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North Bristol NHS Trust
Minutes of the Trust Board Meeting held in public on
26 November 2015 in Seminar Room 5, Learning and Research Building,
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Observers: Dr Martin Jones, Chairman Bristol CCG and four members of the public
Action
TB/15/11/01 Apologies and Declarations of Interest
Apologies were received from Mr Harry Hayer, Director of People and
Organisation Health
No interests were declared in the papers presented.
TB/15/11/02 Questions from Members of the Public
There were no questions from the public.
TB/15/11/03 Minutes of the Trust Board meeting held on 24 September 2015
The minutes were approved as a true and correct record of the
meeting.
TB/15/11/04 Action Log
The Trust Board agreed the closure of actions as indicated and
considered the following actions:
Action No 59 – A seminar on equality and diversity for Board members
had been arranged for 17 December 2015 and the item was now
closed.
Action No 18 – The Board agreed that the Patient Panel and Outpatient
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Board should decide whether the cost of outpatient appointments
should be included on appointment letters. The issue was closed.
TB/15/11/05 Chairman’s Business
Peter Rilett, Chairman, reported that he had no information to impart
that was not on the agenda.
TB/15/11/06 Chief Executive’s Report
Andrea Young, Chief Executive, presented her report on the external
environment impacting on the Trust and said that in addition the Trust
had run a successful health care awards event the previous week in
which staff had been greatly involved and had been hosted very
professionally by Will Glennon from BBC Bristol. A formal opening had
taken place that week of the Bristol Brain Centre where neuroscience
research was being carried out and the sense of patient empowerment
had been very evident. The Trust had funded the Centre for £1 million
and the Trust’s charity had also contributed £1.5 million with other
bodies such as the Southmead Friends contributing towards
equipment.
She reported that that government spending review had announced
that the NHS would gain £3.5bn in 2016/17 as part of the £8bn
promised over the next five years. The Department of Health budget,
however, was to be cut by 21% and a planning event was to be held on
4 December to outline the consequences. £1bn had been earmarked
for technology projects.
Chris Burton, Medical Director, noted that junior doctors were to
undertake national industrial action on 1st, 8th and 16th December 2016.
The Trust had worked out the operational consequences and there had
been good liaison locally about the exceptions to the action. There
would, however, be an inevitable reduction in elective activity. He
understood that the Secretary of State had accepted a proposal to use
ACAS in the dispute and the results were awaited.
The Board noted the report and the appointment of five new
consultants.
TB/15/11/07 Patient Story
Sue Jones, Director of Nursing, presented the story from a 19 year old
woman who had documented a full account of her care from
emergency services to theatre, to recovery and ward and posted it on
the NHS Choices website. It demonstrated good teamwork and staff
efforts to make patients comfortable during a stressful event.
She had received a sporting injury damaging her lateral meniscus and
following a visit to Southmead A&E and further tests she was listed for
an arthroscopy one week later. She described how, on arrival for this,
she was greeted by a lovely group of nurses but because of other
priorities her operation was put back seven hours. The nurses did
everything they could to ease her anxiety and make her comfortable.
The surgeon took time to explain the details of what was planned and
allay her fears and the anaesthetist also made her feel comfortable and
‘knocked’ her out very quickly.
2|Page

After the operation the surgeon told her the damage to the knee had
been on the borderline of potential reparation and the procedure had
taken an hour longer than planned but it would allow her to come back
from the injury and reduce the risk of later developing arthritis. Because
of the complications it had not been possible to anaesthetise the knee
as much as usual so she suffered intensely with pain but the surgeon
explained the procedure to her family and made her feel comfortable.
The recovery nurses had been very helpful and showed a wonderful
work ethic by delaying even further their break to look after her.
Staying overnight because of the pain she described being looked after
very well by her nurse constantly monitoring her and later teaching her
how to use crutches and arranging a visit from a physiotherapist. The
surgeon also visited her to make follow-up appointments and give her
his secretary’s number to ring if there were any problems.
TB/15/11/08 Emergency Department CQC Inspection Report
Sue Jones reported that this item had been placed on the agenda in the
expectation that a report would be received from the CQC following its
visit to the Emergency Department (ED) in October. The report was
now expected the following week.
TB/15/11/09 Integrated Performance Report
Andrea Young presented the Integrated Performance Report (IPR) with
data to the end of September 2015. She highlighted the failure in
October to achieve the A&E four hour target, that the number of
patients with a length of stay over 14 days was increasing and that the
number of delayed transfer of care patients had reached 5.9%, its
highest ever level. The trajectory to reduce the number of patients on
the referral to treatment (RTT) incomplete list had been exceeded and
waiting time targets for diagnostics had been achieved. Five of the eight
cancer waiting targets had been achieved in September and this was
likely to be the position in October which had been predicted. The
number of incidences of pressure ulcers had reduced but there had
been 13 mixed sex breaches relating to interventional radiology and
overdue complaint responses had increased.
Kate Hannam, Director of Operations, outlined the priorities for
maintaining the internal flow of patients but said that the hospital
occupancy levels had reached 98% against the planning basis of 92%.
It was very difficult to maintain flow once occupancy rose above 95%.
The Integrated Discharge Team had commenced in October and earlier
in the day discharge times would improve flow. The percentage of
patients staying less than two days was also increasing and the RTT
trajectory overall was being exceeded. Within that good performance,
however, Endocrine and Clinical Immunology, Neuropsychiatry and
Respiratory and, for the first time, General Surgery, had failed. The
number of patients waiting over 52 weeks had fallen but as the
concentration of complex cases was on only two of the surgeon’s
waiting lists the January 2016 target for clearing the backlog would not
be achieved especially as many of the remaining patients did not wish
to switch to another consultant. A spinal remedial action plan was being
developed with help from the Trust Development Authority (TDA) and
the national Programme Management Office to purchase further access
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in the private sector. The Trust’s own theatres were improving their
efficiency but not at the pace required.
Nishan Canagarajah, Non-Executive Director, noted that unacceptable
waiting times of ten hours had been recorded in ED. Sue Jones
reported that the new Observation Unit in ED had opened three weeks
earlier and Andrew Willis said that the cultural change of discharging
patients before 12 noon was not yet embedded in wards. Chris Burton
reported that a new clinical lead had taken charge of the Flow Project.
He was visiting wards and obtaining richer information.
The Board noted the performance of Cancer services and that the 62
day pathway was not anticipated to achieve its target in October
predominantly because of issues around the urology pathway. The 31
day target was expected to be achieved in October but the two week
breast symptoms referral target would not, primarily because of nonhospital or system issues.
Sue Jones noted the improved pressure ulcer performance and
reported that a successful event involving all local providers had taken
place at BAWA but of concern was the decline in nutrition assessment
and the implementation of the Lorenzo patient administration system
would allow a complete rethink of nursing assessments. VTE was also
failing its assessment target and it appeared to be a case of trying to
improve administrative processes rather than undertaking the actual
assessments. Sue Jones reported that a never event had taken place
involving medicines administration where an oral preparation had been
given intravenously. There had been no harm to the patient.
Chris Burton reported that the number of MRSA cases remained at two,
both of which were largely due to inconsistent compliance with policies
for managing MRSA risk on admission. The rate of C Diff cases had
reduced greatly in the last two months and half of the Quarter 1 cases
had now been categorised as having not been caused by any lapses in
care. Andrew Willis, Non-Executive Director, questioned what effect
screening had on incidences and was informed that C Diff was not
tested at screening since it was too common a bacteria in the
community.
Under the patient experience section Sue Jones noted that the Trust
supported the national John’s Campaign to allow carers of dementia
sufferers to stay with them when inpatients and the Trust had its own
Carers Support Scheme. She said that the number of complaints had
decreased in October but overdue responses had doubled with
Medicine, Surgery and Musculo-Skeletal Services the worst offenders
due to lack of cover for annual leave or sickness.
Andrea Young referred to the Research and Innovation section and
noted its success in recruiting patients for research trials and the award
of monies for specific projects. She said that the Deputy Director post
was about to become vacatant and would be replaced.
Paul Jones, Interim Director of People and Organisation Health,
highlighted:
•

The commencement of 195 new employees in October taking
the total for the year to date to 1,400

•

The participation of 30% of staff so far in the national staff
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attitude survey
•

Introduction of better pay controls

•

Introduction of a joint HR and Finance system for reporting
vacancy levels

•

A campaign to recruit more Spanish registered nurses in
December

•

An appraisal to be prepared to recruit Fillipino nurses

•

The reduction in the use of non-framework agencies and actions
on forecasting the impact of the planned national price caps and
introducing information on the benefits of substantive roles

Liz Redfern, Non-Executive Director, questioned the efficacy and ethics
of recruiting from the Phillipines and Sue Jones said it would only be for
particular specialties and Paul Jones noted that the Phillipines
government maintained a specific ministry for overseeing the effects of
the country’s export of employment.
Referring to the self-assessment against the CQC domains, Sue Jones
said that KPMG had provided a view on half the domains and the TDA
had looked at the areas that had assessed themselves as improving
since the 2014 CQC inspection. If the self–assessment was held to be
correct, Eric Sanders said that the overall CQC assessment would
remain ‘requires improvement’. Under the two outstanding ‘must do’
actions from 2014 Sue Jones said that the availability of medical
records had been scrutinised independently and the results appeared
to be good whilst the enabling of ED staff to undertake mandatory and
essential training would be closed off.
Catherine Phillips, Director of Finance, reported that the Trust had
successfully implemented the new Lorenzo patient administration
system in November but for the year to date was £11.9m adverse to
plan. This was largely due to lower than expected income by £6.3m
particularly because of less elective activity in trauma and orthopaedics
and spinal surgery. Pay was £5m adverse to plan driven by high usage
of agency staff which represented extra pay of £7.6m a year. The
forecast deficit for the year was now £34m and the main actions were
to reduce agency expenditure and increase elective activity. Because of
this there would be a need for a further £10m cash support which was
to be discussed with the TDA.
The Board considered the Compliance Statement regarding plans to
achieve targets and agreed that if the RTT and 52 week trajectories
were achieved in January the statement could then be answered
positively. The Board could then also consider when compliance was to
be achieved.
Peter Rilett noted that the IPR neglected to report anything on
volunteers who played a large part in the day to day running of the
hospital and in fund raising and it was agreed to add an appropriate
section. Andrew Willis questioned whether the Trust recognised the
work of volunteers in any other way and Simon Wood said that there
was an annual party and their work was recognised in the health care
awards.
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TB/15/11/10 Six Month Safe Staffing Report
Sue Jones presented the six monthly Safe Staffing Report which gave
the board assurance on the actions taken and planned to ensure
staffing levels are safe, effectively monitored and published in line with
the ten National Quality Board expectations and National Institute for
Health and Care Excellence guidance. The report included the findings
of the TDA safe nurse staffing visit made in May 2015. This six month
report also included a review using the nationally approved Safe Care
acuity tool.
Robert Mould, Vice Chairman, asked whether it was possible to identify
the Trust’s ‘hotspots’. Sue Jones said that it had been the Acute
Medical Unit but the leadership in that area was now good. Supportive
work was required in the Community Child Health Partnership before
the service was transferred but the main area now was probably the
Intensive Therapy Unit where there had been an increase in the
number of beds in use. Catherine Phillips confirmed to John Everitt,
Non-Executive Director, that the latest financial projections included the
staffing plans.
The Board noted the report and agreed that the next six monthly report
should include some comparisons with other Trusts and Chris Burton
said that he would produce a similar report for medical staffing.
CB/SJ
TB/15/11/11 Patient Experience Improvement Plan
Sue Jones presented the Patient Experience Delivery plan for
November 2015 to December 2017. It included using the NHS Patient
Experience Framework as the working definition of patient experience.
It would form part of the Quality Strategy and the second appendix
outlined the work plan for the next year.
Robert Mould questioned the amount of engagement with staff and Sue
Jones said that the work plan included work with the Patients
Association on training lay persons to review complaints, a clear
process to be described for engaging patients and staff in service
review and design and a link to be established to enable improvement
work of both staff and patients to be joined. Chris Burton reported that a
number of new consultants were already empowering patients. Andrea
Young said that the proposal committed the Trust to establishing a
baseline for patient experience and Q&RMC might in future look at two
or three metrics from the surveys to assure itself of the Trust’s
improvements.
The Board approved the adoption of the NHS Patient Experience
Framework as the definition of patient experience across the
organisation and the objectives and the delivery plan.
TB/15/11/12 Religion and Belief Guidelines
Paul Jones presented a paper setting out guidance on the rights and
responsibilities of managers and staff regarding respect, religious
observance, leave and time-off, dress and uniform etc.
The Board noted that the guidance provided evidence of good
leadership and demonstrated that the Trust met the legal requirements
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of the Public Sector Equality Duty. It also appeared to be the first such
user friendly guidance for any public sector organisation in Britain.
TB/15/11/13 Freedom to Speak Up Review
Paul Jones presented a report setting out the actions taken so far and
those planned to implement the Freedom to Speak Review
recommendations. He said that it largely represented an
operationalising of some of the high level national guidance and in
answer to Andrew Willis that it incorporated national policy on
whistleblowing. He agreed with Peter Rilett that it could mean
directorates would have a list of staff to whom others could seek
advice. Catherine Phillips noted that it also linked in with processes for
reducing fraud activity.
The Board approved:
•

The appointment of the Chairman of the Quality and Risk
Management Committee as the nominated non-executive
director to review reports of concerns and to the role of
‘Freedom to Speak Up Guardian’

•

The appointment of the Director of People and Organisation
Health as the nominated executive director to receive and
oversee investigation of concerns, working in collaboration with
the Medical Director and Director of Nursing

•

A request for each directorate to appoint a nominated manager
or clinician to act as an advocate in supporting staff wishing to
raise concerns

•

The establishment of an anonymised quarterly reporting
mechanism for concerns by the nominated executive director to
the Quality and Risk Management Committee

•

The development of a communication and education plan to
ensure staff understood the range of options and support
through which to raise concerns.

TB/15/11/14 Overarching Strategy Update
Chris Burton reported that the Board had spent a half day to confirm
key pieces of work to finalise a draft document and make more
substantive the structure around the strategy. An engagement plan for
the organisation would be developed and the intention was to bring the
final document to the February meeting.
TB/15/11/15 Winter Plan
Kate Hannam presented the overall Winter Plan and the outcome of an
assurance exercise undertaken by NHS England and the TDA on it and
on a further look into the Trust’s Systems Flow plans by NHS England
which made recommendations now incorporated into the System Flow
workstreams. She noted that the total 2014/15 non-elective activity had
been used as the basis of the bed model and referral to treatment
(RTT) plans for 2015/16. It was noted that patient length of stay (LoS)
reductions would be required to have sufficient beds available to cope
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with expected demand. All directorates agreed targets to achieve on
length of stay and if successful the Trust modelled an ability to cope
with a 4% non-elective growth above the service level agreement
(SLA). The modelling was matched to the RTT recovery plans and
signed off and it was on this that the Finance and Performance
Committee sought assurance.
So far this year non-elective activity was 15% higher on short stay and
5% higher on long stay than the SLA which was overall higher than the
4% contingency and, coupled with increased delayed transfers of care,
meant bed occupancy had been much greater and there had been
recent four hour performance issues.
South Gloucestershire had invested in additional community capacity
for the Discharge to Assess (D2A) scheme but Bristol had been unable
to confirm that its services were on track to deliver the assumed
medically fit for discharge bed savings. In the absence of a full D2A
delivery plan the Trust could not confirm the bed model assumptions. If
all internal planned LoS savings were made the bed model suggested a
bed deficit in January and February 2016 which would mean having to
increase bed occupancy and encounter flow issues with potential four
hour pressures or push for further reductions in LoS or reduce elective
work and threaten RTT recovery plans.
Liz Redfern, Non-Executive Director, questioned how many care home
beds were in the local system and Kate Hannam said that South
Gloucestershire had 88 beds in the D2A scheme and 84 in Elgar.
Bristol CCG had not been able to give a figure but there were 54
patients waiting for D2A pathway 1 places and a number of people in
the community, so probably had around 100 beds. Bristol City Council
had tendered for beds and found four willing homes but one of these
had gone out of business. Its total budget covered only half of its
potential care home costs and a number of beds had been closed
because of CQC requirements or inability to cover costs.
The Board noted the report and that it could not be assured that the
Winter Plans were robust and agreed that the Chairman and Chief
Executive should discuss how best to carry the message to Bristol
PR/AY
CCG.
TB/15/11/16 Towards an Estates Strategy
The Board received and noted the ‘Towards an Estates Strategy’
document which would later be aligned with, and become part of, the
overall strategy.
TB/15/11/17 Emergency Preparedness Resilience and Response Assurance
Kate Hannam presented a paper providing assurance that the Trust’s
Emergency Preparedness Resilience and Response met NHS
England’s core standards for 2015. The self-assessment carried out in
October assessed the Trust to be ‘green’ in 49 out of 55 core
standards. When reviewed by NHS England and South Gloucestershire
CCG in October three of the amber rated standards were approved for
raising to green status. The action plan to address these was included
with the papers.
John Everitt, Non-Executive Director, questioned how often the Trust
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took part in training exercises and Simon Wood, Director of Facilities
said that desk top exercises with other responsible organisations had
taken place every year over the last ten years. Kate Hannam said that
the potential junior doctors action was being addressed through the
business continuity plan.
The Board noted the assurance and asked that assurance on the
actions on the remaining standards be brought to the meeting in March KH
2016.
TB/15/11/18 Quality and Risk Management Committee Report
Robert Mould, Chairman of the Quality and Risk Management
Committee (Q&RMC) presented the report from its meeting held on 16
November 2015. He said that the Board would note the detailed
discussion on the Trust’s preparedness for the CQC inspection. There
was also a list of proposed deep dives for 2016 and he would welcome
any further suggestions.
The Board noted the report and approved the inclusion of the Director
of Operations in the terms of reference for the Q&RMC and the removal
of the Director of Strategy and Transformation.
TB/15/11/19 Finance and Performance Committee Report
Ken Guy, who had chaired the meeting of the Finance and
Performance Committee on 23 October 2015, presented its report.
Andrew Willis spoke of the issues discussed at the meeting held on 24
November 2016 which included:
•

the Winter Plan

•

an approval in principle to a contract with Care UK for use of its
Emerson’s Green theatres to allow neurosurgery RTT targets to
be met

•

theatre productivity on which it asked for a first draft of the
2016/17 theatre utilisation plan in January

•

the transformation in performance of the PFI contract

Andrew Willis said that the Committee had also discussed the
development of a consistent improvement methodology across the
Trust and agreed this was a trust-wide issue.
The Board noted the report and agreed that the Executives should be
asked to define the Trust’s approach to improvement including agreeing
the methodology to be used. The Board asked for a report back to the
Quality and Risk Management Committee.

AY

TB/15/11/20 Trust Management Team
Andrea Young presented the report from the meetings of the
Management Team held on 20 October and 17 November 2015.
TB/15/11/21 Charitable Funds Committee
Ken Guy, Non-Executive Chairman of the Charitable Funds Committee,
presented its report from the meeting held on 3 November 2015. He
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highlighted, in particular:
• the simplified funds structure which brought five special purpose
charities into a single fund making it more appropriate for both
the new operating environment and current designation of funds
and followed Charity Commission guidelines
• the approval given to fund patient televisions from the General
Purpose funds
• a revised investment strategy which required approval by the
Board acting as the Trustees
John Everitt questioned the decision on ethical investment to determine
a restriction should only be applied to tobacco companies. Ken Guy said
that the Committee had received strong advice from the fund managers
not to place many restrictions on their investment decisions and the
Committee had agreed to maintain its extant ethical considerations,
along with cash holding and objectives. Restrictions on investments
would be regularly reviewed by the Committee and Catherine Phillips
said that the Committee would also review its policy on restrictions on
charitable donors.
Acting as the Charitable Trustees, the Board approved the new
charitable fund structure and the investment strategy.
CP
TB/15/11/22 Trust Board and Committee Calendar
The Board approved the meeting schedule for the Board and
Committees for 2016.
TB/15/11/23 Date of Next Meeting
The next meeting was to be held on Thursday 28 January 2016 at
12.30 pm in Seminar Room 4, Learning and Research Centre,
Southmead Hospital
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North Bristol NHS Trust

Trust Board (Public Session)
Action Log 2014
Status
A Agenda - this meeting
O Open
C Closed

ACTION LOG
Minute Ref
Action Action
Meeting
No.
Date
26-Nov-15 TB/15/11/15 25 Chairman and Chief Executive to discuss Winter plan
with Bristol CCG
26-Nov-15 TB/15/11/18 27 Suggestions for Q&RMC deep dives to Rob Mould
27-Nov-14 TB/14/11/13 57 Draft objectives for Equality to be brought to Board in
March

Owner Review Date Status Info.
(s)
PR/AY
28-Jan-16
O

27-Nov-14 TB/14/11/13

Action plan for moving the Trust to Equality Delivery
System 2 grade 'achieving' (green) required.

