North Bristol NHS Trust
Board Meeting
Thursday 28 June 2012
Board Room, Trust Headquarters, Frenchay Hospital

AGENDA FOR PUBLIC SESSION
1.

APOLOGIES

2.

TO RECEIVE QUESTIONS FROM MEMBERS OF THE PUBLIC

3.

TO RECEIVE QUESTIONS FROM LINKS REPRESENTATIVES

4.

MINUTES
Minutes of the Trust Board meeting held on 31 May 2012

5.

MATTERS ARISING

6.

GOVERNANCE, QUALITY AND SAFETY
6.1
6.2
6.3
6.4
6.5
6.6

7.

Redevelopment Project Highlight Report
Foundation Trust Update
NBT/UHB Partnership Programme Board
Bristol Health Partners Update
Programme Management Office

DP/Enc
RB/Verbal
HH/Verbal
HH/Verbal
HH/Enc

SERVICE DELIVERY AND PERFORMANCE
8.1

8.2
8.3
9.

MNO/Enc
MNO/Enc
MNO/Enc
MNO/Enc
MNO/Enc
CB/Enc

STRATEGY
7.1
7.2
7.3
7.4
7.5

8.

Quality Report (including Falls Exception Report)
Annual Dementia Care Report
Quality & Safety Strategy and Framework of Care
CQC Inspection Reports
Complaints Annual Report
Medical Revalidation

Enc

Management Information Reports
8.1.1 Activity and Performance
8.1.2 Workforce Strategy & Organisation Development
8.1.3 Infection Control Report
8.1.4 Finance Report
8.1.5 Building Our Future Tracker

SWa/Enc
HH/Enc
CB/Enc
SWe/Enc
HH/Enc

Security Services Annual Report 2011/12
Health & Safety Report

SWo/Enc
SWo/Enc

COMMUNICATIONS
9.1

Chairman’s Report

PR/Verbal

9.2
10.

Chief Executive’s Report

RB/Verbal

INFORMATION
10.1

Audit Committee Report

11.

ANY OTHER BUSINESS

12.

NEXT MEETING

ML/Enc

The next meeting will be held on Thursday 26 July 2012 in the Board Room,
Trust Headquarters, Frenchay Hospital.
13.

RESOLUTION

That representatives of the press and other members of the public be excluded from
the private section of this meeting having regard to the confidential nature of the
business to be transacted, publicity on which would be prejudicial to the public interest
(section (2) Public Bodies (Admission to Meetings) Act 1960)

North Bristol NHS Trust
Minutes of the North Bristol NHS Trust meeting held on 31 May 2012
Present:

Mr P Rilett (Chair)
Nr M Bell
Mrs R Brunt
Dr C Burton
Mr K Guy
Mr H Hayer
Mr R Mould

Mr A Nield
Ms M-N Orzel
Mr N Patel
Mrs S Watkinson
Mr S Webster
Professor A Waterman-Pearson

In Attendance:

Mr J Britton
Mr R Cottle

Mr S Lewis
Mr C Puckett

Apologies:

Mr S Wood

ACTION
88/12

QUESTIONS FROM THE PUBLIC
There were no questions from the public.

89/12

QUESTIONS FROM LINKS
There were no questions from LINkS.

90/12

MINUTES
The minutes of the meeting held on 26 April 2012 were agreed as
a correct record.

91/12

MATTERS ARISING
It was recognised that the resolution at the end of the minutes
needed rewording to reflect the fact that the private meeting was
now held before the meeting in public.

92/12

QUALITY REPORT
It was noted that the Graph to 1 April was incorrect and that there
would be value in seeing 15 months of performance. The number
of pressure ulcers to the heel had reduced since heel supports had
been introduced. It was noted that the key actions in the pressure
ulcer report would also be included the following month.
Dr Burton stated that SHMI should have been reported in the
current month, now that this was the preferred national measure.
Mr Guy queried the upward trend in cardiac arrest calls over 3
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months. It was noted that preventative work was being undertaken
and this would be monitored. They were relatively small numbers
and one person had suffered several arrests. It was agreed that a
quarterly report would provide a greater level of detail on key
quality metrics.
93/12

QUALITY ACCOUNT
A number of comments and suggested amendments were made. It
was noted that Page 14 showed inclusion of the public. The final
version would include photos and had been audited independently.
The 2nd and 4th paragraphs needed to state 11/12 not 10/11.
Table 1 in the following paper needed to be cross referenced. The
SHMI needed to be mentioned. P.37 figures for complaints did not
seem to be correct although the larger number of complaints
included returned complaints. This was being focused on by
directorates. There had also been an increase during
December/January due to the problems with Cerner. It was agreed
that this could be approved subject to the final changes being
made.

94/12

NATIONAL INPATIENT SURVEY
It was suggested that the action plan may need to include generic
actions as well as those at directorate level. It was noted that
results demonstrated continued high levels of patient satisfaction
with the service.

95/12

STAFF ATTITUDE SURVEY 2011 RESULTS & DIRECTORATE
ANALYSIS
It was agreed that the Health & Wellbeing report should go to the
Workforce Committee rather than Board. The Staff Engagement
Group would provide details to directorates and action plans would
be managed through the directorate quarterly reviews.

96/12

ANNUAL GOVERNANCE STATEMENT AND AUDIT
COMMITTEE REPORTING FOR 2011/12
It was noted that this represented a change to the previous
Statement of Internal Control and in future would be part of the
Annual Report. It was approved by the Board.

97/12

NBT REDEVELOPMENT PROJECT HIGHLIGHT REPORT
There were now only 3 cranes on the site and the programme
remained on track. Equipment being purchased was being tested.
Approved mock ups would be ready by the end of June. Inpatient
areas would not be completed until Autumn 2013. NBT equipment
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would be installed in April 2014.
98/12

FOUNDATION TRUST UPDATE
It had been noted in the private session that the Department of
Health was considering NBT’s submission and answers had been
provided to financial questions. One potential factor for delay was
the Trust’s operational performance, in particular with regard to
Emergency Access. 5800 FT members had been recruited and the
process leading up to governor elections would commence in July.
It was noted that the Board business process would be affected. It
was felt that the name of the FT should be decided when the new
hospital was named.

99/12

NBT VALUES
It was agreed this should progress towards approval of a shortlist
by the Board in July.

100/12

HH

ACTIVITY AND PERFORMANCE REPORT
With reference to the figures in Table 3, it was confirmed that all
patients had been contacted but accuracy of the data could still not
be guaranteed and reporting continued to be 2 months behind.
It had been identified that the apparent reduction in Regular
Attenders was a coding issue – patients had been recorded as
Emergency Short Stay Spells. There were also a lot of duplicate
referrals on the system. This was being rectified but may affect
billing. The decrease in the number of Elective IP spells was a
serious cause for concern.
Operations Report – It was highlighted that some measures had
changed over time so like was not being compared to like in all
cases and this was slightly misleading over the 3 years. The
statements in the Quality Account needed to reflect this.
Emergency access – Steps were still being taken to improve
performance and there had been a meeting with ECIST the
previous week. It was agreed that a greater focus would be
included in the monthly Board report.

101/12

WORKFORCE STRATEGY & ORGANISATION DEVELOPMENT
The report was noted.

102/12

INFECTION CONTROL REPORT
Directorate level information was tabled as it had not been included
in the report. The rise in MSSA cases the previous month had not
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ACTION
continued into the current month so this appeared to be a natural
variation. The number of bed days lost due to Norovirus would be
included in the following month’s report.
103/12

CB

FINANCE REPORT
QIPP was the most important issue and the situation would be
reviewed the following month.

104/12

DRAFT ACCOUNTS 2011/12
Only one page of accounts had been included in the papers so the
whole report would be circulated electronically.

105/12

BUILDING OUR FUTURE PROGRAMME – UPDATE
The report was noted.

106/12

DRAFT ANNUAL REPORT 2011/12
It was agreed that the word “Fundraising” should be changed to
“Charitable Activities” and the report would be brought to the July
Board meeting for final approval. Also a statement from the new
CEO should be included. The paragraph on the new computer
system in December should be expanded and a separate section
on FT progress should be included.

107/12

CHAIRMAN’S REPORT
The Interim CEO had now been appointed.
The Acute Services meetings being held had improved contact with
other groups.

108/12

CHIEF EXECUTIVE’S REPORT
BMA ballot – a large proportion of medical staff had voted for a 24
hour day of action on 21 June and would stop providing not urgent
care. The Trust would have plans in place to cover essential
activity over the 24 hours. It was not yet known the extent to which
GPs would take action, which might impact on EDs.
Flash reports would keep the Board updated.
A King’s Fund report had just been published, which identified the
worst national emergency performance for 8 years. Many Trusts
were experiencing similar pressures.
The new Nursing & Care Quality Forum had issued a number of
recommendations the previous week which focused on leadership,
time to care, culture & values, and feedback from patients.
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Bristol Health Partners had received 7 Expressions of Interest from
NBT for new Health Integration Teams, focusing on Research and
Innovation across organisations.
The second Exceptional Healthcare Awards ceremony had taken
place the previous week. 180 nominations had been received for
members of staff and teams who were delivering high standards of
care and service way beyond the requirements of their contracts.
A letter would go to Alex Lovell from the Board, who had given her
services free.
The Bristol Community Health Chair and CEO had met with Mrs
Brunt and Mr Rilett regarding the future strategy for provision of
local community services.
A Consultant in Child & Adolescent Psychiatry and a Consultant
Radiologist had been appointed since the previous Board meeting.

109/12

ANY OTHER BUSINESS
There was no other business.

110/12

NEXT MEETING
The next meeting will be held on Thursday 28 June 2012 in the
Board Room, Trust Headquarters, Frenchay Hospital.
RESOLUTION
That representatives of the press and other members of the public
be excluded from the private part of the meeting having regard to
the confidential nature of the business to be transacted, publicity
on which would be prejudicial to other public interest (section (2)
Public Bodies (Admission to Meetings) Act 1960.
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Falls dashboard
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The number of overall falls has decreased during 2011/12. . The CQUIN target of a 10% reduction in Qtr 4 was not achieved.
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Since September 2010 the rate has consistently fallen except for an increase in Qtr 4 - largely due to Winter pressures. The rate of falls has reduced since then, showing an improvement
in April 2012.

Data: Jan-08 to Apr-12

Falls dashboard
Types of Serious Falls (grades 4-5)
Apr 11 - Apr 12 (N = 30)

Patient Fall Rate Resulting in Harm per 1000 bed days (Grades 4-5)
Jan 10 to Apr 12 (N = 70 for serious falls)
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The total number of all falls over this period was 5542, of which 1.26% were classified as Grade 4 and above resulting in severe harm. The increased number of falls reported post October 2010 through e-aims, enabled more
accurate scoring of incidents with a dedicated post incident questionnaire, developed as a result of the improvement
programmes.

1.24% of falls resulted in serious. Of those, 93% Major (e.g.
fractures to hip, femur, skull, subdural haematoma), 7% are
Catastrophic (e.g. death within 30 days of incident directly
attributable to the fall).
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Work has commenced to review falls by shift time further analysis of this
information is being undertaken to inform actions required.
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The distribution of falls within patient age group is more prevalent within patients
aged 80 plus. Further analysis of patient information is being undertaken to
establish a mechanism of monitoring the % of patients with cognitive impairment.

Falls dashboard
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The graph on the left shows how overall compliance with the elements of the falls bundle tools has improved since November 2010. Compliance with the individual
elements of the bundle were initially showing wide variation however it can be seen from the data from October 2011 onwards that there is less variation between the
elements and that the level of compliance with all elements is now above 70%.

Data: Jan-08 to Apr-12

Appendix 2

Report to Trust Board – June 2012
Title:
Purpose of paper:

Falls Exception Report to Board
The purpose of this report is to inform the Board of the incidence of patient falls
within the Trust in relation to CQUIN 2011/12 and outline the key actions being
taken to improve.

Executive Summary
95% of patients were
assessed on
admission
The CQUIN for 10%
reduction in Qtr 4
measured against Qtr
2 was not achieved

Patient falls
increased in Qtr 4

The CQUIN target of 95% of patient being assessed for their risk of falls on
admission was achieved.
The CQUIN target of 10% reduction in overall falls in was not achieved
however actual falls reduced by 107 compared to last year a 4.5% reduction.

10/11
Total 671
Falls

Qtr 1
11/12
564

10/11
653

Qtr 2
11/12
491

10/11
566

Qtr 3
11/12
511

Qtr 4
10/11 11/12
449
666

There was an increase in the total number of patient falls in Qtr 4. Contributory
factors were an increase in the number of temporary capacity beds in use
during this time. Patient level data also indicates an increase in the average
patient age during this period.
There has been a
reduction in overall
falls in over the
last year

Reduce overall number of patient falls

There has been an
reduction in severe
patient falls over
the last year

Reduce number of serious falls

Compliance with
Falls Bundle has
improved

2010/11

2011/12

2339

2232

2010/11

2011/12

37

27

Compliance with the individual elements of the bundle have improved since
October 2011- level of compliance with all elements is now above 70%.
Other Key actions being taken include;
 Piloting of assistive technology i.e. falls prevention alarms within Care of the
Elderly wards.
 Inclusion of falls prevention in Junior Doctor induction programme.
 Review of RCA tool - greater level of patient information on cognitive state.
 Analysis of falls by shift time.
 Piloting of UKUH patient dependency tool to understand changes to patient
complexity.

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

Appendix 2
Key Risks:

Non-achievement of CQUIN targets would prevent the Trust from accessing
incentive payments and result in the Trust receiving financial penalties

Impact on
Patients:

All measures relate to the delivery of patient care, achievement of
gateways/CQUIN targets helps to build confidence in Trust service provision and
assure the public/other key stakeholders that the organisation is meeting quality
and safety standards

CQC Outcome:

O16 – assessing & monitoring
quality of services

Responsible
Committee:

Financial Issues As indicated in regard to Equality Impact
incentive payments/penalties.
considered:
Assessment:
Legal Issues

Presented by:
Prepared by:

Legal issues are considered Sustainability
throughout.
Assessment
Completed:
Marie-Noelle Orzel – Director of Nursing
Helen Richardson - Assistant Director of Nursing
Lesley Le Pine - Head of Clinical Governance

GRMC
Quality Committee
Considered
throughout
No

North Bristol NHS Trust - Quality Indicators
Preventin
g
Deteriorati
on Confirmed C…
3
Cardiac
2.5 Arrest
2 calls 1.5Rate per…

Preventing Deterioration Oxygen corrcetly prescribed
(source Clinical audit)
Audit score

Preventing DeteriorationEWS correctly recorded (source
Clinical audit)
Target

Audit score

100%
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01/08/2011
01/09/2011
01/10/2011
01/11/2011
01/12/2011
01/01/2012
01/02/2012
01/03/2012
01/04/2012
01/05/2012

0

01/06/2011

0.5

01/05/2011

1

There were 13 confirmed calls in May with a revised figure of 19 for April. The In May 180 out of 283 cases were correctly completed according to the oxygen The number of cases with EWS scored correctly was 86% to the previous
rolling mean is 1.27 against a national average of 2.5
prescribing policy. The audit shows a steady improvement since June last year score of 84% in April.
with 64% being correctly recorded in May.
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5
Number of 4+ falls

Audit score

Severe Falls (Level 4 +)

Total Falls - All severity Levels (Target be 10% reduction
in Q2 level)

Preventing DeteriorationEWS correctly recorded (source
Clinical audit)

4
3
2
1

Of the 283 sets of notes reviewed in May 39 sets were high EWS scoring. Of There were 160 falls in May a decrease of 27 from the 187 falls in April
these, 32 sets (82%) were scored correctly. All patients who had shown signs
of deterioration had care escalated for medical review.

NOTE: Validation by clinical teams can alter scores retrospectively. Charts show position at the time report was produced
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There were 3 serious falls in May, no change from April. Data source: validated
incidents on Safeguard

North Bristol NHS Trust - Quality Indicators
Cquin - Nutrition (source NQAT Survey)
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The number of wards achieving silver or gold on the nutrition element has
dropped to 82.9% in May, due to requirement to achieve higher standards in
NQAT audits this year

CQ2.2 - Patient experience - local Measures
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There has been decrease to 13.2 patients per 10,000 bed days in May.
CQUINS targets for pressure ulcers have yet to be agreed with the PCT
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NQAT - Percentage of wards schieving Silver or Gold
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Wards audited are achieving either silver or gold with patients rating their
experience with a score of 97.6% in May.
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Wards in May are being audited against revised standards with a higher
expectation in order to achieve silver or gold awards. 40/41 wards were rated
as silver or gold. Anticpate seeing a shift in coming months due to stretch
standards on documentation

NOTE: Validation by clinical teams can alter scores retrospectively. Charts show position at the time report was produced

In 2008 NBT is shown above the national average. Since June 2011 the upper
confidence level for NBT has dropped below the national average.

North Bristol NHS Trust - Quality Indicators
Preventing Deterioration - Confirmed Cardiac Arrest calls
- Rate per 1000 discharges
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There were 13 confirmed calls in May with a revised figure of 19 for April. The In May 180 out of 283 cases were correctly completed according to the oxygen The number of cases with EWS scored correctly was 86% to the previous
rolling mean is 1.27 against a national average of 2.5
prescribing policy. The audit shows a steady improvement since June last year score of 84% in April.
with 64% being correctly recorded in May.
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Of the 283 sets of notes reviewed in May 39 sets were high EWS scoring. Of There were 160 falls in May a decrease of 27 from the 187 falls in April
these, 32 sets (82%) were scored correctly. All patients who had shown signs
of deterioration had care escalated for medical review.

NOTE: Validation by clinical teams can alter scores retrospectively. Charts show position at the time report was produced
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There were 3 serious falls in May, no change from April. Data source: validated
incidents on Safeguard
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The number of wards achieving silver or gold on the nutrition element has
dropped to 82.9% in May, due to requirement to achieve higher standards in
NQAT audits this year
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Nov-11

Oct-11

Sep-11

Aug-11

Jun-11

Jul-11

Apr-11

May-11

Mar-11

There has been decrease to 13.2 patients per 10,000 bed days in May.
CQUINS targets for pressure ulcers have yet to be agreed with the PCT

01/05/2011

01/04/2011

0%
0

Rolling year cumulative relative risk = 86.3

NQAT - Percentage of wards schieving Silver or Gold
Overall

Target

100%

Actual

Target

100%
80%
80%
60%
60%
40%

Wards audited are achieving either silver or gold with patients rating their
experience with a score of 97.6% in May.

May-12

Apr-12

Mar-12

Feb-12

Jan-12

Dec-11

Nov-11

Oct-11

Sep-11

Jul-11

Aug-11

Jun-11

Apr-11

May-12

Apr-12

Mar-12

Feb-12

Jan-12

Dec-11

Nov-11

Oct-11

Sep-11

Aug-11

Jul-11

0%
Jun-11

0%
May-11

20%

Apr-11

20%

May-11

40%

Wards in May are being audited against revised standards with a higher
expectation in order to achieve silver or gold awards. 40/41 wards were rated
as silver or gold. Anticpate seeing a shift in coming months due to stretch
standards on documentation

NOTE: Validation by clinical teams can alter scores retrospectively. Charts show position at the time report was produced

In 2008 NBT is shown above the national average. Since June 2011 the upper
confidence level for NBT has dropped below the national average.

Appendix A
Report to the Trust Board – June 2012
Title: Annual Dementia Care Report 2011/12
Purpose of paper: To fulfil the requirement to report annually to Trust Board
on performance related to patients with Dementia
For Approval

Executive Summary:
All NHS organisations are required to provide the systems and processes to identify and support patients
who may be vulnerable or at risk of harm. People with a Dementia are included within the Adult
Safeguarding framework as a vulnerable group.
During 2011, a Trust Dementia Operational Group was established within NBT to implement the
recommendations of NHS South West Peer Review programme which led to the development the Trust
Dementia Strategy and within the Trust Dementia Action Plan - 2011/2012 (Attachment 1).
The Trust Dementia Operational Group reports via the Safeguarding committee to GRMC and the Board.
Trust Dementia Action Plan - 2011/2012 identifies that a significant amount of work has progressed in
developing, updating and launching improved systems, assessment procedures and tracking of patients
with Dementia. The emphasis is now switching to embedding and demonstrating compliance with the
improved systems across all Directorates.
Currently the key concern is the variable understanding of the application of the Mental Capacity Act,
Safeguarding processes and the lack of a whole health community ‘Frail Elderly’ pathway that
incorporates people with dementia.
Action Required:
The Trust Board is asked to: note the report for information
Key Risks: Variable understanding of the application of the Mental Capacity and safeguarding process
may lead to legislation not being adhered to particularly in relation to consent for care and treatment.
Impact on Patients: Variable understanding of the application of the Mental Capacity may deny patients
with Dementia access to appropriate care and treatment. Lack of a robust care pathway, could
compromise the care provided and hinder the safe discharge of patients.
CQC Outcome 1: Respecting and involving people who use services
CQC Outcome 2: Consent to Care and Treatment
CQC Outcome 7: Safeguarding people who use services from abuse
Responsible Committee: Overarching Safeguarding Committee
Financial Issues considered: No
Equality Impact Assessment Completed: No
Legal Issues Considered: No
Sustainability Assessment Completed: No
Presented by: Marie- Noelle Orzel – Director of Nursing
Prepared by: Gareth Howells – Deputy Director of Nursing
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Annual Dementia Care Report 2011/12
Aim
This paper provides an update to North Bristol NHS Trust Board (NBT) on the progress made in
implementing the Trust Dementia Action Plan 2011/2012. This follows the Dementia Peer Review
Update Report presented to Board in February 2012.
Background
Dementia is an overarching term for a range of degenerative diseases affecting the brain, which impair
the individual’s memory, cognition, functional ability and communication. There are over 100 different
types of Dementia and no two people experience Dementia in the same way. Dementia can affect adults
of all ages, with risk increasing as age increases. There are 750,000 people in the UK living with
Dementia; fewer than 40% of people with Dementia have received a diagnosis (Department of Health
2009). 1 in 3 patients within an Acute Hospital may have Dementia known or suspected.
All NHS organisations are required to provide the systems and processes to identify and support patients
who may have cognitive impairment or dementia as well as having a responsibility to ensure that care for
this patient group is appropriate and person centred.
Following the Self assessment against the South West Standards for Dementia Care and feedback from
a peer review the Trust Dementia Action Plan - 2011/2012 was developed (Attachment 1).
Key achievements and progress in implementing the Trust Dementia Action Plan - 2011/2012
The role profile of the Dementia Champion has been developed. To date 91 NBT staff (both clinical and
non clinical) has received formal training to enable them to undertake the role of a Dementia Champion.
This has been supplemented with the NBT Dementia Care website as resource for all employees and
specifically for dementia care champions.
(http://sharepoint/sites/trustwide/Dementia/Pages/default.aspx)
NBT has developed and implemented the “forget me not” protocol as part of daily patient status review
(“white board process”). This symbol is recommended for use with adult patients who have altered
cognition. It acts as a visual identifier raising awareness with all staff within the patients care team of the
need to provide additional support for the patient.
The ‘This is me’ leaflet has been launched. This is a patient/carer held document, used by any
patient/carer who feels that sharing information about themselves/ or the person will support the care
team to better support the person.
A Volunteer Services project commenced April 2012 to further develop the volunteer role to enhance
patient wellbeing and provide extra support to patients with Dementia. This is being progressed in
partnership with the League of Friends, the WRVS and the Trust Volunteer Service.
Following the successful bid to the WRVS, 50 dynamic air mattresses and pressure relieving equipment
have been purchased to support the care provided to people with Dementia.
The WRVS funding is also supporting an education post to deliver Dementia Training across the Trust
and enabled improvements in the Ward environments for the older person’s wards at Frenchay and
Southmead Hospitals through the purchase of communicators, signage, toilet seats and ward clocks
The Bristol Carers Charter (of which NBT is a co-signatory), NBT Carers Strategy and NBT Action Plan
were launched in December 2012. Both will ensure the role of the Carer is valued by all staff and that
carer views are respected, listened to and understood
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The Trust achieved two of the three dementia specific CQUIN targets for 2011/12; these relate to:


Ward Moves - 95% of ward moves in March 2012 should occur between 08:00am and 08:00pm
(unless reported by exception due to medical reasoning). The Trust was assessed as achieving
this standard in 97% of occasions.



A requirement that Dementia awareness training was to become mandatory for all staff – The
Trust was assessed as achieving this CQUIN and this level of training is now mandatory. Since
February 2012, 3210 NBT staff (Clinical and non clinical) have received Level (1) Dementia
awareness training.



Dementia Diagnosis Recording for Inpatients – This was not achieved, as there were a number of
challenges in recording Dementia status within Cerner. An increase of 23% was noted however
against a target of 25%.

