
 
North Bristol NHS Trust 

Trust Board Meeting in Public 
Thursday 30 July 2015 

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

Agenda  
1.  Apologies and Declarations of Interest: Harry Hayer, Kate 

Hannam 
 

2.  Questions from Members of the Public   

3.  Minutes of the Trust Board meeting held on 4 June 2015 Enc 

4.  Action Log AY/Enc 

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

Quality & Performance  

7.  Patient Story SJ/Verbal 
8.  Emergency Department – Progress on Actions SJ/Enc 
9.  Monthly Integrated Performance Report AY/Execs/Enc 

10.  Complaints Annual Report 2014/15 SJ/Enc 
11.  Children’s Safeguarding Annual Report 2013/14 SJ/Enc 
12.  Medical Revalidation and Appraisal Annual Report CB/Enc 
13.  Staff Survey Action Plan (including response to the consultant 

survey) 
AR/Enc 

Strategy and Development  

14.  Capital Planning Progress Report SW/Enc 

Governance & Regulation  

15.  Quality and Risk Management Committee Report RM/Enc 

16.  Finance & Performance Committee Report AW/Enc 

17.  Trust Management Team Report AY/Enc 
18.  Charitable Funds Committee Terms of Reference KG/Enc 
19.  Remuneration and Nominations Committee Report AY/Enc 
20.  West of England Academic Health Science Network Quarterly 

Report 
AY/Enc 

21.  Any Other Business  

22.  Date of Next Meeting 
Thursday 24 September 2015, 12.30pm, Learning and 
Research Centre, Southmead Hospital. 

 

 



 

North Bristol NHS Trust 
 

Minutes of the Trust Board Meeting held in public on  
4 June 2015 in Seminar Room 4, Learning and Research Building, Southmead 

Hospital 
 

Present:    
Mr P Rilett 
Prof N 
Canagarajah 
Mr K Guy 
Mr R Mould 
Ms E Redfern 
Mr A Willis 

Chairman 
 
Non-Executive Director 
Non-Executive Director 
Non-Executive Director  
Non-Executive Director 
Non-Executive Director 

Ms A Young 
 
Dr C Burton 
Ms K Hannam 
Mrs S Jones 
Mrs C Phillips 
Ms A Robson 

Chief Executive 
 
Medical Director 
Director of Operations 
Director of Nursing 
Director of Finance 
Interim HR Director 

  Mr S Wood Director of Facilities 
In Attendance:    
Mrs C Lang Acting Head of 

Marketing and 
Communications 

Mr E Sanders Trust Secretary 

Mr N Stibbs Corporate Services 
Manager 
 

  

Observers: Mr Crispin Wigfield, Clinical Director for Neurosciences and three members of 
the public 

 

 
 
 
 
 
 
 
 

  

  Action 

TB/15/05/01 Apologies and Declarations of Interest   

 Apologies were received from Mr Harry Hayer, Director of People and 
Organisation Health, Mr Sasha Karakusevic, Director of Strategy and 
Transformation and Mr Mark Lawton, Non-Executive Director 

No interests were declared in the papers presented. 

 

TB/15/05/02 Questions from Members of the Public  

 There were no questions from the public.  

TB/15/05/03 Minutes of the Trust Board meeting held on 26 March 2015  

 The minutes were approved as a true and correct record of the meeting 
subject to the following amendments: 

Minute 15/03/02 – substitute the word ‘under’ for ‘over’ and the words 
‘out of hospital capacity’ for ‘nursing home beds’ in the second 
paragraph 

Minute 15/03/09 - .end the second sentence of the third paragraph at 
the word ‘capacity.’, substitute the word ‘practitioners’ for ‘therapists’ in 
the fifth paragraph and ‘three’ for ‘two’ in the sixth paragraph and the 
eighth paragraph to read ‘…be downgraded. The Medical Director said 
that the WHO Checklist was always expected to take place before 
operations and the target of 95% was an assessment of the minimum 
requirement to demonstrate a reliable process. The reporting….’ 
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TB/15/05/04 Action Log  

 The Trust Board agreed the closure of actions as indicated and 
considered the following actions: 

Action No 1 – The Director of Facilities reported that the contractor had 
had problems with the new pay on foot payment machines for the 
public car park. He would advise that the parking availability sign be 
placed on the road prior to the roundabout at the junction of Beaufort 
and Southmead Ways. 

Action No 9 – Quarterly national data on serious incident rates was 
available but monthly data for the Trust would take another month to 
put into the Integrated Performance Report (IPR). Issue closed. 

Action No 13 – Narrative in IPR will be included for WHO Checklist in 
the July 2015 report. 

Action No 12 – Non-Executive priorities to be mapped for 25 June 2015 
meeting. 

 

TB/15/05/05 Chairman’s Business  

 The Chairman reported that he had no new information to give to the 
Board that month. 

 

TB/15/05/06 Chief Executive’s Report  

 The Chief Executive presented her report for the month and also said 
that NHS England had invited Trusts to bid for acute hospital vanguard 
status to develop new ways of delivering and improving local services. 
The Trust’s executives would put forward a case. The Secretary of 
State and Simon Stevens, Chief Executive of NHS England had 
announced controls to be devised for expenditure on agency and 
consultancy staff. 

 

TB/15/05/07 Audit Committee Report  

 
 
 
 
 
 
 
 
 
 
 
 

Ken Guy, Chairman of the Audit Committee, gave a report from the 
meeting of the Committee held on 1 June 2015. He said that the 
Committee had received the Head of Internal Audit Opinion on the 
effectiveness of the Trust’s internal controls in 2014/15 which had 
concluded there was significant assurance of the soundness of the 
system, designed around the Trust’s objectives and applied 
consistently. 

The Committee had then examined the Group Final Accounts for 
2014/15 showing achievement against all the financial targets and 
received the audit findings on them which anticipated an unqualified 
audit opinion. For the second year running the auditors would be 
issuing an except for value for money conclusion because the five year 
recovery plan starting in 2014/15 had not yet been formally signed off 
as approved by the NHS Trust Development Authority (TDA). In line 
with the plan, the Trust had set a deficit budget for 2015/16 and cash 
support was required to ensure the future liquidity of the Trust. The 
accounts showed an accrual on a commercial settlement and a deficit 
of £19.74 million marginally less than the amount agreed with the TDA 

 
 
 
 
 
 
 
 
 
 
 
 

2 | P a g e  
 



 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

in October 2014 and unchanged from the draft accounts. 

Andrew Willis, Non-Executive Director, questioned whether there had 
been any provisions or assumptions in the accounts and the Director of 
Finance reported that there were no material or significant assumptions 
and one unadjusted statement with regard to an asset on the Frenchay 
site.  

The Chairman questioned whether any of the fixed assets which had 
changed during the year had been impaired and Catherine Phillips, 
Director of Finance noted that there had been a net impairment in the 
year of £7.5 million reflecting the number of new assets coming into 
use, the decommissioning of equipment at Frenchay and the increase 
in value of the Private Finance Initiative building. The Pathology Phase 
 2 building was still under construction and there was an assumption 
this would be impaired. The District Valuer (DV) had valued the 
Frenchay site and in answer to Andy Willis she reported that the DV 
revalued assets every five years or as instructed by the Trust. 

The Committee had examined the final version of the Annual 
Governance Statement and asked that an amendment regarding 
information governance be made. Given that amendment, the 
Committee had recommended the Board adopt the Final Accounts and 
Annual Governance Statement for 2014/15. He said that it had also 
reviewed and recommended for approval the Letter of Representation  

Ken Guy reported also that the Committee, with Rob Mould, Chairman 
of the Quality and Risk Management Committee (Q&RMC) present, 
had reviewed the 2014/15 Quality Account and the audit findings. It had 
been agreed that before the end of June 2015, when the Quality 
Account for 2014/15 was required to be published, the timing issue of 
the upload of data on incidents to the national reporting system should 
be rectified and the changes to the Account advised by the auditors 
implemented with the Q&RMC monitoring the changes needed to the 
development of the Quality Account for 2015/16. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

TB/15/05/08 Charitable Funds Committee Report  

 
 
 
 
 
 

Ken Guy, Chairman of the Charitable Funds Committee, reported on 
the meeting of the Committee held on 2 June 2015. He said that 
following the recommendations of the auditors the charitable fund 
structure, related to the split of restricted and unrestricted funds, had 
been changed and been completed in time to be recorded in the 
accounts. The Committee had reviewed the accounts for 2014/15 
showing a balance of £10.69 million taken forward to 2015/16 and 
noted the opinion of the auditors that they gave a true view of the state 
of the charity’s affairs. The accounts included some unadjusted 
misstatements but these were not of a material amount. The Committee 
had recommended adoption of the accounts and the letter of 
representation by the Trustees. 

 

 
 
 
 
 
 
 
 

TB/15/05/09 Trust Annual Accounts 2014/15 and Letter of Representation  

 The Trust Board approved the Final Accounts and Letter of 
Representation for 2014/15 for submission to the TDA and Department 
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 of Health and the Chief Executive, Director of Finance and Chairman of 
the Audit Committee signed the relevant documents. 

 
 

TB/15/05/10 Charitable Funds Accounts 2014/15 and Letter of Representation  

 The Trust Board, acting as Trustees of the Charitable Funds, approved 
the Charitable Funds Accounts and Letter of Representation for 
2014/15 for submission to the Charity Commission and the Chief 
Executive, Director of Finance and Chairman of the Charitable Funds 
Committee signed the relevant documents. 

 
 
 
 

TB/15/05/11 Patient Story  

 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

The Director of Nursing and Quality presented a patient story which 
illustrated the importance of listening skills, being a patient advocate 
and transparency. 

The patient was a middle aged NHS staff member who had suffered 
with an overactive bladder for 20 years. Drug therapy had failed to 
relieve the symptoms and because exceptional funding for a Botox 
procedure had been refused by the Clinical Commissioning Group, 
surgery was recommended. It was the events around this planned care 
that had caused the patient to express concern in an e-mail.  

During the outpatient appointment the consultant had felt that the 
patient had had no doubts regarding the major surgical procedure and 
the pre-op appointment had passed without any issues being raised. 
On the day of surgery the experienced registrar had gone through the 
patient’s history and discussed the previous conservative and less 
invasive treatments she had had prior to gaining consent for the 
operation. It appeared to the registrar that some post-operative issues 
had not been discussed with the patient and that the patient was not 
entirely happy with going ahead with the operation. The registrar had 
left when the consultant arrived and further discussion between him 
and the patient had resulted in the patient signing the consent form.  

Subsequently the anaesthetist challenged the decision to proceed and 
the surgeon then began to question his own decision even though he 
felt the consent had not been signed under duress. Because he felt that 
the team was not entirely with him he had taken advice from other 
colleagues and decided that although the correct clinical decision was 
to operate the better option was to postpone the operation and offer the 
patient a second opinion. 

Since the episode the restrictions on Botox had been changed and the 
patient was now undergoing this treatment. 

The team had learnt much from this event, in particular, a step missed 
by the enhanced recovery nurse to discuss post-operative possibilities, 
the importance of individual clinicians in giving their professional views 
and the importance of listening. 

The Medical Director said that the registrar should be commended for 
her openness and the consultant for listening and taking the patient’s 
real views into consideration. He agreed with Rob Mould’s view that the 
episode should be shared across surgical specialties. 
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TB/15/05/12 Integrated Performance Report  

 The Chief Executive presented the Integrated Performance Report to 
the end of April 2015 and said that the Trust faced a challenging year. 
A warning notice regarding safety in the Emergency Department (ED) 
had been issued by the Care Quality Commission (CQC) and the Trust 
was reviewing the results of two unannounced visits in May 2015. On 
the second of these the inspectors had experienced the ED under 
extreme pressure and it appeared that the escalation procedures had 
not been embedded in the organisation. The CQC had also not found 
evidence of effective note keeping and drug reviews. Two actions had 
been initiated; to re-look carefully at the Patient Flow Plan and to focus 
on data and evidence on what was happening to patients in the ED. An 
ED dashboard would be brought to next month’s Board meeting. The 
early signs in May 2015 regarding the performance of the ED were very 
good  

The final position of the Trust at the end of March against the cancer 
targets had shown it achieving six out of the eight standards with 
validation still taking place on April 2015’s figures. All the trajectories to 
achieve referral to treatment targets (RTT) had been met or exceeded 
in April 2015 but the number of incidences of C Diff was currently 
running higher than the rate needed to achieve the year’s target 
maximum. Chris Burton, Medical Director, reported that a recovery plan 
to stop further incidences was being put together but the reasons for 
the high rate varied from poor sampling methods picking up 
colonisation rather than infection to areas where hand hygiene had 
deteriorated. 

Kate Hannam, Director of Operations, referred to the ED performance 
and the internal actions outlined in the Integrated Performance Report 
(IPR). She also said that what every system partner involved in the 
improvements to patient flow needed to do was now being articulated. 
In answer to the Chairman she noted that if all the contributions 
required of the Trust’s partners were taken into account the 
achievement of the July 2015 target for the four hour standard was still 
very challenging. 

Liz Redfern, Non-Executive Director, suggested that it appeared that 
there was low confidence in the ability of other organisations to pull 
patients or keep patients out of hospital within the target time period but 
high confidence that the changes to the Acute Admissions Unit (AAU) 
could improve the situation. Kate Hannam said that the Intensive 
Support Team had estimated that the improvement to achieve 90% of 
patients admitted or treated within four hours was within the Trust’s gift 
but the improvement to 95% required the co-operation of other bodies. 
She believed that the 95% target could only be sustained if the latter 
changes were made. 

She noted that the overall figure for May 2015 was over 90% and that 
week had so far been very good. The emergency take had been less 
than predicted and although the attendances in ED had shown no 
change, fewer of the attendances had been converted to admissions 
compared to previous weeks. Earlier and more accurate discharges 
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and the redesign of the AAU had helped. 

Andrew Willis, Non-Executive Director, questioned whether the Trust 
should reassess its ED trajectory but the Chairman considered that the 
various elements required should be put to the Risk Summit before this 
was considered and the Chief Executive pointed out that this would 
need explicit discussions with the Trust’s partners and they had already 
noted that their changes would not have an impact before July 201. On 
confirmation that all the initiatives would be in place by July 2015, Ken 
Guy asked what would be the next tranche of changes. And Kate 
Hannam said that there was much work ongoing on pathway design 
and how to make board rounds productive. 

Rob Mould considered that any time spent in the corridor of the ED was 
not a good experience but Andrea Young, Chief Executive, said it had 
been designed as the clerking in area so that all walk-in attendees 
would be there for at least 15 minutes. 

Referring to the RTT times Kate Hannam said that the Trust would 
return to compliance with the non-admitted standards in the last quarter 
of 2015/16 but, due mainly to trauma and orthopaedics, would not meet 
the admitted nor the incomplete targets until 2016/17. Further modelling 
was taking place in May and June 2015 to explore options to bring 
forward this recovery. 236 patients had now waited over a year for 
spinal surgery and six for neurosurgery. In addition 66 patients had 
breached 52 weeks for epilepsy surgery with a further 13 at risk and the 
wait for neurosurgery risked a financial penalty for the Trust. Liz 
Redfern questioned whether the epilepsy surgery situation was about 
how people were selected for the pathway or the Trust’s capacity. The 
Director of Operations noted that the Trust had only one surgeon to 
undertake this service but 54 of the patients were waiting for video 
telemetry. Capacity for the telemetry was being increased to four beds, 
from the current two to support acceleration of the waits.  

Turning to outpatient clinic utilisation, Kate Hannam said that the April 
2015 holiday period was reflected in the lower figures and call 
answering was still significantly below acceptable levels. A team was 
addressing the issue. 

The Director of Nursing noted that nutrition screening of patients was 
still below its target of being completed within 48 hours of admission 
and a system of sending daily lists of patients admitted the previous 
day without an assessment to all ward sisters, matrons and heads of 
nursing had begun. Work was being undertaken with the Thrombosis 
Committee to improve the time between clinical coding and data 
submission. 

The Board discussed theatre utilisation and activity and Kate Hannam 
reported that Trauma and Orthopaedics was below its planned level of 
activity. Large improvements in activity were expected in October and 
November 2015 when theatre capacity was increased with the 
recruitment of staff. The independent sector was also going to be 
utilised more heavily. Andrea Young said that projecting activity with the 
numbers of current staff showed the Trust was a long way short of 
being able to hit its improvement targets. Assumptions had been made 
that theatre turnaround times would be reduced to 15 minutes but 
booking rules had not changed because directorates had little 
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confidence it could be achieved. 

Referring to the mortality statistics Rob Mould questioned the progress 
being made on analysis of every death. The Medical Director reported 
that a process was in place and a substantial proportion of deaths were 
reviewed. A report would be made to the Q&RMC. 

The Board noted that response rates for the Friends and Family Test 
were rising and that favourable recommendations remained a high 
proportion. 

Anne Robson reported that she had met with every senior member of 
staff and all senior human resources staff. Priorities for her department 
were sickness rates, staff turnover and agency expenditure. The first of 
these was showing a reduction in March 2015. Andrew Willis 
questioned the engagement of the Operations team with Human 
Resources and whether there were any structural challenges to making 
the future activity model work. Andrea Young said that the nursing and 
facilities departments had the highest number of vacancies and Sue 
Jones, Director of Nursing and Quality noted that the Trust had held a 
very successful open day for nursing at which 28 nurses had signed up 
to come back to nursing. Simon Wood, Director of Facilities, said that 
he had 161 vacancies in his department with a plan to recruit 30 to 40 
staff a month with the aim of a full establishment by the end of October 
2015. The Chairman asked that the anticipated fill rate for every staff 
group be demonstrated at the next board meeting. 

The Board discussed the Compliance Statement regarding plans to 
attain targets and agreed to continue to answer negatively to statement 
10. 

 
 
 
 
 
 
 

 

 
 
 
 
 
 
AR 

TB/15/05/13 Vascular Services Six Month Review  

 The Board agreed to review this report at the next meeting when the 
Director of Strategy and Transformation was present. 

 

TB/15/05/14 Sustainability Five Year Plan Update  

 
 
 
 

Catherine Phillips presented the update on the five year sustainability 
plan and noted that current CRES plans came to a total that was still 
£4.4 million short of the target for 2015/16. The Finance and 
Performance Committee would be receiving presentations from the 
directorates showing the largest gaps at its next meeting. Ken Guy 
commented that these were the directorates that had brought forward 
the greatest shortfalls from the previous year. 

 
 
 
 
 

TB/15/03/15 Nursing and Midwifery Revalidation  

 
 
 
 
 
 

Sue Jones presented the local plans to implement the Nursing and 
Midwifery’s revalidation process from April 2016. Communication about 
the system had been given to senior nurses throughout May 2015 and 
the plan was to align it with the current appraisal process. A trust wide 
Nursing and Midwifery Revalidation Implementation Group would be set 
up in June 2015 to lead and implement a project plan. Liz Redfern 
questioned whether extra resources would be needed and Sue Jones 
said that the working group would finalise the extent of project 
resources required but she expected it to come from within the existing 
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 staff establishment. Appraisal rates were currently very good but there 
would be some risk about reaching all bank staff which would have to 
be addressed. 

 

 

TB/15/05/16 Strategy Development  

 The Board received a paper giving the latest information on the 
development of the Trust’s strategy. Andrea Young reported that a task 
force had been set up to focus on the next steps and to report at the 
end of June 2015. 

 

TB/15/05/17 Capital Planning Progress Report  

 
 
 
 

Simon Wood presented the report updating the Board on capital 
projects and outstanding issues in the Brunel Building. He reported that 
contractors working on the new drainage scheme at Frenchay had 
recently ruptured a water main that had halted water supplies to the 
Brain Injury Rehabilitation Unit for four hours.  

 

TB/15/05/18 Draft Annual Report 2014/15  

 
 
 
 
 

The Board received and approved the draft Annual Report for 2014/15 
subject to greater prominence given to the warning notice issued by the 
CQC regarding the Emergency Department and to give reference to the 
thanks from the Trust to the three sections of volunteers separately in 
the introduction. It was also agreed that summary highlight reports of 
the Annual and Quality Account Reports be produced for circulation to 
the Trust Board. 

 

TB/15/05/19 Quality and Risk Management Committee Report  

 
 
 
 
 
 
 

 

Rob Mould, Chairman of the Quality and Risk Management Committee, 
presented the report from its meeting of 18 May 2015 and highlighted 
its examination of the emerging due diligence process on the quality of 
independent sector providers and the development of the quality 
performance dashboard for the Emergency Department. The 
Committee had noted the update on completion of actions from the 
Chief Inspector of Hospitals inspection and a verbal report following 
PwC’s independent assurance review of compliance with CQC 
regulations in the ED. 

The Trust Board noted the recent receipt of the results of the national 
inpatient survey held with patients admitted in June 2014 and that they 
mirrored the deterioration of the staff survey from the previous year. 
The Committee was asked to consider the actions to address the 
results at its next meeting. 
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TB/15/05/20 Finance and Performance Committee Report  

 

 
 
 
 
 

 
 
 
 
 
 

 

Andrew Willis presented the report from the Finance and Performance 
Committee meeting held on 22 May 2015 and highlighted that, as 
mentioned earlier in the meeting, the three directorates with the highest 
shortfalls in their efficiency schemes had been invited to the next 
meeting to explain their positions. He also reported that the Committee 
had examined the alignment of service demand and the Trust’s 
capacity. The assessment had supported discussions with independent 
sector providers to address the referral to treatment backlog of patients 
and longer term planning to consider the capacity needs to deliver the 
RTT standards within the Trust’s own capacity.  

The strategic outline case (SOC) for building car parks on the Sherston 
and Kendon sites within the Southmead boundary was recommended 
to the Board for approval and the Committee asked that the outline and 
full business cases be progressed as quickly as possible. The Board 
approved the SOC which had been circulated with the report.  

The Heads of terms for the sale of the Frenchay site had been 
considered and it was agreed that they be circulated to Board members 
for approval which had been actioned. 

 

TB/15/05/21 Date of Next Meeting  

 The next meeting would be held on Thursday 30 July 2015 in Seminar 
Room 5, Learning and Research Centre, Southmead Hospital 

 

 

9 | P a g e  
 



North Bristol NHS Trust Trust Board (Public Session) 
Action Log 2014

Meeting 
Date

Minute Ref Action 
No. 

Action Owner Review Date 
(s)

Status Info.

22-Jan-15 TB/15/01/7 1 Investigation to be undertaken on available car 
parking spaces sign at entrance to public multi-storey 
car park

SW 30-Apr-15, 4-
Jun-15 & 30-

Jul-15
O

Delay whilst new parking scheme 
implemented in MSCP and new sign to be 
placed ahead of car park entrance

27-Nov-14 TB/14/11/09 56 First of six-monthly reports on Vascular Service to be 
brought to Board

SK 4-Jun-15 & 
25-Jun-215

C Discussed at June private meeting

27-Nov-14 TB/14/11/13 57 Draft objectives for Equality to be brought to Board in 
March

AR 30-Apr-15 & 
24-Sep-15

O Draft To be discussed by Workforce 
Committee in July and Board in September

27-Nov-14 TB/14/11/13 58 Action plan for moving the Trust to Equality Delivery 
System 2 grade 'achieving' (green) required.

AR 30-Apr-15 & 
24-Sep-15

O To be discussed by Workforce Committee in 
July and Board in September

27-Nov-14 TB/14/11/13 59 Appointments Panel members to be given diversity 
training

AR 30-Apr-15 & 
24-Sep-15 O

Harry Hayer to lead a Board training session 
at end of April meeting. Postponed to a later 
session

22-Jan-15 TB/15/01/8 3 Workforce (including OD) strategy to be developed AR 30-Jul-15
C

Workforce planning processes discussed at 
Q&RMC and strategy to be finalised with 
other supporting strategies for overall 
strategies

26-Mar-15 TB/15/03/06 5 Comments on Francis Report on whistleblowing to be 
sent to Harry Hayer for report to Q&RMC in May 
2015

All 30-Apr-15 & 
30-Jul-15 C

Discussed at July Q&RMC meeting and 
briefing in report to Board

26-Mar-15 TB/15/03/10 11 Overarching strategy to be approved by Board at first 
June meeting

SK 4-Jun-15, 25-
Jun-15 & 24-

Sep-15
O

Postponed to September

26-Mar-15 TB/15/03/11 12 Non-Executive priorities to be mapped ES/PR 4-Jun-15 & 
25-Jun-215

C Discussed at June private meeting

26-Mar-15 TB/15/03/09 13 WHO Checklist data to be reviewed and narrative to 
be included which explains the variance in average 
from reported directorates

CB/SJ 4-Jun-15 & 
25-Jun-215 C

Data reviewed and narrative for end of June. 
In IPR

04-Jun-15 TB/15/05/20 15 Annual Report approved subject to addition to 
Introduction of CQC warning notice and the three 
sections of volunteers dealt with separately

ES 25-Jun-15
C

Completed

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



North Bristol NHS Trust Trust Board (Public Session) 
Decision Log 2015

Meeting 
Date

Minute 
Ref No. Decision

22/1/15 TB/15/01/14 1 F&PC decision to approve transfer of cellular pathology from UHB to NBT ratified

26/3/15 TB/15/03/08 2
Action plan response to CQC and updated ED improvement plan in response to warning notice approved for submission 
with accompanying letter

26/3/15 TB/15/03/09 3 Board compliance statement 10 to contimue to be negative
4/6/15 TB/15/05/09 4 2014/15 Final Accounts and Letter of Representation approved
4/6/15 TB/15/05/10 5 2014/15 Charitable Funds Accounts and Letter of Representation approved
4/6/15 TB/15/05/20 6 SOC for Sherston and Kendon car parks approved

7
8
9

10
11
12
13
14
15
16
17
18
19
20

DECISION LOG



 
 

Report to: Trust Board Agenda item:  6 

Date of Meeting: 30 July 2015 

 
Report Title: Chief Executive’s Report 

Status: Information Discussion Assurance Approval 

X    

Prepared by: Eric Sanders, Trust Secretary 

Executive Sponsor (presenting): Andrea Young, Chief Executive 

Appendices (list if applicable): Appendix 1- NHS Providers on the day briefing  - Lord Carter review in to NHS provider 
productivity 

 
Recommendation:  

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

 
 



North Bristol NHS Trust 

1. Purpose 
1.1. To present an update on local and national issues 

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

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.). 

2.2. Following the implementation of a revised approach 
to Flash Reporting, the Chief Executive report is now 
more focused on the external environment. 
 
New Models of Care – Vanguard Applications 
Urgent and Emergency Care 

2.3. The Trust was party to an application to become an 
Urgent and Emergency Care Vanguard. The 
application was submitted jointly by the eight CCGs -
Bristol, North Somerset, Somerset, South 
Gloucestershire, Bath & North East Somerset, 
Gloucestershire, Wiltshire and Swindon.   

2.4. Applications were submitted by 14 July 2015, with a 
process of long listing and shortlisting completed the 
following week. 

2.5. The application was shortlisted, with an interview 
due to be held on 17 July 2015. The outcome of the 
interview is not yet known. 
Acute Care 

2.6. The Trust is considering developing an application 
with University Hospitals Bristol NHS Foundation 
Trust. The exact nature of the application is subject 
to further discussions with the Executive team of 
UHB. A further update will be provided at the 
meeting of the Trust Board. 
 

3. Making healthcare more human-centred and not 
system-centred 
3.1. The Secretary of State for Health, Jeremy Hunt, 

made a speech on Thursday 16 July 2015 in which 
he outlined his vision for a patient-led, transparent 
and safer NHS, alongside setting out more detail 
about closer working between the NHS TDA and 
Monitor. 

3.2. As part of an ambition that the world’s fifth largest 
organisation becomes the world’s largest learning 
organisation, he announced that the operating name 
for the new jointly-led Monitor and TDA will be NHS 
Improvement and that Ed Smith, currently Deputy 
Chair of NHS England, is to be the new chair, 
supported by Ara Darzi as a new non-executive 
director. 

3.3. In summary, in the rest of the speech he set out the 
need for a profound culture change which puts 
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North Bristol NHS Trust 

power into the hands of patients, enabling them to 
make informed choices about the services they use, 
and called for a step change in transparency – what 
he referred to as ‘intelligent transparency’.  He said 
that by next March, England will become the first 
country in the world to publish avoidable deaths by 
hospital trusts as well as ratings on the overall 
quality of care provided to different patient groups in 
every local area. 

3.4. Jeremy Hunt also announced: 

• the need for a proper 7-day NHS service to 
ensure patients are as safe at weekends as they 
are during the week, which would be achieved by 
removing the opt out clause for weekend working 
for newly qualified consultant 

• NHS Improvement will host a new Independent 
Patient Safety Investigation Service – modelled 
on the air accident investigation branch used by 
the airline industry, which will be led by Dr Mike 
Durkin 

• for the first time, GPs will be asked to inform 
patients of the Care Quality Commission rating 
and waiting time data at hospitals, enabling 
patients’ to choose with a more accurate picture 
of their local hospitals performance and quality 

• meaningful choice and control for patients over 
services offered in maternity, end of life care and 
long term conditions 

• work to be led by Martha Lane Fox to increase 
take-up of new digital innovations in health 

• the government’s response to the Freedom to 
Speak Up, Morecambe Bay investigation and 
Public Administration Select Committee reports 
from the previous parliament 

• Lord Rose’s report into leadership in the NHS 
3.5. The full transcript of the speech can be found here1. 

 
4.  Impact of the Budget 2015 

4.1. The Budget, announced on 8 July 2015, highlighted 
the following issues which would affect the NHS: 

• New national living wage will be introduced for all 
workers aged over 25, starting at £7.20 an hour from 
April 2016 and set to reach £9 by 2020 - giving an 
estimated 2.5 million people an average £5,000 rise 
over five years 

• NHS will receive a further £8bn by 2020, in addition 
to the £2bn already announced) 

• Public sector pay will be capped at a maximum of 
1% rise each year 
 
 
 

1 https://www.gov.uk/government/speeches/making-healthcare-more-human-
centred-and-not-system-centred  
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5. TDA Development Opportunity - Announcement 
5.1. The TDA have confirmed that the five successful 

applicants to the Development Opportunity are: 

• University Hospitals Coventry and Warwickshire 
NHS Trust 

• The Shrewsbury and Telford Hospital NHS Trust 
• Barking, Havering and Redbridge University 

Hospitals NHS Trust 
• The Leeds Teaching Hospitals NHS Trust 
• Surrey and Sussex Healthcare NHS Trust 

5.2. The five Trusts will work with Virginia Mason Institute 
from the USA 

 
 
6. Local Stakeholder Update 

6.1. Following the local elections, South Gloucestershire 
Council have made a number of changes to their 
scrutiny structures which also include appointing 
new chairs. The Council have split the Public Health 
and Health Scrutiny Committee into a standalone 
Health Scrutiny Committee, and merged the Public 
Health element into the Adults and Housing 
Committee. The new Committee structure, with 
names of the Chairs is outlined below: 

6.2. Adults, Housing and Public Health Committee – 
Councillor Ben Stokes (cons) 

6.3. Health Scrutiny Committee – Councillor Toby 
Savage (Cons) 

6.4. Health 7 Wellbeing Board – Councillor Matthew 
Riddle (Leader of the Council, Cons) 

7. Changes in Regulatory Framework 
7.1. The Secretary of State for Health has asked CQC's 

Chief Inspector of Hospitals to look at use of 
resources as part of his inspections of NHS 
hospitals. This work – which will be developed as 
part of CQC's new strategy for 2016 onwards – will 
focus on organisations' ability to deliver high quality 
patient care that is also efficient and sustainable. 

7.2. How this will be achieved has yet to be developed 
but will be subject to public consultation in 
December 2015, alongside the CQC’s future 
strategy. The approach will then be piloted from April 
2016. 

8. Lord Carter Review of Operational Productivity in NHS 
providers 
8.1. In June 2014, Lord Carter of Coles was appointed as 

Chair of the NHS Procurement and Efficiency Board. 
He was tasked with helping the NHS identify 
opportunities to cut waste, save money and drive 
efficiencies. Since October 2014, Lord  Carter and 
his team have been analysing data from a cohort of 
22 Trusts, ranging from some of the largest acute 
Trusts in the country to district general hospitals, to 
identify a more sophisticated and comparable way of 
measuring efficiencies between hospitals. 

8.2. This is an interim report, with a fuller update to be 
published in Autumn 2015. The interim report 
introduces the concept of an Adjusted Treatment 
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Index (ATI) which is a standardised comparable 
measure of provider efficiency. The ATI will allow 
providers to compare their unit cost per unit of 
weighted output within a cohort, both at 
organisational level as well as specific cost lines 
(such as workforce, clinical supplies and services) to 
provide greater granularity in cost variation. 

8.3. The report highlights that the NHS could save up to 
£5bn per annum by 2019/20 through efficiency 
opportunities. This figure is made up of: 

• Better management of productive time 
• Tight management of annual leave, sickness and 

appropriate use of training 
• Better balance between clinical productive time 

and administrative tasks 
• Consistency in prescribing practice 
• Improved estates and facilities operations 
• Better procurement 

8.4. Based on the assumed savings levels, the Secretary 
of State has announced that acute trusts will be 
informed of an estimated savings sum based on the 
metric deemed to be achievable by the review team 
in September 2015. 

8.5. The full report can be found here2. 
 
 

2 https://www.gov.uk/government/news/hospital-productivity-report-shows-how-
nhs-can-make-large-savings  

9. Update on Executive Director Appointments 
9.1. Interviews for the Director of Communications were 

held on Tuesday 7 July 2015. The Trust did not 
make an appointment at this time and the interim 
arrangements will be reviewed.  

10. Recent Consultant Appointments 
10.1. The following consultant appointments have been 

made since 19 May 2015: 

Interview 
Date 

Name Role Start Date 

2 June 2015 Nirosha De 
Zoysa 

Anaesthetics TBC 

2 June 2015 Timothy 
Howes 

Anaesthetics 1 September  
2015 

2 June 2015 Mihaela 
Onofrei 

Anaesthetics 3 August 
2015 

14 July 2015 Abiramy 
Jeyabalan 

Respiratory 
Medicine 
(Cancer) 

TBC 

14 July 2015 James Dodd Respiratory 
Medicine 
(Airways) 

TBC 

 
11. Recommendations 

11.1. The Trust Board is asked to note the contents of the 
report. 
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Report to: Trust Board Agenda item:  8 

Date of Meeting: 30th July 2015 

 
Report Title: CQC Unannounced Inspection of Urgent & Emergency Care & Overall Action Plan Update 

Status: Information Discussion Assurance Approval 

 X X  

Prepared by: Paul Cresswell, Associate Director of Quality Governance 

Executive Sponsor (presenting): Sue Jones, Director of Nursing & Quality 

Appendices (list if applicable): A - CQC Final Version of ED Report 
B - CQC Enforcement Action Letter 
C – ED Friends & Family Test results 6-10 July 2015 
D - CQC Action Plan Dashboard 

 
Recommendation:  

Trust Board is recommended  to note & discuss; 
 

• the outcome and actions arising from the unannounced CQC Inspections within the Emergency Department on 7th, 8th and 18th May 2015. 
• the outcome of the CQC Risk Summit held on 22 June 2015 and the CQC letter regarding the Enforcement Action 
• the current and ongoing development of the CQC Quality Dashboard and its key role providing external assurance to various stakeholders. 
• the improvement actions underway in relation to staff and patient experience, including ED Friends & Family feedback. 
• the current status and progress in delivery of the CQC Action Plan. 
Consider whether the actions taken are sufficient to address the safety and quality concerns flagged by the CQC  
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1. Purpose 

1.1 This report provides; 
• The covering letter and draft report from the CQC unannounced 

follow up inspection visits to the Emergency Department, 
undertaken on 7, 8 and 18 May 2015 

• An outline of key actions taken following the CQC’s inspection. 
• An update on Patient & Staff Experience improvement actions. 
• Feedback from the Risk Summit and next regulatory steps 
• The current position against the CQC Action Plan. 

 
2. Background 

2.1 The Trust was subject to a full CQC inspection as part of the 
routine programme. This was conducted in November 2014. 
Following the inspection a Warning Notice was issued in respect 
of the Emergency Department, dated 16 December 2014, 
requiring compliance by 26 January 2015. An improvement plan 
was produced and submitted to the CQC, indicating that full 
compliance was not achievable until 1 April 2015. 

 
2.2 In the wake of the improved A&E 4 hour performance seen 

following the Onwards Together week and based upon the specific 
actions taken within the Emergency Zone,  the Trust indicated that 
these were early signs of improvement and growing confidence 
regarding the issues of safety and quality of care in the ED under 
surge. 

 
2.3 Subsequent to that the Board commissioned an external 

assurance review from PriceWaterhouseCoopers, which preceded 
the CQC’s unannounced follow up inspections of the Emergency 
Department, undertaken on 7, 8 and 18 May 2015. 

 
2.4 At their unannounced visits the CQC recognised a number of 

improvements.  Ongoing concerns particularly due to 
observations undertaken on 18 May led the CQC to retain the 
Warning Notice and the overall rating of Emergency and Urgent 
Care as ‘Inadequate.’ Consequently NHS England convened a 
Risk Summit which took place on 22nd June 2015.  At the Risk 
summit the Trust and all partners confirmed further actions and 
commitment to improve. 

 
2.6 The final report, reflecting the CQC inspection was published by 

the CQC on Friday 17 July 2015. 

2.7 Alongside this ED specific review, ongoing delivery of actions in 
relation to the full inspection continues, with oversight through 
the CQC Operational Review Group that meets every two weeks. 

 
3. Immediate & Subsequent Actions 

3.1 Following the challenging evening on 18 May some immediate 
actions were taken building upon plans already in development, 
which are summarised as follows; 

3.2 Patient Flow 

3.3 In addition to the wide programme of improvements that are 
targeted on improving patient flow and discharges across the 
whole Trust the following are specifically focused on the 
Emergency Zone; 

• A daily ED & AMU Consultant and team meeting takes place, 
with supporting operations team involvement to agree priorities 
and tasks to manage patients safely and efficiently.  Both 
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departments are able to prioritise their resources and ensure 
patients are in the most appropriate setting more quickly.  
 

• The Medicine Directorate has inpatient ward discharge goals, 
which are monitored throughout the day. Ward teams are clear 
on what is required and the number of discharges has been 
more consistent, with a dashboard of performance for each 
ward against its goal in place.  
 

• Focussed reviews of patients outlying from Medicine has 
enabled the numbers to steadily reduce and to limit medical 
outliers or use of ward procedure rooms. 
 

• Changes in AAU have led to the establishment of an Acute 
Medical unit on 1 July.   The AMU aims to provide high quality 
acute medical care for every patient using dedicated areas 
within the reconfigured AMU: 
 Initial Triage, Assessment and Management (Gate 31B) 
Ambulatory Emergency Care (Gate 35, AEC) 
High Acuity Care (Enhanced Care Unit) (Gate 31A) 
Short Stay Medicine (Gate 31A) 
With the objective of providing early expert assessment and 
treatment of acute medical illnesses.  
 

• An improved flow of patients from the main hospital building 
(Brunel) to Elgar House has been achieved, supported by 
working with system partners to bring forward discharge from 
Elgar more efficiently.  
 

• Flow has been maintained despite progressing the closure of beds in 
Elgar 3 and 4 for refurbishment purposes. 
. 
3.4 Planned ED Staffing for Peak Periods  

Shift patterns have been flexed to reflect periods of known peak 
demand, as set out below; 
• Nursing shifts stagger with 12 hour shifts starting at 06.45, 

09.00, 10.00, 11.30 and 13.00. This is specifically mapped to 
patient attendance activity. 

• Additional nursing investment has increased resource 
Saturday, Sunday, Monday and Tuesdays with an extra 
member of staff. 

• There is an extra ED Consultant on Friday, Sunday and 
Monday late shifts (as well as some other shifts). 

• An extra staff grade doctor has been agreed and recruitment 
commenced. They will be working every Monday twilight shift 
and other out of hours and busy times. 

• An extra ENP/physiotherapist is on duty in minors on a Monday 
to match minors demand. 

 
During escalation nurses are allocated from wards under the 
SOP and we ensure that they work with an experienced ED 
Nurse, within their areas of competence.  
 

3.5 Ambulatory Emergency Care and Care 
Assessments/Documentation 

The use of the AEC remains subject to review via a Task and 
Finish Group, whose focus is on efficiency and best practice in 
ambulatory emergency care.  Progress has been made including 
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the offering of slots for patients throughout the day to improve 
flow and the team have joined the Ambulatory Care Network.  

 
Immediate improvements were implemented to documentation of 
nursing assessments and measurement within AEC and the 
Emergency Department, supported by the Trust’s Safety 
Improvement lead and Deputy Director of Nursing. Key aspects 
of the notes audit include; 

• ED Nursing Care Record completed (inc. Pressure Ulcer risk 
assessments and  Pain risk assessed at triage)   

• Analgesia given within max. of 60 mins. (less for higher scores 
– in line with CEM guidelines) 

• Effectiveness of Analgesia reviewed within max. of 60 mins. 
(less for higher scores – in line with CEM guidelines) 

• Hydration – Fluid balance charts completed. 
• Sepsis Screen completed. 

 

3.6 Safety of patients in crossroads  

Patients will wait up to 15 minutes in crossroads as the 
appropriate entry point and transfer point into ED.  Waits beyond 
this should be minimised and reduced.  Numbers of patients 
waiting and length of wait time at aggregate level has been added 
to the ED dashboard.  Individual patient level data cannot be 
collected electronically at present but is scrutinised by the clinical 
team. 

The numbers of the patients and hours spent is being reviewed 
daily by the medical directorate, focusing upon the case-mix of the 
patients, stratified as follows; 
• Majors Admitted 

• Majors Unadmitted – e.g. waiting for test result 
• Minors 

 
Further work is being undertaken to determine the optimum 
location for a majors sub-wait, to ensure safety and also privacy 
and dignity. 

 

4. Development of ED Quality Dashboard 

4.1 A key development that was well-received at the Risk Summit was 
the ED Quality Dashboard.  

4.2 Building upon the measures previously established for patient flow, 
the dashboard now includes a range of safety measures and 
reflects the full implementation of Nursing Care Assessment 
documentation within ED and Ambulatory Emergency Care (AEC). 

