.

Criteria

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.

The board is satisfied that plans in place are sufficient to ensure
2 ongoing compliance with the Care Quality Commission’s registration
requirements.

Comp
(Y/N)

Yes

No.

8

Yes

9

Yes

10

Yes

11

The board is satisfied that processes and procedures are in place to

3 ensure all medical practitioners providing care on behalf of the Trust
have met the relevant registration and revalidation requirements.

4

The board is satisfied that the Trust shall at all times remain an
ongoing concern, as defined by the most up to date accounting
standards in force from time to time.
The board will ensure that the Trust remains at all times compliant
with regard to the NHS Constitution.

Yes

12

6

All current key risks 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.

Yes

13

7

The board has considered all likely future risks and has reviewed
appropriate evidence regarding the level of severity, likelihood of it
occurring and the plans for mitigation of these risks.

Yes

14

5

Comment where noncompliant or at risk of
non-compliance

Criteria

Comp
(Y/N)

The necessary planning, performance, 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.

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).
The board is satisfied that plans in place are sufficient to ensure ongoing
compliance with all existing targets (after the application of thresholds) as
set out in the relevant GRR; and a commitment to comply with all known
targets going forwards.
The Trust has achieved a minimum of Level 2 performance against the
requirements of the Information Governance Toolkit.
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.
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.
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.

As the Trust has not yet achieved a sustainable position in relation to delivery of the 4
Hour A&E and RTT due to a reliance on external system changes/factors, the Trust is
unable to confirm compliance with this statement

Timescale for
compliance:

Yes

Yes

No

No

Yes

Yes

Yes

Q3 2017/18 – for RTT
Q4 2016/17 – for information governance