Future Developments
Work will continue to progress the achievements noted here and the actions identified within the NBT
Dementia Action Plan 2012/13.
A further 2 specific standards have been identified as priorities for 2012/13.
These are:


Standard 5. Nutrition and hydration needs are well met: all patients receive a nutritional
assessment, carers actively encouraged to assist at mealtimes, appropriate utensils provided and
flexibility in provision of meals, timely review of swallowing difficulties



Standard 7. Quality of care at the end of life: People with dementia at the end of life have an
equal access to end of life care in hospital, GP is informed that patient is approaching end of life

NBT will implement the National Dementia CQUIN for 2012/13. The CQUIN has been agreed and relates
to:




Finding people with Dementia – All patients over 75 and/or their carers are to be asked a
question which reads “Has the person been more forgetful in the last 12 months to the extent that
it has significantly affected their lives”
Assessing people with Dementia– People who answer yes to this question will be assessed and
diagnosed using an appropriate assessment tool.
Referring people with Dementia – if they prove positive to this, they will be referred to a
specialist mental health service and/their GP

The recording process for this CQUIN is being confirmed and progress against this will be commence
the end of quarter (3) 2012/13. A 90% compliance score in all three areas, over a three month period will
be required to achieve this CQUIN.
NBT have been invited to join the National Call to Action Taskforce - Caring for people with Dementia in
the Acute Services. This is led by the NHS Institute and has been developed to look at best practice for
inpatient care as well as supporting the development of national standards for caring for people with
Dementia.
NBT is also leading a Health Integration Team (HIT) within the Bristol Health Community. The HIT will
aim to improve outcomes across the patient pathway, create an integrated whole health system
approach to provide care and ensuring that this is cost-effective and sustainable and works across
patient pathway and organisational boundaries.
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The Trust has registered to participate in the 2nd Royal College of Psychiatrists National Audit of
Dementia, commencing April 2012. The Trust participated in the 2010 core audit and the 2011 enhanced
audit
A repeat Trust Dementia Self Assessment will take place in August 2012 detailing actions implemented
since the baseline assessment submitted in June 2011. This will be followed by a further Regional
Dementia Peer Review visit will be undertaken this in November 2012.
The NBT Framework of Care is launched in June 2012. While this does not specifically relate to only
people with Dementia, it does reflect North Bristol Trust’s commitment to delivering a quality service so
that patients can achieve their best possible healthcare outcomes whilst feeling cared for and cared
about. It sets out the initiatives and objectives that will underpin the provision of ‘Exceptional Care,
Personally Delivered’ for all patients.
Governance and Assurance
The Directorate management teams of General Manager, Clinical Director and Head of Nursing are
responsible for the dissemination and monitoring of compliance to Trust policies in their areas. They are
responsible for ensuring that their directorate is represented at relevant meetings and that the actions
identified are locally implemented.
NBT has a number of policies that outline the processes for staff to follow if they have concerns and/or
are caring for patients who may be vulnerable.
During 2011, processes and training have been established within the Advice and Complaints and Risk
Management Teams to ensure early identification of Safeguarding concerns that come through the Trust
Complaints process, Serious Incident reporting and the e-AIMS reporting system. Additional work will be
undertaken to further develop the links with Human Resources and the whistle-blowing process.
Key concerns
Currently the key concerns relate to a variable understanding of the application of the Mental Capacity
Act, Safeguarding processes and the lack of a whole health community ‘Frail Elderly’ pathway that
incorporates people with Dementia.
Key actions are:



All Clinicians reminded of the MCA and Safeguarding responsibilities.
A multiagency approach is required to develop this pathway. Therefore concerns to be
highlighted to the BNSSG Strategic Dementia Committee

Conclusion
Overall NBT has made significant progress in improving the patient experience for patients with a
Dementia. There is still ongoing work required however in raising awareness and increasing the skills
and confidence of staff to respond flexibly to the needs of the patient group.
Delivery of this is monitored by the Trust Dementia Care Operational Group reporting to the overarching
Safeguarding Committee.
Recommendations
The Trust Board is asked to note the contents of this report and the progress made against the
implementation of the Trust Action Plan (2011/2012)
Gareth Howells
Deputy Director of Nursing

4

Appendix A
The North Bristol NHS Trust Hospital Improvement Plan for people with Dementia.

South West Dementia Partnership

South West Hospital Standards in Dementia Care

South West Hospital Standards in Dementia Care
improvement plan template
February 2011

www.southwestdementiapartnership.org.uk/hospital-standards

North Bristol NHS Trust/Dementia Care/June2012/Version (7) GH/NP
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Hospital Improvement Plan: Dementia Care in Hospital

Hospital

North Bristol NHS Trust

Lead officer
Contact details

Marie-Noelle Orzel, Director of Nursing : Marie-Noelle.Orzel@nbt.nhs.uk 0117 340 3516
Supported by : Gareth Howells, Deputy Director of Nursing :gareth.howells@NBT.nhs.uk 0117 34
06261

Date/Version

June 12th 2012 Version (7)

Reviewed by
(include governance arrangements)

Joint Bristol Hospitals Dementia Group
North Bristol NHS Trust Dementia Operational Group – (which is a sub group of the Trust
Overarching Safeguarding Committee).
Update provided to North Bristol NHS Trust, Trust Board in June 2011
Further update to North Bristol NHS Trust, Trust Board provided in Feb 2012
Annual Report to Trust Board – June 2012

North Bristol NHS Trust/Dementia Care/June2012/Version (7) GH/NP
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Standard 1: Respect, dignity and appropriate care

LEVEL 1

Criteria

Actions

Lead

Deadline

Improvement
indicators

Evidence

1. Dementia ward champion role
is in place on in all clinical areas,
with specific responsibilities for
implementation and audit of
standards, training, coaching
and mentoring.

NBT and UHBristol group to
develop Dementia Champion
role, including training
programme, competencies and
implementation strategy, role
expectations and support
structure for the post holders

Gareth Howells

1st January 2013

Each area has
a named
champion who
is trained and
able to
undertake the
role.

Dementia Care
champion training
held: Nov 2011,
Dec 2011 and may
2012.
Training matrix in
place for level 2
and 3

Dementia champion role profile
to be defined and established in
clinical areas.
Begin recruiting to Champion
roles, through promotion of
dementia work across the Trust

Gareth Howells

1st August 2012
Pilot role –
October – March
2012 - Complete
Launch role December 2011 –
Complete

Each area has
a named
champion who
is trained and
able to
undertake the
role.

List of clinical and
non-clinical
Dementia Care
champions and role
profile available on
data base and
dementia website

Training systems for champions
established and implemented

Gareth Howells

March 2012 Complete

Joint Bristol
Hospitals
Training plan
will be
successfully
implemented

Mandatory training
sessions for all
non-clinical staff in
NBT have been
made available Jan
– June 2012
Attendance lists of
all non-clinical Staff
who have attended
the mandatory

North Bristol NHS Trust/Dementia Care/June2012/Version (7) GH/NP
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Criteria

Actions

Lead

Deadline

Improvement
indicators

Evidence
dementia care
awareness training
is available.

2, There is accessible laminated
literature on the ward, including
these standards and information
about future planning, that can
be understood by patients with
early dementia and that can be
used by their carers.

Develop links with the
WRVS/League of Fiends and
Trust Volunteer service to
support the care of people with
dementia

Cathy Timothy

1st April 2012 –
Complete

WRVS/League
of Fiends and
Trust Volunteer
service will
have a well
developed
champion
network.
A volunteer
service will be
piloted and
evaluated by
December 2012

A workshop to
scope service
model and
implementation
plan is taking place
8 June 2012 with
NBT vol service
and WRVS.

Links with Trust Communication
Team to be established
Ward literature to be reviewed
and made available in all areas.
Approved leaflets by
communications subgroup to be
used in clinical areas

Gareth Howells/
Clare Lang
Department
Manager

May 2012 Complete

Agreed and
recognised
literature
available in all
clinical areas.
Link into
Productive
Ward initiative

All clinical areas
have a resource file
with laminated
information.
Laminated posters
also made
available to all ward
areas
PDSA being
developed to audit
quality
improvement

May 2012 Complete

North Bristol NHS Trust/Dementia Care/June2012/Version (7) GH/NP
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Criteria

Actions

Lead

Deadline

Improvement
indicators

Evidence

Trust intranet to have resource
area for this literature and care
plans etc for dementia to be
created

Dr Judy
Haworth

January 2012 Complete

Dementia
Intranet site will
be operational

Dementia website
is being continually
updated and
improved – now
contains details of
all NBT dementia
champions

Information on Dementia
Training and development
courses and study days are
circulated to HoNs and
cascaded via Trust bulletin to all
staff.
Alzheimer Society “Top Tips”
information copied to all wards.

Gareth Howells

January 2012 Complete

Training
Information will
be available
Information will
be available to
all staff

Copies of
programmes and
emails
disseminated to
HoN available
This has been
made available in
dementia care ward
resource files and
via website

Final design of “This is me”
agreed

Dr Judy
Haworth /
Gareth Howells

“This is me” will
be available for
use in all areas

This is me booklet
is available via
EROS.
PDSA to include
audit of access to
completed this is
me booklet

Format and roll
out of
information will

Roll out plan for
productive Wards
project.

Gareth Howells
January 2012 Complete

1st December
2013 – Ongoing

Roll out of “This is me”

There is a variety of literature for
staff on the ward linking with
training and development

Link information roll out to
Productive Ward Project

January 2012 Complete

Marjorie
Kingston

1st December
2013 – Ongoing

North Bristol NHS Trust/Dementia Care/June2012/Version (7) GH/NP
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Criteria

Actions

Lead

Deadline

programmes within the hospital.

3. All care plans for people with
Dementia are person-centred as
evidenced by observation of
staff interaction with patients.

Improvement
indicators

Evidence

link in with the
Productive
Ward process

Use of “forget me
nots” in white board
process

Collecting of dementia status to
be recorded and coded as part
of patient demographics (On
admission)

Juston Brent

1st April 2013

Dementia
Status will be
recorded on
admission.
Improved by 23
% in 2011/12

Dementia Status a
mandatory field in
Cerner
23% increase in
reporting 2011/12

Patient/Carer satisfaction
element of NQAT audit to be
implemented.
Documentation element of
NQAT Audit to be implemented

Alison West

April 2012 Complete

NQAT Audit
results to be
Silver or above.

90% of wards
should silver or
gold awards (score
80%+) for Patient
Experience
element at end of
Q3 – CQUIN
achieved

Links with Cerner Millennium to
be maintained to ensure care
plans within the new system are
appropriate

Carole Dehalle

Care plans will
be appropriate
and individual
to the person
with Dementia

Nursing
assessment
available on
CERNER with
questions to
identify patients
with cognitive
problems –

Minimum standard = 90%.

Alison West
April 2012 Complete

April 2012 Complete

North Bristol NHS Trust/Dementia Care/June2012/Version (7) GH/NP
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Criteria

Actions

Lead

Deadline

Improvement
indicators

Evidence
DASHBOARD
being developed to
report to DCOG

4. Individualised and appropriate
risk assessment will be
undertaken and incorporated
into the patients care plan.
Relatives, carers and patients to
be involved in the development
of individual care plan Minimum standard = 90%.

All risk assessments will be
completed for individual patients
for falls, pressure ulcers,
nutrition, VTE etc.

HoN

1st April 2012 –
Review August
2012

90% of wards at
NQAT Audit
results - Silver
or above –
2011 - 2012

Review Discharge teams role in
coordinating complex patient
discharges Inc people with
Dementia.

Diana Porter

1st August 2012

People with
dementia will be
identified early
in their
pathway, their
care will be
individualised,
assessed,
planned,
implemented
and evaluated

Diana Porter
Benchmark Discharge
processes for people with
Dementia

Assessment in
process – complete
by August 2012

North Bristol NHS Trust/Dementia Care/June2012/Version (7) GH/NP
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Criteria

Actions

Lead

Deadline

Improvement
indicators

Evidence

Audit process for the prescribing
on anti-psychotic medication
Complete National Audit of
Dementia (Care in General
Hospitals)

Dr Judy
Haworth
Dr Judy
Haworth
Dr Seema
Srivastava

30th June 2012 –
Complete

Prescribing of
anti-psychotic
medication will
be appropriate

Internal and
national “Call to
action” audit
completed

National Audit
for Dementia
will be
completed

In progress and
completion Oct
2012

Delirium
Pathway will be
implemented

DRAFT pathway
available and
launched
Available on NBT
intra-net dementia
website and is
being piloted on
one ward

OPAL Service
will be
operational 7

No resources to
recruit MDT.

October 2012

Test Delirium Pathway

October 2012

Scope OPAL Service
assessment process for people
with dementia

Dr Kyra
Neubauer

1st April 2012 –
Complete

North Bristol NHS Trust/Dementia Care/June2012/Version (7) GH/NP
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Criteria

Actions

Lead

Deadline

NB Will now link in with the Trust
BoF Rehabilitation Project.

Agree specific data set for
people with dementia

Gareth Howells/
Jason Young

30th June 2012

Improvement
indicators

Evidence

days a week
and patients
with complex
care needs will
be assessed
with their care
planned/implem
ented

Pilot with SGlos
community service
in progress
Trust BoF
Rehabilitation
Project.

Dataset
information will
be reported

Draft data set
developed June
2012 to be agreed
by DCOG June 11

North Bristol NHS Trust/Dementia Care/June2012/Version (7) GH/NP
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Standard 1: Respect, dignity and appropriate care

LEVEL 2

Criteria

Actions

Lead

Deadline

Improvement
indicators

1. Patient care is person centred
informed by Dementia Care
Mapping or similar methodology.

All level (1) actions plus:
Dementia care mapping
methodology and a small test of
change to be undertaken to
identify the best approach to
implementation
Ensure links with the Trust
Medical Academic Lead for
Dementia are maintained

Dr Judy
Haworth links
with BPCT
(Emma Bird)
Gareth Howells

1st Oct 2013

Dementia care
Dementia care
pathway will be pathway completed
and available on
implemented
dementia website
within the
Health
Community

2. Ward champion role training
programme is delivered.

Ward Champion training
program to be defined and
delivered.

Gareth Howells/
Jane Hadfield

1st Oct 2012

December 2012 Complete

Evidence

Numbers of
Staff trained

HIT Project
developed which will
include a scoping
exercise re
Dementia Care
Mapping or similar
methodology

Trust Medical
Academic Lead
for Dementia is
Dr Liz
Coulthard

Good links exist with
Dr Liz Coulthard
Consultant Senior
Lecturer in Dementia
Neurology

Level (1)
Dementia
Training will be
mandatory
% of ward

The role profile of
the Dementia
Champion
launched, to date
81 NBT staff has

North Bristol NHS Trust/Dementia Care/June2012/Version (7) GH/NP
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Criteria

3. The Trust Board regularly
reviews serious and untoward
incidents, falls, delayed
discharges, and complaints
associated with patients with a
primary or secondary diagnosis
of dementia.

Actions

Lead

Dementia category to be
introduced in collection of data
relating to SUI, falls, number of
transfers, delayed discharges,
Hydration/ Nutrition and
complaints. Expand e-AIMS
system to include dementia
category.

Deadline

Gareth Howells/
Lesley Le
Pine/Jason
Young

30th June 2012

Improvement
indicators

Evidence

champions
trained.

received the
training.

Regular reports
available that
identify patients
with dementia
and specific
issues with the
care provided.

Draft DASHBOARD
developed and
taken for approval
by DCOG on 11
June

Standard 2. Agreed assessment, admission, discharge processes and needs specific care plans

LEVEL 1

Criteria

Actions

Lead

Deadline

Improvement
indicators

Evidence

1. Prior to a planned admission of a person with
dementia or suspected cognitive impairment or on an
emergency admission, the named carer/relative/friend
is identified. S/he is provided with written information
regarding the way in which s/he can support the
patient.

Review pre-op
assessment process
and information given
to patients and
carers.

Dominique
Verplancke
/Juliet
Hughes

1st April
2012 –
Complete

Out patient
satisfaction
survey.

All patients are
issued with
information as to
what to expect on
admission at pre-op
assessment
In patient
satisfaction survey
provides an
opportunity for

North Bristol NHS Trust/Dementia Care/June2012/Version (7) GH/NP
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Criteria

Actions

Lead

Deadline

Improvement
indicators

Evidence
patients to
comment

2. The names of key contacts are provided (e.g.
consultant, lead ward nurse, liaison nurse / social
worker). Minimum standard = 95%

Link in with
Productive Ward
initiative – “White
Board Process”

Marjorie
Kingston

1st April
2011 –
Complete

Information will
be available
and visible
within each
ward/departme
nt

The patient status
at a glance boards
have been linked
with the forget me
not image. All
wards have now
been equipped with
these boards,
which are part of
the Patient status
at a Glance
foundation module.
The use of boards
makes the status of
patients visible for
care providers and
assists with
providing a well
managed discharge
for patients from
hospital.
PDSA to be carried
out in June 2012 to
test this change on
one ward

North Bristol NHS Trust/Dementia Care/June2012/Version (7) GH/NP
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Criteria

Actions

Lead

Deadline

Improvement
indicators

Evidence

Standardise
admission literature
so that basic
information is
available - move to
Cerner Millennium
occurs ensure that
information is
captured and
appropriate prompts
for staff in place

Carol
DeHalle

30th July
2012

Audit and
annual review
of admission
and
preadmission
documentation

Information in
Cerner – roll out
plan for the future
development and
usage in place –
update in July 2012

3. Prior to a planned admission of a person with
dementia suspected cognitive impairment, ‘This is me’
is completed.

Relevant
Wards/Departments
to be provided with
the “This is me”
information
“This is me” to be
given to patient and/
or carer at Pre-op
assessment once
diagnosis of dementia

Madelyn
Griffith –
Head of
Nursing

30th June
2012

Documentation
audit of all
clinical areas.
Electronic
admission
documentation
prompts
provision of
“This is me”
documentation

PDSA to be carried
out in June 2012 to
test this change on
one ward

In an emergency admission an agreed modified
version of ‘This is me’ is completed. This will inform an
evidence- based multi-disciplinary care plan to be
agreed within 24 hours with the patient and the main
relative / carer / friend.

Agree how “This is
me “ will be
incorporated into
ward care
management
“This is me” available

Dr Judy
Haworth

January
2012 Complete

“This is me”
document will
be fully
implemented
“Golden Rules”
for patient

Launched and
available through
EROS

Dr Judy
Haworth

January

Transfer standards
completed

North Bristol NHS Trust/Dementia Care/June2012/Version (7) GH/NP
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Criteria

Actions

Lead

in dementia space on
Trust Intranet

Deadline

Improvement
indicators

2012 Complete

transfer will be
fully
implemented

January
2012 –
Complete

Patients with
Dementia will
not be moved,
unless for a
clinical reason

January
2012 Complete

Golden Rules
and escalation
process will be
operational

Evidence

95% of ward moves
in March 2012
occur between
08:00am and
08:00pm (unless
reported by
exception due to
medical reasoning)
– CQUIN Achieved

Review
implementation of
inpatient transfer form
and relevance to
people with Dementia
Develop “Golden
Rules for patient flow,
which highlight the
requirement to
minimise the number
of ward moves

Kenny Gale

Standards for a
dementia friendly
environment to be
circulated

Dr Judy
Haworth

March
2012 Complete

Standards will
be circulated

Kings Fund audit of
environment has
been circulated to
dementia
champions and to
be discussed at
dementia
champions forum

Confirm timescale for
WRVS support for
“Dementia” proofing”
Ward Environments

Gareth
Howells
(with
Support
from

1st April
2012 Complete

With support
from the
WRVS, Ward
areas will be
conducive to

Red coloured toilet
seats and signs,
making and ward
wall clocks more
visible planned to

North Bristol NHS Trust/Dementia Care/June2012/Version (7) GH/NP
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Criteria

Actions

Lead

Deadline

Estates/Pro
curement)

4. There is a system to detect and record cognitive
impairment on the ward.
All patients with suspected dementia receive a
comprehensive assessment (unless there is evidence
of this having been recently undertaken); where
dementia is suspected but not yet diagnosed, this
triggers a referral for assessment and differential
diagnosis either in the hospital or in the community
memory services.
Minimum standard = 95%.

Improvement
indicators

Evidence

providing
Dementia care
(as per WRVS
Bid)

be installed during
Aug – Dec 2012 on
Frenchay wards
and some SMH
wards

Review new hospital
plans for a dementia
proof environment

Jasek
Szymanski

1st April
2012 Complete

New Hospital
environment will
be dementia
friendly

Operational Plan
developed – links
to new hospital
development group
established

AMT (abbreviated
mental Test) scored
on all patients
wherever admitted
aged over 65, ideally
on admission or first
24 hours. Cognitive
impairment pathway
completed for all
scoring less than 9/10
Introduce “Forget-menot” sign system for
patients with cognitive
impairment.
Agreement required
on where and who
can make a formal
diagnosis of dementia

Dr Judy
Haworth /
Dr Seema
Srivastava

1st April
2012 Complete

Patients with
dementia are
easily identified
by staff on a
ward and forget
me not symbol
recognised by
all members of
staff.
Patients with a
new diagnosis
of dementia are
referred to the
memory
services or
treatment is
initiated.
Dementia

AMT (abbreviated
mental Test)
scored on all
patients wherever
admitted aged over
65

1st April
2012 Complete
1st April
2012 –
Complete

The
National
Dementia CQUIN
for 2012/13 has
been agreed and
will relate to:
Finding
people
with Dementia –
This relates to all
patients over 75
and a question
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Criteria

Actions

Lead

and make referral to
memory services or
initiate treatment.
Procedures and
documentation for
passing patient info
between acute and
mental health trusts/
GP etc agreed so
seamless transfer
Electronic discharge
summary to identify
dementia diagnosis to
GP for relevant
patients.

Deadline

1st April
2012 Complete

Improvement
indicators

Evidence

recorded and
communicated
to GPs on
electronic
discharge
summary.
Seamless
transfer process
in place.
Electronic
discharge
summary
implemented

which reads “Has
the person been
more forgetful in
the last 12 months
to the extent that it
has
significantly
affected their lives”
Assessing people
with
Dementia–
People who answer
yes to this question
will be assessed
and
diagnosed
using the AMT.
Referring people
with Dementia – if
they prove positive
to this, they will be
referred
to
a
specialist
mental
health service
Pathway to support
this
work
completed
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Criteria

Actions

Lead

5. Carers receive all relevant information about the
patient’s assessment and are involved in discussion
about further assessment. Carers understand that an
assessment of their own needs can be arranged.
Minimum standard = 95%.

Carer’s awareness
training to be
repeated.
Carer’s information
leaflet to be
developed and
available.
Carers badge system
to be introduced to all
clinical areas for all
vulnerable groups.
Full carer involvement
in all work streams

Alison West

6. There is an agreed system in place across the
hospital so that staff are aware of the person’s
dementia (visual identifier or marker in notes).
Minimum standard = 100%.

Introduce “Forget-menot” sign system for
patients with cognitive
impairment.
Implemented the “falls

Deadline

1st April
2012 Complete

Improvement
indicators

Evidence

Carers
feedback audit

Follow up audit to
be undertaken
during June 2012

Full carer
involvement in
all work
streams

Carer
representative
member of DCOG
and carers invited
to dementia
champion training
to hear their
stories, and
involved in service
development

Feedback from
Complaints

Complaints related
to patients with
dementia assessed
and carer
contacted and
invited to
participate in work
streams

Patients with
dementia are
easily identified
by staff in
hospital

Forget me not
adhesive labels
available via EROS
to mark patient
records

1st April
2012 Complete

Dr Judy
Haworth /
Dr Seema
Srivastava

1st April
2012 Complete
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Criteria

Actions

Lead

Deadline

Detailed assessment
of all patients to be
completed with 24
hours of admission.

Dr Kyra
Neubauer

Review the impact of Diana
the OPAL service in Porter
the care pathway of
people with Dementia

30th June
2012

30th June
2012

Discharge Training
package to be
implemented
Link in with the
Dementia South West
Partnership re
standardised
information
8. Accessible information about discharge is made

Patient / Carer

Evidence

“falls care
bundle
implemented” in
all areas (Inc
Intentional
Rounding)

care bundle” for all
patients assessed at
medium to high risk of
falls

7. Discharge is an actively managed process that
begins within 24 hours of admission.
Minimum standard = 95%.

Improvement
indicators

Diana

30th June

NQAT Audit
results to be
Silver or above

NB Will now link in
with the Trust BoF
Rehabilitation
Project.

Referral rates to
therapies and
social services
for People with
Dementia from
OPAL Service

Review of Trust
Discharge
processes being
completed which
will influence this
work

Available on the

Discharge leaflets
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Criteria

Actions

Lead

Deadline

Improvement
indicators

Evidence

available to patients and carers. This includes
information in different languages where required. The
information is made available at an early stage after
admission.
Minimum standard = 95%.

information leaflets on
discharge planning
available in all clinical
areas.
All patients have, and
are aware of, an
Estimated Date for
Discharge.
Training programme
will support staff to be
able to co-ordinate
simple discharge
packages of care.
Complex discharge
needs will be
supported and coordinated by the Trust
Discharge liaison
team

Porter

2012 Complete

wards.
EDD recorded
on PAS system
(Cerner).
NQAT Audit
results to be
Silver or above
– Observation,
documentation.

updated and relaunched

Each patient to have
a named nurse
responsible for
coordinating their
care.
Each ward to have an
allocated Discharge
Liaison Nurse to give
advice on discharge
planning.

Relevant
Head of
Nursing

30th June
2012

Ward staff
aware of named
person –
Dementia

Part of Dementia
champions role and
to be promoted at
the dementia
champions forum

30th June
2012

Champion to be
implemented
Discharge
liaison team to
develop their

9. There is a named person in each clinical area who
takes responsibility for discharge coordination for
people with dementia, who has been trained in the
ongoing needs of people with dementia and has
experience of working with people with dementia and
their carers.

Review of Trust
Discharge
processes being
completed which
will influence this
work
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Criteria

Actions

Lead

Deadline

Improvement
indicators
experience with
dementia
EDD recorded
on ward board
NQAT Audit
results to be
Silver or above.
Review of
readmission
rates and
reasons

Evidence

The role profile of
the Dementia
Champion
launched, to date
81 NBT staff has
received the
training.

