
 
 

Trust Board Meeting in Public 
Thursday 5 April 2018 

12.30pm, Seminar Room 5, Learning and Research Centre, 
Southmead Hospital 

Agenda  

1.  Apologies and Declarations of Interest: Tim Gregory  

2.  Questions from Members of the Public  
3.  Minutes of the Trust Board meeting held on 1 February 2018 Enc 

4.  Action Log and Matters Arising FC/Enc 

5.  Chairman’s Business FC/Verbal 
6.  Chief Executive’s Report AY/Enc  

Quality and Performance  

7.  Patient Story (Information) SJ/Verbal 
8.  Monthly Integrated Performance Report including Finance Report 

(Discussion) 
AY/Execs/Enc 

9.  CQC Inspection Report and Action Plan (Approval) SJ/Enc 
10.  Staff Attitude Survey Results (Discussion) JF/Enc 
11.  Quality Account Priorities 2018/19 (Approval) SJ/Enc 
12.  Healthy Food CQUIN (Information) SW/Enc 

Strategy and Development  

13.  Operational Plan 2018/19 (Approval) CP/Enc 
14.  Capital Planning Report (Information) SW/Enc 

Governance and Assurance  

15.  Use of Emergency Powers (Ratification) FC/AY/Enc 
16.  Sustainable Development Assessment Tool Six Monthly Report 

(Information) 
SW/Enc 

17.  Informatics Progress Report (Information) ND/Enc 
18.  Charity Committee Report (Information) JF/Enc 
19.  Trust Management Team Report (Information) AY/Enc 
20.  Workforce Committee Report (Information) TG/Enc 
21.  Finance and Performance Committee Report (Information) ER/Enc 
22.  Annual Declarations of Interest Review (Information) AY/Enc 
23.  Appointment of Internal Auditors and Counter Fraud Service Provider 

(Information) 
JD/Enc 

24.  Any Other Business  
25.  Date of Next Meeting 

Thursday 31 May 2018, 12.30pm, Learning and Research Centre, Southmead Hospital 
 



 
Minutes of the Trust Board Meeting held in public on  

1 February 2018 in Seminar Room 5, Learning and Research Building, 
Southmead Hospital 

 
Present:    
Mr F Collins 
Mr J Everitt 
 
Mr R Mould 
Dr Liz Redfern 

Chairman 
Non-Executive Director 
(until item 18/1/9) 
Non-Executive Director 
Non-Executive Director 
 
 
 

Mrs A Young 
Dr C Burton 
 
Mr N Darvill 
Ms J Fergusson 
 
Ms K Hannam 
Mrs S Jones 
Mrs C Phillips 
Mr S Wood 

Chief Executive 
Medical Director 
 
Director of Informatics 
Director of People and 
Transformation 
Director of Operations 
Director of Nursing 
Director of Finance 
Director of Facilities 
 

In Attendance:    
Mr C Allen-Ridge 
 
 
Mr G Dickson 
 
Mr S Lightbown 
 

Trainee Assistant 
Practitioner (until item 
1/8) 
Head of People 
Strategy (until item 1/3) 
Director of 
Communications 

Mr E Sanders 
 
 
Ms S Parsons 
 
Mr N Stibbs 
 
 

Trust Secretary 
 
 
Dementia Care Trainer 
(until item 1/8) 
Corporate Services 
Manager 
 

Apologies: Ms J Davis, Mr T Gregory and Prof J Iredale, Non-Executive Directors  
 
Observers: Twelve members of the staff and public 

 

 
 
 
 
 
 
 
 

  

  Action 
TB/18/1/1 Declarations of Interest  

 No interests were declared in the papers presented. 
 

 

TB/18/1/2 Questions from Members of the Public  
 Mr Shaun Murphy presented a question, included with the agenda, 

regarding the potential establishment of an arms-length company 
asking whether its main purpose was to transfer staff to poorer pay, 
pensions and terms and conditions of employment. He criticised the 
time spent by executives on the plan at a period when the NHS was 
facing considerable pressure from patient activity. 
 
Mr Simon Wood, Director of Facilities, said that North Bristol NHS 
Trust, as a public body, was continually looking at ways of providing 
services in a more efficient manner This particular method had been 
discussed with the Trust’s staff side and had been the subject of further 
debate at the Board meeting that morning. Mr Frank Collins, Chairman, 
said that the Board considered it right and proper for its decision to be 
discussed with the Trust’s staff side first, hopefully later that afternoon 
and a written response would be sent to Mr Murphy the following day.  
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
SW 
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 Mr Mike Campbell reiterated his questions regarding the future of 
Weston General Hospital on which he noted answers had now been 
received. He continued to question, however, what impact the closure 
of the Emergency Department (ED) at Weston at night had had on 
Southmead Hospital given, particularly, the recent experience of bed 
occupancy of 104%.  

Chris Burton, Medical Director, said that, as a maximum, Southmead’s 
ED had received an extra two patients a night and when they had 
required inpatient treatment Weston had been very responsive in taking 
them back immediately it was safe to do so. 

Mr Joe Harrison presented a question regarding the liquidation of 
Carillion and seeking comments on its effect on the Trust’s debts and 
capital build projects and on the performance of the Trust in terms of 
staffing levels and patient care.  

Simon Wood reported that Carillion had originally been a 50% partner 
in the financing of the new hospital but had disinvested in it the 
previous year. With the private finance initiative (PFI) the Trust had 
been able to close two physically old hospitals to gain efficiency with 
one modern facility and even with other forms of funding would still 
have faced substantial annual expenditure to finance the scheme. The 
actual cost of the PFI was now £44m a year. Catherine Phillips, 
Director of Finance, said the cost of the building and servicing it was 
the debt that the unitary payment covered. Mr Harrison’s reference to 
the £150m debt held by the Trust was a different issue to the PFI. The 
Trust had a full financial plan with all the costs built in and it would not 
be asking for any special help but interest was paid to the Department 
of Health for the borrowing of cash. 

Ms Jane Biron followed up her comments and questions made at the 
meeting in November 2017 and thanked Catherine Phillips, Director of 
Finance, for sorting out the issue of a wrong invoice. She said that she 
now faced a further problem in that although she had had a rolling 
booking for a room at Cossham Hospital three times a week for more 
than four years it appeared that someone else had been accepted for a 
booking of a regular spot for the same room. She now faced the 
prospect of a clash of meetings/sessions and having to turn away her 
clients the following evening. Simon Wood agreed to investigate the 
matter. 

The Board noted that in its recent article on the potential subsidiary 
company the Bristol Post had quoted that North Bristol had the highest 
number of staff vacancies in the South West NHS. Jacolyn Fergusson, 
Director of People and Transformation said that given that the Trust 
was one of the largest in the country it would be expected to have a 
high number of vacancies in number terms but at 5% of its overall 
workforce it had one of the lowest rates of any NHS organisation in the 
country. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
SW 
 
 
 
 
 
 
 
 

TB/18/1/3 Minutes of the Trust Board meeting held on 30 November 2017  
 The minutes were approved as a true and correct record of the meeting 

subject to an amendment to Minute17/11/6 to replace the word ‘baby’ 
with ‘neonatal’ in the first paragraph. 
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TB/18/1/4 Action Log and Matters Arising  
 The Trust Board approved the closure of actions as stated on the 

action log and noted that there were no issues requiring action at the 
meeting itself. 
 

 

TB/18/1/5 Chairman’s Report  
 Frank Collins reported that since the New Year he had met with officers 

at the Clinical Commissioning Group, University Hospitals Bristol 
(UHB), the national regulators and Councillor Riddle, leader of South 
Gloucestershire Council and his chief executive, Amanda Deeks. 
 

 

TB/18/1/6 Chief Executive’s Report  
 Andrea Young reported that the UHB and Weston Area Health Trust 

Boards had agreed that a merger of the two trusts was a sensible 
objective to be worked towards over the next year. She also noted the 
hard work that North Bristol staff had put in over the Winter so far and 
had continued to achieve safety and quality for the hospital’s patients 
despite experiencing the highest ever numbers of admissions. She 
recommended that the Board offered its thanks and the Board 
endorsed this view. 

 
 

TB/18/1/7 Patient and Staff Story  
 Sue Jones, Director of Nursing, introduced Callum Allen-Ridge, Trainee 

Assistant Practitioner and Sharon Parsons, Dementia Care Trainer, for 
whom this was the last day with North Bristol before joining one of the 
community providers. Sharon Parsons said that she was an 
occupational therapist by profession with a specialism in dementia and 
she was going to recount her experience with one patient in Elgar. A 
pilot project had been held with Fresh Arts, the voluntary team and 
Elgar staff to provide meaningful activities to patients with dementia. 
She had joined staff on visits to the Leicester Royal Infirmary and a big 
department at Bradford Royal Infirmary which were providing active 
tests at the bedside and helping to use peoples’ skills. 

She had noticed a lady called Joy on her first visit who appeared very 
frail and uncommunicative. She had left her with drawing materials and 
on her visit the second week she saw paintings and collages that Joy 
had produced. The availability of the materials had awakened in her the 
former skills she had in drawing and creating pictures. 

Callum Allen-Ridge said he had come to love his job working on the 
Acute Medical Unit (AMU) for the dementia lead. He had been part of a 
project that had just been completed and would recount three cases. 
The first was an elderly patient on Gate 28A on her fourth day when he 
had met her. Ward staff had done all they thought they could for 
someone who had advanced dementia and was bed bound. As he and 
his colleague moved around the room he noticed that she was tracking 
their faces and she was trying to lip read and it was apparent that she 
was deaf and had only mild dementia. The second case was of a 92 
year old man brought into the majors ED at 2.00 am by an ambulance 
crew from a nursing home having suffered a fall. He was alone and his 
face was covered in blood and was unable to communicate. With no 
nursing home staff with him Callum Allen-Ridge said that he had been 
able to contact his wife and reassure him about what was happening to 
him. The third case was a stroke patient on the AMU who had spent 
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two days being mainly looked after by a Spanish nurse. It turned out 
that he was very skilled at drawing but there was not enough paper 
available so he had been able to lend him a tablet to work on. 

Both members of staff said that their work was not only about patient 
care but actually more about treating patients with dignity and respect. 
Rob Mould, Non-Executive Director, questioned whether everybody in 
hospital who could benefit from this type of work was in contact with 
someone with these skills and the time to deliver them and Sharon 
Parsons said that this was not the case and both departments at 
Leicester and Bradford were very large. Frank Collins said that whilst 
the Board debated some very important issues the work that had been 
described captured the essence of what the NHS was about. 

TB/18/1/8 Integrated Performance Report  
 Andrea Young introduced the monthly Integrated Performance Report 

(IPR) and noted the revised format. Noticeable was the significant drop 
in performance on the four hour standard in the ED where only 70.3% 
of attendances were being treated, admitted or discharged within four 
hours. The majority of breaches were due to waiting for beds and there 
had been a 30% increase in direct GP admissions mostly of medical 
patients. Kate Hannam, Director of Operations, also pointed out that 
there had been a record number (122) of 12 hour trolley waits in the 
month but the AMU had been one of the best performing admission 
units in the country with every patient transferred to the appropriate 
ward or discharged within 48 hours. Medical patients, however, 
continued to outlie in other wards even over the Christmas period. She 
expected January’s performance to improve to 75%. Sue Jones said 
that a root cause analysis was carried out on all trolley breaches and 
the December incidents were nearly complete. 
 
John Everitt, Non-Executive Director, questioned how the Trust 
compared to other trusts and Andrea Young said that national data on 
EDs were not available on a monthly basis due to validation issues but 
comparisons could be made quarterly three months later. Liz Redfern, 
Non-Executive Director, asked how many patients had been admitted 
with influenza and Chris Burton said that only one sufferer was 
currently in hospital but at its high point there had been 28. Cornwall 
and Plymouth had experienced much greater numbers but North Bristol 
had had a considerable number of respiratory disease admissions. Liz 
Redfern also questioned what effect the government instruction to 
reduce elective activity had had on the Trust. Kate Hannam said that 
the 52 week waiter numbers would grow and Andrea Young said that it 
had been evident in December that from 1st January some elective 
patients would have to be cancelled. Despite this the South West office 
of NHS Improvement (NHSI) had written to the Trust congratulating it 
on its performance in December and early January in dealing with the 
pressures. 
 
Kate Hannam highlighted the failure to achieve the Trust’s Referral to 
Treatment trajectory albeit on a marginal percentage basis. 
Nevertheless, this meant a difference of several hundred patients and a 
deep dive investigation was being undertaken to understand the cause. 
Diagnostic waiting times were continuing to improve but had still not 
quite achieved the 99% seen within six weeks. An action plan was in 
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place for every specialty not hitting the target. 
 
Liz Redfern noted the serious incident of an unexpected death from 
sepsis in December and Sue Jones reported that many more staff had 
received training on identifying the signs of sepsis and improvement 
work continued. Chris Burton reported that the overall learning from 
deaths activity also continued to improve and the increased rate of 
incident reporting showed an improved culture in the Trust.  
 
Sue Jones referred to the falls and pressure injury statistics and was 
pleased to report no serious falls in December, no Grade 3 or 4 
pressure injuries and a reduction in Grade 2 incidents. Chris Burton 
noted the significant increase in patients experiencing missed medicinal 
doses and said that it could easily be linked to the extreme pressures. 
Overall the Trust was expecting to achieve 80% of the national and 
NHS Executive Specialised Commissioning CQUIN schemes targets. 
Chris Burton said, however, that some parts of the other organisations 
in the CQUINs network were not performing so well and, because of 
this, the Trust may not be fully protected. 
 
Sue Jones referred to the investigation as to why the Friends and 
Family Test response rates were decreasing. Survey fatigue protection 
was one issue and the protection period had been extended to six 
months. It was felt that the threshold needed to be brought down to 
three months. In Maternity, the specific locations of non responses 
were being investigated to identify the issues. 
 

Other areas highlighted were: 

• Simon Wood was pleased to report that cleaning scores in 
December had achieved a two year high despite a period of 
high turnover of staff; 

• Kate Hannam noted that 29 of the new P1 discharge pathway 
places had now come on line and the first two patients to be 
discharged from Elgar to the Yate nursing home were due to 
leave that day; 

• there had been a 60% reduction in vacancies but the 
introduction of a neutral vendor to supply nursing agency staff 
remained challenging and had forced the use of non-framework 
agencies to fill some shifts; 

• Chris Burton reported that the overall number of medical 
revalidation recommendations had been low in 2017 with the 
vast majority of them pertaining to clinical fellows. The number 
of doctors going through revalidation in 2018 would rise sharply 
as consultants went through their second revalidation; 

• Catherine Phillips noted that the Trust’s finance position at the 
end of December was a deficit of £18m which was £2.3m 
adverse to plan but excluding the Sustainability and 
Transformation funding was £0.1m favourable. 

The Board discussed the compliance statements and agreed that 
because of the risks around the accident and emergency target a 
negative response should be continued for the agreement to meet all 
targets. 
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TB/18/1/9 Safe Nurse and Midwifery Staffing  
 Sue Jones presented the six monthly paper providing assurance to the 

Board of the Trust’s current position against the expectations of the 
National Quality Board, NICE guidance and NHSI recommendations on 
safe nurse staffing. She referred particularly to the monthly reporting of 
safe staffing incidents which were escalated to heads of nursing to 
review with alerts to the Director or Deputy Director of Nursing when an 
incident was confirmed. These were reviewed monthly at the Nursing, 
Midwifery and Therapies Leadership Group. 
 
Sue Jones noted that a full, formal staffing review of all inpatient wards 
had taken place in the Autumn, assessing fill rates, CHPPD, ward 
quality metrics, e-rostering data, night duties and taking into account 
professional judgement and patient and staff feedback. Much 
development work was being undertaken with health care assistants 
and Band 4 nurses and a number of increases in Band 2, 4 and 5 to 7 
staff had been recommended for inclusion in divisional operating plans. 
Of particular note were: 
 

• Cotswold Ward was usually staffed for 19 beds but also had a 
10 bed ‘day case’ unit. The majority of gynaecology procedures 
were performed as day cases or in Outpatients but in times of 
escalation it could be increased to 25 and for the Winter it had 
12 designated medical capacity beds. Accordingly it was staffed 
according to the acuity needs of the patients and historically 
experienced a high turnover of registered nurses over the 
Summer; 

• staffing levels in the Neonatal Intensive Care Unit (NICU) had 
been a cause for concern for some time and were on the Trust’s 
risk register. There were increased staff vacancies and only 
58% were specialty trained. To maintain safe staffing within 
NICU the number of cots was reduced by four. The Division had 
submitted a business case for the required staffing numbers in 
line with British Association of Perinatal Medicine standards and 
funding requested from the Specialised Commissioners. 

Liz Redfern noted that there were risks around the ability to fund all the 
additional posts and Kate Hannam confirmed that the heads of nursing 
looked daily at safe staffing and the levels were owned by the wards 
and divisions with acuity recorded by the Allocate system. 
 
The Board noted the staffing review process across all areas, the 
assurance against NQB expectations, NICE guidance and the self-
assessment against NHSI recommendations and the recommendations 
for increases in workforce within divisional business plans. 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

TB/18/1/10 Informatics Update  

 Neil Darvill, Director of Informatics, presented a progress update on the 
current IM&T programmes and the key messages. He agreed to 
include the projected capital and revenue cost for the current year in 
future reports. In development at the moment was the Enterprise 
Network project for which comments were being invited along with 
more precise capital and revenue costs.  

 
 
 
ND 
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The Board noted the joint appointment to the post of Chief Clinical 
Information Officer between a surgeon and a physician. 
 

 
 
 

TB/18/1/11 Frenchay Health and Social Care Land  
 The Board received a paper updating members on the current issues 

regarding land at Frenchay and seeking an appropriate response to the 
letter from South Gloucestershire Council asking for reassurance that 
no further land at Frenchay or Thornbury would be sold until the council 
was assured that the full agreed health and social care vision could be 
delivered. 
 
Plans shared with the Trust in 2017 required just two of the five acres 
set aside for the proposed health and social care facility at Frenchay 
and the Clinical Commissioning Group (CCG) later confirmed that it 
would complete an options appraisal to determine a preferred approach 
to procurement of new facilities in April 2018. The Trust engaged 
architects to develop a number of designs for an HSCC and extra care 
housing and the six scenarios produced showed that an 80 to 100 bed 
facility with up to 13 extra care housing units could be accommodated 
in two acres. Other schemes around the country indicated that two 
acres could house a care unit of 60 to 84 beds with 32 extra care 
homes.  
 
Simon Wood reminded the Board that given the requirement for finance 
in 2016/17 it had supported a proposal that retained enough land for 
the full requirements for an HSCC and supported the council’s 
requirement for housing. He reported that only 1.6 acres of the rest of 
the land was developable but the Council had been alarmed at the 
submission of a reserved application for 23 houses on the surplus site 
by Redrow.  It was now felt that the Trust should do no more until the 
CCG shared its plans with its partners on 3 April 2018 even though this 
would have consequences for the 2017/18 cost improvement 
programme.  
 
The Board agreed that given the two meetings with South 
Gloucestershire and the CCG to agree collective work on the size of 
the development and the timeline the Council be asked to engage its 
planners on what could be built. It was noted that the planning 
department had indicated originally that it would wish to see no more 
than nine extra care homes on the surplus land at Frenchay. 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
SW 

TB/1/1/12 Capital Planning Report  

 Simon Wood presented the monthly Capital Planning Report and noted 
in addition that the scheme to convert bathrooms in Brunel would be 
going out to tender in four to five weeks. 
 
Sue Jones thanked his department for quickly progressing the work to 
reduce the wind speed in Level 0 in Brunel when outside doors were 
open. Simon Wood said that Carillion staff had turned the work around 
in four days and also worked quickly to provide a compound for extra 
mortuary capacity. In answer to Catherine Phillips he agreed to provide 
a separate section in the monthly report on PFI variations and works. 

 
 
 
 
 
 
 
 
 
SW 
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The Board noted the report. 

TB/18/1/13 Business Continuity Plan – PFI Services  
 Simon Wood presented a report on the business contingency plans that 

had been put in place in the event of a failure of the PFI services 
provider. The existing plans had been strengthened in the Autumn of 
2017 in the light of awareness of growing difficulties in relation to 
Carillion’s financial health. He noted that there had been a number of 
co-ordinating conference calls between NHSI and other Trusts for 
whom Carillion undertook services. 
 
The Hospital Company had enacted the first contingency plan when the 
Carillion liquidation had been announced and the process was working 
well. Carillion staff had continued to support hospital services. 
Arrangements for Carillion construction activities would take longer and 
were being considered by the Special Managers (PwC) with whom the 
Trust had engaged in discussion regarding the outstanding works at 
Southmead. 
 
The Board noted the report. 
 

 

TB/18/1/14 Trust Management Team Report  
 Andrea Young presented the report from the Trust Management Team 

meeting held on 19 December 2017 and 16 January 2018. She noted 
that the Board Chairman had attended the January meeting. 
 
The Trust Board noted the report. 

 
 
 
 

 
TB/18/1/15 Workforce Committee Report  
 Liz Redfern, on behalf of Tim Gregory, Committee Chairman, 

presented a report from the meeting of the Workforce Committee held 
on 19 December 2017. The Committee had received a report on 
equality and diversity work in the Trust and noted the lack of equality 
impact assessments in business cases. Work was ongoing to simplify 
templates for operational staff. The Board agreed such impact should 
be noted on Board reports from 1 April 2018. Liz Redfern also reported 
that a Retention Steering Group had been set up to oversee five work 
streams to feed into development of the People Strategy. 
 
Andrea Young gave brief feedback from a Dare to Disrupt seminar 
which had been part of the Service Line Management training for staff. 
It had been overwhelmingly supportive of networking opportunities and 
of disrupting. She agreed that feedback from these events should be 
reported to the Workforce Committee. 
 
The Board noted the report. 
 

 
 
 

TB/18/1/16 Finance and Performance Committee Report  
 Rob Mould, Committee Chairman, presented a report from the meeting 

of the Finance and Performance Committee (F&PC) held on 21 
December 2017. He noted that some business cases were not 
necessarily receiving adequately detailed scrutiny at Committee level 
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and the F&PC would be looking at a regular schedule of planned 
business cases with progress reports against each individual case. 

The Board noted the report. 

 
 
 
 

TB/18/1/17 Partnership Programme Board  
 Rob Mould also presented the update from the Partnership Programme 

Board meeting on 15 January 2018. 
 

 

TB/18/1/18 Quality and Risk Management Committee Report  

 Liz Redfern, Committee Chairman, presented the report from the 
Quality and Risk Management Committee meetings held on 23 
November 2017 and 18 January 2018.  
 

 

TB/18/1/19 Audit Committee Report  

 The Board received the report from the Audit Committee meeting held 
on 22 January 2018 and particularly noted the arrangements for 
retendering of the internal audit and counter fraud services from 1April 
2018. 
 

 
 

TB/18/1/20 Date of Next Meeting  

 The next meeting was to be held on Thursday 5 April 2018 at 12.30 pm 
in Seminar Room 5, Learning and Research Centre, Southmead 
Hospital. 
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North Bristol NHS Trust Trust Board (Public Session) 
Action Log 2018

Meeting 
Date

Minute Ref Action 
No. 

Action Owner Review Date 
(s)

Status Info.

24-Nov-16 TB/16/11/10 31 FT membership to be engaged in ST Plans SL 27-Jul-17 & 
31-May-18

O Plans to be updated and awaiting 
governance arrangements

27-Jul-17 TB/17/7/15 15 Look back on achievement of 2017/18 strategic 
priorities to be noted with business plan for 2018/19

CB 22-Feb-18 C Completed

29-Sep-17 TB/17/9/9 17 Board to review completed 2017/18 Savings Plan in 
October and actions to cover any slippage

JF 30-Nov-17 & 
19-Dec-17

C To be taken with overall financial position at 
December meeting

30-Nov-17 TB/17/11/02 18 Catherine Phillips to resolve issue of debt collection 
for hire of Cossham room

CP 01-Feb-18 C

30-Nov-17 TB/17/11/12 19 Business Plan to include greater quantification of the 
aims

CP 22-Feb-18 C

01-Feb-18 TB/18/1/2 1 Response to question on arms-length/subsidiary 
company to be made following discussion with 
unions later that day

SW 22-Feb-18
C

Completed

01-Feb-18 TB/18/1/2 2 Issue of disclosure of individual's birth date and 
booking system at Cossham to be investigated

CP 05-Apr-18 C

01-Feb-18 TB/18/1/8 3 Verbal evidence of comparisons with other trusts 
against IPR data to be given where requested and 
possible

Execs 22-Feb-18
C

Ongoing

01-Feb-18 TB/18/1/10 4 Projected capital and revenue costs to be defined in 
Informatics Progress report to Board

ND 05-Apr-18 A Item 16

01-Feb-18 TB/18/1/11 5 S Glos planners to be asked what development for 
the HSCC facilities and extra care housing it would 
accept on the Frenchay land

SW 05-Apr-18
C

CCG annoncement will render this action 
superfluous

01-Feb-18 TB/18/1/12 6 Capital Planning update to include a dedicated 
section on PFI works/variations

SW 22-Feb-18 A Item 13

01-Feb-18 TB/18/1/15 7 Execs to consider proposal for how Board gains 
assurance that equality and diversity has been 
included in any change proposals

AY 31-May-18
O

Review of report template required.

01-Feb-18 TB/18/1/15 8 Feedback from SLM events to be considered by 
Workforce Committee

JF 05-Apr-18 C Completed at February Workforce 
Committee.

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



North Bristol NHS Trust Trust Board (Public Session) 
Decision Log 2018

Meeting 
Date

Minute 
Ref No. Decision

1/2/18 18/1/6 1
Board approves a vote of thanks to staff for continuing to maintain the quality of services and safety of patients during a 
period of the highest ever pressures from attendances and admissions

1/2/18 18/1/8 2 Board compliance statement on existing targets to remain negative
1/2/18 18/1/11 3 Proposed response to S Glos Council on Frenchay land approved

4
5
6
7
8
8

10
11
12
13
14
15



 
 

Report to: Trust Board Agenda item:  6 

Date of Meeting: 5 April 2018 

 
Report Title: Chief Executive’s Report 

Status: Information Discussion Assurance Approval 

X    

Prepared by: Linda Storey, Interim Trust Secretary 

Executive Sponsor (presenting): Andrea Young, Chief Executive 

Appendices (list if applicable): None 

 
Recommendation:  

The Trust Board is asked to note the content of the report. 
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1. Purpose 
1.1. To present an update on local and national issues 

impacting on the Trust. 
2. Background 

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

3. Pay Agreement 
3.1.  Ministers and Unions have agreed a pay deal that 

will see staff on an agenda for Change contract 
receive a pay rise of at least 6.5% over three 
years. 

 
3.2. The pay rise will be worth between 29% and 6% 

over three years.  It does not include any changes 
to annual leave entitlements or unsocial hours 
payments. 

 
3.3. The pay agreement came with an assurance that 

the funding for the increase will come from the 
Treasury. 

 
 
 
 
 

4. Government’s Mandate to NHS England and Remit to 
NHS Improvement in 2018-19 

4.1.  The Government has set the objectives for NHS 
England including its budget.  This sets the direction 
for the NHS which maintains that set in 2016-2017 for 
the period up to 2020 and defines the annual 
deliverables for 2018-19. 

 
4.2 . The key deliverables for NHS Trusts in 2018-19 are: 

 
• Co-implement the agreed A&E recovery plan with 

NHS Improvement and deliver aggregate A&E 
performance in England above 90% in September 
2018, with the majority of Trusts meeting 95% in 
March 2019, and aggregate performance in 
England at 95% within the course of 2019. 

 
• Reduce NHS-related delayed transfers of care in 

support of a total reduction of delayed transfers of 
care to around 4,000 daily delays by September 
2018. 

 
• Continue to roll out the seven-day services four 

priority clinical standards to five specialist services 
(major trauma, heart attack, paediatric intensive 
care, vascular and stroke); and the seven day 
services four priority clinical standards in hospitals 
to 50% of the population. 
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• Achieve the 62 day cancer waiting times standard, 
and maintain performance against the other 
cancer waiting times standards. 

 
• Deliver the 2018-19 Mental Health Five year 

Forward View Implementation Plan 
recommendations. 

5. Merger of Bristol, North Somerset and South 
Gloucestershire CCG 
5.1.  To confirm this has been formally approved and 

the new strategic commissioning organisation is 
authorised from 1st April 2018.  The Accountable 
Officer is Julia Ross, the chair is Dr Jon Hayes, a 
GP in South Gloucestershire. 

6.  CCG Confirms Way Forward for the South 
Gloucestershire Rehabilitation, Rehabilitation, and 
Recovery (3Rs) Programme 
6.1. At the April Board meeting the CCG confirmed 

their preferred direction of travel for the inpatient 
bed component of the 3R’s programme: 

• The intention is to procure a mix of health and 
social care facilities on the Frenchay site 
(preferably in conjunction with the Local 
Authority) which includes 50 NHS 
rehabilitation beds. 

• In relation to the Thornbury site it is proposed 
that there is a requirement for a Nursing 
Home, alongside other primary care facilities 
and extra care housing, with the CCG 

committing to purchase up to 5 beds, and 
possibly more as required. 

• A straight comparison with now indicates that 
equates to a reduction in inpatient community 
rehabilitation beds (with up to 70 in place now) 
but there is an expectation of improved 
throughput in the community beds and a 
potential increase in packages of care or P1 
capacity.  

6.2. We are pleased that the CCG has crystallised its 
plan and look forward to working with them on 
both estates issues and development of the 
specification.  

7. Government Announcement on Future Funding of the 
NHS 
7.1. The Prime Minister has promised a “multi-year” 

funding plan for the NHS in England to address 
its long term financial needs and to seek to move 
away from annual cash top-ups. 

 7.2.  A blueprint will be produced later in the year.  
8.  Trust Chairman Appointment 

8.1 The process for the recruitment of a permanent 
Chairman is progressing and is being led by NHS 
Improvement.  

8.2 A stakeholder event is being held on 5 April 2018 
and interviews are scheduled for 17 April 2018. 

8.3 Further details on the appointment, the terms and 
conditions of the appointment and other details 

This document could be made public under the Freedom of Information Act 2000. 
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can be found on the NHSI website at the link 
below: 
https://improvement.nhs.uk/news-alerts/chair-
north-bristol-nhs-trust-2018/  

8.4 The Trust is being supported by Gatenby 
Sanderson. 

9. Trust Secretary Appointment 
9.1  The Trust has recommenced its recruitment for 

the Trust Secretary role as it was unable to 
appoint the first time around.  

9.2  The new timeline is as follows: 
• Search closes 9 April 2018. 

• Shortlisting will be confirmed week 
commencing 16 April 2018. 

• Informal stakeholder meetings to be held 
week commencing 30 April 2018. 

• Interviews to be held week commencing 7 
May 2018. 

9.3 I would like to welcome Linda Storey who will be 
covering the post as Interim Trust Secretary.  
Linda brings a wealth of experience as a Trust 
Secretary in the NHS over a period of 10 years.    

 
 
 
 

 
10. Trust Intranet 

10.1 I am delighted to announce the news that 
Charitable Funds have agreed to fund our new 
intranet up to £100k.   

10.2 We are very grateful to charitable funds for 
making this happen as the intranet has long been 
a bone of contention for our staff.   

10.3 We have already had some fantastic feedback 
from staff about how much this will be welcomed. 

11. Consultant Appointments 
The following consultant appointments have been made 
since January 2018: 
Interview 
Date 

Name Consultant Role 

23rd January 
2018  

Iraklis Delikonstantinou Plastic Surgery/Skin 
 

6th February 
2018 

Nicholas 
Blundell/Raymond 
Houston-Millett 

Emergency Medicine 
 

13th 
February 
2018 

Rebecca Hunt Consultant in Neuroradiology 
- interest in 
Interventional/Diagnostic 

20th 
February 
2018 

Mark Devine Care of the Elderly 
 

27th 
February 
2018 

Stephanie Eckoldt, 
Anita Brigham/Laura 
Bernstein 
 

Palliative Medicine 
 

20th March 
2018 

Sam Murray/Ankur 
Srivastava 

Gastroenterology 
 

This document could be made public under the Freedom of Information Act 2000. 
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27th March 
2018 

Haytham Sumrien Colorectal Surgery 
 

 

 

 
12. Recommendations 
12.1 The Trust Board is asked to note the content of the 

report.
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Recommendation:  

The Trust Board is asked to note the contents of the Integrated Performance Report. 

 
Executive Summary:  
Details of the Trust’s performance against the domains of Access, Safety, Patient Experience, Workforce and Finance. 
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Unless noted on each graph, all data shown is for period up to, 
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All data included is correct at the time of publication.  

Please note that subsequent validation by clinical teams can alter 

scores retrospectively.  
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NBT Quality Priorities 2017/18 
QP1 Improving theatre safety 
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Reduction of infections arising from indwelling 
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Learning from deaths in hospital and improving 

end of life care 

QP5 
Improving the care of patients whose condition 

is at risk of deteriorating 

QP6 
Enhancing the way patient feedback is used to 

influence care and service development 



4 4 EXECUTIVE SUMMARY 

February 2018 
ACCESS 

February’s position against the 4 hour standard was 67.46%.  The majority of breach reasons were attributable to a wait for ED assessment, due to gaps in the 

ED junior rotas, especially overnight and at weekends. A workforce review mapped to activity and surge patterns is underway across the whole Emergency 

Zone. A refreshed emergency care improvement plan is being developed by the Trust and  with system partners, focusing on reducing stranded patients (>7 day 

and >21 day LoS) and supporting the principle of ‘Home is Best’. This plan is expected  to result in more effective flow through the hospital to achieve 

improvement against this target by Quarter 1 2018/19. 

 

The Trust has not met the agreed recovery trajectory for Referral To Treatment (RTT) incomplete performance for February (86.47% vs trajectory of 

87.90%). The waiting list backlog stands at 3683 vs a target of 3382.  This is in part due to the ongoing winter pressures and need to cancel non-urgent elective 

operations. The Trust has experienced a decrease in patients waiting greater than 52 weeks from Referral to Treatment (RTT) (41 in February vs 55 in 

January).  

 

The Trust has achieved the national target (1.00%) for diagnostic performance with actual performance of 0.21% in February.  This improvement from 

the January position (0.62%) brings the Trust to the best reported performance since October 2015 and reflects delivery of the remedial action plan.  

 

The Trust has delivered 3 of the 7 national cancer targets in January. The Trust failed to achieve the 62 day standard in January with performance at 

74.88% vs the 85.00% standard. Two Week Wait has failed to achieve standard with performance of 82.51% against the 93% standard. Two Week Wait 

Breast (67.94%) and 31 Day Subsequent Surgery (90.83%) also failed to meet the national standards in January.  Breaches in Urology accounted for almost 

70% of total 62 day breaches mainly due to capacity issues across the Prostate pathway including Diagnostics, Joint Oncology and Robotic Surgery. 

 

SAFETY 

Nursing staff levels continue to be monitored closely, no wards have triggered the Quality Effectiveness and Safety Trigger Tool (QuESTT) in February.   

Incidence of pressure ulcers in February were 13 reported Grade 2 pressure injuries and nil reported at Grade 3 or Grade 4. The Trust remains on 

target to achieve a 50% reduction of pressure injuries over the three year period, April 2015 - March 2018. 

There were no reported cases of MRSA in February. The Trust reported 4 cases of C. Difficile in February.  

 

PATIENT EXPERIENCE 

The number of overdue complaints has improved in February to 10 from 39 in January.  Friends and Family response rates have been static in ED and 

Inpatients, improved in Maternity and declined in Outpatients. NHS Choices ratings for both Southmead Hospital and Cossham Hospital are both 4.5 

stars. 

 

WORKFORCE 

The Trust vacancy factor increased from 7.00% in January to 7.10% in February.  Agency expenditure decreased in February to £677k, but is above 

NHSI target levels (£474k). The in-month sickness rate in January was 5.14%, an increase from December (4.25%) and above the 4.11% target submitted 

to NHSI for the month.  Recruitment actions and support to health and wellbeing is underway. 

 

FINANCE 

The Trust has planned a deficit of £18.7m for the year in line with the agreed control total with NHS Improvement. The financial position for the end of 

February is £4.7m adverse to plan. The Trust is currently rated 3 by NHSI. 
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Target

92% 86.47% 87.90% 5 87.10% (Q2 2017/18) - 87.68% (Q3 2017/18) 5
3382 3683 3382 5 3719 (Q2 2017/18) - 3461 (Q3 2017/18) 5
95% 67.46% 6 76.28% (Q2 2017/18) - 77.32% (Q3 2017/18) 5

12 Hour Trolley Waits 0 27 5 3 (Q2 2017/18) - 47 (Q3 2017/18) 6
Neurosurgery and Epilepsy 0 5 0 4 5 (Q2 2017/18) - 2 (Q3 2017/18) 5
MSK 0 22 7 5
Ortho-Spinal 0 7 0 5
Other 0 7 N/A* 5 66 (Q2 2017/18) - 13 (Q3 2017/18) 5

1% 0.21% N/A* 5 4.83% (Q2 2017/18) - 2.38% (Q3 2017/18) 5
Same day - non-clinical reasons 0.8% 1.56% 5 1.45% (Q2 2017/18) - 1.97% (Q3 2017/18) 6
28 day re-booking breach 0 11 6 5 3 (Q2 2017/18) - 5 (Q3 2017/18) 6

95% 99.57% 5 98.85% (Q2 2017/18) - 98.66% (Q3 2017/18) 5
936 5 6816 (Q2 2017/18) - 6971 (Q3 2017/18) 6

2.50% 4.68% 5 4.86% (Q2 2017/18) - 4.04% (Q3 2017/18) 5
93% 82.51% 6 91.52% (Q2 2017/18) - 94.64% (Q3 2017/18) 5
93% 67.94% 6 94.95% (Q2 2017/18) - 96.90% (Q3 2017/18) 5
96% 96.34% 5 97.72% (Q2 2017/18) - 97.18% (Q3 2017/18) 6
94% 90.83% 5 95.92% (Q2 2017/18) - 85.67% (Q3 2017/18) 6
98% 100.00% 4 100.00% (Q2 2017/18) - 100.00% (Q3 2017/18) 4
85% 74.88% 86.60% 6 90.18% (Q2 2017/18) - 87.00% (Q3 2017/18) 6
90% 94.74% 5 97.14% (Q2 2017/18) - 88.17% (Q3 2017/18) 6

0 0 4 1 (Q2 2017/18) - 1 (Q3 2017/18) 4
98.40% 5 97.71% (Q2 2017/18) - 98.04% (Q3 2017/18) 5

95% 97.40% 5 95.83% (Q2 2017/18) - 95.70% (Q3 2017/18) 6
95% 95.10% 5 97.67% (Q2 2017/18) - 96.37% (Q3 2017/18) 6

Grade 2                                              QP2
218

2017/18
13 5 39 (Q2 2017/18) - 39 (Q3 2017/18) 4

Grade 3                                              QP2
0

2017/18
0 5 2 (Q2 2017/18) - 1 (Q3 2017/18) 5

Grade 4                                              QP2
0

2017/18
0 4 0 (Q2 2017/18) - 0 (Q3 2017/18) 4

0 0 5 1.21 (Q1 2017/18) - 1.83 (Q2 2017/18) 6
60

2017/18
6 4 22 (Q2 2017/18) - 41 (Q3 2017/18) 6

43
2017/18

4 6 10.92 (Q1 2017/18) - 11.00 (Q2 2017/18) 6
19

2017/18
1 5 7.28 (Q1 2017/18) - 9.17 (Q2 2017/18) 6

95% 95.23% 6 95.40% (Q2 2017/18) - 95.19% (Q3 2017/18) 6
Emergency Department                    QP6 82.07% 6 84.49% (Q2 2017/18) - 87.08% (Q3 2017/18) 5
Inpatient                                              QP6 91.01% 6 91.62% (Q2 2017/18) - 90.88% (Q3 2017/18) 6
Outpatient                                           QP6 94.14% 5 93.38% (Q2 2017/18) - 93.81% (Q3 2017/18) 5
Maternity (Birth)                                  QP6 93.75% 6 92.81% (Q2 2017/18) - 90.44% (Q3 2017/18) 6
% Overall Response Compliance 98.00% 6 65.30% (Q2 2017/18) - 74.18% (Q3 2017/18) 5
Complaints acknowledged in <3 days 95% 50.00% 6
Overdue <10 10 5 26 (Q2 2017/18) - 29 (Q3 2017/18) 6

£474 £677 5 £507 (Q2 2017/18) - £469 (Q3 2017/18) 5
3.40% 7.10% 6 8.20% (Q2 2017/18) - 6.50% (Q3 2017/18) 5
1.00% 1.30% 6 1.50% (Q2 2017/18) - 1.40% (Q3 2017/18) 5
4.11% 5.14% 6 4.37% (Q2 2017/18) - 5.14% (Q3 2017/18) 6

85.00% 85.70% 5 82.27% (Q2 2017/18) - 85.06% (Q3 2017/18) 5
90%

Nov. 2017
64.40% 6 46.86% (Q2 2017/18) - 66.03% (Q3 2017/18) 5

£18.7m
2017/18

£22.8 6
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Patients receiving first treatment within 31 days of cancer diagnosis

Patients waiting less than 31 days for subsequent surgery

E. Coli

Access Standard



6 6 RESPONSIVENESS 

SRO: Director of Operations   

Overview 
 

Urgent Care 

February’s position against the 4 hour standard was 67.46%. The primary cause of delays in month has switched to wait for ED assessment, rather than 

wait for bed. This is attributable to gaps in the ED junior rotas (especially overnight and at weekends). Occupancy has remained a significant impairment to 

supporting timely flow through the hospital and has also resulted in a significant number of patients waiting over four hours for transfer into the admission 

unit. The Medical Division is meeting with Executive leads weekly to update on initiatives to improve medical rota fill rates and a workforce review mapped to 

activity and surge patterns is underway across the whole Emergency Zone. The emergency care improvement plan is being revisited by the Trust and the 

System, focusing on reducing stranded patients through addressing unnecessary delays in a patient’s pathway and also supporting the principle of ‘Home is 

Best’. This plan is expected  to result in more effective flow through the hospital to support sustained improvement against this target by Quarter 1 2018/19. 

 

Referral to Treatment (RTT) 

In month, the Trust has not achieved the Trust RTT trajectory of 87.90%, with actual performance at 86.47%.  There were 301 more breaches than 

trajectory.  This was in part due to the need to cancel non-urgent elective operations as a result of the ongoing winter pressures and high levels of bed 

occupancy.  The number of patients exceeding 52 week waits in February were 41 (the majority of which (22) were due to capacity issues within MSK).  

Despite the winter pressures this represents an ongoing reduction in the number of long waiters.  The Trust is delivering against a remedial action plan 

specifically focusing on the challenged sub-specialties within MSK. 

 

Cancelled Operations 

In month, there were eleven breaches of the 28 day re-booking target.  One operation was cancelled for a subsequent time owing to lack of available 

ward/ICU bed. 

 

Diagnostic Waiting Times 

The Trust has achieved the 1.00% target for diagnostic performance  in February  with actual performance at 0.21%. This improvement is the Trust’s best 

reported level since October 2015 and is reflective of the successful delivery of the remedial action plan.  

 

Cancer 

Cancer performance in January has achieved three of the seven standards. The Trust has failed to meet the 62 day standard at 74.88% (Target 85.00%). 

Two Week Wait urgent GP referrals also failed to achieve the national standard (93%) with performance at  82.51%. Two Week Wait Breast  and 31 Day 

Subsequent Treatment (Surgery) have also reported below the national standard in January.  

Breaches in Urology accounted for almost 70% of total 62 day breaches for the Trust. The Prostate pathway remains the most challenged pathway due to 

capacity issues with mpMRI and reporting in Radiology, Template Biopsy, Joint Oncology Outpatient appointments and Robotic Surgery. 

 

Areas of Concern  

The system continues to monitor the effectiveness of all actions being undertaken, with daily and weekly reviews. The main risks identified to the Urgent 

Care Recovery Plan (UCRP) are as follows: 

• UCRP Risk: Lack of community capacity and/or pathway delays fail to meet bed savings plans as per the bed model. 

• UCRP Risk: Length of Stay reductions and bed occupancy targets in the bed model are not met leading to performance issues. 



7 7 

 

QUALITY PATIENT SAFETY AND EFFECTIVENESS 

SRO: Medical Director and Director of Nursing  

 

Overview 

 

Improvements 

WHO checklist performance has improved to 97.5% this month,  this is a step change above compliance with the standard and demonstrates the ambition 

and safer surgery approach. Pressure ulcer incidence is positive this month with a decrease in Grade 2s and a further month with zero Grade 3s. 

 

Areas of Concern 

The gap between required and rostered hours of registered nursing staff this month has been impacted by the staffing requirement for escalation areas and 

with 80 RN vacancies in Medicine, this has put pressure on the need for temporary staffing. Recruitment and retention plans are progressing for Medicine. 

 

Nursing assessment compliance has decreased as illustrated by the malnutrition screening being under standard. There was a focus on this at back to the 

floor this month, with targeted support to wards. 



8 8 QUALITY EXPERIENCE 

SRO: Director of Nursing 

 

Overview 

 

Improvements and Actions: 

Overdue complaints have reduced from 37 to 10, bringing the Trust in line with the standard expected by the CCG.  Work continues with Divisions to ensure 

this is a sustained improvement. 

 

Plans are in place to refresh / relaunch FFT during patient experience week 23 - 27 April, and Maternity response rates have improved, this is also having a 

positive impact on percentage recommend. 
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SRO: Director of People and Transformation 

Overview 
 

Resourcing  

NBT’s Refer a friend scheme is now live. NBT Staff can ‘refer a friend’ into any of our hard to fill permanent posts listed within the scheme. These are posts 

that the Trust is struggling to fill and by being vacant they put excessive strain on teams, pose a risk to patient safety / quality of care and / or incur high costs 

to back fill on a temporary basis. Band 5 registered nursing roles are currently roles identified within the scheme.  

 

Nurse / HCA Recruitment  

Bank use for unregistered nursing saw a 12% reduction (32 WTE) this month, with the largest reduction in ASCR followed by NMSK. This is attributable to be 

the impact of the successful campaign between the Trust and Cohesion to recruit unregistered nurses. Work is underway to maintain this position. 

  

Sickness 

Long term sickness due to “Anxiety / stress / depression / other psychiatric reason” saw a 10% reduction in FTE days lost in January when compared with 

December for absence, although it remains the top reason for long term sickness. Our staff health and well being initiatives specifically focus in supporting 

the prevention and management of anxiety and stress, with the intention to further reduce this percentage. 

 

Agency Spend 

Month four of the neutral vendor contract to supply nursing agency staff remains challenging and this remains under review to identify changes to improve 

performance. The bank team continue to work closely with DePoel (neutral vendor) and have met with suppliers to work together to  improve the fill rates. 

 

 

Trends 

Month four of the neutral vendor contract to supply nursing agency staff  has seen a slight increase in  shifts being filled by DePoel (neutral vendor). This is 

regarded as positive progress of the continued working  to develop the DePoel supply chain to ensure the capacity to fill shifts continues to improve.  

 

The planned reduction in face to face MaST programmes during December - February saw a significant increase in eLearning usage. This was almost double 

to the same period in the previous year, demonstrating the proactive approach adopted during this period. This allowed the organisation to remain on track in 

term of compliance (currently remaining at 84%).   

 

Whilst in month turnover increased in February the Trust’s rolling 12 month turnover position improved as a result of the reduction in voluntary resignations.  

February saw a 24% reduction in voluntary resignations compared with January. 



10 10 FINANCE   

SRO: Director of Finance  

Overview 
 

Summary 

The Trust has a planned deficit of £18.7m for the year in line with the control total agreed with NHS Improvement.  

  

• At the end of February the Trust is reporting a deficit of £22.8m compared with a planned deficit of £18.1m, £4.7m adverse to plan. 

• The adverse variance is primarily driven by loss of Sustainability and Transformation Funding (STF) of £3.3m related to non-delivery of Accident and 

Emergency performance trajectories. This does not preclude the Trust from receiving the element of STF dependent on financial performance as NHS 

Improvement measure delivery of control total on the position excluding STF. However, this month the pre-STF position has remained £1.4m adverse 

to plan. The control total excluding STF needs to be achieved. 

• Income excluding donations is £1m favourable to plan, non-pay (excluding finance costs) is £2m favourable, whilst pay is £6.7m adverse to plan. 

• Savings delivery was £6m less than required in the year to date. The planned increase in savings each month has now been  achieved but needs to be 

sustained. 

• The main areas of concern relates to the level of elective activity income against planned levels as well as savings delivery which is behind plan. 

• The Trust has ended the month with £11.3m cash after receipt of £0.3m loan financing from the Department of Health to support the ongoing deficit.   

• Capital expenditure is £11.8m for the year to date against a plan of £17.5m.  

• The Trust is rated 3 by NHS Improvement (NHSI).   

 

 

  

Key areas of concern: 

Continued focus on full delivery of planned activity and income in March will be crucial to ensure delivery of the Trust’s control total. Ongoing operational 

pressures continue to challenge the delivery of financial targets. 
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RESPONSIVENESS 

 
Board Sponsor: Director of Operations   

Kate Hannam 
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Target

92% 86.47% 87.90% 5 87.10% (Q2 2017/18) - 87.68% (Q3 2017/18) 5
3382 3683 3382 5 3719 (Q2 2017/18) - 3461 (Q3 2017/18) 5
95% 67.46% 6 76.28% (Q2 2017/18) - 77.32% (Q3 2017/18) 5

12 Hour Trolley Waits 0 27 5 3 (Q2 2017/18) - 47 (Q3 2017/18) 6
Neurosurgery and Epilepsy 0 5 0 4 5 (Q2 2017/18) - 2 (Q3 2017/18) 5
MSK 0 22 7 5
Ortho-Spinal 0 7 0 5
Other 0 7 N/A* 5 66 (Q2 2017/18) - 13 (Q3 2017/18) 5

1% 0.21% N/A* 5 4.83% (Q2 2017/18) - 2.38% (Q3 2017/18) 5
Same day - non-clinical reasons 0.8% 1.56% 5 1.45% (Q2 2017/18) - 1.97% (Q3 2017/18) 6
28 day re-booking breach 0 11 6 5 3 (Q2 2017/18) - 5 (Q3 2017/18) 6

95% 99.57% 5 98.85% (Q2 2017/18) - 98.66% (Q3 2017/18) 5
936 5 6816 (Q2 2017/18) - 6971 (Q3 2017/18) 6

2.50% 4.68% 5 4.86% (Q2 2017/18) - 4.04% (Q3 2017/18) 5
93% 82.51% 6 91.52% (Q2 2017/18) - 94.64% (Q3 2017/18) 5
93% 67.94% 6 94.95% (Q2 2017/18) - 96.90% (Q3 2017/18) 5
96% 96.34% 5 97.72% (Q2 2017/18) - 97.18% (Q3 2017/18) 6
94% 90.83% 5 95.92% (Q2 2017/18) - 85.67% (Q3 2017/18) 6
98% 100.00% 4 100.00% (Q2 2017/18) - 100.00% (Q3 2017/18) 4
85% 74.88% 86.60% 6 90.18% (Q2 2017/18) - 87.00% (Q3 2017/18) 6
90% 94.74% 5 97.14% (Q2 2017/18) - 88.17% (Q3 2017/18) 6
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Cancelled Operations

ED 4 Hour Performance

Stranded Patients (LoS >7 days : Snapshot as at month end)

Delayed Transfers of Care (DToC)

Patients waiting less than 31 days for subsequent drug treatment

Patients receiving first treatment within 62 days of urgent GP referral

Patients treated within 62 days of screening

Description

Bed Occupancy

Patients seen within 2 weeks of urgent GP referral

Patients with breast symptoms seen by specialist within 2 weeks

Trust Wide Referral to Treatment Backlog

Diagnostic DM01 - % waiting more than 6 weeks

Patients receiving first treatment within 31 days of cancer diagnosis

Patients waiting less than 31 days for subsequent surgery

Access Standard
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Responsiveness - Board Sponsor: Director of Operations 

Overview of Urgent Care 

Although overall ED attendances in 

February were in line with the previous 

three months, acuity remained high with 

majors patients equating to 59.11% of 

all ED attendances vs. an average of 

56.39% year to date. 

 

Emergency admissions in the month 

have remained above plan and higher 

than those levels seen in February 

2017, which has resulted in occupancy 

levels at above 100% for the majority of 

the month as well as a significant 

numbers of medical patients being 

cared for outside of the core medicine 

bed base (average 70) resulting in 

reduced elective levels of activity.  

 

The inability to match discharges to the 

surges in flow resulted in 49.08% of 

majors patients and 8.78% of minors 

patients waiting more than four hours in 

ED. The challenges for timely transfer 

from the ED to the wards continued to 

be a major contributor to the reasons 

patients were waiting in excess of the 

four hours. 



14 

Responsiveness - Board Sponsor: Director of Operations 

Majors / Minors  

The number of minors patients 

treated within the four hour target in 

February was below 95% at 91.22%. 

The Medical Division is reviewing the 

workforce across the emergency 

zone to ensure the minors area is not 

impacted negatively by surges in 

demand in majors. 

 

Majors performance against the 4 

hour standard for February was 

50.92% - the lowest level in 17/18 to 

date. 

 

4 Hour Breaches 

The primary cause of delays in 

month has switched to wait for ED 

assessment, rather than wait for bed. 

This is attributable to gaps in the ED 

junior rotas (especially overnight and 

at weekends). The Medical Division 

is meeting with Executive leads 

weekly to update on initiatives to 

improve medical rota fill rates and a 

workforce review mapped to activity 

and surge patterns is underway 

across the whole Emergency Zone. 

 

Wait for bed continues to be a clear 

driver for poor performance, due to 

operating at 100%+ occupancy within 

the main admission wards.  

 

Given the aforementioned waits for 

beds, ED cubicle assessment space 

is often blocked contributing to the 

long waits to be seen. 
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Responsiveness - Board Sponsor: Director of Operations 

Attendances and Admissions 

Attendances and admissions into the 

Trust continue to rise when 

compared to previous years. ED had 

an additional 18 attendances per  

day in February 2018 compared with 

numbers seen in February 2017. 

February’s conversion rate is 

34.79% (continuing the pattern of 

higher conversion ratios when 

comparing winter and spring/ 

summer trends). Although a 0.61% 

decrease to January’s conversion 

rate, this is comparable to February 

2017 where a similar conversion rate 

of 34.77% was reported.  Higher 

conversion rates have led to a 

higher requirement for beds. 

 

The number of patients who are 

managed within our short stay 

medical and surgical admission units 

continues to meet National best 

practice for the number of patients 

treated in less than 48 hours.  

 

Benchmarking is underway to 

understand at a disease level, the 

number of admissions we have 

where there is no intervention in the 

sub 48 hour LoS category and 

therefore possibilities to increase 

admission avoidance options. 
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Responsiveness - Board Sponsor: Director of Operations 

12 Hour Trolley Waits 

There were 26, 12 hour trolley 

breaches in February predominantly 

correlating with days of over 100% 

occupancy resulting in slow pull out 

from the Emergency department . All 

breaches have had the initial 24 hour 

clinical review with a follow up review 

at two weeks to establish the harm 

levels. One of the breaches in month 

was associated with a wait for a 

specialist CAHMS mental health bed. 

Both NBT and University Hospitals 

Bristol are meeting with CAHMS 

providers in March to address recent 

capacity concerns. 

 

 

Ambulance Handovers 

Ambulance attendances at NBT are up 

7.36% year to date when compared to 

2016/17. In month surges in 

attendances has resulted in delays 

against the 15 minute handover target. 

There were five 60 minute breaches in 

month. 
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Responsiveness - Board Sponsor: Director of Operations 

Occupancy, DToCs and North 

Bristol Operational Standards 

High occupancy levels (99.57%) in the 

Trust remains the prime reason for 

ineffective flow through the hospital 

and remains the main area targeted 

for improvements - both from an 

internal and a system perspective. 

During February, on average, there 

have been 70 Medicine patients 

bedded outside of the core bed base. 

 

The number of patients recorded as 

formal delays (DToCs) remains above 

target levels (4.68%) with particular 

pressure experienced for South 

Gloucestershire patients.  

 

Extra capacity in terms of Discharge 

to Assess (D2A) pathway two beds 

and pathway one support was 

delivered in February. The bedded 

capacity has been filled to 100% 

occupancy. Further work is needed to 

maximise P1 capacity – both in terms 

of NBT referrals and community team 

allocation and re-enablement support 

to match demand. 

 

Overall demand continues to outstrip 

supply across all pathways and further 

work is needed across BNSSG to 

mitigate against this position.  

 

Opportunities to reduce internal delays 

and therefore bed days (over 2000 

bed days Trust wide) are the focus of 

patient flow improvement plans. 
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Operating 

Standards Delay Reason 04 Jan 11 Jan 18 Jan 25 Jan 01 Feb 08 Feb 15 Feb 22 Feb 01 Mar 

Within D2A Pathway 1 8 8 9 13 10 9 6 12 7 

  D2A Pathway 2 13 11 14 16 14 14 10 9 10 

  D2A Pathway 3 3 6 5 4 1 7 4 3 3 

  Awaiting MDT Ward Decision 17 29 25 30 26 28 28 18 28 

  Further Care - NHSE Commissioned 0 3 0 1 1 1 0 0 0 

  

Residential Placements - N&RH (All 

funders) 3 9 10 14 6 10 6 8 9 

  Homecare (All Funders) 1 5 5 10 11 9 10 9 15 

  Managing Expectations (Choice) 0 4 0 4 3 4 2 1 0 

  Rehab 0 0 0 0 0 0 0 0 0 

  Social Care (Assessment) 13 16 25 23 19 20 14 21 20 

  Internal Hospital Delay 4 11 6 5 12 10 10 5 8 

  Further Care - CCG Commissioned 0 0 0 0 0 0 0 0 0 

  Other Categories 5 6 11 3 7 6 4 6 3 

  Not Suitable 0 0 0 0 0 0 0 0 0 

  Total 67 108 110 123 110 118 94 92 103 

Exceeds D2A Pathway 1 7 4 5 3 5 5 3 4 5 

  D2A Pathway 2 8 14 18 15 5 7 12 9 6 

  D2A Pathway 3 1 1 2 4 4 1 1 2 1 

  Awaiting MDT Ward Decision 2 3 5 3 5 6 4 11 7 

  Further Care - NHSE Commissioned 3 2 3 2 1 1 2 3 3 

  

Residential Placements - N&RH (All 

funders) 17 15 18 12 19 19 18 12 16 

  Homecare (All Funders) 15 9 9 7 5 4 7 4 4 

  Managing Expectations (Choice) 2 1 3 2 2 4 8 4 1 

  Rehab 0 0 0 0 0 0 0 0 0 

  Social Care (Assessment) 12 11 5 10 7 1 8 4 1 

  Internal Hospital Delay 6 1 15 8 6 5 6 9 2 

  Further Care - CCG Commissioned 0 0 1 1 1 0 1 1 0 

  Other Categories 3 4 6 7 2 7 7 1 2 

  Not Suitable 0 0 0 0 0 0 0 0 0 

  Total 76 65 90 74 62 60 77 64 48 

North Bristol Operational 

Standards 

All Residential placements both 

residential and nursing home (with no 

rehab needs, including fast track and 

self funders) continue to be the main 

driver of patients exceeding the North 

Bristol Operational standards, 

especially if patients have cognitive 

impairment. Assessment delays are 

addressed in real time with relevant 

providers. 

