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Executive Summary
XXXX
XXXXX
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Board Sponsor XXXX

Service quality and standards
During November the Trust continues to deliver challenging improvement trajectories across the range of access standards. There continues to
be evidence that the volumes of elective activity are rising, both in terms of numbers and income. We are also meeting 6 out of 8 cancer
standards in November, also reflecting operating capacity improvement. Compliance with all eight cancer standards is expected in January
2015.
November was a particularly difficult month for urgent care activity with some exceptionally busy Mondays, although quick and effective
recovery achieved later in the week. The overall target achievement of 83% is an improvement against last month’s 80.7% but is short of our
improvement trajectory of 88%. The outcome of our system escalation meetings has brought renewed energy and focus, key metrics for
improvement across the system include numbers of over 14 day LOS, weekend discharges and discharges before 10am. The principle reason
for breaches remains availability of beds for admission. This is influenced by both internal and external delays in discharge.
During November, the Trust’s quality metrics in particularly the continued low HSMR and infection rates demonstrate good attention to patient
care and safety, the harm free rate has returned to 92%.
Strong net promoter responses in November, above the national average, have helped move the Trust into a new TDA governance risk rating of
4 where 5 is best.

Workforce
Sickness absence rates have been over 4% for the last five months, with focus actions and a new long review process in place for long term
sick. A plan is in place to recruit to the bank for additional winter capacity and to reduce agency usage. Overall compliance with statutory and
mandatory training levels has continued to improved.

Finance
For the year to date, the Trust is favourable to plan by £4.4m, with Commissioner income below plan by £13.3m and other income favourable
by £12.4m due to the receipt of additional non-recurrent income. This income will reduce the Trust forecast deficit from the planned £34m to a
deficit of £20m. Pay expenditure was £4.2m overspent for the 8 months to November. The overspend mainly relates to medical and nursing
staffing, with both agency and bank costs increasing over the past few months.
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Key
/ Notes
Commentary
XXXX
Unless
XXXXXnoted on each graph, all
data
XXXXshown is for period up to,
and including, 31th October 2014.
All data included is correct at the
time of publication. Please note
that subsequent validation by
clinical teams can alter scores
retrospectively.

All target lines:
All improvement trajectories:

Directorate/Group
Abbreviation Glossary
CCS Core Clinical Services
CEO Chief Executive
Clin Gov Clinical Governance
IM&T Information Management
Med Medicine
MSK Musculoskeletal
Non Cons Non-Consultant
Ops Operations
Renal Renal, Transplant &
Outpatients
Surg Surgery
W&Ch Women’s & Children’s

XXXX
KEY OPERATIONAL STANDARDS
XXXXX
SRO Jez Tozer Director of Operations
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Board Sponsor XXXX

Section Summary
Areas of Concern
Performance on the 4 hour standard remains concerning. Novembers 4 hour performance was capped at 86% due to
winter capacity beds opening at the beginning of December. Wait for bed breaches continue to challenge NBT. With the
onset of winter pressures clearly evident NBT have experienced challenging performance on Mondays following a
limited number of discharges over the weekend.

Trends
The principle reason for breaches remains availability of beds for admission. This is influenced by both internal and
external delays in discharge.

Improvements
NBT emergency staff continue to work closely with the ambulance service to try and minimise delays and delays
although high were not greater worse than the previous month. Indicators of low discharges over the weekends are in
place, and escalation procedures have again been refined.

Actions







The joint system wide plan submitted to the TDA continues to be monitored by all parties via the System Flow
Partnership Group.
Opening of winter pressure beds within Elgar House following building works for refurbishment on the top floor.
Daily system wide operational calls are taking place with Alamac focussing on specific actions each day.
The Trust is focussing on its key priority of early morning discharges and has implemented a Discharge taskforce
GP assessment within the emergency zone has begun, assisting in: Triaging GP telephone referrals and taking
relevant patients from the ED reception.
ECIST have revisited the Trust and attended board meetings, providing valuable assistance. They continue to work
across the health economy to streamline processes.

Key
XXXX
Operational Standards
Summary
XXXXX
Dashboard
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Board Sponsors
Sponsor XXXX
Director of Operations

November 2014
Against
NBT
Trajectory

Trend from
last month

Performance
to be
achieved
by…

Most recent
quarter’s
performance
(Quarter 2 JulySept 2014)
against
national target

Access Standard

Against
national
target

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

83%

July 2015

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

83.5%

Not met in
14-15

87.7% (Q1) to 84.4% (Q2)

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

91.2%

Jan 2015

95.6% (Q1) to 93.4% (Q2)

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

78.7%

Not met in
14-15

87.6% (Q1) to 80.8% (Q2)

Quarterly Trend (Q1 vs Q2)

88.1% (Q1) to 83.9% (Q2)

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

2.0%

Not met in
14-15

1.8% (Q1) to 2.2% (Q2)

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

5

Not met in
14-15

31 (Q1) to 32 (Q2)

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

Key
XXXX
Operational Standards
Urgent
XXXXX Care
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Board Sponsor XXXX
Director of Operations
Commentary
XXXX
Overall
XXXXX November performance
was
below the 86% trajectory.
XXXX
November was again challenging
for NBT but despite this there
have been days where 4 hour
performance figures have
reached 99.12%.
Bed waits continue to be the
main cause for breaches, as NBT
looks to discharge our medically
stable patients as quickly as
possible.
Unfortunately, one day amidst
challenging factors including of
high attendances, low
discharges, NBT saw 1 twelve
hour breach in November.
Mondays continue to be
challenging, following a drop in
discharge activity over the
weekends. NBT continue to learn
and build on experience from
exceptional pressures previously
encountered.

Key
XXXX
Operational Standards
Urgent
XXXXX Care Admission Rates
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Board Sponsor XXXX
Director of Operations
Commentary
XXXX
Moving
XXXXX into winter, NBT
continues
to see a high number
XXXX
of emergency attendances. The
number of patients admitted via
the emergency department
remains above planned levels.
NBT have opened additional
winter capacity beds in Elgar
House, these have been fully
utilised within 1 day of opening.
Despite this flow issues have
continued to prevent the opening
of the AAU GP assessment area.
A large proportion of the medical
take is diverted to ED, resulting in
bed wait breaches.
Ambulance delays are a
symptom of Trustwide patient
flow issues. To maintain safety
when the Ambulance SOP is
enacted and patients are
offloaded into ED without a
cubicle space, the ED escalation
triggers have been updated to
ensure an appropriate staffing
response, and/ or beds freed up
to move patients through the
system.

Key Operational Standards
XXXX
Length of Stay
XXXXX
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Board Sponsor
Sponsor XXXX
Director of Operations
Board
Commentary
XXXX
Length
XXXXXof Stay saw a dip in
November.
This can be attributed
XXXX
to many of the improvements
being made to the discharge
processes in conjunction with our
healthcare partners.
The agreed BNSSG agreed
rehabilitation levels continue to
assist discharge and in
December NBT plans to engage
staff with new discharge training,
reinforcing the importance of
making sure these are accurate.
Community occupancy
throughout November remained
less than 100%. Healthcare
partners are engaged with
assisting NBT and finding
appropriate discharge
destinations.

Key
XXXX
Operational Standards
Length
XXXXX of Stay
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Board Sponsor XXXX
Director of Operations
Commentary
XXXX
Elective
XXXXX length of stay has
remained
below 4 days during
XXXX
October, this is still below the
expected level. The total LoS
which includes the point where
patients are medically stable for
discharge saw an trend increase
for an average of 1.1 days.
Non-elective stay rose and is still
above expected levels.

Key
XXXX
Operational Standards
Discharges
XXXXX
/ Transfers
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Board Sponsor XXXX
Director of Operations
Commentary
XXXX
The
Trust is working with
XXXXX
partners
XXXX on this but there is
unlikely to be an immediate
improvement in capacity. The
‘discharge to assess’ scheme
proposed will be of greatest
benefit to the Trust but this is not
due to be provided until Q1 in
2015. The Trust is looking at
alternative ways of increasing
acute capacity presently
occupied by these ‘medically fit’
patients.

Key
Operational Standards
XXXX
Cancer
XXXXX Summary Dashboard

11

Board
Medical Director
Board Sponsor
Sponsor XXXX

Oct

Standard

Final
October
Perf*

Against
National
Target
November

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

96.8%

93.7%

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

91.1%

92.4%

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

100%

100%

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

75.9%

85.1%

Patients treated 62 days of
screening (90% target)

88.8%

96.1%

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

96.7%

91.3%

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

94.4%

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

98.0%

Against
NBT
Trajectory

Trend
from
last
month

Performance
to be
achieved by…

Q2
Performance
(Jul-Sep14)
against
National
Target

Quarterly Trend (Q1 vs
Q2)

Nov 2014

90.6% (Q1) to 93.7% (Q2)

n/a

Plan to be
developed

88.5% (Q1) to 93.1% (Q2)

n/a

Achieving

100% (Q1) to 96.7% (Q2)

Jan 2015

74.2% (Q1) to 76.2% (Q2)

n/a

Achieving

87.8% (Q1) to 92.9% (Q2)

n/a

Achieving

85.2% (Q1) to 90.6% (Q2)

93.7%

Achieving

93.2% (Q1) to 93.6% (Q2)

94.4%

Achieving

93.7% (Q1) to 88.7% (Q2)

Key
XXXX
Operational Standards
Cancer
XXXXX
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Board Sponsor XXXX
Medical Director
Commentary
Commentary
XXXX
The
Trust is currently noted as
XXXXX six of the eight key
achieving
XXXX targets in November.
cancer
Please note: At the time of
publication, November’s figures
were still subject to on-going
validation and, whilst indicative,
do not reflect the Trust’s final
position for November. Please
refer to the commentary within
the section for further
explanation. Any subsequent
updates will be flagged in next
month’s report.
The two week Urgent GP
Referral target has been met in
November with 93.7% of patients
being seen in two weeks against
the 93% target.