Dementia Champion
role to be
implemented

Gareth
Howells

December
2012 Complete

10. Discharge plans clearly document the patient’s
cognitive and functional status, treatment plan and
community support plan. The community support plan
is developed collaboratively with carers/families, and
agencies providing support.
Minimum standard = 95%.

Documentation of
cognitive assessment
to be included in
patient’s electronic
admission
assessment.
Electronic discharge
summary to include
dementia code to GP

Diane
Porter

1st April
2013

Introduction and
audit of
electronic
patient
documentation.
Audit of
discharge plans
Review of
readmission
rates and
reasons

Review of Trust
Discharge
processes being
completed which
will influence this
work

11. The hospital has access to intermediate care
services which will support people with dementia
where required and be available to avoid delayed
hospital discharge.

Pan Bristol Dementia
Care collaborative to
be established
Links with PCT to be
reinforced to ensure a

Diana
Porter

1st April
2013

Consistent
admission and
discharge
pathways to be
in place

Review of Trust
Discharge
processes being
completed which
will influence this

Dr Judy
Haworth /
Dr Seema
Srivastava
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Criteria

Actions

Lead

Deadline

Improvement
indicators

work

consistent approach
to access to
intermediate care
services
Intermediate care
services available to
patients who meet the
criteria set for access.
12. The intermediate care services demonstrate
effective diversion from acute care and care homes.

Links with PCT to be
reinforced to ensure a
consistent approach
to access to ongoing
care (Intermediate
care, Nursing and
Residential Care
settings)

Evidence

Diana
Porter

1st April
2013

Review and
benchmarking
of destination
on discharge for
patients
Review of
readmission
rates and
reasons
Consistent
admission and
discharge
pathways to be
in place

Review of Trust
Discharge
processes being
completed which
will influence this
work
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Standard 2. Agreed assessment, admission, discharge processes and needs specific care plans

LEVEL 2

Criteria

Actions

Lead

Deadline

Improvement
indicators

Evidence

1. Care pathways for patients with
dementia, audit of patient notes and
feedback from patient / carers have
been reviewed at least annually, led by
the senior clinical lead.
Minimum standard = 100%.

All actions within Level (1) as
well as :
Current Liaison Service
provision to be reviewed and
confirmed
The “Bristol Dementia Care
collaborative” to be investigated,
with focus on the Dementia care
standards and pathway
development
Completed an audit of medical
notes and patient coding for
dementia.
Update the electronic discharge
summary to include dementia

Diana
Porter

1st April
2013

Audit of compliance to
Care Pathway
Consistent approach to
admission/discharge

Dr Judy
Haworth /
Dr Seema
Srivastava

1st April
2013

Review of
Trust
Discharge
processes
being
completed
which will
influence
this work

Discharge Liaison Nurses to
receive training on dementia
and community support for
patients.

Diana
Porter

1st April
2013

2. Discharge coordinator training
programme is delivered.

Training attendance
records, discharge team
fully trained
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Standard 3: Access to a specialist mental health liaison service

LEVEL 1

Criteria

Actions

Lead

Deadline

Improvement
indicators

Evidence

1. The hospital provides access to a mental
health liaison service, which provides
expertise in dementia for advice, screening,
assessment, diagnosis, referral to and
liaison with other services, and education
and training for hospital staff.

Training to be included in levels
1 to 3 of the training matrix
Training programme to be in
place by March 2012
Ease of access to referral forms
for liaison service and clear
guidance on when person
should be referred

Diana
Porter
Frank
Herrity

30th June
2012

Rates of referral and
Length of stay for patient
with Dementia (following
assessment by the
Mental Health Liaison
Service)
Audit of referrals and
time between referral
and assessment

Level (1)
training is
now
mandatory
to date
1296 NBT
staff have
received
level (1)
Dementia
Training

2. People with dementia that develop noncognitive symptoms that cause distress, or
who present with behaviours that challenge
are considered for referral to the liaison
service for further assessment.

Audit to establish baseline of
referrals to the service
Review referral process to
ensure assessments and
referrals are conducted
appropriately. Develop protocols
to support this.
When review is completed, plan
to audit % of people referred
against % of assessment

Diana
Porter
Frank
Herrity

30th June
2012

Audit of referrals to
Mental Health Liaison
Services.

Review of
Mental
Health
Liaison
Services
across
Bristol
being
completed
– which
will
influence
this work

Dr Judy
Haworth

Dr Judy
Haworth
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Standard 3: Access to a specialist mental health liaison service

LEVEL 2

Criteria

Actions

Lead

Deadline

Improvement
indicators

Evidence

There is agreement about how and when a full
multi-disciplinary liaison service is in place for
the local general and community hospitals. This
includes the provision of consultant psychiatrist
time, and the required capacity to meet the
needs of patients with dementia in general and
community hospital settings.

All level (1) actions plus
Commissioners to
determine activity levels
and outcomes for the
liaison service, including
agreement regarding how
and when a full service is in
place.

Diana
Porter
Frank
Herrity

1st April
2013

Rates of referral and
Length of stay for patient
with Dementia (following
assessment by the
Mental Health Liaison
Service)
Review of readmission
rates and reasons
Audit of time from referral
to assessment
% pts on treatment for
dementia started if
appropriate prior to
discharge

Review of
Mental
Health
Liaison
Services
across
Bristol
being
completed
– which
will
influence
this work

1st April
2013

Rates of referral and
Length of stay for patient
with Dementia (following
assessment by the
Mental Health Liaison
Service)
Review of readmission
rates and reasons

Review of
Mental
Health
Liaison
Services
across
Bristol
being
completed
– which
will
influence
this work

Dr Judy
Haworth

Plan and undertake an
annual audit of the service
and current arrangement to
be scoped
2. Commissioners assess need and determine
activity levels for and outcomes delivered by the
liaison service.

Commissioners to
determine activity levels
and outcomes for the
liaison service, including
agreement regarding how
and when a full service is in
place.

Gareth
Howells
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Criteria

Lead

Deadline

Improvement
indicators

Evidence

3. Waiting times for referrals to the mental health Information on the Mental
Health Liaison Service to be
liaison service are maintained within agreed
regularly updated and
timeframes.
shared with clinical teams.
Implementation of the
National Dementia
standards (Std 3 : Access
to a specialist Older
Persons Mental Health
Liaison Service)

Diana
Porter
Frank
Herrity

1st April
2013

Audit of referrals to
Mental Health Liaison
Services.

Review of
Mental
Health
Liaison
Services
across
Bristol
being
completed
– which
will
influence
this work

Information on the Mental
Health Liaison Service to be
regularly updated and
shared with clinical teams.

Diana
Porter
Frank
Herrity

1st April
2013

Information from Mental
Health Liaison Services
is included in local
training programs

4. The role of the mental health liaison team
includes the provision training for healthcare
professionals in the hospital who provide care
for people with dementia. This function is
reflected in local training strategies.

Actions

Dr Judy
Haworth
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Standard 4: Dementia-friendly environment, minimising moves
Criteria

LEVEL 1

Actions

Lead

Deadline

Improvement
indicators

Evidence

1. The hospital clinical champion determines the Closer working links are
signage requirements of wards to assist people being developed with the
WRVS with the aim of
with dementia. Signage is installed.
supporting the development
of the ward environments, to
be more conducive to the
provision of care to people
with Dementia
New hospitals build team to
incorporate
recommendations on
signage.
Review toilet/ bathroom
signs in existing wards.

Gareth
Howells /
Cathy
Timothy

1st April
2012 Complete

Areas identified
within the WRVS
collaborative work
will be
implemented
Confirmation from
New Hospital Team
of environmental
criteria and
signage.
Agreed signage in
place (National
Audit of dementia )
New hospital build
team informed of
requirements

To improve the
environment of
care,
communicators
have been
purchased as
well as signage,
toilet seats and
ward clocks for
the older
person’s wards
at Frenchay
and Southmead
Hospitals.

2. A good sensory environment is maintained
with lighting free of shadows or glare; patients
are able to see a clock from their bed area;
availability of calendars.

Gareth
Howells /
Cathy
Timothy

Evaluation of clock
trial and further
recommendations.
National audit of
dementia 2012

As above

Provision of and evaluation
of use of appropriate clock in
elderly care area.

Jasek
Szymanski

1st April
2012 Ongoing

1st April
2012 Complete
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Criteria

Actions

Lead

Deadline

Improvement
indicators

Evidence

3. Hospital policy endorses the principle that
patients known to have dementia should not be
moved between wards unless required for their
care and treatment. Appropriate expertise
should be brought to the patient rather than the
patient being required to move.

Update bed management
protocols to recognise that
patients with any cognitive
impairment or learning
disability should not have
secondary ward moves,
other than for their clinical
needs.
Golden Rules for patient flow
to be developed and
implemented

Sue Evans/
Kenny Gale

1st April
2012 Complete

Organisational
audit of ward
moves
Audit of Golden
Rules for patient
flow

95% of ward
moves in March
2012 occur
between
08:00am and
08:00pm
(unless
reported by
exception due
to medical
reasoning) –
CQUIN
Achieved

4. Patients should not be moved between wards
between 8pm and 8am.
Moves at mealtimes and medication times are
also avoided.

Reinforce protected
mealtimes.
Update bed management
protocol to include times
when patients should not be
moved unless for their
clinical need.
Golden Rules for patient flow
to be developed and
implemented

Sue Evans/
Kenny Gale

1st April
2012 Complete

Golden Rules for
patient flow to be
developed and
implemented
eAIMS forms for
inappropriate
patient movement.
Bed management
policy updated.
Feedback from
dementia wards
champions.

As above

Discussion regarding a required move takes
place with the patient. Carers/families should be
given adequate notice of a proposed move and
asked if they wish to assist in the transfer.
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Criteria

Actions

Lead

Deadline

Improvement
indicators

Evidence

5. If a move is unavoidable the completed
personal profile/wishes (‘This is me’ record)
should be transferred to new ward along with all
medical records. Key personnel identify
themselves and implement full orientation
policy.

All patients’ notes to be
transferred at the time the
patient moves between
wards.

Sue Evans/
Kenny Gale

1st April
2012 Complete

NQAT Audit results
on all wards to be
Silver or above.
Organisational
audit of ward
moves.

2011/12 - 90%
of wards
achieved Silver
or above in the
overall NQAT
Score
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Standard 4: Dementia-friendly environment, minimising moves

LEVEL 2

Critera

Action

Lead

Deadline

Improvement
indicators

Evidence

1. All key communal areas within hospital used by
people with dementia are identified. The hospital
clinical champion agrees appropriate adjustments
to the environment (e.g. signage, easy to interpret
menus and daily routines, coloured privacy doors).

All level (1) actions plus
Closer working links are being
developed with the WRVS with
the aim of supporting the
development of the ward
environments, to be more
conducive to the provision of
care to people with Dementia

Gareth
Howells

1st April
2013

Areas identified
within the WRVS
collaborative work
will be implemented
The North Bristol
Trust Professional
Principles of Nursing
and Midwifery
Practice will be used
as a way off
improving the quality
of care provided by
Nurses and
Midwives’ in North
Bristol NHS Trust
Environmental visit
reports.
Recommended
changes are
completed.

The role of
the Trust
volunteer in
Dementia
Care is being
developed in
partnership
with the Trust
Volunteer
Service,
League of
Friends and
WRVS. The
support
volunteer role
has been
successfully
piloted on
two wards at
Southmead
hospital – the
outcome of
which will
influence this
work.

Agreed periodic environmental
reviews/ visits by hospital
clinical champion, Facilities
Management, ward champions
etc.
Recommendations on visits to
be reported regularly.
Investigate the potential of
introducing a ward charter
mark for Dementia Care
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Critera

Action

Lead

Deadline

Improvement
indicators

Evidence

2. Daily therapeutic and recreational sessions or
activities are available. Wards may include activities
such as art therapy, music, gentle hand massage,
activity boxes

Increase the number of
volunteers available on wards
to patients.
Provide training to volunteers
on how they can communicate
and support individuals with
dementia.

Cathy
Timothy

1st April
2013

Number and
frequency of visits to
wards by volunteers.

Will be
progressed
via the
Volunteer
project

Ward champions to provide
regular feedback on patient
environment.

Gareth
Howells /
Cathy
Timothy

1st April
2013

Ward champion
reports/ feedback
Observational
Rounds

If discreet space is not available then activities are
brought to the patient.

3. Periodic review of impact on ward environment
during periods of high / peak activity.
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Standard 5: Nutrition and hydration needs are well met

LEVEL 1

Criteria

Actions

Lead

Deadline

Improvement
indicators

Evidence

1. All patients will have a weight assessment
on admission, at weekly intervals, and near to
discharge (for inclusion in discharge
summary). Minimum standard = 90%
(exceptions: terminal illness, day cases, short
elective or not possible to weigh for clinical
reasons).

All patients to have the
malnutrition screening tool
completed on admission,
including recording of their
weight.
Links to other Trust wide
initiatives to be maintained
(e.g. Trust Nutritional/
Hydration Group)
Investigate potential support
of Volunteers to support the
Nutritional needs of Patients

Katherine
Lord

30th June
2012 –
Complete

90% of NQAT Nutritional
Audit results on all wards
to be Silver or above
National audit of
dementia 2012
Priority areas with NBT
Quality Account will be
implemented
The North Bristol Trust
Professional Principles of
Nursing and Midwifery
Practice
Outcomes of CERNER
audit results

90% of
wards have
achieved
gold or
silver in the
nutritional
component
of NQAT
Work in
progress
with WRVS
and NBT
volunteer
service Re
volunteer
service
supporting
patients
meal times

2. All patients will be assessed using the NBT
malnutrition universal screening tool.
Minimum standard = 90%.

Trust malnutrition screening
tool to be used for all
patients.

Katherine
Lord

NQAT Audit results on all
wards to be Silver or
above

Remains a
priority area
for 2012 –
further
update –
Sept 2012

Remains
a priority
area for
2012 –
further
update –
Sept 2012

30th June
2012
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Criteria

Actions

Lead

Deadline

Improvement
indicators

Evidence

3. Individual tastes, habits and eating
preferences are identified and recorded in
‘This is me’ as part of the initial assessment
in conjunction with carers.
Minimum standard = 95%.

“This is me” to be completed
in pre op assessment or on
admission to an emergency
area as part of the patient
assessment.

Katherine
Lord

30th June
2012

NQAT Audit results on all
wards to be Silver or
above

Remains a
priority area
for 2012 –
further
update –
Sept 2012

4. Protected mealtimes; volunteers, carers,
friends actively encouraged to assist; patients
sitting at a table more socially if they are able
to, and wish to.

Reinforce protected
mealtimes.
Enable carers that wish to
assist at mealtimes to do so
by carers badge system
Identify areas where patients
can sit at dining tables

Katherine
Lord

30th June
2012

NQAT Audit results on all
wards to be Silver or
above

Remains a
priority area
for 2012 –
further
update –
Sept 2012

5. Flexibility in provision and timing of food
and in the presentation of food e.g. snacks
and finger foods offered if necessary;
recognising some patients may take a long
time to eat a meal.

Supplements, food and
drinks from the ward kitchen
to be made available on
request.
Snack boxes to be easily
available on request to ward
areas.

Katherine
Lord

30th June
2012

NQAT Audit results on all
wards to be Silver or
above

Pilot on
Malvern
ward where
patients will
be observed
and
monitored
for their
food intake
and carers
will be
involved
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Criteria

Actions

Lead

Deadline

Improvement
indicators

Evidence

6. Coloured trays, utensils, crockery are used
to support patients with dementia at
mealtimes.

Red napkin system to be relaunched across all wards
Provision of coloured
crockery

Katherine
Lord

30th June
2012

NQAT Audit results on all
wards to be Silver or
above
National audit of
dementia 2012

Red card
system
introduced
January
2012 and
will be
audited
during July Sept 2012

Standard 5: Nutrition and hydration needs are well met

LEVEL 2

Criteria

Actions

Lead

Deadlin
e

Improvement indicators

Evidence

1. There is access within 12 hours to
specialist assessment for and advice on
helping patients with dementia in their
swallowing and eating, with information
provided to carers / families.

All actions at Level (1) and
Speech and language patient
and carer information on eating
and swallowing problems in
dementia.
Review of skills needed to
provide this service (senior
nurses?)
Speech and Language
therapists to provide a service
within 12 hours or contact the
ward to inform staff when they
will attend to assess the patient.

Katherine
Lord

1st April
2013

Audit of referral to contact
from ICE system

Standards
is being
reassessed
due to the
publishing
of update
guidelines

NQAT Audit results on all
wards to be Silver or
above
Cathy
Timothy
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Standard 6: Promote the contribution of volunteers

LEVEL 1

Criteria

Actions

Lead

Deadline

Improvement
indicators

Evidence

1. There is a named senior clinical lead within
the hospital with responsibility for defining the
role and ensuring coordination and support of
volunteers who promote wellbeing of people
with dementia in the hospital.

Closer working links are
being developed with the
WRVS with the aim of using
a team of their volunteers to
support patients in hospital
and/or between home
Named lead required to work
with Voluntary Services
Manager to develop the role
of volunteers to work
specifically with patients with
dementia.
Role and responsibilities to
be defined for volunteers.
Training on dementia to be
developed and given to
volunteers.

Gareth
Howells/
Cathy
Timothy

1st April
2012 –
Complete

WRVS will be involved in
providing support to this
patient group

Project
progressin
g to scope
volunteer
service
design
with
WRVS
and NBT
volunteer
service

2. A dementia care volunteer co-ordinator is
identified.

Voluntary Services Manager
to designate one person as
the co-ordinator for
volunteers to work with
dementia.

Gareth
Howells/
Cathy
Timothy

30th June
2012

Named person available

Mrs Vicky
Braithwat
e Assistant
Voluntary
Manager

3. Opportunities for enhancing the patient
experience (mealtimes; social activities) are
identified by ward champions with the

Each ward to have identified
activities that volunteers can
undertake with patients.

Katherine
Lord

30th June
2012

NQAT Audit results to be
Silver or above

As above

Role description
available

30th June
2012

Training program
provided for volunteers.
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Criteria

Actions

Lead

Deadline

Further develop the role of the volunteer

Pilot would have been
completed to review this role

Gareth
Howells

!st April
2012 Complete

4. Processes are agreed between volunteer
coordinator and ward champions about the
direction, support and feedback provided to
volunteers and carers.

Volunteers to have the
opportunity to discuss their
input on the ward with the
ward champion and sister.

Gareth
Howells/
Cathy
Timothy

appointed volunteer coordinator.

30th June
2012

Standard 6: Promote the contribution of volunteers

Improvement
indicators

Evidence

Co-ordinator and ward
champion liaison in place

As above

LEVEL 2

Criteria

Actions

Lead

Deadline

Improvement indicators

Evidence

1. A regular review is undertaken about the
opportunities for involving volunteers and
plans for recruitment and retention to meet
needs, which are agreed with the hospital
clinical champion.

All level (1) actions plus
Closer working links are being
developed with the WRVS with
the aim of using a team of
their volunteers to support
patients in hospital and/or
between home
Volunteers to have the
opportunity to discuss their
input on the ward with the
ward champion and sister.
Volunteer co-ordinator to meet
regularly with ward champions
and volunteers to evaluate
their contribution and provide

Gareth
Howells/
Cathy
Timothy

1st April
2013

WRVS will be involved in
providing support to this
patient group

Project
progressin
g to scope
volunteer
service
design
with
WRVS
and NBT
volunteer
service

Co-ordinator and ward
champion liaison in place
Role definition established
Training program for
volunteers
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Criteria

Actions

Lead

Deadline

Improvement indicators

Evidence

Gareth
Howells/
Cathy
Timothy

1st April
2013

Training program content

Project
progressin
g to scope
volunteer
service
design
with
WRVS
and NBT
volunteer
service

ongoing support and input.
2. A range of training opportunities are Training program to be
offered at agreed periods for new and developed for volunteers using
existing volunteers.
staff and Alzheimer’s society
resources.

Standard 7: Quality of care at the end of life

1

LEVEL 1

Criteria

Actions

Lead

Deadline

Improvement
indicators

Evidence

1. Patients with dementia identified as
approaching their end of life 1 are flagged to
General Practitioners for entry onto end of life
care register and taking appropriate action.

Discharge summaries to
identify to GP’s that patients
require end of life planning in
the community.
Implementation of End of Life
ICP

Dr Clare
Kendall / Dr
Judy
Haworth /
Dany Bell

1st April
2012 Complete

Number of patients that
are admitted with
dementia and die within
48 hours.
Audit of discharge
summary and care plans

Audit of
No of
Patients
cared for
on the
Liverpool

Mitchell, S. L., J. M. Teno, et al. (2009). "The Clinical Course of Advanced Dementia." New England Journal of Medicine 361(16): 1529‐1538.

http://www.nejm.org/doi/full/10.1056/NEJMoa0902234
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Criteria

Actions

Lead

Deadline

Improvement
indicators

care
pathway
completed
– 90%

A pilot project to identify
patients with heart failure in
the last year of life is
currently being run as a pilot
(a joint Service Improvement
Project involving UH Bristol,
North Bristol Trust and Bristol
PCT). Once processes are fit
for purpose, this will be rolled
out to patients with other
diagnoses including
dementia.
2. All patients with dementia who remain in
hospital to die are cared for using the Liverpool
Care Pathway2 or agreed integrated care
pathway for care of dying.

2

ICP to be used for all patients
that are recognised as dying.

Evidence

Dr Clare
Kendall /Dr
Judy
Haworth /
Dany Bell

1st April
2012 –
Ongoing

Audit of ICP
documentation.
Audit of number of
patients who die with a
diagnosis of dementia in
hospital.

Audit of
No of
Patients
cared for
on the
Liverpool
care
pathway
completed
– 90%
Also part
of national
audit

Liverpool Care Pathway for the dying patient (2009). The Liverpool Care Pathway is an integrated care pathway for dying patients. Its aim is to give multi‐disciplinary

teams the skills they need to care for patients in the last days of life. Version 12 launched 8 December 2009.
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Standard 7: Quality of care at the end of life

LEVEL 2

Criteria

Actions

Lead

Deadl
ine

Improvement indicators

Evidence

1. All clinical and support staff working with
people with dementia requiring end of life
care have received appropriate training.
Minimum standard = 100%.

All level (1) actions plus
Training in ICP is available to
all staff regularly by ICP coordinators.

Dr Clare
Kendall /Dr
Judy
Haworth /

1st
April
2013

Training records for staff

CQUIN for
EoL
Training
achieved
in
2011/12.
Now to be
rolled out
across the
Trust

Standard 8: Appropriate training and workforce development

LEVEL 1

Criteria

Actions

Lead

Deadline

Improvement
indicators

Evidence

1. All new staff receive mandatory induction in
caring for people with dementia based on South
West standards and required competences.

Joint UHBristol and NBT
working group established to
develop a training
programme across the city.
Secure Trust approval for a
city wide mandatory training
programme
Dementia awareness to be
incorporated into induction
and mandatory training for all

Jane
Hadfield

1st April
2012 Complete

Level (1) Training to
be mandatory and
available to all staff
Individual Training
records and pass
port

Jane
Hadfield

Attendanc
e list and
dates of
training
available
CQUIN
Achieved
in 2011/12

Jane

The

Gareth
Howells
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Criteria

Actions

Lead

staff.
Dementia awareness to be
part of the core care skills
training for all HCA workers
on commencement in the
Trust.
E-learning package on
dementia to be available to
all staff

Hadfield
Jane
Hadfield

Deadline

Improvement
indicators

Evidence
training
matrix for
Dementia
Training
has been
completed
. Level (1)
training, is
now
mandatory
for
all
staff. To
date 3200
NBT staff
(Clinical
and non
clinical)
have
received
Level (1)
Dementia
Training
during
January –
March
2012.
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Criteria

Actions

Lead

Deadline

Improvement
indicators

Evidence

2. There is a dementia training framework in place
and a strategy for implementation agreed. The
framework identifies competences required for
working with and caring for people with dementia.
The framework utilises the mental health liaison
service within the hospital. Training includes, as a
minimum:
 dementia awareness;
 communication skills, and working with
older people with sensory impairment;
 addressing behaviours that challenge;
 assessing capacity, and the Mental
Capacity Act; and
 The protection of vulnerable adults.

Joint UHBristol and NBT
working group established to
develop a training
programme across the city.
Plan to establish 3 levels of
training for staff, which will
incorporate areas identified in
the standard criteria and
prioritise key staff to
undertake training
Level 1. A Time to
Remember (Yeovil model)
For all staff to raise
awareness.
Adapt and agree model to
use in NBT/UHBristol
Begin roll out of awareness
session
Level 2. City wide subgroup
to develop draft training
programme content to
include practical and
communication skills for all
medical and registered
nurses and AHPs
Level 3. Subgroup to develop
draft training programme to
include specialist skills such
as managing
delirium/confusion

Dr Judy
Haworth /
Gareth
Howells
/Jane
Hadfield

1st April
2012 –
Complete

Training Programme
in place

Dr Judy
Haworth /
Gareth
Howells
/Jane
Hadfield

Sept 2012

Programme agreed
and implemented.
Staff attendance
records
POD/DVD available
to use in level 2
training and other
awareness raising
events

Recruitme
nt in
progress
to roll out
training
City wide
subgroup
developed
– will
complete
matrix for
Level (2),
(3)
training by
Sept 2012

Sept 2012

Sept 2012

Sept 2012

Dr Judy
Haworth /
Gareth
Howells
/Jane
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Criteria

Actions

Lead

Develop a POD/DVD
involving people with
dementia and their carers
who use local services to
include in the training
programme for staff
Develop an appropriate
training programme for
Nursing Assistants.
Review Essential Care
module and QCF dementia
module
Finalise training programme
and implementation strategy
Assess currant provision of
training and link with what is
currently being provided
Where required, new training
opportunities to be identified
and implemented

Hadfield

Deadline

Improvement
indicators

Evidence
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Standard 8: Appropriate training and workforce development

LEVEL 2

Criteria

Actions

Lead

Deadline

Improvement indicators

Evidence

1. The training and knowledge framework
is implemented.

All actions from Level (1) plus :
Monitor training compliance
and report on a regular basis
at all key Trust meetings
Develop Training matrix

Dr Judy
Haworth /
Gareth
Howells
/Jane
Hadfield

1st April
2013

Dementia Training to be
developed and implemented

Training
matrix in
place
Recruitme
nt in
progress
to roll out
training

Risk assessment log
Risks

Priority

Mitigation

Lead

Review date

1) Lack of consistent Mental Health Liaison
Services

High

Commissioners to determine activity levels
and outcomes for the liaison service,
including agreement regarding what the
service should look like, and how/ when a
full service is in place. BNSSG Mental
Health Working Group Established to
progress
A practical Training Matrix will be
developed to mitigate this risk.