 

Progress made by the end of February 

to reduce the number of patients 

exceeding standards has not been 

maintained into March 

 

Bulges in “within standard” categories 

are monitored by the Whole Systems 

Operational Group in an attempt to 

prevent further delays in patient 

discharge pathways.  
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Referral to Treatment (RTT) 

The Trust has failed to achieve the RTT 

trajectory in month with performance of 

86.47% against trajectory of 87.90%. 

The Trust did not meet the RTT backlog 

trajectory, reporting 3683 against 

trajectory of 3382. The impact of winter 

pressures has continued into February, 

with non-urgent operations being 

cancelled.  Although reporting short of 

planned trajectory, both positions are an 

improvement to January performance.   

 

Remedial action plans are in place for 

Divisions where performance is an 

issue. 

 

Plastic Surgery has failed to deliver the 

national standard of 92% with February 

performance of 87.64%. This is mainly 

due to underperformance at a sub-

specialty level in Breast and Hands 

resulting from theatre staffing sickness 

and reduction in referrals rather than 

growth in backlog. Return to standard is 

not predicted until December 2018, as it 

is dependent on longer term staffing 

issues being resolved and an 

assumption that referrals will not 

increase again. 

 

Urology has also failed to deliver the 

national standard in February with 

performance of 89.15%. Reasons for 

underperformance are multifactorial, but 

in the main relate to the impact of 

Junior Doctor shortages, Cancer Nurse 

Specialist sickness and a growth in 

referrals c. 180 per month.  A return to 

standard is anticipated in Quarter 4 of 

2018/19. 
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Referral to Treatment 52 Week Waits 

The Trust has reported a total of 41 

breaches in  February 2018. This 

represents a 25.5% improvement to the 

January reported position of 55. These 

patients were within the following 

specialties: 

1 Neurosurgery; 

4 Epilepsy; 

7 Orthopaedic Spinal; 

23 MSK (patient choice of 1); 

6 Others, which include a small number 

of patient choice (1). 

 

Root Cause Analyses (RCAs) have 

been completed for all patients, with 

dates for patients’ operations being 

agreed at the earliest opportunity and in 

line with the patient’s choice. 

A remedial action plan is in place for 

MSK 52 week wait performance.  Due 

to the national directive in January with 

regards to the cancellation of non-

urgent operations, this has adversely 

impacted performance against 

trajectory and therefore, clearance is 

now anticipated by Quarter 2 of 

2018/19. 

 

The Trust has classed patient choice 

as any patient choosing to wait beyond 

52 weeks when two reasonable offers 

with three weeks advance notice have 

been made prior to week 28 in their 

pathway  The patients will have been 

clinically reviewed as per best practice 

guidance that the most appropriate 

course of action is for them to continue 

to wait as per their choice. N.B. MSK 52ww performance is managed against the RAP agreed with the CCG N.B. Epilepsy and Neurosurgery 52ww performance is managed against the 
RAP agreed with NHSE Specialised Commissioning 
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Cancellations 

The same day non-clinical cancellation 

rate in February was 1.56% against the 

national target of 0.8%. This is a 0.14% 

improvement in the rate of cancellations 

when compared to January 2018, 1.70%.  

This marginal improvement is despite the 

ongoing impact of winter pressures and 

lack of available beds leading to 

cancellations. 

 

There were eleven operations that could 

not be rebooked within 28 days of 

cancellation in February 2018. RCAs 

have been completed for each of these 

cases to understand the reasoning and to 

ensure that there was no patient harm. 

Patients were unable to be rebooked 

within 28 days mostly due to winter 

pressures and the lack of available ward 

beds in the hospital. 

 

In month there was one urgent operation 

cancelled for a subsequent time.  Owing 

to a lack of ward or HDU bed for the 

patient, the operation was cancelled for a 

second time having previously been 

cancelled due to the same reason. A 

RCA has been completed for this breach. 

 

The Theatres Board is overseeing the  

monthly performance for the Trust 

cancelled operations with an aim to 

further reduce cancellations and is also 

overseeing a delivery plan to improve 

theatres productivity and to introduce 

changes to scheduling. 
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Diagnostic Waiting Times 

The Trust has achieved the 1.00% 

target for diagnostic performance in 

February with actual performance at 

0.21%, a 0.41% improvement to 

January’s reported position of 0.62%. 

This improvement in performance 

brings the Trust to the best reported 

diagnostic performance level since 

October 2015. 

 

Endoscopy diagnostic tests continue to 

be delivered in line with the recovery 

trajectory. Plans remain in place to 

ensure this improvement is continued 

in to the next financial year. 

 

There is an in month 

underperformance in DEXA Scan 

(three breaches) and Urodynamics 

(two breaches).  

 

Urodynamics is the most improved 

diagnostic test in month. Reporting a 

fourth continuous month of 

improvement.  Urodynamics has 

improved 2.82% from the January 

reported position. 
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Clinic Letter Typing 

Three of the five Clinical Divisions’ 

average typing turnaround time 

continues to report within the 

contractual obligation of ten days.  

 

Staff sickness has moved Women and 

Children’s performance outside of the 

contractual standard for the month 

average. Cross cover of staff and bank 

staff support have improved the 

position and the Division ended the 

month within standard for all 

specialties.  

 

ASCR have had an average 

improvement of five working days to 

their typing turnaround time. Taking an 

average of 84 days, Urology continues 

to have the longest delays.  Urology will 

be moving to outsourcing of their new 

work by the end of March 2018, 

allowing staff to focus on backlog 

reduction. 

 

ASCR, Medicine and NMSK have all 

reported in month improvement with a 

further two day reduction in turnaround 

time for each Division from January’s 

position. 

 

Discharge Summaries  

In February, 78.70% of discharge 

summaries were available on ICE 

within 24 hours.  This is a 0.2% 

improvement to January’s reported 

position of 78.50%, although year to 

date performance remains improved 

from 2016/17 at an average of 6.35% 

more discharge summaries available 

on ICE within 24 hours.  

 

*Where data is unavailable, an average of the previous fortnight’s performance is calculated for chart purposes. 
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Target

93% 82.51% 6 91.52% (Q2 2017/18) - 94.64% (Q3 2017/18) 5
93% 67.94% 6 94.95% (Q2 2017/18) - 96.90% (Q3 2017/18) 5
96% 96.34% 5 97.72% (Q2 2017/18) - 97.18% (Q3 2017/18) 6
94% 90.83% 5 95.92% (Q2 2017/18) - 85.67% (Q3 2017/18) 6
98% 100.00% 4 100.00% (Q2 2017/18) - 100.00% (Q3 2017/18) 4
85% 74.88% 86.60% 6 90.18% (Q2 2017/18) - 87.00% (Q3 2017/18) 6
90% 94.74% 5 97.14% (Q2 2017/18) - 88.17% (Q3 2017/18) 6

Description

Patients seen within 2 weeks of urgent GP referral

Patients with breast symptoms seen by specialist within 2 weeks

Patients receiving first treatment within 31 days of cancer diagnosis

Patients waiting less than 31 days for subsequent surgery

Access Standard
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Patients waiting less than 31 days for subsequent drug treatment

Patients receiving first treatment within 62 days of urgent GP referral

Patients treated within 62 days of screening

Quarterly Performance 

Quarterly 

performance 

direction of travel

IPR 

section

February 2018

Key Operational Standards Dashboard

Performance against 

Target

Performance against 

NBT Trajectory

Performance 

direction of travel 

from last month
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Cancer 

The Cancer Waiting Times 

Performance for January 2018 shows 

that the Trust achieved three of the 

seven national standards. 

 

The Trust failed the TWW standard 

with a performance of 82.51%.The 

Trust received 1,787 TWW referrals in 

December and there were 311 

breaches. The majority of breaches 

were in Breast (162) and these were 

the result of consultant sickness in 

December and the Christmas period. 

Colorectal (44) and Upper GI (37) also 

suffered excess numbers of breaches 

due to reduced endoscopy capacity 

over the Christmas and New Year 

period. 

 

The Trust has failed performance 

against the Breast Non-Symptomatic 

TWW standard with a performance of 

67.94% against the 93% target. There 

were 42 breaches against this 

standard due to capacity issues 

caused by consultant sickness and 

the Christmas period. 

 

The Trust continues to pass the 31 

day first treatment standard with a 

performance of 96.34% against the 

96% target. There were 9 breaches 

against this standard, 4 in Urology, 3 

in Skin and two in Sarcoma. Of these 

nine breaches; 5 were due to 

insufficient elective capacity, 3 were 

due to administrative delay and 1 was 

cancelled on the day.  

Responsiveness  - Cancer - Board Sponsor: Director of Operations 
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Cancer 

The Trust failed the 62 day national 

standard for January 2018 with a 

performance of 76.82% against target 

of 85%. The Trust is now being 

measured against the new national 

breach reallocation policy; However 

official monitoring of this will not 

commence until April 2018. The Trust 

reported a performance of 74.88% 

against the new rules. 

 

There were 35 patients that breached 

in January, 21 of which started their 

pathway at NBT. Of these 21 patients, 

20 had their first appointment at NBT 

after day seven. Delays in radiology 

contributed to 13 of these breaches 

and delays in pathology contributed to 

three others.  

 

Breaches in Urology accounted for 

almost 70% of total Trust breaches for 

January and all bar two of these were 

on the Prostate pathway. Capacity 

issues in Radiology, Joint Oncology 

clinics, Template Biopsy and Robotic 

Theatres continue to limit the ability to 

meet the 62 day standard in Urology.  

Urology have implemented a Cancer 

Remedial Action Plan and monthly 

meetings are held between the 

department and Cancer Services. 

Included within the Remedial Action 

Plan are plans for additional surgical 

Outpatient capacity to reduce waiting 

times and plans for increasing 

Template Biopsy capacity. 

Responsiveness - Cancer - Board Sponsor: Director of Operations 

January

Brain 1 1 0 100.00%

Breast 19 17 2 89.47%

Colorectal 9 8 1 88.88%

CUP 0 0 0 0.00%

Gynaecology 3.5 2.5 1 71.43%

Haematology 2.5 2.5 0 100.00%

Head and Neck 0 0 0 0.00%

Lung 3 1 2 33.33%

Sarcoma 0 0 0 0.00%

Skin 27 25.5 1.5 94.44%

Upper GI 3 2.5 0.5 83.33%

Urology 37.5 19 18.5 50.67%

Total 105.5 79 26.5 74.88%

New National 

Policy Applied

62 Day (Urgent GP) - Target 85 %

Total 

treated

Total 

treated in 

target

Breaches

% 

meeting 

target

NB: The charts show the breakdown of breach reasons for both 

whole and shared 62 day breaches for the month. Breakdown of 

breach reason may not match total published performance due to 

time of which data was captured.  Data is extracted from a live 

system. 
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Cancer 

Eight Urology patients were 

transferred in to the Trust from other 

providers for treatment in January 

beyond day 38 of their pathway which 

accounted for four additional breaches.   

 

The Trust transferred four patients to 

treating providers later than day 38 

which created the negative impact on 

performance when applying the new 

guidance for January. 

 

Of these four patients, 1 was in 

Colorectal, 1 was in Gynaecology and 

2 were in Lung.  

 

The Colorectal patient was scheduled 

to be treated within target, but the 

patient changed their treatment plan 

late in their pathway.  

 

The Gynaecology patient was due to a 

delay in reporting pathology and the 

booking of the subsequent Outpatient 

appointment to discuss treatment.  

 

The two Lung patients were both 

complex diagnosis that required 

multiple diagnostics and one of these 

patients required discussions at three 

different MDT meetings prior to 

decision to transfer. 

 

Weekly PTL monitoring and meetings 

continue to highlight patients who have 

been delayed on their pathways and to 

expedite diagnostics and treatment 

decisions. 

Responsiveness - Cancer - Board Sponsor: Director of Operations 

NB: The charts show the breakdown of breach reasons for both 

whole and shared 62 day breaches for the month. Breakdown of 

breach reason may not match total published performance due to 

time of which data was captured.  Data is extracted from a live 

system. 
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Cancer 

The Trust failed the 31 day 

subsequent treatment target in 

January 2018 for patients requiring 

surgery with a performance of 

90.83% against the 94% standard. 

This is an improvement on December 

2017. The Trust is expected to 

recover this position in February 

2018. 

 

Of the 11 breaches, 1 was in 

Sarcoma, 1 was in Breast, 3 were in 

Skin and 6 were in Urology. 10 of the 

breaches were due to consultant 

capacity and 1 was a medically 

appropriate delay. 

 

The Trust passed 62 day screening 

target with a performance of 94.74% 

against the target of 90%. 

 

There were 2 breaches in total, 1 due 

to complex diagnostic pathways and 

1 due to patient unavailability for 

treatment. 

 

The Trust passed the 31 day 

subsequent treatment for patients 

receiving anti-cancer drugs with a 

performance of 100%. 

 

The Trust also passed the 62 day 

consultant upgrade target with a 

performance of 95.40%, however this 

standard is only monitored internally 

and not nationally reported. 

Responsiveness - Cancer - Board Sponsor: Director of Operations 
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Safety and Effectiveness 

 
Board Sponsors: Medical Director and Director of Nursing 

Chris Burton and Sue Jones 
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Safe Staffing - Board Sponsor: Director of Nursing 

QuESTT 

The areas not submitted have been 

individually reviewed by the Head of 

Nursing for each Division to ensure 

that any triggers are reviewed. There is 

a specific issue in one Division with 

less than 40% compliance which is 

being addressed. 

 

No wards that submitted have 

triggered this month and the two wards 

that triggered in January are 

demonstrating an improved position. 

 

Safe Care Live  

(Electronic Acuity tool) 

The acuity of patients is measured 

three times daily and reviewed at the 

twice daily safe staffing meetings. Staff 

are redeployed between clinical areas 

and Divisions to ensure safety is 

maintained where a significant shortfall 

in required hours is identified to 

maintain patient safety. Rostered 

hours were below in all Divisions than 

required in February reflecting an 

increase in acuity and dependency 

associated with operational pressures 

and for additional staffing to safely care 

for patients in escalation areas.  

 

Professional judgement is also utilised 

to maintain safe staffing levels. A 

programme to further embed and 

review additional functionality and 

improve the accuracy of census 

reporting is being developed 

particularly for more junior staff who 

may be less familiar with the system 

and its associated use. 
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Nursing Workforce 

February’s position remains static in 

the over establishment of both RNs and 

HCAs across the Divisions to support 

the staffing of additional escalation 

beds and enhanced care to maintain 

patient safety. 

  

NMSK 

Static position with agency usage with 

a decline in bank cover but an 

improved substantive WTE position. 

Medicine   

Significant escalation staffing 

requirements in February with an 

improved substantive HCA position by 

30WTE, agency usage static and bank 

cover decreased by 40WTE. 

ASCR  

Agency usage static with an improved 

substantive position of 12WTE but an 

associated decline in bank of 16WTE. 

Women and Children’s 

Slight increase in agency usage due to 

NICU vacancy position, with bank and 

substantive staffing static. 

 

Actions in place: 12 RNs have 

confirmed start dates with 14 in their 

pre-employment process and 16 HCAs 

with confirmed start dates and 21 in the 

pre-employment process. RN 

vacancies remains the biggest concern 

with Medicine attracting very few RNs 

via our Cohesion pre-employment 

support.  This support has had more 

success for ASCR and Women and 

Children’s. 

Safe Staffing - Board Sponsor: Director of Nursing 

Apr-17 May-17 Jun-17 Jul-17 Aug-17 Sep-17 Oct-17 Nov-17 Dec-17 Jan-18 Feb-18 Mar-18

Agency 28.44 31.65 34.69 40 51 45 41 31 32 45 48

Bank 165.31 168.61 167.4 165 166 167 172 179 146 198 190

Substantive 1959.7 1958.3 1929.2 1924 1918 1945 1995 2025 1988 1974 1971

Total 2153.4 2158.5 2131.3 2129 2136 2158 2208 2235 2166 2217 2209 0

Agency 0 0 0 0 0 0 0 0 0 0 0

Bank 234.34 240.83 251.61 266 269 243 241 242 231 259 227

Substantive 881.41 894.09 889.58 891 889 867 881 913 916 938 969

Total 1115.8 1134.9 1141.2 1157 1158 1110 1122 1155 1147 1197 1196 0

Worked WTEs

N&M

HCA
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Southmead Nursing and Midwifery Fill Rates and CHPPD 

All nursing and midwifery fill rates for February are down across the 

board but remain within the expected numbers due to escalation 

beds still in use. Despite this CHPPD has increased again this 

month by 0.1 to 8.7. However this is likely due to the shorter month 

and decrease in patient numbers of 3550 within the midnight 

census. 

 

Wards below  80% fill rate are: 

Mendip: The reduced number of midwives on both day and night 

on Mendip ward occurred again this month due to continued high 

acuity on CDS, skill mix remains on constant review across CDS 

and the birth suites. 

NICU: Reduced fill for CA day and night; NICU continues to work to 

a reduced cot base and staffing is closely monitored each shift. In 

order to maintain safety, practice development staff and the Clinical 

Matron have supported  the unit. The staff have successfully 

recruited 5.5 WTE to the unit which with induction and 

supernumerary status starts to impact on the March and April fill 

rates. 

MSS: CA fill rate days: 71.3% this is the second month reporting on 

the MSS and escalation beds as part of the winter plan. Care 

assistants on nights are prioritised with days being supported by 

senior nurses and matrons. 

IR: CA fill rate days: 64.4% this is the second month reporting on 

the IR escalation beds as part of the winter plan.  

Care assistants are being used across the unit including in the labs 

and where necessary the new unit manager is working clinically 

and additional RNs are being used. The planned staffing is being 

monitored closely and any changes required will be reflected in the 

numbers in the coming month. 

 

No wards had fill rates over 200% it is anticipated to reduce 

this monitoring to over 175% for next month. 

 

Cossham Midwifery Fill Rate and CHPPD: 

Cossham Birth Suite midnight census dropped by two this month. 

With a slight increase of RMs on days and all other fill rates down 

this month, there is a significant change in CHPPD, down to 37.4, a 

decrease of 9.8 on last month. The RM fill rate decrease this month 

is due to vacancy and long term sickness. The supervisory sister 

covered around 48 hours clinically as required to maintain safety. 

 

The numbers of hours Registered Nurses (RN) / Registered Midwives (RM) and Care 
Assistants (CA), planned and actual, on both day and night shifts are collated . CHPPD for 
Southmead hospital includes ICU, NICU and the Birth Suite where 1:1 care is required. 
This data is uploaded on UNIFY for NHS Choices and also on our Website showing overall 
Trust position and each individual gate level. The breakdown for each of the ward areas 
is available on the external webpage.  

Safe Staffing - Board Sponsor: Director of Nursing 

February 2018 Day shift Night Shift 

  RN/RM Fill rate CA Fill rate RN/RM Fill rate CA Fill rate 

Cossham 85.7% 89.3% 83.9% 83.6% 

Southmead  96.2% 103.6% 99.3% 111.3% 

February 2018 Care Hours Per Patient Day (CHPPD) 

  Cumulative Pt 

.census 
CHPPD RN CHPPD CA Overall 

Cossham 46 24.8 12.6 37.4 

Southmead  28142 5.1 3.5 8.7 
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Maternity Staffing 

In February 2018 the unit closed on 

three occasions due to high activity 

and acuity.  

 

Average Births / Day  

January  17.5   

February 17 

 

The Midwife to birth ratio remains at 

1:30 in February and has been a 

constant since April 2016.  

 

The Birth Rate Plus report continues 

to be used to inform business planning 

for the future workforce plan, 

alongside the introduction of 

integrated working between the birth 

centres and the community. The 

midwife to birth ratio is currently being 

re-evaluated in accordance with 

updated acuity tools. 

 

Better Births work stream developed 

to increase births in Midwifery Led 

environment (CBC, MBC, Home) with 

improvements made re information 

given to women re place of birth and 

outcomes for Mother and Baby and an 

‘opt-out’ model rather than ‘opt-in’ 

model for MBC for healthy pregnant 

women. 

Safe Staffing - Board Sponsor: Director of Nursing 

Jan-18 Feb-18
Direction of Travel

(last month - current)

542 476 6
Midwife to birth ratio 01:30 01:30 4
Normal birth rate 56.7% 54.3% 6
Caesarean birth rate 28.9% 31.7% 5

34.3% 34.5% 5
Total births in midwife led environment 20.4% 18.3% 6

Cossham BC 6.2% 5.5% 6
Mendip BC 13.3% 11.9% 6
Home 1.7% 0.9% 6
CDS 77.9% 80.9% 5

98.6% 99.1% 5

Birth  

Birth location

One to one care in labour 

Total Births

Induction of labour rate
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Serious Incidents (SI) 

12 serious incidents were reported to 

STEIS in February 2018: 

 
5 x  Delayed Treatment 

3 x  Pressure Injury 

1 x  Fall 

1 x  Lost to Follow Up 

1 x  Unexpected Death 

1 x  Surgical / Invasive Procedure 

 

Two Serious Falls identified for 

externally reporting through the 

SWARM process. 

 

Never Event Description - None 

 

SI and Incident Reporting Rates 

Incident reporting has decreased to 

41.8 PBD.  

Serious incidents  rate has decreased  

and is now at 0.47. 
 

 
Divisions: 

SI Rate by 1000 Bed Days 

 

CCS* - 1.53 

ASCR - 0.33 

Med - 0.29 

WCH - 0.28 

NMSK - 0.24 
*CCS Bed Base Intentional Radiology only 

 

 

 

Quality and Patient Safety - Board Sponsor: Director of Nursing 
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Incident Reporting Deadlines for 

RCA submission 

One serious incident breached their 

February 2018 reporting deadline to 

commissioners. 

 

 

Top SI Types in Rolling 12 Months 

Delayed Treatment are the most 

prevalent of reported SI’s, followed 

by Serious Falls (by SWARM). 

 

 

 
 

 

 

*Other Categories:  

2 Missed Diagnosis 

2 Incorrect Test Results 

2 Lost to Follow Up 

1 Adverse Media Event 

1 Screening Issues 

1 Transfusion Error 

1 Operating without Valid Consent 

1 Wrong Site Surgery 

1 Delayed Treatment of Deteriorating    

Patient 

 

 

 

  

 

 

 

 

 

 
 

 

 

 

 

Data Reporting basis 

The data is based on the date a serious incident is reported 

to STEIS. Serious incidents are open to being downgraded 

if the resulting investigation concludes the incident did not 

directly harm the patient i.e. Trolley breaches. This may 

mean changes are seen when compared to data contained 

within prior Months’ reports. 

 

Central Alerting System (CAS) 

Nine new alerts reported, none breaching alert target 

dates. One previously issued alert Patient Safety Alert 

remains in breach of its deadlines: 

 

PSA/2016/008: Restricted Use Of Open Systems For 

Injectable Medication – Specialty: Pharmacy – J. Coleborn. 
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Harm Free Care 

The ‘harm free’ care reporting 

includes both overall harm free care 

and the new harm rates which are 

reflective of ‘hospital acquired harm’. 

This month shows 98.40% for harm 

free care compliance (adjusted for 

hospital acquired harm). The 

improvement in harm free care this 

month relates to a decrease in 

hospital acquired pressure ulcers (11 

to eight) and falls with harm (four to 

one) on the day of the census. 

 

 

Falls 

There were 176 falls in month, of 

which three were serious. The Trust 

has now commenced mini SWARMs 

on Elgar for all falls and a report with 

thoughts on roll-out will be discussed 

at the next inpatient falls meeting. 

The review and revision of the falls 

audit questions will be aligned to the 

Sybiotix system roll-out from April 

2018.  

 

There is an initial review taking place 

looking at the distribution on falls 

incidences in relation to the length-of-

stay (LoS). The question for this being 

the number of stranded patients who 

fall that could have been in a more 

appropriate setting. 

 

 

 

Safety - Board Sponsor: Director of Nursing 
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Pressure Injuries 

Pressure injury incidence per 

thousand bed days observed a 

decrease  this month at 0.49 per 

1000 bed days. 

 

Grade 4: Nil reported 

Grade 3: Nil reported   

Grade 2: Thirteen reported; 46% 

were validated on heels - the clinical 

teams are completing local level 

reviews to look for themes and 

trends. 

 

The Trust is part of the BNSSG 

multi-agency strategy for the 

prevention and management of 

pressure injuries.  

 

VTE Risk Assessment 

Timely VTE Risk Assessments 

above the 95% national standard 

have continued.  

 

The emphasis on broader quality 

improvement work in relation to 

cases of Hospital Acquired 

Thrombosis continues, overseen by 

the Thrombosis Committee and in 

line with the approach endorsed 

within the ward of VTE Exemplar 

Centre status in October 2017.    

QP2 QP2 

QP2 

Safety - Board Sponsor: Director of Nursing 
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Malnutrition 

Malnutrition compliance for February 

was 80.53%. The previous month was 

78.67%. All Divisions were non 

compliant with the 90% target.  

Targeted work continues to be  

undertaken within the Divisions to 

address poor compliance. 

Actions Taken 

A review of the current nutrition 

screening on Lorenzo is underway and 

learning from NMSK who are close to 

achieving the target will be shared. 

Increased volumes of temporary staff 

in the last three months who are 

unable to access Lorenzo has also 

impacted on compliance and 

discussions with NBT Xtra are taking 

place to address this.  The quality and 

accuracy of Lorenzo nursing 

assessments formed the topic of back 

to the floor this month and targeted 

support is being provided to wards and 

individual nurses. 

 

WHO Checklist Compliance 

Measured compliance with the WHO 

checklist was 97.40% in February, an 

increase from the 95.60% reported in 

January 2018. 

  

The increase in compliance has been 

driven by the WHO safer surgery 

improvement programme overseen by 

the Theatre Board. WHO safer surgery 

list compliance is being led by the 

Theatre Management Team, linking 

with each speciality cluster, the 

programme is reporting into Theatre 

Board. 

 

 

 

QP1 

Safety - Board Sponsor: Director of Nursing 
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Severity of Medication Error 

We are seeing an increase in reporting 

of low harm events, even with the 

additional work pressures people have 

been experiencing over the last month.  

This is related to increased focus on 

incident reporting now that Datix is 

becoming embedded in practice. 

 

High Risk Drugs 

High risk drugs are on the national 

agenda, highlighted recently by 

Jeremy Hunt, Secretary of State. It is 

important that we continue to focus on 

this group of drugs to ensure we are 

managing them as effectively as 

possible and reducing potential harm. 

 

Themes of Medication Error 

Delayed doses are the top theme this 

month. It is anticipated that this is due 

to the workflow pressures in the 

organisation as well as the number of 

outliers. 

 

Missed Doses 

Pharmacy team have been to the 

nurses “back to the floor” meeting to 

highlight the issue of missed doses. 

This prompted a discussion around the 

issue as well as helping develop a 

more joined up approach across the 

Trust. Although a slight rise in month, 

it is still below target. 

Safety - Board Sponsor: Director of Nursing 
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Safety - Board Sponsor: Medical Director 

 

MRSA 

There were no reported cases of 

MRSA bacteraemia in February.  

The Trust position is four in 2017/18, 

the last reported case was in January  

2018. We have received 

correspondence from the CCG  

formally closing the MRSA contract 

performance notice. 

 

C. Difficile 

The Trust reports a total of 28 cases 

and is on target to meet the planned 

trajectory of 43 cases for 2017/18. 

There were four reported cases in 

February, occurring within the ASCR, 

NMSK and Medical Divisions. 

The RCA for each case is reviewed at 

the bimonthly C. Difficile steering 

group with agreed learning and 

actions taken forward by the clinical 

area supported by their Division. 

 

Public Health England (PHE) 

Benchmarks 

Data from the latest published report  

is shown. 

 

Influenza 

Influenza cases continue to be 

monitored with daily reports submitted 

to the national team. Incidence of 

positive cases are decreasing. There 

continues to be a minimal impact to 

the organisation and patient flow. 
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E. Coli 

There were six cases of E. Coli 

bacteraemia reported in February 

and the total is within our planned 

trajectory. There is a BNSSG 

system action plan in place to 

address this infection to which NBT 

is contributing.  

 

MSSA 

There was  one reported case of 

MSSA bacteraemia in February. 

The RCAs for cases are reviewed 

and presented at a bi-monthly 

Steering Group chaired by the Trust 

Infection Control Doctor. Good 

management of indwelling devices 

is the focus of the Trust 

improvement action plan. 

 

Norovirus 

During February there were no 

areas placed under restricted 

access due to norovirus. 

 

Hand Hygiene  

Hand Hygiene compliance reported 

at 95.1%, this returns compliance to 

the Trust standard. 

 
 

Safety - Board Sponsor: Medical Director 
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Learning from Deaths 

All deaths should be reviewed (either screened or full case note review) 

within three months of the death. For this reason, the data for the IPR is 

shown up to 30 November 2017 to allow for allocation of cases, pulling 

of notes and notes arriving with clinicians. 

 

The completion rate of SCRs has increased to 63.9%. 

In this report time period (31 October - 30 November 2017) there have 

been two deaths where it has been agreed to conduct a Root Cause 

Analysis to identify if the delivery of care contributed to death.  

 

Out of the 698 deaths reviewed since the new process started in July, 

on review of case notes, 98.3% were judged by case reviewers as 

having an overall care score of adequate, good or excellent (with 85% 

being good or excellent). 

 

Areas of work for quality improvement identified from these reviews 

have been in venous thromboembolism prevention, procedure 

checklists, brain injury protocols, peri-operative fluids in hip trauma 

patients. 
 

 

 
QP4 

Effectiveness - Board Sponsor: Medical Director 
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Quality Experience 

 
Board Sponsor: Director of Nursing 

Sue Jones 
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Caring - Board Sponsor: Director of Nursing   

During the last year 48% (282,598) of our 

patients have been invited to give us 

feedback by survey.   During February 

2018 this resulted in response rates from 

those invited of: 

27% Trust, 20% ED 42% IP 

32% DC 28%OP 18% Birth   

The National Inpatient Survey reported 

that patients weren’t being invited to give 

their views on the quality of care. 

 

Reasons for not being invited are: 

1) Errors in the telephone numbers in the 

data feed from NBT to Healthcare 

Communications affecting 16% (94,244) 

of patients. 

This has been raised with Business 

Intelligence again who are investigating a 

sample of the data feed to identify issues. 

2) It has been identified that whilst the 

OP check in kiosks ask patients to 

confirm their details they can choose a 

‘confirm all’ button and bypass checking 

each item. If their details do need to be 

changed they cannot amend this 

themselves at the kiosk but have to 

queue up at reception for a receptionist 

to make the changes. Some patient 

telephone numbers are missing from the 

check in screens despite being  present 

three years ago. 

3) The survey fatigue protection system 

which currently excludes patients seen 

within the last six months, this amounted 

to 34% (200,495) of all patients seen in 

the last year. This is currently being used 

to manage FFT within its budget (to 

decrease this to three months has cost 

implications). 

N.B. NHS England FFT Official stats publish data one month behind current data presented in this  IPR. 

QP6 QP6 

QP6 QP6 

Owing to technical issues, NHS England have not published maternity FFT 
data for November 2017. 



45 45 

Response rates continued: 

In addition it was identified that areas 

with both Inpatient and Day Cases were 

showing a lower response rate in 

figures published by NHS England than 

on the Envoy platform. This was due to 

the way calculations were being made. 

This has been corrected with Business 

Intelligence and will be monitored for 

accuracy. 

Maternity 

Continuing to work on the results of the 

National Maternity Survey 2017. The 

use of FFT and the systems in place 

have been reviewed and actions taken 

to increase the response and 

recommend rates. The response rates 

in the maternity Division have increased 

with an additional 52 responses over 

last month. Antenatal responses are 

now coming through due to a process 

change to ensure women have the 

opportunity to feedback. 

Trustwide 

A public ‘launch’ of the FFT system is 

planned for Patient Experience week 

(23 – 27 April) with an internal pre-

launch phase between 09 – 20 April.   

The pre-launch phase will include the 

launch of an SOP relating to the 

collection and use of FFT feedback, 

‘You said, we did’ focus, training, 

information displays, inviting multi-

professional staff to look at their 

feedback, articles and drop in clinics.    

The public launch will involve new 

publicity materials, local surveys being 

carried out during the week, a new way 

to invite patients to feedback,  and 

emphasis on what is done with 

feedback to improve services. 

 N.B. NHS England FFT Official stats publish data one month behind current data presented in this  IPR. Caring - Board Sponsor: Director of Nursing   

Owing to technical issues, NHS England have not published maternity FFT 
data for November 2017. 

QP6 QP6 

QP6 QP6 
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Key: Would you recommend?  1. Extremely Likely 2. Likely 3. Neither Likely nor Unlikely 4. Unlikely 5. Extremely Unlikely 6. Don’t know 

Friends and Family Test 

“Please tell us the main reason for the answer you chose.” 

I was first told the 

wait would be three hours, then 

told five and then ended up 

waiting seven. However, the staff 

were very helpful and polite. 

 

3 - ED 

I understand the pressures 

on the NHS accounting for long waiting 

hours however the reception staff and 

nurses who were evidently not busy 

(instead were chatting and sitting 

around) were not at all helpful when 

asked. 

 

4 - ED 

I went to my appointment 

on 7th of Feb to find my operation 

was cancelled a phone call would of 

been nice as it cost me £6 on bus 

fair and my time? 

 

5 - Gate 19 

Whilst the care was fine. 

7am appointments for 

someone my side of the city 

are difficult for anyone who 

relies on public transport! 

£20 taxi fare. 

 

3 - Gate 21 

Staff were over worked, 

too many patients, I was in a corridor 

in a bed on admission. Staff unable to 

answer bells promptly because too 

many patients. Staff were very 

apologetic and kind when I saw one. 

 

3 - Gate 34B 

Very good and nice 

hospital staff. One minus 

was that it was very cold at 

night. 

 

1 - Gate 6B 

. 

Very efficient and kind 

staff on the day case ward. 

 

1 - Cotswold DC 

 

 

Jessica,  

the nurse treating me was 

outstanding, Dr Nick and Nurse 

Jessica were just brilliant. 

 

1 - ED 

Very well organised 

at the hospital, good 

information and help 

available!!! 

 

1 - OP 

Cardiology Reg 

Monday AM 

Excellent midwife. Even 

though she was newly 

qualified she provided 

excellent, high quality care 

and made the experience as 

personal as possible. 

 

1 - Maternity 

Southmead 

You have lost my 

medical notes which 

makes any consultation 

difficult 

 

3 - OP 

Nephrology  

Tertiary 

One told being discharged 

in the morning. Had to wait until 

10pm for medication. Spoilt the 

whole experience as all staff 

were extremely nice. 

 

4 - Gate 28B 

 

I was given an appointment on a 

day when the doctor wasn’t even in 

and we waited 3 hours and had to 

pay £5 parking for nothing and I’ve 

been waiting 6 months. 

 

5 - OP Urology 
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Complaints and Concerns 

In February there were 50 complaints, a 

decrease of 8 from January, and 72 

concerns received. 

 

Compliments 

The number of compliments returned to 

ACT for recording for February 

increased in this month. This will be 

monitored moving forward. Work is also 

being undertaken to see how teams can 

log their compliments via the new Datix 

system. 

 

NHS Complaints National Guideline 

Targets 

The three day acknowledgment was 

missed for one complaint (98%).   

 

Overdue Cases 

The number of cases that were overdue 

at the end of the month decreased in 

February from 39 to 10 and met the 

CCG target. 

 

Final Response Compliance 

Of the cases closed in February 2018 

(to account for late responses), 38 

(50%) were completed within the 

agreed timescale.  

 

The exceptions were:  

10 x 1-10 days overdue 

 9  x 10-20 days overdue 

19 x Greater than 20 days overdue 

 

There were a large number of overdue 

cases closed this month as a result of 

the work undertaken to improve the 

Trust’s overdue performance to meet 

the CCG’s performance target. 

  

 

 
Caring - Board Sponsor: Director of Nursing   
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Final Response Compliance (cont.)  

This was achieved in February, which 

reduced the overdue cases significantly 

on the previous month, accounting for 

the high numbers above and lower 

percentage of cases responded to on 

time. 

 

Complaint Handling 

The top three categories of complaints 

in October reflect the ongoing trend of 

appointment issues, communication 

(including staff attitude), poor 

nursing/medical care.  Some of this 

information correlates with FFT data. 

The advice and complaints team work 

closely with Divisions to inform good 

practice in responding to complainants. 

 

NHS Choices Web posts  

For February 2018 Southmead Hospital 

has an overall star rating of 4.5 out of 5 

from 250 reviews. Cossham Hospital 

has a rating of 4.5 out of 5 from 17 

reviews. 

In February 2018 the star ratings given 

were: 

1 x 3 star 

1 x 4 star 

13 x 5 stars 

The advice and complaints team 

provide feedback comments to each 

reviewer, usually within a day of receipt. 

 

Ombudsman Cases 

No new cases were referred to the 

Ombudsman in February 2018. One 

was closed and not upheld by the 

Ombudsman.  

 

N.B. If all avenues for complaint resolution have been exhausted and the complainant is still dissatisfied with 

the Trust’s response, the complainant has the right to take their complaint to the PHSO. Cases can take many 

Months from ‘new’ to ‘decision’ which means the volumes shown represent differing time periods and will not 

therefore ‘add up’ within any given period. 

Caring – Quality Experience - Board Sponsor: Director of Nursing   

Q1 17/18 Q2 17/18 Q3 17/18 Jan-18 Feb-18

New Cases referred to PHSO 5 2 2 0 0

No. of cases fully upheld 0 0 0 1 0

No. of cases partially upheld 1 0 0 0 0

No. of cases not upheld 1 2 2 1 1

Fines levied £350 0 0 £500 0

Corrective Actions Compliant 

within timescales
0 0 0 0 0

Non- compliant 0 1 0 0 0

Parliamentary Health Service Ombudsman (PHSO) Cases
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Research and Innovation 

 

 
Board Sponsor: Medical Director 

Chris Burton 
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The Trust has seen particularly strong patient 

recruitment as a result of some research studies 

designed and delivered in maternity.  

 

NBT’s performance in recruitment to time and 

target for commercial studies continues to 

perform above the national average. Time to 

target for non-commercial studies is also strong, 

remaining a focus of improvement work. 

 

The percentage of studies recruiting the first 

patient within 70 days continues to present a 

challenge for NBT since the change in national 

process. The time to open studies has improved 

significantly over the past 12 months however 

teams are still struggling to identify a first patient 

within the time period. This is now the focus of 

particular attention. 

 

The 2018/19 the strategic delivery objective ‘to 

increase the number of non-medic Principle 

Investigators’ has been identified as the primary 

aim. There are currently 30 non-medic PI’s of 

whom, 11 are Research Nurses or Midwives. 

 

During March 2018, the Trust will be submitting 

ten applications to the NIHR research for patient 

benefit call. 

 

Professor Marcus Drake has been awarded a 

NIHR Invention for Innovation Grant for £1.2 

million to develop a point of care device for 

urinary tract infection. 

 

NBT currently holds 13 NIHR research grants 

worth £16.3m. This quarter has seen the busiest 

period ever for grant submissions with 20 

research grants being submitted with NBT as the 

lead organisation; across a range of clinical 

disciplines and types of research. 

Research and Innovation - Board Sponsor: Medical Director 
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Facilities 

 
Board Sponsor: Director of Facilities 

Simon Wood 
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Very High Risk Areas 

 

Target Score 98% 

Audited Weekly 

 

Include: Augmented Care Wards and areas such as ICU, NICU, 

AMU, Emergency Department, Renal Dialysis Unit  

High Risk Areas 

 

Target Score 95% 

Audited Fortnightly 

 

 

Include: Wards, Inpatient and Outpatient Therapies, Neuro Out 

Patient Department, Cardiac/Respiratory Outpatient Department, 

Imaging Services 

Significant Areas 

 

Target Score 90% 

Audited  Monthly 

 

 

Include: Audiology, Plaster rooms, Cotswold Out Patient 

Department 

Low Risk Areas 

 

Target Score 80% 

Audited  Every 13 weeks 

 

 

Include: Christopher Hancock, Data Centre, Seminar Rooms, 

Office Areas, Learning and Research Building (non-lab areas)  

 

Operational Services Report on 

Cleaning Performance against 

the 49 Elements of PAS 5748  

v.2014  (Specification for the 

planning, application, 

measurement and review  of 

cleanliness in hospitals) 

  

Cleaning scores have remained 

high throughout February with 

targets being reached or exceeded 

across all four risk categories. 

 

Mandatory training compliance for 

February still exceeds the 85% 

target, currently at 93%. 89% of 

staff appraisals have been 

completed against the 90% target. 

Facilities is the highest performing 

directorate for appraisal 

completion. 

 

Communication remains a key 

theme over the past 12 months. 

We try to reach as many of our 

staff as possible through a variety 

of local and wider engagements. 

We have handover books in many 

locations across site as well as 

bright ideas boxes on each level 

where staff  can raise issues 

anonymously. 
 

Facilities Management - Board Sponsor: Director of Facilities   
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Well Led 

 
Board Sponsors: Medical Director and Director of People and Transformation 

Chris Burton and Jacolyn Fergusson 
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Well Led - Board Sponsor: Director of People and Transformation  

Workforce Utilisation Trust 

position 

Overall Worked WTE and pay 

expenditure decreased in February.  

The reduction in worked WTE is 

predominantly attributed to a 

reduction in bank use. 

 

Bank use for unregistered nursing 

saw a 12% reduction (32 WTE) with 

the largest reduction in ASCR 

followed by NMSK. This is 

anticipated to be the impact of the 

unregistered nursing recruitment 

programme. 

 

Registered nursing and midwifery 

saw a 5% decrease in bank use (10 

WTE).  However this staff group saw 

a small increase in agency use (45 

WTE  47 WTE).  Overall agency 

use decreased in February 

predominantly due to a drop in 

administrative and clerical usage. 

 

Overall pay expenditure decreased 

however bank expenditure 

increased, attributed to an increase 

in locum use (medical bank).  

Worked WTE increased by 60% (9 

WTE) which represented a 39% 

(£150k) increase in expenditure on 

locum staff.  This offset the 5.7% 

(£102k) reduction in agenda for 

change bank expenditure. 
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Bank and Agency 

Bank expenditure saw a small increase in 

February due to continuing winter 

pressures and additional capacity. Agency 

expenditure has seen a very small 

decrease but still remains higher than plan.  

 

Month four of the neutral vendor contract to 

supply nursing agency staff  has seen a 

slight increase in  shifts being filled by 

DePoel (neutral vendor). This is regarded 

as positive progress of the continued 

working  to develop the DePoel supply 

chain to ensure the capacity to fill shifts 

continues to improve.  

 

The bank team continue to work closely 

with DePoel and have met with suppliers to 

work together to  improve the fill rates.  

 

Recruitment activity for bank staff remains 

a high priority for all staffing groups. The 

bank team are working closely with Restore  

Trust to recruit facilities staff to the bank. 

This work will include open days, 

advertising throughout local communities 

and  providing support and training for 

applicants prior to applying to joining NBT 

eXtra, with an aim for increasing the 

success rate of recruiting staff within this 

staff group. 

 

Well Led - Board Sponsor: Director of People and Transformation  
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ESR - Finance System Alignment 

Alignment between ESR and the Trust’s 

Financial System is a recommendation of 

the Carter Review. A 95% minimum 

alignment is required. 

 

Compliance with this metric continues to 

remain steady; not dropping below 98%. 

 

 

 

 

Well Led - Board Sponsor: Director of People and Transformation  
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Staff in Post 

The vacancy table by staff group 

now shows the contracted WTE for 

the current month and then same 

month for the previous two years. 

The contracted figure for 2016 

excluded CCHP to allow comparison 

between the years. 

 

 

Nurse/HCA Recruitment  

Cohesion  

HCA recruitment continues with 226 

offers accepted to date since 

September 2017. 

 

Experienced Band 5 nursing 

recruitment has seen 37 offers 

accepted to date through the 

Cohesion approach.  

 

SLA 

Time to recruit continues to perform 

below the SLA of 17 working days. 

The Resourcing team are now in 

their fifth month of performing within 

the SLA target.  

 

Work continues on reducing the total 

end to end recruitment time. 

Shortlisting delays have been 

reduced from 13 to 8 working days 

and remain the highest priority for 

improvement. 

 

 

Well Led - Board Sponsor: Director of People and Transformation  

Staff Group

Vacancy 

Factor Jan-

18

Vacancy WTE 

Jan-18

Vacancy 

Factor Feb-

18

Vacancy WTE 

Feb-18
Variance

Feb-16 Total 

Contracted

Feb-17 Total 

Contracted

Feb-18 Total 

Contracted

% Change from 

Feb-17

Add Prof Scientif ic and Technic 3.5% 5.8 3.5% 5.8 -0.1% 145.6 147.1 164.9 12.1%

Additional Clinical Services 6.4% 94.3 5.0% 74.1 -1.4% 1309.3 1338.0 1438.7 7.5%

Administrative and Clerical 8.7% 125.9 8.4% 122.4 -0.2% 1422.4 1370.4 1348.9 -1.6%

Allied Health Professionals 6.3% 22.8 6.2% 22.4 -0.1% 355.3 360.0 354.8 -1.5%

Estates and Ancillary 11.1% 82.7 11.9% 88.7 0.8% 646.4 687.3 660.5 -3.9%

Healthcare Scientists 4.0% 13.7 5.1% 17.7 1.2% 354.7 368.2 337.9 -8.2%

Medical and Dental 3.0% 28.2 4.4% 42.1 1.5% 855.0 874.2 899.2 2.9%

Nursing and Midw ifery Registered 7.5% 158.3 7.9% 167.8 0.4% 2043.1 2045.7 2027.0 -0.9%

Trust 7.0% 531.7 7.1% 540.9 0.1% 7131.7 7190.8 7231.8 0.6%
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Refer a Friend Scheme 

NBT’s Refer a friend recruitment 

scheme is now live. NBT Staff can 

‘Refer a friend’ into any of our hard 

to fill permanent posts listed within 

the scheme. These are posts that we 

are struggling to fill and by being 

vacant they put excessive strain on 

teams, pose a risk to patient safety / 

quality of care and / or incur high 

costs to back fill on a temporary 

basis. The reward is £1,000 for each 

referral once the referred friend has 

been in permanent employment for 

six months.  This currently applies to 

Band 5 Registered Nurses. 

 

Turnover  

The number of staff leaving for 

voluntary resignation reasons 

decreased in February compared 

with January. The largest reduction 

was the number of staff leaving for 

the reason ‘Work Life Balance’ which 

reduced by 39% in February 

compared with January. This has 

contributed to an overall reduction in 

the rolling 12 month turnover. 

 

Well Led - Board Sponsor: Director of People and Transformation  

Rolling 12 Months Jan-18 Feb-18 Variance

Total Turnover 16.28% 15.13% -1.15%

Voluntary Turnover 12.74% 11.60% -1.14%

Stability 85.48% 84.36% -1.12%

Staff Group
Turnover 

Jan-18

Leavers 

WTE 

Jan-18

Turnover 

Feb-18

Leavers 

WTE 

Feb-18

Variance

Add Prof Scientific and Technic 0.00% 0.0 1.37% 2.9 1.37%

Additional Clinical Services 0.99% 13.8 1.12% 16.0 0.13%

Administrative and Clerical 1.89% 25.5 1.54% 20.8 -0.36%

Allied Health Professionals 0.34% 1.2 1.12% 4.0 0.78%

Estates and Ancillary 1.59% 10.5 1.02% 6.7 -0.58%

Healthcare Scientists 1.36% 4.7 2.56% 8.9 1.20%

Medical and Dental 0.28% 1.3 1.09% 5.3 0.82%

Nursing and Midwifery Registered 1.16% 23.2 1.28% 25.6 0.12%

Trust 1.18% 80.2 1.32% 90.1 0.14%
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Sickness 

Sickness absence increased in January 

compared with December. This is 

attributed to a significant increase in 

short term sickness with FTE days lost 

to short term episodes of Cold, Cough, 

Flu - Influenza increasing by 89% when 

compared with December. 

 

Sickness overall is at the same level as 

January 2017, however in the last 12 

months long term sickness has steadily 

reduced. 

 

Anxiety/stress/depression/other 

psychiatric illnesses remained the top 

reason for FTE days lost to long term 

sickness. Absence for this reason did 

see a 10% reduction in FTE days lost 

in January when compared with 

December. 

 

  

 

Well Led - Board Sponsor: Director of People and Transformation  
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In Month Sickness Absence by Staff Group 

Well Led - Board Sponsor: Director of People and Transformation  

Staff Group Variance Dec-17 Jan-18

Add Prof Scientific and Technic -0.53% 4.52% 4.00%

Additional Clinical Services 1.52% 5.55% 7.07%

Administrative and Clerical 0.96% 5.16% 6.12%

Allied Health Professionals 0.85% 2.31% 3.16%

Estates and Ancillary 1.58% 6.31% 7.89%

Healthcare Scientists 2.93% 1.02% 3.95%

Nursing and Midwifery Registered -3.61% 4.46% 0.85%

Medical and Dental 4.00% 0.83% 4.84%

Trust 0.89% 4.25% 5.14%

Dec-17 Jan-18 Variance

4.39% 4.38% 0.00%

Rolling 12 Month Sickness Absence 

Total Absence
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Essential Training 

During the planned reduction in face 

to face MaST programmes during 

December - February we saw a 

significant increase in eLearning 

usage. This was almost double to the 

same period in the previous year, 

demonstrating the proactive 

approach adopted during this period. 

This allowed the organisation to 

remain on track in term of 

compliance (currently remaining at 

84%). 

 

The Learning and Development team 

are working with subject matter 

experts to review training delivery 

and format. Options for reducing staff 

absence from clinical areas to 

undertake training is being 

encouraged. 

Well Led - Board Sponsor: Director of People and Transformation  

Training Topic Variance Jan-18 Feb-18

Infection Control 1.1% 85.4% 86.5%

Health and Safety 0.3% 88.2% 88.6%

Waste -0.1% 88.3% 88.2%

Information Governance 10.7% 83.0% 93.8%

Child Protection 0.0% 85.7% 85.8%

Equality and Diversity 0.4% 85.0% 85.4%

Fire 0.4% 82.0% 82.3%

Manual Handling -2.9% 78.2% 75.3%

Total 1.3% 84.5% 85.7%
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Medical Appraisal and Revalidation 
The fifth appraisal and revalidation year started on 01 April 2017. 91% of the appraisals 

that were due between April 2017 and February 2018 have been completed.  

In 2016 this figure stood at 92% for the same timescale.                                                                                                                                                 

 

The number of doctors currently connected to the Trust’s designated body for appraisals 

and revalidation stands at 681. This includes consultants, specialty doctors, associate 

specialists, clinical fellows, Trust locum doctors and a small number of recently retired 

consultants. The Trust also provides an appraisal service for an additional 25 

community paediatricians employed by Sirona.     

 

The Trust has currently deferred 23% of all revalidation recommendations due over the 

past 12 months. This number has been slowly decreasing since August 2017 when it 

reached its peak of 43%. The overall number of revalidation recommendations have 

been low in 2017 with the vast majority of them being clinical fellows. The number of 

doctors going through revalidation is now rising in 2018 and the deferral rate is expected 

to continue to drop as more consultants go through their second revalidation since the 

process began in 2012.  

 

One non-engagement recommendation was made to the GMC in May 2017. This is the 

only non-engagement recommendation made at NBT since the introduction of 

revalidation in 2012. 

 

The Trust’s revalidation support team have continued to provide medical appraiser CPD 

update training in 2017 with a further session available to appraisers in 2018. The PReP 

system remains the mandatory system for medical appraisals for all non-training grade 

doctors employed by the Trust. The current contract for PReP is in place until November 

2018 which is currently under review by the revalidation support team. 

 

An annual report representing the 2016/17 appraisal year was returned to NHS England 

in May 2017. An annual Trust Board report was presented to the Trust Board on 27 July 

2017 and a statement of compliance signed and submitted to NHS England on 30 July 

2017, all due again in 2018.  

Well Led - Board Sponsor: Medical Director 

40 
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Finance 

 
Board Sponsor: Director of Finance 

Catherine Phillips 
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Assurances 

The financial position at the end of February shows a 

deficit of £22.8m, £4.7m adverse to the planned 

deficit of £18.1m. The position excluding STF is 

£1.4m adverse to plan.  

 

Key Issues 

Contract income is £0.9m adverse to plan reflecting 

under-performance in electives due to cancellations 

resulting from operational pressures. Other income is 

£1.9m  favourable due to receipt of winter funding 

and above plan RTA / Overseas income. 

Pay is £6.7m adverse to plan mainly due to under-

delivery of savings and significant escalation costs 

Non pay is £2m favourable to plan with lower 

independent sector and a number of non-recurrent 

benefits partially offset by higher consumable costs  

Delivery of savings was £6m less than required to 

date (£4.1m less than revised profile submitted as 

part of financial special measures). 

 

Actions Planned 

Continued focus on identification of the full savings 

required as well as full delivery of planned activity 

and income for March will be crucial to ensure 

delivery of the Trust’s control total.  

 

 

 

 

 
 

 

 

 

 

 

 

 

 

 
  
 

Finance- Board Sponsor: Director of Finance 
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Statement of Financial Position 

Assurances  

The Trust received new loan financing in 

February of £0.3m. This is £24.8m 

compared with the £18.7m planned for this 

year, which takes the total Department of 

Health borrowing to £159.3m.  

 

The Trust ended the month  with cash of 

£11.3m, £7.3m higher than plan. The higher 

balance is required in order to meet 

contractual payments prior to receipts being 

received from commissioners in January. 

 

Concerns and Gaps  

The level of payables is reflected in the 

Better Payment Practice Code (BPPC) 

performance for the year which is below the 

required 95% with 74% by volume of 

payments made within 30 days.  February 

however, saw 86% of non NHS invoices 

paid within 30 days. 

 

Actions Planned 

The focus continues to be on maintaining 

payments to key suppliers, reducing the 

level of debts and ensuring cash financing is 

available. 
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Rolling Cash Forecast, In-year 

Surplus/Deficit, Capital Programme 

Expenditure and Financial Risk 

Ratings 

The overall financial position was 

£4.7m adverse against plan at the 

end of February. 

 

Capital expenditure was £11.8m 

compared to a plan of £17.5m for the 

year to date. The plan for the year is 

£21.8m. 

 

Available capital funding for the year 

has reduced by £3.7m from the 

planned level largely due to lower 

forecast depreciation. This is reflected 

in forecast expenditure of £18.1m.   

 

Assurances and Actions Planned  

Ongoing monitoring of capital 

expenditure with project leads. 

 

Cash  for our planned deficit for the 

year to date has been made available 

to the Trust via DoH borrowing 

 

Concerns and Gaps  

The Trust is rated at 3 (a score of 1 is 

the best) in the finance and use of 

resources metric.   
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Savings 

Assurances  

£36.6m of the £39.4m efficiencies required 

have been identified at the end of February. 

This has reduced by £0.2m in month mainly 

due to slippage into 2018/19. 

 

Concerns and Gaps 

Under-delivery of £6m year to date against 

the original year to date target of £32.2m. A 

revised profile was submitted to NHSI as part 

of financial special measures against which 

the shortfall is £4.1m. 

 

The graphs show forecast delivery of 

£39.4m. However, only £34.9m is rated as 

green or amber at this stage. 

 

Actions Planned  

Continued monitoring of actions required to 

maintain and deliver required savings in 

2017/18 and catch up some of the year to 

date shortfall. 
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Regulatory 

 
Board Sponsor: Chief Executive 

Andrea Young 



69 69 

Regulatory View - Board Sponsor: Chief Executive Officer 

 

 

The Governance Risk Rating (GRR) for ED 4 hour performance continues to be a challenge through 2017/18, actions to improve and sustain this 

standard are set out earlier in this report. A recovery plan is in place for RTT incompletes and long waiters (please see Key Operational Standards 

section for commentary). In quarter, monthly cancer figures are provisional therefore, whilst indicative, the figures presented are not necessarily 

reflective of the Trust’s final position which is finalised 25 working days after the quarter.  

We are scoring ourselves against the Single Operating Framework (SOF). This requires that we use the performance indicator methodologies and 

thresholds provided and a Finance Risk Assessment based upon in year financial delivery. 

Board compliance statements - number 4 (going concern) and number 10 (ongoing plans to comply with targets) warrant continued Board consideration 

in light of the in year financial position (as detailed within the Finance commentary) and ongoing performance challenges as outlined within this IPR. The 

Trust is committed to tackling these challenges and recovery trajectories are scrutinised on an ongoing basis through the Monthly Integrated Delivery 

Meetings. 

CQC reports history (all sites) 

* These services are no longer provided by NBT. 

Location Standards Met 
Report 

date 

Overall 
Requires 
Improvement 

Apr-16 

Child and adolescent mental 
health wards (Riverside) * 

Good Feb-15 

Specialist community 
mental 
health services for children 
and young people * 

Requires 
Improvement 

Apr-16 

Community health services 
for children, young people 
and families * 

Outstanding  Feb-15 

Southmead Hospital 
Requires 
Improvement 

Apr-16 

Cossham Hospital Good Feb-15 

Frenchay Hospital 
Requires 
Improvement 

Feb-15 

Regulatory Area Mar-17 Apr-17 May-17 Jun-17 Jul-17 Aug-17 Sep-17 Oct-17 Nov-17 Dec-17 Jan-18 Feb-18
Finance Risk Rating 

(FRR)
Red Red Red Red Amber Amber Amber Amber Amber Amber Amber Amber

Board non-compliant 

statements
1 1 1 1 1 1 1 1 1 1 1 1

Prov. Licence non-

compliant statements
0 0 0 0 0 0 0 0 0 0 0 0

CQC Inspections RI RI RI RI RI RI RI RI RI RI RI RI
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Monitor Provider Licence Compliance Statements at February 2018 

Self-assessed, for submission to NHSI 

 

 Ref Criteria 
Comp 

(Y/N) 
Comments where non compliant or at risk of non-compliance 

G4 

Fit and proper persons as 

Governors and Directors (also 

applicable to those performing 

equivalent or similar functions) 

Yes 

A Fit and Proper Person Policy is in place. 

All Executive and Non-Executive Directors have completed a self assessment  and no issues have been 

identified.  Further external assurance checks have been completed on all Executive Directors and no issues 

have been identified. 

G5 Having regard to monitor Guidance Yes The Trust Board has regard to Monitor guidance where this is applicable. 