The target for seeing patients
with breast symptoms (cancer not
suspected) within 2 weeks has
been met (94.4% against a 93%
target).
The screening target for October
was achieved (96.1%) as was the
Consultant Upgrade
target (91.3%).

Key
XXXX
Operational Standards
Cancer
XXXXX
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Board Sponsor XXXX
Medical Director
Commentary
XXXX
The
Trust’s performance against
XXXXX
the
62
XXXX day target (85.1%) is
currently showing as achieved
however the validation process
is on-going but the Trust is
ahead of the planned trajectory.
The Trust validated position for
the 31 day performance in
October was 96.8% against a
target of 96% however the
November position is currently at
93.7% which is below trajectory.
6 patients breached the
subsequent surgery 31 day
target meaning this target was
breached overall (92.4%
achieved). The 31 day
subsequent drug treatment target
was met and this target has been
met consistently except one
patient who breached in August
causing the target to be missed.

Key
XXXX
Operational Standards
Referral
XXXXX to Treatment All Specialties
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Board
Board Sponsor
Sponsor XXXX
Director of Operations
Commentary
Commentary
XXXX
The
number of patients waiting
XXXXX
longer
XXXX than 18 weeks to be

treated is slightly greater than
the trajectory (4,532 v 4,385)
for November 2014.
The main areas of variance are in
general surgery, pain
management and some of the
medicine sub-specialties.
Fortnightly meetings will now be
held with each general manager
to specifically target actions to
reduce the backlog back to the
levels forecast in the trajectories.

Key
XXXX
Operational Standards Referral to Treatment
Specialty
XXXXX Level & 52 week waits
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Board Sponsor XXXX
Director of Operations
COO57
003b

Commentary
XXXX
There were 192 patients waiting
XXXXX
over 52 weeks for treatment at
XXXX
the end of November – 187 in
spinal surgery, 2 in orthopedics
and 3 in neurosurgery. The spinal
position is slightly favorable to
the trajectory and continues to
be monitored weekly in
conjunction with NHS England
and local commissioners.
The diagnostic target was not
met in November with
echocardiography, urodynamics
and cystoscopies performing
below the 99% target.

Operational
XXXX
Data
Cancelled
XXXXX
Operations
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Board Sponsor XXXX
Director of Operations
Commentary
XXXX
There
XXXXXwere 89 operations
cancelled
on the day of planned
XXXX
surgery in November which is the
best performance since July. 34
(38%) of these were due to a lack
of bed available because of
emergency pressures and 28
(31%) were due to over-runs in
theatres. Orthopaedics in
particular showed a marked
improvement, reducing from 54 in
October to 30 in November. .
There were 5 patients who were
unable to have their operation
rebooked within 28 days which is
the lowest position since April
2014. 2 were in urology, 2 in
general surgery and one in
neurosurgery.
In addition, there was one patient
in urology whose urgent
operation was cancelled for the
second time – the first
cancellation was due to bed
availability and the second due to
consultant sickness. The patient
has since been treated.

XXXX
QUALITY
XXXXX

PATIENT SAFETY & OUTCOMES

Board Sponsor XXXX

SRO Chris Burton Medical Director & Sue Jones Director of Nursing
Section Summary
Areas of Concern
Achieving four hour performance remains of concern, with one 12 hour trolley breach in month

Trends
Malnutrition screening continues to improve and is near to the internal target.
WHO checklist has plateaued. Non theatre environments require review, and a new trajectory with a stretch
target is being set by the theatre programme board.
Stable mortality ‘as expected’
CDiff within trajectory
Improvements
All elements of the dementia cQUIN achieved for the first time this month
Hand hygiene rates
Missed medication doses
Actions
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Quality
XXXX
XXXXX Safety Summary Dashboard
Patient
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Board Sponsors
Sponsor XXXX
Director of Nursing & Medical Director

Patient Safety Dashboard

Standard
(target)

November 2014

Most recent
quarter’s
performance
(quarter 2 July –
Sept 2014) against
national target

Performance
against
national
target /
contract

Against NBT
Trajectory

1

n/a

Achieving

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

Safety Thermometer – overall
compliance (94% internal
target)

92.0%

n/a

Plan to be
developed

93.3% (in Q1) to 93.4% (in Q2)

Malnutrition Screening (90%)

82.9%

Nov 2014

60.7% (in Q1) to 61.5% (in Q2)

Hand Hygiene Compliance
(90%)

95.0%

n/a

Plan to be
developed

95.2% (in Q1) to 93.6% (in Q2)

MRSA (0 per month trajectory)

0

n/a

Achieving

0 cases in 2014/15

C-Difficile (5 per month)

2

n/a

Achieving

9 cases (in Q1) to 13 cases (in Q2)

1

n/a

Achieving

5 cases (in Q1) to 7 cases (in Q2)

7

n/a

Achieving

11 cases (in Q1) to 17 cases (in Q2)

83.4%

n/a

Plan to be
developed

83.8% (in Q1) to 84.2% (in Q2)

Never Event Occurrence by
month (0 target)

MSSA (1.5 per month)
E-Coli (5.8 per month)
Catheter Compliance (95%)

Trend from
last month

Performance to
be achieved by..

Quarterly Trend (Q1 vs Q2)

October 2014
Venous Thromboembolism
Screening (95%)

Dementia (find/assess/refer
CQUIN) (90%)

93.4%

n/a

Plan to be
developed

95.4% (in Q1) to 94.5% (in Q2)

91.1%

n/a

Achieving

79.4% (in Q1) to 82% (in Q2)

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

Quality Patient Safety
XXXX
XXXXX
Additional
Safety Measures
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Board Sponsor XXXX
Director of Nursing
DON030
01

DON031
01

Number of Serious Incidents Closed and Open
Breaching Deadlines: Dec 2013 - Nov 2014
by Date Reported to STEIS

Pressure
Ulcer, 19

12
10

Clinical, 6

12 hour
trolley
breach , 5

1

6

7

8

2

2

0

8

6
3

8

Other, 6

4
1
Fall, 34

Closed

DON002
01

Open Breaching Deadlines

Never Events: Apr 2014 - Nov 2014
by Date Reported to STEIS

Never Events

2

RED

Alerts remaining open and not
met the deadline for completion

0

AMBER

Alerts remaining open but within
the deadline for completion

1

GREEN

Alerts completed within
deadline.

7

0

Wrong Implant

Wrong Site Surgery

Other categories:
Surgical complication 2
Wrong site surgery 2
Wrong site line insertion 1
Child Suicide 1

CAS ALERTS - November 2014
(including Patient Safety, Medical Device & Estate
Alerts)

1

Retained Foreign Object

Maternal
Death, 3

11

9

1

Incident reporting deadlines
All Serious Incidents have been
reported within two days of
confirmation. No breaches of the
RCA 45 / 60 day deadline target
dates have occurred since June
this year (which was 4 days past
its deadline).

Unexpected
Death, 3

8

4

Commentary

Top Types of SI reported: Dec 2013 - Nov 2014
N = 76 by Date Reported to STEIS

Never Events
One never event was reported in
November. This relates to a
wrong site surgery. The initial
excision, during a spinal
operation, was at the wrong level
and further surgery was required
at the correct site. The RCA is
due for discussion at the
February CRC meeting.
CAS Alerts
Alerts are compliant within
deadlines. The 1 within the
amber category is due for closure
in March 2015. NBT Estates and
Carillion have been made aware
of their responsibility to put
actions in place.

Quality Patient Safety
XXXX
XXXXX
Additional
Safety Measures
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Board Sponsor XXXX
Director of Nursing

DON041
01

DON028
01

Occurrence of Serious Incidents:
Dec 2013 - Nov 2014
by Date Reported to STEIS

14
Per 1000 Bed Days

Serious Incidents

12
10
8
6
4
2

Trustwide Serious Incidents Rate per 1000 Bed
Days: Dec 2013 - Nov 2014
by Date Reported to STEIS

0.5
0.45
0.4
0.35
0.3
0.25
0.2
0.15
0.1
0.05
0

0

Rate per 1000 bed days

SI Count and SI Rate by Directorate per 1000 Bed Days: Dec 2013 - Nov
2014
by Date Reported to STEIS
0.45
0.4
0.35
0.3
0.25
0.2
0.15
0.1
0.05
0

40
35
30
25
20
15
10
5
0
Core
Clinical

Medicine Musculo

Neuro

SI Count

Renal

Surgery

SI Rate

W&C

SI Rate per 1000 Bed Days

SI Count

DON029
01

Median

Data Reporting basis
The data may alter from
month to month due to level
of actual harm review being
agreed by CCG as no harm
to patient, in some cases,
therefore removing the
incident from STEIS.
For instance one trolley
breach report has been
removed due to no actual
harm and one pressure
ulcer was removed in
November as it was
downgraded from a level 4
to a level 2.