PJ

Appointments Panel members to be given diversity
training

PJ

27-Nov-14 TB/14/11/13
26-Mar-15 TB/15/03/10

24-Sep-15 TB/15/09/11

58

59
11

18

24-Sep-15 TB/15/09/11

19

26-Nov-15 TB/15/11/09

20

26-Nov-15 TB/15/11/09

21

26-Nov-15 TB/15/11/11

22

26-Nov-15 TB/15/11/13

23

26-Nov-15 TB/15/11/13

24

26-Nov-15 TB/15/11/17

26

All
PJ

Overarching strategy to be approved by Board at first CB
June meeting
Consideration to be given to putting in costs of
outpatient appointments to invitation letters to reduce
DNAs
Board to have sight of work of Patient Experience
Group
Timeline for compliance with Board Statement 10 to
be discussed at January meeting
Volunteer information to be added to Patient
Experience section of IPR
Two or three metrics to be chosen from surveys to
focus on for Patient Experience Improvement Plan
and taken to Q&RMC
Directorates to nominate a number of staff as
advocates in supporting staff in raising concerns
Communication and Education plan for ensuring staff
understand range of options and support through
which to raise concerns to be developed
Action plan progress on four core EPPR standards to
be reviewed

SJ

28-Jan-16
30-Apr-15,
26-Nov-15 &
25-Feb-16
30-Apr-15,
26-Nov-15 &
25-Feb-16
30-Apr-15 &
26-Nov-15
4-Jun-15, 25Jun-15 & 25Feb-16
26-Nov-15

SJ

26-Nov-15

AY

28-Jan-16

SJ

28-Jan-16

SJ

31-Mar-16

O

Completed
To be discussed by Workforce Committee in
Summer and Board in November.
Postponed to early 2016
To be discussed by Workforce Committee in
Summer and Board in November.
Postponed to early 2016
Harry Hayer to lead a Board training session
at end of April meeting. Postponed to
session for Board on 17 December
Postponed to September and then further
postponed following Board away days

C

Patient Panel to be asked for advice and
Outpatients Board to decide

C
O

O

C

C
A
A
O

PJ

25-Feb-16

PJ

25-Feb-16

O
O

KH

31-Mar-16

O

Discussed at November meeting
Item 9
Item 9

North Bristol NHS Trust

Trust Board (Public Session)
Action Log 2014
Status
A Agenda - this meeting
O Open
C Closed

ACTION LOG
Minute Ref
Action Action
Meeting
No.
Date
26-Nov-15 TB/15/11/19 28 Executives to consider an overall improvement
methodology
26-Nov-15 TB/15/11/21 29 Charitable Funds Committee to regularly review
ethical values of the investment portfolio

Owner Review Date Status Info.
(s)
AY
25-Feb-16
O
KG/CP

28-Apr-16

O

North Bristol NHS Trust

Trust Board (Public Session)
Decision Log 2015

DECISION LOG
Meeting Minute
No. Decision
Date
Ref
22/1/15 TB/15/01/14 1 F&PC decision to approve transfer of cellular pathology from UHB to NBT ratified
Action plan response to CQC and updated ED improvement plan in response to warning notice approved for submission
26/3/15 TB/15/03/08 2 with accompanying letter
26/3/15 TB/15/03/09 3 Board compliance statement 10 to continue to be negative
4/6/15 TB/15/05/09 4 2014/15 Final Accounts and Letter of Representation approved
4/6/15 TB/15/05/10 5 2014/15 Charitable Funds Accounts and Letter of Representation approved
4/6/15 TB/15/05/20 6 SOC for Sherston and Kendon car parks approved
30/7/15 TB/15/07/09 7 RTT trajectory approved for submission to TDA with an articulation of the assumptions behind the projection
30/7/15 TB/15/07/09 8 Board compliance statement 10 to continue to be negative
30/7/15 TB/15/07/12 9 Medical Revalidation Annual Report approved for submission to NHS England
24/9/15 TB/15/09/08 10 Aims of 100,000 Genomes Project endorsed
24/9/15 TB/15/09/08 11 NBT Approved as a local delivery partner in the West of England Genomics Medicine Partnership
24/9/15 TB/15/09/08 12 Genomics Project share of management costs of £14,000 approved
24/9/15 TB/15/09/11 13 Board compliance statement 10 to continue to be negative
24/9/15 TB/15/09/15 14 Application for £35.8m cash support from ITFF for 2015/16 approved
24/9/15 TB/15/09/17 15 Sustainable Development Management Plan approved
26/11/15 TB/15/11/11 16 Adoption of NHS Patient Experience Framework approved
26/11/15 TB/15/11/11 17 Objectives and delivery plan for patient experience improvement approved
Chairman of Q&RMC approved as the nominated non-executive director to review reports of concerns and to be the
26/11/15
TB/15/11/13 18 'Freedom to Speak Up Guardian'
Director of People approved as nominated executive director to receive and oversee investigation of concerns and to
26/11/15
TB/15/11/13 19 establish a robust reporting mechanism for concerns
26/11/15 TB/15/11/21 20 Charitable Funds overarching funds structure and revised coding structure approved

Report to:

Trust Board

Date of Meeting:

28 January 2016

Report Title:
Status:

Agenda item:

6

Chief Executive’s Report
Information

Discussion

X
Prepared by:

Eric Sanders, Trust Secretary

Executive Sponsor (presenting):

Andrea Young, Chief Executive

Appendices (list if applicable):

None

Recommendation:
The Trust Board is asked to note the contents of the report.

Assurance

Approval

North Bristol NHS Trust
• 113 junior doctors attended work
• 287 junior doctors did not report for work

1. Purpose
1.1.

To present an update on local and national issues
impacting on the Trust, and to provide an update on
consultant appointments and documents which have
been signed or sealed.

3.4.

2. Background
2.1.

2.2.

4. NBT awarded the ‘Two Ticks’ disability status by
Jobcentre plus again

The Trust Board should receive a report from the
Chief Executive to each meeting detailing important
changes or issues in the external environment (e.g.
policy changes, quality and financial risks in the
health economy, PBR new tariffs etc.).

4.1.

The Trust has been re-awarded the ‘Two Ticks’
disability status for commitment to interviewing all
disabled applicants who meet the minimum criteria
for a job vacancy and considering them on their
abilities; to discussing with disabled employees what
you can both do to make sure they can develop and
use their abilities; to making every effort when
employees become disabled to help them stay in
employment; to taking action to ensure that all
employees develop the appropriate level of disability
awareness needed to make these commitments
work.

4.2.

The Trust has been awarded the symbol again
based on evidence that we review these
commitments every year and assess what has been
achieved, plan ways to improve on them and let
employees and Jobcentre Plus know about progress
and future plans

Following the implementation of a revised approach
to Flash Reporting, the Chief Executive report is now
more focused on the external environment.

3. Junior Doctors – Impact of Industrial Action
3.1.

Members of the British Medical Association (BMA)
undertook strike action from 08:00 on Tuesday 12
January 2016 to 08:00 on Wednesday 13 January
2016 where they provided emergency care only.

3.2.

During this time the Trust setup a command centre
to oversee business continuity and extra cover was
provided by consultants and nursing staff.

3.3.

The impact from industrial action on routine care
was:
•
•
•
•

Further strike action has now been postponed
following further negotiations with the government at
the conciliation service ACAS.

5. NHS Improvement Executive Team Structure

Cancellation of 19 elective inpatients
Cancellation of 13 day case patients
Estimated cancellation of 350 outpatients
26 electives proceeded

5.1.

NHS Improvement has confirmed its Executive team
structure, which will report to the NHS Improvement
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Chief Executive Jim Mackey. The team consists of
the following roles:

2016. There are a number of options which mirror
existing planning boundaries for local acute
provision, the Academic Health Science Network,
Major Trauma Network, local devolution proposals
and for ongoing support to Weston Area Health NHS
Trust.

• executive medical director;
• executive director of nursing;
• executive director of resources/deputy chief
executive;
• executive director of regulation/deputy chief
executive;
• four executive regional managing directors
(covering the North, South, London and the
Midlands and East);
• executive director of improvement;
• executive director of strategy; and
• executive director of corporate affairs
5.2.

5.3.

The roles will be filled from staff affected by the
reorganisation of Monitor, the NHS Trust
Development Authority and NHS England.

6.2.

Once the geographic area has been confirmed,
partners within that area will need to collectively
develop a STP, which would need to be submitted
by the end of June 2016 to cover the period to 2021.

6.4.

Access to money within the £1.8bn sustainability and
transformation fund will be allocated on the basis of
the STP, with “the most compelling and credible
STPs” securing the earliest additional funding from
April 2017 onwards.

6.5.

It is therefore essential that the system develops a
robust plan which attracts this funding to support the
transformational change required in the local health
system.

Appointments are expected to be confirmed in midFebruary 2016.

7. Update on Weston Area Health NHS Trust

6. Sustainability and Transformation Plan
6.1.

6.3.

The NHS national planning guidance, issued in
December 2015, and entitled Delivering the Forward
View: NHS Planning guidance 2016/17– 2020/21,
requires the development of a Sustainability and
Transformation Plan (STP) based on a defined
geography.
The Trust has been in discussion with local system
partners about the boundary for the geographic
area, which needs to be confirmed by 29 January

7.1.

The NHS Trust Development Authority (TDA) have
confirmed that the proposed acquisition of Weston
Area Health NHS Trust (Weston) by Taunton and
Somerset NHS Foundation Trust will not proceed.

7.2.

A sustainability board has been convened to support
Weston, led by NHS England and the TDA. A review
is underway to review the flows of patients into and
out of Weston, current and forecast activity levels
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and income, and consider possible future models of
care.
7.3.

9. Trust Recognised for Leadership in Hospital Food
9.1.

The Trust was represented at an evening reception
with Simon Stevens to discuss improvements in
hospital and staff food. The Trust is recognised as a
national leader for our Soil Association Food for Life
Catering Mark (patient food) and Bronze mark for
staff food.

9.2.

There were lots of ideas for improvement and an
informal network will be established amongst leading
Trusts.

Further updates will be provided to the Trust Board
in due course.

8. South Gloucestershire Health Scrutiny Committee
8.1.

8.2.

8.3.

At the meeting of the Health Scrutiny Committee on
20 January 2016, the Trust presented on its plans to
develop its Pathology Services and merge the
cellular pathology services from the Trust and
University Hospitals Bristol NHS Foundation Trust.

10. New Chair of the Medical Advisory Committee

The positive steps taken by the Trust were noted
and Councillors requested to tour the new Pathology
facility.

10.1. The Board is asked to note that there a new
Chairman for the Medical Advisory Committee,
David Smith, Respiratory Consultant, was duly
elected. Our thanks go to Fiona Donald, outgoing
Chair, in maintaining good open communication
between the Chief Executive, Medical Director and
the consultants in the Trust.

At the same meeting the Health Scrutiny Committee
received a copy of the latest CQC inspection report
into the Emergency Department. The Committee
were pleased to note the improvements described in
the report although recognised that there remained
issues with flow into and out of the hospital and
some patients with complex mental health needs
often waited for longer periods of time in the
department until suitable external support could be
sourced.

11. Recent Consultant Appointments
11.1. The following consultant appointments have been
made since 10 November 2015:
Interview Date

Name

Role

10 November 2015

Hilary Archer and
Catherine
Pennington

Neurology- Dementia

24 November 2015

Breast Elena
Prousskaia
Peregudova

Plastic surgeryBreast
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Interview Date

Name

13. Register Date
Ref. No.

Role

5 January 2016

Helena Burden and
Katherine Warren

Urology

12 January 2016

Helen Audrain

Dermatology

19 January 2016

Ewan Wilson

Plastic Surgery

12. Register of Documents Signed under Seal
12.1. Standing Orders require that the Trust Board will
receive a report on the use of the Trust Seal. The
Trust Seal has been used on the following occasions
since April 2014:
13. Register Date
Ref. No.

Description of Document Sealed

446
447

16.4.14
16.4.14

448

16.4.14

449

22.4.14

450

22.4.14

451

24.4.14

452

30.4.14

453

30.4.14

454

30.4.14

Cossham Hospital road works
Relocation of Disablement Services
Centre/Wheelchair Services
Grant of Sub under leases of retail units at
Brunel
Lease of Part of Learning and Research
(L&R) – NBT & University of Bristol (UoB)
NBT & UoB – Agreement for surrender of
existing leases
Transfer of negotiated title of three buildings
from UoB to NBT
Decommissioning of Frenchay Hospital –
mechanical & electrical services
Refurbishment of Avonmead at Southmead
Hospital
Corporate Office Refurbishment –

455
456

13.6.14
13.6.14

457

16.6.14

458

16.6.14

459

27.6.14

460

27.6.14

461

21.7.14

462

21.7.14

463

21.7.15

464

6.8.14

465
466
467

6.8.14
25.9.14
30.9.14

468

6.10.14

469
470

6.10.14
21.10.14

Description of Document Sealed

Christopher Hancock Building
Lease of rooms at Bradley Stoke Surgery
Contract for Trinity Office Park – Call Centre
refurbishment
Deed of Surrender – A Block Frenchay
Hospital
Deed of Variation – land at Southmead
Hospital
Minor Works – Electrical resilience works at
Southmead Hospital
South Glos Council and Bristol City Council
license for part of 5th Floor, Brunel
Decommissioning Frenchay Hospital – JCT
Standard building contract
Clinical Research Interim Move Monks
Park/Pines and Steps
Minor Works - Maternity High Dependency
Room and Family Room
Deed of Guarantee – Computer Sciences
Corporate for the Lorenzo project
Pathology Phase 1 Telelift Enabling Works
Minor Works – Elgar House additional beds
Lease of Agreement for new Medical
Centre, Eastville
Agreement for Surrender and Deed of
Covenant- BRACE & NBT
Deed of Surrender – BRACE & NBT
BrisDoc Licenses for Occupation –
Cossham Memorial Hospital and Part of
Ground floor antenatal clinic, Southmead
Hospital
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13. Register Date
Ref. No.

Description of Document Sealed

471
472

21.10.14
18.11.14

473

27.11.14

474

27.11.14

475

27.11.14

476

2.12.14

Demolition Works – Frenchay Hospital
License relating to Clifton Rugby Club car
park
South Glos Council/Bristol City Council/NBT
Section 106 Agreement
Conversion of part of Elgar Ward for
Neurosciences Clinical Research at
Southmead Hospital
Maples Building Relocation – Contract
Agreement
Intermediate building contract –
refurbishment of Burden on the Frenchay
site
L&R fit out, ground floor, Southmead
Hospital
Lease Agreement, Unit 25 Osprey Court
Lease Agreement, Farmhouse at Barton Hill
Sale of premises – Buckingham Gardens,
Bristol
Surrender of lease at Trust HQ, Frenchay
Hospital
Letter to Paul Wilmshurst re application to
register land at Frenchay Hospital
Pathology Building Phase 1 refurbishment
works
Deed of Variation – Buckingham Gardens
Agreement for Lease – Elgar House
Lease – Elgar House
Collaboration Agreement – Elgar House
Supplementary Agreement relating to the
project agreement for the development of

477

7.1.15

478
479
480

24.2.15
24.2.15
10.3.15

481

10.3.15

482

10.3.15

483

24.3.15

484
485
486
487
488

24.3.15
31.3.15
31.3.15
31.3.15
15.4.15

13. Register Date
Ref. No.
489

11.5.15

490

11.5.15

491

11.5.15

492

19.5.15

493

19.5.15

494

19.5.15

495

2.6.15

496

25.6.15

497

30.6.15

498

30.6.15

499

4.8.15

500

4.9.15

501

4.9.15

502

22.9.15

503
504

13.10.15
13.10.15

Description of Document Sealed

the site for Southmead Hospital
Minor Works Building contract – Multi
Disciplinary Team Room
License for part of the Operations Centre,
Brunel
Lease Agreement – Specialist Children’s
Centre, Illminster
License for part of the Operations Centre to
BrisDoc
License to make alterations, 25 Osprey
Court
Lease of part of Whitefriars for Purchasing
& Supply
Transfer of land at Frenchay from Sec. of
State to NBT
Minor Works – refurbishment of Unit 25,
Osprey Court
Carillion/NBT/The Hospital Company:
Continuous Improvement Guarantee
Carillion/NBT/The Hospital Company:
Settlement & Variation Agreement
Minor works – Speech Language and
Therapy Research & Pines and Steps
Transfer of Macmillan Therapist from NBT
to UHB
Sale and Purchase Agreement of Frenchay
Hospital site
Minor works – Refurbishment of Unit 25
Osprey Court
Demolition works – Frenchay Hospital
Minor works – Central Delivery Suite
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13. Register Date
Ref. No.
505

26.11.15

506

11.11.15

507

26.11.15

508

26.11.15

509

26.11.15

Description of Document Sealed

replacement chiller plant
Deed of Variation – provision of Pathology
managed equipment services
Novation Agreement – software system for
UHB to NBT
Deed of Assignment – Hope Farm,
Thornbury
Deed of Variation between Robert Norman
Woodward & NBT
Frenchay Park House Disposal

14. Recommendations
14.1. The Trust Board is asked to note the contents of the
report.
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Care Quality Commission (CQC) report dated 27/11/2015 for North Bristol NHS Trust Urgent and
emergency services

Recommendation:

The Trust Board is recommended to review the significant improvements made in the Emergency Department, as supported by the findings
within the CQC Inspection report dated 27 November 2015 and in particular the statement that the Warning Notice conditions have been ‘fully
met.’

North Bristol NHS Trust

3.

1. Purpose
1.1

This paper provides the Trust Board with a copy of the CQC’s
inspection report on the quality and safety in the Emergency
Department at Southmead. It reflects the outcomes of the follow up
inspection conducted on 12th and 13th October 2015.

1.2

The key aspects have previously been communicated through the
Integrated Performance Report and during Board preparation for the
full CQC Inspection in December 2015.

2.

Emergency Department Re-inspection & Warning Notice

3.1 For context it is worth noting that the re-inspection in December
was undertaken on a Monday and Tuesday during an extremely
busy period for the ED, with the added complication of the Trust’s
PAS system, Cerner, being unavailable during much of that time,
requiring the use of business continuity plans and downtime forms.
3.2 Despite the particularly challenging operational context, it is
extremely positive to note that the CQC were able to confirm
that the Warning Notice conditions had been fully met and
therefore no longer apply to the Emergency Department.

Background

2.1 The Trust was subject to a full CQC inspection as part of the routine
programme, which was conducted in November 2014. Following the
inspection, a Warning Notice was issued by the CQC in respect of the
Emergency Department, dated 16 December 2014. Further
unannounced visits on 7, 8 and 18 May, did not show sufficient
improvement. Consequently NHS England convened a Risk Summit
which took place on 22nd June 2015.

3.3 The full report is provided as Appendix A to this summary paper
and can also be located publicly at;
http://www.cqc.org.uk/sites/default/files/new_reports/AAAE6505.pdf
3.4 Overall highlights (quoted directly from draft report) included;
• “The warning notice was fully met although there were some
areas which required improvement.”
• “Patients in the seated assessment area who were waiting for
extended periods of time had appropriate clinical risk
assessments carried out.”
• Patients requiring mental health assessments, still remained in
the Department, however they were situated in the most
appropriate location. “
• “Staffing levels were increased at times of predictable surges in
activity.”
• “The flow within the emergency department and emergency
zone was much improved.”
• “Governance was effective. Risks were properly managed and

2.2 Further improvement actions within the Emergency Zone have
progressed since the May inspection and were outlined at a second
Risk Summit on 9th October 2015.
2.3 Following this, the CQC completed a further unannounced review of
the Emergency Department, which was undertaken on 12th and 13th
October 2015.
2.4 The CQC also advised, on 25th September 2015, that they would be
conducting a further ‘full’ inspection between 8th and 10th December
2015, which has now concluded. The draft report will be received in
mid February 2016.
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•

3.5

evaluated and learning was shared. Information was effectively
cascaded to the board and the managers felt well supported.”
“Leadership within the emergency zone remained strong
and the clinical lead, matron and ward manager worked
cohesively.

across the health and social care system focusing on a range of
measures to address ‘improving flow.’ Examples of this include
the Integrated Discharge Service, the Discharge to Assess
pathways and the implementation of Whiteboards and
strengthened Board rounds within the trust.
•

Four areas where the report says the Trust should make further
improvements were to;
•

Ensure that all care records are completed appropriately and
filled in at the time of completion to contain an accurate record of
care.

•

Ensure that there is adequate visibility of all patients in the
waiting room to manage unpredictable risks.

•

Ensure that there is continued focus on improving flow
throughout the hospital to support the emergency department in
maintaining and improving performance.

•

3.7

The December 2015 re-inspection included the Emergency
Department within its scope. This included review during the
main visit between 8-10 December and also a follow up spot
check completed on 16 December.

3.8

Verbal feedback provided by the CQC at the end of the main
visit provided positive overall comments on the progress made
by the Trust since the November 2014 inspection. Receipt of a
draft report is anticipated from the CQC for Factual Accuracy
review on 17 February 2016.

Ensure that all patients receive an assessment in line with Royal
College of Emergency Medicine (RCEM) guidance and that this
is clearly documented.

3.6 These actions are captured within the Trust’s ongoing plans as
follows;
•

Improved completion of care records, including the
assessments recommended by the RCEM, has been
demonstrated through daily audits and weekly reviews of a
Quality Dashboard. Further improvements have been made
with the adoption of new care records through the SHINE
project, which has been successfully implemented in the UH
Bristol Emergency Department. This is supported by the West
of England Allied Health Science Network.

•

There is a significant ongoing programme within the Trust and

The Emergency Zone has been further refined since the
October inspection and this has been discussed in detail with
the CQC and observed within their follow up inspection in
December. This includes ensuring that visibility of all patients in
the waiting room is sufficient to ensure their safety.

4.

Recommendation

4.1

The Trust Board is recommended to review the significant
improvements made in the Emergency Department, as supported
by the findings within the CQC Inspection report dated 27
November 2015 and in particular the statement that the Warning
Notice conditions have been ‘fully met.’
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Southmead Hospital Bristol
Westbury-on-Trym
Bristol
BS10 5NB
Southmead Hospital Bristol
Southmead Hospital
Westbury-on-Trym
Bristol
BS10 5NB
Tel:01179505050
Website:www.nbt.nhs.uk/our-hospitals/
southmead-hospital

Date of inspection visit: 12 and 13 October 2015
Date of publication: This is auto-populated when the
report is published

This report describes our judgement of the quality of care at this hospital. It is based on a combination of what we found
when we inspected, information from our ‘Intelligent Monitoring’ system, and information given to us from patients, the
public and other organisations.
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Summary of findings
Letter from the Chief Inspector of Hospitals
We undertook this focused inspection to follow up the concerns identified in the warning notice served in December
2014, therefore rating of the service as a whole did not change. A further follow up inspection of North Bristol Trust is
scheduled for December 2015 where the ratings for the service will be reviewed.
Our key findings were as follows:
• The warning notice was fully met although there were some areas which required improvement. During our
inspection the department was under significant pressure due to a higher number of ambulances arriving than usual
and also because the hospital computer system had an intermittent fault and was not working properly. This had an
impact on the ability of staff to swiftly assess and treat patients within the department. Despite this staff coped well
with the challenges and provided care as promptly as possible.
• Patients were seen to have a prompt assessment on arrival and were prioritised for treatment, although we did see a
smaller number of patients who were not assessed and treated within the department within 15 minutes of arrival.
• The majority of patients had their needs met in a timely manner. We saw one patient who did not receive antibiotics
when they should have.
• Patients in the seated assessment area, who were waiting for extended periods of time, had appropriate clinical risk
assessments carried out.
• Patients requiring mental health assessments, still remained in the department. However, they were situated in the
most appropriate location. The department had increased the hours that the mental health liaison team provided
support. Further improvements in this were required.
• Privacy and dignity had been improved within the department. However, the inherent risk of privacy and dignity not
being maintained when patients are waiting in the corridor remained.
• Staffing levels were increased at times the department knew that it was likely to be busy. As a result of this additional
staff called down from wards were not asked to do anything beyond their skill or experience. Nurse practice
educators had been employed within the department to support new and existing staff.
• Performance against the 4 hour target had greatly improved and was consistently just below the 95% target. The
target was achieved during the months of June, July and August 2015.
• The flow within the emergency department and emergency zone was much improved. Further improvements in
patient flow throughout the hospital are needed to support the department in maintaining and improving
performance.
• Governance was effective. Risks were properly managed and evaluated and learning was shared. Information was
effectively cascaded to the board and the managers felt well supported.
• Relationships had improved greatly which reduced the pressures on the emergency zone.
However, there were also areas where the trust needs to make improvements.
The trust should:
• Ensure that all care records are completed appropriately and filled in at the time of completion to contain an
accurate record of care.
• Ensure that there is adequate visibility of all patients in the waiting room to manage unpredictable risks.
• Ensure that there is continued focus on improving flow throughout the hospital to support the emergency
department in maintaining and improving performance.
• Ensure that all patients receive an assessment in line with Royal College of Emergency Medicine guidance and that
this is clearly documented.

