North Bristol NHS Trust
Trust Board Meeting in Public
Thursday 28 July 2016
12.30pm, Seminar Room 4, Learning and Research Centre,
Southmead Hospital
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Apologies and Declarations of Interest: Neil Darvill
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Questions from Members of the Public
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Chairman’s Business
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CB/Enc

11.

Capital Planning Report

SW/Enc

Governance & Regulation
12.

Information Governance Toolkit

ND/Enc

13.

Trust Management Team Report

AY/Enc

14.

Finance & Performance Committee Report

AW/Enc

15.

Quality & Risk Management Committee Report

RM/Verbal

16.

Workforce Committee Report

LR/Enc

17.

West of England Academic Health Science Network Board Report

AY/Enc

18.

Any Other Business

19.

Date of Next Meeting
Thursday 29 September 2016, 12.30pm, Learning and Research
Centre, Southmead Hospital.

North Bristol NHS Trust

Minutes of the Trust Board Meeting held in public on
2 June 2016 in Seminar Room 5, Learning and Research Building, Southmead
Hospital

Present:
Mr P Rilett
Prof N
Canagarajah
Ms J Davis

Chairman

Mr R Mould
Mr A Willis

Non-Executive Director
Non-Executive Director

Ms K Hannam
Mrs S Jones
Mrs C Phillips
Mr S Wood

Head of Internal
Communications
Clinical Director for
Renal, Transplant and
Outpatients (for item
06/09)
Trust Secretary

Mr D Shannon

Non-Executive Director
Non-Executive Director

In Attendance:
Mrs S Giwa-Amu
Dr R Ravanan

Mr E Sanders

Dr C Burton
Mr N Darvill

Medical Director
Director of Informatics

Ms J Fergusson

Interim Director of
People and Organisation
Health
Director of Operations
Director of Nursing
Director of Finance
Director of Facilities

Mr N Stibbs

Director of Operational
Finance
Corporate Services
Manager

Observers: Mr J Murray, Grant Thornton, (Auditors) (until 06/05), three members of staff and
three members of the public (one until 06/05 only)
Action
TB/16/06/01

Apologies and Declarations of Interest
Apologies were received from Mr John Everitt, Non-Executive Director,
Ms Elizabeth Redfern, Non-Executive Director and Ms Andrea Young,
Chief Executive
No interests were declared in the papers presented.

TB/16/06/02

Audit Committee Report
Jaki Meekings Davis, Chairman of the Audit Committee, reported on
the Committee’s review of the Trust’s 2015/16 Group Accounts, the
Charitable Funds Accounts for 2015/16, the draft letters of
representation and the proposed annual governance statement. These
had been considered in the light of the external auditors’ findings report
and the Head of Internal Audit Opinion. She noted that the external
auditors had recommended the Trust ensure its asset and medical
devices registers use a common reference but the Committee was
pleased with its opinion that the accounts gave a true and fair view of
the Trust’s financial position and there were no changes from the draft
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accounts. The Committee, however, had also noted its adverse value
for money conclusion because of the in-year deterioration in finances.
The Head of Internal Audit Opinion that significant assurance with
minor improvements could be given on the Trust’s overall adequacy
and effectiveness of its framework of governance, risk management
and control was pleasingly noted.
She said the Committee had also viewed the Quality Account for
2015/16 and noted that although most stakeholders’ views were yet to
be received the auditors had given an unqualified conclusion. The
overall theme appeared to be that auditing had become a little easier
with greater confidence in the Trust’s systems allowing for greater time
by senior managers to be spent on strategic issues.
A number of reports from Counter Fraud had been received and the
Committee had asked that the Trust’s suppliers be included in next
year’s awareness survey of counter fraud issues. The Security Annual
Report had been reviewed and the Committee had asked for a
presentation from the team at its next meeting.
The Committee recommended that the Board adopt the Accounts on a
going concern basis, the Letter of Representation (with the nonstandard paragraph outlining the decision not to adjust the accounts for
the misstatements identified in the findings report because they were
immaterial to the results) and the Annual Governance Statement.
TB/16/06/03

Annual Accounts and Charitable Funds Accounts 2015/16
David Shannon, Director of Operational Finance, presented the Trust’s
Group Accounts and the Charitable Funds Accounts for 2015/16 and
the Letters of Representation. The group accounts were presented on a
going concern basis although the income and expenditure account
showed a deficit of £51.56 million but the Trust had received formal
assurance that day from NHS Improvement that the Department of
Health (DH) would make sufficient cash financing available over the
following twelve months to fund all essential operational liabilities. He
noted that income from patient activity had increased over 2014/15 but
income from other activities had decreased largely because other
operating revenue had included a receipt of £17.5 million in 2014/15 to
offset the costs of the transition to the new PFI hospital.
A major change in operating expenses was the effect of the valuation of
property, plant and equipment undertaken at the end of the year by the
District Valuer which had increased their value by 3.8%. This meant
that impairments recognised in previous years had been reversed and
gave a £16.3 million reduction in expenditure but under NHS financial
rules was excluded from the measurement of the breakeven target.
There had been a net reclassification from tangible assets to intangible
assets of £10.9 million relating mainly to the Lorenzo project.
David Shannon reconfirmed that the external auditors had given an
unqualified opinion on the Group Accounts for 2015/16 but a qualified
opinion on value for money because of the increase in workforce costs
during the year.
David Shannon also presented the Charitable Funds accounts for
2015/16 which showed a net decrease in carried forward funds by a
little over £1 million to £10 million and on which the external auditors
2|Page

intended to give an unqualified opinion.
The Board approved for signature by the appropriate directors and
submission to the DH of:
•

The North Bristol NHS Trust Annual Accounts for 2015/16 on a
going concern basis

•

The Letter of Representation to the auditors including a
paragraph outlining the decision not to adjust the accounts for
the misstatements identified in the findings report because they
were immaterial to the results.

Acting as the Corporate Trustee, the Trust Board also approved for
signature by the appropriate directors:

TB/16/06/04

•

The North Bristol Charitable Funds Annual Accounts for
2015/16

•

The Letter of Representation to the auditors

Questions from Members of the Public
Mr David Chandler reported to the Board on the experiences of his
parents regarding recent primary, secondary and community health
care and praised North Bristol clinical staff for the care they had
provided. He noted that he had referred some of the issues to the
‘regional’ medical director. Sue Jones, Director of Nursing, noted that
the Trust was very much in partnership with the community providers
and the Board agreed that a non-executive should be involved in any
examination of matters.
Kate Hannam, Director of Operations, referred to the letter from Jill
Shepherd, Chief Officer of NHS Bristol Clinical Commissioning Group,
regarding the Discharge to Assess system which had been published
with the papers for the March Board meeting. She commented that
there had been robust governance on some of the points made by her
and reported that a response would be sent within the next few days.

TB/16/06/05

Minutes of the Trust Board meeting held on 31 March 2016
The minutes were approved as a true and correct record of the
meeting.

TB/16/06/06

Action Log
The Trust Board approved the closure of actions as stated on the
action log and noted progress as follows:
Action 4 – Effectiveness survey results to be addressed in the Finance
ES
and Performance Committee Annual Report
JF

Action 8 – carried forward to next meeting
TB/16/06/07

Chairman’s Report
Peter Rilett, Chairman, reported that he had no issues to discuss other
than those on the agenda.
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TB/16/06/08

Chief Executive’s Report
From the Chief Executive’s report, Catherine Phillips, Director of
Finance, highlighted that;
•

a draft of the Sustainability and Transformation Plan was due to
be submitted to NHS England by the end of June 2016 followed
by discussions to clarify issues and then public consultation and
engagement after the Summer

•

the Care Quality Commission was to move to smaller annual
inspections concentrating on leadership and one core service of
a hospital

Chris Burton, Medical Director, reported that the British Medical
Association (BMA) Junior Doctors Committee, NHS Employers and the
Secretary of State for Health had reached an agreement on the new
junior doctors’ contract. The BMA was to hold a referendum on the new
contract which, if approved, would come very late to implement by
August 2016. The appointment process for the Guardians of Safe
Working would continue and these persons would commit to one day a
week and report to the Board quarterly.
The Board noted the report.
TB/16/06/09

Patient Story
Sue Jones welcomed Dr Rommel Ravanan, Clinical Director for Renal,
Transplant and Outpatient Services, who presented the patient story.
Dr Ravanan related the experience of a male 80 year old patient
suffering from dementia and known to be at risk of falling, admitted one
Friday evening with shortness of breath through the Emergency
Department. Early the next day he was appropriately assessed by a
medical consultant in the Acute Medical Unit and prescribed drugs for
possible heart failure and then assessed by the Complex Assessment
Liaison Team. Later that day he was transferred to a non-medical ward.
On the fifth day he was seen by the outlying medical team when all
observations showed the patient to be normal and his diuretics
increased. He was then seen on the same day by the Integrated
Discharge Service (IDS) and identified as someone well known to the
community services.
The following day he was seen by another medical consultant who
diagnosed from an echocardiograph an enlarged right ventricle of the
heart and asked for a chest x-ray. Later that day, an on-call F2 registrar
diagnosed an infection in the lungs from the x-ray and asked for a
repeat in six weeks.
He was seen on the seventh day by yet another consultant who found
all observations to be normal but awaited the results of the chest x-ray.
A physiotherapist visited on both the following days but treatment was
refused by the patient. On the second of those days an SHO found
blood stained urine in the patient’s catheter. On the twelfth day the
patient tried to pull out his catheter. Two days later a new SHO sought
a review by Occupational Therapy and discovered from the family that
his wife also had dementia. On the sixteenth day the physio and
occupational therapists (PT and OT) discharged the patient from their
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care but it was not until four days later that a new medical consultant
assessed him as medically fit for discharge provided the PT and OT
were happy.
The patient was assessed by the IDS that same day and found him to
be incapable of understanding his situation and being able to consent
to treatment. It was also discovered that his daughter had a power of
attorney. The following day a new medical SHO found that he had
pulled out his catheter and he remained in hospital.
Dr Ravanan said that everything that had been done in hospital could
have been done as an outpatient and in the community. Because of the
high bed occupancy in Brunel he had had to be placed in a nonmedical ward and the communication between the medical and nursing
staff had been poor. Had he been on the right ward there would have
been continuity of care. The patient had been seen by three medical
and the admitting consultants and by six different junior doctors. The
IDS had identified the patient’s needs after two days but there had
been no follow-up.
Robert Mould, Non-Executive Director, questioned whether the
availability of notes had had any bearing on the events but Dr Ravanan
said this had not appeared to be an issue. Andrew Willis, NonExecutive Director, questioned the timing of the implementation of the
Proactive Hospital project and Kate Hannam, Director of Operations,
said that the pilot was in its second month and she would share with
the Board the dashboard of key indicators that had been developed.
KH
TB/16/06/10

Integrated Performance Report
The Board received the monthly Integrated Performance Report (IPR)
and noted that April’s Accident and Emergency performance against
the four hour standard had achieved only 77% although this was
marginally better than in March 2016. The number of occupied beds
continued to be the main reason for being unable to admit patients from
the Emergency Department (ED) but awaiting assessments in the ED
was also a factor. Achievement of seven out of the eight cancer targets
in March 2016 was a pleasing improvement which appeared likely to be
sustained in April 2016. Kate Hannam said that patient flow through the
hospital continued to be challenging especially with up to 50 patients
suffering delayed transfers of care at any one time until a few weeks
previously. Cancelled operations at 2% had been because of the
pressure on beds but the referral to treatment trajectory, to achieve the
18 week standard, would have been met but for the junior doctors strike
action. The trajectories of all specialties would be refreshed as part of
planned quarter one overall activity review.
Kate Hannam said that the reason for not achieving all the cancer
targets for the past few months was the difficulties being experienced in
Urology which were being addressed and were showing improvement.
Full compliance with all cancer standards was expected by the third
quarter. She noted that the last sentence of the second paragraph on
page 13 of the IPR should have been deleted.
Sue Jones referred to the Patient Safety and Effectiveness section and
noted the reporting of a never event involving a wrong site anaesthetic
block which had been noticed at the time and the correct block also
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given with minimal harm to the patient. The number of falls causing
serious harm had remained high and she reported that she had visited
wards to see how the malnutrition screening was done and encourage
staff to record it promptly. In April 2016 the Trust had achieved 81%
against the 90% target. A report on the Safety Thermometer standard
was to be made to the Quality & Risk Management Committee in July
2016. The World Health Organisation checklist record had been
included in the IPR once again. Local recording had continued
throughout the Lorenzo implementation and stabilisation period but the
Trust level reporting had required validation. Chris Burton noted that
there had been one case of C Difficile in May 2016 which would be
reported in the next IPR and was the first in 2016/17. He also reported
that activity and coding data continued to be validated for the Lorenzo
stabilisation period and had impacted on the mortality data within Dr
Foster but mortality continued to be below the nationally expected level.
Regarding patient experience, Sue Jones reported that the provider of
the Friends and Family Test had been changed and SMS and voice
recording would now be used in addition to cards. Meanwhile the ED
had significantly improved its response rate and over 94% of patients
would recommend their friends and family to use it. The Trust’s overall
number of overdue complaints had now been reduced to 33 from the
April figure of 47.
Jacolyn Fergusson, Interim Director of People and Organisation Health,
presented the Well Led section of the IPR and noted that the use of
agency (both Framework and non-Framework) of all staffing groups
had decreased during April 2016. The sickness absence rate had very
marginally reduced and a new way of looking at and calculating
sickness was being considered. This was part of a plan to achieve a
new health and wellbeing CQUIN.
Catherine Phillips, Director of Finance, reported that the Trust’s
financial position at the end of April 2016 was a deficit of £6.9 million,
£1.6 million adverse to plan. This was due to an adverse income
position partly as a result of the loss of elective work during the junior
doctors’ strike. Pay was favourable to plan largely due to the reduced
agency expenditure. In terms of cash she noted that £6 million had
been drawn down in April and more would be required for May. In order
to increase elective work a special ward was being designated. Jaki
Meekings Davis, Non-Executive Director, questioned the forecast
outturn, the quality of forecasting and whether there was a sub-set of
data that was seen by the Finance & Performance Committee (F&PC).
Catherine Phillips said that where the achievement of a forecast
required an increase in productivity the Trust should be able to monitor
indicators fairly easily and take early action if needed quickly.
Andrew Willis, Non-Executive Director, asked for an update on the
position of the Cost Improvement Plan and Catherine Phillips said that
weekly monitoring was being undertaken and there remained a shortfall
and there was also a heavy reliance on income that needed to be
challenged.
The Trust Board discussed the monthly Board Compliance statements
concentrating on 10 and 11. Statement 11 was about the Information
governance toolkit and it was agreed that both answers should be
negative. A report on the actions on the toolkit would be given to the
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ND

July Board meeting,
TB/16/06/11

Safe Nurse Staffing
Sue Jones presented the six monthly report on safe nursing and
midwifery staffing. She highlighted the assurance it gave regarding
actions planned and underway to ensure staffing levels were safe,
effectively monitored and published openly in line with the ten National
Quality Board expectations and NICE guidance. It also presented the
outcome of the safe staffing reviews undertaken in April and May 2016
and noted the national changes planned for reporting staffing from May
2016. A review of maternity staffing had taken place to ensure safe
staffing in line with NICE guidance and resulting in an extra 1.4 whole
time equivalent (wte) midwives, three wte clerical staff and an increase
of 0.85 wte in sonography staff.
Sue Jones reported that the Trust had been one of the twelve Trusts
asked to join a 90 day Innovation Programme for Enhanced Care for
delivering special care to vulnerable patients and this had reduced
reliance on temporary staff and expenditure by 13% for four pilot wards
from October 2015 and an 8% reduction for a second group of wards in
their first month of operation.
The overall conclusion of the report was an increase of 80 nurses and
midwives at a cost of £2.4 million a year.
Andrew Willis questioned how the Trust would monitor the reduction in
agency and bank staff and Sue Jones said that a report would be made
to the F&PC meeting in July 2016.
The Board approved the recommendations for the changes to the
nursing and midwifery establishments.

TB/16/06/12

Communication and Engagement Plan for Trust Strategy
Chris Burton presented the communications and engagement exercise
plan for the draft strategy. The feedback from focus groups had
changed the first ideas of communication particularly regarding
clarifying the difference between strategy and operational plans and
altering the format of the strategy. There was a separate external
stakeholder plan and he expected to be invited to South
Gloucestershire Council. The aim was to put to the Board in July 2016
what the public had said and how the document had changed for final
approval.

TB/16/06/13

Capital Planning Report
The Board received the updated capital planning report which noted
that apart from Public Health England all Severn Pathology staff had
moved into their facilities in the pathology sciences buildings and the
Limewalk Building was being decommissioned ready for demolition.
Simon Wood, Director of Facilities noted that completion of Phase 2 of
the PFI was scheduled for 29 July 2016 and Carillion was well within its
contractual service failure points threshold for the operation of Brunel.
Negotiating the targets for 2017/18 was proceeding slowly.
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TB/16/06/14

Quality Account 2015/16
The Board received the proposed Quality Account for 2015/16 noting
the Auditors’ unqualified opinion and approved it for publication subject
SJ
to the addition of comments from external stakeholders.

TB/16/06/15

Non-Executive Committee Membership
The Trust Board approved the appointment of:

TB/16/06/16

•

Jaki Meekings Davis to the chairmanship of the Audit and
Charitable Funds Committees

•

John Everitt to the Audit and Finance and Performance
Committees

Trust Management Team Report
The Board received the report of the meeting of the Trust Management
Team held on 17 May 2016. Peter Rilett suggested that a report be
made to the next Development Session of the Trust Board regarding
progress on training and development of the third tier of management
staff.

TB/16/06/17

Finance and Performance Committee Report
Andrew Willis presented the report from the Finance and Performance
Committee meetings held on 21 April and 26 May 2016 and highlighted
the following:
•

The need for a longer term plan for managing the demand and
capacity for orthopaedic services with the local and specialised
commissioners;

•

Members had noted the actions being taken to bring the Trust’s
financial trajectory back on target which included work to fully
identify savings plans and improvements in elective delivery;

•

The risk of not having accurate and timely data and the
Committee had asked for a report on the systems and
processes to manage data at its next meeting

The Board noted the report and approved the revised terms of
reference of the Committee
TB/16/06/18

Quality and Risk Management Committee Report
Robert Mould presented a report from the meeting of the Quality and
Risk Management Committee held on 26 May 2016. He said that the
Committee had taken a deep dive into the work of the Neonatal
Intensive Care Unit and with good outcomes the staff had brought to
the Committee concerns about the estate and thoughts about the Unit’s
future.
The Internal Auditors had presented a report on the Trust’s risk
management which pleasingly gave significant assurance and a mini
deep dive had been undertaken on mortality. It was recognised that
there were opportunities from mortality reviews to help drive
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performance and these would be discussed at a later meeting.
The Committee had also reviewed the results from the national patient
survey and the CQC action plan.
TB/16/06/19

Remuneration and Nominations Committee Report
The Board noted the report from the Remunerations and Nominations
Committee held on 28 April 2016 and approved the revised terms of
reference.

TB/16/06/20

Workforce Committee Report
The Board received the report of the meeting of the Workforce
Committee held on 21 April 2016 and noted that the committee would
be looking at delivery of the workforce work streams, implementation of
the junior doctors contract and the monitoring of workforce key
performance indicators.
The terms of reference of the Committee were approved including the
membership of the Director of Operations.

TB/16/06/21

Date of Next Meeting
The next meeting was to be held on Thursday 28 July 2016 at 12.30
pm in Seminar Room 4, Learning and Research Centre, Southmead
Hospital.
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North Bristol NHS Trust

Trust Board (Public Session)
Action Log 2016
Status
A Agenda - this meeting
O Open
C Closed

ACTION LOG
Minute Ref
Action Action
Meeting
No.
Date
26-Nov-15 TB/15/11/19 28 Executives to consider an overall improvement
methodology
26-Nov-15 TB/15/11/13 23 Directorates to nominate a number of staff as
advocates in supporting staff in raising concerns

26-Nov-15 TB/15/11/21

29

28-Jan-16 TB/16/01/05

1

28-Jan-16 TB/16/01/11

4

31-Mar-16 TB/16/03/09

7

31-Mar-16 TB/16/03/11

8

31-Mar-16 TB/16/03/13

9

31-Mar-16 TB/16/03/18

10

02-Jun-16 TB/16/06/04

11

02-Jun-16 TB/16/06/10

12

02-Jun-16 TB/16/06/09

13

02-Jun-16 TB/16/06/11

14

02-Jun-16 TB/16/06/12

15

Charitable Funds Committee to regularly review
ethical values of the investment portfolio
Board to discuss closer links with CCGs in a
development session
Effectiveness appendix on F&PC report to be
remodelled
Difference between staff commencing work and
those leaving by occupational group to be shown in
Appropriate staff survey benchmarking to be
circulated to Board
Partnership Programme Board to review Cellular
Pathology contract performance
A board development session to consider strategic
objectives to be included in Annual Cycle of Business
Kate Hannam to respond to Bristol CCG chief
executive letter and circulate to Board
Commentary on sustainable recovery plan for cancer
in IPR to be considered and placed in minutes

Review Date Status
(s)
AY
31-Mar-16 &
O
28-Jul-16
JF
31-Mar-16, 2O
Jun-16 & 29Sep-16
JMD/CP 28-Jul-16
C
Owner

AY

28-Jul-16

AW

02-Jun-16

JF

28-Apr-16

JF
CB

28-Apr-16 &
28-Jul-16
29-Sep-16

ES

28-Jul-16

KH

28-Jul-16

NS

28-Jul-16

Proactive Hospital dashboard to be shared with
KH
Board
Report to be made to F&PC on monitoring reduction SJ
in staff agency/bank usage in line with increased
nursing establishment
Record of public consultation and changes to
CB
strategy document to July meeting

C
C
C

28-Jul-16 &
29-Sep-16
28-Jul-16

Carry forward to a workshop session
Postponed to discuss at TMT in April and
then for new interim director
This is undertaken annually and is part of the
workplan with the investment advisors.
Part of development programme
To be dealt with in F&PC annual report
Discussed at June 2 meeting

C
O
C
C
C

28-Jul-16

Info.

Part of development programme
Response sent 13 June
Agreed not to replace the missing
commentary

C
Postponed to August F&PC

O
A

Item 10

North Bristol NHS Trust

Trust Board (Public Session)
Action Log 2016

ACTION LOG
Minute Ref
Action Action
Meeting
No.
Date
02-Jun-16 TB/16/06/16 16 Progress on training/development of second line
management to be reported to Board Development
session

Owner
JF

Status
A Agenda - this meeting
O Open
C Closed

Review Date Status Info.
(s)
Part of development programme
28-Jul-16
C

North Bristol NHS Trust

Trust Board (Public Session)
Decision Log 2016

DECISION LOG
Meeting
Date
28/1/16
28/1/16
28/1/16
31/3/16
31/3/16
31/3/16
31/3/16
31/3/16
31/3/16
31/3/16
2/6/16
2/6/16
2/6/16
2/6/16
2/6/16
2/6/16
2/6/16

Minute
Ref
TB/16/01/09
TB/16/01/13
TB/16/01/13
TB/16/03/08
TB/16/03/09
TB/16/03/12
TB/16/03/13
TB/16/03/15
TB/16/03/16
TB/16/03/18
TB/16/06/03
TB/16/06/03
TB/16/06/10
TB/16/06/11
TB/16/06/14
TB/16//06/15
TB/16/06/17
,19 and 20

No.
1
2
3
4
5
6
7
8
9
10
11
12
13
14
15
16

Decision
Board compliance statements 8 and 10 to continue to be positive and negative respectively
Audit Committee appointed as auditor panel to choose external auditors
Changes to Annual Report format approved
Actions from walkrounds to be communicated back to ward staff
Board compliance statements 8 and 10 to remain as previous month
Draft Trust Strategy approved with minor amendments for consultation
Transfer of Cellular Pathology service from UH Bristol to NBT on 1 May 2016 approved subject to agreement by directors
of finance of potential redundancy costs.
Renewed partnership agreement with UH Bristol and terms of reference for Partnership Programme Board approved
Terms of reference of Workforce Committee with Dr Liz Redfern as chairman approved
Annual cycle of business approved subject to additions of strategic objectives and consideration of relationship with other a
Annual Accounts for 2015/16 and letter of representation approved
Actings as Trustees the Charitable Funds Accounts for 2015/16 and letter of representation were approved
Board compliance statements 8 and 10 to remain as previous month
Changes to nursing and midwifery establishments to maintain safe staffing and increase of £2.4m revenue approved
Quality Account 2015/16 (subject to comments from external stakeholders) and priorities for 2016/17 approved
Non-Executive allocations to membership of committees approved

17 F&PC, R&NC and WC revised terms of reference approved

Report to:

Trust Board

Date of Meeting:

28 July 2016

Report Title:
Status:

Agenda item:

6

Chief Executive’s Report
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 Improvement Business Plan 2016/17 - Priorities
Appendix 2 – NHS Improvement Summary of Approach to Provider Segmentation

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

North Bristol NHS Trust
transport, housing, adult education and skills, for
example.

1. Purpose
1.1. To present an update on local and national issues
impacting on the Trust,

4.3. The consultation will run from Monday 4 July 2016
until 15 August 2016.

2. Background

4.4. The results will be considered by the Secretary of
State for Communities and Local Government who
will take account of the views of the public when
deciding whether the West of England devolution
deal should go ahead. The deal will then be subject
to final endorsement at a local level.

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.).

4.5. If it is agreed that the MCA should go ahead, it would
be established in the first part of 2017, with elections
for the position of West of England Mayor to take
place across all three local government areas – Bath
& North East Somerset, Bristol and South
Gloucestershire – in May 2017.

3. Prime Minister and Secretary of State for Health
3.1. Following Theresa May’s confirmation as Prime
Minister on 13 July 2016, a new cabinet has been
formed which includes Jeremy Hunt, retaining his
position as Secretary of State for Health.
4. West of England Devolution

4.6. Residents across the three areas are being asked to
provide feedback on four key areas of the proposed
devolution deal: Decision making, Place (transport
and housing), People (adult education and skills),
and Business

4.1. Public consultation on the creation of a new West of
England Mayoral Combined Authority (MCA) including how this combined authority would work
and what it means is now open. This follows the
decision of Bath & North East Somerset Council,
along with Bristol and South Gloucestershire
councils, to move forward with a £1 billion devolution
deal from Government.

5. NHS Improvement Business Plan 2016/17
5.1. NHS Improvement (NHSI) have published their
business plan which sets out their priorities for the
year. The priorities are divided into those relating to
Quality, Finance and Use of Resources and
Operational Performance.

4.2. The MCA would manage new powers, funding and
responsibilities that would be handed from central
Government to the region as part of the deal. As a
result, more decisions could be made locally, rather
than nationally, about spending on regional

5.2. The priorities are presented in Appendix 1 for
information.

This document could be made public under the Freedom of Information Act 2000.
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North Bristol NHS Trust
5.3. The Trust’s current activities and priorities for the
year map to the priorities published by NHSI. For
example the Trust is aiming to be rated “Good”
overall against the CQC assessment framework by
the end of 2016/17, the Trust is working to deliver 7
day services and was an early signatory to Sign up
to safety which is a key part of the Trust’s quality
improvement programme.

Caring, Effective and Responsive, in combination
with in-year information where available. NHSI will
also include delivery of the four priority standards for
7 day hospital services.

5.4. In relation to finance and use of resources, the Trust
is working towards achieving financial balance and is
using the learning from the Carter review to target
areas to improve efficiency and productivity.

Operational performance: NHSI will support
providers in improving and sustaining performance
against NHS Constitution and other standards.
These will include A&E waiting times, referral to
treatment times, cancer treatment times, ambulance
response times, and access to mental health
services.

Finance and use of resources: NHSI will oversee a
provider’s financial efficiency and progress in
meeting its financial control total. NHSI are codeveloping this approach with CQC.

5.5. Finally in relation to operational performance the
Trust is focusing its work on improving flow to
support achievement of NHS Constitutional
standards and ensure resilience through Winter.

Strategic change: working with system partners
NHSI will consider how well providers are delivering
the strategic changes set out in the 5YFV, with a
particular focus on their contribution to Sustainability
and Transformation Plans (STPs), new care models,
and, where relevant, implementation of devolution.

5.6. NHSI will monitor Trust’s delivery against these
priorities through a new Single Oversight Framework
which is currently under consultation and is
described in more detail below.
5.7. The full business plan can be found at the link below:

Leadership and improvement capability: building
on the joint CQC and NHSI well-led framework,
NHSI will develop a shared system view with CQC
on what good governance and leadership looks like,
including organisations’ ability to learn and improve.

https://improvement.nhs.uk/uploads/documents/Final
_Bus_Plan_16-17_13july.pdf
6. Draft Single Oversight Framework
6.1. NHS Improvement are consulting on a new approach
to overseeing providers which will focus on five
areas:

6.2. NHSI will then segment providers according to the
scale of issues faced, which will be informed by data
monitoring and an understanding of providers’

Quality of care: NHSI will use CQC’s most recent
assessments of whether a provider’s care is Safe,

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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circumstances.
A
diagram
explaining
how
segmentation will occur is presented in Appendix 2.

facilitated by Heidrick & Struggles. The day was
focused on understanding the feedback received
from interviews with individual members, enhancing
relationships, considering strategy implementation
and developing the principles which will underpin the
move to Service Line Management (SLM).

6.3. Segmentation will then lead to three types of
support: universal, targeted and mandated.
6.4. An assessment is currently underway to determine
where the Trust might be rated based on current
performance. This will be reported to the Finance &
Performance Committee and then to the Trust Board
for information and in shadow form before the new
framework is implemented.

8.2. From the day, work was commissioned to bring more
clarity to the SLM project and to work up more
detailed principles via a programme board.
8.3. The outcomes of the day will also be used to inform
the future programme of events for the remaining
three development sessions.

6.5. The consultation document can be found at:
https://improvement.nhs.uk/uploads/documents/Singl
e_Oversight_Framework_consultation__final_draft_28_06_update_CC.pdf

9. Recent Consultant Appointments
9.1. The following consultant appointments have been
made since 10 May 2016:

7. Mayoral City Office

Interview Date

7.1. All organisations in Bristol were invited to a
workshop with Marvin Rees on 13 July 2016 to
discuss city wide priorities and how to run/establish a
city office. Inequalities emerged as a major
consistent priority. We await the final outcome of
these deliberations. Since then work on “Bristol post
Brexit” has been commenced. NBT have been
invited to be on a reference group. We have
endorsed the importance of this work with our 10%
of our staff from other EU countries.
8. Board Development Day – 30 June 2016
8.1. The Trust Board and Clinical Directors came
together for their first joint development day,

Name

Role

24 May 2016

Konrad SzewczykKrolikowski

Movement Disorders

7 June 2016

Helen Massey

Radiology

14 June 2016

Kate Seddon

Neuropsychiatry

28 June 2016

Swaroop Shanbhag

Bristol Centre for
Enablement
Rheumatology

5 July 2016

Stephen Novak

Rehabilitation
Consultant - Major
Trauma

This document could be made public under the Freedom of Information Act 2000.
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10. Recommendations
10.1.
The Trust Board is asked to note the content of
the 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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Appendix 1 – NHS Improvement Business Plan 2016/17 - Priorities
Quality Priorities:
•

ensure 12 providers rated ‘requires improvement’ or ‘inadequate’ at Quarter 1 of 2016/17 achieve a ‘good’ or
‘outstanding’ rating when re-inspected by CQC

•

support a quarter of providers currently in special measures at Quarter 1 to exit by the end of Quarter 4 of 2016/17
and develop a robust plan to support the remainder to exit by 2020

•

increase support to challenged providers to avoid entry into special measures

•

support providers in implementing the priority standards for seven-day hospital services for 25% of the population

•

develop and publish our approach to patient safety, and start to implement patient safety initiatives in priority areas

•

develop a clear approach to safe staffing for all professional disciplines and deliver priority activities, including a
refreshed National Quality

•

Board (NQB) framework for safe, sustainable staffing.

