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Board Sponsor XXXX

Operational performance during the month of June has been disappointing, with several specialties affected by reduced theatre
functionality impacting on 18 weeks elective pathways and simultaneously timeliness of cancer care particularly in urology. The
Trust has Referral To Treatment trajectories in place for admitted and non-admitted care, by specialty. The significant problems are
in MSK and urology which will take the full year to recover and have been affected by demand and supply. Due to the large volumes
in these services the Trust at aggregate level will fail the admitted target for the remainder of the year, but will significantly reduce
the backlog to a sustainable level by March 2015. At the end of the month there are 113 patients waiting in excess of the
maximum wait of 52 weeks of which 111 are spinal. This will require a longer term plan to return to a sustainable service. Each
case that breaches national standards is clinically reviewed and appropriate actions are then taken. Urology capacity and kit has
affected both RTT and cancer standards, but there is a clear recovery plan for the year ahead, which is making good progress.
During June our 4 hour A&E performance slipped back from 87.9 % to 84.1% with the trend in increasing non-elective admissions,
increasing acuity, and some of the challenges of making flow work through the new hospital. A revised trajectory is in place that has
been shared with CCGs and the TDA which aims to see full recovery by September 2014. There is a need to review the system wide
plan for urgent care to ensure action focussed on admission reduction and discharge have the expected impact and to give
increased confidence on delivery of the standard.
On the quality scorecard we have seen that Clostridium difficile rates are on trajectory and below previous years. The Hospital
Standardised Mortality Ratio continues to fall. Malnutrition screening remains below standard with a trajectory for improvement
being put in place. The risks associated with a very crowded emergency zone are being mitigated through additional nursing and
monitoring. The rate of falls has increased during the month and being monitored. Friends and Family Test response rates has a
new focus on in Brunel with the Emergency Department exceeding the response rate in June. There has been a rise in minor
complaints during the month, with processes for quick feedback being strengthened.
Staff turnover remains high and there has been an expected increase in use of bank and agency relating to activity and beds usage.
Workforce plans are being closely scrutinised to ensure we are meeting safe staffing levels and meeting budget plans.
Activity was lower than expected in quarter one. For the year to date, the Trust has a deficit of £12m, which is worse than plan by
£4.9m. This is driven by commissioner income which is below plan by £6.2m.
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Key
/ Notes
Commentary
XXXX
Unless
XXXXXnoted on each graph, all
data
XXXXshown is for period up to,
and including, 31st May 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
IMT 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 Sasha Karakusevic Chief Operating Officer
Board Sponsor XXXX
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Section Summary
Areas of Concern
The Trust ED performance has deteriorated to 84.1% in June. Poor patient flow, particularly on a Monday,
continues to cause the high number of breaches due to waiting for a bed. Capacity constraints within
theatres continue in relation to patient flow and have additional delays elective pathways. Spinal waiting
times continue to be unacceptably long.

Trends
Ambulance handover delays increased dramatically in June, and the overall number of > 14 day LOS
patients increased in June.

Improvements
Stroke and fractured neck of femur performance continues to meet standards and has been sustained.

Actions
NBT have set up an Operational Control Centre, led by the General Manager for Medicine, to help support
some rapid remedial operational action to improve patient flow, and hence performance against the 4
hour standard. Focussed work streams are also in place for theatres, outpatients and RTT.

Key
XXXX
Operational Standards
Summary
XXXXX
Dashboard
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Board Sponsor XXXX
Sasha Karakusevic

May 2014

Jun 2014

Quarter 1
Apr – Jun 2014

Emergency Attendances – waits under 4 hour standard vs total attendances

Referral to Treatment - % incomplete pathways <18 weeks

Referral to Treatment - % within 18 weeks of GP referral for non-admitted
patients

Referral to Treatment - % within 18 weeks of GP referral for admitted patients

Cancelled Operations – same day - non-clinical reasons

Cancelled Operations – 28 day re-booking breach

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

6

Board Sponsor XXXX
Chief Operating Officer
Commentary
XXXX
During
XXXXXthe immediate aftermath
of
the MOVE period performance
XXXX
against the 4 Hour target
declined significantly to under
85%.
Poor patient flow combined with
high admissions, particularly on a
Monday, continues to cause the
high number of breaches due to
waiting for a bed.
NBT have set up an Operational
Control Centre, led by the
General Manager for Medicine,
to help support some rapid
remedial operational action to
improve patient flow, and hence
performance against the 4 hour
standard.
TDA and NHS England have
re]quested a review of the urgent
care system. This will help take a
higher level overview of the
actions in place and determine
where the whole system should
be focusing effort over the next 69 months

Key
XXXX
Operational Standards
Urgent
XXXXX Care Admission Rates
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Board Sponsor XXXX
Chief Operating Officer
Commentary
XXXX
Emergency
Department
XXXXX
attendances
and admission rates
XXXX
rose again in June as the Trust
experienced the first full month of
operating in the Brunel Building.
Attendances were at the highest
level over the last year.
Ambulance handover delays
increased dramatically in June,
and a new Ambulance Handover
Working Party has been meeting
weekly to improve focus on
achievement of this important
target.

Key
XXXX
Operational Standards
Length
XXXXX of Stay
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Board Sponsor XXXX
Chief Operating Officer
Commentary
XXXX
The
overall number of > 14 day
XXXXX
LOS
XXXXpatients increased in June
The discharge focus particularly
in Medicine around long stay
complex cases was hampered
due to the staffing problems
experienced by our partners
within Social Care. The increase
continued to cause problems with
patient flow and this in turn
impacted upon 4 hour
performance.
Length of stay for patients being
discharged to ‘other’ (nursing or
residential care settings) and
transferring to other hospitals
continue to remain longer than
expected.

.

Key
XXXX
Operational Standards
Length
XXXXX of Stay
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Board Sponsor XXXX
Chief Operating Officer
Commentary
XXXX
The
Trust’s elective length of stay
XXXXX
remains
XXXX under the expected level
taken from Dr Foster. A change
in case mix from that in May has
seen the length of stay return to
pre move levels.
Non-elective long length of stay
remains beyond benchmark.
Admission rates appear to have
increased in the last year with an
overall 16% increase in very
complex disease admissions
(Charlson Score). This is
contributed to by delays in
transfers of care as detailed in
the previous page

Key
XXXX
Operational Standards
Beds
XXXXX
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Board Sponsor XXXX
Chief Operating Officer
Commentary
XXXX
Occupancy
reduced again in
XXXXX
June
principally
due to reduced
XXXX
elective activity following the
move period.
High volumes of attendances
combined with relocation of
equipment prior to the main move
contributed to pressure on
diagnostic waiting times.
The bed availability model is
being developed to improve
prediction of required bed
availability.
Tariff per bed day is not included
this month. This is because Dr
Foster has not been updated and
we would therefore just be
presenting last month’s data for a
second time.

Key
XXXX
Operational Standards
Cancer
XXXXX
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Board Sponsor XXXX
Medical Director
Commentary
XXXX
The
62 day target for June was not
XXXXX
achieved
XXXX (76.0%). The principle

challenge to the ongoing
achievement of the 31 day and 62
day pathways remains capacity in
Urology. The June 31 day target
performance may change slightly
due to ongoing validation from
coding lists which highlights
incidental findings of cancer, but is
unlikely to improve sufficiently to
achieve the target. The performance
currently reported is 87%.