4.3 The audits that provide some of the data under the safety section 
have been undergoing test of change methodology. They were 
approved for daily completion at the Acute Flow Group on 15th July 
2015. The Patient Safety Improvement lead has been supporting 
the Department in developing these measures but this has now 
transitioned into a daily operational responsibility for ED to 
undertake, with data validation from the Head of Nursing, 
Medicine via spot check weekly samples. 

4.4 The publication and review of data has identified some practical 
issues with the way data is captured in relation to the wait for 
treatment times and the methodology used to identify divert 
volumes. Notes are included on the dashboard to highlight these 
issues. Urgent work is underway to provide a methodology that 
ensures the data reflects operational practice accurately.  
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4.5 The Dashboard is ‘owned’ by the Acute Flow Group, which meets 
Wednesday each week, and reviewed at each meeting. The 
commentary providing analysis of the data and its key messages, 
learning and actions is drafted by the Medicine Directorate and 
approved via the Acute Flow Group, with subsequent executive 
sign off before external submission. 

4.6  Every 2 weeks this dashboard is provided to Board Members via 
the flash report and external stakeholders; the CQC, Trust 
Development Authority and commissioners.  

5. Patient & Staff Experience in ED 

5.1 With respect to improving staff and patient experience a range of 
actions are in progress, as follows; 

• The first tranche of customer care training for all 
receptionists has been completed.   FFT comments are now 
showing positive feedback for the receptionists.  

• A rolling programme of more in-depth training for them all 
commenced on 24th June 

• A ‘ballot’ has been undertaken in ED, to assess current 
levels of psychological well-being. The ballot closed on 5th 
July and the responses are being analysed. 

• The department’s mental health liaison lead has offered to 
undertake weekly, informal drop-in debrief sessions for ED 
staff. 

• The ACT mindfulness pilot is due to start in September for 
both ED and AMU. 

5.1 Appendix C provides an example of the weekly feedback 
provided via the Friends & Family Test. This is not available 
sufficiently quickly to add to the weekly dash board as it is 
collated and analysed from the manual feedback guides by the 
Trust’s third party provider. However, it is used within the 
department to review the overall scores and comments made. 

5.2 Analysis of the FFT data over the last year demonstrates 
improvement in all the recommend scores.   The % Recommend 
score is showing an improving trend which is consistently above 
the national average, whilst the % not Recommend is reducing 
and consistently at or below the national average.   The Net 
Promoter Score is also showing an improving trend with a step 
change over the last six months.  The response rate however 
requires improvement and for June was 7%. 
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6. Risk Summit and Next ED Regulatory Actions 

6.1 Key points of discussion at the Summit were; 

• The Warning notice had not been met, which prompted the 
Summit. 

• CQC acknowledged that improvements had been made since 
their original inspection but were concerned at the time being 
taken to address and fully embed all of the actions relating to 
the Trusts recovery plan. 

• CCGs recognised that significant improvements had been seen 
within the Trust over the past 3 months. This included a strong 
focus on four-hour recovery and stronger partnership working, 
for example through the onwards together week. 

• The Trust explained the range of improvement actions outlined 
in Sections 3 and 4 of this paper. 

• ED performance has now consistently achieved the 4 hour 
standard since June, performance in June was 97.2%. 

• NHS England determined that there would be another Risk 
Summit in early to mid-Autumn to ensure the positive initial 
improvements were being built upon and sustained. 

• Following the Risk Summit the CQC have decided not to take 
further enforcement action in respect of the warning notice 
issued in December 2014 in light of the very positive progress 
reported to the Quality Summit (Appendix B). 

• The CQC has requested a monthly review with the Chief 
Executive and other key members of the team to review 

progress and to be informed as soon as possible of any 
slippage in the performance or quality of the service. They will 
undertake another unannounced inspection at some point to 
formally assess the progress made. 

7. Overall CQC Inspection Action Plan 

7.1 The CQC Operational Delivery Group continues to meet on a 
fortnightly basis to track the progress of the CQC Action Plan and 
receive assurance on the delivery of the actions from the 
November 2014 inspection. 

7.2 A Dashboard showing a summary of the action plan status is 
shown in Appendix D (a copy of the two pages within the Trust 
Integrated Performance Report).  61/75 actions are completed or 
on-track to meet their completion dates.  There are 4 ‘Must-Do 
actions’ which are currently overdue.  These are: 

1. Improve performance in time ED patients wait to be assessed; 

2.  Work with healthcare partners for mental health patients in ED 
to ensure they receive prompt and effective support; 

3.  Appropriate use of seated assessment area (AEC); 

4. Secure storage and documentation of medicines in Brunel. 

7.3 The first three actions are being progressed by the directorate and 
monitored through the Acute Flow group (as described above). The 
last one is being updated through the Medicines Governance 
Group following completion of a recent snapshot audit and was 
reviewed at the CQC Operational Group on 10th July. 

7.4 Revised compliance action dates will need to be agreed with the 
CQC in respect of the Medicines action (original date 1/7/15) and 
the Mental Health Act Assessments (original date 30/4/15). Both 
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issues have been discussed with the Regional Inspector and a 
proposal will be made at the next scheduled update meeting with 
the CQC on 13th August 2015. 

7.5 A potential delay risk has been flagged around the action 
connected with the timely provision of Medical Records – this is 
being reviewed at the CQC Operational Group on 24 July.  

7.6 The other 3 potential risks all relate to actions around patient flow 
that were due for closure by 31st July. The continued positive 
performance against the A&E 4 hour target provides good outcome 
evidence to support their delivery but this will be reviewed in more 
depth before determining whether sufficient evidence exists to 
justify their closure. 

8. Recommendation 

The Trust Board is recommended to; 
8.1 Note and review the outcome and actions arising from the 

unannounced CQC Inspections within the Emergency 
Department on 7th, 8th and 18th May 2015. 

8.2 Note the outcome of the CQC Risk Summit held on 22 June 
2015 and the CQC letter regarding the Enforcement Action 

8.3 Note the current and ongoing development of the CQC Quality 
Dashboard and its key role providing external assurance to 
various stakeholders. 

8.4 Note the improvement actions underway in relation to staff and 
patient experience, including ED Friends & Family feedback. 

8.5 Note the current status and progress in delivery of the CQC 
Action Plan 

8.6   Consider whether actions described above are sufficient to 
address the safety and quality concerns flagged by the CQC in 
their letter of 9 July 2015. 
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North Bristol NHS Trust 

Southmead Hospital 
Quality report 
 

 Southmead Hospital Bristol  
 Southmead Road  
 Westbury-on-Trym  
 Bristol  
 BS10 5NB  

 
Tel: 01179505050 
www.nbt.nhs.uk/our-hospitals/southmead-hospital  

 
 

Date of inspection visit: 
7, 8 and 18 May 2015 
 
Date of publication: 
July 2015 
 

 

This report describes our judgement of the quality of care at this hospital. It is based on a combination of 
what we found when we inspected, information from our ‘Intelligent Monitoring’ system, and information 
given to us from patients, the public and other organisations. 

 

Overall rating for this hospital Choose a rating  

Emergency & urgent care  Inadequate 
 
 

 

<Copy ratings dots from    >  
 

 

We undertook this focused inspection to follow up on the concerns identified in a Warning Notice 
served in December 2014, following our comprehensive inspection of the trust in November 2014.  
The warning notice related to a failure to comply with Regulation 9 (1) (a)(b)(i)(ii)(iii) of the Health and 
Social Care Act 2008 (Regulated Activities) Regulations 2010: Care and welfare of service users (now 
Regulation 12  of the Health and Social Care Act 2008 (Regulated Activities) Regulations 2014 : Safe 
Care and Treatment).  
 
Compliance with the Warning Notice was required by 26 January 2015. The action plan supplied by 
the trust, detailing how compliance would be achieved, indicated full compliance would not occur until 
1 April 2015.  
 
The inspection was conducted on 7, 8 and 18 May 2015 and was unannounced. 
 
Our inspection focused on the issues identified which occurred in the following areas:   
 

 Emergency Department (ED) which provides emergency care and treatment to adults with 
serious or life threatening emergencies. The department has facilities to treat children, 
although most paediatric care is provided at Bristol Children’s Hospital and this is where 
ambulance borne patients would attend. 

 The Minor Injuries Unit (MIU) which provides care and treatment for adults and children 
with illnesses or injuries that are not life threatening but still need prompt attention. 

Letter from the Chief Inspector of Hospitals 
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 The Ambulatory Emergency Unit (AEU) which provides urgent assessment, diagnostic 
investigations, observation or treatment for adults who do not require a bed for 
assessment/treatment and who are not expected to require an overnight stay. 

 
 
Our key findings of the inspection on 7, 8 and 18 May 2015 were as follows: 
 

 Patients arriving by ambulance requiring care and treatment in the corridor area known as 
‘crossroads’ which led into the majors area did not always receive a timely assessment of 
needs in line with College of Emergency Medicine guidelines and trust policy.  

 Patients presenting at the emergency department with serious and potentially life threatening 
conditions did not always receive rapid assessment and treatment in line with College of 
Emergency Medicine guidelines and trust policy. 

 Shift coordinators of the emergency department did not have full oversight of the activity within 
the department. Patients were not being proactively managed by the shift coordinators. 
Consequently, patients were not receiving appropriate care and treatment in a timely manner. 

 The number and skills of staff on duty were not flexed in relation to known fluctuations in 
numbers of patients expected in the emergency department at different times and on different 
days. 

 The release of beds to the emergency department did not appear to take account of known or 
expected fluctuations in the numbers of patients being admitted to the emergency department 
and Ambulatory Emergency Unit.  

 Patients admitted to the emergency department and the Ambulatory Emergency Unit were not 
admitted to wards in the hospital in a timely manner. 

 Patients were not protected from the risk of harm caused by pressure damage within the 
Ambulatory Emergency Unit. Whilst risk assessments were available to staff within the 
hospital, risk assessments were not carried out in line with trust policy. 

 Patients waiting in the corridor (crossroads) area of the emergency department did not always 
receive timely or effective pain relief from emergency department staff. 

 Patients were not always afforded privacy and dignity whilst waiting in the corridor (crossroads) 
area of the emergency department. 

 The corridor (crossroads) area of the emergency department remained cold whilst patients 
were waiting to receive assessment, care and treatment. 

 Improvements had been seen in the management of patients within the reception area and 
minors’ area of the emergency department. 

 
The Warning Notice dated 17 December 2014 has not been fully met. We are working with the Trust 
Development Authority, NHS England and Commissioners to improve services within the trust and are 
considering our regulatory response. A Risk Summit is planned for June 2015 
 
Professor Sir Mike Richards 
Chief Inspector of Hospitals 
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Our judgements about each of the main services 

Service Rating  Why have we given this rating? 

Urgent & 
emergency 
services 

Inadequate 
 
  

The areas within the warning notice had not been fully 
met. At times, services were found to be unsafe. 
Patients did not always receive an assessment and 
response to risks identified. Staffing levels were not 
increased to reflect predictable activity surges. Patients 
did not always receive timely analgesia. Staff deployed 
to the emergency department to support in times of 
overcrowding in the crossroads area did not always 
have the skills or experience required. Access and flow 
was poor. Performance against the four hour target 
remained consistently below the 95% standard. 
Patients did not have their individual needs met. 
Governance was not effective. Whilst processes 
existed, concerns raised in the Warning Notice issued 
as a result of the inspection in November 2014 
continued to occur. Whilst the executive team were 
seen as being supportive, there was little support from 
the wider division management team. 
 
Some improvements were seen. Environmental 
changes had improved the visibility of patients in the 
reception area and additional staff to triage minors 
patients had improved the time to triage. 
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Southmead Hospital 
 

Detailed findings 
 
 
 
 

 

Services we looked at 
Urgent & emergency services. 
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Background to Southmead Hospital  

North Bristol NHS Trust is an acute trust located in Bristol providing hospital and community services to a 
population of around 900,000 people in Bristol, South Gloucestershire and North Somerset. In addition 
specialist services such as neurosciences, renal, trauma and plastics/burns are provided to people from 
across the South West and in some instances nationally or internationally. 
In May 2014 the Brunel building on the Southmead Hospital site opened. This was a significant event with 
the majority of services moving from the ‘old’ Southmead Hospital and the Frenchay hospital site into this 
new building. 

Our inspection team 
Our inspection was led by Amanda Eddington and Catherine Campbell, Inspection Managers, Care Quality 
Commission. 
The inspection team comprised of two CQC inspection managers, one CQC inspector and three specialist 
advisors including: Two senior emergency department nurses and a consultant in emergency medicine. 
 
 

How we carried out this inspection 
The inspection was conducted unannounced. We visited on 7, 8 and 18 May 2015. We spoke with nursing 
and medical staff, ambulance personnel, support staff, patients and relatives, the divisional management 
team and the executive team. We reviewed information provided by the trust requested during the 
inspection. We also spoke with the Trust Development Authority and South Gloucestershire Clinical 
Commissioning Group prior to the inspection and reviewed the information we hold about the trust. 
  

Facts and data about Southmead Hospital  

Southmead Hospital has 1024 beds, approximately 7,600 staff who provide healthcare services to the 
residents of Bristol, South Gloucestershire and North Somerset which has a combined population of around 
900,000 people. Specialist services are also provided such as neurosciences, renal, trauma and 
plastics/burns are provided to people from across the South West and in some instances nationally or 
internationally  
 
In 2013/2014 the trust had over 97,600 inpatient admissions, including day cases, 360,000 outpatients 
attendances (both new and follow up) and 103,202 attendances at emergency and urgent care. 
 
Bed occupancy for the trust ranged from 91.1% in the third quarter of 2013/2014 to 84.8% in the first 
quarter of 2014/15. This reduction was due to the move from the previous two hospitals to the new Brunel 
building on the Southmead site in May 2014 when the amount of elective procedure work was reduced in 
order to manage the move. The overall occupancy rate is above the England average (85.9%) and above 
the level, 85%, at which it is generally accepted that bed occupancy can start to affect the quality of care 
provided to patients and the orderly running of the hospital. 
 
CQC inspection history 
North Bristol NHS Trust has had a total of 12 inspections since registration. Five of these have been at the 
“old Southmead Hospital site. In May 2011 a themed inspection was undertaken specifically looking dignity 
and nutrition the outcomes inspected were met although there were some areas for improvement identified. 
In September 2011 a routine inspection minor concerns were found relating to safeguarding people who 
use services from abuse, staffing minor concerns and in informing CQC of notifiable issues. In March 2012 
a themed inspection was undertaken specifically looking at terminations of pregnancy and the trust was 
found to be meeting the required standards. In January 2013 a further routine inspection was undertaken 
and concerns were identified related to the management of medical records, this was followed up in July 
2013 and was found to be meeting the standards required. 
A new style comprehensive inspection of the hospital was undertaken in November 2014. Concerns were 
identified in relation to the safe care and welfare of patients within the Emergency Department and 
Ambulatory Emergency Unit. We served a Warning Notice in December 2014 regarding this. 
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Urgent & 
emergency 
services 

 Safe Inadequate  

 
 

 Effective Requires improvement   

 Caring Choose a rating   

 Responsive Inadequate   

 Well-led Requires improvement   

 Overall Inadequate   
 
 
Information about the service 

Urgent and emergency services were provided to people across Bristol, South Gloucestershire and North 
Somerset 24 hours a day, seven days a week in the Emergency Zone at Southmead Hospital. Managed 
within the trust medical directorate, the Emergency Zone opened in May 2014. The service consisted of a 
number of areas, co-located in the purpose-built Brunel building. These were the Emergency Department 
(ED), the Acute Assessment Unit (AAU), the Minor Injuries Unit (MIU) and the Ambulatory Emergency Unit 
(AEU) also known as the Seated Assessment Area. As a major trauma centre and regional specialist 
centre for burns and plastic surgery, the hospital was served by a helipad. An operations centre provided a 
central point of access for telephone referrals and all admissions. The ED expected to provide emergency 
care and treatment to about 103,000 adults with serious and life-threatening emergencies a year. 
 
There were six resuscitation cubicles (including one for children) and 14 major cubicles. The MIU provided 
treatment for illnesses or injuries that were not life-threatening, but still needed prompt treatment. This 
included minor head injuries or suspected broken bones. There were 11 ‘see and treat’ cubicles in this 
unit.  The paediatric ED at Bristol Royal Hospital for Children was the centre for the treatment of children 
with major injury or illness. Southmead Hospital provided only a minor injury service for children, seeing 
approximately 360 children a month. Seriously injured or unwell children who presented at the department 
were seen and, if appropriate, transferred to Bristol Royal Hospital for Children. The Ambulatory 
Emergency Unit (AEU), had 16 reclining chairs to accommodate patients who required an urgent specialist 
opinion, rapid assessment, diagnostic investigations, observation or treatment, but were not expected to 
require an overnight stay. Patients were referred to this unit by GPs or other community providers through 
the operations centre. There was space for patients to queue in the ‘crossroads’ area of the ED. This 
space was effectively a corridor, entering the major area, designed as a signposting area where patients 
would be directed to a ward or the appropriate part of the Emergency Zone. It was not designed as a 
clinical area for patient care. Adjacent to the ED was a 64-bed Acute Assessment Unit (AAU) for the 
assessment and stabilisation of acute medical patients for the first 24 hours of their stay. 
There was a dedicated imaging suite providing CT, plain x-ray and ultrasound.  
 
 

Summary of findings 

 
The warning notice had not been met in full. At times, services were found to be unsafe. Patients did not 
always receive an assessment and response to risks identified. Staffing levels were not increased to 
reflect predictable activity surges. Patients did not always receive timely analgesia. Staff brought in to the 

department to support in times of overcrowding in the crossroads did not always have the skills or 
experience required. Access and flow was poor. Performance against the four hour target remained 
consistently below the 95% standard. Patients did not always have their individual needs met. Governance 
was not effective. Whilst processes existed, concerns identified in the warning notice issued as a result of 
the inspection in November 2014 continued to occur. Whilst the executive team were seen as being 
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supportive, there was little support from the wider division management team. 
 
Some improvements were seen. Environmental changes had improved the visibility of patients in the 
reception area and additional staff to triage minors’ patients had improved safety of patients within that 
area. 

Are Emergency & urgent services safe? Inadequate    

Incident reports demonstrated an ongoing occurrence of overcrowding and high levels of patient activity in 
the crossroads area, with incidents occurring as a result. Opportunity to safeguard vulnerable adults was 
missed. Patients were not promptly assessed and risk assessments were not conducted. Nurse staffing 
levels were not increased to reflect predictable activity increases. Patients often experienced delays in 
receiving specialty review. 
 
Triage within the minors’ area had been improved and environmental and staff changes within the 
reception area meant staff had a better visibility of patients who were at risk of deteriorating in that area. 

 

Incidents 

 Staff reported incidents via an electronic incident reporting system and incident reporting was 
encouraged. We reviewed incidents reported from 1 February 2015 to 20 May 2015 from the ED 
and AEU and noted a total of 418 incidents reported of which 115 were reported as being of 
moderate impact and 23 major/catastrophic. We reviewed the content of both the moderate and 
major/catastrophic incidents and noted 15 out of 23 major/catastrophic incidents described 
excessive patient numbers or concerns regarding care delivered to patients in the crossroads area. 
Of the 115 moderate incidents 61 described excessive patient numbers or concerns regarding care 
delivered to patients in the crossroads area and the AEU.  

 Examples of incidents reported identified the capacity issues within the department, identified risks 
to patients and also identified that patients’ privacy and dignity was not always maintained as a 
result of the capacity issues.  These included one on 15 February 2015 which stated: “75 patients 
in the department at 12:00. This includes a number of patients queuing in crossroads. No capacity 
within the department and clinically unsafe for the patients.”  Another on 3 March 2015 stated: 
“unsafe shift at crossroads due to high number of patients and lack of patient flow through the 
department…privacy and dignity compromised by lack of space and high numbers of patients and 
ambulance crews in the area…one neuro patient seen and assessed in corridor despite protests 
from emergency department staff, medical doctors expecting clinical procedures to be carried out in 
crossroads…over 50 patients seen in crossroads today.”  A third on 7 March 2015 stated: “staffing 
levels normal but no extra nurses, patients in crossroads reaching 15. SOP nurses called for but 
unable to bleed/ triage patients…poor communication between majors and crossroads leaving 
patients in the corridor and not in cubicles that were empty.” A fourth on 9 March 2015 described 
nurses not being able to provide basic care to a patient with Alzheimer’s who was waiting in the 
crossroads area.  The patient had soiled themselves whilst waiting and there was no private cubicle 
available to enable privacy and dignity whilst cleaning them. A fifth incident report on 9 April 2015 
stated: “63 patients in the Emergency department, 19 medical patients, 12 expected, 17 patients in 
crossroads.” Another on 19 April 2015 stated: “89 patients in ED. Majors and resus full, 13 patients 
out in crossroads, 4 ambulances waiting, 17 altogether (only 2 nurses)”. These reports indicated 
that staff were reporting concerns through the appropriate channels in order to escalate concerns 
within the organisation. 

 
Environment and equipment 

 Chairs in the reception area of the emergency department had been turned to face the minors’ area 
to allow better visibility by staff of patients whilst waiting to be seen. In addition, television screens 
had been switched on to improve the overall patient experience whilst waiting. 

 During the inspection in November 2014 we expressed concern that there was not a resuscitation 
trolley specifically for the minors’ area, given that intravenous regional anaesthesia was 
administered there. The area was seen to have a fully stocked resuscitation trolley in line with the 
College of Emergency Medicine best practice guidelines (March 2014). We reviewed records which 
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indicated this was checked daily. 

 
Safeguarding 

 Vulnerable patients did not receive appropriate care, treatment or support which met their needs. 
Staff described a good understanding of safeguarding concerns and actions to follow, in the event 
of a concern being identified. However, during the inspection, one patient was brought to the 
department by ambulance in an intoxicated state, expressing concerns for their personal safety as 
a result of alleged domestic abuse. The patient sat in the crossroads to await initial assessment. 
One hour and thirty minutes later, the patient had still not been clinically assessed and it was at this 
point that it was noted that the patient no longer appeared to be in the department. Staff described 
last seeing the patient sitting in the corridor approximately twenty minutes earlier. Following a 
general search of the department the incident was escalated to the police. Two hours later it was 
reported that the police had located the patient, who no longer wished to return to the department. 
The patient was known within the department for attendance associated with domestic violence 
and alcohol. During the time the patient spent in the department unassessed, opportunity to identify 
and act on any safeguarding concerns were missed.    

 
Assessing and responding to patient risk 

 Patients were not always promptly assessed. Areas within the ED did not meet the standard set by 
College of Emergency Medicine guidance and trust policy which required patients to be assessed 

within 15 minutes of arrival. Prompt assessment ensures that patients are streamed or directed 
to the appropriate part of the department and the appropriate clinician. It also ensures that 
serious or life-threatening conditions are identified or ruled out so that the appropriate care 
pathway is selected. During the inspection in November 2014 we saw patients waiting in 
excess of one hour to be seen by the triage nurse. Since the inspection, the triage area had 
been staffed with an addition triage nurse in the minors’ area from 9am to 9pm.  

 We reviewed data supplied by the trust and observed practice. Data provided by the 
department showed performance against the 15 minutes standard for self-presenting patients 
attending between December 2014 and April 2015 was variable, ranging from 20.4% of 
patients being assessed within 15 minutes to 64.6% of patients being assessed within 15 
minutes. The proportion of minors patients triaged within 30 minutes followed a similar trend, 
ranging from 36.8% to 82.2%.  For both measures a significant upward trend was noted during 
the month of April 2015 in line with the creation of the second triage nurse post within the 
minors’ area. 

 Staff described a “huge difference” in their ability to triage within 15 minutes in minors’ following 
the creation of the second triage nurse, whilst a senior nurse told us “staff were very pleased 
because they could provide a safer service.” 

 An additional nurse had been employed as a ‘streaming’ nurse to remain in the reception area 
from 11am to 11pm. Their role was to remain in the reception area, observing patients who 
were self-presenting, to stream children appropriately and to stream patients back into primary 
care where appropriate. For example, to their own dentist or to an advanced nurse practitioner 
employed by a primary care provider who worked within the department during the day. Newly 
created at the time of the unannounced inspection, the full impact of the streaming nurse had 
yet to be demonstrated.  

 Receptionists used a red flag system to alert staff of any concerns regarding patients 
presenting and had received additional training into what presentations required a red flag 
alert. In addition there was a tannoy system in operation which allowed reception staff to call 
for clinical staff to attend if they were concerned that a patient required prompt attention. 
During the inspection we observed this in operation. Staff were quick to attend and see to the 
needs of an unwell patient within the reception area. 

 The time to assess patients within the crossroads area remained a concern.  The care and 
welfare of patients in the crossroads area was of particular concern during the inspection in 
November 2014. Large numbers of patients were cared for in the crossroads area because 
there were no cubicles within the majors or resuscitation areas of the department. Ambulance 
crews were seen queuing to hand over the care of patients, and patients were observed for 
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long periods of time without assessment. 

 On arrival at the hospital by ambulance, patients were taken into the crossroads area of the 
department to the ‘pit stop’ (reception desk) where they were greeted and checked in by a staff 
member, usually a receptionist. This area was designed as a checking in area only and was 
staffed by one registered nurse, one healthcare assistant and a receptionist. Changes 
implemented as a result of the inspection in November 2014 included the location of a 
consultant in the area from approximately 11am to 6pm. Outside of those times, medical 
advice was sought from the majors’ area. Busy times in the department tended to be from 6pm 
onwards into the evening.  However, there was not consultant presence in the crossroads area 
during this time. 

 The location of a consultant in the crossroads area allowed for the rapid assessment and 
treatment (RAT) of patients. RAT involves the early assessment of undifferentiated patients by 
a senior doctor, allowing them to define a care plan and stream the patient appropriately to 
ensure emergency investigations and treatment, including pain relief, is not delayed. During 
our inspection the RAT system was being undertaken on a trial basis and the benefits were still 
to be evaluated. However, early feedback suggested that patients who received rapid 
assessment and treatment had timely pain scores and analgesia, timely antibiotics where 
sepsis was a likely diagnosis and timely investigations such as CT scans.  Performance 
against the time to treatment standard had significantly improved from a median of 48 minutes 
in November 2014 to a median of 21 minutes in April 2015, though this was a median time 
devised by amalgamating results from both the minors’ and majors’ areas of the emergency 
department.   

 During the unannounced inspection, inspectors and specialists placed themselves in the 
crossroads area to observe the care and treatment being delivered. When the department was 
not overcrowded, patient flow through the area was effective. However, once the department 
became busy, the crossroads area became a second majors’ area. At one stage, a total of 22 
patients were seen to be waiting in this area. The creation of two small cubicles opposite the pit 
stop desk meant some initial assessments could be undertaken, but we observed several 
patients waiting unassessed for far longer than their clinical presentation would indicate as 
appropriate. For example, we observed one patient who had self-presented and been seen in 
minors triage rapidly. They had been brought through to majors to sit in the crossroads area 
because there were no majors’ cubicles free. The patient described having breathing problems 
and a severe headache and waited for 45 minutes in the crossroads area to be seen. 

 We observed other examples where patient risk was not assessed in a timely way. One elderly 
patient was brought in having taken a significant overdose. The patient was triaged 41 minutes 
after attending. They were then brought round to the crossroads area where they remained for 
a further 29 minutes before being clinically assessed. Another patient presented with chest 
pain and was unassessed for one hour and 48 minutes, a third patient with chest pain waited 
for one hour and 42 minutes (at which point it was established they had left the department 
unassessed).  

 Shift coordinators in the emergency department were rarely seen to leave the majors area. As 
a result they did not have full oversight of the activity within the department. Patients were not 
being proactively managed by the shift coordinators. Consequently, patients remained in the 
crossroads area and were not receiving appropriate care and treatment in a timely manner. 

 We raised our concerns to the executive on call who was present in the department on the 18 
May 2015. The level of risk that patients were exposed to at that time was acknowledged but 
not acted upon. 

 In November 2014, patients were seen to be remaining in the AEU for longer than six hours 
without clinical risk assessments. Equipped as a 16 seated assessment unit, the AEU did not 
have the facilities of a ward. The area was occupied by men and women undergoing 
assessments or at times awaiting admission following a decision to admit them to the hospital. 
The area had only one toilet. During our inspection on 7 May 2015 we observed one elderly 
patient who was unable to walk. They had been seated in a reclining chair. We reviewed their 
notes and saw no clinical risk assessments had been undertaken to assess the likelihood of 
pressure damage. They had become hot against the ‘leatherette’ fabric of the chairs and as a 
result their relative had placed paper towels under their legs to stop them sticking to the chair. 
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We asked staff of the frequency of risk assessments within the AEU and were informed risk 
assessments were not undertaken as the area was “not a ward”, but that they would be 
completed if a person remained longer than six hours. At this time the patient had been in the 
AEU for seven hours. We raised these concerns to the nurse in charge at the time. 

 We identified in November 2014 that the AEU was not designed or equipped to provide comfort 
and privacy for patients who experienced extended stays. Patients were admitted but did not 
experience ward accommodation. Patients were accommodated fully clothed on reclining 
chairs, without sheets. There were no processes or protocols in place to monitor pressure area 
care for patients at risk of developing pressure ulcers. We found this situation remained the 
same. 

 On the evening of 18 May 2015 we reviewed the care of patients in the AEU. At 11.45pm we 
saw an elderly patient in a reclining chair. They had been in the department for ten hours and 
forty minutes. A decision to admit onto a ward had been made at 5.25pm. We reviewed their 
notes for evidence of risk assessments for pressure damage. None had been completed.  
Their notes contained an untimed entry which read “I have contacted 26B two hourly overnight 
regarding [patient’s] bed but they are unable to take [them] at present…[the clinical site 
manager] has clarified there are no surgical beds, he has been advised to clear ED as a 
priority and it is unlikely [patient] will get a bed overnight.” The area was brightly lit and not 
conducive to sleep. We discussed the situation with the nurse in charge and were informed 
they were considering putting the patient into a treatment room in order to make sleep a little 
easier. When spoken to the patient told us “I’ve been here since quarter past twelve and these 
chairs are not for sitting on long.”  We saw a second patient who was being administered 
oxygen for a chest condition which made sitting in a reclining chair difficult. As a result they had 
requested to sit in an upright chair. This had no pressure relieving cushion in place. The patient 
was seated furthest from the toilet and did not have immediate access to their call bell. We 
reviewed the notes and saw they had been admitted to the ED at 11.20am and into the AEU at 
1.05pm. A decision to admit to a ward had been made at 1.59pm. No risk assessment had 
been conducted into the risk of pressure damage for the patient, and they remained in the 
department on an upright chair. Prior to leaving the department at 1am we contacted the 
clinical site manager to express concerns regarding both the patients welfare and were 
informed beds were being made available on a ward. 

 Patients who required mental health support and assessment were frequently admitted to the 
AEU, which was not an appropriate setting. Patients with mental health concerns had a risk 
assessment completed prior to admission to the AEU. Department guidelines stated anyone 
with a red risk score should remain within majors for assessment and that only those patients 
rated amber or green could be transferred to the AEU. Incident reports showed that patients 
who were risk rated as ‘red’ were admitted to the AEU on of whom remained in AEU for two 
nights, awaiting a mental health assessment with only a reclining chair to sleep in  

 At 10.30pm we observed one patient admitted to the AEU to await a mental health assessment 
which would not occur until at least 8am the following morning. We reviewed the incident 
reports from 1 February 2015 to 20 May 2015 and identified thirteen incidents reported with a 
moderate impact of patients remaining in the AEU for over twelve hours. For example:  one 
report on 8 April 2015 stated: “86 year old [patient] presented with a low HB on 7/04/15 at 
14.10hours. Patient remained in recliner chair for a 24 hour period due to no beds available.”   

 
Nursing staffing 

 Whilst nursing staff had staggered start times, there was insufficient flex to meet predictable 
increases in activity within the emergency department. We reviewed the weekly reports produced 
for the Clinical Commissioning group dated 5 May 2015, 11 May 2015 and 19 May15. In these 
reports Mondays were described as the worst performing days on each weekly report. Each 
Monday (with the exception of Monday 6 May 2015 which had only three patients less than the 
previous day) had the greatest number of patients attending the department and the largest 
number of patients who were not discharged or transferred to a ward within four hours. This 
showed that surges in the number of patients and therefore additional staffing required, was 
predictable.  However, staffing levels remained consistent throughout the week despite known 
increases in demand.  
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 One registered nurse and one healthcare assistant were allocated to work in the crossroads area 
each shift. This staff complement had been assessed as being able to care for up to six queuing 
patients. Staff described the escalation processes for caring for patients in the event of a patient 
surge or overcrowding. When there were eight queuing patients in the crossroads area, red 
escalation was declared and assistance sought from elsewhere in the dept. When the number rose 
to ten patients, black escalation was declared and assistance sought from elsewhere in the hospital 
known as a SOP (standard operating procedure) nurse. On both 7 and 18 May 2015 we observed 
the release of the SOP nurse to support the area. However, these were nurses from elsewhere 
within the hospital and on both occasions neither had worked in an emergency department nor had 
any emergency department experience. During the evening of 18 May 2015, attendance in the 
department was so high the matron remained to coordinate and take charge of the crossroads 
area. They had started work at 8am and had been due to finish at 5pm. They remained in the 
department, working clinically in the crossroads area until midnight.  

 The creation of the streaming nurse in reception had been a new initiative since our inspection in 
November 2014. It was anticipated this role would be filled for twelve hours a day, every day. 
However, staff told us this did not always happen. During the unannounced inspection of 18 May 
2015, there was not a streaming nurse on duty.  Staff told us this was the third day in a row they 
had been without a streaming nurse in the reception area. 

 We were told staffing levels within the Acute Assessment Unit (AAU) was of concern. Staff 
described a large number of vacancies and a high number of staff who had been qualified under 
one year and may therefore have limited skills in assessing the acutely ill medical patient. Staff felt 
this was a cause for surges and overcrowding within the ED as medically expected patients, who 
would normally be admitted directly to AAU, formed a large number of patients attending the 
department. We reviewed the staffing levels within the AAU and noted a large number of temporary 
staff assigned to the area (bank and agency). We reviewed the staffing levels for AAU for the 
period between 1 May 2015 and 19 May 2015. Of a total of 38 shifts, only 12 were staffed fully with 
staff from the area. Gaps in the rota were filled by bank and agency staff who amounted to 32% of 
the total workforce. The area was noted to have a large number of vacancies; eleven registered 
nurses and eleven healthcare assistants. 

  
Medical staffing 

 Following the inspection in November 2014, the trust recruited two additional consultants bringing 
establishment up to 13.5 whole time equivalent staff. This allowed rapid assessment and treatment 
(RAT) to be carried out between 10am and 5pm on Monday to Friday through the allocation of one 
consultant in the crossroads area. However, during the inspection we noted this cover was not 
always provided. For example, we observed the area for 45 minutes from 12.45pm to 1.30pm on 7 
May 2015. During this time there were between two and four ambulance patients queuing at any 
one time and two self-presenting patients who had been brought through from minors following 
triage. The doctor responsible for the area was seen to enter the area briefly once during this time. 

 Patients waited a long time in the emergency zone for review by specialists. This meant that the 
planning and delivery of their care and treatment was delayed. Expected patients (urgent 
admissions referred by general practitioners) were routinely admitted via the ED because there 
were no appropriate beds in the hospital. Staff described long waits for patients to receive speciality 
reviews. For example, we noted one incident report dated 28 April 2015 which described an eight 
hour wait for a patient to be seen by a medical staff member. Another dated 30 March 2015 where 
a patient had been admitted to the AEU at 3:15pm. Despite referral to the surgical team at 6:25pm 
on 29 March 2015 the patient had still not been seen at 12:30am on 30 March 2015. 
 

 

Are Emergency & urgent services effective? Requires improvement    

We raised concerns at our previous visit about failure to consistently assess pain and administer pain relief 
promptly.  Performance in both local and national audits is this area had shown this needed to improve. 
We observed access to adequate pain relief remained a concern, with patients seen to wait long periods of 
time before pain relief was administered. Staff brought in to the department to support in times of 
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overcrowding in the crossroads did not always have the skills or experience required. Access to food and 
drink whilst patients waited in the department had improved with better availability of water and the 
recruitment of a housekeeper who undertook regular ‘tea’ rounds. 

 
Pain relief 

 
 Patients waiting in the corridor (crossroads) area of the emergency department did not always 

receive timely or effective pain relief from emergency department staff. However, once patients 
were taken from the crossroads area into majors or the resuscitation area, pain relief was seen to 
be administered promptly. 

 There had been no internal audits of pain relief since our last inspection. However, a programme of 
monthly snap shot audits using a number of performance metrics was about to start, led by an ED 
consultant. Senior staff told us they felt confident the two significant changes in process, improved 
triage of minors and more consistent use of rapid assessment and treatment processes, would 
result in improved performance in the delivery of pain relief.  

 We reviewed the delivery of pain relief to patients within the department. We saw one patient arrive 
by ambulance. They were in severe pain and using inhaled analgesia supplied by the ambulance 
crew. The patient was seen to remain in the corridor on an ambulance trolley for 15 minutes. A 
relative was heard informing the ambulance crew that the inhaled analgesia was not adequately 
controlling their family member’s pain. During the time we observed them in the corridor, we saw 
no ED staff approach the patient or move them into a cubicle, which at the time was vacant. 

 We observed a second patient arrive in the department at 1.08pm. Pain relief was not administered 
until 1:50pm, 42 minutes later. The patient’s relative was asked to alert staff if their pain worsened. 
Further analgesia was administered at 3.30pm.  

 We observed a third patient with a severe headache who had been waiting for over 45 minutes 
without the offer of analgesia.  

 We saw a fourth patient with abdominal pain in the crossroads area. They were being cared for by 
a member of ambulance crew who described administering intravenous morphine to the patient 
from their stocks in order to provide them with pain relief whilst they waited to hand the patient over 
to a member of nursing staff. They had remained with the patient awaiting handover for over 75 
minutes.  

 We looked at a set of notes for another patient with a bone fracture. They arrived by ambulance at 
10.40am. A pain assessment was recorded at 11am and recorded a pain score of 7. Pain relief 
was administered at 12.25pm.  

 
Nutrition and hydration 

 Water jugs and glasses were available to patients in the crossroads area. In addition, a 
housekeeper had been recently employed to provide housekeeping support 24 hours a day and 
seven days of the week. We observed them conduct tea rounds to patient in the majors’ area, the 
crossroads and AEU and patients were seen being offered sandwiches where appropriate. They 
described a process for obtaining additional sandwiches outside of meal times and also for 
accessing cooked chilled foods to offer patients in the AEU who had been there for a long period of 
time a hot meal. 

 
Competent staff 

 Nursing staff deployed from other areas of the hospital to the emergency department, to provide 
additional support in the crossroads corridor area, did not always have the competencies to provide 
patients with the care and treatment they needed. We observed a nurse from a ward who had been 
deployed to assist on the corridor as the SOP nurse. As a newly qualified nurse, they had never 
worked on ED before and were unable to take blood samples or insert cannulas. Other SOP 
nurses were observed who had the skills to take blood samples or insert cannulas, but had also not 
worked in the ED before. As a result they were directed to undertake specific tasks on patients, for 
example to obtain patient’s blood samples, rather than to deliver patient centred care as a nurse 
with emergency department experience would. 
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Are Emergency & urgent services responsive? Inadequate    

We reviewed the access and flow of patients through the Emergency Zone. Despite a requirement to 
improve, patients continued to be admitted to and remain within the crossroads area. Performance against 
the four hour target remained consistently below the 95% standard. The number of medically expected 
patients admitted to the ED impacted on the department’s ability to manage the number of patients 
presenting. Once in the department, flow out was also restricted. During our inspection, in order to release 
beds, staff called a critical internal incident late at night. As a result, beds were released and flow 
improved. Patients within the department did not have their individual needs met. Patients were not always 
afforded privacy and dignity whilst waiting in the corridor (crossroads) area of the emergency department. 
Patients were cold whilst awaiting assessment in that area. Patients also remained overnight in the AEU. 

 

 
Access and flow 
 

 Performance against the four hour target from December 2014 to April 2015 was consistently 
below the 95% standard, ranging from 83.3% to 86.9%. 

 Staff described a high number of medically expected patients attending the department rather than 
being admitted to the AAU. Incident reports described a high number of medically expected 
patients awaiting review and transfer to medical wards, for example on 9 March 2015, 24 medically 
expected patients were admitted to the ED and on 6 April 2015, ten medically expected patients 
were admitted to the ED. This impacted on the ability of the ED to admit patients into the majors’ 
area and increased the likelihood of patients remaining within the crossroads area for long periods 
of time.  

 Rapid assessment and treatment involves the early assessment of undifferentiated majors’ patients 
by a senior doctor allowing them to define a care plan and stream patients appropriately to ensure 
emergency investigations and treatment, including pain relief are not delayed. The RAT system 
was being undertaken on a trial basis within the department and the benefits were still to be 
evaluated. However, early feedback suggested that patients who received RAT had timely pain 
scores and analgesia, timely antibiotics for sepsis patients and timely investigations such as CT 
scans.  

 Staff described the process for managing patients once checked in to the ED. We also reviewed 
the standard operating procedures which stated patients were to be moved from the ‘pit stop’ to 
one of two majors cubicles which were designated areas for assessment, often known as rapid 
assessment and treatment (RAT). Patients entered these cubicles, received assessment and were 
then moved to other cubicles in order to ensure that the designated assessment cubicles were free 
for further patients requiring assessment. We observed the flow through these two cubicles and 
noted that when the department was not overcrowded, they were used as intended. However, 
during times of surge and overcrowding within the department, patients were unable to be moved 
out of the cubicles because there was no other majors’ cubicle available for them to be placed into. 
As a result the planned RAT process ceased. 

 Flow out of the emergency department was restricted. For example, we observed one patient in the 
resuscitation area at 7:30pm. A decision to admit the patient had been made at 1:40pm. However, 
at 11pm they remained in the emergency department awaiting an appropriate bed. 