Finance and Use of Resources Priorities:
•

ensure the provider sector is on a trajectory to aggregate financial balance, through joint working with our national
partners

•

ensure the provider sector achieves a minimum 2% efficiency by the end of 2016/17

•

highlight and tackle unwarranted variation in hospital efficiency and productivity by implementing key
recommendations in the Carter Review, including focusing on workforce productivity, improvements in procurement
and reducing agency spend

•

develop and deploy metrics to assess providers’ use of resources, together with CQC.

This document could be made public under the Freedom of Information Act 2000.
Any person identifiable, corporate sensitive information will be exempt and must be discussed under a 'closed section' of any meeting.
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Operational Performance Priorities:
• deliver A&E performance during 2016/17 that, in aggregate, is significantly better than that during 2015/16 and by
Quarter 4 of 2016/17 recover the 95% threshold for performance against the NHS Constitution standard for four-hour
waits
• deliver significantly improved winter A&E performance in 2016/17 compared with 2015/16
• together with NHS England, support providers to improve performance against NHS Constitution standards, including
the referral to treatment (RTT) standard, eight cancer waiting time standards, diagnostic test waiting time standard and
ambulance response time standards
• together with NHS England, support providers to deliver the current mental health access and waiting time standards
by the end of Quarter 4 of 2016/17 and embed these in our approach to oversight.

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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Appendix 2 – NHS Improvement Summary of Approach to Provider Segmentation

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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Chris Burton, James Calvert & Nick Standen

Executive Sponsor (presenting):

Chris Burton

Appendices (list if applicable):

Appendix A (Formal Concerns Registered With Human Resources)
Appendix B (Designated Body Statement of Compliance)

Recommendation:
The board are asked to agree to the statements in appendix B by signing the document so that it can be returned to the NHS higher level
Responsible Officer.
Executive Summary:
North Bristol Trust is the designated body supporting the revalidation of 636 doctors in a number of grades. Well established processes are in place
to quality assure the appraisal process and to identify doctors who have missed their appraisals. Each directorate has a designated appraisal lead
who reports to the Associate Medical Director for Revalidation. The Trusts appraisal systems have recently been inspected by NHS England. We
received an “Excellent” rating in all domains. A number of areas for development around employment of locums and job planning were made; action
to address these suggestions is under way. The next inspection is in 2020.
The plan for the appraisal team in the next 12 months is to continue to develop the skills of the trusts 100 appraisers to increase quality of the
appraisal process to make it a vehicle for promoting high quality, safe clinical care at NBT.
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1. Introduction
Revalidation has now entered its 4th year. At the 31st March 2016; 636 doctors had a
prescribed connection to North Bristol NHS Trust meaning that NBT is the designated body
for the purposes of medical revalidation.
NBT is the designated body for consultants, clinical fellows, specialty doctors, associate
specialists and a small number of Trust locums. There are also a further 6 doctors who
complete annual appraisals at NBT but maintain a connection to another designated body.
Doctors in training grades maintain a connection to their deanery for revalidation.
Each year every doctor must complete an appraisal that meets the GMC requirements. The
third year of revalidation covers the period from 1st April 2015 – 31st March 2016. At 31st
March 2016, 88% of doctors that were due appraisals within the year had completed them.
This stands at 98% at 21/06/2016.
During the transfer of the Community Child Health Partnership from NBT in April 2016, their
medical staff transferred to Sirona. NBT agreed to maintain the appraisal and revalidation
service this group for a 12 month term pending final determination of the provider of this
service.
2. Purpose of the Paper
The purpose of this report is to communicate the results of an annual organisational audit of
the Trust’s progress with revalidation 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 B) that will be returned to NHS England.
3. Governance Arrangements (Compliance Statement 1)
Revalidation roles at NBT
The revalidation team at NBT:
• Responsible Officer: Dr Chris Burton Medical Director
• Deputy Responsible Officer & revalidation lead for NBT with delegated responsibility
for making recommendations to the GMC: Dr James Calvert
• Revalidation Support Manager now supports both medical and nursing revalidation
• Revalidation Support Administrator is a new role from November 2015 to support
both medical and nursing revalidation
Within each clinical directorate there is an appraisal lead who provides a link between the
revalidation team, the directorate management team and the individual doctors. ASCC
directorate has two appraisal leads and Core Clinical Services are working to identify an
individual to take on this role.
Meetings
Medical revalidation steering group
The revalidation team, directorate appraiser leads and other identified individuals who
support the revalidation and appraisal processes meet twice per year at the revalidation
steering group.
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Appraisal system
The Trust continues to use the PReP appraisal software for all medical appraisals to ensure
compliance and quality assurance. Each doctor has an annual appraisal due date on the
Trust’s system. The due date remains the same each year to ensure that the required
annual appraisal takes place over the 5 year revalidation cycle.
Reporting of appraisal progress
Two reports are produced monthly by the revalidation support team:
Revalidation appraisal figures report
Issued to the Responsible Officer / Deputy Responsible Officer / Deputy Medical Director /
Trust HR Business Partners / Information Management Department
1. Number of appraisals that were due by the current point in the appraisal year
and % that have been completed
2. Number of appraisals in the current appraisal year that are:
 Completed
 Missed
 Due date not yet set (for doctors who joined NBT in the past 2 months)
 Not due yet
The report also contains the following metrics:
1. Rolling % of doctors, by grade, who are complying with the NHS England
requirement to not exceed 15 months since their last appraisal
2. Total number of revalidation recommendations made in each of the past 12
months.
a. No. of positive recommendations
b. No. of deferrals
c. No. of non-engagement recommendations

The Trust Senior Monitoring Manager uses the information in the above report 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
The report by directorate highlights individual doctors who have passed their appraisal due
date without a completed appraisal. The report also highlights any doctors who are yet to set
an appraisal due date.
Where an appraisal is delayed there is an escalation process in place.
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Stage 1: letter to the doctor from the directorate appraiser lead offering support and
guidance
Stage 2: letter to the doctor from the Deputy RO requiring action within three weeks
Stage 3: letter to the doctor from the RO requiring actions within three weeks or confirmation
of the reasons why this is not possible
Stage 4: the revalidation support team contact the directorate appraiser lead and specialty
lead requesting a conversation with the doctor about the reasons for the missed appraisal
Stage 5: letter to the doctor from the Deputy Responsible Officer requesting a meeting within
2 weeks. Failure to meet actions agreed at this meeting will result in a disciplinary
investigation under the Maintaining High Professional Standards guidance.
Persistent failure to comply would result in a ‘non-engagement’ recommendation to the GMC
which will trigger investigation and potential loss of the license to practice.
Missed appraisal audit
Doctors who fail to respond after stage 3 of the escalation process will exceed NHS
England’s requirement to not exceed 15 months between appraisals. The reasons for the
missed appraisal will be documented.
Maintaining an accurate list of prescribed connections (Compliance Statement 2)
To ensure that the list of 636 doctors with a prescribed connection to North Bristol NHS Trust
is accurate, the following processes are in place:
Doctors joining NBT
The Medical Personnel team inform the revalidation support team each month of doctors
joining the Trust. The revalidation support team assesses whether NBT is the doctor’s
designated body based on their contract type and grade. The revalidation support team
updates the GMC via an online portal of those doctors for whom NBT is the designated body
and provides the doctor with an account on the appraisal management system.
When a doctor joins the Trust; the revalidation support team issue a request to the
individual’s previous designated body to identify the date of the doctor’s most recent
appraisal and details of any concerns relating to the individual. Returned forms are inserted
into the individuals NBT appraisal portfolio.
Doctors leaving NBT
The Medical Personnel team inform the revalidation support team when a doctor leaves the
Trust. The revalidation support team archive the doctor’s account on PReP and update the
General Medical Council that NBT is no longer the doctors designated body.
Sharing Information (Compliance Statement 8)
Information about a doctor’s fitness to practice is requested from the previous designated
body when a doctor joins the Trust. The NBT appraisal system expects that a doctor
declares their whole scope of work as required by the GMC. This ensures that the
revalidation support team and Responsible Officer can identify other places where the doctor
works for the purposes of sharing fitness to practice information.
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Process of internal assurance
Documented in last year’s board report - Audit South West completed an audit of the Trusts
revalidation and appraisal processes in February 2015 which received an overall green
assurance opinion rating and a low impact assessment rating.
NHS independent verification visit
In September 2015, NHS England conducted a review (independent verification visit) of the
Trusts appraisal and revalidation processes. A panel consisting of the Deputy Director for
Revalidation, Associate Medical Director and Appraisal Lead, Revalidation Manager, Lay
Representative and Responsible Officers from other organisations spent the day reviewing
how revalidation and appraisal is carried out at NBT and the policies that are in place.
During the visit, the NHS England review team spoke with key members of the revalidation
system in NBT including appraisers and also a group of doctors.
Independent verification review outcome
The independent verification review provided an ‘Excellent’ outcome which meets all core
standards (as shown below in the outcome summary).

Examples of good practice were identified in the report. These related to:
• Ensuring supporting information from Trust systems is included in doctors appraisal
• The way audits/QI projects are registered with the audit committee
• the revalidation steering group including attendance from a patient representative
• The 5 stage missed appraisal escalation process to ensure appraisal compliance
• Reports generated for monthly appraisal compliance tracking
• Appointing appraisal leads within each Directorate
• The inclusion of private practice information at the NBT appraisal
• Creation and use of alternative patient questionnaires for certain specialties
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•
•
•
•
•
•

Mandating feedback from appraisees as part of the appraisal process
Monitoring of appraiser number and proactive approach to training new appraisers.
Identifying clear time for appraisers in SPAs
Ensuring a system of gaining information on fitness to practice concerns is in place
The setup of the complaints team and audit team
Processes in place for sharing of information

Areas for development were also identified. These were:
•

Consider the use of a quality assurance appraisal tool
Update: Various QA tools have been reviewed by the revalidation steering group
which has decided to produce an NBT set of guidelines to quality assure appraisal
output.

•

Ensure job plans are reviewed before appraisal meetings
Update: Appraisers are expected to review job plans as part of the supporting
information in an appraisal. Job planning is an area for development with the Trust.

•

Consider introducing a formalised language checking process during recruitment
Update: The IELTS English language test is a requirement to gain GMC registration
but there is currently no specific language test at NBT. The Trust is considering using
assessment centres that would include a review of understanding the English
language as part of the recruitment process.

•

Consider clarifying the robustness of checks carried out by all agencies supplying
locums and whether agencies sub-contract other agencies
Update: Confirmation from the Assistant HR Director that there is robust compliance
process for locum agencies including all of those checks needed to register with the
NBT bank. Agencies are also checked to ensure compliance with NHS Employment
Check standards. The Trust selects agencies from the Crown Commercial Services
(CCS) framework. NBT has never agreed to sub-contract under the current
framework.

Independent Verification Visits will be carried out at least once per revalidation cycle (5
years). The next review at NBT is likely to take place around 2020.
Policy and guidance
The NBT appraisal and revalidation policy and user guide was drafted and signed off by the
Local Negotiating Committee (LNC) in November 2012. Both the policy and user guide have
been updated and are due to be reviewed at the (LNC) in September 2016.

4. Medical Appraisal
Appraisal and revalidation performance data (Compliance Statement 5)
The table below shows the compliance with medical appraisal at 31/03/2016 for all doctors
with a connection to North Bristol NHS Trusts Designated Body. This information has been
returned to NHS England as part of the annual organisational audit in May 2016.
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Directorate

No of
Doctors

Complete
d
Appraisal
s

Missed
Appraisal
s

%
Appraisal
Completi
on

Consultants

406

368

38

91%

Associate
Specialists &
Specialty
Doctors

48

36

12

75%

Temporary and
short term
contract holders

178

152

26

85%

Other doctors

4

3

1

75%

Total

636

559

77

88%

Of the 77 missed appraisals; 19 were missed due to acceptable circumstances such as
maternity and sick leave. 10 of the 77 missed appraisals were doctors who had recently
joined the Trust. The remaining 48 doctors are being managed through the 5 stage missed
appraisal process.
Appraisers (Compliance Statement 3 & 4)
Existing appraiser training:
Existing appraisers are expected to attend an update training session each year; facilitated
at by an external training group: Effective Professional Interactions. The training days are
also supported by the Deputy Responsible Officer and the Revalidation Support Manager.
There were three full training days in 2015. Following feedback the 2016 training will be four
half day sessions.
New appraiser training:
New appraiser training is currently offered once per year as a two day course and is also
facilitated by Effective Professional Interactions. The last new appraiser training took place in
November 2015 with 13 new appraisers trained. 2016 training is taking place in August and
September 2016.
The number of appraisers required is monitored within each directorate based on the
number of appraisees and is based on an appraiser conducting a minimum of five appraisals
per year. The time allowance allows for between five and ten appraisals per year is 0.25
SPA per week.
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Quality assurance
The following outlines the areas of quality assurance within the appraisal processes:
Appraisal systems:
•

PReP allows the appraisal conversation including inputs and outputs take place
electronically providing an audit trail of each individual step in the process

•

An appraisee is required to make pre-appraisal probity statements as mandatory in
the system

•

The appraisal inputs are required to be submitted to the appraiser prior to the date of
appraisal. This provided the appraiser with sufficient time to review the content

•

The appraisers are provided with a checklist and handbook of all expected
supporting information so they can assure themselves nothing has been excluded.

•

Information regarding closed complaints, incidents, audits, Trust training and formal
HR concerns are included into the appraisal inputs for every doctor by the
revalidation support team 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 team to upload to the
system

•

360 feedback is collected through the Edgecumbe Doctor 360 tool which provide
anonymous reports meeting GMC guidance for feedback

For the appraisers:
•

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 uploaded into the system
by the revalidation support team.

•

Appraisers will also attend the appraiser training days annually which will provide
CPD and appraiser networking which will feed into their own appraisals.

•

Appraisers are also asked to attend any directorate appraiser meetings which are
setup by the directorate appraiser leads.

•

During a doctor’s revalidation, the Deputy Responsible Officer reviews all appraisal
inputs and outputs for that individual. The quality of the appraisals are assessed and
fed back to the appraiser with suggestions for improvement where necessary.

For the organisation:
•

User feedback on the systems in place is gathered during directorate appraiser
meetings, steering groups and through the appraiser training days.

•

The monthly appraisal compliance reports provide a continuous audit of appraisal
compliance. The revalidation team has also complied with every appraisal report
required by NHS England to date.

•

The Trust has processes outside of the appraisals to investigate and manage
complaints and incidents as they occur; however these are still included in appraisals
at an individual level for doctors to reflect and learn from.
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•

Two key audits in the past two years from Audit South West and the NHS England
Independent Verification Visit

Security and clinical governance
The following levels of access have been provided to the users of PReP:
•

The PReP e-portfolio is accessed by a unique user name and password

•

Responsible Officer and Deputy Responsible Officer has access to all e-portfolios
through a user name and password

•

The following 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:
o
o

•

Revalidation Support Manager
Revalidation Support Administrator

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 which is ISO 27001 compliant for Information Security
Management. Patient identifiable information is neither allowed nor required to be uploaded
to individual’s e-portfolios.
Each appraisee receives a collection of centrally produced NBT reports covering the
elements of fitness to practice and quality improvement. The reports included are:
1.
2.
3.
4.
5.

Complaints and incidents
Clinical audit
Mandatory and statutory training compliance
Formal fitness to practice concerns
Lower level fitness to practice concerns

Additional Reports
6. Appraiser feedback results
7. Additional fitness to practice information form

5.

Revalidation Recommendations

For the 2015/16 appraisal year (1st April 2015 – 31st March 2016) 202 revalidation
recommendations were due and made on time. 172 were positive and 30 were deferred. The
below numbers show the breakdown of revalidation recommendations made over the course
of the last appraisal year.

Month

No of
Revalidations
Due

Mar-16
Feb-16
Jan-16

17
15
22

Positive

Deferral

NonEngagement

% Deferrals
Made

15
14

2
1

0
0

18

4

0

12%
7%
18%
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Dec-15
Nov-15
Oct-15
Sep-15
Aug-15
Jul-15
Jun-15
May-15
Apr-15

18
12
14
15
15
18
16
21
19

14
11
11
10
13
18
13
20
15

4
1
3
5
2
0
3
1
4

0
0
0
0
0
0
0
0
0

22%
8%
21%
33%
13%
0%
19%
5%
21%

Total

202

172

30

0

15%

The reasons for the deferrals in the last appraisal year were as listed below.
Number of
Deferrals

Reason for Deferral
Insufficient evidence within the appraisals supporting information (mostly
lacking evidence of CPD and Quality Improvement Activities).

12

Failure to compete a full set of 360 colleague and patient feedback
including the individual’s reflections on the results.

10

Difficulties in remaining up to date with the appraisal process (discussed
between individual and the Clinical Director)

2

Lack of appraisals due to long term sick leave

2

Failure to include any details of an investigation in the appraisal.

1

Lack of appraisals due to maternity leave

1

Doctor new to NBT - more time needed to engage with the NBT appraisal
process

1

Alteration from a 6 month to 12 month deferral

1

The deferral rate has risen over the past year by a small number as shown in the below
table. The revalidation team are now focusing on improving the quality of appraisals to
ensure that they are sufficient for a positive recommendation to be made in the future
without the need to make a deferral.

Apprais
al Year

Revalidations
Due

Positive

Deferral

NonEngageme
nt

2013/14
2014/15
2015/16

96
189
202

86
164
172

10
25
30

0
0
0

%
Deferrals
Made
10%
13%
15%

A handbook has been produced which details what the revalidation team expect to be
included in the appraisal process so that the appraisal meets the requirements for a positive
recommendation. This has been circulated to all appraisees and appraisers in the Trust. It
has also been uploaded to the PReP appraisal system and will form the content of the 2016
appraiser update days in 2016. The appraisers are key to maintaining the quality of each
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appraisal so that it can meet the required standards therefore focus has been around
ensuring appraisers understand the requirements and expectations of the Trust.

6.

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 NHS standards are regularly reviewed to ensure ongoing compliance. 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 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 regulatory framework. The NHS Employment Check Standards are also embedded in
the Crown Commercial Service, National Agency Framework Agreement and there are
annual audit checks of agencies, to assure compliance with the standards.

7.

Monitoring Performance (Compliance Statement 6)

For the purposes of revalidation the following information is included into each doctor’s
appraisal portfolio. The doctor is expected to reflect on the content of all these reports within
their appraisal:
a. Complaints (run from the Trusts Safeguard system)
The advice and complaints team maintain 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 eportfolio eight weeks prior to their appraisal for reflection and discussion at appraisal.
b. Incidents (run from the Trusts Safeguard system)
The Trust’s eAIMS system 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.
c. Clinical audit (produced by the 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 the appraisal.
d. Formal fitness to practice concerns (produced by the HR 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
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into an e-portfolio when they are closed or when formal remedial actions have been agreed
with the individual.
e. Formal HR concerns - Bristol University
The University of Bristol HR department maintains a record of all formal concerns for doctors
employed with the university. Those with honorary contracts with NBT are appraised and
revalidated through the Trusts Designated Body. A transfer of information request is sent to
the university eight weeks prior to their appraisal and a retrospective report from the
preceding 12 months is uploaded to the individual’s e-portfolio for reflection and discussion
at the appraisal.
f.

Low level fitness to practice concerns; produced in a six monthly report from
the individuals clinical manager

Specialty leads are provided with a list 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.

8.

Responding to Concerns and Remediation (Compliance Statement 7)

The NBT Medical Staff Remediation Policy and User Guide 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.
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. The Trust also has methods of
responding to complaints and incidents as they occur.

9.

Risks, Concerns and Corrective Actions (Compliance Statement 10)

Risks and concerns
•

The inclusion of incidents in the appraisal process has highlighted a small number of
occasions where doctors were not being notified when they were named as being
involved in an incident or when the incident is then closed. The appraisal process is
then the first time that the doctor has been made aware of their naming in an
incident. The appraisal process should be an environment to reflect and learn from
incidents, not for incidents to be raised and managed.

•

There is a shortfall of appraisers within medicine. Retirements in the next couple of
years will add to the number. This has been raised in the directorate appraiser
meetings and communicated into the directorate.

Corrective actions
•

The process for doctors who pass stage 3 of the missed appraisal escalation process
has now been adapted to include contact with the specialty lead and a face to face
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meeting with the Deputy Responsible Officer to agree a deadline for completion.
Failure to comply with this deadline will now trigger formal disciplinary action which
will be managed by the AskHR department.
10. Actions Required
The board is asked to accept the report and consider the Statement of Compliance
(Appendix B) to decide if there is sufficient assurance for this to be signed.
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Appendix A
Year 3 Formal Concerns Registered With Human Resources
The below table displays the types of formal cases that were logged on the HR case
management system within the third revalidation year (April 2015 – March 2016).

Types of Formal Concerns
Concern type

No. logged

Sickness

5

Health Concerns

0

Bullying & Harassment

5

Behavioural

2

Job Planning

0

Capability

1

Other: Sharing patient information without consent / Working
privately while off sick / Fraud / Failure to return for on-call / Selfprescribing / Whistleblowing / Alcohol related

4

Policy Used
Policy type

No. logged

Sickness

5

Bullying & Harassment

3

Grievance

2

Employment Tribunal

1

Discipline

3

Capability

2

MHPS

0

LTS

0

Whistleblowing

1

No policy – managed informally

0
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Appendix B
Designated Body Statement of Compliance
The board of North Bristol NHS Trust can confirm that
• an AOA has been submitted,
• the organisation is compliant 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 1 or equivalent);
Comments:
5. All licensed medical practitioners 2 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 practitioners1 (which includes, but is not
limited to, monitoring: in-house training, clinical outcomes data, significant
events, complaints, and feedback from patients and colleagues) and ensuring
that information about these matters is provided for doctors to include at their
appraisal;
Comments:

1

http://www.england.nhs.uk/revalidation/ro/app-syst/
Doctors with a prescribed connection to the designated body on the date of
reporting.
2
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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 practitioner’s fitness to practise between this organisation’s
responsible officer and other responsible officers (or persons with appropriate
governance responsibility) in other places where the licensed medical
practitioner works; 3
Comments:
9. The appropriate pre-employment background checks (including preengagement for locums) are carried out to ensure that all licenced medical
practitioners have qualifications and experience appropriate to the work
performed;
Comments:
10. A development plan is in place that ensures continual improvement and
addresses any identified weaknesses or gaps in compliance.
Comments:

Signed on behalf of the designated body
[(Chief executive or chairman (or executive if no board exists)]
Official name of designated body: _ _ _ _ _ _ _ _ _ _ _
Name: _ _ _ _ _ _ _ _ _ _ _

Signed: _ _ _ _ _ _ _ _ _ _

Role: _ _ _ _ _ _ _ _ _ _ _
Date: _ _ _ _ _ _ _ _ _ _

3

The Medical Profession (Responsible Officers) Regulations 2011, regulation 11:
http://www.legislation.gov.uk/ukdsi/2010/9780111500286/contents
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North Bristol NHS Trust
INTEGRATED PERFORMANCE REPORT
July 2016 (presenting June 2016 data)

Executive Summary
XXXX
XXXXX
June
2016

2

Board Sponsor XXXX
Access
The Trust failed to meet the 4 hour standard for A&E. June's performance was at 82.2% against an agreed trajectory of 85.3%. Although the Trust failed to
meet the agreed trajectory for June, performance has improved by 6.02% since May. Bed pressures continue as the main cause of breaches, followed by
waits for ED assessments resulting from staffing shortages.
The Trust exceeded the revised trajectory* for Referral To Treatment (RTT) incomplete performance for June 2016 at an overall percentage level (86.5%
vs trajectory of 86.2%). The Trust exceeded its target to reduce the number of patients waiting over 18 weeks. The backlog currently stands at 4164.
The Trust has continued to exceed the agreed trajectory for diagnostic performance in June (98.9% vs 98.0%) and has narrowly failed the national target
(99%) by 0.1%. Difficulties in recruitment continue to effect endoscopy performance but has consistently achieved agreed trajectories for 2016/2017.
The final position of Cancer targets in May showed the Trust had delivered nationally on 7 of the 8 Cancer waiting targets. Agreed improvement
trajectories are in place for 62 Day Treatment where the Trust exceeded trajectory (83.5% vs 81.8%) in May. The ‘un-validated’ position currently has the
Trust delivering 3 of the 8 key national targets in June. The 62 Day standard was impacted by higher than expected on the day cancellations due to bed
availability issues in Urology.
Safety
A Never Event of “Wrong Implant” and a grade 4 pressure ulcer has been reported in June that is currently under investigation. The Trust has seen a
significant reduction in the overall number of Serious Incidents being reported in June (4 vs 12).
There has been a reduction in the number of falls and the falls rate has improved from 7.09 in May to 6.29 per 1000 bed days in June.
Safety Thermometer Harm Free Care has seen an improvement and has narrowly missed the Trust target of 94.0% with an actual performance of 93.9%.
Patient Experience
Complaints & Concerns received by the Trust overall have decreased (124 vs 132) whilst overdue complaints (19) have continued to decrease in June.
MSSA cases have increased compared to the same quarter of 2015/16 and the Trust reported 5 cases of C. Difficile in June 2016.
Workforce
Agency expenditure has decreased by 15% from May to June.
Sickness absence for May reduced by 0.53% to 4.12%. A reduction is expected moving into the summer however the reduction from April to May last year
was 0.09%.
Vacancy factor is above plan by 3.8%. There is concern about the pipeline during the summer. Actions are being taken to recruit to nursing staff in particular.
Finance
The Trust has a year to date (YTD) deficit of £18.1m which is £3.4m adverse to plan. The primary drivers for the adverse to plan were lower than planned
income of £1.1m together with a non-pay overspend of £4.3m, offset by pay underspend of £1.8m. There is a planned year end deficit of £48m.
*New RTT trajectories have been profiled as a result of further analysis as part of the Quarter 1 refresh.
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Board Sponsor XXXX
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DASHBOARD KEY:

Regulatory View

Chief Executive
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Perf worsened & below target

Key
/ Notes
Commentary
XXXX
Unless
XXXXXnoted on each graph, all
data
shown is for period up to,
XXXX
and including, 30 June 2016.

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:

Perf worsened, but above target
Perf worsened, no target
Perf improved but below target
Perf improved & above target
Perf improved, no target
Abbreviation Glossary
CCS -Core Clinical Services
CEO- Chief Executive
Clin Gov -Clinical Governance
IM&T- Information Management
Med- Medicine
MSK- Musculoskeletal
RAP – Remedial

Non- Cons Non-Consultant
Ops- Operations
Renal- Renal Transplant & Outpatients
ASCC / Surg- Surgery
W&Ch -Women’s & Children’s
RCA – Root Cause Analysis
HON – Head of Nursing

Perf stayed same, below target
Perf stayed same , above target
Perf stayed same , no target

XXXX
RESPONSIVENESS
XXXXX
SRO: Kate Hannam Director of Operations
Board Sponsor XXXX
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Overview
Urgent Care
June’s 4 hour A&E performance was 82.2% against an improvement trajectory of 85.3%. Performance was challenged due to Trust occupancy levels at 97.4%
(down from 99.3% the previous month) driven predominantly by higher than planned non-elective admissions and high levels of long stay patients as
demonstrated in the over 14 day length of stay patient numbers. Medical patients continued to occupy beds outside of the medical bed base throughout June
and delayed transfers of care remain above National trajectory. At sub specialty level Care of the Elderly admissions are 16.9% above SLA at Month 3, the
remaining non-elective pressures are in short stay pathways. Weekend performance remains an area of focus. On average, 30-40% of breaches are
emergency department related, due to long waits to be seen, especially at evenings and weekends. Medical and Nursing staffing remains below establishment,
but medical staffing is on track to improve in August. The minors recovery plan has started to yield gains in a reduced number of breaches. The majority of 4
hour breaches remain bed related. Medicine’s inability to stay within its bed base causes most sub specialty waits, but Surgery numbers have risen in recent
weeks and length of stay improvements are needed across all directorates. A refresh of community plans and completion of bed modelling is required using the
South West Academic Health Science Network’s model and associated length of stay validation before the Trust can confirm its final 2016/17 capacity trajectory.
Referral to Treatment (RTT)
The original draft Trust RTT performance trajectories for 2016/17 stated an improvement in Trust performance from 88.6% at Month 12 (15/16) to 90.7% by year
end – all specialties were predicting to be compliant against the national target of 92% with the exception of T&O, General Surgery and Gastroenterology.
Detailed analysis undertaken during the Quarter 1 refresh has resulted in the year end forecast deteriorating to an aggregate position of 88.6% as a best case
scenario and 87.2% as the worst case scenario as a result in a predicted deterioration in the neurosurgery position. At Month 3, the Trust failed the original
trajectory in Month against the 87.5% target, with actual performance at 86.5% - but this exceeds the refreshed trajectory plan of 86.2%
Overall, the Trust has continued to successfully achieve the agreed trajectory relating to the reduction of 52 week waits in June (81 vs. 151 trajectory). 52 week
wait trajectories have been exceeded this year to date within Epilepsy as a result of booking improvements and scheduling enhancements. Neurosurgery has
also significantly exceeded trajectory as a result of uncertainty around sub-contracted activity at the time of trajectory setting. The Orthopedic spinal trajectory
marginally underperformed by three patients, resulting from lower activity levels in Month. The specialty will still meet the final recovery trajectory of Quarter 4
2016/17, but will remain above the Monthly trajectory until September. Outside of the known trajectories, ASCC have reported 5 breaches of the 52 week
standard due to patient choice reasons. Root Cause Analysis’ (RCA’s) have been completed and will be discussed with commissioners.
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 (UCRP) are as follows:
• UCRP Risk : Lack of community capacity and/or scope to provide Discharge to Assess pathways to reduce the size of the Leaving Hospital Patient Database
(LHPD). In the 2016/17 contract we have local agreement to reduce overall Delayed Transfer of Care levels and to reduce Medically Fit for Discharge
(MFFD) bed days.
• UCRP Risk : Length of Stay reductions and bed occupancy targets in the bed model are not met leading to performance issues.
• UCRP Risk: Weston Emergency Department shuts due to staffing problems related to sustainability issues. Risk of 10-15 extra medical admissions to North
Bristol Trust overnight. Contingency plans have been agreed across the system including a repatriation protocol.

Responsiveness
XXXX
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Board Sponsors:
Director of Operations
Sponsor XXXX

June 2016

Access Standard

Quarterly Average
Trend
(Q4 15/16 vs Q4 16/17)

Performance
against
national target /
contract / plan

NBT
Trajectory:

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

82.18%

85.30%

87.00%

73.1% (Q4 15/16) to 78.5% (Q1 16/17)

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

86.54%

86.20%

87.20%

88.9% (Q4 15/16) to 86.8% (Q1 16/17)

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

92.70%

N/A

N/A

90.8% (Q4 15/16) to 92.4% (Q1 16/17)

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

68.70%

N/A

N/A

73.5% (Q4 15/16) to 70.6% (Q1 16/17)

Trust wide Referral to Treatment Backlog

4164

4262

3680

4877 (Q4 15/16) to 4279 (Q1 16/17)

Cancelled Operations – same day - nonclinical reasons (Target 0.8%)

2.13%

N/A

N/A

2.48% (Q4 15/16) to 2.4% (Q1 16/17)

Cancelled Operations – 28 day rebooking breach (Target 0 - Un-Validated
Current Month Figure)

3

N/A

N/A

15 (Q4 15/16) to 7 (Q1 16/17)

Trend from
last Month

Year end
forecast
position:

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

Responsiveness
XXXX
Urgent
XXXXX Care
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Board Sponsor:
Sponsor XXXX
Director of Operations
A&E
Commentary

XXXX

Overall
XXXXXJune’s performance against
the 4 hour target was 82.18%, with
XXXX
waiting for a bed being the main
cause of breaches, followed by
awaiting Emergency Department
(ED) assessment due to staffing
shortages. The ED has plans to
return to established medical staffing
levels in August.
During June, the Trust has remained
predominately in red or black
escalation levels with all escalation
capacity open (IR and Cotswold),
reflecting the known bed deficit
overall.
The internal actions in the Urgent
Care Remedial Action Plan (RAP)
aim to improve flow through better
discharge planning and reduced bed
occupancy overall.
Medically fit for discharge (MFFD)
bed days remain high, occupying
2314 bed days overall across the
Trust. Capacity & Demand (C&D)
modelling indicates a system
shortfall in long term placements
and, as yet, an unclear picture on
interim placements (Discharge to
Assess (D2A) pathway 2 beds).