Commentary
Serious incidents
The rate per bed days is on the
downturn in November, within
which eight serious incidents
were reported:
X 2 Maternal Death
X 1 Unexpected Death
X 1 Pressure Ulcer
X 2 Fall
X 1 12 hour trolley breach
X 1 Wrong site surgery
There is a ‘Stop the Clock’ on
one of the maternal deaths, a
community based incident
requiring police investigation. The
other has an RCA in progress
currently. In both cases there is
no current indication of failings in
care. The 12 hour trolley breach
resulted in no patient harm and
Clinical Risk awaits feedback
from STEIS regarding closure
Serious Incident Rate
The figures for the current report
have been validated for the last
12 months to reflect the date NBT
Trusts serious incidents were
reported to STEIS. Previous
reports have excluded pressure
ulcers but they are now included
in order to give an overall picture
of the Trusts level of SI reporting.

Quality Patient Safety
XXXX
XXXXXThermometer catheter on-going care falls pressure ulcers VTE
Safety
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Board Sponsor XXXX
Director of Nursing
Commentary
Harm
XXXX Free Care
The
Trusts ‘harm free’ rate in
XXXXX
November
increased to 92.1%
XXXX
from 90.8% in October, the
national rate is 93.7%. The
highest harm incidence (6.3%)
was Pressure Ulcers, 5.3% of
which were ‘old’ in nature and
therefore not attributable to the
area recording it at the time.

Overall Falls
The rate per 1000 bed days
is 5.79 for November with a
rolling mean of 6.53 for year to
date. This is the third month
showing a reduction in rate but it
is still too early to define this as a
trend. There were two serious
falls in November.
The overall number of falls and
falls resulting in serious injury
since the move to Brunel remain
high with 5 deaths from falls in
total. Management of this
ongoing risk continues to receive
high priority, with a range of
actions agreed and monitored at
Falls Group and within
directorates.
Falls reduction is also one of the
improvement work streams within
the Trust’s Sign up to Safety
Campaign

Quality Patient Safety
XXXX
XXXXXThermometer
Safety
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Board Sponsor XXXX
Director of Nursing
Commentary
Pressure
Ulcers
XXXX
Pressure
ulcer
incidence for
XXXXX
November
reduced
significantly
XXXX
from October to 9.3 patients per
10,000 bed days (YTD 9.12). 26
patients had a grade 2 or above
pressure ulcer.
There was one Grade 3 Pressure
Ulcer in November and no Grade
4s.
Pressure Ulcer prevention is part
of the Trust’s Sign up to Safety
plan.
VTE (one month in arrears)
Compliance in October fell to
93.4% at the time of national data
submission at end of October via
UNIFY (DH reporting system).
This figure increased to 93.8% at
the time of reporting.
Quality Committee review in
November identified multifactorial issues causing the non
completion of documentation to
demonstrate completion of
assessments. The Lead VTE
Nurse is prioritising review within
Surgery and Medicine to assess
the reasons and work with teams
to improve practice.

Quality Patient Safety
XXXX
XXXXX
Additional
Safety Measures
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Board Sponsor XXXX
Director of Nursing
Cardiac
Crash Calls
Commentary
The
rolling
mean of cardiac arrest
XXXX
calls is 0.61 per 1000 discharges.
XXXXX
The national average rate is
XXXX
recalculated quarterly and remains

at 1.9 per 1000 discharges.
There were 9 confirmed calls in
November.
Dementia
The past 2 months have shown
considerable improvement due to
recent changes in ICE request
referring and the new discharge
summary. Results for October were;
Q.1 Screening to find patients with
dementia was 95.8%
Q.2 Patients assessed and
investigated was 90.7%
Q.3 Of those patients identified with
dementia, those referred on to
specialist services was 87.2%
CQUIN requires all questions scoring
>90% for three consecutive months.
Early indications (subject to final
validation) are that this has been
achieved for all indicators in
November for the first time ever.

Catheter Compliance
Compliance in November has
improved to 83.4% (YTD rolling
mean 81.6%), although still well
below national benchmark of 95%. A
catheter acquired urinary tract
infection work plan to address
performance with this aspect of care
is in progress, as part of the
Continence group.

Quality Patient Safety
XXXX
XXXXX
Additional
Safety Measures

24

Board Sponsor XXXX
Director of Nursing
WHO Checklist
Commentary
Reported compliance of checklist
XXXX
in November was at 93.2% with a
XXXXX
YTD compliance of 93%. Main
XXXX
directorate breakdowns are;
• Gynaecology 98.3%.
• Musculo-Skeletal 97.6%,
• Surgery 95%,
• Neurosciences 92.2%
The overall total is dragged down
by some ‘unknown directorate”
data where compliance is 79.8% (.
this represents 7.6% of total
operations). Work is being
monitored through Quality
Committee to address this issue
and the Theater Programme Board
continues to drive safety
improvement.
Nutrition
Trust-wide compliance for nutrition
screening for November was
82.9% (target 90%) so a monthly
improvement has now been
recorded for 6 months, from the
low point in June to the current
level. If sustained, the stretch
target of 95% will be achieved at
the end of January 2015.
Weekly lists (patients who were
not screened from the previous
week) continue to be sent to the
ward sisters (Matrons/HONs
copied in) to follow up noncompliance.

XXXX
Quality Patient Safety
XXXXX
Infection Control
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Board
BoardSponsor
SponsorXXXX
Medical Director
MRSA
Commentary
0 reported cases for November.
XXXX
The last reported Trust case was
XXXXX
September 2013.
XXXX

C.Difficile
2 Trust responsible cases for
November. 28 cases reported
year to date which is well below
both internal and external targets.
A review for each Cdiff case
takes place to identify any lapses
in care. The conclusion needs to
be agreed with commissioners
and this process has recently
been put in place.
MSSA
1 case reported in November. A
total of 15 cases reported year to
date which is above the internally
set target. Cases are reviewed
through the control of infection
committee. Focus for
improvement is on good
management of indwelling
devices and basic infection
control measures such as hand
hygeine.
E Coli
7 cases reported in November.
The year to date total is 40
cases, fewer than previous years
at this point.

Quality Patient Safety
XXXX
XXXXX Control
Infection
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Board Sponsor XXXX
Medical Director
Hand
Hygiene
Commentary
The
Trust Hand Hygiene audit
XXXX
shows
XXXXXa return to meeting the
Trust
XXXXstandard of 95%.
Directorates will continue to
review the compliance in their
clinical areas and implement the
necessary actions.
VHF (Ebola) readiness
The infection control team
working with the Trust
emergency planners have
reviewed the Trust procedures
should a patient present with
possible symptoms of a Viral
Haemorrhagic Fever.
The Trust has appropriate
isolation facilities for managing a
patient prior to transfer to a
specialist infectious diseases
centre if required. There have
been no possible cases in the
past month.

Quality Patient Safety
XXXX
XXXXX
Medicines
Management Medicine Reconciliation & Missed Doses
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Board Sponsor XXXX
Medical Director
Commentary
XXXX
Medicines
XXXXX Reconciliation and
Missed
XXXX Doses data is available
one month in arrears.
Missed Doses
Work with individual pharmacists
and concentration on the
emergency zone has improved
the missed doses date though
there is still more to do to return
to the best practice of 12 months
ago.
Medicines Reconciliation
Since February 2011, our 6
monthly average figures have
remained consistently above the
95% target line. Reliability has
increased since move to Brunel.

Quality Patient Outcomes / Effectiveness
XXXX
XXXXX
Mortality

28

Board Sponsor XXXX
Medical Director
Commentary
XXXX
Mortality
XXXXX statistics remain within
the
‘expected’ range. Dr Foster
XXXX
has rebased the HSMR data to
reflect reductions in mortality
nationally and this has increased
the Trust HSMR to 92.. The latest
available data shows SHMI Q4
13/14 of 91 and year to end
March 2014 98.

Mortality at weekends is being
reviewed through the clinical
audit committee.
Raw mortality for November 2014
is lower than the same months in
previous years.
From October 2014 the Trust has
systems in place to ensure
individual review of every
inpatient death. The learning
from these reviews will be
reported in the Quality
Surveillance group.

XXXX
QUALITY
XXXXX

PATIENT EXPERIENCE

Board Sponsor XXXX

SRO Sue Jones Director of Nursing

Section Summary
Areas of Concern
The volume of patient complaints and overdue complaint responses remain of concern.

Trends
Response rates for friends and family continue to be met.