G7 
Registration with the Care Quality 

Commission 
Yes 

CQC registration is in place. The Trust received a rating of Requires Improvement from its inspection in 

November 2014 and again in December 2015. A number of compliance actions were identified, which are 

being addressed through an action Plan. The Trust Board receives regular updates on the progress of the  

action plan through the IPR. 

G8 
Patient eligibility and 

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

P1 
 

Recording of information 
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. 

P2 
 

Provision of information 
Yes 

Information provision to Monitor not yet required as an aspirant Foundation Trust (FT). However, in 

preparation for this the Trust undertakes to comply with future Monitor requirements. 

P3 
Assurance report on 

submissions to Monitor 
Yes 

Assurance reports not as yet required by Monitor since NBT is not yet a FT. However, once applicable this 

will be ensured. Scrutiny and oversight of assurance reports will be provided by Trust's Audit Committee as 

currently for reports of this nature. 

P4 
 

Compliance with the National Tariff 
Yes 

NBT complies with national tariff prices. Scrutiny by CCGs, NHS England and NHS Improvement provides 

external assurance  that tariff is being applied correctly. 

P5 
Constructive engagement 

concerning local tariff modifications 
Yes Trust Board has considered the assurances in place and considers them sufficient. 

C1 The right of patients to make choices Yes Trust Board has considered the assurances in place and considers them sufficient. 

C2 Competition oversight Yes Trust Board has considered the assurances in place and considers them sufficient. 

IC1 Provision of integrated care Yes 
Range of engagement internally and externally. No indication of any actions being taken detrimental to care 

integration for the delivery of Licence objectives. 

Regulatory View - Board Sponsor: Chief Executive Officer 
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Board Compliance Statements at February 2018 

 Self-assessed, for submission to NHSI 

 
 

 

No. Criteria 
Comp 

(Y/N) 
No. Criteria 

Comp 

(Y/N) 

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. 

Yes 8 

The necessary planning, performance, corporate and clinical risk management   

processes and mitigation plans are in place to deliver the annual operating plan, 

including that all audit committee recommendations accepted by the Trust Board 

are implemented satisfactorily. 

Yes 

2 
The board is satisfied that plans in place are sufficient to ensure ongoing 

compliance with the Care Quality Commission’s registration requirements. 
Yes 9 

An Annual Governance Statement is in place, and the Trust is compliant with the 

risk management and assurance framework requirements that support the 

Statement pursuant to the most up to date guidance from HM Treasury  

(www.hm-treasury.gov.uk). 

Yes 

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 

The Trust 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. 

No 

4 
The board is satisfied that the Trust shall at all times remain an ongoing 

concern, as defined by the most up to date accounting standards in force 

from time to time. 
Yes 11 

The Trust has achieved a minimum of Level 2 performance against the 

requirements of the Information Governance Toolkit. 
Yes 

5 

 

The board will ensure that the Trust remains at all times compliant with 

regard to the NHS Constitution. 

 

Yes 12 

The Trust 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 Trust Board positions 

are filled, or plans are in place to fill any vacancies. 

Yes 

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 

The Trust 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. 

Yes 

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 

The Trust 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. 

Yes 

Comment where non-

compliant or at risk of 

non-compliance 

As the Trust has not yet achieved a sustainable position in relation to delivery of the 4 

Hour AandE and RTT standards due to a reliance on external system changes/factors, 

the Trust is unable to confirm compliance with this statement 

Timescale for 

compliance: 
Q4 2017/18 – for RTT 

Regulatory View - Board Sponsor: Chief Executive Officer 

 

 



 
 

Report to: Trust Board Agenda item:  9 

Date of Meeting: 5th April 2018 

 
Report Title: Care Quality Commission Inspection – Reporting & Action Plan  

Status: Information Discussion Assurance Approval 

  x x 

Prepared & Presented by: Paul Cresswell, Associate Director of Quality Governance 

Appendices (list if applicable): A – Summary of ‘Must Do’ Regulatory Actions (Requirement Notices) 
B – Draft CQC Action Plan at 03/04/2018 

 
Recommendation:  

Trust Board is recommended to; 
1. Note the outcomes of the CQC Inspection 2017, following protracted representations and Factual Accuracy reviews by the Trust. 
2. Consider the immediate actions outlined in response to the most significant issues included within the two CQC Warning Notices that 

were both subsequently withdrawn following Trust representations. 
3. Review and comment upon the draft Action Plan, noting that it requires further development. 
4. Agree an approach for the virtual approval of the final version for submission to the CQC by 19th April 2018. 
5. Note that operational oversight of action delivery will be overseen through the Quality Committee, reporting to Trust Management Team 

with independent review through the Quality & Risk Management Committee on behalf of the Trust Board. External assurance will be 
undertaken via the CCG Quality Sub Group. 

6. Consider the enhanced in-year monitoring being undertaken by the CQC, including service line visits to clinical teams and the draft 
schedule and approach. 

7. Note the current KPMG CQC Internal Audit that includes a review of MCA/DOLS and visits to Critical Care and Women’s & Children’s 



North Bristol NHS Trust 

services to support preparations for future CQC inspection visits. 
 

 
1. Purpose 
1.1 This report provides the Board with an update on; 

• The final report and evidence appendix published on 8th 
March from the CQC Inspection undertaken in November 
2017. 

• The updates made as a consequence of the Trust’s 
representations in respect of the two Warning Notices, 
each of which was subsequently withdrawn and also in 
response to the Factual Accuracy submission for the 
inspection report and evidence appendix.  

• The approach being taken to developing the draft Action 
Plan for Board review on 5th April prior to releasing to 
system partners for comment and subsequent submission 
to the CQC on 19th April 2018. 

• The ongoing CQC in-year engagement programme with 
the Trust and future inspection activity. 

• It also seeks input from QRMC to the proposed assurance 
regime to oversee delivery of those actions, particularly 
aligning to the ongoing development of divisional Service 
Line Management. 
 

2. Background 
2.1 The Trust’s first full inspection under the new CQC regime 

was held in November 2014 and reported in March 2015. The 
second follow up inspection was undertaken in December 
2015 and reported in April 2016. Both inspections rated the 
Trust as ‘requires Improvement’ overall but there was a 

significant improvement and reduced number of actions 
within the April 2016 report. Ongoing engagement activity 
continued during 2016 but no new inspections were 
undertaken. 

2.2 Nationally the CQC inspection approach changed in 2017 
and NBT was the third Trust in the South West region to be 
inspected under the new regime. Principally the changes 
involved; 

- Unannounced (30 minutes notice) clinical service line(s) 
inspection. 

- Announced ‘Well Led’ inspection (within 3 weeks of the 
above). 

- A different range of ‘non CQC’ inspectors allocated to each 
of the above reviews. 

 
3. CQC Inspection 2017 (reported March 2018) 
3.1 In terms of CQC conducting and reporting of the inspection 

and the Trust’s subsequent responses the timelines were; 
• 07/11/17-09/11/17 – Unannounced on-site inspection, 

subsequent site visit in following week. 
• 27/11/17 – 29/11/7 – Well Led Inspection 
• 30/11/17-19/12/17 - Post inspection Information Requests 
• 03/01/18 – CQC Warning Notice Received 
• 12/01/18 – Draft Inspection Report & Evidence Appendix 

received from CQC 
• 29/01/18 – Further information submitted to CQC 

This document could be made public under the Freedom of Information Act 2000. 
Any person identifiable, corporate sensitive information will be exempt and must be discussed under a 'closed section' of any meeting. 
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• 02/02/18 – Report Factual Accuracy comments submitted 
(123 pages) 

• 19/02/18 – face to face engagement meeting with CQC 
(Medical Director, Director of Nursing & AD Quality 
Governance). 

• 06/03/18 –final inspection reports published by CQC (but 
included formatting and factual errors) 

• 07/03/18 – publication errors corrected (reports dated 7th 
March 2018). 

• 12/03/18 – formal notification of final report and action plan 
requirements received from CQC 

3.2  Copies of the final reports are available publically on line as 
follows; 

Trust-wide Quality Report; 
http://www.cqc.org.uk/sites/default/files/new_reports/AAAH08
47.pdf 

 
Evidence Appendix: 
http://www.cqc.org.uk/sites/default/files/20180227_North_Bris
tol_NHS_Trust_RVJ_evidence_appendices_INS2-
4199813019.pdf 
 

3.3 The overall ratings and commentary provided evidence of 
improvement since the 2015 inspection despite the overall 
rating remaining the same, highlights being; 

• Overall rating, ‘Requires Improvement’  
• ‘Well Led improved to rating of ‘Good’ for Southmead 

Location as a whole. 
• One Service Line improved to ‘Good’ Rating (Outpatients) 
• Urgent & Emergency Care sustained their Good rating. 

• 8 individual ratings improved (3 in Outpatients, 2 in 
Surgery, 2 in End of Life care, 1 for Southmead Location) 

• 2 ratings worsened (both in Medical Care –Responsive 
rated as Inadequate, Well Led as ‘Requires 
Improvement’). 

• Outstanding practice noted; 
- ED work to support frail elderly patients, including those 

living with dementia.  
- ED silver trauma’ triage tool to support triage staff to 

identify major injuries in older people. There was an e-
learning training package to support learning  

- ED triaged all received complaints to confirm the 
expectations of complainants. 

- Medical Care - outstanding examples of 
multidisciplinary (MDT) working between different 
healthcare professionals. 

- The Bereavement Team manager (Lead Chaplain) 
implemented processes that radically improved the 
service received by patients’ families and loved ones. 

- Patients had access to a specialist cancer nurse to 
speak with patients to provide emotional support and 
advice. 

- The brain centre had a garden, which was managed by 
patients, working alongside staff. It also had a café 
which was run by patient volunteers. 

 
 
3.4 The Trust/Location level Ratings Grid is as follows; 
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3.5 The Southmead Location Ratings Summary is as follows; 

 

3.6 22 ‘Must Do’ actions have been raised and are summarised 
in Appendix A against the related CQC regulations.   

3.7 A total of 42 ‘Should Do’ Actions have also been raised. 

4. Communications & Action Plan Development 
Engagement & Communication 

 
4.1 A communications plan has been enacted, as summarised 

within the TMT Slide pack. This includes a variety of internal 
and external activities and publications. In line with the 
principles and direction of travel for Service Line 
Management, clinical divisions have been encouraged/tasked 
with owning their own narrative and using their internal 
communication channels with staff. Corporate support is also 
being provided with key overall messages and engagement 
sessions. 

4.2 Public and political comments following release of the 
inspection report and associated press releases have been 
largely favourable and have recognised the positive 
improvements made, such as the end of life ‘outstanding’ 
rating for caring and the ongoing ‘good’ rating for Urgent and 
Emergency care. There has also been recognition that the 
challenges in improving patient flow are not solely within the 
Trust’s power to resolve. 

Action Plan Development & Review 

4.3 The Action Plan development timeline is as summarised 
below; 

14 March 2018 – Action Plan template and timelines issued to 
Service Leads 

This document could be made public under the Freedom of Information Act 2000. 
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20 March 2018 – TMT presentation given and timelines and 
support arrangements confirmed. 
30 March 2018 - Draft Action Plan developed  
5 April 2018 - Trust Board review (first draft)  
6 April 2018 - CCG Quality Sub Group review (first draft) 
Interim period - Subsequent updates/amendments  
TBC – virtual sign off approval required – Trust Board 
19 April 2018 - CQC Submission. 

 
4.4 Due to the timing of this Trust Board meeting within the 

overall time frame for developing the Action Plan (as 
provided at Appendix B), the version presented at this point 
is a first draft but does need further refinement. Divisional 
Service Leads have provided the action responses, with 
support from the Associate Director of Quality Governance.  

  
4.5 The CCG Quality Group (which includes commissioner and 

NHSI quality leads) will also be reviewing the draft Action Plan 
on 6 April, following which the comments from the Trust 
Board and the CCG external review will be used to hone and 
improve the final version submitted to the CQC. 
 

4.6 Given the submission date falls between the Trust’s cycle of 
business for Trust Board, Quality Committee and TMT, the 
Board is requested to agree a virtual approval mechanism 
prior to submission. 

 
5. Action Plan Finalisation & Ongoing Governance 

The proposed assurance approach is as follows; 

 

5.1- Internal 
 

Trust Board - approves CQC Action Plan & receives monthly 
assurance updates within the Integrated Performance Report. 

QRMC - NED independent scrutiny on behalf of Trust Board. 

Clinical Divisional Boards – oversight of delivery within their 
service lines. 

Quality Committee - provides assurance on delivery of CQC 
actions, on behalf of TMT. 

5.2 - External 
 

CQC – reviews Trust submitted Action Plan and regulates 
ongoing delivery of Fundamental Standards (by engagement 
& inspection). 

CCG Quality Sub Group – seeks assurance of Action Plan 
delivery (commissioners & performance managers are 
members – CCG, NHSI & NHSE). 

Local Councils – ad-hoc visits, reports to Health Scrutiny 
Committees & within annual Quality Account. One such 
request has been received, to provide a report/presentation to 
the South Gloucestershire Council’s Public Health Scrutiny 
Committee on 23 May 2018. 

 
6. Immediate Priority Actions, including MCA & Deprivation 

of Liberty Safeguards (DOLS) 
6.1 Improving Patient Flow  

Improvement actions to address ED 4 hour performance & 
reduced bed occupancy levels are a combination of internal 
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and external actions requiring a system response. In summary 
they comprise; 
• Agreeing with system partners the key challenges we 

need to address to improve patient discharge and reduce 
length of stay. In view of system actions there is also 
agreement to segment the stranded patients so that we 
can be clear where responsibility for improvement sits. 

• The Board has supported the commissioning of external 
support to drive an internal patient flow improvement 
programme which is targeted at achieving bed occupancy 
of 95%, with escalation areas only in use in exceptional 
periods of demand. 

• Undertaking a Trust Board review of the Winter plan 
delivery for 2017/18 at the April Board meeting and 
following that providing an outline of the Winter Plan 
framework and preparatory actions for next Winter 
(2018/19) at the end of April Board. 

• The opening of additional community capacity as 
negotiated with commissioner’s equivalent to 59 beds (29 
for Discharge To Assess, Pathway 1 and 30 for D2A 
Pathway 2) – activated at the end of February 2018. 

• The conversion of 13 bathrooms into patient rooms from 
Autumn 2018. 

• Go live in January of the surgical Hospital at Home service 
(currently managing 14 patients at home). 

• Frailty at the Front Door – improvement programme 
working with NHS Improvement. 
 

6.2 MCA & DOLS Actions 

• The inspection raised some concerns in this area, with 2 
‘Must Do’ actions set within the report. This requires some 
trustwide improvement work and this will be led 
corporately by the Deputy Director of Nursing and Head of 
Patient experience with support from subject specialists 
and working with the divisional teams. 

• Currently there is an overreliance upon central specialist 
team support and that there is a training need to empower 
local teams to operate within the required statutory 
frameworks with divisional oversight. This will require 
development of e-learning packages, face to face training 
for Heads of Nursing and Matrons and also some bespoke 
tailored training in high risk/specialised areas. 

• As part of the current KPMG annual internal audit of CQC 
regulations, the team is specifically focusing on the levels 
of knowledge and awareness in a sample of clinical areas 
to help inform development of the training plan. 

6.3 Temporary Call Bells in Escalation Areas 

Mobile call bells are being installed in the AMU corridor and 
on ward bays with additional patients. The order was placed 
with the company supplying these on 8th March following a 
period of review and clarification of the legal mechanism 
required for this in light of the Carillion liquidation. The 
installation programme will be completed by 10 April 2018. 

6.4 Interventional Radiology – Privacy & Dignity 

Following issue of the first Warning Notice the outdated 
Standard Operating Procedure (SOP) was overhauled to 
reflect operational practice agreed for the Winter Plan. There 
are ongoing challenges in the way this is complied with in 
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times of extreme escalation and the recently appointed 
Deputy Director of Nursing is supporting the IR team with a 
review of staffing, incidents, patient experience and ward 
environment. Actions will be identified as necessary in 
advance of the assurance visit referenced below. 
 
A CCG assurance review of IR has been agreed on 11th April 
2018 to review the new SOP and covering the privacy and 
dignity concerns. This type of review has been undertaken 
elsewhere in the BNSSSG healthcare system and should 
provide a useful source of assurance to support the actions 
identified above. 

 

6.5 Demonstrating Safe Staffing 

This is an important area to clarify as both of the Warning 
Notice submissions clarified the Trust’s position on safe 
staffing and the outcome evidence that supports this position, 
as follows; 
 

Shift by Shift Operational Review Process 
The SafeCare system used to manage nurse allocation in 
light of patient acuity has been implemented over the past 
year. The data is used to inform twice daily safe staffing 
meetings via review of the overall sunburst wheel and the 
excess and shortfall hours wheel. This includes consideration 
of the actual staff on duty that are currently excluded in the 
SafeCare data calculation (e.g. supernumerary staff, 
supervisory ward sister and staff working non-clinically, such 
as practice development staff on a ward). At the twice daily 
staffing meetings professional judgement is exercised by the 

Matron and if necessary staff moved appropriately, in line 
with National Quality Board (NQB) guidance.  
 

National Comparative Staffing Levels 
National Model Hospital benchmarking of Care hours Per 
Patient bedday is recognised as the comparative barometer 
for safe staffing. NBT consistently exceeds the national 
benchmarks – in total and separately for registered and non-
registered staff coverage. 
 

Mandatory Safe Staffing Monthly submissions 
These are published on the Trust’s internet as mandated by 
NHS Improvement and report against the national fill rate 
benchmarks. Anything <80% is flagged and reported in the 
trusts Integrated Performance Report. The Trust always 
exceeds this in total and rarely falls short for individual shifts. 

 

Safe Staffing Board reviews  
These are conducted on a 6 monthly basis, the last two being 
in July 2017 and January 2018. These are also published on 
the above website and demonstrate the basis of ward 
planned and actual staffing levels and changes made to 
recognise operational requirements, e.g. increased acuity. 
 

New Action to Demonstrate Shift Review Process 
The Trust is planning to enhance its data recording to 
demonstrate shift by shift staffing decisions through further 
education and training to ensure that the data more 
accurately reflects the true acuity and staff allocation. This will 
enable more detailed scrutiny of individual allocations when 
required. 
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7. Ongoing CQC Engagement Approach & Future 
Inspections 

7.1 At the engagement meeting held with the CQC on xx 
February the CQC advised that their remit for all providers 
includes a more frequent ongoing engagement approach. 
This will encompass more formal interactions at the corporate 
level and also direct engagement with clinical service line 
leads outside of formal inspections. This will include 
conducting staff focus groups. 

7.2 The approach is not yet fully formed but a draft plan has been 
provided by the CQC and the first two visits agreed with 
service leads. The overall draft plan as it currently stands is 
as follows but may well change by negotiation; 

• w/c 9/4/18 – Women's & Children's, inc. Gynae 
• w/c 23/4/18 – Cossham (all services) 
• July 2018 – ED, Medicine & End of Life 
• Nov. 2018 – Surgery 
• Mar. 2019 – Critical Care & Outpatients 

 
7.3 The support team in Clinical Governance is liaising with the 

CQC and frontline teams to agree the approach and to 
support the logistics and information required for each visit.  

7.4 In addition to the service line visits, at a corporate level the 
CQC will interact through ; 
• Ad-hoc concerns/requests 
• Monthly calls – CQC Lead (ADQG) 
• Quarterly Meetings – MD, DoN, ADQG 
• Twice Yearly Board observations 
 

7.5  Formal inspections will be undertaken as follows; 
• Annual – Well Led (planned) 
• Annual – Service Lines (unannounced) 
• Ad-Hoc – specific concerns, or thematic 
 

7.6 It is a working assumption that Critical Care, Maternity, 
Gynaecology and NICU will be inspected this year given that 
these areas were last covered in 2015. To help prepare the 
Trust have used the annual KPMG internal audit to focus into 
those areas. The audit is being undertaken during the week 
commencing 18 March and the outcomes will be reported to 
the May 2018 QRMC. 

 

8. Summary 
8.1 Following protracted and detailed factual accuracy reviews, 

the final CQC inspection reports were received on 7 March 
2018. 

8.2 An internal and external communications plan has been 
enacted and to date feedback has been favourable. 

8.3 An Action plan to respond to the final report is being 
developed by the clinical teams, with corporate support for 
trustwide actions. 

8.4 The draft plan is presented a this Board for review and will be 
presented at the CCG Quality group the following day. 
Further updates and amendments can be made, as required 
before the final submission date of 19 April 2018. 

8.5 A robust internal and external assurance regime is being 
designed to ensure that actions are proactively tracked and 
closed.  
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8.6 An enhanced ongoing CQC engagement approach (in 
common with all providers) is being developed and a draft 
schedule of visits has been provided for further discussion. 
The first two visits are scheduled for April 2018. 

8.7 A KPMG internal audit is currently in progress to support 
preparations for the next unannounced inspections. 

 

9. Recommendations 
Trust Board is recommended to; 
1. Note the outcomes of the CQC Inspection 2017, following 

protracted representations and Factual Accuracy reviews 
by the Trust. 

2. Consider the immediate actions outlined in response to 
the most significant issues included within the two CQC 
Warning Notices that were both subsequently withdrawn 
following Trust representations. 

3. Review and comment upon the draft Action Plan, noting 
that it requires further development. 

4. Agree an approach for the virtual approval of the final 
version for submission to the CQC by 19th April 2018. 

5. Note that operational oversight of action delivery will be 
overseen through the Quality Committee, reporting to 
Trust Management Team with independent review through 
the Quality & Risk Management Committee on behalf of 
the Trust Board. External assurance will be undertaken via 
the CCG Quality Sub Group. 

6. Consider the enhanced in-year monitoring being 
undertaken by the CQC, including service line visits to 
clinical teams and the draft schedule and approach. 

7. Note the current KPMG CQC Internal Audit that includes a 
review of MCA/DOLS and visits to Critical Care and 
Women’s & Children’s services to support preparations for 
future CQC inspection visits. 
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Must Do Actions 
Actions the Trust must take to bring services into line with legal requirements.  
 

Ref Regulation details CQC Action Clinical Service Line 

MD1 Person-centred care Regulation 9  (1)(a) 
The trust must ensure that 95% of patients are admitted, 
transferred or discharged within four hours of arriving in 
the emergency department. 

Urgent & Emergency Care  

MD2   (1)(a) The trust must make improvements the management of 
patient flow in the medical division. Medical Care 

MD3   (1)(a) The trust must make improvements to ensure that length 
of stay was reduced for medical non-elective patients. Medical Care 

MD4   (1)(a) The trust must improve access and flow in order to 
reduce bed occupancy rates to safe levels. Medical Care 

MD5   (3)(b) 

The trust must take steps to improve access to specialist 
assessment and support for patients with mental health 
problems, including children and adolescents, who 
attend the emergency department at night. 

Urgent & Emergency Care 

MD6 Dignity and respect Regulation 10  (1) The trust must arrange additional beds so that they do 
not compromise patients’ privacy and dignity. Medical Care 

MD7   (1) The trust must ensure the use of escalation beds does 
not compromise patients’ dignity and privacy. Surgery 

MD8 Safe care and treatment Regulation 12  (2)(a) 

The trust must ensure that patients attending the 
emergency department do not wait longer than 15 
minutes for initial assessment or one hour for their 
treatment to begin. 

Urgent & Emergency Care 

MD9   (2) (d) The trust must provide appropriate equipment for 
patients in areas of escalation. Medical Care 

MD10   (2)(d) 

The trust must ensure the Interventional Radiology unit 
is suitable if patients are transferred for temporary care 
at 
times of high operational pressure. 

Medical Care 

MD11   (2)(d) The trust must ensure the Interventional Radiology unit 
is suitable for surgical outliers. Surgery 

MD12   (2)(e) 
Ensure emergency equipment is tamper-evident and 
checked daily in line with national guidance and trust 
policy. 

Medical Care 

Appendix 9A 



Ref Regulation details CQC Action Clinical Service Line 

MD13   (2)(h) 
The trust must ensure the use of additional (escalation) 
beds is in line with cross infection policy, and does not 
compromise cleaning and the risk of cross infection. 

Medical Care 

MD14 
Safeguarding 
service users from abuse 
and improper treatment 

Regulation 13 (2) 
The trust must update all staff on when to submit a 
Deprivation of Liberty Safeguard application in line with 
national guidance 

Medical Care 

MD15   (2) 
The trust must ensure mental capacity assessments are 
completed and recorded in line with the Mental Capacity 
Act 2005. 

End of Life 

MD16 Premises and equipment Regulation 15 (1)(c) 
The trust must ensure that patients in the emergency 
department observation unit have access to adequate 
toilet and bathroom facilities. 

Urgent & Emergency Care 

MD17 Patient Records  Regulation 17 (2)(b) 
The trust must ensure there are processes in place 
which allow the end of life service to monitor and learn 
from incidents. 

End of Life 

MD18   (2)(b) The trust must ensure staff are able to identify and 
report specific end of life incidents. End of Life 

MD19   (2)(c) The trust must provide security for all confidential patient 
records and information. Medical Care 

MD20   (2)(c) The trust must ensure the security of electronic and 
paper patient records and information. Surgery 

MD21 Staffing Regulation 18 (1) The trust must staff the service to meet the needs of 
patients. Medical Care 

MD22   (1) The trust must improve mandatory training levels for all 
staff. Surgery 

 
 



 

 

 

 
NORTH BRISTOL NHS TRUST: CQC INSPECTION NOVEMBER 2017 

 2018 ACTION PLAN 

 
 

APPROVAL TIMELINES 

Action plan to Trust Board for: 5 April 2018 
Shared with external partners for comments; 6 April 2018 
Action Plan to be submitted to CQC by: 19 April 2018 
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1 Introduction 

On 8th November 2017, 30 CQC inspectors arrived on site to begin the unannounced inspection. They started the inspection by meeting with the Executive 
Team to explain who the inspection team are, the scope and purpose of the inspection and how they will communicate any findings. They inspected NBT by 
using the Key Lines of Enquiry and information from the Provider Information Request (PIR) as well as observing care, looking at individual care pathways, 
reviewing records/documents/policies etc.  

At the end of the visit, the senior members of the inspection team held a meeting with the Executive Team to give a summary of what was found during the 
visit and explain how they will make their judgements and publish them. 

In addition to this, on the 28th and 29th November 2017, 15 Inspectors arrived on-site to complete the well-led aspect of their inspection. This part of the 
inspection involved interviews with key service leads, Executive Directors, Non-Executive Directors and staff focus groups. They ask questions to ensure that 
the leadership, management and governance of the organisation provide high-quality care that encourages learning and innovation, and promote an open and 
fair culture. As with the initial inspection, at the end of this visit, they held a meeting with the Executive Team to summarise their findings and discuss next 
steps. 

A draft report was submitted to the Trust for factual accuracy checking and subsequently the final report was published on 6th March 2018.  

The Trust has been assessed overall as ‘Requires Improvement’ by the CQC, the results being; 

• 1 improved to be rated as ‘Outstanding’ 
• 5 had improved to be rated as ‘Good’ 
• 1 decreased to be rated ‘Requires Improvement’ 
• 1 was rated as ‘Inadequate’ 

North Bristol NHS Trust Inspection Report; 
http://www.cqc.org.uk/sites/default/files/new_reports/AAAH0847.pdf  

North Bristol NHS Trust Evidence Appendix; 
http://www.cqc.org.uk/sites/default/files/20180227_North_Bristol_NHS_Trust_RVJ_evidence_appendices_INS2-4199813019.pdf  

 Safe Effective Caring Responsive Well-led Overall 

Southmead Hospital Requires Improvement 
Nov 2017 

Requires Improvement 
Nov 2017 

Good 
Nov 2017 

Requires Improvement 
Nov 2017 

Good 
Nov 2017 

Requires Improvement 
Nov 2017 

Cossham Hospital Good 
Feb 2015 

Good 
Feb 2015 

Good 
Feb 2015 

Good 
Feb 2015 

Good 
Feb 2015 

Good 
Feb 2015 

Frenchay Hospital Requires Improvement 
Feb 2015 

Not rated Good 
Feb 2015 

Requires Improvement 
Feb 2015 

Good 
Feb 2015 

Requires Improvement 
Feb 2015 

Overall Trust Requires Improvement 
Nov 2017 

Requires Improvement 
Nov 2017 

Good 
Nov 2017 

Requires Improvement 
Nov 2017 

Requires Improvement 
Nov 2017 

Requires Improvement 
Nov 2017 
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2 Governance Processes 

Internal 
- Trust Board directly approves CQC Action Plan & receives monthly assurance updates within the Integrated Performance Report 
- Quality Committee monitors and provides assurance on delivery of CQC actions 
- QRMC provides NED led independent scrutiny 

 
External 
- CQC regulates delivery of CQC Action Plan 
- CCG Quality Sub Group will oversee non Patient Flow related actions. 
- CCG ICQPMG (main contract meeting) has oversight of all actions via the highlight report from the Quality Sub Group. 
- Other external stakeholders receive assurance on CQC Action Plan progress (reviewed and signed off by Trust Board) 

 
3  Glossary 
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CQC Enforcement and Compliance Actions Status 
To be used for future reporting 
 
 

Theme / Service Regulation 
No. of Actions Completed On track Risks overdue Overdue / Concern 

Must Should Must Should Must Should Must Should Must Should 

Person-centred care Regulation 9  6    6      

Dignity and respect Regulation 10  2    2      

Safe care and treatment Regulation 12  5    5      

Safeguarding 
service users from abuse and 
improper treatment 

Regulation 13 2    2      

Premises and equipment Regulation 15 1    1      

Patient Records  Regulation 17 4  1  3      

Staffing Regulation 18 2    2      

Urgent & Emergency Services n/a   1    1     

Medical Care n/a  13    13     

Surgery n/a  16  1  15     

End of Life Care n/a  5  1  4     

Outpatients n/a  7    7     

  22 42 1 2 21 40   0 0 
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Must Do Actions 
Actions the Trust must take to bring services into line with legal requirements. 
 

Ref Regulation details CQC Action Clinical Service Line 

MD1 Person-centred care Regulation 9  (1)(a) 
The trust must ensure that 95% of patients are admitted, 
transferred or discharged within four hours of arriving in the 
emergency department. 

Urgent & Emergency Care  

MD2   (1)(a) The trust must make improvements the management of 
patient flow in the medical division. Medical Care 

MD3   (1)(a) The trust must make improvements to ensure that length of 
stay was reduced for medical non-elective patients. Medical Care 

MD4   (1)(a) The trust must improve access and flow in order to reduce bed 
occupancy rates to safe levels. Medical Care 

MD5   (3)(b) 

The trust must take steps to improve access to specialist 
assessment and support for patients with mental health 
problems, including children and adolescents, who attend the 
emergency department at night. 

Urgent & Emergency Care 

MD6 Dignity and respect Regulation 10  (1) The trust must arrange additional beds so that they do not 
compromise patients’ privacy and dignity. Medical Care 

MD7   (1) The trust must ensure the use of escalation beds does not 
compromise patients’ dignity and privacy. Surgery 

MD8 Safe care and treatment Regulation 12  (2)(a) 
The trust must ensure that patients attending the emergency 
department do not wait longer than 15 minutes for initial 
assessment or one hour for their treatment to begin. 

Urgent & Emergency Care 

MD9   (2) (d) The trust must provide appropriate equipment for patients in 
areas of escalation. Medical Care 

MD10   (2)(d) 
The trust must ensure the Interventional Radiology unit is 
suitable if patients are transferred for temporary care at times 
of high operational pressure. 

Medical Care 

MD11   (2)(d) The trust must ensure the Interventional Radiology unit is 
suitable for surgical outliers. Surgery 

MD12   (2)(e) Ensure emergency equipment is tamper-evident and checked 
daily in line with national guidance and trust policy. Medical Care 

MD13   (2)(h) 
The trust must ensure the use of additional (escalation) beds 
is in line with cross infection policy, and does not compromise 
cleaning and the risk of cross infection. 

Medical Care 

MD14 Safeguarding 
service users from abuse Regulation 13 (2) The trust must update all staff on when to submit a Deprivation 

of Liberty Safeguard application in line with national guidance Medical Care 

NBT CQC Inspection 2017 - Action Plan                   Page 5 of 36 



 

Ref Regulation details CQC Action Clinical Service Line 

and improper treatment 

MD15   (2) 
The trust must ensure mental capacity assessments are 
completed and recorded in line with the Mental Capacity Act 
2005. 

End of Life 

MD16 Premises and equipment Regulation 15 (1)(c) 
The trust must ensure that patients in the emergency 
department observation unit have access to adequate toilet 
and bathroom facilities. 

Urgent & Emergency Care 

MD17 Patient Records  Regulation 17 (2)(b) 
The trust must ensure there are processes in place which 
allow the end of life service to monitor and learn from 
incidents. 

End of Life 

MD18   (2)(b) The trust must ensure staff are able to identify and report 
specific end of life incidents. End of Life 

MD19   (2)(c) The trust must provide security for all confidential patient 
records and information. Medical Care 

MD20   (2)(c) The trust must ensure the security of electronic and paper 
patient records and information. Surgery 

MD21 Staffing Regulation 18 (1) The trust must staff the service to meet the needs of patients. Medical Care 

MD22   (1) The trust must improve mandatory training levels for all staff. Surgery 

 
 
 
Guidance for providers on meeting the regulations 
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Urgent and Emergency Care: Action Plan 

 
 
 
 
 
 

URGENT & EMERGENCY SERVICES 
ACTION PLAN 
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Urgent and Emergency Care: Action Plan 
 
 

Theme/Service Urgent & Emergency Services Overall Status 

Divisional Lead(s) Medicine 
ON TRACK Operational 

Lead(s)  

 
CQC Regulation Details (if applicable): 
 
Regulation 9: Person-centred care  (1) The care and treatment of service users must: 

(a) be appropriate, 
(3) Without limiting paragraph (1), the things which a registered person must do to comply with that paragraph 
include: 

(b) designing care or treatment with a view to achieving service users’ preferences and ensuring their needs are met; 
 
Regulation 12: Safe care and treatment  (1) Care and treatment must be provided in a safe way for service users. 

(2) Without limiting paragraph (1), the things which a registered person must do to comply with that paragraph 
include: 

(a) assessing the risks to the health and safety of service users of receiving the care or treatment; 
 

Regulation 15: Premises and equipment  (1) All premises and equipment used by the service provider must be: 
(c) suitable for the purpose for which they are being used, 

 
CQC Actions: 
 
Ref Requirement CQC Action Status 
MD1 Regulation 9 (1)(a) The trust must ensure that 95% of patients are admitted, transferred or discharged within four hours of arriving in the 

emergency department. 
 

MD5 Regulation 9 (3)(b) The trust must take steps to improve access to specialist assessment and support for patients with mental health problems, 
including children and adolescents, who attend the emergency department at night. 

 

MD8 Regulation 12 (2)(a) The trust must ensure that patients attending the emergency department do not wait longer than 15 minutes for initial 
assessment or one hour for their treatment to begin. 

 

MD16 Regulation 15 (1)(c) The trust must ensure that patients in the emergency department observation unit have access to adequate toilet and bathroom 
facilities. 

 

SD1 n/a The trust should continue to take steps to reduce crowding in the emergency department and ensure that all patients are 
afforded privacy and dignity 

 

 
 

NBT CQC Inspection 2017 - Action Plan                   Page 8 of 36 



Urgent and Emergency Care: Action Plan 
Action already taken since CQC Inspection: 
 
 
 
 
 
 
NBT Actions 
 

Ref NBT Action Lead(s) Responsible Ongoing Assurance  
Completion 

Date & 
Status 

Progress Update 

MD1 

Trustwide & Divisional Flow Improvement 
Programme / Bed mitigation plans - to meet 
agreed Performance trajectory: 
• Bed occupancy 95% by September 2018 
• 4 hour access target 90% by September 

2018 
 

Acute Flow Group 
 
Medicine Divisional 
Management Team 
(Kiaran Flanagan, Clinical 
Director, Valerie Clarke, 
General Manager, Luisa 
Goddard, Head of 
Nursing) 
 

• 4 hour breach analysis  
• Performance dashboard  
• Discharge dashboard   

 

All monitored through Trust 
Acute Flow meeting and at 
Divisional Board 
 
Trust Board reporting in IPR. 
 

30/09/18  

MD1 Participation in the PERFORM programme with 
PWC  

Medicine Divisional 
Management Team  

PWC KPIs (will be agreed by 
execs and PWC on 9th April) 31/08/18  

MD1 Working with partners at Whole System 
Operational Group to develop better discharge 
processes and out of hospital pathways. 
 
To meet national and system DTOC target of 
3.5% by August 2018. 
 

Medicine Divisional 
Management Team 

DTOC numbers  
Numbers outside of 
professional standards 

 
31/08/18 

 

MD1 Monitoring of and elimination of internal delays  Luisa Goddard, Head of 
Nursing, Medicine 
Division  / Medicine 
Clinical Matrons 

Discharge dashboard  
 
 

30/06/18  

MD1 Speciality Length of stay reviews  
Weekly Length of stay reviews for all patients at 
7 days, 21 days and over 50 days. 
 
Reduction in total number of stranded patients 
in medicine by 50% by August 2018 

Medicine Divisional 
Management Team 

Monitoring of  key metrics 
through divisional / speciality  
meetings: 
average length of stay 
(weekly), number of stranded 
patients (daily), discharge 

 
 
 
 

31/08/18 
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Urgent and Emergency Care: Action Plan 

Ref NBT Action Lead(s) Responsible Ongoing Assurance  
Completion 

Date & 
Status 

Progress Update 

 
Elimination of total number of patients over 50 
days by June 2018. 
 

goals  
30/06/18 

MD5  MHLT are working with the BNSSG 
system/AWP to implement the CORE 24 model 
of MH assessment, which will mean that we 
have a registered MH practitioner on site 
overnight. The provisional implementation date 
is June 18. This is being led by CCG.  
 

Clinical Lead / Matron and 
Jude French, Asst. 
General Manager,  
Emergency Zone 

MHLT dashboard and breach 
analysis / incident reporting 
MHLT Governance report  

31/07/18  

MD8  Continue usual practice of minimising >60 
minute ambulance handover breaches (this is 
usually zero or <5 per mth). 
 
Agree & then deliver Improvement trajectory for 
15 minute triage documentation. 

Juliette Hughes, Lead 
Nurse (ED) and EDOU  / 
Jude French, Asst. 
General Manager,  
Emergency Zone  

Monitoring of performance 
metrics through Acute Flow 
weekly meeting  
 
Monitoring of quality metrics – 
Sepsis audits / shine 
documentation  
 
Trust Board IPR reported 
performance. 
 

30/06/18 
 

 

MD16  Deputy Director of Nursing to undertake 
environmental walk round & also to request 
informal CCG review when onsite for IR 
assurance visit 11/4/2018. 
 
Lead Nurse to develop option appraisal and 
take forward most appropriate 
 

Carole Tookey, Deputy 
Director of Nursing 
 
 
 
Juliette Hughes / Jude 
French 

Patient experience feedback  
Matron walkrounds  

11/04/18 
 
 
 
 

30/04/18 

 

SD1 This is reliant upon the Flow improvement 
programme as set out above. 
 
Specifically with respect to Privacy and Dignity; 
NBT will ensure that at times of surge all 
patients waiting in non-clinical areas are 
assessed regularly using the SHINE 
documentation. 

Divisional Management 
Team 
 
Juliette Hughes / Jude 
French  

SHINE documentation 
monitoring 
Matron walkrounds 
Patient Experience feedback – 
e.g. Complaints review 
 
 

Ongoing  
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Medical Care Action Plan 

 
 
 
 
 
 

MEDICAL CARE 
ACTION PLAN 
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Medical Care Action Plan 
 

Theme/Service Medical Care Overall Status 

Divisional Lead(s) Medicine 
ON TRACK Operational 

Lead(s)  

 
CQC Regulation Details (if applicable): 
 
Regulation 9: Person-centred care  (1) The care and treatment of service users must: 

(a) be appropriate, 
 

Regulation 10: Dignity and respect  (1) Service users must be treated with dignity and respect. 
 
Regulation 12: Safe care and treatment (1) Care and treatment must be provided in a safe way for service users. 

(2) Without limiting paragraph (1), the things which a registered person must do to comply with that paragraph 
include: 

(d) ensuring that the premises used by the service provider are safe to use for their intended purpose and are used 
in a safe way; 
(e) ensuring that the equipment used by the service provider for providing care or treatment to a service user is safe 
for such use and is used in a 
safe way; 
(h) assessing the risk of, and preventing, detecting and controlling the spread of, infections, including those that are 
health care associated; 

 
Regulation 13: Safeguarding service (2) Safeguarding service users from abuse and improper treatment: Systems and processes must be established  
users from abuse and improper treatment and operated effectively to prevent abuse of service users. 
 
Regulation 17: Good governance (1) Good Governance: Systems or processes must be established and operated effectively to ensure compliance 

with the requirements in this Part. 
(2) Without limiting paragraph (1), such systems or processes must enable the registered person, in particular, to: 

(c) maintain securely an accurate, complete and contemporaneous record in respect of each service user, including 
a record of the care and treatment provided to the service user and of decisions taken in relation to the care and 
treatment provided; 

 
Regulation 18: Staffing  (1) Sufficient numbers of suitably qualified, competent, skilled and experienced persons must be deployed in order 

to meet the requirements of this Part.  
 
 
CQC Actions: 
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Medical Care Action Plan 
 
Ref Requirement CQC Action Status 
MD2 Regulation 9 (1)(a) The trust must make improvements the management of patient flow in the medical division.  
MD3 Regulation 9 (1)(a) The trust must make improvements to ensure that length of stay was reduced for medical non-elective patients.  
MD4 Regulation 9 (1)(a) The trust must improve access and flow in order to reduce bed occupancy rates to safe levels.  
MD6 Regulation 10 (1) The trust must arrange additional beds so that they do not compromise patients’ privacy and dignity.  
MD9 Regulation 12 (2)(d) The trust must provide appropriate equipment for patients in areas of escalation.  
MD10 Regulation 12 (2)(d) The trust must ensure the Interventional Radiology unit is suitable if patients are transferred for temporary care at times of high 

operational pressure. 
 

MD12 Regulation 12 (2)(e) Ensure emergency equipment is tamper-evident and checked daily in line with national guidance and trust policy.  
MD13 Regulation 12 (2)(h) The trust must ensure the use of additional (escalation) beds is in line with cross infection policy, and does not compromise 

cleaning and the risk of cross infection. 
 

MD14 Regulation 13 (2)  The trust must update all staff on when to submit a Deprivation of Liberty Safeguard application in line with national guidance  
MD19 Regulation 17 (2)(c) The trust must provide security for all confidential patient records and information.  
MD21 Regulation 18 (1) The trust must staff the service to meet the needs of patients.  
SD2 n/a The trust should improve mandatory training levels for all staff.  
SD3 n/a The trust should check resuscitation equipment daily and ensure all trolleys are tamper evident.  
SD4 n/a The trust should review long-term plans for the medical management of medical patients who are accommodated on surgical 

wards to ensure safe and ongoing care for these patients. 
 

SD5 n/a The trust should make sure all equipment is within its service date.  
SD6 n/a The trust should complete comprehensive risk assessments and ensure patients’ notes have clear records of these 

assessments being undertaken. 
 

SD7 n/a The trust should monitor and record medicine fridge temperatures daily.  
SD8 n/a The trust should make sure urinals are stored in designated holders away from patient tables.  
SD9 n/a The trust should re-assess venous thromboembolism within 24 hours in line with national guidance.  
SD10 n/a The trust should make sure all staff observe infection control measures when they leave enhanced-care beds or patient’s single 

rooms. 
 

SD11 n/a The trust should close bins holding sharp instruments to prevent accidental injuries or spillages.  
SD12 n/a The trust should ensure antibiotic prescriptions always have a stop date, and use of antibiotics is reviewed in line with national 

guidance.  
 

SD13 n/a The trust should ensure all lessons learnt from incidents are shared with all staff and across the division to limit the risk of 
occurrence. 

 

SD14 n/a The trust should ensure kitchen facilities are suitable for the preparation of food for patients in the Interventional Radiology unit  
 
 
Action already taken since CQC Inspection: 
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Medical Care Action Plan 
 
 
 
 
 
NBT Actions 
 

Ref NBT Action Lead(s) Responsible Ongoing Assurance  Completion 
Date & Status Progress Update 

M2/3/ 
4 

Trustwide & Divisional Flow Improvement 
Programme / Bed mitigation plans - to meet 
agreed Performance trajectory: 
• Bed occupancy 95% by September 2018 
• 4 hour access target 90% by September 

2018 
 

Acute Flow Group 
 
Medicine Divisional 
Management Team 
(Kiaran Flanagan, Clinical 
Director, Valerie Clarke, 
General Manager, Luisa 
Goddard, Head of 
Nursing, Medicine 
Division) 
 

• 4 hour breach analysis  
• Performance dashboard  
• Discharge dashboard   

 

All monitored through Trust 
Acute Flow meeting and at 
Divisional Board 
 
Trust Board reporting in IPR. 
 

30/09/18  

MD2/ 
3/ 4 

Participation in the PERFORM programme 
with PWC  
 

Medicine Divisional 
Management Team  

PWC KPIs (will be agreed 
by execs and PWC on 9th 
April) 

31/08/18  

MD2/ 
3/4 

Working with partners at Whole System 
Operational Group to develop better discharge 
processes and out of hospital pathways. 
 
To meet national and system DTOC target of 
3.4% by August 2018. 
 

Medicine Divisional 
Management Team 

DTOC numbers  
Numbers outside of 
professional standards 

31/08/18  

MD2/ 
3/4 

Monitoring of and elimination of internal delays 
so there are no internal delays outside of 
agreed professional standards by June 2018. 
 

Luisa Goddard / Clinical 
Matrons 
 

Discharge dashboard  

30/06/18  

MD2/ 
3/4 

Speciality Length of stay reviews  
Weekly Length of stay reviews for all patients 
at 7 days, 21 days and over 50 days. 
 
Reduction in total number of stranded patients 
in medicine by 50% by August 2018 
 

Medicine Divisional 
Management Team 

Monitoring of  key metrics 
through divisional / speciality  
meetings: 
• average length of stay 

(weekly),  
• number of stranded 

patients (daily),  

 
 
 
 

31/08/18 
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Medical Care Action Plan 
Ref NBT Action Lead(s) Responsible Ongoing Assurance  Completion 

Date & Status Progress Update 

Elimination of total number of patients over 50 
days by June 2018. 
 

• discharge goals 30/06/18 

MD6  

Reduction in use of extra beds (2 ups) in times 
of escalation as outcome of flow improvement 
work, as per MD2, 3 & 4.  
 
Review and update ward risk assessment and  
SOP for additional beds on wards to include 
how they are arranged and privacy / dignity 
maintained  
 
Auditing of compliance with above by matron 
walkround. 

Medicine Divisional 
Management Team 
 
 
Luisa Goddard / Clinical 
Matrons, Medicine 

Matron walk rounds 
Patient experience / 
feedback data 

31/08/18 
 
 
 

30/04/18 
 

MD9  

All areas of escalation have up to date SOP 
including equipment needs  
 
IR / Cotswold to have up to date risk 
assessment to ensure that they have access 
to equipment that is suitable to manage 
medical patients 

Luisa Goddard / Clinical 
Matrons 

Incident reports  
Matron walk rounds  

30/04/18  

MD10 

Ensure SOP for use of IR in escalation is 
complied with.  
 
Quality assurance visit with DDN and CCG – 
review IR utilisation, staffing and other 
environmental factors. Agree improvement 
actions as necessary. 
 

Clinical Site Team / On 
Call leadership team 
 
Carole Tookey, Deputy 
Director of Nursing 

Acute Flow monitoring 
Matron walk rounds 
Patient experience / 
feedback data 

30/04/18 
 
 

11/04/18 (visit) 
 

31/05/18 
(actions) 

 

MD12 
& SD 3 

Recirculate policy in relation to checking and 
storage of Emergency equipment.   
Audit daily until 100% compliant and then 
weekly thereafter for all emergency equipment  
 
 

Luisa Goddard / Clinical 
Matrons/ ward sisters  Audit data / email trial  30/04/18  

MD13 

REFERENCE TO DIVISONAL FLOW 
PROGRAMME TO EMLIMINATE ESCALTION 
BEDS as per MD 2,3 & 4 
 
Implementation of ‘Synbiotix’ system by 31st 
May 2018 to provide immediate feedback / 

Luisa Goddard / Clinical 
Matrons 

Synbiotix data  
Matrons walk rounds  
Cleaning audits  

31/05/18  
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Medical Care Action Plan 
Ref NBT Action Lead(s) Responsible Ongoing Assurance  Completion 

Date & Status Progress Update 

dashboard reporting / improved monitoring.  
 
Matrons / Ward sisters to monitor cleanliness 
standards and to ensure cleaning staff are 
supported to have access to bed areas to 
clean areas thoroughly in times of escalation.  
 

MD14 

1. A Trustwide Mental Capacity Act/DOLS 
improvement programme will be 
established, led corporately by the Deputy 
Director of Nursing and Head of Patient 
experience, with support from subject 
specialists and working with the divisional 
teams. 

 
2. The KPMG annual internal audit of CQC 

regulations includes a review of the levels 
of knowledge and awareness in a sample 
of clinical areas. The outcomes will be 
reviewed to inform the training needs 
analysis. 

 
3. The current policy will be reviewed, 

updated and a rollout plan agreed that 
includes the training referred to above and 
also establishes the ongoing assurance 
approach to ensure this is successfully 
embedded across the Trust. 

 
4. E-learning packages, face to face training 

for Heads of Nursing and Matrons and also 
some bespoke tailored training in high 
risk/specialised areas will be established 
and delivered. 

1-4.Gill Brook, Head of 
Patient Experience & 
Carole Tookey, 
Deputy Director of 
Nursing 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

1-4. Lead Operational Group 
– Safeguarding Committee 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

1. 30/04/18 
 
 
 
 
 
 

2. 31/05/18 
 
 
 
 
 
 
 

3. 31/07/18 
 
 
 
 
 
 

4. 30/09/18 
 
 
 

 

 

MD19 Develop Risk assessment / SOP for health 
care records management on wards and 
monitor compliance through matron walk 
rounds. 
 

Luisa Goddard  / Clinical 
Matrons 

Matrons walk rounds  30/04/18  

MD21 Update safe staffing SOP to include actions Heads of Nursing / SOP  30/04/18  
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Medical Care Action Plan 
Ref NBT Action Lead(s) Responsible Ongoing Assurance  Completion 

Date & Status Progress Update 

taken at twice daily and clear audit trail of 
professional judgement / actions taken to 
assure.  
Training to Matrons / ward sisters on above 
 
Medicine recruitment and retention strategy    
 
6 monthly safe staffing reviews using acuity / 
dependency data and triangulated with nurse 
sensitive indicators – outcomes reported to 
Trust Board. 
 

Deputy Director of 
Nursing  
 

 
Safe Care data  
 
Vacancies / unfilled shifts 
data reviews  
 
 

 
 
 
 
 
 

6 monthly 
(next due July 

2018) 
 

31/07/18 

SD 2 Weekly monitoring of mandatory training 
reports until compliance is 95% 
 
Ad hoc sessions to be arranged locally for 
training that is especially low compliance  
 

Luisa Goddard  / Clinical 
Matrons 

Training records  30/06/18  

SD4 Ward Outlier management SOP/ risk 
assessment to be updated, including 
monitoring of patients, daily virtual board 
round, Governance meeting.  
 
Develop business case for substantive outlier 
management team with ANP / dedicated 
consultant time. 

Valerie Clarke, General 
Manager / Luisa Goddard   

Incident reports 
Patient experience data  
LoS reports / comparison  
Governance report  

30/04/18 
 
 
 

31/08/18 

 

SD5  Matrons walk round until 100% for 4 weeks to 
review all equipment in service date / returned 
to equipment library.  
 
Reminder to be sent to all wards about 
sending equipment back to equipment library 
in timely manner   
 

Clinical Matrons, Medicine  Audit reports  30/04/18  

SD6  Review of what risk assessments are 
completed where and rationalise to electronic 
where possible and develop clear SOP for 
wards to use 
 
Training on electronic completion of risk 
assessments for all staff  

Luisa Goddard / Clinical 
Matrons/ Andrea Scott, 
Practice Development 
Matron 

Audit reports / training 
records  

31/08/18  
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Medical Care Action Plan 
Ref NBT Action Lead(s) Responsible Ongoing Assurance  Completion 

Date & Status Progress Update 

 
Develop process for documentation of when 
electronic forms completed    

SD7  Daily audit by matron of fridge temperature 
recording until 100% compliant then weekly for 
4 weeks 

Luisa Goddard  / Clinical 
Matrons 

Audit records  30/04/18  

SD8  Reminders sent to all wards and discussed at 
safety briefing  
N.b. holders not used in Trust 

Luisa Goddard  / Clinical 
Matrons 

Matron walk rounds  30/04/18  

SD9  See NICE guidance: Reassessment of risk is 
now simply at consultant review or if clinical 
condition changes (unless on critical care unit 
when it is daily). 
 
Discuss at VTE committee and develop multi-
disciplinary action plan to improve compliance  
 

 
Jason Kendall, VTE 
Consultant Lead, Luisa 
Goddard 

VTE committee 
 
Audit data / minutes  
 
Feedback of compliance 
through speciality 
governance meetings. 
 

30/06/18  

SD10 Hand hygiene / infection control observational 
audits weekly until 100% compliant  
 
Implementation of Synbiotix and associated 
audits / feedback  

Luisa Goddard  / Clinical 
Matrons 

Audit results  
 
Feedback of results through 
speciality governance / ward 
safety briefings 

30/06/18  

SD11 To be raised in ward safety briefings and spot 
check audits in matron walk arounds. 
 

Luisa Goddard  / Clinical 
Matrons 

Safety briefing / audit  30/04/18  

SD12  Divisional safety briefing to include antibiotic 
stewardship / good antibiotic practice 
 
Discuss at specialty governance meetings and 
each specialty to audit practice and feedback 
results  
 
Arrange meeting with pharmacy / microbiology 
/ clinical leads to discuss improvement plan 
 

Luisa Goddard , Kiaran 
Flanagan, Clinical 
Director, Medicine 

Safety briefing  
 
Minutes  
 
Audit  

30/04/18  

SD13 Implement Divisional Clinical Governance 
structure to ensure shared learning  
 
Develop monthly divisional safety newsletter / 
briefing.  

Luisa Goddard   Medicine Governance 
Committee Minutes  
 
Newsletter  

30/06/18  

NBT CQC Inspection 2017 - Action Plan                   Page 18 of 36 



Medical Care Action Plan 
Ref NBT Action Lead(s) Responsible Ongoing Assurance  Completion 

Date & Status Progress Update 

SD 14 The DDON review with IR includes assessing 
the adequacy of kitchen facilities for the 
preparation of food for patients in the 
Interventional Radiology unit. The Trust’s 
Restaurant Manager will undertake a food 
service preparation audit and agree any 
actions necessary. 
 
The CCG assurance visit will also consider 
this concern. 
 

Gary Wilkins, Head of 
Catering, Louise Pearse, 
IR Matron / Carole 
Tookey 

Patient Feedback 
Matrons Walkround 

11/04/18 
(CCG visit) 

 
31/05/18 – 

actions agreed 
if needed 
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Surgery Action Plan 

 
 
 
 
 
 

SURGERY 
ACTION PLAN 
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Surgery Action Plan 
 
 

Theme/Service Surgery Overall Status 

Divisional Lead(s) Anaesthetics, Surgery, Critical Care & Renal,  Neurosciences & Musculoskeletal 
ON TRACK Operational 

Lead(s)  

 
CQC Regulation Details (if applicable): 
 
Regulation 10: Dignity and respect  (1) Service users must be treated with dignity and respect. 
 
Regulation 12: Safe care and treatment (1) Care and treatment must be provided in a safe way for service users. 

(2) Without limiting paragraph (1), the things which a registered person must do to comply with that paragraph 
include: 

(d) Ensuring that the premises used by the service provider are safe to use for their intended purpose and are used 
in a safe way; 

 
Regulation 17: Good governance (1) Good Governance: Systems or processes must be established and operated effectively to ensure compliance 

with the requirements in this Part. 
(2) Without limiting paragraph (1), such systems or processes must enable the registered person, in particular, to: 

(c) maintain securely an accurate, complete and contemporaneous record in respect of each service user, including 
a record of the care and treatment provided to the service user and of decisions taken in relation to the care and 
treatment provided; 

 
Regulation 18: Staffing  (1) Sufficient numbers of suitably qualified, competent, skilled and experienced persons must be deployed in order 

to meet the requirements of this Part.  
 
CQC Actions: 
 
Ref Requirement CQC Action Status 
MD7 Regulation 10(1) The trust must ensure the use of escalation beds does not compromise patients’ dignity and privacy.  
MD11 Regulation 12(2)(d) The trust must ensure the Interventional Radiology unit is suitable for surgical outliers.  
MD20 Regulation 17(2)(c) The trust must ensure the security of electronic and paper patient records and information.  
MD22 Regulation 18(1) The trust must improve mandatory training levels for all staff.  
SD15 n/a The trust should ensure that all staff groups have completed their mandatory training.  
SD16 n/a The trust should ensure that staff have specific training on the potential needs of people living with mental health conditions, 

learning disabilities or autism. 
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Surgery Action Plan 
Ref Requirement CQC Action Status 
SD17 n/a The trust should ensure learning from never events is cascaded across all departments.  
SD18 n/a The trust should ensure no further serious delays in patients receiving cancer treatment. The surgical division should ensure that 

all incidents and near misses are reported, and the duty of candour is actioned when necessary 
 

SD19 n/a The trust should ensure all patients can access the right care and treatment at the right time. For example, only 89.2% patients 
were seen within two weeks of an urgent GP referral against the national target of 93%. 

 

SD20 n/a The trust should ensure all cancelled operations as a percentage of elective admissions are in line with the England average.  
SD21 n/a The trust should ensure an improvement in theatre utilisation.  
SD22 n/a The trust should review long-term plans for the management of surgical outliers.  
SD23 n/a The surgical division should ensure all staff observe infection control measures.  
SD24 n/a The surgical division should ensure fridge temperatures are monitored and checked in line with policy.  
SD25 n/a The trust should ensure all resuscitation equipment is checked in line with policy.  
SD26 n/a The trust should ensure medical staff are aware of their speak up guardian.  
SD27 n/a The trust should ensure medical staff are supported to report exceptions.  
SD28 n/a The trust should ensure that family members are not used to help in translation services  
SD29 n/a The trust should ensure all practices across the division are consistent as not all areas had good processes for providing staff at 

every level with the development they needed. 
 

SD30 n/a The trust should ensure that there are formal arrangements for governance meetings between lead nurses/matrons and ward 
managers. 

 

 
 
Action already taken since CQC Inspection: 
 
 
 
 
 
 
NBT Actions 
 

Ref NBT Action Lead(s) Responsible Ongoing Assurance  Completion 
Date & Status Progress Update 

MD7 

Cease use of 1 or 2 ups in wards. 
 
Escalation beds located for surgical divisions 
within Medirooms, single rooms with access to 
bathroom/shower facilities. 
 