 We reviewed the escalation status of the department from 1 December 2014 to 7 May 2015 (a total 
of 145 days, although not all data for this period of time was made available to us). The department 
was reported as being at ‘Red’ escalation (“regularly unable to function as normal and verging on 
unsafe for periods of time”) for a total of 51 days and at ‘Black’ escalation (“dangerous for a 
sustained period of time (more than two hours) and where normal care is not possible”) for 51 days. 

 The ambulance service had agreed a process, known as the ambulance standard operating 
procedure (SOP) which allowed ambulance crews to leave patients in the department if they had 
been waiting to hand over to nursing staff for longer than 30 minutes. This was enacted on 21 
occasions during that same timeframe. Staff told us that the ambulance service did not enact this 
lightly, and delays were often greatly in excess of 30 minutes before the SOP was enacted.  
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 At 10:55pm on 18 May 2015 we observed a total of 22 patients in the corridor area. This meant the 
number of patients requiring majors care was 110% above capacity. There were six ambulance 
crews queueing to hand over the care of their patients. One ambulance crew had been waiting to 
hand over for over one hour. At this point a decision to declare a critical internal incident was made. 
It was the view of the specialist advisor accompanying us that this was appropriate but should have 
been called at an earlier point in the evening. The executive on call had been present in the 
department until approximately 10:30pm, at which point they left the hospital to go home despite 
the high number of patients in the crossroads area. The request to declare a critical internal 
incident was made to the manager on call who was with the clinical site manager at the time. Over 
the following hour we observed beds become available and patients moved from the majors’ area 
to wards. It was not clear why these had not been available prior to this point. Patients were also 
moved from the crossroads area into the AEU to await test results. The ambulance SOP was 
implemented and at the request of senior clinicians a request was made to the ambulance service 
to transfer any suitable inbound patient to a neighbouring trust. At 1am (19 May 2015) the situation 
had greatly improved with fewer than ten patients in the crossroads area. 

 
Meeting people’s individual needs 

 Patients with mental health problems continued to wait too long for an assessment under the 
Mental Health Act 1983. Between December 2014 and May 2015, 79 out of 186 patients (42%) 
who attended ED with mental health problems spent more than four hours in the dept.  Sixty eight 
of these (38%) were delayed because they were waiting for an assessment under the Mental 
Health Act 1983.   

 The corridor (crossroads) area of the emergency department remained cold whilst patients were 
waiting to receive assessment, care and treatment. The ambulance doors were frequently open, 
allowing cold air into the department. Patients were seen waiting in this area in nightwear.  

 Patients were not always afforded privacy and dignity whilst waiting in the corridor (crossroads) 
area of the emergency department. For example, we observed one patient have their chest 
examined whilst in the crossroads area. Some patients were seen waiting in nightwear and 
conversations could be easily overheard. 

  

Are Emergency & urgent services well-led? Requires improvement    

Concerns raised in the warning notice indicated a need to review the governance and leadership of the 
department and division. Governance and risk management within the Emergency Zone was not effective. 
Whilst processes existed, concerns raised in the warning notice issued as a result of the inspection in 
November 2014 continued to occur. Whilst the executive team were seen as being supportive, there was 
little support from the wider division management team. 

  
Governance, risk management and quality measurement 

 Performance within the department was reported weekly to the Bristol & South Gloucestershire 
Clinical Commissioning Groups. Activity and clinical governance was also reviewed at divisional 
and board level performance meetings.  

 Despite high levels of concern raised by staff and continuing poor performance against targets, 
concerns were not being fully addressed at divisional and board level. This indicated either a 
shortfall in the governance system, which resulted in significant concerns not being alerted to the 
board, or an acceptance of the concerns raised as events which were common place. For example, 
the department risk register (up to 20 May 2015) contained only six recorded risks.  This risk 
register covered risks identified in all areas of the emergency zone (ED, AEU and AAU) and 
identified continuing concerns which we had raised in our inspection in November 20414. One 
entry (undated but for review on 3 June 2015) described the risk to patients within the crossroads 
area and stated “Patient may have a life threatening condition that is sub-optimally managed 
leading to serious harm. Patients don't have privacy and dignity whilst on hospital trolleys in 
Crossroads. Patients care is potentially suboptimal whilst in crossroads area.”  

 There were plans in place to implement quality outcome audits, where staff were to review the case 



20150605 Southmead Hospital Quality report – DRAFT 16 

notes for all attendances during a 24 hour period each week. This had yet to commence at the time 
of our inspection. 

 Staff described having developed the action plan for improvement following our previous inspection 
with no input from the divisional management team. Following its creation, the department leads 
had presented it at trust level and reported on progress at divisional meetings. 

 
Leadership of service 

 There was a newly appointed (in December 2014) clinical lead in post with responsibility for the ED. 
However, since appointment they had not had a one to one meeting with their line manager. 
Support received from executive level was described as good. 

 Following our inspection in November 2014, the trust had commissioned an external review of the 
EZ against the actions identified in the warning notice. External reviewers visited the departments 
on 23 and 30 April 2015 and 1 May 2015. The report acknowledged that they had been unable to 
test the service at a time of overcrowding. Ongoing concerns were raised regarding the use of AEU 
with the report stating “limited evidence that it is being used effectively at the moment particularly 
there is no single accountable clinical and managerial lead or a clear definition of its role. The 
tensions and conflict characterised as “turf wars" around the ambulatory care pathway requires 
executive team leadership and action to resolved.” Staff told us systems for the use of AEU had 
undergone minimal change with the exception of some ‘hot clinics’ being moved to mornings. The 
AEU was felt to have a ‘confused identity’ with senior medical staff wanting to use the area for a 
variety of speciality work. The area was led by the clinical director for the medical division who also 
had responsibility for the whole Emergency Zone. 

 Leadership within the ED was seen to be strong. The clinical lead, matron and ward manager 
worked cohesively, were visible and supportive. However, there was little engagement with the 
divisional management team who continued to be directive and lacked a supportive approach. 

 Release of beds on declaration of an internal critical incident on 18 May 2015 indicated ongoing 
practices that supported the belief that overcrowding in the ED was a problem for ED and not the 
trust as a whole. 

 
Culture within the service 
 

 Staff continued to demonstrate resilience and professionalism whist working in challenging 
conditions. One staff member stated being able to cope “only because I’m part time.” This was 
supported by an open culture within the department where staff welcomed change to improve the 
service. 
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BY EMAIL 
 
 
Ms Andrea Young 
Chief Executive 
North Bristol NHS Trust 
Learning Resource Centre 
Southmead Hospital 
Bristol  
BS10 5NB 
 

 
9 July 2015 
 
Care Quality Commission 
Health and Social Care Act 2008 
Re: Southmead Hospital, Southmead Road. Bristol. BS10 5NB 
   
 
Dear Andrea, 
 
We spoke last week about our inspection of 7, 8 and 18 May 2015. on 1 July 2015 
we held a further management review meeting and I can confirm that we have 
decided not to take further enforcement action in respect of the warning notice issued 
in  December 2014 at this stage. Whilst we have noted that the warning notice has 
not yet been met in full we have also taken note of the very positive progress 
reported to the Quality Summit in Bristol on 22 June. 
 
We will undertake a further unannounced inspection of the emergency zone to follow 
up on the issues raised in our November 2014 inspection and that in May 2015.  If at 
this further inspection the issues and concerns still remain, we will consider taking 
further enforcement action.  
 
In the meantime it would be helpful if we could continue to receive updates from you 
about the quality of the service provided to patients in the emergency zone, with 
particular focus on the areas of concern raised in our recent inspection. It would also 
be useful for us to speak regularly about your progress with the actions that you are 
taking to improve the service. I suggest we schedule a monthly call with you and 
other key members of the team to review this with us. 
 
It is important that if there is any slippage in the performance or quality of the service, 
that you inform us at the earliest opportunity. 
 
If you have any questions about this letter, please do not hesitate to contact me 
either by email: Catherine.Campbell@cqc.org.uk or by telephone on 01275374182 or 
07795122126. 
 
 

Care Quality Commission  
Citygate 
Gallowgate 
Newcastle upon Tyne 
NE1 4PA 
 
Telephone: 03000 616161 
Fax: 03000 616172 
 
www.cqc.org.uk 

mailto:Catherine.Campbell@cqc.org.uk
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Yours sincerely 

 
Catherine Campbell 
Inspection Manager 
 



North Bristol Friends and Family Test

ED Weekly Responses

6-10 July 2015

                                     Response                                                           Total                       Main ED              Seated Assessment

1 Extremely likely 30 9 21

2 Likely 8 4 4

3 Neither likely nor unlikely 3 3

4 Unlikely 1 1

Date Seated_Assesment FFT Response Comment

30/06/2015 Seated Assessment Extremely likely Very friendly and calm staff. Reassuring and kind. Thanks.

05/07/2015 Main ED Extremely likely Did not have to wait to be seen by doctor and medical staff who were very friendly, 
explained what needed to be done. Overall, no problems and would be extremely 
likely to recommend to family and friends.

03/07/2015 Seated Assessment Extremely likely Very good, explained everything clearly. No delays. Doctor and nurse very good as they 
reassured about things. The respiratory nurse also explained about everything clearly. 
Very good service.

04/07/2015 Seated Assessment Extremely likely Staff are very helpful and caring. Nothing seems too much trouble. Thank you.

02/07/2015 Seated Assessment Extremely likely Everyone has been amazing - warm, friendly and caring. I have been well taken care of 
by everyone. Well done NHS.

30/06/2015 Main ED Extremely likely Clean, seen reasonably quickly, fixed!

02/07/2015 Main ED Extremely likely Really efficient service and treatment. Helpful/informative practitioners.

03/07/2015 Main ED Extremely likely Friendly and polite.

05/07/2015 Main ED Extremely likely Treatment given was what was required for the injury!

02/07/2015 Seated Assessment Extremely likely Very quick to see patients.

03/07/2015 Main ED Extremely likely Helpful staff and seen to quickly.

02/06/2015 Seated Assessment Extremely likely Very professional and friendly.

05/07/2015 Main ED Extremely likely Best hospital in town, doctor, staff everyone extremely helpful.

30/06/2015 Seated Assessment Extremely likely Staff have been brilliant and looked after me straight away when I came in with chest 
pains. They got to the bottom of the problem and kept me fully informed.

02/07/2015 Seated Assessment Extremely likely Everyone was very nice to me. Would like to be kept informed a little more but 
generally very good.

03/07/2015 Seated Assessment Extremely likely Very helpful [unreadable comment].

03/07/2015 Main ED Extremely likely Efficient, friendly and professional.

02/07/2015 Seated Assessment Extremely likely

03/07/2015 Seated Assessment Extremely likely Nurse helpful and sorted things out quickly and efficiently. Consultant informative and 
attentive.

30/06/2015 Seated Assessment Extremely likely Seen quickly, explained what was happening.

06/07/2015 Main ED Extremely likely Very speedy and professional service, thank you.

05/07/2015 Seated Assessment Extremely likely Because of the attentive staff and professional environment. Thank you so much. We 
love you Bristol A&E treatment room.

05/07/2015 Seated Assessment Extremely likely

04/07/2015 Seated Assessment Extremely likely Staff were fabulous. Very helpful and polite.

30/06/2015 Seated Assessment Extremely likely Fantastic welcome and service. Thank you.

01/07/2015 Seated Assessment Extremely likely Very helpful and thoughtful.

01/07/2015 Seated Assessment Extremely likely

30/06/2015 Seated Assessment Extremely likely Staff very helpful. Looked after very well. Very happy with whole team. Thank you.

03/07/2015 Seated Assessment Extremely likely Very quick and friendly.

04/07/2015 Seated Assessment Extremely likely Parking was OK. Staff wonderful. Reception really friendly and helpful. Very clean. 
Thank you for the tea.

04/07/2015 Main ED Likely Good service - parked close.

04/07/2015 Seated Assessment Likely Fast, friendly, helpful, efficient.

04/07/2015 Main ED Likely Seen fairly quickly. All staff were helpful and polite.

03/07/2015 Main ED Likely

03/07/2015 Main ED Likely Quick service, friendly staff.

04/07/2015 Seated Assessment Likely Very attentive doctors in ED majors, excellent service. Nurses also excellent, no need 
to constantly prompt they were always on time with everything. [unreadable 
comment] in seated assessment, sat down talking about social life, does not look good.

05/07/2015 Seated Assessment Likely Quiet and comfortable area. Helpful staff in regards to refreshments.

04/07/2015 Seated Assessment Likely

04/07/2015 Main ED Neither likely nor unlikely

09/07/2015 Main ED Neither likely nor unlikely Waiting time is unacceptable.

05/07/2015 Main ED Neither likely nor unlikely Waiting times are unacceptable, no reflection on staff at hospital!

03/07/2015 Seated Assessment Unlikely Good - staff competence and friendliness. Bad - treatment did not work, symptoms got 
worse but on contacting consultant was fobbed off back to GP who referred me again. 
Focus is on doing test rather than the patient illness.
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Commentary  
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XXXX 

1 Well Led  
Care Quality Commission Action Plan Delivery Progress 
Board Sponsor   Director of Nursing  

 Commentary 
 
• There were 75 actions set by 

CQC (status at 30/4/15) is shown 
in first table. 

• NBT’s Action Plan set out 192 
total actions to deliver the above, 
summarised within the 2nd table. 
54%have been completed, a 
further 31% are ‘on track.’ 

• Evidence is being validated for all 
actions falling due by each of the 
bi-monthly CQC Operational 
Delivery Group meetings.  

 
Compliance Action (CA)  Progress 
Priority focus is to ensure delivery of 
the CAs and Enforcement Action. 
• An update against the ED 

Enforcement Action is provided 
on the following page. 

• One CA is complete (no.8). 
• CAs 2, 6, 7, 9 and 10 are on track 

as planned. 
• CA 4 – Management of Medicines 

is now overdue (this was flagged 
as a ‘risk of delay’ in the last 
Board report). The action will be 
completed by 31 August following 
reviews overseen through 
Medicines Governance Group of 
the storage approach in Brunel - 
ensuring that sufficient 
temperature controls, physical 
storage and operational 
practicalities are in place. 

 

‘Must do’ exceptions (amber or red) 
are listed on the following page. 
 
 
 
  

Total NBT actions required to deliver CQC Actions specified above 
Actions TOTAL % 
Total actions completed 104 54 
‘Green’ Actions (on track) 56 31 
Potential Delay/ Insufficient evidence 10 5 
Overdue 22 10 

CQC Enforcement and Compliance Actions Status n=75 (Actions set by CQC)

Must Should Must Should Must Should Must Should Must Should

Patient Flow
Enforcement Action: Warning Notice 16th December 2014.  Care and wel fare of 
people who use services . 
Compliance Action 1:  Care and wel fare of people who use services . (#1A – 6)

31/07/2015 9 0 1 0 2 0 3 0 3 0

Patient Flow Other Actions (#7-11) 31/12/2015 2 3 1 1 1 2 0 0 0 0

Patient Safety
Compliance Action 2:  Assess ing and monitoring the qual i ty of service 
providers . (#12-16)

31/07/2015 3 2 1 1 2 0 0 0 0 1

Patient Safety
Compliance Action 3:  Safeguarding people who use services  from abuse. 
(#17-18)

31/07/2015 1 1 0 0 1 1 0 0 0 0

Patient Safety Compliance Action 4:  Management of medicines . (#19-22) 01/07/2015 1 3 0 0 0 1 0 2 1 0

Patient Safety
Compliance Action 5:  Care and wel fare of people who use services  
(Records). (#23-27)

31/12/2015 2 3 0 0 1 2 1 1 0 0

Patient Safety Compliance Action 6:  Safety, ava i labi l i ty and sui tabi l i ty of equipment. (#28) 30/09/2015 1 0 0 0 1 0 0 0 0 0

Patient Safety Compliance Action 7:  Cleanl iness  and Infection Control . (#29-32) 30/11/2015 3 1 2 1 1 0 0 0 0 0

Patient Safety Compliance Action 8:  Safety and sui tabi l i ty of premises  (HITU speci fic). (#33) Completed 1 0 1 0 0 0 0 0 0 0

Patient Safety Other Actions (#34-39) 30/11/2015 1 5 1 4 0 1 0 0 0 0

Patient Experience Other Actions (#40-52) 31/10/2015 1 12 0 8 1 3 0 0 0 1

Staffing Levels, 
Wellbeing & 
Engagement

Compliance Action 9:  Staffing. (# 53-63) 31/12/2015 5 6 1 3 4 2 0 1 0 0

Training
Compliance Action 9:  Staffing. 
Compliance Action 10:  Supporting s taff. (#64-72)

01/10/2015 4 5 1 2 3 3 0 0 0 0

34 41 9 20 17 15 4 4 4 2

OverdueRegulationTheme No. of Actions Completed On track Potential DelayFinal Action 
Date
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2 Well Led  
Care Quality Commission Action Plan Delivery Exceptions 
Board Sponsor   Director of Nursing  

 
 

Commentary 
 
The four overdue ‘Must Do’ actions 
are reported in the table opposite. 
 
Revised action dates are proposed 
and subject to Board review will be 
discussed /agreed with the  CQC. 
 
There are also 4 ‘Must Do’ actions 
that are deemed to be at risk 
(potential delay), the first 3 of which 
relate to patient flow issues, which 
are; 
• 1A – patient care in appropriate 

place & support leaving hospital 
• 1C – ED ambulance queues. 
• 1D – Effective discharge plans 

when medically fit. 
These three are targeted for 31/7/15 
in line with 4 hour recovery plan, 
status reflects current risk levels. 
 
 ED Re-Inspection 
• Risk Summit 22 June 2015 
• Final report received, issued 

publicly 17 July 2015. 
• Acute Medical Unit opened 29 

June 2015. 
• Quality Dashboard – Nursing 

documentation in place, test 
audits completed (2 per week). 

• Weekly review of Quality 
Dashboard including time-based 
metrics at Acute Flow Group. 

 
Further details in separate paper on 
Board agenda. 

 
 
 
 
 
 
 
 
 
  

Ref Action Lead(s) Action Date Issues / Revised Action Revised Date 

2.1 Improve time patients 
wait to be assessed and 
remain in ED 

CD/ED Consultant 
& Matron 

30/4/15 Triage nursing arrangements in place but 
CQC inspection raised concerns about 
their delivery in peak times. 
Weekly review  of ED Quality Dashboard 
at Acute Flow Group covering range of 
quality metrics and time in corridor to 
assess safety and seek reduced waiting in 
corridor.  
 

31/08/15 

3.1 Mental Health Liaison in 
ED 

CD/ED Consultant 30/4/15 Plan agreed, delays with AWP post now 
resolved and interview date set for  
22/10/2015. 

31/10/15 
(appointment 

made) 

5.1/2 Care for patients in AEC 
& future use 

CD/ED Consultant 31/5/15 Nursing Assessments and documentation 
fully in place and audits underway to 
confirm, outcomes included in ED Quality 
Dashboard.  Task & Finish Group 
clarifying patient mix within AEC. 

31/7/15 
(review & close 
when AEC use 

finalised) 
  

19.1 Ensure that all 
medicines are stored 
safely and appropriately 
and records relating to 
administration are 
accurate. 

Deputy 
DoN/Medicines 
Management Lead 
 

01/07/15 
 

The Medicines Governance Group has 
overseen and agreed the storage 
approach in Brunel - ensuring that 
sufficient temperature controls, physical 
storage and operational practicalities are 
in place. This will be concluded by the 
end of August 2015. 

31/8/15 
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Executive Summary 

June 2015 
 

 Access - June’s 4 hour A&E performance was 97.2% against a target of 94.8% and has therefore exceeded 

trajectory and met the National standard for the first time since June 2013. Against the trajectory for RTT 

incomplete performance, NBT has delivered 3,885 cases vs. a target of 4,102. Good progress has been made in 

the Medical directorates to make inroads on their backlogs, with the exception of Gastroenterology due to 

Consultant vacancies. Detailed review of the demand and capacity has been undertaken at speciality level 

during the month to provide confidence in the forward trajectories. The diagnostic performance deteriorated from 

99.2% in May to 98.7% in June as predicted, with sustainable performance planned for late Summer 2015. 

 

The final position for cancer in May showed the Trust had delivered on 4 of the 8 cancer waiting targets. The 

‘unvalidated’ position in June currently has the Trust achieving 4 of the 8 key targets.  

 

Safety – Nutrition screening in June has again improved to 89.5%, against rolling year of 78% (target 90%). For 

HCAI the year to date position for C Difficile at  25 reported cases represents failure of Q1 trajectory. 

 

Patient Experience – The total number of overdue complaints as at the end of June reduced to 59 and the Trust 

remains on target to clear all overdue cases by the end of July. The position as at 16th July stood at 44 cases 

overdue. 

 

Workforce – During June 342.21 wte offers were made (against 215.73 wte in May) with 142.49 wte accepted 

and with 199 wte staff appointed. Trust turnover levels have reduced to below 9% for the first time in over a year. 

 

Finance – For the year to date the Trust is £3.3m adverse to plan the primary drivers were lower than planned 

elective income of £1.5m and unidentified savings of £1m together with pay overspends of £1m offset by a small 

non-pay underspend 
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Key / Notes 
 

Unless noted on each graph, all 

data shown is for period up to, 

and including, 30th June 2015.   

 

All data included is correct at the 

time of publication. Please note 

that subsequent validation by 

clinical teams can alter scores 

retrospectively.  

 

All target lines: 

All improvement trajectories: 

 

 

DASHBOARD KEY: 
 

Perf  worsened & below  target  

 

Perf worsened, but above target  

 

Perf worsened, no target  

 

Perf improved but below target  

 

Perf improved & above target  

 

Perf improved, no target  

 

Perf stayed same, below target  

 

Perf stayed same , above target  

 

Perf stayed same , no target  
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4 RESPONSIVENESS 
SRO   Kate Hannam Director of Operations   

Section Summary  

Improvements & Actions 

June’s 4 hour A&E performance was 97.2% against a target of 94.8% and has therefore exceeded trajectory and met the national standard a month earlier than 

expected. Attendances were 6,933 overall vs. a 2014/15 average of 7,114, non-elective admissions were 3,426 overall vs. a 2014/15 average of 3,222. The 

Urgent Care Recovery Plan (UCRP) and its four work streams detail the actions by both the Trust and partners to continue to perform against the 4hr standard. 

The NBT Internal Flow Priorities include: 

 Impact of Better Board Rounds project and the SAFER checklist, supported by ward level metrics and dashboards – 0.5 day length of stay reduction across 

medical wards  

 Minimising delays for internal services; therapies, pharmacy, transport, deep cleans etc. 

 Improved implementation of Criteria Led discharge 

 Reconfiguration of the AAU to an Acute Medical Unit by 1st July, followed by implementation of an acute frail elderly unit in August  

 Revision of the Ambulatory Emergency Care model (AEC) by the end of July 

 Expansion of Discharge to Assess, reduction in bed days associated with complex (DToC) patients building on the system’s capacity & demand model for 

the external resource required (POC, placements etc.) to deliver a step change in the number of patients on the LHPD and hence improve 4hr sustainability 

due to the targeted reduction in bed occupancy. 

 

The Trust exceeded its trajectory for 2015/16 RTT incomplete performance 3,885 vs. a target of 4,102. Good progress has been made in the medical directorates 

to make inroads on their backlogs, with the exception of Gastroenterology due to consultant vacancies. The following specialties make up the majority of the 

incomplete backlog; T&O & Spines (42%), General Surgery (14%), Neurosurgery (9%), Neurology (9%) and hence are the main focus for RTT recovery plans. 

We continue to perform above our spinal trajectory for patients waiting over 52 weeks for treatment (clearance January 2016), however, in June the 

Neurosciences position has significantly deteriorated with the addition of 46 patients waiting over 52 weeks, following the reporting update for the Adult Epilepsy 

Surgery Programme (AESP)  

ED Breach Trends 

The principle reason for breaches for the first time this year has switched from bed availability to waits for ED assessment.  In June the greatest number of 

breaches was over Saturday’s, primarily as a result of ED vacancies and short term sickness (both ENP and doctors). Weekend discharge numbers remain a 

concern and lead to FLOW issues on Sunday and into Monday’s. The total number of medically fit for discharge days has reduced by 20% from January, against 

a 10% overall drop in emergency admissions.  

Areas of Concern 

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

Recovery Plan are as follows: 

UCRP Risk 4: Lack of community capacity and/ or scope to provide Discharge to Assess pathways to reduce the size of the LHPD. Bristol DtA comes on line as 

of 20th July 2015, but the SG launch is not anticipated until at least October. 

UCRP Risk 5: Appropriate nursing and therapies staffing within NBT to enable flow given vacancy rates and hot spots such as AAU 

UCRP Risk 6: LoS reductions and bed occupancy targets in the bed model are not met leading to performance issues 

UCRP Risk 7: Temporary closure of Elgar beds for refurbishment for 12 weeks from July 2015, Bristol mitigation plan met by DtA roll out, SG plan reliant on 

existing capacity and hence more high risk. The Trust is seeking to combat this through improvements in its own LOS and use of escalation capacity 



 

 

 

 

 

5 XXXX 

XXXXX 
Board Sponsor XXXX 
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Access Standard 

June 2015  Most recent 
quarter’s 

performance  
(Quarter 1 Apr - 

June) 
against national 

target 

Quarterly Trend (Q4 vs Q1) 
 

Against 
national 
target  

Against 
NBT 

Trajectory 

Trend from 
last month 

 

Performance 
to be 

achieved 
by… (as per 
trajectory) 

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

July 2015  
           
             84.4%(Q4) to 91.1% (Q1) 

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

Not met in 
15-16 

              84.4% (Q4) to 86.1% (Q1) 

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

Feb 2016               91.1% (Q4) to 93.3% (Q1) 

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

Not met in 
15-16 

              80.6% (Q4) to 80.3% (Q1) 

Trust wide Referral to 
Treatment  Backlog  

Not met in 
15-16 

                4141 (Q4) to 3869(Q1) 

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

Oct 2015                 1.83% (Q4) to 1.33% (Q1) 

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

Aug 2015                  15 (Q4) to 7(Q1) 

Responsiveness  

Summary Dashboard 
Board Sponsors   Director of Operations 

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

93.8% 97.2% 

3885 

85.2% 

86.4% 

1.0% 

3 

86.4% 

12 

1.6% 

4000 

91.0% 93.9% 

79.6% 



 

 

 

 

 

6 XXXX 

XXXXX 
Board Sponsor XXXX 

Commentary  

XXXX 

XXXXX 

XXXX 

6 Responsiveness 

Urgent Care 
Board Sponsor   Director of Operations 

Commentary 

 

Overall June’s performance was 

97.2% with waits for ED 

assessment being the main cause 

of breaches.  

 

The actions in the URCP aim to 

reduce overall bed occupancy to 

allow the trusts to better cope with 

variation in ED attendances and 

admissions throughout the week.  

 

The action to boost criteria led 

discharge and improve planning 

for discharge is intended to smooth 

discharge numbers across the 

week and dampen the “Monday” 

breach affect which continues to 

be our main breach day. 

 

An ECIST supported community 

discharge facilitation project was 

on site weekend of the 21st June 

across medical and surgical wards. 

Learning to boost weekend 

discharges has been incorporated 

into UCRP. 

 

 



 

 

 

 

 

7 XXXX 

XXXXX 
Board Sponsor XXXX 

Commentary  

XXXX 

XXXXX 

XXXX 

7 Responsiveness 

Urgent Care   Admission Rates 
Board Sponsor   Director of Operations   

 
Commentary 

 

For 2015/16 NBT has submitted 

revised ambulance turnaround 

trajectories and intends to meet 

90% of ambulances offloaded 

within 15 minutes by August, with a 

zero tolerance to 60 minute 

breaches from mid June.  

 

Emergency admission numbers 

across the last 4 months have 

remained largely static. Bed 

occupancy for June was 84.9% 

 

Patient numbers in the ED corridor 

have fallen to pre winter levels and 

the average time spent per patient 

is at it lowest level since June 

2014.  Driving down this indicator 

is a key focus of the ED Quality 

improvement plan. Key 

developments include modification 

of the consultant led rapid 

assessment model, double triage, 

remodelling of AEC and the overall 

UCRP to improve flow. 



 

 

 

 

 

8 XXXX 

XXXXX 
Board Sponsor XXXX 

Commentary  

XXXX 

XXXXX 

XXXX 

8 Responsiveness   

Length of Stay 
Board Sponsor   Director of Operations  

Commentary 

 

The number of patients with 

Length of Stay over 14 days has 

remained largely static over the 

last 6 months. Weekly reviews by 

senior nursing staff of all patients 

over 10 days is underway. 

 

BNSSG commissioned capacity 

and demand work on complex 

discharges has reinforced URCP 

plans to reduce overall leaving 

hospital patient database numbers 

in light of the disproportionate 

impact this patient cohort has on 

occupied bed days. The main 

cause of MFFD delayed days 

remains wait for assessment. 

 

The system’s agreed approach is 

expansion of Discharge to assess 

pathways (Bristol goes live 20th 

July 2015, SG not planned until at 

least October 2015).  

 

The total number of medically fit 

for discharge days has reduced by 

20% from January for the month of 

June, against a 10% overall drop 

in emergency admissions.  

 



 

 

 

 

 

9 XXXX 

XXXXX 
Board Sponsor XXXX 

Commentary  

XXXX 

XXXXX 

XXXX 

9 Responsiveness    

Discharges / Transfers  
Board Sponsor   Director of Operations  

 
Commentary 

 

Delayed transfers of care 

(monitored via the Leaving 

Hospital Patient Database), in 

particular, due to waits for social 

work assessment remain above 

nationally accepted levels.  

 

An independent review of the 

classification of DTOCs across 

Bristol was undertaken in April – 

and it has been agreed in principle 

at a system’s level to move to a 

new recording system in October 

at the same time as the launch of 

Discharge to Assess pathways and 

an Integrated Discharge Team. 

 
 

Delayed Transfers - in month total COO22 
035 



 

 

 

 

 

10 XXXX 

XXXXX 
Board Sponsor XXXX 

Commentary  

XXXX 

XXXXX 

XXXX 

10 Responsiveness  

Length of Stay  
Board Sponsor   Director of Operations  

 
Commentary 

 

Elective remains below the Dr. 

Foster expected level.  

 

Non-elective length of stay 

remains above target level and 

hence is the main focus of NBT’s 

patient flow projects, particularly 

in relation to rehab patients and 

those requiring input from health 

and social care partners.  

 

 



 

 

 

 

 

11 XXXX 

XXXXX 
Board Sponsor XXXX 

Commentary  

XXXX 

XXXXX 

XXXX 

11 Responsiveness  

Emergency Department Dashboard 
Board Sponsor   Director of Operations  

Time to initial assessment and time to treatment data is undergoing 

further validation and is expected to worsen once fully cleansed. 



 

 

 

 

 

12 XXXX 

XXXXX 
Board Sponsor XXXX 

Commentary  

XXXX 

XXXXX 

XXXX 

12 Responsiveness 

Patient Flow Work stream 
Board Sponsor Director of Operations 

Commentary 

 

The number of patients with Length 

of Stay over 14 days fell slightly in 

May and has continued to improve 

in June. 

 

Better board round project launched 

and shows early signs of improving 

identification of discharge plans. 

Emphasis will now be on pushing 

planned discharges pre midday or 

into the discharge lounge. 

 

Project plans have been completed 

for key priorities and are progressing 

to timescales overall RAG rating 

AMBER. 

  

Initial project meetings have now 

been held for Pharmacy and 

Transport with planned outcomes to 

improve discharge processes.. 

 

AMU went live on schedule.  

CAU project plan complete currently 

progressing to timescales Go Live 

set for 1 August 2015. 

RTBS - 10 wards within medicine 

have now gone live with Renal 

planned for the 15th July  

D2A continues to progress with 

planned Bristol roll out July 20th 

2015. 

 

Percentage discharge pre 12pm Emergency patients discharged within 2 
midnights 

COO25 
002 COO25 

001 
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Board Sponsor XXXX 

Commentary  
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13 Responsiveness   

Referral to Treatment   All Specialties  
Board Sponsor   Director of Operations 

Commentary 

 

According to the present 2015/16 

RTT trajectories the Trust will 

return to NADM compliance in Qtr 

4 of 15/16, but will not meet the 

ADM or incomplete target in year 

due to the size of the T&O & 

Neurosciences over 18 weeks 

back log.  

 

Throughout Qtr 1 the Trust RTT 

lead has met with private providers 

to ascertain if further external 

resource can be secured to hasten 

overall RTT recovery; the main 

focus being MSK and 

Neurosurgery surgical capacity 

 

Overall the Trust is within the Q1 

backlog target; 3885 against a 

target of 4102. In July a Check and 

challenge session was undertaken 

by the Director of the Elective 

Intensive Support Team; his 

suggestions will supplement the 

Trust’s RTT recovery plan and 

inform the basis of the trajectory 

re-fresh due in July. 

 

 

. 

 
 



XXXX 

XXXXX 
Board Sponsor XXXX 

Commentary  

XXXX 

XXXXX 

XXXX 

14 Responsiveness  

Referral to Treatment Specialty Level & 52 week waits  
Board Sponsor  Director of Operations 

Commentary 

 

There were 245 patients waiting 

over 52 weeks for treatment 

(incompletes) at the end of April – 

191 in spinal surgery, 8 in 

neurosurgery and 46 in neurology 

(AESP). The spinal position 

continues to be favorable to the  

trajectory (clearance by the end of 

Jan 2016).    The AESP 52 week 

clearance is September 2017 

 

The diagnostic target deteriorated 

from 99.2% in May to 98.7% in 

June. Echocardiography has 

exceeded its recovery trajectory 

(December 2015) at 99.3%.  As 

predicted the CT position did not 

met the 99% standard due to 

sickness within the imaging team. 

Outsourcing and temporary waiting 

lists were initiated but were 

insufficient to deal with C&D gap. 

MRI performance was 98.5%. 

 

A revised Trust trajectory based on 

IMAS modelling is in the process 

of being completed – performance 

is expected to return to sustainable 

compliance from late Summer 

2015. 

COO 040 
999 

Diagnostics 6 week wait 

 (Orange = Improvement Trajectory) 

DOO058 
999 
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Commentary  
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15 Responsiveness 

Cancelled Operations  
Board Sponsor   Director of Operations  

 
Commentary 

 

June’s rate of cancelled surgery 

on the day was above trajectory – 

half of which was due to a lack of 

theatre time. Specialties are 

attempting to schedule sessions 

according to average minutes per 

procedure to reduce lost time and 

overruns. 

 

Mediroom turnover and downtime 

between cases continues to be a 

focus; the Theatres Board is to 

oversee a Mediroom Efficiency 

Improvement plan. 

 

There were 12 patients who were 

unable to have their operation 

rebooked within 28 days in June. 

This equates to lost income of 

approximately £60k. 
 

 

 

Cancelled Operations  
(Orange = Performance Trajectory) 

COO007 
002 

Cancelled operations 28 day re-booking breach 

(Orange = Improvement Trajectory 

Target is 0) 

COO08 
003 

COO0010 
999 
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Standard 

May 15 June 2015 Q1 
Performance 

(Apr – Jun 
15) against 

National 
Target 

Quarterly Trend – Q4 vs 
Q1  (un-validated 

position) 
 

Final 
May 15 
position 

Against 
National 
Target 

June 15 

Against 
NBT 

Trajectory 

Trend 
from 
last 

month 

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

        92.5% (Q4) to 92.2% (Q1) 

Patients with breast symptoms 
seen by specialist within 2 weeks 

(93% target) 

 
n/a            96.1% (Q4) to 99%(Q1) 

Patients receiving first treatment 
within 31 days of cancer diagnosis 

(96% target)  
        95.2% (Q4) to 89.1% (Q1) 

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

target) 
n/a          93.0%(Q4) to 90.8% (Q1) 

Patients waiting less than 31 days 
for subsequent drug treatment 

(98% target) 

 
n/a  

             
         100% (Q4) to 100% (Q1) 

Patients receiving first treatment 
within 62 days of urgent GP 

referral (85% target) 
          84.6% Q4) to 77.4%(Q1) 

Patients treated 62 days of 
screening (90% target)   n/a         90.7% (Q4) to 91.8%(Q1) 

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

 
n/a 

          
       84.9% (Q4) to 83.8% (Q1) 

Responsiveness 

Cancer Summary Dashboard 
Board Sponsor    Medical Director 

 

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

72.4% 

89.5% 

98.2% 

93.1% 

100% 

90.4% 

96.2% 

78.6% 

100% 

100% 

89.0% 86.0% 

94.0% 91.7% 

81.0% 

92.4% 
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17 Responsiveness  

Cancer   
Board Sponsor  Medical Director 

 
Commentary 

 

The final position of cancer targets 

in May showed the Trust had 

delivered on 4 of the 8 cancer 

waiting targets. The 2WW target 

was met in February, March and 

May but failed in April. The 62 day 

target was also met in February 

and March and failed in April and 

May. 

 

The demand and capacity work is 

still being carried out in Skin which 

will continue to address any 

outstanding issues plus further 

analysis and work with 

commissioning colleagues to 

address high patient cancellations 

and DNA rates in this speciality. 

. 

. 

 

COO16 
004 

COO013 
009 

COO15 
005 
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18 Responsiveness 

Cancer  
Board Sponsor   Medical Director 

 
Commentary 

 

The national deadline for validated 

June data and Quarter 1 is 4 

August and the team internally are 

working towards this.  The 

‘unvalidated’ position currently has 

the Trust failing 4 of the 8 key 

targets though a pass in 

anticipated for the 2WW once full 

validation is complete. 

 

In May the 2 week wait breast 

referral target has been met, so too 

has the 31 day subsequent drugs 

treatment target  and the screening 

target. 

 

The majority of breaches in 

treatment pathways are in the 

urology pathway with a number of 

reasons including capacity and 

care pathways involving other 

organisations.  

 

A new pathway has been 

introduced for colorectal cancer 

which is expected to shorten the 

pathway and decrease breaches 

by 1-2 per month for 31 and 62 

day target. 

 

The lung and upper GI pathways 

are still being reviewed between 

NBT and UHBristol to try to 

address delays in shared 

pathways. 

 

 

. 
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                                                Number of  patients Number of  Days 

No. of 
Patients 
Treated in 
the Period 

Mean 
Wait 

Max Wait 
With
-in 
31 

32 -
38 

39 - 
48 

49 - 
62 

63 - 
76 

77 - 
90 

91 - 
104 

After 
104 

Brain 0.5 50 50 0.0 0.0 0.0 0.5 0.0 0.0 0.0 0.0 

Breast 24.0 45 79 6.0 2.0 5.0 8.0 2.0 1.0 0.0 0.0 

Colorectal 8.5 58 84 1.0 0.0 0.0 5.5 1.0 1.0 0.0 0.0 

Gynaecology 4.0 70 106 0.0 0.0 0.5 1.5 0.5 1.0 0.0 0.5 

Haematology 2.5 52 101 0.5 1.0 0.5 0.0 0.0 0.0 0.5 0.0 

Lung 4.0 62 113 0.0 0.5 1.0 1.0 0.5 0.5 0.0 0.5 

Sarcoma 0.5 71 71 0.0 0.0 0.0 0.0 0.5 0.0 0.0 0.0 

Skin 18.5 22 50 
15.
0 

2.0 1.0 0.5 0.0 0.0 0.0 0.0 

Upper GI 3.5 69 92 0.0 0.0 0.5 1.0 0.0 1.5 0.5 0.0 

Urology 31.5 69 226 8.5 3.0 1.0 7.5 2.0 2.5 3.0 4.0 

TOTAL - Excluding 
Breast Symptomatic 

97.5 55 226 
31.
0 

8.5 9.5 
25.
5 

6.5 7.5 4.0 5.0 

Responsiveness  

Cancer  
Board Sponsor   Medical Director 

Commentary 

 

All patients on a cancer pathway 

are actively tracked by the cancer 

services team using detailed 

Patient Tracking Lists and 

potential delays to pathways are 

escalated to directorate teams 

and clinical colleagues. 

 

If a patient breaches a cancer 

waiting times treatment target the 

pathway for the patient is 

reviewed to identify the reason 

for the breach (which is recorded 

on the cancer register) and the 

clinical team are asked to 

comment on any potential risk 

this delay has had on the patient 

care or potential outcomes.  

Actions, risks or queries are 

actioned as appropriate within 

the directorate or the wider 

cancer services team. 

 

The table illustrates the 

timeframe patients on a 62 day 

pathway were treated in and 

further internal analysis of all the 

patients that wait beyond 62 days 

is conducted post validation. 

 

 

 

Referral to Treatment 62 Day PTL: Number of patients treated within the specified period including 
tertiary referrals (irrespective of when referral received)  
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                                                Number of Patients         Number of Days 

No. of 
Patients 
Treated 
in the 
Period 

% of patients 
treated who 
are Urgent GP 
referrals 

No of 
patients 
treated 
who are 
Urgent 
GP 
referrals 

Mean 
Wait 

Max 
Wait 

Wit
hin 
31 

32 -38 
39 - 
48 

49 - 
62 

63 
- 
76 

77 
- 
90 

Brain/CNS 12 8.33 1 3 15 12 0 0 0 0 0 

Breast 42 52.38 22 19 44 38 1 3 0 0 0 

Colorectal 23 34.78 8 5 22 23 0 0 0 0 0 

Haematology 8 37.50 3 3 13 8 0 0 0 0 0 

Sarcoma 3 66.67 2 24 36 2 1 0 0 0 0 

Skin 43 44.19 19 12 36 40 3 0 0 0 0 

Upper GI 2 50 1 1 2 2 0 0 0 0 0 

Urology 87 51.72 45 17 85 64 10 5 3 2 3 

TOTAL 220 45.91 101 14 85 
18
9 

15 8 3 2 3 

31 (14%) 

Responsiveness  

Cancer  
Board Sponsor   Medical Director 

 

The table illustrates the 

timeframe patients on from their 

decision to treat date until the 

date of actual treatment.  