Please note: At the time of publication, June’s figures were still subject to on-going validation and, whilst
indicative, do not reflect the Trust’s finalised position for June. Please refer to the commentary within the
section for further explanation. Any subsequent updates will be flagged in next month’s report.

Work is still underway to identify
areas for improvement which will
improve and shorten the patient
pathways, as well as capacity and
demand studies to identify where
additional lists are needed.
However, It is unlikely that the
capacity/performance issues in
Urology will ease until after the third
quarter due to the recent issues
within the Brunel Building with
theatres, theatre kit and missing
patient notes. Capacity planning and
pathway management remain the
focus for both the Urology and
Cancer Services teams. Both teams
will continue to work closely
together. These issues are also
being carefully monitored through the
Urology Action Group, Cancer
Delivery Group and PAG.

Key
XXXX
Operational Standards
Cancer
XXXXX
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Board Sponsor XXXX
Chief Operating Officer
Commentary
XXXX
There
XXXXXare 6 shared 62 day
patients
XXXX being treated at another
Trust that have not finally been
validated for the June
performance and are currently
showing as a shared breach.
This includes Upper GI, Lung and
Colorectal patients.
As in previous months, Urology
capacity is the most significant
driver behind the failure to meet
62 and 31 day targets. To
illustrate: as of 7 July, to have
had met the 62 day urgent GP
referral target, 15.5 breaches
would have been required to
have been treated within pathway
timescales. Similarly, to have met
the 31 day first treatment target,
we would have been required to
have treated 23 breaches within
target pathway timescales.
It is anticipated the 31 day target
for the year to date will continue
to improve as coding from the
incidental findings of a cancer
diagnosis are uploaded to the
Cancer Register.

Key
XXXX
Operational Standards
Cancer
XXXXX
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Board Sponsor XXXX
Chief Operating Officer
Commentary
XXXX
The
two week Urgent GP
XXXXX
Referral
XXXX target had been
achieved consistently. However,
for June this target has been
missed with the figure reported
as 92.4% with 113 breaches.
Which included 92 for patient
choice, capacity in Breast and
Radiology which are being
closely monitored and admin
issues around the move into the
new hospital.
The Consultant Screening target
for June was not achieved
(82.6%). Validation is continuing
on this target. There are
currently two shared breaches
with another Trust.
The Breast symptoms target has
not been achieved (90.9%) with
two breaches due to patient
choice.

The Consultant Upgrade target
has not been achieved (62.5%)
due to two breaches, one due to
a delay in diagnostics and one
shared with another Trust.

Key
XXXX
Operational Standards
Referral
XXXXX to Treatment All Specialties
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Board Sponsor XXXX
Chief Operating Officer
Commentary
Commentary
XXXX
Detailed
XXXXX RTT trajectories have
now
been prepared by specialty for
XXXX
all 3 targets and these have been
shared with NHS England, the
TDA and commissioners. The
emphasis nationally is to reduce
the backlog of 18 week waiters as
quickly as possible.
In June, therefore, the Trust saw
more patients waiting over 18
weeks than planned. However, this
did not have the expected impact
on a greater reduction in the total
number of patients waiting. This is
due to a data processing upgrade
that was recommended by our
PAS supplier, Cerner. This
upgrade will allow improved
management of RTT pathways
and partly reduce the need for off
system validations. This upgrade is
a one-off and will not have an
ongoing effect.
The number of patients waiting
more than 6 weeks for a diagnostic
test continues to grow. The vast
majority of this growth is for CT
scans where extra commissioning
and training requirements for the
scanners in the new hospital have
led to a reduction in capacity. An
improvement trajectory is being
prepared.

Key
XXXX
Operational Standards
Referral
XXXXX to Treatment Below Target Specialties
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Board Sponsor XXXX
Chief Operating Officer
Commentary
XXXX
These
XXXXXcharts provide additional
information
on the numbers of
XXXX
patients treated beyond 18
weeks in specialties that did not
achieve the standard overall.

Key
XXXX
Operational Standards
Referral
XXXXX to Treatment Specialty Level
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Board Sponsor XXXX
Chief Operating Officer
Commentary
XXXX
Over
the next few months, there
XXXXX
is
an
expectation
that specialties
XXXX
will clear significant numbers
from their waiting list backlog,
and therefore the number of
patients treated who have been
waiting longer than 18 weeks will
increase.
There is currently no agreed plan
to reduce the spinal surgery
backlog as no additional capacity
has been identified. The
Directorate are looking to recruit
a sixth surgeon but nationally
there is a shortage of available
candidates. Discussions are
ongoing with NHS England, local
commissioners and the TDA to
identify solutions.

Key
XXXX
Operational Standards Referral to Treatment
Specialty
XXXXX Level & 52 week waits
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Board Sponsor XXXX
Chief Operating Officer
Commentary
Commentary
XXXX
The
detailed trajectories show
XXXXX
that
the
XXXX number of patients who
are waiting longer than 18 weeks
will continue to rise until
September before decreases will
be seen. This is primarily due to
the ongoing operational issues
which are being encountered
due to the move to the new
hospital.

113 patients were waiting longer
than 52 weeks at the end of
June, of which 111 were waiting
for spinal surgery. As a result of
the continuing spinal capacity
and demand issues NBT is
identifying a date for closure for
new referrals to ensure that we
can provide a commitment to
treat the patients we have
accepted into our care.
Commissioner will be informed of
a need to find additional
providers. A plan to reopen in
during 2015 which secures a
sustainable service will be
presented towards the end of
2014.

Operational
XXXX
Data
Cancelled
XXXXX
Operations
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Board Sponsor XXXX
Chief Operating Officer
Commentary
XXXX
XXXXX
The
number of patients who
XXXX
whose operation was cancelled
on the day of surgery rose to 211
in June. This was due to the
ongoing operational issues,
primarily though theatre
processes. 56 of these
cancellations were due to
availability of equipment.
18 of these patients did not have
their operation booked within 28
days, 12 of which were in
orthopaedics.
There were no urgent operations
cancelled for the 2nd time in June.

XXXX
QUALITY
XXXXX

PATIENT SAFETY & OUTCOMES
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Board Sponsor XXXX

SRO Chris Burton Medical Director & Sue Jones Director of Nursing
Section Summary
Areas of Concern
The risks associated with caring for patients in the emergency zone when in black escalation have been
reviewed and remain of concern. These risks are currently mitigated, and documented. Complaints and
incidents increased in the first 2 weeks of June and improved in the second two weeks. In escalation staff are
supported to care for additional patients in the Emergency Department. Plans are in place across the health
system to manage this risk (See performance pages).

Trends
The falls rate per 1,000 bed days has gone up to 8 per 1,000 bed days, this risk was planned for and is being
actively being managed in the single room environment.

Improvements
The WHO checklist now covers the 3 elements of the WHO checklist only, compliance is improving in line with
the trajectory, and the 5 steps to safer surgery covering pre list briefing and debrief at the end of the list as well
as the WHO checklist is also showing improvement in pre list briefing, with plans to record post list debriefs.

Actions
A trajectory for improvement has been set for nutrition assessment.