Su Monk, Head of 
Nursing, ASCR Division 

Datix reports  
  

Dates to be 
added  
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Surgery Action Plan 
Ref NBT Action Lead(s) Responsible Ongoing Assurance  Completion 

Date & Status Progress Update 

MD11 Updated Interventional Radiology (IR) 
standard operating procedure reviewed and 
ratified following completion of DDON review 
& CCG Assurance visit on 11th April 2018. 

Carole Tookey, Deputy 
Director of Nursing  / Su 
Monk / Luisa Goddard, 
Head of Nursing, Medicine 
Division 
 

IR SOP  
Quality Review Tool 
Datix incidents/ FFT 

Dates to be 
added 

 

MD20 Lockable secure storage provided in the 
Theatre environments for digi-locks to 
ensure records are secure. 
 
Ward areas notes stored in lockable trolleys 
located behind reception desk when not in 
use.  
 
To ensure that all staff responsible for 
handling records or patient identifiable 
information attends Information Governance 
training (induction and mandatory training) 

Nicholas Smith 
 
 
 
Elizabeth Varian 
 
Tim Whittlestone, Clinical 
Director, ASCR Division/  
Su Monk/ Niall Prosser, 
General Manager, ASCR 
Division 

Theatre Support Manager 
audits to ensure standards are 
being maintained 
 
Matrons walkround checklist 
includes records management 
section 
 
IG Training records MLE 

Dates to be 
added 

 

MD22 
SD15 

Letter to all staff– explaining CQC requirement 
and importance of completing stat/man 
training. 
 
Objective set for Divisional Clusters to raise 
their stat man compliance to 95% by 
1/10/2018.  
 
Message to all managers confirming that a 
fundamental part of the appraisal process is 
ensuring stat/man is up to date. 
 

Tim Whittlestone/  
Su Monk/ Niall Prosser 
 
 
Tim Whittlestone/  
Su Monk/ Niall Prosser 
 
 
Tim Whittlestone/  
Su Monk/ Niall Prosser 

Monthly monitoring of training 
compliance metrics via cluster 
meetings 

Dates to be 
added 

 

SD16 

1. A Trustwide Mental Capacity Act/DOLS 
improvement programme will be 
established, led corporately by the Deputy 
Director of Nursing and Head of Patient 
experience, with support from subject 
specialists and working with the divisional 
teams. 

 
2. The current policy will be reviewed, 

updated and a rollout plan agreed that 
includes the training referred to above 

1-3.Gill Brook, Head of 
Patient Experience & 
Carole Tookey, 
Deputy Director of 
Nursing 

 
 
 
 
 
 

1-3. Lead Operational Group – 
Safeguarding Committee 
 
 
 
 
 
 
 
 
 

1. 30/04/18 
 
 
 
 
 
 

2. 31/07/18 
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Surgery Action Plan 
Ref NBT Action Lead(s) Responsible Ongoing Assurance  Completion 

Date & Status Progress Update 

and also establishes the ongoing 
assurance approach to ensure this is 
successfully embedded across the Trust. 

 
3. E-learning packages, face to face training 

for Heads of Nursing and Matrons and 
also some bespoke tailored training in 
high risk/specialised areas will be 
established and delivered. 

 
 

 
 
 
 
 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
 

 
 

 
3. 30/09/18 

 
 
 

 

SD17 Learning from never events cascaded via; 
Trust Wide 

• Safety Alert - Trust Communication  
• Patient Safety Clinical Risk 

Committee (PSCRC) – Trust 
Communication for Divisional 
communication by Governance 
Leads. 

ASCR 
• ASCR governance newsletter 
• Agenda item ASCR Governance 

Board 
• Agenda item Theatre Board 

 

 
 
Divisional Risk Leads 
Governance Directorate? 
 
 
 
 
Tim Whittlestone/  
Su Monk/ Niall Prosser 

 
 
Safety Alerts 
Agenda & Minutes 
Newsletter 

Dates to be 
added 

 

SD18 The trust will review pathways and actions 
required to minimise the risk of serious delays 
in patients receiving cancer treatment.  
 
 
 
 
 
 
The surgical division will continue to 
demonstrate a positive safety culture by 
ensuring that all incidents and near misses are 
reported, and the duty of candour is actioned 
when necessary. 
 

Salah Albuheissi – Urology 
Clinical Lead & MDT Lead, 
Ceit Scott-Assistant 
General Manager, Renal, 
Urology and Vascular, Sam 
Wadham, Cancer 
Performance Manager  
 
Su Monk, Sasi 
Govindarajulu, ASCR 
Governance Lead 
Consultant, Linda Bourton, 
ASCR Clinical 
Governance Lead Nurse 

Delivery of Urology Cancer 
Recovery & Sustainability 
Action Plan 
 
Meeting Cancer waiting time 
standards, particularly 62 day 
standard. 
 
 
Datix Incident reports 
Cluster & Divisional 
Governance reviews of incident 
trends. 

Dates to be 
added 
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Surgery Action Plan 
Ref NBT Action Lead(s) Responsible Ongoing Assurance  Completion 

Date & Status Progress Update 

SD19 All cancer timed pathways have been 
reviewed in last 6 months. These will continue 
to be reviewed at least annually, or in line with 
changes in NICE guidance, or national policy.  
 
Weekly PTL monitoring and escalation for all 
individual patients undertaken to manage 
expedited their delay risk. 
 
Fortnightly review with AD Performance. 
 
Currently building a Somerset Wiltshire Avon 
Gloucester cross-network (weekly call) review.  
 
2WW & 62 day trajectories for each tumour 
site – SW, AGM for each specialty (shared 
with CCG). 
 
Participation in Cancer Alliance pathway 
redesign (e.g. Lung, FIT test – Pathology, 
Prostate pathway across region). 
 

Sam Wadham with AGM, 
MDT lead and CNS, 
Radiology & Pathology 
 
 
Sam Wadham with AGM, 
or Clinical team 
 
 
Sam Wadham 
 
Sam Wadham 
 
 
Sam Wadham with AGM 
 
 
 
Sam Wadham & Urology 
Lead 

National Cancer 62-Day 
Standard achieved 
Maintain performance against 
other cancer waiting time 
standards 
 
No elective 52 week breaches 
 
Divisional Board oversight  
 
Cancer Delivery Board 
oversight 
 
Monthly CCG oversight – 
BNSSG Cancer Working 
Group, Monthly Cancer 
Performance & breach review. 
 
 
 
 
 
 

Ongoing 
 
 
 
 

Ongoing 
 
 
 

Ongoing 
 
 

Ongoing 
 

30/04/18 
(trajectories 

agreed) 
 

30/09/18 
(pathways 
agreed) 

 
 

SD20 Monitoring of cancelled operations as a 
percentage of elective admissions are in line 
with the England average. 
   

Niall Prosser Theatre Board monitoring and 
actions  

Dates to be 
added 

 

SD21 Theatre utilisation monitored through Theatre 
Efficiency Group (TEG) and reports to Theatre 
Board. 
 
Theatre improvement programme group 
established in MSK Cluster & General 
Surgery, 2018/19 schedule of improvement 
expands this to develop TIP programmes 
within all Clusters. 
 

Michael Whitmore   TEG theatre Utilisation data - 
Weekly data reviews 
TIP programme performance  
 

Dates to be 
added 

 

SD22 A review of the NBT Surgical bed model, 
removal of the issue of surgical patients cared 
for outside of the surgical allocated bed base. 
 

Tim Whittlestone/  
Su Monk/ Niall Prosser  

Trust Bed Model March 2018                      
 
ASCR bed reconfiguration April 
2018 

Completed   
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Surgery Action Plan 
Ref NBT Action Lead(s) Responsible Ongoing Assurance  Completion 

Date & Status Progress Update 

SD23 Continuation of auditing of infection control 
practices within Theatres, with the challenging 
and reporting of non-compliance in 
accordance with our Theatre Etiquette 
document. 
 

Tim Whittlestone /          
Su Monk / Dawn Hird 

Datix incident reports 
Quality Audit results 
 

Dates to be 
added 

 

SD24 All appliances to have daily recorded 
monitoring. 
 
Ensure all identified staff are aware of the 
need to record daily information. 
 
Review of 5 day service units, - those closed 
Saturday/Sunday with Pharmacy to provide 
standard operating procedure for 5 day units. 

ASCR & NMSK Matrons Matrons monthly quality 
walkrounds include monitoring 
of fridge temperature 
records "6.6 Do all drug fridges 
have temperature records 
completed?" 

Dates to be 
added 

 

SD25 Resus equipment checklists already in place, 
the checks need completing more rigorously 
on a daily basis. 
  
  
 

ASCR & NMSK Matrons Matron Quality review includes 
checking and  
 
Matron to review compliance 
with checking with Ward 
manager. 

Dates to be 
added 

 

SD26 Divisional communication to all Medical Staff 
regarding Freedom to Speak up Guardian,  
 
Provide signage in medical staff offices 
 
Agenda item for communication al Divisional 
Governance Board  

Tim Whittlestone Communication 
 
 
Signage 
 
Agenda 

Dates to be 
added 

 

SD27 Clinical Variation is reviewed at speciality 
Governance meetings and included within the 
highlight report from speciality governance 
meetings and reported to ASCR governance 
Board.  

ASCR Speciality 
Governance Leads 

ASCR governance board 
meeting minutes, highlight 
reports 

Dates to be 
added 

 

SD28 Action to be updated/clarified 
 
The trust should ensure that family members 
are not used to help in translation services 
Interpreters  
 

TBC TBC Dates to be 
added 

 

SD29 Skills Matrix developed within NBT Theatres 
to be developed and rolled out other Clinical 

Kath Bloomberg/Matrons Skills Matrix 
 

Dates to be 
added 
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Surgery Action Plan 
Ref NBT Action Lead(s) Responsible Ongoing Assurance  Completion 

Date & Status Progress Update 

Areas within ASCR 
SD30 Quality & Workforce review meeting held 

monthly for each clinical area, membership 
Ward Manager, Matron, lead Nurse, AGM, 
People & Finance partners. 
 
Cluster Level review meeting held monthly 
membership CD, GM, HoN, People & Finance 
Partner with AGM, Speciality Lead, Matron 

Lead Nurses 
 
 
 
 
Divisional Management 
Team 

Minutes,  
Quality review slides 
 
 
 
Minutes,  
Quality review slides 

Dates to be 
added 
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End of Life Care: Action Plan 

 
 
 
 
 
 

END OF LIFE CARE 
ACTION PLAN 
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End of Life Care: Action Plan 
 

Theme/Service End of Life Care Overall Status 

Divisional Lead(s) Medicine 
ON TRACK Operational 

Lead(s)  

 
CQC Regulation Details (if applicable): 
 
Regulation 13: Safeguarding service (2) Safeguarding service users from abuse and improper treatment: Systems and processes must be established  
users from abuse and improper treatment and operated effectively to prevent abuse of service users. 
 
Regulation 17: Good governance (1) Good Governance: Systems or processes must be established and operated effectively to ensure compliance 

with the requirements in this Part. 
(2) Without limiting paragraph (1), such systems or processes must enable the registered person, in particular, to: 

(b) assess, monitor and mitigate the risks relating to the health, safety and welfare of service users and others who 
may be at risk which arise from 
the carrying on of the regulated activity; 

 
CQC Actions: 
 
Ref Requirement CQC Action Status 
MD15 Regulation 13(2) The trust must ensure mental capacity assessments are completed and recorded in line with the Mental Capacity Act 2005.  
MD17 Regulation 17(2)(b) The trust must ensure there are processes in place which allow the end of life service to monitor and learn from incidents.  
MD18 Regulation 17(2)(b) The trust must staff the service to meet the needs of patients.  
SD31 n/a The trust should address the non-compliance with mandatory training within the palliative care team.  
SD32 n/a The trust should consider the approach to the monitoring, learning and disseminating messages from complaints relating to end 

of life care. 
 

SD33 n/a The trust should consider how to implement a seven-day service for end of life care in line with national guidance.  
SD34 n/a The trust should consider ways to improve staff awareness and confidence in advance care planning.  
SD35 n/a The trust should look at options for monitoring of refrigerator temperatures outside of hours in the mortuary for equipment that is 

not currently connected to the main system 
 

 
 
Action already taken since CQC Inspection: 
 
Following the inspection the business case approval for the additional specialist palliative care consultant team was approved and locum cover arranged pending the 
permanent appointees arriving. The assurance required around discussion of incidents and complaints will be facilitated through the Datix system which went live on the 1st 
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End of Life Care: Action Plan 
December 2017 following a 6 month implementation project. The challenges around the application of the Mental Capacity Act have been incorporated into a planned internal 
audit by KPMG to help inform the development of a new service model and accompanying training plan and programme. The ‘Purple Butterfly’ Quality Improvement project 
has developed well and the successes noted in the pilot areas are informing the wider trust rollout, as always planned. This provides an excellent basis for building on the 
Outstanding elements identified within the caring domain within the inspection. 
 
 
NBT Actions 
 

Ref NBT Action Lead(s) Responsible Ongoing Assurance  Completion 
Date & Status Progress Update 

MD15 

5. A Trustwide Mental Capacity Act/DOLS 
improvement programme will be 
established, led corporately by the Deputy 
Director of Nursing and Head of Patient 
experience, with support from subject 
specialists and working with the divisional 
teams. 

 
6. The KPMG annual internal audit of CQC 

regulations includes a review of the levels of 
knowledge and awareness in a sample of 
clinical areas. The outcomes will be 
reviewed to inform the training needs 
analysis. 

 
7. The current policy will be reviewed, updated 

and a rollout plan agreed that includes the 
training referred to above and also 
establishes the ongoing assurance 
approach to ensure this is successfully 
embedded across the Trust. 

 
8. E-learning packages, face to face training 

for Heads of Nursing and Matrons and also 
some bespoke tailored training in high 
risk/specialised areas will be established 
and delivered. 

 
9. The Treatment Escalation Planning 

Document will be amended to improve the 
clarity of documentation of mental capacity 
relating to end of life decision making. 

1-4.Gill Brook, Head of 
Patient Experience & 
Carole Tookey, 
Deputy Director of 
Nursing 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
5. Clare Kendall, Trust 

End of Life Care Lead 
Consultant 

1-4. Lead Operational Group 
– Safeguarding Committee 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
5. End of Life Steering Group 
 
 

5. 30/04/18 
 
 
 
 
 
 

6. 31/05/18 
 
 
 
 
 
 
 

7. 31/07/18 
 
 
 
 
 
 

8. 30/09/18 
 
 
 
 
 

9. 30/09/18 
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End of Life Care: Action Plan 
Ref NBT Action Lead(s) Responsible Ongoing Assurance  Completion 

Date & Status Progress Update 

MD17 

1. The existing fields established within the 
new incident management system, Datix, 
will be reviewed in a standardised 
reporting format at each End of Life Group 
to identify key learning and the adequacy 
of actions set out within each incident 
management plan.  
 

2. This review will be documented in the 
minutes of each group. 

 

1. Kerrie Jose, Datix 
Project Implementation 
manager / Clare 
Kendall 

 
 
 
 
2. Clare Kendall/Liz Bell 

(PA) 

1. Reviewed at each End of 
Life Steering group 

 
 
 
 
 
 
2. Minutes of EOL Steering 

Group 

1. 30/04/18 
 
 
 
 
 
 
 

2. 31/05/18 

 

MD18 

Since the November 2017 inspection, the 
Trust has approved and appointed 2.0 WTE 
substantive consultants. This means that the 
Consultant rota is now adequately staffed, with 
the permanent consultants starting in June and 
July 2018. In the interim, locum cover is 
enabling the running of a 9am - 5pm face to 
face service from Monday to Friday with a 7 
day 24 hour telephone advice service. 
 

Clare Kendall Medicine Division (Lead 
Operational Division)  
 
End of Life Steering Group 
(Corporate Oversight) 

Already 
implemented. 

 

SD31 The trust should address the non-compliance 
with mandatory training within the palliative 
care team. 
 
Since the inspection the non-compliance with 
mandatory training within the palliative care 
team has been addressed and training is now 
up to date. The Nursing management lead 
within the Specialist Palliative Care team will 
ensure that full compliance is maintained on 
an ongoing basis in future. 
 

Nikki Jordan, Lead 
Palliative Care Clinical 
Nurse Specialist 
  

Management Reporting – 
Professional Responsibility 

Immediate & 
ongoing 

 

SD32 1. An additional code will be added to Datix 
so that where an end of life element is 
identified within a complaint this will be 
logged in the system. 

 
2. A report will be provided and reviewed in a 

standardised reporting format at each End 
of Life Group to identify key learning and 

1&2. Kerrie Jose / Clare 
Kendall 
 
 
 
 
 
 

1&2. Reviewed at each End 
of Life Steering group 

 
 
 
 
 
 

1. 30/04/18 
 
 
 
 

2. 30/06/18 
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End of Life Care: Action Plan 
Ref NBT Action Lead(s) Responsible Ongoing Assurance  Completion 

Date & Status Progress Update 

the adequacy of actions set out within 
each complaint response. 

 
3. This review will be documented in the 

minutes of each group. 
 

 
 
 
3. Clare Kendall/Liz Bell 

 
 
 
3. Minutes of EOL Steering 
Group 

 
 
 
 

3. 30/06/18 

SD33 Since the November 2017 inspection, the 
Trust has approved and appointed 2.0 WTE 
substantive consultants. This means that the 
Consultant rota is now adequately staffed, with 
the permanent consultants starting in June and 
July 2018.  
 
In the interim, locum cover is enabling the 
running of a 9am - 5pm face to face service 
from Monday to Friday with a 7 day 24 hour 
telephone advice service. 
 

Clare Kendall Medicine Division (Lead 
Operational Division)  
 
End of Life Steering Group 
(Corporate Oversight) 

Already 
implemented. 

 

SD34 1. Through the End of Life Steering group 
this finding will be reviewed and 
incorporated into planning of staff training, 
for example as part of the current patient-
centred Quality Improvement project 
(‘Purple Butterfly’). 

 
2. Ongoing audit is planned using the Trust’s 

Back to the Floor programme and the 
National Audit of Care at End of Life. 

 

Clare Kendall  1. Trust roll out 
from 

09/04/18 -
16/04/18 

 
 
 

2. April-Oct. 
2018 

(31/10/18) 

 

SD35 The monitoring of fridge temperatures out of 
hours has been addressed in line with 
recommendations made in 2017 following 
review by UKAS and HTA. A wireless 
monitoring system (T-scan) has been installed. 
All units will be monitored with calibrated 
thermometer on a daily basis including 
weekends. 
 

Andrew Heryet, 
Laboratory Manager, 
Cellular Pathology 

Operational Management 
oversight through Cellular 
Pathology team. 

31/03/18 
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Outpatients: Action Plan 

 
 
 
 
 
 

OUTPATIENTS 
ACTION PLAN 
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Outpatients: Action Plan 
 
 

Theme/Service Outpatients  Overall Status 

Divisional Lead(s) Core Clinical 
ON TRACK Operational 

Lead(s)  

 
CQC Regulation Details (if applicable): 
 
None 
 
CQC Actions: 
 
Ref Requirement CQC Action Status 
SD36 n/a The trust should maintain the security and confidentiality of patient records and information at all times  
SD37 n/a The trust should improve safeguarding training rates for healthcare assistants and support staff.  
SD38 n/a The trust should improve the staffing rotas in outpatients to reduce understaffing.  
SD39 n/a The trust should improve the appraisal rates of all staff groups working in outpatients.  
SD40 n/a The trust should make the use of clinics more efficient.  
SD41 n/a The trust should improve access to information on how to make a complaint.  
SD42 n/a The trust should produce plans to develop the leadership team.  
 
 
Action already taken since CQC Inspection: 
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Outpatients: Action Plan 
 
NBT Actions 
 

Ref NBT Action Lead(s) Responsible Ongoing Assurance  Completion 
Date & Status Progress Update 

SD36 Patient records will continue to be stored in 
locked trolleys where available, otherwise they 
will be stored in staff only areas. 
 
As EDMS rollout progresses, bulky records will 
be replaced by skinny files.   
 
Outpatients will purchase additional lockable 
trolleys. 
 

Helen Sack, Outpatients 
Ward Sister / Louise 
Pearse, Outpatients 
Matron 

Matron walkabouts to 
incorporate check of notes 
security.  
 
All new staff inducted in the 
secure management of 
patient notes.  
 
Band 6 and 7 daily monitoring 
of note storage with remedial 
actions as necessary,    
 

Ongoing (other 
actions) 

 
 
 

31/05/18 (new 
lockable trollies 
implemented) 

 
 

 

SD37 Trust has reinstated mandatory study and staff 
are being booked onto training. 
 

Helen Sack/Nick Evans, 
Outpatients Service 
Manager 

HR Partner sends monthly 
compliance rates.   
 
These will be monitored and 
non-compliance challenged 
via monthly divisional 
governance meeting (95% 
compliance target set for all 
mandatory training). 
 

On-going  

SD38 Ongoing recruitment to budget.  Advert for 
registered nurses to be placed early April 
2018.  Interviews undertaken and posts offered 
– 4 new starters during April 2018.   
 
Effective rota planning based on clinic 
schedules.   
 
Effective sickness absence management as 
per Trust policy. 
 

Louise Pearse Vacancies and sickness 
levels reported and reviewed 
at monthly divisional 
governance meeting.   KPIs 
set as follows: 
• Sickness target of 3.8% in 

line with Trust standard.   
 
• Sickness policy to be 

enforced e.g. return to 
work interviews 100%, 
robust management of 
sickness when targets are 
breached.   

• Recruit to vacancies within 

On-going  
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Outpatients: Action Plan 
Ref NBT Action Lead(s) Responsible Ongoing Assurance  Completion 

Date & Status Progress Update 

2 months of post becoming 
vacant.  

SD39 Dedicated appraisal dates agreed.  Uptake will 
be monitored by managers. 
 
Appraisal training undertaken by nursing team 
to increase the number of appraisers.   
 

Louise Pearse/Nick Evans • All appraisals to be 
completed by 31st October 
2018. 

• Performance reported and 
reviewed at monthly 
divisional governance 
meeting.   

31/10/18  

SD40 Each division is responsible for improving their 
own clinical utilisation, which feeds into the 
Outpatients Improvement Plan. 
 
 

Nick Evans/Divisional 
AGMs. 

Clinic utilisation report 
developed by BI and 
distributed to Divisions. 
 
Agenda item at Outpatients 
Board.   
 

On-going  

SD41 Leaflets available (and visible) on all gates and 
reception areas. 
 
Outpatient staff will be briefed by the Specialty 
Manager and Matron in relation to the 
complaints process.     
 
New staff briefed as part of induction on 
complaints process and availability of leaflets.   
 

Louise Pearse /  
Nick Evans 

Matrons walk round 
monitoring availability of 
leaflets on a monthly basis.   
 

30/04/18 – 
staff briefed. 

 
On-going 
matron 

walkabouts. 

 

SD42 Outpatient Managers to be part of SLM 
development programme.   
 
Specific development and training 
requirements discussed and agreed as part of 
annual appraisal process.   
 

Sarah Robinson, General 
Manager, CCS/ Rommel 
Ravanan, Clinical 
Director, CCS 

HR specific training 
commenced  – attendance 
monitored by HR Business 
Partner, matron and specialty 
manager.   
Reported via divisional 
management team.   

31/08/18 
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Report to: Trust Board Agenda item:  10 

Date of Meeting: 5 April 2018 

 
Report Title: Staff Attitude Survey 2017 – Full Results 

Status: Information Discussion Assurance Approval 

x x   

Prepared by: Guy Dickson, Head of People Strategy – People & Transformation 

Executive Sponsor (presenting): Jacolyn Fergusson, Director of People and Transformation 

Appendices (list if applicable): Appendix 1 – NHS Staff Survey Report 2017 (Summary) 
Appendix 2 – NHS Staff Survey Report 2017 (Full) 
Appendix 3 – Trust Wide Summary of Results 
Appendix 4 – Example Divisional Summary of Results Template 

 
Recommendation:  

Note the Staff Survey key results, the areas of focus and actions being taken as a result. 

 
Executive Summary:  
The number of trust employees responding to the 2017 survey was vastly improved and, at 46%, better than the national average 
for acute trusts of 44%. The full survey results confirm that we have made progress in many areas, although we still lag behind 
comparator trusts. Overall the size of changes are not large since 2016 – both in improvements and areas where we have 
worsened. However it is also true that in many areas we are close to the comparator average and fairly modest increases could see 
us comparing more favourably. 



North Bristol NHS Trust 

 
Five main themes for improvement have been identified from the survey and agreed at Workforce Committee on 20/2/18, which are 
consistent with the strategic pieces of work already underway within the Trust: Workload and Resources; Mandatory Training; Staff 
Health & Wellbeing; Management Development; Communication and Engagement. We, therefore, plan to use these areas of focus 
to engage staff support behind such initiatives as Winter Engagement, Patient Flow, Leadership Development, Retention, etc. – 
which directly relate to the areas of concern raised by staff. 
We set two Corporate KPI targets for 2017/18:  increase the overall engagement score in the staff survey (from 3.71 to 3.81 which 
was the 2016 average); and improve scores achieved in the staff survey in the health and wellbeing categories to be better than the 
average for all Trusts. Whilst we improved our performance overall in these areas, we did not achieve these targets.   
Our engagement score increased from 3.71 to 3.72, in contrast to the national trend which saw the average for acute trusts fall from 
3.81 to 3.79. In Health and Wellbeing, we have improved in two of the three relevant questions, but remain worse than the average 
for all Trusts in all three questions.  
A communications plan was agreed at Executive Team Meeting on 26/2/18. The aim of this was to: simplify the results into bitesize 
messages accessible to all staff; create a narrative description of what we as an organisation think of the results, how we feel about 
them and what we intend to do about them; and engage support behind the improvement programmes we have underway, by 
making clear the links between what staff are telling us about the improvements needed and the programmes of work. Two key 
products of this plan were:  the corporate results summary (Appendix 3); and a video of the Chief Executive giving her reaction to 
the results and thanking staff for their input.  
The five areas of focus for action will be referred to throughout the year as we take forward related improvement programmes and 
engage people behind them. Simultaneously, analysis and actions will be taken at a local level and on an ongoing basis through a 
range of forums including Happy App. 

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

1. Purpose 
1.1. To inform the Trust Board on the full results of the 

2017 Staff Attitude Survey; update on progress against 
the corporate objectives; confirm areas of strength, 
themes for action and recommend the corporate 
narrative to staff.  

2. Background 

2.1. On 1 February 2017 the Trust received the initial 
results from the 2017 Staff Attitude Survey from Quality 
Health (the third party provider of the delivery of the 
survey). This was shared with the Executive Team and 
Workforce Committee during the week commencing 19 
February 2017. The full results were received from 
Quality Health on 20 February 2017, containing some 
additional information such as engagement rates and 
national comparisons.  

2.2. All results were embargoed until March 6, 2018, when 
the full results were published nationally. 

 
3. The Results 
3.1. Response Rates 

 2017 2016 

Response rate 46.4% 32% 

Number of people surveyed 7983 1250 

Total responses  3703 401 

 

We had 3703 staff take part in the 2017 survey. This is a 
response rate of 46% which is above average for acute 
trusts in England (44%), and compares with a response rate 
of 32% in this trust in the 2016 survey. This is a very positive 
sign: that staff wish to have their say and are willing and 
empowered to take the time to do so. The themes emerging 
are similar to last year, when a ‘sample’ approach was 
taken, so it seems the sample gives us a good indication of 
how staff were feeling. The disadvantage, however, of a 
sample approach is that it is difficult to drill down into 
different areas and have confidence in the data; and the 
majority of staff who have not completed a survey may not 
feel it is representative of them – or be disengaged by not 
having the opportunity to have their say. 
 
3.2.  Progress Against Corporate Objectives: 

Engagement and Health and Wellbeing 
The two corporate objectives for 2017/18 and our 
performance against them is as follows: 

3.2.1 Increase the overall engagement score in the staff 
survey (from 3.71 to 3.81). (Not Achieved) 

 
 2017 2016 2015 

 

Overall engagement score 

 

3.72 

 

3.71 

 

3.72 

 
The overall engagement score increased slightly, 
regaining a slight drop seen between 2015 and 2016.  
Whilst engagement has increased, the target has 
clearly been missed. The target was set as 3.81 

This document could be made public under the Freedom of Information Act 2000. 
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North Bristol NHS Trust 

because it was the national average for acute trusts in 
2016. In 2017, however, the national average 
engagement for acute trusts has dropped to 3.79.  
So, whilst not meeting the target, the gap between 
our Trust and the national average has been closed 
from a 0.1 gap in 2016 to a 0.07 gap in 2017. 

 
3.2.2 Improve scores achieved in the staff survey in 

the health and wellbeing categories to be better 
than the average for all Trusts.  (Not Achieved) 

 
Overall, we have improved in two of the three relevant 
questions and remain worse than the average for all Trusts 
in all three questions. 
 
Health & Wellbeing 
Question 1 

2017 
NBT 

2017 
Others 

2016 
NBT 

2016 
Others 

Percentage of staff feeling 
unwell due to work related 
stress in the last 12 months 
(lower scores are better) 

42% 36% 37% 35% 

(* ‘Others’ means the national average for acute trusts) 

We have had an increase which is a negative and is 
reflective of the absence data we have been seeing. The 
national average has increased slightly from last year. 
Of all the results in the staff survey, this is the only change 
since 2016 which the national statistical analysis considers 
to be statistically significant. (Full report, Appendix 2, Table 
A2.1, page 47). 

 
Health and Wellbeing 
Question 2 

2017 
NBT 

2017 
Others 

2016 
NBT 

2016 
Others 

Percentage of staff attending 
work in the last 3 months 
despite feeling unwell 
because they felt pressure 
from their manager, 
colleagues or themselves 
(lower scores are better) 

56% 52% 60% 56% 

 
We have improved at the same rate that the national 
average has improved – but we remain below the national 
average. 
 
Health and Wellbeing 
Question 3 

2017 
NBT 

2017 
Others 

2016 
NBT 

2016 
Others 

Organisation and 
management interest in and 
action on health and 
wellbeing (higher scores are 
better). 

3.48 3.62 3.44 3.61 

 
We have improved since 2016, and at a higher rate than 
the national average improvement.  However, whilst we 
have closed the gap slightly, we are still below the national 
average. 
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North Bristol NHS Trust 

3.3 Overall Picture 
As highlighted in the summary report (Appendix 1), we 
have made progress in a large number of areas.  
Notably, the most important result is employee 
engagement - at NBT it has increased slightly whereas 
the national average has fallen. 
Overall the size of changes is not large since 2016 – 
both in improvements and areas where we have 
worsened. It is also true, however, that in many areas 
we are close to the comparator average and fairly 
modest increases could see us comparing more 
favourably. 

 
4.  Responding to the Survey Results 
4.1 Corporate Improvement Focus Areas 

At Workforce Committee, five key areas of focus 
indicated by the results were agreed:  
1. Workload and Resources 
2. Mandatory Training 
3. Health and Wellbeing 
4. Management/Leadership Development  
5. Communication and Engagement 

The full data now available to us further justifies these 
areas. 
 

None of these areas are a surprise, and in most we 
have seen improvements this year. These are a 
continuation of the journey we are on. Recognising 
these as priority areas is important, because significant 
work is already underway in all of them. This justifies 
the choices we are making about directing our 
resources and enables us to engage staff support 
behind the improvement programmes such as Patient 
Flow (Perform). 

4.2  Strengths 
Additionally, we have celebrated our strengths and 
areas that have improved. In particular, these are: 

• Violence/Bullying/Harassment/Discrimination 

• Patient care 
In these areas, overall we have both improved and we 
are better than the national acute trust average. 

 
4.3  Actions underway 

The following actions were agreed by Workforce 
Committee and are now underway: 
1. A narrative was developed ahead of the publication 

date (6 March), describing the strengths and focus 
areas, with initial indications of the work that we 
are planning/already in train to move these forward 
(Patient Flow, Leadership Development, 
Mandatory Training, Health and Wellbeing, Staff 
Retention, Engagement, etc.) across the Trust.   

This document could be made public under the Freedom of Information Act 2000. 
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North Bristol NHS Trust 

2. People Partners are taking Division level results out 
to Divisional Leadership teams so that they can 
understand how the results are in their particular 
areas and identify local actions where appropriate. A 
template for summarising results in the same format 
as the Trust-wide version has been made available to 
them (example in Appendix 4). 

3. The narrative and improvement focus areas are used 
throughout the coming year as context for why we are 
prioritising the things we are, with successes 
celebrated.   

4. Ongoing local engagement (e.g. via Happy App) will 
be used to identify and fix local issues, including 
those related to the corporate issues. 

5. A paper is brought to Workforce Committee making 
particular recommendations regarding Health and 
Wellbeing activity in March-April 2018. 

6. A paper is brought to Workforce Committee making 
particular recommendations regarding 
Communications and Engagement activity in April-
May 2018. 

 
Alongside the staff survey as a method for engagement, we 
need to now find ways of seeking feedback in a simpler, 
more timely, and accessible way. The recommendation is 
that we explore the enhanced functionality of Happy App for 
doing this, through the newly established Retention Group. 
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1. Introduction to this report

This report presents the findings of the 2017 national NHS staff survey conducted in North
Bristol NHS Trust.

In section 2 of this report, we present an overall indicator of staff engagement. Full details of how
this indicator was created can be found in the document Making sense of your staff survey
data, which can be downloaded from www.nhsstaffsurveys.com.

In sections 3 and 4 of this report, the findings of the questionnaire have been summarised and
presented in the form of 32 Key Findings.

These sections of the report have been structured thematically so that Key Findings are grouped
appropriately. There are nine themes within this report:

• Appraisals & support for development

• Equality & diversity

• Errors & incidents

• Health and wellbeing

• Working patterns

• Job satisfaction

• Managers

• Patient care & experience

• Violence, harassment & bullying

Please note, two Key Findings have had their calculation changed and there have been minor
changes to the benchmarking groups for social enterprises since last year. For more detail on
these changes, please see the Making sense of your staff survey data document.

As in previous years, there are two types of Key Finding:

- percentage scores, i.e. percentage of staff giving a particular response to one, or a
series of, survey questions

- scale summary scores, calculated by converting staff responses to particular
questions into scores. For each of these scale summary scores, the minimum score
is always 1 and the maximum score is 5

A longer and more detailed report of the 2017 survey results for North Bristol NHS Trust can be
downloaded from: www.nhsstaffsurveys.com. This report provides detailed breakdowns of the
Key Finding scores by directorate, occupational groups and demographic groups, and details of
each question included in the core questionnaire.

This organisation has been placed in a different benchmark group to 2016 due to a change in
the services the organisation provides.
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Your Organisation

The scores presented below are un-weighted question level scores for questions Q21a, Q21b,
Q21c and Q21d and the un-weighted score for Key Finding 1. The percentages for Q21a – Q21d
are created by combining the responses for those who “Agree” and “Strongly Agree” compared
to the total number of staff that responded to the question.

Q21a, Q21c and Q21d feed into Key Finding 1 “Staff recommendation of the organisation as a
place to work or receive treatment”.

Your Trust
in 2017

Average
(median) for
acute trusts

Your Trust
in 2016

Q21a "Care of patients / service users is my organisation's
top priority"

73% 76% 69%

Q21b "My organisation acts on concerns raised by patients /
service users"

68% 73% 67%

Q21c "I would recommend my organisation as a place to
work"

54% 61% 54%

Q21d "If a friend or relative needed treatment, I would be
happy with the standard of care provided by this
organisation"

71% 71% 65%

KF1. Staff recommendation of the organisation as a place to
work or receive treatment (Q21a, 21c-d)

3.68 3.76 3.62
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2. Overall indicator of staff engagement for North Bristol NHS Trust

The figure below shows how North Bristol NHS Trust compares with other acute trusts on an
overall indicator of staff engagement. Possible scores range from 1 to 5, with 1 indicating that staff
are poorly engaged (with their work, their team and their trust) and 5 indicating that staff are highly
engaged. The trust's score of 3.72 was below (worse than) average when compared with trusts of
a similar type.

OVERALL STAFF ENGAGEMENT

This overall indicator of staff engagement has been calculated using the questions that make up
Key Findings 1, 4 and 7. These Key Findings relate to the following aspects of staff engagement:
staff members’ perceived ability to contribute to improvements at work (Key Finding 7); their
willingness to recommend the trust as a place to work or receive treatment (Key Finding 1); and
the extent to which they feel motivated and engaged with their work (Key Finding 4).

The table below shows how North Bristol NHS Trust compares with other acute trusts on each of
the sub-dimensions of staff engagement, and whether there has been a significant change since
the 2016 survey.

Change since 2016 survey Ranking, compared with
all acute trusts

OVERALL STAFF ENGAGEMENT No change ! Below (worse than) average

KF1. Staff recommendation of the trust as a place
to work or receive treatment

(the extent to which staff think care of patients/service users
is the trust’s top priority, would recommend their trust to
others as a place to work, and would be happy with the
standard of care provided by the trust if a friend or relative
needed treatment.)

No change ! Below (worse than) average

KF4. Staff motivation at work

(the extent to which they look forward to going to work, and
are enthusiastic about and absorbed in their jobs.)

No change ! Lowest (worst) 20%

KF7. Staff ability to contribute towards
improvements at work

(the extent to which staff are able to make suggestions to
improve the work of their team, have frequent opportunities
to show initiative in their role, and are able to make
improvements at work.)

No change ! Below (worse than) average

Full details of how the overall indicator of staff engagement was created can be found in the
document Making sense of your staff survey data.
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For each of the 32 Key Findings, the acute trusts in England were placed in order from 1 (the top ranking score) to 93
(the bottom ranking score). North Bristol NHS Trust’s five highest ranking scores are presented here, i.e. those for
which the trust’s Key Finding score is ranked closest to 1. Further details about this can be found in the document
Making sense of your staff survey data.

3. Summary of 2017 Key Findings for North Bristol NHS Trust

3.1 Top and Bottom Ranking Scores

This page highlights the five Key Findings for which North Bristol NHS Trust compares most
favourably with other acute trusts in England.

TOP FIVE RANKING SCORES

KF27. Percentage of staff / colleagues reporting most recent experience of harassment,
bullying or abuse

KF20. Percentage of staff experiencing discrimination at work in the last 12 months

KF16. Percentage of staff working extra hours

KF23. Percentage of staff experiencing physical violence from staff in last 12 months

KF24. Percentage of staff / colleagues reporting most recent experience of violence
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For each of the 32 Key Findings, the acute trusts in England were placed in order from 1 (the top ranking score) to 93
(the bottom ranking score). North Bristol NHS Trust’s five lowest ranking scores are presented here, i.e. those for
which the trust’s Key Finding score is ranked closest to 93. Further details about this can be found in the document
Making sense of your staff survey data.

This page highlights the five Key Findings for which North Bristol NHS Trust compares least
favourably with other acute trusts in England. It is suggested that these areas might be seen as
a starting point for local action to improve as an employer.

BOTTOM FIVE RANKING SCORES

! KF2. Staff satisfaction with the quality of work and care they are able to deliver

! KF28. Percentage of staff witnessing potentially harmful errors, near misses or
incidents in last month

! KF17. Percentage of staff feeling unwell due to work related stress in the last 12 months

! KF14. Staff satisfaction with resourcing and support

! KF4. Staff motivation at work
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Because the Key Findings vary considerably in terms of subject matter and format (e.g. some are percentage scores,
others are scale scores), a straightforward comparison of score changes is not the appropriate way to establish which
Key Findings have deteriorated the most. Rather, the extent of 2016-2017 change for each Key Finding has been
measured in relation to the national variation for that Key Finding. Further details about this can be found in the
document Making sense of your staff survey data.

3.2 Largest Local Changes since the 2016 Survey

This page highlights the Key Finding that has deteriorated at North Bristol NHS Trust since the
2016 survey. It is suggested that this might be seen as a starting point for local action to improve
as an employer.

WHERE STAFF EXPERIENCE HAS DETERIORATED

! KF17. Percentage of staff feeling unwell due to work related stress in the last 12 months
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3.3. Summary of all Key Findings for North Bristol NHS Trust

KEY

Green = Positive finding, e.g. there has been a statistically significant positive change in the Key Finding since the
2016 survey.
Red = Negative finding, e.g. there has been a statistically significant negative change in the Key Finding since the
2016 survey.
Grey = No change, e.g. there has been no statistically significant change in this Key Finding since the 2016
survey.
For most of the Key Finding scores in this table, the higher the score the better. However, there are some scores
for which a high score would represent a negative finding. For these scores, which are marked with an asterisk
and in italics, the lower the score the better.

Change since 2016 survey
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3.3. Summary of all Key Findings for North Bristol NHS Trust

KEY

Green = Positive finding, e.g. there has been a statistically significant positive change in the Key Finding since the
2016 survey.
Red = Negative finding, e.g. there has been a statistically significant negative change in the Key Finding since the
2016 survey.
Grey = No change, e.g. there has been no statistically significant change in this Key Finding since the 2016
survey.
For most of the Key Finding scores in this table, the higher the score the better. However, there are some scores
for which a high score would represent a negative finding. For these scores, which are marked with an asterisk
and in italics, the lower the score the better.

Change since 2016 survey (cont)
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3.3. Summary of all Key Findings for North Bristol NHS Trust

KEY

Green = Positive finding, e.g. better than average. If a is shown the score is in the best 20% of acute trusts
Red = Negative finding, i.e. worse than average. If a ! is shown the score is in the worst 20% of acute trusts.
Grey = Average.
For most of the Key Finding scores in this table, the higher the score the better. However, there are some scores
for which a high score would represent a negative finding. For these scores, which are marked with an asterisk
and in italics, the lower the score the better.

Comparison with all acute trusts in 2017
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3.3. Summary of all Key Findings for North Bristol NHS Trust

KEY

Green = Positive finding, e.g. better than average. If a is shown the score is in the best 20% of acute trusts
Red = Negative finding, i.e. worse than average. If a ! is shown the score is in the worst 20% of acute trusts.
Grey = Average.
For most of the Key Finding scores in this table, the higher the score the better. However, there are some scores
for which a high score would represent a negative finding. For these scores, which are marked with an asterisk
and in italics, the lower the score the better.

Comparison with all acute trusts in 2017 (cont)
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3.4. Summary of all Key Findings for North Bristol NHS Trust

KEY

Green = Positive finding, e.g. in the best 20% of acute trusts, better than average, better than 2016.

! Red = Negative finding, e.g. in the worst 20% of acute trusts, worse than average, worse than 2016.
'Change since 2016 survey' indicates whether there has been a statistically significant change in the Key
Finding since the 2016 survey.

-- No comparison to the 2016 data is possible.
* For most of the Key Finding scores in this table, the higher the score the better. However, there are some

scores for which a high score would represent a negative finding. For these scores, which are marked with an
asterisk and in italics, the lower the score the better.

Change since 2016 survey Ranking, compared with
all acute trusts in 2017

Appraisals & support for development

KF11. % appraised in last 12 mths No change ! Lowest (worst) 20%

KF12. Quality of appraisals No change ! Lowest (worst) 20%

KF13. Quality of non-mandatory training, learning or
development

No change ! Below (worse than) average

Equality & diversity

* KF20. % experiencing discrimination at work in last 12
mths

No change Below (better than) average

KF21. % believing the organisation provides equal
opportunities for career progression / promotion

No change Average

Errors & incidents

* KF28. % witnessing potentially harmful errors, near
misses or incidents in last mth

No change ! Highest (worst) 20%

KF29. % reporting errors, near misses or incidents
witnessed in last mth

No change ! Lowest (worst) 20%

KF30. Fairness and effectiveness of procedures for
reporting errors, near misses and incidents

No change ! Below (worse than) average

KF31. Staff confidence and security in reporting unsafe
clinical practice

No change ! Below (worse than) average

Health and wellbeing

* KF17. % feeling unwell due to work related stress in
last 12 mths ! Increase (worse than 16) ! Highest (worst) 20%

* KF18. % attending work in last 3 mths despite feeling
unwell because they felt pressure

No change ! Highest (worst) 20%

KF19. Org and mgmt interest in and action on health
and wellbeing

No change ! Lowest (worst) 20%

Working patterns

KF15. % satisfied with the opportunities for flexible
working patterns

No change ! Lowest (worst) 20%

* KF16. % working extra hours No change Below (better than) average
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3.4. Summary of all Key Findings for North Bristol NHS Trust (cont)

Change since 2016 survey Ranking, compared with
all acute trusts in 2017

Job satisfaction

KF1. Staff recommendation of the organisation as a
place to work or receive treatment

No change ! Below (worse than) average

KF4. Staff motivation at work No change ! Lowest (worst) 20%

KF7. % able to contribute towards improvements at
work

No change ! Below (worse than) average

KF8. Staff satisfaction with level of responsibility and
involvement

No change ! Below (worse than) average

KF9. Effective team working No change ! Lowest (worst) 20%

KF14. Staff satisfaction with resourcing and support No change ! Lowest (worst) 20%

Managers

KF5. Recognition and value of staff by managers and
the organisation

No change ! Lowest (worst) 20%

KF6. % reporting good communication between senior
management and staff

No change ! Lowest (worst) 20%

KF10. Support from immediate managers No change ! Lowest (worst) 20%

Patient care & experience

KF2. Staff satisfaction with the quality of work and care
they are able to deliver

No change ! Lowest (worst) 20%

KF3. % agreeing that their role makes a difference to
patients / service users

No change ! Below (worse than) average

KF32. Effective use of patient / service user feedback No change ! Below (worse than) average

Violence, harassment & bullying

* KF22. % experiencing physical violence from patients,
relatives or the public in last 12 mths

No change ! Above (worse than) average

* KF23. % experiencing physical violence from staff in
last 12 mths

No change Average

KF24. % reporting most recent experience of violence No change Average

* KF25. % experiencing harassment, bullying or abuse
from patients, relatives or the public in last 12 mths

No change Average

* KF26. % experiencing harassment, bullying or abuse
from staff in last 12 mths

No change Average

KF27. % reporting most recent experience of
harassment, bullying or abuse

No change Above (better than) average

14



1Questionnaires were sent to all 7983 staff eligible to receive the survey. This includes only staff employed directly by the
trust (i.e. excluding staff working for external contractors). It excludes bank staff unless they are also employed directly
elsewhere in the trust. When calculating the response rate, questionnaires could only be counted if they were received
with their ID number intact, by the closing date.

4. Key Findings for North Bristol NHS Trust

North Bristol NHS Trust had 3703 staff take part in this survey. This is a response rate of 46%1

which is above average for acute trusts in England (44%), and compares with a response rate of
32% in this trust in the 2016 survey.

This section presents each of the 32 Key Findings, using data from the trust's 2017 survey, and
compares these to other acute trusts in England and to the trust's performance in the 2016
survey. The findings are arranged under nine themes: appraisals and support for development,
equality and diversity, errors and incidents, health and wellbeing, working patterns, job
satisfaction, managers, patient care and experience , and violence, harassment and bullying.

Positive findings are indicated with a green arrow (e.g. where the trust is in the best 20% of
trusts, or where the score has improved since 2016). Negative findings are highlighted with a red
arrow (e.g. where the trust’s score is in the worst 20% of trusts, or where the score is not as
good as 2016). An equals sign indicates that there has been no change.

Appraisals & support for development

KEY FINDING 11. Percentage of staff appraised in last 12 months

KEY FINDING 12. Quality of appraisals

15



KEY FINDING 13. Quality of non-mandatory training, learning or development

Equality & diversity

KEY FINDING 20. Percentage of staff experiencing discrimination at work in the last 12
months

KEY FINDING 21. Percentage of staff believing that the organisation provides equal
opportunities for career progression or promotion

Errors & incidents

KEY FINDING 28. Percentage of staff witnessing potentially harmful errors, near misses
or incidents in last month
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KEY FINDING 29. Percentage of staff reporting errors, near misses or incidents witnessed
in the last month

KEY FINDING 30. Fairness and effectiveness of procedures for reporting errors, near
misses and incidents

KEY FINDING 31. Staff confidence and security in reporting unsafe clinical practice

Health and wellbeing

KEY FINDING 17. Percentage of staff feeling unwell due to work related stress in the last
12 months
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KEY FINDING 18. Percentage of staff attending work in the last 3 months despite feeling
unwell because they felt pressure from their manager, colleagues or themselves

KEY FINDING 19. Organisation and management interest in and action on health and
wellbeing

Working patterns

KEY FINDING 15. Percentage of staff satisfied with the opportunities for flexible working
patterns

KEY FINDING 16. Percentage of staff working extra hours
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Job satisfaction

KEY FINDING 1. Staff recommendation of the organisation as a place to work or receive
treatment

KEY FINDING 4. Staff motivation at work

KEY FINDING 7. Percentage of staff able to contribute towards improvements at work

KEY FINDING 8. Staff satisfaction with level of responsibility and involvement
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KEY FINDING 9. Effective team working

KEY FINDING 14. Staff satisfaction with resourcing and support

Managers

KEY FINDING 5. Recognition and value of staff by managers and the organisation

KEY FINDING 6. Percentage of staff reporting good communication between senior
management and staff
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KEY FINDING 10. Support from immediate managers

Patient care & experience

KEY FINDING 2. Staff satisfaction with the quality of work and care they are able to
deliver

KEY FINDING 3. Percentage of staff agreeing that their role makes a difference to patients
/ service users

KEY FINDING 32. Effective use of patient / service user feedback
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Violence, harassment & bullying

KEY FINDING 22. Percentage of staff experiencing physical violence from patients,
relatives or the public in last 12 months

KEY FINDING 23. Percentage of staff experiencing physical violence from staff in last 12
months

KEY FINDING 24. Percentage of staff / colleagues reporting most recent experience of
violence

KEY FINDING 25. Percentage of staff experiencing harassment, bullying or abuse from
patients, relatives or the public in last 12 months
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KEY FINDING 26. Percentage of staff experiencing harassment, bullying or abuse from
staff in last 12 months

KEY FINDING 27. Percentage of staff / colleagues reporting most recent experience of
harassment, bullying or abuse
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1. Introduction to this report

This report presents the findings of the 2017 national NHS staff survey conducted in North
Bristol NHS Trust.

In section 2 of this report, we present an overall indicator of staff engagement. Full details of how
this indicator was created can be found in the document Making sense of your staff survey
data, which can be downloaded from www.nhsstaffsurveys.com.

In sections 3, 4, 6 and 7 of this report, the findings of the questionnaire have been summarised
and presented in the form of 32 Key Findings.

In section 5 of this report, the data required for the Workforce Race Equality Standard (WRES) is
presented.

These sections of the report have been structured thematically so that Key Findings are grouped
appropriately. There are nine themes within this report:

• Appraisals & support for development

• Equality & diversity

• Errors & incidents

• Health and wellbeing

• Working patterns

• Job satisfaction

• Managers

• Patient care & experience

• Violence, harassment & bullying

Please note, two Key Findings have had their calculation changed and there have been minor
changes to the benchmarking groups for social enterprises since last year. For more detail on
these changes, please see the Making sense of your staff survey data document.

As in previous years, there are two types of Key Finding:

- percentage scores, i.e. percentage of staff giving a particular response to one, or a
series of, survey questions

- scale summary scores, calculated by converting staff responses to particular
questions into scores. For each of these scale summary scores, the minimum score
is always 1 and the maximum score is 5

Responses to the individual survey questions can be found in Appendix 3 of this report, along
with details of which survey questions were used to calculate the Key Findings.

This organisation has been placed in a different benchmark group to 2016 due to a change in
the services the organisation provides.
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Your Organisation

The scores presented below are un-weighted question level scores for questions Q21a, Q21b,
Q21c and Q21d and the un-weighted score for Key Finding 1. The percentages for Q21a – Q21d
are created by combining the responses for those who “Agree” and “Strongly Agree” compared
to the total number of staff that responded to the question.

Q21a, Q21c and Q21d feed into Key Finding 1 “Staff recommendation of the organisation as a
place to work or receive treatment”.

Your Trust
in 2017

Average
(median) for
acute trusts

Your Trust
in 2016

Q21a "Care of patients / service users is my organisation's
top priority"

73% 76% 69%

Q21b "My organisation acts on concerns raised by patients /
service users"

68% 73% 67%

Q21c "I would recommend my organisation as a place to
work"

54% 61% 54%

Q21d "If a friend or relative needed treatment, I would be
happy with the standard of care provided by this
organisation"

71% 71% 65%

KF1. Staff recommendation of the organisation as a place to
work or receive treatment (Q21a, 21c-d)

3.68 3.76 3.62
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2. Overall indicator of staff engagement for North Bristol NHS Trust

The figure below shows how North Bristol NHS Trust compares with other acute trusts on an
overall indicator of staff engagement. Possible scores range from 1 to 5, with 1 indicating that staff
are poorly engaged (with their work, their team and their trust) and 5 indicating that staff are highly
engaged. The trust's score of 3.72 was below (worse than) average when compared with trusts of
a similar type.

OVERALL STAFF ENGAGEMENT

This overall indicator of staff engagement has been calculated using the questions that make up
Key Findings 1, 4 and 7. These Key Findings relate to the following aspects of staff engagement:
staff members’ perceived ability to contribute to improvements at work (Key Finding 7); their
willingness to recommend the trust as a place to work or receive treatment (Key Finding 1); and
the extent to which they feel motivated and engaged with their work (Key Finding 4).

The table below shows how North Bristol NHS Trust compares with other acute trusts on each of
the sub-dimensions of staff engagement, and whether there has been a significant change since
the 2016 survey.

Change since 2016 survey Ranking, compared with
all acute trusts

OVERALL STAFF ENGAGEMENT No change ! Below (worse than) average

KF1. Staff recommendation of the trust as a place
to work or receive treatment

(the extent to which staff think care of patients/service users
is the trust’s top priority, would recommend their trust to
others as a place to work, and would be happy with the
standard of care provided by the trust if a friend or relative
needed treatment.)

No change ! Below (worse than) average

KF4. Staff motivation at work

(the extent to which they look forward to going to work, and
are enthusiastic about and absorbed in their jobs.)

No change ! Lowest (worst) 20%

KF7. Staff ability to contribute towards
improvements at work

(the extent to which staff are able to make suggestions to
improve the work of their team, have frequent opportunities
to show initiative in their role, and are able to make
improvements at work.)

No change ! Below (worse than) average

Full details of how the overall indicator of staff engagement was created can be found in the
document Making sense of your staff survey data.
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For each of the 32 Key Findings, the acute trusts in England were placed in order from 1 (the top ranking score) to 93
(the bottom ranking score). North Bristol NHS Trust’s five highest ranking scores are presented here, i.e. those for
which the trust’s Key Finding score is ranked closest to 1. Further details about this can be found in the document
Making sense of your staff survey data.

3. Summary of 2017 Key Findings for North Bristol NHS Trust

3.1 Top and Bottom Ranking Scores

This page highlights the five Key Findings for which North Bristol NHS Trust compares most
favourably with other acute trusts in England.

TOP FIVE RANKING SCORES

KF27. Percentage of staff / colleagues reporting most recent experience of harassment,
bullying or abuse

KF20. Percentage of staff experiencing discrimination at work in the last 12 months

KF16. Percentage of staff working extra hours

KF23. Percentage of staff experiencing physical violence from staff in last 12 months

KF24. Percentage of staff / colleagues reporting most recent experience of violence
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For each of the 32 Key Findings, the acute trusts in England were placed in order from 1 (the top ranking score) to 93
(the bottom ranking score). North Bristol NHS Trust’s five lowest ranking scores are presented here, i.e. those for
which the trust’s Key Finding score is ranked closest to 93. Further details about this can be found in the document
Making sense of your staff survey data.

This page highlights the five Key Findings for which North Bristol NHS Trust compares least
favourably with other acute trusts in England. It is suggested that these areas might be seen as
a starting point for local action to improve as an employer.

BOTTOM FIVE RANKING SCORES

! KF2. Staff satisfaction with the quality of work and care they are able to deliver

! KF28. Percentage of staff witnessing potentially harmful errors, near misses or
incidents in last month

! KF17. Percentage of staff feeling unwell due to work related stress in the last 12 months

! KF14. Staff satisfaction with resourcing and support

! KF4. Staff motivation at work
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Because the Key Findings vary considerably in terms of subject matter and format (e.g. some are percentage scores,
others are scale scores), a straightforward comparison of score changes is not the appropriate way to establish which
Key Findings have deteriorated the most. Rather, the extent of 2016-2017 change for each Key Finding has been
measured in relation to the national variation for that Key Finding. Further details about this can be found in the
document Making sense of your staff survey data.

3.2 Largest Local Changes since the 2016 Survey

This page highlights the Key Finding that has deteriorated at North Bristol NHS Trust since the
2016 survey. It is suggested that this might be seen as a starting point for local action to improve
as an employer.

WHERE STAFF EXPERIENCE HAS DETERIORATED

! KF17. Percentage of staff feeling unwell due to work related stress in the last 12 months
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3.3. Summary of all Key Findings for North Bristol NHS Trust

KEY

Green = Positive finding, e.g. there has been a statistically significant positive change in the Key Finding since the
2016 survey.
Red = Negative finding, e.g. there has been a statistically significant negative change in the Key Finding since the
2016 survey.
Grey = No change, e.g. there has been no statistically significant change in this Key Finding since the 2016
survey.
For most of the Key Finding scores in this table, the higher the score the better. However, there are some scores
for which a high score would represent a negative finding. For these scores, which are marked with an asterisk
and in italics, the lower the score the better.

Change since 2016 survey
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3.3. Summary of all Key Findings for North Bristol NHS Trust

KEY

Green = Positive finding, e.g. there has been a statistically significant positive change in the Key Finding since the
2016 survey.
Red = Negative finding, e.g. there has been a statistically significant negative change in the Key Finding since the
2016 survey.
Grey = No change, e.g. there has been no statistically significant change in this Key Finding since the 2016
survey.
For most of the Key Finding scores in this table, the higher the score the better. However, there are some scores
for which a high score would represent a negative finding. For these scores, which are marked with an asterisk
and in italics, the lower the score the better.

Change since 2016 survey (cont)
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3.3. Summary of all Key Findings for North Bristol NHS Trust

KEY

Green = Positive finding, e.g. better than average. If a is shown the score is in the best 20% of acute trusts
Red = Negative finding, i.e. worse than average. If a ! is shown the score is in the worst 20% of acute trusts.
Grey = Average.
For most of the Key Finding scores in this table, the higher the score the better. However, there are some scores
for which a high score would represent a negative finding. For these scores, which are marked with an asterisk
and in italics, the lower the score the better.

Comparison with all acute trusts in 2017
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3.3. Summary of all Key Findings for North Bristol NHS Trust

KEY

Green = Positive finding, e.g. better than average. If a is shown the score is in the best 20% of acute trusts
Red = Negative finding, i.e. worse than average. If a ! is shown the score is in the worst 20% of acute trusts.
Grey = Average.
For most of the Key Finding scores in this table, the higher the score the better. However, there are some scores
for which a high score would represent a negative finding. For these scores, which are marked with an asterisk
and in italics, the lower the score the better.