Improvements
The national net promoter average is shown this month as a benchmark, and the graphs have
been simplified to show the trust wide position

Actions
The patients association have started working with us, and will be auditing complaints 22
December with training in complaints investigation planned for the new year

29

Quality Patient Experience
XXXX
XXXXX & Family Test Trustwide Position
Friends
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Board Sponsor XXXX
Director of Nursing
NBT % Patients would recommend
Response Rate Target

---

National % Patients would recommend
NBT Net Promoter Score
NPS Target
National Response Rate
……….. National Net Promoter Score
NBT Response Rate

All
Friends and Family national
Commentary
targets
XXXX met.
XXXXX
INPATIENT
survey response rate
XXXX
(RR) is 30%, an increase of 4%
from October and achieving the
target of 30%. Inpatient Net
Promoter Score (NPS) is 70, an
increase of 6 points from October
and surpassing the target of 60%.
EMERGENCY DEPT RR is 21%,
an increase of 2% from October
and achieving the 20% target.
The NPS is 58, up 8 points from
October and surpassing the
target of 45%.
MATERNITY RR is 20%, up 2%
from October. NPS is 67, equal
with October.
NBT is an early adopter of
OUTPATIENTS/DAY CASE FFT
reporting, there are no national
targets for this area and limited
historical data.
National Ranking in October
(available 1 month in arrears)
We came 154th out of 168 Trusts
for Inpatient RR and 118th for
Inpatient NPS. For ED we
ranked 71st our of 140 Trusts for
RR and 55th for NPS.

XXXX
Quality Patient Experience
XXXXX
Friends & Family Test Directorate Responses and Scores
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Board Sponsor XXXX
Director of Nursing
NBT % Patients would recommend

NBT Net Promoter Score

--- NPS Target

Response Rate Target

NBT Response Rate

Commentary
XXXX
The new measure being
XXXXX
introduced is the % of all patients
XXXX
who state that they are
‘Extremely Likely’ or ‘Likely’ to
recommend the Trust to their
family and friends. The new
measure will always be higher
than the Net Promoter Score for
two reasons, firstly that it has
expanded the number of
response types included in the
positive measure and secondly
that it does not subtract the
neutral and negative responses
from the positive score.
The closer the Net Promoter
Score and the % Patients would
recommend result are means that
more people state that they are
‘Extremely Likely’ to recommend
the Trust and fewer people have
selected that they would not
recommend the Trust. During
November the Surgical
Directorate had the closest
results of Net Promoter Score
and % Patients who would
recommend.

XXXX
Quality Patient Experience
XXXXX
Friends & Family Test Directorate/Dept Responses and Scores
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Board Sponsor XXXX
Director of Nursing
NBT % Patients would recommend

NBT Net Promoter Score

--- NPS Target

Response Rate Target

NBT Response Rate

Commentary
XXXX
Top performing ward in terms of
XXXXX
getting a high NPS and
XXXX
Response Rate for November is
Gate 28b (NPS 80 and RR
83.3%). A very close contender
is Gate 33a. Others include;
AAU, 33b, 34a, 7a, 27a and
Ward 4.

MATERNITY:
Our rankings v rest of Eng.
across the 4 stages as per Oct
Antenatal:
Response rate 108/137
NPS 54/137
Delivery:
Response rate 95/137
NPS 104/137
Post Inpatient:
Response rate 71/137
NPS 117/137
Post Community:
Response rate 11/137
NPS 77/137

Quality Patient Experience
XXXX
XXXXX
Complaints
& Concerns
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Board Sponsor XXXX
Director of Nursing
Commentary
XXXX
Recorded formal complaints
XXXXX
decreased to 82 cases (from 110)
XXXX
and concerns decreased to 24
(from 43). Rather than reflecting
a downturn in activity the figures
illustrate delays in recording the
activity on the database, due in
part to staff absence in addition
to the high workloads.
The Patients Association will
audit current complaints practice
on 22 December as part of their
review and planning around
process improvements.
In November the main themes
were:
• Clinical care
• Communication
• Appointments issues
Returned complaints fell to 5 and
of these only 1 was potentially
avoidable. The avoidable returns
rate for the year remain less than
1%.

Quality Patient Experience
XXXX
XXXXX
Complaints
& Concerns
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Board Sponsor XXXX
Director of Nursing
Commentary
XXXXresponded to a total of 144
ACT
XXXXX
complaints
and concerns in
XXXX
November.
Overdue complaints outstanding
remained high and saw a very
slight increase due in part to the
high volumes received at the end
of September and during
October. Increases were seen in
MSK and Surgery while a notable
reduction was achieved by
Medicine who reduced their
overall total to 17 (previously 27).

Parliamentary Health Service Ombudsman (PHSO) Cases
Q4
Q1
Q2
Oct-14
13/14
14/15
14/15
New cases referred to PHSO
3
6
3
1
No. of cases Fully upheld
0
0
0
0
No. Partly upheld
0
2
1
0
No. Not upheld
5
1
0
0
Fines levied
Nil
Nil
£550
£500

Nov-14
0
0
0
0
Nil

Corrective Actions
Compliant with timescales

N/A

1

N/A

N/A

N/A

Non-compliant

N/A

N/A

N/A

N/A

N/A

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 above represent
differing time periods and will not therefore ‘add up’ within any given period.

General enquiries received by
ACT again reduced slightly but
are taking longer to resolve as
ACT continues to struggle with a
lack of clear contact information
or departments failures to
respond to ACTs requests for
assistance.
The Parliamentary Health
Service Ombudsman (PHSO)
has not notified any new
investigations in November.
Heightened requirements to
formally confirm completion of
corrective actions are now in
place. These are tracked to
ensure that the learning from the
complaints has been heeded and
can be reported as compliant.

Quality
XXXX
XXXXX 2014-15 National Schemes
CQUINS
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Board Sponsor XXXX
Director of Nursing

2014-15 CQUINS – National Schemes
Title

Friends and
Family Test

NHS Safety
Thermometer

Dementia

Met Target

Description

Q2

Q1

Comment

Staff Friends and Family Test
from April 2014

Questionnaire sent out to all staff

Early implementation in
Outpatients and Day Case by
October 2014
Increase response rates in
Emergency Dept (ED) and
Inpatients (IP)
Further increase to response
rates in Inpatients (IP) only in
March 2015
Reduction in number of
pressure ulcers for Nov 2014March 2015 compared to
Nov 2013-March 2014
To identify, assess and refer
on dementia patients

Rolled out FFT to outpatients and daycase by target date
of 1st October 2014

Confirmation of clinical lead
and implementation of
training programme
Provision of support for
dementia carers

Next stage for CQUIN assessment for ED and IP is Qtr. 4.
On track to achieve this

IPR
Page Ref

34-36

On track to be achieved in March

Achievable based on performance for 2014/15 to date

26
The target was partly achieved for quarters 1 & 2 and an
action plan is in place to improve performance in future
months
Achieved

27
Action plan in place: Pilot questionnaires posted, awaiting
responses.

CQUIN being finalised

Not met target

Quality
XXXX
XXXXX 2014-15 Local Schemes
CQUINS
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Board Sponsor XXXX
Director of Nursing

2014-15 CQUINS – Local Schemes
Title
Maternity
Cancer Treatment
Summaries

Description
Increase quality of post-natal care and improvement of breastfeeding rate at handover to community services

Q2

Q1

Comment

n/a

Detail of measurement to be
agreed. Awaiting results for Q2.

To produce cancer summaries following successful
completion of surgical treatment

On track to be achieved measurement from quarter 2
onwards
Achieved in Q2

To improve timeliness and quality of discharge summaries

Discharge Summaries

End of Life care
Personalised Care
Planning

To improve identification of end of life patients and increase
level of support to the patient and carer

Achieved in Q2

To increase the number of personalised care plans agreed
with patients with long term conditions

Care Plan roll out plans
currently being agreed

Reduction in incidence of Sepsis

Achieved in Q2

Emergency admissions to be assessed by an appropriate
consultant within 14 hours of admission

Baseline needs to be
established and detail to
finalise.
Achieved in Q2

Sepsis
7 day working
System wide with
Sirona

Met Target

Implementation of Sirona model relating to virtual wards

CQUIN being finalised

Not met target

Quality
XXXX
XXXXX 2014-15 NHS England Specialist Services Schemes
CQUINS
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Board Sponsor XXXX
Director of Nursing

2014-15 CQUINS – NHS England Specialist Services Schemes
Title
Genetics
CAMHS
Specialised cancer

NICU

Orthopaedics

Critical care

Description

Q1

Comment

Access to array Comparative Genomic
Hybridization (CGH) fro prenatal diagnosis
CAMHS 5 days review of unplanned
admission

Detail to be finalised

Use of remote monitoring for the support of
prostate cancer patient follow up
The % of babies born at <34+0 weeks
gestation receiving some of their mother’s
breast milk at final discharge home from
neonatal care
% of babies <29+0 weeks gestation and/or
<1000g who start intravenous nutrition (TPN)
by day 2 of life
Develop network for adult services including
regional audits and MDTs for complex cases

Achieved for quarter 1 & 2

Increase effectiveness of rehabilitation
following critical care stay

To be monitored from quarter
2 onwards. Processes not
fully implemented so Q2
measurement not finalised.
Achieved in Q2

Increase GP registration and communication

HIV

Q2

Achieved for quarter 1 & 2

Full validation of Q1 and Q2
figures is underway

Achieved for quarter 1 & 2

Achieved for quarter 1 and 2

n/a

n/a

Development of IT system to support
implementation of antiretroviral system

Met Target

CQUIN being finalised

Quarterly milestones
achieved

Not met target

National Clinical Audits November 2014
XXXX
Board
Sponsor Medical Director
XXXXX
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Board Sponsor XXXX

National Clinical Audit
Clinical Audit Committee (CAC) meet bi-monthly and are responsible for reviewing and maintaining oversight of the Trust’s eligibility and
participation in National Clinical Audits and for quality checking, signing off and monitoring the action plans put in place in response to audit
outcomes. CAC report to the Quality Committee, which is chaired by the Medical Director. A summary of recent audit outcomes can be found
below.