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

Patient Safety Dashboard
June 2014

May 14

Quarter 1
Apr - Jun 2014

Never Event occurrence by month (against 0 target)
Safety Thermometer – overall compliance
Malnutrition Screening Compliance
Hand Hygiene Compliance
May 2014

April 2014 Q4 Jan – Mar 14

Catheter Compliance
Venous Thromboembolism Screening Compliance
Dementia Screening Compliance (screening element of find/assess/refer
CQUIN)
14/15 Yearly Trajectory June 2014

May 2014

Q1 Apr - Jun 2014

MRSA – trust attributed
C-Difficile - trust attributed
MSSA – trust attributed
E-Coli – trust attributed

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
Commentary
XXXX
Incident
XXXXX reporting deadlines
All
serious incidents in June met
XXXX
the 2 day deadline and all RCA
investigation reports met the
45/60 day completion deadline.
No serious incident reports have
breached reporting deadlines for
nine consecutive months.
SI count and rate by
Directorate
The rate by directorate remains
the same and does not take
account of activity level. Orange
squares show the SI rate per
1000 bed days, note Core
Clinical have a low number of
bed days.
Never Events
No Never Events occurred in
June.

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

DON041
01

DON028
01

Occurance of Serious Incidents:
Jul 2013 - Jun 2014

8
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Per 1000 Bed Days

0.2

6
Serious Incidents

Trustwide Serious Incidents Rate per 1000 Bed
Days: Jul 2013 - Jun 2014

5
4
3

Serious Incident Rate
For June the rate was 0.15 per
1000 bed days. The chart shows
a rolling12mth and the median
has been recalculated from 0.16
to 0.12 showing a slight
downward trend in incidents
resulting in serious harm.
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Rate per 1000 bed days

CAS ALERTS Issued June 2014
(including Patient Safety, Medical Device & Estate Alerts)

RED
AMBER
GREEN

Alerts remaining open and not met the
deadline for completion
Alerts remaining open but within the
deadline for completion
Alerts completed within deadline

0
4

Commentary
XXXX
Serious
XXXXX incidents
4
serious incidents were reported
XXXX
in June. x2 falls, x1 community
suicide, x1 unexpected death.

General Incidents
Pressure Ulcers
Infection Control
Safeguarding
Whistleblowing
Total

Inc. falls

Median

4
0
0
0
0
4

NRLS Reporting
Incidents reported by ‘degree of
harm’ was nationally 0.1% for
deaths. Figures for NBT initially
indicated 0.3%..
Case validation of 15 patients in
this category – 12 died of natural
causes determined at Coroner
inquests, giving a final ‘degree of
harm’ rate of less than 1%.

6
NRLS database grading has
been updated on each case.
NRLS advise many Trust’s do not
grade degree of harm until the
Coroners verdict is available.

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
Commentary
Safety Thermometer captures
XXXX
‘Harm
events’ as a National point
XXXXX
prevalence
audit held every 3rd
XXXX
Wednesday each month.
Harm Free Care
The Trusts ‘harm free’ rate in June
dropped to 92.2%, the national
rate is 93.3%. This month’s highest
harm incidence (5.4%) was
Pressure Ulcers of which the
majority were community acquired.
There was also an increase in Falls
recorded this month (1.1%).
Catheter Compliance
Compliance in June was 84.4
maintaining the level of the
previous 3 months. This element of
harm free care is now to be
managed through the Trust
Continence group, which will have
clinical representatives from each
directorate. Surgical patients record
continued incidence of ‘new’
Catheters for elective patients
(Weds) as per care pathway.
Falls
The rate per 1000 bed days is 8.27
for June with a rolling mean of 5.8.
Of the 225 reported falls in June, 2
falls resulted in serious injury. Less
bed days in Brunel will result in a
slight increase in rate in
comparison to previous years.

Quality Patient Safety
XXXX
XXXXXThermometer
Safety
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Board Sponsor XXXX
Director of Nursing
Commentary
Commentary
XXXX
Pressure Ulcers
XXXXX
Pressure ulcer incidence for June
XXXX
has decreased to 7.98 patients
per 10,000 bed days.
21 patients had a grade 2
pressure ulcer.
There were no reported grade 4
or grade 3 pressure ulcers.
The Trust CQUIN target for
pressure ulcers is a 15%
reduction of the prevalence of
Trust attributable pressure ulcers
grade 2-4 achieved over a 5
consecutive month period. This
is to be measured using data
collected from the National
Safety thermometer.
So far this year the Trust has
achieved 3 out of those 5
months.
VTE
Compliance for risk assessment
of 95% was achieved in May.
Performance continues to be
affected by movement of notes.
It should be noted, that due to
retrospective updates, April
performance has improved since
reported in last month’s report.
Please note: VTE data is presented one
month in arrears.

Quality Patient Safety
XXXX
XXXXX
Additional
Safety Measures & Quality Account
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Board Sponsor XXXX
Director of Nursing
Cardiac
Arrest Rate
Commentary
The
rolling mean of cardiac arrest
XXXX
calls
is 0.7 per 1000 discharges.
XXXXX
The
national
average rate has
XXXX
fallen to 1.8 per 1000 discharges.
There were 14 confirmed calls in
June .
Screening for Dementia
Screening to find patients with
dementia was 88.6% in May,
which is just under the 90% target.
Patients over 75 should be
screened, assessed, investigated
and referred on to appropriate
local services. To achieve the
CQUIN compliance must be >90%
for three consecutive months. The
Trust is currently not meeting parts
2 (77.8%) & 3 (51.9%) of the
CQUIN. Actions to improve
performance include a change to
the way certain investigations are
requested – this has been
communicated and added to
relevant training programmes. To
improve the referral element, a
question is being added to the
electronic discharge summary. It
should be noted that because
parts 2 and 3 are relevant to small
amounts of patients, one or two
patients can have a significant
effect upon the final performance
statistics.
Dementia data is presented one
month in arrears

Quality Patient Safety
XXXX
XXXXX
Additional
Safety Measures & Quality Account
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Board Sponsor XXXX
Director of Nursing
Commentary
XXXX
WHO
Checklist
XXXXX
Reported
compliance of checklist
XXXX
in June was at 86.5%
A trustwide improvement
trajectory has been set, which
sees the trust reach 100%
compliance by October 2014.
Current performance is above
this trajectory.
The trust has now updated the
way in which WHO checklist
compliance is reported. This
change has meant that only the
three WHO checklist elements
are now included (excluding
prelist brief, which was previously
captured). Our reported
performance has therefore
increased following this update.
The Five Steps to Safer Surgery
(three WHO checklist elements +
prelist brief & debrief) are being
recorded separately. Safer
Surgery compliance for June
was 82.6%.

Quality Patient Safety
XXXX
XXXXX
Additional
Safety Measures & Quality Account Malnutrition
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Board Sponsor XXXX
Director of Nursing
Commentary
XXXX
Compliance
has dropped in June
XXXXX
to
49.7%,
and
there continues to
XXXX
be inconsistent performance
across the directorates.
Over the last month, targets for
individual areas have been set with
Ward Sisters, who are now being
managed against these. A
wholesale review of the current
approach has been completed,
which has included a different
means of undertaking nutritional
screening, using a paper
assessment tool. This was piloted
within the Surgical Directorate and
early feedback from this work has
proved positive in increasing the
rate of compliance (by 10%) for the
duration of the pilot. It is therefore
planned to roll this approach out
across the Trust.
This change in the method of
assessment as well as the setting
of individual ward targets has
enabled a trajectory to be set
based on a monthly increase in
compliance of 10% (based on the
increase observed within the
Surgical Directorate). This should
ensure that the Trust is achieving
90% compliance by November
2014.