Comparison with all acute trusts in 2017 (cont)

12



3.4. Summary of all Key Findings for North Bristol NHS Trust

KEY

Green = Positive finding, e.g. in the best 20% of acute trusts, better than average, better than 2016.

! Red = Negative finding, e.g. in the worst 20% of acute trusts, worse than average, worse than 2016.
'Change since 2016 survey' indicates whether there has been a statistically significant change in the Key
Finding since the 2016 survey.

-- No comparison to the 2016 data is possible.
* For most of the Key Finding scores in this table, the higher the score the better. However, there are some

scores for which a high score would represent a negative finding. For these scores, which are marked with an
asterisk and in italics, the lower the score the better.

Change since 2016 survey Ranking, compared with
all acute trusts in 2017

Appraisals & support for development

KF11. % appraised in last 12 mths No change ! Lowest (worst) 20%

KF12. Quality of appraisals No change ! Lowest (worst) 20%

KF13. Quality of non-mandatory training, learning or
development

No change ! Below (worse than) average

Equality & diversity

* KF20. % experiencing discrimination at work in last 12
mths

No change Below (better than) average

KF21. % believing the organisation provides equal
opportunities for career progression / promotion

No change Average

Errors & incidents

* KF28. % witnessing potentially harmful errors, near
misses or incidents in last mth

No change ! Highest (worst) 20%

KF29. % reporting errors, near misses or incidents
witnessed in last mth

No change ! Lowest (worst) 20%

KF30. Fairness and effectiveness of procedures for
reporting errors, near misses and incidents

No change ! Below (worse than) average

KF31. Staff confidence and security in reporting unsafe
clinical practice

No change ! Below (worse than) average

Health and wellbeing

* KF17. % feeling unwell due to work related stress in
last 12 mths ! Increase (worse than 16) ! Highest (worst) 20%

* KF18. % attending work in last 3 mths despite feeling
unwell because they felt pressure

No change ! Highest (worst) 20%

KF19. Org and mgmt interest in and action on health
and wellbeing

No change ! Lowest (worst) 20%

Working patterns

KF15. % satisfied with the opportunities for flexible
working patterns

No change ! Lowest (worst) 20%

* KF16. % working extra hours No change Below (better than) average
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3.4. Summary of all Key Findings for North Bristol NHS Trust (cont)

Change since 2016 survey Ranking, compared with
all acute trusts in 2017

Job satisfaction

KF1. Staff recommendation of the organisation as a
place to work or receive treatment

No change ! Below (worse than) average

KF4. Staff motivation at work No change ! Lowest (worst) 20%

KF7. % able to contribute towards improvements at
work

No change ! Below (worse than) average

KF8. Staff satisfaction with level of responsibility and
involvement

No change ! Below (worse than) average

KF9. Effective team working No change ! Lowest (worst) 20%

KF14. Staff satisfaction with resourcing and support No change ! Lowest (worst) 20%

Managers

KF5. Recognition and value of staff by managers and
the organisation

No change ! Lowest (worst) 20%

KF6. % reporting good communication between senior
management and staff

No change ! Lowest (worst) 20%

KF10. Support from immediate managers No change ! Lowest (worst) 20%

Patient care & experience

KF2. Staff satisfaction with the quality of work and care
they are able to deliver

No change ! Lowest (worst) 20%

KF3. % agreeing that their role makes a difference to
patients / service users

No change ! Below (worse than) average

KF32. Effective use of patient / service user feedback No change ! Below (worse than) average

Violence, harassment & bullying

* KF22. % experiencing physical violence from patients,
relatives or the public in last 12 mths

No change ! Above (worse than) average

* KF23. % experiencing physical violence from staff in
last 12 mths

No change Average

KF24. % reporting most recent experience of violence No change Average

* KF25. % experiencing harassment, bullying or abuse
from patients, relatives or the public in last 12 mths

No change Average

* KF26. % experiencing harassment, bullying or abuse
from staff in last 12 mths

No change Average

KF27. % reporting most recent experience of
harassment, bullying or abuse

No change Above (better than) average
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1Questionnaires were sent to all 7983 staff eligible to receive the survey. This includes only staff employed directly by the
trust (i.e. excluding staff working for external contractors). It excludes bank staff unless they are also employed directly
elsewhere in the trust. When calculating the response rate, questionnaires could only be counted if they were received
with their ID number intact, by the closing date.

4. Key Findings for North Bristol NHS Trust

North Bristol NHS Trust had 3703 staff take part in this survey. This is a response rate of 46%1

which is above average for acute trusts in England (44%), and compares with a response rate of
32% in this trust in the 2016 survey.

This section presents each of the 32 Key Findings, using data from the trust's 2017 survey, and
compares these to other acute trusts in England and to the trust's performance in the 2016
survey. The findings are arranged under nine themes: appraisals and support for development,
equality and diversity, errors and incidents, health and wellbeing, working patterns, job
satisfaction, managers, patient care and experience , and violence, harassment and bullying.

Positive findings are indicated with a green arrow (e.g. where the trust is in the best 20% of
trusts, or where the score has improved since 2016). Negative findings are highlighted with a red
arrow (e.g. where the trust’s score is in the worst 20% of trusts, or where the score is not as
good as 2016). An equals sign indicates that there has been no change.

Appraisals & support for development

KEY FINDING 11. Percentage of staff appraised in last 12 months

KEY FINDING 12. Quality of appraisals
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KEY FINDING 13. Quality of non-mandatory training, learning or development

Equality & diversity

KEY FINDING 20. Percentage of staff experiencing discrimination at work in the last 12
months

KEY FINDING 21. Percentage of staff believing that the organisation provides equal
opportunities for career progression or promotion

Errors & incidents

KEY FINDING 28. Percentage of staff witnessing potentially harmful errors, near misses
or incidents in last month
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KEY FINDING 29. Percentage of staff reporting errors, near misses or incidents witnessed
in the last month

KEY FINDING 30. Fairness and effectiveness of procedures for reporting errors, near
misses and incidents

KEY FINDING 31. Staff confidence and security in reporting unsafe clinical practice

Health and wellbeing

KEY FINDING 17. Percentage of staff feeling unwell due to work related stress in the last
12 months
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KEY FINDING 18. Percentage of staff attending work in the last 3 months despite feeling
unwell because they felt pressure from their manager, colleagues or themselves

KEY FINDING 19. Organisation and management interest in and action on health and
wellbeing

Working patterns

KEY FINDING 15. Percentage of staff satisfied with the opportunities for flexible working
patterns

KEY FINDING 16. Percentage of staff working extra hours
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Job satisfaction

KEY FINDING 1. Staff recommendation of the organisation as a place to work or receive
treatment

KEY FINDING 4. Staff motivation at work

KEY FINDING 7. Percentage of staff able to contribute towards improvements at work

KEY FINDING 8. Staff satisfaction with level of responsibility and involvement
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KEY FINDING 9. Effective team working

KEY FINDING 14. Staff satisfaction with resourcing and support

Managers

KEY FINDING 5. Recognition and value of staff by managers and the organisation

KEY FINDING 6. Percentage of staff reporting good communication between senior
management and staff
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KEY FINDING 10. Support from immediate managers

Patient care & experience

KEY FINDING 2. Staff satisfaction with the quality of work and care they are able to
deliver

KEY FINDING 3. Percentage of staff agreeing that their role makes a difference to patients
/ service users

KEY FINDING 32. Effective use of patient / service user feedback
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Violence, harassment & bullying

KEY FINDING 22. Percentage of staff experiencing physical violence from patients,
relatives or the public in last 12 months

KEY FINDING 23. Percentage of staff experiencing physical violence from staff in last 12
months

KEY FINDING 24. Percentage of staff / colleagues reporting most recent experience of
violence

KEY FINDING 25. Percentage of staff experiencing harassment, bullying or abuse from
patients, relatives or the public in last 12 months
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KEY FINDING 26. Percentage of staff experiencing harassment, bullying or abuse from
staff in last 12 months

KEY FINDING 27. Percentage of staff / colleagues reporting most recent experience of
harassment, bullying or abuse
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5. Workforce Race Equality Standard (WRES)

The scores presented below are the un-weighted question level score for question Q17b and
un-weighted scores for Key Findings 25, 26, and 21, split between White and Black and Minority
Ethnic (BME) staff, as required for the Workforce Race Equality Standard.

In order to preserve the anonymity of individual staff, a score is replaced with a dash if the staff
group in question contributed fewer than 11 responses to that score.

Your Trust in
2017

Average (median)
for acute trusts

Your Trust in
2016

KF25 Percentage of staff experiencing
harassment, bullying or abuse from
patients, relatives or the public in
last 12 months

White 28% 27% 30%

BME 22% 28% 27%

KF26 Percentage of staff experiencing
harassment, bullying or abuse from
staff in last 12 months

White 25% 25% 25%

BME 26% 27% 32%

KF21 Percentage of staff believing that the
organisation provides equal
opportunities for career progression
or promotion

White 87% 87% 87%

BME 66% 75% 76%

Q17b In the 12 last months have you
personally experienced
discrimination at work from
manager/team leader or other
colleagues?

White 6% 7% 5%

BME 15% 15% 20%
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6. Key Findings by work group characteristics

Tables 6.1 to 6.4 show the Key Findings at North Bristol NHS Trust broken down by work group
characteristics: occupational groups, directorates, sites and full time/part time staff.

Technical notes:

• As in previous years, there are two types of Key Finding:

- percentage scores, i.e. percentage of staff giving a particular response to one, or a
series of, survey questions

- scale summary scores, calculated by converting staff responses to particular
questions into scores. For each of these scale summary scores, the minimum score
is always 1 and the maximum score is 5

• For most of the Key Findings presented in tables 6.1 to 6.4, the higher the score the better.
However, there are some Key Findings for which a high score would represent a negative
result. For these Key Findings, marked with an asterisk and shown in italics, the lower the
score the better.

• Care should be taken not to over interpret the findings if scores differ slightly. For example, if
for 'KF11. % appraised in the last 12 months' staff in Group A score 45%, and staff in Group
B score 40%, it may appear that a higher proportion of staff in Group A have had appraisals
than staff in Group B. However, because of small numbers in these sub-groups, it is
probably not statistically significant. A more sensible interpretation would be that, on
average, similar proportions of staff in Group A and B have had appraisals.

• Please note that, unlike the overall trust scores, data in this section are not weighted.

• Please also note that all percentage scores are shown to the nearest 1%. This means
scores of less than 0.5% are displayed as 0%.

• In order to preserve anonymity of individual staff, a score is replaced with a dash if the staff
group in question contributed fewer than 11 responses to that score.
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Due to low numbers of respondents, no scores are shown for the following occupational groups: Mental Health Nurses, Social
Care Staff, Public Health / Health Improvement, Commissioning Staff, Ambulance Control Staff and Patient Transport Service.

Table 6.1: Key Findings for different occupational groups

Appraisals & support for development

KF11. % appraised in last 12 mths 83 83 78 93 92 86 91 81 72 75 70 60 85

KF12. Quality of appraisals 3.16 2.92 3.09 2.88 3.18 3.31 3.02 2.95 3.49 2.72 2.86 2.91 2.82

KF13. Quality of non-mandatory training,
learning or development 4.21 4.15 4.11 3.91 3.99 4.06 4.04 4.14 3.89 3.96 3.78 3.86 3.85

Equality & diversity

* KF20. % experiencing discrimination at work
in last 12 mths 16 5 16 9 12 12 16 10 8 8 6 4 18

KF21. % believing the organisation provides
equal opportunities for career progression /
promotion

82 93 87 91 97 92 88 84 89 84 85 87 68

Errors & incidents

* KF28. % witnessing potentially harmful errors,
near misses or incidents in last mth 53 54 45 54 35 20 32 25 26 43 16 8 25

KF29. % reporting errors, near misses or
incidents witnessed in last mth 92 91 86 89 89 76 85 83 95 91 75 - 80

KF30. Fairness and effectiveness of
procedures for reporting errors, near misses
and incidents

3.74 3.78 3.68 3.43 3.65 3.60 3.84 3.72 3.84 3.78 3.50 3.60 3.47

KF31. Staff confidence and security in
reporting unsafe clinical practice 3.71 3.61 3.65 3.50 3.61 3.66 3.74 3.61 3.82 3.66 3.54 3.44 3.40

Health and wellbeing

* KF17. % feeling unwell due to work related
stress in last 12 mths 45 54 46 38 49 33 33 39 38 43 41 42 36

* KF18. % attending work in last 3 mths despite
feeling unwell because they felt pressure 59 67 64 37 75 42 58 57 55 53 59 57 49

KF19. Org and mgmt interest in and action on
health and wellbeing 3.42 3.56 3.43 3.31 3.76 3.50 3.66 3.56 3.85 3.35 3.59 3.53 3.41

Working patterns

KF15. % satisfied with the opportunities for
flexible working patterns 47 41 44 40 51 46 60 51 60 41 54 48 43

* KF16. % working extra hours 79 87 59 92 88 87 77 67 90 70 53 73 46

Number of respondents 703 195 268 329 51 92 116 172 78 438 502 132 286
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Due to low numbers of respondents, no scores are shown for the following occupational groups: Mental Health Nurses, Social
Care Staff, Public Health / Health Improvement, Commissioning Staff, Ambulance Control Staff and Patient Transport Service.

Table 6.1: Key Findings for different occupational groups (cont)

Job satisfaction

KF1. Staff recommendation of the
organisation as a place to work or receive
treatment

3.65 3.44 3.65 3.67 3.66 3.65 3.84 3.75 3.94 3.69 3.68 3.64 3.75

KF4. Staff motivation at work 3.95 3.94 3.82 3.95 3.97 3.95 3.73 3.79 4.22 3.64 3.72 3.72 3.84

KF7. % able to contribute towards
improvements at work 72 73 61 72 76 78 65 76 94 65 64 76 52

KF8. Staff satisfaction with level of
responsibility and involvement 3.94 3.97 3.75 4.02 4.00 4.02 3.96 3.89 4.23 3.73 3.83 3.70 3.77

KF9. Effective team working 3.72 3.84 3.57 3.81 3.73 3.90 3.72 3.76 4.07 3.68 3.54 3.75 3.33

KF14. Staff satisfaction with resourcing and
support 3.10 2.83 3.20 3.06 3.09 2.90 3.35 3.14 3.39 3.05 3.31 3.13 3.36

Managers

KF5. Recognition and value of staff by
managers and the organisation 3.32 3.31 3.25 3.32 3.56 3.34 3.39 3.38 3.73 3.27 3.42 3.37 3.31

KF6. % reporting good communication
between senior management and staff 29 25 29 28 29 32 32 31 49 25 24 24 28

KF10. Support from immediate managers 3.67 3.74 3.56 3.60 3.96 3.68 3.87 3.70 3.98 3.53 3.67 3.67 3.40

Patient care & experience

KF2. Staff satisfaction with the quality of work
and care they are able to deliver 3.61 3.14 3.93 3.60 3.64 3.50 4.02 3.78 4.01 3.73 3.95 3.53 4.04

KF3. % agreeing that their role makes a
difference to patients / service users 90 91 90 93 98 96 95 96 90 86 82 84 89

KF32. Effective use of patient / service user
feedback 3.72 3.52 3.58 3.49 3.27 3.55 3.71 3.73 3.72 3.62 3.66 3.33 3.64

Violence, harassment & bullying

* KF22. % experiencing physical violence from
patients, relatives or the public in last 12 mths 34 10 39 18 10 16 18 10 3 3 2 0 8

* KF23. % experiencing physical violence from
staff in last 12 mths 3 0 2 0 0 0 0 0 3 2 2 1 9

KF24. % reporting most recent experience of
violence 70 84 77 30 - 54 54 69 - - 94 - 63

* KF25. % experiencing harassment, bullying or
abuse from patients, relatives or the public in
last 12 mths

45 44 41 32 35 33 38 22 15 10 19 5 11

* KF26. % experiencing harassment, bullying or
abuse from staff in last 12 mths 30 25 29 24 16 11 17 19 31 21 26 24 28

KF27. % reporting most recent experience of
harassment, bullying or abuse 49 53 64 13 53 48 47 35 60 39 48 26 59

Overall staff engagement 3.78 3.69 3.66 3.76 3.83 3.81 3.74 3.74 4.16 3.64 3.65 3.74 3.67

Number of respondents 703 195 268 329 51 92 116 172 78 438 502 132 286
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Please note that the directorates classification was provided by North Bristol NHS Trust

Table 6.2: Key Findings for different directorates

Appraisals & support for development

KF11. % appraised in last 12 mths 80 79 69 86 83 81 81

KF12. Quality of appraisals 2.96 2.93 3.02 2.90 3.17 3.08 2.79

KF13. Quality of non-mandatory training,
learning or development 4.08 3.99 3.98 3.89 4.14 4.03 4.02

Equality & diversity

* KF20. % experiencing discrimination at work
in last 12 mths 13 9 5 17 18 11 4

KF21. % believing the organisation provides
equal opportunities for career progression /
promotion

80 89 81 65 88 86 94

Errors & incidents

* KF28. % witnessing potentially harmful errors,
near misses or incidents in last mth 46 35 15 24 48 34 51

KF29. % reporting errors, near misses or
incidents witnessed in last mth 88 90 89 82 88 87 90

KF30. Fairness and effectiveness of
procedures for reporting errors, near misses
and incidents

3.57 3.73 3.60 3.51 3.68 3.69 3.75

KF31. Staff confidence and security in
reporting unsafe clinical practice 3.54 3.67 3.54 3.41 3.68 3.67 3.64

Health and wellbeing

* KF17. % feeling unwell due to work related
stress in last 12 mths 42 41 42 34 45 44 49

* KF18. % attending work in last 3 mths despite
feeling unwell because they felt pressure 55 55 58 47 58 49 67

KF19. Org and mgmt interest in and action on
health and wellbeing 3.32 3.48 3.53 3.43 3.57 3.62 3.45

Working patterns

KF15. % satisfied with the opportunities for
flexible working patterns 44 45 50 43 46 54 44

* KF16. % working extra hours 76 69 71 51 71 72 80

Number of respondents 731 871 465 377 499 444 316
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Please note that the directorates classification was provided by North Bristol NHS Trust

Table 6.2: Key Findings for different directorates (cont)

Job satisfaction

KF1. Staff recommendation of the
organisation as a place to work or receive
treatment

3.60 3.71 3.66 3.79 3.71 3.77 3.49

KF4. Staff motivation at work 3.84 3.70 3.73 3.88 3.97 3.92 3.90

KF7. % able to contribute towards
improvements at work 67 67 72 57 68 73 69

KF8. Staff satisfaction with level of
responsibility and involvement 3.87 3.81 3.79 3.79 3.94 3.95 3.96

KF9. Effective team working 3.64 3.68 3.73 3.41 3.73 3.73 3.70

KF14. Staff satisfaction with resourcing and
support 3.10 3.13 3.19 3.38 3.19 3.25 2.88

Managers

KF5. Recognition and value of staff by
managers and the organisation 3.21 3.34 3.36 3.32 3.49 3.44 3.29

KF6. % reporting good communication
between senior management and staff 22 25 30 29 32 35 28

KF10. Support from immediate managers 3.46 3.64 3.65 3.41 3.83 3.80 3.67

Patient care & experience

KF2. Staff satisfaction with the quality of work
and care they are able to deliver 3.78 3.77 3.69 4.09 3.73 3.77 3.31

KF3. % agreeing that their role makes a
difference to patients / service users 89 89 81 90 93 91 90

KF32. Effective use of patient / service user
feedback 3.63 3.55 3.58 3.73 3.71 3.71 3.49

Violence, harassment & bullying

* KF22. % experiencing physical violence from
patients, relatives or the public in last 12 mths 20 7 5 7 38 24 8

* KF23. % experiencing physical violence from
staff in last 12 mths 2 1 1 9 2 3 0

KF24. % reporting most recent experience of
violence 62 60 68 65 66 73 83

* KF25. % experiencing harassment, bullying or
abuse from patients, relatives or the public in
last 12 mths

34 19 9 9 44 36 43

* KF26. % experiencing harassment, bullying or
abuse from staff in last 12 mths 32 19 27 25 24 21 28

KF27. % reporting most recent experience of
harassment, bullying or abuse 46 46 32 61 49 47 50

Overall staff engagement 3.68 3.67 3.72 3.72 3.80 3.81 3.67

Number of respondents 731 871 465 377 499 444 316
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Please note that the sites classification was provided by North Bristol NHS Trust

Table 6.3: Key Findings for different sites

Appraisals & support for development

KF11. % appraised in last 12 mths 80 70 92 71

KF12. Quality of appraisals 2.99 2.59 2.48 2.80

KF13. Quality of non-mandatory training,
learning or development 4.03 3.71 4.06 3.97

Equality & diversity

* KF20. % experiencing discrimination at work
in last 12 mths 11 6 8 0

KF21. % believing the organisation provides
equal opportunities for career progression /
promotion

84 73 93 82

Errors & incidents

* KF28. % witnessing potentially harmful errors,
near misses or incidents in last mth 37 11 42 8

KF29. % reporting errors, near misses or
incidents witnessed in last mth 88 - - -

KF30. Fairness and effectiveness of
procedures for reporting errors, near misses
and incidents

3.65 3.28 3.55 3.79

KF31. Staff confidence and security in
reporting unsafe clinical practice 3.60 3.29 3.31 3.59

Health and wellbeing

* KF17. % feeling unwell due to work related
stress in last 12 mths 42 38 42 58

* KF18. % attending work in last 3 mths despite
feeling unwell because they felt pressure 55 44 75 74

KF19. Org and mgmt interest in and action on
health and wellbeing 3.48 3.29 3.67 3.63

Working patterns

KF15. % satisfied with the opportunities for
flexible working patterns 47 43 29 29

* KF16. % working extra hours 71 57 61 75

Number of respondents 3603 36 24 24
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Please note that the sites classification was provided by North Bristol NHS Trust

Table 6.3: Key Findings for different sites (cont)

Job satisfaction

KF1. Staff recommendation of the
organisation as a place to work or receive
treatment

3.68 3.44 3.44 3.55

KF4. Staff motivation at work 3.83 3.33 3.93 3.83

KF7. % able to contribute towards
improvements at work 68 69 63 71

KF8. Staff satisfaction with level of
responsibility and involvement 3.87 3.63 3.99 3.76

KF9. Effective team working 3.66 3.58 3.85 3.90

KF14. Staff satisfaction with resourcing and
support 3.16 3.03 3.14 2.79

Managers

KF5. Recognition and value of staff by
managers and the organisation 3.34 3.21 3.26 3.61

KF6. % reporting good communication
between senior management and staff 28 17 25 43

KF10. Support from immediate managers 3.63 3.44 3.52 3.99

Patient care & experience

KF2. Staff satisfaction with the quality of work
and care they are able to deliver 3.74 3.46 3.77 3.46

KF3. % agreeing that their role makes a
difference to patients / service users 89 78 100 78

KF32. Effective use of patient / service user
feedback 3.63 - 3.22 -

Violence, harassment & bullying

* KF22. % experiencing physical violence from
patients, relatives or the public in last 12 mths 16 3 4 0

* KF23. % experiencing physical violence from
staff in last 12 mths 2 0 0 0

KF24. % reporting most recent experience of
violence 66 - - -

* KF25. % experiencing harassment, bullying or
abuse from patients, relatives or the public in
last 12 mths

27 6 35 0

* KF26. % experiencing harassment, bullying or
abuse from staff in last 12 mths 25 23 42 13

KF27. % reporting most recent experience of
harassment, bullying or abuse 47 - 67 -

Overall staff engagement 3.72 3.45 3.62 3.72

Number of respondents 3603 36 24 24
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a Full time is defined as staff contracted to work 30 hours or more a week

Table 6.4: Key Findings for different work groups

Full time / part timea

Appraisals & support for development

KF11. % appraised in last 12 mths 80 79

KF12. Quality of appraisals 2.99 2.95

KF13. Quality of non-mandatory training,
learning or development 4.03 4.02

Equality & diversity

* KF20. % experiencing discrimination at work
in last 12 mths 12 8

KF21. % believing the organisation provides
equal opportunities for career progression /
promotion

83 88

Errors & incidents

* KF28. % witnessing potentially harmful errors,
near misses or incidents in last mth 39 28

KF29. % reporting errors, near misses or
incidents witnessed in last mth 89 86

KF30. Fairness and effectiveness of
procedures for reporting errors, near misses
and incidents

3.65 3.64

KF31. Staff confidence and security in
reporting unsafe clinical practice 3.60 3.59

Health and wellbeing

* KF17. % feeling unwell due to work related
stress in last 12 mths 44 37

* KF18. % attending work in last 3 mths despite
feeling unwell because they felt pressure 56 53

KF19. Org and mgmt interest in and action on
health and wellbeing 3.47 3.47

Working patterns

KF15. % satisfied with the opportunities for
flexible working patterns 43 59

* KF16. % working extra hours 73 62

Number of respondents 2719 817
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a Full time is defined as staff contracted to work 30 hours or more a week

Table 6.4: Key Findings for different work groups (cont)

Full time / part timea

Job satisfaction

KF1. Staff recommendation of the
organisation as a place to work or receive
treatment

3.69 3.65

KF4. Staff motivation at work 3.83 3.81

KF7. % able to contribute towards
improvements at work 69 64

KF8. Staff satisfaction with level of
responsibility and involvement 3.87 3.85

KF9. Effective team working 3.67 3.65

KF14. Staff satisfaction with resourcing and
support 3.15 3.17

Managers

KF5. Recognition and value of staff by
managers and the organisation 3.34 3.33

KF6. % reporting good communication
between senior management and staff 28 24

KF10. Support from immediate managers 3.63 3.62

Patient care & experience

KF2. Staff satisfaction with the quality of work
and care they are able to deliver 3.74 3.70

KF3. % agreeing that their role makes a
difference to patients / service users 89 89

KF32. Effective use of patient / service user
feedback 3.62 3.64

Violence, harassment & bullying

* KF22. % experiencing physical violence from
patients, relatives or the public in last 12 mths 16 12

* KF23. % experiencing physical violence from
staff in last 12 mths 2 1

KF24. % reporting most recent experience of
violence 65 69

* KF25. % experiencing harassment, bullying or
abuse from patients, relatives or the public in
last 12 mths

27 27

* KF26. % experiencing harassment, bullying or
abuse from staff in last 12 mths 27 19

KF27. % reporting most recent experience of
harassment, bullying or abuse 46 45

Overall staff engagement 3.73 3.68

Number of respondents 2719 817
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7. Key Findings by demographic groups

Tables 7.1 and 7.2 show the Key Findings at North Bristol NHS Trust broken down by different
demographic groups: age group, gender, disability and ethnic background.

Technical notes:

• As in previous years, there are two types of Key Finding:

- percentage scores, i.e. percentage of staff giving a particular response to one, or a
series of, survey questions

- scale summary scores, calculated by converting staff responses to particular
questions into scores. For each of these scale summary scores, the minimum score
is always 1 and the maximum score is 5

• For most of the Key Findings presented in tables 7.1 and 7.2, the higher the score the
better. However, there are some Key Findings for which a high score would represent a
negative result. For these Key Findings, marked with an asterisk and shown in italics, the
lower the score the better.

• Care should be taken not to over interpret the findings if scores differ slightly. For example, if
for 'KF11. % appraised in the last 12 months' staff in Group A score 45%, and staff in Group
B score 40%, it may appear that a higher proportion of staff in Group A have had appraisals
than staff in Group B. However, because of small numbers in these sub-groups, it is
probably not statistically significant. A more sensible interpretation would be that, on
average, similar proportions of staff in Group A and B have had appraisals.

• Please note that, unlike the overall trust scores, data in this section are not weighted.

• Please also note that all percentage scores are shown to the nearest 1%. This means
scores of less than 0.5% are displayed as 0%.

• In order to preserve anonymity of individual staff, a score is replaced with a dash if the
demographic group in question contributed fewer than 11 responses to that score.

34



Table 7.1: Key Findings for different age groups

Age group

Appraisals & support for development

KF11. % appraised in last 12 mths 75 79 82 80

KF12. Quality of appraisals 3.09 3.01 3.05 2.85

KF13. Quality of non-mandatory training,
learning or development 4.11 4.06 4.02 3.96

Equality & diversity

* KF20. % experiencing discrimination at work
in last 12 mths 13 12 11 9

KF21. % believing the organisation provides
equal opportunities for career progression /
promotion

87 84 83 83

Errors & incidents

* KF28. % witnessing potentially harmful errors,
near misses or incidents in last mth 42 37 40 30

KF29. % reporting errors, near misses or
incidents witnessed in last mth 87 88 92 86

KF30. Fairness and effectiveness of
procedures for reporting errors, near misses
and incidents

3.73 3.67 3.64 3.59

KF31. Staff confidence and security in
reporting unsafe clinical practice 3.65 3.64 3.62 3.52

Health and wellbeing

* KF17. % feeling unwell due to work related
stress in last 12 mths 46 38 45 41

* KF18. % attending work in last 3 mths despite
feeling unwell because they felt pressure 60 54 56 53

KF19. Org and mgmt interest in and action on
health and wellbeing 3.49 3.49 3.47 3.47

Working patterns

KF15. % satisfied with the opportunities for
flexible working patterns 44 47 50 44

* KF16. % working extra hours 67 72 76 67

Number of respondents 665 838 968 1114
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Table 7.1: Key Findings for different age groups (cont)

Age group

Job satisfaction

KF1. Staff recommendation of the
organisation as a place to work or receive
treatment

3.80 3.72 3.65 3.61

KF4. Staff motivation at work 3.67 3.80 3.91 3.87

KF7. % able to contribute towards
improvements at work 66 70 72 64

KF8. Staff satisfaction with level of
responsibility and involvement 3.80 3.82 3.92 3.89

KF9. Effective team working 3.69 3.68 3.72 3.60

KF14. Staff satisfaction with resourcing and
support 3.23 3.12 3.10 3.19

Managers

KF5. Recognition and value of staff by
managers and the organisation 3.35 3.33 3.34 3.34

KF6. % reporting good communication
between senior management and staff 33 28 29 23

KF10. Support from immediate managers 3.61 3.63 3.69 3.59

Patient care & experience

KF2. Staff satisfaction with the quality of work
and care they are able to deliver 3.76 3.67 3.71 3.80

KF3. % agreeing that their role makes a
difference to patients / service users 88 89 90 89

KF32. Effective use of patient / service user
feedback 3.65 3.62 3.64 3.61

Violence, harassment & bullying

* KF22. % experiencing physical violence from
patients, relatives or the public in last 12 mths 25 15 17 10

* KF23. % experiencing physical violence from
staff in last 12 mths 2 2 3 2

KF24. % reporting most recent experience of
violence 64 61 72 69

* KF25. % experiencing harassment, bullying or
abuse from patients, relatives or the public in
last 12 mths

29 26 30 24

* KF26. % experiencing harassment, bullying or
abuse from staff in last 12 mths 21 25 28 25

KF27. % reporting most recent experience of
harassment, bullying or abuse 48 47 45 46

Overall staff engagement 3.69 3.73 3.76 3.69

Number of respondents 665 838 968 1114
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Table 7.2: Key Findings for other demographic groups

Gender Disability Ethnic
background

Appraisals & support for development

KF11. % appraised in last 12 mths 80 80 - 72 76 80 79 83

KF12. Quality of appraisals 2.91 3.01 - 2.59 2.77 3.02 2.89 3.63

KF13. Quality of non-mandatory training,
learning or development 3.95 4.06 - 3.89 3.94 4.05 4.01 4.21

Equality & diversity

* KF20. % experiencing discrimination at work
in last 12 mths 13 10 - 17 15 10 9 24

KF21. % believing the organisation provides
equal opportunities for career progression /
promotion

78 87 - 56 79 85 87 66

Errors & incidents

* KF28. % witnessing potentially harmful errors,
near misses or incidents in last mth 38 36 - 43 40 36 36 36

KF29. % reporting errors, near misses or
incidents witnessed in last mth 88 88 - 87 83 89 88 89

KF30. Fairness and effectiveness of
procedures for reporting errors, near misses
and incidents

3.60 3.68 - 3.34 3.54 3.67 3.63 3.83

KF31. Staff confidence and security in
reporting unsafe clinical practice 3.57 3.62 - 3.30 3.44 3.63 3.60 3.68

Health and wellbeing

* KF17. % feeling unwell due to work related
stress in last 12 mths 37 44 - 49 56 40 43 34

* KF18. % attending work in last 3 mths despite
feeling unwell because they felt pressure 47 58 - 53 69 53 57 44

KF19. Org and mgmt interest in and action on
health and wellbeing 3.48 3.49 - 2.93 3.43 3.49 3.47 3.58

Working patterns

KF15. % satisfied with the opportunities for
flexible working patterns 43 48 - 25 44 47 45 55

* KF16. % working extra hours 74 70 - 71 66 72 71 70

Number of respondents 838 2679 7 76 495 3078 3120 440
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Table 7.2: Key Findings for other demographic groups (cont)

Gender Disability Ethnic
background

Job satisfaction

KF1. Staff recommendation of the
organisation as a place to work or receive
treatment

3.68 3.69 - 3.15 3.55 3.70 3.65 3.94

KF4. Staff motivation at work 3.80 3.85 - 3.41 3.68 3.85 3.79 4.14

KF7. % able to contribute towards
improvements at work 69 68 - 43 55 70 68 71

KF8. Staff satisfaction with level of
responsibility and involvement 3.85 3.88 - 3.39 3.74 3.89 3.85 3.97

KF9. Effective team working 3.68 3.68 - 3.19 3.58 3.68 3.66 3.73

KF14. Staff satisfaction with resourcing and
support 3.18 3.16 - 2.87 3.06 3.17 3.13 3.41

Managers

KF5. Recognition and value of staff by
managers and the organisation 3.34 3.36 - 2.74 3.19 3.37 3.34 3.45

KF6. % reporting good communication
between senior management and staff 30 27 - 15 20 29 27 38

KF10. Support from immediate managers 3.59 3.66 - 2.97 3.56 3.65 3.64 3.66

Patient care & experience

KF2. Staff satisfaction with the quality of work
and care they are able to deliver 3.78 3.74 - 3.21 3.69 3.74 3.68 4.13

KF3. % agreeing that their role makes a
difference to patients / service users 88 90 - 70 83 90 88 94

KF32. Effective use of patient / service user
feedback 3.61 3.64 - 3.32 3.53 3.64 3.59 3.90

Violence, harassment & bullying

* KF22. % experiencing physical violence from
patients, relatives or the public in last 12 mths 15 16 - 14 15 16 15 17

* KF23. % experiencing physical violence from
staff in last 12 mths 3 2 - 5 2 2 2 6

KF24. % reporting most recent experience of
violence 68 67 - - 67 66 66 72

* KF25. % experiencing harassment, bullying or
abuse from patients, relatives or the public in
last 12 mths

21 29 - 23 30 27 28 22

* KF26. % experiencing harassment, bullying or
abuse from staff in last 12 mths 25 24 - 41 35 23 25 26

KF27. % reporting most recent experience of
harassment, bullying or abuse 34 50 - 38 47 46 45 56

Overall staff engagement 3.71 3.73 - 3.26 3.55 3.74 3.69 3.93

Number of respondents 838 2679 7 76 495 3078 3120 440
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8. Work and demographic profile of the survey respondents

The occupational group of the staff survey respondents is shown in table 8.1, other work
characteristics are shown in table 8.2, and demographic characteristics are shown in table 8.3.

Table 8.1: Occupational group of respondents

Occupational group Number
questionnaires

returned

Percentage of
survey

respondents

Allied Health Professionals

Occupational Therapy 51 1%

Physiotherapy 92 3%

Radiography 116 3%

Clinical Psychology 28 1%

Psychotherapy 3 0%

Arts Therapy 1 0%

Other qualified Allied Health Professionals 86 2%

Support to Allied Health Professionals 54 2%

Scientific and Technical / Healthcare Scientists

Pharmacy 98 3%

Other qualified Scientific and Technical / Healthcare Scientists 250 7%

Support to Scientific and Technical / Healthcare Scientists 90 3%

Medical and Dental

Medical / Dental - Consultant 212 6%

Medical / Dental - In Training 82 2%

Medical / Dental - Other 35 1%

Operational ambulance staff

Emergency care practitioner 1 0%

Ambulance control staff 2 0%

Patient Transport Service 6 0%

Nurses, Midwives and Nursing Assistants

Registered Nurses - Adult / General 703 20%

Registered Nurses - Mental Health 7 0%

Registered Nurses - Learning Disabilities 4 0%

Registered Nurses - Children 27 1%

Midwives 137 4%

Registered Nurses - District / Community 4 0%

Other Registered Nurses 23 1%

Nursing auxiliary / Nursing assistant / Healthcare assistant 268 8%

Social Care Staff

Social care support staff 7 0%
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Sums of percentages may add up to more than 100% due to rounding, and do not include 'did not specify' responses

Occupational group Number
questionnaires

returned

Percentage of
survey

respondents

Other groups

Public Health / Health Improvement 1 0%

Commissioning managers / support staff 1 0%

Admin and Clerical 502 14%

Central Functions / Corporate Services 132 4%

Maintenance / Ancillary 286 8%

General Management 78 2%

Other 138 4%

Did not specify 178
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Sums of percentages may add up to more than 100% due to rounding, and do not include 'did not specify' responses

Table 8.2: Work characteristics of respondents

Number
questionnaires

returned

Percentage of
survey

respondents

Full time / part time

Full time 2719 77%

Part time 817 23%

Did not specify 167

Length of time in organisation

Less than a year 221 6%

Between 1 to 2 years 558 16%

Between 3 to 5 years 588 17%

Between 6 to 10 years 571 17%

Between 11 to 15 years 463 13%

Over 15 years 1042 30%

Did not specify 260
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Sums of percentages may add up to more than 100% due to rounding, and do not include 'did not specify' responses

Table 8.3: Demographic characteristics of respondents

Number
questionnaires

returned

Percentage of
survey

respondents

Age group

Between 16 and 30 665 19%

Between 31 and 40 838 23%

Between 41 and 50 968 27%

51 and over 1114 31%

Did not specify 118

Gender

Male 838 23%

Female 2679 74%

Prefer to self-describe 7 0%

Prefer not to say 76 2%

Did not specify 103

Ethnic background

White 3120 88%

Black and minority ethnic 440 12%

Did not specify 143

Disability

Disabled 495 14%

Not disabled 3078 86%

Did not specify 130
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Appendix 1

Key Findings for North Bristol NHS Trust benchmarked against other acute trusts

Technical notes:

• The first column in table A1 shows the trust's scores for each of the Key Findings. The same
data are displayed in section 3 and 4 of this report.

• The second column in table A1 shows the 95% confidence intervals around the trust's
scores for each of the Key Findings.

• The third column in table A1 shows the average (median) score for each of the Key Findings
for acute trusts. The same data are displayed in section 3 and 4 of this report.

• The fourth and fifth columns in table A1 show the thresholds for the lowest and highest 20%
for each of the Key Findings for acute trusts. The data are used to describe comparisons
with other trusts as displayed in section 3 and 4 of this report.

• The sixth column in table A1 shows the lowest score attained for each of the Key Findings
by an acute trust.

• The seventh column in table A1 shows the highest score attained for each of the Key
Findings by an acute trust.

• For most of the Key Findings presented in table A1, the higher the score the better.
However, there are some Key Findings for which a high score would represent a negative
score. For these Key Findings, marked with an asterisk and shown in italics, the lower the
score the better.

• Please note that the data presented in table A1 are rounded to the nearest whole number for
percentage scores and to two decimal places for scale summary scores.
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Table A1: Key Findings for North Bristol NHS Trust benchmarked against other
acute trusts

Your trust National scores for acute trusts

Response rate 46 - 44 39 50 29 73

Appraisals & support for development

KF11. % appraised in last 12 mths 79 [78, 81] 86 81 91 65 96

KF12. Quality of appraisals 2.99 [2.95,
3.04] 3.11 3.01 3.20 2.83 3.52

KF13. Quality of non-mandatory training,
learning or development 4.03 [4.00,

4.06] 4.05 4.01 4.10 3.90 4.22

Equality & diversity

* KF20. % experiencing discrimination at work
in last 12 mths 11 [10, 12] 12 10 14 8 25

KF21. % believing the organisation provides
equal opportunities for career progression /
promotion

84 [83, 86] 85 82 88 69 94

Errors & incidents

* KF28. % witnessing potentially harmful errors,
near misses or incidents in last mth 36 [34, 37] 31 28 33 24 42

KF29. % reporting errors, near misses or
incidents witnessed in last mth 88 [86, 90] 90 89 91 86 98

KF30. Fairness and effectiveness of
procedures for reporting errors, near misses
and incidents

3.65 [3.62,
3.67] 3.73 3.64 3.79 3.46 3.88

KF31. Staff confidence and security in
reporting unsafe clinical practice 3.60 [3.57,

3.63] 3.65 3.58 3.71 3.43 3.83

Health and wellbeing

* KF17. % feeling unwell due to work related
stress in last 12 mths 42 [41, 44] 36 34 40 28 46

* KF18. % attending work in last 3 mths despite
feeling unwell because they felt pressure 56 [54, 57] 52 49 55 42 59

KF19. Org and mgmt interest in and action on
health and wellbeing 3.48 [3.45,

3.51] 3.62 3.51 3.71 3.34 3.92

Working patterns

KF15. % satisfied with the opportunities for
flexible working patterns 47 [45, 49] 51 47 54 40 60

* KF16. % working extra hours 71 [69, 72] 72 69 74 62 78
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Table A1: Key Findings for North Bristol NHS Trust benchmarked against other
acute trusts (cont)

Your trust National scores for acute trusts

Job satisfaction

KF1. Staff recommendation of the
organisation as a place to work or receive
treatment

3.68 [3.65,
3.70] 3.75 3.58 3.94 3.34 4.12

KF4. Staff motivation at work 3.84 [3.81,
3.86] 3.92 3.87 3.96 3.76 4.07

KF7. % able to contribute towards
improvements at work 68 [67, 70] 70 67 72 59 78

KF8. Staff satisfaction with level of
responsibility and involvement 3.87 [3.85,

3.89] 3.91 3.86 3.96 3.76 4.04

KF9. Effective team working 3.67 [3.64,
3.70] 3.72 3.67 3.80 3.59 3.88

KF14. Staff satisfaction with resourcing and
support 3.16 [3.14,

3.19] 3.31 3.23 3.40 3.12 3.58

Managers

KF5. Recognition and value of staff by
managers and the organisation 3.35 [3.32,

3.38] 3.45 3.36 3.53 3.21 3.71

KF6. % reporting good communication
between senior management and staff 28 [26, 29] 33 28 38 20 48

KF10. Support from immediate managers 3.64 [3.61,
3.67] 3.74 3.67 3.81 3.55 3.94

Patient care & experience

KF2. Staff satisfaction with the quality of work
and care they are able to deliver 3.74 [3.70,

3.77] 3.91 3.82 3.99 3.69 4.21

KF3. % agreeing that their role makes a
difference to patients / service users 89 [88, 90] 90 89 91 86 93

KF32. Effective use of patient / service user
feedback 3.63 [3.59,

3.67] 3.71 3.62 3.78 3.41 3.96

Violence, harassment & bullying

* KF22. % experiencing physical violence from
patients, relatives or the public in last 12 mths 16 [15, 17] 15 13 17 9 22

* KF23. % experiencing physical violence from
staff in last 12 mths 2 [2, 2] 2 2 3 1 5

KF24. % reporting most recent experience of
violence 67 [63, 71] 66 63 72 55 79

* KF25. % experiencing harassment, bullying or
abuse from patients, relatives or the public in
last 12 mths

28 [26, 29] 28 25 30 20 36

* KF26. % experiencing harassment, bullying or
abuse from staff in last 12 mths 25 [24, 27] 25 22 28 19 38

KF27. % reporting most recent experience of
harassment, bullying or abuse 47 [44, 49] 45 42 47 36 59
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To enable comparison between years, scores from 2016 and 2015 have been re-calculated and re-weighted using the
2017 formulae, so may appear slightly different from figures in previous feedback reports. More details about these
changes can be found in the document Making sense of your staff survey data, which can be downloaded from
www.nhsstaffsurveys.com.

Appendix 2

Changes to the Key Findings since the 2015 and 2016 staff surveys

Technical notes:

• For most of the Key Findings presented in tables A2.1 and A2.2, the higher the score the
better. However, there are some Key Findings for which a high score would represent a
negative result. For these Key Findings, marked with an asterisk and shown in italics, the
lower the score the better.

• It is likely that we would see some small change simply due to sample differences between
the two years. The final column of the tables shows whether the change in your trust is
statistically significant or not. If a change is not significant, then there is no evidence of a real
change in the trust score.

• Please note that the trust scores and change scores presented in tables A2.1 and A2.2 are
rounded to the nearest whole number for percentage scores and to two decimal places for
scale summary scores.

• All percentage scores are shown to the nearest 1%. This means scores of less than 0.5%
are displayed as 0%.

• In certain cases a dash (-) appears in Table A2.2. This is either because the Key Finding
was not calculated in previous years, or there have been changes in how the Key Finding
has been calculated this year.
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Table A2.1: Changes in the Key Findings for North Bristol NHS Trust since 2016
survey

North Bristol NHS Trust

2017
score

2016
score

Change Statistically
significant?

Response rate 46 32 14 N/A

Appraisals & support for development

KF11. % appraised in last 12 mths 79 83 -4 No

KF12. Quality of appraisals 2.99 2.95 0.05 No

KF13. Quality of non-mandatory training, learning or
development 4.03 4.10 -0.07 No

Equality & diversity

* KF20. % experiencing discrimination at work in last 12 mths 11 10 1 No

KF21. % believing the organisation provides equal opportunities
for career progression / promotion 84 85 -1 No

Errors & incidents

* KF28. % witnessing potentially harmful errors, near misses or
incidents in last mth 36 34 2 No

KF29. % reporting errors, near misses or incidents witnessed in
last mth 88 87 2 No

KF30. Fairness and effectiveness of procedures for reporting
errors, near misses and incidents 3.65 3.69 -0.04 No

KF31. Staff confidence and security in reporting unsafe clinical
practice 3.60 3.62 -0.02 No

Health and wellbeing

* KF17. % feeling unwell due to work related stress in last 12 mths 42 37 6 Yes

* KF18. % attending work in last 3 mths despite feeling unwell
because they felt pressure 56 56 0 No

KF19. Org and mgmt interest in and action on health and
wellbeing 3.48 3.44 0.04 No

Working patterns

KF15. % satisfied with the opportunities for flexible working
patterns 47 46 1 No

* KF16. % working extra hours 71 75 -4 No
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Table A2.1: Changes in the Key Findings for North Bristol NHS Trust since 2016
survey (cont)

North Bristol NHS Trust

2017
score

2016
score

Change Statistically
significant?

Job satisfaction

KF1. Staff recommendation of the organisation as a place to
work or receive treatment 3.68 3.61 0.07 No

KF4. Staff motivation at work 3.84 3.90 -0.06 No

KF7. % able to contribute towards improvements at work 68 64 4 No

KF8. Staff satisfaction with level of responsibility and involvement 3.87 3.85 0.02 No

KF9. Effective team working 3.67 3.64 0.03 No

KF14. Staff satisfaction with resourcing and support 3.16 3.22 -0.06 No

Managers

KF5. Recognition and value of staff by managers and the
organisation 3.35 3.34 0.00 No

KF6. % reporting good communication between senior
management and staff 28 28 -1 No

KF10. Support from immediate managers 3.64 3.59 0.06 No

Patient care & experience

KF2. Staff satisfaction with the quality of work and care they are
able to deliver 3.74 3.82 -0.08 No

KF3. % agreeing that their role makes a difference to patients /
service users 89 90 -1 No

KF32. Effective use of patient / service user feedback 3.63 3.53 0.10 No

Violence, harassment & bullying

* KF22. % experiencing physical violence from patients, relatives
or the public in last 12 mths 16 15 1 No

* KF23. % experiencing physical violence from staff in last 12 mths 2 3 -1 No

KF24. % reporting most recent experience of violence 67 66 2 No

* KF25. % experiencing harassment, bullying or abuse from
patients, relatives or the public in last 12 mths 28 30 -2 No

* KF26. % experiencing harassment, bullying or abuse from staff in
last 12 mths 25 26 -1 No

KF27. % reporting most recent experience of harassment,
bullying or abuse 47 45 2 No
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Table A2.2: Changes in the Key Findings for North Bristol NHS Trust since 2015
survey

North Bristol NHS Trust

2017
score

2015
score

Change Statistically
significant?

Response rate 46 30 16 -

Appraisals & support for development

KF11. % appraised in last 12 mths 79 79 0 No

KF12. Quality of appraisals 2.99 2.93 0.07 No

KF13. Quality of non-mandatory training, learning or
development 4.03 3.98 0.05 Yes

Equality & diversity

* KF20. % experiencing discrimination at work in last 12 mths 11 11 0 No

KF21. % believing the organisation provides equal opportunities
for career progression / promotion 84 85 -1 No

Errors & incidents

* KF28. % witnessing potentially harmful errors, near misses or
incidents in last mth 36 36 0 No

KF29. % reporting errors, near misses or incidents witnessed in
last mth 88 85 3 Yes

KF30. Fairness and effectiveness of procedures for reporting
errors, near misses and incidents 3.65 3.60 0.05 Yes

KF31. Staff confidence and security in reporting unsafe clinical
practice 3.60 3.58 0.02 No

Health and wellbeing

* KF17. % feeling unwell due to work related stress in last 12 mths 42 41 2 No

* KF18. % attending work in last 3 mths despite feeling unwell
because they felt pressure 56 54 2 No

KF19. Org and mgmt interest in and action on health and
wellbeing 3.48 3.37 0.11 Yes

Working patterns

KF15. % satisfied with the opportunities for flexible working
patterns 47 49 -2 No

* KF16. % working extra hours 71 72 -1 No

49



Table A2.2: Changes in the Key Findings for North Bristol NHS Trust since 2015
survey (cont)

North Bristol NHS Trust

2017
score

2015
score

Change Statistically
significant?

Job satisfaction

KF1. Staff recommendation of the organisation as a place to
work or receive treatment 3.68 3.64 0.04 No

KF4. Staff motivation at work 3.84 3.84 0.00 No

KF7. % able to contribute towards improvements at work 68 68 0 No

KF8. Staff satisfaction with level of responsibility and involvement 3.87 3.86 0.01 No

KF9. Effective team working 3.67 3.66 0.01 No

KF14. Staff satisfaction with resourcing and support 3.16 3.23 -0.07 Yes

Managers

KF5. Recognition and value of staff by managers and the
organisation 3.35 3.35 0.00 No

KF6. % reporting good communication between senior
management and staff 28 27 1 No

KF10. Support from immediate managers 3.64 3.61 0.03 No

Patient care & experience

KF2. Staff satisfaction with the quality of work and care they are
able to deliver 3.74 3.73 0.00 No

KF3. % agreeing that their role makes a difference to patients /
service users 89 88 1 No

KF32. Effective use of patient / service user feedback 3.63 3.52 0.11 Yes

Violence, harassment & bullying

* KF22. % experiencing physical violence from patients, relatives
or the public in last 12 mths 16 15 1 No

* KF23. % experiencing physical violence from staff in last 12 mths 2 2 0 No

KF24. % reporting most recent experience of violence 67 55 12 Yes

* KF25. % experiencing harassment, bullying or abuse from
patients, relatives or the public in last 12 mths 28 28 -1 No

* KF26. % experiencing harassment, bullying or abuse from staff in
last 12 mths 25 26 -1 No

KF27. % reporting most recent experience of harassment,
bullying or abuse 47 41 6 Yes
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Appendix 3

Data tables: 2017 Key Findings and the responses to all survey questions

For each of the 32 Key Findings (Table A3.1) and each individual survey question in the core
version of the questionnaire (Table A3.2), this appendix presents your trust’s 2017 survey
response, the average (median) 2017 response for acute trusts, and your trust’s 2016 survey
response (where applicable).

In Table A3.1, the question numbers used to calculate the 32 Key Findings are also listed in the
first column.

In Table A3.2, the responses to the survey questions are presented in the order that they appear
within the core version of the 2017 questionnaire.

Technical notes:

• In certain cases a dash (-) appears in Tables A3.1 or A3.2. This is in order to preserve
anonymity of individual staff, where there were fewer than 11 responses to a survey
question or Key Finding.

• Please note that the figures reported in tables A3.1 and A3.2 are un-weighted, and, as a
consequence there may be some slight differences between these figures and the figures
reported in sections 3 and 4 and Appendix 2 of this report, which are weighted according to
the occupational group profile of a typical acute trust.

• The question data within this section excludes any non-specific responses (‘Don’t
know’/’Can’t remember’).

• More details about the calculation of Key Findings and the weighting of data can be found in
the document Making sense of your staff survey data, which can be downloaded from:
www.nhsstaffsurveys.com
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Table A3.1: Key Findings for North Bristol NHS Trust benchmarked against other
acute trusts

Question
number(s)

Your Trust
in 2017

Average
(median) for
acute trusts

Your Trust
in 2016

Appraisals & support for development

KF11. % appraised in last 12 mths Q20a 80 86 83

KF12. Quality of appraisals Q20b-d 2.98 3.10 2.95

KF13. Quality of non-mandatory training, learning or
development Q18b-d 4.03 4.05 4.09

Equality & diversity

* KF20. % experiencing discrimination at work in last 12
mths Q17a-b 11 12 10

KF21. % believing the organisation provides equal
opportunities for career progression / promotion Q16 84 85 86

Errors & incidents

* KF28. % witnessing potentially harmful errors, near
misses or incidents in last mth Q11a-b 36 30 34

KF29. % reporting errors, near misses or incidents
witnessed in last mth Q11c 88 90 85

KF30. Fairness and effectiveness of procedures for
reporting errors, near misses and incidents Q12a-d 3.65 3.73 3.69

KF31. Staff confidence and security in reporting unsafe
clinical practice Q13b-c 3.60 3.65 3.61

Health and wellbeing

* KF17. % feeling unwell due to work related stress in last
12 mths Q9c 42 36 35

* KF18. % attending work in last 3 mths despite feeling
unwell because they felt pressure Q9d-g 55 52 55

KF19. Org and mgmt interest in and action on health and
wellbeing Q7f, 9a 3.48 3.62 3.44

Working patterns

KF15. % satisfied with the opportunities for flexible
working patterns Q5h 47 51 47

* KF16. % working extra hours Q10b-c 71 71 76
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Table A3.1: Key Findings for North Bristol NHS Trust benchmarked against other
acute trusts (cont)

Question
number(s)

Your Trust
in 2017

Average
(median) for
acute trusts

Your Trust
in 2016

Job satisfaction

KF1. Staff recommendation of the organisation as a place
to work or receive treatment Q21a, 21c-d 3.68 3.76 3.62

KF4. Staff motivation at work Q2a-c 3.83 3.92 3.90

KF7. % able to contribute towards improvements at work Q4a-b, 4d 68 70 64

KF8. Staff satisfaction with level of responsibility and
involvement

Q3a-b, 4c,
5d-e 3.87 3.90 3.85

KF9. Effective team working Q4h-j 3.66 3.71 3.63

KF14. Staff satisfaction with resourcing and support Q4e-g, 5c 3.16 3.31 3.24

Managers

KF5. Recognition and value of staff by managers and the
organisation Q5a, 5f, 7g 3.34 3.44 3.35

KF6. % reporting good communication between senior
management and staff Q8a-d 28 33 29

KF10. Support from immediate managers Q5b, 7a-e 3.63 3.74 3.58

Patient care & experience

KF2. Staff satisfaction with the quality of work and care
they are able to deliver Q3c, 6a, 6c 3.74 3.92 3.83

KF3. % agreeing that their role makes a difference to
patients / service users Q6b 89 90 90

KF32. Effective use of patient / service user feedback Q21b, 22b-c 3.63 3.71 3.56

Violence, harassment & bullying

* KF22. % experiencing physical violence from patients,
relatives or the public in last 12 mths Q14a 16 14 15

* KF23. % experiencing physical violence from staff in last
12 mths Q14b-c 2 2 3

KF24. % reporting most recent experience of violence Q14d 67 67 65

* KF25. % experiencing harassment, bullying or abuse
from patients, relatives or the public in last 12 mths Q15a 27 27 30

* KF26. % experiencing harassment, bullying or abuse
from staff in last 12 mths Q15b-c 25 25 25

KF27. % reporting most recent experience of
harassment, bullying or abuse Q15d 47 45 44
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Table A3.2: Survey questions benchmarked against other acute trusts

Your Trust
in 2017

Average
(median) for
acute trusts

Your Trust
in 2016

Contact with patients

Q1 % saying they have face-to-face contact with patients / service
users as part of their job

78 83 80

Staff motivation at work

% saying often or always to the following statements:

Q2a "I look forward to going to work" 53 58 58

Q2b "I am enthusiastic about my job" 71 74 74

Q2c "Time passes quickly when I am working" 75 77 77

Job design

% agreeing / strongly agreeing with the following statements:

Q3a "I always know what my work responsibilities are" 88 88 86

Q3b "I am trusted to do my job" 93 92 92

Q3c "I am able to do my job to a standard I am personally pleased
with"

75 80 78

Opportunities to develop potential at work

% agreeing / strongly agreeing with the following statements:

Q4a "There are frequent opportunities for me to show initiative in my
role"

71 73 69

Q4b "I am able to make suggestions to improve the work of my team
/ department"

72 74 72

Q4c "I am involved in deciding on changes introduced that affect my
work area / team / department"

49 53 49

Q4d "I am able to make improvements happen in my area of work" 53 56 51

Q4e "I am able to meet all the conflicting demands on my time at
work"

39 46 42

Q4f "I have adequate materials, supplies and equipment to do my
work"

46 54 48

Q4g "There are enough staff at this organisation for me to do my job
properly"

24 31 29

Q4h "The team I work in has a set of shared objectives" 70 72 70

Q4i "The team I work in often meets to discuss the team's
effectiveness"

55 58 53

Q4j "Team members have to communicate closely with each other
to achieve the team's objectives"

77 78 76

Staff job satisfaction

% satisfied or very satisfied with the following aspects of their job:

Q5a "The recognition I get for good work" 49 52 48

Q5b "The support I get from my immediate manager" 62 67 60

Q5c "The support I get from my work colleagues" 80 81 78

Q5d "The amount of responsibility I am given" 72 74 74

Q5e "The opportunities I have to use my skills" 69 71 72

Q5f "The extent to which my organisation values my work" 37 43 41

Q5g "My level of pay" 27 30 37

Q5h "The opportunities for flexible working patterns" 47 51 47

Contribution to patient care

% agreeing / strongly agreeing with the following statements:

Q6a "I am satisfied with the quality of care I give to patients / service
users"

75 81 78

Q6b "I feel that my role makes a difference to patients / service
users"

89 90 90

Q6c "I am able to deliver the patient care I aspire to" 60 67 63
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Your Trust
in 2017

Average
(median) for
acute trusts

Your Trust
in 2016

Your managers

% agreeing / strongly agreeing with the following statements:

Q7a "My immediate manager encourages those who work for
her/him to work as a team"

70 74 68

Q7b "My immediate manager can be counted on to help me with a
difficult task at work"

67 71 67

Q7c "My immediate manager gives me clear feedback on my work" 56 61 51

Q7d "My immediate manager asks for my opinion before making
decisions that affect my work"

49 55 48

Q7e "My immediate manager is supportive in a personal crisis" 71 74 68

Q7f "My immediate manager takes a positive interest in my health
and well-being"

65 67 60

Q7g "My immediate manager values my work" 68 71 66

Q8a "I know who the senior managers are here" 82 83 81

Q8b "Communication between senior management and staff is
effective"

35 40 35

Q8c "Senior managers here try to involve staff in important
decisions"

28 34 29

Q8d "Senior managers act on staff feedback" 26 32 26

Health and well-being

Q9a % saying their organisation definitely takes positive action on
health and well-being

23 32 27

Q9b % saying they have have experienced musculoskeletal problems
(MSK) in the last 12 months as a result of work activities

31 26 26

Q9c % saying they have have felt unwell in the last 12 months as a
result of work related stress

42 36 35

Q9d % saying in the last three months they had gone to work despite
not feeling well enough to perform their duties

59 56 58

If attended work despite not feeling well enough (YES to Q9d), % saying they...