Professor Sir Mike Richards
Chief Inspector of Hospitals
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Summary of findings
Our judgements about each of the main services
Service
Urgent and
emergency
services

Rating

Why have we given this rating?
The warning notice was fully met although there were
some areas which required improvement. Patients were
seen to have a prompt assessment on arrival and were
prioritised for treatment. Staffing levels were increased
at times of predictable increases in activity. As a result of
this additional staff called down from wards were not
asked to do anything beyond their skill or experience.
Performance against the 4 hour target had greatly
improved and was just below the 95% target. The target
was achieved during the months of June, July and
August 2015. Patients had their needs met. Privacy and
dignity had been improved within the department.
However, the inherent risk of privacy and dignity not
being maintained when patients are waiting in the
corridor remained. Governance was effective. Risks were
properly managed and evaluated and learning was
shared. Information was effectively cascaded to the
board and the managers felt well supported.
Relationships had improved greatly which reduced the
pressures on the Emergency Zone.
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Services we looked at
Urgent and emergency services
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Detailed findings
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Background to Southmead Hospital
North Bristol NHS Trust is an acute trust located in Bristol
providing hospital and community services to a
population of around 900,000 people in Bristol, South
Gloucestershire and North Somerset. In addition
specialist services such as neurosciences, renal, trauma
and plastics/burns are provided to people from across
the South West and in some instances nationally or
internationally.

In May 2014 the Brunel building on the Southmead
Hospital site opened. This was a significant event with the
majority of services moving from the ‘old’ Southmead
Hospital and Frenchay Hospital sites into this new
building.

Our inspection team
Our inspection was led by Catherine Campbell and
Amanda Eddington, Inspection Managers, Care Quality
Commission.

The inspection team comprised of two CQC inspection
managers, two CQC inspectors and one specialist advisor.
The specialist advisor was a senior emergency
department nurse.

How we carried out this inspection
The inspection was conducted unannounced. We visited
on the 12 and 13 October 2015. We spoke with nursing
and medical staff, ambulance personnel, support staff,
patients and relatives and the service management team.
We reviewed information provided by the trust requested
during the inspection. We also reviewed information we
hold about the trust.

The inspection focused on the issues in the warning
notice served in December 2014 therefore rating of the
service as whole did not change. A further follow up
inspection of North Bristol Trust is scheduled for
December 2015 where the ratings for the service will be
reviewed.
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Facts and data about Southmead Hospital
Southmead Hospital has 1,024 beds and approximately
7,600 staff who provide healthcare services to the
residents of Bristol, South Gloucestershire and North
Somerset which has a combined population of around
900,000 people.
CQC inspection history:
North Bristol NHS Trust had a total of 13 inspections since
registration. Five of these had been at the old Southmead
site. In May 2011 a themed inspection was undertaken
specifically looking at dignity and nutrition. The
outcomes inspected were met although there were some
areas for improvement identified. In September 2011 a
routine inspection identified minor concerns relating to
safeguarding people who use the service from abuse,
staffing, and informing CQC of notifiable issues. In March
2012 a themed inspection was undertaken specifically

looking at terminations of pregnancy and the trust was
found to be meeting the required standards. In January
2013 a further routine inspection was undertaken and
concerns were identified relating to the management of
medical records which was followed up in July 2013 and
showed compliance with the standard.
A new style comprehensive inspection of the hospital was
undertaken in November 2014. Concerns were identified
in relation to the safe care and welfare of patient within
the Emergency Zone and the Ambulatory Emergency
Unit. We served a Warning Notice in December 2014
regarding this.
A focused follow up inspection of the Warning Notice was
conducted in May 2015 which found that the Warning
Notice was not met in full.
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Urgentandemergencyservices

Urgent and emergency services
Safe
Effective
Responsive
Well-led
Overall

Information about the service
Urgent and emergency services were provided to people
across Bristol, South Gloucestershire and North Somerset
24 hours a day, seven days a week in the emergency zone
at Southmead Hospital. Managed within the trust medical
directorate, the emergency zone opened in May 2014. The
service consists of a number of areas, co-located in the
purpose built Brunel Building. These were the emergency
department, the acute assessment unit, the minors’ area,
and the seated assessment area which was due to become
the emergency department observation unit on 4
November 2015. As a major trauma centre and regional
specialist centre for burns and plastic surgery, the hospital
had a helipad. An operations centre provided a central
point of access for telephone referrals and all admissions.
The standard operating procedure expected to provide
emergency care and treatment to about 103,000 adults
with serious and life-threatening emergencies a year.

observations or treatment, but were not expected to
require an overnight stay. There was space for patients who
had been assessed in the emergency department to wait in
an area known as ‘the corridor’, previously known as ‘the
crossroads’. This area was a corridor with six cubicles and
seating space for patients who had been assessed by a
doctor in the emergency department and where
ambulance crews offloaded patients entering the
department. Adjacent to emergency department was a
64-bed acute assessment unit (AAU) for the assessment
and stabilisation of acute medical patients for the first 24
hours of their stay.
There was a dedicated imaging suite providing plain X-ray,
CT and ultrasound.

There were six resuscitation cubicles (including one for
children) and 14 major cubicles. The minors area provided
treatment for illness and injuries that were not life
threatening, but still needed prompt treatment. This
included minor head injuries or suspected broken bones.
There were 11 ‘see and treat’ cubicles in this unit.
The paediatric emergency department at Bristol Royal
Hospital for Children was the centre for the treatment of
children with major injury or illness. Southmead Hospital
provided only a minor injury service for children, seeing
approximately 360 children a month. Seriously injured or
unwell children who presented at the department were
seen and, if appropriate, transferred to Bristol Royal
Hospital for Children.
The seated assessment area had 16 reclining chairs to
accommodate patients who required an urgent specialist
opinion, rapid assessment, diagnostic investigations,
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Summary of findings
The warning notice was met in full although there were
some areas which required improvement.
At the time of our inspection the emergency zone (EZ)
was under extreme pressure. We found that there was a
spike in activity from both patients walking to the
emergency zone and from ambulance admissions. The
computer systems were not working properly
throughout the day. This resulted in it taking longer for
staff to assess, diagnose and treat patients. However, we
found that the department coped with this well.
We found that patients were receiving assessment in a
timely way. Patients were prioritised as they entered the
department and those who presented with greatest risk
were seen swiftly. Patients were receiving timely
analgesia which was regularly reassessed during their
time in the emergency zone. Staffing was increased
during predicted increases of activity with additional
staffing introduced during peak times in a timely way.
Access and flow within the emergency zone were much
improved from our inspection May 2015. The number of
4 hour breaches had significantly reduced. However,
further improvements in flow throughout the hospital
were needed to support the emergency zone.
Patients had their needs met. Privacy and dignity had
been improved within the department. However, the
inherent risk of privacy and dignity not being
maintained when patients are waiting in the corridor
remained.
Senior staff in the emergency zone were well supported
by the divisional and executive teams and held weekly
meetings to discuss the performance of the department.
There were daily emergency zone meetings where the
previous day’s performance was discussed and lessons
learnt shared.

Are urgent and emergency services safe?
Incident reports demonstrated much reduced of
overcrowding and subsequent harm to patients compared
to May 2015. Opportunities to protect vulnerable adults
were identified and acted upon. Patients were promptly
assessed and appropriate risk assessments were
conducted. Nursing and medical staffing numbers were
increased to reflect predictable spikes in activity reducing
the waiting times for patients in the department.

Incidents

• Incident reports demonstrated much reduced
overcrowding and subsequent harm to patients. Staff
reported incidents via the electronic incident reporting
system and incident reporting was encouraged. In May
2015 we reviewed incidents from 1 February 2015 to 20
May 2015 and found that of a total of 418 incidents in
this time 115 (28%) were regarded as being of moderate
impact and 23 (6%) were regarded as major or
catastrophic. In October 2015 we reviewed data
between May 2015 and September 2015 and found that
out of a total of 433 incidents in this time 46 (11%) were
regarded as being of moderate impact and nine (2%)
were regarded as major. No incidents were regarded as
catastrophic.
• Of the nine incidents regarded as major, three were as a
result of capacity in the department. Two incidents
occurred on 5 September 2015 where there were
extensive delays for patients requiring a bed in a secure
location under the mental health act. One patient
waited for 11 hours, another waited for 14 hours and a
third waited for 30 hours for an appropriate bed. On 22
September 2015 it was reported that there were
excessive numbers of breaches in the 4 hour target
within the emergency department as 15 patients
required beds in the hospital.

Environment and equipment

• In May 2015 we found that in the reception area of the
emergency department all chairs had been turned to
face the minors area of the emergency department to
allow better visibility by staff of patients while waiting to
be seen. During our first inspection day we found that
five chairs were facing away from the minors area. We
were told by senior nursing staff that this may had been
done during cleaning, as the chairs could easily be
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moved, and would be turned back. However, when we
visited on 13 October they still had not been moved.
Despite this the visibility of patients within the waiting
area had improved since November 2014.

Records

• We looked in nine patient records and found that six
were completed appropriately. One patient’s record had
observations written in pencil. This means that they
could easily be removed from the record. In a second
patient’s record we found that there was no time of
triage and did not find an observational chart and also
found that there were no nursing observations recorded
in a four hour period. However, in the remaining seven
sets of notes we found comprehensive recording of
observations and nurses documentation. In a third
patient’s record we found that neurological
observations were not done in a timely way and that
they were recorded retrospectively in the notes.
• These records were highlighted in the daily debrief
meeting by senior staff in the department. Support for
new staff involved was to be provided by the nurse
practice educators within the department.
• The trust had reviewed the documentation for patient
episodes in the emergency department and a new
format of documentation was being implemented in the
week following our inspection. This documentation
prompted staff to carry out observations at the
appropriate point in time. This had been adapted from
the documentation in use at another trust.

Safeguarding

• We observed that when patients attended the
emergency zone they were all spoken to on arrival and
any concerns were listened to. Staff went back to
patients to keep then up dated during their time in the
corridor. There was one patient who attended that was
intoxicated and the ambulance crew had some
concerns about the reasons behind this. This patient
was prioritised and was moved into a majors cubicle
within ten minutes. This had improved from our
inspection in May 2015 where, although staff had a good
understanding of the safeguarding principles, we
observed one incident where a patient at risk left the
department prior to having an assessment. They had
been waiting for an assessment for one hour and thirty
minutes.

Assessing and responding to patient risk

• Improvements had been made in the assessment and
prioritisation of patients entering the emergency zone.
This was as a result of a change in the flow of patients
arriving by ambulance through the emergency zone.
Rather than patients waiting in the corridor to be
assessed and treated in the majors area, patients were
greeted by the nurse in charge of the corridor area and
swiftly guided through into the majors area. We saw that
patients coming to the hospital by ambulance, were
seen quickly during the day. Patients who were at risk
were moved to the most appropriate area. For example,
we saw one patient who was pale and in obvious pain.
They were quickly moved to the acute assessment unit
for further observations. When the department got
busier nurses talked with the ambulance crews and the
patients on arrival to prioritise those at greatest risk.
• All patients arriving in the department by ambulance
had an initial undocumented assessment by the nurse
in charge in the corridor. This was to ensure that the
patients were appropriately prioritised for treatment.
We observed that most patients were swiftly moved into
the majors’ area. Between 10 August 2015 and 4 October
2015, 81% of patients arriving by ambulance were
handed over to emergency department or acute
assessment unit staff within 15 minutes. Data for the
two months prior to our inspection identified that 75%
of patients attending by ambulance had a formal
documented assessment within 15 minutes of arrival in
the department and all patients were triaged within one
hour of arrival. This was an improvement on the
timeliness of patient assessment.
• There were no more than seven patients awaiting triage
at any one time during our inspection. This was during
the period of time that the computer system was not
working. In May 2015 there were at one point 22 patients
awaiting handover and triage in the corridor area. This
was as a result of the improved flow through the
department.
• We saw some delays in the assessment and responding
to patient risk. For example, one patient had their
antibiotics delayed because there were delays in taking
observations. Despite a high temperature, they were not
reassessed. This resulted in an hour delay in their
treatment. In another patient’s record it was recorded by
the ambulance team that the patient’s blood glucose
was high. It was not repeated or recorded in the patients
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notes until two hours after their arrival. This was
highlighted in the daily debrief meeting and nurse
practice educators were to provide support to the
members of staff involved.
Patients who had been assessed and treated in the
majors area and were considered safe were moved into
the corridor. Although this had improved since our
inspections in May 2015 and November 2014, the two
cubicles used, did not have any access to call bells or
oxygen and visibility to the nurses station was obscured.
If a patient required assistance they would have limited
means of communicating this to staff. However, nursing
staff walked past this area and observed patients
regularly, attending to them as necessary.
There was clear assessment and monitoring of patient
risk at regular intervals throughout the corridor, majors
and resus areas of the emergency department. In
contrast to our inspection in May 2015, we saw that shift
coordinators were regularly walking around each area to
identify where patients could be moved. We saw an
example where two patients in the corridor required
majors cubicles. Discussions were had as to who could
be moved out and quickly a decision was made. One
patient went into the seated assessment area and
another went into a crossroads cubicle freeing up the
space for the unassessed patients. All of these decisions
were appropriate based on the risk posed to the patient
at that time. Senior doctors led reviews of the patients
within the corridor, majors and resus areas, to monitor
and prioritise patients on a regular basis. The frequency
of this increased during busy periods, although staff
were hampered by the failure in the computer system.
We observed a tannoy system in operation where staff
were required to attend a particular unit or patient. This
was regularly used to update all staff as to the ongoing
situation with the computer system failure.
In November 2014 patients spent long periods of time in
the seated assessment area without clinical risk
assessments. In May 2015 we saw that this was still
ongoing. In October 2015 we found that as a result of
the acute assessment unit receiving medically expected
patients straight from the ambulance crews capacity
was greatly freed up in the seated assessment area. We
reviewed three sets of records and found that they all
had appropriate risk assessments, which were repeated
if necessary. Patients we spoke with said they were well
looked after by the staff and were regularly offered food
and drink. We also observed consultants doing a board

•

•

•

•

•

round there. There were clear plans in place for the
development of the seated assessment area into the
emergency department observation unit from 4
November 2015, which would further improve the
monitoring of patient risk within the department.
We saw that patients were no longer waiting for
extended periods of time unnecessarily in the seated
assessment area. When we arrived at 1pm all 15 chairs
were in use. By midnight all patients who were awaiting
a bed were transferred out and the area was being used
as an observational area for emergency department.
There was only one patient who was waiting overnight
in this area, but this was the patient’s choice and
monitoring was in place.
In October 2015 we found that the protocols regarding
mental health support were being followed and patients
were appropriately placed within the department. There
had been an improvement in the timeliness of mental
health assessment, although further improvement was
required. The hours that mental health services were
going to be delivered were to be extended to between
7am and 9pm. In the records we looked in all patients
who required a mental health assessment had the
appropriate matrix risk assessment.
During the inspection May 2015 the introduction of a
‘streaming’ nurse who would remain at the reception
area to redirect patients to primary care if necessary was
introduced. However, the impact was not assessed. In
October 2015 this role has changed to a ‘hello nurse’. On
the days of our inspection this post was not filled as staff
were required elsewhere. We were also told that during
periods of heightened activity this person was usually
the first to be moved as it posed the least risk to the
patients.
Receptionists used a red flag system to alert staff of any
concerns regarding patients presenting and had
received additional training in this. We observed a
receptionist getting the attention of nurses when a
patient presented at reception who was unwell and
needed immediate medical attention.
There were two triage nurses in the minors area of the
department. This was working effectively and ensured
that all patients were seen in a timely way to maintain
the good compliance with the target seen in May 2015.

Nursing and Medical staffing

• During the inspection in May 2015 we saw that there was
no consideration of changing staffing levels at times the

10 Southmead Hospital Quality Report This is auto-populated when the report is published

Urgentandemergencyservices

Urgent and emergency services
department knew that it was likely to be busy. This
meant that when demand was at its greatest there were
no additional staff rostered to work in the department.
We found in October 2015 that additional staff had been
introduced during these times including extra twilight
staff on a Saturday, Sunday, Monday, and Tuesday. An
extra consultant was introduced for a Monday between
4pm and 11pm in a supernumerary capacity. On a
Sunday, Tuesday, Wednesday and Thursday two
additional consultants were on duty. On a Monday three
additional consultants were on duty.
• We looked at staffing data for the six weeks prior to our
inspection in October 2015. This was analysed and
discussed on a daily basis by the managers of the
emergency zone and risk rated as black, red, amber or
green. Staffing was rated as green 21 (50%) times, amber
21 (28%) of the time, red 8 (19%) times, and black once.
On the one occasion that the department was rated as
black they were short of four senior house officers.
However, mitigating actions were taken as a result to
ensure patient safety.

Are urgent and emergency services
effective?
(for example, treatment is effective)
We saw that pain was effectively assessed and that
analgesia was promptly administered. We didn’t see
anyone in the corridor who was in pain and wasn’t being
appropriately managed. Audits had improved since May
2015 and compliance was consistently high. Staff who were
brought into the department to support at times of
overcrowding worked responsibly and within their ability.

Pain relief

• Patients who were in pain were quickly assessed and
either taken into the emergency department or were
given prompt analgesia. We didn’t observe anyone in
the corridor in pain who was not being appropriately
managed. We saw the nurse in charge of the crossroads
area, checking that people were not in pain when they
arrived in the department.
• We looked at nine sets of patient records and found that
they all had their pain charts completed and analgesia
administered in a timely way.
• Of the records we looked at patients in majors received
effective assessment of pain on average within 12

minutes. These patients were considered at a higher risk
so received a prompt assessment and intervention.
Patients in the corridor received an assessment on
average in 59 minutes. Of these patients 75% did not
require any form of pain relief.
• There was a daily audit of five patient records in the
emergency department and five patient records in the
seated assessment area. Data from 13 July 2015 to 20
September 2015 showed that 93% of patients in the
emergency department and 99% of patients in the
seated assessment area received pain assessments in
under 20 minutes. In the same two month 92%of
patients in the emergency department and seated
assessment area received analgesia, in under 60
minutes.

Competent staff

• During a spike in activity in the corridor a “standard
operating procedure nurse” was requested. This is when
the emergency zone requests wards to move one
member of staff to the emergency zone to assist. When
we inspected in May 2015 the nurse sent did not have
the appropriate skills to manage the demands of the
department. In October 2015 a standard operating
procedure nurse was requested and two supernumerary
nurses quickly attended from wards in the hospital.
Although, neither of them had much emergency
experience they were quickly orientated by a senior
nurse and given tasks within their capacity to do safely.
These included taking observations, going around the
department with the drinks and food trolley, cleaning
empty cubicles and beds.
• During the day we saw that an additional nurse from a
cardiology ward was assisting in the corridor. This
individual was confident in the role they could perform
and their responsibilities. This included taking
observations and cleaning empty cubicles and beds.
• The trust had employed three nurse educators within
the emergency zone to provide training and support to
all staff but particularly to newly qualified staff. This was
seen to have had a positive impact on the care delivered
by staff. It also enabled swift support for individual staff
members where care and treatment was not delivered
as they would wish.

Multidisciplinary working

• As part of the emergency zone quality improvement
action plan handovers were changed in July 2015.
Previously handovers were based around the computer
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with no visualisation of patients by nurses and doctors
in charge. During our inspection we saw that handovers
were done at the bedside to ensure this initial contact
with the patient was made. This allowed for good
multidisciplinary working between nurses, doctors, and
the patients and as a result we saw that issues were
quickly identified and acted upon. However, we saw
that during this time the lead co-ordinator in emergency
zone did not attend this.
• We saw a handover taking place in the corridor where
doctors, nurses from emergency zone, resuscitation, the
corridor, the matron and the on call manager discussed
patients individually and decided the best place for
them to be and how they would achieve this. This
meeting was completed within 5 minutes and
highlighted the efficiency of this process.

Are urgent and emergency services
responsive to people’s needs?
(for example, to feedback?)
We reviewed the access and flow of patients through the
emergency zone (and found there were significant
improvements since our inspection May 2015. Performance
against the four hour target had improved and patients
received a timely triage within the department into the
appropriate area based on risk. Medically expected
patients were moved quickly into the acute assessment
unit reducing additional pressure from the emergency
zone.

Meeting people’s individual needs

• In May 2015 people with mental health problems were
waiting too long for assessment under the Mental
Health Act 1983. Between December 2014 and May 2015,
79 out of 186 patients (42%) who attended the
emergency department with mental health issues spent
more than four hours in the department. Sixty eight of
these (38%) were delayed because they were waiting for
an assessment under the Mental Health Act 1983. This
concern was identified on the emergency department
quality improvement action plan which stated that a
mental health strategy was to be developed by October
2015 however this had not been completed.
• During our follow up inspection May 2015 the corridor
area of the emergency department was cold whilst
patients were receiving assessment care and treatment.

The ambulance doors were frequently open, allowing
cold air into department. During our inspection October
2015 we found that the area was warm and patients we
spoke to were comfortable with the temperature in the
corridor. We observed that as a result of improved flow
in the department there were fewer ambulance crews
waiting by the doors resulting in the doors remaining
closed.
• Occasionally basic observations (taking a patient’s
blood pressure) were carried out by nurses or
ambulance crews in the corridor area. Where more
invasive tests were required, for example a blood test,
this occurred in one of four private cubicles. Although
staff worked to ensure that patients’ privacy and dignity
was maintained, we observed one patient trying to
sleep on a bed in the corridor for over an hour and did
not have any screens to ensure privacy.
• Confidential conversations could be overheard in the
corridor and patients who were waiting in beds who had
been assessed in the emergency department did not
have access to curtains and had limited access to
screens compromising privacy. For example, we
observed that conversations between physiotherapists
and a patient in this area could easily be overheard. We
also found that conversations at the nurse’s station
could be overheard by patients sat in the corridor.