XXXX
Quality Patient Safety
XXXXX
Infection Control
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Board
BoardSponsor
SponsorXXXX
Medical Director
Commentary
XXXX
MRSA
XXXXX
No
reported cases for June. The
XXXX
last reported case occurring in
September 2013.
C.Difficile
2 Trust responsible cases for
June. A total of 9 cases reported
year to date. The trust have
achieved this quarter’s trajectory
of under 15 cases. This
compares positively to the first
quarter of 2013/14 when 16
cases were reported
MSSA
No reported cases of bacteremia
occurred in June. A total of 5
cases reported year to date.
E Coli
2 cases reported in June, this is
within the month’s allocated
cases. The year to date total is
11 cases, and places us in a
better position from the previous
month in achieving the internally
set target of 70 cases.

Quality Patient Safety
XXXX
XXXXX Control
Infection
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Board Sponsor XXXX
Medical Director
Commentary
XXXX
The
infection control programme
XXXXX
for
2014/15
continues to prioritise
XXXX
the management of C-diff
infection.
Hand Hygiene
The Trust Hand Hygiene audit for
May shows 94.9% compliance,
which is below the required
compliance of 95%. There is
some evidence that staff are
taking time to adapt to the new
lay out of sinks in single rooms
and entry to wards and point of
care alcohol gel.
The infection prevention control
team continue to promote the
importance of hand hygiene
within all clinical areas, and are
completing a four week
programme of Trust wide hand
hygiene audits. The results of
which are reported directly to the
clinical teams and will be
presented at the August Control
of Infection Committee.
Norovirus
There were no areas during June
placed under restricted access
due to Norovirus.

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.
Please note: Medicine
Reconciliation data for last
month was entered incorrectly.
Please note the amended
figure.
Medicines Reconciliation
The 95% target has been
consistently achieved from
February 2011.
Missed Doses
The Trust has achieved CQUIN
targets for avoiding missed doses
due to drug being unavailable.
The team were finalists for
“Patient Safety + Care Awards
2014” for missed dose work.
.

Quality Patient Outcomes / Effectiveness
XXXX
XXXXX Board Sponsor Medical Director
Mortality
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Board Sponsor XXXX
Commentary
XXXX
The
latest data from Dr Foster
XXXXX
continues
to show a fall in HSMR
XXXX
to 88.3 for the 12 months to
March 2014.
The Summary Hospital Mortality
Indicator (SHMI) data is some
months behind but on the whole
reflects the HSMR.
Dr Foster has published new
analysis for deaths in low risk
groups and weekend admissions
for the 12 months to September
2013.
Deaths in low risk groups NBT:
0.59/1000 spells (national rate
0.66/1000 spells) this is within
the ‘expected range’
HSMR weekend admissions: 104
HSMR weekday admissions: 96
Both described ‘as expected’

NB: Data drawn from Dr. Foster.
Most recent available provided.

XXXX
QUALITY
XXXXX

PATIENT EXPERIENCE
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Board Sponsor XXXX

SRO Sue Jones Director of Nursing

Section Summary
Areas of Concern
Complaints have risen in the last month largely due to low level new hospital concerns. Feedback cards and
response sheets at the front desk in Brunel are proving to be helpful and providing the public with assurance
that concerns are being listened to and acted on.

Trends
Friends and Family Test has taken a while to return to business as usual in the new wards in the Brunel
Building, support is in place to restore and exceed the level of feedback prior to move.

Improvements
The Emergency Department have achieved and exceeded the expected response rate for June for the first time.
The appointment of an administrator to support FFT has been effective and will support the department to use
patient feedback

Actions
The first full month of data collection for safe staffing has been published on our intranet and NHS Choices.
One ward (Elgar 3) flagged red unexpectedly, and recruitment to AAU remains a live issue with a high Quest
score noted (p49).

Quality Patient Experience
XXXX
XXXXX & Family Test Inpatients and Emergency Department
Friends
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Board Sponsor XXXX
Director of Nursing

The Emergency Department’s Friends and Family Test score for June for North Bristol NHS Trust is 42.2. ThisCommentary
is based on 21.5% responses.
XXXX

The Inpatient’s Friends and Family Test score for May for North Bristol NHS Trust is 66.5. This is based
on 14.1% responses.
XXXXX
XXXX
Commentary
ED has not only achieved their
response rate (RR) target but
exceeded it - 21.5%. They have
however just fallen short of their
Net Promoter Score (NPS) target
of 46.
Overall most wards are still
struggled to reinstate their FFT.
All Wards have been visited to
re-energise engagement and pick
up issues. Best practice and
other important information
resulting from visits will be
shared. The key message to all
areas delivering FFT is that for
July FFT targets need to be met.
From Qtr 2. FFT targets are in
line with TDA targets:

IP: RR(30%) and NPS 60
ED: RR (20%) and NPS 46
Top achieving area is Cotswold
with a RR (30%) and NPS (77).
Others include Gate 7a and Gate
33a.
Report on statistics and top
themes relating to ‘Seldom
Heard’ groups will go to the July
Equality & Diversity Committee.

Quality Patient Experience
XXXX
XXXXX & Family Test Emergency Department Regional Comparators
Friends
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Board Sponsor XXXX
Director of Nursing
Commentary
XXXX
We
have ranked 10th in the
XXXXX
South
XXXX West with a Net Promoter
Score of 53 for ED. The
BNSSSG average was 64.

We have ranked 12th in the
South West with a response rate
of 4.9% for ED. The BNSSSG
average was 11.4%.

NB: Data is one month in arrears
for receipt of regional Friends
and Family ranking

Quality Patient Experience
XXXX
XXXXX & Family Test Maternity Unit
Friends
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Board Sponsor XXXX
Director of Nursing
DON38
999

Commentary
XXXX
XXXXX
XXXX

The Friends and
Family Test score
for April for North
Bristol NHS Trust is
67.6. This is based
on 14.1%
responses.

Maternity’s Net Promoter Score
has decreased by 5 points to 68.
The BNSSSG average is 76.
Their response rate is 14.1%. A
5.1% decrease from May.
Ranking for response rate has
only been calculated for Q2,
because the number of eligible
women for the other 3 questions
has had to be estimated by the
majority of Trusts. For Q2 the
Trust has achieved a ranking of
8th with a response rate of 17.2%
The BNSSSG average is 31%.
Maternity will be expected to get
a RR of 15% and their NPS will
be defined each month by the
BNSSSG average.
NB: Data is one month in arrears
for receipt of regional Friends
and Family ranking

Quality Patient Experience
XXXX
XXXXX
Complaints
& Concerns
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Board Sponsor XXXX
Director of Nursing
Commentary
XXXX
The
high numbers of low level
XXXXX
concerns
about services provided
XXXX
from, and associated with the
Brunel Building, continued in
June; the majority were not about
care but access and patient flow
issues.
Once again in June many low
level concerns have been dealt
with outside of the standard
complaints process. Direct and
timely action has been initiated
by ACT to resolve Out Patient
appointments, Parking,
Transport, food standards and
telephoning wards and
individuals within the Brunel
Building.
Overall the number of formal
complaints received by the end of
June increased by 32 cases
compared with the first quarter of
last year. MSK saw the largest
increase (+11) compared with
June 2013. The biggest increase
for MSK was in the category “All
Aspects of Clinical Care” (+7)
and this was reflected in figures
for the other clinical directorates.