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

XXXX 

XXXXX 

XXXX 

21 Responsiveness 

Outpatients Work stream 
Board sponsor Medical Director  

Template + Booking Utilisation 

Remains at consistent levels.  

There are no large differences in 

individual specialty performance. 

Data quality is being reviewed to 

eliminate clinics with expected 

low utilisation.  

 

DNA Rate 

NBT saw this increase to above 

10% in June. Specialties who are 

not yet using text reminders and 

patient notifications, are looking 

to adopt services currently used 

by the centralised outpatient 

teams. 

 

Calls Answered within SLA 

NBT have seen an overall 

decrease in the number of calls 

abandoned, this is presumed to 

be due to the re-recording of 

NBTs automated opening 

telephone message. 67.3% of 

calls have been answered within 

1 minute. Staffing changes to 

cover times of peak call activity, 

will start in August as we look to 

further improve. 
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XXXXX 
Board Sponsor XXXX 

Commentary  
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22 Responsiveness 

Outpatients Work stream 
Board sponsor Medical Director  

Commentary 

 
There has been an increase in 

the number of outpatient 

attendances compared to the 

same period in 13/14 and 

compared to SLA.  

 

In May-15 there has been growth 

of 19.7% in new attendances, 

and 18.1% in follow up 

attendances. 
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XXXXX 
Board Sponsor XXXX 

Commentary  
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23 Responsiveness 
Theatres Work stream 
Board Sponsor Director of Operations 

Commentary 
. 
Commentary 

 

Theatre cases per day  

Surgical directorates remain 

below their internal plan for the 

in-house theatre cases targets 

per working day 

 

Theatre Utilisation 

Utilisation remains stable 

between 69% to 71% 

 

Late starts in theatre 

Although the total hours lost has 

increased slightly the percentage 

hours lost per month remains 

static for the second month in a 

row. The increase in hours lost is 

principally due to an increase is 

hours lost due to bed availability. 
 
 

DOST 01 
003 

DOST 01 
002 

DOST 01 
001 
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QUALITY   PATIENT SAFETY & EFFECTIVENESS 
SRO  Chris Burton  Medical Director & Sue Jones  Director of Nursing  

 
Section Summary  

Improvements & Actions 

 

There were no serious injuries occurring due to falls in June, the rate per 1,000 bed days remains stable at 

6.58, and improvement work continues with the recruitment of an enhanced care team who will roll our falls 

training using human factors training at ward level 

 

The QUESTT early warning trigger tool  is showing an improvement with just ward flagging as red and AAU 

and 8A showing improvement and no longer triggering a concern. 

Trends 

 

Clinical Incident reporting has decreased, actions are in  place to ensure the Trusts culture of reporting is 

restored. 

Areas of Concern 

 

Pressure ulcer incidence has gone up slightly in June to 8.2 per 10,000 bed days, however there were no 

grade 4 pressure ulcers and no grade 3’s, indicating that pressure area assessment and care is proactive. 

 

VTE reporting has changed to quarterly, this will help to ensure more cases are captured given the coding lag.  

Work continues with Directorates to address poor compliance, this is backed up on safety thermometer day 

when prevalence is reviewed and challenged.  
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Patient Safety Dashboard  

Safety   

Summary Dashboard  
Board Sponsors   Director of Nursing & Medical Director  

 

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

 

Standard 
(target) 

June 2015 Most recent 
quarter’s 

performance 
(quarter 1 Apr – 
June 15  against 
national target 

 
 

Quarterly Trend (Q4vs Q1) 
Performance 

against 
national 
target / 
contract 

Against NBT 
Trajectory 

Trend from 
last month 

Performance to 
be achieved by..  

(as per trajectory) 

Never Event Occurrence by 
month (0 target) n/a 

Managed via 
Quality 

Committee 
          1 event (in Q4) to 1 event (in Q1) 

Safety Thermometer – overall 
compliance (94% internal 
target, 92% external target) 

n/a Achieving        92.6% (in Q4) to 93.8% (in Q1) 

Malnutrition Screening (90%) 
June 2015         81.4%  in (Q4) to 86.9% (in Q1) 

Hand Hygiene Compliance 
(95%) n/a 

Managed via  
Infection 
Control 

        96.1% (in Q4) to 95% (in Q1) 

MRSA (0 per month trajectory) 
n/a Achieving             0 cases in 2014/15 

C-Difficile (<5 per month) 
n/a  

Achieving 
quarterly 

          14 cases (in Q4) to 21 cases (in Q1) 

MSSA (<1.5 per month) 
n/a Achieving            5 cases (in Q4) to 5 cases (in Q1) 

Venous Thromboembolism 
Screening (95%) one month in 
arrears 

n/a 
Managed via 
Thrombosis 
Committee  

            94.6% (in Q4) to 94.1% (in Q1 to date) 

Dementia (find/assess/refer 
CQUIN) (90%) one month in 
arrears 

n/a Achieving              92.6% (in Q4) to 91.8%(in Q1) 

3 

95.5% 

94.4% 

89.4% 

93.6% 

7 

0 

0 

93.6% 
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Ward Early Warning Trigger Tool 
Dir/Ward Scores 12 and above (threshold for action)

Jun-15 May-15

DON43
999

Safe Staffing  

Nursing Workforce   Ward Early Warning Trigger Tool (QUESTT) 
Board Sponsor  Director of Nursing 

Commentary 
QUESTT is RAG rated with wards 

scoring 12 and above recorded as 

Red.  

3 wards have not completed in June 

2015 , this has been addressed by the 

Heads of Nursing and Matrons in those 

areas not submitting . 

 

1 ward flagged ‘red’  with  a score of 

12.  

 

Gate 34A Reason for score:  New 

Ward Sister in post, vacancy rates, 

sickness rates, unusual demands on 

the service and on going investigations 

relating to an RCA.  

 

Action taken: Acting Ward Sister 

demonstrating strong leadership in 

post with a long term plan in place. 

Recruitment fully underway with 3 

RN’s and 2 HCA’s with start dates in 

the next 3 months. Additional staff 

were utilised  to provide enhanced 

care for the unusual demands in June 

for a period of time due to the level of 

Acuity and Dependency on the Ward. 

Head of Nursing and Matron ensures 

staffing is risk assessed each shift to 

maintain safety.  

 

Gate 8A and AAU triggered Red last 

month but have seen significant 

improvement in scores in June with 

new leadership in place, strong 

recruitment of both registered and 

unregistered staff  and resolution to 

recurring themes  led by the  Matron 

and Ward Sisters.    
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27 Safe Staffing  

Nursing Workforce  
Board Sponsor  Director of Nursing 

 
This month there has been a noted and 

expected drop in fill rates as the uplift of 

60 RN’s and 60 CA’s have are now 

included within the ward staffing 

templates. This is expected to improve 

over the next 3 months with the intensive 

recruitment which has taken place.  

 

Red flagged areas for June with less 

than 80% fill rate are: 

 

Gate 25b: Has flagged RN fill rate on 

days. This is due to a change in skill mix 

and associated vacancies as described 

above. CA staff have covered where 

Band 5 RN’s have not been available. 

This is visible in the CA fill rate. 

 

NICU: This unit continues to flag CA fill 

rate as with previous months. The fill rate 

is however rising inline with the agreed 

recruitment plan. There are still new staff 

members in the induction and training 

phase. The unit continues to use RN/RM 

where needed to ensure the unit is safe. 

This is visible in the RN fill rate being 

over 100% 

 
Percy Phillips: the change to the 

template for this unit came into place on 

the 22nd June. A recruitment plan is in 

place which includes students which are 

about to qualify, however as staff are not 

yet in post, bank staff have been 

requested. At present many of these 

bank shifts have not filled. The Matron 

for the areas is happy that the staffing 

levels are safe on the unit and that staff 

are moved around the service as 

required based on the areas being 

assessed by a senior midwife 

coordinator.  
 

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

June Data 2015 Day shift Night Shift 

  RN/Midwife Fill rate % CA Fill rate % RN/Midwife Fill rate CA Fill rate 

Cossham 96.7% 96.7% 96.7% 96.7% 

Riverside Unit 99.3% 101.4% 106.6% 127.9% 

Southmead  96.3% 119.1% 101.0% 131.4% 
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28 Safe Staffing 
Acuity & Dependency 

Board Sponsor  Director of Nursing 

 
Guidance from NICE and from NHS 

England have clearly stated that safe 

staffing is not just about numbers it is 

also about the acuity and 

dependency (A&D) of patients. 

Currently A&D has not been used in 

the postnatal wards with CDS using 

birthrate plus. The reporting of this 

will be reviewed as to where this will 

be included over the next few 

months. Since March 2015 all other 

inpatient areas have been recording 

electronically patient A&D twice a 

day using the SafeCare Module on 

Health Roster.  

 

This month is the second month of 

A&D reporting. The first graph shows 

the compliance with using the tool at 

directorate level. The second 

provides the actual hours of care 

required based on the Shelford tool 

in relation to the planned rostered 

hours on the inpatient units. The pie 

chart gives the patient A&D types at 

a trust wide level.  

 

It is believed that the accuracy of this 

data will continue to improve as 

additional staff are trained to use the 

SafeCare module. The accuracy of 

the data is very dependent on 

accurate use of the Shelford tool and 

compliance. This is demonstrated in 

the compliance of medicine at 81% 

giving the required hours 12000 less 

than planned. A difference of 15%. 

 

Required Hours of Care V Actual Nursing 
Hours Rostered 
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29 Safe Staffing 

Maternity  
Board Sponsor   Director of Nursing  

 
Commentary 

 
This report  provides information 

about midwifery staffing and will 

track for the board, the occasions 

when Delivery Suite is unable to take 

new admissions and why. 

 

The Midwife to birth ratio has 

remained at 1:32 for the second 

month.  This reflects the improved 

sickness levels for the Delivery Suite 

(4.8%, although higher than Trust 

requirements, it is still an 

improvement). 

 

The improved staffing has also 

reflected in the number of times the 

Delivery Suite has closed.  Since Oct 

2014 (when 10 WTE midwives were 

employed) the trend has remained 

persistently low in comparison to 

prior to Oct 2014 

 

A rolling programme of recruitment 

was introduces in April 2015 and this 

is helping to ensure staff are 

employed in a more timely way and 

includes recruiting to 11WTE more 

midwives over the next few months.  

Full establishment is expected by 

October 2015 

 

Acuity and number of midwives 

required is monitored 4 hourly during 

the 24 hour period (The Birthrate 

plus acuity tool). 
 

Midwife to Birth Ratio 

Oct 
14 

Nov 
14 

Dec 
14 

Jan 
15 

Feb 
15 

Mar 
15 

Apr 
15 

May 
15 

Jun 
15 

1:38 1:37 1:39 1:37 1:35 1:35 1:34 1:32 1:32 

DON53 
999 

No beds  
on wards 

13% 

DON52 
999 

DON51 
999 
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30 Quality   Patient Safety 

Additional Safety Measures 
Board Sponsor   Director of Nursing  

 
Commentary  
 

Serious incidents 

Two Serious incidents were reported in 

June 2015, the lowest for over 12 

months.  

• 1 x Fall (occurred in May) resulting in 

a subdural haematoma and patient 

death. 

• 1 x Lost to follow up resulting in acute 

renal failure. 

 

The retained foreign object Never Event 

from May continues to be investigated 

and is due for discussion at the August 

CRC meeting. The 72 hour report has 

been submitted to STEIS and a patient 

safety bulletin was circulated to theatre 

staff advising them of the Swab, 

Instrument & Needle Count Policy 

Number: CP 20. 

 

Serious Incident Rate 

The reduction in serious incidents this 

month is reflected in the rate of serious 

incidents per 1000 bed days 

demonstrating a number well below the 

median range. Directorate figures remain 

largely unchanged over the last 12 

months.  

 

Incident Reporting 

Overall incident reporting per bed day is 

gradually decreasing across the Trust. 

Analysis of trends and causes of 

reduced reporting will be undertaken and 

reviewed via CRC to identify the decline 

in reporting and promote a pro-active 

culture of reporting to come in line with 

comparative Trusts  reporting to the 

NRLS. 

. 
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31 Quality   Patient Safety 

Additional Safety Measures 
Board Sponsor   Director of Nursing  

 
Commentary  
 

Incident reporting deadlines 

All Serious Incidents have been reported 

within two days of confirmation.  

No further breaches of the RCA 45 day 

deadline target date have occurred since 

March.  
 

Top Types of SI’s over 12 months 

Falls and Pressure Ulcers continue to 

dominate the Serious incident types., 

although pressure ulcers have reduced 

in recent months. 

Other SI’s include: 

-Surgical complication  2  

-Wrong site surgery   2  

-Delay treating deteriorating patient  2  

-Incorrect Test Results  2  

-12 hour trolley breach   1  

-Death in Custody  1  

-Unintended Damage to Organ 1  

-Unexpected Admission to NICU  1  

-Retained Foreign Object  1  

-Lost to Follow Up  1  
 

Actual impact 

Total incident reports have reduced. 

Minor incidents have increased in June 

and rated highest against moderate 

incidents which reduced in June. This 

may be a response to the Duty of 

Candour process in terms of validating 

actual impact. The clinical risk team 

review all moderate, severe and 

catastrophic actual impact incidents on a 

daily basis. There has been a significant 

drop in negligible incidents indicating an 

area where further encouragement to 

report is required. 
 
 

CAS Alerts 

Alerts are compliant within deadlines 
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32 Safety  

Harm Free Care   (Catheter on-going care    Falls    Pressure Ulcers    VTE) 
Board Sponsor   Director of Nursing 

Commentary 

 

Harm Free Care 

The Trusts ‘harm free’ rate in June 

15 is 93.6%, against the national 

average rate of 93.9%. The 

highest harm incidence (5%) was 

Pressure Ulcers, 1.1% of which 

were not attributable to the area 

recording it at the time, this 

includes both community acquired 

and those identified following 

internal transfers.  
 

Overall Falls  

 

The Trust-wide falls rate for June 

was 6.58 per 1,000 bed days, 

which represents 178 falls.  

 

There were no Serious Injuries 

secondary to falls this month (the 

last time we had a month free of 

serious injury falls was May 2014).  

 

The recruitment process for the 

Enhanced Care team has 

commenced.  This team will roll 

out Human Factors training for 

Falls. 
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33 Safety 

Harm Free Care  
Board Sponsor   Director of Nursing  

 
Pressure Ulcers  

Pressure ulcer incidence for June has 

increased slightly to a rate of  8.2 per 

10,000 bed day. Analysis has identified a  

decrease in bed occupancy during the 

month, therefore impacting on the 

pressure ulcer rate, as indicated by the 

graph.  
 

The Trust reported  no grade 4 pressure 

ulcers sustaining the year to date internal 

trajectory of zero cases. There were also 

no Trust reported grade 3 pressure 

ulcers.  
 

There were 22 Trust reported grade 2 

pressure ulcers, sustaining the rate from 

the previous month.  Prevention of 

pressure ulcers continues as part of the 

Trust’s Safety and Quality agenda; with 

programmes of training and awareness 

continuing across the multidisciplinary 

teams. 

 

VTE  (one month in arrears)  

The chart illustrates the impact of the 

clinical coding lag between submission 

date and final outcomes. Compliance in 

May at the time of reporting is 94.5%. 

Actual clinical performance for 14-15 

was 95.4% once the coding lag ‘caught 

up.’  

The April 15 figure reflects a recording 

shortfall of approx. 1500 patients within 

Renal due to difficulties with the Proton 

system upload. This has been resolved 

for May.  National data submission is 

now quarterly and there remains 

opportunity to improve the positon to 

report a compliant figure for Apr-June 

that reflects actual clinical performance. 
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34 Safety   

Additional Safety Measures  
Board Sponsor   Director of Nursing  

 
Cardiac Arrest Calls  
The rolling mean of cardiac arrest calls is 

0.67 per 1000 discharges (0.38 for June, 

6 confirmed calls), which remains well 

below the national average rate of 1.9  

per 1000 discharges (which is 

recalculated quarterly). There continues 

be a reduction in numbers year on year. 
 

Dementia  
The current figures confirm compliance 

with CQUIN requirements. Areas of 

weakness are in ensuring that people 

who answer ‘yes’ to the dementia finding 

question complete all the assessments 

and investigations necessary. As there 

are small numbers involved (approx. 20-

30/month) the loss of even one person’s 

results can have a detrimental effect. 

The dementia trainer has been 

instrumental in maintaining the levels 

achieved to support completion of the 

daily audit. It is hoped that Lorenzo will 

provide a way of informing doctors which 

of their patients requires a full 

assessment, even if confusion is not the 

presenting symptom on admission.  
 

Catheter Compliance  
Catheter care is audited using the 

national ‘saving lives’ audit tool, which 

measures 10 different components.  

Compliance in June dropped to 85% 

(YTD rolling mean 83.9%), against 

national benchmark of 95%. Overall 

catheter care is of a high standard.   The 

areas for improvement that is affecting 

the overall score is the Daily 

Documentation of the need for the 

catheter and recording that the catheter 

bag has been correctly 

changed.  Catheter care record keeping 

has been the focus of Safety 

Thermometer day on 15th July. 

. 

.  
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35 Safety  

Additional Safety Measures  
Board Sponsor   Director of Nursing  

 
WHO Checklist 
Reported compliance with checklist 

in June has improved to 97.1%, with 

rolling 12 month compliance at 

95.8%. The headline figure (blue 

line) covers 2 out of the 3 checklist 

questions being responded to 

correctly. This usually indicates (from 

prior audits) a lack of evidence, 

rather than non completion and is 

followed up and then corrected if 

warranted. The red line tracks all 3 

questions being completed. The gap 

between the two should close over 

time upon follow up of exceptions 

with clinical teams. 
 

Main directorate breakdowns are; 

• Gynaecology 99%. 

• Surgery 97.5%,  

• Musculo-Skeletal 98%,  

• Neurosciences 95.1%  

 

Nutrition 

Trustwide compliance for June has 

again improved to 89.5%, against 

rolling year of 78% (target 90%).  

 

This reflects the ongoing positive 

impact of reviewing a daily list of 

patients admitted the previous day 

who have not had their nutrition risk 

assessment, which then enables 

ward nurses to undertake this within 

the 48 hour window.  

.  

WHO Checklist Compliance 

(Orange = Stretch Target) 
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36 Safety commentary 

Medicines Management:  Medicine Reconciliation & Missed Doses 
Board Sponsor   Medical Director 

Commentary 

 

Medicines Reconciliation and Missed 

Doses data is available one month in 

arrears.  

 

Missed Doses  

Results for May show further 

improvement. The aim is to return to 

13/14 performance.  

 

Medicines Reconciliation 

Meds rec on admission continues to 

meet the Trust standard. The NBT 

work continues to set the national 

standard and is being presented as 

an exemplar of good practice 

internationally. 

  

The work was shortlisted for the 

Patient Safety Awards (July 2015) 

and the Pharmaceutical Care 

AWARDS (June 2015). 

 

Work is now starting on looking at 

Meds Rec on discharge and this will 

be linked with work  undertaken with 

the WEAHSN. 
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37 Safety charts      

Medicines Management:   Medicines Related Incidents 
Board Sponsor   Medical Director 

Commentary 
The Medication Safety Officer (MSO) 

is Pharmacist Jane Smith. NBT has 

a multidisciplinary “Medication Safety 

Subgroup” to review all drug related 

incidents from eAIMS. There is  feed 

back to reporters and managers to 

improve accuracy of reports. Data is 

shared via a dashboard through the 

Medicines Governance Group are 

highlighted. 

  

Major incidents 
One incident was reported in May 

2015 as “major” but was re-scored 

with their manager as there was no 

patient harm.    

  

Themes / Types / NPSA alerts 
The most common causes of 

incidents are shown and are reflect 

the past year.  The NPSA alert 

category – shows incidents related to 

any NPSA / PSA alerts issued by 

NHS England. 

Actual Impact Jun-14 Jul-14 Aug-14 Sep-14 Oct-14 Nov-14 Dec-14 Jan-15 Feb-15 Mar-15 Apr-15 May-15 

Near 
Miss/Insignificant 103 101 84 94 68 103 46 72 72 69 70 82 

Minor/Moderate 21 8 11 7 10 16 29 31 31 36 43 24 
Major/Catastrophic 0 0 1 2 0 0 0 1 0 0 0 0 

Total 124 109 96 103 78 119 75 104 103 105 113 106 

Incidents involving high risk drugs MD13 
999 

Themes 

June 14 – May  15 

MD16 
999 

Type of Medication Error  

June 14 - May 15 

MD14 
999 

NPSA Alerts  

June 14 – May 15 

MD15 
999 
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38 Safety 

Infection Control  
Board Sponsor   Medical Director 

 
Commentary 

 

MRSA 

The last reported Trust case was 

September 2013. 

 

C. Difficile 

7 Trust responsible cases for June. 4 

in Medicine, 1 in renal, 1 in Surgery 

and 1 in Core Clinical. 

Year to date 25 reported cases 

which is significantly higher than the 

Trust target. A full investigation is in 

progress for each case supporting 

development of a reduction 

programme. Work continues with 

commissioners to consider lapses of 

care that have contributed to 

contracting C Diff and this data will 

be shown in future reports. 

 

MSSA 

3 Trust responsible case for June. 1 

each for  Women and Children's 

Health (NICU), Renal and Core 

Clinical (ICU).  Root Cause Analysis 

is in place for each case. 

 

Year to date 5 Trust reported cases 

against an internally set target for 

2015/16 of 18 cases 

Improvement is focusing on the 

practice for the  management of 

indwelling devices.  
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39 Safety 

Infection Control  
Board Sponsor   Medical Director 

 
Pseudomonas 

The Trust are currently investigating 

a higher than usual reported 

incidence of Pseudomonas 

aeruginosa within the Intensive Care 

Unit. An incident group has been 

convened which includes 

representation from Commissioning 

and PHE colleagues. Early indicators 

are that disinfection of water outlets  

has been successful and associated 

with reduction in new cases. Further 

mitigations are being considered.  

Patients and visitors have been 

informed. 

Ongoing testing of augmented care 

areas in line with DH guidance is 

being put in place. 

 

National and Regional 

benchmarks 

Rates of  MRSA in NBT compare 

favourably with national and regional 

benchmarks.   

 

Rates of C.difficile  remain below the 

national benchmark and similar to  

the regional benchmark during the 

last quarter of 2014/15. Rates have 

increased since that time. 

 

Hand Hygiene 

The Trust Hand Hygiene 

compliance is within the Trust 

standard.  Control of Infection 

Committee meeting continues to 

focus on ensuring sustainable 

performance of hand hygiene. 
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40 Safety - Sterile Services Department – Theatre Tray Set Production activity 

and Non-Conformance Rates 
 

Board Sponsor – Director of Facilities 

 Commentary 

The monitoring of sterile services is 

regulated via our Notified Body 

(British Standards Institute).  

 

Production - The department 

records its production activity via a 

dedicated instrument tracking 

system. This total production is 

detailed on the opposing chart and 

illustrates two numbers. Total tray 

set numbers, these are surgical 

instruments either containerised or 

wrapped, and total SSD production 

which incorporates supplementary 

instruments. These are instruments 

that are pouched singularly. June’s 

tray set activity is up 18 tray sets on 

the previous month. 

 

Non-conformances – These have 

fallen this month compared to last 

month. Primarily due to the newly 

identified ‘locked set’ tracking issues 

highlighted in the May IPR. There is 

now more awareness within the 

Brunel theatres suite as to the need 

to lock a set. Therefore reported non-

conformances have now fallen. 

There was also confusion within 

theatres in May as to how missing 

instruments are to be recorded. SSD 

highlight a missing instrument within 

the pack room at SSD when 

preparing a set, this was then being 

highlighted again within theatres via 

a non-conformance. Hence why this 

value rose in the May IPR but has 

now fallen back to 1st quarter figures. 

. 

 

Reasons for Non-
Conformance  

May 2015  

 %  Kit Numbers  

Other i.e. locked set 99.93% 19 

Missing item 99.69% 27 

Torn wrap 99.59% 46 

Contaminated 99.73% 18 

Missing tape 99.89% 10 

Wrong item 99.93% 10 

Checklist issues 100.00% 0 

Extra 99.95% 5 

Wet 99.94% 7 

Damaged 99.97% 4 

Assembly 99.99% 0 

Tracking issue 99.90% 15 

Labels 100.00% 0 

Sterility 99.97% 1 

Turn round 100.00% 0 

DOFA 7 
999 

DOFA 5 
999 

SSD Non-Conformance DOFA 4 
999 
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Board Sponsor: Director of Facilities 

Facilities Management  
Cleaning performance against the 49 Elements of The National Specifications for Cleanliness in the NHS  

Commentary  

 

Cleaning performance targets 

have largely been achieved again 

this month, with the exception of 

very high risk areas where 

performance  is one point below 

target. 

 

We continue to have high demand 

on the service each month, driven 

by patient flow and the high 

demand for infectious cleans 

(Deep Cleans). 

  

Activities to address improvement: 

 

• FM recruitment is underway 

which will ensure that we have 

the appropriate consistent 

resource in place to meet 

demand. 

• 50% of the new audit team  is in 

place. 

• FM are currently reviewing  all 

training, following a new training 

managers’ appointment. 

  

 

Very High Risk Areas Includes: Wards, ICU, Theatres, NICU, AAU, ED, 
RDU etc. 

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

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

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

• North Bristol Trust have increased the NHS 49 elements to 52 

• 36 of these elements are managed by Soft FM i.e. Domestics Services and Estates 

• 13 of the elements are managed by Nursing only and 3 are jointly managed by Nursing & Domestic Services 



 

 

 

 

 

42 XXXX 

XXXXX 
Board Sponsor XXXX 

Commentary  

XXXX 

XXXXX 

XXXX 

42 Effectiveness 

Mortality  
Board Sponsor   Medical Director 

 
Commentary  

 

Standardised mortality remains low 

at NBT as shown by measures of 

HSMR and SHMI. We continue to 

track raw mortality as an early 

marker of progress.  
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QUALITY   PATIENT EXPERIENCE 
SRO   Sue Jones   Director of Nursing 
 

Section Summary  

Improvements & Actions 

 

The 2014 National Patient Survey results are being used for improvement in all directorates led 

by the Heads of Nursing and reviewed at patient experience group.  The videokiosk is being used 

in the Atrium of the Brunel Building to survey patients and visitors in real time on some of the key 

picker questions and will be reported through Quality and Risk Management Committee. 

 

Directorates are on target to achieve the improvements in the complaints process further to the 

work with the Patients Association. 

 

Trends 

 

Neurosciences have achieved top ward performer for FFT for the fourth month in a row, their 

success has been shared at Patient Experience Group.  

 

Areas of Concern 

 

Where response rates have fallen this has been reviewed, and reports have been provided to the 

Directorate management teams for improvement.  
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44 Caring 

Friends & Family Test   Trustwide Position 
Board Sponsor  Director of Nursing   

The Net Promoter Score (NPS) whilst  no longer a 
requirement, will still be measured to provide 
greater granularity. 
 
Inpatients 
• 96% would recommend 
• 1% would not recommend an improvement 

on the previous nine months when the lowest 
level achieved was 2%. 

• The Net Promoter Score is 75 a 5 point 
improvement since April 2015  

• The Trust is ranked 87/170  nationally for % 
recommend. 

 
Emergency Department 
• 93% of patients would recommend (April data 

was 88%).  
• The Net promoter was  72, (third time in the 

year over 70). 
• Response rate remains  low at 7%.  
• The Trust is ranked 51/141 trusts for % 

recommend  and   65/141  for would  not 
recommend. 

 
Maternity – Overall 
96% of patients would recommend. The response 
rate was 9% and is being addressed. 
 
Out Patient & Day Case 
• 92% of patients would recommend 
• 4% would not recommend  
• 100% would recommend at Cossham 
Gate Specific results 
• Gate 13 -  endoscopy, 98% would 

recommend, and 0% not recommend  
• Gate 24 has 16% Not Recommend  
• Gate 36 has 7% Not Recommend 
Response rates require improvement to improve 
reliability of results.  The focus is on what needs 
to change to improve patient experience.   
 
All out patient gates now have performance 
boards in the main waiting areas including wait 
times for individual clinics on the patient screens 
and a traffic light system in the sub waits to 
indicate those clinics on time and those delayed. 

           NBT % Patients would recommend                National % Patients would recommend                  NBT Net Promoter Score   --- NPS Target 

            Response Rate Target                      National Response Rate        ………..  National Net Promoter Score             NBT Response Rate 
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45 Caring   

Friends & Family Test   Directorate Responses and Scores  
Board Sponsor   Director of Nursing   

Medicine 

95%  would recommend  as last month and their 

highest score in the last year.   1% would not 

recommend, Net promoter score is 67, one point 

less than May 2015 though still maintaining a higher 

level than most of the past year.   Response rate is 

33%.   Gate 28B was a very close contender for the 

Top Performer award this month with 100% who 

would recommend, NPS of 91.7 and a response rate 

of 63%. 

 

MSK 

96% of patients would recommend, an increase of 

two percentage points on the previous month.   2% 

of patients would not recommend.   NPS is 73, an 

increase of 9 from the previous month and the third 

highest score in the last year.   The response rate 

was 21% this is a drop for the third successive 

month.   The response rate needs improvement to 

assure the reliability of the results. 

 

Neurosciences 

99% of patients would recommend as per last 

month.   0% of patients would not recommend, an 

improvement from last month.   NPS is 89 as per the 

previous month whilst response rate is 37%.   The 

FFT Top Performer for June 2015 is Gate 6B for the 

second month in succession with NPS of 92.7 and a 

response rate of 41% and 100% recommend.   This 

is the fourth month in a row that Neurosciences 

have won the award. 

 

Surgery 

96% of patients would recommend, a reduction of 

three percentage points from last month, whilst 1% 

would not recommend.   NPS of 83, up three points 

from May.   Response rate of 32% down two 

percentage points. 

 

Trust Wide  

National Inpatient Survey 2014 action plans are 

being further developed and implemented at 

Directorate level during the next month.   In addition 

a small sample of the questions are being 

resurveyed using the videokiosk at the entrance to 

the atrium in the Brunel Building.  

 

Inpatient FFT comments for quarter 1, top three 

positive comment  themes were Staff (1779), 

General Quality of Care (1047) and Food/Catering 

(215).   The top three negative  themes were Waiting 

/ Delays (76), Food/Catering (62) and Facilities (52).   

Currently FFT narrative  reports are delivered at Sub 

gate and Trust level, further development will begin 

the delivery of monthly Directorate FFT reports. 

. 

 

          NBT % Patients would recommend              NBT Net Promoter Score   --- NPS Target            Response Rate Target           NBT Response Rate           
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46 Caring  

Friends & Family Test   Directorate/Dept. Responses and Scores   
Board Sponsor   Director of Nursing   

Renal 

100% of patients would recommend, up eighteen 

percentage points from last month.   NPS of 94, up 

49 points from last month.   Response rate is 17%, 

an improvement of 5% but still requiring 

improvement to achieve reliability. 

 

Women & Children’s 

There were no responses from Cotswold Ward, and 

response rates low for maternity this month, to be 

rectified next month.. 

 

Maternity – Ante Natal 

93% of patients would recommend NBT and 0 

patients would not recommend.   A drop of  4% by 

those who would recommend but an improvement of  

2% in those who would not recommend.   This 

indicates a larger number of patients in the neither 

recommend or not recommend section being 

explored to determine what small actions would help 

women to recommend. Response rate  low (6%). 

Ante natal services  ranked 77/136 for Recommend 

the service an improvement of five places. 

 

Maternity – Delivery 

96% of patients would recommend , 2% of patients 

would not recommend the same as last month 

response rate of 11%.   The Net promoter score at 

73 is ten points up on last month.   In May our 

delivery services were 113/136 for recommend the 

service nationally a drop of 32 places. 

 

Maternity – Post Natal – Inpatient 

94% of patients would recommend an improvement 

of four percentage points although 4% would not 

recommend an increase of two percentage points.   

This indicates that there are fewer patients in the 

middle response which is neither recommend or not 

recommend.   11% response rate is a reduction of 

three percentage points.   NPS 47 is a drop of 11 

points which is consistent to the changes noted 

above. 

Inpatient post-natal services were ranked  111/136 

for Recommend the Service an improvement of 11 

places. 

 

Maternity – Post Natal – Community 

100% would recommend an increase of  2%. 

Response rate low (9%).   The NPS of 76, an 

increase of 3%. 

Post natal community services were  ranked 88/136 

for Recommend the service an improvement of 12 

places. 
 

          NBT % Patients would recommend              NBT Net Promoter Score   --- NPS Target             Response Rate Target          NBT Response 

Rate          
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47 Caring    

Complaints & Concerns 
Board Sponsor   Director of Nursing  

 Commentary 

 

The number of complaints and 

concerns received increased in June 

reflecting the broad the annual 

pattern of previous years. Numbers 

are now closer to the levels seen 

prior to the peak after the hospital 

move of last year.  

The total number of overdue 

complaints as at the end of June 

reduced to 59. Of these 2 cases 

relate to Quarter 1, both received 

towards end of February 2015. The 

Trust is therefore in a much stronger 

position than at any time since the 

hospital move and the drive for 

improvement continues. 

Directorate Heads of Nursing and 

ACT remain on target to clear all 

overdue cases by the end of July - 

the focus is now on MSK, Medicine 

and W&CH. The position as at 16 

July stood at 44 cases overdue.  

The fall in enquiry numbers was 

maintained after the peak post Brunel 

move, and these are also now closer 

to the levels seen before the move. 
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48 Caring    

Complaints & Concerns 
Board Sponsor   Director of Nursing  

 
Commentary 

  
The top 3 categories of complaint 

for June, continues to reflect the 

ongoing trend; Clinical care, 

Communication and Delays and 

Cancellations. 

Following the Patients Association 

collaborative workshop work 

continues to develop and improve 

the management of complaints 

and concerns. A directorate toolkit 

is being developed along with 

revised tracking and reporting 

facilities. 

All responses are continue to be 

fed back to the directorates to 

inform style and good practice in 

responding to complainants 

The Head of Patient Experience 

continues to investigate ways to 

facilitate and encourage greater 

reporting of compliments to ensure 

good practice and feed back to 

staff, sitting alongside FFT results.  

A new design of feedback form is 

now available and provides a route 

to the Patient Experience Team 

after any concerns or complaints 

are identified and logged for 

action. 

The figures for compliments are an 

early data set as information in 

respect of Qtr1 is still being 

received. 
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49 Caring  

Complaints & Concerns 
Board Sponsor   Director of Nursing  

 
Commentary  

  

No new cases were reported for 

investigation by the PHSO in June. 

No investigations were concluded or 

draft reports issued by the PHSO last 

month – 7 cases remain under 

consideration by the Ombudsman. 

 

* Detailed in a draft report and yet to be confirmed. 

 

If all avenues for complaint resolution have been exhausted and the complainant is still dissatisfied with the Trust’s 

response, the complaint has the right to take their complaint to the PHSO. Cases can take many months from ‘new’ 

to ‘decision’ which means the volumes shown above represent differing time periods and will not therefore ‘add up’ 

within any given period. 
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        Met Target         CQUIN being finalised       Not met target 

2015-16 CQUINS – Local Schemes  

Title  Description  Exec Lead Q1 Q2 Q3 Q4 Comment  IPR  
Page Ref 

Dementia 

FAIR Director of Nursing 

Training  Director of Nursing 

Support for Carers Director of Nursing 

CAMHs 
Risk assessments and care plans. Review and 
development of educational and health plans 
(previously SEN plan)  

 
Director of 
Operations 

Sepsis 

Number of patients presenting to ED and 
other admitting units who met local criteria 
and were screened for Sepsis 

 
Medical Director 

Number of patients presenting to ED or other 
admitting units with severe Sepsis, red flag 
sepsis or septic shock and who receive 
intravenous antibiotics within 1 hour of 
presenting 

 
Medical Director 

 

Self Care 
 
‘Ask 3 questions’ – links to self-care strategy 

Director of 
Nursing 

Urgent Care 

Reducing avoidable emergency admissions  Director of 
Operations 

Reduction in alcohol dependence and 
emergency admissions related to alcohol; 
increase number of patients screened for 
alcohol misuse/ total number of medical 
surgical admissions in 2015/16. % increase (to 
be agreed) in number of people receiving 
medication utilising CIWR-AD/total number 
admitted and medically treated for acute 
unplanned withdrawl in 2015/16 

 
Director of 

Nursing 

CQUINS 2015-16  

Local Schemes  
Board Sponsor    Director of Nursing  
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        Met Target         CQUIN being finalised       Not met target 

2015-16 CQUINS – Local Schemes 
Title  Description  Exec lead Q1 Q2 Q3 Q4 Comment  

Acute Kidney Injury 
 

Evidence in discharge summaries of : -a) Stage of AKI, b) 
evidence of medicines review undertaken, c) Type of blood 
tests required on discharge for monitoring, and d) Frequency 
of blood tests required on discharge for monitoring. 

Medical Director 

Care Homes 

Prevention of admission and timely discharge to care homes-  
Q1: confirm NBT systems requirements 
Q2: Roll out 
Q3: Audit of compliance and meeting with homes to agree 
improvements 
Q4: Audit of compliance (% increase from compliance level in 
previous audit(s))  
Looks to be based around the better sharing of patient 
information. 

 
Director of 
Operations 

Patient Safety 
Assessing patient safety cultures  Director of Nursing 

Safeguarding Adults 
Focus on transforming care for people with LD 
as part of the Care Act. 

Director of Nursing 

Discharge to Access 

Joint with NBT, Sirona and BCH Director of 
Operations 

Discharge Summaries 

Timeliness of Discharge summaries and summary care 
plans given to patients for respiratory, diabetes, 
cardiology and renal 

 
Medical Director 

Timely Treatment for 
Cancer 

Reducing late inter-provider cancer referrals Medical Director 

Cancer Survivorship 
Roll out of treatment summaries to all cancer 
sites  

Medical Director 

End of life 
Further development from 2014/15 Director of Nursing 

CQUINS 2015-16  

Local Schemes 
Board Sponsor    Director of Nursing  

 



 

 

 

 

 

52 XXXX 

XXXXX 
Board Sponsor XXXX 

52 CQUINS 2015-16 NHS England Specialist Services Schemes  
Board Sponsor    Director of Nursing 

Please note: 2015/16 NHS England CQUINS are currently being finalised. This section of the report 
will be revised as the underlying detail is agreed.  

Clinical Utilisation review – implementing bed state system 

HIV – reducing unnecessary CD4 monitoring 

Vascular surgery – improving outcomes for major lower limb amputation 

Renal dialysis – increasing home therapies in dialysis  

Critical care – rehabilitation assessments within 24 hours of critical care discharge 

Critical care – reduce delayed discharges to wards 

 Neurology - preventing avoidable admissions for patients with a long term neurological condition. Completing an 
emergency care plan 

CAMHS tier 4 – carer and family engagement 
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53 
 

Well Led 
SRO   Anne Robson Director of People & Organisation Health 

Section Summary  

Improvements & Actions 

 Submitted the national required ‘5 year workforce demand forecast’ to Health Education England that along with other NHS providers will help inform 

Health Education England’s plans for 2015/16.  

 Updated the Trust Workforce Plan for 2015/16 (version control 2) to reflect the ongoing implementation of approved directorate business cases. 

 Submitted the TDA monthly Workforce return for April and May 2015. 

 Progress against the summarised ‘2015/16 Workforce, Resourcing & OD Plan’ is being reported to and reviewed by the Workforce Committee. 

 The number of live vacancies with Human Resources have reduced from 685.8 wte (end of May) to 543.85 wte (end of June). A trajectory is now in place 

for each staff group to reduce vacancy levels.  

 During June 342.21 wte offers were made (215.73 wte May) with 142.49 wte accepted and with 199 wte staff appointed. 

 The Workforce Committee has agreed to implement across the Trust longer notice periods to newly appointed Band 4, 5, 6 & 7 staff with effect from July 

(this includes existing staff who are promoted into any of these bands). 

 The task and finish group focused on the reduction of agency spend met to establish an action plan and prepare an trajectory to monitor the reduction in 

agency spend. This will published in August.   

 The draft Standardised Shift review report has been shared with sponsors and with the working group set up to look at this. Recommendations will go to 

the next Workforce Committee for discussion on prioritisation of actions. 

 Q1 Staff Friends & Family Test results showed an upward trend in the percentage of participants that would recommend the Trust as a place for 

treatment. This stands at 69%, which is up from 61% for the same quarter last year. There was also an increase in the percentage of participants that 

would recommend the Trust as a place to work, coupled with a decrease in the number of staff that would not.  

 High performing teams - a team development starter kit is now available to provide leaders with introductory information and exercises to undertake team 

development with their teams along with a half day team development programme for leaders to provide a practical understanding of the kit.  

 The mid-level leadership development programme was launched during June aimed at engaging our leaders in designing the programme. 

 

Trends 

 There has been a drop in the rolling year leavers position which shows a reduction in turnover rates up to and including June. The voluntary turnover  rate 

now stands at 8.75% (June). This can be explained by the slight reduction in the number of staff resigning voluntarily during June and the MOVE period 

last year dropping out of the annualised calculations. 

 Sickness absence remains above Trust target. A set of monthly targets through to March 2016 have been introduced and will be featured in Directorate 

reporting.  

Areas of Concern 

 Sickness Absence remains a concern. Work is underway to develop a toolkit to deal with stress and anxiety which now represents the majority of long 

term sickness absence cases being managed in the Trust. Resources available internally and externally are being collated to inform a gap analysis.  

This will be looked at in conjunction with the Trust’s Wellbeing Plan i.e. preventative measures as well as supporting staff who are off sick and affected 

by stress/anxiety.  