Responsiveness
XXXX
Elective
XXXXX Operations
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Board Sponsor:
Sponsor XXXX
Director of Operations
Cancellations
Commentary
XXXX
The same day non-clinical
XXXXX
cancellation rates was 2.1% vs. the
XXXX
national target of 0.8%, resulting
mainly from the wider flow and bed
issues experienced by the Trust.
These issues caused the one
reported incident of urgent
subsequent cancelled operations.
The 2016/17 trajectory for 28 day rebooking has yet to be agreed with
commissioners. The un-validated
position for June shows there were
3.
Individual mini-Root Cause Analysis’
(RCAs) are completed each time
there is a 28 day re-book and
lessons are shared across
directorates.

Responsiveness
XXXX
Patient Flow Work stream
XXXXX
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BoardSponsor
Sponsor:
Director of Operations
Board
XXXX

To Be Completed

Patient Flow
The
Trust has made sustainable
Commentary
progress against a number of
XXXX
Emergency Care Intensive Support
XXXXX
Team
(ECIST) recommendations, but
XXXX
has
not benefitted overall due to the high
level of bed occupancy and the inability
to date to shift discharges to earlier in
the day.
• % of weekend emergency
admissions to discharges has been
above the ECIST recommended
85%.
• The AMU/ambulatory care changes
have resulted in us being above the
50% target for new admissions being
discharged within 2 midnights.
Alongside initiatives to decrease bed
occupancy, the Proactive Hospital
Programme will focus on:
• Achieving earlier movement out of
assessment areas and ED to ensure
earlier intervention by senior decision
makers and appropriate specialists/
MDT team, thereby ensuring
speciality patients move to the right
ward.
• Value added days pilot to review at
an MDT level whether all in-patients
require an acute bed, or an
alternative arrangement could be
made (i.e. community support/OPD
follow up).
• Integrated Discharge Service –
standardise support across all wards
as well as reducing the levels of
Discharge to Assess cancellation
rates.
• More effective use of Trust resources
i.e. Discharge lounge/Pharmacy.
• Training staff and agreeing the
governance framework to deliver
criteria led discharge.

Responsiveness
XXXX
Length of Stay and Discharge
XXXXX
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Board Sponsor
Sponsor:XXXX
Director of Operations
Board
Length of Stay/Discharge
Commentary
XXXX
Capacity & Demand modelling of
XXXXX
complex discharges has been
XXXX

undertaken at a system’s level to
inform Urgent Care Recovery Plans
(UCRP) 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’
despite the formal introduction of
Discharge to Assess pathways –
although percentage levels across
localities differ. Following the Trust’s
contract negotiations we are
awaiting the CCG updated plans for
commissioning further care out of
hospital to reduce our medically fit
bed days.
In June, the total number of
medically fit for discharge days was
2314 out of 30350 bed days Trust
wide.
The DToC level remains above the
national target of 3.5% at 5.28%.

XXXX
Responsiveness
XXXXX
Referral to Treatment All Specialties
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Board Sponsor
Sponsor:XXXX
Director of Operations
Referral
to Treatment (RTT)
Commentary

XXXX

The original draft Trust RTT
XXXXX
performance trajectories for 2016/17
XXXX
stated an improvement in Trust
performance from 88.6% at month
12 (15/16) to 90.7% by year end.
Detailed analysis undertaken during
the Quarter 1 refresh has resulted in
the year end forecast deteriorating to
an aggregate position of 88.6% (as a
best case scenario) and 87.2% (as
the worst case scenario) resulting
from a predicted deterioration in the
neurosurgery position.
At month 3 (June), the Trust failed
the original trajectory in month 87.5%
target, with actual performance at
86.5% - but this exceeds the
refreshed trajectory plan of 86.2%.
At the invitation of the Trust the
Elective Intensive Support Team
(EIST) have completed a 6 week
diagnostic of Trust RTT processes
and an action plan has been
completed. Key focus areas include
Operational Management/Training,
further Capacity & Demand
modelling and improving BI
reporting. The IST will continue to
provide senior independent support
for the T&O recovery plan.

Responsiveness
XXXX
Referral
XXXXX to Treatment 52 week waits & Diagnostics
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Board Sponsor:
Sponsor XXXX
Director of Operations
Referral to Treatment &
Commentary
Diagnostic Waiting Times
XXXX
The Trust remains on trajectory to
XXXXX
clear 52 week breaches by Q4 of
XXXX
2016/17 for Orthopaedic Spines,
Neurosurgery by Q3 2017/18 and
Epilepsy by Q3 2017/18. June’s
performance was 81 actual vs. a
target of 151. However, in month
Orthopaedic spines missed its
trajectory by 3 patients as predicted
activity was not achieved. The
service is still on track to clear it’s 52
week waiting list by the end of
quarter 3/beginning of quarter 4, but
will miss in month targets across
July-September inclusive.
The Trust has also reported 5
breaches in surgery related to patient
choice issues (choosing to delay
surgery over the summer holiday
period), and is forecasting up to 5
per Month in Orthopaedics for the
remainder of the year. Clinical
validation is on-going to confirm if
referral back to GP would be in the
patients best interest.
In June, the Trust overall continued
to fail the diagnostic 99% due
primarily to Endoscopy. The main
issues are consultant level vacancies
alongside growth in demand due to
early adoption of the NICE cancer
standards by GPs. A remedial action
plan has been agreed with
commissioners, that does not see
the Trust return to compliance until
end of Quarter 3 of 2016/17.

Responsiveness
XXXX
Cancer
XXXXX Summary Dashboard

12

Board Sponsor:
Director of Operations
Sponsor XXXX

May
2016

Access Standard

June 2016

Quarterly Average
Trend
(Q3 vs Q4)

Final May
position:

Un-validated
performance
against national
target / contract
/ plan:

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

94.03%

92.92%

N/A

94.8% (Q3) to 93.7% (Q4)

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

98.55%

91.75%

N/A

93.4% (Q3) to 94.1% (Q4)

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

96.67%

94.2%

N/A

92.8% (Q3) to 94.1% (Q4)

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

93.55%

100%

N/A

95.4% (Q3) to 94.6% (Q4)

100%

100%

N/A

100% (Q3) to 100% (Q4)

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

83.46%

84.1%

82.86%

86.4% (Q3) to 78.7% (Q4)

Patients treated 62 days of screening (Target
90%)

91.53%

77.8%

N/A

92.4% (Q3) to 90.0% (Q4)

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

92.39%

95.8%

N/A

98.8% (Q3) to 93.6% (Q4)

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

NBT
Trajectory:

Trend from last
month:

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

Responsiveness
XXXX
Cancer
XXXXX
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Board Sponsor:
Sponsor XXXX
Director of Operations
Cancer
Commentary
The
current known position of cancer
XXXX
performance in June shows the Trust
XXXXX
had delivered on 3 of the 8 cancer
XXXX
waiting targets. The data shows the
known submitted pathways to date
as the June upload will complete in
roughly two weeks time.
Performance on the 62 day target in
June failed the recovery trajectory
and there was a decline in
performance from the month of May.
The breach reasons and splits of
shared vs. whole breaches will be
shared when the June position is
finalised.
There was a reduction in
performance against the 31 day
target and the breaches were mainly
in breast and urology. 15 breaches
identified currently, 3 cancelled on
the day due to beds and 8 due to
capacity issues.
Delays in processing Pathology have
yet to result in 31 day and 62 day
breaches. A recovery plan for
results processing has been
completed and performance is ahead
of trajectory, however approximately
85 patients (both confirmed and
unconfirmed cancers) are being
delayed weekly at NBT. Cancer
Services are reviewing the expected
impact on cancer performance going
forward and providing information to
Pathology twice a week to identify
patients for MDT discussion.

Responsiveness
XXXX
Cancer
XXXXX
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Board Sponsor:
Sponsor XXXX
Director of Operations
Cancer
Commentary
The
Trust has passed the 31
XXXX
subsequent drug treatment target
XXXXX
every Month in the past year and in
XXXX
June also passed the 31 day
subsequent surgery target by
providing earlier surgical dates to
patients and better recording.
Capacity in Breast was affected at
short notice due to Consultant leave,
sickness and compassionate leave
which prevented the specialty
achieving target performance in May
or June. The actual number of
patients treated against the
screening and consultant upgrade
targets is relatively small and can be
seen to fluctuate due to a small
number of breaches in this pathway.
The Trust will conclude the timed
pathway work for all disease sites by
the end of Q2 under the terms of the
cancer CQUIN . BNSSG Trust
agreement for allocating shared and
whole breaches is expected by the
end of July.
By Q2 the Trust will report against
the new cancer 62 day breach
standards to ensure we are shadow
reporting before formal
implementation in October 2016.

.

XXXX
QUALITY
XXXXX

PATIENT SAFETY & EFFECTIVENESS
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Board Sponsor XXXX
SRO
Chris Burton Medical Director & Sue Jones Director of Nursing

Section Summary
Improvements
Harm free care has improved to just below the Trust target of 94%. A deep dive revealed work was needed to validate the prevalence data submitted. This
triangulates with the more reliable incident reporting.
The falls rate per 1,000 bed days has reduced below 7 to 6.3.
Area of concern
A grade 4 pressure ulcer to a complex patient patients heel is currently being investigated, following the whole patient journey from home, to ITU to a
neurosciences ward.
Whilst VTE recording catches up to the 95% requirement through coding, this is not in time for reporting. A new form on Lorenzo commenced in July to
capture this data on assessment.

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

Patient Safety Dashboard

June 2016

Standard
(target)

Quarterly Average Trend
(Q4 15/16 vs Q4 16/17)

Performance
against
national
target /
contract / plan

Against NBT
Trajectory

1

N/A

N/A

0 (Q4 15/16) to 1 (Q1 16/17)

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

93.91%

N/A

N/A

93.09% (Q4 15/16) to 92.95% (Q1 16/17)

Malnutrition Screening (Target
90%)

85.23%

N/A

N/A

77.49% (Q4 15/16) to 84.60% (Q1 16/17)

Hand Hygiene Compliance
(Target 95% - in arrears)

97.20%

N/A

N/A

96.7% (Q4 15/16) to 97.3% (Q4 16/17)

MRSA (Target 0)

0

N/A

N/A

1 (Q4 15/16) to 0 (Q1 16/17)

C-Difficile (Target <5)

5

N/A

N/A

6 (Q4 15/16) to 6 (Q1 16/17)

MSSA (Target <1.5)

5

N/A

N/A

4 (Q4 15/16) to 8 (Q1 16/17)

93.75%

N/A

N/A

93.2% (Q3) to 91.2% (Q4)

Never Event Occurrence by
Month (Target 0)

Venous Thromboembolism
Screening (Target 95% - in
arrears)

Trend from
last Month

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

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

Safe Staffing
XXXX
XXXXX
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Early Warning Trigger Tool (QUESTT) & Acuity & Dependency
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Board Sponsor XXXX
Director of Nursing
QUESTT
Commentary
The
QUESTT tool ensures early
XXXX
support
XXXXXto wards and departments.
Wards scoring 12 trigger support. 2
XXXX
scored above 12 in June.
Gate 34A: Triggered 15: New ward
manager in post (interim covering
Maternity Leave), vacancies, 2 HCA
and 4 RN’s due to start in
September/October. Further
recruitment planned to fill remainder.
3 RCA’s in progress: a fall, grade 3
pressure ulcer (July) and a
medication error. 2 complaints
received and are being responded to
with learning to be shared with the
clinical team.
Gate 19: Triggered 13: High
sickness (2 on long term sick) being
managed in line with policy with
currently unknown return dates. 3
complaints responded to, 1 related to
poor communication and overnight
stay in IR. Requirement for extra
bed capacity at night continues, this
can impact on the experience of day
case patients.
SafeCare (Acuity and
Dependency)
SafeCare Live module will be
integrated from August. MSK and
Neuro have improved compliance
with extra training. Medicine, Renal
and ASCC will be supported by their
Heads of Nursing (HoN) to ensure
that completion is improved prior to
upgrading to Safe Care live when the
tool will be utilised real time at the
staffing meetings.

Safe Staffing
XXXX
XXXXX Workforce
Nursing
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Board Sponsor XXXX
Director of Nursing
Nursing Workforce
Commentary
Nursing spend on the inpatient
XXXX
wards has increased this month,
XXXXX
with a slight decrease in nursing
XXXX

WTE per bed. There remains an
increased use of framework agency
to fill vacancies and provide
Registered Mental Health 1:1 care.
The use of Non Framework agency
is approved only through the
Director or Deputy Director of
Nursing, this is also the case for the
use of agency Health Care
Assistants (HCA). The recruitment
pipeline for Registered Nurses (RN)
is healthy with large numbers of
newly qualified nurses starting in
September and October, which is
when the vacancies are expected to
be filled. This is further supported
with regular recruitment events
attracting experienced nurses to
support turnover.

Jun-16

May-16

Apr-16

Mar-16

Feb-16

Jan-16

Dec-15

Nov-15

Oct-15

Sep-15

Aug-15

Jul-15

Jun-15

May-15

Apr-15

Mar-15

Feb-15

Jan-15

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

58:42 58:42 59:41 57:43 57:43 56:44 55:45 55:45 56:44 57:43 56:44 56:44 56:44 55:45 55:45 56:44 55:45 56:44

Agency expenditure reduced to a
total of 4.4% of the nursing pay cost
in June 16.
Heads of Nursing, Finance, and HR
continue to meet fortnightly to
accelerate progress in reducing
agency spend, improving rostering
practice and reviewing other
opportunities for safe staffing
efficiencies and to ensure robust
controls.

Safe
XXXXStaffing
Nursing
XXXXX Workforce
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Board Sponsor XXXX
Director of Nursing
Nursing
Fill Rates
Commentary
Fill rateXXXX
reduced across all shifts. The
reduction in Care Assistants (CA) reflects
XXXXX
reductions in the use of Enhanced Care.
XXXX
Care Hours Per Patient Day (CHPPD)
reported for the second time. The
increase in CHPPD at Cossham is due to
reduced occupancy. CHPPD at Southmead
showed no variance, despite an increase of
947 patients in month, additional patients
placed on wards and frequent moves to
maintain safety.

Table 1

June 2016
Cossham
Southmead

Day shift
RN/RM Fill rate
CA Fill rate

Night Shift
RN/RM Fill rate CA Fill rate

91.7%

93.3%

88.3%

93.3%

95.9%

109.8%

98.0%

119.0%

June 2016

Care Hours Per Patient Day (CHPPD)
CHPPD RN CHPPD CA

Cumulative patient census

Cossham
Southmead

Overall

49

26.4

13.7

40.2

28856

4.6

3.3

7.9

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. The breakdown for each of the ward areas are available on the external webpage.

ICU and Percy Philips improved above
80% fill rates for Care Assistant / Midwifery
Care Assistant, Quantock is below 80%
fill rate. Fill rate of Maternity Care
Assistant (MCA) hours for the night shifts
was 53.6% resulting from ongoing long
term sickness. This unit has 2 MCA’s on at
night as an establishment so is statistically
important if only 1 is on duty. Support from
other MCA’s and Registered Midwives
within the unit was obtained when required
to support the acuity and dependency and
maintain safety. Improvement is expected
next month as staff return to work and bank
is utilised when required.
The areas above 200% fill rate are:
Gate 25A: CA night shifts have a fill rate of
210% due to long term patients with
cognitive impairment needing enhanced
care.
Gate 8A: Fill rate of CA’s on night shifts
was 208.9% due to 3 patients receiving
Enhanced Care. Requirements for the
Enhanced Care are risk assessed and
reviewed daily by the matron.

Safe Staffing
XXXX
XXXXX
Maternity
Board Sponsor XXXX
Director of Nursing
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Narrative requires
trimming
Maternity
Staffing
Commentary
This
report
provides information
XXXX
about midwifery staffing and will
XXXXX
track occasions when the Central
XXXX
Delivery Suite is unable to take
admissions and why.

Midwife to Birth Ratio
Jul-15

Aug-15

Sep-15

Oct-15

Nov-15

Dec-15

01:32

01:32

01:32

01:32

01:33

01:30

Jan-16

Feb-16

Mar-16

Apr-16

May-16

Jun-16

01:29

01:30

01:30

01:30

01:30

01:30

The Midwife to birth ratio was at 1:30
in June which benchmarks
favourably within the South West.
1:1 care in labour in June is 95.7%
and has improved from May when it
was 94.4%.
The total number of births in 2015/16
was 6570, an increase of 135 births.
Cossham birth centre has seen a
small reduction in births to 33 in June
whilst the Mendip Birth Centre has
seen a increase in births. In May
there were 66 births. June had 71.
This is due to an initiative to ensure
women are signposted to the correct
location for normal birth.
There were 12 home births
supported by the community
midwifery teams in June.
The birth projection for July is 556.
Acuity and the number of midwives
required is monitored every 4 hours
for the delivery suite, during the 24
hour period (the Birthrate Plus acuity
tool).
June 2016 : 1 closure of the unit.

Quality & Patient Safety
XXXX
XXXXX
Additional
Safety Measures
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Board Sponsor XXXX
Director of Nursing
Serious Incidents (SI)
4 serious incidents were reported to
STEIS in June 2016:
• 1 x Unexpected Death
• 1 x Fall
• 1 x Pressure Ulcer
• 1 x Never event: Wrong Implant
Pressure Ulcer:
Grade 4 pressure ulcer to patients
left heel.
Never Event: Wrong Implant:
Incident involved a left knee
replacement prosthesis being
implanted into the right knee during
surgery. Incident identified post
operatively, patient and surgeon will
review function in 6 months.
Directorate Serious Incident Rate:
No variance except for ASCC which
has increased slightly by 0.2 rate per
1000 bed days.
NBT SI Rate:
The SI rate has dropped below the
median for June at a rate of 0.14 per
1000 bed days.
Incident Reporting Rate
Overall 35.5 incidents in total per
1000 bed days last month. This
includes all patient safety incidents
identified on admission or transfer
from other care providers. The
patient safety culture improvement
plan continues with a view to improve
incident recognition, reporting and
feedback.

Quality
XXXX & Patient Safety
Additional
Safety Measures
XXXXX
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Board Sponsor XXXX
Director of Nursing
Incident reporting deadlines
achieved.
Top SI Types in Rolling 12 Months
Serious harm falls remain the most
prevalent . Further work is underway
to manage multiple falls
investigations by maintaining an
overarching action plan and using
the SWARM approach when a
serious fall occurs.
Unexpected deaths are collectively
the second most prevalent Serious
Incident type.

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

Patient
Safety

Facilities

Medical
Devices

0
0

22
15

3
0

0

4

1

0

3

0

Data Reporting basis
The data is based on the date a serious incident is
reported to STEIS. Serious incidents are open to being
downgraded if the resulting investigation concludes the
incident did not directly harm the patient i.e. Trolley
breaches. This may mean changes are seen when
compared to data contained within prior Months’ reports.

CAS Alerts
Three breaches of facility alerts
have occurred in June. This is due to
delays of confirmation responses
from Carillion. NBT’s project team
are aware and continue to prompt
Carillion for a response, using the
PFI contact levels to expedite this as
is feasible.

Safety
XXXX
XXXXX
Harm
Free Care

23

Board Sponsor XXXX
Director of Nursing
Harm
Free Care
Commentary
The
‘harm
free’ rate significantly
XXXX
improved in June to just below the
XXXXX
national target of 94%.

XXXX

Following the previous 5 months
deteriorating performance in harm
free care a ‘deep dive was presented
to Quality Committee in July ‘Back to
the Floor‘ safety meeting. The deep
dive revealed the need for a process
of validation of the data at ward,
directorate and Trust level. The
‘deep dive’ triangulated pressure
ulcer and falls incident data with
Safety Thermometer prevalence and
did not identify NBT as a statistical
outlier.
Overall Falls
645 since April 2016. The falls rate
improved to 6.29 per 1000 bed days
in June compared to 7.09 in May.
95% of the bathrooms in the 4-bed
bays have had shelving installed to
reduce falls from bending to pick up
toiletries. A further 558 shelves are
being installed in all the ensuites in
single inpatient rooms. 15 falls
champions attend the East Midland
and Trent Falls Symposium to learn
about the latest research in falls
prevention.
Gender breaches
no single sex accommodation
gender breaches in June.

Safety
XXXX
XXXXX
Harm
Free Care
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Board Sponsor XXXX
Director of Nursing
Pressure
Ulcers
Commentary
Pressure
ulcer
incidence for June
XXXX
remained at 0.5 per 1000 bed days.
XXXXX
One grade 4 pressure ulcer to a
XXXX
patients heel within the
Neurosciences Directorate has been
reported. A full investigation is in
place that will review the patient’s
journey, key learning and resulting
actions.
Grade 2: June reports a reduction of
cases, with 16 cases occurring on 15
patients. Each Directorate have
been informed of the pressure
ulcer(s) occurring within their clinical
areas by grade and anatomical
location.
Work continues with clinical teams
reviewing key themes, from RCA
including patient skin assessment
and responding to early signs of skin
damage “react to red”.
VTE Risk Assessment
The Remedial Action Plan (RAP) is
progressing, the 95% target is
achieved (with exception of the Q2
Lorenzo implementation period) but
not quickly enough to report
nationally to NHS England within a
month of each quarter end.
From w/c 18th July a new front end
assessment form has been added to
Lorenzo to capture this through
admission procedures rather than
waiting until post discharge coding.
This will run in parallel until
confidence is achieved that this will
deliver the requirement sustainably.

Safety
XXXX
XXXXX
Additional
Safety Measures
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Board Sponsor XXXX
Director of Nursing
WHO Checklist
Commentary
Completion and recording locally of
XXXX
WHO compliance has continued
XXXXX
throughout the Lorenzo
XXXX
implementation and stabilisation
period. This is now the third month
that data has been published at Trust
level and performance is at the
expected level. The data validity for
the intervening months is
questionable and needs further
review to ensure it does not reflect a
drop off in clinical practice.
Malnutrition
Malnutrition screening compliance
rates decreased slightly in June to
85.2% from 87.2% last month, with
an ongoing reduction in MSK. This is
being closely managed by the Head
of Nursing. July ‘Back to the Floor’
focused on Nutrition and Hydration,
with a presentation of the ‘on the day
findings’ and Nutritional Action Plan
(NAP) following the most recent
audit.
The identified, poor completion of
some elements of the nursing
documentation, and the impact of
this were highlighted to the ward
sisters and matrons. The ward
sisters committed to share the
learning and concerns around
completion of documentation with
their staff and will ensure they
undertake regular checks on their
wards in order to improve overall
compliance with all elements of
nutrition and hydration.

Safety
XXXX
Medicines
XXXXX
Management: Medicines Related Incidents
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Board Sponsor XXXX
Medical Director
Missed
Doses
Commentary
Percentage
of missed doses
XXXX
continues to show good practice.
XXXXX
Improvement work is being
XXXX
undertaken in admissions with audit
and tests of change. This work has
been submitted for the HSJ Awards
2016.
Incidents
The Medication Safety Subgroup
reviews all drug related incidents
from eAIMS.
Incidents involving high risk drugs
appear to have risen during 2015
and this is being investigated to
determine if this relates to better
reporting (which is a national trend)
or real increase in events.
Major incidents
No “major” incidents related to
medication were reported in May.
Themes/ Types / High risk drugs
The most common causes of
incidents over the past 12 months
are shown.

Actual Impact
Jun-15
Near Miss/Insignificant
84
Minor/Moderate
17
Major/Catastrophic
0
Total
101

Jul-15
74
41
0
115

Aug-15 Sep-15
82
89
36
19
0
0
118
108

Oct-15 Nov-15 Dec-15
95
135
105
33
35
37
0
0
0
128
170
142

Jan-16
102
34
0
136

Feb-16 Mar-16 Apr-16 May-16
87
74
77
74
39
25
38
54
0
0
0
0
126
99
115
128

Total
1078
408
0
1486

XXXX
Safety
XXXXX
Infection Control
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Board
BoardSponsor
SponsorXXXX
Medical Director
MRSA
Commentary
There were zero reported cases of
XXXX
MRSA Bacteraemia in June 2016.
XXXXX
There have been 176 days since the
XXXX
last reported Trust case.
C. Difficile
The annual target is 43 cases. There
were 5 cases in June. All cases
occurred within different clinical
areas and these are under going
investigation. The Trust had 6 cases
for quarter one, a significant
improvement from the 2015/16
position of 21 cases and within the
required trajectory.
MSSA cases have increased
compared to the same quarter of
2015/16. Investigation into each case
is being undertaken with the clinical
teams with actions in place from
lessons learnt. The Trust continues
its involvement in an NHS
Improvement (NHSI) programme to
improve care for indwelling devices.
It is expected this will further reduce
incidences of this bacteraemia.

Safety
XXXX
Infection
XXXXX Control
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Board Sponsor XXXX
Medical Director
Public
Health England (PHE)
Commentary
Benchmarks
XXXX
Data published by PHE
XXXXX
demonstrates that NBT has
XXXX
established a positive position for
MRSA and C. Difficile, both being
below the National and Regional
rates.
Hand Hygiene
The Trust Hand Hygiene compliance
is meeting the Trust standard.

Effectiveness
XXXX
Mortality
XXXXX
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Board Sponsor XXXX
Medical Director
Mortality
Commentary
NBT
data within the Dr Foster data
XXXX
base is incomplete in the post
XXXXX
Lorenzo period and so case-mix
XXXX
adjusted mortality (HSMR and
expected deaths) is not available.

Expected deaths data is effected by un-coded
activity resulting from Lorenzo from Oct 15
onwards.

This gap in data can not be corrected
as Dr Foster uploads the HES data
on a single occasion monthly and it
is not updated.
The rise in observed deaths in March
was co-incident with the peak of this
years flu epidemic and has
subsequently returned to usual
levels.
The most common causes of death
of inpatients remain consistent. The
process of review of patient deaths
continues to be over seen by the
Quality Surveillance Group.

XXXX
QUALITY
XXXXX

PATIENT EXPERIENCE
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Board Sponsor XXXX
SRO
Sue Jones Director of Nursing

Section Summary
Improvements & Actions
Friends and Family Test (FFT) response rates and data available at ward and department level has much improved following the change of provider to
Healthcare Communications. The use of SMS and voice recording is now producing richer data that is being used for improvement at source. The greater
granularity regarding the importance of attitude to patients both in positive and negative reports stands out in a very helpful way.
Trends
The Trust remains on trajectory with complaints response improvement. Joint working with the Patient’s Association in July includes training to enhance the
quality of the complaint investigation and improve the standard of the complaint responses and the development of a Lay review panel.

Caring
XXXX
XXXXX & Family Test
Friends
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Board Sponsor:
Sponsor XXXX
Director of Nursing
:NBT Would Recommend

:NBT Would Not Recommend

:Response Rate Target

:NBT Response Rate

Inpatient Score Card

Outpatient Score Card

Inpatient
Response
Commentary
Rates
dipped
below the required
XXXX
response rate. Staff have been
XXXXX
reminded of the need to promote
XXXX and review comments
response
especially as they are so positive.
4 wards moved to Interactive Human
Voice Messaging (IVM) and SMS
texting, giving a significant increase
in their response rates.
Experience: The score card shows
the percentage split of comments by
theme. Staff attitude was again the
largest positive and negative
comment which reflects its
importance to patients. Positive
comments are reflected in the words:
‘”helpful staff”, “excellent treatment”,
“cheerful and professional staff”,
“wonderful care and compassion”.
Negative comments: “Slow response
to alarms”, “Didn’t feel that
communications were very good
between staff”.
Outpatient Response
Rates remain above the local target,
however a slight dip has been noted.
Staff attitude again was the largest
contributor to both positive and
negative comments. Words
reflecting staff attitude: “helpful
staff”, “polite staff”, “professional”,
“caring”. Clinical treatment:
“excellent service”, “examined with
kindness”, “personalised service and
advice”.
Negative comment example “long
waiting time and poor
communication”.

Caring
XXXX
XXXXX & Family Test
Friends
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Board Sponsor:
Sponsor XXXX
Director of Nursing
:NBT Would Recommend

:NBT Would Not Recommend

:Response Rate Target

:NBT Response Rate

Emergency Department Score Card

Maternity Score Card

Emergency
Department
Commentary
The percentage of patients that would
XXXX
recommend has decreased again.
XXXXX
Staff have been reminded to promote
XXXX opportunities (SMS & IVM)
feedback
and the number of telephone
numbers that are incorrect is being
addressed.
Staff attitude the largest contributor to
both positive comments.
Positive comments: “fast and very
kind attention”, “excellent care”,
“helpful and proactive service”.
Negative comments: “rude staff”,
“staffing levels poor ”, “lots of staff
just standing around talking and
eating”, “Receptionist and hospital
staff not friendly”.
Maternity Department (Overall)
Response rate decreased slightly.
Staff attitude the largest contributor to
both negative and positive comments
followed by implementation of care.
Positive comments included:
“Exceptionally caring, professional,
friendly and warm”, “antenatal
service…made such a difference to
my early pregnancy”, “Very
accommodating about home visits”,
“mother and baby well looked after”.
Negative comments included: “All
lovely but the facilities they had to
work within let this unit down”,
“unpleasant receptionists”, “lack of
continuity in advice given”.

Caring
XXXX
XXXXX & Family Test - Patient Comments
Friends
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Board Sponsor:
Sponsor XXXX
Director of Nursing
Commentary
XXXX
XXXXX
“I have attended
the Outpatients
DepartmentXXXX
of Southmead Hospital

“1 thing I would like to add, my only
negative experience, is the breakdown in
communication between departments
e.g. wards /radiography, Porters, scans
delayed because I was told I could et.
Situation changed 4 times .Nursing staff
not surprised by this. However
individuals were very caring.”

several times and have always been
impressed by the way I have been treated
the staff are always very helpful and
patient. I do not mind if you pass my
opinion on…”

“The staff have been caring and
understanding as I have mental health
issues and was fragile so they reassured
me that I wouldn't go home until I had
support from other services when I am
discharged”.

“First class service. Very efficient,
friendly and helpful staff who treated me
with dignity, respect, kindness and
compassion. Didn't have to wait very
long either and went home with the
medication and all the information and
advice I needed. Couldn't fault any of it.
Thank you.”

“Because it was a Tuesday night and only
one doctor on and, there were 4 people in
the waiting room and it still took 4 hours to
be seen and no communication given as to
waiting times.”

“I gave birth at the Cossham Birthing
Centre and the staff were absolutely
brilliant. The whole experience was
made much easier with the expertise on
offer. Really helped to put my mind at
rest and my wellbeing in the
professionals hands...definitely
recommend.”