Quality Patient Experience
XXXX
XXXXX
Complaints
& Concerns
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Board Sponsor XXXX
Director of Nursing
Commentary
XXXX
The
positive progress in reducing
XXXXX
the
outstanding
complaints has
XXXX
been maintained into June and
the new escalation process has
been embedded. The number of
overdue complaints at the end of
June is 54 (-18).
The enquiries received by ACT
more than doubled in June to just
over 2000 this is 3 times the
usual level and again reflects the
continued impact of the move,
where services delivered do not
entirely met the high expectations
created by the Brunel Building.
Health Service Ombudsman
2 cases were accepted by the
Ombudsman for investigation in
June.

Quality Specialised Pathways Fractured Neck of Femur (NOF)
XXXX
XXXXX
Indicators
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Board Sponsor XXXX
Chief Operating Officer
Commentary
XXXX
As
demonstrated on the poster
XXXXX
local
XXXXhip fracture 30 day mortality
has reduced from the peak of
around 11% last year to below
6%. Pressure ulcer rates have
also reduced significantly.
The multidisciplinary team
continue to critically review all
deaths and monitor all aspects of
performance at the monthly
trauma board.
The top left chart demonstrates
that all areas are meeting the
standards. Looking at the NHFD
the quarterly figures and the June
figures for assessed for
antiresorptive therapy and falls
assessment are 100%.
Checking the BPT reports of 105
patients in the quarter April to
June 14, 3 were not seen by OG
within 72 hours and one was not
seen at all.
For the 12 months to June 14 of
440 patients 7 were not seen
within 72 hours and 4 were not
seen at all.

Quality
XXXX
XXXXX
Specialised
Pathways Stroke Indicators
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Board Sponsor XXXX
Chief Operating Officer
Commentary
XXXX
The
target is for 80% of stroke
XXXXX
patients
XXXX to spend at least 90% of

their stay on a stroke unit. This target
has been met consistently across all
quarters of the 2013-14 financial
year. In June 2014, 86.67% of stroke
patients spent in excess of 90% of
their hospital stay on a stroke unit
despite continued pressure on beds
and the move from Frenchay
Hospital to the new Brunel Building.
The Trust has also achieved the 60%
TIA target of treating all patients with
a high risk within 24 hours. In June
2014 we saw 76.5% of high risk
patients within 24 hours. This target
was also consistently achieved
across 2013-14. We still continue to
meet the target despite experiencing
difficulty contacting patients due to
wrong or lack of contact details or
because patients have not been
advised of the clinical urgency to be
seen within one day and decide to
delay their appointment due to prior
arrangements.

33.3% of NBT’s stroke patients were
thrombolysed (given medication to
break down and disperse blood
clots) within 1 hour in June. Data for
this measure is presented from April
2014 onwards. Robust historic data
is not available.

Quality
XXXX
XXXXX 2014-15 National Schemes
CQUINS

40

Board Sponsor XXXX
Director of Nursing

Please note: 2014/15 CQUINS are currently being finalised. This section of the report will be revised
as the underlying detail is agreed.
CQUIN Title

Description

Lead Area

Friends and Family
Test




Staff Friends and Family Test from April 2014
Early implementation in Outpatients and Day Case by October
2014
Increase response rates in Emergency Dept (ED) and Inpatients
(IP)
Reduction of negative responses in ED, IP and Maternity
The FFT target has not been met for quarter 1 although the
response rate in ED for June has improved considerably.

Director of People
& Organisation
Health

To reduce harm
The power of the NHS Safety Thermometer lies in allowing front
line teams to measure how safe their services are and how to
deliver improvement locally
Focus upon pressure ulcers
This target is measured for 5 consecutive months. The target,
based on quarter 1 performance, is on line to be achieved.

Director of
Nursing

23-24

Director of
Nursing

25





NHS Safety
Thermometer






Dementia

To incentivise the identification of patients with dementia and other
causes of cognitive impairment alongside their other medical
conditions, to prompt appropriate referral and follow up after they
leave hospital and to ensure that hospitals deliver high quality care to
people with dementia and support their carers.
The target has been partly achieved for quarter 1and an action plan is
in place to improve performance in future months.

IPR page
Ref

33-35
Director of
Nursing

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

Please note: 2014/15 CQUINS are currently being finalised. This section of the report will be revised
as the underlying detail is agreed.
CQUIN Title

Description

Lead Area

Maternity






Director of Nursing /
Medical Director


Cancer Treatment
Summaries

Quality of post natal care
Giving choice for all environments at booking and 36 weeks
Improve patient experience for high risk women
Improve access to choice for care of women ‘vaginal birth after caesarean’
and individualised care planning
Breastfeeding handover from Midwife to Health Visitor

Cancer treatment summaries following successful completion of radiotherapy
and surgical treatment

Further CQUIN areas under development
Discharge Summaries
End of Life care for non-Cancer patients
Personalised Care Planning
Sepsis – meeting national guidelines
Nutrition and provision of quality food
Urgent Care and 7 Day Working
System Wide with Sirona

Chief Operating Officer

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

Please note: 2014/15 CQUINS are currently being finalised. This section of the report will be revised
as the underlying detail is agreed.
CQUIN Title

Description

Lead Area

Access to array Comparative Genomic
Hybridization (CGH) for prenatal
diagnosis

To increase the availability of array CGH as a first line test to replace
karyotyping on prenatal samples to provide a rapid and detailed screen for
chromosome imbalance in pregnancies at increased risk of a genetic
abnormality.
To provide assurance about the clinical appropriateness of unplanned
admissions to Tier 4 CAMHS (general adolescent services) through a rapid
multi-agency review process and reduce the number of inappropriate
admissions

Director of Nursing

Child & Adolescent Mental Health
Services (CAMHS) 5 days review of
unplanned admissions

Director of Nursing

Further CQUIN areas under development
Long term follow-up in specialised cancer care
Improved access to maternal breast milk in preterm infants
Improve growth in preterm babies
Specialised Orthopaedics (Adults) Network Development: regional audit and governance, regional MDT for complex cases.
Increase Effectiveness of Rehabilitation after Critical Illness
HIV: GP registration and communication
Development of HIV IT system to support implementation of antiretroviral (ARV) procurement programme

XXXX
HUMAN
XXXXX

RESOURCES

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

Section Summary
Areas of Concern
Turnover in May remains high and is having an extended effect on recruitment, induction and training activity.
Bank and Agency usage continues to be high following the MOVE period. The bank is reporting that as at mid-July 14,000 shifts have been
requested which is higher than usual.

Trends
The number of staff attending iCARE training has reached 30%. After a consistent trend for statutory statutory/mandatory training,
performance has dropped last month as expected (as a result of the MOVE).

Improvements
Recruitment An evaluation has been undertaken of the values based recruitment assessment centres that are being used to recruit new staff.
The analysis is based on the period May 2013 – May 2014. During this period, 319 candidates were put through the assessment centre. The
retention rate of these staff is 98%, compared to the rate of 70% for staff who had not been through this process. Other indicators show a
reduced average interview time and a positive candidate experience.
Sickness has decreased although this could be partly explained by the seasonal trend of having lower sickness levels during the spring and
summer months.
E-Rostering There has been an improvement in annual leave management and reporting which helps to smooth out the impact throughout
the year.