Access and flow

• Performance against the four hour target from
December 2014 to April 2015 ranged from 83% to 86%.
We found this had much improved. In the two month
period prior to the inspection the average compliance
rate was 94% (an improvement of 8%), just under the
95% national target. On the day of our inspection due to
the surge in activity and the issues with computer
systems there was a drop in compliance to 82%.
• As a result of the computer issues it was taking longer to
triage patients in the minors area. We found it was
taking up to 40 minutes to triage a patient as paper
records were required. However, the flow through the
minors department was greatly improved from that
seen in November 2014.
• During our inspection in May 2015 rapid assessment and
treatment (RAT) was being trialled in the emergency
department with positive results. We saw example in
October 2015 where this meant that patients were
getting timely assessment, diagnosis and treatment for
example getting analgesia quickly or being sent for
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computed tomography (CT) scans. Due to
improvements in the flow of the department this was
used less regularly. It was used during our inspection
due to delays with computer systems breaking down.
However, as a result of the IT systems breaking it took
up to an hour longer to complete this process. One
consultant described it as “wading through treacle”.
• Flow through the emergency department was greatly
improved from that in May 2015. During the day patients
were quickly assessed by a competent experienced
nurse in the corridor and taken into emergency
department where they had further assessment and
treatment. As the department became busier there were
patients waiting to be assessed in the corridor, but, they
were all initially assessed, prioritised and were taken
into emergency department in a timely way. Patients
who were assessed and were awaiting further
investigations were either moved from the emergency
department into the corridor if appropriate or into the
seated assessment area creating capacity for incoming
patients. At any one time there were no more than
seven unassessed patients in the corridor. All of which
were being monitored either by nursing staff or
ambulance crews.
• In May 2015 we reviewed the escalation status for the
department between December 2014 and May 2015.
The department was reporting red escalation (“regularly
unable to function as normal and verging on unsafe for
periods of time”) 35% of the time and reporting black
escalation (“dangerous for a sustain period of time
(more than two hours) and where normal care is not
possible) 35% of the time. In October 2015 we reviewed
the escalation status for the previous two months and
found the department was reporting their maximum
escalation status during the day as, red escalation 30%
of the time and reporting black escalation 40% of the
time. The maximum escalation status may have been
for a short or long period of time. During our inspection
black escalation was called, which was directly affected
by IT complications. However, this was managed well
and the corridor was quickly brought back to a safe
level.
• Between April 2015 and September 2015 there were
10,432 ambulance handovers in the hospital. Of these
patients 8853 were triaged within 15 minutes and 21
were triaged after an hour of waiting. During our
inspection in October 2015 there was a unusually high
number of patients attending the emergency zone by

ambulance. In the 2 months prior to the inspection the
average number of patients attending in a day had been
69 patients admitted by ambulance. During our visit 83
patients admitted by ambulance. Flow into the
appropriate area had improved with 75% of patients
being seen within 15 minutes and 93% being seen
within 30 minutes.
• The ambulance service had agreed a process, known as
the ambulance standard operating procedure which
allowed ambulance crews to leave patients in the
department if they had been waiting in excess of 30
minutes for handover. Between January 2015 and May
2015 this had been implemented on 21 occasions.
Between May 2015 and October 2015 this had happened
only 3 times. One of these occasions was during our
inspection. The standard operating procedure should
be enacted after only four hours of time collectively
spent by ambulance crews in the EZ. During our visit it
was enacted after 14 hours of time collectively spent in
department to ensure the safety of the patients. We
were told that it was enacted because the risk to
patients waiting for an ambulance was greater than
those in the hospital.

Are urgent and emergency services
well-led?
We found a positive and reflective process for managing
risk and governance in the department. Daily meetings
took place to review performance and lessons learnt were
shared. Information was escalated appropriately to the
board. We observed strong leadership and staff were
informed of proposed changes to the seated assessment
area. Staff we spoke with were positive about working in
the Emergency Zone.

Governance, risk management and quality
measurement

• Performance within the department was reported
weekly to the Bristol and South Gloucestershire Clinical
Commissioning Groups. Activity and clinical governance
was also reviewed at divisional and board level
performance meetings.
• Performance was reviewed daily by the clinical lead,
matron, and ward manager and a daily debrief chart
was filled in. This chart examined four hour
performance, ambulance turnaround times, the number
of patients in crossroads, internal escalation levels as a
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result of flow through the department, staffing levels,
transfers and the results of daily audits conducted. This
was then risk rated (as black, red, amber or green) to
provide an overall performance score for the previous
day. This is was then reflected upon and lessons were
learnt and shared.
• During this meeting three individual patients were
discussed to be at risk as a result of waiting for long
times in the corridor. Where a concern was identified it
was actioned that a root cause analysis should be
conducted.
• Information from the daily meetings was fed into a
weekly acute flow meeting where the performance was
presented and discussed. Selected members from the
board attended this meeting. This information then fed
into trust board meetings.
• Since May 2015 a quality action plan had been
implemented based on the concerns in the warning
notice. This was regularly updated and each item had a
responsible person and a timeframe to complete the
action. Of the 17 actions 11 had been completed and
the remaining 6 were in progress.

Leadership of service

• Leadership within the emergency zone remained strong
and the clinical lead, matron and ward manager worked
cohesively. They were visible throughout the spikes in

activity and when the computer systems failed and were
seen to be supporting others well. The on-call manager
was present when the computer systems failed and she
stayed assisting in the department until late at night.
• Staff were confident that the proposed changes to the
seated assessment area were going to have a huge
benefit on patient safety and flow. Staff were well
informed by managers of these changes and the
progress with them. Plans which were due to come into
effect in November 2015 included a six seated
step-down area and four cubicles being introduced to
this area, further reducing the pressure on the majors’
area. Managers told us about the predicted benefit of
this and felt it would have a significant impact on flow
through the department during the winter period.

Culture within the service

• When we inspected in May 2015 we saw that staff
continued with resilience and professionalism whilst
working in challenging conditions. Staff were supported
by an open culture within the department which
welcomed change. We found in October 2015 that staff
were feeling that things had improved significantly in
the last few months. One member of staff said “I used to
hate coming to work but now it is so much better”.
• Managers discussed that relationships had greatly
improved within the hospital and that there was more
dialogue. This led to the workload of the emergency
zone decreasing and getting greater support from
specialities and medics throughout the hospital.
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Outstanding practice and areas for improvement
Areas for improvement
Action the hospital SHOULD take to improve
• The trust should ensure that all care records are
completed appropriately and filled in at the time of
completion to ensure an accurate record of care.
• The trust should ensure that there is adequate
visibility of all patients in the waiting room to manage
unpredictable risks.

• The trust should ensure that there is continued focus
on improving flow throughout the hospital to support
the emergency department in maintaining and
improving performance.
• The trust should ensure that all patients receive an
assessment in line with Royal College of Emergency
Medicine guidance and that this is clearly
documented.
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Access – The Trust failed to meet the 4 hour standard for A&E, December's performance at 73.5% against a target of 95%. Bed pressures
continue to be the main source of breaches, the impact of the switch from Cerner to Lorenzo in mid-November also affecting waiting times
in ED as staff familiarised themselves with the new system. Process mapping and system redesign is underway by IT and the ED team, but
is not expected to deliver improvement until February 2016.
The Trust exceeded its trajectory for 2015/16 Referral To Treatment incomplete performance with 4,694 (87.2%) patients vs. a target of
3,866 (85%) over 18 weeks. The growth in over 18 weeks pathways has been offset by a corresponding increase in under 18 week
pathways.

Diagnostics performance was met in December at 99.3%
The final position of Cancer targets in November showed the Trust had delivered on 5 of the 8 Cancer waiting targets. The ‘unvalidated’
position currently has the Trust passing 6 of the 8 key targets in December.
Safety - The trusts ‘harm free’ rate has again improved in December to 95%, which above the national average rate of 94.5%. There have
been no grade 4 pressure ulcers this financial year and no grade 3’s for since September 2015. The Trust has reported 7 mixed sex
breaches in interventional radiology. Safe staffing continues to be achieved with no wards triggering the early warning trigger tool.
Patient Experience - Overdue complaints remain at 43. The Heads of Nursing in each area are addressing this. Standardised mortality
ratios continue to show lower risk of mortality for care in NBT than national benchmarks. There were no Trust reported cases of MRSA
bacteraemia the last quarter.

Workforce - 54 wte new entrants joined the Trust during December against a trajectory of 59 wte. Nurse Recruitment Open Day held on
15th January resulted in 41 offers and a further 8 follow up interviews. Overall compliance in statutory and mandatory training has
dropped below the 85% compliance level.
Finance - For the year to date the Trust is £16m adverse to plan. The primary drivers for the variance were lower than planned income of
£7.1m together with pay overspends of £5.6m coupled with a non-pay overspend of £2.5m. Reinforced actions have been implemented to
deliver the directorate and Trust wide recovery plans include a reduction in dependency on and use of bank, locums and agency whilst
meeting the defined agency caps.
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Overview
Urgent Care
December’s 4 hour A&E performance was 73.5% against a target of 95%. Whilst bed pressures continue to be the main source of breaches, the
impact of the switch from Cerner to Lorenzo in mid November continued to impact waiting times in ED as staff familiarised themselves with the
new system. Process mapping and system redesign is underway by IT and the ED team to reduce the on-going impact, but is not expected to
deliver until February 2016.
The Urgent Care Recovery Plan (UCRP) and its four work streams detail the actions by both the Trust and its partners. The NBT Internal Flow
Priorities include:

Reducing LOS and shifting discharge times forward earlier in the day to improve flow. Actions include: Better Board Rounds project, the
SAFER checklist, supported by ward level metrics and dashboards, minimising delays for internal services such as pharmacy, transport,
deep cleans etc.

Improvements in short stay streaming and earlier intervention by senior clinical staff - establishment of the ED Observational unit in
November and the reconfigured ambulatory area to target up to 25% of the daily medical take being treated and discharged without the need
for bedded admission

Expansion of Discharge to Assess, reduction in bed days associated with complex patients and hence improve 4hr sustainability due to the
targeted reduction in bed occupancy.
RTT
The Trust exceeded its percentage trajectory for 2015/16 RTT incomplete performance with 4,694 (87.2%) patients vs. a target of 3,866 (85%)
over 18 weeks. The growth in over 18 weeks pathways has been offset by a corresponding increase in under 18 week pathways. There are a
number of Lorenzo stabilisation issues affecting the data and as such a 3 month stabilisation reporting window was agreed with commissioners in
advance of go-live to allow the Trust time to deal with data quality. However, growth in the non-admitted backlog has been affected by reduced
utilisation of out-patient booking following the Lorenzo launch, which has continued into January. Extra resource is being brought in to catch up
the follow up booking backlog by the end of February. The performance impact going forward is not yet available, due to delays obtaining
accurate reports.
Remedial action plans have been agreed for Orthopaedic Spines, Neurosurgery and Adult Epilepsy respectively and the Trust remains within the
expected trajectories. The Trust will be implementing a Neurosurgery restriction plan following HOSC sign off in January 2016.
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 are as follows:
UCRP Risk 4: Lack of community capacity and/ or scope to provide Discharge to Assess pathways to reduce the size of the LHPD. SG and
Bristol D2A plans are unlikely to deliver in line with bed model assumptions and mitigation is underway.
UCRP Risk 5: Appropriate nursing and therapies staffing within NBT to enable flow given vacancy rates and hot spots such as AMU
UCRP Risk 6: LoS reductions and bed occupancy targets in the bed model are not met leading to performance issues

Responsiveness
XXXX
Summary
XXXXX Dashboard
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December 2015

Access Standard

Against
national
target

Against
NBT
Trajectory

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

73.5%

N/A

87.2%

Referral to Treatment - % within
18 weeks of GP referral for nonadmitted patients (95% target)
Referral to Treatment - % within
18 weeks of GP referral for
admitted patients (90% target)

Trend from
last month

Performance
to be
achieved
by… (as per
trajectory)

Most recent
quarter’s
performance
(Quarter 2 JulSept)
against national
target

Quarterly Trend (Q1 vs Q2)

Not met in
15-16

91.1% (Q1) to 93.4% (Q2)

85%

n/a

86.1% (Q1) to 86.4% (Q2)

89.7%

N/A

n/a

93.3% (Q1) to 93.8% (Q2)

74.2%

N/A

Not met in
15-16

80.3% (Q1) to 81.0% (Q2)

Trust wide Referral to
Treatment Backlog

4563

3866

Not met in
15-16

3874(Q1) to 3922 (Q2)

Cancelled Operations – same
day - non-clinical reasons (0.8%
target)

0.9%

Not met in
15-16

1.33% (Q1) to 1.33% (Q2)

Cancelled Operations – 28 day
re-booking breach (0 target)

3

Not met in
15-16

21 (Q1) to 12 (Q2)

Referral to Treatment - %
incomplete pathways <18 weeks
(92% target)

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

Responsiveness
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017

Urgent Care - Waits in Under 4 hours
vs. Total Attendances
100.0%
95.0%

Attendances

90.0%
85.0%
80.0%
75.0%
70.0%
65.0%
60.0%

Commentary
Commentary
XXXX
Overall
XXXXXDecember’s performance
against
XXXX the 4 hour target 73.5% vs.
77.2% last month with waiting for a
bed being the main cause of
breaches. However, the switch to
Lorenzo mid November resulted in
treatment and delays in processing
patients through the department,
partly a result of staff unfamiliarity
with the system despite achieving
high Lorenzo ED training
compliance, and new processes
requiring a change in the ways of
working. IT and the ED team are
currently reviewing front to end
processes to assess what further
changes can be made to the
system to speed up patient
administration – in particular in the
ED minors stream.
The actions in the URCP aim to
reduce overall bed occupancy to
allow the trusts to better cope with
variation in ED attendances and
admissions throughout the week.
In December breaches were
spread evenly across the week.
Monday’s remain a concern
following the reduced emergency
discharge levels across Saturday
and Sunday.

XXXX
Responsiveness
XXXXX
Referral to Treatment All Specialties
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Director of Operations
Commentary
Commentary
XXXX
December’s
trajectory has been
XXXXX
met
overall,
with
incomplete
XXXX
performance of 87.2% vs. a target
of 85%. The switch to Lorenzo has
impacted DQ with more incomplete
pathways reporting than expected
– the Lorenzo stabilisation plan will
aim to correct this by the end of
February.
5 specialties failed their recovery
trajectory in month: Clinical
Immunology, Neuropsychiatry
Respiratory, General Surgery,
Gastroenterology. A further 7 failed
their trajectory but remain over the
92% national standard. Speciality
detail is shown on the next page.
The focus in January is recovery of
the non-admitted position,
following a decline in clinic
utilisation post Lorenzo.

Responsiveness
XXXX
Referral
XXXXX to Treatment 52 week waits & Diagnostics
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Board Sponsor XXXX
Director of Operations
DOO058
999

Diagnostics 6 week wait
(Orange = Improvement Trajectory)

Commentary
Commentary
XXXX
As of 31st December there were
XXXXX
179 patients waiting over 52 weeks
XXXX
for treatment (incompletes) – 96 in
spinal surgery, 20 in neurosurgery
and 63 in neurology (AESP). 52
week remedial action plans (RAP)
and revised trajectories have been
completed. Orthopaedic Spinal
clearance is planned for Q4 of
2016/17, Neurosurgery is Q3
2017/18 and epilepsy is Q3
2017/18.

The Trust overall diagnostic target
was met at 99.27% in December.
However, MRI narrowly missed its
6 week target at 98.79%. Imaging
are forecasting a return to
compliance in January 2016, but
due to a unexpected vacancies in
surgery the Trust position will not
be met due to Endoscopy
breaches.
The Trust has exhausted all local
independent sector options to
recover the endoscopy position,
but has secured additional staff in
February.

Responsiveness
XXXX
Cancer
XXXXX Summary Dashboard
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Nov 15

Standard

Final Nov
15 position

December 2015
Against
National
Target
Dec 15

Trend
from last
month

Q2
Performance
(Jul – Sept 15)
against
National Target

Quarterly Average Trend – Q1 vs Q2
(un-validated position)

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

94.6%

95.1%

92.2% (Q1) to 93.5% (in Q2 to date)

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

91.4%

96.5%

99%(Q1) to 96.9% (in Q2 to date)

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

92.3%

95.2%

89.1% (Q1) to 90.3% (in Q2 to date)

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

88.1%

93.7%

90.8% (Q1) to 93.3% (in Q2 to date)

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

100%

100%

100% (Q1) to 100% (in Q2 to date)

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

76.4%

83.3%

77.4%(Q1) to 80.9% (in Q2 to date)

87.0%

90.8%

91.8%(Q1) to 87.1% (in Q2 to date)

96.0%

91.3%

Patients treated 62 days of screening (90%
target)
Patients treated within 62 days of consultant
upgrades (90% target)

Please note: Validation is still on-going for December figures.

83.8% (Q1) to 96.6% (in Q2 to date)

Responsiveness
XXXX
Cancer
XXXXX
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Commentary
XXXX
The
final position of cancer
XXXXX
targets
XXXX in November showed the
Trust had delivered on 5 of the 8
cancer waiting targets. The 2WW
target has been consistently met
in the year (except for June
partially due to national e-referral
challenges).
Performance on the 62 day
pathway in November was
validated at 76.4%. The current
predicted December performance
is at 84-85%. The Trust did not
deliver the 31 day target in
November and is predicted to
deliver at ~93% in December
below the 96% target. This is
predominantly due to problems in
the Urology pathway which is
receiving increased focus from
the management team and a
further remedial action plan has
been developed to build on
previous work.
In November the 2 week wait
breast symptoms referral target
was not achieved but will be
delivered in December.

Responsiveness
XXXX
Cancer
XXXXX
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Director of Operations
Commentary
Commentary
XXXX
The
national deadline for
XXXXX
validated
December data is 5th
XXXX
February and the team internally
are working towards this. The
‘unvalidated’ position currently
has the Trust passing 6 of the 8
key targets.

The Trust has passed the 31
subsequent drug treatment target
every month in the past year and
is also noted as passing the
subsequent target in October.
The actual number of patients
treated against the screening and
consultant upgrade targets is
relatively small and can be seen
to fluctuate due to a small
number of breaches in this
pathway. A pass position is
planned for December though the
screening target was not
delivered in November (4
patients breached this target).
In addition to work on the urology
pathways the lung and upper GI
pathways have been mapped
between NBT and UHBristol to
try to address delays. Work is
underway to map the pathway for
gynaecology patients to attempt
to expedite this pathway.

XXXX
Responsiveness
XXXXX
Cancer
Board
Sponsor
XXXX Director of Operations
Board
Sponsor
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Referral to Treatment 62 Day PTL: Number of patients treated within the specified period including
tertiary referrals (irrespective of when referral received)
Number of patients

Number of Days

No. of
Patients
Treated in
the Period

Mean
Wait

Max
Wait

Wit
h-in
31

32 38

39 48

49 62

63 76

77 90

91 104

After
104

Breast

22.0

44

96

3.0

3.0

11.5

2.5

0.0

1.0

1.0

0.0

Breast Symptomatic

2.0

55

58

0.0

0.0

0.0

2.0

0.0

0.0

0.0

0.0

Colorectal

11.5

71

136

0.0

1.0

2.0

3.5

0.0

2.5

1.0

1.5

Gynaecology

4.5

66

127

0.0

0.0

0.5

3.0

0.0

0.0

0.5

0.5

Haematology

1.0

56

56

0.0

0.0

0.0

1.0

0.0

0.0

0.0

0.0

Lung

8.5

72

168

3.0

0.0

0.0

2.0

0.0

1.0

1.0

1.5

Other

0.5

57

57

0.0

0.0

0.0

0.5

0.0

0.0

0.0

0.0

Sarcoma

2.0

46

51

0.0

0.0

1.5

0.5

0.0

0.0

0.0

0.0

Skin

35.5

38

92

10.0

12.0

7.5

4.5

0.0

0.5

1.0

0.0

Upper GI

1.5

61

91

0.5

0.0

0.0

0.5

0.0

0.0

0.5

0.0

Urology

48.0

65

186

12.5

6.5

1.0

9.5

4.0

4.5

2.0

8.0

TOTAL - Excluding Breast
Symptomatic

135.0

56

186

29.0

22.5

24.0

27.5

4.0

9.5

7.0

11.5

Commentary
XXXX
All
patients on a cancer pathway
XXXXX
are
actively tracked by the cancer
XXXX
services team using detailed
Patient Tracking Lists and
potential delays to pathways are
escalated to directorate teams
and clinical colleagues.
If a patient breaches a cancer
waiting times treatment target the
pathway for the patient is
reviewed to identify the reason
for the breach (which is recorded
on the cancer register) and the
clinical team are asked to
comment on any potential risk
this delay has had on the patient
care or potential outcomes.
Actions, risks or queries are
actioned as appropriate within
the directorate or the wider
cancer services team.
The table illustrates the
timeframe patients on a 62 day
pathway were treated in and
further internal analysis of all the
patients that wait beyond 62 days
is conducted post validation.

XXXX
Responsiveness
XXXXX
Cancer
Board
Sponsor
XXXX Director of Operations
Board
Sponsor
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Commentary
XXXX
The
table illustrates the
XXXXX
timeframe
patients on from their
XXXX
decision to treat date until the
date of actual treatment.

Decision to Treat to Treatment 31Day PTL: Number of patients treated within the specified period
including tertiary referrals (irrespective of when referral received)
Number of Patients

Brain/CNS
Breast
Colorectal
Haematology
Lung
Sarcoma
Skin
Urology
TOTAL

Number of Days

No. of
Patients
Treated in
the Period

% of
patients
treated
who are
Urgent
GP
referrals

No of
patients
treated
who are
Urgent
GP
referrals

Mean
Wait

Max
Wait

Within
31

32 38

39 48

49
62

63 76

>76

13

0

0

2

20

13

0

0

0

0

0

52

42.31

22

19

75

50

1

0

0

1

0

17

58.82

10

13

93

16

0

0

0

0

1

9

22.22

2

4

16

9

0

0

0

0

0

9

55.56

5

0

0

9

0

0

0

0

0

6

33.33

2

16

27

6

0

0

0

0

0

55

69.09

38

17

35

53

2

0

0

0

0

105

54.29

57

19

86

79

7

9

5

2

3

10

9

5

3

4

266

51.13

136

16

93

235
31 (12%)

Responsiveness
XXXX
Cancelled
XXXXX
Operations
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COO08
003

Cancelled operations 28 day re-booking breach
(Orange = Improvement Trajectory
Target is 0)

Commentary
Commentary
XXXX
XXXXX
December’s
rate of cancelled
XXXX
surgery on the day was within

trajectory but above national
standards (0.9%) – the
majority of which was due to
bed availability and lack of
theatre time.
There were 3 patients who
were unable to have their
operation rebooked within 28
days in December. This
equates to lost income of
approximately £15k.
COO0010
999

Mini RCA’s will be completed
on all breaches so lessons
learnt can be applied to
elective specialties usual
performance management
processes

XXXX
QUALITY
XXXXX

PATIENT SAFETY & EFFECTIVENESS

15

Board Sponsor XXXX

SRO Chris Burton Medical Director & Sue Jones Director of Nursing
Section Summary
Improvements & Actions
The rate of harm free care continues above the national average with a Safety Thermometer score of 95%.
This reflects reduced prevalence of hospital acquired pressure ulcers, falls, VTE and catheter associated
urinary infection.
The Falls rate per 1,000 bed days has decreased to 6.55 now just below the national average of 6.63. Sign up
to safety has funded additional training, equipment and pharmacy input and this work is in progress.
There were no Trust reported cases of MRSA bacteraemia in the month of December.
Trends
Safe staffing continues to be achieved with no wards triggering the QUESST early warning trigger tool.
Safecare, continues to provides assurance that the hours provided meet acuity and dependency requirements
Standardised mortality ratios continue to show lower risk of mortality for care in NBT than national benchmarks
Areas of Concern
Malnutrition screening has not yet been achieved as expected with the change over to Lorenzo, this is affecting
all nursing assessments and is being rectified with additional ward based training and review.