Q9e ...had felt pressure from their manager to come to work 28 27 29

Q9f ...had felt pressure from their colleagues to come to work 20 21 26

Q9g ...had put themselves under pressure to come to work 92 92 93

Working hours

Q10a % working part time (up to 29 hours a week) 23 20 21

Q10b % working additional PAID hours 29 35 33

Q10c % working additional UNPAID hours 59 57 64

Witnessing and reporting errors, near misses and incidents

Q11a % witnessing errors, near misses or incidents in the last month that
could have hurt staff

21 17 22

Q11b % witnessing errors, near misses or incidents in the last month that
could have hurt patients / service users

32 26 28

Q11c If they witnessed an error, near miss or incident that could have
hurt staff or patients / service users (YES to Q11a or YES to
Q11b), % saying the last time this happened, either they or a
colleague had reported it

94 95 94
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Your Trust
in 2017

Average
(median) for
acute trusts

Your Trust
in 2016

Fairness and effectiveness of procedures for reporting errors, near misses or incidents

% agreeing / strongly agreeing with the following statements:

Q12a "My organisation treats staff who are involved in an error, near
miss or incident fairly"

54 55 55

Q12b "My organisation encourages us to report errors, near misses or
incidents"

84 88 87

Q12c "When errors, near misses or incidents are reported, my
organisation takes action to ensure that they do not happen
again"

63 69 64

Q12d "We are given feedback about changes made in response to
reported errors, near misses and incidents"

53 56 54

Raising concerns about unsafe clinical practice

Q13a % saying if they were concerned about unsafe clinical practice they
would know how to report it

93 95 93

% agreeing / strongly agreeing with the following statements:

Q13b "I would feel secure raising concerns about unsafe clinical
practice"

68 69 68

Q13c "I am confident that the organisation would address my concern" 54 57 53

Experiencing and reporting physical violence at work

% experiencing physical violence at work from patients / service users, their relatives or other members of the
public in last 12 months...

Q14a Never 84 86 85

Q14a 1 to 2 times 10 9 9

Q14a 3 to 5 times 3 3 4

Q14a 6 to 10 times 1 1 0

Q14a More than 10 times 1 1 2

% experiencing physical violence at work from managers in last 12 months...

Q14b Never 99 99 99

Q14b 1 to 2 times 0 0 0

Q14b 3 to 5 times 0 0 0

Q14b 6 to 10 times 0 0 0

Q14b More than 10 times 0 0 0

% experiencing physical violence at work from other colleagues in last 12 months...

Q14c Never 98 98 97

Q14c 1 to 2 times 1 1 2

Q14c 3 to 5 times 0 0 0

Q14c 6 to 10 times 0 0 0

Q14c More than 10 times 0 0 1

Q14d (If YES to Q14a, Q14b or Q14c) % saying the last time they
experienced an incident of physical violence, either they or a
colleague had reported it

67 67 65

Experiencing and reporting harassment, bullying and abuse at work

% experiencing harassment, bullying or abuse at work from patients / service users, their relatives or other
members of the public in last 12 months...

Q15a Never 73 73 70

Q15a 1 to 2 times 16 17 20

Q15a 3 to 5 times 6 6 6

Q15a 6 to 10 times 2 2 2

Q15a More than 10 times 3 3 2

56



Your Trust
in 2017

Average
(median) for
acute trusts

Your Trust
in 2016

% experiencing harassment, bullying or abuse at work from managers in last 12 months...

Q15b Never 87 87 87

Q15b 1 to 2 times 9 9 8

Q15b 3 to 5 times 3 2 5

Q15b 6 to 10 times 1 1 1

Q15b More than 10 times 1 1 1

% experiencing harassment, bullying or abuse at work from other colleagues in last 12 months...

Q15c Never 82 81 81

Q15c 1 to 2 times 13 13 14

Q15c 3 to 5 times 3 3 3

Q15c 6 to 10 times 1 1 1

Q15c More than 10 times 1 1 1

Q15d (If YES to Q15a, Q15b or Q15c) % saying the last time they
experienced an incident of harassment, bullying or abuse, either
they or a colleague had reported it

47 45 44

Equal opportunities

Q16 % saying the organisation acts fairly with regard to career
progression / promotion, regardless of ethnic background, gender,
religion, sexual orientation, disability or age

84 85 86

Discrimination

Q17a % saying they had experienced discrimination from patients /
service users, their relatives or other members of the public in the
last 12 months

5 6 5

Q17b % saying they had experienced discrimination from their manager /
team leader or other colleagues in the last 12 months

8 8 7

% saying they had experienced discrimination on the grounds of:

Q17c Ethnic background 40 40 44

Q17c Gender 19 19 22

Q17c Religion 6 4 14

Q17c Sexual orientation 5 4 6

Q17c Disability 7 8 3

Q17c Age 16 18 28

Q17c Other reason(s) 33 33 19

Job-relevant training, learning and development

Q18a % having received non-mandatory training, learning or
development in the last 12 months

69 71 70

% who had received training, learning and development in the last 12 months (YES to Q18a) agreeing / strongly
agreeing with the following statements:

Q18b "It has helped me to do my job more effectively" 83 84 85

Q18c "It has helped me stay up-to-date with professional
requirements"

88 87 90

Q18d "It has helped me to deliver a better patient / service user
experience"

81 82 83

Q19 % who had received mandatory training in the last 12 months 90 97 94

Appraisals

Q20a % saying they had received an appraisal or performance
development review in the last 12 months

80 86 83
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Your Trust
in 2017

Average
(median) for
acute trusts

Your Trust
in 2016

If (YES to Q20a) had received an appraisal or performance development review in the last 12 months:

Q20b % saying their appraisal or development review definitely helped
them to improve how they do their job

18 22 16

Q20c % saying their appraisal or development review definitely helped
them agree clear objectives for their work

29 34 31

Q20d % saying their appraisal or development review definitely made
them feel their work was valued by the organisation

27 30 28

Q20e % saying the values of their organisation were definitely
discussed as part of the appraisal

31 33 32

Q20f % saying their appraisal or development review had identified
training, learning or development needs

64 64 60

If (YES to Q20a) had received an appraisal or performance development review AND (YES to Q20f) training,
learning or development needs identified as part of their appraisal or development review:

Q20g % saying their manager definitely supported them to receive
training, learning or development

45 51 47

Your organisation

% agreeing / strongly agreeing with the following statements:

Q21a "Care of patients / service users is my organisation's top priority" 73 76 69

Q21b "My organisation acts on concerns raised by patients / service
users"

68 73 67

Q21c "I would recommend my organisation as a place to work" 54 61 54

Q21d "If a friend or relative needed treatment, I would be happy with
the standard of care provided by this organisation"

71 71 65

Patient / service user experience measures

% saying 'Yes'

Q22a "Is patient / service user experience feedback collected within
your directorate / department?"

87 89 90

If patient / service user feedback collected (YES to Q22a), % agreeing or strongly agreeing with the following
statements:

Q22b "I receive regular updates on patient / service user experience
feedback in my directorate / department"

60 62 54

Q22c "Feedback from patients / service users is used to make
informed decisions within my directorate / department"

54 58 51

BACKGROUND DETAILS

Gender

Q23a Male 23 20 25

Q23a Female 74 77 75

Q23a Prefer to self-describe 0 0 0

Q23a Prefer not to say 2 2 0

Age group

Q23b Between 16 and 30 19 16 18

Q23b Between 31 and 40 23 21 21

Q23b Between 41 and 50 27 27 27

Q23b 51 and over 31 34 34

Ethnic background

Q24 White 88 88 89

Q24 Mixed 1 1 2

Q24 Asian / Asian British 6 7 6

Q24 Black / Black British 3 2 2

Q24 Chinese 1 0 1

Q24 Other 1 1 1
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Your Trust
in 2017

Average
(median) for
acute trusts

Your Trust
in 2016

Sexuality

Q25 Heterosexual (straight) 88 91 87

Q25 Gay Man 2 1 1

Q25 Gay Woman (lesbian) 1 1 2

Q25 Bisexual 1 1 2

Q25 Other 1 0 0

Q25 Preferred not to say 8 7 8

Religion

Q26 No religion 42 34 38

Q26 Christian 46 53 52

Q26 Buddhist 1 1 1

Q26 Hindu 1 2 1

Q26 Jewish 0 0 0

Q26 Muslim 2 2 2

Q26 Sikh 0 0 0

Q26 Other 2 2 2

Q26 Preferred not to say 7 6 4

Disability

Q27a % saying they have a long-standing illness, health problem or
disability

14 17 18

Q27b If long-standing disability (YES to Q27a and if adjustments felt
necessary), % saying their employer has made adequate
adjustment(s) to enable them to carry out their work

75 74 83

Length of time at the organisation (or its predecessors)

Q28 Less than 1 year 6 9 10

Q28 1 to 2 years 16 14 14

Q28 3 to 5 years 17 17 14

Q28 6 to 10 years 17 17 17

Q28 11 to 15 years 13 14 15

Q28 More than 15 years 30 28 30

Occupational group

Q29 Registered Nurses and Midwives 26 28 25

Q29 Nursing or Healthcare Assistants 8 8 8

Q29 Medical and Dental 9 9 13

Q29 Allied Health Professionals 12 12 10

Q29 Scientific and Technical / Healthcare Scientists 12 8 10

Q29 Social Care staff 0 0 0

Q29 Emergency Care Practitioner 0 0 0

Q29 Paramedic 0 0 0

Q29 Emergency Care Assistant 0 0 0

Q29 Ambulance Technician 0 0 0

Q29 Ambulance Control Staff 0 0 0

Q29 Patient Transport Service 0 0 0

Q29 Public Health / Health Improvement 0 0 0

Q29 Commissioning staff 0 0 0

Q29 Admin and Clerical 14 17 18

Q29 Central Functions / Corporate Services 4 5 2

Q29 Maintenance / Ancillary 8 6 11

Q29 General Management 2 3 3

Q29 Other 4 3 0
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Your Trust
in 2017

Average
(median) for
acute trusts

Your Trust
in 2016

Team working

Q30a % working in a team 95 95 93

(If YES to Q30a): Number of core members in their team

Q30b 2-5 21 22 23

Q30b 6-9 20 20 17

Q30b 10-15 18 18 17

Q30b More than 15 41 38 42
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Appendix 4

Other NHS staff survey 2017 documentation

This report is one of several ways in which we present the results of the 2017 national NHS staff
survey:

1) A separate summary report of the main 2017 survey results for North Bristol NHS Trust can
be downloaded from: www.nhsstaffsurveys.com. The summary report is a shorter version of
this feedback report, which may be useful for wider circulation within the trust.

2) A national briefing document, describing the national Key Findings from the 2017 survey and
making comparisons with previous years, will be available from www.nhsstaffsurveys.com in
March 2018.

3) The document Making sense of your staff survey data, which can be downloaded from
www.nhsstaffsurveys.com. This includes details about the calculation of Key Findings and
the data weighting method used.

4) A series of detailed spreadsheets will be made available after publication via
www.nhsstaffsurveys.com. In these detailed spreadsheets you will be able to find:

• responses of staff in your trust to every core survey question
• responses in every trust in England
• the average responses for each major trust type (e.g. all acute trusts, all ambulance

trusts)
• the average responses for each major occupational and demographic group within

the major trust types
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Staff Survey 2017 
Key Findings
Overall, it is a similar picture to last year, but with some pockets of improvement.  We are pleased 
that more of you took the time to respond, and an increasing number say you are proud of the 
work you do at NBT.  Where we fall short, the gap is closing – but we hear the message about 
stress, and more support being 
required at work.  We will continue 
to listen and make improvements in 
the working environment.  
Thank you for all you do.

 

 

Response rate

46%
14% from 2016

3,703 staff had their say

Thank you!

Engagement

   3.72 / 5

National average
   3.79

Staff feeling 
unwell due to 

work related stress  

  
(from 37% to 42%)

average 36%

Staff 
satisfaction with 
resourcing and 

support
 

 
average 3.31

Recognition 
and value of staff 

by managers and the 
organisation  

 
average 3.45

5% since 2016
3.16 / 5 3.35 / 5 

Workload and 
Resources

Staff Health and 
Wellbeing

Communications 
and Engagement

Management 
and Leadership 
Development

Mandatory 
Training

Good 
communication 
between senior 

management and 
staff

  

 average 33%

28%

% who had 
received mandatory 
training in last 12 

months  

average 97%

90% 

Strengths

Results we aim to improve

Priority areas for action

We are proud of the 
standard of care we provide

“If a friend or relative needed 
treatment I would be happy with the 

quality of care we deliver”

NBT is a safe, respectful 
and inclusive place to work

In 11 questions about violence, 
bullying and discrimination

from 65% to 71%

  6% since 2016
+ 5 = 4 - 2
we’re 
better

we’re 
the same

we’re 
lower

...than the national average
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Report to: Trust Board Agenda item:  11 

Date of Meeting: 5th April 2018 

 
Report Title: Quality Account - Quality Priorities 2018-19  

Status: Information Discussion Assurance Approval 

 X  X 

Prepared by:  Paul Cresswell, Associate Director of Quality Governance 

Presented by: Sue Jones, Director of Nursing & Quality 

Appendices (list if applicable): A. Quality Priorities 2017-18  

 
Recommendation:  

 
The Trust Board is requested  to; 

a) Discuss and approve the draft quality priorities that have been prepared in conjunction with the timelines for developing the Trust’s 
Quality Account for 2017-18.  

b) Consider the basis for selecting these priorities for inclusion within the 2017-18 Quality Account, noting the support from the Quality 
Committee, Trust Management Team and QRMC. 

c) Approve the ongoing assurance oversight arrangements that will be maintained by the Quality Committee, reporting to TMT and via the 
Integrated Performance Report to Trust Board. 
 

 
 

 
 



 

 
 
1. Purpose 

1.1 This report seeks Trust Board approval of the proposed Quality 
Account priorities for 2018-19 taking account of the consultation 
undertaken, including Quality Committee, Trust Management 
Team and Quality & Risk management Committee (QRMC) 
review. 

 
2. Background 

2.1 NHS Quality Accounts must include a section on the Trust’s 
“Quality Priorities”. This reviews performance on last year’s 
chosen Quality Priorities and sets out the new Priorities for the 
next financial year. 

 
2.2 Organisations must choose at least 3 Priorities for quality 

improvement and confirm monitoring & reporting arrangements. 
Organisations must consult on the Priorities to ensure they are 
important and relevant to patients and the local population. 

 
2.3 In keeping with the changes made for 2017/18 priorities, it is 

proposed that these are shaped around core themes that align to 
NBT’s strategy and the Business plan for 2018/19.  

3.  2017-2018 Quality Account Priorities  

3.1  The 2017/18 priorities are; 
1. Improve Theatre safety. 
2. Reduce Harm from Pressure Injury. 
3. Reduce infections arising from indwelling devices. 
4. Learn from deaths in hospital and improve end of life care. 

5. Improve the care of patients whose condition is at risk of 
deteriorating. 

6. Enhance the way patient feedback is used to influence care 
and service development. 

 
3.2 Progress against these priorities will be reported within the 2017/18 

Quality Account and has been referenced within the Trust Board 
Integrated Performance Reports since the mid-year stage.  The 
current state in each area has been taken into account when 
considering the priorities for 2018/19. 

 
4. Development of 2018-19 Quality Account Priorities 

4.1 The approach taken, consultation timelines, proposed list of quality 
priorities and key dates are set out in Appendix A.  

 
4.2 Internal governance approvals to date have been through the 

Quality Committee, then Trust Management Team and subsequent 
review at Quality & Risk management Committee. At the time of 
writing this report the QRMC had not met but a verbal update will 
be provided at Trust Board on any key points of debate or 
recommendation. 

 
4.3 In summary the proposed priorities are; 

1. Eliminate delays in hospital to improve patient safety and reduce 
bed occupancy (‘home is best’) 

2. Enhance the way patient involvement and feedback is used to 
influence care and service development 

3. Continue improving the quality of end of life care across all 
specialities 

4. Strengthen learning & action by embedding quality governance 
at specialty, cluster and divisional level 

This document could be made public under the Freedom of Information Act 2000. 
Any person identifiable, corporate sensitive information will be exempt and must be discussed under a 'closed section' of any meeting. 
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5. Demonstrate a stronger clinical understanding and application of 
the Mental Capacity Act and Deprivation of Liberty Standards 

 
4.4 There will be differing levels of resource and capacity to drive each 

of these priorities, and associated with that a range of data 
maturity. Some areas are well-embedded and have robust quality 
metrics and goals, whilst others will need more work to define 
measures and work out how their achievement can be routinely 
captured within available resources. 

 
4.5 Overall progress will be monitored via the Quality Committee and 

reported to the Board within the IPR. Each quality priority has its 
own individual management oversight arrangements to drive 
operational delivery of the desired outcomes. 

 

5.  Recommendation 

5.1 The Trust Board is requested to; 
a) Discuss and approve the draft quality priorities that have been 

prepared in conjunction with the timelines for developing the 
Trust’s Quality Account for 2017-18.  

b) Consider the basis for selecting these priorities for inclusion 
within the 2017-18 Quality Account, noting the support from the 
Quality Committee, Trust Management Team and QRMC. 

c) Approve the ongoing assurance oversight arrangements that 
will be maintained by the Quality Committee, reporting to TMT 
and via the Integrated Performance Report to Trust Board. 

 

This document could be made public under the Freedom of Information Act 2000. 
Any person identifiable, corporate sensitive information will be exempt and must be discussed under a 'closed section' of any meeting. 
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Presentation title and subject Quality Account Priorities 
2018-19 

 
Trust Board 
5 April 2018 



2017/18 priorities are; 
1. Improve Theatre safety 
2. Reduce Harm from Pressure Injury. 
3. Reduce infections arising from indwelling devices 
4. Learn from deaths in hospital and improve end of life care 
5. Improve the care of patients whose condition is at risk of 

deteriorating 
6. Enhance the way patient feedback is used to influence 

care and service development 
We will report upon progress within our Quality Account. 

What were the agreed Quality Account Priorities 2017-18? 



Approach to Quality Priorities for 2018-19 

Outline priorities drafted taking account of; 
 

• NBT Trust Strategy (2016-21) 

• NBT Business Plan 2018-19 

• NHS Improvement Planning guidance 2018-19 

• Divisional Management Team comments 

• Patient Participation Committee comments 

• CQC Inspection actions 



Draft Quality Priorities for 2018-19 

Items in Purple are new, others are carried forward. 
 

1. Eliminate delays in hospital to improve patient safety and reduce bed 
occupancy (‘home is best’) 

2. Enhance the way patient involvement and feedback is used to influence 
care and service development 

3. Continue improving the quality of end of life care across all specialities 

4. Strengthen learning & action by embedding quality governance at 
specialty, cluster and divisional level 

5. Demonstrate a stronger clinical understanding and application of the 
Mental Capacity Act and Deprivation of Liberty Standards 



Draft Quality Priorities for 2018-19 - Metrics 
No
. 

Priority Related Trust BusinessPlan Objective Metrics 

1. Eliminate 
Delays 

1.2 Improve the flow of patients through the 
hospital with maximum bed occupancy of 
95% 

• Bed occupancy 95%, with escalation areas only in 
use in exceptional periods of demand. 

• Delivery of the inpatient elective SLA in 2018/19 (31 
March 2019) 

• A reduction in the number of patients with a length of 
stay greater than 7 days by at least 50% in all wards 
(against a specific baseline to be determined). 

• Consistent delivery of daily expected discharges in all 
wards. 

• Reliable EDDs implemented consistently in all wards. 
EDDs should be challenging in order to positively 
impact length of stay. 

2. Patient 
Experience 

3.1 More patients receiving inpatient care will 
recommend treatment at NBT to their friends 
and family, increasing from 91% in 
September 2017 to 93% by March 2019, 
making progress to our goal of 95% by 
March 2020. 
 
3.2 Increase the score for National Inpatient 
survey question ‘were you engaged as much 
as you wanted to be in decisions about your 
discharge’ from 6.6 to 6.8 in 2018. 

• FFT – achieve national averages, (response rates & 
% recommend)  

• Complaints - <10 overdue at month end, 3 day 
response 100%, quality measures 

• Ask 4 Questions – implement as part of discharge 
planning within ‘No delays’ programme. 



Draft Quality Priorities for 2018-19 - Metrics 

No
. 

Priority Related Trust 
BusinessPlan Objective 

Metrics 

3. End of Life Care 2.3 Achieve an overall 
CQC rating of 'Good' 

• Learning measures? 
• EOL measures? 
• Embedding Purple Butterfly project (wider rollout) 
 

4. Quality 
governance/ 
CQC 

5.1 Each Clinical Division 
to develop their approach 
for involving front-line staff 
in how they make 
decisions 
 
2.3 Achieve an overall 
CQC rating of 'Good‘ 
 

• All specialities governance arrangements reviewed 
• Divisional governance reports established with BI support 
• Deep Dive quality rotational reviews at Quality Committee 
• Review & enhance clear linkages between divisional and corporate 

quality governance structures. 
• Implement Synbiotix and routine review of ward/unit data and actions 

(‘NQAT2’). 
• Deliver CQC action plan from 2017 inspection. 
• Deliver actions from RCS and GE Healthcare external reports 

5. MCA/DOLs 2.3 Achieve an overall 
CQC rating of 'Good' 

• Training plan & delivery – target coverage to be agreed/delivered 
• MCA & DOLs audits – internal audit KPMG March 2018 & then close 

action plan 
• Quality of DoLS application audit tool 
• Re-audit & improve compliance. 



Consulting on our Quality Priorities for 2018-19 

Consultation Method When? 

Engage with Patient Participation Committee 20th December 
Engage with Patient Participation Committee 25th February 
Engage with Healthwatch  March 2018 
Quality Committee review 6th March 
Trust Management Team review 20th March 
Progress update to QRMC 29th March 
Feedback deadline from all the above 31st March 
Patient Experience Group 17th April 
Confirm final proposal within Trust Board paper 26th April 



 
 

Report to: Trust Board Agenda item:  12 

Date of Meeting: Thursday 5th April 2018 

 
Report Title: CQUIN - Health & Wellbeing - Healthy Food for NBT Staff, Patients & Visitors 

Status: Information Discussion Assurance Approval 

X  X  

Prepared by: Gary Wilkins, Head of Catering 
Starn Chan, Hospitality and Restaurant Assistant Manager 

Executive Sponsor (presenting): Simon Wood, Director of Estates, Facility and Capital Planning 

Appendices (list if applicable): 1. CQUIN Progress chart 
2. Stock compliance 
3. Catering promotional material 

 
Recommendation:  

To note the continuing progress the Trust is making in supporting the food aspects of the health and wellbeing agenda and the 
achievement of this year’s CQUIN criteria  
 
 
Executive Summary:  
 
 
 
 



North Bristol NHS Trust 

 
1. Purpose 
This paper is to inform the Board: 

• Of the significant success of our catering team in 
providing healthier choices for staff, patient and 
visitors 

• Of the Trust meeting all the requirements to achieve 
this year’s CQUIN, building on the delivery of the 
2016/17  

• That the work to date also provides the majority of the 
requirements for next year’s CQUIN -  2018/2019 

• That this paper in public forms part of the evidence 
trail for the awarding of this year’s CQUIN 

 

2. Background 

The 2017-19 CQUIN on 'NHS staff health and wellbeing' is 
one of thirteen mandatory CQUINs. Its goal is to improve the 
food environment and the health of the food offer in 
hospitals so that it is easier for NHS staff to make healthier 
choices, supporting their health and wellbeing. 
 
Estimates from Public Health England put the cost to the 
NHS of staff absence due to poor health at £2.4bn a year – 
around £1 in every £40 of the total budget. Evidence from 
the NHS staff survey and elsewhere shows that improving 
staff health and wellbeing will lead to higher staff 
engagement, better staff retention and better clinical 
outcomes for patients. 
 
There are three key indicators; the introduction of health and 

wellbeing initiatives; healthy food for NHS staff, visitors and 
patients; and improving the uptake of flu vaccinations for 
front line clinical staff. (The flu vaccination programme is 
dealt with elsewhere) 
 
The key indicator which focusses on healthy food requires 
providers to achieve a step-change in the health of the food 
offered on their premises in 2017-19,  with the following 
outcomes: 
 

• a. The banning of price promotions on sugary drinks 
and foods high in fat, sugar and salt;  

• b. The banning of advertisements of sugary drinks 
and foods high in fat, sugar and salt on NHS 
premises; 

• c. The banning of sugary drinks and foods high in fat, 
sugar and salt from checkouts; and  

• d. Ensuring that healthy options are available at any 
point including for those staff working night shifts. 
 
In addition there are restrictions to the percentage of 
certain drinks, confectionary, sweets, pre-packed 
sandwiches and savory pre-packed meals that can be 
stocked for sale in hospitals. 
 

3. Track Record 
The achievement of the CQUIN this year and having 
most of the 2018/19 requirements already in place 
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reflects the active approach Facilities and the Catering 
Team have been taking for some years now. 
Over the last ten years catering have had successes in a 
number of awards recognising the changes they have 
made in using local provisions, seasonal produce, 
sustainable products and value for money. 
NBT Catering has often led the way nationally and we 
believe achieving all of the CQUIN requirements and 
beyond, is also further advanced than others. 
 

4. Main Report Content 
4.1. The attached report details the changes made 

toward offering healthier choices. 
5. Summary 

5.1. The Catering team have continued, this year to make 
changes to the catering offer to staff, patients and 
visitors to give them healthier choices in support of 
better health & wellbeing  

5.2. This builds on a strong track record over the last 10 
years and complies with all of the requirements of 
the 20117/18 CQUIN criteria 

5.3. This report to the Board, forms part of the evidence 
required to ensure NBT is awarded this year’s 
CQUIN 

6. Recommendations 
6.1. To note the continuing progress the Trust is making 

in supporting the food aspects of the health and 

wellbeing agenda and the achievement of this year’s 
CQUIN criteria  
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This paper is for the purpose of informing the Board of the steps taken by the North Bristol NHS Trust Catering Department 
to contribute to the health and wellbeing by ensuring compliance and ongoing delivery of the CQUINs 2016/2017, 
2017/2018 & 2018/2019. 

CQUIN Health & Wellbeing was introduced following estimates from Public Health England which puts the cost to NHS of 
staff absence due to poor health at £2.4bn per year. This equates to around £1 in every £40 of the total budget spent. 
The goal of CQUINs is to improve the support available to NHS staff to help promote their health and wellbeing in order to 
remain healthy and well. Many of the actions also support improved patient service. 

The Trust Catering Department has complied with all the CQUIN criteria to date, within the past time frame, and is 
progressing well for the 2018/2019 criteria. We have also implemented other initiatives going beyond the CQUIN criteria 
that fits in with the Catering Departments support for the health and wellbeing of our staff, patients & visitors, details of 
which are in Appendix 1. 

One of the stipulations around the CQUIN is for a report to be presented in public. 

For North Bristol Trust Catering, the CQUIN criteria cover the following areas: 

• Vu Restaurant & the coffee shop
• L & R Coffee Shop
• Hospitality
• Volunteers Ward Trolley
• Vending machines
• Patient service

The Catering Department are proud of our achievements around the health and wellbeing of NBT Staff. 
We are Food for Life accredited for our meals, support Sugar Smart, joined the NHS England Voluntary Sugar Reduction 
Scheme and comply with the Government Buying Standard for Food and Catering Services 

(https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/418072/gbs-food-catering-march2015.pdf). 

The following appendices outline the implementation and evidence of the CQUIN effect. 

Page 3-4 
Page 5-7 
Page 8-9 

Appendix 1 – CQUIN Progress Chart 2016-2019 
Appendix 2 – CQUIN Stock Compliance 2017/2018 (Drinks/Confectionary/Pre-Packed sandwiches & meals) 
Appendix 3 – Supporting Promotional Material from the Vu Restaurant 
Appendix 4 – Supporting Photographic Evidence of Compliance Page 10-11 

https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/418072/gbs-food-catering-march2015.pdf
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Appendix 1 – CQUIN Progress Chart 2016-2019 

TARGET COMPLETION DATE 

2016/2017 - Remove chocolate from point of sale (till) Complete 

Introduce fruit offer - 3 pieces for £1 Complete 

2016/2017 - Banning of price promotions on sugary, high fat, sugar and 
salt 

Complete 

2016/2017 - Remove sugary drinks and foods high in fat, sugar and salt 
from checkouts. 

Complete 

Reduce price of bottled water by 20p to 80p Complete 

All Walkers crisps to be changed to Walkers Baked Crisps(apart from ready 
salted) 

Complete 

Look at salad bar and introduce new healthier options Complete 

Review all drink offering to change to low sugar i.e. Juice Burst variety 
Complete 

Introduce healthy eating desserts Complete 

Introduction of healthy sandwich/meal deals 
Complete 

Salt Reduction patients and staff. Salt now not routinely offered to patients 
(but available on request) Bouillons used in cooking meet 2012 salt targets. 
No salt used in the cooking of vegetables or potatoes with the exception of 
mashed potatoes(min added) 

Complete 

Removal of undesirable fats and additives from patient and staff menu 
dishes part of FFL silver award patients/FFL bronze award staff restaurant. 

Complete 

2016/2017 - Vending review of offering. Ensure move to more Healthy 
offerings being prominent in vending machines from feast point/jw 
vending (started) 

Complete 

Introduce traffic light system on new restaurant menus re calories, fat, 
sugar and salt TO BE COMPLETED 2018/2019 

Promote Healthy Eating in restaurant via quarterly show cooking event for 
a week including recipes displayed with full nutritional info. Complete 

Eat well January 2017 in Restaurant various promotions Complete 

Introduced a Healthy eating vending machine in the Atrium. To review with 
option to extend machines and offering Complete 
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2017/2018 - 60% Confectionery and packet sweet snacks are in the 
smallest standard single serving portion size available within the market 
and do not exceed 250 kcal. Savoury snacks are available in packets of 30g 
or less. 

Complete 

2017/2018 - 70% Drinks lines stocked must be sugar free with less than 5g 
of sugar per 100ml. All sugar-sweetened beverages to be no more than 
330ml pack size. 

Complete 

2017/2018 - 60% of pre-packed sandwiches available contain 400kcal 
(1680kJ) or less per serving and do not exceed 5.0g saturated fat per 100g 

Complete 

2018/2019 - 80% Drinks lines stocked must be sugar free (less than 5g of 
sugar per 100ml) 

Complete 

2018/2019 - 80% confectionary lines stocked must not exceed 250kCal 
Complete 

2018/2019 - 75% pre-packed sandwiches and other pre-packed meals 
available contain 400kCal or less per serving and do not exceed 5.0g sat fat 
per 100g 

TO BE COMPLETED JUNE 2018. 
WORKING WITH SUPPLIER 

DY- Dean Yeoman 2016/17 CQUIN 
SC- Starn Chan 
PT- Paula Thornell 2017/18 CQUIN 
GW- Gary Wilkins 

2018/19 CQUIN 

NBT Initiatives (outside CQUIN) 
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Appendix 2 – CQUIN Stock Compliance 2017/2018 (Drinks/Confectionary/Pre-Packed sandwiches & meals) 

Drinks 
2017-2018 - 70% Drinks lines stocked must be sugar free (less than 5g of sugar per 100ml) 
2018-2019 - 80% Drinks lines stocked must be sugar free (less than 5g of sugar per 100ml) 

Currently (as of 11.01.18) - 100% sugar free 

Item Name Sugar Content (per 100ml) 
SPARKLING WATER (500ml) 0 
STILL WATER (500ml) 0 
PEPSI MAX (600ml) 0 
DIET COKE (500ml) 0 
FANTA ORANGE Z (500ml) 0.5 (NATURAL SUGAR- Allowed) 
AQUA SPLASH APPLE & BLACKCURRANT (500ml) 0.5 
AQUA SPLASH LEMON & LIME (500ml) 0.5 
AQUA SPLASH FOREST FRUIT (500ml) 0.5 
7 UP SUGAR FREE (600ml) 0 
OASIS SUMMER FRUITS (500ml) 4.1 
OASIS CITRUS PUNCH (500ml) 4.1 
DIET PEPSI CANS (330ml) 0 
TROPICA ORANGE SMOOTH (250ml) 8.9 (NATURAL SUGAR- Allowed) 
JB PEACH & PASSION FRUIT (500ml) 3.8 (NATURAL SUGAR- Allowed) 
JB SKINNY PINK LEMONADE (400ml) 5.4 (NATURAL SUGAR- Allowed) 

NOW DISCONTINUED Coca Cola Bottles (500ml) 
NOW DISCONTINUED Coca Cola Cans (330ml) 
NOW DISCONTINUED Lucozade Energy Original 
(380ml) 
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Confectionary 
2017-2018 - 60% Confectionary lines stocked must not exceed 250kCal 
2018-2019 - 80% Confectionary lines stocked must not exceed 250kCal 

Currently (as of 11.01.18) - 100% sugar free 

Item Name Calories (kCal) 
KIT KAT 209 
TWIX 124 
MARS 228 
SNICKERS 245 
CRUNCHIE 186 
WISPA 199 
BOUNTY 139 
WRIGLEYS EXTRA WHITE GUM 21 147/100G - 14G 
WRIGLEYS PEPPERMINT GUM 21 149/100G - 14G 
TREBOR EXTRA STRONG MINTS 153 9/EACH SWEET - 17 SWEETS IN 

ROLL 
EAT NAT ALMOND & SULTANA 224 
EAT NAT ALMOND & APRICOT 238 
EAT NAT DATE & WALNUT 195 
EAT NAT COFFEE & CHOCOLATE 228 
EAT NAT PROTEIN PACKED 229 
NATURE VALLEY PEANUT & CHOCOLATE 198 
NATURE VALLEY OATS & CHOC BAR 192 
GOLDEN CRUNCH BISCUITS 130 482/100G - 27G 
SHORTCAKE BISCUITS 163 495/100G - 33G 
VIENNESE FINGER BISCUITS 200 527/100G - 38G 
FRUIT SHREWSBURY BISCUITS 160 485/100G - 33G 
NAKD COCOA ORANGE 145 
NAKD BAKEWELL TART 137 
NAKD SALTED CARAMEL NIBBLES 139 
PERKIER COCONUT & CHIA 143 
TLN WASABI PEANUTS 100 
TLN JELLY BEANS 100 
TLN YOGHURT RAISINS 100 
TLN CHOCOLATE COATED PEANUTS 100 
SKINNY POP SEA SALT 75 
SKINNY POP SWEET & SALTY 98 
HIPPEAS FAJITA 91 
HIPPEAAS HERBS 91 
DIVINE CARAMEL MILK CHOC 202 
DIVINE DARK CHOCOLATE 238 594/100G - 40G 
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Pre-Packed Sandwiches & Pre-Packed Meals
2017-2018 - 60% pre-packed s/w's and other pre-packed meal available contain 400kCal or less per seving and do not exceed 5.0g sat fat per 100g
2018-2019 - 75% pre-packed s/w's and other pre-packed meal available contain 400kCal or less per seving and do not exceed 5.0g sat fat per 100g

Item Name Product Code Calories (kCal) Sat Fat (g)
Number 

ordered Daily
EL MATADOR 101TMG 435 4.6 9
FABULOUS FARMHOUSE 102TFM 516 4.2 9
BASIL CHICKEN 103TTB 350 1.5 15
NEW YORKER 104TMG 383 2.7 15
CHICKEN BACON MAYONNAISE 201TMG 388 1.7 15
CHEESE, HAM 202TMG 363 5.1 7
BLT-BACON LETTUCE TOMATO 203SMG 456 3.1 11
ROAST CHICKEN SALAD 205SMG 383 0.9 10
CHICKEN & STUFFING 206TMG 329 1 10
TUNA MAYO SWEETCORN       (Light Mayo) 207SOT 297 0.8 10
PRAWN MAYONNAISE - New Improved 208SOT 352 1.1 10
HAM SALAD NO MAYO (& Dairy free) 250TMG 264 0.8 15
CHICKEN SWEETCORN MAYO (Light Mayo) 251TMG 298 0.9 12
CHICKEN TIKKA & CUCUMBER 253SMG 396 1.2 12
CORONATION CHICKEN 254SMG 362 0.9 12
EGG & BACON 255TMG 393 3 10
ROAST BEEF              256SMG 325 1.1 5
Pure Cheddonism - Mature Cheddar, Caramalised 
Onion Chutney, Cucumber & Lettuce (No Mayo)

270SMG 374 3.9 13

Top Yolker - Double Egg, Slow roast tomato & spinach 271TTB 367 2.1 12
Let it Brie - Brie, Tomato, Cranberry & Baby Chard 273SMG 383 5.5 13
Wild West country - Mature Cheddar with herby slaw & 
spinach

275TSF 423 4.8 13

NEW Green Machine (Spinach & Pinenut Falafel with 
Hummus, Kale, Carrot Tapenade & Mixed Leaf)

290TTB 392 1.1 3

NEW Sweet & Smokin'  (Marinated Carrot & Smokey 
Tomato with Roast Peppers)

292TMG 345 0.7 3

NEW Coronation Chickpea & Lettuce 293TMG 363 0.9 3
JUST CHEESE 301TWH 356 7.4 11
JUST HAM 302TWH 249 1.3 15
TUNA MAYONNAISE 303TWH 343 1.3 15
JUST EGG MAYO 304TWH 341 2 15
CHICKEN MAYONNAISE 305TMG 326 1.3 15
Summer Chicken Salad - Poppy Seed Roll 402PSR 304 0.9 1

Egg, Slow Roast Tomato & Watercress - Poppy Seed Roll 403PSR 313 1.7 1

Ham, Cheese, Mustard Mayo 650BG 587 3 6
Cheddar, Onion chutney & Baby Leaf 652BG 576 3.1 7
Chicken, Chorizo & Peppers 653BG 604 3.8 7
Ham & Cheese - Ciabatta 730CP 356 3.6 11
Tuna Melt - Ciabatta 731CP 453 3.2 11
BBQ Chicken & Roasted Pepper Melt  - Barmarked 
Ciabatta

741CB 594 3.2 10

Pesto Chicken, Mozzarella, Tomato & Rocket - 
Barmarked Ciabatta

742CB 537 2.3 10

Sweet Chilli Tuna - Seeded Panini 751SPB 664 3.3 11
Mozzarella, Slow roasted Tomato & Pesto - Seeded 
Panini

752SPB 610 3.2 11

Cheese & Gammon Ham Toastie - improved 760XWH 416 4.4 5
Cheese & Tomato Toastie - improved 761XWH 360 3.8 5
Cheddar & Slow Roast Tomato - Bloomer Toastie 766GDT 381 6.8 5
Tuna Melt - Bloomer Toastie 767GDT 500 5.8 5
Chicken Pesto, Mozzarella & Slow Roast Tomato - 
Bloomer Toastie

768GDT 464 5.4 5

Mediterranean Falafel,  Aprricot Taboulet & Mango 
Chuntey

811PAS 252 0.2 2

Chicken Tikka Salad 812PAS 178 0.7 2
Tuna Nicoise Salad 814PAS 234 0.4 2
Chicken, Bacon Layered Salad 815PAS 423 1.1 2
Smoked Salmon & Prawn - Large 870SU 280 1.2 2
Sashimi Salmon & Prawn - Large 871SU 280 1.7 2
Sweet Chilli Chicken - Large 872SU 280 0.7 2
Vegetarian Queen - Large 873SU 274 0.5 2

TOTAL PER DAY - 445
Total Non Compliant Ordered - 168

Compliance - 62.24719101

Currently (as of 29.01.18) - 62% Compliant
Total items stocked - 445 , Items not CQUIN Compliant - 168
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Appendix 3 – Supporting Promotional Material from the Vu Restaurant (Posters)
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Appendix 4 – Supporting Photographic Evidence of Compliance 
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1. Purpose 

1.1. The Board is asked to consider the approach being taken 
to ensure: 

• Capacity plans are robust to secure delivery of the 
objectives 

• Efficiency plans are sufficiently identified and 
achievable to assure the Board that it can agree to 
the financial Control Total set by regulators. 

• The risks to delivery have been identified and are 
reflected as appropriate in the Operating Plan. 

1.2. There have been two key announcements since the 
February Board which will potentially have a bearing on 
the Trust Business Plan. 

• Government mandate to NHS England and remit to 
NHS Improvement was published on 20th March 
2018 which contained a number of key deliverables 
for NHS Trusts 

• Agenda for change pay deal has been confirmed 
with unions subject to a vote from union 
memberships. Once the full detail of the proposed 
deal including funding has been confirmed the 
financial plan will be reviewed. 

 

2. Key areas of focus for Operating Plan 
2.1. In line with the Trust objectives set out section 1 of the 

operating plan, the key areas of focus for 2018/19 are as 
follows:  

 
2.2. Activity and Performance 

• Deliver activity levels set out in Figure 5 in the 
Operating Plan in line with contracts with 
commissioners 

• Improve patient flow resulting in max bed occupancy 
of 95% 

• Improve clinical utilisation of estate – raising from 
73% to 78% 

• Improve access to emergency care, deliver national 
cancer standard and no elective 52 week breaches 

2.3. Workforce 

• Deliver the Service Line Management development 
programme and agree the accountability and 
decision making framework to maximise devolved 
decision making 

• Improve overall staff engagement and retention 

• Improve staff health and well being 

• Reduce agency spend from the £6.417m in 2017/18 
thereby maintaining compliance with the overall 
agency ceiling set by NHS Improvement 

2.4. Quality 

• Reduce measurable harm, focus on reducing 
pressure injuries and infections from indwelling 
devices 

• Achieve an overall CQC rating of ‘Good’ 
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Any person identifiable, corporate sensitive information will be exempt and must be discussed under a 'closed section' of any meeting. 

2 
 
 



North Bristol NHS Trust 

• Increase the number of patients recommending NBT 
to friends and family 
 

2.5. Finance 

• Achieve an improved deficit of £12.4m including 
delivery of £37.7m cost improvement programme 

• Work with partners to develop and agree system 
plans to restore financial sustainability in BNSSG and 
in particular high quality and efficient models for 
urgent care, stroke, orthopaedics and pathology 
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Executive Summary 

 

 

1 Executive Summary  

1.1 Introduction 
We have a 2-year Operational Plan for the period 2017-19, agreed in February 2017 
that builds on our five-year Strategic Plan published in 2016 and is a key output of 
our annual business planning process.  We are now refreshing that plan for the 
second year of delivery in 2018-19.  

The plan sets out how we are going to respond to local and national challenges and 
continue our improvement journey. 

We recognise the size of the challenge we face, but take confidence from the 
progress made over the last 3 years on our Financial Recovery Plan (FRP), Care 
Quality Commission (CQC) domain ratings, operational performance improvement 
and the strategic intent of the Sustainability and Transformation Plan (STP) for 
Bristol, North Somerset and South Gloucestershire (BNSSG). 

We have identified a number of risks that could impact the deliverability of this plan, 
and have defined actions to mitigate these. The key risks are shown in Section 1.6. 

This plan is based on clear and pragmatic assumptions, that are summarised in 
Section 1.4, and defined in more detail in the activity, workforce, quality and finance 
sections of this plan. 

The plan and priorities have been informed by a range of national guidance and best 
practice, as shown in the figure below. 
Figure 1 :  Inputs to this plan 
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North Bristol NHS Trust 

North Bristol NHS Trust (NBT) is a centre of excellence for health care in the South 
West, we employ over 8,000 staff and have an annual turnover of £538 million.  

67% of our income for patient care comes from the three Clinical Commissioning 
Groups (CCGS) of Bristol, North Somerset and South Gloucestershire. Most of the 
remaining 33% comes from NHS England (NHSE) as income received for the 
specialist services we provide. 

Our vision is: “We will realise the great potential of our organisation by empowering 
our skilled and caring staff to deliver high-quality, financially sustainable services in 
state-of-the-art facilities. Clinical outcomes will be excellent and with a spirit of 
openness and candour we will ensure an outstanding experience for our patients.” 

Our strapline is: Exceptional healthcare personally delivered  

Our values are:  

 

 

1.2 Summary of progress against 2017/18 objectives 
The Trust’s operating plan for 2017-19 is designed to deliver on the Trust’s five-year 
strategy and trust objectives are aligned to the eight themes of the strategy.  
Progress made in 2017/18 reflects 2 years in to the 5 year strategy.  The final set of 
objectives for 2017-18 are outlined in Appendix 4 

There are 18 objectives for 2017/18  
Table 1 :  Progress against 2017/18 objectives 

Objective status (as of Feb 2018) # 

Met 3 

On track and expected to be met by March 2018 6 

At-risk and unlikely to be met by March 2018 3 

Not met 6 

Total 18 
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Progress and achievements against each of the eight strategic themes are shown in 
the table below. 
Table 2 :  Progress and achievements in 2017 /18 

Strategic themes Progress and achievements 

1. Change how we deliver 
services to generate affordable 
capacity to meet the demands of 
the future 

• Financial Recovery Plan continues to be 
delivered against with - the Trust is on track to 
deliver the Control Total with cost improvement 
savings of £34.4m expected 

• Increased capacity through working with partners 
– securing additional community rehabilitation 
beds in Yate, and additional packages care.     

• Implemented the Exemplar ward programme and 
the Red2Green approach-  a visual management 
system to assist in the identification of wasted 
time in a patient’s journey,  

• Introduction of two new Local Anaesthetic 
theatres – creating sufficient capacity to 
repatriate significant volumes of activity from the 
independent sector 

• Secured a reduced elective burden on the 
inpatient ward beds through implementing a 
model of care for surgical short stay patients that 
uses available capacity in our Medirooms 

• Supporting more patients to return home sooner 
and receive the care and support they need 
through the introduction of a hospital at home 
service which is supporting up to 15 patients in 
the community at any time 

2. Be one of the safest trusts in 
the UK 

• 100% screening for Sepsis in patients attending 
ED who needed screening with antibiotics 
delivered within 1 hour in >90% of cases where 
Sepsis was diagnosed. 

• Swarm reviews put in place for all serious 
incidents ensuring early learning, early 
implementation of actions and support for 
patients/families and ward staff. 

• Over 3000 staff have received Quality 
Improvement awareness sessions, there are 
over 150 Improvement projects registered and 
150 staff have received detailed QI training 
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Strategic themes Progress and achievements 

sessions. 

3. Treat patients as partners in 
their care 

• Increased patient involvement in the process of 
appointment of staff at all levels  

• Established  and embedded   the work of 
Patients Complaints  Review panel  who are 
influencing  change in the quality of complaint 
investigation and responses  

• Engaging  with people from the Deaf community 
in order to help  improve access our  services  

• Commenced work  on Ask 4 Questions to help 
and support staff, patients and carers in the 
conversations and the activity  of getting ready to 
leave hospital.    

4. Create an exceptional 
workforce for the future 

• We are proud to have been the highest ranked trust in 
Severn Deanery in junior doctor’s survey. 

• Implemented initiatives to support recruitment 
including implementing the Trac recruitment system, 
running joint bank and substantive recruitment 
campaigns and putting in place an HCA sourcing 
strategy in preparation for winter. 

• The Trust has put a number of actions into place to 
support staff health and wellbeing, including an 
extend psychological and physiotherapy support for 
staff.  

• We are a registered apprenticeship provider with an 
OFSTEAD rating of GOOD and we are leading plans 
across BNSSG to harmonise the approach to 
apprenticeships. 

5. Devolve decision making and 
empower clinical staff to lead 

• A leadership coaching programme has been delivered 
to support the implementation of Service Line 
Management (SLM) 

6. Maximise the use of 
technology so that the right 
information is available for the 
key decisions 

• Electronic Document Management Service went live 
on 1st October and has been rolling out across 
service areas. 

• Business Intelligence (BI) has developed a new 
Outpatient Clinic Efficiency Report to help consultants 
and managers to review the way their clinics have 
been set up and to challenge how efficiently they are 
being used. 

• Works to enable Free Wi-Fi for new and expecting 
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Strategic themes Progress and achievements 

mums at Southmead Hospital were completed in 
December 2017  

7. Enhance patient care through 
research 

• The Research and Innovation Strategy was approved 
at Trust Board on 27 July 2017. 

8. Play our part in delivering a 
successful health and care 
system 

• Supported the continued development of the 
Sustainability and Transformation Plan (STP) for 
BNSSG 

• Contributed to the Healthy Weston acute care 
workstream to develop sustainable care 

 

1.3 Objectives and priorities for 2018/19  
2018/19 will be the third year of the Trust’s five-year strategy and the eight themes 
of the strategy have continued to inform corporate objectives, divisional plans and 
our shared priorities, as shown below. 
Figure 2 :  Model used to determine objectives and priorities 

22

 
 

 

As part of our annual planning process the 2018/19 corporate objectives, shown 
below (further detail in Appendix 1), have been developed with our divisional teams 
and agreed by the Trust Board. The actions required to deliver these objectives 
were then defined and used to inform directorate plans.  
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Figure 3 :  2018/19 Corporate Objectives 

 
For the year ahead, particular emphasis is placed on the 3 priority objectives 
identified below.  These are both crucial for the overall performance as well as being 
the most challenging to deliver on.  The NBT Board’s main focus will be on 
delivering these 3 priorities in 2018/19.  
Figure 4 :  2018/19 Priorities 

 
Critical to success is the continued pace and scale of change to be delivered by the 
Sustainability and Transformation Partnership and we will continue to work with our 
system partners to design and implement a sustainable model of health and social 
care across BNSSG - examples of where we are already leading this work are 
included in section 6. 
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1.4 Key planning assumptions 
Below are the key planning assumptions used to develop this plan. Further detail on 
the assumptions used can be found in the relevant section. 

Activity assumptions 

• We have applied an overall 2.7% non-elective growth assumption with 4.4% 
non-elective inpatient growth (8.2% in medicine specialties) and 0.6% non-
elective short stay growth from 2017/18 to 2018/19. 

•  A&E attendances growth assumption is 1.8% 

• We have applied 6.4% elective growth assumption to inpatient activity and 4.8% 
to day case activity from 2017/18 to 2018/19. 

• The activity plans submitted are based on the full list of assumptions listed in 
section 2 and will deliver the recovery trajectories against the key national 
standards for A&E, Incomplete RTT, Cancer and Diagnostics [DN: trajectories 
in development as part of system wide plan]. 

Quality assumptions  

• We will use our established quality governance structure and Quality Impact 
Assessment (QIA) process to support the implementation of our FRP and track 
the impact of our Safety and Patient Experience programme 

• The objective to be one of the safest trusts in the UK and treat patients as 
partners in their care will be driven by our quality improvement programme 

• We will use our Quality & Safety Improvement Team and Quality Improvement 
Faculty to continue to develop our internal quality improvement capacity and 
capability and through the STP we will continue to work with the AHSN to design 
and adopt a system-wide methodology for quality improvement. 

Workforce assumptions 

• Financial Recovery Plan (FRP) workforce efficiency programme is targeting a 
3% (£9.5m) reduction in pay costs from April 2018 

• The Whole Time Equivalent (WTE) reduction that constitutes part of the 5% will 
be reflected in both a reduction in current staff in post (through turnover) and a 
reduction in temporary staffing (current vacancy posts backfill) 

• We have assumed no redundancies –reductions in funded posts will be 
achieved through turnover and existing vacancies 

• We have plans to improve retention of staff and reduce annual turnover from 
15.8% to 13.1%for 2018/19, and to reduce sickness rates from 4.5% to 4% in 
2018/19. 

• We will continue our STP leadership role for the development of new roles and 
support the move towards a shared recruitment strategy and collaborative 
working on apprenticeships 
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• We will continue to work with our commissioners to find a sustainable funding 
model that will enable us to deliver on the four priority standards for seven-day 
hospital services 

Finance assumptions 

• The Trust accepted the 2017/18 control total of £18.751m (£32.4m excl 
Sustainability and Transformation Funding (STF)) and is forecasting to deliver in 
line with plan although by non-recurrent means.  

• In 2018/19 the plan assumes that the Trust accepts the control total of 
£12.381m. 

• Pay inflation assumes 1% pay award and increment for all eligible staff which for 
NBT is £0.8m higher than national assumptions funded in tariff 

• Clinical Negligence Scheme for Trusts (CNST) premium as notified by the NHS 
Litigation Authority which represents a 40% increase over 2017/18 and a £2m 
pressure above that allowed in the tariff.  

• £19.177m of STF will be received by the Trust in 2018/19, an increase of 
£5.540m above 2017/18. 

• Delivery of 80% of CQUIN schemes in 2018/19 as well as receipt of the 1% 
related to STP engagement. 

1.5 Contractual position 
In 2017/18 The Trust agreed 2-year contracts with commissioners, in accordance 
with national guidance. For 2018/19, we are refreshing the key assumptions and 
schedules that form the core of our contract with commissioners. These include the 
actual contract value, indicative activity plans, information requirements including 
data quality improvement, the service development improvement plan and relevant 
CQUINs.    

 

The Trust’s initial activity plan is based on M9 2017/18 activity forecast to year end, 
with adjustment made for expected demand led growth.  The growth assumptions 
build on the capacity and demand modelling undertaken by the operational 
directorates with, for example  elective growth based on IMAS modelling and non-
elective growth based on historical trends.    The Trust and Commissioners will 
reconcile their indicative activity and finance assumptions, including adjustments for 
service changes, seasonality and tariff impact. The Trust’s contracts are fully PbR 
(Payment by Results) compliant and therefore the Trust will be reimbursed for all 
activity undertaken in line with national rules and guidance. The impact of the final 
activity plans on constitutional performance standards and national planning 
assumptions will be assessed in the agreement of the 2018/19 contract.  
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1.6 Key risks to the delivery of this plan 
The table below shows the key risks to the delivery of this plan.  The complete risk 
log is appended to the Operating Plan.  
Table 3 :  Key risks to the delivery of the operational plan 

Risk Theme 

Im
pa

ct
 

Li
ke

lih
oo

d 

Sc
or

e 

Tg
t s

co
re

 

Mitigating action Responsible 

A&E 
performance 
fails to improve 
in line with 
trajectory 

Activity and 
Performance  4 4  16 12 

Robust operational 
performance management 
and close system partnership 
working to support effective 
flow through the system 

Director of 
Operations 

Unable to 
reduce bed 
occupancy 
below 95% 
resulting in 
failure of patient 
flow 

Quality 5 3 15 5 

Delivery of Perform and 
stranded patient initiatives as 
well as CQC action plan, and 
system mitigations in bed 
model. 

Medical 
Director 

The Trust is 
unable to 
deliver a CIP 
programme at 
the scale and 
pace required – 
6.7% in 
2018/19 

Finance - 
FRP 4 4 16 4 

Identify further opportunities 
for improvement Trust-wide 
using benchmarking 
information including model 
hospital, GIRFT, etc; 

FRP PMO governance 
processes working to support 
Divisions to ensure they own 
and deliver their CIP plans 
and mitigate any gaps that 
arise. 

Director of 
People & 
Transformation 

Failure to 
secure planned 
workforce 
efficiency and 
productivity 
improvements 

Workforce 4 4 16 8 

Roll out of Perform to support 
transformation of services 
and working methods.  
Divisional plans for improving 
attendance,  effective job 
planning and rota 
management and enhanced 
Health & Wellbeing support 

Director of 
People & 
Transformation 
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2 Activity Plan  

2.1 Planning assumptions 
We have applied a robust capacity and demand planning process, based on: 

• 12-months of demand data (3 October 2016 to 1 October 2017). 

• Outputs of the NHS Improvement’s Demand and Capacity modelling tools for 
Outpatient, Inpatient and Diagnostic activity, as required in the planning 
guidance. 

Our activity plans are based on the following assumptions: 

Non-elective planning assumptions 

• 2.7% non-elective growth assumption for the Trust overall, which consists of: 

o 4.4% growth in non-elective inpatients with a length of stay (LoS) greater 
than 48 hours. 

o 0.6% growth in short stay (less than 48hrs) non-elective inpatients. 

• Within the Trust, the most significant non-elective inpatient growth is within 
medicine where 8.2% growth across the year has been forecast based on the 
past 2 years’ experience.    An additional 50 stroke thrombectomy cases as 
agreed with commissioners. 

• The planning guidance requires zero LoS activity to be split out from non-
elective short-stay activity.  Non-elective short-stay activity, which is >1 day will 
now be combined with the non-elective inpatient activity.  Business Intelligence 
reporting is being developed to meet this new requirement. 

• 1.8% growth overall in ED attendances – increase in majors (+4.7%) and 
reduction in minors (-2.0%). 

• 2018/19 A&E improvement trajectory is still to be set, but we are assuming 
delivery of the National target by 2018/19. [DN: trajectory in development as part 
of system wide plan]. 

• For non-elective maternity there is no assumed growth above forecasted activity 
in 2017/18.  In partnership with South Gloucestershire public health team we are 
developing modelling capacity for maternity activity which will inform 2019/20 
planning and will improve how we take into account demographics, market share 
and seasonality factors in forecasting demand. 

• The impact of STP plans for the transformation of stroke, spines and fractured 
neck of femur (NOF) across BNSSG continue to be developed and will be 
accounted for in line with implementation plans. 

• Patients who no longer require acute care and should be managed in the 
community for rehabilitation are managed in this setting in 2018/19 onwards and 
we will work with commissioners to understand the additional community 
capacity required to achieve this.   
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Elective planning assumptions 

• In line with planning guidance, our elective plans are to maintain the RTT waiting 
list at March 2018 levels (both non-recurrent backlog and under 18 week waiting 
list) and address >52 week waiters to ensure there are zero breaches in 
2018/19. 

• Elective inpatient growth at Trust level is planned at 6.4% and elective day case 
growth is planned at 4.8%.  In total, Elective admissions are planned to grow by 
5.1% in comparison to the national planning guidance of 3.6%. 

• Our plans for elective care have taken into account the impact of winter where 
there is scope for adjusting the profile of work (the balance between inpatient 
and day-case work) without impacting on the quality of care for patients, and as 
such we are able to release some elective bed-capacity in our plans to meet the 
additional winter non-elective demand. 