Diana
Porter/Frank
Herrity/ Dr
Judy
Haworth
Gareth
Howells
Dr Judy
Haworth/
Frank Herrity

Sept 2012

2) Staff not being able to attend training level
(2) to Level (3)

High

Sept 2012
Complete

Different approaches to training developed
(“Face to Face”, E-Learning, Combination
with other training e.g. with Safeguarding)

North Bristol NHS Trust/Dementia Care/June2012/Version (7) GH/NP
46

Appendix A

3) All Clinicians reminded of the MCA and High
Safeguarding responsibilities.

4) The lack of a whole health community
‘Frail Elderly’ pathway that incorporates
people with Dementia.

High

5) Development and implementation of the High
Data Sets remains a challenge, especially
receiving appropriate data to enable the
dementia Dash Board to be populated.

NBT has a number of policies that outline Gareth
the processes for staff to follow if they Howells
have concerns and/or are caring for
patients who may be vulnerable –
Directorates advised of this and the
processes to be followed.
These policies include:
CG 43 Policy and procedure for raising
concerns over services. Whistle Blowing
Policy
CG 15 Safeguarding Adults Policy –
revised and awaiting ratification
CP 7I Policy for Assessment of Mental
Capacity and Best Interests – revised and
awaiting ratification
CP 7 J Deprivation of Liberty Safeguards
Policy - revised and awaiting ratification
CP 7 K Restriction and Restraint Policy
(Adults) – under review
A multiagency approach is required to
develop this pathway. Therefore concerns
highlighted to the BNSSG Strategic
Dementia Committee (Which is tasked
with developing this work)
Escalated to the Head of Information
Services. Timescale for Development and
Implementation agreed

Sept 2012

Dr Judy
Haworth/
Gareth
Howells

Sept 2012

Nirma
Phillips

July 2012
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6) The Nurse Manager and Clinical Auditor High
allocated to the Trust Dementia Project will
be leaving end of July 2012 and there are
currently no plans to replace these roles.

Solutions currently being scoped

Gareth
Howells

July 2012

7) Capacity and pressures on the operational
Service

High

Patient Flow policy being developed

Sue
Evans/Kenny
Gale

June 2012

8) Financial implications of environment work
required to make areas “Dementia Friendly”

Medium

Gareth
Howells

Complete

9) Ensuring cohesiveness of the work
streams progressing the actions required

Medium

Cost scoped and links made with new
hospital development group to ensure all
new works are “Dementia Friendly” Closer
working links are being developed with the
WRVS with the aim of supporting the
development of the ward environments.
Trust Dementia Operational Group will
oversee all work relating to the care of
people with Dementia. Reporting
mechanisms developed.

NBT
Operational
Dementia
Group

Complete

Key
Gareth Howells – Deputy Director of Nursing
Dr Judy Haworth – Clinical Fellow/Associate Specialist – Dementia Care
Dr Clare Kendall – Consultant, Palliative Care
Dr Seema Srivastava - Consultant Geriatrician
Dany Bell - Lead Cancer Nurse and Cancer Manager
Cathy Timothy – Head of Therapies
Juston Brent – Clinical Coder
Marjorie Kingston – Project Manager, Building Our Futures
Dr Liz Coulthard - Consultant Senior Lecturer in Dementia Neurology
Alison West – Senior Nurse, Service Development

North Bristol NHS Trust/Dementia Care/June2012/Version (7) GH/NP
48

Appendix A

Kenny Gale – Senior Nurse/Site Management
Carole Dehalle – Clinical Lead, Cerner Millennium
Jane Hadfield – Assistant Director of HR (Training)
Lesley Le-Pine - Head of Clinical Governance
Dominique Verplancke - Clinical Matron
Diana Porter - Head of Care Management
Jasek Szymanski – Hospital/Health Planer
Clare Lang – Internal Communications Manager
Jason Young – Head of Information
Frank Herrity - Lead Psychiatric Liaison Services
Katherine Lord – Head of Nutrition/Dietetics
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FRAMEWORK FOR CARE
1.

Introduction

This paper reflects North Bristol Trust’s (NBT) commitment to delivering a quality service so that
patients can achieve their best possible healthcare outcomes whilst feeling cared for and cared
about. It outlines a ‘Framework for Care’ that sets out the initiatives and objectives that will underpin
the provision of ‘Exceptional Care, Personally Delivered’ for all patients. The purpose of this
framework is to build on NBT’s Quality and patient safety strategy, bringing together the wealth of
quality and safety improvement work that is ongoing in North Bristol Trust (NBT) and put it together
in one work plan that provides clear direction for Nurses & Midwives, whilst explicitly setting the
standards of care that we expect for our patients at NBT.
The practice, attitude and behavior of Nurses & Midwives are fundamental to achieving this aim. The
framework translates NBT’s vision of ‘Exceptional Care, Personally Delivered’ for all patients into
deliverable and measurable outcomes. This will enable patient and carers to hold Nurses & Midwives
to account for their duty to deliver quality in all their services. The framework will encompass the
‘Principles of Care’ (see Appendix 1) as agreed by the Nursing & Midwifery Governance Committee
(NMGC) and the Board in 2011. It also demonstrates our commitment to the Patient Association’s
Care Campaign and a commitment to deliver the four elements of the Care Challenge:
C - Communicate with Compassion
A - Assist with toileting; ensuring dignity
R – Relieve pain effectively
E – Encourage adequate nutrition
By having a framework with clear statements about our expectations for Nursing & Midwifery care,
patients and other stakeholders are able to ‘judge’ how well it is being achieved. All reports,
performance measures and information can be related back to our aim to provide ‘Exceptional Care,
Personally Delivered’. The framework is broken down into the 3 dimensions of Quality; patient safety,
clinical effectiveness and patient experience.
1.1

Management and Governance

The framework will inform a work plan that sets out how we will deliver the key elements of the
framework. The effective delivery of the work plan will be monitored via the NMGC and Matron’s
forum. Heads of Nursing and Midwifery will be responsible and accountable for developing strategies
for the implementation and delivery of the individual elements of the framework and work plan within
their own sphere of responsibility.
The Director of Nursing will report the measurable outcomes of the framework via the appropriate
committees e.g. Quality Committee, patient experience group and ultimately to the Board.
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1.2

Associated Strategies and Policies

This paper should be considered in conjunction with:
Infection Control Policy

Quality and Patient Safety Strategy Patient Experience Strategy

Carers Strategy

Medicines Management Policy

2.

Safeguarding Policy

Framework of Care Workstreams

2.1

Patient Safety – Lead Director of Nursing

Overarching Objective: ‘Zero tolerance for avoidable harm’ in each of the patient safety work
streams achieved through the adoption of best practice / improvement methods across the
Trust.
Context: Patients, carers and relatives expect to be kept safe when receiving NHS care and
treatment and do not expect to be harmed as a result of the care or treatment they receive.
National and International evidence demonstrates that the majority of the common causes of
avoidable harm can be managed to lower incidence and in some cases eradicated.
Improvement Workstreams:


Healthcare Associated Infections



Implementation of Safety Thermometer



Early Recognition and Management of deteriorating patients



Intentional Rounding



Medicines Safety

Rationale: Leadership and culture is the key change management mechanism in forming a
‘safety conscious’ organisation where staff are aware of potential risk and harms and actively
construct their work processes and conduct their work as individuals and teams to minimise the
risk of harm being caused. They openly acknowledge errors and near misses and seek to learn
from them to protect other service users and provide honest explanations alongside sincere
apologies for any harm or distress caused.
The safety work streams identified at NBT, as listed above, are high risk, high frequency and / or
high harm areas which have been well documented nationally, internationally as well as at NBT.
Measuring Improvement: The measures for each work stream are included at appendix 2
in the dashboard
Implementation Plan: Appendix 3
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2.2

Clinical Effectiveness – Lead Assistant Director of Nursing

Overarching Objective: Clinical and performance outcomes for all patients will be in the upper
quartile when bench marked nationally. Care will reflect best practice with treatment being
delivered by an appropriately skilled workforce. Patients will have the right treatment, at the right
time delivered by the right person.
Context: Patients and their carers should expect to receive across the organisation Exceptional
Healthcare Personally Delivered. This means getting the right treatment first time in the right
place.
Improvement Workstreams:
 Workforce review
 Staff Development
 Leadership Development
 Patient Dependency Review
 Productive Ward Implementation
Rationale: The 5 clinical effectiveness work streams address areas have been identified
nationally and locally as being key to the delivery of effective care. This includes having an
appropriately skilled workforce supported by a clearly defined development programme to meet
the changing needs of its patient group. Key to this is leadership that promotes a culture within
the organization that actively adopts systems and processes that continually enhances the
delivery of effective care.
Measuring Improvement: The measures for each work stream are included at appendix 1 in
the dashboard
Implementation Plan: To be confirmed.
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2.3

Patient Experience – Lead Deputy Director of Nursing

Overarching Objective: To ensure the Trust national inpatient score is in the upper quartile
against national benchmark. ‘Exceptional healthcare, which is personally delivered' can only be
accomplished in partnership with patients, their carers and relatives, and by respecting their
diverse needs, preferences and choices to improve the overall patient experience.
Context: Service users expect and have the right to be an equal partner in
treatment when it is being planned and delivered. It is not acceptable that any
capable, is not informed, involved and treated with dignity and respect at all
contact with the Trust. National and International evidence demonstrates
experience are key factors in patient’s health and recovery from illness.

their care and
patient, who is
stages of their
that trust and

Improvement Workstreams:


Safeguarding



Involving and Informing



Dignity and respect



Ease of access and safe discharge



Nutrition and Hydration

Rationale: The patient experience work streams identified at NBT are areas where patients,
through surveys complaints and other forms of feedback have highlighted that they are not
satisfied. They are, in addition, high risk, frequency areas with the potential for harm either
psychologically or physically. They further represent areas of concern raised by our staff as
evidenced in incident reports and investigations. Patients and staff have identified these areas
and the Trust has prioritised them to improve quality.
Measuring Improvement: The measures for each work stream are included at appendix 2
in the dashboard
Implementation Plan: To be confirmed.
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3.

Leadership

3.1

Executive Leadership

The Director of Nursing (DoN) has the ultimate responsibility for implementing and monitoring of
the delivery of this framework or care. An Executive Director or deputy will lead and oversee the
delivery of the work streams aligned to Patient Safety, Clinical Effectiveness and Patient
Experience. The DoN chairs the N&MGC that will report to the Quality Committee.
3.2

Directorate Leadership

The clinical directorates are responsible for implementing fully the policies, procedures and
processes arising from the quality and safety improvement work streams to benefit all patients.
The Directorates via the heads of nursing (HoN) are responsible for implementing the framework
of care key initiatives into every day practice and ensuring that they participate in the audit and
monitoring arrangements in place. The Directorate HoN will be responsible for developing plans for
the effective implementation of the workstreams into their sphere of responsibility. The HoN will
report their results and/or any remedial action through to their Directorate Governance meetings
and PPFC will review their progress with implementing the initiatives through a dashboard of
quality indicators. They will be responsible for taking action to address adverse performance and
for providing onward assurance to the executive and Trust Management Team meeting that this is
delivering quality improvements.
3.3

Specialty Leadership

The specialty Matron is responsible for developing plans for the effective implementation of the
work streams into their sphere of responsibility. They will report their results and/or any remedial
action through to their HoNs and specialty team meetings who will review their progress with
implementing the initiatives. They will be responsible for taking action to address adverse
performance and for providing onward assurance to their directorate senior team that this is
delivering the required quality improvements.
3.4

Ward/Department Leadership

The ward or department sister is responsible for developing plans for the effective implementation
of the work streams into their sphere of responsibility. They will report their results and/or any
remedial action through to their Matrons and ward team meetings who will review their progress
with implementing the initiatives. They will be responsible for implementing action to address
adverse performance and for providing onward assurance to their Matron and HoN that this is
delivering the required quality improvements.
3.5

Workstream Leads

Each individual workstream will have a HoN lead identified who will be responsible for developing,
implementing and monitoring plans for the delivery of the outcomes and spread throughout the
organisation

4.

Framework of Care Outcome Measures

The Trust uses intelligent information to understand its current quality and safety performance
which is available at ward, directorate and Trust level and is used by directorates to inform and
take appropriate action. In general this is presented as reports or in dashboards.
4.1

Dashboards

Dashboards are used to provide comprehensive information about patient outcomes and
effectiveness of processes to deliver the outcomes in a concise format at the Trust’s quality
committee’s and groups. The dashboards are adjusted dependant on the group / committee and
its function to provide the relevant information required to enable them to fulfill their role. This
framework sees the extension of dashboards into the Directorates, Specialties and front line
clinical areas to provide a ward to Board consistent format for quality and safety information.
4.2

Quality Indicators and Benchmarking

Key performance indicators are numerical measures of either the process in place or the outcome
for service users which are benchmarked. They are key performance indicators because they
report on key performance aspects of one of the work streams or of overall quality satisfaction as
measured through patient feedback. In this way they measure outcomes and form part of the
Trust’s assurance framework with the Care Quality Commission Essential Standards of Quality
and Safety.
The framework of care objectives are not new but they provide the Trust with a reliable way of
measuring the progress with implementing the framework and assuring itself that the work streams
are having the desired improvement impact on quality and safety. Key performance indicators
provide the ideal solution as they can be replicated across all the different services and locations
providing care and treatment. Performance against the key performance indicators will be reported
monthly throughout the quality management and governance framework in dashboards.
Benchmarking is the process by which the Trust identifies the required standard to be achieved for
each performance indicator. The ‘benchmark’ is the minimum acceptable standard for that
indicator to ensure quality. In general the benchmarks are set nationally, regionally and
contractually and where these exist the Trust adopts the benchmark.
Where no measure can be identified outside the Trust a review of performance to date will be
undertaken and this information will be used to define a new target. The benchmark will always be
set to provide an outcome improvement on previous performance.
Quality Indicators and their benchmarks will be maintained under review and where the Trust’s
performance exceeds the required standards resulting in the key performance indicator being
rated as ‘green’ consistently a local stretch target will be applied.

4.3

Implementation

The Framework for care implementation work plan is at appendix 3. It provides milestones and
timescales for the framework to move from implementation through to embedded working within
the organisation.

5.

Review and Revision of the Framework

Progress with this framework will be reviewed quarterly through the key performance indicators
reported in the dashboard at the N&MGC.
The dashboard will be subject to a full review every six months to ensure that the indicators used
to measure quality improvements in each work stream remain relevant and are providing good
information. Where an indicator shows that quality improvement has been both achieved and
sustained it may be reviewed and replaced with a different indicator.
The key objectives and work streams will not be amended unless there has been a measurable,
sustained and reliable improvement in the required outcomes and quality that meets, and
preferably exceeds, the required standards.
The Framework of Care and its implementation will be reviewed annually to provide a report to the
Governance and Risk management Committee and Trust Board on progress and outcome.

6.

Dissemination

Following N&MGC approval the Framework of Care will be widely disseminated to all staff groups
through staff meetings and forums already in place. Staff will be expected to understand their role
and a series of communication will be developed to focus staff on the key aspects of the
framework that are pertinent to their role.

Improvement Measures
Quality & Patient Safety
Improvement Initiative

Expectation at directorate level

Measurable standards





HCAI ambitions achieved

Healthcare Associated Infections

Hand washing/naked from elbow/compliance with saving lives
measures

>95% compliance with hand hygiene
measure
>95% compliance with screening
measures
>95% Compliance with saving lives
audits




Implementation of Safety
Thermometer



Early Recognition and
Management of deteriorating
patients




Implementation of safety thermometer
Base line data reviewed.

Safety
thermometer
implemented
100% compliance by Q4. Trust level
baseline data reviewed.



Implementation of Early Warning Scores
Identify patients whose care requires escalation and action in a
timely manner
Reduction in unplanned ITU admissions.

Cardiac arrest rate below national
average.
> 95% EWS compliance
>95 % Oxygen prescribing and
recording





Intentional Rounding



Intentional rounding in place for all patients

95% compliance with skin bundle
95% compliance with falls bundle



Medicines Safety




Full representation at the Trust Medicines Management Group.
Full implementation of Medicines Management Policies and
Procedures
Reduction of missed doses
Reduction of medication errors

>90% of wards achieving silver or
above in the medicines management
component of NQAT




Clinical Effectiveness
Improvement Initiative

Expectation at directorate level

Measurable standards









Defined and agreed safe staffing levels
e-rostering implemented
Productive ward embedded
Introduction of house keeper/ ward administrator roles
Workforce plans developed

100% of wards have agreed cost per
bed day
100 % of wards using e-rostering



Feedback following workforce planning cycle aligned to
clinical and development priorities

Annual Training Needs Analysis and
training plans developed



PDP themes feedback via directorate training forecast



All new staff to attend induction requirements before
commencing duty and must complete and return to L&D their
workplace orientation checklist.

Induction and workplace orientation
- Attendance at Corporate Induction –
100%
Completion of workplace orientation
programme – 100%



All staff to be compliant with mandatory and statutory
passport requirements in a timely fashion
To ensure mandatory requirements are met before other
development opportunities are granted.

Mandatory
and
statutory
Compliance reports – target 85%
minimum on all modules



Staff to attend training and champion learning in patient safety
programmes

Clinical skills and patient safety
programmes measured as part of
mandatory training programmes



Staff to be released to planned training events and given time
to complete e learning modules to achieve compliance.
If unable to attend, staff must cancel and rebook according to
policy to both avoid penalty fine and to ensure they access
the appropriate training.
Support Staff to be recruited following appropriate procedures
to vocational and apprenticeship programmes, complying with

Compliance
Attendance and non-attendance rates
reports – aim at less than 10% attrition



Workforce review

Staff Development






Vocational programme completion
against workforce plan

numeracy and literacy pre recruitment testing and outcomes.


Learning Contracts agreeing study leave and financial
commitment are agreed by learner, mentor and manager prior
to commencement of programme.



Learners must be released according to their learning
contract requirements agreed up front in order that they
achieve in a timely fashion and any financial penalty if not
passed onto organisation or department.



Learning Contracts agreeing study leave and financial
commitment are agreed by learner, mentor and manager prior
to commencement of programme.



Learners must be released according to their learning
contract requirements agreed up front in order that they
achieve in a timely fashion and any financial penalty if not
passed onto organisation or department.



Support department managers in planning the appraisal cycle
and support the process by role modeling and ensuring that
objectives are available early in the annual cycle.



Release appraisers to training as required.






Participate in education audits (carried out by L&D staff).
Provide feedback as required. Inform L&D early of any
concerns about placement, progression or practice issues so
they can be dealt with in a timely manner.
Comment on audit results and provide 2 way feedback to
learner,
L&D/university
All areas that take clinical placements must comply with
education audits and meet KPIs. Mentors must demonstrate

ie HCA Induction, Skills for Life, Study
Skills, Assistant Practitioner,
Apprenticeship monitored by
apprenticeship Service and Skills
Funding Agency Audit – target 100%
timely completion
Skills Funding Agency Financial Audit
and OFSTED Inspection
Professional
development
Completion of higher awards at
University
against
forecast
and
spending plan – attendance and
achievement 100% against paid for
modules and in line with workforce
plans
Appraisal Completion – target 100%
annual quality appraisal
Appraisal Satisfaction Survey – annual
aim at ‘good’ outcome

Learning & Development Agreement
audit requirements against contract and
employer responsibilities assessed by
annual self-assessment and audit
outcome. Learner evaluations and
university
completion/attrition.
Measured by contract KPIs
FLAP – completions – all registered
staff who are involved in undergraduate

mentorship skills and
mentorship training.

Leadership Development

accredited

with

recognised



Learning Contracts agreeing study leave and financial
commitment are agreed by learner, mentor and manager prior
to commencement of programme.



Learners must be released according to their learning
contract requirements agreed up front in order that they
achieve in a timely fashion and any financial penalty if not
passed onto organisation or department.



Participate in education audits (carried out by L&D staff and
external auditors/inspectors). Provide feedback as required.
Inform L&D early of any concerns about quality of education
delivery or practice issues so they can be dealt with in a
timely manner.
Comment on audit results and provide 2 way feedback to
learner, L&D





be





All new managers to have a tailored orientation programme
designed by their directorate leadership colleagues.
(Assistance is design is available from L&D)
Completion and send back manager induction checklist

student mentorship should undergo
training/ APEL other qualification’s –
measured
by
workplace
audit
standards - annual

Other Q.A.
Library Quality Audit – and licensing –
annual
Licenses to deliver – accreditations
form awarding bodies, licenses to
practice
MATRIX Award in Information Advice
and Guidance
Teaching staff licensed to practice by
Institute for Learning and professional
registration
Manager
induction
–
checklist
completions 100% and evidence or
orientation/90 day plans



PDP developed to inform training needs – for example, all
appraisers, recruiting managers should attend appraisal
training, recruitment training etc

Attendance at core management skills
programmes – 100% to target group
and according to role requirements



Support attendees onto workshops, action learning, project
choice and completion, through mentorship and action
learning sets.

Delivery of LEAD programme to target
group



(Also opportunity for managers to
achieve an Award in Management
accredited by the Institute of
Leadership and Management. (Please
refer to ILM information -restricted
places available)
Directorate teams to influence outcome of TNA by
contributing to TNA and consultation about proposed delivery

TNA completion of Bands 6-7 Ward
and dept Leads to establish training
needs – measured by delivery of
programme against outcomes



Patient Dependency Review



AKUH dependency audit undertaken

Trust wide review if patient dependency



Productive Ward Implementation



Regular reporting at a Directorate Level on project progress



Number of wards enrolled in PW



Full representation at the Nursing & Midwifery Workforce
Project Steering Group.



Progress through the PW modules
by ward



To develop, test and standardised ward processes and systems
throughout the trust in preparation for the move to the new
build in 2014



To increase the time spent by
registered nurses in delivering
direct patient care to over 60%



As a result of standardised process and systems, and
increased time spent in delivering direct care to improve a
patient’s overall experience, improve quality and safety of care
and reduce the number of complaints.



Number of staff trained in lean
methodology



By empowering ward staff to make the changes increase job
satisfaction and reduce sickness levels and turnover.



Inform and improve process and systems external to the ward
environment that can impact on the overall patient experience
and journey (aiming to become a productive hospital)



Improve team working

Patient Experience
Improvement Initiative

Expectation at directorate level

Measurable standards





All patients and service users to be prevented from
harm and abuse through provision of high quality care

>85% compliance with safeguarding adults
training



Effective responses to allegations of harm and abuse,
responses that are in line with local multi agency
procedures (Children and Adults)

>85% compliance with safeguarding children
training

Safeguarding

 Learning takes place to improve service to
patients.


Involving and Informing



Ensure systems are in place to collect feedback on the
experience of care from service users and their families
or carers.



Directorates to have a clear plan for involvement with
clear objectives;



Ensure local committees have with representation from
the public and other local agencies to maintain the
profile of public involvement work and to prepare new
developments;



Time, patience, effort and commitment to involving and
informing

100% of wards to achieve a silver award across
all three measures?
Patient feedback element to retain over 90% on
all wards
>80% compliance with Carers being welcomed
and offered the Support Scheme package
>80% of Carers will evaluate the Carers
Support Scheme at satisfactory or above
>95% compliance with responses completed
within timescales
Reduce number of complaints returned for a 2nd
response



 NBT staff should, at all times, treat healthcare users,
their relatives and/or carers in a manner that makes
them feel valued and respected and act in a way that
maintains their privacy, dignity and respect.

Dignity and respect

Monitor % of planned deaths cared for on
pathway
100% compliance with National Care of Dying
Audit action plan

 Staff recruited for their caring nature and compassion >90% against KPI’s for National Care of Dying
as well as their knowledge and skills
Audit
Compliance with cancer network action plans
 Staff would be happy for their friends and family to be
for NICE Improving Outcomes Guidance
treated at the same place they work


Compliance with Last days of Life care pathway

 Implementation of End of life strategy

>95% compliance for MDT meetings with
required standards
100% compliance against action plans for
national cancer patient feedback survey
100% of wards/depts to be using new gowns



Ease of
discharge

access

and

safe 

Discharge is planned with an Estimated Date of
Discharge being set within 24 hours of admission.