Title

Audit Outcome

Summary

Review of the
Local
Organisation of
National Clinical
Audit within NBT

The Review of the local organisation of National Clinical Audit within NBT was presented to the Clinical
Audit Committee. The Committee agreed to support the Review and present to the Quality Committee
in January 2015.

The Review of the Local
Organisation of National
Clinical Audit is to be
presented to the Quality
Committee.

New National
Clinical Audit
Action Plans
reviewed &
accepted by the
Committee

The following action plans were approved and accepted by the Clinical Audit Committee and will be
reviewed on a six-monthly basis to monitor progress and completion.
• National Inpatient Diabetes Audit 2013 (listed on Quality Account)
• Vermont Oxford Network (Neonatal programme) Annual Report 2012 (not listed on Quality Account)
• Sentinel Stroke National Audit Programme (SSNAP) April-June 2014 quarter (listed on Quality
Account)

At the November
Committee meeting three
of the National Clinical
Audit Reports & Action
Plans that were reviewed
were accepted.

New National
Clinical Audit
Action Plans
reviewed & not
accepted by the
Clinical Audit
Committee

• British Society for Rheumatology National Gout Audit 2013 (not listed on Quality Account)
The Committee requested that more clarity was required regarding the action of initiating at low dose,
titrating dose against serum urate and to aim for BSR target of 300µmol.
• National Audit of Seizure Management in Hospitals (NASH) 2013 (listed on Quality Account)
Slight amendments were required to the action plan to incorporate wording that the ‘Seizure checklist’
was available to all doctors in ED and that regular teaching/refreshing sessions would take place.
• National Care of the Dying Audit Round 4 2013/14
The Committee requested a more robust business case to be developed in respect to seven day
working for the Palliative Care Service.

At the November
Committee meeting three
of the National Clinical
Audit Reports & Action
Plans that were reviewed
were not accepted. The
project leads were
requested to revise the
action plans.

Action Plan
clarification
requested

The British Cardiovascular Intervention Society National Percutaneous Coronary Intervention (PCI)
Audit 2012 Report and Action Plan had previously been reviewed by the Committee and clarification
was sought on the what steps were being taken to maintain clinical expertise in the current PCI service
given the relatively low volume of cases through NBT. The project lead confirmed that the three
operators at NBT perform more than the number of PCI procedures required to maintain competency.
The Action Plan will be reviewed on a six-monthly basis to monitor progress and completion of actions.
This audit is listed for the Quality Account.

The Committee accepted
the information given on
steps being taken to
maintain clinical expertise.

XXXX
HUMAN
XXXXX

RESOURCES

Board Sponsor XXXX
SRO
Harry Hayer
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Director of People & Organisation Health

Section Summary
Areas of Concern
Sickness absence rates have remained above 4% over the last 5 months. An overall action plan has been prepared to support
directorates in reviewing and action planning long term cases and to provide support to hotspot areas. An internal audit is
currently being carried out to test the effectiveness of the Trust’s Sickness Absence Policy and its application. The learning will be
used to improve practice.
Use of agency remains high, although plans to reduce agency spend in FM and Specialling have been prepared and are being
implemented.

Trends
Turnover for the 12 months to November shows a slight upward trend, although the number actual leavers fell in November.
The Workforce Committee have approved a process to enable more information to be gathered about reasons for leaving.

Improvements
Non Medical Appraisal completion rate achieved 91%.
Overall compliance with statutory and mandatory training levels has improved.
Over 4,000 staff have signed up to the website ‘MyTrustbenefits’

Actions
The E-Rostering team is initiating a ‘Rostering Practice Review’ across inpatient nursing wards and midwifery to support those
areas in developing rostering practice to more effectively utilise substantive staff and reduce the demand for bank and agency
staff.
A plan is in place to recruit to the bank for additional winter capacity in Elgar and Malvern.
A plan is being developed to support the elimination of non-framework agency usage and recruitment to all current vacancies.

Human
XXXX Resources
Key
XXXXX
Workforce Indicators
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Board Sponsor XXXX
Director of People & Organisation Health

Turnover from Voluntary Resignations
Period

% Turnover

Dec 13 – Nov 14

10.14%

Nov 13- Oct 14

10.00%

Oct 13- Sept 14

9.78%

Sep 13 - Aug 14

9.92%

Aug 13 - July 14

9.70%

Jul 13 – Jun 14

9.52%

Jun 13 - May 14

8.85%

May 13- Apr 14

8.74%

Turnover
Commentary
Included: permanent staff who have
XXXX
resigned voluntarily.
XXXXX bank workers, locums, junior
Excluded:
doctors,
XXXX service transfers, end of fixed
term contracts, retirements, dismissals,
redundancies, and internal
movements/transfers.
Since October the chart shows the rolling
12 month total turnover figure from
voluntary resignations, which is showing
a marginal upward trend. This is a
change to the previous reported position
where overall turnover was shown.
A recent turnover benchmarking exercise
conducted (October) comparing like for
like voluntary turnover illustrates :
UK Turnover average 9.9%
NHS average
10.0%
NHS SW Trusts
9.6%
A sample of 10 acute trusts of similar
size range
7.6% to 13.6%
Sickness Absence
HR is continuing to review and provide
support to hotspot areas within
Directorates. An internal audit is
currently being carried out to test the
Trust’s Sickness Absence Policy and its
application across the Trust.
Note: the monthly sickness absence and
turnover charts include November data.
However, due to payroll cut off dates and
the timing of this report, our internal
information systems are still being updated
at time of publication. This means that
November’s data will be further updated
once the payroll system has closed and the
figures will change. These changes will be
reflected in next month’s report.

Human
XXXX Resources
Key
XXXXX
Workforce Indicators
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Director of People & Organisation Health
Bank
and Agency
Commentary
November
XXXX has seen another slight
increase in bank fill rates compared to
XXXXX
October. The increase in fill rates is
XXXXdue to the Recruitment Project
mainly
being carried out by NBT Extra to recruit
Domestic staff. The increase of bank
staff has meant that the agency usage
and therefore expenditure in this
Directorate has reduced.
New wards are being opened to cover
demand over the winter period – the
Bank will support the staffing of these
wards until substantive staff are
appointed.

Pay Expenditure
Pay expenditure is showing a slight
upward trend.

Staff Vacancies (to 1/12/14)

Staff Group

WTE

Registered Nurses

71.0

Non Registered Nurses

40.3

Other excluding
Medical & Nursing
staff groups

120.5

Medical

29.0

Total

261

HR together with the Directorates have
active recruitment plans in place to fill
vacancies caused by winter pressure
capacity.

Human
XXXX Resources
Mandatory
XXXXX
Training
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Board Sponsor XXXX
Director of People & Organisation Health
Mandatory
Training
Commentary
XXXX
Compliance with mandatory training
XXXXX
continues to steadily increase and is
XXXX
expected to continue over the
coming months as a result of
targeted intervention by directorate
leads and HR&D Partners.
A review of the categories within
Statutory / Mandatory training was
discussed at the Learning &
Development Committee and it was
agreed training will be referred to in
the following categories:

•
•

Statutory (by law) – all staff
Mandatory – essential role
specific training

This will result in some topics
currently not in the 5 top tier training
menu moving up to the Statutory
category. This will make it clearer
for staff what they need to attend.
A quality review of all programmes
including e-learning is currently
being undertaken.

Human
XXXX Resources
Mandatory
XXXXX
Training iCARE Appraisals
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Commentary
XXXX
iCARE
XXXXX
XXXX

iCARE attendance has
stabilised but is not increasing
due to competing pressures.
We are investigating ways of
engaging local representatives
to champion iCARE in the
workplace.

Appraisals
This year’s appraisal round is
now complete. Although take
up was slow to begin with, a
huge improvement was made
over the last month with the
final figure recorded at 91%.

Safe
XXXXStaffing
Nursing
XXXXX Workforce
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Commentary
Commentary
XXXX
The
overall Trust % fill rate for
XXXXX
October was 93.5 - 100%.
XXXX

DON36
999

In November 1 of our wards flagged
as ‘Red’ (<80% fill ). The previous
month there were four.
The Area which flagged Red was:
NICU (W&C) Care Assistant hours.
The Head of Nursing has utilised all
available bank and agency staff, it is
difficult to get bank HCAs for NICU
and key vacant shifts have been
covered by registered practitioners to
support the current increased
demand.