Actions
The Staff Friends and Family Test has been completed for Quarter 1 (results to the Board in September). A communications plan will be
drawn up to share the results with staff. The Quarter 2 survey will go live towards the end of August/beginning of September.
A pilot ‘Exit Interview’ process for HCA & Nursing staff has taken place, which has provided some rich intelligence for review before we
consider rolling out the initiative on a wider basis.
The interim enhanced bank rate paid to Band 5 nurses until the end of July is to be reviewed and a decision will be made whether to
continue with these arrangements over the next 4 months.

Human
XXXX Resources
Key
XXXXX
Workforce Indicators
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Board Sponsor XXXX
Director of People & Organisational Health
Turnover
(by headcount)
Commentary
Turnover
remains high. For May,
XXXX
CCS,
FM and Surgery
XXXXX
experienced
increases in leavers
XXXX
over the previous month.
Admin & Clerical and Nursing &
Midwifery staff groups continue to
show the highest numbers of staff
leaving, although overall there
are indications the increase is
showing early signs of levelling
off.
Pay Expenditure
Pay expenditure has remained
reasonably static over the last 3
months, however bank and
agency usage remains high.
Sickness Absence
Sickness absence shows a
reduction in May.
There are specific spikes in
Renal units which are being
addressed. In Brunel some staff
are struggling with the new ward
layout & distances.
Note: Sickness Absence and
turnover data is presented 1
month in arrears & excludes bank
& agency.

Human
XXXX Resources
Key
XXXXX
Workforce Indicators
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Board Sponsor XXXX
Director of People & Organisational Health
Commentary
XXXX
XXXXX
The
demand for temporary
XXXX continues to remain high
staffing
which was expected over the
move period as many services
were double running. The
demand has continued
throughout June to support the
operational requirements to bedin patient services following the
move.
An action plan has been
developed to support Domestics
recruitment.

Note: as reported last month the
agency staff as % of total staff
chart may have been affected by
the change in the Trust’s ‘cost
centre’ structure and a lag in
reporting April’s figures until May.

Safe Staffing
XXXX
XXXXX Workforce
Nursing
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Board Sponsor XXXX
Director of Nursing
Commentary
XXXX
Nursing
XXXXX spend on the in-patient
wards
XXXX has increased this month
following our move into the
Brunel Building.
May spend was below the
average for the last financial
year, however this was mainly
due to the skill mix changes,
HDU beds are now excluded and
minimal annual leave taken over
the MOVE period.
Overspends in June are with:
• funded establishment
• ‘specialling’
• additional capacity
The Heads of Nursing have been
tasked with reducing their
specialling costs . This will
include developing a robust risk
assessment and authorisation
process for booking ‘specials’.

Jul 13

Aug 13

Sept 13

Oct 13

Nov 13

Dec 13

Jan 14

Feb 14

Mar 14

Apr 14

May 14

Jun 14

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

60:40

60:40

61:39

61:39

61:39

61:39

60:40

58:42

57:43

57:43

59:41

58:42

The Shelford acuity/dependency
tool will be implemented in
August and will provide evidence
based data regarding staffing
levels required. Determining this
will support rigor and scrutiny on
the nursing pay budgets by
knowing what is required.

Safe
XXXXStaffing
Nursing
XXXXX Workforce
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Board Sponsor XXXX
Director of Nursing
Commentary
XXXX
From June 1st all in-patient
XXXXXhave been reporting
wards
XXXX
‘planned and actual’ RN and
Care Assistant hours per
day/night , this is centrally
collected and uploaded onto NHS
Choices.
We are working with Allocate to
improve the accuracy of Erostering as well as implement
the Safer Care ‘Shelford’
acuity/dependency tool to
determine staffing levels
required. It is planned to
implement this during August.
One Ward flagged ‘red’ with an
80% fill rate (Elgar Ward 3). The
ward has staffing vacancies
which are being recruited to.
Ward 4 next door provides
support to Ward 3 as required,
however this has not been
captured in the data, as well as
the low level of patient acuity with
Rehabilitation transitioning to
Community Care.
Nurse staffing levels information
will be available on NHS Choices
and NBT Website for July 2014.

Safe Staffing Nursing Workforce Ward Early Warning Trigger Tool
XXXX
XXXXX
(QUESTT)
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Board Sponsor XXXX
Director of Nursing
Commentary
XXXX
QUESTT
XXXXX is RAG rated with those
wards
XXXXscoring 7 – 12 being in an

No Data
Returned

No Data
Returned

Amber status. Those wards scoring
12 and above are recorded as Red.

Questions Used for Ward Early Warning Trigger Tool Assessment
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)

There were no Red wards recorded
in May. However, only 24% of
wards completed the tool due to old
wards closing and Brunel opening.
Completion rate for June remains
disappointingly low at 25%. To
address this the Matrons and Heads
of Nursing will drive improvements
in compliance for July and this will
be monitored through NMGC.
Two Wards flagged ‘Red’ for June,
both of which were due to nursing
vacancies. The ‘actual’ staffing
levels fill rate with temporary staff
were:
AAU = 92.1% - 103%
Gate 33b = 85.7% - 97.7%
AAU - The HoN is addressing
staffing through weekly Recruitment
meetings and is presently scoping a
Rotation scheme to retain RNs.
Gate 33b (Vascular and General
surgery) - The HoN is actively
recruiting to this ward and has
agreed an interim staffing plan with
the Deputy Director of Nursing.

Human Resources
XXXX
XXXXX Workforce
Medical
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Board Sponsor XXXX
Medical Director
Commentary
XXXX
An
audit of missed and incomplete
XXXXX
appraisals in 2013/14 will be carried out
XXXX
to establish cause and subsequent
actions to address any key issues with
the appraisal process.
The medical appraisal chart shows the
rolling compliance with the NHS England
requirement (NHS England Medical
Appraisal Policy; Annex G) for all doctors
to have not exceeded 15 months since
their last appraisal. The doctors who are
not in compliance with this requirement
are being managed within a process of
escalation and resolution and will be the
subject of the missed appraisal audit.

Professional Investigation / Action

The revalidation figures show
compliance against the three
recommendations that can be made to
the General Medical Council by the
Trust’s Responsible Officer. Those who
have had their revalidation deferred are
those who have been unable to collate
sufficient supporting information or have
been on periods of extended leave
immediately prior to their revalidation
date. In no case has the Responsible
Officer made a non-engagement
recommendation.

Human
XXXX Resources
Training
XXXXX
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Director of People & Organisational Health
Commentary
XXXX
Mandatory
Training
XXXXX
XXXX
For the first time since January,
overall compliance with the menu
of mandatory training has
dropped below the compliance
target.
It should be noted that a drop off
in compliance for the month of
May was anticipated as all
resources were diverted towards
the move to the Brunel building.
Both Manual Handling and Fire
Training are non-compliant.
The Fire Safety Officers were
providing resource to the MOVE
sessions between February and
June but unfortunately, these
sessions could not be counted
towards compliance levels.
Sessions recommenced in June
and 11,500 training places are
available for the remainder of the
year.

Human
XXXX Resources
Training
XXXXX
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Commentary
XXXX
Mandatory
XXXXX Training
XXXX

Information Governance

In response to the Information
Commissioner’s Office (ICO)
Decision Notice relating to a patient
confidentiality breach in March, the
Trust has positively responded by
ensuring that Information
Governance training is now reported
as ‘mandatory’ training. This will be
an annual requirement for all staff
and will be reported later in the
autumn.
iCARE
Training was suspended from May
14th so that all staff could focus on
the MOVE.

Focus continues to be on improving
training rates in Women’s and
Children’s during June particularly
for community staff.