Caring
XXXX
XXXXX
Carers
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Board Sponsor:
Sponsor XXXX
Director of Nursing
Q1
2016/17Highlights
Commentary
•XXXX
Total of 111 referrals with an
increase in self-referrals via stalls
XXXXX
promoting support, signposting
XXXX
and leaflets. Wards 9a and 28b
have been key areas from which
referrals have increased.
• Carers awareness training now
provided on all 3 yearly updates,
induction, volunteer training,
clerical and admin training.
• June 2016: Re launch of carers
support scheme – large uptake
over 109 cards issued in the
quarter allowing access to the
restaurant and free car-parking.
• Carers Week – Stalls from
Carers Support Centre, Red
Cross, Headway, Alzheimer’s
Society, Integrated Carers Team,
Bristol Area Stroke Association,
Hospital Dementia Team and
Bristol and Avon Chinese
Women’s Group.
• Overnight sleeping
arrangements for carers : Work
progressing on folding beds
Issues raised by carers:
• Lack of support for patients with
mental health issues once
discharged.
• Carers coming to terms with a
caring role coming to an end.
• Treatment of Dementia patients
on ward – mainly around how to
speak to the patient, asking
questions, not assuming
comprehension. Feedback used
in training and relevant teams.

XXXX
Caring
XXXXX
Complaints & Concerns
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Board Sponsor XXXX
Director of Nursing
Complaints
and Concerns
Commentary

XXXX
The
Trust received 75 Complaints &
49
Concerns
in June, reversing the
XXXXX
overall
increase
seen in May.
XXXX
NHS Complaints National
Guideline Targets
The NHS 3 day acknowledgement
target continues to be achieved and
no cases opened since April 2015
have exceeded the 6 month target.
Overdue cases
These reduced to 19 cases in line
with the agreed trajectory of 35 in
May and 20 in June (both achieved)
and to then maintain less then 10
overdue cases by August. Clearing
backlogs and sustaining this into the
future remains an priority for all
directorates.
Final response Compliance
Of the cases closed in June (to
account for late responses), those
completed within agreed timescale
increased to 76 cases or 66.67%.
The exceptions were:
•
•
•

7.89% (9) were 1-10 days
overdue.
8.77% (10) were 10–20 days
overdue.
16.67% (19) were greater than 20
days overdue.

The figures again reflect the increase
in overdue cases being closed.

XXXX
Caring
XXXXX
Complaints & Concerns
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Director of Nursing
Complaint
Handling
Commentary
The top 3 categories of complaint for
XXXX
June continue to reflect the ongoing
XXXXX
trend;
Clinical Care, Communication
XXXX staff attitude), and Delays
(including
and Cancellations.
All written responses are fed back to
the directorates to inform good practice
in responding to complainants.
The recent NHS Choices web-posts
continue on balance to reflect more
positive comments. In June, the star
ratings given were:
3 x No star rating Awarded
2 x 5 Stars
1 x 4 Star
1 x 3 Star

Parliamentary Health Service Ombudsman (PHSO) Cases
Q2 15/16 Q3 15/16 Q4 15/17

Apr-16

May-16

Jun-16

New Cases referred to PHSO

3

5

9

2

0

0

No. of cases fully upheld

0

0

2

0

0

0

No. of cases partially upheld

0

0

4

0

0

1

No. of cases not upheld

2

4

2

2

1

1

Nil

Nil

2

Nil

Nil

Nil

2

2

5

N/A

N/A

2

N/A

N/A

2

N/A

N/A

1

Fines levied
Corrective Actions
Compliant within timescales
Non- compliant

N.B. If all avenues for
complaint resolution
have been exhausted
and the complainant is
still dissatisfied with the
Trust’s response, the
complaint has the right
to take their complaint to
the PHSO. Cases can
take many Months from
‘new’ to ‘decision’ which
means the volumes
shown represent
differing time periods
and will not therefore
‘add up’ within any given
period.

No new cases were reported for
investigation by the PHSO in June and
2 investigations were concluded - 1
was partially upheld and the other
rejected. 2 already reported cases are
now actively being investigated.
For 2 cases actions requested by the
PHSO following investigations were
not completed by the responsible
directorate within the requisite
timescale.
The Medicine 3 month trial of
directorate named point of contact who
will communicate with the complainant
and coordinate the complaint response
will commence in September. The
required system changes have been
completed in readiness.
Quarter 1 compliments are reported a
month in arears.

XXXX Led
Well
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XXXXXJacolyn Fergusson - Interim Director of Workforce & OD
SRO:
Board Sponsor XXXX

Section Summary
Improvements & Actions
Pay reduction/Workforce of the future
• Review of medical workforce, hard to recruit vacancies within care of the Elderly services to provide a competitive recruitment strategy. This includes new
development roles to fill consultant vacancies at senior doctor level to eliminate locum and temporary workforce requirements. A national advertising
campaign is live and an agreed remuneration package is in place.
• The guidance reflecting the Carter recommendations and schedule for job planning is being consulted with MAC on 2 August for implementation
September - March 2017.
• Extra non contractual payments to medical staff have been reviewed and a proposal to reduce these rates is now being consulted with a view to
implementation 1 October 2016.
Policies
•
A series of medical workforce management policies were reviewed by the JLNC in June. Wider consultation is now taking place and feedback will be
presented to the medical JLNC in August.
•
A programme of policy review is underway to ensure that all HR policies are reviewed and compliant by the end of December 16.
•
Development of NBT’s OD framework is underway.
Management
•
A formal process to determine to agree and then tender for a medical eRostering system has been initiated with the support of the purchasing team.
This will be a key enabler in supporting the implementation of medical workforce management policies.
Staff Development
•
The Health and Wellbeing CQUIN project plan has been submitted.
•
Mid-level leaders programme – 21 delegates selected for cohort 2 to start in September 2016.
•
Recruitment - A nurse open day is being planned for 9 September 2016 and an advert to attract newly qualified nurses will go live at the end of July.
Trends:
• In June there has been a reduction in agency usage and a move to more bank use.
• Sickness absence for May reduced by 0.53% to 4.12%. A reduction is expected moving into the summer however the reduction from April to May last
year was 0.09%.
• The Trust vacancy factor has increased to 10.1% from 8.9% in June (note: 9.62% was initially reported due to an error in funded establishment). The
increase is again due to the addition of newly funded posts and a net loss of staff in June.
• Turnover reduced by 0.4% in June, reflective of a lower number of leavers, however the Trust was still at a position of net loss of staff, 2.31 WTE.
Area of Concern:
• Appraisal compliance rates are below plan – next month’s well led section will include a chart showing staff who have had an appraisal in the previous 12
months.
• Vacancy factor is above plan and there is concern about the pipeline during the summer months. Actions are being taken to recruit to nursing staff in
particular.
• Medical workforce savings being forecasted by end of July.

XXXX
Well Led
XXXXX
Summary Dashboard
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Board Sponsor XXXX

Board Sponsor: Director of People & Organisation Health

June 2016

Standard (target)

Performance
against national
target / contract /
plan

Trend from last
Month

Quarterly Average Trend
(Q4 15/16 vs Q1 16/17)

Agency Expenditure (Target
£1,747 - £000)

£1,237

£5,849 (Q4 15/16) to £4,044 (Q1 16/17)

Month End Vacancy Factor
(Target 6.30%)

10.14%

6.40% (Q4 15/16) to 8.54% (Q1 16/17)

In Month Turnover (Target
1.10%)

1.20%

1.21% (Q4 15/16) to 1.28% (Q1 16/17)

In Month Sickness Absence
(Target 4.47% - in arrears)

4.12%

4.69% (Q3 15/16) to 4.79% (Q4 15/16)

Trust Mandatory Training
Compliance (Target 85.00% - in
arrears)

84.28%

N/A

Non-Medical Appraisal
Compliance (Target 83.40% YTD Cumulative Total)

25.01%

N/A

Well
XXXXLed
Workforce
Utilisation
XXXXX
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Board Sponsor:
Director of Workforce & OD
Sponsor XXXX
Workforce
vs. Funded
Commentary
Establishment
shows the Month
XXXX
position and indicates whether the
XXXXX
Trust has resourced the workforce
XXXX
needed or whether the workforce
may not be sufficient for the current
demand of the organisation.
The ‘worked actual’ is 126 WTE less
than the funded workforce for June,
this is a result of:
• The June ‘funded’ position
includes newly funded that have
yet to be resourced.
• Vacancies not actively being
recruited to, particularly in certain
scientific and administrative
areas.
• Vacancies that are unable to be
filled with temporary staff,
particularly at consultant level and
in allied health professions .
Pay Expenditure vs Plan shows
pay expenditure in month vs pay
budget for Apr 15 – Mar 16 and
against the expenditure plan
submitted to NHS Improvement from
Apr 16 to Mar 16. The pay
expenditure is below the planned
level. This is to be expected
as less staff worked in June than
were funded.
Workforce Mix shows the proportion
of substantive, bank, agency and
locum staff used each month. Used
to highlight conversion of agency to
bank to substantive.

Well
XXXXLed
Workforce
Utilisation
XXXXX
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Board
Director of Workforce & OD
Board Sponsor:
Sponsor XXXX
Agency Expenditure vs Plan and
Commentary
Bank
Expenditure vs Plan show in
XXXX
Month expenditure vs expenditure
XXXXX
plan
which have been submitted to
XXXX
NHS
Improvement (NHSI) as part of
the Trust’s annual return. The
planned agency trajectory delivers
an annual expenditure under an NHS
Improvement ceiling of £16.685m.
Recruitment to bank continues at a
steady pace with monthly adverts
providing a continuous pipeline of
new recruits for most staffing groups.
Agency transfers to bank for medical
staffing continues at a steady rate
with no placement fees.
This month there has been a
reduction in agency usage and
expenditure with very few (12)
unregistered nursing shifts issued to
agencies, coupled with low nonframework usage.
Working closely with the Trust,
suppliers of temporary staff has
meant progressing towards the
agency capped rates in both clinical
and medical staff groups.

Well Led
XXXX
XXXXX
Workforce
Utilisation
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Board Sponsor:
Sponsor XXXX
Director of Workforce & OD
Alignment
between ESR and
Commentary
organisations’
Financial System is a
XXXX
recommendation
of the Carter
XXXXX
Review. A 95% minimum alignment
XXXX
is required by October 2016.
ESR-Finance System Alignment
shows the number of ‘matches’
between ESR and the Finance
Ledger as a % of the total staff in
post on ESR at the end of the month.
A match is where the cost centre and
role that an individual member of
staff’s worked hours and costs are
attributed to in the Finance Ledger
match the individuals record in ESR.
Work is in progress to implement a
system of quality assurance that
maintains the required level of
compliance.

Well
XXXXLed
Resourcing
XXXXX
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Board Sponsor:
Sponsor XXXX
Director of Workforce & OD
Month End Vacancy Factor shows
Commentary
the
number of vacancies, expressed
XXXX
as a % of the funded establishment
XXXXX
for the Trust. The target trajectory
XXXX
was submitted to NHS Improvement
as part of the annual planning
submission.
The assumptions used to develop
the target have changed with the
funding of additional posts in Q1,
transfer in of Pathology in May of
some vacant posts, and a net loss of
staff in both May and June (totalling
25 WTE across the two Months).
Recruitment
Vacancy Factor by Staff Group
Staff Group

Add Prof Scientific
and Technic
Additional Clinical
Services
Administrative and
Clerical
Allied Health
Professionals
Estates and
Ancillary
Healthcare
Scientists
Medical and Dental
Nursing and
Midwifery
Registered
Trust

Vacancy Factor
April

Vacancy WTE
April

Vacancy Factor
Vacancy WTE May
May

4.4%

6.4

3.7%

5.2

-0.8%

7.9%

110.8

10.8%

152.9

2.8%

5.7%

83.1

9.2%

140.8

3.5%

5.7%

20.3

8.0%

29.0

2.4%

9.1%

63.8

12.2%

88.2

3.1%

5.2%

18.9

7.7%

28.9

2.4%

7.6%

71.1

8.7%

82.4

1.1%

5.3%

109.7

7.2%

151.0

1.9%

6.5%

484.1

8.9%

678.3

2.4%

Variance

•
•
•

Total Pipeline – 488 WTE
Registered Nursing – 158 WTE
Unregistered Nursing – 61 WTE

Recruitment plans are in place to
support the following areas:
•
•
•
•
•

Domestic recruitment
IM&T Administrative & Clerical
vacancies
Pathology MLAs
Theatres – HCAs
Medicine Band 5 Nurses

Monthly Workforce Movement
shows the net loss or gain of staff in
Month. Determined by subtracting
the WTE leavers from the WTE
starters recorded in ESR for the
month.

Well
XXXXLed
Turnover
XXXXX
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Board Sponsor:
Sponsor XXXX
Director of People & Organisation Health
In
Month Turnover shows the
Commentary
number
XXXX of WTE leavers in the month
expressed as a percentage of the
XXXXX
average number of staff in post in the
XXXX
month. Turnover targets submitted
to NHS Improvement reflects
maintenance of the 2015/16 position.
Adverse position in May 16 is
reflective of a greater net loss of staff
in month (22.4 WTE), than the net
loss in June (2.3 WTE).
In Month Turnover by Staff Group
Staff Group

Turnover May-16

Leavers WTE May-16

Turnover Jun-16

Leavers WTE Jun-16

Variance

0.9%
1.7%
1.5%
2.1%
1.3%
1.6%
0.2%
1.9%
1.6%

2
22.4
21.05
7.46
8.27
5.6
1
38.93
106.71

2.0%
1.4%
1.3%
2.0%
1.2%
0.7%
0.5%
1.1%
1.2%

4.36
19.08
17.95
6.73
7.79
2.31
2.00
21.44
81.66

1.1%
-0.2%
-0.2%
-0.2%
-0.1%
-0.9%
0.2%
-0.9%
-0.4%

Add Prof Scientific and Technic
Additional Clinical Services
Administrative and Clerical
Allied Health Professionals
Estates and Ancillary
Healthcare Scientists
Medical and Dental
Nursing and Midwifery Registered
Trust

Temporary resource has been
brought in to the Trust to help
develop and implement recruitment
and retention initiatives.
Turnover Summary shows the
rolling 12 month position excluding
junior doctors as a standard:
•
•

•
Turnover Summary
Rolling 12 Months

Total Turnover
Voluntary Turnover
Stability

Apr-16
14.46%
10.75%
88.09%

Jun-16

15.43%
11.47%
86.56%

Variance
0.97%
0.72%
-1.53%

Total turnover has no exclusions.
Voluntary turnover is calculated
using the leaving reasons from
ESR that state voluntary.
Stability calculated as the number
of WTE in post for greater than 12
months expressed as a % of total
staff in post.

Well
XXXXLed
Sickness
XXXXX
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Board Sponsor:
Director of Workforce & OD
Sponsor XXXX
In
Month Total Sickness Absence
Commentary
and
In Month Short & Long Term
XXXX
Sickness Absence shows the
XXXXX
number of WTE days lost per month
XXXX
expressed as a % of the total
available contracted WTE days per
month.
Sickness absence targets were
submitted to NHS Improvement as
part of the annual planning
submission.
In month sickness absence dropped
from April to May by the most
significant amount since before April
2015. 6 out of 8 staff groups say a
reduction in May.
This is predominantly due to a
reduction in short term sickness
which is usually expected with the
seasonal trend.
Work is underway to examine long
term sickness more closely with a
view to reviewing cases and
reducing case length where possible.

Well Led
XXXX
XXXXX
Sickness
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Board Sponsor:
Sponsor XXXX
Director of Workforce & OD
In Month Sickness Absence by Staff Group

Staff Group

Apr-16

Apr-17

Variance

Add Prof Scientific and Technic
Additional Clinical Services
Administrative and Clerical
Allied Health Professionals
Estates and Ancillary
Healthcare Scientists
Nursing and Midwifery Registered

2.06%
6.56%
4.70%
2.34%
9.22%
2.63%
4.43%

2.78%
5.40%
4.07%
2.15%
8.35%
2.31%
3.99%

-0.72%
1.15%
0.63%
0.19%
0.88%
0.33%
0.44%

Medical and Dental

1.11%

1.20%

-0.09%

Rolling Sickness Absence by Staff Group
Rolling 12 Month Sickness Absence

Total Absence

Apr-16

May-16

Variance

4.59%

4.57%

-0.02%

Medical
& Dental sickness absence
Commentary
will be shown separately as
XXXX
requested by the Workforce
XXXXX – this acknowledges the
Committee
XXXX project work to improve the
current
reporting and management of
medical sickness absence.
To support this work a Managing
Medical Workforce Absence Policy
was reviewed by the Medical JLNC
in June. Wider consultation is taking
place currently and feedback will be
provided at August’s JLNC.

Well Led
XXXX
XXXXX
Staff
Engagement
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Board Sponsor:
Sponsor XXXX
Director of Workforce & OD
%
Non-Medical Appraisal
Commentary
Compliance
shows the number of
XXXX
appraisals that have been completed
XXXXX
prior to an individuals increment
XXXX
date. This is expressed as a % of
the number of staff with increment
dates year to date. This compliance
aligns to current policy requirement.
A communication to all appraisal
administrators regarding the
requirements for appraisal
completion and recording will be
issued in July.
An additional metric will be included
in the August IPR expressing the %
of staff in post that have had an
appraisal within the last 12 months.
Essential Training Actions

Training Topic
Infection Control
Health and Safety
Waste
Information Governance
Child Protection
Equality and Diversity
Fire
Manual Handling
Total

Apr-16

May-16

86.20%
87.86%
86.46%
85.10%
81.54%
80.79%
81.01%
80.12%
83.67%

87.02%
88.04%
86.79%
85.15%
82.34%
82.07%
81.53%
81.04%
84.28%

Variance
0.83%
0.17%
0.33%
0.05%
0.81%
1.29%
0.52%
0.91%
0.62%

L&D Leads for mandatory training
are meeting with nursing and
medical directors in July to discuss
how the programme can be
developed and compliance
improved.
Induction and mandatory training
policy will be reviewed and relaunched in September which will
support understanding the link
between compliance, performance
management and incremental
progression.

Well
XXXXLed
Medical
XXXXX Workforce
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Board Sponsor XXXX
Medical Director
Medical
Appraisal
Commentary
The
appraisal
year ended on the
XXXX
31st March 2016. It is expected that
XXXXX
100% of the appraisals that were due
XXXX
will have been completed by the end
of June 2016 which meets the NHS
England requirement that appraisals
occur within a maximum of 15
months of the last appraisal.
16/17 will be the start of appraisal
year 4 since revalidation was
introduced for doctors. All doctors
who had a license to practice with
the GMC at commencement of the
process have now been through their
first revalidation.
The revalidation team continue to
work with appraisal leads on
improving quality of appraisal as well
as ensuring timeline.
An annual report on the revalidation
process will be presented to the
board in July 2016.

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

Section Summary
Summary
For the year to date the Trust has a deficit of £18.1m which is £3.4m adverse to plan.
•
The primary drivers for the adverse to plan were lower than planned income of £1.1m together with a non-pay overspend of £4.3m of which £3.6m
relates to a shortfall in the savings requirement, this is offset by pay underspend of £1.8m.
•
The cash balance is £4.3m.
•
The Trust drew down £6.9m of working capital facility in June, bringing the total to £58.3m.
•
Capital expenditure is £2.6m for the year to date.
•
The Trust is rated red by NHS Improvement(NHSI) as a result of the planned year end deficit of £48m.

Areas of concern
•
•
•
•

Contract income continues to be lower than plan. Contract Income is £0.9m below plan primarily relating to lower than planned chargeable non
elective bed day activity.
Total pay expenditure increased slightly in June (£0.1m). It should be noted that whilst there is currently a favourable variance on pay, actual spend
will need to decrease notably during the next six Months in order to achieve the plan.
There is a shortfall against the savings programme for the year to date of £3.6m and £4.4m for the full financial year – this is the largest driver of the
year to date deficit.
Due to the deficit Monthly cash loans are required from the Department of Health.

Actions Planned
•
•
•

Weekly review of savings schemes with directorates to close the remaining shortfall against the required savings.
Weekly tracking of activity to ensure delivery against activity plan.
Weekly tracking of agency usage and targeted reduction in medical and nursing agency expenditure.
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Board Sponsor:
Sponsor XXXX
Director of Finance
In month
variance (Adv)/
Fav

Position as at 30 June 2016

Budget £m

Actual £m

Variation from
budget (Adv) /
Fav £m

£m

Income
Contract Income

111.9

111.0

(0.9)

(0.5)

Other operating income

18.0

17.8

(0.2)

(0.1)

Donations income for capital acquisitions

0.0

0.0

0.0

0.0

129.9

128.8

(1.1)

(0.6)

Pay

(86.2)

(84.4)

1.8

0.5

Non-Pay

(43.7)

(48.0)

(4.3)

(1.0)

(129.9)

(132.4)

(2.5)

(0.5)

0.0

(3.6)

(3.6)

(1.1)

(5.9)

(0.2)

0.1

Total Income
Expenditure

Total Expenditure
Earnings before Interest & depreciation

-2.80%
Depreciation & Amortisation
Non PFI Interest receivable

(5.7)
0.0

0.0

0.0

0.0

Non PFI Interest payable

(0.7)

(0.6)

0.1

0.2

PFI Interest

(8.3)

(8.2)

0.1

0.0

PDC Dividend

0.0

0.0

0.0

(0.1)

Impairment

0.0

0.0

0.0

0.0

(14.7)

(18.3)

(3.6)

(0.9)

Retained Surplus / (Deficit) for accounting
purposes

XXXX
The
financial position for May shows
XXXXX
a
deficit of £18.1m compared with a
planned
XXXX budget deficit of £14.7m.
This represents an adverse position
to plan of £3.4m for the year to date.
Key Issues
Contract income is £0.9m adverse to
plan.
Pay was favourable to plan, primarily
due to reduced agency spend. It
should be noted that actual spend
will need to decrease notably during
the next 6 months in order to achieve
the plan.
Non pay was £4.3m adverse to plan
– mainly due to lower than planned
savings delivery coupled with
additional expenditure on drugs and
other supplies.
Actions Planned
Weekly review of savings schemes
with directorates to close the
remaining shortfall against the
required savings.
Weekly tracking of activity and
agency usage.

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

0.0

0.0

0.0

Depreciation of donated assets

0.0

0.2

0.2

0.1

Impairment

0.0

0.0

0.0

0.0

(14.7)

(18.1)

(3.4)

(0.8)

Adjusted Surplus / (Deficit) for NHS
accountability

Assurances
Commentary

Finance
XXXX
Statement
XXXXX
of Financial Position
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Board Sponsor:
Sponsor XXXX
Director of Finance
31 March
2016 Actual
£m
516.1
12.0
528.1
9.7
20.2
25.7
1.0
56.7
27.8
612.6
9.3
91.4
1.4
10.0
112.1
(55.5)
500.5
14.6
406.3
65.2
14.4
241.4
(272.9)
(41.4)
87.3
14.4

Non current assets
Property, Plant and Equipment
Intangible Assets
Total non-current assets
Current Assets
Inventories
Trade & other Receivables NHS
Trade & other non-receivables Non-NHS
Cash and Cash equivalents
Total Current Assets
Non-current assets held for sale
Total Assets
Current liabilities (< 1 year)
Trade & other payables – NHS
Trade & other payables – Non-NHS
Borrowings
PFI liability (current)
Total current liabilities
Net current assets / (liabilities)
Total Assets less current liabilities
Trade payables and deferred income
PFI liability
Borrowings
Total Net Assets
Capital and Reserves
Public dividend capital
Income & Expenditure reserve
Income & Expenditure account – current year
Revaluation reserve
Total Capital and Reserves

30 June 2016
Plan £m

30 June
2016
Actual £m

Variance
above /
(below) plan
£m

31 May
2016
Actual £m

507.1
4.0
511.1

512.8
12.0
524.9

5.7
8.0
13.7

513.7
12.0
525.8

9.1
27.5
14.2
1.0
51.8
27.5
590.4

9.7
21.4
27.9
4.3
63.2
27.8
615.9

0.5
(6.1)
13.7
3.3
11.4
0.3
25.5

9.6
33.1
27.9
1.8
72.3
27.8
625.9

15.8
65.1
1.4
10.5
92.8
(41.0)
497.6
7.2
410.7
104.2
(24.5)

10.2
77.0
2.2
10.0
99.5
(36.3)
516.4
12.0
403.9
104.2
(3.7)

(5.5)
11.9
0.8
(0.4)
6.7
4.7
18.8
4.8
(6.7)
0.0
20.8

12.2
85.1
2.2
10.0
109.6
(37.3)
516.2
12.9
404.7
97.3
1.3

241.5
(326.7)
(15.1)
75.9
(24.5)

241.5
(314.2)
(18.3)
87.3
(3.7)

0.0
12.5
(3.2)
11.5
20.8

241.4
(314.2)
(13.2)
87.3
1.3

Assurances
Commentary

XXXX

The Trust drew down £6.9m of
XXXXX
working capital facility in June,
XXXX
bringing the total to £58.3m.

Concerns & Gaps
Trade and other receivables are
higher than plan due to the level of
outstanding debt relating to the
2015/16 financial year. This has
reduced significantly since May.
The level of payables is reflected in
the Better Payment Practice Code
(BPPC) is below the required 95%
with 46% of payments made within
30 days.

Actions Planned
The focus is on reducing the level of
debts outstanding from both NHS
and non-NHS providers.

Finance
XXXX
Financial
XXXXX Risk Ratings
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Board Sponsor:
Sponsor XXXX
Director of Finance
Assurances
Commentary
Sufficient
XXXX cash for our planned deficit
has
been made available to the Trust
XXXXX
via the interim working capital facility
XXXX
and DH loan.

1. NHSI Overall Risk Assessment Criteria Rating:
Year to date
Trust Overall Rating

Concerns & Gaps
The Trust has a red rating on the
NHSI (NHS Improvement) risk
assessment criteria as a result of the
deficit for 2016/17.

Red
NHSI also measures the Trust
against the risk ratings used by
Monitor.

2. Financial Sustainability Risk Ratings:
Indicator
Overall rating

Year to date
1

Finance
XXXX
Rolling
XXXXXCash Flow Forecast, In Year Surplus, & Capital Programme Expenditure

52

Board
Director of Finance
Board Sponsor:
Sponsor XXXX

Rolling cash flow forecast

Planned and Actual Deficit

10

Apr May Jun

(10)

(70)

(20)

£m Deficit

(15)

(110)

35
30

Nov Dec

(25)

Month
Forecast including support
Forecast excluding support

Capital Programme - cumulative
expenditure trend and projection
against budget

20
15
10
5
0

Plan

Actual

Jan

Feb Mar

XXXXX

Capital
XXXX expenditure is £2.6m for the
year to date, which is below the plan
for the year to date. This is due to
the delayed completion of PFI phase
II and related schemes.

Assurances and Actions Planned

(30)
(35)

25

£m

Oct

(10)

£m(50)

DOFXX
XXX

Aug Sep

(5)

(30)

(130)

Jul

0

(90)

The
Trust was £3.4m adverse
Commentary
against
XXXX the planned deficit in June.

•

(40)
(45)

•

(50)
Planned Deficit

Actual Deficit

Monthly review of capital plans
and actions to ensure the overall
capital resource limit is achieved.
Daily cash monitoring and
planning to ensure sufficient cash
is available to meet immediate
liabilities.

Finance
XXXX
Savings
XXXXX
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Board Sponsor:
Director of Finance
Sponsor XXXX
Assurances
Commentary

XXXX

Sustainability
delivery group reviews
XXXXX
in year savings and development of
XXXX
workstreams for future year
schemes.
Concerns & Gaps
The graph shows in-year delivery
which totals £22.8m which is below
the required level for the year by
£4.4m.

Actions Planned
• Bi weekly meetings with
directorates to review progress of
implementation and ensuring
delivery of the total savings
requirement of £27m.
• Weekly reporting of savings
schemes.
• Implementation of new savings
control mechanism to review any
changes to schemes.

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

Summary
The Governance Risk Rating (GRR) for ED 4 hour performance continues to be a challenge through 2016/17, actions to improve and sustain this standard are
set out earlier in this report. A recovery plan is in place for RTT incompletes and long waiters (please see Key Operational Standards section for
commentary). Cancer figures are undergoing final validation therefore, whilst indicative, the figures presented are not necessarily reflective of the Trust’s
finalised position.
We are scoring ourselves against the Accountability Framework (AF). This requires that we use the performance indicator methodologies & thresholds
provided and a Finance Risk Assessment based upon in year financial delivery & Monitor’s Risk Assessment Framework.
Board compliance statements – number 4 (going concern) and number 10 (ongoing plans to comply with targets) warrant continued board consideration in
light of the in year financial position (as detailed within the Finance commentary) and ongoing performance challenges as outlined within this IPR. The Trust is
committed to tackling these challenges and recovery trajectories are scrutinised on an ongoing basis through the Monthly Integrated Delivery Meetings.
Statement number 11 (information governance) is now being reported as non-compliant due as the Trust is now assessed at level 1 against the IG Toolkit. An
action plan to return to level 2 compliance is being developed and is due to be considered by the Board in July 2016.

CQC reports history (all sites)
Regulatory Area

Jul
15

Aug
15

Sep
15

Oct
15

Nov
15

Dec
15

Jan
16

Feb
16

Mar
16

Apr
16

May
16

Jun
16

Finance Risk Rating
(FRR)

Red

Red

Red

Red

Red

Red

Red

Red

Red

Red

Red

Red

Board non-compliance
statements

1

1

1

1

1

1

1

1

1

2

2

2

Prov. Licence noncompliance statements

0

0

0

0

0

0

0

0

0

0

0

0

CQC Inspections

RI

RI

RI

RI

RI

RI

RI

RI

RI

RI

RI

RI

Location

Standards
Met

Report
date

Overall

Requires
Improvement

Apr-16

Child and adolescent
mental
health wards (Riverside)

Good

Feb-15

Specialist community
mental
health services for children
and young people

Requires
Improvement

Apr-16

Community health services
for children, young people
and families

Outstanding

Feb-15

Southmead Hospital

Requires
Improvement

Apr-16

Cossham Hospital

Good

Feb-15

Frenchay Hospital

Requires
Improvement

Feb-15

Regulatory View
XXXX
XXXXX Provider Licence Compliance Statements at June 2016
Monitor
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Board Sponsor:
Sponsor XXXX
Chief Executive Officer

Self-assessed, for submission to NHS I

Ref
Ref
G4
G4
G5
G7

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

G8
G7

Patient
eligibility
Registration
with and
the Care
selection
criteria
Quality Commission

P1
G8

Patient
eligibility
and
Recording
of information
selection criteria

P2
P1

Provision of information
Recording of information
Assurance report on
submissions to Monitor
Provision of information

P3
P2
P4
P3
P5
P4
C1
P5

Assurance
on National Tariff
Compliancereport
with the
submissions to Monitor
Constructive engagement
concerning local tariff
modifications
Compliance with the National Tariff
The
right of patients
to make
Constructive
engagement
choices
concerning local tariff

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

Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes

A Fit and Proper Person Policy is in place.
Existing processes sufficient. New requirements have been discussed and processes are being put in place
All Executive and Non-Executive Directors have completed a self assessment and no issues have been
to ensure compliance with the new regulations.
identified. Further external assurance checks have been completed on all Executive Directors and no
issues have been identified.
CQC registration
is Trust
in place.
No outstanding
non-compliance
actions
with this
CQC.
Trust is scheduled for
The
Board
has regard to
Monitor guidance
where
is The
applicable.
inspection by the CQC in early November 2014.