>90% compliance with implementation
Framework of Care
DToC to be 1% of bed base

of



Multidisciplinary care rounds to take place daily

Daily formal review of patients with a LoS
greater than 20 days



Patients and their carers should be encouraged to
actively participate in the discharge process

Each ward to use the Trust Discharge Unit for 2
patients a day



All care is multidisciplinary and multiagency, with the
process of discharge planning being coordinated

90% of patients have a “ready for home” date
and auditing – (EDD)



Effective use is made of primary care, transitional and
intermediate care services

90% of discharges to take place before 12.00



Referral to specialised expertise and/or support
services as required.

100% of patients to have a weekend senior
review

100% directorate attendance at daily bed meeting



Nutrition and Hydration

Criteria led discharge in place
100% of wards Multidisciplinary care rounds to
To develop and improve ward processes and systems
take place daily
that make the patient admission and discharge process
more efficient and therefore contribute to reducing the
overall length of stay for individual specialties

 All patients will have their nutrition and hydration needs
met

>95%
compliance
with
assessment on admission

 All care will be individualised and documented

>95% compliance with provision of nutritional
care plan for patients identified at risk

 Full involvement in the Trust work for nutrition and
hydration
 Screening for malnutrition and the risk of malnutrition of
all patients
 Nutritional assessment of all patients with the recording
of nutritional information (for example, nutritional
status, goals, care plan, prescription and any
assistance required).

nutritional

risk

> 90% wards achieving Silver or above in the
nutritional component of NQAT

Report to the Trust Board – June 2012
Title:

Quality & Safety Strategy

Purpose of paper:

To present to Board the new strategy for Quality and Safety and
Framework for Care.
For Information

Executive Summary:


The Trusts previous Quality strategy was written three years ago and was broadly based
on principles developed as part of the Trust’s involvement in the Safer Patients Initiative.



This new Quality and Safety Strategy updates this approach and integrates all the
existing quality & safety requirements, workstream initiatives and measures into one
cohesive strategy.



It also aims to make explicit for all staff and clinical teams so they understand their
contribution to quality and safety of services and the standards expected of them. The
draft strategy was presented to the Trust Management team and agreed with Clinical
Directors.



The Quality Strategy improvement measures will be monitored via the PPFC process for
directorate performance and overseen by the Quality Committee.



The Framework for Care set outs initiatives and objectives for nurses and midwives that underpin
the Quality Strategy

Action required


The Board is asked to note the contents of this report

Key Risks: Non compliance with safety standards and the ability to measure & show improvement
could result in poor patient outcomes, result in poor performance and impact on Trust reputation with
external bodies such as Monitor and the CQC.
Impact on Patients: All measures relate to the delivery of high quality safe patient care and
compliance with required standards. This helps to build confidence in Trust service provision and
assure the public/other key stakeholders that the organisation is meeting quality and safety
standards.
CQC Outcome:
Responsible Committee:
Financial Issues considered:
Equality Impact Assessment Completed:
Legal Issues Considered:
Sustainability Assessment Completed:

Presented by:
Prepared by:

Outcomes 2, 4, 5, 8, 9 and 16
Quality Committee, GRMC
No
Considered throughout
Considered throughout
No

Marie-Noelle Orzel, Director of Nursing
Lesley Le-Pine, Head of Clinical Governance

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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STRATEGY FOR QUALITY AND PATIENT SAFETY
1.

Introduction

This Quality and Safety strategy sets out the initiatives and objectives for continuous quality
improvement in all services provided at NBT. The objectives are - ‘to improve Patient Experience and
Safety’ through the implementation of plans into deliverable and measurable outcomes. This enables
patients to hold the Board to account for their duty to deliver high quality care in all NBT services.

2.

Quality – the Board’s first priority (2012 – 2015)

The Board, in this strategy, have translated their strategic priority to provide ‘Exceptional healthcare,
personally delivered’ into a measurable end goal to deliver safe, high quality care.
By having a statement about the expectation for each patient of what the implementation of this
strategy will mean, stakeholders are able to ‘judge’ how well it is being achieved. All reports,
performance measures and information can be related back to the end goal to provide assurance that
the ‘right quality’ is being consistently achieved. This strategy should be read in conjunction with
Trusts ‘Big 5’ objectives and the Board Assurance Framework to understand the context in which this
strategy will be delivered.

3.

Links to other Strategies, Policies and Guidance

There are a number of Trust policies and guidance that provide specific direction for staff and there
are also other more specific documents which develop key initiatives in this strategy in more detail,
such as;
 Framework of Care
 5 Steps to Safer Surgery Strategy
 Patient & Public Involvement Strategy
There are also a number of key policies which are fundamental to Safety, Quality and Patient
Experience – these are the Incident Reporting Policies, Complaints Policy, Learning from Incidents,
Complaints & Claims Policy. The monitoring, reporting and learning from these policies should inform
this Strategy as it evolves over time.

4.

Dimensions of Quality

The organising principle for the strategy adopted at NBT is based on:
 Patient Safety
 Clinical Effectiveness
 Patient Experience.
When all three are present simultaneously and achieved, quality is said to be present. It is therefore
important that the organisation is able to understand how well it is achieving each dimension in
addition to understanding how well each service is delivering across all three dimensions.

4.1

Quality & Patient Safety – Executive Lead - Director of Nursing

Overarching Objective: ‘Zero tolerance for avoidable harm’ in each of the patient safety work
streams achieved through the adoption of best practice / prevention methods across the Trust
Context: Service users expect to be kept safe when receiving NHS care and treatment and do
not expect to be harmed as a result of the care or treatment they receive. National and
International evidence demonstrates that the majority of the common causes of avoidable harm
can be managed to lower incidence and in some cases eradicated.
Improvement Initiatives:
 Pressure Area Care

Expectations at directorate level
 Compliance with the skin bundle
 Completion of PU risk assessments

 Healthcare Associated Infections 

 Hand washing/naked from elbow/compliance
with saving lives measures

 Prevention of Falls 

 Intentional Rounding/ compliance with Falls
bundle

 Early recognition of deteriorating
patients 

 Implementation of Early Warning Scores

 Catheter Acquired Urinary Tract
Infections

 Implementation of Catheter Care bundle

 Safer Surgery Strategy

 Identify patients whose care requires escalation
and action in a timely manner

 All theatres/lists will comply with the WHO
surgical safety checklist
 5 steps to safer surgery
 No delegated consent unless person taking
consent has been fully trained & assessed as
competent in the procedure

Rationale: Leadership and culture is the key change management mechanism in forming a
‘safety conscious’ organisation where staff are aware of potential risk and harms and actively
construct their work processes and conduct their work as individuals and teams to minimise the
risk of harm being caused. They openly acknowledge errors and near misses and seek to learn
from them to protect other service users and provide honest explanations alongside sincere
apologies for any harm or distress caused. This fundamental shift in the culture of the
organisation is essential to optimise the improvements in the whole strategy as well as in each
work stream.
The safety work streams as listed above, are high risk, high frequency and / or high harm areas
which have been well documented nationally. To determine the priorities all forms of clinical
governance information were reviewed (e.g. clinical incidents, claims, patient feedback,
inspections and clinical audits) to produce a list of safety priorities. These are the initiatives which
are most likely to reduce avoidable harm to patients
Measuring Improvement: The measures for each work stream are included in appendix 1

4.2

Clinical Effectiveness – Executive Lead Medical Director

Overarching Objective: Clinical outcomes will meet and exceed the required standards in all
services through best practice treatment being delivered. Patients will have the right treatment, at
the right time, all the time.
Context: Service users expect that the treatment they receive locally will be ‘world class’ and that
they will not be disadvantaged due to where they live. They expect their local hospital to adopt
best practice and ensure that each patient receives this every day. They expect mortality rates,
clinical outcomes and care to meet and exceed the required minimum standards.
Improvement Initiatives:
 Mortality 
 Medicines Safety 
 Cancer & End of Life Care 
 Clinical Audit

Expectations at directorate level
 Mortality indicators flagged as outliers will
result in a full patient note review
 Reduction of missed doses
 Reduction of medication errors
 Implementation of cancer care pathways
 Compliance with End of Life care package
 Compliance with MDT standards
 Participation in National Clinical Audit
programmes

Rationale: The clinical effectiveness work streams address areas identified nationally or locally,
through performance and quality monitoring, which through the interrogation of adverse
performance, implementation of best / revised practice and processes can deliver improved
outcomes for the patients using our services at NBT. The application of best practice is about
standardising processes to ensure that all interventions are evidence based and risks are
recognised and minimised.
Measuring Improvement: The measures for each work stream are included at appendix 1

4.3

Patient Experience – Executive Lead Director of Nursing

Overarching Objective: Patient satisfaction with dignity, respect, kindness, involvement,
communication, information and food is reported positively to demonstrate that patients feel they
are getting ‘exceptional healthcare, personally delivered’.
Context: Service users expect and have the right to be an equal partner in their care and
treatment when it is being planned and delivered. It is not acceptable that any patient, who is
capable, is not informed, involved and treated with dignity and respect at all stages of their contact
with the Trust. National and International evidence demonstrates that effective communication,
trust and experience are key factors that influence a patient’s health and recovery from illness.
Improvement Initiatives:

Expectations at directorate level

 Safeguarding Children and Adults

 Implementation of the dementia action plan
 Implementation of Learning Disability action plan
 Maintain training compliance

 Nursing & Midwifery Quality

 100% of wards to achieve a silver award in
NQAT audits by September 2012

 Dignity and respect 
 Carer’s Strategy
 Nutrition and Hydration 

 Patient Feedback & Customer Care

 Roll out of use and replacement of new design
patient gowns
 Intentional Rounding
 Carer’s welcomed & supported as partners in
healthcare of patients
 Implementation of Carer’s Strategy Action plan
 Completion of nutritional risk assessments within
24 hours of admission
 All patients identified as at risk will have a
nutritional care plan
 Improve complaints response times
 Implement complaints action plans
 Implement PPI Strategy

Rationale: The patient experience work streams identified are areas where our patients, through
surveys complaints and other forms of feedback have highlighted that they are not satisfied. They
are, in addition, high risk, frequency areas with the potential for harm either psychologically or
physically. They further represent areas of concern raised by our staff as evidenced in incident
reports and investigations. Patients and staff have identified these areas and the Trust has
prioritised them to improve quality.
Measuring Improvement: The measures for each work stream are included at appendix 1

5.

Leadership

5.1

Executive Leadership

An Executive Director leads and oversees the delivery of the work streams aligned to the dimensions of
Patient Safety, Clinical Effectiveness and Patient Experience. The steering committees for each
dimension is overseen by the Executive Lead and provides reports into the Governance & Risk
Management Committee .
5.2

Expert / Advisory Workstream Groups

Expert/advisory workstream groups are in place providing advice, monitoring and direction in relation to
a specific area. These groups are aligned to one of the steering groups and report directly on the Trust
wide view of local performance and changes in local practice. The steering groups report into GRMC or
the Quality Committee to enable senior managerial assurance and/ or action to be taken to ensure
delivery of the quality strategy.
5.3

Clinical Directorates

The clinical directorates are responsible for implementing fully the policies, procedures and processes
arising from the quality improvement work streams to improve quality and safety of care to all patients.
The Directorates will implement the key initiatives into every day practice and ensure that they
participate in the audit and monitoring arrangements in place.
The Clinical Directorates, at their Clinical Governance meetings will review their progress with
implementing the initiatives through a dashboard of quality indicators. They will be responsible for
taking action to address adverse performance and for providing onward assurance to the Board,
Executives and at PPFC reviews that this action is delivering quality improvements.
Clinical Directors &

Have responsibility for implementing the strategy throughout their directorate and
monitoring the delivery of the quality and safety standards at directorate management

Specialty Directors

Team meetings. Directors should report on non-compliance or poor results to TMT
and the Quality Committee

General Managers
and AGMs

Have responsibility for managing directorate progress with these initiatives and for
monitoring performance at directorate management teams to ensure the necessary
improvements in outcomes are achieved

Heads of Nursing,
Matrons & Ward
Leaders

Have responsibility for managing and supporting staff to implement the measures and
for monitoring the delivery of the quality and safety standards, reviewing and reporting
results at directorate management Team meetings and to Nursing & Midwifery
Governance meetings

All Staff

are responsible for providing high quality, safe services which improve the patient
experience and therefore engaging with each initiative as appropriate to their work implementing use of the relevant tools and improvement measures.

5.4

Governance & Risk Management Committee

GRMC has delegated authority from the Trust Board to gain assurance on the quality of services
provided by the Trust. This supports the Board with discharging their duty for quality of services and
enables the Board at their Trust Board meeting to focus effectively on discussion of relevant issues that
affect delivery of their objectives / duties.
Governance & Risk Management Committee receives reports from the relevant committees to assess
quality delivery, identify adverse performance, assess compliance with regulation, accreditation and
legislation and take decisions to address any concerns / issues / risks. GRMC is chaired by the Chief
Executive and all executives are members. It reports directly to the Trust Board.
GRMC reports to each public Trust Board and the Audit and Assurance Committee on how assured the
committee is from the information it receives.
5.5

Quality Committee

The Quality Committee has responsibility for setting and monitoring the delivery of the Trust’s strategic
priorities for improving the quality of care throughout the Trust in all three dimensions and also for
commissioning and co-ordinating quality improvement activities.
The Quality Committees remit is to develop and oversee the implementation of the Board Level Aims
for Quality to improve patient safety, patient experience and service improvement and to scrutinise and
review the systems in place to improve and monitor the quality of healthcare provided to patients.
The Quality Committee will require the Directorate Governance groups to implement and report on the
delivery of any quality improvement initiatives that are pertinent to their areas. Clinical Directorates’
management teams continue to have management responsibility for the implementation of quality,
patient safety and risk management strategies.
5.6

Quality reporting and Information

The Trust uses intelligent information to understand its current quality performance and take
appropriate action. In general this is presented as reports or in dashboards. Dashboards are used to
provide comprehensive information about patient outcomes and effectiveness of processes to deliver
the outcomes in a concise format at the Trust’s quality committee’s and groups. The dashboards are
adjusted dependant on the group/committee and its function to provide the relevant information
required to enable them to fulfil their role.

This strategy sees the extension of dashboards into the clinical directorates, Specialties and front line
clinical areas to provide a ward to Board consistent format for quality information.
The Quality Committee uses the information from the quality dashboards to provide assurance that the
systems in place are delivering required quality outcomes as set against local improvement targets /
national standards. All quality dashboards provide an understanding of both the actual performance
and the performance position compared to the expected / required standard.
5.7

Quality Indicators and benchmarking

Key performance indicators are numerical measures of either the process in place or the outcome for
service users which are benchmarked. They are key performance indicators because they report on
key performance aspects of one of the work streams or of overall quality satisfaction as measured
through patient feedback. In this way they measure outcomes and form part of the Trust’s assurance
framework with the Care Quality Commission - Essential Standards of Quality and Safety.
Benchmarking is the process by which the Trust identifies the required standard to be achieved for
each performance indicator. The ‘benchmark’ is the minimum acceptable standard for that indicator to
ensure quality. In general the benchmarks are set nationally, regionally and contractually and where
these exist the Trust adopts the benchmark.
Where no measure can be identified outside the Trust a review of performance to date is undertaken
and this information is used to define a new target. The benchmark will always be set to provide an
outcome improvement on previous performance.

6.

Review and Revision of the Strategy

Progress with this strategy will be reviewed through the key performance indicators reported in the
dashboard at the Quality Committee and at GRMC. The Quality dashboard will be reported monthly to
Trust Board.
The key initiatives will not be amended unless there has been a measurable, sustained and reliable
improvement in quality that meets, and preferably exceeds, the required standards.
The Quality & Patient Safety Strategy and its implementation will be reviewed annually to provide a
report to the Trust Board on progress and outcomes. The key initiatives will be reviewed prior to the
end of the strategy to produce a forward Quality & Patient Safety Strategy that reflects the quality
improvement needs in the organisation.
Staff understanding of the agenda will be audited annually using the Safety Culture Survey first
undertaken in 2007 and repeated every two years, the most recent survey taking place in September
2011. The National Staff survey will also be used to assess various aspects of quality provision and
changes over time.

Quality & Patient Safety Strategy - Improvement Measures
Quality & Patient Safety
Improvement Initiative
 Pressure Area Care
 Healthcare Associated
Infections 
 Prevention of Falls 
 Early recognition of
deteriorating patients 
 CAUTI
 Safer Surgery Strategy

Clinical Effectiveness
Improvement Initiative
 Mortality 
 Cancer 

Expectation at directorate level
 Compliance with the skin bundle
 Completion of PU risk assessments
 Hand washing/naked from elbow/compliance with saving lives
measures
 Intentional Rounding/ compliance with Falls bundle
 Implementation of Early Warning Scores
 Identify patients whose care requires escalation and action in a
timely manner
 Implementation of Catheter Care bundle
 All theatres/lists will comply with the WHO surgical safety
checklist
 Compliance with 5 steps to safer surgery
 No delegated consent unless person taking consent has been
fully trained & assessed as competent in the procedure

Expectation at directorate level
 Mortality indicators flagged as outliers will result in a full patient
note review
 Implementation of national cancer care guidance and pathways
 Compliance with national MDT standards
 Implementation of action plans arising from outcomes of the
National Cancer Patient Experience Survey

 End of Life Care

 Compliance with Last days of Life care pathway
 Implementation of End of life strategy

 Clinical Audit

 Participation in National Clinical Audit programmes

Measurable standards
>95% compliance with daily risk assessment
>95% compliance with daily SKIN Bundle checks
>95% compliance with hand hygiene measures
>95% compliance with screening measures
>95% compliance with Falls Bundle tools
>95 % compliance with compliance of Bristol
Observation Chart
>95% compliance with escalation response
>95% compliance with insertion actions
>95% compliance with ongoing care actions
>95% compliance with WHO checklist in all theatres
>95% compliance with 5 steps
>95% compliance with trained delegation

Measurable standards
100% compliance with full note review for all outliers
Compliance with cancer network action plans for NICE
Improving Outcomes Guidance
>95% compliance for MDT meetings with required
standards
100% compliance against action plans for national
cancer patient feedback survey
Monitor % of planned deaths cared for on pathway
100% compliance with National Care of Dying Audit
action plan
>90% against KPI’s for National Care of Dying Audit
100% participation with all eligible audits

Patient Experience
Improvement Initiative
 Safeguarding 
 Nursing Quality
Assessment Tool
(NQAT)

Expectation at directorate level





Implementation of the dementia action plan
Implementation of Learning Disability action plan
Maintain training compliance
100% of wards to achieve a silver award by end of 2012

 Dignity and respect 

 Roll out of use and replacement of new design patient gowns
 Implementation of Framework of Care

 Carer’s Strategy

 Carer’s welcomed & supported as partners in healthcare of
patients
 Implementation of Carer’s Strategy Action plan

 Nutrition and Hydration 

 Complete of nutritional risk assessments within 24 hrs of
admission
 All patients identified as at risk will have a nutritional care plan

 Patient Feedback &
Customer Care

 Improve complaints response times
 Implement complaints action plans
 Implement PPI Strategy

Measurable standards
>85% compliance with safeguarding adults training
>85% compliance with safeguarding children training
100% of wards to achieve a silver award across all
three measures?
Patient feedback element to retain over 90% on all
wards
100% of wards/depts to be using new gowns
>90% compliance with implementation of Framework
of Care
>80% compliance with Carers being welcomed and
offered the Support Scheme package
>80% of Carers will evaluate the Carers Support
Scheme at satisfactory or above
>95% compliance with nutritional risk assessment on
admission
>95% compliance with provision of nutritional care plan
for patients identified at risk
>95% compliance with responses completed within
timescales
Reduce number of complaints returned for a 2nd
response

Region:
Location address:

DR
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North Bristol NHS Trust
Frenchay Hospital

T

Review of
compliance

South West
Beckspool Road
Frenchay
Bristol
BS16 1ND

Type of service:

Acute services with overnight beds
Diagnostic and/or screening service

Date of Publication:

June 2012

Overview of the service:

Frenchay Hospital provides acute
medical and surgical healthcare
services and community healthcare to
people in Bristol, South Gloucestershire
and North Somerset.
They support both adults and children at
Frenchay Hospital. There are two
specialist children services, a brain
injury unit, an emergency department
and 26 wards on the site including
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coronary and intensive care. The
hospital is a major trauma centre and a
specialist regional centre for
neurosciences and plastics and burns.
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Summary of our findings
for the essential standards of quality and safety
Our current overall judgement
Frenchay Hospital was meeting all the essential standards of quality
and safety inspected.
The summary below describes why we carried out this review, what we found and any
action required.

Why we carried out this review
We carried out this review because concerns were identified in relation to:

AF

How we carried out this review

T

Outcome 01 - Respecting and involving people who use services
Outcome 04 - Care and welfare of people who use services
Outcome 13 - Staffing

What people told us

DR

We reviewed all the information we hold about this provider, carried out a visit on 15 May
2012, observed how people were being cared for, talked to staff and talked to people who
use services.

We carried out this focused review of the Emergency Department (ED) and the two
assessment wards (105 and 107) because concerns had been raised with us about
difficulties with patient flow in and out of the department. The main issues of concern were
that patients were being kept waiting in ambulances outside of the ED, that patients were
waiting longer than they should in waiting areas, and that hospital beds were not available
when patients needed to be admitted to wards.
We spent time with nursing and clinical staff in the ED and visited both wards and spoke to
staff and patients. We were told nursing and medical staff treated people with respect and
staff included them in the decision making process. Comments included, "We are waiting
to see what the X-ray results are and then the doctor will come back and tell us what
happens next", "I have been waiting for a while but you expect to wait in A&E. The staff
are all very helpful" and "The staff are always cheerful and helpful even though it is very
busy in here".
Trust staff reported that there had been recent occasions when the department had
experienced exceptional surges in demand. Appropriate escalation measures were taken
when there were higher than normal numbers of patients visiting the department. We were
assured that all patients had received the care, treatment and support that they had
needed and the Trust had not received any concerns as a result of these situations.
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We found that ED provided care and treatment to a significant number of people who
could have been seen by healthcare professionals from other services, for example minor
injuries units or walk in centres. Despite this the care delivered by ED staff was
professional and appropriate.
We found that all staff we spoke with were committed to their jobs, were hard working and
competent. The Trust had protocols in place to deal with fluctuating demand for the
services the department provided and these measures had been instigated when needed.

What we found about the standards we reviewed and how well Frenchay
Hospital was meeting them
Outcome 01: People should be treated with respect, involved in discussions about
their care and treatment and able to influence how the service is run
People's privacy, dignity and views were taken into account in the way the service was
provided and delivered in relation to their care.
The provider was meeting this standard.

T

Outcome 04: People should get safe and appropriate care that meets their needs
and supports their rights

AF

People experienced care, treatment and support that met their needs and protected their
rights.
The provider was meeting this standard.

DR

Outcome 13: There should be enough members of staff to keep people safe and
meet their health and welfare needs
There were enough qualified, skilled and experienced staff to meet people's needs.
The provider was meeting this standard.

Other information
Please see previous reports for more information about previous reviews.
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What we found
for each essential standard of quality
and safety we reviewed
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The following pages detail our findings and our regulatory judgement for each essential
standard and outcome that we reviewed, linked to specific regulated activities where
appropriate.
We will have reached one of the following judgements for each essential standard.
Compliant means that people who use services are experiencing the outcomes relating to
the essential standard.
Where we judge that a provider is non-compliant with a standard, we make a judgement
about whether the impact on people who use the service (or others) is minor, moderate or
major:
A minor impact means that people who use the service experienced poor care that had an
impact on their health, safety or welfare or there was a risk of this happening. The impact
was not significant and the matter could be managed or resolved quickly.
A moderate impact means that people who use the service experienced poor care that had
a significant effect on their health, safety or welfare or there was a risk of this happening.
The matter may need to be resolved quickly.

AF

T

A major impact means that people who use the service experienced poor care that had a
serious current or long term impact on their health, safety and welfare, or there was a risk
of this happening. The matter needs to be resolved quickly.

DR

Where we identify compliance, no further action is taken. Where we have concerns, the
most appropriate action is taken to ensure that the necessary changes are made.
More information about each of the outcomes can be found in the Guidance about
compliance: Essential standards of quality and safety

Page 6 of 16

Outcome 01:
Respecting and involving people who use services

What the outcome says
This is what people who use services should expect.
People who use services:
* Understand the care, treatment and support choices available to them.
* Can express their views, so far as they are able to do so, and are involved in making
decisions about their care, treatment and support.
* Have their privacy, dignity and independence respected.
* Have their views and experiences taken into account in the way the service is provided
and delivered.

T

What we found

AF

Our judgement

Our findings

DR

The provider is compliant with Outcome 01: Respecting and involving people who use
services

What people who use the service experienced and told us
We spoke to people in ED and on wards 105 and 107 the medical assessment wards.
We were told that nursing and medical staff treated them with respect and staff included
them in the decision making process. Comments included, "We are waiting to see what
the X-ray results are and then the doctor will come back and tell us what happens next",
"I have been waiting for a while but you expect to wait in A&E. The staff are all very
helpful" and "The staff are always cheerful and helpful even though it is very busy in
here".
Patients that we spoke with on the assessment wards said they were kept informed
about what was happening and why. Comments included, "I have seen a member of
staff regularly and this has relieved any anxieties I may have", "I am confident that they
are doing what's in my best interests, I am relieved to be here and I feel safe now" and
"I have been treated well by all staff, I have completed a feedback survey and I have
said that I am quite satisfied".
Staff told us about the triage arrangements that were in place for patients who visit ED.
Some were seen in the 'see and treat' area, whilst others were seen in the cubicle
areas. Patients who arrived at ED by ambulance were taken directly to the
resuscitation area or cubicles for ongoing treatment and care.
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Information about all of the patients in the department was displayed on large electronic
screens in various areas. Some of the screens were visible to waiting patients. Staff told
us that they were careful about what was recorded on the screens in order to respect
personal information. An example of this was where one patient who visited the
department for treatment and was under the influence of alcohol, it was recorded on the
screen that this person was "unwell".
Staff told us they advised patients of expected waiting times and we saw them being
responded to appropriately when they were asking for an update on when they would
be seen. The provider may find it useful to note that there were no visible signs in the
waiting area whereby patients could be informed of expected waiting times.
Other evidence
All cubicles and resuscitation areas had curtains or screens around them. Notices
reminding staff about privacy and dignity were displayed.
The North Bristol NHS Trust used a 'patient panel' to inform them on a number of
projects and routine governance arrangements. This included patient information
leaflets, essence of care audits and ward feedback cards.