 Agency usage and spend increased during June. An action plan with a trajectory aimed at reducing spend is being collated between HR, Finance and 

Nursing. The trajectory is currently in development and will be tested for nursing in August and will appear in the next IPR. 
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Standard 

(target) 

June 2015 
 

Most recent 

quarter’s average 

performance  

(Q1 Apr – Jun 15) 

 

 

Quarterly Trend (Q4 vs Q1) 
Performance 

against national 

target / contract 

Trend from last 

month 

Turnover 

(voluntary/perm staff) 

 

8.75% 

 

 

 

 

9.68%            10.4% (in Q4) to 9.68%(in Q1) 

Trustwide Sickness 

Absence (target 3.8% - 

in month May 15 figure 

shown)  

           5.1% (in Q4) to 4.4% (in Q1 to date) 

                     

Long Term Sickness 

Absence % pro rata 

(One month in arrears) 

 

2.72% 

 

3.0% 

 

           3.0% (in Q4) to 2.76% (in Q1 to date) 

Short Term Sickness 

Absence % pro rata  

(One month in arrears) 

 

 

1.65% 

 

1.6% 
           2.2% (in Q4) to *1.6% (in Q1 to date) 

WTE Bank (usage) 

 

 

 

470.62 

 

469.0            502.1 (in Q4) to 469.0 (in Q1) 

WTE Agency (usage) 

 

 

 

225.61 

 

213.0            236.7 (in Q4) to 213.0(in Q1) 

Mandatory Training 

Compliance (Target 

85%) (one month in 

arrears) 

           86.3%  (in Q4) to 87.5% (in Q1 to date) 

Well Led 
Summary Dashboard 
Board Sponsor Director of  People & Organisation Health  

87.5% 

 4.4% 4.3%  

88.4% 
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55 Well Led 

Key Workforce Indicators 
Board Sponsor   Director of People & Organisation Health 

Turnover  

 

Included: permanent staff who have 

resigned voluntarily & fixed term staff 

who left before the end of their contract. 

 

Excluded: bank workers, locums, junior 

doctors, service transfers, expected end 

of fixed term contracts, retirements, 

dismissals, redundancies, and internal 

movements/transfers. 

 

Trust turnover levels have reduced to 

below 9% for the first time in over a year 

(calculated on voluntary resignations). 

 

This can be explained by the slight 

reduction in the number of staff resigning 

voluntarily during June and the MOVE 

period last year dropping out of the 

annualised calculations. 

 

Of those staff who left voluntarily 

between April and June 2015, the most 

recorded reasons for leaving were: 

 

• Better reward package 

• Promotion 

• Relocation 

• Work-life balance 

 

Reasons for leaving will continue to be 

analysed at both Trust and Directorate 

level. 
 

 

  

 

   

 

  

Turnover from Voluntary Resignations 

Period % Turnover 

July  14 – June 15 8.75% 

June 14 – May 15 9.90% 

May 14 – Apr 15 10.4% 

Apr 14 – Mar 15 10.5% 

Mar 14 – Feb 15 10.4% 

Feb 14 – Jan 15 10.5% 

Jan 14 – Dec 14 10.3% 

Dec 13 – Nov 14 10.1% 

Nov 13- Oct 14  10.1% 

Oct 13- Sept 14  9.8% 

Sep 13 - Aug 14 9.9% 

Aug 13 - July 14 9.7% 

DOHR01 
999 
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56 Well Led    

Recruitment 
Board Sponsor   Director of People & Organisation Health 

Recruitment  
• Recruiting to 543.85 wte live 

vacancies.  

• Resourcing plan for 2015/16 are now 

in place for each staff group to fill the 

workforce gaps. 

Overall  

• For June 342.42 wte offers made and 

199 wte have been appointed to 

posts .   

• The reported vacancies across the 

Trust fell by 142 wte during the month 

of June. 

Registered Nurses    

• Nurse Recruitment Open Day has 

been planned on the 24th July with 41 

nurses already registered to attend. 

• First tranche of the summer cohort of 

Spanish nurses arrived in July. 

• Longer term plans being made for a 

further Spanish nurse recruitment 

campaign in the Autumn and a non 

EU campaign to recruit Renal nurses. 

Non-Registered Nursing  

• Starters : April, May & June = 81.49 

wte 

• Planned  Starters: July to Sept = 82.9 

wte  

• Assessment Centre capacity has 

been increased to produce more 

starters. 

 

Vacancy Rates  

• Two additional charts have been 

included to show a trajectory of the 

number and % vacancies reducing in 

the year ahead.  

 

Leavers   
• The leaver trajectory has been 

adjusted  (tightened) to reflect the 

change in turnover rates to June 

2015.  

 

 

 

 

June 2015 Vacancies 

Trust wide Vacancy Rate (Orange = Trajectory) DOHR 12 
999 

Staff Group  WTE 

Registered Nurses 183.76 

Non-Registered Nurses 99.53 

Medical and Dental  54.0 

Allied Health 
Professionals 

22.1 

Other (e.g Admin & 
Clerical) 

99.35 

FM 85.11 
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57 Well Led 

Sickness Absence 
Board Sponsor   Director of People & Organisation Health  

 
Sickness Absence 

 

Sickness absence levels remain above 

3.8% and the in month target for May.  

 

Work is underway to develop a toolkit to 

deal with stress and anxiety which now 

represents the majority of long term 

sickness absence cases being managed 

in the Trust. 

 

Resources available internally and 

externally are being collated to inform a 

gap analysis.  This will be looked at in 

conjunction with the Trust’s Wellbeing 

Plan i.e. preventative measures as well 

as supporting staff who are off sick and 

affected by stress/anxiety.  

 

Reasons for absence 

 
91% of sickness cases logged with Ask 

HR are long term cases. The majority of 

these cases are now attributed to stress 

and anxiety, followed by musculo 

skeletal conditions.  14 cases are being 

managed under stages 2 & 3 of the short 

term sickness absence procedure, an 

increase of 5 on last month. 

 

 

 

 

 

 

 

 

Note : sickness absence trajectory has 

been calculated using seasonal adjusted 

averages over the last 3 years aiming for 

target of 3.8% by March 16..  

 

 

DOHR09 
056 
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58 Well Led     

Pay  
Board Sponsor   Director of People & Organisation Health  

 
Bank and Agency 

 

June shows the highest demand for 

this financial year to date.  Bank fill 

rate has increased slightly but 

agency remains at a steady high, 

consistent with May figures. 

 

A number of actions from the Task 

and Finish group are being put in 

place to enable a reduction in the 

use of Non-Framework agencies 

which will reduce agency 

expenditure for the Trust. 

 

A trajectory reporting the reduced 

planned agency use and expenditure 

is being collated between HR, 

Finance and Nursing.  It is currently 

in development and will be tested for 

nursing during August and will 

appear in the next IPR. 

 

 

The Bank continues with its project 

to recruit more clinical staff – both 

registered and non-registered.  FM 

have now recruited some of their 

bank staff substantively which means 

that more bank staff will need to be 

recruited to ensure a 90% fill rate in 

Facilities. 

 

Pay Expenditure 

Bank, agency and substantive pay 

increased in June.  The bank and 

agency usage remains high although  

vacancy levels have dropped. 
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59 Well Led  

Mandatory Training  
Board Sponsor   Director of People & Organisation Health  

Mandatory Training  
 

May has seen an increase in the 

overall compliance of mandatory 

training with significant increases in 

manual handling and fire.   

 

HR Partners have been targeting 

specific staff groups and individuals 

who consistently are non-compliant 

in two or more topics.   

 

It is anticipated that the beginning of 

Lorenzo training will impact upon 

compliance rates between July and 

October.  No mandatory training 

sessions have been cancelled but 

departments will need to prioritise 

Lorenzo training during this period. 

 

Following a local benchmark 

exercise and review of the 85% 

compliance target it was agreed by 

the Workforce Committee that this 

should not increase in the 

foreseeable future but should be 

reviewed annually. 

 

iCARE 
From  the 1st April iCARE training is 

business as usual. This means that 

iCARE training is solely at induction. 

Changes in there number of staff 

who have had iCARE training 

reflects the number of staff attending 

induction in the month 

 

 

 

 

 

 

 

 

 

(Note : with effect from January 2015  

the mandatory training data will only 

include those topics which are 

exceptions (e.g. not meeting, and 

sustaining, 85% compliance target).  
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60 Well Led  

Mandatory Training  
Board Sponsor   Director of People & Organisation Health  

Mandatory Training  
 

 

The additional three top tier topics 

continue to make steady progress 

towards compliance. 

 

These will not be linked to 

incremental progression until April 

2016.   

 

It should also be noted that these 

may be impacted upon by the 

Lorenzo training priority. 
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61 Well Led 

Staff Friends & Family Test 
Board Sponsor   Director of People & Organisation Health  

Commentary  

 

SFFT  

The quality of care is vital to staff 

engagement and the quality of staff 

engagement is vital to the quality of 

care.  

 

The survey was open to all staff 

between 18th May and 21st June. 17% 

responded – part of a steady 

improvement in response rates. 

 

Although staff are more likely than at 

any time since the move to 

recommend NBT as a place for care 

there is still scope for further 

improvement particularly in: 

• The consistency of care for patients 

• Access to planned care 

• Staffing levels  

• Parking 

 

Similarly, more staff recommend NBT 

as a place to work but many hesitate 

until they see further improvements. 

The key underlying issues are; 

• Staffing levels to enable better care 

and greater flexibility and breaks on 

time,  

• Parking 

• Feedback and encouragement from 

line managers 

• Direction from senior managers. 

Work is underway to address all these 

issues e.g. the recruitment drive, 

appraisals, the operational 

workstreams. 

 

 

 

 

 

 

 

 

 

 

 

 

 
 

 

 
 

 

 

 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Reasons for recommending NBT for care : 
• Local hospital 
• Care – high standard, expertise 
• Personal / family experience 
• Professional staff – caring, helpful 
• Environment – clean, modern building, facilities 

Reasons for not recommending NBT for care : 
• Staffing levels 
• Parking 
• Cancellations/waiting times/lack of beds 
• Staff morale 
• Concern re standards of care 
• Isolation / lack of entertainment 

Reasons for recommending NBT as a place to work : 
• Great environment, good facilities 
• Plenty of opportunities 
• Things are improving 
• Good staff/team/supportive colleagues/friendly 

Reasons for not recommending NBT as a place to work : 
• Lack of support for community staff – CCHP in particular 
• Lack of management support 
• Parking  
• Poor morale 
• Work-life balance – lack of flexibility/shift length/ no breaks 
• Working environment - community services, open plan  

offices, inadequate changing facilities, notes piled up 
• Staffing levels 
• Disconnect with senior management / no direction 
• Lack of training/opportunities 



XXXX 
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62 Well Led  

Medical Workforce  
Board Sponsor  Medical Director  

Commentary 
 

The medical appraisal chart shows 

the compliance with the 

requirement for all doctors to have 

not exceeded 15 months since 

their last appraisal. 

 

The small number of individuals 

missing this deadline are targeted 

by directorate appraisal leads as 

necessary. 

 

Clinical Fellows on short term fixed 

contracts may have difficulty 

keeping up to date with appraisal 

dates. The revalidation support 

manager is supporting these 

doctors to ensure that they meet 

the GMC requirement. 
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63 Safe Staffing  

Nursing Workforce 
Board Sponsor  Director of Nursing  

Commentary 

Nursing spend on the inpatient 

wards has increased  again  this 

month associated with increased 

temporary staffing usage of 3% 

over last month combined with an 

increase in the rates charged.. 

 The WTE per bed is also in 

excess of the funded level. This is 

of concern as all funded 

establishments have been 

reviewed as part of the 15 /16 

Budget setting process. The 

increase is due to current 

sickness levels and  the numbers 

of patients requiring ‘Enhanced 

care’. This is being triangulated 

against the Safe care 

(acuity/dependency) electronic 

tool which is now being completed 

twice daily on all wards. 

The  ‘Enhanced care’ policy and 

implementation plan has been 

fully drafted and is going to the 

Quality Committee for approval in 

July.  

Recruitment to vacancies  with 

associated reductions in premium 

cost agency usage and control of 

sickness absence remain the key 

financial challenges for nursing. 

The Nursing and Midwifery 

workforce group in May focussed 

on gaining assurance on 

managing vacancies, agency 

reduction and adherence to 

sickness policies. 

 

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

Fe
b

 1
4

 

M
ar

 1
4

 

A
p

r 
1

4
 

M
ay

 1
4

 

Ju
n

e
 1

4 

Ju
ly

 1
4

  

A
u

g-
1

4
 

Se
p

-1
4

  

O
ct

-1
4

 

N
o

v-
1

4
 

D
e

c-
1

4
 

Ja
n

-1
5

 

Fe
b

-1
5

 

M
ar

 -
1

5
 

A
p

r-
1

5
 

M
ay

-1
5

 

Ju
n

e-
1

5
 

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



XXXX 

XXXXX 
Board Sponsor XXXX 

Commentary  

XXXX 

XXXXX 

XXXX 

64 Well Led  

Care Quality Commission Action Plan Delivery Progress 
Board Sponsor   Director of Nursing  

 
Commentary 
 
• There were 75 actions set by 

CQC (status at 30/4/15) is shown 

in first table. 

• NBT’s Action Plan set out 192 

total actions to deliver the above, 

summarised within the 2nd table. 

54% have been completed, a 

further 31% are ‘on track.’ 

• Evidence is being validated for all 

actions falling due by each of the 

bi-monthly CQC Operational 

Delivery Group meetings.  

 

Compliance Action (CA)  Progress 

Priority focus is to ensure delivery of 

the CAs and Enforcement Action. 

• An update against the ED 

Enforcement Action is provided 

on the following page. 

• One CA is complete (no.8). 

• CAs 2, 6, 7, 9 and 10 are on track 

as planned. 

• CA 4 – Management of Medicines 

is now overdue (this was flagged 

as a ‘risk of delay’ in the last 

Board report). The action will be 

completed by 31 August following 

reviews overseen through 

Medicines Governance Group of 

the storage approach in Brunel - 

ensuring that sufficient 

temperature controls, physical 

storage and operational 

practicalities are in place. 
 

‘Must do’ exceptions (amber or red) 

are listed on the following page. 

 

 

 

  

Total NBT actions required to deliver CQC Actions specified above 

CQC Enforcement and Compliance Actions Status n=75 (Actions set by CQC)

Must Should Must Should Must Should Must Should Must Should

Patient Flow

Enforcement Action: Warning Notice 16th December 2014.  Care and wel fare of 

people who use services . 

Compliance Action 1:  Care and wel fare of people who use services . (#1A – 6)

31/07/2015 9 0 1 0 2 0 3 0 3 0

Patient Flow Other Actions (#7-11) 31/12/2015 2 3 1 1 1 2 0 0 0 0

Patient Safety
Compliance Action 2:  Assess ing and monitoring the qual i ty of service 

providers . (#12-16)
31/07/2015 3 2 1 1 2 0 0 0 0 1

Patient Safety
Compliance Action 3:  Safeguarding people who use services  from abuse. 

(#17-18)
31/07/2015 1 1 0 0 1 1 0 0 0 0

Patient Safety Compliance Action 4:  Management of medicines . (#19-22) 01/07/2015 1 3 0 0 0 1 0 2 1 0

Patient Safety
Compliance Action 5:  Care and wel fare of people who use services  

(Records). (#23-27)
31/12/2015 2 3 0 0 1 2 1 1 0 0

Patient Safety Compliance Action 6:  Safety, ava i labi l i ty and sui tabi l i ty of equipment. (#28) 30/09/2015 1 0 0 0 1 0 0 0 0 0

Patient Safety Compliance Action 7:  Cleanl iness  and Infection Control . (#29-32) 30/11/2015 3 1 2 1 1 0 0 0 0 0

Patient Safety Compliance Action 8:  Safety and sui tabi l i ty of premises  (HITU speci fic). (#33) Completed 1 0 1 0 0 0 0 0 0 0

Patient Safety Other Actions (#34-39) 30/11/2015 1 5 1 4 0 1 0 0 0 0

Patient Experience Other Actions (#40-52) 31/10/2015 1 12 0 8 1 3 0 0 0 1

Staffing Levels, 

Wellbeing & 

Engagement

Compliance Action 9:  Staffing. (# 53-63) 31/12/2015 5 6 1 3 4 2 0 1 0 0

Training
Compliance Action 9:  Staffing. 

Compliance Action 10:  Supporting s taff. (#64-72)
01/10/2015 4 5 1 2 3 3 0 0 0 0

34 41 9 20 17 15 4 4 4 2

Overdue
RegulationTheme

No. of Actions Completed On track Potential DelayFinal Action 

Date

Actions TOTAL % 

Total actions completed 104 54 

‘Green’ Actions (on track) 56 31 

Potential Delay/ Insufficient evidence 10 5 

Overdue 22 10 
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65 Well Led  

Care Quality Commission Action Plan Delivery Exceptions 
Board Sponsor   Director of Nursing  

 

 
Commentary 

 
The four overdue ‘Must Do’ actions 

are reported in the table opposite. 

 

Revised action dates are proposed 

and subject to Board review will be 

discussed /agreed with the  CQC. 

 

There are also 4 ‘Must Do’ actions 

that are deemed to be at risk 

(potential delay), the first 3 of which 

relate to patient flow issues, which 

are; 

• 1A – patient care in appropriate 

place & support leaving hospital 

• 1C – ED ambulance queues. 

• 1D – Effective discharge plans 

when medically fit. 

These three are targeted for 31/7/15 

in line with 4 hour recovery plan, 

status reflects current risk levels. 

 

 ED Re-Inspection 

• Risk Summit 22 June 2015 

• Final report received, issued 

publicly 17 July 2015. 

• Acute Medical Unit opened 29 

June 2015. 

• Quality Dashboard – Nursing 

documentation in place, test 

audits completed (2 per week). 

• Weekly review of Quality 

Dashboard including time-based 

metrics at Acute Flow Group. 

 

Further details in separate paper on 

Board agenda 

 

 

 

 

 

 

 

 

 

  

Ref Action Lead(s) Action Date Issues / Revised Action Revised Date 

2.1 Improve time patients 
wait to be assessed and 
remain in ED 

CD/ED Consultant 
& Matron 

30/4/15 Triage nursing arrangements in place but 
CQC inspection raised concerns about 
their delivery in peak times. 
Weekly review  of ED Quality Dashboard 
at Acute Flow Group covering range of 
quality metrics and time in corridor to 
assess safety and seek reduced waiting in 
corridor.  
 

31/08/15 

3.1 Mental Health Liaison in 
ED 

CD/ED Consultant 30/4/15 Plan agreed, delays with AWP post now 
resolved and interview date set for  
22/10/2015. 

31/10/15 
(appointment 

made) 

5.1/2 Care for patients in AEC 
& future use 

CD/ED Consultant 31/5/15 Nursing Assessments and documentation 
fully in place and audits underway to 
confirm, outcomes included in ED Quality 
Dashboard.  Task & Finish Group 
clarifying patient mix within AEC. 

31/7/15 
(review & close 
when AEC use 

finalised) 
  

19.1 Ensure that all 
medicines are stored 
safely and appropriately 
and records relating to 
administration are 
accurate. 

Deputy 
DoN/Medicines 
Management Lead 

 

01/07/15 

 
The Medicines Governance Group has 
overseen and agreed the storage 
approach in Brunel - ensuring that 
sufficient temperature controls, physical 
storage and operational practicalities are 
in place. This will be concluded by the 
end of August 2015. 

31/8/15 
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66 FINANCE   

SRO   Catherine Phillips   Director of Finance  

Section Summary  

Summary 
For the year to date the Trust is £3.3m adverse to plan  
• The primary drivers for the adverse to plan were lower than planned elective income of £1.5m and 

unidentified savings of £1m together with pay overspends of £1m offset by a small non-pay underspend.  
• The cash balance is £17.6m, which includes £27.8m of the revolving working capital facility drawn down from 

the Department of Health. 
• Capital expenditure totals £6.7m which is £2.4m below the plan for the year to date.  
• The Trust is rated red by the Trust Development Authority (TDA) as a result of the planned and forecast 

deficit.  
 
Areas of concern  
• Elective inpatient performance continues to be lower than plan.  It is essential that activity levels continue to 

increase to planned levels as soon as possible to meet plan as well as a mitigation plan to recover 
underperformance 

• Pay expenditure was £1m overspent for the year, primarily reflecting a combination of above plan use of 
agency and bank coupled with overspends resulting from additional costs of nurses rostered onto wards. 

• Non Pay expenditure was £0.9m overspent for the Year, reflecting unrealised cost savings (£1m). 

Actions 
• Continue the improvement in elective activity to planned levels and develop recovery plan. 
• Enhanced management of agency expenditure linked to recruitment to of vacancies within establishment. 
• Continue to monitor and manage cash on a daily basis to minimise the requirement for external cash 

support.  
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Commentary 

Assurances 

The financial position for June 

YTD shows a deficit of £12.6m 

compared with a planned budget 

deficit of £9.3m. This represents 

an adverse position to plan of 

£3.3m for the year to date.  

Key Issues 

Contract income is  £1.5m 

adverse to plan.  This was driven 

by lower than planned elective 

activity, primarily within Trauma 

and Orthopaedics and Spinal 

Surgery. 

Unrealised cost savings from as 

yet unidentified schemes was the 

primary driver for the overspend 

noted on non pay.  

Actions Planned  

Improvement in theatre 

throughput and productivity 

through recruitment to vacant 

posts and improvement in 

session utilisation.  

Closer management of rostered 

nurse establishment to ensure 

that rosters are managed to 

agreed levels. 

Identification of savings plans to 

the required level. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
  
 

Finance 

Statement of Comprehensive Income 
Board Sponsor   Director of Finance 

 

 In month 

variance (Adv)/ 

Fav 

Budget £m Actual £m

Variation from 

budget (Adv) / 

Fav £m

£m 

Income 

Contract Income 116.0 114.5 (1.5) (0.5)

Other operating income 19.5 19.5 0.0 (0.1)

Donations income for capital acquisitions 0.0 0.6 0.6 (0.0)

Total Income 135.5 134.6 (0.9) (0.6)

Expenditure

Pay (87.1) (88.1) (1.0) (0.7)

Non-Pay (43.5) (44.2) (0.7) 0.8

Total Expenditure (130.6) (132.3) (1.7) 0.1

Earnings before Interest & depreciation 4.9 2.3 (2.6) (0.5)

1.71%

Depreciation & Amortisation (5.4) (5.6) (0.2) (0.1)

Non PFI Interest receivable 0.0 0.0 0.0 0.0

Non PFI Interest payable (0.4) (0.4) 0.0 0.0

PFI Interest (8.2) (8.2) 0.0 0.0

PDC Dividend (0.2) (0.2) 0.0 0.0

Impairment 0.0 0.0 0.0 0.0

Retained Surplus / (Deficit) for accounting 

purposes
(9.3) (12.1) (2.8) (0.6)

Add back items excluded for NHS 

accountability

IFRIC 12 Adjustment 0.0 0.0 0.0 0.0

Donations income for capital acquisitions 0.0 (0.6) (0.6) 0.0

Depreciation of donated assets 0.0 0.1 0.1 0.1

Impairment 0.0 0.0 0.0 0.0

Adjusted Surplus / (Deficit) for NHS 

accountability
(9.3) (12.6) (3.3) (0.5)

Position as at 30 June 2015
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Commentary 

 
Assurances  
 
The new interim revolving 
working capital support facility 
has been accessed and the Trust 
has received £27.8m to date.   
 
  
Concerns & Gaps  
 
Better Payment Practice Code 
(BPPC) is below the required 
95% with 82% of payments made 
within 30 days. 
 
 

Actions Planned  

Effective daily cash monitoring to 

ensure the Trust is able to stay 

within the cash limits set under 

the revolving working capital 

facility.  

 

Payment improvement plan being 

developed with shared service 

provider to improve BPPC 

 

 

 

 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
  
 

Finance 

Statement of Financial Position 
Board Sponsor   Director of Finance 

 

 
31 March 2015          

Actual £m 

30 June 2015     

Plan £m

30 June 2015    

Actual £m

Variance above 

/ (below) plan 

£m

31 May 

2015    

Actual £m

Non current assets

508.3 Property, Plant  and Equipment 512.8 510.4 (2.4) 510.1

0.4 Intangible Assets 0.4 0.4 0.0 0.4

508.8 Total non-current  assets 513.3 510.8 (2.4) 510.5

Current  Assets 

7.9 Inventories 7.9 8.6 0.7 8.1

15.8 Trade & other Receivables NHS 15.8 12.9 (3.0) 17.5

25.2 Trade & other non-receivables Non-NHS 20.0 27.8 7.8 28.5

1.0 Cash and Cash equivalents 4.8 17.6 12.8 15.7

50.0 Total Current Assets 48.5 66.9 18.3 69.8

31.7 Non-current assets held for sale 31.2 31.2 0.0 31.2

590.5 Total Assets 593.0 608.9 15.9 611.5

Current liabilities  (< 1 year)

7.5 Trade & other payables – NHS 7.5 8.6 1.1 10.7

76.9 Trade & other payables – Non-NHS 69.7 80.2 10.5 87.0

1.4 Borrowings 1.4 29.2 27.8 18.7

10.5 PFI l iability (current) 10.5 10.5 0.0 10.5

96.3 Total current liabilities 89.1 128.5 39.4 126.9

(14.5) Net current assets / (liabilities) (40.5) (61.6) (21.1) (57.1)

494.2 Total Assets less current liabilities 503.9 480.4 (23.5) 484.6

7.4 Trade payables and deferred income 7.0 7.1 0.1 7.1

416.1 PFI l iability 413.7 413.7 0.0 414.5

19.5 Borrowings 19.5 19.5 0.0 19.5

51.2 Total Net Assets 63.7 40.1 (23.6) 43.5

Capital and Reserves

241.3 Public dividend capital 262.1 241.3 (20.8) 241.3

(242.2) Income & Expenditure reserve (269.6) (269.6) 0.0 (269.6)

(27.4) Income & Expenditure account – current year (9.3) (12.1) (2.8) (8.7)

79.5 Revaluation reserve 80.4 80.4 (0.0) 80.4

51.2 Total Capital and Reserves 63.7 40.1 (23.6) 43.5
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Commentary 
 

Assurances 

The Trust has secured assurance 

from the TDA that it will make 

sufficient cash available to meet 

its obligations, subject to the 

implementation of the Financial 

Sustainability Plan. 

 

Concerns & Gaps  

The Trust has a red rating on the 

TDA risk assessment criteria as a 

result of the actual deficit for 

2014/15.  This will continue into 

2015/16.  

 

The risk rating against Monitor’s 

Continuity of Service rating is the 

lowest score of 1.   

 

. 

 

 

 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
  
 

Finance 

Financial Risk Ratings  
Board Sponsor   Director of Finance 
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Commentary 
 

Assurances   

 

The Trust’s cash balance is 

presently £17.6m. The new 

interim revolving working capital 

support facility has been 

accessed and the Trust has 

received £27.8m cash support to 

date.. 

 

Planned capital expenditure for 

the year is £30.5m. £6.7m spend 

year to date is £2.4m below plan. 

 

 

Actions Planned  

 

Application to the Independent 

Trust Financing Facility (ITFF) for 

permanent cash support during 

2015. 

 

 

 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
  
 

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

Assurances  

 
Savings review meetings are in 

place to ensure in year 

implementation and development 

of future years plans. 

 

Concerns & Gaps  

 

The first graph shows the in-year 

shortfall of £0.5m against the 

target of £29.2m including pipeline 

schemes. 

 

The second graph shows the 

monthly profile of the total savings 

throughout the year with savings 

higher than the monthly target from 

September compensating for the 

early months.   

  

There remains a level of 

unidentified recurrent savings 

which needs to be identified to 

enable in-year delivery. There is a 

recurrent shortfall of £4.8m 

compared to the recurrent target of 

£41.2m.   

 

Actions Planned  

 

Continued development of the 

savings programme.   

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
  
 

Finance   

Savings 
Board Sponsor   Director of Finance 
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Overall Commentary 
Board Sponsor   Chief Executive Officer 

 

  
 

 

Regulatory Area Jan 
 15 

Feb  
15 

Mar 
15 

Apr 
15 

May  
15 

Jun 
15 

Finance Risk Rating 
(FRR) 

Red Red Red Red Red Red 

Board non-compliance 
statements 

1 1 1 1 1 1 

Prov. Licence non-
compliance statements 

0 0 0 0 0 0 

CQC Inspections RI RI RI RI RI RI 

CQC reports history (all sites) 

Summary 

The Governance Risk Rating (GRR) for ED 4 hour performance continues to be a challenge through 2015/16, Actions to improve and sustain this standard are set out earlier 

in this report. A recovery plan is in place for RTT  (please see Key Operational Standards section for commentary). Cancer figures are undergoing final validation therefore, 

whilst indicative, the figures presented are not necessarily reflective of the Trust’s finalised position. However, the indicative position shows that we passed  5 of 8 of the 

Cancer targets. Any subsequent updates will be flagged next month. 

 

We are scoring ourselves against the TDA Accountability Framework (AF) 2014-15. This requires that we use the performance indicator methodologies & thresholds provided 

to calculate scores for Quality and Delivery (an overall score based upon a subset of individual scores for each of the CQC domains of Caring, Effective, Responsive, Safe, 

Well-Led) and a Finance Risk Assessment based upon  in year financial delivery & Monitor’s Risk Assessment Framework. Details are provided over the following 2 pages. 

 

Board compliance statements – number 4 (going concern) and number 10 (ongoing plans to comply with targets) warrant continued board consideration in light of the financial 

budgets for 2015-16 and ongoing performance challenges as outlined within this IPR. The Trust is committed to tackling these challenges and revised recovery trajectories 

have been submitted to the TDA as outlined elsewhere in this report and are scrutinised on an ongoing basis through the monthly Integrated Delivery Meetings. 

Location Standards 
Met 

Report 
date 

Overall Requires 
Improvement 

Feb-15 

Child and adolescent 
mental 
health wards (Riverside)  

Good Feb-15 

Specialist community 
mental 
health services for children 
and young people 

Requires 
Improvement 

Feb-15 

Community health services 
for children, young people 
and families 

Outstanding  Feb-15 

Southmead Hospital Requires 
Improvement 

Feb-15 

Cossham Hospital Good Feb-15 

Frenchay Hospital Requires 
Improvement 

Feb-15 
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73 Regulatory View  

Monitor Provider Licence Compliance Statements at June 2015 
Board Sponsor   Chief Executive Officer 

  

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 Existing processes sufficient.  New requirements have been discussed and processes are being put in place 

to ensure compliance with the new regulations. 

 

G7 
Registration with the Care 

Quality Commission 
Yes CQC registration is in place. No outstanding non-compliance actions with CQC. The Trust is scheduled for 

inspection by the CQC in early November 2014. 

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 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 Foundation Trust. However, once 

applicable this will be ensured. Scrutiny & oversight of assurance reports will be provided by Trust's Audit 

Committee as currently for reports of this nature. 

P4 
 

Compliance with the National Tariff 
Yes NBT complies with national tariff prices. Scrutiny by CCGs, LAT and NTDA 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. 

 Self-assessed, for submission to NTDA 

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 Existing processes sufficient.  All Executive and Non-Executive Directors have completed a self assessment  

and no issues have been identified. A Fit and Proper Person Policy is being developed for approval in 

September 2015. 

 

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. 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 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 Foundation Trust. However, once 

applicable this will be ensured. Scrutiny & oversight of assurance reports will be provided by Trust's Audit 

Committee as currently for reports of this nature. 

P4 
 

Compliance with the National Tariff 
Yes NBT complies with national tariff prices. Scrutiny by CCGs, LAT and NTDA 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. 
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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 management and corporate and 

clinical risk management processes and mitigation plans are in place to 

deliver the annual operating plan, including that all audit committee 

recommendations accepted by the board are implemented satisfactorily. 
Yes 

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

going compliance with the Care Quality Commission’s registration 

requirements. 

Yes 9 

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 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. 

Yes 

4 
The board is satisfied that the trust shall at all times remain a going 

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

force from time to time. 

Yes 11 

The 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 board will ensure that the trust will at all times operate effectively. 

This includes maintaining its register of interests, ensuring that there are 

no material conflicts of interest in the board of directors; and that all board 

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

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 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 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 

Regulatory View 

Board Compliance Statements at June 2015 
Board Sponsor    Chief Executive Officer 

 

 Self-assessed, for submission to NTDA 
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75 IPR / Board Additional Reporting Schedule 2015   
Board Sponsor   All Executive Directors  

75 

Measures & Reports overseen by Trust Board which fall outside monthly IPR reporting 
January February  March  

• Other qualitative aspects of patient experience report 
• External Reporting – Coroners Report 
• Flu Vaccination Rates – added to IPR cycle  
• Cancelled Operations – reasons for cancellations – added 

to IPR cycle  
• Non Medical Appraisals – last month for reporting for 

year  
• Tariff – NBT V Dr Foster removed whilst data queries 

raised with Dr Foster 
• Compliments – moved from monthly to quarterly cycle  

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

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

April  May  June  

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

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

 

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

July  August  September  

• Other qualitative aspects of patient experience report 
• Staff Survey Results 
• CQUINs 
 
 

• IPR Measure: Research & Innovation  
• Carers Report – quarterly  
• Clinical Audit 
• IPR Measure: Non Medical Appraisals 

• Safeguarding Adults & Children 
 
 

October  November  December  

• Safe Staffing – 6 monthly report  
• Clinical Audit 
• CQUINs 

• IPR Measure: Research & Innovation  
• Clinical Legal claims/inquests (6 monthly) 
• Carers Report – quarterly  

• Safeguarding Adults & Children 
• Clinical Audit 
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North Bristol NHS Trust 

1. Purpose 

1.1 This report provides the Trust’s Annual Complaints Report for 
2014/15 for review and approval, at Appendix A 

 
2. Background 

2.1  The complaints process fulfils the Trust’s duties to ensure the 
principles of good complaint handling, and that appropriate 
remedies are followed to help ensure the NHS Constitution is 
upheld in respect of complaints. 

 
2.2 The Trust provides an Annual Report on Complaints, the format 

builds upon the approach established in previous years. 
 
3. Summary & Key Issues 

3.1 The Trust has struggled for a number of years to demonstrate a 
sustainable level of complaints responsiveness, as the Committee 
has prevously been advised. 

 
3.2 The Patients Association was commissioned in late 2014 to 

undertake a baseline review of the quality of investigations and to 
then support the Trust with some development workshops, all 
three of which have now been delivered. 

 
3.3 The delivery of an improvement trajectory for reduction of the 

overdue backlog is reported to each Trust Board, set against the 
Board approved improvement plan. 

 
3.4 This Annual Report provides the overview of activity during the 

yeara and references the improvement work in progress. 
 
3.5 There has also been a drop off in formally recorded compliments 

since the Move to Brunel during 2014 and into 2015. Work is 
being undertaken as part of broader Patient Experience work to 

review the methods of identifying and collecting compliments and 
this will continue during 2015/16 . 

 
4.  Recommendation 
4.1 The Trust Board is recommended to review and approve the 

Annual Complaints Report 2014/15. 
 

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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1. Introduction  
1.1. This Annual Complaints and Compliments Report provides an overview of the activity and 

progress made during the year 1st April 2014 to 31st March 2015. The key messages in this year’s 
report are: 

• Formal complaint numbers have risen, reflecting the challenges faced by the Trust following 
the moved to the new Brunel building and the closure of Frenchay hospital. It is therefore not 
clear if the underlying trend goes against the nationally reported overall increase in numbers; 

• As a consequence of the increase in complaints, concerns and enquires the large central 
clinical directorates and the facilities related directorates struggled to return cases within the 
negotiated timescales; 

• Patients and visitors ability to communicate directly with the area of the Trust they wish to 
contact is still below levels the Trust would expect and numbers of reported issues have 
continued to cause concerns; 

• The pressures on the complaints process over the last 12 months have caused to a re-
evaluation of the processes. To address the overdue cases, the reasons for the backlogs and 
also to ensure improvements are made during 2015/16 a programme of support and training 
for the central and directorate complaint teams has been introduced. The first of these 
training/development sessions on the “Art and Science of Complaints”, which are being jointly 
run by the Patients’ Association, was held in March. 

• A plan to address overdue complaints and sustain improvements in the approach, systems 
and accountabilities for their efficient and effective management in place and the actions will 
be implemented during 2015/16. 

2. Accountability 
2.1. The Board has corporate responsibility for quality of care and monitoring of complaints and 

improvements. Formal complaints are fully investigated with comprehensive and personally 
written responses provided by the Chief Executive. 

2.2. The Director of Nursing has responsibility at Board level for all complaints, and is chair for the 
Patient Experience Group which has strong patient and public representation. 

3. The Complaints Process 
3.1. The Trust’s complaints procedure is designed to conform to the “The Local Authority Social 

Services and National Health Service Complaints (England) Regulations 2009”, which govern 
complaints handling, and reflect their importance. It also reflects the Parliamentary and Health 
Service Ombudsman’s Principles of good complaint handling.  

3.2. Complaints are centrally managed on a day-to-day basis by the Advice and Complaints Team 
(ACT) on behalf of the Chief Executive. ACT log and acknowledge the reported issues, decide on 
which of the hospital’s directorates need to investigate, and disseminate the information 
accordingly. ACT then pull together information received as part of the investigation process and 
prepare the final reply letters for the Chief Executive to approve and sign. 

3.3. ACT also: 
• Keeps a record of compliments received across the Trust; 
• Monitors responses and escalate overdue cases; 
• Manages any returned complaints or concerns; 
• Arranges reconciliation meetings (attending and digitally recording the details); 
• Provides quarterly reports for Trust Board and the Patient Experience Group; 
• Undertakes local training; 
• Supports directorate actions in respect of quality and learning from complaints; 
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• Where trends or themes are identified, issues alerts to enable appropriate interventions; 
• Monitors Actions Plans arising from Moderate or High risk complaints to ensure learning in 

accordance with CQC Regulation 16: Receiving and acting on complaints. 
3.4. Recognising that not all issues received can be categorised as an enquiry or formal complaint, 

ACT progress some issues as “concerns”. This less formal complaint category is responded to 
directly by the ACT manager. 

3.5. NBT does not operate a Patient Advice and Liaison Service (PALS). Instead the “Advice” element 
of the service is managed by ACT who respond to telephone or email requests for information. 

3.6. On behalf of the Trust, ACT’s key priorities in handling complaints and concerns are to: 
• Create a culture that encourages and welcomes patient and service user feedback with a 

commitment to avoid any discrimination against complainants, or the patients on whose behalf 
they are acting;  

• Provide equality of access with clear and widely available information on how complaints and 
concerns can be made and how they are handled, in language and formats that are 
appropriate to the complainants’ needs; 

• Provide complainants with sufficient support to enable them to participate fully in the 
complaints process; 

• Promote a timely, positive, open and flexible dialogue with the complainant to allow for a 
meaningful investigation; 

• Provide a full and understandable response; 
• Maintain accountability and confidentiality; 
• Act on feedback to assist directorates to improve the Trust’s services; 
• Gather evidence of learning and follow-up actions where appropriate. 

4. Numbers of complaints received During 2014/15 
4.1. The total number of complaints received during the year was 757. The Trust is required to submit 

statistics on all formal complaints, and the table below indicates the total number received 
compared with the previous three years. 

(Fig. 1) 

Complaints By 
Directorate 

Total 
Number of 
complaints 

2010/11 

Total 
Number of 
complaints 

2011/12 

Total 
Number of 
complaints 

2012/13 

Total 
Number of 
complaints 

2013/14 

Total 
Number of 
complaints 

2014/15 
Cap Projects 0 0 0 0 0 
Clin Gov 1 4 0 2 2 
CCS 50 53 74 49 78 
Facilities 16 20 13 12 39 
Finance 0 1 1 1 0 
IM&T 9 14 13 11 16 
Medicine 172 188 165 176 251 
M/S 103 124 132 121 169 
Neuro 55 77 85 77 81 
OPS 3 6 2 5 4 
Renal/O/Pts 11 13 11 5 54* 
Surgery 118 185 207 193 212 
W&CH 73 72 108 84 104 
Totals 611 773 832 757 1010 

 * Includes Outpatients for 2014/15 
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4.2. Complaints are categorised according to the requirements of the Department of Health. Appendix 

1 shows the breakdown of complaints by category for 2014/15 with an indication of the totals 
received and the change in numbers from the previous year. The most significant numerical 
changes are in respect of the following categories: 

• Communication and Information + 111 cases 

• All aspects of Clinical Treatment + 78 cases 

• Delay and Cancellation Inpatient + 34 cases 

• Admission/discharge/transfer + 10 cases 

• Other  + 12 cases 

4.3. Communication issues continue to be a factor in many complaints. The adoption and roll out of 
the  Trust’s iCARE initiative is addressing the issue of positive communication,the training is 
designed to make staff consider their approach and communication from the patients’ 
perspective; iCARE delivered a reduction in the trend over the final quarter of the year. 
Additionally during the transfer to the new Brunel building a number of issues were reported with 
the check-in facilities and signage which added to this particular category. 

4.4. The difficulties in tracking and obtaining patient notes was a problem initially after the transfer to 
the new Brunel building. 

5. Performance Statistics - Complaints and Concerns 
(Fig. 2) 

 
5.1. The number of complaints received in 2014/15 increased by 33.4% over the previous year. The 

month by month level of returns during 2014/15 can be seen in Fig. 2 above. 

5.2. Informal complaints (concerns) received in 2014/15 increased by 12.8%. This reflects the 
increase in lower level complaints such as infrastructure and parking issues, most of which 
directly resulted from the impact of the construction works on the Southmead site and plan to 
deliver the permanent patient parking facilities in phase 2 of the development due for completion 
in spring 2016. 
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5.3. The numbers received for both complaints and concerns (see Fig 3 below) maintained the broad 

seasonal variations seen in previous years. 

(Fig. 3) 

 

 The directorates that received the most complaints were Medicine (251), Musculo Skeletal 
(169) and Surgery (212) which reflects their relative size and patient throughput. The actual 
performance of each directorate is shown in the table above. The increase for Renal is 
explained by the transfer of a new central Out-Patients Booking Team into the directorate. 
The increase in complaints and concerns overall did not reveal any particular trend. 