XXXX
FINANCE
XXXXX
SRO
Catherine Phillips Director of Finance
Board Sponsor XXXX

Section Summary
Summary
•

•
•
•

For the year to date, the Trust has a deficit of £12m, which is worse than plan by £4.9m. This is driven by
commissioner income which is below plan by £6.2m.
The current forecast annual savings shortfall is £0.2m including red rated schemes.
The cash balance is £36m but will reduce significantly over the next quarter through planned increases in
capital expenditure.
The Trust is rated red by the Trust Development Authority (TDA) and the continuity of service rating is 1.

Areas of concern
•
•
•
•

Activity was lower than expected in quarter one. It is essential that activity levels increase to ensure we
achieve our plan for the year.
Pay expenditure is above plan.
Latest savings plans show a shortfall of £0.2m against target. The recurrent savings plan remains £4.7m
below the required level.
Liquidity during the year will require rigorous management and cash support.

Actions
•
•
•
•

A plan to recover activity over the next few months has been developed and will be implemented.
Review the use of temporary additional staff in a number of areas.
To ensure implementation of agreed savings schemes.
To agree the process with the TDA to access cash support.

52

Finance
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XXXXX
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Board Sponsor XXXX
Director of Finance

In month
variance (Adv)/
Fav

Position as at 30 June 2014
Annual Plan
2014.15
Budget £m

Actual £m

Variation from
budget (Adv) /
Fav £m

£m

Income
467.3
81.9

Contract Income
Other operating income

107.9
24.8

101.7
25.0

(6.2)
0.2

0.0
0.1

549.2

Donations income for capital acquisitions
Total Income

0.0
132.7

0.0
126.7

0.0
(6.0)

0.0
0.1

82.4
42.7
1.7
126.8

83.1
40.9
1.7
125.7

(0.7)
1.8
0.0
1.1

(0.1)
(0.4)
(0.0)
(0.5)

5.9

1.0

(4.9)

(0.4)

Expenditure
353.2
170.2
6.6
530.0

Pay
Non-Pay
PFI Operating costs
Total Expenditure

19.2

Earnings before Interest & depreciation

3.50%

0.79%

19.0

Non PFI Depreciation & Amortisation

4.8

4.8

0.0

0.0

(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

0.0
0.3
8.0
0.1

0.0
0.3
8.0
0.1

0.0
0.0
0.0
0.0

0.0
0.0
0.0
0.0

(7.3)

(12.2)

(4.9)

(0.4)

(33.5)
-6.1%

-9.6%
Add back items excluded for NHS
accountability

(1.3)
0.8
(34.0)

Donations income for capital acquisitions
Depreciation of donated assets
Adjusted Surplus / (Deficit) for NHS
accountability

0.0
0.2
(7.1)

0.0
0.2
(12.0)

0.0
0.0
(4.9)

0.0
0.0
(0.4)

Commentary
XXXX
Assurances
XXXXX
The
Trust has agreed a deficit
XXXX
budget of £34m for 2014/15 with
the TDA and a trajectory to
develop and implement a
recovery plan.
Concerns & Gaps
Income from commissioners is
significantly below plan for
quarter one as a result of
operational pressures relating to
the move to the new hospital.
This has resulted in an adverse
variance of £6.2m.
There is a shortfall in savings
identified for the year of £0.2m
which includes red rated
schemes.
Actions planned
A plan to recover income is being
developed as a matter of urgency
with all specialties concerned.
Executive Review meetings will
focus on the delivery of income
recovery plan.
The Sustainability Programme
will focus on savings schemes in
current and future years.

Finance
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Director of Finance

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

30 June 2014
Plan £m
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 and Other payables
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

31 May
Variance above
2014
/ (below) plan
30 June 2014
Actual
£m
Actual £m
£m

496.3
0.7
497.1

490.9
0.8
491.7

(5.5)
0.1
(5.4)

486.3
0.8
487.2

6.3
23.4
11.9
5.3
46.8
543.9

6.5
4.3
15.7
36.0
62.5
554.2

0.2
(19.0)
3.8
30.7
15.7
10.3

6.6
16.0
14.7
33.9
71.1
558.3

7.7
53.5
1.4
7.0
69.6
(22.8)
474.3
8.1
423.0
20.9
22.3

12.4
68.7
1.4
7.0
89.4
(26.9)
464.8
5.5
424.0
20.9
14.4

4.6
15.2
0.0
0.0
19.9
(4.1)
(9.5)
(2.6)
1.0
0.0
(7.9)

7.0
75.5
1.4
7.0
90.8
(19.7)
467.5
6.0
424.0
20.9
16.6

218.1
(244.2)
(7.3)
55.7
22.3

213.8
(242.9)
(12.3)
55.7
14.4

(4.3)
1.4
(4.9)
0.0
(7.9)

213.8
(242.9)
(10.1)
55.7
16.6

Commentary
XXXX
Assurances
XXXXX
The
Trust currently has adequate
XXXX
cash to meet its obligations in the
short term, with a balance of
£36m at the end of June.
Concerns & Gaps
The Trust’s adverse performance
in quarter one will put pressure
on the cash position unless
resolved.
NHS debtors include a £10.9m
overpayment from NHS England
which will reverse.
The Trust has paid 90% of all
invoices within 30 days. The
Better Payment Practice Code
(BPPC) target is 95%.

Actions planned
Effective daily cash monitoring to
identify when external support is
required.
Embed debt management within
commissioner discussions.
Review invoice approval
processes to identify
opportunities to improve
payments to suppliers.

Finance
XXXX
Financial
XXXXX Risk Ratings
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Director of Finance
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
Commentary
XXXX
Assurances
XXXXX
The
TDA have confirmed that
XXXX
temporary cash will be made
available as needed during the
year. Current cash balances are
adequate to meet short term
requirements.
There are regular discussions
with the TDA on forward cash
requirements.

Concerns & Gaps
Cash levels will reduce during the
year given the planned capital
investment programme.
Capital Programme - cumulative expenditure
trend and projection against budget
70.0
60.0

£m

50.0
40.0
30.0
20.0

Actions planned
Project leads on capital schemes
are working with the capital
planning team and finance to
rigorously review the profile of all
capital expenditure plans and
assess their priority given the
Trust’s liquidity position.
Cash will be monitored closely on
a daily basis to ensure there is
sufficient liquidity.

10.0
0.0

Plan

Actual

Finance
XXXX
Savings
XXXXX

57
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Director of Finance
Commentary
XXXX
Assurances
XXXXX
The
Trust is required to deliver
XXXX
savings in-year of £26.9m and for
the year to date, £4.9m has been
delivered. A total of £26.8m of
recurrent savings have been
identified against a recurrent
target of £31.4m.

Concerns & Gaps
There is a shortfall in savings
identified for the year of £0.2m
including red rated schemes.

RAG

Definition

Green

Definite and already implemented

Amber

Very Likely

Red

Identified but further work required

Given the Trust’s deficit plan for
the year, the TDA require all
Trusts savings targets to be
delivered in full.

Actions planned
Executive Review meetings will
focus on full achievement of
savings schemes

XXXX
Developing a Healthy
XXXXX
Chief Executive Officer

Organisation SRO Andrea Young
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Board Sponsor XXXX

Strategy
Following the board workshop at the end of June we have developed some headline themes on the future
direction of the organisation. These were tested with Clinical Directorate leadership teams and will now be
further promoted within the clinical teams for wider comment and review. We are putting together a
programme for patient and stakeholder engagement including the CCGs, and other commissioners.