CQC registration is in place. The Trust received a rating of Requires Improvement from its inspection in
Trust Board has considered the assurances in place and considers them sufficient.
November 2014 and again in December 2015. A number of compliance actions were identified which
are being addressed through an action Plan. The Trust Board receives regular updates on the progress
of the
action
through
the IPR.
A range of measures and controls
are in
placeplan
to provide
internal
assurance on data quality. Further
developments to pull this together into an overall assurance framework are planned through strengthened
Trust Board has considered
the assurances
place and
considers them sufficient.
Information
Governance in
Assurance
Group.
Information provision to Monitor not yet required as an aspirant FT. However in preparation for this the Trust
A range of measures and
controls are
in place
to future
provide
internal
assurance on data quality. Further
undertakes
to comply
with
Monitor
requirements.

developments to pull this together into an overall assurance framework are planned through

Assurance reports not as
yet requiredInformation
by Monitor since
NBT is not
yet a Foundation
strengthened
Governance
Assurance
Group. Trust. However, once
applicable this will be ensured. Scrutiny & oversight of assurance reports will be provided by Trust's Audit
Information provision to Monitor not yet required as an aspirant FT. However, in preparation for this the
Committee as currently for reports of this nature.
Trust undertakes to comply with future Monitor requirements.
NBT complies with national tariff prices. Scrutiny by CCGs, LAT and NTDA provides external assurance
Assurance reports not as yet required
by Monitor
NBT
is not yet a Foundation Trust. However,
that tariff
is beingsince
applied
correctly.

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.
Trust Board
has considered
the assurances
in place
and considers
them sufficient.
NBT complies with national tariff prices. Scrutiny by CCGs, LAT and NHS Improvement provides
external assurance that tariff is being applied correctly.
Trust Board has considered the assurances in place and considers them sufficient.

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

IC1
C2

modifications
Competition oversight
The right of patients to make
choices
Provision of integrated care
Competition oversight

Yes
Yes
Yes
Yes

IC1

Provision of integrated care

Yes

C2
C1

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

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

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

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

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

XXXX
Regulatory
View
XXXXXCompliance Statements at June 2016
Board

56

Sponsor XXXX
Board Sponsor:
Chief Executive Officer

Self-assessed, for submission to NHS I
No.

Criteria

1

The Board is satisfied that, to the best of its knowledge and using its
own processes and having had regard to the TDA’s oversight model
(supported by Care Quality Commission information, its own
information on serious incidents, patterns of complaints, and
including any further metrics it chooses to adopt), the Trust has, and
will keep in place, effective arrangements for the purpose of
monitoring and continually improving the quality of healthcare
provided to its patients.

The board is satisfied that plans in place are sufficient to ensure
2 ongoing compliance with the Care Quality Commission’s registration
requirements.
The board is satisfied that processes and procedures are in place to

3 ensure all medical practitioners providing care on behalf of the Trust

Comp
(Y/N)

Yes

8

Yes

9

Yes

10

Yes

11

have met the relevant registration and revalidation requirements.

4

The board is satisfied that the Trust shall at all times remain an
ongoing concern, as defined by the most up to date accounting
standards in force from time to time.
The board will ensure that the Trust remains at all times compliant
with regard to the NHS Constitution.

Yes

12

6

All current key risks have been identified (raised either internally or
by external audit and assessment bodies) and addressed – or there
are appropriate action plans in place to address the issues – in a
timely manner.

Yes

13

7

The board has considered all likely future risks and has reviewed
appropriate evidence regarding the level of severity, likelihood of it
occurring and the plans for mitigation of these risks.

Yes

14

5

Comment where noncompliant or at risk of
non-compliance

Criteria

No.

Comp
(Y/N)

The necessary planning, performance, corporate and clinical risk
management processes and mitigation plans are in place to deliver the
annual operating plan, including that all audit committee
recommendations accepted by the board are implemented satisfactorily.

An Annual Governance Statement is in place, and the Trust is compliant
with the risk management and assurance framework requirements that
support the Statement pursuant to the most up to date guidance from HM
Treasury (www.hm-treasury.gov.uk).
The board is satisfied that plans in place are sufficient to ensure ongoing
compliance with all existing targets (after the application of thresholds) as
set out in the relevant GRR; and a commitment to comply with all known
targets going forwards.
The Trust has achieved a minimum of Level 2 performance against the
requirements of the Information Governance Toolkit.
The board will ensure that the Trust will at all times operate effectively.
This includes maintaining its register of interests, ensuring that there are
no material conflicts of interest in the board of directors; and that all board
positions are filled, or plans are in place to fill any vacancies.
The board is satisfied that all executive and non-executive directors have
the appropriate qualifications, experience and skills to discharge their
functions effectively, including setting strategy, monitoring and managing
performance and risks, and ensuring management capacity and
capability.
The board is satisfied that: the management team has the capacity,
capability and experience necessary to deliver the annual operating plan;
and the management structure in place is adequate to deliver the annual
operating plan.

As the Trust has not yet achieved a sustainable position in relation to delivery of the 4
Hour A&E and RTT due to a reliance on external system changes/factors, the Trust is
unable to confirm compliance with this statement

Timescale for
compliance:

Yes

Yes

No

No

Yes

Yes

Yes

Q3 2017/18 – for RTT
Q4 2016/17 – for information governance
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Recommendation:
The Board is asked to approve the Trust Strategy and decide a preferred option for the vision statement

Executive Summary:
The draft Trust strategy was approved for consultation, by the board at its March meeting. A range of engagement events have followed which
are described in Appendix 1 of this paper. As a result of the feedback received alternative vision statements have been considered and these
are presented in Appendix 2 for the board to decide if it wishes to change the vision agreed in March. The changes are in response to the
feedback suggesting insufficient reference to the financial challenges we face and to a request made from the South Gloucestershire Health
Overview and Scrutiny Committee for increased prominence to a need for openness, transparency and candour.
A final draft of the Trust strategy in Appendix 3 is presented for approval by the board subject to confirmation of the agreed vision statement.
Once agreed the final document will be put in to the appropriate format for publication and the ‘strategy on a page’ modified to reflect the
changes made to the main document.

North Bristol NHS Trust
agreed with the overall direction of travel and
strategic themes.

1. Purpose
1.1. To update the Trust Board on the outcome of the
second phase of the communications and
engagement process and approve the Strategy
document.

3. Main Report Content
3.1. Following feedback received at the focus groups a
number of changes were made to the format and
structure of the strategy document ready for phase
two of the engagement process.

2. Background
2.1. The Trust’s draft Five Year Strategy 2016 – 2021
has been developed following detailed analysis of
the organisation and taking into account the future
needs of the population and the changing
environment.

3.2. The second phase was launched on 2 June and a
detailed internal and external communications plan
supported the engagement through this phase using
a range of internal and external channels.

2.2. The Communications and Engagement Plan was
developed to support the launch of the draft strategy
and describes how the Trust will engage with staff,
patients and stakeholders to understand their
opinions and views on the future direction of travel
the organisation.

3.3. A short film was produced and was available on the
Trust’s YouTube channel and was shared via social
media.
3.4. The strategy was also available for comment by staff
and public on the Trust website.

2.3. The first phase of the communications and
engagement plan ran from 3 May until 1 June and
involved testing the strategy with senior members of
staff from all Directorates to gauge initial reactions
and understand how they would engage their staff in
the strategy and what support they would need to
talk to their staff. The second stage involves a full roll
out of the strategy to staff, patients and external
stakeholders.

3.5. A number of open staff meetings, consultant
sessions and a range of stakeholder meetings were
held and were all run by the Medical Director.
3.6. Directorate Leadership teams were also asked to
hold sessions with their teams in which they
discussed the strategy and asked for feedback.
Directorates were provided with a toolkit which
included the strategy on a page, feedback forms and
guidance on how to manage their meetings.

2.4. Senior members of staff attended eight focus groups
at the start of May and feedback showed that there
was considerable appetite for the strategy and they
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North Bristol NHS Trust
4. Summary
4.1. Once the engagement period ended, all feedback
was collated and as a result further changes made to
the strategy document.
4.2. Main changes have included: adding further context
to the Trust’s current position, changing the
language in places to make the document easier to
understand and making it clearer how progress
against the objectives will be monitored and who will
be accountable.
5. Recommendations
5.1. The Trust Board is asked to note the feedback
received and approve the changes made to the
Strategy and consider the alternative vision
statements.
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Appendix 1- Draft Strategy Engagement Period – 2 June 2016 – 15 July 2016
Summary of activity and engagement:
Face to face briefings – Exec led

All staff briefings
Consultant briefings
Members briefings
GP briefings
Other stakeholder briefings
TOTAL

Number of
events to date
7
3
1
1
2

Total attendees
133
17
7
1
Unknown
158

Face to face briefings – Directorate led
Directorates were sent a number of requests to undertake briefings and were offered the support of the
communications team when doing so. We have received feedback from 15 meetings held within
directorates, involving approximately 200 staff.
Website
The strategy page of the NBT website has received 2,444 hits since it went live on 2 June.
Average time spent on the page 04.06 min, average for standard pages is closer to one minute.
Top three sources:
1. Direct access
2. Nbt.nhs.uk
3. Google
Page views via Social Media:




LinkedIn 60
Twitter 63
Facebook 65

The strategy video has been viewed 308 times.
No. feedback forms submitted
Staff
Member of the
public

34
20

Strongly
agree
10
5

Agree

Disagree

13
10

6
2

Social Media
Twitter
Posts
10

Total Impressions
(reach)
10,468

Total Engagements
(retweets, link clicks, likes etc)
246

Strongly
disagree
3
3

Facebook
Posts

Total Reach

12

6,958

Total Engagement
(clicks, reactions, comments)
365

Other:





Articles have been included in Insite staff magazine and Your Hospital public magazine.
Included in Friday Five twice so far.
Message of the Day four times so far.
Included in weekly bulletin.

Common positive comments






Appreciation from both staff and the public that we have taken the time to seek their views.
Majority of those commenting across all forums do agree with the direction in which we’re heading.
Well presented.
Aspirational.
Video brings the strategy to life in a simple and accessible manner.

Commonly occurring/key feedback and recommendations for consideration


Language is unnecessarily complicated/corporate/NHS jargon at times.
Recommendation: reword document in plain English, using a consistent tone of voice and
phraseology.



Insufficient articulation of current financial reality considering the challenges we face.
Recommendation: Make it clearer through the document how delivering on some of our aims will
help us to achieve the necessary savings and/or increase in revenue.



Very generic; lacking specific, measureable objectives.
Recommendation: Develop an implementation ‘road map’ with tangible strategic objectives



The Strategic Themes would benefit from some brief, general examples (e.g. what we’re doing
already) to help staff understand what they mean in practice.
Recommendation: Delivered through annual plan and strategic ‘road map’



Strategic theme number five “Empower Clinicians to lead” needs to address the obvious challenges
(time, skills mix) and also clarify what this means – just doctors/consultants, or all clinical staff?
Recommendation: Clarify the purpose of the theme to devolve power as well as putting clinicians
in charge and make brief reference to the journey we know it will take to empower and enable
clinicians to lead effectively.



Strategic theme number four “Create a workforce for the future” does not talk sufficiently about how
we will nurture existing staff to reduce retention and improve morale.
Recommendation: Insert more positive and realistic commentary around current staffing situation
and clearly articulate how much we value our staff and are committed to developing and supporting
them. Reference commitment to improving wellbeing.



Strategic theme number seven: “Increase our research contribution” is not ambitious enough, they
take particular exception to the word “contribution” and some further modifications are needed to the
accompanying text to ensure it is up to date and adequately reflects the role of research.
Recommendation: Change theme to “Enhance patient care with Research” and adapt text
accordingly.



Negative reaction to the phrase “error free diagnostic services.” Concerns this is unrealistic and
undeliverable.
Recommendation: Consider a positive version of the statement, e.g. “delivery of high quality
diagnostic services, in line with regulatory standards.”



Extremely negative reaction to the phrase “intolerant of errors.” Concerns this will create a culture of
fear and blame and discourage staff from being open and honest about mistakes.
Recommendation: Soften the tone, while keeping the ambition clear. Change to something along
the lines of: “We will be thorough and transparent in our investigation and resolution of errors and
will encourage a culture that shows no complacency and is continuously learning.”



Nursing strategy should be listed along with other supporting/enabling strategies.
Recommendation: Consider if Nursing Strategy needs to be added to the list (section 5.2)



No mention of Southmead Hospital Charity and the role they can/will play in our future development.
Recommendation: Add Charitable Funds Strategy to the list of supporting/enabling strategies in
section 5.2. Insert a new paragraph to the introduction section referencing the supporting role of
Charitable Funds.

Appendix 2 – potential alternative descriptions of the Trust vision
1.
“We will realise the great potential of our organisation by empowering our skilled and
caring staff to deliver innovative, high-quality services in state-of-the art facilities.
This will ensure excellent clinical outcomes and an outstanding experience for our
patients.”
2.
“We will realise the great potential of our organisation by empowering our skilled and
caring staff to deliver innovative, high-quality services in state-of-the art facilities. We
will create a culture of openness, transparency and candour in all that we do. This
will ensure excellent clinical outcomes and an outstanding experience for our
patients.”
3.
“We will realise the great potential of our organisation by empowering our skilled and
caring staff to deliver high-quality and efficient services in state-of-the art facilities.
Clinical outcomes will be excellent and with a spirit of openness and candour we will
ensure an outstanding experience for our patients.”

North Bristol NHS
Trust Strategy
2016-2021
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1 | Executive summary
North Bristol NHS Trust is a provider of local hospital services and complex specialist care
for a large population in the South West of England. Employing over 8,000 highly skilled
and caring staff, we aim to deliver excellent clinical outcomes and a great experience for all
service users: exceptional healthcare, personally delivered. We are one of the largest
hospital trusts in the UK and we treat some of the most difficult medical conditions, in an
increasingly complex patient population.
The Trust ended the 2015/16 financial year with a £51.6m budget deficit, against a planned
deficit of £26m. This adverse position was mainly due to increased use of temporary staff
and lower than expected income, in part resulting from difficulties managing the amount of
work to do through our hospital beds. In 2016/17, and in the years ahead, we aim to reduce
our deficit year on year and return to a position of financial stability.
Achieving our vision to provide the high quality care that we aspire to within the resources
available is an increasing challenge. By improving patient flow, maximising productivity,
using resources including our workforce wisely, and sharing best practice across the Trust,
our finances will be sustainable and we will meet the national standards for operational
performance in the coming years. The aims described in this strategy are designed to
create an organisation in which the necessary savings and efficiencies are delivered to
enable us to do more with the resources already available.
The Trust will work with health and social care partners to develop and implement a
Sustainability and Transformation plan for the Bristol, North Somerset and South
Gloucestershire area. This will improve the lives of residents by ensuring their healthcare
needs are met as mandated in the NHS England Five Year Forward View. The Trust will
also work with specialist commissioners and networks of local providers to ensure high
quality delivery of the specialist services for which we have a wider responsibility to the
population of the South West of England.
This strategy has been developed for the period 2016 - 2021 to provide focus and clarity of
direction for our organisation and its stakeholders. The strategy has been developed
following detailed analysis of the Trust, taking into account activity, quality, performance,
outcomes, opportunities and challenges, and is informed by clinician, staff and patient
views. The detail of this analysis is described in appendices A & B.
The eight strategic themes that will form the basis of our plans over the next five years are:
1) Change how we deliver services to ensure sufficient capacity to meet the demands
of the future
2) Be one of the safest trusts in the UK
3) Treat patients as partners in their care
4) Create an exceptional workforce for the future
5) Devolve decision making and empower clinical staff to lead
6) Maximise use of technology so that the right information is available for the key
decisions
7) Enhance patient care through research
8) Play our part in delivering a successful health and care system
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We are committed to maintaining a culture of openness, transparency and candour in all we
do and especially in the way we communicate with our patients and their families. In
consultation with staff, the Trust developed a set of values that represent what we stand for
and these will underpin the way we deliver the vision through our strategic themes.
Our values are:
 Putting patients first
 Working well together
 Striving for excellence
 Recognising the person
The Board of Directors at North Bristol NHS Trust is committed to creating a strong, vibrant
organisation that is at the forefront of healthcare delivery in the West of England. The Trust
Management Team is responsible for delivering the strategic vision. Each year, the Trust
and Directorate business plans will detail actions that will specify how the strategic themes
will be progressed. Implementation of the business plans is overseen by the Trust
Management Team and the Board.
During 2016/17 the Trust will produce a set of enabling and supporting strategies to include
Quality, Research, Information Management and Technology, Workforce, Estates and
Facilities, Communications and Stakeholder strategies. These will provide more detail and
support delivery of the overall strategy. Progress on implementation of the strategic themes
will be reported annually to the Board.
This strategy sets out a vision for the future and the themes for work streams that will
ensure the vision is realised.
Through this work: “We will realise the great potential of our organisation by empowering
our skilled and caring staff to deliver innovative, high-quality services in state-of-the art
facilities. This will ensure excellent clinical outcomes and an outstanding experience for our
patients.”

2 | Introduction
North Bristol NHS Trust is a centre of excellence for healthcare in the South West and one
of the largest hospital trusts in the UK. The environment and context in which we provide
services is changing rapidly. This strategy will ensure that we continue to provide a high
quality service to patients within an increasingly complex environment whilst also
contributing to the health of the population that we serve and the wellbeing of our staff.
This strategy has been developed for the period 2016-2021 to provide focus and clarity of
direction for our organisation and its stakeholders. It sets out a vision for the future and the
strategic themes that will ensure the vision is realised. The Trust strategy aims to deliver a
successful, sustainable and resilient organisation, playing a full part in an effective health
and care system.
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The successful opening of the Brunel building on the Southmead Hospital site in May 2014
completed an important phase of the long term Trust strategy. The new hospital building
has resulted in a transformative improvement to infrastructure for services. Starting with two
medium sized and separate hospitals in the north of Bristol and South Gloucestershire the
Bristol Health Services plan created a single Acute Trust, which has merged the two
hospitals on to a single site. This has maximised the opportunity for realising the benefits of
size and inter-dependency of services.
North Bristol Trust provides general hospital services for the local populations of South
Gloucestershire, Bristol and North Somerset. We also provide high quality specialist care
for some of the sickest patients in the region. We work in partnership with University
Hospitals Bristol NHS Foundation Trust and following a number of transfers and mergers of
clinical services between the two Trusts we both now provide coherent, high quality
specialist services at scale for the South West region. We also work closely with other
hospital providers in the delivery of networked care, for example hosting the Severn
Network Major Trauma Centre, the South West Major Arterial Centre, the South West
Burns Network and South West Neuromuscular Network.
Having worked hard to deliver a safe transfer in to the new hospital infrastructure we
recognise that the performance, quality and financial sustainability of our service delivery is
not yet at the standard that we would expect. This was demonstrated in the reports of the
Care Quality Commission hospital inspections in 2014 and 2015 which assessed the Trust
as ‘requires improvement’. This strategy and the Trust’s improvement work must address
its financial position and the delays in accessing its services as well as continuing to
develop the highest standards of patient care so that we deliver excellent outcomes and a
patient and carer experience that we can be proud of.
The strategy has been developed following detailed analysis of the Trust taking into
account activity, quality, performance, outcomes, clinician, staff and patient views. It takes a
fresh look at our organisation, at the opportunities available, the challenges that can be
foreseen, and at our strengths and weaknesses. The detailed analysis can be found in
appendices A & B of this document.
The NHS as a whole, including North Bristol Trust, is facing increasing pressure to deliver
more with less. Our plans based on our strategic themes must deliver a sustainable,
recurrent financial surplus. Implementing our strategy will ensure that we make more
efficient use of the resources available to maximise benefit of our resources for patient care
and identify where cost savings can be made.
The overarching strategy will be supported by enabling and supporting strategies including
Quality, Research and Development, Information Management and Technology, Workforce,
Estates and Facilities, Communications and Stakeholder strategies. We will ensure that the
views of key stakeholders, including the local population inform the implementation plans to
enable delivery of the strategy. The Trust Board will monitor and evaluate implementation of
the Trust strategy through the setting of objectives with key performance indicators and
outcome measures agreed on an annual basis. The strategic themes will be reviewed each
year to ensure they reflect an appropriate direction of travel as the environment in which we
work and the population we serve continuously evolves.

Page 5

3 | Our values and vision
3.1 Trust Values
During 2012, in consultation with staff, the Trust developed a description of our underlying
values that represent what we stand for. We know that embedding these shared values in
everything we do will increase staff engagement, improve outcomes and create a positive
experience for patients.
Our values are:
Putting patients first
•
•
•
•
•
•

Understanding the impact of every role on patient care, even if not in direct contact
Taking the time to listen and care
Protect patient confidentiality, privacy and dignity
Be open and transparent if things go wrong
Intervening when others have not, speaking up when necessary
Treating your patient as you would expect a loved one to be cared for

Working well together
•
•
•
•
•

Engaging with colleagues and patients to proactively resolve problems
Demonstrating commitment to shared objectives
Including and consulting others when making decisions that affect them
Offering encouragement and feedback to others
Becoming trusted and respected by staff and patients

Recognising the person
•
•
•
•
•

Making staff and patients feel valued and worth your time
Looking everyone in the eye, acknowledging them and recognising they are people
Appreciating differences and the strength that diversity can bring
Helping the patient understand their condition, involving them in decision making
Taking a holistic approach to care

Striving for excellence
•
•
•
•
•

Continuously reviewing what we do to seek new ideas for improvement
Demonstrating commitment to continuous learning and development
Celebrating efforts and success
Recognising your own limitations, using mistakes as learning opportunities and
remaining resilient when facing challenges
Going the extra mile to make a difference to patients and staff, even if this is
indirectly
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3.2 The vision for the future
We will realise the great potential of our organisation by empowering our skilled and caring
staff to deliver innovative, high-quality services in state-of-the art facilities. This will ensure
excellent clinical outcomes and an outstanding experience for our patients.
We aim to provide best practice care and treatment to deliver excellent clinical outcomes
that are comparable to the best in the world. Care will be delivered safely, ensuring every
patient has an outstanding experience.
We want to be part of a local system of healthcare that provides high quality care to
patients within efficient use of resources and understand that we need to continuously
improve the care we offer so that we deliver in a more productive and efficient way. We
want to be nationally recognised for our specialist services, leading regional provider
networks and developing our services through a combination of clinical excellence,
research and high quality training.

4 | Strategic themes
To deliver our vision the Trust Board has chosen the following themes to form the basis of
our plans over the next five years:
Change how we deliver services to ensure sufficient capacity to meet the demands
of the future.
Within our current portfolio of clinical services, we will need to meet the challenges we face
now and in to the future by managing our resources more efficiently and changing the way
we deliver care, particularly for frail and elderly patients and those with long term
conditions. This will include using the expertise of hospital staff to increase care for patients
in community settings. We will also need to respond to the development of new
technologies that will increasingly customise medical interventions to individual needs.
Be one of the safest trusts in the UK
We will improve delivery of care for our patients by continuously working to increase the
consistency and reliability of our services, eliminating variations in care provision that do not
improve patient outcomes. We will become proficient in working together in teams that
always provide the right care for every individual patient, in the right place. We will then be
one of the safest trusts in the UK, providing outcomes that match the best in the world.
Treat patients as partners in their care
We will develop our relationship with patients and their families/carers so that they are more
involved in making choices about the planning and management of their care. For example,
our ‘Ask 3 Questions’ campaign encourages patients to ask three key questions about their
condition and treatment options. Knowing what’s important to the patient will help us to
guide them to the best decision. We will communicate in a transparent way and with
candour if things go wrong. This will result in significant improvements in how patients
experience the service we offer.
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Create an exceptional workforce for the future
Our highly valued, caring staff are central to everything we do. We will develop a flexible
and multi-skilled workforce that provides the staffing needed for the future. For example, we
will continue to build on our nationally recognised apprenticeship and training programmes
and develop our partnerships with the Universities. Our teams will be able to adapt to the
changing needs of patients and work together to deliver the vision of the Trust. We will
invest in our staff, nurture their talent and develop high performing teams. We will care for
and respect our staff, prioritising their health and wellbeing to become an employer of
choice.
Devolve decision making and empower frontline staff to lead
We will be a clinically led organisation, with frontline staff empowered to make decisions
and implement changes in their area of work, including clinical quality, operational
performance and use of resources. Together the directorate leaders will take the
organisation toward the strategic vision.
Maximise use of technology so the right information is available for the key
decisions
We will innovate and transform our services through an increasing use of technology, to
drive better availability of information to drive better outcomes for patients. This will include
information about individual patient care, which may be at a distance, as well as data about
the processes through which care is delivered. Leaders and teams will then have the
information they need to ensure the Trust vision is realised.
Enhance patient care through research
Research active organisations like NBT deliver better outcomes for patients. In addition,
future improvements in care are dependent on development of today’s research. We will
therefore build on our already significant and growing research portfolio. We are already
one of the top 30 research active trusts in the UK and we aspire to become a world leading
research facility, delivering high quality research of direct patient benefit. Research will
become an embedded component of clinical service delivery.
Play our part in delivering a successful health and care system
We will act as leaders within our healthcare system, using our clinical knowledge and
experience to ensure the most effective care for patients. We will work with partners to
ensure that our patients are treated in the right place, at the right time and that the most
appropriate organisation provides the cost effective care that patients need. We will step up
to play a wider role in making the whole healthcare system successful both through the
BNSSG Sustainability and Transformation plan and also through our leadership of
specialist service networks.

Page 8

4.1 Strategic theme 1 - Change how we deliver services to generate the capacity to
meet the demands of the future
Within our current portfolio of clinical services, we will need to meet the challenges we face
now and in to the future by managing our resources more efficiently and changing the way
we deliver care, particularly for frail and elderly patients and those with long term
conditions. We will also need to respond to the development of new technologies that will
increasingly customise medical interventions to individual needs.
We aim to develop a culture of continuous improvement to ensure every patient receives
the best possible care on every occasion they need it. We will build an organisational
culture that prioritises patients and quality care above all else, with clear values embedded
through all aspects of organisational behaviour. We will deliver care in accordance with
national and local performance targets, notably in relation to Emergency Department
waiting times, referral to treatment times, transfers of care and delivery against Care Quality
Commission hospital inspection recommendations. Our services will be provided within the
available financial, work force and infrastructure resources. We will maximise income from
non-NHS sources such as charitable funds in support of high quality patient care.
Priorities for year one (2016/17)






Minimise delays to inpatient care with timely discharge or transfer when appropriate
Improve the efficiency of outpatients, theatres and bed use to speed up access to
care and maximise effective use of resources.
Improve the quality of information available to leaders and management teams so
that service line reporting is developed to support service line management
Develop and embed the Trust’s service improvement methodology
Begin work with GPs and community providers so that patients with long term and
complex conditions feel supported but hospital attendances are minimised

By 2021 we will:












Have achieved the highest level of rating from regulators
Deliver services that meet all NHS constitution and national cancer minimum
standards
Deliver operational performance standards to which other trusts aspire
Deliver best practice emergency care seven days a week
Have specialist services that meet best practice guidelines for access to care
Rapidly repatriate specialist patients to referring hospitals and health communities in
the best interests of the patient
Have maximised the use of the hospital infrastructure efficiently across the week
Have diagnostic services that support a growing number of providers to deliver
personalised care and ensure that patients receive the best care, first time and in the
most appropriate setting, away from hospital when possible
Use service line costing so the Trust understands how much each of its services cost
and ensure costs do not exceed tariff income
Have eliminated the financial deficit, offering a portfolio of services that deliver a
financially sustainable organisation
Lead networks of providers to deliver complex care that is centralised where
necessary but close to home when possible
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4.2 Strategic theme 2 - Be one of the safest trusts in the UK
We will improve delivery of care for our patients by continuously working to increase the
consistency and reliability of our services avoiding variation in clinical practice where it does
not improve outcome of care. We will become experts at working together in teams to
always provide the right care for individual patients. We will then be one of the safest trusts
in the UK, providing outcomes that match the best in the world.
We have a long standing commitment to improving quality and safety in our services. The
aim is to provide high quality, safe care for each of our patients, in every service and every
time it is needed. We will continue to work with partners to share best practice and ensure
that safe care is embedded within all pathways of care. We expect rapid development of
new technologies that will increase personalisation of medical treatment. Expectations of
patients will continue to increase but available resources will remain significantly restricted.
Quality improvement is therefore a continuous and long term requirement.
We will maintain continued oversight of the outcomes of care through contribution to
national audit, national registries and monitoring of hospital episode statistics. We will
measure and monitor quality performance indicators and take action promptly when needed
to ensure patients always receive the quality of care they need and expect.
Priorities for year one (2016/17)







Ensure infection control processes, including monitoring and reporting are exemplary
Review learning from every patient death and be transparent in our investigations
Ensure that at least 80% of annual Commissioning for Quality and Innovation
(CQUIN) programmes are delivered
Deliver priorities in the annual quality account and Sign up to Safety commitments
Meet all local contractual requirements of quality of care
Develop a suite of outcome metrics relevant to all specialties

By 2021 we will:












Have built a reputation for excellence with outcomes that match the best in the world
Have a culture of continuous learning and transparent investigations that seek to
avoid patient harm as a result of errors in care
Reduce harm events to a minimum level that is best in class amongst UK hospitals
Have developed services that are all providing good outcomes of care in comparison
to benchmarks and with measurably exceptional care in at least 10 specialties
Deliver services that meet patient needs seven days a week
Deliver care in an appropriate, well equipped and clean environment
Offer rapid access to best in class diagnostic services that meet or exceed all
regulatory and professional standards
Be a centre of excellence for quality and service improvement methodologies
Have reduced complexity of care by standardising patient pathways
Have developed team working that manages the complexity of individual patient
needs and ensures that high quality handover between teams (inside and outside
the Trust), enabling seamless care
Publish quality and outcome measures to ensure relentless focus of the organisation
on delivery of the Trust vision
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4.3 Strategic theme 3 - Treat patients as partners in their care
We will change our relationship with patients and their families and carers so that they are
in charge of making choices for the planning and management of their own care. We will
always communicate openly and transparently when responding to individual patient needs.
This will result in significant improvements in how patients experience the services we offer.
The NHS five year forward view proposes that NHS organisations develop new
relationships with patients and communities. We will support people to take control of their
own health – staying healthy, making informed choices about care, managing long term
conditions so that their dependence on health care services is reduced. This will decrease
attendances for urgent care and reduce the amount of time patients spend in hospital. Our
services will change so that patients have rapid access when needed, and care and advice
delivered within their own homes when possible.
Priorities for year one (2016/17)







Embed partnership working between the Trust and patients by ensuring patient and
public involvement in an increasing number of our activities
Improve timeliness, transparency and quality of responses to complaints
Act on information from patient surveys including the Friends and Family tests
Improve involvement of patients, their families and carers in discharge planning and
ongoing decisions
Increase the number of patients with end of life care in their chosen location
Use the ‘ask three questions’ Commissioning for Quality and Innovation (CQUIN)
improvement model so that patients are empowered to get the information they need

By 2021 we will:












Have expert service user involvement in all major change projects and developments
Have patient held care plans in place, including self-care advice where relevant
Have clear written information to support patient consent for all procedures
Have end of life care provided in the setting of choice for patients and families with
24/7 access to expert support
Reduce follow up outpatient appointments to those where the only option for good
care is a face-to-face meeting in the hospital
Release outpatient capacity to provide rapid access for patients who need it urgently
Respect patients’ knowledge of the needs of their own long term conditions wherever
they are cared for in the Trust
Have tailored care to meet the needs of patients with cognitive impairment, mental
health issues or learning disabilities, maximising the opportunity for these individuals
to understand and contribute to decisions about their health
Have a patient experience programme that listens to patients, carers and staff and
learns from their experiences
Actively seek patient feedback and respond promptly to complaints. Teams will
develop the services they offer in response to what patients tell them
Have services that the people who use them rate them highly and recommend them
to others