5.4. The Trust’s performance for responding to complaints and concerns on time for the last 2 years is 
shown at Appendix 2. Regrettably the progress of reducing numbers of overdue responses was 
completely reversed in light of the challenges of moving to the New Brunel building and the 
significant increase in complaints and enquires received. To address this challenge Directorate 
Heads of Nursing have taken formal responsibility for Directorate complaints and the oversight 
and management of individual directorate recovery plans, to bring down overdue complaints to 
single figures. A system of formal triage has been developed,  the aim is to achieve compliance 
with the timescale by 31st July 2015.  During 2015/16 the focus will be on the learning from 
complaints. 

6. Returns 
6.1. If a complaint or concern is not satisfactorily answered, the complainant is always invited to 

contact ACT to ensure their further concerns can be fully addressed. These “returned” issues are 
logged and the reasons recorded.  

6.2. Overall returns decreased by 3.7% to 103 (107) but those concerns that were due to 
unaddressed or unresolved issues; and therefore could be considered as avoidable, increased by 
one to 22 cases or 21.3% of all returns, (Fig.4 overleaf refers). 
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6.3. ACT’s performance for acknowledging complaints and concerns within 3 days of receipt has 
remained above the 95% target despite the increase in numbers, see the table below: 

(Fig.5) 

Acknowledgements (Target 95%) 2011/12 2012/13 2013/14 2014/15 

Average time (including telephone and email contact) 99.41% 98.66% 99.27 % 96.39 % 

7. Advice Service 
7.1. This service has seen a sustained significant increase in calls over the last year reflecting the 

patients’ experience with the transfer of services to the Brunel Building. The monitoring criterion 
as changed from 2013/14 to reduce and clarify the categories of enquiry so a direct comparison 
month by month is not possible. However, the total enquiries received increase by 77% to 14,480 
(see Fig 6 overleaf).  

7.2. The numbers of people unable to make contact with the correct area with the Trust is a serious 
concern and highlights a need for improved customer training. This is being addressed as part of 
the Trust’s iCARE programme: 

I am responsible for….Communication that’s effective….Attitude that’s positive….Respect for 
patients, carers and colleagues….Environment that’s conducive to care and recovery 

 

(Fig.6) 
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8. Learning Lessons 
8.1. The Trust embraces the ethos of learning from all complaints and concerns where possible and 

this forms part of what we do. In line with the recommendations of the Clywd/Hart Report (see 
paragraph 13 below) learning from complaint investigations is being used to inform and reform 
process. During the year some key examples of changes made to procedures and practices are 
provided below: 

• New leaflet regarding the Acute Medical Unit (AMU) to warn patients of the need to transfer to 
and the changing nature of the ward. Additionally ward audits for cannula checks and use of 
correct flushing syringe were initiated. 

• New food stocks have been provided in the Medi-rooms for post-operative patients, following 
complaints about Medi-room facilities provided via the patient feedback forms available from 
the main reception in the Brunel Building; 

• New comfort rounds have been introduced for the Medi-rooms to assist waiting patients and 
the temperature is also more closely monitored (for example, nursing staff check with elderly 
patients and offer them blankets as required); 

• Discharge letters are now faxed to GP’s who do not have compatible electronic links to avoid 
discharge delays.  

• Communications between pharmacy and wards have been improved to speed up the 
turnaround for Tablets to Take Away (TTA’s) and therefore improve patients’ discharge 
experience; 

• A new discharge lounge is being created for the Imaging Dept. following patient feedback 
about the current waiting area; 

• Waiting list co-ordinators consider the patient’s age when devising the booking order of 
consultants’ lists. 

• In light of the difficulties experienced by patients, carers and visitors with travel and parking, 
the Trust has provided explanations of how the site will be improved as part of the Phase 2 
development through large displays at the entrance to the Brunel building, both outside and 
within the Atrium. A number of practical steps have been taken to address the congestion 
around the main entrance, to increase shuttle bus transport from the public car park and to 
increase the availability of wheelchair transport within the building. 

9. Second Stage Reviews 
9.1. Local Resolution Meetings (LRMs) are non-confrontational, and are aimed at allowing the 

complainant and the Trust, to explore issues in a more dynamic way than can be achieved via 
correspondence. Complainants are welcome to attend with a friend or family for support and the 
Trust will ensure that senior staff are present to allow their concerns to be addressed and any 
agreed actions/outcomes to be taken forward. A digital recording of the meeting is provided as 
confirmation of the discussions and the agreed actions.  

9.2. During the year LRMs were arranged and held for 75 cases, an increase of 10 on 2013/14. 

10. Ombudsman Referrals 
10.1. If after attempts at local resolution the complainant remains dissatisfied, they may ask the 

Parliamentary Health Service Ombudsman to consider their case. During 2014/15, the Trust is 
aware of 20 complainants who contacted the Ombudsman where they subsequently decided to 
review the actions of the Trust and call for the complaints file. Of these cases, 12 have been 
closed by the Ombudsman; and 8 remain open: 1 complaint was wholly upheld, 4 were found to 
be partly justified and 7 dismissed. The Trust were asked to extend apologies for all the 
justified/partially justified cases and asked to pay compensation in 2 cases and for 1 case 
outstanding from 2013/14 amounting to a total of £1,300.00 
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11. Compliments 
11.1. Over the year, ACT recorded 4,396 compliments, a significant reduction on prior years. This 

again reflects the challenging year for the Trust in respect of the problems with infrastructure/site 
development and the steep learning curve required by the fundamental changes to the 
accommodation and environment. It should also be noted that South Gloucestershire Community 
Health Services who received over 1,000 compliments in 2013/14 transferred out of North Bristol 
Trust’s control for this last year, meaning this is not a truly like for like comparison. 

11.2. The system for collecting, collating and learning form positive feedback has been identified as an 
area that needs strengthening. The establishment of a new ‘Head of Patient Experience’ role 
within the Trust aims to bring greater strategic focus and systematic approach to obtaining 
feedback and using it to improve services.  

(Fig.6) 

Compliments Received 2010/11 2011/12 2012/13 2013/14 2014/15 

Total 9,062 7,120 6,822 6,729 4,396 

12. Key Risks 
12.1. The Trust has recognised the system to manage complaints and affect learning has been under 

considerable strain due to the increased numbers and demands on staff as they adapt to a new 
working environment. As a consequence the percentage of complaints answered within the 
agreed timescale decreased to approximately 17%, although a 37% response rate was achieved 
when concerns are factored into the figures. As detailed in paragraph 5.4 specific and time critical 
steps have been implemented to address this performance issue by August 2015. 

12.2. The key risks of failure in the service are: 

• Continued good reputation of the Trust; 

• Failure to share lessons across all areas of the Trust; 

• Insufficient monitoring of themes within complaints to ensure all concerns are addressed and 
improvements made; 

• Inconsistent directorate complaints processes, and a lack of effective deputies during leave 
period, which impact on response times. 

• Delayed responses, which send the wrong message to complainants 

• Inadequate systems and processes to ensure directorate and central team are managing 
cases consistently and efficiently. 

• Insufficient identification and systematic review of positive patient experience, including 
compliments received. 
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13. Improving the Management of Complaints  
13.1. During recent years the NHS has been featured regularly in the national Press. In response to 

this a review was undertaken by the Rt. Hon Ann Clywd MP and Tricia Hart entitled A Review of 
the NHS Complaints Procedure - Putting Patients’ Back in the Picture was undertaken. 

13.2. In light of concerns around the increased volume of complaints following the hospital Move in 
2014 and the longstanding challenges of ensuring timely responses within agreed timescales, the 
Trust invited the Patients Association to undertake an independent review in December 2014. 

13.3. Their report identified inconsistencies in the quality of investigation and response to complaints 
and made recommendations for good practice that the Trust is working to implement. Actions that 
will be taken to specifically improve the complaints process are detailed below: 

a) Regular meetings between the Complaints Team and the directorate complaints co-ordinators 
to ensure effective communication, support and that best practice is adopted. 

b) A series of developmental workshops provided jointly between the Patients Association and 
the Trust to equip, encourage and support staff reviewing complaints. 

c) The development of a complaints investigation ‘toolkit’ to provide practical help on individual 
case reviews. 

d) Improved initial response process, encouraging telephone or face to face contact at an early 
stage and options for early Local resolution meetings. 

e) Systematic processes across all directorates to ensure rigorous investigations and 
independent reviews of complex cases. 

f) Targeted has been support provided to assist directorates reduce their historic backlog of 
overdue complaints. 

14. Conclusion 
14.1. North Bristol NHS Trust has had a challenging year in respect of complaints, concerns and 

enquiries, and has had a poor performance in responding in a timely way from the patients’ 
perspective. A recent independent audit of the complaints process by the Patients Association 
has confirmed the actions needed to remedy and strengthen the process and ensure a better 
experience for all involved 

14.2. Patients’, relatives’ and carers’ views remain very important to NBT and their feedback has been 
effective in influencing change and improving practices across all disciplines and in all clinical 
areas.  

14.3. The flexible approach employed by ACT in using the concerns route to answer informal 
complaints, and the initiative agree the scope of any investigation with the complainant, has seen 
a continued decrease in the numbers of cases where complainants return with unresolved issues. 
From this perspective the Trust has been successful in resolving complaints with the first 
response this confirms the process is generally effective, but not delivered within the timescale, 
for most complainants. 

14.4. A board approved action plan has been established to deliver the improvements recommended 
by the Patients Association and we expect to see the benefits of this during 2015-16 as attitudes, 
systems and processes become embedded. 
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Trust Returns Response times 2013/14 

 

            
Trust Returns Response times 2014/15 

 

 
Note:   the variation on total numbers reported reflects that some complaints are not responded to until after the end of the 

reporting year.
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Compliments Received – Totals by Directorate for Each Quarter 
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Recommendation:  

The Board is asked to note the Safeguarding Children Annual Report 2014 / 15 

 
Executive Summary:  
 
Action Required:  

 
The Board is asked to note the safeguarding children 2014/15 annual report. 

 
 
 
 



North Bristol NHS Trust 

1. Purpose 
1.1. The safeguarding children annual report covers the 

extensive work of the safeguarding children team, 
their objectives and key actions ensuring 
safeguarding children is high on everyone’s agenda 
and that staff are competent and supported in 
safeguarding children work. 

2. Background 

2.1. The safeguarding children team cover a wide range 
of responsibilities, these are reported to the Trusts 
Overarching Safeguarding Group, who report to 
Quality Committee. 
 

3. Main Report Content 
3.1. The report covers the Trusts legal and regulatory 

requirements and inspection activity (section 11: 
Children Act 2004, and CQC / Ofsted inspections). 

3.2. Training activity, including mandatory training and 
other relevant training delivered within the year 

3.3. The role and work of key named professionals 
including Health Visitors, Midwives and the specialist 
midwifery team and the community paediatricians. 

3.4. The Trusts contribution to serious case reviews. 
3.5. New developments including female genital 

mutilation (FGM) and Child Sexual Exploitation. 
 

 
4. Summary 

4.1. The safeguarding children team cover an extensive 
agenda supporting the work of professionals with a 
key safeguarding children responsibility and more 
widely across the Trust to ensure safeguarding 
children is recognised and addressed in all parts of 
the Trust. 

 
 
5. Recommendations 

5.1. The Trust Board is asked to note the Safeguarding 
Children Annual Report 

 

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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Report to the Trust Board – May 2015 
 

Title:   Safeguarding Children Report 2014/15 

Purpose of paper:  To fulfil the statutory requirement to report annually to the Trust 
Board on safeguarding children performance 

For Approval 
 

Executive Summary: 
Child protection is a part of safeguarding and promoting welfare for children.  It refers to the activity 
that is undertaken to protect specific children who are suffering, or likely to suffer significant harm.  
The safeguarding children agenda at NBT has been managed and monitored by the Safeguarding 
Children Group (SCG) and reported via the Overarching Safeguarding Committee through to 
Governance and Risk Management Committee. Named professionals are responsible for ensuring 
that the Trust meets its statutory responsibilities in respect of safeguarding children.  
 
Safeguarding Children is a priority and is acknowledged as a vital part of the day to day business of 
the Trust; children up to the age of eighteen are seen in a variety of settings throughout the Acute 
Trust which include paediatric outpatients, Maternity, Neonatal Intensive Care, Emergency 
Department and inpatients in the Brunel Building (16 and 17 year olds are legally considered 
children). 
 
The majority of children are seen in the Children’s Community Health Partnership which was rated 
by the Care Quality Commission (CQC) as Outstanding in their report published 11/02/15 following 
the inspection of North Bristol NHS in November 2014. However a significant number of children 
are seen in acute services in NBT, in 2014 /15 a total of 1276 children aged between 16 – 18 years 
were seen as inpatients and a total of 4498 children between 0 – 18 years were seen in Southmead 
Emergency Department. As an adult-focussed service North Bristol Trust acute services has made 
significant progress in embedding awareness of the impact of adult issues on the welfare and safety 
of any dependent children. This is largely as a result of a comprehensive, successful and well-
received training package for all clinical staff. This was recognised in the CQC report published 
11/02/15 following the inspection of North Bristol Trust.  
.    
North Bristol Trust is represented on the local Safeguarding Children Boards (LSCBs) for both 
South Gloucestershire and Bristol and plays an active role in their work programme. 
 
Completed actions from the NBT Safeguarding Children Work Programme for 2014/15 include:  

• Regularly updating the Child Protection Pages on the Trust Intranet. 
• Participating and contributing to Serious Case Review (SCR) and Multi-Agency case 

reviews  in Bristol and South Gloucestershire and ensuring action plans are implemented.  
• Reporting annually and quarterly to the relevant Clinical Commissioning Groups (CCG) and 

LSCBs against agreed Safeguarding Children Standards and Performance Indicators. 
• Completion of Section 11 (Children Act 2004) Training audits for Bristol and South 

Gloucestershire Safeguarding Children Boards. 
• Safeguarding Training figures have been reported quarterly and a recovery plan 

implemented when these fell below 90%. 
• Reviewed and rewritten Level 1 and 2 training packages to ensure new training 

requirements of the Intercollegiate Document (2014) are established and met. 
• Developed e-learning packages for Level 1 Safeguarding Children Training 
• Developed programme of training for level 3 staff in Signs of Safety. 
• Developed programme of Level 3 training on Child Sexual Exploitation  
• Developed electronic knowledge based assessment for Level 1 and 2 Safeguarding 

Children Training. 
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• Ensured lessons learnt from local SCR, significant national SCRs and Serious Incidents are 
disseminated to frontline practitioners and included in all training. 

• Safeguarding Children Audit Plan is ongoing and was monitored by the Safeguarding 
Children Group. 

• Contributed to and participated in Lorenzo Workshops to ensure Safeguarding Children 
requirements are considered and included in the Lorenzo IT system. 

• Participated in CQC Inspection of North Bristol Trust in November 2014. 
• Participated in the processes involved in the preparation for CQC and Ofsted Inspections of 

the Bristol and South Gloucestershire Safeguarding and Looked After Children Services. 
 
The Safeguarding Children team continue to meet compliance with safeguarding children training 
standards in line with Intercollegiate Document 2014.  North Bristol Trust has met the target set by 
the Clinical Commissioning Groups of 90% for all three levels.  
 
Multi-agency Risk Assessment Conference (MARAC’s) are held in Bristol and South 
Gloucestershire and provide a structured multi-agency forum for the sharing of information 
regarding high risk victims (and their children) of domestic abuse. There has been an increase in 
the numbers of cases of High Risk Victims of Domestic Abuse discussed at MARACs in Bristol and 
a slight decrease in South Gloucestershire due to a review of the referral criteria.   
 
Bristol and South Gloucestershire CCGs are now overdue an announced CQC Inspection of 
Safeguarding and Looked After Children Services, working groups are in place preparing for these 
inspections.  
 

Key Actions and Developments for the forthcoming period April 2015 – March 2016 
 
• Identify Named Doctor for North Bristol NHS Trust Acute Services. 
• Develop arrangements for reporting incidents of Female Genital Mutilation in the under 18 

year age group. 
• Child Sexual Exploitation, raise awareness, develop policies and promote best practice. 
• Develop e-learning package for Level 2 
• Launch electronic knowledge based assessment of level 1 and 2 Safeguarding Children 

Training following pilot in Quarter 2. 
• Review and rewrite Level 3 Safeguarding Children Training in line with Intercollegiate 

Document (2014) and updated Level 1 and 2 training packages. 
• Deliver programme of training for level 3 staff in Signs of Safety.  
• Deliver programme of training for Level 3 update (2 hour) in Child Sexual Exploitation 
• Continue to participate in any SCRs and Multi-Agency Case Reviews in South 

Gloucestershire and Bristol as per prescribed timescales and ensure lessons learned are 
disseminated to frontline practitioners and included in all training. 

• Continue to work with change programme for Lorenzo IT implementation.  
• Participate in the processes involved in the preparation for CQC Inspections of the Bristol 

and South Gloucestershire Safeguarding and Looked after Children Services. 
• Participate and contribute to the re-provisioning for Community Child Health Partnership via 

CCHP Re Provisioning Board to include ensuring robust Safeguarding Clinical Governance 
arrangements from April 2016.  
 
 

 
 
 
 
 
 
 
 
 
 
 

2 
 



 
Safeguarding Children Annual Report to September 2014 

 
Introduction 
 
Safeguarding Children is a statutory responsibility under the Children Acts 1989 and 2004.  Section 
11 of the Children Act 2004 applies to a number of NHS organisations including NHS Trusts and 
NHS Foundation Trusts.  It is a statutory requirement to report to the Trust Board annually on 
safeguarding children performance (Care Quality Commission and Lord Laming Report, 2009) 
 
Foreword from the Named Doctor 
As the Trust celebrates its first year in the Brunel building, the focus of the organisation moves 
away from community based services and has therefore decided to allow another organisation to 
host children’s community services (CCHP) on or soon after the beginning of April next year. The 
Trust has made important steps towards embedding Child Protection into the culture of the Trust, 
but now more than ever it is important not to lose this focus. Although a large number of children’s 
services will be leaving the Trust, there are still a large number of children seen within the Brunel 
Building and elsewhere in the Trust. The Trust will need to appoint a new Named Doctor from within 
the medical staff, as both of the current Named Doctors will move out of the Trust with CCHP. 
 
Review of Actions completed over the last year 
 
Between April 2014 and March 2015 the NBT Safeguarding Children Group (SCG), reported to the 
Overarching Safeguarding Committee. SCG membership included leads for safeguarding children 
from every directorate in the Trust, HR and training, Named and Designated professionals. An 
operational subgroup of the SCG met monthly to implement and progress the work programme. 
This has been presented and monitored quarterly by the SCG. However this governance structure 
is presently under review by Trust Safeguarding Lead, Sue Jones. 
 
 Actions completed over the last twelve months include: 

• Regularly updating the Child Protection Pages on the Trust Intranet. 
• Participating and contributing to Serious Case Review (SCR) and Multi-Agency case 

reviews in Bristol and South Gloucestershire and ensuring action plans are implemented.  
• Reporting annually and quarterly to the relevant Clinical Commissioning Groups (CCG) and 

LSCBs against agreed Safeguarding Children Standards and Performance Indicators. 
• Completion of Section11 (Children Act 2004) Training audits for Bristol and South 

Gloucestershire Safeguarding Children Boards. 
• Safeguarding Training figures have been reported quarterly and a recovery plan 

implemented when these fell below 90%. 
• Reviewed and rewritten Level 1 and 2 training packages to ensure new training 

requirements of the Intercollegiate Document (2014) are established and met. 
• Developed e-learning packages for Level 1 Safeguarding Children Training 
• Developed programme of training for level 3 staff in Signs of Safety. 
• Developed programme of Level 3 training on Child Sexual Exploitation  
• Developed electronic knowledge based assessment for Level 1 and 2 Safeguarding 

Children Training. 
• Ensured lessons learnt from local SCR, significant national SCRs and Serious Incidents are 

disseminated to frontline practitioners and included in all training. 
• Safeguarding Children Audit Plan is ongoing and was monitored by the Safeguarding 

Children Group. 
• Contributed to and participated in Lorenzo Workshops to ensure Safeguarding Children 

requirements are considered and included in the Lorenzo system. 
• Participated in CQC Inspection of North Bristol Trust in November 2014. 
• Participated in the processes involved in the preparation for CQC and Ofsted Inspections of 

the Bristol and South Gloucestershire Safeguarding and Looked After Children Services. 
• Review and update the Safeguarding Children Policy which was ratified October 2014. 
• As a result of the impact of the Health Visitor Implementation Programme (national 

programme to increase the number of Health Visitors) and the introduction of Family Nurse 
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Partnership there has been an increase in the establishment of the safeguarding children 
team.  

• NBT has increased activity around the cascade of Police Domestic Abuse Incidents to to 
include all Bristol incidents. These are sent on to frontline practitioners on a daily basis and 
documented on the individual child’s record within Community IT System, Care Plus.. 

• NBT continues to have representation on both South Gloucestershire and Bristol Local 
Safeguarding Children’s Boards and their sub-committees.  

 
Children in Acute Services 
In May 2014 Paediatric Specialist services transferred from NBT to UH Bristol in 2014 with the 
exception of Neonatal services. However young people between 16 – 18 years are treated 
within the adult facilities in the Brunel building and children 0 – 18 years continue to be seen in 
our Emergency Department. The table below shows that 1276 young people 16- 18 years were 
seen as inpatients and 4498 children 0 – 18 years were seen in Emergency Department. This 
data excludes NICU and Outpatients and does include some young people who are 18 years so 
in law are adults. 
 
Total Number of Children and Young People seen Adult Services and Emergency 
Department 2014/15 
Inpatients 16 – 18 years 
Day Case 433 
Elective Admissions 119  
Emergency Admissions 724 
Total 1287 
Emergency Department 0 – 18 years 
 4498 
The above data shows that although we are an adult focused organisation we see a significant 
number of children in a variety of settings.  
  
 
Training 
The Intercollegiate Document 2014 defines the levels of training required for all staff within health 
care settings. Level 1 is non clinicians, Level 2 are clinical staff working predominantly with adults 
and Level 3 applies to staff working directly with children and families.  

            Level 1       Level 2   Level 3 
 % Compliancy as at 31/03/14      89%            86%               94%  
 % Compliancy as at 31/03/15     93 %             91%               96% 
 
 
Compliance continues to be reported to and managed by the Safeguarding Children Operational 
Group and reported quarterly to the CCGs and both Safeguarding Boards. 
 
In April 2014 the requirements of the revised Intercollegiate Document were made public and this 
had a significant impact on the delivery and receipt of training. There is a 50% increase in time 
requirement for Level 1 and 30% increase for Level 2. There is requirement to train Level 1 and 2 
on a wider range of subjects and / or in greater depth. 
 
This has resulted in a complete rewrite of both Level 1 and Level 2 combined Safeguarding training 
packages and the development of an electronic knowledge based assessment. This assessment is 
being piloted through Quarter 1 and it is hoped to launch fully in September 2015. 
 
The Current level 3 programme required no change in hours for delivery however the package now 
needs updating and revision in light of the increased knowledge delivered at Level 1 and Level 2. 
The Safeguarding Team have worked with the Learning and Research Department to develop an 
electronic knowledge based assessment for Level 1 and Level 2. This will be piloted during Quarter 
2 2015/16 with the aim of launching in autumn 2015. 
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The Named Nurses continue to deliver a bespoke three year rolling programme of safeguarding 
children training to all staff working in the Emergency Department; this is to ensure all trained staff 
achieves the requirement to be trained to Level 3. This was noted by the CQC inspection in 
November 2014.  
 
Bristol City Council is using a new assessment tool ‘Signs of Safety’. NBT has developed 
collaboratively with our partners a training package to ensure our staff is trained to participate 
actively in this process. It is anticipated South Gloucestershire will also move to using this 
assessment tool. 
 
Following a high profile criminal case in Bristol involving child sexual exploitation (CSE), Level 3 
update training for 2015 is being delivered on this subject. 
 
Serious Case Reviews (SCR) 
A SCR is undertaken whenever a child has died, when a child sustains a potentially life threatening 
injury or serious and permanent impairment of physical and/or mental health and development 
through abuse or neglect. 
 
Working Together to Safeguard Children (HM Government 2015) requires a systemic review of any 
cases which may or may not include NBT being required to complete an Individual Management 
Review (IMR) which is then incorporated into an overview report. The new methodology asks 
questions of the agencies involved and seeks assurance around the systems and processes within 
agencies. An action plan is usually developed on a single or multi-agency basis.  
 
Since April 2014, there has been one Serious Case Review in Bristol relating to Child Sexual 
Exploitation which is ongoing. NBT has received official notification in April 2015 requiring our 
participation and involvement in one further case. Two other potential SCRs are being considered in 
Bristol  
 
Child C – South Gloucestershire was published in June 2014 following criminal proceedings. Child 
T a Bristol SCR which was due for publication before the end of 2014 was published May 2015.  
 
Bristol and South Gloucestershire SCR subgroups have undertaken several Multi- Agency Case 
Reviews which NBT has actively contributed to with the result that the learning from these cases 
has been shared with frontline practitioners and included in safeguarding children training. 
 
A programme of workshops titled ‘Learning from Serious Incidents and Serious Case Reviews’ was 
delivered between June and November 2014 with attendance by Health Visitors, School Health 
Nurses and the Deliberate Self-harm and Substance Misuse Team. 
 
Community Nursing (Community Child Health Partnership)  
 
Overview of Activity – Comparison of Q4 2013/14 with Q4 2014/15. 
 
Table 1 shows the level of Safeguarding children activity by locality in the community. 
 
Health Visitors and School Nurses are delivering the Healthy Child Programme (HCP) which 
addresses priorities for the health and wellbeing of children 0 – 19 years (Dept. of Health 2009). In 
line with the HCP the health visiting and school nursing service deliver 4 levels of service: 
Community, Universal, Universal Plus and Universal Partnership Plus.   
 
Children who have been assessed as having risk or vulnerability factors and need ongoing support 
in partnership with other agencies are offered a Universal Partnership Plus (UPP) Safeguarding 
Service. These child are discussed in 1:1 supervision with their Child Protection Supervisors and 
include children subject to child protection plans (s47 Children Act 1989), Children in Need (s.17 
Children Act 1989) and children having multi-agency involvement by ‘Early Help’.  
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Table 1: Activity Grid for Community Child Health Partnership (CCHP)  
Nursing Staff at year end (Quarter 4). 

 
Health Visiting Bristol  

 Establishment HV in  Post Children on Child 
Protection Plan 

 Total Children having 
UPP Safeguarding 

Service 
C 2013/14 93.4 wte 91.3 wte 209 505* +209 =714 
2014/15 114.63 wte 97.54 wte 194 523* +194=717 

Health Visiting South Gloucestershire 
2013/14 43.0 wte 39.47 wte 69 205* + 69=274 
2014/15 47.7 wte 42.61 wte 67 205* +67=272 

 
School Nursing Bristol  

 Establishment SHN in Post Children on Child 
Protection Plan 

Total Children having 
UPP Safeguarding 
Service 

2013/14 24.01 wte 23.73 wte 206 191*+206=397 

2014/15 26.4 wte 20.82 wte 231 187*+231=418 

School Nursing South Gloucestershire 

2013/14 13.5 wte 12.47 wte 90 126*+90=216 

2014/15 13.5 wte 12.61 wte 98 132*+98=230 

 
*this figure relates to Children in Need (s.17 Children Act 1989) and children assessed as having 
the need for a multi-agency plan (Early Help) to reduce risk and improve their outcomes. The total 
figure presented is all children having a UPP Safeguarding Service and are discussed in 1:1 child 
protection supervision. 
 
Child Protection Supervision – Health Visitors and School Health Nurses 
 
The principle underpinning Child Protection/Safeguarding Supervision is clearly set out in the 
Children Acts 1989 & 2004. The National Service Framework for Children, Young People and 
Maternity Services 2004, advocates that “consistent, high quality supervision is the cornerstone of 
effective safeguarding of children and young people”. Effective supervision promotes good 
standards of practice and the delivery of a high quality service. (Working Together to Safeguard 
Children 2015). 
 
The Children Act 1989 Section 11 (2005) states that any organisations involved with safeguarding 
children must ensure that “there is effective supervision of work with individual children and 
families”. 

It is a requirement of NBT’s Safeguarding Children Policy for health visitors and school health nurses 
to have one to one supervision at a minimum of every four months. However the 2015/16 
Safeguarding Children Standards for Providers of Health Services requires health visitor supervision 
to change to a minimum of every 3 months. For a period of time during this past year the 
safeguarding children team were unable to meet the policy standards due to increased commitments 
on the team’s workload, these include the introduction of the Family Nurse Partnership Service1, an 
increase in the numbers of newly qualified health visitors, an uplift in the health visiting 
establishment, extended sick leave for a member of the team and an unfilled vacancy. This was 

1 Family Nurse Partnership is an intensive home visiting programme commissioned by NHS England. Family 
Nurses work with first time young mothers, aged 19 years or under from early pregnancy until the child is 2 
years old. 
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monitored via The Community Child Partnership (CCHP) Clinical Governance Committee. By the 
end of March the situation had resolved and supervision was being delivered as per policy.     

All CCHP staff have open access to the 9 members of the Child Protection Supervision Team and 
the Named Professionals for ad hoc advice and supervision.  An additional 1.8 WTE Child 
Protection Supervisor post has been recruited to in order to meet the increase in health visitor 
numbers due to the Implementation Plan.  
 
The Child Protection Team provides supervision and support for staff in relation to the Court 
process. In the past twelve months (April 2014 – March 2015 there were 35 Court statements 
completed by this group of Staff.  Other Safeguarding Activity undertaken in the same 12 month 
period, by health visitors, school health nurses and the supervision team includes providing advice 
and support by attending Child Protection Conferences in Bristol and South Gloucestershire. 
 
Maternity Services 
 
North Bristol community midwives provide care to women and their families across Bristol, North 
Somerset and South Gloucestershire. Community midwifery teams consist of a Team leader (senior 
Band 7 Midwife), Band 6 and Band 5 Midwives and Maternity Care Assistants (Band 3). 
 
NBT maternity services have a Maternity Safeguarding team who oversee complex cases and 
ensure appropriate referral and information sharing, which commenced new processes of maternity 
safeguarding care in April 2014.   The team consists of a Safeguard Support Midwife (Reporting to 
Community Midwifery Manager and Named Midwife for Safeguarding), Teenage Pregnancy 
Specialist and Substance Misuse Midwife.   
 
Specialist Substance Misuse Midwife: 
A Specialist Midwife for Substance and Alcohol misuse has been successfully recruited to as a 
substantive position since February 2015.  Since commencing this role key developments include:  
information resource pack has been designed and disseminated to new starters in the Trust, all new 
starters orientate with the specialist team to enhance understanding of safeguarding processes and 
roles within the team.  Regular teaching and updates are also carried out within this role. 
 
Specialist Midwife for Teenage Pregnancy.  

The Teenage pregnancy midwife undertakes a: 

• Weekly specialist Young Mums clinic at North Bristol NHS maternity services. 
• Weekly community clinic for antenatal appointments  at Yate Hub 
•  Regular community based parent education as a bespoke package for young parents in 

Lawrence Weston, Fishponds, Kingswood, Yate and Patchway. 
• Provision of training to student midwives at University West of England.  Orientation is also 

given to all new midwives joining NBT on the process of referral for Young Mothers who may 
have safeguard concerns. 

• Training has been provided on mandatory study days regarding the referral process for 
Young Parents and the general support services that can be provided by the Teenage 
Pregnancy Midwife and Family Nurse Partnership (FNP). 

• Close liaison and regular visits to the Meriton2, proving teaching sessions to young parents. 
• Close liaison with FNP nurses in order to ensure co-ordination of antenatal and postnatal 

care between FNP and maternity services. 
• Provision of contraception services and advice prior to transfer home from the maternity unit. 

 
During 2014/2015, North Bristol NHS Trust provided care for 6313 women who gave birth within the 
service (Community Midwives also provide care to women who gave birth in other maternity units).   
There were 564 referrals were made to First Response with 63 infants being placed on Child 
Protection plans. 
 

2 The Meriton is an educational establishment providing services to pregnant young women and young 
mothers. 
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Training: 
In 2014/2015 the NBT Midwifery Safeguard Team provided the following training to maternity staff: 
 

• Multi-Agency Risk Assessment Conference training 
• Training in carrying out risk assessments for victims of Domestic Abuse, Stalking and 

Harassment (DASH) 
• Domestic Abuse Full day study day for midwives and maternity care assistants 
• Mental Health and Midwifery referral processes 
• Inter-agency working; working with the Department of Health and participated in FGM Study 

Day. 
•  Multi-disciplinary domestic abuse study day is available to staff as routine enquiry continues 

and is best practice. 
 
 
Child Protection Supervision: 
The Maternity Safeguarding Team has introduced a variety of ways for staff to access supervision: 
 
• Peer Supervision is offered to all maternity staff on a quarterly basis, reviewing recent serious 

case reviews in line with on-going cases in the unit, and sharing lessons learned and good 
practice.  Topics covered were Concealed Pregnancy, Mental Health, and Substance Abuse. 

• Each community team has quarterly small group supervision where local cases are discussed. 
• One-to-one supervision is offered during challenging cases and on an ad-hoc basis as need is 

identified. 
• The Maternity Safeguarding Team is commencing maternity unit/ward supervision from April 

2015 
• The Maternity Safeguarding Team receive bi-monthly supervision and on an ad-hoc basis as 

needed.  There is also a bi-monthly Safeguard Team supervision meeting. 
 
 
Communication: 
NBT Maternity Safeguarding Team chair the Maternity Service Safeguarding meeting, hold monthly 
meetings, in which representatives from Maternity, NICU, Health Visiting Child Protection 
Supervisors attend.  The aims of this meeting are: 
 

• A two-way process of feed-down and feed-back from representatives of the meeting to the 
Safeguard Operational Group. 

• Case Reviews, including in-depth discussion of cases currently under Child in Need or Child 
Protection Plan. 

• National Guidance and National topic updates. 
• Review and update (as required) NBT Midwifery Safeguard guidelines. 
• The Trust Safeguarding Team have developed a ‘SharePoint’ site that all maternity staff can 

access.  This site is a useful resource and ensures that all referral processes are together in 
a “one-stop” for easy access. 

 
 
Professional Practice Development: 
Maternity services are introducing the following during 2015: 
 

• Learning Disability Needs Assessment pathway  
• Mental Health Needs Assessment plan  
• Mental Health Specialist will be recruited (Band 7) 
• NBT Community Midwives and health visitors provide a service to women in Eastwood Park 

Prison; this is being developed to include Consultant and Ultrasound Scanning Clinics. 
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Audit Activity: 
The NBT Midwifery Safeguarding Process was evaluated via an Audit in 2014 and results showed 
that there were no ‘near misses’ reported in the 12 months since the inception of the new process.   
 
On-going Audits: 
 

• Quality of communication of handover between community midwife and health visitor in 
Substance Misusing women (re-audit). 

• To assess if changes in practice regarding supplementary records where there are 
safeguarding concerns (as a result of SCR Child T have been implemented.) Are Midwives 
compliant with recording and storage of Safeguarding Children Supplementary Information 

• The team will also participate in First Response and First Point review of referrals. 
 
 
Community Paediatricians 
Community Paediatricians, employed within CCHP, provide medical input into multi-agency 
assessments of children presenting with Child Protection concerns. They are the principal contact 
point for Child Protection concerns for paediatric inpatients in the city’s hospitals including Bristol 
Children’s Hospital.  
 
The Community Paediatricians provide a 24 hour Consultant led rota for acute child protection 
concerns. The daytime rota covers Bristol and South Gloucestershire. Out of hours cover is 
Consultant delivered and covers the whole BNSSG area by combining with Weston Community 
Paediatricians. This service also provides the Rapid Response to Unexpected Child Deaths within 
the region.  
 
The On Call Community Paediatrician is accessible to all professionals who require urgent advice 
regarding a child protection concern. 
 
Work undertaken includes telephone and face to face strategy discussions with Social Care and the 
police to share information and plan further investigation, undertaking medical examinations of 
children presenting with child protection concerns including possible sexual abuse and attendance 
at case conferences. Community Paediatricians also provide advice and undertake assessments of 
children where there are child protection concerns within the acute hospital settings mainly within 
University Hospitals Bristol NHS Foundation Trust now that the specialist services have moved from 
Frenchay Hospital. Following these assessments the Community Paediatricians provide medical 
reports for Social Services and statements for the Police and Court as required. 
 
Over the last year (April 2014 – March 2015) Community Paediatricians have undertaken 1585 
Strategy discussions across Bristol and South Gloucestershire. This resulted in over 144 acute 
examinations for abuse. In addition there is an average of 15 unexpected deaths per year in 
children in which the community paediatrician plays a role. These deaths include Sudden 
Unidentified Death in Infancy (cot death), deaths from acute medical causes and trauma such as 
road traffic accidents. 
 
There is a weekly clinic (the STAR clinic), held at Westgate House, Southmead Hospital, for the 
assessment of children with historical sexual abuse and paediatric genital complaints. This clinic 
has the capacity to see up to 150 patients per year. Consultant Community Paediatricians also 
provide the paediatric input for acute sexual assaults in children and young people under 16 years 
of age, undertaking joint examinations with the Forensic Medical Examiners. 
 
Community Paediatricians have regular group supervision and peer review both in locality settings 
and across the department. This includes a regional Sexual Abuse Peer review session held four 
times a year. Individual supervision for complex cases is available from either the Named or 
Designated Doctor for Child Protection. 
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Domestic Abuse 
 
The Safeguarding Children Team actively contributed to the development and ratification of North 
Bristol NHS Trust Domestic Abuse Policy. This is available on the Child Protection Intranet pages 
 
Police Incident Reports 
Police attending any incident in the community which is categorised as domestic abuse carry out a 
risk assessment. This information is shared in the form of a Police Incident Report with other 
agencies including North Bristol NHS Trust. 
 
In Bristol and South Gloucestershire these reports are cascaded to Health Visitors and Community 
Midwives daily by the Safeguarding Children Team in CCHP. Each incident is documented on the 
individual child’s record on the Community IT System, Care Plus.  In Bristol up to 1st September 
2014 the Public Health Department at Bristol City Council carried out this remit; however the Trust 
is now funded by a Service Level Agreement (SLA) to deliver this information sharing task. The 
arrangement in South Glos is historical and is not managed under an SLA.   
 
Between 1st April 2014 and 31st March a total of 3934 Police Domestic Abuse Incident Reports were 
received from Bristol and South Gloucestershire Police. 
 

Police Incident Report 2014/15 
1/09/14 – 31/03/15 Bristol 1950* 
1/04/14 – 31/03/15 South Glos 1984 
Total   3934 
 

*note that this total is for a 7 month period. 
 
MARAC 
Multi-agency Risk Assessment Conference (MARAC’s) are held in Bristol and South 
Gloucestershire and provide a structured multi-agency forum for the sharing of information 
regarding high risk victims (and their children) of domestic abuse.  Bristol hold two meetings per 
month and South Gloucestershire currently hold one. 100% attendance by members of the 
Safeguarding Team has been achieved.  The MARAC process jointly agrees a risk 
management/safety plan that provides professional support and reduces the risk of harm. The 
process also aims to reduce repeat victimisation and assess whether the perpetrator poses a 
significant risk to any particular individual or the general community.  The work involves information 
gathering prior to the meeting, attendance at the meetings (4-6 hours) completion of any specific 
actions for NBT Staff and information dissemination.  NBT staff work to the Multi-agency MARAC 
Operating Protocols.  They provide clear guidance on the MARAC process, the involvement of local 
agencies and establish accountability, responsibility and reporting structures for MARAC.  
 
There has been an ongoing request to have the victims who are discussed at MARAC flagged on 
North Bristol NHS Trust IT system. However this has consent implications and is being reviewed by 
the Safeguarding Adults Group. 
 
There has been an increase in the numbers of cases of High Risk Victims of Domestic Abuse 
discussed at MARACs in Bristol and a slight decrease in South Gloucestershire due to a review of 
the referral criteria.  
 
Bristol has a Pre-MARAC meeting to discuss victims who are high risk but scoring 14-15 on DASH 
(risk assessment tool) or are repeat cases and do not meet the criteria for the full MARAC. Bristol 
data below includes these cases even though this is not a full MARAC process. 
 
 South Gloucestershire has not adopted this process but individually reviews and screens out those 
cases scoring between 14 – 16 on DASH risk assessment if there is already a robust safety plan in 
place for victim and children.   
 
The table below shows comparison between 2013/14 and 2014/15 MARAC activity.  This includes 
all MARAC activity and is undertaken by the Children’s Safeguarding Team. In Bristol this is funded 
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by Public Health via a Service Level Agreement. South Gloucestershire Public Health has been 
approached to agree a similar financial contribution to this process.  
 
 
 
 
 Annual MARAC activity data for Bristol and South Gloucestershire 
 Bristol South Glos 
 Total Number of MARAC Cases Total Number of MARAC 

Cases 
2013/14 858  328 
2014/15 1156 including pre-MARAC cases  295 
 
 
Female Genital Mutilation (FGM) 
The national profile has changed regarding FGM and from September 2014, it became mandatory 
for all acute trusts to collate and on a monthly basis submit anonymised details about numbers of 
patients treated who have had FGM, this data is submitted to the Department of Health. It is also 
mandatory to record FGM in a patient’s health care record. There is no requirement to ask every girl 
and woman whether they have had FGM. The requirement is to record FGM in a patient’s 
healthcare record only if and when it is identified during the delivery of any NHS healthcare 
 
However NBT now await the outcome of the previous Coalition Government’s Consultation on FGM 
which closed in February 2015. This included a proposal that there would be a mandatory 
requirement for all health professionals to report children have been subjected to FGM. 
 
Inspections and Reviews. 
Care Quality Commission Inspections 
Bristol and South Gloucestershire CCGs are both due an announced CQC inspection of 
Safeguarding and Looked After Children Services, working groups are in place preparing for these 
inspections 
 
North Bristol NHS Trust (NBT) was inspected by the Care Quality Commission (CQC) in November 
2014 as part of the CQC’s in-depth inspection programme. The report was published on 11/02/15. 
The findings in respect to Safeguarding Children were presented in a highlight report to the 
Overarching Safeguarding Committee. The CQC found that: 
 
 “Safeguarding procedures were in place with clear lines of reporting.  Staff are aware of these 
procedures and their own responsibilities for the safeguarding of children and young people. All 
staff throughout the hospital and community are able to describe what constituted a safeguarding 
concern and were aware of their role and responsibilities to safeguard vulnerable adults and 
children from abuse.” 
 