November 2014
Riverside Unit
Southmead

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

Night Shift
RN/Midwife Fill rate
CA Fill rate

99.3%

98.8%

100.0%

100.0%

96.8%

93.5%

98.6%

99.2%

The numbers of hours Registered
Nurses (RN) and Care Assistants
(CA), planned and actual, on both
day and night shifts continue to be
collated manually by each gate/
department each month. This data is
uploaded on UNIFY for NHS
Choices and also on our Website
showing overall trust position and
each individual gate level. Due to
new guidance we can see that the fill
rate has increased due to part month
effect. It is anticipated that this will
look different again next month. We
are also due to add additional areas
including Central Delivery Suite,
Mendip and Cossham birth suites.

Safe Staffing
XXXX
XXXXX Workforce
Nursing
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Commentary
Commentary
XXXX
Nursing spend on the inpatient
XXXXX
wards has decreased slightly
XXXX
again this month.
Overspends post new hospital
are associated with:
• Rostering in excess of funded
establishment
• ‘Specialling’

The Heads of Nursing (HoN) are
critically reviewing their pay
budgets and rostering practice.
To assist reductions with
specialling costs a Trustwide
robust risk assessment and
authorisation process is being
developed and Directorates are
critically reviewing at ward level.

Nov 13

Dec 13

Jan 14

Feb 14

Mar 14

Apr 14

May 14

Jun 14

July 14

Aug-14

Sep-14

Oct-14

Nov-14

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

61:39

61:39

60:40

58:42

57:43

57:43

59:41

58:42

57:43

56:44

57:43

58:42

58:42

The Shelford acuity/dependency
tool results are now available
and this is being used to develop
a series of principles regarding
nursing establishments and
funding to assist with skill mix
reviews.
HoNs continue to review the job
plans and cost efficiency of their
Clinical Nurse Specialists.

Safe Staffing Nursing Workforce Ward Early Warning Trigger Tool
XXXX
XXXXX
(QUESTT)
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Commentary
Commentary

XXXX
QUESTT is RAG rated with those
XXXXXscoring 7 – 12 being in an
wards
XXXX status. Those wards
Amber
scoring 12 and above are
recorded as Red.
Completion rates for November
have risen to 61% from 47% in
October. Compliance, and
actions to improve compliance
rates, continues to be monitored
through NMGC.

Questions Used for Ward Early Warning Trigger Tool Assessment

3 wards flagged ‘red’ for October.
This returns to the levels seen in
September (compared to zero
red wards in October). 9 wards
scored as ‘amber’ in November.

Q1: New or no line manager in post (within last 6 months)

Q9: 2 or more formal complaints in a month (wards) or 3 or more
(A&E or OPD) or 1 or more (CCU & ICU)

Q2: Vacancy rate higher than 3%

Q10: No evidence of resolution to recurring themes

Q3: Unfilled shifts is higher than 6%

Q11: Unusual demands on service exceeding capacity to deliver
(e.g. national targets, outbreak)

•

Q4: Sickness absence rate higher than 3.5%

Q12: Hand hygiene audits not performed

•

Q5: No monthly review of key quality indicators by peers (e.g.
peer review or governance team meetings)

Q13: Cleanliness audits not performed

Q6: Planned annual appraisals not performed

Q14: Ward/department appears untidy

Q7: No involvement in Trust-wide multi-disciplinary meetings

Q15: No evidence of effective multidisciplinary/multiprofessional team working

Q8: No formal feedback obtained from patients during the month
(e.g. questionnaires or surveys)

Q16: Ongoing investigation or disciplinary investigation (including
RCA's & infection control RCA's)

•

ICU: sickness absence levels,
appraisal completion, levels of
complaints, and ongoing
investigations.
AAU: vacancy levels, sickness
absence, complaints, unusual levels
of demand upon service.
27B: vacancy levels, sickness
absence, and unusual levels of
demand upon service.

Matrons and Heads of Nursing
are actively supporting the wards
which have flagged red in
previous months, and continue to
implement actions to improve
compliance rates.

Safe Staffing
XXXX
XXXXX
Maternity
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DON52
999

Midwife to birth ratio
Apr
14

May
14

Jun
14

Jul
14

Aug
14

Sep
14

Oct
14

Nov
14

1:35 1:36 1:36 1:37 1:33 1:38 1:38 1:37

DON51
999

Commentary
Commentary
XXXX
This
report provides information
XXXXX
about
XXXXmidwifery staffing and will
track for the board the occasions
when delivery suite is unable to
take new admissions and why.
When CDS is closed transfers are
normally made within BNSSG,
transfers out of area are at very
low levels.
There are robust processes in
place to prevent closure. If the
Delivery Suite coordinator is
concerned about acuity, the
Matron or a Senior Manager is
contacted, and supervisor of
midwives out of hours. Midwives
are moved to assist on the
Delivery Suite (this includes all
specialist midwives and
managers), and out of hours the
on call midwife is called in.
The Birthrate plus acuity tool is
currently being used to identify the
skill mix of midwives needed for
our level of acuity. 19 WTE
midwives have been recruited, 9
WTE vacancy and 10 WTE
recruited over establishment. All
staff are now in post. Ongoing
vacancies are being actively
recruited to.

Human Resources
XXXX
XXXXX Workforce
Medical
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Commentary
XXXX
The medical appraisal chart shows
XXXXX
the compliance with the requirement
XXXX
for all doctors to have not exceeded
15 months since their last appraisal.
Clinical Fellows on short term fixed
contracts may have difficulty keeping
up to date with appraisal dates. The
revalidation support manager is
supporting these doctors to ensure
that they meet the GMC requirement.

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 favourable to plan by £4.4m, with Commissioner income below plan by
£13.3m and other income favourable by £12.4m due to the receipt of additional non-recurrent income.
The Trust has been notified it will be in receipt of non recurrent income and cash of £14m in 2014/15. This
income will reduce the Trust forecast deficit from the planned £34m to a deficit of £20m.
The cash balance is £11.4m which includes temporary external cash support.
The Trust is rated red by the Trust Development Authority (TDA) with a continuity of service rating of 1.

Areas of concern
•
•

Elective inpatient performance continues to be lower than plan. It is essential that activity levels increase to
ensure we achieve our plan for the year.
Pay expenditure was £4.2m overspent for the 8 months to November. The overspend mainly relates to
medical and nursing staffing, with both agency and bank costs increasing over the past few months.

Actions
•
•
•
•

Agreement in place to reduce the use of temporary staff through accelerating recruitment.
Continue to increase the level of income across outpatients and elective activity in line with RTT recovery
trajectory, implementing winter resilience plans to maintain capacity.
Ensure the delivery of CQUIN and best practice tariff requirements
Continue to monitor and manage cash on a daily basis.

Finance
XXXX
Statement
XXXXX
of Comprehensive Income
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Position as at 30 November 2014
Annual Plan
2014.15
Budget £m

Actual £m

Variation from
budget (Adv) /
Fav £m

In month
variance (Adv)/
Fav

Forecast as at 30
November 2014

£m

£m

Income
467.3
81.9

Contract Income
Other operating income
Donations income for capital acquisitions

549.2

Total Income

296.6
60.1

283.3
72.5

(13.3)
12.4

(0.6)
1.7

435.8
105.4

0.9

0.9

0.0

0.0

1.3

357.6

356.7

(0.9)

1.1

542.5

Expenditure
353.2
176.8

Pay
Non-Pay

223.4
120.2

227.6
112.6

(4.2)
7.6

(0.2)
1.3

341.6
171.3

530.0

Total Expenditure

343.6

340.2

3.4

1.1

512.9

19.2

Earnings before Interest & depreciation

14.0

16.5

2.5

2.2

29.6

3.50%

4.63%

19.0

Depreciation & Amortisation

12.9

11.4

1.5

0.0

16.4

(0.1)
1.3
31.9
0.6

Non PFI Interest receivable
Non PFI Interest payable
PFI Interest
PDC Dividend
Retained Surplus / (Deficit) for accounting
purposes

(0.1)
0.9
21.2
0.4

(0.1)
0.9
21.2
0.0

0.0
0.0
0.0
0.4

0.0
0.0
0.0
0.1

(0.1)
1.1
31.8
0.0

(21.3)

(16.9)

4.4

2.3

(19.6)

(33.5)
-6.1%

(34.0)

The Trust has agreed a deficit
plan of £34m for 2014/15 with the
TDA. However has an agreed
forecast outturn of a deficit of
£20m.

Concerns & Gaps
The contract income position has
continued to deteriorate to
£13.3m adverse to plan. Elective
inpatient has improved in month
but is still running adverse to
plan. Non-elective inpatient
activity dipped slightly in
November, but is still helping to
offset the elective position.
Pay expenditure continues to
exceed budget – the overspend
in November was £0.2m, a
reduction on previous months.
Actions planned

-4.7%
Add back items excluded for NHS
accountability

(1.3)
0.8

Commentary
XXXX
XXXXX
Assurances
XXXX

Donations income for capital acquisitions
Depreciation of donated assets

(0.9)
0.5

(0.9)
0.5

0.0
0.0

0.0
0.0

(1.3)
0.9

Adjusted Surplus / (Deficit) for NHS
accountability

(21.7)

(17.3)

4.4

2.3

(20.0)

Implementation of recovery plans
for elective and outpatient activity
in line with RTT trajectory
The reduction and recovery of the
pay overspend across the Trust
focusing specifically on agency
usage.