DR

AF

T

Our judgement
People's privacy, dignity and views were taken into account in the way the service was
provided and delivered in relation to their care.
The provider was meeting this standard.
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Outcome 04:
Care and welfare of people who use services

What the outcome says
This is what people who use services should expect.
People who use services:
* Experience effective, safe and appropriate care, treatment and support that meets their
needs and protects their rights.

What we found
Our judgement

Our findings

AF

T

The provider is compliant with Outcome 04: Care and welfare of people who use
services

DR

What people who use the service experienced and told us
Patients and relatives we spoke with in ED were satisfied with the care they were
receiving. Some patients were too poorly to speak with us but others made the
following comments, "I can not complain about the way I am being looked after", "I have
been waiting a while but it is very busy here so I don't expect anything less".
We heard patients being informed by nursing and medical staff about what was going to
happen. One person in the waiting area became unwell and was supported by nursing
staff and taken to the cubicle area so they could lie down. We saw equipment available
in the reception area for patients to use if they became unwell suddenly for example
vomiting
Staff told us there was a maximum four hour target time for patients to be in the
department and that this target was generally met except at peak times when this may
be breached. All staff spoken with throughout the inspection demonstrated their
commitment to ensure that all patients got the most appropriate care within these
timescales.
We spoke with staff about the patients they were looking after. Staff demonstrated an
excellent awareness of each patient's health status and care needs. They were able to
tell us what the plan of care was for each patient and what was to happen next. We
were able to speak with highly skilled staff including receptionists, health care
assistants, emergency care practitioners, nurses and clinical staff. All demonstrated
their competency and skills.
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Patients and relatives were very positive about the care and treatment they were
receiving the assessment wards. Comments included, "Our relative has been very
pleased with all the staff", "I came in to ED at 8pm last night the treatment from doctors
and nurses was excellent, I had to wait four hours for a bed to become available on this
ward but I know its difficult to accommodate us all, I am just grateful for all the care I
have received and to be in safe hands" and "I had to wait quite a while for a bed, but I
was offered food and drink and the staff kept coming to see me and update me of the
situation".
Other evidence
We looked at the facilities available in the ED where there were seven resuscitation
cubicles and nine major cubicles. The ambulance service had installed electronic
'arrival screens' in the department and estimated time of arrival of patients to the ED by
ambulance, were therefore notified to ED staff. When patients arrived the ambulance
personnel were responsible for updating these screens.

T

An ED Initial Assessment Nurse (IAN) received the patient and completed the handover
process with the ambulance staff. There were some issues being worked through with
regard to the electronic records being completed correctly but this was not the
responsibility of the ED staff.

AF

Patients who visited ED independently were seen in the 'See and Treat' section. In this
part of the department there were up to eight treatment areas available. Some people
would be taken directly through to one of the cubicles after assessment dependent on
their condition.

DR

After patients had been clerked in by the receptionist they were seen by the triage
nurse who made an assessment of their health status and symptoms. Some blood tests
or X-rays were ordered at this point. Patients were then advised what would happen
next.
Those patients who were not yet well enough to go home but did not need to be
admitted to the main wards were transferred to the clinical decision unit within the
department for ongoing care and treatment. Patients remained in this unit for a further
couple of hours or overnight depending upon their specific healthcare needs. Within this
unit there was a team of nurses, occupational therapists, physiotherapists and admin
staff (called the REACT team). The purpose of the team was to reduce inappropriate
hospital admissions by providing safe alternatives.
Whilst we were in ED we noted that there were periods of time throughout the day
when there were significant surges in demand. At one point during the lunch time
period eight new patients walked into the department within ten minutes of each other..
We noted that reception staff advised some of these people that they could be treated
at other healthcare services including their GP, walk in centres and minor injuries units.
We were told that patients would not be turned away by reception staff however they
may be referred to alternative more appropriate healthcare services following triage.
The Trust already had a number of initiatives in place in order to improve patient flow
both in and out of ED. Examples of initiatives included various referral processes to
other disciplines in order to prevent hospital admission. The Trust had appointed a
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'turnaround director' to work with the medical directorate. The Emergency Care
Intensive Support Team (ECIST) had reviewed the emergency department action plan.
This review had focussed on the length of stay and use of alternative clinical pathways
to reduce emergency admissions.
The Trust had conducted a survey with the ambulance service in March 2012 to gain
data about what type of patients were attending the department. The results showed
that a large percentage of patients had not seen other healthcare professionals for
example their own GP prior to going to ED. They had also either called for an
ambulance themselves or a relative/friend called the ambulance for them.
There were arrangements in place to deal with fluctuations in demand for care and
treatment in both the ED and the assessment wards. The department had escalation
plans in place and staff spoke about the triggers that would instigate actions by the
Trust and the ambulance services.

T

The Local Involvement Network (LINk) conducted an 'enter and view' visit to ED in
February 2012. They did this visit because of concerns raised about patient delays,
ambulance handover waits and the potential impact on patient care. LINks were told
that on average 70 ambulances per day delivered patients to the ED and found the staff
were efficient and effective.

DR

AF

There were some concerns about patient handover times. We discussed this with the
ED matron who confirmed that the percentage of handover times that did not meet
clinical quality indicators were incorrect because of gaps between recorded and actual
handover times. We saw the validation audits completed to explain these differences.
There was ongoing work with the ambulance service to resolve these issues.
Staff in the assessments wards explained to us about working in partnership with ED to
improve patient flow between departments. All staff were enrolled in a new initiative to
understand how ED and the assessment wards worked. This meant that all staff were
rotating between departments every six months. Staff told us this was to improve work
streams, staff development and provided staff with a greater understanding of
processes within in each department.
Once patients were moved to the assessment wards they told us that they were seen
by hospital staff 'quickly' and 'efficiently'. Patients were referred and assessed on
admission by various health care professionals including consultants, doctors,
physiotherapists and occupational therapists. This was so that patient's needs were
indentified quickly so that treatment could be delivered swiftly and they could be moved
to wards that specialised in those needs.
In some cases it was not always possible to move patients to wards in a timely manner.
We found that this was due to various reasons based on supply and demand for care
and treatment - a shortage of beds, emergency admissions and the added
management, coordination and available resources required to move patients to
specialist wards at Southmead Hospital. We attended a bed management meeting
during our visit. These were held twice a day with hospital staff at Frenchay and
Southmead sites. It was the responsibility of these staff to speak with all wards
throughout the day to monitor hospital discharges and subsequent availability of beds.
At the meetings staff worked diligently to make every effort to accommodate all patients
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waiting for beds.

DR

AF

T

Our judgement
People experienced care, treatment and support that met their needs and protected
their rights.
The provider was meeting this standard.
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Outcome 13:
Staffing

What the outcome says
This is what people who use services should expect.
People who use services:
* Are safe and their health and welfare needs are met by sufficient numbers of appropriate
staff.

What we found
Our judgement

Our findings

AF

T

The provider is compliant with Outcome 13: Staffing

DR

What people who use the service experienced and told us
Patients in ED told us "The staff are very busy", "There seems to be a lot of staff about
but we are all just waiting around" and "The staff know what they are doing. They have
been very kind to me and I appreciate that. I feel that I am in safe hands"
.Patients in the assessment wards were asked about the availability of staff and how
confident they felt that staff had the right skills. Comments included," The care I have
received has been impeccable. The nurses do not stop and it amazes me how they
keep going".
Several patients made comments about how the staff 'never stop' and that although
they felt 'well cared for and safe' they felt that staff were stretched too much. One
relative we spoke with felt that a patient who had dementia was not monitored closely
enough and was prone to falls. They expressed concerns about this and that
observations charts were not being completed. We fed this back to the ward sister.
Other evidence
Staffing numbers throughout ED were varied throughout the day and were based upon
predicted busier times. Throughout the morning period there was a staggered increase
in the number of reception, nursing and clinical staff. Staff reported there was only two
reception staff for a period during the day we visited when there was meant to be three.
They intimated that this happened often but just meant they worked harder.
On the assessment wards there were many occasions where staffing levels were at the
lower level to those they had been bench marked for. Staff that should be
supernumerary often had to be counted in the rota, breaks were missed and staff were
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asked to extend their shifts. These comments from staff were given in a constructive
professional way. Comments received from staff were constructive. It was clear that
staff working for the trust were very proud of the services they provided and to be part
of the trust itself. The provider may find it useful to note that prolonged staff shortages
could potentially impact upon patient care.
In our feedback meeting we were assured by both the clinical matron and other senior
Trust staff that recruitment of additional staff for both assessment wards was already
underway.

DR

AF

T

Our judgement
There were enough qualified, skilled and experienced staff to meet people's needs.
The provider was meeting this standard.
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What is a review of compliance?
By law, providers of certain adult social care and health care services have a legal
responsibility to make sure they are meeting essential standards of quality and safety.
These are the standards everyone should be able to expect when they receive care.
The Care Quality Commission (CQC) has written guidance about what people who use
services should experience when providers are meeting essential standards, called
Guidance about compliance: Essential standards of quality and safety.

AF

T

CQC licenses services if they meet essential standards and will constantly monitor
whether they continue to do so. We formally review services when we receive information
that is of concern and as a result decide we need to check whether a service is still
meeting one or more of the essential standards. We also formally review them at least
every two years to check whether a service is meeting all of the essential standards in
each of their locations. Our reviews include checking all available information and
intelligence we hold about a provider. We may seek further information by contacting
people who use services, public representative groups and organisations such as other
regulators. We may also ask for further information from the provider and carry out a visit
with direct observations of care.
Where we judge that providers are not meeting essential standards, we may set
compliance actions or take enforcement action:

DR

Compliance actions: These are actions a provider must take so that they achieve
compliance with the essential standards. We ask them to send us a report that says what
they will do to make sure they comply. We monitor the implementation of action plans in
these reports and, if necessary, take further action to make sure that essential standards
are met.
Enforcement action: These are actions we take using the criminal and/or civil procedures
in the Health and Social Care Act 2008 and relevant regulations. These enforcement
powers are set out in the law and mean that we can take swift, targeted action where
services are failing people.
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2

Review of
compliance
North Bristol NHS Trust
Southmead Hospital
Region:
Location address:

Type of service:

South West
Trust HQ
Southmead Road
Westbury-on-Trym
Bristol
BS10 5NB
Acute services with overnight beds
Diagnostic and/or screening service

Date the review was completed:

May 2012

Overview of the service:

Southmead Hospital is an NHS hospital that
provides a range of services including
termination of pregnancy services.
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Summary of our findings
for the essential standards of quality and safety

What we found overall
Southmead Hospital was meeting the essential standards of
quality and safety.

The summary below describes why we carried out the review, what we found and
any action required.

Why we carried out this review
This review was part of a targeted inspection programme to services that provide the
regulated activity of termination of pregnancies. The focus of our visit was to assess
the use of the HSA1 forms which are the forms used to certify the grounds under
which a termination of pregnancy may lawfully take place.

How we carried out this review
We carried out a visit on 21 March 2012. We checked the provider’s records and
looked at medical records relating to the termination of pregnancy service provided.

What people told us
We did not speak to people who used this service as part of this review. We looked
at a random sample of medical records. This was to check that current practice
ensured that treatment for the termination of pregnancy was not commenced unless
two certificated opinions from doctors had been obtained.

What we found about the standards we reviewed and how well
Southmead Hospital was meeting them
Outcome 21: People's personal records, including medical records, should be
accurate and kept safe and confidential
We found that the registered provider met the part of the regulation which was the
subject of this review in relation to the use of the HSA1 forms by doctors.
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Action we have asked the service to take
Where we have concerns the CQC has a range of enforcement powers it can use to
protect the safety and welfare of people who use this service. Any regulatory decision
that the CQC takes is open to challenge by a registered person through a variety of
internal and external appeal processes. We will publish a further report on any action
we have taken.
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What we found
for each essential standard of quality
and safety we reviewed
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The following pages detail our findings and our regulatory judgement for each
essential standard and outcome that we reviewed, linked to specific regulated
activities where appropriate.
We will have reached one of the following judgements for each essential standard:
Compliant means that people who use services are experiencing the outcomes
relating to the essential standard.
A minor concern means that people who use services are safe but are not always
experiencing the outcomes relating to this essential standard.
A moderate concern means that people who use services are safe but are not
always experiencing the outcomes relating to this essential standard and there is an
impact on their health and wellbeing because of this.
A major concern means that people who use services are not experiencing the
outcomes relating to this essential standard and are not protected from unsafe or
inappropriate care, treatment and support.
Where we identify compliance, no further action is taken. Where we have concerns,
the most appropriate action is taken to ensure that the necessary improvements are
made. Where there are a number of concerns, we may look at them together to
decide the level of action to take.
More information about each of the outcomes can be found in the Guidance about
compliance: Essential standards of quality and safety.
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Outcome 21:

What the outcome says
People who use services can be confident that:
* Their personal records including medical records are accurate, fit for purpose, held
securely and remain confidential.
* Other records required to be kept to protect their safety and well being are
maintained and held securely where required.

What we found
Our judgement
The provider is compliant with
Outcome 21: Records

Our findings
What people who use the service experienced and told us
We did not speak with people who used the service as part of this review.
Other evidence
Section 1 (1) of the Abortion Act 1967 (as amended) and the Abortion Regulations
1991 (as amended) require that two doctors provide a certificated opinion, formed in
good faith, that at least one and the same ground for a termination of pregnancy as
set out in the Act, is met.
These opinions have to be given in a certificated form as set out in the regulations
and must be given before the commencement of the treatment for the termination of
pregnancy, except in the specified circumstances set out in the Act.
One of the ways in which the regulations provide for doctors to certify this opinion is
in the use of an HSA1 form. When the HSA1 form is used, both of the certifying
doctors must complete the form as required and sign and date the certificate. The
opinion of each doctor is required to relate to the circumstances of the individual
person’s case.
During our visit, we looked at a random sample of medical records for 10 people
who had undergone a termination of pregnancy at Southmead Hospital. The records
dated from February 2012 to March 2012. In each case, we looked at the certificate
completed and the other records for that person.
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We saw two doctors had provided their certificated opinion before the
commencement of treatment. The HSA1 forms were completed as required and
signed and dated by both doctors. The other records were completed to the required
standard.
Judgement
We found that the registered provider met the part of the regulation which was the
subject of this review in relation to the maintenance of HSA1 forms.
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Action

What is a review of compliance?
we have asked the provider to take
By law, providers of certain adult social care and health care services have a legal
responsibility to make sure they are meeting essential standards of quality and safety.
These are the standards everyone should be able to expect when they receive care.
The CQC has written guidance about what people who use services should
experience when providers are meeting essential standards, called Guidance about
compliance: Essential standards of quality and safety.
CQC licenses services if they meet essential standards and will constantly monitor
whether they continue to do so. We formally review services when we receive
information that is of concern and as a result decide we need to check whether a
service is still meeting one or more of the essential standards. We also formally review
them at least every two years to check whether a service is meeting all of the essential
standards in each of their locations. Our reviews include checking all available
information and intelligence we hold about a provider. We may seek further
information by contacting people who use services, public representative groups and
organisations such as other regulators. We may also ask for further information from
the provider and carry out a visit with direct observations of care.
When making our judgements about whether services are meeting essential
standards, we decide whether we need to take further regulatory action. This might
include discussions with the provider about how they could improve. We only use this
approach where issues can be resolved quickly, easily and where there is no
immediate risk of serious harm to people.
Where we have concerns that providers are not meeting essential standards, or where
we judge that they are not going to keep meeting them, we may also set improvement
actions or compliance actions, or take enforcement action:
Improvement actions: These are actions a provider should take so that they
maintain continuous compliance with essential standards. Where a provider is
complying with essential standards, but we are concerned that they will not be able to
maintain this, we ask them to send us a report describing the improvements they will
make to enable them to do so.
Compliance actions: These are actions a provider must take so that they achieve
compliance with the essential standards. Where a provider is not meeting the
essential standards but people are not at immediate risk of serious harm, we ask them
to send us a report that says what they will do to make sure they comply. We monitor
the implementation of action plans in these reports and, if necessary, take further
action to make sure that essential standards are met.
Enforcement action: These are actions we take using the criminal and/or civil
procedures in the Health and Adult Social Care Act 2008 and relevant regulations.
These enforcement powers are set out in the law and mean that we can take swift,
targeted action where services are failing people.
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Highlight Report to Trust Board – June 2012
Title:

Care Quality Commission Reports

Purpose of paper:

To report on two recent CQC inspection visits to Southmead and
Frenchay sites and provide a summary of the inspection reports.
For Information

Executive Summary:
The Trust has had two further inspections of Southmead and Frenchay hospitals undertaken by the
Care Quality Commission (CQC). In March the inspection at Southmead was reviewing the regulated
activity of Termination of Pregnancies. In May the inspection at Frenchay was a focussed review,
visiting the Emergency Department and looking at patient flow.
Southmead Report – Maternity Services
In the inspection report (see Appendix 1) - the CQC found the Trust was compliant and meeting
essential standards, specifically for outcome 21 - Records. This is in regard to the requirement for
two doctors to provide a certificated opinion before the commencement of treatment to terminate a
pregnancy.
The CQC had no minor concerns and no further action is required by the Trust.
Frenchay Report – Emergency Dept
In the inspection report (see Appendix 2) – the CQC found the Trust was compliant and meeting
essential standards, specifically for outcomes 1, 4 and 13. This is in regard to the requirement for;
01 - patient’s privacy, dignity and views to be taken into account in the provision and delivery of care.
04 - Patient’s experience care, treatment and support that meets their needs and protects their rights.
013 - The CQC also found there were enough qualified, skilled and experienced staff to meet
patient’s needs.
The CQC had no minor concerns and no further action is required by the Trust.

Action Required


The Board is asked to note the contents of this report

Key Risks:

Non compliance with CQC outcomes could result in improvement or compliance action
or more seriously, enforcement action and a CQC inquiry as well as damaging the
reputation of the Trust.

Impact on Patients: CQC reports provide information to patients on the regulators review of NBT
services
CQC Outcome:
Responsible Committee:
Financial Issues considered:
Equality Impact Assessment:
Legal Issues:
Sustainability Assessment Completed:

Prepared by:
Presented by:

All Outcomes Relevant
G&RMC
No
Inherent to all outcomes
Considered throughout
No

Lesley Le-Pine, Head of Clinical Governance
Marie-Noelle Orzel, Director of Nursing.

Complaints Annual Report to Trust Board - June 2012
Title:

Complaints Report for (April 2011 – March 2012)

Purpose of paper:

To provide report on the year end review of complaint over the last year

For Information
Executive Summary:
Complaints have increased
by 30% from last year
Cerner was a significant
factor increasing
complaints numbers
Attitude of staff &
communication continue
to be in the Top 5
categories of complaints

Complaints – up 30% against activity (increase of 163 cases to 774).
From 1.07 complaints to 1.36 complaints per1000 patient episodes
At end of December 2011 the projected annual total of complaints was
expected to be around 624 (2.1 % increase). However by the end of
March 2012 the projection was exceeded by 150 cases. A further 100
Cerner issues resolved by ACT outside of the complaints process.
Attitude of staff & communication themes include:
Patient not acknowledged when arriving for appointment
Condescending attitude
Not kept informed of delays when in clinics
Messages ignored when left on answer phones






These issues have been integrated into Customer Care training
Compliments have
reduced since last year

7120 compliments were recorded a fall of 1942 (down 27%).
Directorates advised of this throughout year. A new “thank you” facility
introduce from April 2012 to NBT Website to improve patient options.

Good practice in complaint
handling resulted in none
upheld by Ombudsman.

25 complaints were referred to the PHSO. None were upheld but the
Trust was asked to offer further apologies in 2 cases, & 5 cases are still
being considered.

Local Resolution Meetings
have increased by 65%

These ‘face to face’ meetings are arranged to resolve complex cases during the year LRMs increased by 65% to 63 from 38 last year.

Same day notifications
were maintained
throughout Qtrs 1-3 but
slipped in Qtr 4

Same day notification to directorates & 5 day turnaround of draft
responses from directorates was maintained all year except in Qtr 4 when work pressure due to Cerner complaints resulted in 20% failure
rate on draft response processing.

The number of overdue
complaints has increased
this year

The management of over due complaints has continued to be a
challenge. Directorates with most over due complaints this year: Surgery,
M/S and to a lesser extent Medicine, Neurosciences & Women &
Children’s Health.
This is being addressed by the introduction of an Escalation Policy, to
ensure responses are completed. Failing this, the Chief Executive
follows up with directorate management

Action Required
The Trust Board is requested to note the contents of this report.

Key Risks:

Impact on Patients:

CQC Outcome:
Financial Issues
considered:
Legal Issues

Presented by:
Prepared by:

Failure to respond to complaints in the required timescales upsets complainants &
damages NBT’s reputation with the CQC, PHSO & wider public.
The complaints process fulfils the Trust’s duties to ensure the principles of good
complaint handling, and that appropriate remedies are followed to help ensure the
NHS Constitution is upheld in respect of complaints. The risks above compromise
this service.
Responsible Committee:
Outcome 17: Complaints
GRMC
(Regulation 19).
As indicated in regard to Equality Impact
Considered
Assessment:
incentive payments/penalties.
throughout
Legal issues are considered Sustainability
N/a
Assessment Completed:
throughout.
Marie-Noelle Orzel – Director of Nursing
Steve Sykes – Advice & Complaints Team (ACT) Manager
Lesley Le-Pine – Head of Clinical Governance

Complaints – Dashboard
2011/2012

The Cerner Project in December caused a sharp rise in
complaints in the last quarter & the final figure saw an increase
of 27% on the previous year’s total of 611.

The rate increased to 2.8 at the end of March 2012 from 1.5 at
the end of March 2011. Inpatient & outpatient cancellations have
risen this year. General Managers are alerted & ACT circulates
regular complaints information to Matrons to address this.

Complaints rate per 1000 bed days by Directorate
2010/11 and 2011/12 Apr - Mar Comparisons
Apr-Mar 10/11
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Appendix 1

After an initial improvement in Qtr2, 60 complaints were
overdue at the close of the year. ACT escalates overdue
complaints to GMs & CDs to seek intervention.

Compliments - Totals by Directorate 2010/11 - 2011/12
Total 2010/11

Apr-Mar 11/12

Total 2011/12
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Numbers of complaints received for the year has increased for all directorates except W&CH
compared to the previous year. Qtr 4 had increased cancellations & prevented treatment in clinics
etc due to the unavailability of patient notes due to Cerner.

Report date June 2012
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Compliments fell from 9062 to 7120 a 27% reduction. Medicine increased the compliments
received this year. SGCHS joined NBT in April 2011.

Complaints – Dashboard
2011/2012

Directorate
Core Clinical Services
Facilities
Finance
IM&T
Medicine
Musculo-Skeletal
Neurosciences
Operations
Renal &Transplant Service
SGCHS
Surgical Services
WACH
Other

Totals

Complaint Totals
Increase/
2010/11
2011/12
decrease
+4
49
53
+5
14
19
+1
0
1
+5
9
14
+15
172
187
+21
104
125
+21
56
77
+3
3
6
12
13
+1
+16
16
+65
122
187
+0
73
73
+3
3

614

774

+160

Informal Concern Totals
Increase/
2010/11
2011/12
decrease
29
26
-3
14
18
+4
0
1
+1
5
5
+0
66
62
-4
105
33
-72
77
36
-41
4
7
+3
2
1
-1
3
+3
49
84
+35
12
26
+14
18
+18

363

320

Appendix 1

Local Resolution Meetings Held By
Quarter

Number

10/11 Qtr 1
10/11 Qtr 2
10/11 Qtr 3
10/11 Qtr 4

11
15
9
3

2010/11 Total

38

11/12 Qtr 1
11/12 Qtr 2
11/12 Qtr 3
11/12 Qtr 4

23
9
22
9

2011/12 Total

63

-43

In comparison to last year complaints have increased by 163. 71% of the increase (116 cases) was incurred in the Local Resolution Meetings provides a solution for the more complex cases &
final Qtr. Informal Concerns increased from 251 to 354 in 2011/12, an 103 increase
is usually successful in resolving the issues for the complainant

Reasons for Returned Complaints 2011/12 Apr - Mar
N = 120
60
50

49
35

40

27

30
20

1

1

0

MP query

Other

Local
Resolution
Meeting

7

10

The top 6 complaints categories account for almost 100% of the total received. Directorate managers
are informed via the monthly monitoring process & asked to target specific action where identified.
Themes within categories– see font page
Report date June 2012

Not all
Issues
Addressed

Unresolved
Issues

New
Questions

Disputes
Information

0

34 complaints were returned due to not all issues being addressed. The number of returns
judged to be avoidable has continued to reduce as ACT challenge directorate responses.
The figure is an improvement on Apr – Mar 2010/11 (54 cases) out of 134 were returned.