Page
11

4.4 Strategic theme 4 – Create an exceptional workforce for the future
Our highly valued, caring staff are central to everything that we do. We will develop a
flexible and multi-skilled workforce and plan the staffing we need for the future. Our skilled
teams will be capable of adapting to the changing needs of our patients and work together
to deliver the Trust’s vision. We will invest in our staff, nurturing talent and high performing
teams and ensure time is available for appropriate training. We will respect and care for our
staff, prioritising their wellbeing so that the Trust becomes an employer of choice.
We will ensure safe and competent staffing for our services now and into the future. We
envisage a world where care could be provided in different settings and with clinicians
working in partnership with colleagues in primary, community or social care.
Complex health care is delivered through teams who have the right knowledge, skills and
approach to deliver for the needs of today and to continually develop new approaches for
tomorrow. Our teams must work together so that the barriers between teams do not
compromise patient care.
We are the largest teaching trust in the South West with educational partnerships with the
region’s universities, colleges and a thriving schools and work experience programme. We
have a National Skills Academy for Health Excellence Centre, for the delivery of quality
education for health care support workers. This is designed to support progression within
roles and into higher education, so that there is a sustained pipeline of future workforce.
We want our staff to enjoy working in the organisation and to feel valued and respected in
their roles. We will ensure equality for all by implementing and supporting schemes such as
the workforce race equality standard, and we will embrace and support talent, providing
equal opportunities for those who wish to progress their careers and achieve their potential.
Priorities for year one (2016/17)
 Management skills development in place and impacting positively on delivery
 Appropriate management of sickness and other absence
 Workforce planning capabilities are enhanced and rigorous
 Minimise the use of temporary staff
 All teams upholding the highest professional standards
 Improve staff engagement, health and wellbeing
 Deliver the staff wellbeing CQUIN goals
By 2021 we will:
 Have staff who are all appropriately trained, motivated and well led have all the skills
required to deliver safe care
 Give all staff the opportunity for a greater say in the future of the organisation so that
they can effect and take responsibility for making things happen
 Create a culture of upholding the values and standards of behaviour set by the Trust
 Have strong partnerships with the universities and Deanery to support training of
health care professionals fit for the future
 Have reliable staffing to full establishment
 Show that our staff are proud of the place they work and what they achieve
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4.5 Strategic theme 5 – Devolve decision making and empower frontline staff to lead
Our organisation will be clinically led, with directorates taking responsibility for and making
decisions about their area of work including clinical quality, operational performance and
use of resources.
Clinical leadership leads to better solutions to the complex problems we face. Decisions will
be taken closer to patient care and necessary changes to culture will happen more rapidly.
Our Clinical Directorates are now led by a Clinical Director, General Manager and Head of
Nursing. These leaders will be empowered to take the key decisions on behalf of the
organisation. There is more to be done to engage, enable and equip clinicians to take these
leading roles and we are committed to providing the support, time and training required.
Priorities for year one (2016/17)




Develop a detailed implementation plan for clinically led, service line management as
agreed by the Board. Actions to commence within 16/17 with completion during
2017/18.
Develop and enable clinical leader capability addressing gaps in current skill sets
Align corporate functions to support and enhance clinical directorate success

By 2021 we will:








Hold directorates accountable for delivery of quality care and for managing
performance within available resources through effective service line management
Have clinicians with the time and skills required to lead the organisation and develop
succession plans for their roles
Demonstrate seamless patient care pathways through directorates working together
Have clinical leaders focused on collectively delivering the strategic vision of the
Trust as well as the success of their own areas of responsibility
Have clinical leaders who drive the future success of the organisation as well as
current performance
Have management teams and corporate functions skilled in supporting clinical
leaders to be successful in their roles
Have clinicians who are the key decision makers, playing an integral role in shaping
clinical services of the future
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4.6 Strategic theme 6 – maximise the use of technology so that the right information
is available for the key decisions
We will innovate and transform our services through increasing use of technology to drive
better outcomes and experience for patients. Our clinicians will have accurate and relevant
information to support them to deliver care to patients. Our leaders and teams will have the
data they need to measure the Trust’s improvements. Staff and patients are increasingly
used to instant access to information in their everyday lives and they expect the same when
working or receiving care. Information technology has made many aspects of life more
convenient this will also be applied to health provision.
An important element of self-care is enabling patients to understand and monitor their own
conditions. Access to their own data will be expanded as much as possible to enable
patients to take control of their own conditions. There are also opportunities to use
technology to deliver services in different ways, such as through remote consultations.
The new patient record system introduced in 2015 provides a basis for future system
developments and will support the move to a full electronic patient record. We plan to be a
paper light organisation by 2018. This will include using technology to support good
decision making such as through rapid access to clinical guidelines
Priorities for year one (2016/17)





Stabilise the existing patient record system (Lorenzo)
Develop and implement service line reporting
Implement electronic document management
Agree and deliver a suite of management information reports and support staff to
understand and interpret the data being presented

By 2021 we will:










Have electronic systems that ensure all the information required for individual patient
care is always available to staff in a format that supports their work flow
Have sufficient hardware devices and resilient IT services in the clinical environment
to support use of the electronic patient record
Put in place systems that enable connectivity across the health community allowing
rapid exchange of information to support care wherever patients are located
Use technology to support use of our clinical expertise in caring for patients at a
distance such as virtual clinic consultations and advice and guidance for GPs
Have systems that are accessible to patients to help them understand their own data
and support self-care
Enable leaders to understand how the Trust functions, with real time information,
business intelligence and large scale analysis to support future development
Routinely support demand and capacity analysis and service line reporting
Demonstrate that population data such as the Joint Strategic Needs Assessments is
incorporated into future planning
Have data capture systems that support service improvement methodologies
including rapid cycle tests of change and key performance indicators
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4.7 Strategic theme 7 – Enhance patient care through research
Future improvements in care are dependent on development of today’s research. We have
a significant and growing research portfolio and are one of the top 30 research active trusts
in the UK. Our research output will be expanded and further strengthened by actively
supporting our established research strengths in musculoskeletal, infection, immunology,
neurosciences and urology. Diabetes and respiratory medicine will continue to be
supported alongside emerging strengths in anaesthetics, obstetrics, vascular, surgery and
stroke research.
We aspire to become a world leading research facility that delivers high quality research of
direct patient benefit and to embed a research culture in clinical service delivery. We have
worked with our partner universities and NHS Trusts in the region to form Bristol Health
Partners. This partnership has established 20 Health Integration Teams (HITs) that are
aligned with the research, education and healthcare strengths in Bristol. We intend to
further develop our systems for ensuring rapid introduction of new evidence based care for
the benefit of our patients.
Priorities for year one (2016/17)
•
•
•
•
•

Broaden our research portfolio to offer more of our patients the opportunity to
participate in research
Develop a five year research strategy for the Trust
Invest in our research workforce and facilities to increase our ability to deliver the
research of the future
Increase patient satisfaction with our services
Make research more visible to patients and visitors

By 2021 we will:
•
•
•
•
•
•
•

Improve and integrate research access across the region providing our community
the maximum research opportunities possible
Increase in the research income of the Trust
Have patients who are integral partners in designing and directing our research
Demonstrate academic excellence (publications and grant income) across our
research strengths
Have in place systems to support rapid adoption of new evidence based practice and
research outcomes with direct patient benefit
Have research embedded in clinical services delivering improvements in service
delivery and patient outcomes
Be leaders in research policy and process to improve research outcomes
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4.8 Strategic theme 8 – Play our part in delivering a successful health and care
system
We will be leaders in our health and care system, using our clinical knowledge and
experience to ensure the most effective care for patients. We will work with partners to
ensure that patients are treated in the right place at the right time and that the most
appropriate organisation provides the care that patients need. We will step up to play a
wider role in making the whole healthcare system successful.
The NHS Five Year Forward View states that the traditional divides between primary care,
community services, hospitals, physical and mental health, are increasingly a barrier to the
personalised, coordinated health services patients need. We acknowledge that we need to
build constructive partnerships with commissioners and other providers to ensure that we
are working together for the benefit of patients, wherever they are in the health system.
For good outcomes, patients need all parts of the system to work seamlessly together. Our
vision is that we will take a strong leadership role in the systems in which we works, with
our clinicians driving changes in how care is delivered.
Priorities for year one (2016/17)





Work with partners to develop and start to implement the Bristol, North Somerset
and South Gloucestershire Sustainability and Transformation Plan
Work with partners to design and implement plans that ensure the sustainability of
Weston General Hospital
Prioritise improvements to patient flow through our hospitals, working with key
stakeholders and partners across the health and care system to ensure patients are
only admitted when necessary and are discharged as soon as possible
Minimise delays in transfers of patients to other health care providers through
building effective provider networks

By 2021 we will:








Be a part of a successful and sustainable health and care system
Have developed networks with other providers that ensure patients are managed in
the right place at the right time to meet their needs
Have built strong relationships with all primary, community and secondary care
providers to maximise the effectiveness of care and the patient experience
Be working with partners to ensure that patients are only admitted to hospital care if
it is in their best interests, using advice and guidance from experts to support
community care where possible
Be working with partners to ensure that rehabilitation, enablement and social care
are accessed rapidly and in the most appropriate location to meet patient need,
including those with specialised needs
Have embraced opportunities to partner with other organisations to deliver care in
more effective ways; be they NHS, commercial or third sector
Continuously develop new ways to deliver services, designed for and by the people
who use them, working with partners to develop the whole health and care system
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5 | Next steps and delivery plan
To deliver our vision, we must implement the commitments set out in this strategy.
5.1 Governance
The Board of Directors at North Bristol NHS Trust is committed to delivering the vision
described in this strategy with the aim of creating a strong, vibrant organisation at the
forefront of healthcare delivery in the West of England. The Board will agree the milestones
for delivery of the strategy and the key performance indicators that will track progress. The
strategy will be refreshed annually to ensure that it continues to meet the evolving needs of
the population it serves and responds to technological and clinical advances.
In the annual exercise of agreeing the Trust and Directorate business plans and in the
setting of budgets, the Board will ensure that appropriate resources are directed at
achievement of the aims and ambitions within the strategy. The Trust Management Team
(TMT) is responsible for delivery of the Trust strategy. Members of TMT will work with the
Medical Director in developing supporting strategies and workstreams. The Board will work
closely with the leaders of partner organisations to ensure a collaborative approach to
whole system change and that the Trust is making its contribution to system success.

5.2 Enabling and supporting strategies
The Trust strategy sets out the direction of travel for the organisation and the framework
that will be used when developing detailed plans. Each directorate and corporate area will
develop their own Strategy Implementation Plans setting out specific actions for their
clinical areas and services. This will result in relentless focus on delivery of the Trust
strategy as a whole. The following have been identified as key enabling strategies:
Quality Strategy
To ensure high quality care across all specialties including delivery of safe and effective
care and excellent patient experience
Estates and Facilities Strategy
To ensure a high quality, fit for purpose, flexible estate
Workforce Strategy
To create sufficient flexibility, capacity and capability in the workforce including professional
clinical staff and first class leadership and management skills
Clinical Services Strategy
To forecast future changes in the way clinical care is delivered so that accurate demand
and capacity plans are developed
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IM&T Strategy
To deliver reliable availability of information for individual patient care and high quality data
for organisational function
Research Strategy
To build research capability and ensure rapid introduction of new evidence based care for
the benefit of our patients.
Stakeholder Strategy
To maintain open and effective relationships with partners and other key stakeholders
Communications Strategy
To ensure views are collated and considered within strategy implementation and tools
developed to ensure consistent narrative and implementation of the strategy throughout the
Trust

6 | Conclusion
North Bristol NHS Trust is a provider of complex and acute healthcare for a large population
in the South West of England. We manage some of the most difficult medical conditions, in
an increasingly complex patient population with multiple comorbidities and long term
conditions.
The Trust has the advantage of having invested in a modern estate and equipment, and the
hospital building is designed to enable complex care to a high quality and to provide an
excellent experience for patients. Providing the high quality care to which we all aspire
within the resources available is increasingly challenging and this situation is unlikely to
change. This strategy is designed to create an organisation equipped to find the solutions to
the problems we face and to deliver sustainable success over the long term. High quality,
motivated staff and teams that work effectively together to achieve the Trust’s vision are
fundamental to our future success.
We are a component part of a complex health system. We provide services with significant
and growing demand. We have staff with expertise that can support high quality care in
different settings. Working closely with partners in the system to ensure that the Trust is
used where it adds most value to the population’s health will be critical to ensuring our
vision for the future is realised.
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7 | Appendix A: NBT today
7.1 Clinical services
North Bristol NHS Trust is a provider of acute and specialist health services and includes
services that reach in to the community such as maternity care and diagnostics. The Trust
has 1,050 hospital beds and employs over 8,000 staff. In the financial year 2014/15 we
received an income of £552m. Income for patient care was split 31.6% for specialist
services, commissioned by NHS England and 63% from the Clinical Commissioning
Groups of South Gloucestershire, Bristol and North Somerset.
In 2014/15 we treated over 51,000 inpatients, including day patients, as well as caring for
over 85,000 people in our Emergency Departments. More than 6,000 babies were born at
Southmead, Cossham, at home, or elsewhere in the community and we carried out
approximately 295,000 outpatient appointments. The Trust provides general hospital
services for the local population and a range of specialist services that serve a wider and
more regional population. The general hospital services require a range of skill sets and
infrastructure that can be found in most acute hospitals. The specialist services require
additional skills in areas including diagnostics and equipping.
The Trust’s services have evolved to meet the needs of patients and commissioners.
Working with University Hospitals Bristol NHS Foundation Trust a number of significant
transfers of services have been undertaken between the two major acute providers in
Bristol that ensure care is provided in the most appropriate setting. Where skills are in short
supply, consolidation has taken place to improve patient outcomes. The arrangements have
always given due regard to the need for local provision where possible to ensure a good
patient experience. As a result of the changes made, we host the Severn Region Major
Trauma centre, supported by seven major trauma units in other providers. We also run the
Major Arterial Centre for the vascular network, which is delivered through a ‘lead provider’
model. This includes 24/7 access to a specialised multidisciplinary team which has access
to a £1.5 million ‘hybrid operating theatre’. The plastic surgery service provides a highly
specialised team experienced in the most complex cases in adults and children (delivered
at the Bristol Children’s Hospital). The South West UK Burn Care Network is hosted by the
Trust and covers South and Mid Wales, Devon, Cornwall, Somerset, Wiltshire, Hampshire,
Scilly isles and South Gloucestershire.
This grouping of specialist surgical services including neurosurgery has established the
Trust as an organisation that treats the most complex surgical emergency patients.
Consolidation of urology and breast care services, in addition to established skin cancer,
brain cancer and lower gastrointestinal services has resulted in a centre of excellence for
complex cancer surgery. We also provide diagnostic and specialist components of upper
gastro-intestinal, lung and gynaecology cancer care. The Trust does not provide
radiotherapy or oncology services but works in partnership with University Hospitals Bristol
NHS Foundation Trust to ensure smooth pathways for patients who require these services
following, or in conjunction with, surgical intervention.
Emergency care and cancer care have high demands for diagnostic specialties from both
pathology and radiology. In recent years we’ve made significant investments in two
buildings to house pathology services. The second of these opened in 2016. They are
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occupied by all of the Trust’s pathology services together with a city wide consolidated
service for histopathology and, in partnership with Public Health England, a microbiology
service for Bristol and Bath. The Trust has a long standing genetics laboratory with a
national reputation. The laboratory is at the heart of the West of England Genomics
Medicine Centre. The constellation of general pathology services around a continually
developing molecular biology expertise provides an opportunity to be at the forefront of
technological changes that will deliver the personalised medicine expected in the future.
Radiology underpins all of our clinical services. We have continued to invest in new
technologies for both CT and MRI scans and demand for these services continues to rise.
Working in partnership with Alliance Medical, the Trust will house a Positron Emission
Tomography (PET) scanner from 2016, which will improve diagnostic capability for cancer
patients in Bristol. Interventional Radiology is now undertaking increasing amounts of what
was formerly surgical work. It is expected that this trend will continue and because skilled
radiologists are in short supply it is likely that Interventional Radiology services will be
relatively centralised in the health care system. We need a strong interventional radiology
service to deliver complex surgical work and are already taking patient referrals on a
regional basis.
In addition to the needs of the Trust, diagnostics underpin much of health provision in
primary and community care. The requirement of earlier diagnosis, particularly for patients
with suspected cancer, will increase demand for diagnostic testing as well as the need for
expert interpretation of results that supports decision making in General Practice. Ease of
access to diagnostics will be an important part of future provision. This represents a further
opportunity for us to make a positive contribution to the health needs of the local population.
The Trust’s maternity service is a fundamental part of our provision for the local population.
It has academic strength and an international reputation for expertise in safe, team-based
care. There is much that the rest of the Trust as well as other organisations can learn from
its success. Associated with the maternity services, the Trust provides a specialist
commissioned level three neonatal intensive care unit that specialises in extremely
premature babies. This works within a provider based neonatal intensive care network.
The services we provide today create an interdependent whole. For example, trauma
service provision requires complex orthopaedic services. This makes Southmead Hospital
the natural home for the Avon Orthopaedic Centre, which is one of the largest elective
orthopaedic services in the country providing regional, specialist complex elective care and
services to the local population. Urology and vascular services supporting renal failure
treatment and kidney transplantation is another example of this interdependent working.
The Richard Bright Renal Unit at Southmead Hospital is the largest of its kind in the West of
England. It carries out over 100 kidney transplants every year and has led the way with
laparoscopic kidney transplantation, spousal donation and non heartbeating donor
transplants. Our Neurosciences department is the regional centre for neurological services
for the West of England, including Neurosurgery, Neurology and Stroke, Neuropsychiatry,
Neurophysiology, and Neuropathology. The department also leads the South West
neuromuscular network.
The Interdependency of services suggests there is limited change to the portfolio that could
be made without impacting on the performance of the Trust as a whole. The breadth of
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service delivery creates the Trust’s unique identity and as a result of this service delivery
model the complexity of patients attending the Trust will continue to increase.
7.2 Future demand
As specialist services consolidate within networks and with demographics indicating
increased numbers of people living with more than one long term health condition, we can
expect to see increased demand for our services. The activity projections suggest that
demand for elective work will continue to increase for most specialties, and particularly
orthopaedics which was expected to grow 5% in 2015/16. Given the resource and capacity
constraints in the health system, we will work with commissioners to deliver more care in
the community and closer to home, and also work with patients to enable self-management.
The aim is to minimise increases in demand on hospital services. There are opportunities
for us to grow some of our specialist services if national drivers to improve cancer
identification and treatment lead to more funding in this area. Other conditions such as
stroke care may consolidate within tertiary centres. In order to meet any additional demand,
it is expected that networks within the region will improve, ensuring that patients are
repatriated closer to home as soon as they no longer require the necessary specialist care.
7.3 Market analysis and context
The Trust operates in two main healthcare markets:



Local acute services – predominantly for the population of South Gloucestershire,
Bristol and North Somerset; and
Specialist services – primarily in the South West of England and in some cases,
national.

We are one of two acute trusts in the Bristol area. Over recent years, there have been a
number of service changes between the North Bristol NHS Trust and University Hospitals
Bristol NHS Foundation Trust. No further major changes are planned and it is therefore
expected that the market share will remain stable. Other acute providers in the region are
Royal United Hospitals, Bath, which predominantly serves the population of Bath and North
East Somerset; and Weston Area Health, which serves the population of North Somerset.
Both trusts refer complex or specialist cases to North Bristol NHS Trust. A significant review
of the models of care for hospital services in Weston-Super-Mare is to be undertaken in
2016 with a view to ensuring sustainable, high quality services for this population.
The review may impact the share of care that is provided by health organisations in Bristol,
including North Bristol NHS Trust. We do not expect a change in patient flow with respect to
Bath. The wider Bristol area also hosts a number of private sector providers, which all
provide additional elective capacity to the NHS.
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7.4 Workforce
The Trust employs over 8,000 staff including:
Medical and Dental 853
Admin and Estates 1,620
Healthcare and support staff 1,630
Nursing and Midwifery 2,210
Scientific and Therapy 1,373

Following the move to the Brunel hospital building, staff turnover increased and a number of
individuals with important skills and experience have left the organisation. We will continue
to concentrate on filling gaps in staffing with permanent appointments to reduce
dependence on temporary staffing. There has also been a focus on developing the
necessary skilled staff in areas such as theatres and intensive care. Understanding and
improving management of sickness absence and all aspects of staff wellbeing are also
areas requiring continued focus. The staff survey in 2014/15 was taken after the hospital
move and was a disappointing result, with North Bristol NHS Trust being in the worst 20%
for 10 of the 20 questions. Subsequent information from the staff Friends and Family tests,
and the 2015/16 staff survey have shown an improvement but the Trust Board
acknowledge that there is more to do, as the performance and quality of the services we
provide is dependent upon a well-motivated and highly skilled work force.
We play an important role in developing the health care workforce of the future. We provide
education, teaching and training for undergraduate and postgraduate doctors, nurses,
midwives, allied health professionals and healthcare scientists who work here, which is an
established, respected centre for training healthcare students. Our Apprenticeship Centre is
nationally recognised as an employer based education programme with a Skills Funding
Agency apprenticeship contract. The apprenticeship programme is seen as the start for
many people who go on to fruitful health care careers at all levels, within the Trust and the
wider health and social care economy.
7.5 Research
We have strong links with the University of Bristol and the University of the West of England
(UWE). We have a significant and growing research portfolio with more than 280
researchers delivering 450 research studies in the past year, including 48 commercial trials.
Current research strengths include trauma, urology, MSK, obstetrics, neuroscience
(including movement disorders, multiple sclerosis and Alzheimer’s disease), emergency
medicine, microbiology and diabetes. We are growing in stroke, vascular surgery, dementia
and plastics. We have active research staff in every directorate and all of our regional
specialities are delivering research.
Research, and the associated teaching and learning, supports delivery of care for
approximately 5,000 patients per year. This activity also contributes to staffing capacity.
Research trials give patients’ access to novel treatments and we lead ground breaking
research projects that are trialling new interventions and attracting patients from across the
UK. Outcomes from Trust led research in surgery, musculoskeletal services, microbiology
and obstetrics have been used to update national guidance, demonstrating translation into
care improvements.
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8 | Appendix B: The challenges we face
8.1 Population changes
The demand for healthcare continues to rise. Our populations are increasing, with steady
growth in the number of older people and those living with one or more health conditions.
There is an increasing amount of information available to people in need of health care. It is
expected that increasingly informed patients will exercise their choices of where their care
is provided. Patient voices and more consumerism within health will inevitably lead to
changes in the way the Trust interacts with and responds to the needs of patients. Some of
the challenges and expectations for the future are set out below:














An aging population with increasing numbers living with dementia and long-term
conditions
Greater public expectations– seven day access to care close to homes and a
coordinated approach to health and social care
Increasing complexity of care required by individual patients to achieve best
outcomes
Increasing complexity of interdependent services within the Trust
Requirement to reduce variation in the quality of care
Greater emphasis on keeping people healthy and in charge of their own care
Limited increase in real terms budget for the NHS – the estimated gap between NHS
spending and resources available will rise to £22bn over the next five years
Commissioners and Local Authorities with financial pressures and competing
demands
Working with primary care and other services so that Trust services form part of
integrated care
Innovating and cooperating across organisational boundaries within and beyond the
Trust
Population growth and the need to address inequalities in life expectancy
Growing numbers of patients with multi-morbidities including cross-cutting clinical
conditions such as alcohol related conditions and mental health conditions
Use of NHS funding for providing health care in the community through the Better
Care Fund

8.2 Efficient use of the Trust’s resource
The major immediate challenges facing the Trust are to improve the flow of patients through
the hospital by reducing bed occupancy, balancing capacity to deliver against the demand
and achieving this within the financial resources available. Hospital beds should only be
used for those patients who will gain the most value from what we offer. Too many frail and
elderly patients are cared for in hospital beds when there are more appropriate, cost
effective environments that would better meet their needs.
All of our services need to be delivered to a high standard of quality and efficiency to
manage the anticipated demand into the future.
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To succeed, we must:





Ensure that all planned care is delivered at upper decile productivity
Focus on increasing prevention and avoidance of inappropriate admissions
Make sure that patients are returned to referring hospitals as soon as their needs
can be met there
Work with partners in the health system to manage patients with rehabilitation and
re-enablement needs

Increased productivity must maintain the Trust’s ability to care for increasingly complex
patients as well as releasing more capacity. To expand capacity efficiently it is likely that we
will need to use more hospital resources over a longer working week (six to seven days)
and work in partnership with other providers to share the workload. We must use our
strength in diagnostic services to support clinicians in the Trust, in primary care and
community care to define the health problems of patients and ensure they receive the right
care, in the right place, rapidly.
8.3 Commissioner priorities
National priorities








Securing additional years of life for the people of England with treatable mental and
physical health conditions
Improving the health related quality of life of the 15 million+ people with one or more
long-term condition, including mental health conditions
Reducing the amount of time people spend avoidably in hospital through better and
more integrated care in the community, outside of hospital
Increasing the proportion of older people living independently at home following
discharge from hospital
Increasing the number of people with mental and physical health conditions having a
positive experience of hospital care
Increasing the number of people with mental and physical health conditions having a
positive experience of care outside hospital, in general practice and in the
community
Making significant progress towards eliminating avoidable deaths in our hospitals
caused by problems in care

In South Gloucestershire
 The size of the population of South Gloucestershire is increasing
 There is a steady growth in the number of older residents and those living with one
or more health condition
 The financial environment is challenging which means that more must be achieved
with the resources that are available
 Local people need to be supported to achieve and maintain good health and
wellbeing
 More people are living with heart disease, diabetes, hypertension, dementia and
obesity
 A key objective is to drive integration of out-of-hospital care so that patients are
better managed in the community
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In Bristol
 Tackling the stark health inequalities between affluent and deprived areas
 Addressing the health needs of a rapidly growing, young and ethnically diverse
population
 Improving the health of children in care and of disadvantaged children
 Tackling premature death caused by cancer, which remains the biggest killer of
people aged under 75 in the city (38%)
 Addressing the health needs of those who are living longer and with long-term
conditions such as dementia, especially those aged over 75 who are living alone
 Improving partnerships between GPs, community health and social care workers
 Improving pathways for long term conditions, especially diabetes
 Improving health services for patients with conditions caused by obesity, smoking
and rising rates of alcohol consumption
 Commissioning health promotion services to reduce these problems in the future
 Working closely with the voluntary and community sectors
The NHS Five Year Forward View and NHS Planning Guidance (2016/17) will guide local
commissioner plans and the Trust’s priorities over the next five years. Place based health
planning for populations requires specification of a local Sustainability and Transformation
Plan and leaders in this locality have decided that the population for planning purposes will
be Bristol, North Somerset and South Gloucestershire (BNSSG). The plan will be submitted
to NHS England in June 2016 and the Trust is involved in its development. Since a
significant proportion of the work we deliver is for a wider population in the region, we will
also engage with specialist commissioners and organisations in provider networks to
determine sustainable plans for these services.

Specialised Commissioning challenges – Bristol, North Somerset, Somerset and South
Gloucestershire (BNSSSG)








A diverse population spread across urban and rural settings with variations in levels
of ethnicity, inequality and access
A higher proportion of population aged 65 or over compared to the rest of the UK
A need to improve rates of premature mortality from liver disease
A need to reduce incidents of suicide and self-poisoning
Managing the likely increases in incidence of cardiovascular disease due to smoking,
high alcohol consumption and obesity
Reducing the above national average incidence of malignant melanoma in the South
West
Managing specialist commissioning within a challenging financial environment

8.4 Financial performance
The Trust’s financial position is not sustainable and we must become adept at doing more
with the funds available by using our resources more efficiently, as well as maximising
income. Our Long Term Financial Model sets out the financial plan to 2020/21. To return to
a sustainable position, we have set out to achieve a £150m transformation programme to
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be delivered over the next five years. The recovery of our financial position is now likely to
be extended in light of the 2015/16 out turn position. Re-working of the financial model will
be an annual event to take into account the in-year position and progress with implementing
the strategy.
8.5 Operational performance
Both before and after moving services to Southmead, the Trust has faced challenges in
balancing capacity and demand. Particular concerns relate to:
 Non-elective emergency pathways, demonstrated by poor performance against the
four hour wait standard over a prolonged period
 Orthopaedic, neuroscience and urology elective and cancer capacity, demonstrated
by performance on the Referral To Treatment and cancer standards
 52 week waits for spinal surgery
8.6 Quality and safety of patient care
The Trust Board is committed to providing a high quality of service to patients and to
transparency of information about quality. An Account of the Quality of our services is
published annually and contains a review of the year and identification of the priorities for
quality improvement. The Hospital Standardised Mortality Ratio and Summary Hospital
Mortality Indicator have steadily improved since the move into the Brunel building and
continue to be below the national average. There has been significant improvement in the
mortality statistics for patients admitted at weekends and these are now no different to
those for weekday admission.
Through our Clinical Audit Committee and Quality Surveillance group systems are in place
for monitoring clinical outcomes. As described in the Quality Accounts, the Trust gives
particular priority to contributions to National Audit and National Registries. This allows
clinical teams to compare the outcomes of care at North Bristol NHS Trust with those in
other trusts.
The safety programme is focusing on developing a culture of ensuring that patients always
receive all of the evidence based care that they need and that there is an ongoing
commitment to eliminating errors impacting patient outcome.
The priorities for safe care identified in the last four years’ Quality Accounts are:









Infection control
Preventing deterioration of acutely ill patients including sepsis and acute kidney
injury
Reducing pressure ulcer incidence
Reducing mislabelling of blood tests
Safe systems of care in operating theatres
Improving nutrition assessments
Ensuring medical records and bedside patient documentation are in place
Improving planning, quality and timeliness of discharge information
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8.7 Patient experience
The Trust assesses the experience of patients through the annual national patient surveys,
including the cancer experience survey, the monthly Friends and Family Tests and through
investigation of complaints. Performance in the patient and staff surveys demonstrates
areas for improvement, particularly in relation to customer care and staff engagement.
Although many patients were complimentary about the new environment in the Brunel
building there were also difficulties for patients caused by the disruption of the move and
these were reflected in a decline in patient experience in the subsequent months.
A number of actions have been taken to improve the experience of care including the roll
out of televisions to the single rooms, increased parking and ongoing support from
volunteers.
The priorities for patient experience identified in the Trust Quality Accounts over the past
four years have been:
 Providing patients with clear information about their care
 Improving the experience of cancer patients
 Increasing response rates and learning from the Friends and Family tests
 Improving care for patients with Dementia
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North Bristol NHS Trust
1. Purpose & background
1.1 The attached report updates on progress and issues in relation
to the PFI Phases 1 & 2 and as well as Capital Projects.
2. PFI Phase 1
2.1 The key risks and challenges are set out on the attached report
under Phase 1 Compliance Issues which are reviewed and
managed at regular meetings with Carillion
3. PFI Phase 2
3.1 Carillion have confirmed that the completion of Phase 2 of the
Brunel building will be 29 July 2016.
3.2 Carillion are responding to most compliance issues identified
during the joint inspections of the Phase 2 construction areas.
4. Capital Projects
4.1 The largest delay to the PFI Phase 2 Works Area relates to the
Limewalk Building. This was vacated by Pathology teams by the
end of April 2016 and now decommissioned.
5. Recommendations
5.1 The Trust Board is asked to note the current position and
actions.

This document could be made public under the Freedom of Information Act 2000.
Any person identifiable, corporate sensitive information will be exempt and must be discussed under a 'closed section' of any meeting.