Finance
XXXX
Statement
XXXXX
of Financial Position
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Variance above
30 November 30 November / (below) plan 31 October
2014 Plan 2014 Actual
2014 Actual
£m
£m
£m
£m

31 March 2014
Actual £m

480.4
0.8
481.2
6.3
23.4
11.9
44.0
85.5
566.7
7.7
70.9
1.4
7.0
87.1
(1.6)
479.7
8.1
424.0
20.9
26.6
213.8
(83.4)
(159.5)
55.7
26.6

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
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

517.2
0.5
517.7

505.3
0.8
506.1

(11.9)
0.3
(11.6)

502.6
0.8
503.4

6.3
23.4
11.9
4.8
46.3
564.0

7.8
24.1
18.6
11.4
62.0
568.1

1.6
0.7
6.7
6.6
15.7
4.1

7.2
11.9
16.1
13.3
48.6
552.0

7.7
47.6
1.4
7.0
63.7
(17.4)
500.3
8.1
421.9
20.2
50.0

7.4
72.0
1.4
10.2
91.0
(29.0)
477.1
8.3
421.9
20.2
26.7

(0.4)
24.4
(0.0)
3.3
27.2
(11.6)
(23.1)
0.2
(0.0)
0.0
(23.3)

8.7
68.2
1.4
10.3
88.7
(40.1)
463.3
8.3
421.9
20.2
12.8

258.5
(242.9)
(21.3)
55.7
50.0

230.8
(242.9)
(16.9)
55.7
26.7

(27.8)
0.0
4.4
0.0
(23.3)

223.3
(242.9)
(23.2)
55.7
12.8

Commentary
XXXX
Assurances
XXXXX
The
Trust currently has £11.4m
XXXX
cash, which includes £6m of
temporary cash support received
this year.
Concerns & Gaps
Debtors have increased following
the inclusion of £9.3m being the
Year to Date proportion of the
£14m non recurring support.
The Trust has paid 86% of all
invoices within 30 days.

Actions planned
Effective daily cash monitoring to
ensure the Trust manages cash
effectively and is able to stay
within the cash limits set.
Identify requirements for the
timing of cash support in
2015/16.
Focus on debt reduction with
commissioners and other
customers on over 90 days debt.
A plan to address the falling
percentage of invoices paid
within 30 days.

Finance
XXXX
Financial
XXXXX Risk Ratings
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Commentary
XXXX
Assurances
XXXXX
The
Trust has secured assurance
XXXX
from the TDA that it will make
sufficient cash available to meet
its obligations, subject to the
development of a financial
recovery plan.

Concerns & Gaps
The Trust has a red rating on the
TDA risk assessment criteria
because it is forecasting a deficit
for 2014/15, has a planned
shortfall in savings for the year
and requires cash support.
The risk rating against Monitor’s
Continuity of Service rating is the
lowest score of 1.
Actions planned
Daily cash monitoring and liaison
with the TDA to ensure cash is
drawn down as it is required.

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

In Year Deficit (before impairment) - plan vs
actual

Rolling cash flow forecast
15
10
0.0

£m

5

-5.0
In Year Deficit - £m

0
(5)
(10)
(15)

Month

Forecast including revenue PDC
Forecast excluding support
DOFXX
XXX

70.0

Capital Programme - cumulative expenditure
trend and projection against budget

Commentary
XXXX
Assurances
XXXXX
The
TDA have confirmed that
XXXX
temporary cash will be made
available as needed during the
year. £6m has been received this
year.

-10.0

Concerns & Gaps

-15.0
-20.0

Capital expenditure is below plan
for the year to date.

-25.0
-30.0

Actions planned

-35.0

Plan

Actual

Forecast

Capital expenditure in November
has exceeded plan thereby
reducing the year to date shortfall
against planned expenditure.
Cash will continue to be
monitored closely on a daily
basis to ensure there is sufficient
liquidity.

60.0
50.0

£m

40.0

30.0
20.0
10.0
0.0

Forecast

Actual

Finance
XXXX
Savings
XXXXX
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Trust 2014/15 Annual CRES Position (In Year)
Pipeline
30
Red
25
Amber

£m

20

Green

15

Target after transitional
support

10
5
0

Apr

May

Jun

Jul

Aug

Sep

Oct

Nov

Dec

Jan

Feb

Mar

Month

Commentary
XXXX
Assurances
XXXXX
XXXX
Weekly savings review meetings
are in place to ensure in year
implementation and development
of future years plans the recovery
plan

Concerns & Gaps
There is a shortfall in savings
identified for the year of £0.1m.
However pipeline schemes of
£0.5m are in development which
is sufficient to achieve the in year
savings target

Trust 2014/15 Monthly CRES Position as at November 2014
Pipeline
3,500
Red
3,000
Amber

2,500

£000

Green
2,000
1,500
1,000
500
0

Apr

May

Jun

Jul

Aug

Sep

Oct

Month

Nov

Dec

Jan

Feb

Mar

Actions planned
Weekly savings review meetings
in place with Directorates to
ensure delivery of plans.

XXXX
NHS TDA/Monitor Well-Led Framework
XXXXX
SRO Andrea Young Chief Executive Officer
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Monitor, CQC and the NHS TDA published the Well-Led statement of intent in May 2014, and will be working with Trusts to define
the detail which sits under this. The Trust needs to consider the evidence which supports a statement of compliance and it is
proposed that this exercise is undertaken once the guidance is finalised and published. Statements of compliance will then be
presented in the IPR on a monthly basis. Alignment between the Well-led framework and CQC key lines of enquiry are shown
below.

CQC Well-Led Framework: key lines of enquiry

NHS TDA / Monitor Well-Led Framework: Key Questions

Line of enquiry W1: Is there a clear vision and a credible
strategy to deliver high quality care to patients and are
the risks to achieving this understood?

Q1 Does the board have a credible strategy to provide high quality,
sustainable services to patients and is there a robust plan to deliver?
Q2 Is the board sufficiently aware of potential risks to the quality,
sustainability and delivery of current and future services?

Line of enquiry W2: Do the governance arrangements
ensure that responsibilities are clear, quality and
performance are regularly considered and problems are
detected, understood and addressed?

Q6 Are there clear roles and accountabilities in relation to board governance
(including quality governance)?
Q7 Are there clearly defined, well-understood processes for escalating and
resolving issues and managing performance?
Q9 Is appropriate information on organisational and operational performance
being analysed and challenged?
Q10 Is the board assured of the robustness of information?

Line of enquiry W3: How do the leadership and culture
within the organisation reflect its vision and values,
encourage openness and transparency and promote
delivery of high quality care across teams and pathways?

Q3 Does the board have the skills and capability to lead the organisation?
Q4 Does the board shape an open, transparent and quality-focused culture?

Line of enquiry W4: How does the organisation ensure
that patients’ views and experiences are the key driver
for how services are provided, and that staff are involved
and engaged?

Q8 Does the board actively engage patients, staff, governors and other key
stakeholders on quality, operational and financial performance?

Line of enquiry W5: How does the organisation strive to
continuously learn and improve, support safe
innovation, and ensure the future sustainability of high
quality care?

Q5 Does the board help support continuous learning and development across
the organisation?

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 into 2014/15. Actions to improve and sustain this standard are set out earlier in
this report. In November 2014, all RTT standards failed – however improvements have been seen in backlog numbers. A recovery plan is in place (please see Key
Operational Standards section for commentary). Cancer figures are undergoing final validation therefore, whilst indicative, the November figures presented are not
necessarily reflective of the Trust’s finalised position. However, the indicative position shows that we passed 6 of 8 of the Cancer targets (an improvement on September).
Any subsequent updates will be flagged next month.
As first flagged in the April Board report, we are scoring ourselves against the TDA Accountability Framework (AF) 2014-15. This requires that we use the
performance indicator methodologies & thresholds provided to calculate scores for Quality and Delivery (an overall score based upon a subset of individual
scores for each of the CQC domains of Caring, Effective, Responsive, Safe, Well-Led) and a Finance Risk Assessment based upon in year financial delivery
& Monitor’s Risk Assessment Framework. Details are provided over the following 2 pages.
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 2014-15 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.