Safety
XXXX
Summary
Dashboard
XXXXX
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Director of Nursing & Medical Director

Patient Safety Dashboard

Standard
(target)
Never Event Occurrence by
month (0 target)
Safety Thermometer – overall
compliance (94% internal
target, 92% external target)
Malnutrition Screening (90%)
Hand Hygiene Compliance
(95%)

December 2015
Performance
against
national
target /
contract

Against NBT
Trajectory

Trend from
last month

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

0

n/a

Managed via
Quality
Committee

95.0%

n/a

Achieving

71.6%

Most recent
quarter’s
performance
(quarter 2 Jul Sept 15 against
national target

Quarterly Trend (Q1 vs Q2)

1 event (in Q1) to 1 event (in Q2)

93.8% (in Q1) to 94.5% (in Q2)

86.9% (in Q1) to 83.9% (in Q2)

95.3%

n/a

Managed via
Infection
Control

MRSA (0 per month trajectory)

0

n/a

Achieving

0 cases in 2014/15 to 2 cases (in Q2)

C-Difficile (<5 per month)

4

n/a

Achieving

21 cases (in Q1) 16 cases (in Q2)

1

n/a

Managed via
Infection
Control

93.8%

n/a

Managed via
Thrombosis
Committee

n/a

Achieving

MSSA (<1.5 per month)

Venous Thromboembolism
Screening (95%) reported
number (October)
Dementia (find/assess/refer
CQUIN) (90%) (October)

89.7%

95% (in Q1) to 96.9% (in Q2)

5 cases (in Q1) to 9 cases (in Q2)

95.1% (in Q1) to 94.4% (in Q2 to date)

91.8%(in Q1) to 91.9% (in Q2)

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

Safe Staffing
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Director of Nursing
Commentary
Commentary
QUESTT

XXXX
QUESTT is RAG rated with wards
XXXXX
scoring 12 and above recorded as Red.
XXXX
10 wards/ areas have not completed the
tool in December 2015 which gives a
77% submission rate. This drop in
submission has been due to late
submission from some of these areas ,
they are being reviewed by the Heads of
Nursing to ensure any concerns are
reviewed and monthly submission
occurs.
No wards have triggered Red this month,
the individual ward feedback submitted is
reviewed monthly by the Heads of
Nursing to ensure that ward teams are
listened to and action is taken.
SafeCare
All inpatient wards excluding Midwifery
record patient Acuity and Dependency
twice a day using the SafeCare Module
on Health Roster. Compliance with using
the tool is improving with ongoing
training and use of the tool.
The data shows that the actual hours
rostered are greater than the required
hours this is in direct correlation to the
compliance in the use of this tool. This
information is being reviewed with the
Heads of Nurses and at the E-rostering
operational group to ensure that the
patient types are validated and is being
utilised daily when assessing the
requirements to use Non Framework
Agency.
This tool will now also be reconfirmed as
part of the enhanced care roll out.

Safe Staffing
XXXX
XXXXX Workforce
Nursing
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Board Sponsor XXXX
Director of Nursing
Commentary
Commentary
Nursing spend on the inpatient
XXXX
wards has fallen again this month
XXXXX
aided by a decline in agency
XXXX
usage and spend. WTE per bed
has also fallen reflecting the end
of some supernumery periods
from the increase in substantive
staff in the past few months. There
remains a concern over WTE
usage
as
all
funded
establishments
have
been
reviewed as part of the 15 /16
budget setting process.
The increase is in part due to the
numbers of patients requiring
‘Enhanced care’.
This is being triangulated against
the SafeCare electronic tool which
is now being completed twice
daily on all wards.

Aug-14

Sep-14

Oct-14

Nov-14

Dec-14

Jan-15

Feb-15

Mar -15

Apr-15

May-15

June-15

July-15

Aug-15

Sept-15

Oct-15

Nov-15

Dec-15

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

56:44

57:43

58:42

58:42

58:42

58:42

58:42

59:41

57:43

57:43

56:44

55:45

55:45

56:44

57:43

56:44

56:44

All Directorates have produced a
temporary staffing trajectory which
is reviewed at the Directorate
Performance Reviews with the
aim to reduce agency spend to
maximum of 5.7% by Q3 / Q4.
Achievement in December was
5.5%.
In addition Heads of
Finance, and HR are
fortnightly to track and
progress with the
temporary staffing.

Nursing,
meeting
improve
use of

Safe
XXXXStaffing
Nursing
XXXXX Workforce
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Red
flagged areas for December with
Commentary
less than 80% fill rate are:

XXXX
XXXXX
The fill rate on day shift on Central
Delivery Suite (CDS) for Care
XXXX

Assistants was 73.8%. This is an
improved figure from last month and is
anticipated to improve again next month
as the hours have now being separated
for CDS and theatre which was
influencing the higher planned hours.
The fill rate on the night shift on Gate
25b was 78.3%. This is a slight
improvement due to new staff being
supernumerary on days now coming to
the end of this period allowing for some
initial rotation to nights . The ward
maintained safety as the ward sister
increased the number of experienced
Care Assistant’s to support patients. The
CA fill at night was 170.4%

Dec. Data 2015
Cossham
Riverside Unit
Southmead

Day shift
RN/Midwife Fill rate % CA Fill rate %

Night Shift
RN/Midwife Fill rate
CA Fill rate

100.0%

100.0%

98.0%

100.0%

103.3%

118.2%

109.7%

148.4%

94.5%

118.9%

96.8%

132.5%

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. Further commentary for these areas and the breakdown for each of the ward areas are available
now on the external webpage.

The fill rates on Mendip Birth Suite for
Care Assistants on both days and
nights was 78.3%. This was monitored
by the senior midwife coordinator who
allocated staff to the unit for support
where required. The birth suite closed on
2 occasions this month, with staff being
relocated to CDS .
90 Day Innovation Enhanced Care
The Trust has almost completed the pilot
of the 90 day programme to improve the
patient experience and improved
efficiency for patients requiring an
additional level of care.
Planning and delivery of the roll out of
changes in the way we deliver care to
this vulnerable group of patients is
underway with a further 10 wards joining
the programme in January.

Safe Staffing
XXXX
XXXXX
Maternity
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999

Midwife to Birth Ratio
Jan-15

Feb-15

Mar-15

Apr-15

May-15

Jun-15

1:37

1:35

1:35

1:34

1:32

1:32

Jul-15

Aug-15

Sep-15

Oct-15

Nov-15

Dec-15

1:32

1:32

1:32

1:32

1:33

1:30

No beds
on wards
13%

Commentary
Commentary
This report provides information about
XXXX
midwifery staffing and will track for the
XXXXX
board, the occasions when Central
Delivery Suite is unable to take
XXXX
admissions and why.
The Midwife to birth ratio has reached at
1:30 for the month of December, which
benchmarks favourably within the south
west.
1:1 care in labour YTD is 93.2%, this is
an improvement of 5% from year 14/15
when it was 88.2%.
A rolling programme of recruitment was
introduced in April 2015
Newly appointed staff are now in post
and have completed the supernumery
process.

DON51
999

DON53
999

5 day per week Caesarean section lists
have been piloted since Sept 1st, and
are now being put into 2016/17 business
planning to provide an ongoing 5 day
service.
Acuity and number of midwives required
is monitored for delivery suite 4 hourly
during the 24 hour period (The Birth-rate
plus acuity tool).
December has seen 4 closures due to
capacity:
There has been an increase in births
since February 2015 (previous year
average = 523 – December 2015 = 559)
NBT are seeing greater acuity in women
on CDS (raised BMI, medical
conditions.) requiring more intensive
management.

XXXX
Quality & Patient Safety
XXXXX
Additional Safety Measures
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Serious Incidents
Four Serious incidents were reported to
STEIS in December 2015:
• 1 x Delayed Treatment of Deteriorating
Patient
• 3 x Falls
The delayed treatment involved a patient
whose mental health assessment was
delayed resulting in patient agitation and
an adverse reaction to the drug
administered. The falls comprised of a
subdural haematoma resulting in patient
death and two fractured Neck of Femurs.
Serious Incident Rate
The general trend for Directorates
continues with Medicine reporting the
most SI’s.
Reporting of serious incidents over the last
12 months is variable. Core Clinical ,
Neuro and MSK have had a slight
decrease in SI rate per 1000 bed days,
Medicine Renal and W&C have increased,
Surgery remain unchanged.
Incident Reporting
Overall incident reporting has increased
slightly per 1000 bed days during the last
3 months. The increase in November is
unvalidated bed days following the switch
to Lorenzo.
Work is underway to improve the reporting
culture and to align serious incidents with
mortality audits.

Quality & Patient Safety
XXXX
Additional Safety Measures
XXXXX
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Other categories:
Infection Control 2
Lost to Follow Up 2
Incorrect Test Results 2
Retained Foreign Object 2
Delayed diagnosis 1
Wrong Site Surgery 1
Maternal Death 1
Information Governance 1
Surgical Complication 1
Wrong Route Medication 1
Unintended Damage to Organ 1
Unexpected Admission to NICU 1
Delayed Treatment of
Deteriorating Patient 1

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

Patient
Safety

Facilities

Medical
Devices

2
0

8
6

2
1

2

6

1

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.

Incident reporting deadlines
One incident breached the
submission deadline by 7 days in
December due to staff sickness . A
process guide is now sent out to
Directorates when advised of a SI
enabling the SI leads to align the
investigation.
Top Types of SI’s > 12 months
In the rolling 12 month period falls
are the most prevalent, followed by
pressure ulcers and unexpected
death incidents. Pressure ulcer
incidents, are reducing with no cases
currently under investigation on
STEIS.
Other SI’s include:
Infection Control
2
Lost to Follow Up
2
Incorrect Test Results
2
Retained Foreign Object
2
Delayed diagnosis
1
Wrong Site Surgery
1
Maternal Death
1
Information Governance
1
Surgical Complication
1
Wrong Route Medication
1
Unintended Damage to Organ
1
Unexpected Admission to NICU 1
Delayed Treatment of Deteriorating
Patient
1
CAS Alerts
No safety notices breached the target
dates.

Safety
XXXX
XXXXX
Harm
Free Care
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Harm
Free Care
Commentary
The trusts ‘harm free’ rate has again
XXXX
improved in December to 95%, which
XXXXX
above the national average rate of
94.5%. There was a slight increase in
XXXX
the prevalence of Pressure Ulcers. The
detail regarding pressure ulcer incidence
is on the following page.
Overall Falls
There were 186 falls in December 2015,
compared to 197 in November. The Falls
rate per 1000 bed days is 6.55. The
national average is 6.63. November
bed days data is inaccurate therefore
this is compared to October’s rate (7.08),
which represents a significant drop in
falls. There were 2 Serious Injury Falls in
December. Falls prevention work
continues with an OT working with wards
to deliver meaningful activity for patients
with dementia and delirium. 17 gates
have now received falls sensor
equipment and have been trained. A
further 9 gates are awaiting training. Our
Falls Lead nurse funded from Sign up to
Safety has delivered face-to-face
training to 464 nursing staff on wards
with high risk falls patients since 28th
September, with a further 347 staff on
high risk falls wards due by the end of
March. Sign up to Safety resource has
also been directed at Pharmacy for
medication reviews, funded until the end
of March.
Gender breaches
The Trust has reported 7 mixed sex
breaches in interventional radiology on 1
occasion in December. This occurred as
there was a requirement to use it as
additional in patient capacity and
patients still needed to be admitted for
day case procedures.

Safety
XXXX
XXXXX
Harm
Free Care
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Director of Nursing
Pressure
Ulcers
Commentary
XXXX
Pressure
XXXXX ulcer incidence for
December
has increased slightly
XXXX
from 8.6 to 9 per 10,000 bed
days, which is reflected in the
numbers of reported grade 2
pressure ulcers. This
increased by 3 this month giving
a total of 27 pressure ulcers
affecting 26 patients.

DON55
999

The Trust is sustaining a position
of no reported grade 4 pressure
ulcers for the year to date along
with the fourth consecutive month
of no reported grade 3 pressure
ulcers.
Each Directorate receives a
break down of pressure ulcer
incidence occurring within their
clinical areas. This assists the
Senior team in reviewing the
cases, assessing any causative
factors and implementing actions
to prevent further cases. Each
case is presented as part of the
Directorate’s highlight report at
the Trust wide pressure ulcer
steering group.

Safety
XXXX
XXXXX
Additional
Safety Measures
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WHO Checklist
Commentary
XXXX
No data available
XXXXX
XXXX

Nutrition
Compliance for November was
61% which was a result of the go
live of Lorenzo in month.
December compliance has
increased to 71.6%.

In order to analyse this in more
detail and ensure improvement, a
nutrition risk assessment and
documentation audit was
conducted on 13/1/16 across all
the in-patient wards. This
identified gaps in knowledge
regarding the nursing assessment
forms on Lorenzo.
Additional training sessions are
being undertaken on wards to
ensure all staff are fully aware of
the adult nursing assessment
within Lorenzo.
.
The results of the audit will be
included next month.

XXXX
Safety
XXXXX
Infection Control
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Commentary
Commentary
XXXX
MRSA
XXXXX
There were no Trust reported cases
XXXX
of MRSA bacteraemia in the month
of December.
The Trust has agreed Remedial
Action Plans with commissioners
relating to the 2 cases of MRSA
Bacteraemia reported in August and
September.

C. Difficile
4 Trust responsible case reported for
December. Quarter 3 closed on 8
cases which is a significant reduction
on quarters 1 (21 cases) and 2 (16
cases). There have been 45 reported
cases year to date against at
national target of 43 maximum.
The contractual maximum of 43
cases relates to those where there is
evidence of lapse in care in the
Trust. These have been agreed to be
9 in Qtr. 1 and 10 in Qtr. 2 which is 2
cases below trajectory.

Safety
XXXX
XXXXX Control
Infection
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Commentary
MSSA
XXXX
1 Trust responsible cases for
XXXXX
December. The Trust has breached
XXXX
its internal trajectory of 18 cases for
2015/16 . The results of the thematic
review of all cases will be presented
to the January Control of Infection
Committee with a summary provided
in the February report to board.
Hand Hygiene
The Trust Hand Hygiene compliance
is meeting the Trust standard.
Norovirus
There have been no reported ward
closures due to norovirus.
NICU Incident
The infection prevention and control
team are currently working with the
neonatal team to investigate an
increased incidence of Serratia
Mercescens. 2 babies had
bacteraemia with this organism in
December and there have been a
total of 6 cases since October. An
internal incident meeting has taken
place with actions in place to identify
possible sources and corrective
measures relating to these.

Facilities Management
XXXX
Cleaning performance against the 49 Elements of The National Specifications for Cleanliness in the NHS
XXXXX
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Board
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Board Sponsor:

Commentary
The audit scores for this month
have dipped below expectation.
Cleaning processes are being
monitored and schedules are
being reviewed. The
implementation of the set teams
per floor on the 2nd November will
have a positive effect on the
cleaning standard which in turn will
show on the monthly averages.

Activities to address improvement:
• FM recruitment is now complete
with the new team leaders
starting W/C 2nd November.

Very High Risk Areas

Includes: Wards, ICU, Theatres, NICU, AAU, ED,
RDU etc.

High Risk Areas

Includes: Wards, Inpatient & Outpatient
Therapies, Neuro OPD, Cardiac/respiratory OPD,
Imaging Services etc.

Significant Areas

Includes: Audiology, Plaster rooms, Cotswold
OPD, Sherston OPD etc.

Low Risk Areas

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

•
•
•

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

• Recruitment for the new team
members of the audit team will
resume after poor response in
last drive. PMS will manage and
host the C4C application as a
web based tool on a months
trial period. We are anticipating
more robust service and
response from the system going
forward
• FM are currently reviewing all
training, following the new
training manager’s appointment.

Effectiveness
XXXX
XXXXX
Mortality
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Commentary
Commentary

XXXX
Standardised mortality ratios (HSMR
XXXXX
and SHMI) continue to show lower
XXXX
risk of mortality for care in NBT than
national benchmarks. The
improvements are also
demonstrated in the raw mortality
data.
The HSMR has stabilised because
the Dr Foster methodology now restandardises to a national HSMR on
a monthly basis instead of the
previous annual adjustment.

HSMR by day of admission is:
Saturday
Sunday
Monday
Tuesday
Wednesday
Thursday
Friday

85
91
92
92
83
97
87

Smaller numbers by day of the week
result in more variation. All data is
within the ‘as expected’ range and
there is no evidence of increased
mortality as a result of admission at
the weekend.

XXXX
Safety
XXXXX
CQUIN – 2015/16
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Commentary
Commentary

Local CQUIN's

Current position

Acute Kidney Injury - Discharge information
Sepsis Screening at admission
Sepsis Antibiotic Administration
Dementia Care (FAIRI)
Dementia Care (Staff Training)
Dementia Care (supporting Carers)
Urgent care (Reducing Avoidable Admissions)
Urgent care (reduction in alcohol dependence & related emergency admissions)
Discharge summaries - timeliness and completion
Timely treatment for cancer - Reducing late inter-provider cancer referrals
Cancer survivorship
End of Life - prognostic indicators & training
Patient Self care -ask 3 questions
Care homes - Prevention of admission and timely discharge
Patient safety - organisational safety culture
Safeguarding adults - making safeguarding personal for people with Learning Disabilities.
Discharge to assess pathways and Integrated Discharge Hub’ (IDH)

Renal & Outpatients
Core Clinical
Core Clinical
Clinical Governance
Clinical Governance
Clinical Governance
Ops / Medicine
Medicine
Medicine
Operations
Operations
Medicine
Clinical Governance
Operations
Clinical Governance
Clinical Governance
Operations

National CQIN's
Implementing Clinical Utilisation review
HIV - Reducing unnecessary CD4 monitoring
Vascular surgery - improving outcomes for major lower limb amputation
Critical care - Rehab assessment before critical care discharge
ICU discharge - Reduce delayed discharges from ICU to wards (improving bed management)
Neurology -Emergency care plans for patients with a long term neurological condition
CAMHS Tier 4 - Carer and family engagement
NICU - Hypothermia
Orthopaedics - Developing network

RAG Key

>= 80%
>= 50%
<50%

Operations
Medicine
Surgery
Core Clinical
Core Clinical / Ops
Neurociences
CCHP
Womens &Childrens
Musculoskeletal

XXXX
The table demonstrates the current
XXXXX
position as self assessed against the
XXXX
CQUIN position for both local and
national priorities. This self
assessment is based on last update
from each scheme lead.
Each scheme is undergoing detailed
review with clinical teams and
general managers and for schemes
led corporately the operations and
clinical governance directorates .
This will evaluate the schemes and
what it would take to increase the
percentage of confidence for
achievement of the CQUINs within
the year.
Where applicable and current data is
available these are built into local
quality governance and performance
meetings. The lack of availability so
information is a risk to achievement
of some of the schemes and is being
escalated and managed in
collaboration with Business
Intelligence priorities.
Planning for 2016-17 schemes is
much further advanced for CCG
schemes than in previous years. As
yet no details on national schemes or
those relating to specialised
commissioning from NHS England
are available and these are also
critical to drive stronger delivery
plans form the outset.

XXXX
QUALITY
XXXXX

PATIENT EXPERIENCE
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Section Summary
Improvements & Actions
The Emergency Department achieved a 17.42% FFT response rate, their highest to date, with 95% of those patients would
recommend. Positive feedback continues on NHS choices, including care experienced in the Emergency Department.
Neurosciences, Medicine and Women's and Children's have increased their FFT response rates.

Trends
The top achiever for FFT is gate 6B for the fifth month this year, Neurosciences commitment to learning from patient experience is
being shared across the Trust
Areas of Concern
The number of overdue complaints increased in month, with increases in medicine, surgery and MSK. The increase in overdue
complaints reflects the increase in complaints in September for surgery and the need to ensure processes are fully embedded.
Actions are in place to recover the position, and ensure effective escalation.

Caring
XXXX
XXXXX & Family Test Trustwide Position
Friends
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Board
SponsorXXXX
Director of Nursing
NBT % Patients would recommend
National % Patients would recommend
NBT % patients would not rec
……… National Response Rate
NBT Response Rate
National % Patients would not recommend
Response Rate Target
------- Net Promoter Score

The Net Promoter Score (NPS) whilst no
Commentary
longer
a national requirement is still
measured
XXXX to provide greater granularity of
patient
experience.
XXXXX
December 2015 data
XXXX
Inpatients
•96.17%would recommend (1083/1098
responses) similar to November
•0.46% would not recommend (5/1098)
•The Net Promoter Score is 77.1
Response rate overall has dropped from
23% to 20.90% (1098/5254 attendances)
Required rate=40%
Neurosciences, Medicine and Women &
Children have seen an increase in response
rates, all others have dropped. Top achiever
for December 2015 is Gate 6B ( 5th time) with
a response rate of 64.9%%. ; NPS of 95.1;
100% of patients would recommend
Emergency Department
Response rate of 17.42%, the highest ED so
far, ( November it was 6.53%) ED were only
114 surveys away from meeting the target of
20%. The focus has given results.
•95.05% of patients would recommend NBT, (
730/768 responses)
•0.46% would not recommend (19/768),
significantly less than 4.13% in November
•The Net Promoter Score is 73.43, higher
than November of 66.51
Video kiosk feedback was not included for
December as the files are too large to extract
from the kiosk. We are liaising with the
supplier and IMT to rectify this.
Outpatients
Response rate of1.54% down from 3.11%
(457/27612 attendances)
•96% of patients would recommend up from
92% in November
•0% would not recommend
•The Net Promoter Score has dropped to
78.82 from 88.48
Maternity – Overall
•93% of patients would recommend down
from 96% in November (239/257 responses)
•2% would not recommend.(4/257 responses)
•The Net Promoter Score is 72.2
•The response rate has dropped from 15.22%
to 12.95%

XXXX
Caring
XXXXX
Friends & Family Test Maternity Pathways
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RR Antenatal
% Recommend Delivery
NPS Antenatal

RR Delivery
% Not Recommend Antenatal
NPS Delivery

% Recommend Antenatal
% Not Recommend Delivery
RR Target

Maternity – Ante Natal
Commentary
Response rate has dropped from
XXXX
22.08%(Nov) to 13.26%(70/528
XXXXX
attendances)
XXXX

•92.86% of patients would
recommend, down from November
•0% would not
•Net promoter score = 72.5
Maternity – Delivery
Response rate up from 8.42% to
10.97% (60/547attendances
•95% would recommend the same
as November
•1.67%% would not recommend
•Net promoter score = 81.7 up from
78.3(Nov)
Maternity – Post Natal – Inpatient
Response rate of 7.47% (34/455
attendances)
•82.35% patients would recommend
•5.88% would not recommend up
from 3% in November
•Net promoter score =48.5 down
from 68.8 in November
Maternity – Post Natal – Community
Response rate of 20.48%- down
slightly on November (93/454
attendances)
•95.7% would recommend, similar to
November
•1.08% would not
•Net promoter score = 74.2 up
slightly from November

XXXX
Caring
XXXXX
Complaints & Concerns
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Trustwide Complaints, Concerns & Overdue
Complaints

DON03
999

200

XXXX
69
complaints and 46 concerns were
XXXXX
received in November. The slight
XXXX
increase in complaints and fall in
concerns remains in line with the broad
seasonal trends.