2

PFI Phase 1 Compliance Issues
Issue
Next Action Required
Action
Joint steering group are focused on Water
Hygiene and Fire Safety service packages
Compliance
CSL
and have identified key stakeholders to
review.
Further joint inspections planned with
Fire Integrity
CSL external experts to clarify both parties
technical position
Increase the ventilation rates in the sterile
preparation room: Group have agreed to
Critical Care & Theatre
CCL trial rebalancing in one pair of theatres and
Ventilation
reduce volume in another to understand
impact.
Outpatients Level 1. We have facilitated
engagement with other Trust who have
Door Review
CSL experienced similar issues in order to
expedite. The main revolving door full
review following phase 2 handover.
The working group set up to coordinate
periodic PPM tasks needs greater
Planned Preventative
CSL momentum. Visibility of Statutory remedials
Maintenance (PPM)
and assigned timescales for resolution
require greater transparency
High patient numbers in ED causing
difficulties with access to complete work.
Flexible Duct Replacement
CCL Work in ICU will require 8 to 10 days of
downtime and this is being coordinated with
tap replacement program.
Commercial issues and procurement of
taps is delaying project. ICU have advised
Replacement taps
programme in augmented
CCL flexible duct and tap to be coordinated.
Program consider a maximum of 4 ICU
care areas
beds out at any one time.
Target completion is likely to be extended to
Sept. Only 2 rooms resolved out of 18
Bathrooms Pod Floor
CCL defective due to access restrictions. Other
rooms being surveyed and strips being
retrofitted
key:

Red

No plan to resolve

Amber

Solution agreed but not started

Green

On programme

Frenchay Projects

R.A.G
Status
Amber

Top 10 task types from helpdesk June 2016
107

A/C R&M
Fittings R&M

Amber

Amber

Amber

PFI Phase 2 Key Issues

113

Blinds R&M
Sink R&M
Fittings R&M

128

Delay to Phase 2:

152

Sink
R&M
Lighting
R&M

Carillion have confirmed that the actual completion of Phase 2
of the Brunel building and most externals will be 29 July 2016.

158

Lighting R&M
Fogging
Fogging
Powered Doors
PoweredR&M
Doors R&M

186
196

Amber

0 0

251
330
50 100 100

150200

200

300
250

300

350

Capital Projects

Red

Red

Red

On Track
G

Residential Land: Conditional exchange of contracts
with Redrow achieved. NBT to satisfy final outstanding
conditions precedent which is closure of the Inquiry.

A

Public Open Space: Registration as Village Green
has been completed and Transfer to Winterbourne
Parish Council is being progressed.

G

Frenchay Park House Contracts exchanged on 28th
November 2015, completion due within 18 months.

G
G
G

Delay to Pathology
Limewalk Building is now vacant and decommissioning is
complete. Demolition and site clearance will run into 2017. The
works to build the new Southmead Way will follow with
completion in Autumn 2017

204

AGV R&M
AGV R&M
Internal door R&M
Internal door R&M
Toilet-R&M

Decommissioning: Complete, apart from incoming
utilities

HSCC Land Frenchay: OBC for disposal approved at
March Trust Board
Beckspool House Car Park -Car Park is being reprovided to a base specification which is underway.

Capital Planning Report
20 July 2016

Pathology 1. Works on the First Floor rooms by the atrium will be
completed ready for move in mid-July. Following this the final phase of
works will commence on the opposite side of the corridor to create the
remaining space for PHE. Current programme shows full practical
completion date of 21st Oct 2016, which would facilitate relocation of
Myrtle Rd services late Oct/early Nov
Pathology 2: Following complaints by neighbours the Trust
commissioned an independent acoustic report on roof plant noise
against the Vinci M&E design spec and associated planning condition.
On this basis Vinci have been advised they are non-compliant. This has
been accepted following Vinci’s own review as the attenuation that
should have been installed to the plant was not. Further investigations are
taking place and local complainants are being kept informed, whilst Vinci
and their M&E subcontractor develop a programme and proposals for
remedy. This is estimated to take 10-12 weeks to resolve and will require
review and sign off on proposals by the Trust. Vinci were also issued
with a non-compliance on CAT 3 extract at roof level, which they are
disputing but which is also affected by the above acoustic issue. The
Trust retains the belief they are non-compliant based on the expert
opinion it has received and tests that have been conducted. The remedy
to take the extract 3.5m above the parapet will require planning advice
and the Trust is approaching White Young Green for an initial
assessment. The Trust position is that any costs would be recovered
against the retention if Vinci do not accept the position, which may lead
to further dispute. Added to this issues around CL3 pressure fluctuations
identified through the Commissioning, Witnessing and Validation
process, which prevent the Trust/PHE being able to proceed with ‘live’
fumigation testing at this point will in the projects view delay handover of
the CAT 3 labs on a similar timeline of at least 10-12 weeks, as ‘live’
fumigant tests will not be viable until the roof level extract has been
resolved.
Thornbury & Frenchay Lands for HSCC development: On hold
pending Commissioners Financial commitment
Bath Renal Satellite Unit: FBC due October 2016.Negotiations about
lease cost are continuing- RUH currently refusing to accept NBT’s
position that the rent should only be the cap charge for the land as
stated in the NHS Estates Code. They are including £63,000 in the
proposed £80,000 pa as loss of income for the carpark the unit will be
sited on. Catherine Phillips is involved.

On
Track

R

R

A

A

PFI Phase 2 Progress

On
track

Handover of Works Areas: The Trust has
handed over all works areas with the exception of
Limewalk area. The Limewalk Building was
vacated at the end of April 2016 and is
decommissioned.

R

Construction Progress: Carillion have confirmed
that completion of Phase 2 will be 29 July

G

Construction Quality: The Trust and its advisers
continue to make visits within the Brunel building
extension. Carillion are attending to most items
raised with them, or they are being added to the
schedule of snags
Commissioning Plan: Carillion have maintained
the Joint Commissioning Programme and weekly
meetings held with NBT/CCL/CSL and
Independent Tester to review progress and issues
to achieve handover on 29 July
Post Completion NBT Commissioning Plan:
The Trust has created a programme for this to
arrange the moves into Phase 2 involving key
players and a daily Command Centre briefing will
be held from 1 August along with CSL
Brunel MSCP: Plans are well advanced to open
the public car park on 16 August along with a new
car park at Gloucester House and extended
parking at CDS

G

G

G

G
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Appendix 1
V13 Information Governance Toolkit Submission – Internal Processes
Background
Information governance (IG) is a framework which informs the NHS and its partners of the
processes and procedures that it must have to ensure patient confidentiality is respected;
patient records are held in secure conditions; and information about patients is recorded
clearly and accurately, so that it can be easily read and relied upon by others providing care.
Information, its supporting systems and technology are critical to the successful delivery of
NHS objectives. Systems and technology need to be robust well maintained and effectively
used to protect the confidentiality, integrity and availability of the information that they
provide.
High-profile public sector data losses have brought these issues into the public spotlight in
the last few years; including in the NHS. North Bristol NHS Trust needs adequate assurance
that it has robust systems, technology and processes to minimise the risk incidents affecting
day-to-day operations, or adversely affecting its public reputation.
An Information Governance Assurance Framework supported by the Information
Governance Toolkit (IG Toolkit) was developed by the Department of Health. The IG Toolkit
is a self-assessment and reporting tool that NHS bodies must use to assess local
performance; in line with the requirements set out in the NHS Informatics Guidance and
Operating Framework. Acute Trusts are required to comply with 45 requirements and for our
review we will review the evidence for a sample of these requirements.
V13 (2015/2016) Submission Outcome
Information Governance Toolkit attainment levels
There are two possible grades:
•
•

Satisfactory (green); level 2 achieved on all 45 requirements
Not Satisfactory (red); level 2 not achieved on all requirements

North Bristol NHS Trust IG Toolkit assessment report overall score for 2015/2016 (v13) was:
65% graded red
Previous Audits & Detailed Scrutiny
Previous audits have raised concerns over the Trust’s performance against its claims to be
Level 2 across all 45 requirements.
This year (v13), the criteria which subsequent audits had been based on along with the
advice and recommendations from these audits were set against each of the 45
requirements; thus putting the Trust’s self-assessment under a far more detailed scrutiny
than ever before; raising a number of gaps in the evidence to support some of the Level 2’s
previously thought to be robust.

Raising the Bar
Year on year as is to be expected with the changing IG and IT Security agenda the bar is
raised for organisations like the Trust to produce robust evidence to support the need for
well maintained and effectively used information.
Additional evidence was required in v13; changes in phrases occurred requiring further
evidence and processes to be changed. Due to some of these changes and additional
required evidence, we were found to be short, resulting in a drop from Level 2 to Level 1.
Competing Pressures
There were also competing pressures on the Trust during the year, particularly during and
especially following the implementation of Lorenzo; as highlighted in an audit review.
Audit Review & Overall Conclusion
The audit review took place April/May 2016 (after submission).
Based on the findings, “significant assurance with minor improvement opportunities
has been provided in relation to our review of Information Governance”.
It was noted that the Trust has an Information Governance Management Framework in place
that sets out the key responsibilities of individuals and committees across the Trust and an
Information Governance Management Committee in place which met on a monthly basis.
The group was responsible for reviewing the Information Governance Toolkit Audit Action
Plan as well as reviewing and signing off toolkit submissions made throughout the year.
In the current year the toolkit was submitted after the submission deadline; as agreed by the
Information Governance Committee, with six requirements being self-assessed as Level 1
rather than the required Level 2 status.
The audit review focussed on the quality of the self-assessment of the Trust, rather than its
performance against Level 2, which was self-assessed by the Trust as being below the
required standard.
V14 Information Governance Toolkit
V14 was published on the 27th May 2016 and work was already underway to improve the
Level 1’s ready for the July 2016 ‘Baseline’ submission (31st).
Detailed improvement plans are in place for each requirement; for both Level 1’s and Level
2’s, which will allow the Trust to clearly identify where improvement has been made and/or
there are gaps in compliance and will also ensure and assure that we meet the Level 2
targets for the forthcoming year.
The improvement plans will be reviewed by the Trust governance processes throughout the
financial year.
The Information Governance Committee will sign off and report into the Trust’s IM&T
Committee at each submission stage throughout the year.
Once this work has been completed work on the Level 2’s which were not as robust as they
should have been will commence.

Information Governance 2015/16 Assessment

Appendix 2

Past
Level (v12)

Current
Level (v13)

Whilst ultimate responsibility for Information Governance rests with the most senior level of
accountability, for example, in an NHS organisation this will be the Board, there needs to be a
robust framework for managing Information Governance that extends throughout the
organisation.
Organisations need clear policies and strategies covering all aspects of the Information
Governance agenda so that staff understand both the spirit and the detail of what they
are expected to do. The approval of Information Governance related documentation by
the senior management tier provides formal evidence of ownership and accountability for
Information.

2

2

The Information Governance Committee terms of reference is expected to be subject to annual
review and was last due for review in February 2016.
As at
the date of the submission these terms of reference were marginally out of date.

2

2

Some Policies were not ratified and some policies subject to review had not been completed.
As at the date of submission these policies were marginally out of date.

Organisations are responsible for obtaining appropriate contractual assurance in respect of
compliance with Information Governance (IG) requirements from all bodies that have access to
the organisation’s information or conduct any form of information processing on its behalf. This
is particularly important where the information is about identifiable
individuals.

2

2

13-111

Organisations need to ensure that those undertaking work on behalf of the organisation do so in
a lawful manner and meet all appropriate Information Governance (IG) requirements. It is vital
therefore that the contracts of permanent, temporary, and locum staff contain clauses that
clearly identify responsibilities for confidentiality, data protection and information security.
Organisations must take reasonable steps to vet staff and provide IG training, or request
appropriate training is undertaken before permitting them to access systems and information.

3

2

Previous audits have raised concerns over the Trust's performance against its claims to be Level 2
across this and all 44 other requirements. The criteria, which subsequent audits have been
based on were set against this requiremt; thus putting the Trust's self-assessment under a far
more detailed scrutiny than ever before; raising a number of gaps in the evidence to support
As a result we would not be able to
some of the Level 2's and 3's previously thought robust.
substantiate or support the evidence required to achieve Level 2 if audited.

13-112

To ensure organisational compliance with the law and central guidelines relating to
Information Governance (IG), staff must receive appropriate training. Therefore, annual IG
training is mandatory for all staff, (comparable to health and safety training) and staff IG training
needs should be routinely assessed, monitored and adequately provided for.

2

Marginal
Level 2

The Trust monitor and report compliance with training to the Mandatory Training Steering Group
who meet on a monthly basis. During the year the Trust have reported the non-compliant levels
of IG training at the group and at a meeting during the year specifically discussed the actions to
be taken to improve compliance levels to meet the required level of 95%.
However, the level of compliance reported to the end of February was 86%, which is below the
required level of 95%. The lower level of compliance reflects those staff that are held on the ESR
system, however this system will not include all temporary staff who receive appropriate levels
of training (recommendation two).
There is no report available to substantiate this view that, when all temporary workers are
considered, the training compliance levels are above 95%.
As a
result we are not able to substantiate the statement to achieve Level 2:
At least 95% of all staff, including new starters, locums, temporary, students and staff
contracted to work in the organisation have completed their annual IG training in the period 1
April to 31 March.

Req No

Description

Reasons for Drop / Rise / Maintenance in Level

Information Governance Management
13-101

13-105

13-110

Level 2 maintained

Information Governance 2015/16 Assessment
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Confidentiality and Data Protection Assurance
13-200

Confidentiality and data protection is a key element of the Information Governance
agenda. The confidentiality and data protection framework should be supported by
adequate skills, knowledge and experience across the whole organisation. The levels of
competency should be in line with the duties and responsibilities of particular posts or staff
groups to provide an adequate level of assurance.

2

3

13-201

All organisations have a legal duty to keep all personal information secure and to respect
confidentiality when personal information is held in confidence. This requires all staff are aware
of their responsibilities set out within a code of conduct or equivalent guidance,which is
supported by relevant policies and appropriate procedures. Organisations also have a duty to
ensure that staff share personal information appropriately when the sharing is for care purposes.

2

2

The Data Protection Act 1998 provides conditions that must be met when processing
personal information. In addition, where personal information is held in confidence (e.g.
details of care and treatment), the common law requires the consent of the individual
concerned or some other legal basis before it is used and shared. Staff must be made
aware of the right of an individual to restrict how confidential personal information is
disclosed and the processes that they need to follow to ensure this right is respected.

2

13-203

The Data Protection Act 1998 (DPA) provides a general requirement for individuals to
be informed about how personal information relating to them is used and shared – this
is termed ‘fair processing’. Above and beyond this requirement, where the personal
information concerned is confidential in nature the steps that must be taken to ensure that
individuals are effectively informed are more demanding. In addition, the DPA and the common
law of confidentiality and Department of Health policy provide individuals with rights in respect
of such data which individuals must also be informed about.

2

Marginal
Leve 2

13-205

Under section 7 of the Data Protection Act 1998, subject to certain conditions, an
individual is entitled to be informed whether personal data about them is being processed by or
on behalf of the data controller. In the response to the Caldicott2 Report, the Department of
Health confirmed that service users should have access to information about themselves even if
it was obtained through new or non-traditional approaches (for example, virtual consultations)
to delivering health and care services. Organisations must have procedures in place to ensure
that individual’s rights of access are met within a timely and appropriate fashion.

2

2

13-202

Confidentiality and Data Protection Assurance is effectively incorporated within the broader IG
work plan. The IG committee was routinely and adequately briefed on confidentiality and data
protection issues.
The Trusts achievement of level 3
compliance was confirmed at the Information Governance Committee prior to final submission.
This meeting was attended by both the SIRO and Caldicott Guardian.

Level 2 maintained

2
Level 2 maintained

Previous audits have raised concerns over the Trust's performance against its claims to be Level 2
across this and all 44 other requirements. The criteria, which subsequent audits have been
based on were set against this requiremt; thus putting the Trust's self-assessment under a far
more detailed scrutiny than ever before; raising a number of gaps in the evidence to support
some of the Level 2's and 3's previously thought robust. There is no real evidence to fully
support whether 'service users' have been involved in drawing up the communications materials
and agreeing how best to communicate them to patients. The organisation’s communications
strategy (58 pages) has been developed but does not inform 'services users' of their rights in
respect of information about them including their right to object to the use or sharing of
information about them that is held under an obligation of confidentiality.
As a result we were really not able to substantiate or support the evidence required to achieve
Level 2

Level 2 maintained

Information Governance 2015/16 Assessment

13-206

Organisations should ensure that access to confidential personal information is monitored and
audited locally and in particular ensure that there are agreed procedures for investigating
confidentiality events.

2

Marginal
Level 2

13-207

When confidential personal information that can identify an individual is shared, both the
disclosing and receiving organisations should have procedures that meet the requirements of law
and guidance and make clear to staff the appropriate working practices. In some circumstances
these procedures (and the law and guidance on which they are based) should be set out within
an agreed information sharing agreement or protocol.

2

2

Organisations are responsible for the security and confidentiality of personal information they
process. Processing may include the transfer of that information to countries outside of the UK,
and where person identifiable information is transferred, organisations must comply with both
the Data Protection Act 1998 and the Department of Health guidelines.

2

Organisations should ensure that when new processes, services, systems and other
information assets are introduced that the implementation does not result in an adverse
impact on information quality or a breach of information security, confidentiality or data
protection requirements. For best effect, requirements to ensure information security,
confidentiality and data protection and information quality should be identified and agreed prior
to the design, development and/or implementation of a new process or system.

2

13-209

13-210

Appendix 2

Previous audits have raised concerns over the Trust's performance against its claims to be Level 2
across this and all 44 other requirements. The criteria, which subsequent audits have been
based on were set against this requiremt; thus putting the Trust's self-assessment under a far
more detailed scrutiny than ever before; raising a number of gaps in the evidence to support
some of the Level 2's and 3's previously thought robust. There is an 'Access to Confidential
Information' Policy, which is available on the Trusts Intranet via SharePoint. There is no real
evidence to say that all staff members with the potential to access confidential personal
information have been informed that monitoring and auditing of access is being carried out, of
the need for compliance with confidentiality and security procedures and the sanctions for
failure to comply.
As a result we would not be able to substantiate or support the
evidence required to achieve Level 2 if audited.
We have been awaiting the completed build and implementation of the Lorenzo Audit Tool,
since 'go live'.

Level 2 maintained

2
Level 2 maintained

Marginal
Level 2

Previous audits have raised concerns over the Trust's performance against its claims to be Level 2
across this and all 44 other requirements. The criteria, which subsequent audits have been
based on were set against this requiremt; thus putting the Trust's self-assessment under a far
more detailed scrutiny than ever before; raising a number of gaps in the evidence to support
some of the Level 2's and 3's previously thought robust. There is no real evidence of the
process to substantiate our claim to Level 2. There is no real evidence to say that all staff
members who may be responsible for introducing changes to processes or information assets
have been effectively informed about the requirement to seek approval from the appropriate
group. All new implementations do not follow the documented procedure, as the procedure is
not robust enough and or been implemented into the organisation.
As a result we would not be able to substantiate or support the evidence required to achieve
Level 2 if audited.
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Appendix 2

Information Security Assurance
13-300

Information security is a key element of the Information Governance agenda. The
information security assurance framework should be supported by adequate skills,
knowledge and experience across the whole organisation. The levels of competency
should be commensurate with the duties and responsibilities of particular posts or staff
groups to provide an adequate level of assurance.

2

3

Information Security Assurance is effectively incorporated within the broader IG work plan. The
IG committee was routinely and adequately briefed on Information Security issues, they review
the assessment of the Information Security Assurance requirements against business criticalities
and sign off the work done before formal approval by the senior management level of the
organisation.
The Trusts achievement of level 3
compliance was confirmed at the Information Governance Committee prior to final submission.
This meeting was attended by both the SIRO and Caldicott Guardian.

13-301

A methodical information security risk assessment and management process should be
in place to ensure that the organisation (and any suppliers) identifies, implements and
manages controls to monitor and reduce the risk to the organisation, its person identifiable
information and critical Information Assets.

2

Marginal
Level 2

Previous audits have raised concerns over the Trust's performance against its claims to be Level 2
across this and all 44 other requirements. The criteria, which subsequent audits have been
based on were set against this requiremt; thus putting the Trust's self-assessment under a far
more detailed scrutiny than ever before; raising a number of gaps in the evidence to support
some of the Level 2's and 3's previously thought robust.
The Information Risk Assessment
and Management Programme should be a core activity for the organisation. Reviews (e.g. peer
review, spot checks, internal and/or external audit) are not regularly carried out to assess the
effectiveness of programme.
As a result we would not be able to
substantiate or support the evidence required to achieve Level 2 if audited.

13-302

Damage resulting from potential and actual Serious Incidents Requiring Investigation
(SIRIs) and information security events should be minimised and lessons learnt from
them. All security incidents, suspected or observed, should be reported, recorded and
investigated and appropriate actions taken to address the incident and learn lessons
(where possible) so that they do not recur. This includes weaknesses identified in systems design
or operational procedures that potentially may result in an information security incident.

2

2

This requirement addresses the obligations placed on an organisation that has
Registration Authority (RA) responsibilities. RA responsibilities should be managed as
an organisation Information Asset, by the assigned Information Asset Owner (IAO), or
equivalent and should be identified in the organisation’s Information Asset Register. The
IAO will further ensure that individuals assigned RA responsibilities, have sufficient skills and
access to knowledge to perform their roles, that there are procedures to ensure all NHS
Smartcards and access profiles are issued appropriately and that RA equipment (hardware and
software) and consumables meet current specifications, are adequately maintained, subject to
business continuity and contingency planning needs, and are securely stored.

2

Monitoring and enforcement processes are in place to ensure NHS national application
Smartcard users comply with the terms and conditions of use

2

13-303

13-304

Level 2 maintained

2

Level 2 maintained

2

Level 2 maintained
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13-305

Operating and application information systems (under the organisation’s control) support
appropriate access control functionality and documented and managed access rights are in place
for all users of these systems

2

1

Previous audits have raised concerns over the Trust's performance against its claims to be Level 2
across this and all 44 other requirements. The criteria, which subsequent audits have been
based on were set against this requiremt; thus putting the Trust's self-assessment under a far
more detailed scrutiny than ever before; raising a number of gaps in the evidence to support
some of the Level 2's and 3's previously thought robust. There is no real evidence that reports
are generated by system utilities, procedures, system documentation or system configuration
details (e.g. password strength settings, threshold for number of failed login attempts etc).
There is no real evidence of security reports, access log files generated by the system, the
Information Asset's System Level Security Policy and associated access management procedures
such as user registration and deregistration including temporary access (e.g. contractors/visitors;
signatures/electronic evidence of authorisations; the disabling and erasure of unused accounts;
disabling of access to files that are no longer required for current staff positions).
As a result we would not be able to substantiate or support the evidence required to achieve
Level 2 if audited.
The
Trusts achievement of level one compliance was confirmed at the Information Governance
Committee prior to final submission. This meeting was attended by both the SIRO and Caldicott
Guardian.

13-307

An effectively supported Senior Information Risk Owner takes ownership of the organisation’s
information risk policy and information risk management strategy

2

1

Previous audits have raised concerns over the Trust's performance against its claims to be Level 2
across this and all 44 other requirements. The criteria, which subsequent audits have been
based on were set against this requiremt; thus putting the Trust's self-assessment under a far
more detailed scrutiny than ever before; raising a number of gaps in the evidence to support
Due to the changes in structures and
some of the Level 2's and 3's previously thought robust.
staffing over the past 12/18 months prior to submission there has not been sufficient evidence to
support the SIRO and all other staff being assigned responsibility for co-ordinating and
implementing information risk management have being appropriately trained to carry out their
There was no evidence to support the implementation of Information Asset
role.
Owners (IAOs) in the Trust to carry out regular risk reviews of the assets for which they are
accountable.
As a result we would not be
able to substantiate or support the evidence required to achieve Level 2 if audited.
The Trusts achievement of level one compliance was confirmed at the Information Governance
Committee prior to final submission. This meeting was attended by both the SIRO and Caldicott
Guardian.

13-308

All transfers of hardcopy and digital person identifiable and sensitive information have been
identified, mapped and risk assessed; technical and organisational measures adequately secure
these transfers

2

2

Business continuity plans are up to date and tested for all critical information assets (data
processing facilities, communications services and data) and service - specific measures are in
place

2

13-309

Level 2 maintained
3

The Trusts achievement of level 3 compliance was confirmed at the Information Governance
Committee prior to final submission. This meeting was attended by both the SIRO and Caldicott
Guardian.

Information Governance 2015/16 Assessment

Appendix 2

13-310

Procedures are in place to prevent information processing being interrupted or disrupted
through equipment failure, environmental hazard or human error

2

1

Previous audits have raised concerns over the Trust's performance against its claims to be Level 2
across this and all 44 other requirements. The criteria, which subsequent audits have been
based on were set against this requiremt; thus putting the Trust's self-assessment under a far
more detailed scrutiny than ever before; raising a number of gaps in the evidence to support
some of the Level 2's and 3's previously thought robust.
There is no evidence that IAOs have
implemented the planned procedures and controls to ensure that the processing of information
assets is appropriately protected from interruption or disruption.
There is no evidence of consolidated reporting to an appropriate senior manager or committee,
or through the inclusion of relevant statements within the organisation's Information Asset
Register.
At the time of submission
there was not enough robust evidence to support Level 2 requirements.
The Trusts achievement of level one compliance was confirmed at the Information Governance
Committee prior to final submission. This meeting was attended by both the SIRO and Caldicott
Guardian.

13-311

Information Assets with computer components are capable of the rapid detection, isolation and
removal of malicious code and unauthorised mobile code

2

Marginal
Level 2

Previous audits have raised concerns over the Trust's performance against its claims to be Level 2
across this and all 44 other requirements. The criteria, which subsequent audits have been
based on were set against this requiremt; thus putting the Trust's self-assessment under a far
more detailed scrutiny than ever before; raising a number of gaps in the evidence to support
some of the Level 2's and 3's previously thought robust.
The is no real evidence of approved
and documented controls and procedures to mitigate against malware risks have been
implemented.
As a result we would not be able to
substantiate or support the evidence required to achieve Level 2 if audited.

13-313

Policy and procedures are in place to ensure that Information Communication Technology (ICT)
networks operate securely

2

Marginal
Level 2

Previous audits have raised concerns over the Trust's performance against its claims to be Level 2
across this and all 44 other requirements. The criteria, which subsequent audits have been
based on were set against this requiremt; thus putting the Trust's self-assessment under a far
more detailed scrutiny than ever before; raising a number of gaps in the evidence to support
some of the Level 2's and 3's previously thought robust.
There is little evidence to show that the following requirement had been met:
The identified controls and procedures have been implemented in respect of all ICT networks in
accordance with policy.
From review of the evidence uploaded to the toolkit it was noted the Trust had uploaded the
relevant policies rather than, as recommended, a single document which shows how the policies
and controls have been implemented.
Following our discussion with the Trust it was understood that procedures have been
implemented in respect of all ICT networks, however there was no documentation or evidence
available to support the conclusions reached (recommendation two).
As a result we
would not be able to substantiate or support the evidence required to achieve Level 2 if
audited.
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13-314

Policy and procedures ensure that mobile computing and teleworking are secure

2

Marginal
Level 2

Previous audits have raised concerns over the Trust's performance against its claims to be Level 2
across this and all 44 other requirements. The criteria, which subsequent audits have been
based on were set against this requiremt; thus putting the Trust's self-assessment under a far
more detailed scrutiny than ever before; raising a number of gaps in the evidence to support
some of the Level 2's and 3's previously thought robust.
There is not sufficient evidence to
say that all mobile or teleworkers are appropriately approved, authorised and made aware of
procedures/guidelines or that robust remote access solutions and adequate information security
functionality for mobile devices and removable media has been provided.
As a result we would not be able to substantiate or support the evidence required to achieve
Level 2 if audited.

13-323

All information assets that hold, or are, personal data are protected by appropriate
organisational and technical measures

2

Marginal
Level 2

Previous audits have raised concerns over the Trust's performance against its claims to be Level 2
across this and all 44 other requirements. The criteria, which subsequent audits have been
based on were set against this requiremt; thus putting the Trust's self-assessment under a far
more detailed scrutiny than ever before; raising a number of gaps in the evidence to support
some of the Level 2's and 3's previously thought robust.
The Information Asset Register
should include all assets that comprise or hold personal data, with a clearly identified
accountable individual (IAO). The Asst Register was not necessarily in a viable state to ensure a
robust Level 2.
As a result we would not be able to substantiate
or support the evidence required to achieve Level 2 if audited.

13-324

The confidentiality of service user information is protected through use of pseudonymisation and
anonymisation techniques where appropriate

2

Marginal
Level 2

Previous audits have raised concerns over the Trust's performance against its claims to be Level 2
across this and all 44 other requirements. The criteria, which subsequent audits have been
based on were set against this requiremt; thus putting the Trust's self-assessment under a far
more detailed scrutiny than ever before; raising a number of gaps in the evidence to support
some of the Level 2's and 3's previously thought robust. There is not enough robust evidence
to support the planned business process changes around the implementation and delivery of
pseudonymised and/or anonymised data used for all secondary purposes where patient consent
has not been granted or permission to process confidential service user data is not provided by
law.
As a result we would not be able to substantiate or support the
evidence required to achieve Level 2 if audited.

2

2

2

2

2

2

2

2

Clinical Information Assurance
13-400
13-401
13-402
13-404

The Information Governance agenda is supported by adequate information quality and records
management skills, knowledge and experience
There is consistent and comprehensive use of the NHS Number in line with National Patient
Safety Agency requirements
Procedures are in place to ensure the accuracy of service user information on all systems and /or
records that support the provision of care
A multi-professional audit of clinical records across all specialties has been undertaken

Level 2 maintained
Level 2 maintained
Level 2 maintained
Level 2 maintained
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13-406

Procedures are in place for monitoring the availability of paper health/care records and tracing
missing records

Appendix 2

2

2

Previous audits have raised concerns over the Trust's performance against its claims to be Level 2
across this and all 44 other requirements. The criteria, which subsequent audits have been
based on were set against this requiremt; thus putting the Trust's self-assessment under a far
more detailed scrutiny than ever before; raising a number of gaps in the evidence to support
some of the Level 2's and 3's previously thought robust.
There is not enough evidence to
support the procedures for monitoring the availability of paper health/care records have been
implemented and action taken where availability of records is considered poor.
As a result we would not be able to substantiate or support the evidence required to achieve
Level 2 if audited.

Secondary Use Assurance
13-501

National data definitions, standards, values and data quality checks are incorporated within key
systems and local documentation is updated as standards develop

2

Marginal
Leve 2

Previous audits have raised concerns over the Trust's performance against its claims to be Level 2
across this and all 44 other requirements. The criteria, which subsequent audits have been
based on were set against this requiremt; thus putting the Trust's self-assessment under a far
more detailed scrutiny than ever before; raising a number of gaps in the evidence to support
some of the Level 2's and 3's previously thought robust.
There is not enough evidence to
support service user information systems having data quality checks built in that cannot be
switched off or be overridden by operational staff or documentation for key service user
information systems is regularly reviewed and updated in line with changes to national NHS
and/or care standards definitions and values.
As a result we would not be able to substantiate or support the evidence required to achieve
Level 2 if audited.

13-502

External data quality reports are used for monitoring and improving data quality

2

Marginal
Level 2

Previous audits have raised concerns over the Trust's performance against its claims to be Level 2
across this and all 44 other requirements. The criteria, which subsequent audits have been
based on were set against this requiremt; thus putting the Trust's self-assessment under a far
more detailed scrutiny than ever before; raising a number of gaps in the evidence to support
some of the Level 2's and 3's previously thought robust.
There is not enough evidence to
support the process for acting on external data quality advice and guidance or appropriate
actions taken. There is insufficient evidence to support the advice and guidance and the actions
taken. There is insufficient evidence that this is shared with the Board/senior management team
or delegated sub-committee/group.
As a result we would not be able to substantiate or support the evidence required to achieve
Level 2 if audited.