Sept
13

Regulatory Area

Mar
14

Governance Risk Rating 2014-15
Framework

Jul 14

Aug 14

Sept 14

Oct 14

Nov 14

CQC reports history (all sites)
2

3

3

4

See Finance Section –
using new TDA
Accountability
Framework Guidance

Red

Red

Red

Red

Board non-compliance statements

1

0

1

1

1

Prov. Licence non-compliance
statements

0

0

0

0

Care Quality Commission (CQC)
Risk Category

N/A

3

CQC Inspections

1xG**

N/A

Finance Risk Rating (FRR)

3

N/A

Location

Standards Report
Met
date

Riverside
(Follow up)

All

Jan-13

Southmead

7 of 8

Feb-13

1

Southmead
(Follow up)

All

Aug-13

0

0

Thornbury

All

Nov-13

Cossham

All

Dec-13

3

3

3

Riverside

All

Jan-14

N/A

N/A

N/A

*Follow up to Amber review within quarter to Mar-13

Regulatory View
XXXX
XXXXX
Governance
Risk Rating Quality & Delivery November 2014
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Responsiveness Domain – Metric

Standard

Weighting

Nov 14

Referral to Treatment Admitted

90%

10

78.7%

Referral to Treatment Non Admitted

95%

5

Referral to Treatment Incomplete

92%

5

91.2%
83.5%

0

5

192.0

Diagnostic waiting times

99%

5

A&E All Types Monthly Performance

95%

10

0

10

31 Day Standard

93%
93%
96%

2
2
2

31 Day Subsequent Drug Standard

98%

2

97.01%
83%
1
93%
94%
93.6%
100%

31 Day Subsequent Radiotherapy Standard

94%

2

31 Day Subsequent Surgery Standard

94%

2

62 Day Standard

85%

5

62 Day Screening Standard

90%

2

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

1.8%

Urgent Ops Cancelled for 2nd time (Number)

0

2

1.0

Proportion of patients not treated within 28 days of
last minute cancellation

0

2

8.0

3.5%

5

3.7%

Referral to Treatment Incomplete 52+ Week Waiters

12 hour Trolley waits
Two Week Wait Standard
Breast Symptom Two Week Wait Standard

Delayed Transfers of Care
Certification against compliance with requirements
regarding access to health care for people with a
learning disability

Responsiveness Total Score

92.4%
85.1%
96.1%
2.0%

5
78

63

See the following page for an explanation of how our Risk Ratings are
calculated.
Effectiveness Domain – Metric

Standard

Hospital Standardised Mortality Ratio (DFI)
Deaths in Low Risk Conditions

Weighting

82.69
(July 14)
85.18
(July 14)
89.0
No weightings or
(July 14)
standards have been
assigned to score against 106.49
(July 14)
at present.
97.98
(March 14)

Hospital Standardised Mortality Ratio Weekday
Hospital Standardised Mortality Ratio Weekend
Summary Hospital Mortality Indicator
(HSCIC)
Emergency re-admissions within 30 days
following an elective or emergency spell at
the Trust
Effectiveness Total Score
Safe Domain – Metric

This
month

2.7% (e)
11.4% (n-e)

Standard

Weighting

This month

Clostridium Difficile - Variance from plan

0

10

2

MRSA bacteraemia
Never events
Serious Incidents rate
Patient safety incidents that are harmful
Medication errors causing serious harm
CAS alerts
Maternal deaths
VTE Risk Assessment (1 month in arrears)
Percentage of Harm Free Care

0
0
0

10
5
5
5
5
2
2
2
5

0
1
8
<0.1%
0
0
2
93.4%
92%

46

14

0
0
1
95%
92%

Safe Total Score

Regulatory View
XXXX
XXXXX
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Risk Rating Quality & Delivery November 2014

58

Board Sponsor XXXX
Chief Executive Officer
This
month

30

2

30.0

20

2

21.0

How is our Risk Rating calculated? Each domain (responsive, well-led etc) is given a
total score based on the performance in month. Weightings are assigned for every
standard that we fail to meet (see fig.1) – these are then calculated as a % of the
total possible domain score, and a corresponding score of 1-5 is assigned (see fig.2).
The scores for each domain are then added together, which give the overall Trust
score (fig 3) – on a scale where 1 is worst and 5 is best.

Domain Name

59.8%
(Q2)

Responsiveness

Data Quality of Returns to HSCIC

99.7%

Effectiveness

Trust turnover rate (Oct 2014)

10.0%

Safe

Trust level total sickness rate (Sept 2014)

4.4%

43.1%
(Q2)

Total Trust vacancy rate
Temporary costs and overtime as % of
total paybill

Quality
Risk
Rating by
Domain*

63

78

80.7%

1

14

46

30.43%

4

Well Led

0

4

0%

5

Caring

0

12

0%

5
15

0

*Domain Performance (%)

Score

Weighting

Oct 14

0%-20%

5

Sum of
Domain
scores

60

5

70

>20% <40%

4

5-10

2

46

>40% <60%

3

10-15

3

5

58

>60% <80%

2

15-20

4

>80%

1

20-25

5

Standard

4

5

Complaints
Mixed Sex Accommodation Breaches

NBT TOTAL

91%

Well Led Total Score

Inpatient Scores from Friends and
Family Test
A&E Scores from Friends and Family
Test

% of
Maximum
Possible
Weighting

Fig.1

Percentage of staff with annual appraisal

Caring Domain – Metric

Maximum
Weighting

Inpatients response rate from Friends and
Family Test
A&E response rate from Friends and
Family Test
NHS Staff Survey: Percentage of staff who
would recommend the trust as a place of
work
NHS Staff Survey: Percentage of staff who
would recommend the trust as a place to
receive treatment

Weighting

Weighting
Score

Standard

Well Led Domain – Metric

0

Inpatient Survey Q 68 - Overall, I had a
very poor/good experience (2013)
Caring Total Score

2

0

Fig.3

NBT’s November 2014 Risk Rating = 4

2
12

Fig.2

Overall Quality
& Delivery score

0

Regulatory View
XXXX
XXXXX Provider Licence Compliance Statements at October 2014
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Self-assessed, for submission to NTDA

Ref

Comp
(Y/N)

Comments where non compliant or at risk of non-compliance

Yes

Existing processes sufficient. New requirements have been discussed and processes are being put in place
to ensure compliance with the new regulations.

G7

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

Yes

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.

Patient eligibility and
selection criteria

Yes

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

G8

Yes

A range of measures and controls are in place to provide internal assurance on data quality. Further
developments to pull this together into an overall assurance framework are planned through strengthened
Information Governance Assurance Group.
Information provision to Monitor not yet required as an aspirant FT. However in preparation for this the Trust
undertakes to comply with future Monitor requirements.

G4

Criteria

P1

Recording of information

P2

Provision of information

P3

Assurance report on
submissions to Monitor

P4

Compliance with the National Tariff

Yes
Yes

C1

Constructive engagement
concerning local tariff
modifications
The right of patients to make
choices

C2

Competition oversight

IC1

Provision of integrated care

P5

Yes

Assurance reports not as yet required by Monitor since NBT is not yet a Foundation Trust. However, once
applicable this will be ensured. Scrutiny & oversight of assurance reports will be provided by Trust's Audit
Committee as currently for reports of this nature.
NBT complies with national tariff prices. Scrutiny by CCGs, LAT and NTDA provides external assurance
that tariff is being applied correctly.

Yes

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

Yes

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

Yes

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

Yes

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

XXXX
Regulatory
View
XXXXXCompliance Statements at October 2014
Board
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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

Criteria

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.

Comp
(Y/N)

Yes

Yes

No

Yes

Yes

Yes

Yes

IPR / Board Additional Reporting Schedule
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

•

•
•

•

•
•
•
•

Nursing Quality Assessment Tool (NQAT). Not included
January 2014
Other qualitative aspects of patient experience report
Theatre Productivity KPIs
Additional Mortality Measures
Tariff - NBT vs Dr Foster to be added back in

•
•
•

IPR Measure: Research & Innovation
Periodic IPR Measure: Medical Appraisals &
Revalidation
Days Spent Pre-procedure/investigation – added to
monthly reporting cycle
Agency Staff as a % of Total Staff – added to monthly
reporting cycle
Compliments received – quarterly

•
•
•

Periodic IPR Measure: Medical Appraisals &
Revalidation
Safeguarding Adults & Children
Clinical Audits
Sickness Absence – broken down by long and short term
absences

April

May

June

•
•
•
•
•

•
•
•

•
•
•

IPR Measure: Medical Appraisals & Revalidation
Nursing Quality Assessment Tool (NQAT)
Other qualitative aspects of patient experience report
Bed Availability Model
E-rostering Metrics

IPR Measure: Research & Innovation
Compliments received– quarterly
Complaints – monthly trends

Safeguarding Adults & Children
#NOF – updates to section to show mortality
Clinical Legal claims/inquests (6 monthly)

July

August

September

•
•

•
•
•
•

•
•

Nursing Quality Assessment Tool (NQAT)
Other qualitative aspects of patient experience report

IPR Measure: Research & Innovation
Compliments received – quarterly
Complaints – monthly trends
Delays and Transfers – added to monthly reporting cycle

IPR Measure: Non-Medical Appraisals
Safeguarding Adults & Children

October

November

December

•
•
•

•
•
•
•
•
•
•
•

•
•
•

IPR Measure: Non-Medical Appraisals
Safe Staffing – 6 monthly report
Stroke & Fractured neck of femur to be included by
exception only

•

IPR Measure: Research & Innovation
IPR Measure: Non-Medical Appraisals
Clinical Legal claims/inquests (6 monthly)
Compliments received – quarterly
Complaints – monthly trends
Staff Friends and Family Test
Carers Report
Stroke & Fractured neck of femur to be included by
exception only
Tariff – NBT V Dr Foster removed for October whilst
data queries raised with Dr Foster

Safeguarding Adults & Children
National Clinical Audits
Stroke & Fractured neck of femur to be included by
exception only
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