Impact of Cerner Implementation
Implementation Impact - In Qtr 4 clinic and patient data problems impacted heavily on NBT. For ACT
telephone enquiries doubled, with over 1000 calls being fielded in January alone, and complaint numbers
increased by 50%. The main issues encountered were:
1. Repeated cancellations meant many patients needed to confirm dates, or times, and made further
calls to NBT. When directorates could not cope the overspill was picked up by ACT.
2. Missing patient medical records caused patients to be turned away from clinics without a
consultation or treatment. Patient record unavailability also delayed complaint investigations &
response times.
Solutions - ACT staff worked additional hours to cope. The following tailored actions were taken:


Produced 7 template letters to explain and apologise for the different implementation problems.
Directorates handed, or sent these to patients experiencing difficulties to ensure a consistent
message.



ACT negotiated with Finance to devise a cost effective method to reimburse patients for out of
pocket expenses.



Liaised closely with the Emergency Outpatient Appointment Team, created to help manage the
crisis, to agree a process whereby patient issues could be speedily resolved.



Worked with directorate staff to help resolve the issues of missing patient records and 18 week
care pathway breaches.

Lessons Learned;
1. Communication was key. Many callers frustrated by their inability to access the correct contact point
- systemic failure across many areas to:
 Answer telephones (some patients had been calling for many hours)
 Forward calls to alternative manned numbers when the phone was not in use.
 Leave meaningful voicemail messages, which include an alternative number to call.
 Respond to voicemail left messages.


Follow NBT email signature protocol (ACT wasted lots time finding a correct telephone number to
speak to the staff member and resolve the query).

2. No Clear Error Reporting process – ACT were sometimes the first to be able to identify a new
problem with Cerner. There was no clear error reporting process to help speed resolution.
Cases Referred to the PHSO during 2011/12
The Parliamentary Health Service Ombudsman will often turn down a complaint referral because their
criterion has not been met. When this occurs Trusts are not informed. The PHSO do not publish their
annual contact figures until October following the year end, so these are not yet available.
This year the Trust has been contacted by the PHSO in respect of 25 cases, the same number as last
year. So far no cases have been up held, but the Trust has been asked to offer a Local Resolution
Meeting to two complainants where previously they had turned down this option – in both cases this
resolved the outstanding issue.
In 5 cases the PHSO is still considering the complaint.

NHS Choices
NHS choices is used as an indicator by the Care Quality Commission. ACT monitor the NHS Choices and
Patient Opinion websites and respond to all comments posted to either thank the contributors for their
positive comments, or to offer to investigate any poor experiences. During the year 38 comments were
posted on NHS Choices.
Only 1 complainant accepted the offer to investigate their concerns further and contacted ACT via the link
provided in the response.
The end of year standings for Southmead and Frenchay recorded on NHS Choices were as follows:
Frenchay

Southmead

Breakdown of comments posted for all NBT Services from April 2011 – March 2012
Hospital Site
Frenchay
Southmead
Cossham
Riverside Unit
Thornbury
Total

Positive
11
8
2
0
0
21

Negative
9
5
1
0
0
15

Balanced
1
1
0
0
0
2

Total
21
14
3
0
0
38

% Positive
52.4
57.1
66.6
-

Complaints Learning Examples
Brief Outline – Case A
Patient’s PEG tube had become dislodged prior to attendance and fell out whilst being examined.
Emergency Dept used Foley catheter to keep the PEG hole open. Waiting time in ED before being
moved to the ward was 7½ hours and it was agreed this was too long for a patient with learning
difficulties.
The plan was to clarify with the Endoscopy team when patient could have a permanent PEG tube reinserted. The doctors also wished to discuss with the family the patient’s ability to swallow, so that a
decision could be made about what medications could be taken orally, if needed.
Difficulties/Problems
Gastroenterology team tried to arrange for the insertions of a PEG tube, but there was no space
available so a balloon gastrostomy tube inserted, and an x-ray taken ensure correct placement. Patient
was discharged but temporary PEG tube became dislodged within days and patient readmitted through
ED. The Medical Registrar was only able to insert a small catheter into the PEG site to try and keep the
tract open, and patient was given intravenous and oral medication
Apologies offered for the distress caused to patient and family by the insertion of the new PEG tube as a
new stoma site had to be prepared - the old site could not be used
Patient/family feedback
Family were unhappy with communication from ED staff during this admission. No mention in the records
of the urgency to keep the peg hole open and no attempts were made to achieve this using a catheter.
Recommendations





Consultant is working to ensure that procedures are streamlined and that care of patients with PEG
tubes presenting to the ED is appropriate. He will also ensure that the appropriate management
when a PEG tube has completely fallen out is known by all staff.
Specialty Leads requested to look into identifying a more efficient way of managing the care of similar
patients to try to avoid a repetition of the problems encountered. Conclusions will be discussed to
help refine process
Two lead consultants involved will ensure that conclusions are shared with the clinical teams within
Medicine, to ensure staff are aware of the urgency involved when re-insertion of a PEG tube is
required, and of the importance of taking note of the advice which families are able to provide.

Brief Outline – Case B
Concerns raised about infection control measures from an inpatient with suspected flu at Frenchay
Hospital who was in a side room. Poor room cleaning was also a concern. Room not cleaned every day a domestic, who was not wearing a mask or apron, entered the room whilst nursing staff were explaining
the infection control measures.
Response explained at the start of each shift all staff are made aware of the infection status of every
patient on the ward to comply with the Trust Infection Control Policy. Also hand gel is available to
everyone; staff, patients and visitors to the wards.
Difficulties/Problems
Cleaning failure and infection control breach by domestic reported to line manager.
Recommendations
 Domestic has undertaken to check the infection status of each patient in the side rooms before
entering. Cleaning schedules now also displayed on Ward and monitoring undertaken to ensure
compliance
 Concerns regarding the infection control measures shared with staff at ward meeting, and staff
reminded them of the importance of strict adherence to infection control requirements at all times.

Report to the Trust Board – 28th June 2012
Title:

Medical Revalidation

Purpose of paper:

To inform Trust Board of progress to date.

Executive summary:
Revalidation is a new process of assurance of doctors’ fitness to practice that is
being introduced by the General Medical Council. It is expected to receive approval
to proceed from the Secretary of State in 2012. The Trust is the designated body for
all of the doctors it employs who are not trainees (these have the Deanery as their
designated body). The Medical Director is the Responsible Officer and is responsible
for 496 doctors in NBT.
The paper describes the systems and processes required for revalidation of doctors
and the current state of readiness in the Trust. Key activities have been:







Appointment of Dr James Calvert as deputy RO
Appointment to an administration support post
The RO and deputy RO have attended relevant training
Required policy documentation has been created
Training of 91 doctors in performing revalidation ready appraisal
Working with UHBristol FT to procure a software solution that will fulfil the
functions of providing an e-portfolio and supporting feedback from colleagues
and patients

The RO will be required to make a revalidation recommendation to the GMC on 20%
of current doctors in 2013/14 and 40% in the subsequent 2 years such that all current
doctors have been through a revalidation process within 3 years.
Action Required:
To note the Trust’s progress against the requirements for becoming organisationally
ready for Medical Revalidation.
Key Risks:
Revalidation is a legislative requirement, failure to comply will mean clinicians are
unable to renew their licence and will be unable to continue practicing.
Impact on Patients:
The process is designed to improve assurance of quality of patient care.

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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CQC Outcome:
Financial Issues considered:
Equality Impact Assessment Completed:
Legal Issues Considered:
Sustainability Assessment Completed:

12, 13, 14
Yes
No
Yes
N/A

Presented by: Dr Chris Burton, Medical Director.
Prepared by: Ben Pope, Medical Project Manager and Dr Chris Burton, Medical
Director.

This document could be made public under the Freedom of Information Act 2000.
Any person identifiable, corporate sensitive information will be exempt and must be discussed under
a 'closed section' of any meeting.
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Report to the Trust Board – 28th June 2012
Title:

Medical Revalidation

Purpose of paper:

To inform Trust Board of progress to date.

For Information

All doctors who wish to practise medicine in the UK must be both registered and
licensed with the GMC. This applies whether they practise full-time, part-time, as a
locum, privately or in the NHS, or whether they are employed or self-employed. The
purpose of revalidation is to assure patients and the public, employers and other
healthcare professionals that licensed doctors are up to date and are practising to the
appropriate professional standards. When revalidation is introduced, doctors who
wish to keep their licence to practise will need to demonstrate to the GMC every five
years that they are up to date and fit to practise. All doctors are under a professional
duty set out in the GMC’s Good Medical Practice, to keep up to date.
To meet its aims, revalidation must be relevant to doctors’ day-to-day medical
practise and build upon systems that already exist in the workplace to support high
quality care. Revalidation will not involve a point-in-time assessment of a doctor’s
knowledge and skills, but will be based on a continuing evaluation of a doctor’s
practise in the place in which the doctor works. It will be based on local systems of
appraisal and clinical governance.
The Department of Health regularly check the Trust's progress towards being
Revalidation ready with an Organisational Readiness Self Assessment tool (ORSA).
There are four main sections of the ORSA and outlined below is the Trust's progress
against those sections:
1. Designated Body
During Q3 of 2011/12 the Trust produced a list of all doctors who have a prescribed
connection to the organisation (i.e. those for who NBT is their designated body. NBT
is the designated body for 496 doctors at Consultant, SAS and Trust Grade. During
July and August the GMC will be assisting Trust's in ensuring they are aware of
all doctors for whom it is the designated body and that all staff lists are accurate.
In September the Trust will then be required to provide a list, by quarter, of the
doctors it intends to revalidate in year 1, April 2013 - March 2014 (this will be 20% of
our workforce). We will be able to revalidate a small number of doctors between
December 2012 and March 2013; this will be the Responsible Officer (RO), Deputy
Responsible Officer (dRO) and other doctors in leadership/managerial roles.
2. Responsible Officer
The Trust has appointed Dr Chris Burton as Responsible Officer and Dr James
Calvert as deputy Responsible Officer, both have undertaken appropriate RO training
and have access to support in their roles through the local and regional RO network.
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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3. Appraisal System
Due to the requirements of Revalidation requiring significant changes in appraisal
practice, the Medical Staff Appraisal policy has been re-written. The 1st draft is
under review by the Associate HR Director and will then go through the Local
Negotiating Committee (LNC) and Workforce OD, Strategy and Governance
Committee before being finally signed off by the RO.
To meet with standards set out for Revalidation the Trust was required to identify
sufficient medical appraisers for the 496 doctors it is responsible for Revalidating and
ensure those medical appraisers received appropriate training to be able to conduct
Revalidation appraisals. The Trust required 100 medical appraisers, thus far 98 have
been identified and 91 have received the training required.
Medical appraisers will have access to support via a local appraiser network which is
currently being developed and will have feedback on their performance via an
appraisee feedback process that will form part of the appraisers own appraisal.
4. Organisational Governance
To support the requirements outlined below the Trust is currently in the process of
procuring a software package that will support Revalidation in the following ways;






E-Portfolio - All 496 doctors at NBT will have an e-Portfolio where they are
able to hold all supporting information for appraisal keep a record of the
appraisal outcomes/PDPs.
Appraisal management system - The package will be able to track the
progress of appraisals and report when appraisals are overdue, incomplete or
have been missed.
Multi Source Feedback - The package/provider will be able to manage
colleague and patient feedback exercises.

The tender is a joint process between North Bristol NHS Trust, University Hospitals
Bristol NHS Foundation Trust and South Devon Healthcare NHS Foundation Trust.
The tender has gone out on the CITHS government framework and a scoring day is
taking place on 29th June before completion of the process during the 2nd week of
July.
The Trust has also appointed an Appraisal Administrator who will manage the
medical appraisal process at North Bristol, will ensure the flow of supporting
information to support the appraisal process and will work with the RO and dRO
producing the required reports to allow recommendations for Revalidation to be
made.
To support Revalidation the Trust is required to meet standards in the following
areas;
Governance Structure
The Trust is required to have a governance structure in place (including clinical
governance) which is subject to regular external or independent review, this structure
already exists within NBT.
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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Fitness to Practice
The Trust is required to have in place a system of monitoring individual’s fitness to
practice, this involves collecting data on an individuals performance (including clinical
outcome data) and reviewing and quality assuring the data collected. This system is
currently being developed in conjunction with IM&T.

Colleague and Patient Feedback
The Trust must have a system in place that allows all doctors to undertake a
colleague and patient feedback exercise in line with GMC requirements and be able
to identify those who have not undertaken the exercise. The ability to administer and
monitor this will be in place following the procurement of a software package to
support Revalidation which should be completed by July 2012.
Clinical Audit
The Trust's clinical audit activity must meet national guidelines which it currently
does.
Supporting Information
The RO must be able to ensure that all information required by Revalidation is
discussed at an individual’s appraisal; this includes information on complaints, SUIs
and outlying clinical outcomes and other areas of an appraisee's practice. The Trust
is currently working to ensure the reporting capability of the systems that capture
this data is sufficient to be able to provide the appropriate level of supporting
information. This will then feed in to an appraisee's e-Portfolio ensuring that all
required supporting information is reflected on at appraisal.
Pre-Employment Checks
The Trust must have processes in place to ensure that when entering into a contract
of employment with a doctor they have verified identity, qualifications and experience
and references and obtained a CRB check, checked GMC status and obtained
sufficient equal opportunities data. All of these processes are currently in place at
NBT.

Concerns
The Trust must have a policy in place outlining how it will identify and respond to
concerns and the processes of remediation where concerns are identified. The
policy is currently being developed and will be reviewed by the Associate HR Director
and will then go through the Local Negotiating Committee (LNC) and Workforce OD,
Strategy and Governance Committee before being finally signed off by the RO.
GMC Conditions
Where a doctor is subject to conditions set out by the GMC the RO is required to
monitor compliance with the conditions, the ability to monitor this compliance already
exists at NBT.
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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Fairness
All policies relating to appraisal and Revalidation are required to be fair and nondiscriminatory. To monitor this, the Trust will be required to provide data on the
gender and ethnicity of all 496 doctors; this is data the Trust already collects.
Conclusion
The Trust has made significant progress in developing the systems required to
support the process for revalidation of doctors’ licence to practice. The process is
based on an enhancement of the appraisal process that is already required by
doctors’ contracts but historically has not been tightly monitored. The Trust readiness
as assessed by the nationally reported ORSA has improved. There is outstanding
work but this has been appropriately planned for. The full resource required to
support the process remains uncertain and will need to be reviewed as it is rolled out.

This document could be made public under the Freedom of Information Act 2000.
Any person identifiable, corporate sensitive information will be exempt and must be discussed under
a 'closed section' of any meeting.
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Report to the NBT Trust Board
28 June 2012
Title:

Southmead Hospital Redevelopment Update

Purpose of paper:

To provide an overview of issues and risks associated with the
Southmead Hospital Redevelopment project.
To note

Executive Summary:
 Construction work is on programme overall and only 1 tower crane remains on site.
 The Move Project Team has started work on planning the moves into the new hospital in 2014
 The design process is 95% complete and beginning to focus on the Phase 2 aspects.
 Rectification works to the staff MSCP are progressing
 Carillion’s claim for unidentified asbestos, which is a standard contractual requirement, has
been agreed but not yet formally documented.
 No claims have been received by the Trust.
Action Required: The Trust Board is asked to Note the issues identified.
Key Risks:
The key risks identified for the period include:
 Schedule of Trust supply IM&T equipment is found to be incomplete and Capital Plan
could be inadequate to fund all Trust supply IM&T equipment. A detailed reconciliation
against the agreed C sheets is under way in order to populate the IM&T database and
ensure the correct budget is in place to procure and deliver the PFI


Service transfers between Trusts not proceeding to agreed timescales. Contingency plans
are being developed in the event that services are unable to transfer.



Staff not having sufficient time to engage with the service redesigns and workforce
planning for development of the commissioning plan for the new hospital. The forthcoming
major projects which could compete with resources are planned to peak prior to the new
hospital commissioning process.

Impact on Patients:
Emerging costs that have not been allowed for could reduce available funding for patient care or
could result in additional savings being required. A successfully delivered design should bring
significant benefits to patients, visitors and staff in terms of environment and functionality.
CQC Outcome:
Responsible Committee:
Financial Issues considered:
Equality Impact Assess’t Completed:
Legal Issues Considered:
Sustainability Assess’t Completed:

10 and 26
North Bristol Trust Redevelopment PB
Yes
Yes
Yes
No

Presented by:
Prepared by:

David Powell, Director of Projects
Martin Warren, Project Manager

C:\Users\nbe0360\Desktop\trust board downloaded\7.1 Redevelopment Project Highlight Report.doc

Report to the Trust Board – June 2012
Title:

Programme Management Office (PMO)

Purpose of paper: NBT is embarking on a significant programme of change.
Two recent external reviews – by Ernst and Young (April
2012) and the Office of Government Commerce Gateway
Review Team (May 2012) – have strongly recommended the
establishment of a strengthened PMO to cover the overall
NBT change programme. This requirement has also
emerged from a detailed internal review. The requirement for
a PMO is also critical to achieve and sustain foundation trust
status and will support the Monitor process. It will also
address some of the shortcomings identified in the PwC
review into Cerner.
For Endorsement
Action Required:
 Trust Board is asked to endorse the approach set out in the attached paper. This
was approved by the Building our Future Programme Board in June 2012.
Key Risks:
 Failure to deliver the IBP and failure to achieve FT status.
Impact on Patients:
The successful delivery of the Trust’s 3-year change programme will have a direct and
significant impact on patient care.
CQC Outcome:

All

Responsible Committee:

Building our Future Programme Board

Financial Issues considered

As part of the review

Equality Impact Assessment
Completed

EIAs will be required for each major
programme/project

Legal Issues Considered:

No

Sustainability Assessment
Completed:

No

Presented by:

Harry Hayer, Director of Organisation, People & Performance

Prepared by:

Steve Brown, Chris Jones, Evelyn Elliott - Building our Future Team
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Building our Future

Programme Management Office (PMO)
1.

INTRODUCTION

1.1

NBT is embarking on a significant programme of change. Two recent
external reviews – by Ernst and Young (April 2012) and the Office of
Government Commerce Gateway Review Team (May 2012) – have
strongly recommended the establishment of a strengthened PMO to cover
the overall NBT change programme. This requirement has also emerged
from a detailed internal review. The requirement for a PMO is also critical
to achieve and sustain foundation trust status and will support the Monitor
process. It will also address some of the shortcomings identified in the
PwC review into Cerner.

2.

WHAT IS DIFFERENT?

2.1

This proposal presents a number of changes from current NBT practice :-

NEW PMO

CURRENT PRACTICE

Greater co-ordination and connection
between Directorate 3-year plans and
cross-cutting programmes

Separation between directorate plans and
cross-cutting projects leading to misalignment

Separation of programme and
performance management (PMO) from
design and delivery (Building our Future
Team) providing greater role clarity

Integrated roles has led to inadequate
programme and performance
management

Better resourced with dedicated staffing
to enable the PMO to carry out its wider
range of functions

Current BoF PMO has 1 dedicated
person + a number of shared roles
deemed to be inadequate for the size,
scale and complexity of the programme
Directorates to commission and contract Project leads appointed by the centre
with dedicated project leads to provide
leading to lack of directorate engagement
greater directorate ownership
The centre for programme and project
The BF Programme Board is too
management to enable the BF
operational and is required to delve into
Programme Board to be more strategic too much detail to receive assurance on
project delivery
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3.

SUCCESS CRITERIA

3.1

A properly established, fully-functioning PMO will ensure the successful
delivery of NBT’s change programme to 2015. It will do this by :

More proactive & intelligent programme and performance management



Better connection, co-ordination and coherence within and between
cross-cutting programmes and directorate plans



Greater ownership and improved governance of programmes and
projects at directorate level



Greater pace of delivery



Driving benefits realisation by mitigating risks earlier



Implementation of a consistent and proactive project management
approach across the Trust



Providing assurance to the Trust on programme delivery via the
Building our Future Programme Board



Supporting, enabling, and challenging project leads to ensure
successful project delivery on time



Stronger connection with NBT organisation and leadership
development programmes to ensure effective management of change.

4.

PMO FUNCTIONS

4.1

In managing the trajectory to 2014/15, the PMO will deliver five key
functions. These are :





4.2

Governance and Reporting
Value Adding Performance Management
Benefits Delivery Assurance
Portfolio/Programme Management
Programme/Project Management Excellence

The table in Appendix 1 describes the detail of each function. This will be
subject to further work.
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5.

PMO SCOPE AND EXCLUSIONS

5.1

The PMO is a semi-autonomous Trust-wide function, separated from the
design and delivery arms of the Trust.

IN SCOPE

OUT OF SCOPE

The PMO will ensure that composite
projects and directorate 3-year plans
cover the scope of the programme

The PMO will not determine the
programme scope. The overall
programme of work is set out in the IBP
and will be reviewed by the BF
Programme Board and Trust Board.

The PMO will support directorates and
project leads by providing proactive and
intelligent programme and performance
management

The PMO will not deliver projects

The PMO will have the mandate to make
decisions/use reasonable judgement (to
agreed thresholds) regarding projects on
behalf of the BF Programme Board

The PMO will not make exceptional
decisions (beyond that of agreed
thresholds) regarding projects without
referring to the Programme Board

The PMO will be the key enabler to act on The PMO will not be accountable for
behalf of the Building Our Future Board
delivery of the programme
The PMO will work to support
Directorates and seek to align the 3-year
business plans with the projects in-scope.

The PMO will not set the strategy nor
write the business plans

The PMO will report on budget
expenditure and estimate completion.

The PMO will not manage the
programme budget besides that
allocated for risk contingency reserve
budget

The PMO will aid strategic planning with
tools to objectively assess and determine
the strategic priorities for the Trust

The PMO will not determine the
strategic priorities for the Trust

The PMO will quality assure key project
documents to enable the Programme
Board to commission projects

The PMO does not have delegated
authority to commission projects
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6.

SETTING UP THE PMO

6.1

Five next steps are proposed for completion by 30th September 2012 :-

6.2



Set up the structures and systems required for a fully-functioning PMO,
ensuring that it is credible, authoritative, skilled and capable to oversee
NBT’s change programme to 2015.



Review all current projects, programmes and directorate 3-year plans
and take corrective action to remedy shortfalls.



Assign clear accountability, responsibility and sponsorship for all
current and pending projects



Engage with key stakeholders to ensure that the PMO and
project/programme management infrastructure is fit for purpose



Establish a meeting structure that provides support and scrutiny to the
programme (e.g. task and finish, PPFCs, directorate reviews, etc).

The following staff will be deployed to the ‘Interim’ PMO for the 3-month
period from 2nd July 2012 :Steve Brown
Chris Jones
Evelyn Elliott
Steve Haynes
Tbc
Suzie King
NBT Xtra

Head of PMO
Programme Management and Co-ordination
Performance Management
Finance Lead
Operations Manager
Information Lead
Administrator

6.3

Additional backfill/resourcing costs are estimated to be c£85k during this
3-month period. An estimated £60k will be required for IT software costs
and other equipment costs.

6.4

The PMO will report directly to the Director of Organisation, People &
Performance.