Safeguarding Children Policy 
The Safeguarding Children Policy CG41 was ratified October 2014.  
 
Local Safeguarding Children’s Boards 
NBT is represented at the Bristol Safeguarding Children Boards by the Director of Nursing and 
South Gloucestershire Safeguarding Children Board by the Director of Midwifery, or a Named 
Nurse for NBT.  
 
NBT is represented on a number of sub-groups of both Safeguarding Boards by the Named 
Professionals. 
 
NBT has completed Section 11 Training Audits (Children Act 1989) for both Safeguarding Children 
Boards and participated in an exercise for both boards where board members were asked to 
complete an assessment of the board’s provision and functioning.  
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NBT submits quarterly data to Bristol and South Gloucestershire Safeguarding Boards and CCG’s 
under the following performance indicators; training, compliance with supervision requirements, 
numbers of children receiving a Universal Partnership Plus (Safeguarding) Service, Section.85 
activity, Allegations Management activity, numbers of single assessments, compliance with health 
assessments for Looked After Children, and identifying risk factors in A&E and Minor Injuries 
Departments. 
 

 
Key Actions and Developments for the forthcoming period April 2015 – March 2016 
• Develop arrangements for reporting incidents of Female Genital Mutilation in the under 18 

year age group. 
• Child Sexual Exploitation, raise awareness, develop policies and promote best practice. 
• Develop e-learning package for Level 2 Safeguarding Children Training. 
• Launch electronic knowledge based assessment for level 1 and 2 following pilot in Quarter 

2. 
• Review and rewrite Level 3 (one day) Safeguarding Children Training in line with 

Intercollegiate Document (2014) and revisions to Level 1 and 2 training packages. 
• Deliver programme of training for level 3 staff in Signs of Safety.  
• Deliver programme of training for Level 3 update (2 hour) in Child Sexual Exploitation 

 
• Continue to participate in any SCRs and Multi-Agency Case Reviews in South 

Gloucestershire and Bristol as per prescribed timescales and ensure lessons learned are 
disseminated to frontline practitioners and included in all training. 

• Continue to work with change programme for Lorenzo implementation.  
• Review and update the Safeguarding Children Policy. 
• Participate and contribute to the re-provisioning for Community Child Health Partnership via 

CCHP Re Provisioning Board to include ensuring robust Safeguarding Clinical Governance 
arrangements from April 2016.  
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To note the content of the report and give approval to submission of the designated body statement of compliance to NHS England 

 
Executive Summary:  
575 doctors had a prescribed connection to North Bristol NHS Trust at the end of the second revalidation year. NBT is the designated body for 
these doctors for the purposes of medical revalidation and appraisal. There are also a further 6 doctors who complete annual appraisals at NBT 
but revalidate elsewhere. Each year every doctor must complete an appraisal that meets the requirements of revalidation.  
 
The appraisal year for doctors runs from the 1st April – 31st March. The second year of revalidation covers the period from 1st April 2014 – 31st 
March 2015. At 1st April 2015, 92% of doctors that were due their appraisals within the second year had completed a revalidation standard 
appraisal. That figure now stands at 98%. 
 
 
 



North Bristol NHS Trust 

1. Purpose 
The purpose of this report is to communicate the results of an 
annual organisational audit of the Trust’s progress which cross 
references the Medical Profession (Responsible Officers) 
Regulations 2010 (amended 2013) and the GMC (Licence to 
Practice and Revalidation) Regulations 2012. This will enable the 
Trust Board to make a statement of compliance (Appendix A) that 
will be returned to NHS England by the 30th September 2015. 
 

2. Background 

Medical Revalidation was launched in 2012 to strengthen the 
way that doctors are regulated, with the aim of improving the 
quality of care provided to patients, improving patient safety and 
increasing public trust and confidence in the medical system.  

 
Provider organisations have a statutory duty to support their 
Responsible Officers in discharging their duties under the 
Responsible Officer Regulations1 and it is expected that provider 
boards will oversee compliance by: 

• monitoring the frequency and quality of medical 
appraisals in their organisations; 

• checking there are effective systems in place for 
monitoring the conduct and performance of their 
doctors; 

• confirming that feedback from patients is sought 
periodically so that their views can inform the 
appraisal and revalidation process for their doctors; 
and 

1 The Medical Profession (Responsible Officers) Regulations, 2010 as 
amended in 2013’ and ‘The General Medical Council (Licence to 
Practise and Revalidation) Regulations Order of Council 2012’ 

• Ensuring that appropriate pre-employment 
background checks (including pre-engagement for 
Locums) are carried out to ensure that medical 
practitioners have qualifications and experience 
appropriate to the work performed. 

 
3. Governance Arrangements (Compliance Statement 1) 
 
Revalidation roles at NBT 
 
The Trust now has a central revalidation team consisting of: 

 
1. Responsible Officer  
2. Deputy Responsible Officer 
3. Revalidation Support Administrator 
4. Within each clinical directorate there is a directorate 

appraiser lead who provides a link between the 
revalidation team, the directorate management teams and 
the individual doctors.    

 
Medical revalidation steering group 
 
The revalidation team, directorate appraiser leads and other 
identified individuals who support the revalidation and appraisal 
processes meet three times per year at the revalidation steering 
group.  

 
Directorate appraiser meetings 
 
The directorate appraiser leads are encouraged to hold a meeting 
with the trained appraisers within their directorates. The appraiser 
leads can then report any outstanding issues to the steering 
group. The steering group may also pose questions or requests 
for information to the directorate appraiser leads for discussion at 
the directorate appraiser meetings. 
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Progress with annual appraisal  
 
The Trust has in place governance arrangements to ensure that 
doctors make progress with their annual appraisals. 
 
Each doctor will have an annual appraisal due date registered on 
the Trust’s appraisal management system after their first login. 
This due date is the anchor point for reporting progress via 
compliance or exception with appraisal. The due date remains the 
same date each year to prevent a doctor from delaying their 
appraisal each year and moving away from the original annual 
date.   
 
Reporting of progress 
 
On the 1st of each month, two reports are produced: 
 
Revalidation Appraisal Figures Report 
 
This report is issued to: 
 
Responsible Officer / Deputy Responsible Officer / Associate HR 
Director / Trust HR Business Partners / Senior Monitoring 
Manager / Information Management Department 
 
The report contains the following metrics split by directorate and 
by grade of doctor to monitor compliance with appraisal in the 
current appraisal year: 

 
1. Number of appraisals that were due by the current 

point in the appraisal year and % that have been 
completed  

2. % of completed appraisal as a % of the total 
appraisals due in the appraisal year 

3. Number of appraisals in the current appraisal year 
that are: 
 Completed 
 Missed 
 Not due yet 

 
The report also contains the following metrics that monitor 
compliance with revalidation and with the NHS England 
requirement for doctors not to go more than 15 months between 
appraisals: 

 
1. Total number of revalidation recommendations due at 

that point in the current appraisal year broken down 
into the three categories of revalidation 
recommendations that the responsible office is 
required to make: 
 

a. Positive 
b. Deferral 
c. Non-Engagement 

 
2. Rolling % of doctors, by grade, who are complying 

with the NHS England requirement to not exceed 15 
months since their last appraisal 

 
The Trust Senior Monitoring Manager uses these two metrics to 
complete the Trust Board Integrated Performance Report (IPR). 
 
Missed Appraisal Report 
 
This report is issued to: 
 
Clinical Directors / Directorate Appraiser Leads / Trust HR 
Business Partners / General Managers 
 

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. 

3 
 
 



North Bristol NHS Trust 

The report is split by directorate highlighting any individual doctors 
who have passed their appraisal due date without a completed 
appraisal and any doctors who are yet to log into the system for 
the first time and set an appraisal due date. Doctors with a 
completed appraisal do not appear on the report. 
 
The doctors named in the report are split into three main sections: 
 
Stage 1 – doctors due an appraisal within the previous month 
Stage 2 – doctors due an appraisal in the month prior to stage 1 
Stage 3 – doctors due an appraisal in the month prior to stage 2   
 
These three stages form the missed appraisal escalation 
procedure: 
 
Stage 1: letter issued to individual doctor on behalf of their 
directorate appraiser lead offering support and guidance 
 
Stage 2: letter issued to individual doctor on behalf of the Deputy 
Responsible Officer requiring action within two weeks 
 
Stage 3: letter issued to individual doctor from Responsible 
Officer requiring actions within three weeks or confirmation of the 
reasons why this is not possible 
 
This report allows directorate teams to have sight of doctors within 
their directorate at each stage of escalation enabling them to 
stage interventions to ensure those in exception engage with the 
appraisal process. 
 
 
 
 
 
 

Missed appraisal audit 
 
Doctors who fail to respond after stage 3 of the escalation process 
described above will exceed NHS England’s requirement to not 
exceed 15 months between appraisals. This will initiate a missed 
appraisal audit as required by NHS England. 
 
The revalidation team are currently in discussions with HR 
regarding the steps following a doctor’s failure to engage after 
stage 3. This will include a face to face meeting with the Deputy 
Responsible Officer to establish the reasons for the missed 
appraisal and to identify a deadline for completion with the 
individual doctor. Failure to meet this deadline would trigger a 
formal disciplinary process.   
 
Maintaining an accurate list of prescribed connections 
(Compliance Statement 2) 
 
To ensure that the 575 doctors with a prescribed connection to 
North Bristol NHS Trust is accurate, the following processes are 
currently in place:   
 
Doctors Joining NBT 
 
The HR Medical Personnel team inform the revalidation support 
administrator each month whenever a doctor joins the Trust. The 
revalidation support administrator then assesses whether NBT is 
the joining doctor’s designated body. Any junior doctors in training 
will remain connected to their deanery.  
 
Those for whom NBT is the designated body have a prescribed 
connection with the organisation and the revalidation support 
administrator takes the following action: 
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1. Updates the General Medical Council via GMC Connect 
that NBT is the doctors designated body 

 
2. Provides access to the Trust’s appraisal management 

system to the doctor; which also provides the Trust with a 
live electronic database of all doctors for whom it is the 
designated body  

 
Doctors Leaving NBT 
 
The HR Medical Personnel team inform the revalidation support 
administrator whenever a doctor leaves the Trust. The following 
actions are then taken if the doctor’s designated body is North 
Bristol NHS Trust: 
 

1. The doctors account is archived on the Trust’s 
database which includes a complete history of their 
appraisals whilst at NBT 
 

2. Update the General Medical Council via GMC Connect 
that NBT is no longer the doctors designated body 

 

If there are known concerns about a doctor who is leaving the 
organisation the Responsible Officer will inform the Responsible 
Officer of the organisation to which the doctor is transferring. If it 
is not known which organisation the doctor is moving to then this 
will be discussed with the General Medical Council Employer 
Liaison Adviser.  
 
 
 
 
 
 

Process of internal assurance – External audit 
In August 2014 the Audit South West team began the process of 
conducting an audit of the Trusts revalidation and appraisal 
processes.  
 
Purpose of audit 
 
The overall objective of this review was to provide assurance to 
the Audit Committee that the Trust had implemented a sound 
system of internal control surrounding doctors’ revalidation. In 
order to provide assurance in relation to this, the audit focused on 
the following areas: 
 
• to confirm that the Trust has a robust appraisal system in 

place that reflects the GMC core guidance for doctors. The 
team will look at the different systems used to manage 
doctors’ appraisals and confirm they are well-integrated, 
including testing the revalidation documentation for a sample 
for doctors; 

• to confirm the clinical governance system in place fully 
supports doctors during revalidation. This will include a review 
of how concerns about doctors are identified and reported; 

• to confirm robust policies are in place for the management of 
revalidation of doctors;  

• to confirm that strong links have been made with other 
organisations where the Trust’s doctors may be working to 
enable sharing of information, in the form of “exit reports” and 
as part of the appointment system.  This will also review the 
process to manage concerns with locum/agency doctors; and 

• to confirm that the Responsible Officer has policies and 
procedures in place to provide quality assurance to the Trust 
Board, with sufficient assurance that a doctor’s performance is 
regularly monitored and capability issues reported as 
necessary. 
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Audit outcome 
 
The audit was completed in February 2015 and received an 
overall green assurance opinion rating and a low impact 
assessment rating.   

 
 

 

 

 

 

Overall Conclusion: 

‘This was a high level review covering the governance 
arrangements in place for the revalidation of doctors in line with 
the GMC requirements. We can provide assurance that the Trust 
has implemented a suitable and robust system to record and 
monitor the requirement to revalidate doctors within the timescale 
set by the GMC. The staff we liaised with were fully engaged with 
the process and able to demonstrate a good knowledge of the 
revalidation process. No significant concerns are raised with the 
revalidation programme the Trust has in place. We found several 
areas of good practice along with suggested areas for 
improvement.’ 

Audit recommendations (Compliance Statement 8) 
There was one recommendation from the audit regarding the 
transferring of appraisal and fitness to practice information for 
doctors joining NBT. Each month the Revalidation Support 
Administrator sends a transfer of information form (MPIT form) to 
the previous designated body for doctors who start with NBT 
within that month. This is sent in order to capture the individual 
doctors previous appraisal details and any ongoing fitness to 

practice concerns. Many of the MPIT forms were not being 
returned.  
 
Recommendation 
The Trust should devise a clearer chasing and escalation process if the MPIT 
is not received within a defined timescale. 
 
Minor (2) x Possible (3) = Moderate Risk 

 

The following process will be now be implemented for new 
doctors with a previous designated body:  
 

1. Within the month in which the doctor starts employment 
with North Bristol NHS Trust; an MPIT form is issued via 
email to the doctor’s previous designated body requesting 
a response within 2 weeks.  

2. If no form has been received within 2 weeks, a reminder is 
sent to the previous designated body via email requesting 
a response within a further 2 weeks.  

3. If no form has been received within 2 weeks from the 
reminder (4 weeks since the original request), a letter is 
issued to the designated body on behalf of North Bristol 
NHS Trusts Revalidation Lead and is addressed to the 
Responsible Officer of the previous designated body 
requesting an immediate reply to the MPIT form. 

 
Policy and guidance 

The appraisal and revalidation policy was drafted and signed off 
by the Local Negotiating Committee as follows: 
Appraisal Revalidation Policy and User Guide for Medical Staff 
 
This policy is currently being updated to comply with current Trust 
appraisal processes.  

ASSURANCE OPINION RATING 

Assurance Opinion Previous 
Audit 2014/15 

Design of the Controls N/A Green 
Operation of the Controls N/A Green 
Overall Assurance Opinion N/A Green 
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5. Medical Appraisal 

 
a. Appraisal and revalidation performance data 

(Compliance Statement 5) 
 
The table below shows the compliance with medical appraisal as 
at the end of the year two (01/04/2015): 
 

 

 
 
 
 
 
 
 
 
 

 
 
 
 
 
 
A small number of doctors on long term 
leave such as sickness and maternity are 
not included in these figures. 92% of the 
appraisals that were due within the second 
appraisal year had been completed by 1st 
April 2015.  
 
In July 2015; 98% of the appraisals that 
were due within the second appraisal year 
had been completed. The remaining 2% 
have been contacted through the missed 
appraisal escalation process and are being 
monitored by the revalidation team.   
 
 
 
 
 
 

Directorate 
 

No of 
Docto

rs 

Apprais
als Due 
to Date 

% 
Apprais

al 
Complet
ion Due 
to Date 

Complet
ed 

Apprais
als 

Missed 
Apprais

als 

Apprais
al Due 

Date Not 
Set 

% 
Appraisal 
Completi
on Year 2 
Overall 

CCS 159 157 94% 147 10 2 92% 
Medical 

Education 13 11 82% 9 2 2 69% 

Medicine 97 94 94% 88 6 3 91% 
Musculo-

skeletal 57 54 94% 51 3 3 89% 

Neuroscien
ces 57 54 89% 48 6 3 84% 

Renal 13 13 100% 13 0 0 100% 

Surgery 101 98 88% 86 12 3 85% 
Womens 

and 
Children’s 

72 69 90% 62 7 3 86% 

Total 569 550 92% 504 46 19 89% 
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b. Appraisers (Compliance Statement 3 & 4) 
 
To support existing appraisers and to provide appropriate training 
to any new appraisers the revalidation team has used external 
providers to deliver appraiser training in line with the requirements 
of the NHS England document ‘Quality Assurance of Medical 
Appraisers: engagement, training and assurance of medical 
appraisers in England’, January 2014.   
 
Existing appraiser training 
 
Existing appraisers have been asked to attend one of four 
appraiser training days which are facilitated at NBT by an external 
training group: “Effective Professional Interactions”. The training 
days are also supported by the Deputy Responsible Officer and 
the Revalidation Support Administrator. These days have been 
setup to review PDPs, discuss how to manage challenging 
appraisals and share experiences. This also includes discussions 
on best practice and future development of the appraisal 
processes. 
 
The days have run in November 2014, March 2015 and June 
2015 with one further day scheduled for November 2015. The 
content of the day will then be reviewed by the revalidation team 
and altered to provide further, future training days. 
 
 
 
 
 
 
 
 
 
 

New appraiser training  
 
The table below provides a summary by clinical directorate of the 
number of appraisers required, the number currently trained and 
any potential shortfalls. 
 

Directorate Appraisers 
Required 

Current 
Appraisers Shortfall 

Core Clinical 
Services 31 30 1 

Medicine 21 13 8 
Musculoskeletal 11 10 1 
Neurosciences 11 8 3 

Renal & 
Transplant 3 2 1 

Surgery 21 20 1 
Women & 
Children’s 15 13 2 

 
The number of appraisers required is calculated within each 
directorate based on the number of appraisees available and is 
based on an appraiser conducting a minimum of five appraisals 
per year. The time allowance within the appraisers’ job plan 
actually allows time for between five and ten appraisals per year 
at 0.25 SPA per week (as length of appraisal preparation and 
conversation can vary).  
 
New appraiser training is organised once a year for new 
appraisers. The next training is scheduled to take place in 
November 2015 in order to reduce any shortfalls of appraisers 
within the Trust and consider any future rises in appraisee 
numbers. The shortfall within Medicine was discussed during a 
recent directorate appraiser meeting and appraisers are 
contacting potential interest within the directorate.       
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c. Quality assurance 

 
Outline of quality assurance processes: 
 
For the appraisal portfolio 

• Review of appraisal folders to provide assurance that 
the appraisal inputs: the pre-appraisal declarations and 
supporting information provided is available and 
appropriate. 

• Review of appraisal folders to provide assurance that 
the appraisal outputs: PDP, summary and sign offs are 
complete and to an appropriate standard. 

• Review of appraisal outputs to provide assurance 
that any key items identified pre-appraisal as needing 
discussion during the appraisal are included in the appraisal 
outputs.  

To provide assurance of compliance with the requirements of the 
appraisal process, the Trust has extended its purchase of the 
electronic online appraisal management system, PReP at the end 
of 2014 for a further two years. PReP allows the appraisal 
conversation including inputs and outputs take place electronically 
providing an audit trail of each individual step in the process and 
to allow ease of submission and review of the appraisal form and 
supporting information.    

An appraisee is required to make pre appraisal probity statements 
(the system will not allow an appraisee to submit their appraisal 
input form and supporting information without having made these 
statements). The appraisal portfolio is required to be submitted to 
the appraiser prior to the date of appraisal providing the appraiser 
with sufficient time to review the content.  

The appraisers are provided with a checklist of all centrally 
produced supporting information so they can assure themselves 
nothing has been excluded. It is within the remit of the appraisers 
to be aware of the appraisees Royal College/Faculties’ 
requirements for supporting information for revalidation enabling 
them to appropriately assess the inputs that the appraisee has 
uploaded. 

Information regarding closed complaints, incidents, audits and 
formal HR concerns are included into the appraisal inputs for 
every doctor by the Revalidation Support Administrator to ensure 
they are included for discussion with the appraiser. Any 
information that the Responsible Officer deems appropriate for 
inclusion into a doctor’s appraisal input is also sent to the 
Revalidation Support Administrator to upload.       

 

For the individual appraiser 

• An annual record of the appraiser’s reflection on appropriate 
continuing professional development  

• An annual record of the appraiser’s participation in appraisal 
calibration events such as appraisal network meetings and 
attendance at training events such as the one detailed 
earlier 

• 360 feedback from doctors for each individual appraiser  

Appraisers are required to reflect on their performance as an 
appraiser during their own appraisal. As part of completing an 
appraisal, the appraisee is required to complete an online 
questionnaire about the performance of the appraiser. These 
feedback results and comments are then anonymised and fed into 
the appraisers own appraisal as part of their reflection on their 
role as an appraiser. The appraiser will also have completed the 
360 feedback process once every 3 years as part of the Trusts 
appraisal policy. 

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. 

9 
 
 



North Bristol NHS Trust 

Appraisers will also attend the appraiser training days which will 
provide CPD and appraiser networking which will feed into their 
own appraisals. They are also asked to attend any directorate 
appraiser meetings which are setup by the directorate appraiser 
leads.  

 

For the organisation 

• Monthly audit of appraisal compliance  

• System user feedback 

• Review of lessons learned from any complaints & significant 
events 

• Audit South West review & NHS Independent Verification 

User feedback on the systems in place is gathered during 
directorate appraiser meetings and through the appraiser training 
days with time on the agenda spent to discuss the processes in 
place that supports appraisal at NBT. 

The monthly appraisal compliance reports provide a continuous 
audit of appraisal compliance by directorate which is also broken 
down to each individual doctor. The revalidation team has also 
complied with every appraisal report required by NHS England to 
date.  

The Trust has processes outside of the individual appraisals to 
investigate and review complaints and incidents as they occur; 
however these are still included in appraisals at an individual level 
for doctors to reflect and learn from. 

The Audit South West review in February 2015 provided 
assurance of the processes in place to support appraisal and 
revalidation at NBT. The NHS Independent Verification visit in 
September 2015 will provide a further review of these.            

 

d. Access, security and confidentiality 
 
The following levels of access have been provided to the users of 
PReP: 
 

1. Individual users; all doctors who have a prescribed 
connection to NBT have access to one personal e-portfolio 
with access controlled by individual user name and 
password 
 

2. Responsible Officer has access to all e-portfolios through 
a user name and password 
 

3. Responsible Officer delegated individuals have access to 
all individual e-portfolios for the purpose of providing 
individual system support, support to appraisers and to 
upload centrally produced supporting information.  
 

a. Deputy Responsible Officer 
b. Revalidation Support Administrator 
c. HR medical personnel staff member providing 

additional support to the Revalidation Support 
Administrator (1 day per week) 
 

4. Appraisers only have access their own agreed appraisee 
portfolios to view appraisal input forms and supporting 
information and to complete Output forms.  

 
 
PReP is supplied by Premier IT who is ISO 27001 for Information 
Security Management certified.  Patient identifiable information is 
neither allowed nor required to be uploaded to individual’s e-
portfolios.  
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e. Clinical Governance - data considered at 
appraisal 

 
Each appraisee receives a collection of centrally produced NBT 
reports covering the elements of fitness to practice and quality 
improvement. The reports and those responsible for producing the 
reports are outlined below: 
 

1. Complaints and incidents; centrally produced by the 
Revalidation Support Administrator from the Trust’s central 
database system SAFEGUARD 
 

2. Clinical audit; produced by the Quality Improvement and 
Clinical Audit department 
 

3. Formal fitness to practice concerns; produced by the 
Human Resources AskHR team 
 

4. Low level fitness to practice concerns; produced in a 
six monthly report from the individuals specialty lead 
 

Additional Reports 
 

5. Appraiser feedback results; produced by the 
Revalidation Support Administrator from the PReP 
appraisal system  
 

6. Fitness to practice information form (clinical academics 
only); provided by Bristol University HR team for clinical 
academics associated with NBT 

 

Each of these reports is uploaded into the doctor’s PReP 
eportfolio and the appraiser is instructed to ensure these have 
been seen and reflected on. Where there have been no results 
[eg complaints] a zero return report is still uploaded. 
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6 Revalidation Recommendations 
For the 2014/15 appraisal year (1st April 2014 – 31st March 2015) 
189 recommendations were due.  

Of the 189 recommendations made, 2 were made after the GMC 
deadline but none were delayed by more than 48 hrs 
 

7. Recruitment and Engagement Background Checks 
(Compliance Statement 9) 

All pre and post-employment checks at NBT comply with the NHS 
Employment Check standards which apply to all applications for 
NHS positions and staff in ongoing NHS employment. The 
relevant regulations with which NBT complies are described 
below:  

All NHS providers are required to be registered with the Care 
Quality Commission (CQC) and, as part of this registration are 
required to comply with the Health and Social Care Act 2008 
(Regulated Activities) Regulations 2010 and the Care Quality 
Commission (Registration) Regulations 2009.  

The CQC's Essential Standards of Quality and Safety outline 16 
core standards which must be met, including having robust 
recruitment practices in place. NHS providers should therefore 
provide evidence of compliance with the NHS Employment Check 
Standards as part of the CQC's annual regulatory framework.  
The NHS Employment Check Standards are also embedded in  

 

 

 

 

 

 

the Crown Commercial Service (formerly known as the 
Government Procurement Service) National Agency Framework 
Agreement and annual audit  

checks of agencies, to assure compliance with the standards is 
met in relation to contracted and sub-contracted staff. 

An audit of recruitment files is completed within Medical 
Personnel on a monthly basis. Between January 2014 and 
December 2014 a total of 96 personnel files were audited. All 96 
files were error free and contained all the necessary documents in 
line with NHS employment check standards. Further audits will 
continue to be completed in 2015.   

 
 
8. Monitoring Performance (Compliance Statement 6) 
  
For the purposes of revalidation the following elements are used 
to monitor a doctor’s performance. The doctor is expected to 
reflect on the content of all these reports within their appraisal: 
 

Appraisal 
Year 

Recommendations 
due Positive Deferral Non-Engagement 

2013/14 96 86 10 0 
2014/15 189 164 25 0 
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a. Complaints  
The revalidation team has worked with the advice and complaints 
team to introduce a process by which doctors are informed of all 
incoming and outgoing correspondence concerning complaints 
with which they are involved.  A retrospective report from the 
preceding 12 months is uploaded to the individual’s e-portfolio 
eight weeks prior to their appraisal for reflection and discussion at 
appraisal. As all complaints are investigated outside of the 
appraisal process, only complaints that are closed are included 
into an individual’s e-portfolio.    
 

b. Incidents  
 
The Trust’s eAIMS system now contains a process where a 
doctor can be actively highlighted and an explanation of their 
involvement in an incident can be detailed. A retrospective report 
from the preceding 12 months is uploaded to the individual’s e-
portfolio eight weeks prior to their appraisal for reflection and 
discussion at appraisal. As incidents are investigated by 
managers outside of the appraisal process, only incidents that are 
closed are included into an individual’s e-portfolio. 
 

c. Clinical audit; produced by the Quality Improvement 
and Clinical Audit department 

 
The Trust’s Quality Improvement and Clinical Audit department 
produces a report of all completed, registered clinical audits for 
each doctor.  A retrospective report from the preceding 12 months 
is uploaded to the individual’s e-portfolio eight weeks prior to their 
appraisal for reflection and discussion at appraisal.   
 

d. Formal fitness to practice concerns; produced by the 
Human Resources department 

 

The Trust’s HR department maintains an electronic record of all 
doctors who are going through a formal management process due 
to fitness to practice concerns.  A retrospective report from the 
preceding 12 months is uploaded to the individual’s e-portfolio 
eight weeks prior to their appraisal for reflection and discussion at 
appraisal. Concerns are only included into an e-portfolio when 
they are closed or when formal remedial actions have been 
agreed with the individual.   
 
 

e. Low level fitness to practice concerns; produced in a 
six monthly report from the individuals clinical 
manager 

 
Specialty leads are provided with a data sheet of all doctors within 
their specialty every six months and are asked to make a 
statement, for each doctor, as to whether there are any low level 
fitness to practice concerns (not in formal management 
processes).  Where a concern is identified an exception report is 
produced where more detail is completed and this is uploaded to 
the individual’s e-portfolio for reflection and discussion at 
appraisal. Concerns are only included in an e-portfolio if the 
specialty lead is able to confirm that the individual has been made 
aware of the concern.  
 
9. Responding to Concerns and Remediation (Compliance 

Statement 7) 
 

NBT Medical staff remediation policy and user guide  
 
This policy describes the approach of the Trust to the 
identification, classification and response to the performance 
issues of members of the medical staff for whom North Bristol 
Trust is the designated organisation. 
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To ensure appropriate content the policy and user guide 
references the following documents: 
 

a. Maintaining High Professional Standards in a Modern 
NHS – Department of Health 2005 

 
b. The National Clinical Assessment Service (NCAS) 

Documents: “Good Practice Guide”, “The Back on 
Track for Further Training” and “How to Conduct a 
Local Performance investigation’’ 

 
c. The Revalidation Support Team document; 

“Supporting doctors to provide safer healthcare 
(responding to concerns about a doctor’s practice)” 
version 1, March 2012. 

 
 

Remediation programmes are designed to meet the needs of the 
individual doctors and as such are not formally laid out in the 
policy or user guide.  
 
 
10. Risks, Issues and Corrective Actions (Compliance 

Statement 10) 
 

• The process for locum doctors connecting to NBT for 
revalidation and appraisal is currently under review in 
order to prevent doctors being able to join the Trusts 
locum bank on minimal hours and immediately being able 
to use the appraisal and revalidation service. 
 

• The process for doctors who pass stage 3 of the missed 
appraisal escalation process has been discussed and will 
include a face to face meeting with the Deputy 

Responsible Officer to agree a deadline for completion. 
Failure to comply with this deadline will trigger formal 
disciplinary action which will be managed by the AskHR 
department. This new step in the missed appraisal 
process is currently under review with those involved and 
is expected to be reviewed by the revalidation steering 
group in September 2015. 
 

• The whole scope of a doctor’s practice should be covered 
during the appraisal process to include any work the 
doctor undertakes outside of the Trust. The appraiser 
training days have been used to remind appraisers of their 
responsibility to check that this information is covered 
within the appraisal inputs. This has also been included on 
the appraiser checklist which is available to all trained 
appraisers.   

 

11. Summary 
The Trust has an effective system of medical revalidation. The 
process is supported by a manager, Associate Medical 
Director and has adequate IM&T and training resources. 
Further development of the quality of appraisals will be the 
priority for 2015/16 

 

12. Recommendations 
The board is asked to support the statements of 
compliance in Appendix B 
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Appendix A 

Designated Body Statement of Compliance 

The board of North Bristol NHS Trust has carried out and 
submitted an annual organisational audit (AOA) of its compliance 
with The Medical Profession (Responsible Officers) Regulations 
2010 (as amended in 2013) and can confirm that: 

1. A licensed medical practitioner with appropriate 
training and suitable capacity has been nominated or 
appointed as a responsible officer;  

Comments:  

2. An accurate record of all licensed medical 
practitioners with a prescribed connection to the 
designated body is maintained;  

Comments:  

3. There are sufficient numbers of trained appraisers to 
carry out annual medical appraisals for all licensed 
medical practitioners;  

Comments: 

4. Medical appraisers participate in ongoing 
performance review and training / development 
activities, to include peer review and calibration of 
professional judgements (Quality Assurance of 
Medical Appraisers or equivalent);  

Comments:  

5. All licensed medical practitioners2 either have an 
annual appraisal in keeping with GMC requirements 
(MAG or equivalent) or, where this does not occur, 
there is full understanding of the reasons why and 
suitable action taken;  

Comments:  

6. There are effective systems in place for monitoring 
the conduct and performance of all licensed medical 
practitioners2, which includes [but is not limited to] 
monitoring: in-house training, clinical outcomes data, 
significant events, complaints, and feedback from 
patients and colleagues, ensuring that information 
about these is provided for doctors to include at their 
appraisal;  

Comments:  

7. There is a process established for responding to 
concerns about any licensed medical practitioners1 
fitness to practise;  

Comments:  

8. There is a process for obtaining and sharing 
information of note about any licensed medical 
practitioners’ fitness to practise between this 

2 Doctors with a prescribed connection to the designated body on the 
date of reporting. 
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organisation’s responsible officer and other 
responsible officers (or persons with appropriate 
governance responsibility) in other places where 
licensed medical practitioners work;  

Comments:  

9. The appropriate pre-employment background checks 
(including pre-engagement for Locums) are carried 
out to ensure that all licenced medical practitioners3 
have qualifications and experience appropriate to the 
work performed; and 

Comments:  

10. A development plan is in place that addresses any 
identified weaknesses or gaps in compliance to the 
regulations.  

Comments:  

 

Signed on behalf of the designated body 

 

Name: _ _ _ _ _ _ _ _ _ _ _  Signed: _ _ _ _ _ _ _ _ _ _ 

[chief executive, chairman or a board member]  

 

Date: _ _ _ _ _ _ _ _ _ _ 

3 Doctors with a prescribed connection to the designated body on the 
date of reporting. 
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Appendix B 

Audit of appraisals that exceeded +3 months overdue at the end 
of year 2 (31st March 2015) 
 
Doctor factors (total) No. 

Maternity leave during the majority of the 
‘appraisal due window’ 

3 

Sickness absence during the majority of 
the ‘appraisal due window’ 

3 

Prolonged leave during the majority of 
the ‘appraisal due window’ 

1 

Suspension during the majority of the 
‘appraisal due window’ 

0 

New starter within 3 month of appraisal 
due date 

0 

New starter more than 3 months from 
appraisal due date 

0 

Postponed due to incomplete 
portfolio/insufficient supporting 
information 

0 

Appraisal outputs not signed off by 
doctor within 28 days 

0 

Lack of time of doctor 0 

Lack of engagement of doctor 6 

Other doctor factors  0 

Retirement 1 

Appraiser factors No. 

Unplanned absence of appraiser 0 

Appraisal outputs not signed off by 
appraiser within 28 days 

1 

Lack of time of appraiser 0 

Other appraiser factors (describe) 0 

Organisational factors No. 

Administration or management factors 0 

Failure of electronic information systems 0 

Insufficient numbers of trained 
appraisers 

0 

Other organisational factors (describe) 0 
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Appendix C 
 
Year 2 concerns about a doctor’s practice registered with 
Human Resources 
 
The below table displays the types of formal cases that were 
logged on the HR case management system within the second 
appraisal and revalidation year (April 2014 – March 2015). There 
were 23 formal cases.    
 

Types of Formal Concerns 

Concern type No. logged  

Sickness 3 

Health Concerns 2 

Bullying & Harassment 9 

Behavioural 2 

Job Planning 1 

Other: 

Sharing patient information without consent / 
Working privately while off sick / Fraudulent travel 
claims / Failure to return for on-call / Self-
prescribing / Whistleblowing 

6 

 

Policy Used 

Policy type No. logged     

Sickness 3 

Bullying & Harassment 6 

Grievance 3 

Discipline 1 

MHPS 3 

LTS 1 

Whistleblowing 1 

No policy – managed informally 5 
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1. Purpose 
1.1. The purpose of the report is to update the Board on 

the actions approved by the Board in February 2015 
in response to the National Staff Attitude Survey 
results. One of the actions to deliver a six month staff 
engagement plan which was submitted to the Board 
as part of the Workforce Resourcing and OD Plan in 
April 2015. In addition a local survey of consultants 
in NBT raised a number of similar themes. The 
response to this survey has been incorporated in 
these action plans.    

2. Background 

2.1. After years of making progress, the results of the 
2014 National Staff Attitude Survey were presented 
to the Board when they came out in February 2015. 
They gave serious cause for concern as: 

2.1.1. The response rate was 25% - one of the worst 
amongst acute Trusts and half that of previous 
years 

2.1.2. O scores had improved, 26 scores had 
worsened and 1 score had remained the same 

The Board approved a series of actions to address the 
situation: this report is an update on those actions. 
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3. Main Report  
3.1. Progress on Actions in the February 2015 Paper on the 

Results of the 2014 National Staff Attitude Survey  

 Action Progress 
1 Engage with staff on the 

ways to improve staff 
experience and staff new 
responsibilities such as a 
requirement to follow all 
‘guidance, standards and 
codes’ relevant to an 
individual’s job role. 

In place 

2 Establish a Staff Council 
which provides mechanism 
to engage staff and 
managers on key issues. 

The Trust already has an 
effective JCNC. A scoping 
exercise identified that a staff 
council would not add 
immediate benefit - no further 
action 

3 Capture best practice and 
examples of good 
innovation and safe 
practice and promote these 
throughout the Trust as a 
means of changing the 
nature of our conversation 
with staff from a negative to 
a positive. 

Examples of good practice are 
systematically shared amongst 
HR&D Partners to use in their 
work with directorates e.g. 
managing sickness clinics for 
line managers (Surgery & 
MSK), ACT stress management 
workshops in the Emergency 
Zone and Pathology, workplace 
appraisal training in Theatres.   

4 Engage with staff 
continuously in the coming 
months in delivering the 
CQC action plan (e.g. staff 
engagement, well-being 

Directorate Management Teams 
have being raising awareness 
and discussing with their staff 
the CQC action plan as it affects 
them and their patients.  

and training are key 
workforce elements of 
CQC). 

Specific customer care training 
in ED reception has been 
introduced together with staff 
wellbeing initiatives. Other 
specific staff groups being 
reviewed. 

5 Work with staff to examine 
new ways in which open 
plan office environment will 
be used effectively to 
optimise individual 
performance and teamwork 

The Capital Team is working 
with directorates on solutions 
e.g.to reduce sound levels and 
increase privacy 

6 Ensure all Directorates 
have an action plan which 
captures 3 or 4 staff 
commitments they will take 
forward which align to the 
actions in this paper 
 

Achieved. HR&D partners are 
working with Directorates to 
deliver the commitments 
 

7 Run a survey for all staff 
during September/October 
which provides us with a 
base line. In the run up to 
this exercise we will be 
embarking on a 6 month 
staff engagement 
programme to ensure we 
achieve a maximum 
response to the survey 

We will be using SFFT results to 
capture progress in staff 
engagement. 
Progress on the actions in the 6 
month staff engagement 
programme are set out in 
section three below. 
The process for administering 
the 2015 national staff attitude 
survey is under review. 
Recommendations will be put to 
Workforce Committee in August 
2015. 

8 Understand, where they 
occur, managerial capacity 
and capability issues in 

Skills gaps identified - paper to 
Executives July 2015 proposing 
we work with external providers 
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delivering these actions 
and will pick these up as 
part of Trust’s Management 
Development Programme 
to ensure we achieve 
commitment and ownership 

(NHS Elect) to address needs 

 
In addition the paper proposed a commitment to “deliver 
4 management responsibilities as part of a new 
psychological contract with staff throughout the Trust 
which include:   
1. Provide all staff with clear roles and responsibilities and 

rewarding jobs. 

2. Provide all staff with personal development, access to 
appropriate training for their jobs and line management 
support to succeed. 

3. Provide support and opportunities for staff to maintain their 
health, well-being, safety. 

4. Engage staff in decisions that affect them and the services 
they provide, individually, through representative 
organisations, and local partnership working 
arrangements. All staff will be empowered to put forward 
ways to deliver safer services for patients and their 
families.” 

These four management responsibilities are identical to four of the 
seven pledges to staff in the NHS Constitution.  The pledges and 
specific actions to address them formed the basis of the staff 
engagement plan below. 

1. Progress on the Staff Engagement Action Plan April 
2015 – the Seven Pledges  
In April 2015 the Workforce Resourcing and OD Plan 
included a section on staff engagement. This section was 
based on 7 pledges that included the original 4 pledges 
identified in February (numbers 2-5) and three that are 
specific to NBT (1, 6&7). Key actions were identified 
against each pledge. 
 

 Pledge Key actions Progress 
1 Ensure all 

vacancies are 
anticipated and 
recruited to in a 
timely way 

Recruitment plan In June 2015 200 wte 
new starters (target of 
209 wte) with offers 
made to 342 wte 

2 Provide all staff 
with clear roles 
and 
responsibilities 
and rewarding 
jobs  

Focus on new 
staff; staff told us 
that covering 
vacancies meant 
that they could 
not do their own 
jobs to a level that 
gave them 
satisfaction.  

New staff told us 
that they valued 
additional support 
in the first 
months. If new 
staff stayed in 
post then 
established staff 

We now offer 
preceptorship, 
mentoring and 
buddying for new staff. 
Voluntary turnover 
April 2014 = 10.4% 

Data for subsequent 
months not yet 
available  
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could focus on 
their own roles 
and 
responsibilities. 

3 Provide all staff 
with personal 
and team 
development, 
access to 
appropriate 
training for their 
jobs and line 
management 
support to 
succeed 

Personal 
development: all 
staff have a 
personal 
development plan 
as a result of their 
appraisal 

All members of staff 
have annual 
appraisals with 
personal development 
plans.  

Team 
Development 
Toolkit 

Toolkit launched June 
2016, supported by a 
half day team 
development 
programme running 6 
times July 2015 - 
March 2016. 

Appropriate 
training for their 
jobs: extend 
essential training 
to include equality 
an diversity, 
information 
governance and 
waste, and linked 
to pay 
progression 

Essential training 
extended. 

 83-91% compliance in 
established topics 
(target 85%) 

Completion of 
essential training is 
mandatory for 
increments. 