• Outpatient activity has been planned to ensure elective waiting times are 
maintained and improved, such that the overall waiting list does not increase in 
the year to March 2019.  As such, new outpatient appointments are planned to 
grow by 1.9% and outpatient follow-ups are planned to grow by 3.5%.  
Outpatient procedures are planned to grow by 2.1%.  In total, Outpatient 
attendances are planned to grow by 2.9% in comparison to the national planning 
guidance of 4.9%. 

• Opportunities to address clinical variation and improve the value of outpatient 
follow up activity are being considered across the BNSSG system and are 
expected to reduce the volume of outpatient appointments, particularly follow-
ups.  As this work has not concluded, no activity assumptions have yet been 
made to reflect changes to new and follow-up outpatient models. 

• The impact of Quality, Innovation, Productivity and Prevention (QIPP) is not yet 
understood and is under discussion with Commissioners, and has therefore 
been excluded from our plans. 

• NBT is contributing to system-wide working via STP working groups and CCG 
Control Centres.  Specifically, NBT is contributing to system workstreams on 
urgent care, LoS, outpatients and mental health investment, as part of the 
planning process. 

• Commissioning for Quality and Innovation (CQUIN) priorities will be incorporated 
in activity plans, should there be any impact, once these have been agreed with 
our commissioners. 

Critical Care 

• Plans assume that there will continue to be 46 core ICU beds in 2018/19. 

• Neurosurgery High Dependency Unit has allowed for growth of 2 additional High 
Dependency patients / 4 more High Observation beds, which equates to 26% 
growth. 

• Respiratory High Dependency Unit assumed 0% growth above forecast outturn. 
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The use of flexible capacity (such as waiting list initiatives that may include 
additional clinics or surgical lists) to both sustain and deliver improvements across 
all specialties are included in the capacity assumptions.  

The activity plans submitted based on the above assumptions, will deliver the 
recovery trajectories against the key national standards for A&E, Incomplete RTT, 
Cancer and Diagnostics. 

2.2 Summary activity plans 
The table below shows a summary of our 2018/19 activity plan 
Figure 5 :  2018/19 activity plan 

Activity lines FOT1 17/18 18/19 plan % change 

First Outpatient attendances 132,068 134,612 1.9% 

Follow up outpatient attendances  253,934 262,760 3.5% 

Total elective admissions (ordinary 
admissions and day cases) 
(Specific Acute) 

60,224 63,311 5.1% 

Total non-elective admissions 
(Specific Acute) 

57,994 59,580 2.7% 

Total A&E attendances  88,807 90,405 1.8% 

 

2.3 Capacity plans 
Theatre, outpatient and bed capacity plans have been developed alongside the 
activity plans to model the profile of activity against available capacity throughout the 
year, taking into account known seasonal pressures. 

 

Theatre capacity 
We are confident that there is sufficient capacity in theatres to meet the 
requirements of planned activity, reflecting work commenced in 2017/18 to improve 
theatre utilisation and increase capacity within the Brunel facility, for example, 
investment in additional local anaesthetic procedure rooms.  The Theatre 
Programme in 2018/19 will support the delivery of 131 cases per day through 
improvements in list uptake (2018/19 target 98%), list efficiencies (2018/19 target 
80%) and 5% efficiency improvement on day case activity. 
 

1 The forecast activity has been adjusted for service changes to reflect the underlying activity for 
2017/18. 
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Outpatient capacity 
 
Divisions are confident that there is sufficient capacity in outpatients to meet the 
requirements of planned activity, reflecting work that commenced in 2017/18 to 
improve outpatient utilisation and increase efficiency.  In 2018/19 there are further 
opportunities relating to the delivery of outpatient activity and improving overall 
efficiency including: 

• Session uptake and in-session utilisation. 

• DNA rates. 

• Implementation of partial booking.    

• BNSSG task and finish group. 

• New to follow-up ratios. 

• Advice and guidance.  

• Patient Initiated Follow-up (PIFU) 

• Non-face-to-face. 

• Clinical review of overdue follow-ups. 

• Reduction in non-GP referrals. 

• e-Referral service. 

The outpatient programme in 2018/19 will support the delivery of 2,040 new 
outpatient attendances and 5,056 follow-up outpatient attendances per week.   

 

Bed capacity 

Our assessment of bed capacity demonstrates that without changes there will be 
ongoing excess bed requirements above sustainable levels throughout the year.   

In 2017/18, the Trust has at times been operating for sustained periods at above 
100% occupancy through the utilisation of escalation capacity.  This situation has 
put immense strain on staff and has resulted in additional costs being incurred, 
which is not sustainable.  The Trust is therefore planning to deliver maximum bed 
occupancy of 95% in 2018/19, with an ambition to deliver 92% bed occupancy in 
2019/20. In order to develop a capacity plan that secures 95% bed occupancy a 
number of assumptions have been made: 

Assumptions: 

• Based on final elective and non-elective activity and profiling from the 2018/19 
Divisional Activity Plans. 

• Non-elective activity has been split between inpatient and short stay to more 
accurately reflect activity through the bed base. LoS and variation at specialty 
level have been reflected where applicable. 

• Average LoS is as per 2017/18 actual at Dec 17 year to date. 
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• That zero LoS activity can continue to be managed within current capacity (i.e. 
Acute Medical Unit (AMU) Ambulatory Care, Respiratory Hot Clinics, AMU zero 
LoS and Surgical Assessment Unit (SAU)). 

• The core bed base capacity includes the use of Medirooms (18) and Procedure 
Rooms in relevant wards (26 including the 4 extra beds in each of the Elgar 
Wards). 

Through benchmarking against other similar organisations and reviewing patient 
pathways in our hospital, mitigation schemes have been developed to reduce bed 
capacity requirements, whilst continuing to provide excellent and safe care for 
patients. 

2.4 Risks to delivery 
The following is a list of risks to delivery: 

• Growth estimates are either too high, which will impact on income or too low, 
which will impact on capacity. 

• Deliverability of elective activity plans through the winter due to impact of 
seasonal pressures resulting in beds being utilised for non-elective activity.  This 
risk will be further mitigated as the capacity plans are further developed and 
implemented. 

• Productivity gains and changes to the workforce assumed in the planning are 
not achieved. 
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3 Quality Plan 

3.1 Approach to Quality Improvement  

Governance structure 

The named executive leads accountable for quality improvement at NBT are the 
Medical Director (safety and clinical effectiveness) and Director of Nursing 
(patient experience).  
Figure 6 :  Quality improvement governance structure 

 
The Deputy Medical Director, Associate Medical Director for Safe Care, Quality and 
Safety and the Head of Patient Experience are responsible for leading the quality 
improvement programme. The governance structure to support delivery of the 
quality improvement plan is shown in the figure above. 

3.2 Monitoring quality standards 
Trust Board assurance is through the quality section of the Integrated Performance 
Report (IPR) which reflects the quality priorities described in this business plan and 
the Trust’s Quality Account. The IPR is published monthly and includes the following 
quality data: 

• Patient Safety Dashboard: Incident reporting including Never Events, Safety 
Thermometer, Nutrition screening, falls, pressure ulcers, WHO checklist, 
infection control, VTE risk assessments and medication errors. 

• Safe Staffing: QUESTT Early Warning Trigger Tool, Acuity/dependency, staffing 
ratios, bank/agency fill rates & recruitment profile. 

• Clinical Effectiveness: Mortality & Learning From Deaths & national audit. 

• Patient Experience: Friends & Family Test, specific comments, complaints, 
concerns & compliments. 

Trust Board

Trust Management 
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Trust Quality 
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Quality Risk 
Management 
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Quality 
Surveillance 
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Clinical Audit 
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• National clinical audits
• Mortality screening
• Mortality alerts

• x7 clinical Directorates
• Executive review & challenge
• Balanced scorecard
• Improvement actions

• Specialty outcome reviews
• 7-day hospital services
• NICE quality standards

• Chaired by Non-Executive
• Deep dives into issues
• Assurance reports informed 

by IPR

Trust-wide quality 
improvement plan

Integrated Performance 
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Service delivery –
wards, OPD, 
theatres etc.

Patient Safety & 
Clinical Risk 

Committee (PSCRC)
• Incident reporting
• Learning & Actions
• Safety Culture & thematic 

review
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• Well Led: Staffing turnover, temporary staffing requests and fill rate, safe 
staffing compliance, recruitment activity, rostering effectiveness, sickness 
absence (short & long term), mandatory training & appraisal compliance. 

• CQC Inspection – outcomes & action delivery. 

• CQUIN Delivery – overall progress & forecast outcomes for the year. 

Narrative within the IPR itself provides an overview of specific improvement actions 
and the Trust Board minutes demonstrate the debate this generates and follow 
through of key actions. 

The Board undertakes detailed scrutiny of the quality of service delivery through the 
Quality and Risk Management sub-committee.  We will be publishing a Quality 
Account by 30 June 2018 which will provide the detail regarding the quality of 
clinical services during 17/18. 

The Trust Management Team (TMT) drives improvements in the quality of service 
provision through its Quality sub-committee, chaired by the Medical Director.  
Individual clinical divisions have their own clinical oversight and improvement 
process in place. 

Addressing Care Quality Commission (CQC) actions 

Progress against actions resulting from Care Quality Committee (CQC) inspections 
are included in the Integrated Performance Report (IPR) and reported to Trust 
Board, Quality Committee and Quality Risk Management Committee.  

The Trust was inspected by the CQC in November 2017, the first inspection under 
the new CQC approach comprising an unannounced review of clinical service lines 
and a subsequent planned review of the corporate aspects of the ‘Well Led’ domain.  
To support the journey towards an overall CQC rating of good, the Trust also uses 
its internal auditors (KPMG) to provide independent assurance that all actions 
relating to the CQC domains have been fully implemented. The Trust will compile a 
comprehensive Action Plan to address the issues identified and report to the CQC 
by the submission deadline of 19th April 2018. 
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Table 4 :  CQC domain improvement 2014 to 2017 

CQC domain November 2014 December 2015 November 2017 
(latest rating) 

Safe Requires 
improvement 

Requires 
improvement 

Requires 
improvement 

Effective Requires 
improvement 

Requires 
improvement 

Requires 
improvement 

Caring Good Good Good 

Responsive Requires 
improvement 

Requires 
improvement 

Requires 
improvement 

Well-led Requires 
improvement Good Requires 

improvement 
Service lines rated 
‘good’ 1 of 8 4 of 8 5 of 8 

Must do actions 34 6 22 

Overall rating Requires 
improvement 

Requires 
improvement 

Requires 
improvement 

 

Improvement methodology 
Quality improvement projects are implemented using established methodologies, 
including, but not limited to, stakeholder engagement, process mapping, driver 
diagrams, experienced based co-design, Appreciative Inquiry and rapid 
improvement events. However, the primary methodology used for the majority of 
improvement workstreams is the Model for Improvement with Plan Do Study Act 
(PDSA). 

As defined in the STP we are continuing to work successfully with the Academic 
Health Science Network (AHSN), and our provider partners to support a BNSSG 
system-wide methodology for quality improvement. 

The Trust has two approaches to build in-house improvement capacity and 
capability: 

1. The Quality & Safety Improvement Team (QSIT) – that provides 
educational session in improvement science and human factors as well as 
coaching support to front line individuals and teams. This team work in the 
system as well as on the system and increase the number of staff able to 
lead on and be involved in quality improvement work. 

2. The Quality Improvement Network (QIN) formed of staff skilled in patient 
safety, quality improvement, human factors, organisational development and 
innovation to drive the quality agenda and strategy. 

The QSIT and QIF are supported within the clinical governance directorate to define 
appropriate measures for improvement and provide analytical expertise to 
demonstrate where changes have led to improvement. Examples of this work 
include the ED checklist (NBT were part of the team who won the 2017 HSJ Patient 
Safety Award 'Best Patient Safety Initiative in A&E), NBT achieving Exemplar VTE 
centre, Positive Incident Management in ICU, the Emergency Laparotomy 
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collaborative and Cholecystectomy Quality Improvement Collaborative of which NBT 
is has been commended. 

3.3 Summary of the Quality Improvement Plan 
The Trust sets Quality Priorities each year within the context of the overarching 
Trust strategy and as part of the Quality Account consultation with stakeholders. 
STP alignment is achieved through executive level engagement with the detailed 
plans and the contribution NBT plays in their delivery. The draft Quality Priorities for 
2018-19, subject to Quality Committee and then Trust Board approval are; 

1. Eliminate delays in hospital to improve patient safety and reduce bed 
occupancy (‘home is best’). 

2.  Enhance the way patient involvement and feedback is used to influence 
care and service development. 

3. Continue improving the quality of end of life care across all specialities. 
  

4. Strengthen learning & action by embedding quality governance at specialty, 
cluster and divisional level. 

5. Demonstrate a stronger clinical understanding and application of the Mental 
Capacity Act and Deprivation of Liberty Standards. 
 

The figure below shows how our quality improvement programmes (safety and 
patient experience), supports these priorities and feeds into our quality improvement 
governance process. The programme’s priorities are further informed through local 
commissioning intentions, including CQUIN schemes, internal risk assessment 
(incident reporting, complaints and risk registers), regulatory actions and staff 
engagement.  
Figure 7 :  Safety and Patient Experience Improvement Programme structure 

 
Our quality improvement plan aligns with the Trust Strategy, for example: 
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• As part of theme 2, to be one of the safest trusts in the UK, we will maintain our 
HSMR rate below 100 and ensure the quality improvement governance process 
is developed to incorporate continuous learning into our safety programme, 
supported by robust measurement. 

• Theme 3, patients as partners in their care, forms part of our Patient Experience 
programme. We will continue to apply shared decision-making across the Trust, 
building on our Ask 3 Questions initiative, continue to support the Patients as 
Leaders programme, developing the pan-Bristol healthcare change-makers 
forum in partnership with UH Bristol Foundation Trust, Bristol Community Health, 
NHS England and the Kings Fund, will broaden the current complaints training 
programme and increase the pace of resolution within agreed timescales. 

• As part of theme 5, devolve decision making and empower front-line staff, we 
will enable and empower our clinical leadership teams so they are both 
supported and held to account for quality, safety and patient experience, which 
includes the embedding and benefits realisation of the Datix patient safety & 
learning system implementation and also the new ward audit system, Synbiotics.  

The table below shows the focus areas of the programme. These areas are 
informed by national, local and commissioner priorities, CQUIN schemes, risk 
registers, learning from incidents, complaints, risk assessments, CQC inspections 
and the National Patient Survey Programme. 
Table 5 :  Safety and Patient Experience priority workstreams 

Programme Workstream Focus areas 

Safety 

1. Enabling 
Improvement 
Capability 

The Quality Improvement Team that provides 
educational sessions in improvement science and 
human factors as well as coaching support to front line 
individuals and teams. This team work in the system as 
well as on the system and increase the number of staff 
able to lead on and be involved in quality improvement 
work. The Quality Improvement Network (QIN) formed of 
staff skilled in patient safety, quality improvement, 
human factors, organisational development and 
innovation to drive quality agenda and strategy. 

2. Safe Wards 

QI team supported workstreams in Falls, medicines, 
Pressure Ulcers, Deterioration (Sepsis, AKI, NEWS, 
Fluids), Safe Indwelling devices, Safe Handover & 
Discharge, Care Bundles, Ward/Board rounds, Safety 
Thermometer & Back to the Floor, End of Life Care, 
Insulin Safety – with regular huddles and improvement 
plans. 

3. Safe 
Emergency Care 

Emergency Checklist, ED Quality Standards, Care 
Bundles 

4. Safe Operating 
Theatres 

Peri-Operative Care, NatSSIPS, Emergency 
Laparotomy, Chole-QuIC, WHO Checklist 

5. Build the 
Safety Culture 

Schwartz Rounds, spreading PIMS to other areas, 
learning from incidents/complaints, Culture survey, 
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Programme Workstream Focus areas 
Leadership walk rounds 

6. Safe Staffing 

Led by the Deputy Director of Nursing with direct Board 
reporting via the Integrated Performance Report and 
twice yearly safe staffing Board reports: 
Acuity/dependency, staffing levels, bank/agency, 
enhanced care, care hours/patient day 

Patient 
Experience 

1. Culture & 
Operating 
Processes 

Training and supporting  staff in the process of 
managing resolving and learning from concerns and 
complaints arising  by our patients /carers  

2. Learning & 
Improving 

FFT response rates improved & ‘ % Recommend as 
place to receive care ; National survey – improve 
thematic review & outcomes; support improvements in 
Maternity Survey outcomes, quality & timely complaint 
handling; Improve carer feedback & experience 

3. Patients as 
Partners 

Embed and spread the shared decision-making model of 
‘Ask 3 Questions within the context of the safe discharge 
programme; Review & strengthen the Trust’s approach 
to patient consent for treatment; Review & improve 
patient experience; strengthen patient & volunteer 
partnerships, improving care and service development, 
including pan-Bristol Healthcare Change-Maker forum. 

4. Linking staff 
and patient 
experience 

Continue the embedding of Schwartz Rounds, Continue 
training for staff on management and resolution of 
concerns and complaints: Combine reporting – staff & 
patient FFT; enhance iCARE training. 

 

The Quality Strategy will be refreshed and approved by the Quality Committee in 
mid-2018/19 taking account of the final CQC report, received in early March 2018 
and the GE Healthcare Clinical Governance review also finalised in early March 
2018. The outcomes of both will be reviewed through the Trust’s Quality Committee 
and delivery priorities agreed through the Clinical Divisions and supported by the 
Clinical Governance team. This improvement programme will identify the Key 
Performance Indicators (KPIs) that will be used to track progress and ongoing 
assurance of delivery. This will include a cross-check of the objectives of the safety 
and patient experience workstreams listed above and current KPIs tracked via the 
Trusts Integrated Performance Report to identify any reporting gaps. 

7-day hospital services 

The trust recognises the importance of providing safe care 7 days per week.   The 
audit data demonstrates that there is good access to diagnostics services 7 days 
per week.  In recent years the Trust has increased the level of consultant presence 
onsite on weekends and this is demonstrated in the audit information.  There remain 
some gaps for senior review at weekends.  There is no evidence that this is 
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impacting safe care.  However, the Trust recognises that by improving weekend 
staffing there will be benefits for patient flow. 

We have engaged proactively with the NHS Improvement and NHS England 
regional leads for this workstream and participated in the national event held in 
September 2017. Divisional engagement in the audit and subsequent actions is now 
strong and will drive improvement. 

Commissioners have been unable to fund beyond tariff for seven day working in 
2017/18 or to approve Trust investment proposals which will constrain the rate of 
improvement.  

3.4 Summary of Quality Impact Assessment process 
The Trust applies the Quality Impact Assessment (QIA) process shown here to all 
Financial Recovery Programme (FRP) initiatives relating to pay, and all non-pay 
initiatives. 

 
Figure 8 :  Trust QIA process 

The QIA is based on the National Quality Board 
guidance and covers the following areas:  
1. Impact on safety. 

2. Impact on patient experience. 

3. Impact on clinical outcomes.  

4. Impact on access to services and waiting times.  

5. Impact on equality and diversity.

 

 

 

 

 

 

 

 

 

 

All QIA’s are created within the respective clinical divisions or corporate directorates 
and with effective clinical engagement to inform their development before sign off by 
the Directorate Management Team. The schemes are then reviewed and approved 
by the Medical Director and Director of Nursing. Non Pay schemes are managed 
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through the Clinical Non Pay Group, which will report to the Trust’s Quality 
Committee on any changes that impact quality (e.g. changes of supplier or product). 
QIAs include identification of key performance metrics to identify potential impact on 
patient care and these are monitored through the appropriate governance route. The 
overall Performance Assurance Framework identifies any impact of CIP schemes, 
including the cumulative impact of several schemes, at divisional level and Trust 
level via the Integrated Performance Report. This report includes run charts and 
trend analysis to ensure performance changes are identified and responded to 
appropriately 

In addition, a risk assessment is completed for every FRP initiative and the Trust’s 
Risk Management Policy is applied. The risk profile of the FRP is reviewed by the 
Quality and Risk Management Committee (QRMC). A fortnightly report tracks the 
number of QIAs requested and signed off.  
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4 Workforce Plan  

4.1 Workforce planning methodology 
NBT has an established workforce planning cycle that is aligned to: 

• Our annual business planning process – that triangulates clinical 
divisional and corporate directorate workforce plans with financial plans, 
activity plans and quality standards to ensure workforce plans are 
affordable, safe and sustainable. 

• The Trust strategy – specifically theme 4: Creating an exceptional 
workforce for the future and theme 5: Devolve decision making and 
empower frontline staff to lead. 

• Cross BNSSG STP workstreams. 

The outputs from these three elements have been used to develop an 
organisational development road-map that continues the progress of the key 
areas of focus identified for 2017/18 into 2018/19. This includes, but is not 
limited to:  

• Enabling and empowering our clinical leadership teams at all levels. 

• Continuing to support the implementation of SLM through development 
of our leadership across the Trust and the key foundations for effective 
devolved decision making. 

• Accelerate the progress Divisions have made to improve staff 
engagement, retention, well-being and responsiveness. 

• Improving the percentage of staff who receive a meaningful annual 
appraisal and development review - we are currently reviewing our 
appraisal process against the implementation of SLM.  

• Reviewing core training by role and requirement (statutory, mandatory 
and patient safety) to reduce unnecessary back-fill costs by: 

o Promoting the use of training passports across BNSSG 
organisations. 

o Removing duplication e.g. through the recruit to pay workstream. 

o Continuing to build on our success with virtual learning where 
appropriate - 50% of update training is now delivered through e-
Learning. 

• Underpinning our approach with a clear focus on the diversity of our 
workforce. 
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The Director of People & Transformation is accountable to the Board for 
delivery of the people plan and the reporting and performance of associated 
workforce key performance indicators (KPIs).  

A Workforce Committee, chaired by a Non-Executive Director, provides 
strategic oversight of the people plan and monitors delivery against target.  

4.2 Workforce efficiency 
As part of our on-going transformation and cost improvement programmes we 
have  reviewed the focus of the established Workforce Efficiency Programme 
against our approach to SLM, to have a  specific focus on those organisational 
wide schemes that can increase productivity and efficiency for our clinical 
divisions.  As a result, priority workstreams for 2018/19 will be: 

 

• Optimisation of the e-rostering system to improve performance of the e-
roster system and user experience, expanding the new system to new 
users and staff groups and exploring the use of system analytics – for 
internal and external benchmarking and proactive rota management. 

• Electronic Staff Record (ESR), based on a  review of current against 
potential functionality and the associated benefits available, with a focus 
on improved efficiency/productivity for line managers and staff e.g. 
through self-service.  

• Continued reduction of the demand and cost of temporary staffing, 
underpinned by robust healthcare analytics, linked to effective 
workforce/resource planning. To include a review of junior doctors rotas 
to improve the staff experience and wellbeing of our doctors and ensure 
our rotas are filled by appropriately skilled staff. 

 

These revised workstreams report to the refreshed Workforce Efficiency 
Programme Board chaired by the Deputy Director of People and supported by 
the Director of PMO and the Workforce Development Manager. 

The efficiency workstreams are working alongside business as usual priorities 
for clinical divisions that will enable the Trust’s progress to financial stability by 
supporting the identification and implementation of cost improvement 
schemes.  These are targeted to deliver a 3% reduction in workforce spend 
and budget reduction by year end, therefore delivering full year effect savings 
in 2018/19.  

The 3% target was informed by large acute benchmarking (although limited 
opportunity was noted against the Model Hospital), Lord Carter review and 
STP plans around back office services and acute care collaboration.  

These priorities include improving retention and increasing the wellbeing of 
our staff, which in turn will reduce sickness absence. The clinical divisions are 
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supported centrally in the delivery of these priorities through the wider People 
& Transformation directorate and other corporate teams.  

As at December 2017, the Trust had identified £ 4.8m against an indicative 
target of £9.5m of savings (3% target), to be implemented by 31st March 2018. 

We acknowledge that delivering a recurrent 3% reduction in pay cost on top of 
recurrent savings made to date is a substantial challenge for the organisation, 
particularly given the significant achievements already delivered as part of the 
financial recovery programme. As a result the key principle of the Workforce 
Efficiency Programme will be on productivity and efficiency of the workforce. 
Through this approach £2.3m of opportunities has been identified through 
improvements in sickness and turnover rates, thereby reducing need for 
temporary staff as backfill and improved efficiency. These opportunities are 
based on achieving the commitments identified in divisional business plans, 
bringing sickness and turnover in line with average levels of comparator large 
acute Trusts, and where divisions are already above average stretching to 
upper quartile performance.  

To support the organisation in this approach, a detailed workforce information 
pack has been developed for each clinical division, containing data down to 
ward and department level, triangulated with heat maps, rostering data and 
building upon the learning from existing hot housing work.   

Additional opportunities have also been identified in respect of Consultant job 
planning, junior doctor rotas, apprentices and alternative staffing models.  

We take confidence from the progress we have already made with particular 
success in the following initiatives: 

• Hot housing initiatives in priority areas e.g. pop up recruitment shop, 
skills development programme for middle leaders 

• HCA sourcing strategy in the lead in to winter pressures 

• Introduction of Trac recruitment system, which supports an ongoing  
review and improvement recruitment processes which deliver a faster, 
leaner and more efficient time to hire 

• In order to provide continuity of care from our staff; sustained campaign 
to transfer agency staff to bank and substantive roles, including joint 
bank and substantive recruitment campaigns and a bank auto-enrol 
policy  

• A continued robust temporary staffing approval process 

• Continued work with our Bristol partners to achieve rate cap agency 
provision through the cross geography neutral vendor, implemented in 
November 2017  
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In 2017/18 we are forecasting agency spend of £6.417m against an agency 
ceiling of £16.685m.  We are confident that our plans will ensure our agency 
expenditure remains within the ceiling set by NHS Improvement for 2018/19 of 
£14.480m. 

Other initiatives we are applying to improve workforce efficiency include: 

E-rostering: The Trust uses e-rostering across ward nursing, therapies and 
ancillary staff and will roll this out to other staff groups and work areas in 2018. 
We will also continue the implementation of the Carter Good Rostering 
Practice Guide recommendations from January 2017, which will include 
review of the effective review of current practice/effectiveness in those clinical 
areas where e-rostering is already implemented.  In addition, we will explore 
the full functionality of the E-Rostering system to increase productivity for 
managers and staff 

Health & Wellbeing a number of actions are in place improve the wellbeing 
and retention of our staff, reducing turnover and sickness absence, including: 

• The establishment of a Retention Steering Group to oversee and 
support Trust wide initiatives on retention, ensuring consistency of 
approach 

• Extending the psychological and physiotherapy pilot to support staff 
employee well-being, with a particular focus on hard to reach groups of 
staff and the resilience of staff and managers   

• Restructure of the People & Transformation directorate to establish a 
strategic policy lead and resource for engagement and wellbeing, 
working with the newly established People & Transformation team who 
will work alongside clinical divisions to design and implement 
interventions to address hotspot areas 

4.3 Maintaining a safe and sustainable workforce 
We will ensure our workforce plans; vacancy management and recruitment 
processes at service, clinical division and Trust level are aligned to ensure 
only funded posts defined in our workforce plans are advertised. This will 
include continuing the assessment of evidence base, costs, and alternative 
solutions e.g. appropriate banding, skill mix reviews, use of temporary 
workforce, outsourcing etc.  

We will apply a range of techniques to attract and retain staff with the value, 
knowledge, skills and experience we require. We will also work with our STP 
partners to prevent the unnecessary movement of staff between 
organisations.  

Our recruitment approach will include: 

• Targeted advertising campaigns using social media platforms, 
professional network publications and job boards. 
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• Continuation of our successful 6-weekly nurse recruitment open days. 

• Pro-actively sourcing candidates, including the use of NHS Jobs, 
LinkedIn and our newly recruited Talent Acquisition roles. 

• Where appropriate, using recruitment/ headhunting agencies for senior 
roles. 

We will consider the use of overseas /EU recruitment campaigns and 
Framework agencies as part of our contingency plans should we predict 
vacancies will hit a certain level.  

Our recruitment performance will be monitored by:  

• Comparing performance against staff recruitment target in 2018/19. 

• Reduction in backfill costs. 

• Reduced turnover. 

• NBT’s plan for 2018/19 is to increase the retention of its current skilled and 
experienced workforce. The Trust’s annual turnover for the last 12 months 
between December 2016 and November 2017 averaged was 15.8%.  Our plans 
are to reduce this overall to 13.1%.  Achieving this target will focus on targeted 
retention plans at directorate level supported by People Partnering and 
organisation wide transformation improving opportunities and career progression 
pathways. This will support plans to improve engagement and the experience of 
staff whilst at work. 

4.4 Workforce transformation 
Perform: One NBT 

Our Medical Director, Director of Nursing and Director of Operations, Executive 
leadership will facilitate and drive a series of development programmes across all 
levels of staff to emphasise the importance of multi-professional solutions required 
to improve bed utilisation.  

This approach is in recognition that we must be proactive in encouraging a shift from 
imposed interventions to allowing teams to work more efficiently together and 
empowered to make day-to-day decisions if we are to drive a culture of no delays. 

Perform will focus on staff development at a ward manager/sister/AHP/Consultant 
level and below.  There will be systematic application across all wards, recognising 
the need to move away from piecemeal improvement work to a programme that 
embraces the whole hospital and develops consistency of approach. This will enable 
all staff to be better equipped to manage complex care in a team environment and 
structure their work so that effective decisions are taken and enacted early in the 
day. Under this programme the combination of motivated and engaged teams who 
will have time released and skilled external support will be a powerful tool in solving 
our day-today problems. The Executive team will continue to provide visible, 
enabling and energising leadership across the organisation and in partnership with 
the clinical divisional leadership. The Executive leadership have mobilised with 
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Divisional Triumvirates (Clinical Director, Head of Nursing and Divisional Manager) 
to co-create the work programme and how it will be led across the Trust at Divisional 
and specialty level. 

STP workforce transformation 

NBT is a teaching and learning organisation and: 

We are active in the leadership of the STP Workforce Programme objectives, with a 
focus to deliver:  

• Collaborative working on apprenticeships. 

• Pass-porting of staff between organisations across the STP e.g. through 
aligned mandatory and statutory training. 

• Improved support for staff health and well-being. 

• Working with our partners to explore the opportunity for closer working 
and shared resources in relation to payroll services and approaches to 
temporary workforce e.g. Neutral vendor. 

A common culture and STP workforce transformation, as demonstrated by the 
leading role we are taking in two of these areas – collaborative working on 
apprenticeships, transforming our nursing, midwifery and therapy workforce and 
transforming our medical workforce. 

Collaborative working on apprenticeships 

NBT is a registered apprenticeship provider (Skills Funding Agency), with OFSTED 
Grade 2 GOOD for provision, with main provider status.  

The centre currently provides education programmes for NBT and other employers 
across the health and social care economy, in primary and community, social care, 
independent employers.   

We will continue to champion apprenticeships within service line, directorate, Trust 
and system level workforce planning processes and lead the development of 
apprenticeships through level 2, 3, higher and degree qualifications. Current work 
includes modelling on directorate level apprenticeship opportunities utilising the levy, 
as a key element of the workforce plans supporting the delivery of business plans. 

Our ambition is to optimise our Main Providers status and 
• deliver apprenticeship training to employers that will use the 

apprenticeship service to pay for apprenticeship training. 

• deliver apprenticeship training to their own apprentices, or apprentices of 
their connected companies’, if they will use the apprenticeship service to 
pay for apprenticeship training. 

• deliver apprenticeship training as a subcontractor. 
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As part of our ambition we will continue to lead plans to harmonise the approach to 
apprenticeships across BNSSG, (and BSW for the Nursing Associate test site), 
working with our partners to: 

• Lead a working group network with levy and non-levy paying providers 
(including primary care) through the Local Workforce Action Board 
(LWAB). 

• Produce consistent apprenticeship principles and secure endorsement 
by STP Workforce programme. 

• We host a project manager to lead on apprenticeships and training, to 
ensure quality and equality across the system the STP. 

• Optimise opportunities to offset delivery infrastructure costs using a 
combination of: external commissioning (outsourced); expanded internal 
delivery against divisional workforce plans; subcontracting partnership. 
The levy drawn down for 2017/18 is approximately £1.4M and current 
modelling indicates that the apprenticeship centre is in a strong position 
of regaining the NBT levy during 2018/19. 

Transforming Our Nursing, Midwifery and Therapy workforce 

NBT has been selected by Health Education England (HEE) as the lead employer 
across BNSSG and Bath Swindon Wiltshire (BSW) STP footprints for the 
implementation of the Nursing Associate role, via a 2-year education programme. 

This provides an opportunity for NBT to plan and phase the introduction of this new 
role into our nursing workforce and share our learning in support of a national roll-
out plan. 

To develop a pipeline of registered staff we are focussing on the development and 
retention of our clinical and non-clinical Health Care Support Workers to deliver: 

• Training programme alignment for the duration of any apprenticeship. 

• Roles that are meaningful in their own right. 

• Clearly defined progression pathways. 

We are working toward closer integration of Occupational Therapy (OT) and 
Physiotherapy services through: 

• Establishment of a Head of Therapy Services. 

• Providing integrated professional leadership across OT and 
Physiotherapy.  

• Moving to a model where 60% of band 3 therapy support workers are in 
integrated roles. 

Building on the success of recent pilots, as part of an innovation project funded by 
HEE, we will continue with the introduction of the band 3 Enablement Assistant role 
to assist with re-enablement and wellbeing, safety and discharge combining the 
qualities and skills of OT, physio and nursing. 
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We have also trained 19 multidisciplinary health coaches in the Stroke team to have 
enabling conversations with patients and are currently evaluating the impact on 
patient experience and outcomes before planning to extend to other services.  NBT 
has a trained trainer for enabling conversations meaning roll-out training can be 
delivered in house and to our acute and community partners. 

Transforming our medical workforce 

We are working with HEE and University of the West of England on the 
development of a new Physician Associate role. We continue to provide placements 
at NBT to support the pilot of this role and we are supporting work to develop an 
apprenticeship route, pending results from the pilot phase. 

We are supporting the design of a new Doctors Administration Assistant role to 
support Foundation and STP grade doctors.  This is part of a national programme to 
support ward based and GP based role development. 

Transforming other roles 

We are also exploring opportunities to use traineeship and apprenticeship roles to 
develop new positions and career development pathways for clerical, business 
administration and management roles. 

We will continue our conversations with LWAB and HEE to utilise the benefits 
associated with implementing their Workforce Repository and Planning Tool 
(WRaPT). 
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5 Financial Plan   

5.1 Background & context 
The Trust submitted the 2017/18 plan in line with the control total of £18.75m 
(£32.4m excl Provider Sustainability Funding (PSF)) which required delivery of 
efficiencies of £39.4m.  

The Trust reported an adverse position against plan of £4.2m (£1.4m excl PSF) at 
the end of January but is still aiming to deliver in line with the control total excl PSF.  

The key risks to the delivery of this plan include: 

• Delivery of the £39.4m CIP, of which £34.4m is likely to be achieved. 

• Impact of operational pressures over the winter period. 

• Commissioner agreement to the activity and income position. 

5.2 Financial forecasts and modelling 

Planning assumptions 

The financial plan is based on the following assumptions:  

• The Trust has accepted the 2018/19 control total of £12.381m. 

• Inflation at 2.1% although NBT is subject to additional costs pressures. 

• National efficiency requirement of 2% 2016/17 to 2020/21. 

• Pay inflation assumes 1% pay award and increment for all eligible staff which for 
NBT is £0.8m higher than national assumptions funded in tariff. 

• Non-pay growth assumptions include: 

o CNST premium as notified by the NHSLA which represents a 40% increase 
over 2016/17 and a £2m pressure above that allowed for in the tariff. 

o Other non-pay inflation above national expectations to account for expected 
increases in utilities and rates. 

• There is no assumed further impact of the junior Doctor contract over and above 
the full year impact but this will require robust management of rotas to avoid 
penalties for non-compliance. 

• Income assumptions include: 

o On the basis that the Trust is accepting the control total, it is assumed that 
fines will not be levied and that £19.177m PSF is available. 

o Assumes no detrimental impact from commissioner QIPP or data/pricing 
challenges. 
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o Assumes delivery of 80% of CQUIN schemes which presents a risk as the 
schemes will be challenging to deliver. In addition, it is assumed that the 1% 
related to STP engagement will be received. 

o Based on activity modelling produced by directorates referred to in Section 2. 

• Other assumptions include: 

o Non-recurrent benefits including CIP / FYE CIP A number of non-recurrent 
measures (some fortuitous) have been and will be necessary in order to 
deliver the control total in 2017/18. These amount to £9.9m and are offset by 
a full year effect of CIP schemes of £2.9m.  It is unlikely that adjustments of 
this magnitude will recur in 2018/19 and have therefore worsened the 
underlying position. 

o Winter funding has been confirmed to be unavailable in 2018/19 in the 
planning guidance from NHS Improvement. However, in the underlying 
position it is assumed that without change that the cost incurred in 2017/18 is 
unlikely to reduce significantly. It is assumed that any anticipated change 
from initiatives such as the Perform / flow project will form part of the CIP 
programme. 

o Other FYE includes a number of individual adjustments over and above 
outturn including but not limited to £0.8m for the full year impact of Hospital at 
Home in ASCR, vacancies that were only filled for part of 2017/18 including 
consultant posts approved but not filled until end of 2017/18 as well as the full 
year effect of pay increments, etc. This also includes the impact of 
disinvestment of the BCRM Service. 

o Activity growth The costs of delivering the additional activity included within 
divisional plans including the mitigations in order to manage the shortage of 
beds in the bed model are currently assessed at £3.2m above the income. 
The cost includes the full year cost of the rehabilitation beds at Yate, beds at 
Brain Injury Rehab Unit, additional non-pay costs related to musculoskeletal 
activity which was not delivered in 2017/18, beds at St Monicas, Early 
supported discharge and weekend therapies, additional core clinical costs 
related to additional activity, etc.  

o Other net cost pressures includes but is not limited to the cost implications 
of EDMS with cost savings to come in future years to offset, flow project and 
leadership development. 

Bridge analysis 

The bridge analysis included in the table below demonstrates the impact of the 
financial planning assumptions listed above on delivery of the agreed control total.  
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Table 6 :  2018/19 bridge analysis 

 

 
 
 

 

 

 

 

 

 

Income 

£m 

Expenditure 

£m 

Surplus / 
(Deficit) 

 2017/18 Forecast 565.3 (587.8) (22.5) 

Non-recurrent benefits including CIP /  FYE CIP (2.5) (4.5) (7.0) 

Winter funding (2.8)  (2.8) 

Sustainability and Transformation Funding (9.9)  (9.9) 

Other FYE (3.7) (3.9) (7.6) 

Underlying position 546.3 (596.1) (49.8) 

Inflation above national assumptions in tariff 10.0 (10.8) (0.8) 

Tariff efficiency (2%) (9.5)  (9.5) 

CNST above national assumptions in tariff 1.4 (3.4) (2.0) 

Activity Growth 9.7 (12.9) (3.2) 

Other net cost pressures  (4.0) (4.0) 

CIP Requirement 1.9 35.8 37.7 

In–year Adjusted Surplus / (Deficit) excl PSF 559.8 (591.4) (31.6) 

Provider Sustainability Funding (PSF) 19.2  19.2 

In–year Adjusted Surplus / (Deficit) incl PSF 579.0 (591.4) (12.4) 
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The table below provides a summary of the financial plan that is included in more 
detail within the submitted financial template. 

 
Table 7 :  Summary of 2018/19 financial plan 

Income/ cost area 2018/19 

£m 

Clinical income 484.8 

Other income 75.0 

Total Income 559.8 

Pay (342.5) 

Non-pay (248.9) 

Surplus / (Deficit) excl PSF (31.6) 

Provider sustainability funding (PSF) 19.2 

Surplus/ (Deficit) incl PSF (12.4) 
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Cash flow plan 

The table below shows the cash flow plan based on the deficit outlined above. Cash 
financing of £12.381m will be required to cover the deficit but if Provider 
Sustainability Funding is not received then this will present a further risk to the cash 
position which the Trust will not be able to manage without additional support. 

 
Table 8 :  2018/19 cash flow plan  

Cash flow £m 

Operating surplus 26.6 

Add back non-cash items 24.0 

Movements in working capital 2.5 

Net cash inflow from operating activities 53.1 

  

Interest received - 

land receipts - 

Capital purchases (19.9) 

Net cash inflow from investing activities (19.9) 

  

Financing  

Deficit loan 12.4 

Loan in lieu of STF funding 0.5 

Loan repayments (1.7) 

Capital element of PFI (9.4) 

Interest paid (5.2) 

Interest element of PFI (34.6) 

Net cash inflow from financing (38.0) 

  

Net movement in cash (4.8) 

Opening cash balance 8.6 

Closing cash balance 3.8 
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5.3 Efficiency savings for 2018/19 
The £37.7m Cost Improvement Programme (“CIP”) requirement for 2018/19 reflects 
the amount required to deliver the control total of £12.381m and is driven by the 
tariff deflator, cost pressures, the non-recurrent impact of 2017/18 actions and the 
objective to reduce the current run rate deficit. 

The 2018/19 target represents a 6.9% saving as a percentage of the 2018/19 
baseline expenditure. It should be recognised that this is a stretching target which is 
likely to be in line with the largest in the country and that this follows high savings 
delivered over the last two years: 

• £26.1m in 2016/17 against a £27.0m target. 
• estimated £34.4m in 2017/18 against a £39.4m target.  

 
Progress to date on 2018/19 CIP 
 
Workforce 

All Divisions and corporate functions have been challenged to identify a recurrent 
3% reduction in their pay bills, which amounts to £9.5m in 2018/19. In 2017/18 the 
challenge was a 5% reduction of £16.2m and this was exceeded with 5.3% (£17.2m) 
delivered. Both the historical 5% and the current 3% challenge have been informed 
by various sources of benchmarking which were triangulated and identified there are 
opportunities especially in managing sickness and turnover rates, thereby reducing 
the reliance on temporary staff and reducing spend accordingly. 

Each Division has been provided with a data pack and suggested areas of focus 
that would deliver the biggest return. Delivery plans and quality impact assessments 
are being completed for formal sign off with support from the Programme 
Management Office (“PMO”). 

Pay cost reductions will be achieved using a combination of productivity 
improvements, skill mix changes and consultant Programme Activity (PA) and WTE 
reductions. To drive delivery of these changes a refreshed Workforce Development 
Programme has been established and a new Workforce Development Manager has 
been appointed to oversee the work programme, which includes: 

• Reduction of staff turnover and improved staff retention. 

• Reduction of sickness absence. 

• Improvements in rostering. 

• Reduction of agency staff. 

• Enhancing the NHS bank. 

• Increasing the number of apprentices to meet service requirements and 
maximise the new levy’. 

• Targeted activities to address hard to recruit areas and higher users of 
temporary staff. 
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These initiatives are described in more detail in section 4.2.  

Non-pay 

Procurement  

During December 2017 and January 2018 the Bristol and Weston Purchasing 
Consortium worked with each of the Trusts and Divisions across the Consortium 
and together three main areas of focus for 2018/19 were identified. To date this 
work has identified potential for £2.3m of savings and further work is underway to 
meet the target set of £4m from non-pay procurement. The areas of focus are: 

• Flagship schemes – these are 13 major programmes of work that will deliver 
savings by standardising clinical and operational processes and product 
suppliers across the consortium. Each of these flagships will have a project team 
and clear milestones. 

• Cross consortium schemes – these are 38 different products/suppliers (smaller 
scale than the flagship schemes) that the Trust will look to standardise and 
thereby reduce costs. This work will be managed through the Trust clinical non-
pay group. 

• Divisional specific schemes – these 11 schemes relate specifically to a single 
Division. 

Drug savings  

There is a target to achieve £1m from medicines (drugs) savings through changes in  
price and usage, including a reduction in variation. Up to half of these savings are 
reliant on national price negotiations based on historical trends. In 2017/18 the level 
of savings from the national price negotiations was not as high as anticipated and 
therefore the target has been reduced from an initial value of £1.5m to £1m to reflect 
the likely difficulty of delivery. 

Operational efficiency 

The Trust will continue to progress its transformation programmes, improving patient 
flow and maximising productivity across the organisation.  

 

Patient Flow  

An organisational development programme (Perform) to change culture and upskill 
staff has begun with external support from PwC in order to, initially; enable inpatient 
activity to be managed more efficiently within the core bed base and a high level 
target to reduce bed occupancy at midnight to 92%. The external support will be in 
place until July 2018, following which the programme of improvement will be 
continued by key members of staff within the Trust. Expected benefits are in the 
order of up to £5m, with £2m currently recognised in the CIP numbers as reduction 
of temporary staffing for escalation which was described as the minimum benefit of 
the programme in the associated business case. 
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Elective productivity 

The theatre efficiency programme will continue to focus on creation of additional 
capacity thereby enabling the final stage of work to be repatriated from the 
independent sector. This will consist of three main components. The majority of this 
improvement is required to deliver the base contract activity, however continuous 
ongoing review will allow the possibility of additional savings to be determined. 

• Theatre efficiency – to address late starts, early finishes and reduction of on the 
day cancellations. 

• Additional capacity – through the opening of a new minor procedures theatre on 
level one of the Brunel Building and moving minor cases out of main theatres. 

• Pre-operative assessment – stratification of patients according to their risk 
factors. 

 

Outpatient efficiency  

The outpatient programme will focus on improving efficiency with the intention of 
increasing the number of alternatives to admission through ambulatory care, hot 
clinics and the provision of advice and guidance.  At the same time it is expected 
that the number of follow up appointments will reduce. In addition there will be 
transformational changes to the administration systems as a result of changes to the 
electronic referral system. 
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Current Position and scenarios 

At this point in our planning process we have identified a high level plan of £30.41m, 
risk rated and categorised as follows: 

Row Labels Pay Non-Pay Income Total 

CIP identified with assurance 
of delivery £3.16m £9.58m £1.34m £14.08m 

CIP identified with a risk to 
delivery £6.24m £4.87m £0.69m £11.80m 

Additional CIP ideas 
identified with detail to be 
worked up 

£1.21m £3.20m £0.13m £4.54m 

Grand Total £10.61m £17.65m £2.15m £30.41m 

Unidentified CIP with 
mitigating actions to be 
developed 

£3.65m £3.65m - £7.29m 

Revised Total £14.26m £21.30m £2.15m £37.70m 

 

The nature of schemes is highly variable, with some carrying little risk and others 
carrying a substantial amount of risk. Currently, £25.88m of the plans are recorded 
in the central CIP tracker with milestone plans and quality impact assessments 
being worked up for approval by the Executive Directors, with a target for the 
majority signed off by 5th April 2018. The remaining £4.54m of schemes require 
further work up and validation before detailed planning and implementation can 
commence: which is being expedited. The work up of detailed milestones and plans 
mitigates the risk of slippage by giving a clear timeline and steps to be completed to 
ensure timely delivery is achieved. We expect that as plans are signed off, the value 
of plans at risk will decrease. 

 

It should be recognised that due to the risk associated with a portion of the schemes 
(as noted above), it is likely that mitigations in excess of £7.29m will be required. In 
order to identify and deliver mitigations, the following steps are being taken: 

• Revisit the cross-Division workstreams of theatres, outpatients, flow and 
workforce and adapt or enhance the approach. This will include setting up 
small task groups to identify the opportunity. The approach is more likely to 
deliver transformational changes to deliver significant efficiencies. We will 
review how we deploy programme resource across themes to best achieve 
this. 

• Improved granularity of the opportunities identified by benchmarking. Initial 
work suggests a CIP opportunity of c. £40m against peer upper quartile 
performance, which is in line with our CIP target for the year. 
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Future financial improvement 

To deliver in full the CIP target, there will be a continual process to identify 
opportunities and the development of plans will continue to be an ongoing iterative 
process. The PMO has recognised the need to adapt to support the identification of 
areas of opportunity and as such a transformation analyst has been appointed to 
support Divisions in this through the use of benchmarking. The main technical 
sources will be a combination of Model Hospital, Dr Foster, Getting It Right First 
Time and Patient Costing Benchmarking.  Other PMO roles will also be reviewed 
regularly in order to add maximum value. 

At the same time, CIP planning is to be a longer term process over a three year 
planning horizon and a small number of schemes have started to be identified for 
2019/20 and beyond. 

Recognising the Trust’s release from Financial Special Measures in July 2017 and 
continued improvement, revised governance around financial improvement is being 
drafted in order to bring it more into business as usual, likely through inclusion in the 
monthly Divisional Performance Reviews. The proposed and draft governance can 
be seen in the below diagram. 
Figure 9 :  Financial improvement governance structure (to be agreed) 

 

5.4 Capital Planning  
The 2018/19 capital plan utilises funding primarily through depreciation, the third 
instalment of cash from the sale of the Frenchay site and charity funding for certain 
items of equipment.   This is partly offset by £1.7m capital loan repayments linked to 
the sale of the Frenchay site which was agreed in the approved business case. 
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As can be seen in the table below, the Trust has prioritised significant essential 
expenditure in IM&T, the majority of which is the network upgrade.   The capital 
programme for 2018/19 is extremely challenging and there have been a number of 
additional schemes totalling £19m which we are not able to prioritise in the current 
year and this needs to be reviewed in the context of the 5 year programme.     

 
Table 9 :  2018/19 Capital plan  

Capital plan 2018/19 £m 

Expenditure   

IM&T 3.8 

Divisional schemes 7.3 

Medical equipment 4.2 

Estates infrastructure 1.7 

Other 3.8 

Total expenditure 20.8 

    

Funding   

Depreciation 14.8 

Asset sales 4.7 

Charity funding 1.6 

Other 1.4 

Loan repayment -1.7 

Total funding 20.8 

    

Surplus/(Deficit) 0 
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6 Link to Sustainability & Transformation Plan (STP) 

The model of care and key principles described in the STP align well with North 
Bristol NHS Trust’s (NBT) strategy as shown in the table below. 
Table 10 :  Alignment of STP principles and NBT Strategy 

STP principle NBT Strategic Theme [theme ref] 

Standardise and operate at scale 
Change how we deliver services to 
generate affordable capacity to meet the 
demand of the future [1] 

Develop system wide pathways Play our part in delivering a successful 
health and care system [8] 

Develop a new relationship with our 
population Treat patients as partners in their care [3] 

Develop a new relationship between 
organisations and staff 

Create an exceptional workforce for the 
future [4] 

Build on existing digital work as a driver and 
enabler for cultural change 

Maximise the use of technology so that the 
right information is available for the key 
decisions [6] 

Healthier Together (as The BNSSG STP is identified) is led by a System Leadership 
Group, of which the CEO of NBT is a member and supported by a programme 
management office. We will continue to support the development and 
implementation of the three core transformation portfolios through this and other 
STP delivery groups we are part of, namely the leadership, clinical, workstream, 
enabling and spotlight working groups. For example: 

Portfolio 1: Prevention, Early Intervention and Self Care: we will help inform the 
allocation and phasing of any transfer of Commissioner funds to support prevention 
and well-being. 

Portfolio 2: Integrated Primary and Community Care: we will support the re-
design of end of life, frailty, diabetes and respiratory patient pathways, and help 
inform the benefit realisation profile for the quantitative and qualitative metrics 
defined in the STP e.g. 30% reduction in admissions and attendances by STP year 
3 for certain long term conditions, reduction in outpatient appointments by 15%, 
reduction in LoS by 20%. 

Portfolio 3: Acute Care Collaboration: this portfolio will have the largest impact on 
NBT and is the one we are most involved in. We are supportive of the overarching 
objectives; best use of hospital capacity; effective clinical pathways; specialist 
services and networks; sustainable services at Weston General Hospital, and we 
are actively involved in 3 of the spotlight projects – which our directorate plans are 
aligned to STP timescales and objectives in these areas. For example: 
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Sustainable services at Weston General 

We are working closely with University Hospitals Bristol and Weston Acute Hospital 
Trust to develop sustainable acute service models at the Weston Hospital site.  
Specifically, NBT is leading on developing collaborative service models for Urology, 
Breast Surgery and Pathology services. 

Stroke pathway review 

We are supporting the workstream clinical lead and have operational and clinical 
representation on the Stroke Pathway Review Board. 

We were involved in the options appraisal process, which recommended NBT as the 
preferred option for the location of the regional Hyper Acute Stroke Unit (HASU), 
and we will continue to support the process to determine the optimal number of 
Acute Stroke Units (ASUs) in the region.  

MSK programme 

We are providing operational and clinical support to this spotlight project through our 
representation on the system T&O Steering Group that is leading this work, for 
example:  

Workstream 1: MSK clinical pathways – we are supporting the Rheumatology 
pathway re-design work and the project to enhance the management of patients 
with MSK conditions in Primary Care. We will also champion the inclusion of the 
latest research and Public Health information to ensure patient outcome data is 
used to inform the design process. 

Workstream 2: Elective Orthopaedics - this is the most developed workstream 
and we are currently supporting the sub-specialty demand and capacity modelling 
work, using IMAS, to define the gap between system-wide outpatient and inpatient 
capacity (NHS and independent sector) and predicted levels of demand. We are 
also supporting the work to deliver a consistent and equitable interface service 
across BNSSG. We will work with our partners to agree a sustainable solution to 
current MSK backlogs. 

Workstream 3: Orthopaedics and Trauma Service – we will work with our 
partners to ensure this workstream delivers a consistent, safe and sustainable 
pathway for fractured neck of femur patients across BNSSG. We would also support 
the expansion of this workstream to include capacity and demand and pathway 
redesign work for the regional spine service, including how this links to major trauma 
network and pathways. 

Pathology 

NBT’s Medical Director is the SRO for this spotlight project and through the 
Pathology Working Group we will continue to support the development and 
implementation of a number of system-wide projects, for example: 
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• Developing options for a sustainable histopathology model at Weston 
general hospital. 

• Supporting the specialist testing and blood sciences review to develop 
options, and then implement, a sustainable, regional approach for these 
services. 

• Supporting the Managed Equipment Service (MES) re-procurement to ensure 
a new MES is in place for 2019/20. 

• Review prices, baskets and opportunities to standardise GP referrals to better 
manage demand. 

• Support the urgent care review to develop alternatives to emergency 
attendance and admission. 

• Continue to innovate and pull on best practice guidance to develop evidenced 
based pathways e.g. Faecal Immunochemical Test (FIT) bowel cancer 
screening, non-alcoholic fatty liver disease. 

STP enabler programmes 

We will also continue to support the STP enabler projects, for example: 

Engagement & Communication: we will support the design and delivery of patient 
and public conversations, engagement and where necessary consultation. 

Estate: we will optimise the efficiency of our estate to support the delivery of new 
models of care, aligned to the principles of Lord Carter’s review. 

Workforce: We are leading on the development of new Nursing Associate and 
Physician Associate roles and will continue to work with our partners to explore 
options for achieving shared recruitment, collaborative working on apprenticeships 
and a common culture. 

Digital: we have prioritised our IM&T investment programme and plan to invest a 
further £10m across 2017/18 and 2018/19 to deliver the network upgrade (requires 
NHS Improvement approval) and the Business intelligence scheme. 

Collaboration: we are working closely with University Hospitals Bristol NHS 
Foundation Trust and have established a joint Partnership Board which meets 
quarterly, alongside a quarterly executive-to-executive meeting.  Additionally, we are 
developing our relationship with the BNSSG CCG and have held executive-2-
executive meetings in February and March to support the development of our 
Operational Plans. 
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Appendix 1 Corporate objectives by strategic theme   

 

2018/19 Corporate Objectives 

St
ra

te
gi

c 
Th

em
es

 

1 
Deliver the financial plan to achieve an improved year end deficit of £12.4m 
Improve the flow of patients through the hospital by ensuring maximum bed occupancy of 95% 

Improve estate utilisation raising share of the estate in clinical use from 73% to 78% by March 2019 

2 

Maintain safe access to services: improve access to emergency care, maintain delivery of  the national cancer 
standard, ensure there are no 52-week breaches and no increases in the overall waiting list for elective care 

Reduce the measurable harms from care with particular focus on reducing pressure injury and infectious 
complications from indwelling devices 

Achieve an overall CQC rating of 'Good' 

3 

More patients receiving inpatient care will recommend treatment at NBT to their friends and family, increasing 
from 91% in September 2017 to 93% by March 2019, making progress to our goal of 95% by March 2020 

Increase the score for National Inpatient survey question ‘were you engaged as much as you wanted to be in 
decisions about your discharge’ from 6.6 to 6.8 in 2018. 

4 
Increase the overall engagement score in the staff survey  from 3.72 to national average (3.78 in 2017) 

Improved scores achieved in the staff survey in the health and wellbeing categories, so that exceeding average 
of all Trusts 

5 
Deliver the Service Line Management development programme for the specialty leads and their triumvirate 
teams (clinical specialty lead, Matron and assistant general manager) 

 Agree the accountability and decision making framework to maximise devolved decision making. 
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2018/19 Corporate Objectives 

6 

Deliver the 2018-19 Informatics Programme, including: 
• Deliver Enterprise Network replacement to enable access to reliable and fast network connections across the 

whole estate; 
• finalise plans for Electronic Prescribing & Medicines Administration system and a Patient Observation system 

for 2019-20 delivery;   
• extend Paper Light  to more services  to improve clinical access to information  
• A new intranet platform and roll out of Bring Your Own Device to enhance IT support to staff. 

Ensure compliance with the new General Data Protection Regulations and maintain robust cyber security protect 
for critical services. 

7 Increase the number of research projects led by nurses and AHPs 

8 
Develop with partners high quality and efficient models for urgent care, stroke, orthopaedics, and pathology 

Develop the STP refresh with partners to agree system plans to restore financial balance in BNSSG 
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Appendix 2 2017/18 Corporate Objectives 

Strategic themes Corporate objective 2017/18 Status 

1. Change how we deliver services to 
generate affordable capacity to meet 
the demands of the future 

Improve patients’ access to care by meeting:  

• the 95% 4 hour target for emergency care, Not met 
• the national cancer targets and elective waiting time trajectories. On track 
• and elective waiting time trajectories. At-risk 
 
Make better use of our estate to help reduce the cost of care. 

 
On track 

Deliver the financial plan to achieve an improved year end deficit of 
£18.7million. 

 
On track 

2. Be one of the safest trusts in the 
UK 

Meet CQC ‘good’ standard for safe care as a minimum in all areas. Not met 

80% of staff recommend us as a place for care for friends and relatives in the 
staff Friends and Family Test. 

On track 

3. Treat patients as partners in their 
care 

Increase the score for the National Inpatient survey question ‘were you 
engaged as much as you wanted to be in decisions about your discharge’ 
(from 6.6 to 7.0). 

At-risk 

95% of patients recommend us for care and treatment in the inpatient Friends 
and Family Test. 

At-risk 

4. Create an exceptional workforce 
for the future 

Increase the overall engagement score in the staff survey (from 3.71 to 3.81). Not met 

Improve scores achieved in the staff survey in the health and wellbeing 
categories to be better than the average for all Trusts. 