180

Number recieved / returned

Commentary
Commentary

160
140
120

The November NHS 3 day
acknowledgement target was 100%
compliant.

100
80
60

No cases have been running for more
than the NHS 6 month resolution
statutory target.

40
20
0

Complaints

Concerns

Overdue Complaints

Concerns and Complaints per
Directorate

Disappointingly the number of overdue
cases at the end of November rose again
by a further 8 cases to 44. The backlog
remains principally with Medicine,
Surgery and MSK who receive the largest
numbers. ACT have continued to clear all
responses received in time for the twice
weekly sign-off sessions.
Of the cases closed in October (which
allows for capture of overdue cases) the
compliance rates for closure within
agreed timescales was 88.07%. The
exceptions were:
•
•
•

7.34% were 1-10 days overdue,
3.67% were 10–20 days overdue
0.92% greater than 20 days overdue.

ACT continues to liaise with Heads of
Nursing to try and address the worsening
overdue responses position.
Enquiry numbers rose slightly to 960 (866
in Oct) as queries about appointments
rose as a result of the Lorenzo
implementation.

XXXX
Caring
XXXXX
Complaints & Concerns
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Commentary
Commentary

XXXX

The top 3 categories of complaint for
XXXXX
November continue to reflect the
XXXX
ongoing trend; Communication,
Clinical care and Delays and
Cancellations. The preparations for
and introduction of Lorenzo had only
a limited impact on the figures to this
point.
The number of challenging
complainants continues to be
relatively high, and the Trust review
of its policies for handling these
circumstances in a way that is fair to
all concerned continues.

Parliamentary Health Service Ombudsman (PHSO) Cases
Q4 14/15 Q1 15/16 Q2 15/16 Oct-15

Nov-15 Dec-15

New Cases referred to PHSO

4

1

3

2

2

1

No. of cases fully upheld

0

0

0

0

0

0

No. of cases partially upheld

1

0

0

0

0

0

No. of cases not upheld

0

0

2

2

1

1

£250

Nil

Nil

Nil

Nil

Nil

Corrective Actions Compliant
within timescales

N/A

N/A

2

N/A

N/A

N/A

Non- compliant

N/A

N/A

N/A

N/A

N/A

N/A

Fines levied

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.

All written responses continue to be
fed back to the directorates to inform
style and good practice in
responding to complainants.
Recent posts on NHS Choices have
shown a swing away from
complaints and the majority received
are now compliments with many
positive comments about the care
provided by staff at all levels. This
has been particularly notable in
respect of A&E detailing excellent
care and quick treatment.
2 new cases were reported for
investigation by the PHSO in
November and 1 investigation was
concluded - this was not upheld. 9
cases remain under consideration by
the Ombudsman

XXXX
Well
XXXXXLed
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Section Summary
Improvements & Actions
 CCHP transfer of staff : staff consultation started on January 11th 2016 and will run until the 12th February 2016. Three days of staff consultation
briefing meetings have been completed at which NBT, Sirona, BCH, AWP and Trade Unions have been present.
 Following the Riverside interim provider announcement, arrangements have been put in place to advise staff that consultation will commence on
February 1st 2016. Representatives from AWP and Huntercombe will visit Riverside on Thursday, 21st January for a ‘meet and greet’ session.
 Arrangements are being made to survey some staff for the Quarter 4 Staff Friends and Family Test. Only new starters (with an email address)
who started after September 1st 2015 i.e. those who did not participate in the National Staff Attitude Survey, will be surveyed.
 NBT has been awarded the Two Ticks symbol for a further year.
 The Chief Executive signed the Trust’s Dignity and Respect statement on January 15th 2016..
 Religion and Belief guidance has been launched in Facilities – training is being provided to support this.
 Recruitment activity – following the recent campaign to recruit nurses from Spain (December), the first cohort will start on January 21st and the
second will arrive in April. Plans are progressing to recruit nurses from India. A successful open day was held in the Trust in January, resulting in
41 offers and further recruitment days will be held at the beginning of March targeting newly qualified nurses.
 Medicine are piloting an incentive scheme - ‘Refer a Friend’ - for any nursing staff that are referred by existing members of staff. Other incentives
are being proposed and will be presented to the Workforce Committee in February, with the aim of attracting registered nurses and Medical staff
in particular.

Trends
 Turnover has remained relatively static since August. Voluntary turnover to December 2015 (9%) compares favourability to the same period in
December 2014 (10.3%)
Areas of Concern
 Overall compliance in statutory and mandatory training has dropped below the 85% compliance level, due to Lorenzo.
 Appraisal completion rates against plan are at just over 61% year to date.

XXXX
Well Led
XXXXX
Summary Dashboard
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Standard
(target)
Turnover
(voluntary/perm staff)
Trustwide Sickness
Absence (target 3.8% in Arrears Nov 15
figure shown)

December 2015
Performance
against national
target / contract

Trend from last
month

Most recent
quarter’s average
performance
(Q3 Sept – Dec 15)

Quarterly Trend (Q1 vs Q2)

9.2%

10.5%(in Q1) to 9.6% (in Q2)

4.8%

4.6%

4.4% (in Q1) to 4.4% (in Q2)

587.87

612.9

677.3 (in Q1) to 665.8 (in Q2)

226.5

255.7

274.5 (in Q1) to 306.2 (in Q2)

83.5%

83.6%

88.0% (in Q1) to 87.4% (in Q2)

9.0%

WTE Bank (usage)

WTE Agency (usage)

Mandatory Training
Compliance (Target
85%) (one month in
arrears)

Well
XXXXLed
Turnover
XXXXX
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Turnover
Commentary

DOHR01
999

Included:
XXXX permanent staff who have
resigned voluntarily & fixed term staff
XXXXX
who left before the end of their contract.

XXXX

Excluded: bank workers, locums, junior
doctors, service transfers, expected end
of fixed term contracts, retirements,
dismissals, redundancies, and internal
movements/transfers.
Trust voluntary turnover levels remain
largely unchanged since August 2015.
There were 86.2 wte leavers in
December compared to 90.5 wte in
November 2015. There were 54.3 wte
starters in December.

Turnover from Voluntary Resignations
Period

% Turnover

Period

% Turnover

Jan-15 - Dec-15

9.0%

Jan 14 – Dec 14

10.3%

Dec-14 – Nov 15

9.3%

Dec-13 – Nov 14

9.6%

Nov-14 – Oct 15

9.2%

Nov-13 – Oct 14

9.5%

Oct-14 – Sept -15

9.3%

Oct-13 – Sept -14

9.2%

Sept 14 – Aug -15

9.2%

Sept 13 – Aug -14

9.2%

Aug 14 – July 15

10.4%

Aug 13 – July 14

8.9%

July 14 – June 15

10.2%

July 13 – June 14

8.7%

June 14 – May 15

10.7%

June 13 – May 14

8.1%

May 14 – Apr 15

10.4%

May 13 – Apr 14

8.0%

Apr 14 – Mar 15

10.5%

Apr 13 – Mar 14

7.6%

Mar 14 – Feb 15

10.4%

Mar 13 – Feb 14

7.6%

Feb 14 – Jan 15

10.5%

Feb 13 – Jan 14

7.6%

The most common reason for leaving
(taken from the termination form) in
December include :
• Retirement (17)
• Work-Life Balance (23)
• Promotion (14)
• Relocation (10)
Medicine, MSK & Surgery will be piloting
exit interviews (conducted by the HR&D
Partner and Recruitment Consultant) for
the next 3-6 months – particularly
targeting staff who leave within a year of
starting.
Voluntary turnover remain above trust
averaging the following staff groups :
• Add Clinical Services = 11.8%
• Admin & Clerical = 10.5%
• Add Prof Scientific & Technic = 9.8%
• Nursing and Midwifery = 9.5%
NB Turnover figures updated to reflect monthly
establishment, not budget

Well
XXXXLed
Recruitment
XXXXX
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Staff Group

Vacancy WTE

Vacancy Factor %

Add Prof Scientific and
Technic

12.9

6.3

Unreg. Nursing

41.0
68.4

10.3
4.4

Administrative and
Clerical

64.3

3.2

31.4
121.0
34.1
71.1

9.1
15.6
8.6
5.6

157.4
601.6

6.0
7.3

Additional Clinical
Services

Allied Health
Professionals
Estates and Ancillary
Healthcare Scientists
Medical and Dental
Nursing and Midwifery
Registered
Total

Non Registered Nursing
•

Vacancy levels = 68 wte. Pipeline = 35 wte

•

Recruitment remains a challenge at Band 3 and 4
levels. Directorates are now over recruiting Band 2 and
growing from within.

•

Targeted campaign taking place at the end of January
to bolster the Band 3 and 4 pipeline.

•

Target recruitment campaign ongoing for Renal due to
the specialist nature of this area.

Recruitment
Commentary
A
lower number of new entrants than
XXXX joined in December. This
planned
shortfall
XXXXXwill be picked up in January
2016
through plans to recruit above the
XXXX
January forecast. December’s vacancy
level increased as a result of a rise of 35
wte in the funded establishment.
New Entrants
• 54 wte new entrants joined the Trust
during December against a trajectory
of 59 wte.
Registered Nurses
• Nurse Recruitment Open Day held
on 15th January resulted in 41 offers
and a further 8 follow up interviews.
• First cohort of Spanish nurses
recruited in December are joining the
Trust on 21st January with the second
cohort following in April.
• Newly Qualified RN recruitment days
taking place on 8th and 9th March.
• Final plans being made for a
campaign to recruit 60 Indian nurses
commencing in February. This will
form two cohorts of 30 joining the
Trust in the Autumn of 2016.
• A recruitment incentive paper is being
presented at February’s Workforce
Committee to support Directorates
recruitment plans and will include
initiatives such as a golden
handshake programme. Once
agreed this will support a targeted UK
RN recruitment campaign
commencing in February.
Note : A vacancy is defined as any funded post that is not
filled by a substantive or fixed term member of staff [this
excludes substantive members of staff on Maternity Leave,
Career Breaks and External Paid Secondments, it also
excludes funded external staff not contracted by the Trust

Well
XXXXLed
Sickness
XXXXX Absence
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Sickness
Absence
Commentary
XXXX
Sickness
XXXXX absence levels remain
above
XXXXtrust set target of 3.8%. In
November the absence rate was
4.6% (4.7% year to date).
There has been a significant
increase in the number of short term
sickness absence cases being
managed through Ask HR. The
majority of these cases are at Stage
2 of the procedure.
Actions include :
•

•

•

The revised sickness absence
policy and user guide is being put
forward to JCNC for approval in
January.
A proposal is being put forward to
Business Planning Investment
Group (BPIG) for funding to
support initiatives to help tackle
stress and MSK problems.
Facilities have set themselves a
stretch target of 6.5% by the 31st
March 2016 and have
implemented an action plan to
support this. They have also
piloted a central absence line for
staff to call to report their sickness
absence. This pilot will be
reviewed in March 2016.

Note : sickness absence trajectory has been calculated using
seasonal adjusted averages over the last 3 years aiming for
target of 3.8% by March 16.

Well
XXXXLed
Pay
XXXXX
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Bank
and Agency
Commentary
XXXX
There has been a reduction in the use
XXXXX
(hours)
of Non-Framework agencies.
Agency
XXXX staff are showing some reluctance
to work to capped rates, which has meant
some staff are beginning to come through
Non-Framework Agencies.
Changes have been seen in the migration
of nursing staff from Non-Framework to
Framework agencies and Bank. Notably,
the Bank has received 42 Applications in 8
weeks for Registered Nurses, this is the
most that has been received in such a
short period.
With the increase in demand for admin and
clerical staff bank staff and pending
increase in nursing demand, the Bank
team have conducted a recruitment
campaign to grow the size of the bank and
will introduce auto-enrolment for registered
and non registered nurses once the
process has been agreed by the end of
March.
Further actions include :
• Forecasting the impact of the planned
national Price Cap requirements for
Medical locums, Admin & Clerical,
external day rate consultants and other
areas including Facilities Management.
• Introducing attraction and benefits
information and incentives for
individuals who are registered with
agencies to join the Bank or apply for a
substantive role.
• The Bank team are now actively
telephoning and texting those staff
registered with the Bank with offers of
extra shifts.

Well
XXXXLed
Mandatory
XXXXX
Training
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Board Sponsor XXXX
Director of People & Organisation Health
DOHR13
194

Compliance with menu of mandatory training

XXXX

Overall compliance in November 2015
XXXXX steady with some slight
remained
fluctuation
XXXX of no more than 2% between
topics both up and down.

100.0%
90.0%

Proportionn of staff

80.0%
70.0%

The Trust was at the height of Lorenzo
training during November in the run up to
implementation so this will have
impacted upon the ability to attend
mandatory training.

60.0%
50.0%
40.0%
30.0%
20.0%
10.0%
0.0%

Mandatory Training

Mandatory
Training
Commentary

Compliance
November 15

Fire

82.7%

Health & Safety

88.3%

Infection Control

85.4%

Child Protection

82.5%

Manual Handling

78.3%

Information Governance

85.4%

Waste

81.5%

Equality & Diversity

75.2%

Non medical Appraisal Compliance
Dec 2015

Directorates are liaising with HR&D
Partners to implement a recovery plan
and this will be supported by the all staff
communication (due out in January)
around the introduction of all topics being
linked to appraisal from 2017. All staff
will need to be compliant in the current
top 8 topics by the 2016 Appraisal round
and All topics by the 2017 appraisal
round.
Directorates will need to ensure they
provide staff with sufficient time to attend
training which will allow them to withhold
incremental pay should they continue to
be non-compliant.
Appraisal Completion – non medical
staff
Year to date completion rates which
covers the period from April to the end of
December (against plan) = 61% .
The appraisal paperwork is currently
being updated to take account of the
above mentioned changes ready for
implementation in April 2016.

Well Led
XXXX
XXXXX Workforce
Medical
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Board Sponsor XXXX
Medical Director
Commentary
Commentary
XXXX
The medical appraisal chart shows
XXXXX
the compliance with the
XXXX
requirement for all doctors to have
not exceeded 15 months since
their last appraisal.
The small number of individuals
missing this deadline are targeted
by directorate appraisal leads as
necessary.
Clinical Fellows on short term fixed
contracts may have difficulty
keeping up to date with appraisal
dates. This group are being
targeted for additional support by
the revalidation support manager
and appraisal lead.
The Trust was visited by the NHS
England revalidation support team
in September and we are awaiting
their quality assurance report on
our revalidation procedures. No
immediate actions were required
from the initial feedback

XXXX
FINANCE
XXXXX
SRO
Catherine Phillips Director of Finance
Board Sponsor XXXX
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Section Summary
Summary
For the year to date the Trust is £16m adverse to plan
• The primary drivers for the adverse to plan were lower than planned income of £7.1m and together with pay
overspends of £5.6m coupled with a non-pay overspend of £2.5m. The cash balance is £2.2m, which includes
£43.1m of the in-year borrowing drawn down from the Department of Health, being £27.8m revenue loan
taken out in November and £15.3m remaining revolving working capital facility.
• Non PFI capital expenditure totals £14.8m which is £5.4m below the plan for the year to date.
• The Trust is rated red by the Trust Development Authority (TDA) as a result of the planned and forecast
deficit.

Areas of concern
•
•
•
•

Elective inpatient performance continues to be lower than plan. Contract Income is £8m below plan notably
in elective activity of £4m with the impact of penalties, CQUIN and other activity below plan by £4m.
Pay expenditure was £5.6m overspent for the year, primarily reflecting a combination of above plan use of
agency and bank coupled with overspends resulting from additional agency costs. Agency usage has reduced
following the introduction of agency caps.
Non Pay expenditure was £2.5m overspent for the year. This reflects overspends on drugs and clinical
supplies and services.
The Trust is forecasting a revised deficit for the year of £33.7m.

Actions
•

Reinforced actions have been implemented to deliver the directorate and Trust wide recovery plans include a
reduction in dependency on and use of bank, locums and agency whilst meeting the defined agency caps.

Finance
XXXX
XXXXX
Statement
of Comprehensive Income
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Board Sponsor XXXX
Director of Finance

Position as at 31 December 2015

In month
variance (Adv)/
Fav

Budget £m

Actual £m

Variation from
budget (Adv) /
Fav £m

£m

357.7
60.7

349.7
60.1

(8.0)
(0.6)

(0.6)
0.5

0.0

1.5

1.5

0.5

418.4

411.3

(7.1)

0.4

Income
Contract Income
Other operating income
Donations income for capital acquisitions
Total Income
Expenditure
Pay

(262.2)

(267.8)

(5.6)

(0.6)

Non-Pay

(135.5)

(138.0)

(2.5)

(2.1)

Total Expenditure

(397.7)

(405.8)

(8.1)

(2.7)

20.7

5.5

(15.2)

(2.3)

Earnings before Interest & depreciation

1.34%

Commentary
Commentary
XXXX
Assurances
XXXXX
The
position
for
XXXX financial
December shows a deficit of
£37.9m compared with a planned
budget deficit of £21.9m. This
represents an adverse position to
plan of £16m for the year to date.
Key Issues
Contract income is £8m adverse
to plan driven by under delivery
from elective specialties in
addition to contractual penalties,
shortfall
on
CQUINS
and
marginal tariff impacts. The
impact of the new patient
administration system

Non PFI Interest payable

(1.1)

(1.5)

(0.4)

0.0

PFI Interest

(24.7)

(24.7)

0.0

0.0

Pay was £5.6m adverse to plan,
driven by high agency/bank
usage for the year. Although this
is reducing

PDC Dividend

(0.6)

(0.3)

0.3

0.0

Actions Planned

0.0

0.0

0.0

0.0

(21.9)

(36.9)

(15.0)

(1.6)

0.0
0.0
0.0
0.0

0.0
(1.5)
0.5
0.0

0.0
(1.5)
0.5
0.0

0.0
(0.5)
0.1
0.0

(21.9)

(37.9)

(16.0)

(2.0)

Depreciation & Amortisation
Non PFI Interest receivable

Impairment
Retained Surplus / (Deficit) for accounting
purposes

(16.3)

(16.0)

0.3

0.7

0.1

0.1

0.0

0.0

Add back items excluded for NHS
accountability
IFRIC 12 Adjustment
Donations income for capital acquisitions
Depreciation of donated assets
Impairment
Adjusted Surplus / (Deficit) for NHS
accountability

Continued Implementation of
recovery plan actions to reduce
agency expenditure and increase
elective
activity.
Additional
controls
introduced
around
vacancies and non pay.

Finance
XXXX
XXXXX
Statement
of Financial Position
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Board Sponsor XXXX
Director of Finance
30
31 December 31 December Variance above
November
2015 Plan 2015 Actual / (below) plan
2015 Actual
£m
£m
£m
£m

31 March 2015
Actual £m

508.3
0.4
508.8
7.9
15.8
25.2
1.0
50.0
31.7
590.5
7.5
76.9
1.4
10.5
96.3
(14.5)
494.2
7.4
416.1
19.5
51.2
241.3
(242.2)
(27.4)
79.5
51.2

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

517.8
0.4
518.2

507.0
0.4
507.5

(10.8)
0.1
(10.7)

507.7
0.4
508.1

7.9
15.8
20.5
2.9
47.2
30.2
595.6

9.1
14.7
26.9
2.2
52.9
31.1
591.5

1.2
(1.1)
6.4
(0.7)
5.8
0.9
(4.0)

8.5
20.6
29.1
2.8
61.1
31.1
600.3

7.5
70.9
1.5
10.5
90.4
(43.3)
505.1
7.0
408.9
23.1
66.1

10.8
76.5
16.7
10.5
114.5
(61.5)
477.0
7.2
408.9
46.6
14.4

3.3
5.5
15.2
0.0
24.0
(18.3)
(28.1)
0.2
(0.0)
23.5
(51.7)

11.1
80.8
16.7
10.5
119.1
(58.0)
481.1
7.2
409.7
46.6
17.7

277.1
(269.6)
(21.9)
80.4
66.1

241.3
(269.6)
(36.9)
79.5
14.4

(35.8)
0.0
(15.0)
(1.0)
(51.7)

241.3
(269.6)
(33.6)
79.5
17.7

Commentary
XXXX
Assurances
XXXXX
XXXX
The Department of Health
approved loan of £27.79m was
received in November, which was
used to repay part of the working
capital support facility.
Total
borrowing in-year, remains at
£43.1m, which is £7.3m higher
than planned.
Concerns & Gaps
Better Payment Practice Code
(BPPC) is below the required
95% with 82% of payments made
within 30 days.
Actions Planned
Ongoing daily cash monitoring to
ensure the Trust is able to stay
within the cash limits set under
the revolving working capital
facility and loan agreements.

Finance
XXXX
XXXXX Risk Ratings
Financial
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Board Sponsor XXXX
Director of Finance

1. TDA Overall Risk Assessment Criteria Rating:

Trust Overall Rating

Year to date

Forecast

Red

Red

Overall rating

Weight

Concerns & Gaps
The Trust has a red rating on the
TDA risk assessment criteria as a
result of the deficit for 2015/16.

2. Financial Sustainability Risk Ratings:
Indicator

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

Year to date

Forecast

1

2

The TDA also measures the
Trust against the risk ratings
used by Monitor.

Finance
XXXX
Rolling
XXXXXCash Flow Forecast, In Year Surplus, & Capital Programme Expenditure
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Board
Sponsor XXXX
Director of Finance
Board Sponsor
In Year Deficit (before impairment) - plan vs
actual

Rolling cash flow forecast
20

10
0.0

(10)

-5.0

£m (20)

-10.0

In Year Deficit - £m

0

(30)
(40)
(50)
(60)

Month
Forecast including support
Forecast excluding support
DOFXX
XXX

35

Capital Programme - cumulative expenditure
trend and projection against budget

30

£m

25
20
15

-15.0

Commentary
Commentary
XXXX
The
Trust is currently below plan
XXXXX
on
income and expenditure for
XXXX
the year to date. The revised
forecast for the year is a £33.7m
deficit

Assurances

-20.0
-25.0
-30.0
-35.0
-40.0

Plan

Actual

The Trust’s cash balance is
£2.2m, which includes £43.1m of
the in-year borrowing drawn
down from the Department of
Health, being £27.8m revenue
loan taken out in November and
£15.3m remaining revolving
working capital facility.
Planned capital expenditure for
the year is £30.5m which
includes phase 2 of the PFI of
£6.6m. Non-PFI expenditure for
the year to date is £14.8m which
is £5.4m below plan.
Actions Planned

10

Only necessary capital
expenditure will be incurred.
Cash will be closely managed in
the final 3 months of the year.

5
0

Plan

Actual

Finance
XXXX
Savings
XXXXX
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Board Sponsor XXXX
Director of Finance

Trust 2015/16
Annual CRES Position (In Year)
Pipeline

35
30

Red

£m

25

Commentary
XXXX
Assurances
XXXXX
XXXX
Savings review meetings are in
place
to
ensure
in
year
implementation and development
of future years plans.

Amber

20

Concerns & Gaps

15
Green

10
Target

5
0

Apr

May

Jun

Jul

Aug

Sep

Oct

Nov

Dec

Jan

Feb

Mar

The first graph shows in-year
delivery of the which totals
£30.05m in the current financial
year. Recurrent savings total
£31.7m.