Management 
support to 
succeed: 
appraisals based 

The appraisal process 
includes: 

• Objectives and 

on clear 
objectives, how to 
improve the job, 
and valuing 
people 

standards  

• How the job 
can be 
improved 

The importance of 
feedback is included in 
all management 
development including 
appraisal training 

4 Provide support 
and 
opportunities for 
staff to maintain 
their health, 
well-being and 
safety 

Leadership 
behaviours 

 

Leadership behaviours 
for staff well-being 
identified. For approval 
at August Workforce 
Committee 

12 hour shift 
report 

Completed 
.Recommendations to 
Workforce Committee 
August 2015 

Stress: gap 
analysis of 
current resources  

Paper to Workforce 
Committee September 
2015 

Increase the 
number of 
Bullying & 
Harassment 
advisers 

Numbers increased 
from 2 to 8. Training 
organised July 2015 

5 Engage staff in 
the decisions 
that affect them 
(individually, in 
teams, through 

Train the people 
who lead change 

Embedded in internal 
leadership 
development 
programmes at all 
levels 
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representative 
organisations 
and via local 
partnership 
working 
arrangements) 

Launch of Team 
Briefing Lite 

From August 2015 

6 Enable and 
empower staff to 
put forward 
ways to deliver 
safer services to 
patients and 
their families 

Include a 
question in staff 
appraisals 
Launch Sign up 
for Safety 

Included in 2015 
appraisals  
Launched Summer 
2015 

7 Manage talent 
and increase 
capability across 
the organisation 

Evaluate current 
talent strengths, 
gaps and 
succession plans 
for the top 100 
posts 

The most senior 100 
posts identified as 
executive and DMT 
posts and all posts 
directly accountable to 
an executive or DMT 
post. 
Talent in the clinical 
directorate posts 
reviewed by the DMTs 
focusing on 
operational 
management and 
nursing posts. 
Presented at an 
internal conference in 
May 2015 which 
tested the process and 
identified high risk 
areas. 

The next conference in 

September 2015 will 
include all of the top 
100 posts. 

 

 

Impact 

Overall the staff FFT results give cause for cautious optimism. 
Response rates have increased from 8%-16% since quarter one 
2014. In response to the two key questions members of staff have 
responded: 

How likely or unlikely are you to recommend North Bristol NHS Trust to friends 
and family if they needed care or treatment? 
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How likely are you to recommend North Bristol NHS Trust to friends and  
family as a place to work? 
 

How likely are you to recommend North Bristol NHS Trust to friends and  
family as a place to work? 
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The issues raised by staff included the quality of patient care, the 
facilities, access and staffing levels, workload and work-life 
balance, demonstrating that  

• Quality of care drives staff engagement just as staff 
engagement drives the quality of care 

• Staff engagement is influenced by a number of factors 
within and beyond this plan e.g. car-parking 

• It requires sustained effort beyond the 6 month plan to 
rebuild staff engagement 

 
4. Summary 
In brief, staff engagement scores are beginning to improve 
but we need to develop a long-term strategy which will be an 
important component of the Directorate’s People Strategy. 
 
5. Recommendations 

5.1. Trust Board is asked to note the report and the plan 
to develop a longer term strategy.  
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1. Purpose & background 
1.1 The attached report updates on progress and issues in relation 

to the PFI Phases 1 & 2 and other Capital Projects. 
 

2. PFI Phase 1   

2.1 The key risks and challenges are set out on the attached report 
under Phase 1 Compliance Issues.  

2.2 The regular meetings on doors, theatres and critical issues 
continue to be held to both monitor progress and resolve issue. 

3. PFI Phase 2 

3.1 Carillion have confirmed the Brunel Phase 2 will be completed 
on 29 April 2016.  

3.2 The Sherston & Brecon buildings are now substantially 
decommissioned and this will be completed by end of July 

3.3 Carillion are still removing with the last area of asbestos in an 
underground duct. The overall assessment & impact of Carillion 
delays is still to be completed by the Trust when the final 
quantities of previously unidentified asbestos are confirmed 
upon completion of this area. 

3.4 Carillion have proposed offering the Trust beneficial access in 
advance of completion to parts of the site to enable the Trust to 
open a temporary staff car park on site. This will enable closure 
of the Park & Ride services by the end October 2015 as 
planned. This continues to be discussed both with Carillion and 
within the Trust to achieve the optimum solution. 

 
4. Pathology 

4.1 The largest delay to the PFI Phase 2 Works Area relates to the 
Limewalk Building 

4.2 The consequence of this is that Carillion will be unable to 
undertake the road infrastructure works for the new Southmead 

Way by the date of the Phase 2 completion, resulting in further 
delay disruption and cost. This is still being assessed by the 
Project Team and Carillion. 

4.3 Senior level engagement with Vinci continues to try to improve 
the Pathology programme position. 

5. Recommendations 
5.1 The Trust Board is asked to note the current position and 

actions. 
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PFI Phase 2 Key Issues

Delay to Phase 2:
Carillion have confirmed the completion of Brunel Phase 2  will 
be 29 April 2016
Carillion have proposed offering the Trust beneficial access in 
advance of completion to parts of the site to enable the Trust to 
open a temporary staff car park on site. This will enable closure 
of the Park & Ride services by the end October 2015 as 
planned.
The overall assessment & impact of Carillion delays is still to be 
completed by the Trust when the final quantities of previously 
unidentified asbestos are confirmed upon completion of this 
Delay to clearing Sherston
Decommissioning is substantially complete and will be complete 
by the end of July.

Delay to Pathology 
The extent of the Pathology Phase 2 delay is still not certain, but 
the best case for completion means Moves will be in January & 
February 2016.  The works to the new Southmead Way will now 
take place after the proposed completion date for the rest of 
PFI Phase 2

PFI Phase 2 Progress On 
track

Handover of Works Areas: Four areas are still to be handed 
over. Two have been delayed due to late diversion of cables by 
the Trust. The other two areas require decommissioning of 
buildings. Sherston and Brecon Buildings are substantially 
decommissioned and will be complete by the end of July. The 
date for Limewalk to be vacated depends on completion of 
Pathology 2.Decommissioning and demolition of this needs to 
follow prior to handover to Carillion 

R

Removal of Asbestos: Apart from one area of asbestos in a duct 
still being progressed by Carillion, all asbestos has been removed 
from their main site.

A

Demolition: Demolition of all the old hospital buildings on the 
main site is complete. G

Construction Progress: Good progress is being made on the 
erection of Phase 2 of the Brunel building along with drainage for 
the service yard and at grade staff parking to the rear. The 
foundations and drainage under the building are complete and the 
frame is 44% complete

G

Variations: The updated Summary of all Variation Enquiries 
submitted will be presented to EAMCPG in August. All Variations 
being progressed will be authorised in line with Trust delegated 
Authorities before the Supplementary Agreements are signed

G

PFI Phase 1 Compliance Issues
Issue Next 

Action
Action Required R.A.G 

Status

Theatre Flooring Staining NBT

Cleaning product trial has been successful. 
Further training and routine cleaning to be 
undertaken. NBT has counter proposed a 
cost arrangement

Amber

Paired theatre impact on 
shared prep CSL NBT have agreed Carillion's proposal. CSL 

will do software updates
Amber

Drainage CCL Programme working well, although with a 
few access difficulties. Now 45% complete Amber

Critical Care & Theatre 
Ventilation CCL

Annual compliance certificates & reports 
requested, not yet received. Remedial 
response to theatres defects reports not yet 
received.

Red

Door Review CCL

Joint surveys made of sample doors post 
defect report. Liaison meeting held to 
discuss findings. Action for CCL to 
summarise Trends/key findings. 

Amber

Planned Preventative 
Maintenance (PPM) CSL

Joint working group set up. PPM planner 
v3 issued to NBT for review. CSL to issue 
Statutory compliance dashboard in monthly 
report. Document sharing/stakeholder sign 
off system being developed.

Amber

Theatres Unavailability 
Event (15th July 2015) CCL

CSL responded well to incident and limited 
downtime due to power cut. Temporary 
measure to isolate affected equipment & 
install portable Air Con units. THC have 
been advised to notify designers. Long 
term solution being considered.

Red

Hoist maintenance CSL

Programme working well for single 
rooms. Access to 4-bed bays more 
difficult, solution for testing in bays being 
sought between Clinical Site Management 
(CSM) & Guldmann. 50% complete

Amber

Ventilation Grill 
Maintenance CCL

Replacement programme due to start on 40 
grills. Significant number in 4-bed bays & 
access difficult.  Solution being sought 
between CSM and CCL  0% complete

Green

Toilet Pod Floor CCL
Failure of joint between floor and wall. Trial 
of replacement material proposed to one 
POD under negotiation  - 0% complete

Red

key: Red No plan to resolve
Amber Solution agreed and programme in place
Green Implementation complete

Top PFI Failure Categories June 2015
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Capital Projects On 
Track

Frenchay Decommissioning: Drainage works complete. Phase 
works to commence Sept 2015 subject to SSD closing on time A

Frenchay Disposal of Main Site: FBC approved at June Trust 
Board and issued to TDA. Outcome expected September G

Frenchay Park House disposal: FBC approved at April Trust 
Board. Exchange of contracts is delayed pending agreement with 
SGC of the extent of S106 works which form part of the sale and 
purchase agreement.

A

Pathology 1: Telelift is practically complete and will be fully 
commissioned in July. Lower ground and 1st floor are 
substantially complete and demonstrate good quality 

A

Pathology 2: Construction activities are not fully complete with 
some finishing works outstanding and a huge number of 
snagging  and quality concerns. In addition there is no date for 
completion of a compliant  Cat 3 Lab. High level discussions with 
Vinci continue. Best case forecast for completion including Day 
1 works is January 2016 with moves from Limewalk in Feb 2016

R

Bath Renal Satellite Unit: SOC to go to August EAMCPG. Good 
meeting held with RUH & a range of procurement options being 
considered

G

Women & Children Accommodation: working with PMO on 
high level analysis of space requirements and feasibility of 
locations

G

Fresh Arts: • Grand piano installed in the blue atrium and 
volunteer pianists being recruited G

                  • Make Your Mark: a pilot visual arts intervention 
with older patients & patients with dementia in Complex Care 
wards on level 5. Aim is to address isolation and boredom 
experienced & lack of distracting activity in the healthcare 
environment. Two local artists have run weekly afternoon session 
for the last 12 weeks, bringing painting, print-making & drawing 
activities with plenty of conversation

G
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1. Purpose 
1.1. To present an update from the Committee following 

its meeting held on 20 July 2015. 

2. Background 

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

3. Business Undertaken – Deep Dive 
3.1. The Committee undertook a deep dive into the 

systems and processes which supported workforce 
planning and noted that underpinning it had been the 
national Skills for Health ‘Six Step’ rational planning 
method. This had been used by directorates in the 
first planning round after moving into Brunel. The ‘Six 
Step’ method was aligned with the business planning 
process for 2015/16, a small suite of tools was 
provided to help completion of the steps and a 
workforce survey undertaken to help prepare for 
planning. The interim Director of Human Resources, 
Anne Robson, reported that not all the steps were 
completed by directorates in sequence.  

3.2. The Committee noted that ideally a workforce plan 
would be for five years but the degree of flexibility 
required meant that one to two years was the 
practical limit. Some directorates were still working 
on plans particularly where the demand and capacity 

equation was not yet understood and where new 
general managers had been appointed. 

3.3. A number of issues had been identified that had 
impacted on the process: baseline information was 
not available for the 2015/16 planning round, 
workforce risks were identified only at Trust level 
instead of first being identified at directorate level, 
managers did not have good enough training in the 
tools and directorates had not understood the 
importance of completing the activity planning prior 
to the first draft of the workforce/business plan. 

3.4. Anne Robson said that the training needs for the 
process for 2016/17 had been scoped to enable the 
directorate management teams to own and deliver 
their business plan with robust workforce planning 
input.  

3.5. The Committee noted the quality elements of 
workforce planning and developments for 2016/17 
but now needed to follow-up on business planning at 
a later date. 

3.6. Other Business 
3.6.1. The Committee received a brief presentation 

on mortality screening and review which 
was undertaken by directorates. Nationally it 
was believed that 4% of all hospital deaths 
were avoidable but the review of 605 case 
notes in 2014/15 had not identified a single 
one which suggested further scrutiny was 
needed. It was noted that whilst the 
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information was published national reporting 
was soon likely to be introduced. 

3.6.2. The Committee received an update on 
progress on standardising the process for 
contracting with the independent sector and 
assurance of suitable governance 
arrangements. It noted the independent 
sector plan for 2015/16 by specialty, the 
outcomes of the due diligence process to 
date and the governance arrangements for 
the lives of contracts. 

3.6.3. Sue Jones, Director of Nursing, presented 
an update on the actions taken and to be 
taken following the national inpatient survey 
and the Healthwatch report in 2014 and the 
work of the new role of the head of patient 
experience. This would feed into the overall 
quality and be brought back to the 
Committee in September. 

3.6.4. A report on the outcomes and actions 
arising from the unannounced CQC 
inspections of the Emergency Department 
(ED) in May and the outcome of the 
resultant risk summit held on 22 June 2015. 
The report also included the latest ED 
quality metrics dashboard and an update on 
the progress on actions against the CQC  
enforcement and compliance list from the 
Chief Inspector of Hospitals inspection in 
December 2014. 

3.6.5. The Committee considered a draft Quality 
Strategy for 2015-20 and felt it was broadly 
acceptable for further discussion by the 
Management Team and then the Board very 
quickly after the overall strategy had been 
approved. 

3.6.6. The further developed draft quality 
performance report was presented and its 
content was considered. It was felt that 
trends and benchmarking were needed for 
most of the data and consideration given to 
a presentation that would be easily viewed 
by a patient. 

3.6.7. The Committee noted the external 
comments made on the 2014/15 Quality 
Account and the partial qualification opinion 
from the auditors. Assurance on the 
governance arrangements for the delivery of 
actions to ensure lessons were learned from 
the 2015/16 Quality Account was presented. 
Chris Burton reported that the quality of 
some of the data from the ED dashboard 
that was being submitted to the TDA had 
been found to be questionable and the latest 
submission had been submitted with 
caveats. 

3.6.8. The Committee received the latest update to 
the External Agency Review dashboard.   
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3.6.9. An update on the actions taken to address 
the recommendations from the Jimmy Savile 
Lesson Learnt Report was received.  

3.6.10. A briefing on the report into the failings of 
care at University Hospitals Morecambe Bay 
(Kirkup Report) and the Trust’s action plan 
for midwifery supervision was received. It 
was noted that North Bristol was also 
involved in the Cumberledge Review of 
Maternity Services. 

3.6.11. The Committee received the Clinical Audit 
Annual Report. 

4. Key Risks Identified and Impact 
4.1. The Committee considered the following key risks: 

4.1.1. Some individual risks from the extreme risk 
register were considered and overall the 
Committee considered that the register 
should include dates by which risks will be 
resolved or mitigated. 

4.1.2. Potential data quality issues and inadequate 
processes with mortality reviews if no 
avoidable deaths have been found in a 
year’s worth of case reviews. Processes for 
reporting outliers to be developed. 

4.1.3. Potential reputational risk of not having an 
up to date quality strategy although 
mitigating factor of Quality Business Plan in 
place. 

4.1.4. Lack of analytical review of quality metrics 
being addressed with development of 
Quality Report.  

4.1.5. Criticism of Quality Account for 2014/15 
being addressed with a robust plan for the 
development of the Account for 2015/16. 

4.1.6. Lack of evidence to show safety of patients 
in ED is assured is being addressed through 
the development of the ED Dashboard and 
robust action plan approved by the CQC 
and TDA. System to check quality of data to 
be discussed by executives. 

4.1.7. Risk of lack of mental health assessment in 
ED prior to appointment of consultant being 
addressed by department and executives. 

4.1.8. Risk of staff and volunteers to miss out on 
safeguarding training to be addressed by 
report to Q&RMC on issue. 

5. Key Decisions 
5.1. The Committee approved the draft Quality Strategy 

for further consultation by the Management Team, 
the revised programme of Walkrounds, the actions to 
implement the Freedom to Speak Up guidance and  
supported the further development work on the 
Quality Report.  

6. Exceptions and Challenges 
6.1. There were no exceptions or challenges identified. 

7. Governance and Other Business 
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7.1. There is no other business to report. 
8. Future Business 

8.1. The Committee will be considering the following 
issues in the next 3-6 months: 
8.1.1. In-depth quality performance review utilising 

the new quality report 
8.1.2. The capacity to undertake reviews and 

formulate policies 
8.1.3. Outcome of the due diligence review of 

independent sector providers 
8.1.4. Staff and volunteer training on safeguarding 
8.1.5. Deep dive review into cancer services from 

a quality perspective. 
8.1.6. Mechanism for routine checking of 

management of risks 
8.1.7. Assurance that contracts and outcomes with 

independent sector are monitored 
8.1.8. Evaluation of walkrounds  

9. Recommendations 
9.1. The Committee is asked to consider the activities of 

the Committee and note the assurance provided. 
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1. Purpose 
1.1. This report outlines the business discussed at the 

Finance & Performance Committee meeting held 
on 23 June 2015. 

2. Background 

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

3. Finance and Sustainability 
3.1. The committee considered the following reports: 

3.1.1. Month 2 Finance report 
3.1.2. Financial sustainability plan delivery  
3.1.3. CRES plans of Facilities, Core Clinical 

Services and Women’s and Children’s Services 
3.1.4. Cash implications of the Trust’s financial 

position 
3.2. The detail of the month 2 financial position was 

discussed with a particular focus on the income 
position and under performance on elective 
activity, reductions in agency expenditure 
especially in nursing and in-year savings delivery. 

3.3. It was noted that Pay was now slightly overspent, 
particularly in the Women’s and Children’s 
Directorate and the trajectory for reducing agency 

and bank expenditure was to be monitored in the 
Integrate Performance Report. 

3.4. Whilst elective activity had increased over the April 
level and was higher than the equivalent period in 
2014 it was still below the required level especially 
in trauma and orthopaedics. Initial indications for 
June suggested activity was much closer to the 
recovery level. 

3.5. It was noted that the shortfall in identified efficiency 
schemes in 2015/16 was now £5.6m. 

3.6. The Committee reviewed the plans of the three 
directorates showing the largest shortfalls in 
identified savings. These were Facilities, Core 
Clinical Services and the Women’s and Children’s 
Services. Between them they were predicting a 
£6.38 million shortfall (prior to the latest month’s 
consideration of schemes by the Sustainability 
Board). It was noticeable that the latter two had 
carried forward significant shortfalls in 2014/15 
savings targets. 

3.7. Facilities did not consider it could find any further 
savings in 2015/16 to bring down its £1.8 million 
shortfall. It did, however, have a number of 
schemes identified that could come into effect in 
2016/17 and later and values would be put on 
these by the end of September 2015. The 
Committee asked that the directorate revisit the 
potential synergy savings from the move into 
Brunel and benchmark costs with other trusts.  
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3.8. Core Clinical’s shortfall was £2 million from a 
target that amounted to 9% of its budget having 
brought forward a shortfall of over £1 million from 
2014/15. The management team, however, was 
confident that it could reduce this by half and was 
working on further ideas to reduce the in-year 
figure still further. 

3.9. Women’s and Children’s had brought forward a 
shortfall of over £1.3 million from 2014/15 and its 
overall target for 2015/16 was 10.4 % of its budget. 
The management team was confident that it too 
could reduce its current shortfall (£2.55m) by £1 
million and there were further ideas being explored 
both for 2015/16 and 16/17. The Committee asked 
that the team focus on potential increases in 
income from coding efficiencies and savings in 
gynaecology services. 

3.10. The Committee was updated on the Trust’s cash 
requirements up to 2019/20 and the issues that 
influenced the position. There was a requirement 
for £37.3 million in 2015/16 and £16.9 million in 
2016/17. Applications for these would be made to 
the Trust Development Authority and some 
concern was expressed that a number of other 
NHS organisations would be requiring similar 
temporary cash injections potentially putting 
approval and receipt at risk. The Director of 
Finance had discussed this with the TDA and there 
was agreement that the 2015/16 application be 
made in September.  

4.  Operational Performance 

4.1. The Committee received a report from the Deputy 
Director of Operations on the delivery of Referral 
to Treatment Times (RTT). The Board will be 
aware that the admitted waiting list target will not 
be completely achieved until March 2017 (by 
orthopaedics) although most under-performing 
specialties will have done so by the end of 
2015/16. 

4.2. Modelling had shown that the Trust was 81 
elective theatre sessions short in-house and plans 
for mitigation of this were discussed. Actions 
wouId include: further outsourcing of surgery in the 
second half of 2015/16, potential use of the 
Cotswold theatres and greater efficiency in all 
theatres, quicker repatriation of complex patients 
and better use of medi-rooms. Work was ongoing 
to understand the longer term sustainability of the 
service within RTT standards at Southmead alone. 

5. Strategy 
5.1. The outline business case, subsequently approved 

at the Board meeting in June 2015, for the 
development of car parks on the Sherston and 
Kendon sites on the Southmead Hospital site was 
considered and recommended for approval. 

5.2. The Committee noted that several ideas were 
being worked up as contingencies in case the 
plans could not be achieved by the end of October 
2015 in order that the staff park and ride scheme 
could be terminated. The final business case 
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would present one of two options for the main 
scheme. 

6. Governance and Commercial Issues 
6.1. The collaboration agreement with Public Health 

England for the siting of its services and a joint 
bacteriology service from the Pathology Sciences 
buildings at Southmead was discussed and agreed 
to be recommended for approval by the Board 
which was subsequently achieved on 25 June 
2015. 

6.2. The full business case for the disposal of the main 
Frenchay site and the tender for asbestos removal 
were received and discussed. Both were 
recommended for approval by the Board which it 
subsequently did on 25 June 2015 

6. Recommendations 
6.1 The Trust Board is asked to: 

• note the report from the meeting held on 23 June 
2015 
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1. Purpose 
1.1. To present an update on the business transacted by 

the Trust Management Team (TMT) at its meetings 
held on 16 June 2015 and 21 July 2015. 

2. Background 

2.1. The Trust Management Team is the key delivery 
group in the Trust and consists of the Executive 
Directors, Clinical Directors and General 
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: 
Trust Strategy 

3.2. The latest version of the draft strategy was 
discussed with a focus on the wording of the 
Vision, assessment of the baseline position, 
strategic goal description and any additional 
issues for the supporting strategies. The TMT 
were broadly supportive of the direction of travel, 
but sought further ambition in the Vision and 
strategic goals. 
Lorenzo Implementation programme 

3.3. The implementation of the Lorenzo system was 
scrutinised at each meeting with a focus on 
milestone delivery, risks to the programme and 

directorate engagement in the definition of the 
final system. Of particular concern were the 
issues with data migration and the go-live date. 
CQC Draft Inspection Report 

3.4. The draft report from the latest inspection by the 
Care Quality Commission (CQC) was discussed. 
The seriousness of the impact of the inspection 
was highlighted and it was agreed that all 
directorates needed to work positively together to 
address the issues, as they did not only rest with 
the Emergency Department. 
Finance & Sustainability Programme 

3.5. The position of the finances for Month 2 and 3 
were considered, with the risks of achieving the 
plan discussed. It was noted that the financial 
position was impacted by not achieving the 
expected levels of income, primarily through 
lower than planned elective activity, and 
unrealised cost savings. Specific actions for 
directorates to address the financial performance 
were being addressed through the Directorate 
Performance Meetings. 
Managing Flow and Bed Modelling 

3.6. The TMT received a presentation on the expected 
roles and responsibilities of the individuals who 
were involved in managing patient flow, 
discharges and operational escalation processes. 
This clarification was expected to support 
improved flow through the hospital. 
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3.7. The revised bed model for the Trust was also 
considered which described how activity, set at 
the levels agreed with commissioners in the 
contract, expected length of stay improvements 
and maximum bed occupancy (92%) would 
impact on the Trust-wide and directorate bed 
position. The impact of the closure of the Elgar 
beds for refurbishment had also been included in 
the model.  

3.8. The model suggested that the Trust would be 
able to deliver expected demand during the winter 
months, through utilisation of the existing 
escalation beds and delivery of the 
commissioners Discharge to Assess schemes, 
but further work was required to mitigate the risks 
to bed availability in September. This was due to 
length of stay reductions not being realised until 
October, and the Elgar beds not coming back on 
stream until then. Plans were being developed to 
mitigate this risk. 
Operational Performance 

3.9. The Integrated Performance Report Summary 
was discussed at each meeting, underpinned by 
discussion about key risk areas including patient 
flow, theatres productivity and bed capacity.  
Rehabilitation Taskforce 

3.10. The Trust’s approach to rehabilitation was 
considered, specifically how this linked with work 
in the community to refine the 3R’s model 
(Reablement, Rehabilitation and Recovery). As 

this was a developing area, the TMT requested 
regular updates on progress from the Clinical 
Director leading the work. 
Brunel Phase 2 Occupation Plans 

3.11. A process for the allocation of space in Brunel 
Phase 2 was proposed and agreed. This would 
include determining a clear set of criteria, with 
weightings, against which proposals would be 
considered. A small task and finish group would 
be convened with representation from across the 
Trust to evaluate proposals and make a 
recommendation to the TMT in September 2015. 
Revised Approach to Team Briefing 

3.12. A revised approach to Team Briefing was 
considered and approved. This would ensure that 
the top three key messages from the TMT would 
be cascaded through the Trust, using existing 
meetings and communication methods. 

3.13. Directorate and managers would be encouraged 
to include local information to supplement the 
corporate messages. The Renal & Outpatients 
Directorate had agreed to pilot the approach. 

4. Key Risks Identified and Impact 
4.1. TMT recognised and discussed risks relating to: 

4.1.1. the implementation of Lorenzo 
4.1.2. the achievement of the Sustainability 

Programme 
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4.1.3. the impact of patient flow on bed capacity and 
availability, and the impact on the delivery of 
key access targets including the 4 hour A&E 
target, and the referral to treatment targets 

4.1.4. the risks to bed availability through the planned 
closure of the Elgar ward for refurbishment 

5. Key Decisions 
5.1. TMT approved the following: 

5.1.1. Access Policy 
5.1.2. Bed model  
5.1.3. Workforce Committee Terms of Reference 
5.1.4. Trust Objectives 2015/16 (subject to 

refinement to be more measurable) 
5.1.5. Approach to team briefing 

6. Exceptions and Challenges 
6.1. There were no challenges with undertaking the 

TMT’s business.  
7. Governance and Other Business 

7.1. The TMT agreed not to hold a meeting in August 
2015 unless there was urgent business to 
consider. 

7.2. The TMT received regular reports, in line with its 
defined reporting schedule from the following sub-
groups: 

• Quality Committee 
• Health & Safety Committee 

8. Future Business 
8.1. The TMT will be focusing on the following areas 

over the next three months: 
8.1.1. Winter Planning 2015/16 
8.1.2. Rehabilitation plans and definition of specialist 

rehabilitation 
8.1.3. Finalising the Trust Strategy 
8.1.4. Financial and operational performance delivery 

9. Recommendations 
9.1. The Trust Board is asked to note the update 

provided on the work of the TMT. 
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Recommendation:  

The Board are asked to approve the updated terms of reference of the Charitable Funds Committee which were considered at the 
meeting of the Committee on the 2nd June 2015. 
 
Executive Summary:  
An annual review of the Committee’s terms of reference took place at the Committees in March and June. The changes from the previous 
version were minor and were: 
 

• The Director of Nursing was added to the membership to reflect the current attendance at meetings.   
• Clarifying that all Trust Board members form part of the Corporate Trustee and as such can attend any or all meetings. Reference to 

members receiving agendas and minutes has been removed. As with other Board Committees, papers are available to members on 
request. 

• Item 3.21 relating to reviewing and approving the workplan has been added and the appendix on regular items to be considered by the 
Committee has been removed as this will form part of the Committee’s agenda. 
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North Bristol NHS Trust 
 
Charitable Funds Committee 
 
Terms of Reference 
 
 
 

1. PURPOSE 

1.1 The Board hereby resolves to establish a Committee of the Board to be 
known as the Charitable Funds Committee (the Committee).  The 
Committee is a standing committee of the Trust’s Board of Directors 
(the Board).  Its constitution and terms of reference shall be as set out 
below, subject to amendment at future Board meetings. 

 

2. MEMBERSHIP AND ATTENDANCE AT MEETINGS 

Membership 
2.1 The membership of the Committee shall consist of: 

• One Non-Executive Director of the Trust (who will chair the 
Committee); 

• The Director of Finance (or nominated deputy); 

• The Head of Fundraising; 

• The Director of Nursing; 

• Two appointed members of staff with a clinical background who 
are fundholders; 

• Additionally because of the unique position of the Trust Board 
being the Corporate Trustee of the Charity, all Trust Board 
members may attend any or all Charitable Funds Committee 
meetings.  

 
 

2.2 A quorum shall be three members including at least the Committee 
Chair and Director of Finance (or their nominated deputy). 
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Attendance 

2.3 Meetings of the Committee shall normally be attended by: 

• Head of Financial Services;  

• The Financial Controller;  

• The Head of Fundraising; 

• The Director of Finance’s PA; 

• Any other person who has been invited to attend a meeting by 
the Committee so as to assist in deliberations. 

2.4 The Director of Finance’s PA shall be Secretary to the Committee and 
shall attend to take minutes of the meeting and provide appropriate 
support to the Chair and Committee members. 

 

3. ROLE AND RESPONSIBILITIES 

Authority 
3.1 The Committee is authorised by the Trustees to act within its terms of 

reference.  All members of staff are directed to co-operate with any 
request made by the Committee. 

3.2 The Committee is authorised by the Trustees to instruct professional 
advisers and request the attendance of individuals and authorities from 
outside the Trust with relevant experience and expertise if it considers 
this necessary or expedient to the exercise of its functions. 

3.3 The Committee is authorised to obtain such internal information as is 
necessary and expedient to the fulfilment of its functions. 

3.4 The Trust is the Corporate Trustee of the group of charitable funds 
registered together with the Charity Commission under the charity 
registration number 1055900 in the name of North Bristol NHS Trust 
Charitable Funds.  The Committee is appointed as the Trust’s agent in 
accordance with Section 16 of the NHS Trusts (Membership and 
Procedures) Regulations 1990. 

3.5    Committee members have delegated powers to ensure that the Charity 
acts within the terms of its Declaration of Trust, appropriate legislation, 
Charity Commission guidance and to provide assurance to the Trust 
Board that the charity is properly governed and well managed across its 
full range of activities. 
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Duties 
 
The duties of the Committee can be categorised as follows: 

3.6 Oversee the operation of the Charitable Funds to ensure they are 
managed and operated in accordance with their governing documents 
and comply with relevant legislation and guidance from the Charity 
Commission. 

3.7 Decide whether donations given with restrictions applied should be 
accepted by the Charity. 

3.8 Receive reports detailing the establishment of new funds and all new 
staff appointments made from Charitable Funds. 

3.9 Receive reports detailing balances of the Charity’s General Funds. 

3.10 Receive reports on all individual charitable non-pay transactions in 
excess of £10,000. 

3.11 Approve expenditure of all individual charitable non-pay transactions 
value £50,000 or more (where there is an urgent requirement for an 
order to be placed, the equivalent of a quorum may give approval by 
email, and minuted at the next Committee meeting). 

3.12 Review the spending plans and balances held within individual 
Charitable Funds. 

3.13 Recommend the appointment of Investment Managers to provide 
investment advice and manage the Trusts investment portfolio. 

3.14 In conjunction with the investment managers, agree an investment 
policy which lays down guidelines in respect of: 

• The balance required between income and capital growth 

• The balance of risk within the portfolio 

• Any categories of investment which the Trust does not wish to 
include in the portfolio on ethical grounds 

3.15 Determine a policy for the distribution, or otherwise, of realised and 
unrealised gains on losses on investments. 

3.16 Review the impact on the Charity of changes in legislation both of a 
charitable and non-charitable nature and make appropriate 
recommendations to the Trust Board, as Corporate Trustee, as to how 
any new requirements will be met. 

3.17 Ensure compliance with the Trust’s Standing Financial Instructions, 
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Financial Control Procedures and Scheme of Delegation. 

3.18 Receive audit reports on the charity controls. 

3.19 Review all fundraising developments. 

3.20 Consider the Charity’s annual report and accounts. 
3.21    Review and approve the Annual Work Plan for the charity 
 

 
 

4. CONDUCT OF BUSINESS 

Frequency 
4.1 Meetings will be held quarterly.  Additional meetings may be held on an 

exceptional basis at the request of the Chair. 
 

Other Matters 
4.2 The Committee will report to the Board after each meeting. 

4.3 The minutes of the Committee shall be formally recorded and circulated 
to all members of the Committee. 

4.4 The Committee shall be supported administratively by the Charitable 
Funds Accountant and Director of Finance’s PA, whose duties in this 
respect will include: 

• Agreement of agendas with Chair and attendees and collation of 
papers 

• Taking the minutes 

• Keeping a record of matters arising and issues to be carried 
forward 

• Advising the Committee on pertinent issues/areas 

 

5. STATUS 

5.1 These terms of reference should be reviewed annually by the Trust 
Board. 

5.2 Approved by the Trust Board on [30 July 2015 ] 

5.3 Next Review Date: [ March 2016 ] 
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North Bristol NHS Trust 

1. Purpose 
1.1. To present an update to the Board following the 

meeting of the Committee on 25 June 2015. 
 

2. Background 

2.1. The Remuneration & Nominations Committee, as a 
mandatory committee of the Board, is required to 
report to the Board after each meeting. 

2.2. The Committee is also required to review their Terms 
of Reference on an annual basis and present the 
proposed changes to the Board for approval 

3. Business Undertaken 
3.1. The Committee considered the following issues: 

3.1.1. The outcome of the appraisal of the Chief 
Executive for 2014/15 by the Chairman was 
discussed and agreed. The Committee 
debated the impact that the Chief Executive 
had had on the Trust and the performance of 
the Trust overall against the NHS Trust 
Development (TDA) Authority Accountability 
Framework. The Committee accepted the 
recommendation of the Chairman. Objectives 
for the Chief Executive for 2015/16 were 
discussed and it was agreed that the Chairman 
would present the final version to the 
Committee. 

3.1.2. The current recruitment processes for the 
appointment of a Non-Executive Director and 
Director of Communications. It was noted that 

a number of high calibre candidates had 
submitted applications for the Non-Executive 
Director vacancy and once the closing date 
had passed these would be reviewed and 
shortlisted by the interview panel. It was noted 
that the panel would include a representative 
from the TDA and an external assessor. 

3.1.3. Shortlisting was also due to take place for the 
Director of Communications role, and the 
interview panel was also confirmed. Andy 
Willis, Non-Executive Director, will sit on the 
panel in the absence of the Trust Chairman. 

3.1.4. The response to the request from the 
Secretary of State on Very Senior Managers 
(VSM) pay was considered and approved. This 
included the Committee noting the requirement 
to seek approval of the Chief Secretary to the 
Treasury on VSM pay which was more than 
the Prime Minister’s, and requesting that the 
Chairman personally scrutinised and approved 
any new VSM appointments in the Trust. 

4. Key Risks Identified and Impact 
4.1. No risks were identified during the last meeting of the 

Committee. 
5. Key Decisions 

5.1. The Committee considered and approved a high 
level Remuneration Policy for VSMs which the 
Committee would use when setting the remuneration 
for this group of staff. The Chairman of the 
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North Bristol NHS Trust 

Committee envisaged this being developed further in 
due course. 

6. Exceptions and Challenges 
6.1. There were no exceptions or challenges to the 

Committee conducting its business. 
7. Governance and Other Business 

7.1. The Chief Executive was in attendance for the whole 
of the Committee meeting with the exception of the 
discussion about the outcome of her appraisal. 

7.2. The Chief Executive’s appraisal was submitted to the 
TDA in line with the stipulated timescales.  

8. Future Business 
8.1. The Committee will be focusing its attention on the 

following issues: 
8.1.1. Chief Executive Objectives for 2015/16 
8.1.2. Executive Director appraisals for 2014/15 
8.1.3. Outcome of the self-assessment of Executive 

Directors against the Fit and Proper Persons 
Test. 

8.1.4. Succession planning 
9. Recommendations 

9.1. The Trust Board is asked to note the update from the 
meeting held on 25 June 2015  
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Report from West of England Academic Health Science Network Board,  

10 June 2015 

1. Purpose 
This is the eighth quarterly report for the Boards of the member organisations of the 
West of England Academic Health Science Network.  

Board papers are posted on our website http://www.weahsn.net for information. 

2. West of England Genomics Medical Centre 
West of England organisations are working together on a bid to become a Genomics 
Medical Centre, as part of the 100,000 Genomes project.   

We have created a Partnership Board which includes 17 partners drawn from the 
NHS, our Universities, Health Education South West and Patient Contributors.  It is to 
be chaired by Tony Gallagher, who is the Chair of the Avon and Wiltshire Partnership 
Mental Health NHS Trust.  NHS England is expected to announce invitations to bid 
by the end of June with an expectation that the procurement process will be 
completed by October.   

Seven short-life Task and Finish Groups have been established which include 
subjects like education and training, consent and communication and informatics.  
The areas of clinical focus will be around Cancer and rare diseases in the first 
instance.   

The project manager for the Genomics Medical Centre is Rachel Ferris.  Further 
details can be found here.  

The West of England Academic Health Science Network will host a website page for 
the West of England Genomics Medical Centre and the first newsletter can be found 
here. 

3. Business Plan 2015/16 
The Business Plan for 2015/16 was approved by the Board in late March and by 
NHS England.  Each member organisation is asked to confirm that it is supportive of 
the Business Plan, and this request has been sent separately to Chief Executives 
and Company Secretaries as appropriate. 

4. Improving Outcomes Through Patient Flow 
The Board meeting and the Senior Leaders meeting which preceded it both 
discussed an offer which the Academic Health Science Network is making with The 
Health Foundation on improving outcomes through addressing Patient Flow.  All 
health and social care communities are working with great focus to strengthen patient 
flow through their urgent care systems and this initiative will be pitched carefully to 
complement existing local work. 

http://www.weahsn.net/about-us/board-papers/
http://www.weahsn.net/west-of-england-genomics-medical-centre/5381/
file://weahsn.xswhealth.nhs.uk/data/directorate/Managing%20Director%20Folder/Genomics/West%20of%20England%20Genomics%20Medical%20Partnership%20Briefing%20Edition%201%20June%202015.pdf
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The next stage will be to invite expressions of interest and map existing patient flow-
related activities with a view to sharing good practice at the Academic Health Science 
Network’s Annual Conference in October.  

5. Test Beds 
The Five Year Forward View included an initiative called “Test Beds” in which 
innovator companies will be matched with local areas which demonstrate strong 
leadership, connected data, potential to scale up and an ability to test combinations 
of innovations.  Each Academic Health Science Network was asked to identify three 
or four potential Test Beds by 12 June.  In the West of England, we have had 
intensive engagement from many of our organisations and were able to submit three 
“Test Bed Proposals” which were: 

 Mobile Health Diabetes Challenge – a West of England-wide challenge which 
currently involves 12 of our social enterprises, NHS Trusts and Clinical 
Commissioning Groups.  Lead organisation: West of England Academic 
Health Science Network. 

 West of England Early Warning Score – communications in the pre-hospital 
setting.  Lead organisation: Royal United Hospitals Bath NHS Foundation 
Trust, for the West of England Patient Safety Collaborative. 

 BNSSG Connecting Care – constructing an interactive “patient portal”.  Lead 
organisation:  Bristol Clinical Commissioning Group for the Connecting Care 
Consortium. 

The Academic Health Science Network has also supported proposals for Test Beds 
submitted by Avon and Wiltshire Partnership Mental Health NHS Trust and Bristol 
Community Health. 

6. Emergency Department Safety Checklists - Scaling Up Application 
The Academic Health Science Network has partnered with University Hospitals 
Bristol, the South West Academic Health Science Network and the College of 
Emergency Medicine on a proposal to roll out the Emergency Department Patient 
Safety Checklist to all Emergency Departments in the South West.  

If we are successful, early implementation will start in time for this winter. 

7. Developing Capacity and Capability through the West of England Academy 

The West of England Academy has run over 35 events over the last year, focussing 
particularly on Quality Improvement and Patient Safety.   

It was given a mandate by the Board to offer a wide-ranging programme and 
evaluate feedback.  Our events have been very well received and the Board agreed 
that we should now have a three month period of engagement with all member 
organisations to discuss how we can best develop sustainable support on Quality 
Improvement science, Patient Safety, Enterprise and Informatics across the West of 
England.  A link to the draft strategy is here. 

8. Academic Health Science Network 360° Stakeholder Survey 

All Academic Health Science Networks will be part of a 360° Stakeholder Survey 
commissioned by NHS England, which will take place at the beginning of July 2015 
and will be an important part of our quality assurance.  Senior Leaders and clinicians 
from all member organisations and a wide range of partners will be encouraged to 
take part. 

http://www.weahsn.net/network/wp-content/uploads/2013/12/06.3b-Strategy-proposal-v0.9-ABsa-28May2015.pdf
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9. Annual Report 2014/15 
Our Annual Report for 2014/15 has been published and circulated widely; click here 
to view the report.   

10. Highlights from Quarter 1 
Highlights from our work programme between April and June include: 

 Atrial Fibrillation – we have finished our pilot work with 11 GP Practices and are 
analysing it before rolling the work out to every GP practice in Gloucestershire.  
Four other Clinical Commissioning Groups are interested in adopting this 
programme. 

 We held our first Health Innovator Programme for 21 participants drawn from 
NHS Trusts, CCGs, Universities and local companies.  These individuals 
worked on developing specific ideas they have into a Business Case which 
were tested by our ‘Dragons’ (Chief Executives!). 

 We ran a highly successful Patient Safety and Quality Improvement conference 
in Swindon during April. 

 Our Medicines Safety programme was launched at our Medicines Optimisation 
workshop on 7 May, which was attended by over 70 delegates.  The focus of 
our work will be on medicines safety at transfers of care and insulin safety. 

11. Engagement and Events 
Read our latest patient safety newsletter here. 

 

SAVE THE DATE 

Early Warning Score Workshop, Thursday 17 September, Bath University.  Please see 
attached flyer for more information.  Click here to register! 

 

West of England Academic Health Science Network Annual Conference, held jointly 
with the West of England Local Clinical Research Network and CLAHRCWest on 

Thursday 15 October, Cheltenham Racecourse. 

 
Deborah Evans 
June 2015

http://www.weahsn.net/west-of-england-annual-report-20142015/5674/
file://weahsn.xswhealth.nhs.uk/data/directorate/Patient%20Safety%20Workstream/Newsletters/Patient%20Safety%20Collaborative%20Newsletter%20May%202015.pdf
https://www.eventbrite.co.uk/e/safer-care-through-early-warning-scores-tickets-17412239477
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