Not met 
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5. Devolve decision making and 
empower clinical staff to lead 

Parameters for devolved decisions to the Divisions are defined and 
understood. 

 
No met 

Planned programme of development support to senior management teams of 
Divisions delivered. 

Met 

6. Maximise the use of technology so 
that the right information is available 
for the key decisions 

Information for decision making (from data entry to reporting) is agreed to be 
high quality and accessible by users. 

On track 

An increased proportion of Trust documents (clinical and non-clinical) are 
managed electronically. 

Met 

7. Enhance patient care through 
research The number of patients taking part in clinical trials is maintained or increased. On track 

8. Play our part in delivering a 
successful health and care system 

High quality efficient service models for North Somerset hospital care, urgent 
care, stroke, orthopaedics and pathology are agreed with partners. 

Not met 

Our contribution to restore financial balance to the BNSSG health system has 
been agreed with partners. 

Met 
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Appendix 3 Risks log for Operational Plan Delivery 

# Risk Theme 

Im
pa

ct
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Mitigating action Responsible 

1 
Non-elective growth is 
significantly different to 
plan.  

Activity and 
Performance 

4 3  12  8  

Ensure demand and capacity plans are 
developed to reduce the anticipated growth in 
admissions and that the system has sufficient 
capacity to be able to support patients being 
cared for in the community both prior and post 
an acute spell with ‘no delays’ 

Director of 
Operations 

2 
Under-delivery against 
elective activity plans 

Activity and 
Performance 

 4 3  12   8 

Robust theatre and OP improvement and 
delivery plans in place which are actively 
monitored and mitigations taken if risk against 
delivery plan is projected 

Director of 
Operations 

3 

CQUIN scheme 
performance in 2018/19 is 
less than the 80% 
planning assumption 

Finance - 
income 

4 4 16 8 

Realistic assessment of CQUIN scheme 
requirements and robust monitoring of 
performance and clarity of where overall 
oversight resides corporately. 

Director of 
Nursing / 
Director of 
Operations / 
Director of 
Finance 
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# Risk Theme 
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Mitigating action Responsible 

4 
A&E performance fails to 
improve in line with 
trajectory 

Activity and 
Performance 

 4 4   16 12 
Robust operational performance management 
and close system partnership working to 
support effective flow through the system 

Director of 
Operations 

5 

The Trust is unable to 
deliver a CIP programme 
at the scale and pace 
required – 6.7% in 
2018/19 

Finance - 
FRP 

4 3 12 4 

FRP PMO governance processes working to 
support Divisions to ensure they own and 
deliver their CIP plans  and mitigate any gaps 
that arise. 

Director of 
People & 
Transformati
on 

6 

Unable to reduce bed 
occupancy below 95% 
resulting in failure of 
patient flow 

Quality 5 3 15 5 
Delivery of Perform and stranded patient 
initiatives as well as CQC action plan, and 
system mitigations in bed model. 

Medical 
Director 

7 

Patients involvement in 
pathways to improve flow 
and improve discharge 
remains limited or has 
limited impact 

Quality 3 3 9 6 

Ensure patient engagement is embedded into 
the Perform initiative and other length of stay 
projects as a dynamic process involving 
patients and staff and developing expertise in 
the use of experienced based design 

Director of 
Nursing /  
Medical 
Director 
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Mitigating action Responsible 

8 

Quality governance is not 
sufficiently well developed 
at specialty, divisional and 
Trust level to support the 
principles and 
requirements of Service 
Line Management (SLM). 

Quality 3 5 15 6 

A review is required to ensure future 
governance requirements are fully met, the 
information infrastructure developed and staff 
supported.  
 
Define requirements at corporate and 
divisional level & resource to deliver at 
required pace. 

Director of 
Nursing /  
Medical 
Director 

9 

Failure to recruit, retain 
and engage the workforce 
required to deliver the 
plan. 

Workforce 5 2 10 5 

Focus on retention of staff in divisional plans 
supported by retention steering group,  
development new roles and ways of working 
and proactive recruitment support  

Director of 
People & 
Transformati
on 

10 
Failure to secure planned 
workforce efficiency and 
productivity improvements 

Workforce 4 4 16 8 

Roll out of Perform to support transformation 
of services and working methods.  Divisional 
plans for improving attendance,  effective job 
planning and rota management and enhanced 
Health & Wellbeing support 

Director of 
People & 
Transformati
on 
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Mitigating action Responsible 

11 

 
Unanticipated additional 
schemes, costs or 
slippage in capital plan 
and consequences on 
service delivery 

Capital 2 4 8 8 
CPG to monitor capital plan delivery and take 
action in-year to prevent slippage or re-
prioritise investment 

Director of 
Facilities 

12 
STP priorities are not fully 
aligned with NBT 
objectives 

System 4 2 8 4 
Continue to engage with system to seek 
collaborative approaches to our shared 
challenges. 

Chief 
Executive 
Officer 
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North Bristol NHS Trust 

1. Purpose & background 
1.1 The attached report updates on progress and issues in relation 

to matters being managed by the Sustainable Health & Capital 
Planning Team. 

 
2. Operational PFI    

2.1 All the PFI Carillion operational services are continuing as 
normal in Brunel following the collapse of Carillion. Discussions 
around ongoing future provision are continuing. Brunel 
Compliance Issues are reviewed and managed at regular 
meetings with Carillion services and THC. 

3. PFI Construction Works 

3.1 Following the Carillion liquidation all schemes are on hold 
pending the outcome of discussions with THC to establish a 
programme of works going forward. 

3.2 The demolition programme is in delay currently pending 
ongoing discussions and agreement with THC to confirm how 
this contract will be taken forward following the collapse of 
Carillion construction.  

3.3 The demolition programme was already off programme due to 
the discovery of previously unknown asbestos in Limewalk 
Sherston and Brecon buildings. All 3 buildings were handed 
over to Carillion in August. The full impact of this on the 
demolition programme is not yet known. 

3.4 Completion of the PFI construction works and tree planting were 
currently anticipated in late 2018 

4. Capital Projects 

4.1 The 12 schemes which make up the critical estates 
infrastructure schemes (the CRP) have either completed or will 
complete by the end of March 2018. The team have spent a 
total of £1.3M in 17/18 against the budget of £1.3M.  

4.2 Other capital projects have progressed as planned in 17/18 and 
will complete in 18/19.  

4.3 Replacement capital equipment has spent a total of £3.2M 
against a budget of £3.2M with over 30 procurement events 
(over 100 pieces of equipment) all of which will be received on 
site by the end of March 2018.   

 

5. PFI – Variations 
5.1 This month the report includes a table containing the current 

approved and progressing PFI variations as requested by the 
Board. 

 
6. Recommendations 

 
6.1 The Trust Board is asked to note the current position and 

actions. 

This document could be made public under the Freedom of Information Act 2000. 
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 Top 10 PFI deductions February 2017
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Top task types to Carillion helpdesk February 2017
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Estate Capital Replacement Programme On 
Track

Capital replacement programme of works: All
planned schemes and projects are either complete
now or will complete by the end of March 2018
giving a final spend in 17/18 of £1.3M against a
budget of £1.3M.  

G

Frenchay Site: Deep drainage works have now
completed. Final works to tidy site and make good
will be complete in Early April. The building has
remained fully operational throughout this work.

G

PFI Construction Works Progress On 
Track

Carillion Liquidation: Projects on hold pending an agreed
way forward with HCP/NBT. Discussions are ongoing. All
Carillion hospital operational services continue to operate as
normal. 

R

Limewalk, Sherston & Brecon buildings: Project on hold
pending an agreed way forward with HCP/NBT. All buildings
were handed over in August for demolition. Additional abestos
has had an impact on the programme. 

R

Southmead Way: Project on hold. Completion of this road will
depend on resolution of the asbestos removals and demolition
of Limewalk.

R

Issue Next 
Action Action Required R.A.G 

Status

Carillion liquidation event
NBT/THC/

PwC

All projects have been put on hold 
pending an agreed way forward with 
THC/NBT. Discussions are ongoing. 
Operational services continue to 
operate as normal and are being 
monitored by task force including 
PwC special manager. The New 
Service Provider transition 
discussions continue.

R

Fire Integrity THC
Following Carillion liquidation event 
THC are developing a close out 
strategy and action plan

R

Critical Care & Theatre 
Ventilation THC

Following Carillion liquidation event 
THC are developing a close out 
strategy and action plan 
Risks managed and updated on risk 
register

R

SP21 Works arising from 
Statutory Inspections

THC Integration will follow Transition to 
Service Provider

R

ICU Burns rooms THC
Following Carillion liquidation event 
THC are developing a close out 
strategy and action plan 

R

Window and Atrium 
Cleaning THC

Works will follow Transition to new 
Services Provider R

Humidification of Imaging 
areas

THC
Following Carillion liquidation event 
THC are developing a close out 
strategy and action plan 

R

key: R No plan to resolve

A Solution agreed but not started

G On programme

Brunel Compliance Issues

Variations On 
Track

Nurse call bells - Brunel: Installation and works will
complete 29th March 2018.     

G

Brunel Gate 24: Trust Board approved the business
case in January. Works due to complete in Quarter 4
(18/19). There are delays caused by the Carillion
issues that are ongoing. Trust is pushing for a
resolution. 

A

Plastics wet room and assisted bathroom
conversions: Programme of works is due to complete 
with beds being available in Quarter 3 (18/19).    

A

Road safety: Scope of works agreed. Programme of
works due to complete in Quarter 2 (18/19).  A

Mortuary cold storage: Purchase of new storage
units due for delivery in Quarter 1 (18/19). G
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Recommendation:  

At the meeting held in exercise of Emergency Powers, representatives of the Board accepted the following recommendation:  
 
In response to the request from The Hospital Company (Southmead) Limited (“Project Co”):  

1. consent to the termination of the contract between Project Co and Carillion Construction Limited (“Construction Contract”); 
and  

2. consent to Project Co entering into the Letter of Intent (LOI) with the demolition sub-contractor in order to enable the site to 
be occupied and secured pending recommencement of the demolition and other works. 

As a condition of this consent, the obligation on Project Co to seek Trust consent to the terms of the replacement contracts (i.e. 
ensure the performance of the outstanding post completion works) is preserved. This will include consent to the identity of the 
replacement contractors and the requirements of any collateral agreements. 



 

1. Purpose 
1.1. This Report is to update the Trust Board following 

the exercise of Emergency Powers on 15 March 
2018 giving Simon Wood, as Trust Representative, 
authority to consent to the termination of the 
Construction Contract by Project Co as well as 
consent for them to enter into a letter of intent with a 
sub-contractor for the purpose of immediately 
securing and occupying the site. 

2. Background 

2.1.  On 15 January 2018, Carillion Construction Limited 
(CCL) and Carillion PLC, their guarantor, were 
placed into mandatory liquidation.  

2.2. As a consequence, CCL are unable to perform their 
outstanding obligations under the terms of the PFI 
Project Agreement including the post completion 
works agreed as part of the settlement agreement 
entered into on 12 October 2016.  

2.3. Project Co therefore sought consent from the Trust 
to terminate the Construction Contract, enter into the 
letter of intent with a demolition sub-contractor and to 
waive the obligation on Project Co to obtain Trust 
approval for the replacement contractors and 
contracts.  

2.4. In response, the Trust stated that the request was 
too broad. It suggested that the letter be re-
submitted as a request to approve the letter of intent 
and termination of the Construction Contract but 
reserving the Trust’s rights in respect of the 

replacement contracts. The consent letter was 
subsequently revised.  

2.5. This two stage consent process enables the Trust to 
give Project Co assurance that it will not commit a 
Project Co Event of Default by terminating the 
Construction Contract and this, in turn, enables them 
to get corresponding consent from lenders. At the 
same time it gives the Trust more time to carefully 
review the terms of the proposed agreements with 
sub-contractors and to negotiate any necessary 
changes with Project Co.  

2.6. Given the pressure on Project Co to terminate the 
Construction Contract and secure the site, it was 
agreed that Trust Board approval would be sought 
through use of Emergency Powers.   

2.7. On 15 March 2018 at 9am, the following Trust Board 
members met to review the proposals and discuss 
the recommendations made: Robert Mould (in 
person); Jaki MeekingsDavis (by telephone); Andrea 
Young (by telephone); Catherine Phillips (by 
telephone). Also in attendance were: Simon Wood 
(in person); Tricia Down (in person) and Lorraine 
Woodward (in person). 

3. Emergency powers meeting 
3.1. At the meeting of the 15 March 2018, a brief 

background to recent events arising as a 
consequence of Carillion’s liquidation was given. 
This included an update on the FM arrangements 
because, although it is not the subject of the 
meeting, it is relevant in terms of context.  Attendees 



North Bristol NHS Trust 

also had a copy of a more detailed report explaining 
the background and issues.  

3.2. A range of questions were raised by Trust Board 
members which were responded to by the project 
team.  Some actions were taken back by the project 
team to address with THC but none of these affected 
the decision of the Trust to consent to the contract 
termination. 

4. Timescales 
4.1. The timetable is being developed for the new 

arrangements. It is anticipated that the contract for 
the demolition works will be agreed during April 
(subject to Trust consent). The works contract would 
follow but timescales are not yet confirmed. 
The Trust is now engaged with THC regarding the 
detail of the demolition contractor. 

5. Recommendations 
At the meeting held in exercise of Emergency Powers, 
representatives of the Board accepted the following 
recommendation:  

 
In response to the request from The Hospital 
Company (Southmead) Limited (“Project Co”):  
(i) consent to the termination of the contract 

between Project Co and Carillion Construction 
Limited (“Construction Contract”); and  

(ii) consent to Project Co entering into the Letter 
of Intent (LOI) with the demolition sub-
contractor in order to enable the site to be 

occupied and secured pending 
recommencement of the demolition and other 
works. 

As a condition of this consent, the obligation on 
Project Co to seek Trust consent to the terms of the 
replacement contracts (i.e. ensure the performance 
of the outstanding post completion works) is 
preserved. This will include consent to the identity of 
the replacement contractors and the requirements of 
any collateral agreements and the requirements of 
any collateral agreements. 
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Recommendation:  

To note the progress to date  
 
 
Executive Summary:  
See following report. 
 
 
 



North Bristol NHS Trust 

 

1. Purpose 
The NHS Sustainable Development Strategy (2014-2020), 
Sustainable, Resilient, Healthy People and Places, requires NHS 
organisations to have a Trust Board approved Sustainable 
Development Management Plan (SDMP). 
 
Our SDMP is updated on an annual basis in September and 
made available as a public document as part of our ongoing 
Sustainable Development work at NBT.   
 
This paper provides a 6 monthly progress report on our 
Sustainable Development Management Plan (SDMP) 2017/18 
objectives and targets and highlights the risks and opportunities 
going forward. 
 

2. Background 
The NHS Sustainability Strategy dovetails with the Trust’s 
Strategy, the NHS Five Year Forward View and the Sustainability 
and Transformation Plan (STP) which sets out the requirement for 
the prevention of avoidable illnesses to secure sustainability 
within the NHS and the future health of the population.  
 
NBT has a significant part to play to contribute towards 
prevention. By managing our own environmental impacts, we can 
deliver positive co-benefits to the Trust’s financial sustainability 
and the long term health and wellbeing of our staff, patients and 
community to deliver a healthy, resilient and sustainable 
healthcare service fit for the future.   
 
The national strategy addresses the challenge of how we go 
about this within the available financial, social and environmental  
resources. Understanding these risks and opportunities and 
developing plans to reduce our environmental impact and 

promote health and wellbeing whilst delivering continued high 
quality care is the essence of sustainable development. 
 

3. Our SDMP Highlights  
Given the financial situation of the Trust, there has been limited 
progress across key objectives due to lack of funding and 
resources available.  Progress during 2017/18 has been focused 
on engagement and raising awareness of the links between 
health and sustainability with a particular push on staff health and 
wellbeing.  
 
The Trust’s progress against our SDMP objectives for the last 
year is outlined below.  
 
3.1Corporate Vision and Governance 
The Trust continues to be recognised as a leader in the field of 
Sustainable Healthcare with recognition through various awards 
over the past year; 
 

• European Healthcare Design Awards (Winner), 2017 
• Building Better Healthcare Awards (Winner), 2017 
• Healthcare Estates Awards (Winner), 2017 
• Sustainable Hospital Award (Commended), Health 

Business Awards, 2017  
• Improving Environmental & Social Sustainability 

(Shortlisted), Health Service Journal Awards, 2017 
• The Trust received a Certificate of Excellence for 

sustainability reporting from NHS Improvement, HFMA 
and the Sustainable Development Unit in March 2018. 
 

The Trust benchmarks our progress on sustainable development 
using the national Sustainable Development Assessment Tool 
(SDAT). This tool replaces the Good Corporate Citizen 

This document could be made public under the Freedom of Information Act 2000. 
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Assessment, This new national assessment reviews progress 
against cross cutting themes which highlight the areas required 
for further improvement.   
 
During 2017/18 NBT has only achieved 39% due to slow progress 
on sustainable procurement practices and sustainable models of 
care (please see appendix 1). 
 
3.2 Leadership, Engagement & Development  
The Trust continues to engage staff, patients and the local 
community through the delivery of innovative events and activities 
which promote sustainability and health. These have included; 
  

• NBT Travel Smart (Ongoing weekly lunchtime walks, 
sustainable travel programme, etc) 

• National Clean Air Day – Switch off when you drop off 
campaign launch (June 2017) 

• Healthy City Week event (October 2017) 
• Hosted NHS Forest Conference (February 2018) 
• NHS Sustainability Day (March 2018) 
• Green Impact staff engagement scheme (March 2018) 

 
3.3 Healthy, sustainable and resilient communities 
The Trust has been working collaboratively with our local NHS 
partner organisations to deliver the following;  
 

• Collaborative working with University Hospital NHS 
Foundation Trust, South West Ambulance NHS 
Foundation Trust and Bristol City Council to promote 
cleaner air in our city through the “switch off when you 
drop off” campaign.  

 
• Collaborative working with BNSSG Sustainability and 

Health Group to review the risks and opportunities 
associated with climate change and identifying the 

adaptation and mitigation measures which need to feed 
into the BNSSG STP Estates Strategy to ensure our 
health and care services are resilient and ready for the 
future.  

 
• Implemented Sustainability Impact Assessments for all 

capital projects over £100,000. The assessments consider 
the financial, environmental and social risks of each 
project and identified the appropriate mitigation measures 
going forward. 
 

• Secured charitable funding to deliver the Pathway to 
Wellbeing Project which promotes health and wellbeing 
through access to green space for staff, patients and the 
local community. The project includes an onsite green 
gym, walking map and wellbeing pathway trail. 

  
3.4Carbon Emissions 
The Trust is not currently on track to meet the 2020 carbon target 
due to the increased consumption of fossil fuels from electricity, 
oil and gas over the past year (please see appendix 2). 
 
3.5 Energy & Water Consumption 
The increased consumption of energy (electricity, oil and gas) and 
water is due to the growing demand from the Trust Estate 
alongside the recent cold weather we have experienced, both of 
which have adversely impacted on our energy and utility supply 
costs (please see appendix 2).  
 
Renewable energy generation from the biomass boiler and solar 
panels onsite are significantly reduced due to neither the biomass 
boiler nor the solar panels working to maximum efficiency, 
therefore reducing the carbon offset against the increased fossil 
fuel consumption we’ve seen over the winter period.  
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Water consumption has increased over the last year due to the 
opening of sterile services onsite and the associated steam 
boilers.  
 
3.6 Waste & Recycling 
Recycling rates have fallen due to a mixture of contamination and 
low quality recyclates no longer being accepted because of 
changes in the global market for plastic recycling. 
 
The waste reuse portal Warp-It which reuses unwanted items of 
furniture across the Trust has achieved total savings £81,162, 
avoided 11, 317kg waste and saved 35,977 CO2e (kg) since it 
was first established in September 2016.  
 
3.7 Procurement 
This is an area of limited progress which represents 65% of our 
annual Trust carbon emissions. Further work needs to be 
undertaken to ensure we are legally compliant.  
 
3.8Improving Green Space and Biodiversity 
The Trust has taken actions to promote and improve our green 
spaces and biodiversity onsite by; 

 
• Planting additional fruit trees donated by The Woodland 

Trust 
• Working with local organisation Urban Buzz and 

volunteers from medical supplies company Bunzl to sow 
wildflowers and plant seasonal flowering bulbs onsite to 
support the wild bee population. 
 

• Showcased our high quality green spaces at the NHS 
Forest Conference, hosted at NBT in February 2018. 
 

3.9 Innovation 
The Sustainable Healthcare Charitable Fund has continued to 
accrue funds through various innovative fundraising efforts by the 
Sustainable Development Unit such as the Lavender Project and 
various sustainable bake sales. The proceeds of the sustainable 
healthcare charity will be used to support the staff and patient 
allotment onsite.  
 
3.10 Social Value 
Social value is now considered within the Sustainability impact 
Assessments required as part of the Capital Planning Group for 
all projects over £100,000.We hope to lower the criteria for this 
process to capture more smaller scale projects and purchases 
over the coming year,  
 

4. Risks / Opportunities  
Whilst both positive and negative progress over the last year has 
been documented above, there are still significant risks and 
opportunities which need prioritising in the coming year. These 
work areas are outlined in appendix 4.  
 

5. Summary 
This report provides a six monthly update on progress towards the 
Trust’s current SDMP and will feed into the SDMP for 2018/2019 
due to be approved by Trust Board in September 2018.  
 

6. Recommendation/s 
To note the progress to date  
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Appendix 1 Sustainable Development Assessment 2017/2018 
  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



Appendix 2 North Bristol NHS Trust Progress against 2020 Carbon Target 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



Appendix 3 Sustainable Development Key Performance Indicators (projected data to year end)    
 
Objective Units 2014/2015 2015/2016 2016/2017 2017/2018 

(Projected) 
Trend 

Carbon Emissions  (Gas, Oil Electricity carbon Emissions -
offset by renewable energy) 

CO2e 29114.4 25330.8 23837.4 23596.1 
 

 

Electricity 
 

KW/h 38,499,476 37,058,071 38,828,428 39,528474  
 

Gas 
 

KW/h 52,861,111 43,376,291 42,115,642 46219151    

Heating Oil 
 

KW/h 1,259,671 865,098 543,381 947,689  
 

Renewable (Solar) KW/h 11,000 23,813 39,717 34,407  

Water Consumption 
 

(M3) 300,858 261,961 241,944 280,137  

Trust Staff Mileage (Staff vehicles) 
 

Km 1,609,097 1,725,973 857,369 736,294  
 

Trust Business Mileage (Trust vehicles) 
 

Km No data No data No data No data      ? 
Recycling e.g. IT, Waste Electrical and Electronic 
Equipment, Scrap metal, Off site Dry Mixed Recycling  

Tonnes 961 820 1266.03 468.69  
 

Recovery e.g. Anaerobic digestion, Incineration with 
energy recovery 

Tonnes 220.5 196.1 220.45 1,966.16  
 

Alternative Technology e.g. Autoclave Tonnes 613.1 709.8 724.88 700.05  
 

Landfill e.g. Offensive waste Tonnes 1209.8 
 

1241.8 1495.62 185.60  
 

Local Food (within 50 miles) 
 

% 20.6 23.7 35 41  
 

Organic Food 
 

% 2.3 3.7 2.5 3.2  

Fairtrade Products % 3.5 4.8 1.5 0.9  
 

  



Appendix 4 Sustainable Development Risks and Opportunities 
 
SDMP Objective Risk Opportunity NBT Lead/s 

1. Leadership, Engagement & 
Development 

 
To be a leader in the field of 
sustainable healthcare through 
committed leadership, innovation, 
culture change and system wide 
engagement and development 
 

The Trust does not embed sustainability 
within its culture, and as a result, does not 
achieve the triple bottom line benefits 
(financial, social and environmental) of 
sustainability.  

Mainstream sustainability through the 
communication and health and wellbeing 
work streams to fully engage staff, patients 
and visitors on all elements of sustainability 
and Green Impact to achieve financial, 
social and environmental benefits.  

Executive Lead 
Sustainable Health and Capital 
Planning  
Communications  
HR 

2. Healthy, Sustainable and 
Resilient Communities 

 
To adapt to the impacts of climate 
change to ensure a healthy, resilient 
and sustainable healthcare system 
ready for changing times and climates.  

The Trust is not prepared for the clinical 
impacts of climate change such as heat 
related morbidity and increased 
respiratory diseases.  

The Trust is not prepared for the non-
clinical impacts of climate change on our 
estates infrastructure, supply chain or 
support services.  

Risk assess the impacts of climate change as 
part of a BNSSG wide STP Adaptation Plan, 
identifying the shared risks and 
opportunities STP organisations in our area 
face and collectively work together to 
address risks and reduce these impacts 
going forward.  

 

Executive Lead/s  
Sustainable Health and Capital 
Planning  
 

3. Carbon Emissions 
 
To reduce our carbon emissions by 28%  
by 2020 (against a 2013 baseline)  
 

The Trust is currently not on track to meet 
the 2020 Carbon Target.  

Adopt and implement a carbon abatement 
strategy to ensure the Trust meets the 2020 
Carbon Target.  

Sustainable Health and Capital  
Planning 
 

4. Energy & Water 
 
Reduce the impacts of energy and 
water 

Energy (electricity, gas and heating oil) and 
water consumption have seen significant 
increases over the last year which has 
resulted in increased utility bills for NBT.  

Implement Phase 1 of the proposed Carbon 
Abatement Strategy to deliver energy 
efficient lighting improvement works across 
the Retained Estate using capital funds 
during 2018/19. 
 
Assess the energy efficiency opportunities 
across the Trust (including the Brunel 
Building) feeding into Phase 2 of the 
proposed Carbon Abatement Strategy for 
implementation in 2019/2020.  

Sustainable Health and Capital  
Planning 
 



5. Waste and Recycling 
 
Reduce the impacts of waste and 
recycling 

 
 

NBT Recycling rates have dropped 
significantly due to contamination of the 
waste stream and certain recylates no 
longer being accepted because of changes 
in the global market for plastic recycling. 
This has resulted in increased costs to NBT.  

 

The waste services contract is due to be re-
tendered as part of a local framework which 
should enable the Trust to have more 
flexibility around what can be recycled. The 
new contract, in collaboration with a 
targeted recycling campaign directed at 
clinical staff aims to improve our recycling 
figures next year. 

 

FM 
  

6. Travel and Transport 
 
Reducing the impacts of travel and 
transport operations 

There is currently no Transport Manager 
Post (would usually sit in FM). 70+ vehicles 
owned / leased trust wide managed at 
team level. No coordinated central 
management of trust vehicles resulting in 
multiple insurance policies, MOT’s, 
management of vehicles. No central data 
collection point e.g. mileage etc.   

  

Opportunity to centralise and rationalise  
NBT fleet  vehicles  would reduce total 
number of vehicles trust wide, reduce 
insurance, maintenance and running costs, 
ensure robust data collection is in place, 
improve journey planning and enable the 
purchase of energy, fuel efficient vehicles to 
replace older diesel vehicles currently in 
use.  

FM 

7. Procurement / Social Value 
 
Working with our key suppliers and 
contractors to reduce the impacts of 
the goods and services we buy. 

Bristol and Weston Purchasing Consortium 
does not have a Sustainable Procurement 
Policy to ensure the Trust is legally 
compliant with the Public Services (Social 
Value) Act 2012. We must address this 
legal requirement as a priority.  

 

Ensure BWPC adopts a Sustainable 
Procurement Policy and action plan in line 
with the Public Services (Social Value) Act 
2012 incorporating the  three elements of 
sustainability (economic, environmental and 
social) within the procurement process. 

 

Finance / Bristol and Weston 
Purchasing Consortium (BWPC) 
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Informatics Progress Update 
 
Trust Management Team 
March 2018 

Exceptional healthcare, personally delivered 



Project Start date Planned 
end date 

Projected end 
date 

Current stage YTD Capital spend 
17/18 

Forecast YTD 
17/18 

EDMS Qtr 2 2015 Qtr 1 2018 Qtr 2 2018 Implementation £453,000 £469,000 

Keystone Qtr 3 2017 Qtr 1 2018 NO CHANGE Implementation £14,127.60 **** 

Business Intelligence Qtr 2 2016 Qtr 1 2019 NO CHANGE Implementation £527,000 £688,000 

Enterprise Storage & Back-up Qtr 2 2016 Qtr 1 2018 NO CHANGE Migration £946,000 £987,000 

Enterprise Network Qtr 2 2017 Qtr 4 2018 NO CHANGE Procurement £0.00 £0.00 

ED Rebuild & Relaunch inc. ECDS Qtr 2 2017 Qtr 1 2018 Qtr 2 2018 Planning & Development **** **** 

Neuro Tertiary Referrals Qtr 3 2015 Qtr 1 2018 NO CHANGE Development £24,000 **** 

Pharmacy Stock Control  Qtr 1 2017 Qtr 4 2018 NO CHANGE Procurement £20,000 £281,065 

Blood Tracking Qtr 4 2017 Qtr 1 19/20 NO CHANGE Planning **** **** 

Telecoms Re-procurement Qtr 1 2017 Qtr 1 2018 NO CHANGE Development **** **** 

Dictate IT Qtr 2 2017 Qtr 4 17/18 LIVE Delivered Pilot Funded by division **** 

E-referrals into Lorenzo Qtr 3 2017 Qtr 4 17/18 July Development £28,710.00 **** 

Medical Illustration Mobile App Qtr 3 2017 Qtr 1 2018  NO CHANGE Development Funded by League of 
Friends 

£40,000 

 
 

IM&T Programmes (current) 
Kath Kaboutian; Assistant Director, IT Programmes 
 



 
 

IM&T Programmes – Key messages 
Kath Kaboutian; Assistant Director, IT Programmes 

Project Overview Status 

EDMS 

3. On Friday 23th 
March the letter was 

issued to All 
consultants 

1. In March 2018, 
Concerns regarding the 

EDMS system were 
raised by 42 

Consultants to the 
project team 

Timeliness 
of 

scanning 

Concerns Identified 

Poor 
quality of 

filing 

System 
usability / 

navigation / 
searching 

Hardware 
requests 

Non-compliance 
with pre-op 

assessment / 
consent processes 

Outpatient 
skinny file 

quality 

Access to 
immediate 
support / 
training 

Next Steps 

Feedback 
welcomed 
anytime 

Next update 
4th May 2018 

Attend Speciality 
and Directorate 

Management Team 
Meetings 

All further roll-outs 
paused until a satisfactory 

resolution 

2. In recognition of the 
concerns raised, there has 

been an internal review 
(including the CCIO’s, Project 
Board Chair and CSO) of all 
feedback provided and a 

personal letter was issued to 
the 42 Consultants on 22nd 

March 



Project/Scheme Projected Capital Costs Status 

Enterprise Network solution £7.8 million Seeking approval for a 2 year (18/19 and 
19/20) implementation due to cost increases 
which became apparent during the 
procurement process. 

Pharmacy stock Control £300k OBC approved.  FBC approval at CPG in May. 

Blood Tracking £285k OBC approved.  Commencing Procurement 
process. 

Paperlite & Development of core EPR £245k SOC approval at CPG in April 

Clinical Letters £108k Template Approval at TMT in May 

PC refresh / upgrade / hardware advances £400k Yearly recurring Capital Allocation 

Security Management / upgrade £600k Successfully secured funds from Department 
of Health 

Upgrade of Telephony technology and 
contract renewal 

£100k Reduce external call bills (Dept CIP)  and 
improves external call resilience and keeping 
the Trust up to date with telephony 
technology 

 
 

IM&T Programmes – Horizon Projects 18/19 
Kath Kaboutian; Assistant Director, IT Programmes 
Draft – awaiting approval 



Project Overview Status 

Cyber Security • One phising attack targeting 800 NBT email accounts.  Attacker source blocked by IM&T, no confidential 
information compromised and no virus infection to NBT.   

• Vulnerable Clinical System Bluespier now upgraded. 
• Euroking, Dart and Pharmacy System are currently the most vulnerable due to them being hosted on  

unsupported systems.   
• Central Government Cyber funds released to NBT for £650k.   IM&T to boost Cyber defences and 

upgrade vulnerable systems. 
 

Other Schemes • Bluespier.  New infrastructure installed and configured.  User Acceptance Testing in 
progress.  Infrastructure upgrade completed 02/03/18.  

• Konica.   Legacy infrastructure failed impacting 80 printers in the Trust.   Emergency infrastructure build 
with supplier assistance to restore printing 06/03/18. 

First Line Service 
Support 

  
 
 
 
 

 
 

ICT & Service Delivery 
Kevin Houghton; Assistant Director, Information Communication & Technology 

KPI Target % Actual 

0% of calls answered in 90 secs > 80 % 82% 

% of calls abandoned 10% 8% 

Average call handling time <3:00 mins 3:16 mins 

First Time Fix (incident calls to 2020 via telephone) >60% 79% 

 



Health Records and Scanning Delivery Health Records and Scanning 
 
- High volumes of adhoc documents are in a backlogged state; 

decision made to postpone go live of Gate 12 until a steady 
state is reached. 

- Scanning bureau process and staff reconfiguration is continuing 
to focus on clearing the documents backlog 

- New statistics to be published in next months report to 
indicate progress being made with adhoc documentation 

 
Back office and Smart Cards 
 
- Expecting a high number of last minute requests at the end of 

March to reconfigure clinics for eReferral CQUIN due to 
imminent deadline 

 
Systems Implementation 
 
- Lorenzo 2.13 Interim fix batch 06 scheduled for release 

28/03/2018 
- Lorenzo 2.14 testing underway, provisional release date 

25/04/2018 
- Automated transfer of eReferral letters into EDMS now 

scheduled for release first week of April (previously last week 
in March) 

 

Back office and smart cards 

 
 

Clinical Information Systems & Health Records 
Phill Wade; Assistant Director, Clinical Systems 



Project Overview Status 

Business 
Intelligence 
Project 

• Testing of Phase A and B activity is nearing completion, with overall progress slightly behind trajectory, however the 
additional resource element of the supplier contract is being utilised to recover our position. 

• Build of metrics for reports in the  new reporting solution – QlikSense – has now begun, and a granular plan is now 
in place for the delivery of Phase A & B reports. 

• The implementation of SLAM is progressing, with heavy focus on testing and reconciliation between legacy and 
target systems. This work is key to the overall project trajectory, with the aim of all activity being completed so that 
Month 1 reporting can be undertaken against the new BI Platform / SLAM during May. 

• IM&T Divisional Engagement Meetings are acting as the starting-point for a range of engagement sessions, early 
access to prototype reporting products, and super user training, all to be undertaken during between now and the 
end of April. 
 

Data Quality  • 17/18 DQIP: 18 of 34 items successfully closed. The 16 remaining items are to be carried forward to 18/19. 
• 18/19 DQIP: NHSE and CCG requirements received, totalling 98 items. 74 of these items have a dependency on the 

implementation of SLAM, and will be reviewed in Q2. 
• 18/19 Reporting Requirements:  There are 87 reporting requirements proposed for 18/19 across NHSE and CCG. Of 

these reporting requirements, 8 are not applicable to NBT and therefore rejected, 9 are continuations of 17/18 
reporting and are therefore already delivered. The remainder are being assessed as part of the 18/19 contract 
refresh. 
 

Other schemes • Weekend Sitrep: Weekend sitrep reporting to continue until further notice. 
• PwC Support: BI are proving diagnostic support for PwC  as part of the PERFORM body of work. 
 

 
 

Business Intelligence, Clinical Coding & Information 
Governance   
David Hale – Assistant Director, Business Intelligence 



Project Overview Status 

Information 
Governance 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 

• Information Governance Training is amber due to the audit results and the Trust is not attaining the 95% national target 
for all staff and new starters, although progress has been made from the 92% reported last month. 

• Monitoring of new starter training levels has been instigated, and shared with Clinical Divisions. 
• GDPR preparation is progressing well, with updates to Board and OMB last month. Divisional teams and support 

functions are being briefed as part of a schedule running for the next two months until enactment in May 2018. 

 
 

Business Intelligence, Clinical Coding & Information 
Governance   
David Hale – Assistant Director, Business Intelligence 

Area % RAG 

IG Toolkit 70%   
The Trust recently received 
‘significant assurance with two minor 
improvement opportunities’ from our 
annual internal audit review 

Green 

FOI requests • 128 requests 
• 92% responded to within 20 working days 

IG Training 96% (Trustwide) 
Only 83% of new starters have 
completed their mandatory IG 
Assessment 

Green 



Highlights 

Attended Healthier Together Accelerated Collaboration Event 

Attended the Digital Health Leadership Summit Event 

Cyber Security Audit – KPMG provide an advisory audit report 

Successfully awarded £650k via the Cyber Security Fund from the Department of Health 

Successfully appointed ‘Attain’ to support with developing the IM&T Strategy 

 
 

Informatics Highlights – Quarter 4 2017/2018 

Informatics – Key Decision, March 2018 

Euroking  (Maternity System) 
 
The data base corrupted due to a system error.  
The supplier tried to fix this issue, however this 
was not possible so with agreement with the 
Division, IM&T restored the system from the 
previous nights back-up.  The long term solution is 
to upgrade the Euroking to a newer version and 
move it to a new virtual server.   

 

Internet issues (Trustwide) 
 
The legacy server that manages the external internet 
connection has failed.  This is out of support and warranty.  
IM&T have put in a temporary workaround that needs to 
be tested across the entire Trust t.   IM&T are working with 
priorities areas (Ops / Finance) to ensure these areas have 
internet connection.  The long term solution is to provide 
new servers.  These have been purchased via the cyber 
security fund and will be implemented over the next few 
weeks. 

 



Service Delivery Work Requests – Quarter 4 2017/2018 
Area New requests 

DEC 
New requests 
Jan 

Total outstanding Total Closed 

Facilities 21 20 21 2 

W&C 12 7 7 5 

Neuro & MSK  8 8 8 0 

General Service Desk Queue 40 49 71 7 

Medicine 0 0 0 0 

ASCR 3 0 3 0 

Core Clinical (Pathology) 52 50 37 8 

 
 

IM&T Board Overview – March 2018 

1. IM&T Board has approved a request to 
cease the purchase and development of new 
Apps at the current time, for a period of 3 
months, and a formal communication to this 
effect will be issued shortly to the Business.  The 
proposal is to put in place detailed processes and 
procedures to govern this complex area, along 
with a strict governance process.  This will enable 
the Trust to better manage all Apps, including in 
the terms of contracts, data protection and 
Information Governance requirements  
 

2. IM&T Board approved a review of all 
Clinical Systems that are used in the 
Business.  IM&T do not have full sight of 
all Systems and Data Bases that clinical 
teams are using to record Clinical Data 
and manage their clinical pathways.  This 
review will start the process of assessing 
all Clinical Systems with the aim of 
understanding their future strategy.  This 
review will take place over a period of 3 – 
6 months with  regular updates to the 
IM&T Board 

3. IM&T Board agreed that a review 
meeting between IM&T and the 
Divisional General Managers would take 
place over the next month to review the 
list of Divisional Requirements and 
schemes that have been requested 
through the Capital Planning and Capital 
Investment Planning Programmes for 
18/19.   This list will then be prioritised 
and  IM&T will present the 
recommendation to the IM&T Board  
 



 
 

 
App purchase & development 

Update following IM&T Board (March 9
th

 2018)  
 
 
In May 2018, Data Protection Law will be brought into the 21st century with the introduction 
of General Data Protection Regulation (GDPR). 
 
Under GDPR, the Trust has an obligation to show that we’ve considered and integrated data 
protection into our processing activities. Failure to do so could lead to significant fines. 

 
In preparing for GDPR it’s become clear that our current App purchase, development and 
use is not compliant with the existing Data Protection Act and incoming legislation, both of 
which require ‘Privacy by Design’ (an expressed legal requirement under GDPR).  

 
A decision has therefore been made via the IM&T Board, chaired by Dr. Chris Burton 
(Medical Director and Caldicott Guardian), to temporarily suspend the purchase and 
development of Apps until such a time as: 

 
 An audit of all existing Apps being used within the Trust is completed 

 

 A robust governance process and procedure is developed, communicated and 
implemented throughout the Trust 
 

 A business case approvals process is created, which includes commercial, legal and 
contractual assessments, as well as considering GDPR, MHRA / Medical Devices 
legislation, Clinical Safety and process mapping to articulate the use of any App.  
(Apps can be classed as Medical Devices under the Medical Device Directive 2017 
and therefore they have regulatory requirements by the Medicines & Healthcare 
Products Regulatory Agency).  
 

 Agreed arrangements (including funding) for ongoing maintenance and support of 
any purchased or developed Apps 

 
Updated processes and procedures will be published on SharePoint via this link from May 
31st 2018 - http://sharepoint/sites/cec/MAINpolicies/IMT%20Policies/Forms/AllItems.aspx. 
 
What should I do if I’m currently using an App in my clinical practice? 
Please make us aware as this will help our audit of all existing Apps in use across the Trust.  
 
Your IM&T contacts are; 

 Helen Williamson, Head of Information Governance (helen.e.williamson@nbt.nhs.uk)  

 Andrea Scott, Clinical Safety Officer, (andrea.scott@nbt.nhs.uk). 

http://sharepoint/sites/cec/MAINpolicies/IMT%20Policies/Forms/AllItems.aspx
mailto:helen.e.williamson@nbt.nhs.uk
mailto:andrea.scott@nbt.nhs.uk
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North Bristol NHS Trust 

1. Purpose 
This paper reviews the items discussed at the Southmead 
Hospital Charity (SHC) Committee meeting on 13th March 
2018. 

2. Background 
The Southmead Hospital Charity Committee meets once a 
quarter to discuss the strategic direction, income generation, 
charity management, funding and application requests and 
financial management of Southmead Hospital Charity.  

3. Business Undertaken 
3.1. Strategic Review and Charity management  

• The Committee were notified of a pledge of £300k from 
the John James Bristol Foundation towards the cost of the 
second surgical robot.  

• The roll out following the Graham Pelton Charity review is 
on track. 

• The Charity team are working with the Trust Head of 
Information Governance to ensure we have all the 
appropriate measures in place for the new General Data 
Protection Regulation (GDPR) regulations.  

• The Committee agreed the Southmead Hospital Charity 
budget of £529,870 for the 18/19 financial year. This includes 
an increase in the staff budget to allow growth within the 
fundraising team.  

• The Committee’s terms of reference were reviewed and 
recommendations identified.  

• The Committee agreed to centralise legacy administration 
within the Charity. Discussions around a more strategic use 
of legacies within the Trust to maximise benefit were 

welcomed. Additional information will be presented at the 
next meeting. 

3.2. Funding and application requests 

• It was reported that the General Funds balance 
currently stands at £1.6 million. 

• The following application requests were approved: 

Fresh Arts     £51.6k 

Intranet     £100k 

Lead Aprons   £21k 

Anaesthetic Training   £6.8K 

NHS 70, Ambulance  £61k 

Thank you staff food voucher £30k 

• A paper was presented to set up an additional Donor 
Review Committee to look at applications to the 
General Fund. Terms of Reference will be presented to 
the Committee at the next meeting but the general 
direction of travel was agreed. 

3.3 Finance  

• Spending plans totalling £1.9 million have been 
received from the Charity’s funds.  

• Single transactions over £10,000 were noted.  

• The Committee noted the performance of the 
investment portfolio for the quarter and the dividends 
received.  

4. Any Other Business 
There was no additional business.  

5. Key Risks Identified and Impact 
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No risks were identified. 
6. Key Decisions 

There were no other key decisions taken in addition to those 
reported above. 

7. Exceptions and Challenges 
There were no exceptions or challenges. 

8. Governance and Other Business 
The Committee agreed to continue to support the GDPR and 
Graham Pelton recommendations following the Charity 
Review.  

9. Future Business 
The Committee will be focusing on the following: 

Continue to promote the Prostate Cancer Care appeal and 
explore fundraising opportunities. 

10. Recommendations 

No recommendations were made.  
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North Bristol NHS Trust 

1. Purpose 
1.1. To present an update on the business transacted 

by the Trust Management Team (TMT) at its 
meetings held on 20 February and 20 March 
2018. 

2. Background 

2.1. The TMT is the key delivery group in the Trust 
and consists of the Executive Directors, Clinical 
Directors and Divisional Managers.  

2.2. It is good practice that all Committees which 
report to the Trust Board should report after each 
meeting. 

3. Business Undertaken 
3.1. The TMT focused its attention on the following 

areas: 
Business Planning 

3.2. At both meetings considerable time was spent on 
bringing together the work on developing the 
Business/Operational Plan for 2018/19. The 
February meeting confirmed the latest guidance 
presented by NHS Improvement (NHSI), which 
forms part of Board agenda item and each 
division briefly outlined its plans. 

3.3. This was followed up in the March meeting by 
discussions regarding the link between the 
Operational Plan and the Budget for 2018/19 and 
approval for the Bed Model with its assumptions 
about demand and the actions to deal with the 

projected shortfall in capacity over the Winter of 
2018/19. Also taken into account were the 
Theatre Plan and the Outpatients Plan. 

3.4. It was agreed that we continue to work towards 
95% bed occupancy as a minimum in 18/19. This 
will require further mitigation plans. TMT also 
agreed it would be prudent to plan for 
contingencies should the external mitigations not 
be delivered. This would be worked up for the 
next month. Workforce plans were now to be 
developed. 
CQC 

3.5. TMT was pleased to note that the Trust had 
improved in eight ratings and worsened in only 
two ratings from the CQC report. The response to 
the draft report seeking confirmation of the factual 
accuracy of its content had resulted in End of Life 
Care given an outstanding rating in the caring 
domain.  

3.6. A special meeting of the Quality Committee would 
be convened to approve the action plans to 
address the shortfalls identified by the CQC with 
a number of actions falling across more than one 
division. Submission of the action plan was due 
by 19 April 2018. 
Patient Flow Improvement Programme 

3.7. As one of the issues identified by the CQC was 
the lack of flow of patients through the hospital 
and as one of the Trust’s main long standing 
recognised challenges, TMT approved the 
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addition of a fourth work stream to tackle the 
issue. PwC would bring its Perform coaching 
programme to work with staff across all the wards 
and to train individuals to sustain the work once 
PwC had left.  It will bring together all the Home is 
Best/Stranded Patient, Effective ED and 7 day 
working/Hospital at Night programmes. All would 
report via the Programme Management Office to 
a weekly Patient Flow Steering Group. 
Staff Attitude 

3.8. The results of the national staff attitude survey 
were noted by TMT and are presented elsewhere 
on the Board agenda. The five themes identified 
for improvement were endorsed.  
Whistleblowing Policy 

3.9. A revised Whistleblowing policy was approved 
and divisions agreed that time should be given to 
Freedom to Speak Up Guardians to meet on a 
regular basis with divisional management teams. 
Winter Review 

3.10. TMT noted a very good response to the 
invitations to staff to comment on the good and 
bad experiences from the exceptionally busy 
Winter period. A flyer has been produced 
summarising the key themes for improvement.  

3.11. Comments would be taken into account for the 
Winter Plan for 2018/19 which was due to be 
submitted to NHS Improvement by the end of 
April 2018. 

 
 
 
Sub-Committees 

3.12. TMT received highlight reports from the meetings 
held by the Health and Safety Committee, the 
IM&T Board, the Quality Committee and the 
Research and Innovation Group. 

 
4. Key Risks Identified and Impact 

3.16 TMT recognised and discussed risks relating to: 

• the recruitment of senior house officers for 
which a working party would be convened to 
identify the correct numbers required by the 
Trust and alternative ideas; 

• the responsibility for safety following the Bawa-
Gaba court case; 

• the patient flow improvement programme; 

• affordability of IM&T projects and their impact 
on other developments in the Trust; 

• current risks associated with EDMS 
implementation – communication later 
circulated to all users 

• the business plan for 2018/19; 

• the achievement of the financial control total 
and cost  improvement targets 
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5. Key Decisions 
5.1. The TMT approved: 

5.1.1. A revised Whistleblowing Policy. 
5.1.2. The Operational Plan and Budget for 2018/19 

for recommendation to the Board 
5.1.3. The action plan for addressing shortfalls 

identified in the Staff Attitude Survey. 
6. Exceptions and Challenges 

6.1. There were no exceptions or challenges. 
7. Governance and Other Business 

7.1. There were no governance issues. 
8. Future Business 

8.1. The TMT will be focusing on the following areas 
over the next three months: 

• Delivery of improvements in operational 
performance, reducing the numbers of 
stranded patients and improving patient flow. 

• Further mitigation of the bed constraints set out 
in the operational plan 

• Further development of CIP opportunities.  
 
9. Recommendations 

9.1. The Trust Board is asked to note the update 
provided on the work of the TMT 
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1. Purpose 
1.1. This report outlines the business discussed at the 

Finance & Performance Committee (F&PC) 
meeting held on 15 February 2018. 

2. Background 
2.1. The F&PC meets bi-monthly and was established 

to provide assurance to the Trust Board that there 
are robust and integrated systems in place 
overseeing the Trust’s finance and performance 
and that they are in line with the organisation’s 
objectives. 

3. Business Undertaken 
Interim Management and Support (IMAS) 

3.1. The Committee received a description of the 
process used to produce the IMAS capacity 
requirement model, the national tool used by 
NHS Trusts, in a single division (Anaesthesia, 
Surgery, Critical Care and Renal).  

3.2. The system took information about numbers of 
referrals, how patients were admitted and where 
they were placed in the hospital. To these were 
added the current elective waiting list. Capacity 
was calculated by recording each weekly clinic for 
each consultant, their on-call and theatre duties 
and ad hoc capacity from other senior medical 
staff such as registrars. Other variables included 
were the two week cancer requirement and the 
did not attend rate.  

3.3. The model assumed every patient was willing to 
see any consultant but it gave what had proved to 
be a reasonably accurate estimate of the capacity 
required to deal with the forecast demand and 
gave an estimated sustainable position for the 
waiting list. The Committee noted that actual 
performance was monitored against the forecast 
as it happened.  

Operational Performance 

3.4. The Committee received a report outlining 
performance to the end of January against 
national standards, the remedial action plans 
where the Trust was not achieving targets, the 
improvement trajectories and the metrics of other 
key issues that affected the flow of patients. The 
basic data is set out separately in the latest 
Integrated Performance Report elsewhere on the 
Board agenda but of particular note to the 
Committee were: 

• the 75% achievement of the four hour 
target in the Emergency Department (ED) 
and its associated new action plan to 
bring up to 95% in 2018/19; 

• the plans to improve the referral to 
treatment times in Respiratory services 
and clinical immunology and 

• the delivery of the waiting time target for 
DEXA scans. 
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3.5. The Committee asked that a trajectory and some 
milestones be set out for the achievement of the 
four hour national target for admission or 
discharge after treatment from the ED. 

Scan for Safety 

3.6. A Scan for Safety two year change project was 
examined. This was a national programme to 
capture real time data on patient care using 
international GS1 bar coding standards to order 
goods and pay suppliers and reduce the 
likelihood and occurrence of clinical safety and 
adverse quality incidents. 

3.7. The Committee felt that further information was 
required, particularly on potential capital IT costs, 
but was potentially important in improving patient 
safety and making savings. It needed to be seen 
against other priorities. 

Approach to Business Plan 2018/19 

3.8. The Committee received a report on the 
highlights of the national planning guidance 
released earlier in the month for the production of 
annual plans and the assumptions made 
underlying the financial allocations to 
commissioners.  

3.9. The national timetable had informed the timing of 
the next steps for the 2018/19 business plan for 
North Bristol and the paper described the 
approach to producing the plan. The paper also 

described the strategic context and the objectives 
for 2018/19. 

3.10. The Committee asked that the Board paper later 
in the month include more on the impact on 
patients and service delivery and an executive 
summary setting out the points the Board needed 
to debate. 

3.11. It also requested earlier involvement by the Board 
in the 2019/20 Operational Plan and to be able to 
debate the bed model against the optimum size 
for the hospital. 

Capital Planning 

3.12. The Committee received report on the current 
capital position, the emerging plan for 2018/19 
and the rolling high level plan for the next five 
years. 66% of the planned capital expenditure for 
the year had been spent and the Committee was 
told that the forecast expenditure remained in line 
with the plan although the breakdown of schemes 
had changed significantly since the beginning of 
the year. It now included the remaining asbestos 
costs at Limewalk, slippage on Information 
Technology schemes and costs to be incurred in 
preparation for schemes in 2018/19 for bed 
capacity issues.  

3.13. The draft plan for 2018/19, first discussed by the 
Board earlier in the month, had been reviewed 
against the Trust’s priorities with divisional 
managers and IM&T representatives. Further 
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work was required to close the gap between 
desirable expenditure and available funds and is 
incorporated within the Operational Plan 
discussed elsewhere on the Board agenda.  

3.14. The Committee reiterated the importance that all 
capital and revenue projects go through the 
procedures set out in the Standing Orders and 
can be seen against all the other priorities facing 
the Trust. 

Finance 

3.15. The Committee believed that the Board itself 
needed to spend more time on financial issues 
and that the issue was a candidate for a 
development topic for the Board. 

3.16. The Committee also believed that CIP reports 
tend to be seen separately from the overall 
financial environment and need to brought under 
the finance umbrella. 

Service Line Reporting 

3.17. The Committee noted that a project manager had 
been appointed to implement a new system to 
enable the Trust to comply with the amount of  
patient level costing required nationally after 
2018/19. A related paper presented the current 
divisional and grouped specialty positions against 
income and surplus or deficit 

 

Internal Audit Reports 

3.18. Three Internal Audit reviews all rated as 
significant assurance with minor opportunities 
were received. None of the reports included any 
high priority recommendations.  

4. Key Risks Identified and Impact 
4.1. The key strategic, business planning and 

contracting risks were reviewed and were 
considered in relation to the work plan of the 
Committee. 

4.2. Risks and mitigations were also identified in: 
• the IMAS modelling processes; 
• income against Sustainability and 

Transformation Funding targets; 
• the impact of warning surgical patients of 

the potential for a cancellation of their 
operation on the elected day; 

• the clarity of impacts from failing to 
achieve national performance targets; 

• achievement of the cost improvement and 
control total targets and; 

• assessing the priorities for the capital 
programme. 
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5. Key Decisions 
5.1. The Committee agreed to hold the Scan for 

Safety project until further financial information 
was gathered and combine cost improvement 
information with standard monthly financial data. 

 Exceptions and Challenges 
5.2. There were no exceptions or challenges which 

prevented the Committee from undertaking its 
work. 

6. Governance and Other Business 
6.1. There were no issues of governance regarding 

the Committee itself. 
7. Future Business 

7.1. The Committee will be considering: 

• an OBC for Scan for Safety 

• orthopaedic activity  

• a refined Integrated Performance Report 

• STF delivery 

• a review of current capital expenditure 

• an update on the PFI performanceA review of the 
Committee’s effectiveness 

8. Recommendations 
8.1. The Trust Board is asked to note the report from 

the meeting held on 15 February 2018. 
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NORTH BRISTOL NHS TRUST 

TRUST BOARD 5  APRIL 2018 
 

Declarations of Interest 201/2018 
 
 
 

BOARD MEMBER INTEREST DECLARED 
 

 
1. Mr Peter Rilett 
 Chairman  
 (until 1 November 2017) 
 

 
1. Non-Executive Director of: 
 Watts of Lydney Ltd 
 Bordeaux Quay Ltd 
 Cotswold Homes Ltd 
 Business West Ltd 
 
2. Trustee of: 
 St. Monica’s Trust 
 
3. Board Advisor to: 
 Centaur Services Ltd 
 
4. Chairman of Governors of City of Bristol College 
 
5. Wife is Chairman of Board of University of West of 
 England 
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2. Mr Frank Collins 
 Interim Chairman 
 (from 2 November 2017) 

 
1.  Chairman of: 
 Frontier Medical Ltd 
 JRI Othopaedics Ltd 
 Bracebridge Corporate Finance Ltd 
 Robert James and Agnes Hunt Orthopaedic Hospital 
 NHS Foundation Trust 
 
2. Advisor to Life Sciences Board: 
 Mercia Technologies Ltd 
 
3. Hon. Treasurer/Trustee 
 Friends of Idlicote Church 
 

 
3. Mr Robert Mould 
 Non-Executive  

 
1.  Member of: 
 Bristol Mediation 
 

 
4. Dr Elizabeth Redfern 
 Non-Executive Director 
 

 
1. Director/Owner of: 
 Liz Redfern Partnership 
 

 
5. Mr Andrew Willis 
 Non-Executive Director 
 (until 30 April 2017) 

 
1. Associate of: 
 King’s Fund 
 Hay Group 
 
2. Non-Executive Director of: 
 Royal Devon and Exeter NHS Foundation Trust 
 
3. Chairman of: 
 United Communities Housing Association 
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North Bristol NHS Trust 

 
4. Trustee of: 
 EDP Drug and Alcohol Services 
 

 
6. Professor John Iredale 
 Non-Executive Director  

 
1. Pro-Vice Chancellor of: 
 University of Bristol 
 
2. Advisor to: 
 Novartis on liver disease 
 
3. Member of: 
 Medical Research Council 
 
4. Trustee of: 
 British Heart Foundation 
 Children’s Liver Disease Foundation 
 Foundation for Liver Research 
 

 
7. Ms Jaki Davis 
 Non-Executive Director 
 

 
1. Trustee of: 
 National Council for Palliative Care (until 31 March 
 2018) 
 The Cheltenham Trust 
 

 
8. Mr John Everitt 
 Non-Executive Director 

 
 1. Chairman of: 
  Newton St Loe Parish Council 
  

2. Member of: 
 Bath Abbey Appeal Committee 
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North Bristol NHS Trust 

3. Daughter is Fund Raiser for RICE Charity 
 Wife is a member of Above and Beyond Charity 
 

 
9. Mr Tim Gregory 
 (from 1 July 2017) 

 
None 

 
9. Ms Andrea Young 
 Chief Executive  

 
None 

 
10. Mrs Catherine Phillips 

Director of Finance 
 

 
None 

 
11. Mrs Sue Jones 
 Director of Nursing and Quality 
 

 
None 
 

 
12.  Dr Christopher Burton 
 Medical Director  
 

 
None 

 
13. Ms Kate Hannam,  
  Director of Operations 

 

 
None 
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Report to: Trust Board Agenda item:  23 

Date of Meeting: 5 April 2018 

 
Report Title: Appointment of Internal Audit and Counter Fraud Services 

Status: Information Discussion Assurance Approval 

X    

Prepared by: Mark Ross, Head of Financial Services 

Executive Sponsor (presenting): Catherine Phillips, Director of Finance 
 

Appendices (list if applicable): None 

 
Recommendation:  

On 6th April 2018, a panel consisting of the Chair of the Audit Committee, one other non-executive Director, Director of Nursing 
and Director of Operational Finance, met to consider 3 presentations from firms who had bid to provide internal audit and counter 
fraud services for the next 3 financial years. 
 
Internal Audit is currently provided by KPMG and Counter fraud by Mazars. 
 
Following presentations, discussions and scoring in line with the invitation to tender document, the panel decided to award the 
contract for both services to KPMG. 
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