Month

Actions Planned
Focus on savings programme
delivery coupled with identifying
additional schemes.

REGULATORY VIEW
XXXX
XXXXX Commentary
Overall
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Board Sponsor XXXX
Chief Executive Officer

Summary
The Governance Risk Rating (GRR) for ED 4 hour performance continues to be a challenge through 2015/16, actions to improve and sustain this standard are set out earlier
in this report. A recovery plan is in place for RTT (please see Key Operational Standards section for commentary). Cancer figures are undergoing final validation therefore,
whilst indicative, the figures presented are not necessarily reflective of the Trust’s finalised position.
We are scoring ourselves against the TDA 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 financial
budgets for 2015-16 and ongoing performance challenges as outlined within this IPR. The Trust is committed to tackling these challenges and revised recovery trajectories
have been submitted to the TDA as outlined elsewhere in this report and are scrutinised on an ongoing basis through the monthly Integrated Delivery Meetings.

CQC reports history (all sites)
Regulatory Area

Mar
15

Apr
15

May
15

Jun
15

Jul
15

Aug
15

Sep
15

Oct
15

Nov
15

Location

Standards
Met

Report
date

Overall

Requires
Improvement

Feb-15

Child and adolescent
mental
health wards (Riverside)

Good

Feb-15

Specialist community
mental
health services for children
and young people

Requires
Improvement

Feb-15

Dec
15

Finance Risk Rating
(FRR)

Red

Red

Red

Red

Red

Red

Red

Red

Red

Red

Board non-compliance
statements

1

1

1

1

1

1

1

1

1

1

Prov. Licence noncompliance
statements

0

0

0

0

0

0

0

0

0

0

Community health services
for children, young people
and families

Outstanding

Feb-15

CQC Inspections

RI

RI

RI

RI

RI

RI

RI

RI

RI

RI

Southmead Hospital

Requires
Improvement

Feb-15

Cossham Hospital

Good

Feb-15

Frenchay Hospital

Requires
Improvement

Feb-15

Regulatory View
XXXX
XXXXX Provider Licence Compliance Statements at October 2015
Monitor
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Board Sponsor XXXX
Chief Executive Officer

Self-assessed, for submission to NTDA

Ref
Ref

Criteria
Criteria

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

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

Yes
Yes

Existing processes sufficient. All Executive and Non-Executive Directors have completed a self assessment
Existing
processes
sufficient.
New requirements
have been
discussed
and
processes
are being
put in place
and no
issues have
been identified.
A Fit and Proper
Person
Policy is
being
developed
for approval
in
to ensure compliance
with
the
new
regulations.
September 2015.

Yes
Yes

The Trust Board has regard to Monitor guidance where this is applicable
CQC registration is in place. No outstanding non-compliance actions with CQC. The Trust is scheduled for
inspection by the CQC in early November 2014.

G7
G8

Fit and proper persons as
Fit and proper persons as
Governors and Directors (also
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
Registration
with and
the Care
Patient
eligibility
Quality
Commission
selection criteria

Yes
Yes

P1
G8

Patient eligibility and
Recording
of information
selection criteria

Yes

P2
P1

Recording
information
Provision ofofinformation

P3
P2

Assurance report on
submissions
to Monitor
Provision
of information

Yes

P3
P4

Assurance report on
submissions
to Monitor
Compliance with
the National Tariff

Yes

Constructive engagement
Compliance
with tariff
the National Tariff
concerning local
modifications
Constructive engagement
The right of patients to make
concerning local tariff
choices
modifications

Yes

CQC registration
is in place.
The Trustthe
received
a rating
Requires
Improvement
its inspection in
Trust Board
has considered
assurances
in of
place
and considers
themfrom
sufficient.
November 2014. 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 plan through the IPR.
A range Trust
of measures
andconsidered
controls arethe
in assurances
place to provide
internal
on data
quality. Further
Board has
in place
and assurance
considers them
sufficient.
developments to pull this together into an overall assurance framework are planned through strengthened
Information Governance Assurance Group.
A rangeprovision
of measures
and controls
in place
internal
assurance
on data quality.
Further
Information
to Monitor
not yetare
required
astoanprovide
aspirant
FT. However
in preparation
for this
the Trust
developments to pull this undertakes
together intotoan
overall
assurance
framework
are planned through strengthened
comply
with
future Monitor
requirements.
Information Governance Assurance Group.
Assurance provision
reports not
yet required
Monitor
NBT is FT.
not However
yet a Foundation
Trust. for
However,
Information
to as
Monitor
not yet by
required
assince
an aspirant
in preparation
this theonce
Trust
applicable this will be ensured.
Scrutiny
& oversight
of assurance
will be provided by Trust's Audit
undertakes
to comply
with future
Monitorreports
requirements.
Committee as currently for reports of this nature.
Assurance
reports
as yettariff
required
by Scrutiny
Monitor since
NBT LAT
is notand
yetNTDA
a Foundation
However,
once
NBT complies
withnot
national
prices.
by CCGs,
providesTrust.
external
assurance
applicable this will be ensured. Scrutiny
& oversight
assurance
reports will be provided by Trust's Audit
that tariff
is beingofapplied
correctly.
Committee as currently for reports of this nature.
NBT complies
national
tariff prices.the
Scrutiny
by CCGs,
LATand
andconsiders
NTDA provides
external assurance
Trustwith
Board
has considered
assurances
in place
them sufficient.
that tariff is being applied correctly.

Yes
Yes

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

C2
C1

The right of patients to make
Competition oversight
choices

Yes
Yes

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

IC1
C2

Provision
of integrated
Competition
oversight care

Yes
Yes

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

IC1

Provision of integrated care

Yes

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

G4
G4
G5
G7

P4
P5
P5
C1

Yes

XXXX
Regulatory
View
XXXXXCompliance Statements at October 2015
Board
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Chief Executive Officer

Self-assessed, for submission to NTDA
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.

2

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

Yes

9

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.

Yes

10

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.

Yes

11

The board will ensure that the trust remains at all times compliant
with regard to the NHS Constitution.

Comp
(Y/N)

Yes

No.

8

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 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.

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

Yes

Yes

Yes

Yes

To be determined and agreed by the Board

IPR / Board Additional Reporting Schedule 2015
XXXX
Board
Sponsor All Executive Directors
XXXXX
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Measures & Reports overseen by Trust Board which fall outside monthly IPR reporting
January

February

March

•
•
•
•

•
•
•
•
•

•
•
•
•

•
•
•

Other qualitative aspects of patient experience report
External Reporting – Coroners Report
Flu Vaccination Rates – added to IPR cycle
Cancelled Operations – reasons for cancellations – added
to IPR cycle
Non Medical Appraisals – last month for reporting for
year
Tariff – NBT V Dr Foster removed whilst data queries
raised with Dr Foster
Compliments – moved from monthly to quarterly cycle

IPR Measure: Research & Innovation
Periodic IPR Measure: Clinical Audits
Facilities cleaning schedule
Sterile Services
Pay bill chart – to be revised

Safeguarding Adults & Children
Medical Notes – added to IPR cycle
Length of Stay – page to be developed
Delayed Transfers – page to be developed

April

May

June

•
•
•
•
•

•
•
•

•
•
•

Other qualitative aspects of patient experience report
Clinical Audit
Additional Patient Flow KPIs
Theatre Productivity KPIs
Outpatients KPIs

•

•
•
•

IPR Measure: Research & Innovation
Complaints – monthly trends
Carers Report – quarterly
Expanded Medicines Management section
Staff Survey Results
Vacancy Reporting
CQC action plan & progress

July

August

•
•
•

•
•
•

Other qualitative aspects of patient experience report
Staff Survey Results
CQUINs

Clinical Legal claims/inquests (6 monthly)
Clinical Audit
Acuity & Dependency

September

IPR Measure: Research & Innovation (page 43)
Carers Report – quarterly (page 46)
IPR Measure: Non Medical Appraisals (page 60)

October

November

December

•

•
•

•
•

Staff Survey Results

IPR Measure: Research & Innovation (page 44)
Carers Report – quarterly (page 39)

CQUINs
Clinical Legal claims/inquests (6 monthly)
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Recommendation:
The Trust Board is asked to note the position on each issue and the principal actions being taken to address them

Approval

North Bristol NHS Trust
5. Recommendations
5.1 The Trust Board is asked to note the current position and
actions.

1. Purpose & background
1.1 The attached report updates on progress and issues in relation
to the PFI Phases 1 & 2 and as well as Capital Projects.
2. PFI Phase 1
2.1 The key risks and challenges are set out on the attached report
under Phase 1 Compliance Issues which are reviewed and
managed at regular meetings with Carillion
3. PFI Phase 2
3.1 Carillion are still confirming that the forecast completion of
Phase 2 of the Brunel building will be on 13 May 2016.
3.2 The discussions and negotiations on responsibility for delays
are continuing.
3.3 Following beneficial access to part of the Avon Way Car Park
this has been opened to all permit holders and is working well.
3.4 Carillion appear to be responding to issues identified during the
joint assurance visits to Phase 2 construction areas.
4. Capital Projects
4.1 The largest delay to the PFI Phase 2 Works Area relates to the
Limewalk Building, which is expected to be vacated by
Pathology teams by the end of April 2016.
4.2 The consequence of this is that Carillion will be unable to start
the road infrastructure works for the new Southmead Way
before the completion of the rest of PFI Phase 2. The resultant
delay disruption and costs are still being assessed by the
Project Team with Carillion.
4.3 Frenchay Decommissioning recommenced in December 2015
following the delayed closure of Sterile Services Department
and will result in additional costs.

This document could be made public under the Freedom of Information Act 2000.
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Capital Planning Report
20 January 2016
On
Track

Capital Projects
Pathology 1: Bray and Slaughter are continuing work in the autolab
area, which is on track and will complete in early March. These works

Sink-R&M
Blinds-R&M
A/C-Too Cold

will facilitate the installation of the new Sysmex Line commencing 25th
Jan. They also support the reconfiguration of services to centralise
specimen reception functions in Phase 1 and the relocation of PHE
Virology. There will be a time lag of 6-8 weeks between this and the next
phase of work, which requires Genetics to have moved into Phase 2.
This is mitigated to some extent by B&S delivering most of the 'day 1
projects' but their overall end date is projected to slip to Aug/Sept 2016.
This will result in a cost pressure on extended prelims of circa £180200k linked directly to Phase 2 slippage.

R

CCL

Taps/Sinks-R&M
AGV R&M
Blinds-R&M
Powered DoorsR&M
AGV R&M

Compliance

CSL

Fire Integrity

CSL

Internal
InternalDoor-R&M
Door-R&M

works on the 15th January and day 1 project works commenced on the
18th January as planned. This accounts for circa 85-90% of the area
whilst Vinci retain control of the CAT 3 Labs, surrounding area, waste
store, bridge link staircase and the entrance link internally. Externals will
also remain with Vinci until they have been fully de-snagged and

Toilet-R&M
Toilet-R&M
Fogging
00

inspected and a target date of 4th March has been set for this, although
works will be subject to the weather. The project is progressing on the

200100 400

200
600

800 300 1000

1200

Sherston and Brecon: Buildings are decommissioned. Mitigations to
deal with possible vibration and dust during demolition and construction
of car park have been discussed with Medical Director and are being
refined to enable works to start end February
Bath Renal Satellite Unit: 1:200 draft proposal issued, meeting held
with users to comment. PQQs issued; responses due back by 04/02
No response from RUH to NBTs comments on Heads of Terms

PFI Phase 2 Progress

R

G

On Track
A

A

G

G
A

On
track

Handover of Works Areas: The Trust has handed over all works
areas with the exception of Limewalk area. The date for vacating
Limewalk is now April 2016 but depends on completion of
Pathology 2

R

SSD: There are several detailed design issues which have arisen
within Carillion's construction team and all parties are endeavouring
to resolve them and keep progress in line with construction

A

Construction Progress: Carillion are still forecasting the
completion of Phase 2 will be mid May 2016. The concrete
structure is complete and the facades are all watertight. There are
concerns about the sequencing of external works and whether all
external elements will be completed in May. The Trust has served a
notice on THC setting out what is expected at the Actual
Completion date.
Construction Quality: The Trust and its advisers are making
regular visits within the Brunel building extension. Carillion are
attending to compliance items raised with them and are being
resolved, although there is an outstanding issue regarding overall
standards which must be applied to above ground drainage.
Beneficial Access: Sufficient permanent lighting in the Avon Way
car park was eventually working by 23 December. The car park
has now been opened to all permit holders. There is no firm date
for switching on the lights in the service yard or the rest of the car
park lights

Works Complete
Position statement/compliance dashboard
of all service packages received and being
reviewed. Plan to integrate into Dec-15
monthly report. Joint Working group to be
arranged Jan-16 to discuss Trust wide
compliance opportunities
Survey is progressing. Specialist working
group reviewing fire integrity surveys and
remedials. Program being developed where
access is restricted
Status update on Immediate and Urgent
remedials progress requested from THC.
Request to be proposed to deviate from
HTM for "door interlock" and "Lay up
conditions"
Doors review solutions being actioned and
programmed to be complete for year end.
Outpatients Level 1 solution trial to be
reviewed and main revolving door full
review post Phase 2 completion
Working group including CSM’s and CSL
established to agree coordination of
periodic tasks.

R.A.G
Status
Green
Green

Amber

Amber

Critical Care & Theatre
Ventilation

CCL

Door Review

CSL

Planned Preventative
Maintenance (PPM)

CSL

Initial Hoist inspections

CSL

99% complete

Flexible Duct Replacement

CCL

Work started in ED prior to Christmas.
High patient numbers in ED causing
difficulties with access to complete work.
Further access being negotiated.

Replacement taps
programme in augmented
care areas

CCL

The remedial flushing regimes are
indicating an improved position

Green

Toilet Pod Floor

CCL

Replacement floors complete in 4
bathrooms. Further 4 scheduled for
February 2016

Amber

R

basis of moves commencing from 11th April 2016, which would result in
Lime Walk being cleared before the end of April. Whilst there is no firm
date agreed for CAT 3 the basis of Vinci’s latest claim in the adjudication
process is a late April finish and there is a significant chance this would
slip further. The ongoing adjudication process is expected to conclude
on 27th January based on the latest direction from the adjudicator,
which allowed for an extension on response times.

Decommissioning: Phase 2 works delayed and costs
increased due to late closure of SSD. Decommissioning progressing.
Conditional exchange of contracts with Redrow
achieved. Redrow to satisfy outstanding conditions
precedent
Public Open Space: Registration as Village Green
and Transfer to Winterbourne Parish Council are
being progressed.
Frenchay Park House disposal: FBC approved by
Trust Board. Contracts exchanged on 28th November
2015, completion due within 18 months.
Beckspool House Car Park -Car Park to be reprovided following demolitions, which are underway.

Paired theatre impact on
shared prep

Powered Doors-R&M
Lighting-R&M
Lighting-R&M

Pathology 2: The Trust took partial possession of the Phase 2 internal

Frenchay Projects

PFI Phase 1 Compliance Issues
Issue
Next Action Required
Action
Theatre Flooring Staining
NBT Costs being considered in order to
developed counter charge variation to THC.

Top 10 task types December 2015

key:

A

Red

No plan to resolve

Amber

Solution agreed but not started

Green

On programme

Amber

Green

Green

Green

Red

PFI Phase 2 Key Issues
Delay to Phase 2:
G

Carillion's forecast completion date remains at 13 May 2016.

A

Delay to Pathology
The final extent of the Pathology Phase 2 delay is still uncertain,
but delayed completion means moves from Limewalk will not be
until at least April 2016. Demolition and site clearance will run
into the 3rd quarter. The Carillion works to build the new
Southmead Way will take place after the completion of the rest
of PFI Phase 2
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The Trust Board is asked to note the report from the meeting held on 16 December 2015

Assurance
x

Approval

North Bristol NHS Trust
actions, which had been challenged, and were
now expected to be delivered.

1. Purpose
1.1. This report outlines the business discussed at the
Finance & Performance Committee meeting held
on 16 December 2015.

Operational Performance
3.4. The Committee noted that due to the timing of the
meeting in the month, that the data presented had
yet to be validated. However it was noted that the
Emergency
Department
performance
had
deteriorated and the reasons were being
investigated, although there was a possibility that it
was taking longer for staff to input data into the
new Lorenzo system, thus causing breaches to
occur.

2. Background
2.1. The Finance and Performance Committee meets
monthly and was established to provide assurance to
the Trust Board that there are robust and integrated
systems in place overseeing the Trust’s finance and
performance and that they are in line with the
organisation’s objectives.
3. Business Undertaken

3.5. The Committee also recognised the key role that
management played in strong performance
management and the impact that new managers
often had on performance. The Committee agreed
to review the Trust’s approach to leadership and
management development and to invite the Interim
Director of Workforce and Organisational
Development to a future meeting to consider this in
more detail.

Finance and Sustainability
3.1. The Committee considered the Trust’s financial
position at the end of month 8 (end of November
2015) with a particular focus on the income
position and continued under performance on
elective activity, reductions in agency expenditure
and the overall pay expenditure position.
3.2. The overall deficit position had risen to £14m
above plan by the end of November 2015 primarily
due to less income and greater pay expenditure
than planned. The Committee noted that the data
used was the first set of monthly data reported
from Lorenzo.

3.6. An update on the contract performance notices
and development of remedial action plans was
received. The Trust continued its discussions with
commissioners to agree the plans and
improvement trajectories where required. The risk
of non-agreement was highlighted.

3.3. The Committee considered the verbal update on
the forecast outturn from the Director of Finance
who confirmed that this remained at £34m. The
directorates had developed recovery plans and
This document could be made public under the Freedom of Information Act 2000.
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7. Governance and Other Business

4. Key Risks Identified and Impact
4.1. The risk of non-agreement of the remedial action
plans was noted, with a potential fine of £750k for
any delay.

7.1. The Committee received a summary of the results
of the annual effectiveness survey of members
and regular attenders.

4.2. The risk of income under achievement and higher
than planned expenditure was noted as a continued
risk to the Trust’s financial position.

7.2. The main comments regarded the size of the
agendas and, therefore, time for comprehensive
discussion, the definition and robustness of actions
to follow meetings and the distribution of papers
allowing for too short a time for members to fully
digest issues. Discussions at meetings were felt to
be very good.

5. Key Decisions
5.1. The Committee approved the Strategic Outline
Case for the disposal of land at Thornbury hospital
and the land designated for health and social care
development at Frenchay. The SOC would be
presented to the Trust Board for approval in line
with Standing Order 38.

7.3. The report considered by the Committee is
attached in Appendix 1.
7.4. The Committee also considered and agreed its
workplan for 2016. The workplan is presented in
Appendix 2.

5.2. The Committee further agreed that two Outline
Business Cases should be developed for the next
stage of consideration, due to differing natures of
the sales and their differing timelines.

8. Future Business
8.1. The future business of the Committee is described in
the workplan attached in Appendix 2.

6. Exceptions and Challenges

9. Recommendations

6.1. The availability of validated data was a key challenge
to the Committee in undertaking its role in
scrutinising the operational performance of the
organisation, however it should be noted that the
data was the first to be reported from the new
Lorenzo Patient Administration System.

9.1. The Trust Board is asked to note the report from
the meeting held on 16 December 2015

This document could be made public under the Freedom of Information Act 2000.
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Recommendation:
The Committee is asked to note the results from the member’s and attenders of the F&PC survey of its effectiveness and consider
potential changes to the terms of reference and any other improvements in the running of the Committee

North Bristol NHS Trust
3.4. The question that elicited a slightly high proportion of
negative answers was regarding the delivery of
actions and robustness in monitoring.

1. Purpose
1.1. All Trust Board committees execute an annual
survey to inform themselves and the Board of its
perception of its effectiveness.

3.5. There were adverse comments on six other
questions some of which were connected to the
three answers above. They included meeting
agendas being too long, that too much of the
agendas were on rolling items, that meetings overrun
but that the frequency can hardly be increased,
papers are late, attendance is subject to agenda
content and some actions are never properly closed
off.

1.2. Attached are the individual results of the 2015 survey
2. Background
2.1. As part of the NHS’s Code of Governance, NHS
Trusts should undertake effectiveness surveys
annually of its Board of Directors and subcommittees.
2.2. Such surveys inform the Board of necessary and
desirable improvements in the overall governance of
the organisation, the terms of reference of its subcommittees and the appropriateness of the
organisation’s methods of achieving its objectives.

4. Summary
4.1. The majority of suggestions relate to the governance
of the Committee, the size of its agenda, robustness
of following through actions and time to read papers.
4.2. The survey responses do not indicate a requirement
for changes to the Terms of Reference but do
require greater focus on agenda planning, action
description and agreement and the timeliness of
papers.

3. Survey Results
3.1. Attached, in Appendix 1, is a summary of the
responses from the seven individual surveys
completed for 2015 of the Finance and Performance
Committee.

5. Recommendations

3.2. Eight out of the 19 questions received completely
positive comments, two received a majority of
negative comments and one other a high proportion
of negative answers.

5.1. The committee is asked to consider the survey
results, seek ways of prioritising issues for the
Committee and ask that actions are well defined and
robustly followed up by executives.

3.3. The mainly negative issues were regarding sufficient
time at meetings for comprehensive debate and
definition of the actions required and time to read
papers.

This document could be made public under the Freedom of Information Act 2000.
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Collated Survey Responses and Graphical Representations

4
5
6
7
8

10

The right people have been identified to be the members of the
committee.
Direction of the committee
The committee chairman ensures that the committee focuses upon
its purpose; and sets its agenda.
The committee chairman seeks meaningful contribution from all
members and officers attending.
Meeting agendas are clear, ordered and realistic.
Meeting agendas are focused on the significant risks and
challenges faced by the Trust.
Sufficient time is allowed to discuss issues and agree realistic
actions. Agendas are delivered fully.
Administration of the committee
The frequency of meetings is realistic for the volume of work to be
covered. Meetings do not over-run

5

2

4

2

4

3

4

3

5

2

1

4

2

2

3

1

1

1

2

3

3

2

3

2

4

1

2

2

5

15 The decisions of the committee are clear, meaningful and realistic.

2

5

16

The decisions of the committee help enable the Trust Board to
deliver its priorities.

2

4

1

17

Individuals held responsible for delivering actions are aware of; and
accept their responsibilities as being realistic and relevant.

2

3

2

1

3

3

4

2

4

1

Reasonable advance notice is given of when the committee will
meet, of its agenda and prior receipt of supporting papers.

Papers submitted to the committee are of sufficient quality to help
12 inform our discussions, e.g. reliability and relevance of data
presented; options considered; logical solutions etc.
Committee meetings are well attended by members. Quorum is
13
achieved at each meeting.
The attendance of deputies (if required) at committee meetings
14
does not hinder the effectiveness of the committee.
Decisions of the committee

Delivery of actions agreed, within the timescales agreed, is
monitored robustly by the committee.
Informing the Trust Board
The Trust Board is kept adequately informed of the business and
19
decisions of the committee
Development as committee members
I am confident in performance of my duties as a committee
20 member and if needed sufficient support is provided to enable me
to perform effectively in that role.
18

1

5

4

11

1

Disagree
strongly

3

The committee is good at providing the support and/or assurance
that the Trust Board needs to help in its processes and decisions.