13-504

Documented procedures are in place for using both local and national benchmarking to identify
data quality issues and analyse trends in information over time, ensuring that large changes are
investigated and explained

2

2
Level 2 maintained
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13-505

An audit of clinical coding, based on national standards, has been undertaken by a Clinical
Classifications Service (CCS) approved clinical coding auditor within the last 12 months

2

Marginal
Level 2

13-506

A documented procedure and a regular audit cycle for accuracy checks on service user data is in
place
The secondary uses data quality assurance checks have been completed
Clinical/care staff are involved in quality checking information derived from the recording of
clinical/care activity

2

2

2
2

2
1

Level 2 maintained
Previous audits have raised concerns over the Trust's performance against its claims to be Level 2
across this and all 44 other requirements. The criteria, which subsequent audits have been
based on were set against this requiremt; thus putting the Trust's self-assessment under a far
more detailed scrutiny than ever before; raising a number of gaps in the evidence to support
some of the Level 2's and 3's previously thought robust.
There was insufficient evidence to
support the strategy for involving clinical/care staff in quality checking information or
implemented and that clinical/care staff are involved with quality checking the data they
produce.
TheTrusts achievement of level one compliance was confirmed at the Information Governance
Committee prior to final submission. This meeting was attended by both the SIRO and Caldicott
Guardian.

Training programmes for clinical coding staff entering coded clinical data are comprehensive and
conform to national clinical coding standards

2

3

The Trusts achievement of level 3 compliance was confirmed at the Information Governance
Committee prior to final submission. This meeting was attended by both the SIRO and Caldicott
Guardian.

13-507
13-508

13-510

The Trust have assessed their performance at Level 2, meeting the following criteria:
There are documented procedures for the annual audit of clinical coding. A clinical coding audit
programme has been initiated.
Any recommendations made in previous clinical coding audits have been noted and actioned. An
overall % accuracy score in a clinical coding audit of greater than or equal to level 2 scores in the
guidance has been achieved.
From review of the evidence uploaded to the system it was noted that the following
informationuploaded:
There was some evidence of clinical coding policies and procedures, however, the coding
timetable related to the 2012-13 financial year.
The clinical coding audit report related to the 2013-14 financial year, and therefore did not
evidence that a programme of work had been undertaken in 2015-16.
The recommendations showing as actionedrelated to the 2013-14 financial year, there was no
information related to the 2014-15 financial year.
Follow up discussions with the Trust identified that this evidence was indeed available but had
not been uploaded to the toolkit (recommendation three). Review of this evidence identified
thatthe clinical coding audit percentage target for Level 2 compliance with regard to secondary
procedures (target of 80%) had not been met in the reports provided to the Trust (64% reported).
Through discussion with the Trust it was understood that additional work has been performed to
provide assurance that this target has been met, however we were not able to obtain evidence
to substantiate this (recommendation two).
The Trusts achievement of
level 3 compliance was confirmed at the Information Governance Committee prior to final
submission. This meeting was attended by both the SIRO and Caldicott Guardian.

Level 2 maintained
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Corporate Information Assurance
13-601

Documented and implemented procedures are in place for the effective management of
corporate records

2

1

Previous audits have raised concerns over the Trust's performance against its claims to be Level 2
across this and all 44 other requirements. The criteria, which subsequent audits have been
based on were set against this requiremt; thus putting the Trust's self-assessment under a far
more detailed scrutiny than ever before; raising a number of gaps in the evidence to support
some of the Level 2's and 3's previously thought robust. There is no evidence to support the
tracking systems (cards/lists or spreadsheets), details of the filing and indexing structure (paper
lists/spreadsheets), appraisal review documentation (e.g. a destruction list or list of records kept
beyond their retention period and the reasons for this), specification of an electronic document
management system. TheTrusts achievement of level one compliance was confirmed at the
Information Governance Committee prior to final submission. This meeting was attended by
both the SIRO and Caldicott Guardian.

13-603

Documented and publicly available procedures are in place to ensure compliance with the
Freedom of Information Act 2000

2

3

The Trusts achievement of level 3 compliance was confirmed at the Information Governance
Committee prior to final submission. This meeting was attended by both the SIRO and Caldicott
Guardian.

13-604

As part of the information lifecycle management strategy, an audit of corporate records has been
undertaken

2

1

Previous audits have raised concerns over the Trust's performance against its claims to be Level 2
across this and all 44 other requirements. The criteria, which subsequent audits have been
based on were set against this requiremt; thus putting the Trust's self-assessment under a far
more detailed scrutiny than ever before; raising a number of gaps in the evidence to support
some of the Level 2's and 3's previously thought robust.
As part of the information lifecycle
management strategy, an audit of corporate records has not been undertaken since the move
from Frenchay site to the Southmead site ('the' Spring Clean).
TheTrusts achievement of level one compliance was confirmed at the Information Governance
Committee prior to final submission. This meeting was attended by both the SIRO and
CaldicottGuardian.

Report to:

Trust Board

Date of Meeting:

28 July 2016

Report Title:
Status:

Agenda item:

13

Trust Management Team Update
Information

Discussion

X
Prepared by:

Eric Sanders, Trust Secretary

Executive Sponsor (presenting):

Andrea Young, Chief Executive

Appendices (list if applicable):

None

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

Assurance

Approval

North Bristol NHS Trust
meeting these had been agreed and had been
played into the refreshed business plan including
the loss of £8 million income for MSD.

1. Purpose
1.1.

To present an update on the business transacted
by the Trust Management Team (TMT) at its
meetings held on 21 June and 19 July 2016.

3.4.

2. Background
2.1.

2.2.

The Trust Management Team is the key delivery
group in the Trust and consists of the Executive
Directors, Clinical Directors and General
Managers.

Business Plan 2016/17

It is good practice that all Committees which
report to the Trust Board should report after each
meeting.

3.5.

Initial observations and analysis on the approach
to, and implementation of, the first quarter’s
performance and how it would change the
business plan for 2016/17 was received from
outside consultants at the June meeting. The
significant risks to achievement of the plan would
be outlined in the final report but it was clear that
further identification of good Cash Releasing
Efficiency Saving schemes and their successful
implementation would be vital to delivering the
plan.

3.6.

The final report was received and discussed at
the July meeting and all members of TMT
supported the business plan objective of
achieving a £52 million deficit. This included the
£8m reduction in income for MSD and increased
the CRES by £4m. The emphasis on the work to
achieve this target would be based on five
themes: patient length of stay, outpatients,
theatres, productivity and the workforce.

3. Business Undertaken
3.1.

The TMT focused its attention on the following
areas:
Service Planning for 2016/17

3.2.

The future model to address expanding critical
care activity is being developed and would be
brought forward to TMT in September.

3.3.

At the June meeting the contracts for services
with the local Clinical Commissioning Groups and
Specialist Commissioning had yet to be agreed
and pressure was being applied from NHS
England and NHS Improvement. One of the main
outstanding issues was how medically stable for
discharge (MSD) patients were to be paid for
given the current numbers of patients in hospital
and the level of community provision. By the July

TMT agreed that subject to approval of a
business case a substantive nurse led
intravenous access service should be established
as quickly as possible. This was approved in July.
Savings were to be realised through length of
stay reductions and anaesthetic time.
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Patient Flow

Health Care in the Bristol Area by 2020/21
3.7.

3.12. TMT received a report on the findings of the
Proactive Hospital Programme over the previous
three months which was the latest initiative to
improve the flow of patients through the hospital
and reduce the occupancy of beds below 94%.
The importance of making every day in hospital a
valuable day for the care and treatment of a
patient was clear and a number of shortcomings
that could be improved on a consistent basis
were identified.

The strategic outline of the Sustainability and
Transformation Plan (STP) for the Bristol, North
Somerset and South Gloucestershire area was
shared with TMT. The plan had been submitted to
NHS England but a financial plan that closed the
gap was expected to be completed by
September.
Finance

3.8.

3.9.

TMT noted that the Trust was £2.6m adverse to
plan at the end of May 2016 primarily due to the
unidentified and yet to be implemented savings
plans, overspends on drugs and clinical supplies
and additional usage of the private sector.

3.13. The next steps were to present the findings and
learning to specialty and ward staff and for
directorates to identify the ward leaders who
would champion the implementation of actions.

The Director of Finance reported on the revised
control total offered by NHS Improvement for
2016/17 which had been accepted by the Board
subject to the risk that the Trust now faced on the
issue of payment for medically stable for
discharge patients.

3.14. At its July meeting TMT received a report from
the Director of Nursing about three intensive days
of work from NBT, community care and social
work staff with NHS Improvement facilitation on
practical ways of improving the discharge of
patients. A number of work streams had been
identified and it was hoped, within 90 days, to
achieve a 30% reduction in the average time it
took for patients to be discharged from the time
they became fit to do so.

3.10. As addressed in the Integrated Performance
Report, TMT noted the financial position to the
end of June 2016 with a deficit of £18.1m. This
represented a slowing down of the monthly deficit
rate and included the impact of the agreement of
the Trust contract to receive no payment for
patients medically stable for discharge.

3.15. Also noted by TMT was an agreed repatriation
policy between all providers in the South West
under the same principle that applied to the
repatriation of major trauma patients in some
parts of the region.

3.11. It was noted that the Trust’s qualified acceptance
of a revised proposed control total for 2016/17
had not been found acceptable.
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5.1.6. Remodelling of the ICU service and expansion
of its bed base

4. Key Risks Identified and Impact
4.1.
•
•

The TMT recognised and discussed risks relating
to:

5.1.7. Continued support for the medical workforce
change programme

income from medically stable for discharge
patients
the lack of a basic and long term intravenous
service

•

the deficit in community care beds

•

the shortfall in identified CRES schemes and
the assurance around the ability to deliver
some of the identified ones

5.1.8. Support for
objectives
6.1.

7.1.

5.1.1. The establishment of an intravenous access
service

plan

Directorate Performance Reviews will confirm
ward leaders to promote the Proactive Hospital
Programme findings.
The TMT considered reports from the Quality
Committee, Research and Innovation and
Business Plan and Investment Groups and the
Health and Safety Annual Report.

8. Future Business

5.1.2. Support for the implementation of the Proactive
Hospital Programme and the recent NHS
Improvement event
the 2016/17

business

7. Governance and Other Business

The TMT agreed:

5.1.3. Ongoing delivery of
priorities

revised

6. Exceptions and Challenges

5. Key Decisions
5.1.

the

quality

8.1.

The TMT will be focusing on the following areas
over the next three months:

•

Cost Improvement Plan identification and
delivery
The Critical Care model
Implementation of the Proactive Hospital
Programme and Discharge Improvement Work
Streams

•
•

5.1.4. Ongoing delivery of actions associated with the
CQC inspection in December 2015
5.1.5. The establishment of 15.5 full and part time
new and replacement consultant posts,
additional elective theatre sessions and 3.2
wte other clinicians

9. Recommendations
9.1.

The Trust Board is asked to note the update
provided on the work of the TMT
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rehabilitation beds, payment for rehabilitation and
delayed transfers of care were to be formally
discussed by executives with the CCGs.

1. Purpose
1.1. This report outlines the business discussed at the
Finance & Performance Committee meetings held on
23 June and 21 July 2016.

Operational Performance
1.4. The Committee noted that ED performance
continued to be below its trajectory with bed
occupancy levels ranging from 97.4% to 99%.
Whilst the Referral to Treatment (RTT) trajectory
had not been met in May 2016 both it and the RTT
backlog had met the Q1 refresh target in June.
Along with other issues these were subject to
weekly meetings between the Trust, NHS
Improvement, the CCGs and local authorities.

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

3.5 The refresh of data following the first quarter
provided a revised year end trajectory against the
incomplete pathway target of 92% to 88.6% as a
best case scenario to 87.2% as the worst case. All
specialties are expected however to meet this target
with the exception of T&O, gastroenterology,
general surgery and neurosurgery.

Service Planning
1.1. The Committee was informed that a new planning
model based on queuing theory was being
populated by Business Intelligence and that an
assessment of the Emergency Department (ED)’s
size against demand and patient flow was awaiting
the first year’s results of the new Acute Medical
Unit.

3.6 The 62 day cancer target was met in May 2016
following changes to the urology pathway but, is
predicted to narrowly miss the June target following
issues of delays of reporting within the newly
merged histopathology service. Management is
taking action to ensure reporting delays are
addressed.

1.2. A review of constraints on ED performance noted
loss of emergency consultant staff through
sickness, maternity and annual leave presented an
immediate constraint.
1.3. Resourcing and timing of the 3Rs (Recovery,
Reablement and Rehabilitation) service by Sirona
and the use of the Frenchay site were to be
discussed at an early July systems meeting and the
current lack of community beds, ownership of

3.7 The trajectory to reduce the number of patients
waiting over 52 weeks for orthopaedic spinal
surgery had not been achieved in June due to
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had been commissioned by THC to advise on the
biomass boiler which had suffered further technical
problems.

patients being cancelled on the day for medical
reasons, planned operations moved for urgent
patients and higher than predicted annual leave
from the modelling assumptions but it was expected
to be back on target by September.

3.11 The month 2 and 3 2016/17 financial positons were
considered. It was noted that the favourable position
in relation to pay expenditure continued but was
more than offset by the unidentified and unachieved
savings, drugs and clinical supplies overspends and
higher than planned use of the private sector. The
deficit run rate was noted as continuing to reduce as
the underlying income position improved and the
impact on the forecast outturn was discussed. The
Board should be aware that in order to achieve a
2016/17 deficit in the region of £52 million a
significant improvement in the delivery of income
and cost improvement plans will need to occur. The
Executives are meeting with Directorates to discuss
performance and this will be discussed further at the
Board on the 28th July.

3.8 The Elective Intensive Support Team (IST) of NHS
Improvement had reported on its deep dive into the
Trust’s systems and processes to manage RTT and
capacity and demand modelling and action plans
are in place in conjunction with a comprehensive
support package from the IST for improvement. It is
anticipated that capability improvement will occur
from August and a re-assessment will occur later in
the year.
3.9 The Committee received an internal audit report on
the work of the task and finish post Lorenzo group
that gave significant assurance that it had achieved
its objectives. Work was ongoing to improve data
inputting and the report recognised the need to
improve the data warehouse platform. A plan is
being developed to invest in a data warehouse
platform and will be implemented by the end of
March 2017.

3.12 The Committee was informed that time spent on
long term planning, Lorenzo and CQC actions had
had an impact on identifying and implementing
CRES by clinical directorates. The executives
confirmed that support was being put in place to
help directorates identify sufficient schemes and
ensure that the full year effect of the schemes was
realised. The work being conducted by FTI
Consulting with Directorates will support this further
(Please see 3.15 below).

3.10 The quarterly performance report on the PFI
contract showed that The Hospital Company (THC)
was demonstrating a much improved number of
service failure points and well below the maximum
threshold agreed with the Trust. Changing the
protocol for fogging and deep cleaning had much
reduced the requests for the former and released
beds for patient occupation. External consultants

3.13 June had seen an improvement in the
documentation of CRES schemes and by the time of
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focus
should
be
maintained
on
the
interdependencies between directorate plans and on
producing a new bed model and a Winter plan.

the July meeting about £2.5m worth of schemes
remained to be identified. Of greater significance
was the requirement to convert pipeline, red and
amber schemes worth over £19m to a greater
confidence of implementation.

3.17 The Committee:

3.14 Directorate positions were being reviewed by the
Executive through the performance management
route with a view to driving improvements in delivery
of the CRES plan.

•

noted and approved the proposed structure to
oversee the delivery of the actions against the
FTI recommendations

•

noted that the Executive were revising the
Directorate Performance Review (DPR)
process with a view to strengthening delivery

•

noted the following week’s DPRs would be
used by the executives to review Directorate
business plans ensuring that the plans
included mitigations to the risks identified in the
FTI report.

Business Plan Refresh
3.15 FTI Consulting attended the July meeting to present
their independent review and assessment of the
Trust’s business planning process and risks to
delivery of the revised operating plan and target
deficit.
3.16 In summary they found that the business planning
processes were appropriate and considered the
management capacity and capability within the
Directorates
to
be
comparable
to
other
organisations with which they had worked. Further
work was required to embed the process. FTI noted
there were material risks to the financial plan and a
strategic approach was needed to be made to
recruitment and the human resources department to
refocus its support to directorates. Of particular
importance was a clear process to assure the
executives and therefore the Board that directorates
were delivering their savings plans and the need for
strong change control procedures should changes
to the programme be suggested by Directorates. A

3.18 Subject to the Board satisfying itself as to the
effectiveness of the DPR reviews in assuring the
Executives as to the mitigation of risks to delivery
identified in the FTI report and completion of the
other actions in 3.17 the Committee recommends to
the Board that the plan to achieve a £52m deficit be
approved.
Sustainability and Transformation Plan
3.19 The Committee noted in June that the Sustainability
and Transformation Plan was being drafted and
would be submitted by the end of the month. This
would be discussed in the private Board meeting.
PFI Refinancing
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3.20 The Committee agreed that refinancing of the PFI
project should remain paused until resolution of the
Phase 2 delay dispute and/or market appetite
improves but that the Trust continues to engage in
dialogue with THC regarding the IRR issue and
potential alternative approaches.
Procurement
3.21 The Committee received reports on the approach to
implementing the Carter Report recommendations
and noted the position of the Trust against the
national averages for care hours per patient day,
corporate and admin costs and the weighted
adjusted unit. Development of the Carter metrics
was continuing and would be linked to the CRES
programme.

The continuing lack of rehabilitation/community
beds, occupation of NBT beds by medically
stable to discharge patients and income levels

•

The potential delay in sale of the Frenchay site
and the effect on income

•

Staffing in Severn Pathology and the effect on
cancer services

•

Continued overspending on non-pay items and
failure to achieve savings targets

•

Inability to achieve RTT and 52 week trajectories

5. Key Decisions
1.1. The Committee approved the continued pause on
actions on the PFI refinancing proposal.
1.2. To recommend the revised year-end financial plan
on the basis that further assurances on delivery
would be required by the Board from the Executive

3.22 The interim Director of Procurement attended the
meeting to outline the future options for the local
procurement service and it was noted that there
were a number of actions to be taken to achieve
further savings. The Committee agreed with the
recommendation that in light of the nationally driven
changes the current format of the Procurement
Consortium remain until a new director had the
opportunity to review the organisation.

1.3. To approve the recommendation that the format of
the Procurement Consortium remain in place to
await review by a new substantive director
6. Exceptions and Challenges
1.1. There were no exceptions or challenges which
prevented the Committee from undertaking its work
other than the previously identified availability of
validated data.

4. Key Risks Identified and Impact
1.1. The Committee identified the following key risks:
•

•

The risk to the ED service and waiting times
because of short term medical absences

7. Governance and Other Business
1.1. There were no issues of governance to discuss.
8. Future Business
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1.1.

The Committee will be considering
•

The role of procurement and its future options

•

A summary of work on implementing the
Carter Report

•

Revised bed model

•

Identification
and
improvement plans

delivery

of

cost

9. Recommendations
1.1. The Trust Board is asked to note the report from the
meetings held on 23 June and 21 July 2016.
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North Bristol NHS Trust
that the Trust would need to work closely with
University Hospitals Bristol NHS Foundation Trust
to develop a workable model in this part of the
region.

1. Purpose
1.1.

To present an update from the Committee
following its meeting held on 26 May 2016.

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

Risk Management
3.4.

The Committee considered the Internal Audit
report into the Trust’s risk management
arrangements which gave a significant assurance
rating, with minor improvement opportunities.
Actions to address the recommendations would
be monitored by the Committee.

3.5.

The Committee reviewed the highest risks to the
Trust and specifically discussed a number of
newly identified risks relating to Lorenzo and data
availability. The risk of delayed payments to
suppliers, linked to the Trust’s cash position, was
reviewed and the Committee asked that the
Finance & Performance Committee consider this
in more detail.

Neonatal Intensive Care Unit (NICU) Outcomes
Deep Dive
3.1.

Paul Mannix, Consultant attended the Committee
with Michelle Jackson, Matron and described the
very positive outcomes in NICU, which included
having the lowest crude and standardised
mortality rate for all level 3 NICUs in the country.

3.2.

Staffing levels were raised as an issue but were
being addressed and investment was confirmed
by the Trust Board on 2 June 2016. Given the
issues raised, the Committee asked that the
Workforce Committee consider the issues in more
detail, particularly focusing on workload.

3.3.

The future options for delivery of level 3 NICU
services were being considered across the
region, with a recommendation that there be only
two level 3 units in the South West. It was likely

Quality Performance
3.6.

The quality section of the Performance Assurance
Framework was reviewed and the issues with
mixed sex breaches, particularly in the
Emergency Department observational unit, were
discussed. A new approach had been agreed with
commissioners about how these breaches would
be recorded.
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Mortality Reviews
3.7.

3.8.

3.9.

The outcome of the mortality review process was
considered and it was noted that the latest data
showed that five avoidable deaths had been
identified through 1488 reviews, as well as 67
adverse events. The number of reviews
completed represented 45% of deaths, which
whilst below the target was considerably more
than most other Trusts.
The Committee considered the process to review
deaths and noted more work was required to
ensure all deaths were reviewed. The Committee
requested a follow up review later in the year to
consider progress towards this aim.
The Committee noted that the process was a
valuable tool to identify learning to drive
continuous improvement.
Patient Survey

3.10. The results of the national patient survey, with
specific benchmarking against the other Trust
who used Picker, was considered.
3.11. The results demonstrated that the Trust was one
of the most improved Trusts in the country but
there was still work to do to achieve the Trust’s
ambitions.
3.12. Areas of focus were identified as the discharge
experience, patient involvement in decision
making and ensuring communication with
compassion.

3.13. The Committee reviewed the submitted action
plan and sought confidence in the delivery.
3.14. The main issues which needed to be addressed
were noted as improving patient flow and records
availability and management.
4. Key Risks Identified and Impact
4.1.

In addition to the specific risks covered in the risk
management report the Committee noted the
risks outlined in the NICU outcomes and ensuring
that risk management was embedded at the
directorate level.

5. Key Decisions
5.1.

The Committee approved the revised Terms of
Reference for the Committee and recommended
their adoption by the Trust Board.

6. Exceptions and Challenges
6.1.

There were
identified.

no

exceptions

or

challenges

7. Governance and Other Business
7.1.

There are no issues to highlight.

8. Future Business
8.1.
•

The Committee will, at its next meeting, review a
schedule of deep dives
The impact of staff engagement actions.
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•

Outcomes and performance in services including
pathology and radiology.
• The role and impact of the Matron.
• The impact and benefits of Lorenzo from a quality
perspective.
9. Recommendations
9.1.

The Trust Board is asked to note the activities of
the Committee meeting on 26 May 2016.
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1. Purpose
1.1. To present an update to the Board following the
meeting of the Committee on 23 June 2016.
2. Background
2.1. The Workforce Committee, as sub-committee of the
Board, is required to report to the Board after each
meeting.
3. Business Undertaken
3.1. The Committee considered the following issues:
Operational Workforce Group
3.1.1. The role and functioning of the Operational
Workforce Group (OWG), which is a subcommittee of the Trust Management Team
was reviewed to provide assurance on the
delivery of the required workforce changes.
The OWG is the main delivery group for
workforce related projects within the Trust and
as such, its effective functioning was
considered key to the delivery of the current
workforce agenda. The Committee has asked
for regular reports on the functioning of the
group, once it has been reformed.
Risk Register
3.1.2. The key risks to the Trust from a workforce
perspective were considered by the Committee
alongside revised scoring in line with the
Trust’s Risk Management Strategy. A risk
workshop was planned to be held as part of

the next meeting of the OWG to ensure all
risks had been captured.
Workforce Performance
3.1.3. A revised workforce performance report was
received and reviewed in detail. The report
included detail about expenditure vs. budget,
worked vs. funded establishment, current
vacancy factor (overall and by staff group),
turnover, sickness, engagement, training and
Friends and Family Test. This demonstrated
good progress against reducing the pay bill
and bringing cost in line with establishment,
but further work was required to address
turnover, decrease the vacancy factor and
further reduce sickness.
Medical Workforce Changes
3.1.4. The Committee received an update from the
Deputy Medical Director on the eight medical
workforce projects currently underway, and
specifically the implementation of the junior
doctor contract. The projects included:
1.
2.
3.
4.
5.
6.
7.
8.
9.

Managing Medical Workforce Absence
Extra (non-contractual) clinical activity
payments (ExCAP)
Consultant and SAS doctors job planning
Junior doctor contract implementation
Locum usage v vacancies
Performance framework
Fixed term contracts
Retire and return policy
CEA Awards
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10.
Honorary contracts
3.1.5. Further work was required to quantify the
anticipated financial benefit from the changes
given the complexities of the issues being
addressed.
Workforce Improvement Plan
3.1.6. The Committee considered the development of
a workforce improvement plan which would
focus on delivery of the seven corporate
objectives in the Trust Business Plan:
1. to improve workforce reporting
2. to improve staff satisfaction and engagement
3. to ensure resilience and capability of the top 50
posts
4. to develop a workforce and OD strategy
5. to make recruitment effective to reduce reliance
on bank and agency staff
6. to improve attendance management
7. to develop and implement a programme to
devolve leadership to clinical teams

3.1.7. The workforce plan would seek to drive
improvements over a two year time period and
would be in place for the substantive Director
of HR&OD, should the Trust successfully
appoint to this role.
3.1.8. The Committee discussed the priorities for the
year ahead and agreed that these should be:
workforce
reporting,
recruitment
and
attendance management.

3.1.9. In addition, an Organisational Development
(OD) road map would be ready by the end of
September 2016.
4. Key Risks Identified and Impact
4.1. The key workforce risks were considered which
included:
4.1.1. the lack of adequate control on labour costs
4.1.2. failure to deliver required workforce capacity
and capability
4.1.3. lack of HR capacity or capability
5. Key Decisions
5.1. The Committee agreed the revised workforce
performance report.
6. Exceptions and Challenges
6.1. There were no exceptions or challenges to report.
7. Governance and Other Business
7.1. The Committee considered the need to have a
medical representative on the membership, given the
focus on changes to the medical workforce planned
over the next 12 months. It was agreed to ask the
Medical Director or Deputy Medical Director to attend
the meetings.
7.2. Membership would be regularly reviewed to ensure
that there was adequate representation to address
the known issues and risks.
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8. Future Business
8.1. The Committee will be focusing its attention on the
following issues:
8.1.1. Development of a workforce improvement plan
8.1.2. Implementation of the Junior Doctor contract
8.1.3. Monitoring of workforce KPIs
9. Recommendations
9.1. The Trust Board is asked to note the update from the
meeting held on 23 June 2016.
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Report from West of England Academic Health Science Network Board,
13 June 2016
1.

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

2.

Highlights of our work in Quarter 1 2016/17
We have had the usual busy start to the year and highlights include:













We have launched our Primary Care Patient Safety Collaborative –
with 16 GP practices drawn from across the West of England. We will
work together on patient safety culture, quality improvement, incident
reporting and lessons learnt
Our acute trusts joined by Taunton and Somerset NHS Trust are keen
to work together with us to implement the forthcoming national
programme on a structured approach to hospital mortality review and
to share best practice. Dr Kevin Stewart of the Royal College of
Physicians addressed our launch workshop.
“Design Together, Live Better 2” – our innovation crowd sourcing
programme is underway following a highly successful launch event in
Swindon attended by 55 people.
Our Diabetes Digital coach test bed is underway. Over the next two
years we will recruit 12,000 people with diabetes in the West of
England and encourage them to use a variety of digital selfmanagement tools to support their self-care.
We have 52 Improvement Coaches currently in training drawn from 20
of our member organisations. The aim is to develop staff who already
have skills in improvement science so that they can coach colleagues
and lead quality improvement at work. The Improvement Coach
training is being supplemented by masterclasses. The first one “The
Habits of an Improver” was given by Bill Lucas. Watch the film here
http://www.weahsn.net/news/the-habits-of-an-improver/
In partnership with Avon Primary Care Research Collaborative and the
NIHR Collaboration for Leadership in Applied Health Research and
Care (NIHR CLAHRC west) we have developed online evidence and
evaluation toolkits http://www.weahsn.net/what-we-do/using-evidencebased-healthcare/evidence-and-evaluation-toolkits/ We are offering
training session on using the toolkits in every CCG.
We have formed an Emergency Department Safety Collaborative to
support rollout of the ED safety checklist across the West of England.
We also held a master class on 25 April which was attended by 22
delegates from Emergency Departments across the country.
1



3.

Improving Medicines Safety on discharge from hospital - three of our
acute trusts are using a system called PharmaOutcomes to notify
community pharmacists when a patients medication has been changed
in hospital so that waste can be avoided. We will go on to introduce
medicines reviews which may reduce re-admissions to hospital.

Sustainability and transformation plans
The AHSN has allocated Anna Burhouse, Natasha Swinscoe and Deborah
Evans to work with the Chief Executive leaders of the Sustainability and
Transformation Plans for Gloucestershire, BNSSG and BaNES, Swindon and
Wiltshire respectively. We are working with the STPs to define our support
offer to each of them.

4.

Annual Report 2015/16
Our Annual Report is out! Read it here. http://www.weahsn.net/who-weare/reports/annual-report-2015-16/ The Year in Numbers is attached to this
report.

5.

Stakeholder survey
The second annual AHSN stakeholder survey is due to be released late June
/ early July. Last year we had over 120 responses; the highest amongst
AHSNs and the most positive responses. This reflects the very strong
engagement we have with all CCGs, NHS Trusts and social enterprises
across the West of England and the strength of our partnerships.
This year’s results will count towards our “re-licencing” for the five years so we
will be looking forward to a very a strong response and will contact
stakeholders once the timetable is confirmed

6.

West of England Local Clinical Research Network
We are working ever more closely with the NIHR West of England Local
Clinical Research Network whose job is to increase the numbers of patients
enrolled in research trials.
We have a joint “Join Dementia Research” project through which we have
recruited 1,500 West of England residents to take part in dementia studies.
Deborah Evans,
Managing Director
June 2016
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The year in
numbers
26
26 different
organisations are
actively involved in
our Safer Care Through
Early Warning Scores
programme.

1,606

20

1,606 clinical and non-clinical
staff took part in patient safety,
informatics and quality improvement
events on key themes,
including sepsis, falls prevention,
medicines optimisation,
early warning score, and
emergency laparotomy.

Up to 20 primary
care practices are
joining our new Primary
Care Collaborative.
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52
52 primary care practices
in Gloucestershire are
taking part in phase
two of Don’t Wait to
Anticoagulate.

Our new Diabetes Digital Coach
Test Bed is receiving £1.65 million
in funding from the Department
of Health, with further funding
from our partner companies
taking the project value
over £2 million.

116

Working with Royal United
Hospitals Bath, the Health
Foundation and Sheffield
Microcoaching Academy, we
have trained six local clinicians
and managers in improving
patient flow across three
care pathways.

116 healthcare professionals
have benefitted from
advanced skills-based
training to enhance
leadership, patient safety
and flow, innovation
and evaluation.

40,000
Since its launch,
OpenPrescribing.net
has attracted
40,000 visitors.

Four new websites were
launched to support NHS
commissioners and
clinicians: OpenPrescribing,
Don’t Wait to Anticoagulate,
Evaluation and
Evidence Works.

100+

1,400

More than 100 people
participated in the Design
Together, Live Better project to
share their ideas for new
healthcare innovations.

Join Dementia Research
recruited 1,400 people
across the West
of England in its
launch year.
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£2.1 million

291
We have given advice to
291 companies wanting
to work with the health
sector, providing 154
business assists.

137,315
To date, 137,315 patients have
benefited from having their
Connecting Care record
viewed by clinicians.

£9.5 million
To date, we have helped
secure £9.5 million in
funding for SMEs for
the development of
innovative healthcare
solutions.

29

85%
In our stakeholder survey,
85% of our members
believe we are effective
at building a culture
of partnership and
collaboration.

133
133 atrial fibrillation (AF) patients
are now being anticoagulated as a
result of phase one of Don’t Wait to
Anticoagulate, which worked with
11 primary care practices over
four months. Modelling shows
this saved between five and
seven strokes and up
to £163,205.

29 of our initiatives
have influenced and
informed national
thinking and
guidance.
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