Organisational Development
A programme of team and individual development with the Clinical Directorates has been launched this
month. The outcome of the development programme is better understanding of roles, expectations and
accountability as well as bespoke support to each directorate team to work with their senior leaders and
speciality leads to strengthen team working and personal effectiveness. The programme will run for the
next 5-6 months.

Healthy Board
We have been joined by our new Trust secretary and have initiated work on ensuring NED recruitment is in
hand, programming in sufficient Board time to focus on strategy, development of the organisation and the
future financial plan.

Regulatory View
XXXX
XXXXX Commentary
Overall
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Summary
The Governance Risk Rating (GRR) for ED 4 hour performance remained ‘red’ throughout 2013/14, and continues to be a challenge into the first
quarter of 14/15. Actions to improve and sustain this standard are set out earlier in this report. In June 2014, one RTT standard failed; incomplete
pathways. A recovery plan is in place (please see Key Operational Standards section for commentary). Cancer figures are undergoing final
validation therefore, whilst indicative, the June figures presented are not necessarily reflective of the Trust’s finalised position. However, the
indicative position shows that we passed only 1 out of 8 of the Cancer targets. Any subsequent updates will be flagged next month.
As first flagged in the April Board report, the TDA Accountability Framework (AF) 2014-15 has been published and we now have the performance
indicator methodologies & thresholds which are required to calculate scores for Quality (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 3 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.

Regulatory Area

June
13

Sept
13

Dec 13

Mar 14

Governance Risk Rating 2014-15
Framework
Finance Risk Rating (FRR)

May 14

June 14

CQC reports history (all sites)

4

3

Location

Standards
Met

Report
date

Riverside
(Follow up)

All

Jan-13

Southmead

7 of 8

Feb-13

See Finance Section – using new
TDA Accountability Framework
Guidance

Red

Board non-compliance statements

1

1

0

0

0

Southmead
(Follow up)

All

Aug-13

Prov. Licence non-compliance
statements

0

0

0

0

0

Thornbury

All

Nov-13

Cossham

All

Dec-13

Care Quality Commission (CQC) Risk
Category

N/A

N/A

5

4

4

Riverside

All

Jan-14

CQC Inspections

N/A

1xG**

2xG

N/A

N/A

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

Regulatory View
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Responsiveness Domain – Metric

Standard

Weighting

Referral to Treatment Admitted

90%

10

10

Hospital Standardised Mortality Ratio (DFI)

Referral to Treatment Non Admitted

95%

5

0

Deaths in Low Risk Conditions

Referral to Treatment Incomplete

92%

5

5

Hospital Standardised Mortality Ratio - Weekday

0

5

5

Hospital Standardised Mortality Ratio - Weekend

Diagnostic waiting times

1%

5

5

A&E All Types Monthly Performance

95%

10

10

0

10

0

Two Week Wait Standard

93%

2

2

Breast Symptom Two Week Wait
Standard

93%

2

2

31 Day Standard

96%

2

2

Clostridium Difficile - Variance from plan

31 Day Subsequent Drug Standard

98%

2

0

MRSA bacteraemia

31 Day Subsequent Radiotherapy
Standard

94%

2

31 Day Subsequent Surgery Standard

94%

2

2

62 Day Standard

85%

5

5

62 Day Screening Standard

90%

2

2

Medication errors causing serious harm

0

5

0

0

2

0

CAS alerts

0

2

0

1

2

0

2

2

Maternal deaths

0

VTE Risk Assessment

95%

2

0

3.5%

5

0

Percentage of Harm Free Care

92%

5

0

0

5

0

Safe Total

56

5

Referral to Treatment Incomplete 52+
Week Waiters

12 hour Trolley waits

Urgent Ops Cancelled for 2nd time
(Number)
Proportion of patients not treated within
28 days of last minute cancellation
Delayed Transfers of Care
Certification against compliance with
requirements regarding access to health
care for people with a learning disability

Responsiveness Total

Score

52

Standard

Weighting

Score

Weighting

Score

Summary Hospital Mortality Indicator (HSCIC)
Emergency re-admissions within 30 days following
an elective or emergency spell at the Trust
IAPT - Proportion of people who complete
treatment who are moving to recovery
Effectiveness Total
Safe Domain – Metric

Standard

10

0

0

10

0

Never events

0

5

0

Serious Incidents rate

0

5

5

5

Patient safety incidents that are harmful

Admissions to adult facilities of patients who are
under 16 years of age

5
78

Effectiveness Domain – Metric

Regulatory View
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Well Led Domain - Metric

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

Standard

Weighting

Score

30

2

2

20

2

0

Domain

Score

Maximum

% of
Maximum

Quality
Risk
Rating by
Domain*

Responsiveness

52

78

66.6%

2

Safe

5

56

8.9%

5

Well Led

3

4

75%

2

Caring

5

19

26.3%

4

Effectiveness

Data Quality of Returns to HSCIC
Trust turnover rate

NBT TOTAL

13

Trust level total sickness rate
Total Trust vacancy rate
Temporary costs and overtime as % of total
paybill
Percentage of staff with annual appraisal
Well Led Total 4

Caring Domain – Metric
Inpatient Scores from Friends and
Family Test
A&E Scores from Friends and Family
Test

Standard
60
46

Weighting

Score

5

0

5

5

5

Complaints
Mixed Sex Accommodation Breaches

2

0

Inpatient Survey Q 68 - Overall, I had a
very poor/good experience

2

0

2
Caring Total

19

5

*Domain Performance (%)

Score

0%-20%

5

Sum of
Domain
scores

>20% <40%

4

5-10

2

>40% <60%

3

10-15

3

>60% <80%

2

15-20

4

>80%

1

20-25

5

Overall Quality
& Delivery score

NBT’s June 2014 Risk Rating = 3

Regulatory View
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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. Maintaining watching brief on potential new requirements.

Yes

CQC registration is in place. No outstanding non-compliance actions with CQC.

G7

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

Monitor concluded and reported a Stage 2 review of the service transfers between NBT & UH Bristol FT for
Urology, Breast care and Head & Neck in September 2013. The report was reviewed and the key lessons in
terms of rigour of clinical benefits assessments and the need to demonstrate delivery through merger rather
than other delivery models are being applied to current (e.g. Vascular Services) and future proposals.
Range of engagement internally and externally. No indication of any actions being taken detrimental to care
integration for the delivery of Licence objectives.

Yes

XXXX
Regulatory
View
XXXXXCompliance Statements at April 2014
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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

Yes

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

•
•
•

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
Delays and Transfers – added to monthly reporting
cycle
Additional Mortality Measures
Theatre Productivity KPIs

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

•

IPR Measure: Non-Medical Appraisals
IPR Measure: Patient Led Assessments of the Care
Environment (PLACE) – survey results
Safeguarding Adults & Children

October

November

December

•
•
•
•

•
•
•
•
•
•

•

IPR Measure: Non-Medical Appraisals
IPR Measure: Research & Innovation
Nursing Quality Assessment Tool (NQAT)
Other qualitative aspects of patient experience report

IPR Measure: Research & Innovation
IPR Measure: Non-Medical Appraisals
Clinical Legal claims/inquests (6 monthly)
Compliments received – quarterly
Complaints – monthly trends
Carers (quarterly)

Safeguarding Adults & Children
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