Disagree
slightly

2

Agree
slightly

Purpose of the committee
I understand the role the committee plays in supporting the
1 processes and decisions of the Trust Board and how this links to
the Trust’s Scheme of Delegation.

Agree
strongly

Assessment statement

Appendix 1

1

6

Purpose of the committee
5

4

Agree Strongly

3

Agree Slightly

2

Disagree Slightly

1

Disagree Strongly

0
I understand the role the committee plays in supporting The committee is good at providing the support and/or The right people have been identified to be the members
the processes and decisions of the Trust Board and how
assurance that the Trust Board needs to help in its
of the committee.
processes and decisions.
this links to the Trust’s Scheme of Delegation.
Agree strongly

Agree slightly

Disagree slightly

Disagree strongly

Average

6

Direction of the committee
5

4

Agree Strongly

3

Agree Slightly

2

Disagree Slightly

1

Disagree Strongly

0
The committee chairman
The committee chairman seeks
ensures that the committee meaningful contribution from
focuses upon its purpose; and
all members and officers
sets its agenda.
attending.
Agree strongly

Meeting agendas are clear,
ordered and realistic.

Agree slightly

Disagree slightly

Meeting agendas are focused Sufficient time is allowed to
on the significant risks and
discuss issues and agree
challenges faced by the Trust. realistic actions. Agendas are
delivered fully.
Disagree strongly

Average

6

Administration of the committee
5

4

Agree Strongly

3

Agree Slightly

2

Disagree Slightly
1

Disagree Strongly
0
The frequency of meetings is
Reasonable advance notice is given Papers submitted to the committee Committee meetings are well
The attendance of deputies (if
realistic for the volume of work to of when the committee will meet, are of sufficient quality to help
attended by members. Quorum is required) at committee meetings
be covered. Meetings do not over- of its agenda and prior receipt of
inform our discussions, e.g.
achieved at each meeting.
does not hinder the effectiveness
run
supporting papers.
reliability and relevance of data
of the committee.
presented; options considered;
logical solutions etc.

Agree strongly

Agree slightly

Disagree slightly

Disagree strongly

Average

Series6

6

Decisions of the committee
5

4

Agree Strongly

3

Agree Slightly

2

Disagree Slightly
1

Disagree Strongly
0
The decisions of the committee are clear,
meaningful and realistic.

The decisions of the committee help
enable the Trust Board to deliver its
priorities.

Agree strongly

Agree slightly

Individuals held responsible for delivering
Delivery of actions agreed, within the
actions are aware of; and accept their
timescales agreed, is monitored robustly
responsibilities as being realistic and
by the committee.
relevant.

Disagree slightly

Disagree strongly

Average

6

Informing the Trust Board and development as committee members
5

4

Agree Strongly

3

Agree Slightly

2

Disagree Slightly
1

Disagree Strongly
0
The Trust Board is kept adequately informed of the business and decisions of the
committee

Agree strongly

Agree slightly

I am confident in performance of my duties as a committee member and if needed
sufficient support is provided to enable me to perform effectively in that role.

Disagree slightly

Disagree strongly

Average
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Appendix 2 - Finance & Performance Committee – Proposed Work Plan 2016
Agenda Item / Issue

Key
Report

Lead

Jan

Feb

Mar

April

May

June

July

August

Sept

Oct

Nov

Dec

PAF

DoO

X

X

X

X

X

X

X

X

X

X

X

X

DoO

Demand
and
capacity
plans

Discharge
planning and
delivery

X

X

X

X

X

X

X

X

X

X

Performance
Review the integrated performance of the Trust
To review specific aspects of performance in more
depth (as required)

Various

Update on
negotiations
(commissioning)

Contract Management
Finance
Report

DoF

Update on
negotiations
(commissioning)

PFI
update

Mid-year
commissioning
contract
review

PFI
update

PFI update
PFI update
Annual Business Plan

DoF

Draft

Final

Mid-year
review

Finance
Review delivery of the Sustainability Programme
annual efficiency savings programmes

Finance
Report

DoF

X

X

X

X

X

X

X

X

X

X

X

X

Review the detailed financial performance of the
Trust

Finance
Report

DoF

X

X

X

X

X

X

X

X

X

X

X

X

Review the Trust’s performance against its annual
financial plan and budgets and consider the
effectiveness of reporting.

Finance
Report

DoF

X

X

X

X

X

X

X

X

X

X

X

X

Provide overview and scrutiny to the development
and management of the long term financial models
(LTFM) to ensure clinical engagement

Capital Management

DoF

X

5 year plan draft
including future
year

DoFac

5 year plan final
including future
year

X

Current
capital
expenditure
review

Current
capital
expenditure
review (6
month)

5 Year Plan
Review

Governance & Commercial

Deep Dives 1

Various

Business Cases
Commercial Contract Disputes Update

Various
DoF

1

Data
quality

TBC

X

X

Management
leadership
capacity and
capability to
deliver

X

TBC

TBC

TBC

TBC

TBC

TBC

TBC

TBC

TBC

X

X

X

X

X

X

X

X

X

Proposed system reviews for consideration by the Committee.
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Agenda Item / Issue
Financial risk scrutiny (as required)

Key
Report
Finance
Report

Identify annual objectives of the Committee,
produce an annual work plan in the Trust format,
measure performance at the end of the year and
produce an annual report

Key: DoF – Director of Finance
DoFac – Director of Facilities

Lead

Jan

Feb

Mar

April

May

June

July

August

Sept

Oct

Nov

Dec

DoF

X

X

X

X

X

X

X

X

X

X

X

X

FPCC

FPCC – Finance and Performance Committee Chairman
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Midyear
review

DoO – Director of Operations

Annual
Review of
Effectiveness

TS – Trust Secretary
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• agree to a discussion on walkrounds at its next development session
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North Bristol NHS Trust
and chaplaincy input to the multi-disciplinary team
meetings.

1. Purpose
1.1.

To present an update from the Committee
following its meeting held on 18 January 2016.

3.4.

EoL care was defined as the last 12 months of a
person’s life and 30% of an acute hospital’s
inpatients were usually in the last year of their life.

3.5.

There was close liaison with specialist cancer
staff but about 40% of EoL patients did not have a
diagnosis of cancer.

3.6.

All wards had a ‘Yellow Box’ which possessed
guidelines for staff, necessary paperwork and
advice for out of hours support. EoL training was
part of clinical induction and there were plans to
expand the training for all staff in a more targeted
way.

3.7.

Current gaps in
standards were:

2. Background
2.1.

As a formal Committee of the Trust Board, the
Committee is required to report after each
meeting to highlight the key discussions, risks
identified, decision taken and future business.
The following report provides this update to the
Trust Board.

3. Business Undertaken
End of Life Care
3.1.

3.2.

3.3.

The Committee received a presentation from Dr
Claire Kendall, Clinical Lead for End of Life Care
(EoL) since August 2015. She set out the latest
national guidance, the Trust’s current processes,
the way in which evaluation of the quality of care
was undertaken, the gaps in provision and the
key improvement actions planned.
The Committee noted that the Trust’s EoL team
had a close relationship with the Bristol Clinical
Commissioning Group’s Steering Group on EoL
and had achieved all its objectives under the
CQUINs system for the past three years.
The team consisted of 2.65 whole time equivalent
(wte) consultants, a variable junior doctor post, 6
wte specialist nurses two of whom were qualified
for prescribing, 1.8wte occupational therapists

3.8.

service

against

•

Staff training, particularly on communication
issues

•

Identification of patients in last year of life

•

7 day face to face availability of palliative care
team

•

Care of deceased person

•

Bereavement follow-up

•

Comprehensive data collection to inform
commissioning and service development.

Other shortcomings included: capturing the
quality of deaths, a central review of complaints
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3.9.

related to EoL, patient and carer feedback,
discharge planning and staff experience and
support.

•

Agreement for a joint Carers Action Group
with UHB to meet quarterly

•

Establishment of a weekly Dementia Café

The major challenge was to improve the dialogue
between health care staff and those approaching
the end of life. This required a major shift in
culture in both the public and the NHS.

•

Quarterly reporting to the Safeguarding
Group.

3.15. Some actions to be taken following the surveys
were:

3.10. The EoL group and the Quality Committee were
to discuss the priorities for the service but these
were emerging as staff training, 7 day working,
predictive modelling and better data collection.

•

Review the questions to capture wider
experiences and link it to the Friends and
Family Test results

•

3.11. The Committee received an update on progress
against the four core objectives of the Patient
Experience Improvement Delivery Plan outlined
at the Board meeting in November 2015.

Investigate use of technology to capture
feedback

•

Develop champions to seek and share
feedback

3.12. The greatest gain for the plan would be for all
patients to say that they felt cared for and had
been involved in their treatment and this required
embedding a desire to improve patient
experience within the organisation’s culture

•

Develop feedback
dementia cafe

Midwifery Quality Assurance

Patient Experience Improvement Plan

opportunities

at

the

3.16. The acting Director of Midwifery presented a
report on the quality assurance visit in October
2015 by Public Health England on Avon’s
Antenatal and Newborn Hearing Screening
Programme.

Dementia Carer’s Survey
3.13. A detailed report summarising the findings of the
monthly surveys for the first half of 2015/16 was
received. The surveys asked three primary and
one supplementary question.

3.17. The Committee was pleased to note that the
service met acceptable levels and recommended
timescales.

3.14. The report also included the changes made in the
light of previous feedback which included:

This document could be made public under the Freedom of Information Act 2000.
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assessment and requested the deep dive noted
above in 3.21.

3.18. The
Committee
also
noted
the
ten
recommendations for action and that the two of
immediate concern had been acted on.

Quality Account

Risk Management

3.25. The Committee noted the project plan for the
development of the 2015/16 Quality Account and
that Robert Mould was a virtual member of the
Reference Group.

3.19. The Committee received its regular report on the
key operational risks to the organisation and
process of continual improvement in the
management of risks across the Trust.

Walkrounds

3.20. In discussion, Committee members recognised
that there was still work to undertake to ensure
risks were adequately described and, therefore,
scored for their safety and quality, financial and
reputational issues.

3.26. The Committee agreed that the Board should
discuss the value of and commitment to executive
and non-executive walkrounds at its development
session on 25 February 2016.
4. Key Risks Identified and Impact

3.21. The risk assessment on falls would be
investigated at the next meeting as a deep dive.

4.1.

Performance Assurance Framework
3.22. The Committee reviewed the quality sections of
the Performance Assurance Framework and
noted that a Contract Penalty Notice was about to
be received from the CCG regarding VTE
Assessment which appeared largely to be failing
its contract target because of delays in recording.

In addition to the specific risks covered in the risk
management report the Committee noted the
risks outlined in the End of Life presentation, VTE
assessments, infection control risks regarding
catheter insertion lines and discharge summaries.

5. Key Decisions
5.1.

3.23. It was noted that the Trust had achieved the
target was achieved between December 2014
and July 2015 when the latest data was available.
3.24. The Committee triangulated the continued high
rated risk relating to serious incident falls and the
decreasing % of patients who had received a falls

The Committee approved the following:
5.1.1.

to refer the issue of walkrounds to the next
Board Development session

5.1.2.

to circulate before the next meeting the
results of the annualeffectiveness survey

6. Exceptions and Challenges
6.1.

There were
identified.

no

exceptions

or
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9. Recommendations

7. Governance and Other Business
7.1.

9.1.

There were a number of outstanding responses to
the effectiveness survey and members would be
reminded so that results could be collated and
summarised prior to the next Committee meeting.

8. Future Business
8.1.

The Committee will, at its next meeting, review
the results of the national GMC survey of its
members, receive a further update on the overall
position of all the Trust’s policies and the
management and prevention of falls.

•

Cleaning and its impact on infection control. This
would be covered jointly from a facilities and
nursing perspective to recognise the joint nature
of this service.
The impact of staff engagement actions.
The quality of maternity services.
Outcomes and performance in services including
pathology and radiology.
The role and impact of the Matron.
The impact and benefits of Lorenzo from a quality
perspective.
The impact of and actions to comply with
PREVENT.

•
•
•
•
•
•

The Trust Board is asked to:
9.1.1.

consider the activities of the Committee and
note the assurance provided in relation to
End of Life Care

9.1.2.

agree to a discussion of walkrounds at its
next development session
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1. Purpose

partly due to the late start of the contract and the
Director of Finance would keep this under review at
her monthly meetings.

1.1. To provide an update to the Board following the
meeting of the Audit Committee held on 18 January
2016.

Internal Audit (IA)
3.5. The Committee received the IA progress report
against the 2015/16 IA plan and noted that only 52 of
the 200 planned days had been completed. Factors
influencing this included the agreement of the plan in
October 2015, the implementation of Lorenzo and
the CQC visit in December 2015 which had restricted
management availability.

2. Background
2.1. The Audit Committee meets approximately once a
quarter and is responsible, on behalf of the Board,
for ensuring that the Trust has sufficient controls and
systems in place to run an efficient, effective and
continually improving service in line with the
organisation’s objectives.

3.6. The Committee noted that three reviews had been
completed: Learning from Serious Incidents,
Implementation of CQC Action Plan and Lorenzo
Project Appraisal. The last of these had been
reported to the October 2015 meeting. Both of the
other two awaited formal management responses
but actions had been implemented based on the
recommendations of the CQC review and the Quality
and Risk Management Committee was monitoring
progress on the CQC action plan.

3. Business Undertaken
Local Counter Fraud (LCF)
3.1. The Committee received the report on progress in
year. It noted the fraud awareness stand run in the
Brunel atrium which had elicited one referral and
found that a number of staff had thought proof of
fraud was needed before referral. Further awareness
stands would be held in the Staff Restaurant.
3.2. Proactive work on the Trust’s arrangements for
controlling gifts and hospitality and registering
conflicts of interest and sampling of Agency
timesheets had been completed and would be
reported to the next meeting.
3.3. Five potential fraud referrals had been made since
October 2015.

3.7. IA confirmed that it needed to undertake reviews on
Governance meetings, Data Quality, Finances,
Information Governances and Workforce to be able
to support its end of year Head of Internal Audit
Opinion. Of these there was confidence around
completion of all of them by the end of April 2016
with the exception of Data Quality.

3.4. As at 31 December 2015 only 54% of days agreed
under the work plan had been completed. This was

3.8. With advice from the Director of Finance it was
agreed that planned reviews of the Laboratory
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the potential capital losses that
monitored by the Finance and
Committee.

Information Management system (LIMs) and Waiting
List Initiatives could be postponed, and the scope
and timeliness of the data quality audit would be
progressed through her and the Director of
Informatics. Review priorities would be discussed
with IA with input from External Audit.

were being
Performance

3.13. Significant volumes of non-NHS debt had been
referred to a debt collection company chosen under
a tendering process. So far £40,000 had been paid
and £245,000 subject to payment agreements.
Invoices to the value of £1.2m were being chased.

External Audit
3.9. The Committee received the Audit Plan for the year
ending 2015/16 based on the known challenges and
opportunities faced by the Trust. It was noted that
the auditor would revise its determination of
materiality from 2% to 1.5% of the previous year’s
gross revenue expenditure because of the risks
identified with continuing financial issues.

Appointment of External Auditors
3.14. The Department of Health (DH) has stated that from
the 2017/18 year Trusts will select and appoint their
own auditors. To do this an auditor panel must be
identified to undertake the appointment which must
be made by 31 December 2016. The DH is
expecting most Trusts to nominate their Audit
Committee to act as the auditor panel.

3.10. EA reported on progress on its work so far this year
and it was noted that the Interim Accounts Audit was
underway. The Auditor reported that due to the
continued deficit position a report to the Secretary of
State would be required. Guidance was also awaited
from NHS England on the external assurance
requirements in respect of Quality Accounts.

3.15. The Committee recommends that the existing Audit
Committee is appointed as the auditor panel and that
with procurement support the process to appoint
external auditors commence in May 2016.
Carbon Emissions

Finance and Information

3.16. The Committee noted a report explaining that the
move to Brunel had switched the Trust to greater use
of electricity compared to gas. The conversion rate of
energy usage to CO2 emissions is 2.5 times greater
for electricity than for gas so that CO2 emissions
were greater in 2014/15 that the previous year.
Regular joint meetings between the Trust and The
Hospital Company monitored energy efficiency and

3.11. The Committee noted that the Lorenzo Project was
currently in its stabilisation period with a number of
issues to resolve and being dealt with through the
Programme Board and Information and Management
& Technology Board. A review of the project was
requested for the October meeting.
3.12. The Committee noted the losses on 32 individual
items amounting to £102,000 in the third quarter and
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•

sustainable issues to reduce energy consumption
and carbon emissions.
Annual Report

•

3.17. Significant changes to the format of NHS
organisation’s annual reports have been signalled by
the DH. The changes are such that the Audit
Committee recommends, subject to the Chief
Executive’s approval, that for 2015/16 an Annual
Report completely following the guidance is
produced for the auditors to check at the same time
as their audit of the accounts. This would be
approved by the Audit Committee and the Board at
the same time as the final accounts and placed on
the Trust website. Like the full accounts it would be
available as a photocopy to the public on request.

5. Key Decisions
5.1. The Committee approved the recommendation to the
Board that it become the ‘auditor panel’ for the
appointment of external auditors from the beginning
of the 2017/18 financial year.
5.2. The Committee also approved the fees for the Trust
and charitable funds audit of £81,855 excluding VAT.
5.3. The Committee approved changes to the proposed
Annual Report for 2015/16
6. Exceptions and Challenges

3.18. Subsequent to this the Committee recommends that
a combined Annual Report and Quality Account be
prepared for the annual public meeting which, in
format and presentation, would look like the Trust’s
usual publication.

6.1. There were no exceptions or challenges which
prevented the Committee from undertaking its work.
7. Future Business
7.1. The Committee will be focusing on the following over
the next three months:

4. Key Risks Identified and Impact

•

4.1. The Committee identified the following risks and
mitigations:
•
•

Handling of disposal of Frenchay Hospital site
and revaluation of property, plant and equipment
in the final accounts.
Potential statutory reporting to Secretary of State

Completion of the Counter Fraud and Internal
Audit Contracts

8. Recommendations

The resignation of David Taylor as an associate
Non-Executive Director and the requirement for
a replacement Audit Committee member
Issues regarding CQC key lines of enquiry which
have been incorporated within the overall CQC
action plan

8.1. The Trust Board is asked to discuss and consider
the activities of the Audit Committee and approve
the recommendations to nominate the Committee as
the auditor panel to appoint external auditors from
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31 December 2016 and changes to the Annual
Report.
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Report from West of England Academic Health Science Network Board,
2 December 2015
1.

Purpose
This is the ninth quarterly report for the Boards of the member organisations of the West
of England Academic Health Science Network.
Board papers are posted on our website www.weahsn.net for information.

2.

West of England Genomics Medical Centre
West of England genomics partnership had our site visit from NHS England on the 19
November 2015.
The assessing team will make a recommendation to the Genomics England Board on 1
December 2015 which will be followed by a public announcement on the 16 December 2015.
If the West of England partnership is successful in achieving designation as Genomics
Medical Centre, the service will go live from early January 2016.
The Academic Health Science Network has chaired the informatics group, led on patient and
public engagement and is hosting the genomics medical partnership website. We have over
20 public contributors who wish to help us ensure that the service works as well as possible
and who are willing to serve on an implementation advisory group.
The AHSN is also leading on public awareness raising about the 100,000 Genomes Projects
in the West of England and on communications with GPs and wider primary care.

3.

4.

Highlights from Patient Safety and Quality Improvement:


Emergency Department checklist – we have started to work with Weston, North Bristol and
Gloucestershire Hospitals on early implementation of the ED checklist.



Atrial Fibrillation – 59 GP practices in Gloucestershire are working with us to prevent strokes
in people with atrial fibrillation.



Our community health services providers are building on Sirona’s pilot work about Human
Factors training (with a focus on standardised communication) for their bands 1 – 4 staff.
Over 200 staff have been trained so far.



We have held the local launch of our Emergency Laparotomy Collaborative – involving all six
acute trusts. This will ensure we achieve the best outcomes and lowest mortality for people
who need this emergency surgical procedure.
Test Beds
Four applications for Test Beds went forward from West of England NHS organisations and
their partners. The West of England AHSN “Diabetes Digital Coach” is one of the ten
shortlisted proposals. It’s the only AHSN led test bed proposal in the country and has the
support of all our organisations. Success would bring with it a grant of £2.2 million and would
mean that every West of England CCG and NHS provider would be able to take part in
testing how innovative products fit in their diabetes pathways.
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5.

Industry Advisory Group
Over the past few weeks we have been taking advice from our “Industry Advisory group.”
Chief Executive representatives are Julia Clarke, Bristol Community Health and James
Rimmer, Weston Hospital. An important consensus view is that in addition to our broadly
based work with Small and Medium Enterprises (SMEs) we should focus in 2016/17 on
helping those who are considered most promising onto the next stage of their development.
The NHS needs to rapidly improve the “innovation pathway” and colleagues felt there could
be important learning for us in this work.

6.

Open prescribing platform
We have previously reported the development of our ‘open prescribing’ platform developed
with Ben Goldacre and the “Dark Greener” SME. The platform is now live and has already
been used on 16,000 occasions. We have offered the other 14 AHSN’s the opportunity to
promote it to CCG’s and others as an AHSN offer.

7.

Annual Conference
The Academic Health Science Network’s Annual Conference this year took place on
Thursday 15 October and was a joint event with the West of England Local Clinical Research
Network and CLAHRCwest.
500 delegates registered for the day and we have evaluated feedback from the event.
Generally the response was very positive with large numbers of delegates attending
particular workshops, with good networking and opportunities to visit stands.
We are reflecting on the issue of whether we want to have a more focused event next year
for the West of England AHSN.

8.

Review meetings with universities
We are holding review meetings with each of the three universities who we work closely with.
The review meetings with the University of the West of England and University of Bath have
taken place and have been very positive in terms of reflecting on increasing joint working and
identifying new opportunities for the future. The University of Bristol meeting is yet to take
place.

9.

Business planning 2016/17
The business planning process for 2016/17 is underway and we are seeking feedback from
member organisations about how they would like us to develop our programmes for next
year. It is likely that the patient safety workstream will continue to develop in a relatively
unchanged format, but we are looking for opportunities in quality improvement and enterprise
and translation to ensure a good fit with the 5 Year Forward View and progress opportunities
for financial savings through quality improvement or innovation. As we come to the end of
year 3 of 5 we are planning for a variety of financial scenarios.

10.

Sir Malcolm Grant visit
Sir Malcolm Grant visited Bristol on the 18 November at the invitation of the Avon Primary
Care Research Consortium. He had a private meeting with the West of England AHSN in the
afternoon and we were able to present a number of case studies from this year’s business
plan.

Deborah Evans
December 2015
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