6.5

The proposals contained in this report were approved by the Building our
Future Programme Board and endorsed by the Trust Management Team
in June 2012.
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6.6

Further work will now be undertaken to revise the Terms of Reference of
the Building our Future Programme Board and to realign the work of the
Building our Future Team.
21 June 2012
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APPENDIX 1
The Role and Function of the PMO (subject to further work)
Function (‘What’)

Products / Services (‘How’)

1. Governance and reporting








Ensure that there is strong governance in directorate
3-year plans, programmes and projects.
To give assurance to programme board on
programme delivery
Reporting by exception to Programme Board
To provide early warning signs
Unblocking of appropriate issues
Risk Assessment
Issue management










Development of a Programme dashboard
Undertaking project ‘gateway’ reviews
Collating and ensuring standardisation of project dashboards
Production of programme risk and issue logs and mitigation
Proactive programme risk mitigation
Proactive resolution of programme issues
Review of Project Board terms of reference and decision making
Proactive management of change controls



Tracking of Trust key performance indicators against the IBP:- Workforce,
Finance, Beds, Theatres, Imaging, Outpatients
Proactive Project performance monitoring, to enable corrective
interventions to implemented before risks materialise.
Regular performance meetings with project leads – frequency dependant
on RAG status
Reports to PPFC for performance management of operational performance
and project delivery
Reporting by exception to Building out Future Programme Board

2. Value Adding Performance Management







Active performance management of project delivery
Multidisciplinary subject matter expert challenge (to
include clinical, operational, finance, information, HR,
programme/performance,)
Linking project inputs with key Trust outcomes
Alignment with the directorates to ensure consistency
with their 3-year plans and business as usual
Using judgment and making decisions on behalf of the
programme board

3. Benefits Delivery Assurance
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Quality assurance of benefits plans / cases
Ensuring benefits align with the objectives of the
Trust and directorates
Ensure there is a clear and acceptable ROI
business case for each project







Review and quality assure all business cases before sign off to ensure they
are fit for purpose and are designed and structured to succeed
Agreement of key project performance metrics
Baseline all projects before they commence delivery reporting against key
performance metrics
Clear methodology for the assessment and review of benefits
Benefit assessment deep dive review as required

4. Programme Management & Co-ordination





Co-ordination of projects and deliverables
Support the management of project contingency
budget to manage risks and issues
Realigning projects with strategic objectives and
reacting to changes in environment
Connectivity with directorates









Resource management for the programme
Define clear thresholds for investment in projects
Development and management of a ‘hard-wiring ‘Integrated Management
Schedule (IMS)
Management of project dependencies (internal and external)
Library of project documentation
Conducting regular gateway reviews as appropriate at key project milestones
‘Health checks’ for new projects

5. Project Management Excellence







Ensure the Trust has an agreed project
management approach and methodology, which is
continuously improved as required.
All Project documentation submitted for approval
has been quality assured for both adherence to NBT
methodology and content and strategic fit.
Skills transfer across the organisation of Project
Management Knowledge and Skills
Drive best practice and innovation in projects
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Suite of Project management templates and tools
Quality assurance of project documentation
Standard NBT approach to project management
Development of a programme and project management competency
framework for the Trust
Delivering formal and informal training to Trust staff in Project Management
Provide key links with benchmarking functions
Provide links with external organisations
Providing a centre of knowledge and best practice to ensure projects are
designed using current ‘best practice models’

Report to the Trust Board – 28th June 2012
Title:

Activity and Performance Report

Purpose of paper:

To present the current Trust position against new
and existing performance targets/indicators to the
Board.
For Information

Executive Summary:
Emergency Access – The Medical Directorate has seen a significant
improvement in the number of medical patients outlying in other wards. The
average number has dropped by approximately 30 patients per day.
The Neuroscience and Musculoskeletal Directorates have seen an increase in
patient numbers in inpatient beds, which is causing some operational
challenges.
Emergency Department access is still challenging, but managing patient flow
within Medicine is enabling the actions around the ECIST (Emergency Care
Intensive Support Team) report to be implemented.
Delayed transfers of Care – these have risen in May, however, the
recommendations as outlined in the ECIST report have improved reporting.
18 Week Referral to Treatment Time – Incomplete pathway medium
continues to rise with additions to the waiting lists which we are addressing
through a task and finish group. Progress has been made in June to
removing some of the 500 duplicate multiple entries on the system.
Admitted 18 weeks has achieved for April and May, and the early indications
are that June will also achieve.
Cancer – No issues with cancer.
Cancelled Operations – Rebooking within 28 days is still on an improvement
trajectory.
Re-admission Rates – The data for this section is still not accurately
available.
Stroke Management – The bed issues with the Neurosciences directorate is
challenging this target, we are reporting weekly to the SHA and PCT on our
action plan.
Action Required:
No action required.
C:\Users\nbe0360\Desktop\trust board downloaded\8.1.1 Activity & Performance Report Front Sheet.doc

The Trust Board is asked to:
Note the content of the report.
Key Risks:
None delivery of operational performance may invoke financial penalty and
reputational damage.

Impact on Patients:
Timely access to services is very important to patients.

CQC Outcome:
Responsible Committee:
Financial Issues considered:
Equality Impact Assessment Completed:
Legal Issues Considered:
Sustainability Assessment Completed:

Performance indicators.
PPFC
Yes
No
Yes
No

Presented by:

Sue Watkinson, Director of Operations

Prepared by:

Dan

Bates,

Information
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Analys

MONTHLY PERFORMANCE

Cancelled
Ops

NATIONAL

NATIONAL MEASURE
LOCAL

Cancer

RTT 18
Weeks

TARGET

A pr-12

M ay-12 Jun-12

Jul-12

A ug-12

Sep-12

Oct-12

No v-12 Dec-12

Jan-13

Feb-13 M ar-13

YEARLY PERF

QUARTERLY PERFORMANCE

YTD

11/12

Q1

A dmitted 18 weeks

90%

90.0%

90.1%

90.1%

91.3%

No n A dmitted 18 weeks

95%

97.8%

97.4%

97.6%

97.7%

Inco mplete 18 weeks

92%

73%

67%

70%

88%

TWW GP Referrals

> 93%

96.7%

95.3%

95.9%

93.9%

TWW B reast Sympto ms

> 93%

100.0%

100.0%

100.0%

97.8%

62 Day First Treatment fro m
GP Referral

> 85%

89.5%

85.7%

87.7%

88.2%

62 Day First Treatment fro m
Co nsultant Screening

> 90%

100.0%

100.0%

100.0%

96.6%

62 Day First Treatment fro m
Co nsultant Upgrade

> 90%

100.0%

100.0%

100.0%

95.8%

31Day First Treatment fro m
Diagno sis

> 96%

98.9%

96.8%

97.8%

97.8%

31Day Seco ndary
A ntiCancer Drug Treatment

> 98%

100.0%

100.0%

100.0%

100.0%

31Day Seco ndary Surgery
Treatment

> 94%

97.3%

100.0%

98.6%

97.8%

31Day Seco ndary
Radio therapy Treatment

> 94%

No cases 100.0%

100.0%

100.0%

31Day Seco ndary P alliative
Care

> 94%

100.0%

100.0%

100.0%

100.0%

31Day Seco ndary A ctive
M o nito ring

> 94%

100.0%

100.0%

100.0%

100.0%

Cancelled Ops fo r no nclinical reaso ns

< 0.8%

0.3%

0.3%

0.3%

0.6%

Cancelled Ops rebo o king
within 28 days

> 95%

92.3%

94.1%

93.3%

89.3%
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Q2

Q3

Q4

MONTHLY PERFORMANCE

NATIONAL MEASURE
LOCAL MEASURE

Length of Stay

Emergency

TARGET

A pr-12

M ay-12 Jun-12

Jul-12

A ug-12

Sep-12

Oct-12

No v-12 Dec-12

Jan-13

Feb-13 M ar-13

YEARLY PERF

QUARTERLY PERFORMANCE

YTD

11/12

Q1

A &E 4 ho ur wait
(SM D, FRE & YA TE)

> 95%

92.6%

91.2%

91.9%

94.4%

A &E 4 ho ur wait SM D

> 95%

100.0%

99.5%

99.7%

100.0%

A &E 4 ho ur wait FRE

> 95%

89.6%

87.2%

88.3%

92.0%

< 5%

4.8%

4.7%

4.8%

4.2%

< 5%

5.3%

5.4%

5.3%

4.5%

< 5%

4.8%

4.7%

4.7%

4.1%

< 5%

2.8%

3.4%

3.1%

2.8%

< 5%

1.2%

2.2%

1.7%

1.4%

< 5%

3.6%

4.3%

4.0%

3.3%

< 15

120

124

124

96

< 15

80

59

98

101

< 15

121

124

124

96

< 60

85

90

88

63

< 60

44

61

53

35

< 60

114

119

116

77

0

397

612

1009

4064

Overall Elective LOS

< 3.90

3.40

2.80

3.10

3.75

Elective P re-o p LOS

< 0.3

0.10

0.10

0.10

0.23

Overall Emergency LOS

< 5.26

5.90

5.80

5.90

5.43

A cute Emergency LOS

< 4.6

5.08

5.08

5.08

4.80

A &E Unplanned
reattendance rate TOTA L
A &E Unplanned
reattendance rate SM D
A &E Unplanned
reattendance rate FRE
A &E Left dept witho ut
being seen TOTA L
A &E Left dept witho ut
being seen SM D
A &E Left dept witho ut
being seen FRE
A &E Initial assessment 95th
percentile (15 mins) TOTA L
A &E Initial assessment 95th
percentile (15 mins) SM D
A &E Initial assessment 95th
percentile (15 mins) FRE
A &E Time to treatment
median (60 mins) TOTA L
A &E Time to treatment
median (60 mins) SM D
A &E Time to treatment
median (60 mins) FRE
A &E A mbulance Hando ver
times > 15 mins
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Q2

Q3

Q4

MONTHLY PERFORMANCE

LOCAL MEASURE
NATIONAL MEASURE
LOCAL

Other

Readmissions

TARGET

A pr-12

M ay-12 Jun-12

Jul-12

A ug-12

Sep-12

Oct-12

No v-12 Dec-12

Jan-13

Feb-13 M ar-13

YEARLY PERF

QUARTERLY PERFORMANCE

YTD

Q1

11/12

Readmissio ns within 30
<115/
days - Emerg Readmissio ns
mo nth
fo llo wing Elect A dmissio n

1158

Readmissio ns within 30
days - Emerg Readm
fo llo wing Emergency A dm 2% reductio n

-2%

3.0%

6 Week Diagno stic Waits

> 99%

99.9%

99.7%

99.8%

99.9%

Revascularisatio n - 11weeks

100%

100%

100%

100%

100%

> 96%

98%

98%

98%

97%

> 95%

100%

100%

100%

100%

High Risk TIA

> 60%

78%

88%

84%

73%

Stro ke M anagement 90% o n
Stro ke Unit

> 80%

74%

72%

73%

83%

Delayed Transfers

< 2%

2.30%

3.04%

2.68%

2.70%

Daycase Rates

> 72.7%

74.0%

72.0%

73.0%

74.0%

C&B Sufficient appo intment
slo ts
18 Week Direct A ccess
A udio lo gy
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Q2

Q3

Q4

Report to Trust Board - June 2012

Title:

Workforce & Organisation Development Report

Purpose of paper:

To provide Trust Board with an update and assurance on current
workforce and organisation development delivery against objectives
For Information

Action Required:

Trust Board is asked to NOTE the attached paper.

Key Risks:

Financial and performance-related risks

Impact on Patients:

The Trust’s workforce and organisation development strategy
and associated matters directly affect the provision of patient
care and treatment

CQC Outcome:

CQC Outcomes 12,13,14

Responsible Committee:

Workforce and OD Strategy & Governance Committee

Financial Issues considered

Yes

Equality Impact Assessment
Completed:

Yes where applicable

Legal Issues Considered:

Yes

Sustainability Assessment
Completed:

Not Applicable

Presented by:

Harry Hayer, Director of Organisation, People & Performance

Prepared by:

Robert Baker, Associate Director, Human Resources & Development

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.
1

Workforce Metrics - Commentary
Workforce Issues

Workforce Issues

Key Messages from the Tables

Workforce Planning 2012 - 2015

1) Infection Control compliance continues to improve, and is just 4.5% from
compliance.

• The directorates’ workforce plans do not match the workforce reductions as
modelled in the LTFM (IBP) for 2013-14 and 2014-15. This may reflect that the
directorate three year service plans are not well formed. There is also the
unknown impact of Building our Future projects due to be quantified in 2012 and
2013 which will have to be quantified in the next 3 months.

2) League Tables for the 4 none complaint areas amongst the top 5 Mandatory
Training subjects are now shown
3) Overall staffing numbers show an increase over the previous month.
4) Rolling 12 month sickness figures have been recalculated and show to the
end of April as being 3.98%.

• Growth forecasts are significant. This suggests that productivity gains are either
exhausted or not yet fully explored and the potential understood. This is not
altogether surprising given workforce growth in the 2000s, which meant that
productivity gains were not essential.

5) Occupational Health data for 12 months to March 2012 show a marked
improvement in numbers of DNAs in the last quarter, and a considerable
improvement in the speed of referrals being seen within OH in the last 6 months
of the year.

• Opportunity still exists to take advantage of natural wastage. Also the use of
temporary workforce mostly of bank but some agency workers is substantial.
Together they exceed 500 WTE. This offers the opportunity to balance reductions
between permanent and temporary workforce.

National Issues:
Future Arrangements for Education and Training – national and local
picture. Health Education England (HEE) is the delegated body from the DH for
setting the direction to manage the education levy related programmes from April
2013. Local Education and Training Boards (LETB) are being set up in ‘shadow
form’, with the SHA supporting its development.

• NBT workforce average age is higher in the age groups 40yrs+ than the national
average, which combined with changes in public service pensions may provide
another lever for natural wastage.
• Potential to tackle reducing the average WTE cost, which would require more
detailed analysis of the causes and of those amenable to change.
Workforce Planning Variance (LTFM v directorate plans) year on year wte change

LETBs will act as sub-committee of Health Education England (HEE).The Board
must have representation from employers across all sectors of provision and from
education providers, and must show effective partnership working via a local
education group – known as ‘Partnership Council’.
A design group is working on the formation of these structures. There is also a
stakeholder forum to look at how future education commissions will be carried out
by the LETB structure. NBT is represented at all levels
Local issues
Industrial Action - The continued protests across NHS Staff against the
proposed changes to pension regulations will affect the Trust again on 21st June,
where the BMA has called upon its members to take part in Industrial Action short
of a strike. The Trust is working to ensure that patient safety remains paramount
and that appropriate steps are taken to allow planning of activities on the day.

2012/13 6 wte (directorate plans 6 wte short)
2013/14 158 wte (directorate plans 158 wte short)
2014/15 308 wte (directorate plans 308 wte short)
A detailed paper will be presented at July's TMT

  
  

Workforce Metrics - Staff Utilisation
Pay Bill

Staff in Post
7525
7500
28000

12/13

7475
27000
7450

26000

£ooo's

210
200
190
180
170
160
150
140
130
120
110
100
90
80
70
60
50
40
30
20
10
0

Mar

Feb

Jan

Dec

Nov

Oct

Sep

Aug

Mar

Feb

Dec

Oct

Sep

Jul

Jan

20000
Nov

7300
Aug

21000

Jun

7325

May

22000

Apr

7350

Comment

Bank and Agency Usage

Staff in post - has increased between April and May by 17 wte.
Pay Bill for May (31 day month) is increased from April.
HCSW

.

Other

May-12

Apr-12

Mar-12

Feb-12

Jan-12

Dec-11

Nov-11

Oct-11

Sep-11

Aug-11

Jul-11

Jun-11

Registered
Nursing

May-11

WTE

23000

Jul

11/12

Trust 12/13

24000

Jun

7375

25000

May

7400

Apr

WTE

7425

Bank & Agency Staff - use of 'Other' staff which includes Admin and Clerical and
Ancillary Staff, remains high in part due to the non-recruitment of permanent staff in
certain areas of Facilities, in preparation for moving to the new hospital.

Workforce Metrics - Statutory and Mandatory Training Compliance
Manual Handling Compliance

90.0%

80.0%

80.0%

70.0%

70.0%

60.0%

60.0%

Target

Target

Trend

General  trend  has  started  to  dip  from  a  high  in  
February,  and    is  22%  below  compliance.  

90.0%

80.0%

80.0%

70.0%

70.0%

60.0%

60.0%

50.0%

50.0%

40.0%

40.0%

WTE

90.0%

30.0%
20.0%

30.0%
20.0%

InfectionControl

Target

Apr-12

Mar-12

Feb-12

Jan-12

Nov-11

Mar-12

Feb-12

Jan-12

Apr-12

Trend

Dec-11

0.0%

0.0%
Dec-11

Mar-12

Apr-12

Trend

General  trend  remains  downwards,  and  is  24%  below  
compliance.  

  

10.0%

10.0%
Nov-11

Target

Infection Control Compliance
100.0%

Excellent  compliance  at  91.5%  

FireSafety

Feb-12

Nov-11

Apr-12

Nov-11

ManualHandling

Mar-12

0.0%
Feb-12

10.0%

0.0%
Jan-12

20.0%

10.0%
Dec-11

30.0%

20.0%

Child Protection Compliance

Target

40.0%

30.0%

100.0%

ChildProtection

50.0%

Jan-12

40.0%

Dec-11

50.0%

Trend

While  general  trend  is  upwards,  the  last  four  
months  have  plateaued  at  75%,  10%  below  
compliance.    

WTE

WTE

100.0%

90.0%

Apr-12

Mar-12

Feb-12

Jan-12

Dec-11

Health&Safety

Fire Training Compliance

100.0%

WTE

100.0%
90.0%
80.0%
70.0%
60.0%
50.0%
40.0%
30.0%
20.0%
10.0%
0.0%
Nov-11

WTE

Health & Safety Compliance

Trend

Upwards  trend  maintained,  now  just  4.5%  below  
compliance  

Comment  
  
1  -‐  Directorate  league  tables  now  circulated  to  
Directorate  Management  Teams.  
  
2  -‐  Email  reminders  started  being  sent  to  staff  in  
April,  as  a  pilot  in  HR  and  renal.    Will  be  assessed  
for  full  roll  out  (after  bug  fixes)  across  the  Trust  in  
June.  
  
3  -‐  Only  includes  compliant  bank  staff,  as  those  
non  compliant  can  no  longer  work.    Currently  446  
Bank  staff  are  excluded  for  this  reason.  

Workforce Metrics - Mandatory Training - League Tables May 12
85% +
60% to 84.9%

0%  to  59.9%

Manual  Handling  Compliance
Operations
HR&D/BoF/R&I
South Glos CHS
Capital Projects
Renal
Finance
Musculoskeletal
Medicine
Facilities
Core Clinical
Surgery
Women & Children
Neurosciences
Clinical Governance
Information Management
Chief Exec

Infection  Control  Compliance
78%
77%
73%
71%
69%
68%
68%
66%
64%
63%
61%
61%
61%
58%
55%
53%

Fire  Safety  Training  Compliance
HR&D/BoF/R&I
Capital Projects
South Glos CHS
Facilities
Finance
Information Management
Core Clinical
Chief Exec
Clinical Governance
Renal
Surgery
Musculoskeletal
Women & Children
Medicine
Operations
Neurosciences

Capital Projects
Information Management
Finance
HR&D/BoF/R&I
Clinical Governance
Chief Exec
Facilities
South Glos CHS
Renal
Surgery
Core Clinical
Medicine
Musculoskeletal
Women & Children
Neurosciences
Operations

100%
97%
96%
95%
95%
94%
93%
89%
82%
81%
79%
78%
78%
77%
76%
73%

Health  &  Safety  Compliance
88%
86%
84%
82%
68%
66%
65%
65%
64%
63%
62%
60%
59%
53%
52%
49%

HR&D/BoF/R&I
Renal
Medicine
Musculoskeletal
NBT Extra
Clinical Governance
Neurosciences
Facilities
Capital Projects
Surgery
Core Clinical
Operations
Women & Children
Chief Exec
Information Management
Finance

89%
83%
83%
82%
81%
80%
79%
79%
79%
76%
75%
71%
67%
65%
64%
63%

Workforce Metrics - Mandatory Training - Mar to Apr 2012

90.0%
80.0%
70.0%
60.0%

Mar - 12

50.0%
40.0%
Apr - 12

30.0%
20.0%
10.0%

Small variances only from last month, with Safeguarding continuing to improve.

Waste

Safeguarding

Resuscitation

Mental Capacity

Information Governance

Food Hygiene

Equality & Diversity

Conflict resolution

Blood Transfusion

Blood Competency

0.0%

Workforce Metrics Age Profile Comparison
Age Profile - Trust Total

Age Profile - Qualified Professional Staff

Trust  age  profile  is  compared  to  national  Acute  Trust  age  profile,  published  
December  20111  -‐  showing  a  similar  spread  of  ages.  

This  chart  includes  medical,  qualified  nursing,  professional  and  scientific  staff.  

Age Profile - Non Qualified Professional Staff

Age Profile - Admin & Ancillary

This  chart  shows  the  profile  for  support  workers  in  professional  areas,  including  
HCAs,  

65 &
over

60-64

65 & over

60-64

55-59

50-54

45-49

40-44

35-39

30-34

25-29

< 25

0.0%

55-59

2.0%

50-54

4.0%

40-44

6.0%

35-39

Non
Qualified
Professional
Staff

8.0%

Admin &
Ancillary

30-34

12.0%

20.0%
18.0%
16.0%
14.0%
12.0%
10.0%
8.0%
6.0%
4.0%
2.0%
0.0%
25-29

14.0%

< 25

16.0%

10.0%

65 &
over

< 25

65 &
over

60-64

55-59

50-54

45-49

40-44

35-39

30-34

25-29

< 25

0.0%

60-64

2.0%

55-59

4.0%

50-54

6.0%

45-49

Acute
Trust

8.0%

Qualified
Professional
Staff

45-49

10.0%

40-44

12.0%

18.0%
16.0%
14.0%
12.0%
10.0%
8.0%
6.0%
4.0%
2.0%
0.0%
35-39

Total

30-34

14.0%

25-29

16.0%

Profile  for  administrative,  clerical,  ancillary  and  estates  staff  shows  significantly  
higher  numbers  of  staff  in  the  older  age  bracket.  

Workforce Metrics - Absence and Labour Turnover

Sickness Absence

Maternity Absence

6%

6%
11/12

5%

11/12

5%

4%

4%

12/13

3%

Trust 12/13

3%
Acute Trusts

2%

2%

1%

Avg 2011/12

1%

Target

16%
15%
14%
13%
12%
11%
10%
9%
8%
7%
6%
5%
4%
3%
2%
1%
0%

11/12

12/13

Mar

Feb

Jan

Dec

Nov

Oct

Sep

Aug

Jul

Jun

Expon.
(12/13)

May

Mar

Feb

Jan

Dec

Nov

Oct

Sep

Aug

Jul

Jun

Apr

Mar

Feb

Dec

Nov

Oct

Sep

Aug

Jul

Jun

May

Apr

Jan

Sickness absence - sickness at 3.74% in April is below target, and the 12month
rolling sickness figure sits at 3.98%.

Labour Turnover

Apr

May

0%

0%

Maternity Leave - % absence continues to be slightly lower than this time last
year.
Turnover - figures have been recalculated for 2011/12, showing a steady
increase, which is maintained at 11% in the 12 months to April 12

Workforce Metrics - Occupational Health
Referral Waiting Times (Working Days)

DNAs and less than 24 hour notice cancellation

100%

60

90%
50

80%

25 Plus

70%

10%

10

Q4 11/12

Q3 11/12

Q2 11/12

Q1 11/12

Q4 10/11

Q3 10/11

Q2 10/11

Q1 10/11

0

2011/12 Q4

1 - 10

20%

20

2011/12 Q3

30%

Cancellation
Less than 24 Hrs

2011/12 Q2

11 - 15

Numbers

%

40%

0%

30

16 - 20

50%

2011/12 Q1

60%

DNA's

40

21- 25

Occupational Health Activity
Comment
3000

2500
Referral appts (total)

Time from referral to being seen has significantly improved in the last 2 quarters,
currently at 96% seen within 5 days.
DNAs have seen a marked reduction in the last quarter.

2000

1500

Pre employment / Health@Work

1000
Contamination incident

500
Advice

2011-12

0
2010/11

Numbers

New Referrals

General Activity - new referrals show a small increase, although general advice given
has reduced, as has contamination incidents.

Report to Trust Board – June 2012
Title: Monthly Infection Control Report
Purpose of paper:

To update Trust Board on Infection Control

For discussion
Executive Summary:
April
MRSA
MSSA
Ecoli
Cdiff
Hand Hygiene
MRSA screening
(elective)
MRSA screening
(emergency)
Mandatory
training

MRSA





May

Jun

July

Aug

Sept

Oct

Nov

Dec

Jan

Feb

month
YTD
month
YTD
month
YTD
month
YTD
month
month
month
month

There were no MRSA bacteraemia attributable to the Trust in May 2012.
In year there has been 1 MRSA bacteraemia against the Trust target of 6.
Elective MRSA screening compliance is 99%.
Emergency MRSA screening compliance for May 2012 is 91% (target 90%)
with 89% of patients screened with 24 hours of admission.

MSSA
 There were 4 MSSA bacteraemia in May 2012, 1 attributable to NBT.
 In 2012/13 6 MSSA trust attributed bacteraemia have been recorded against
target of 26 (25% reduction on 2011/12 outturn). This is 2 cases above
trajectory predominantly due to 5 cases occurring in April.

Clostridium difficile
 There were 8 C.difficile cases in inpatients during May 2012, of these 3 were
attributable to the Trust.
 There have been 6 cases of C.diff in 2012/13 against the Trusts target of 61
which is within the required trajectory.
This document could be made public under the Freedom of Information Act 2000.
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E-Coli
 There were 15 cases of E-coli bacteraemia during May 2012 of which 4 were
attributable to the Trust.
 There have been 6 cases of E-coli bacteraemia in 2012/13 against target of
56 (a 20% reduction on 2011/12 outturn). This is within trajectory.
Norovirus
 In May 2012 there were 2 ward closures due to confirmed Norovirus with a
total bed day loss of 97 days.
Outbreaks
 There was 1 reported Infection Control incident during May 2012 following the
diagnosis of a single patient with Legionella. Investigation to date indicates
that it is likely that the patient acquired the infection prior to admission to NBT.
The patient has recovered. This incident is being managed by the Trust
Health and Safety team in partnership with the Health Protection Agency. In
view of this case and the increased attention to the issue of Legionella that
there has been nationally the Trust is taking the opportunity to review all of its
Legionella control processes.
Hand Hygiene
 In May 2012, Trust wide compliance was 94% (target 95%). Continued
vigilance is required in all directorates to sustain and further improve
compliance with hand hygiene and naked to the elbow. Particular
improvement is required in the Neurosciences directorate.
Mandatory Training
 Infection Control mandatory training is increasing with compliance at 80%
(target 85%)
 Continued action is required from Directorates to ensure improvement stays
on trajectory.

Action Required: Trust Management Team are asked to note the report and the
Directorate actions required to maintain and improve infection control performance.

Key Risks:
 Non achievement of DH MRSA bacteraemia trajectory of 6
 Non achievement of MRSA emergency screening target which is set at 90%
 Non achievement of DH C.diff trajectory of 61
 Infection control mandatory training compliance
Impact on Patients: Patients deserve the highest level of professional standards.

This document could be made public under the Freedom of Information Act 2000.
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a 'closed section' of any meeting.

CQC Outcome:
Responsible Committee:
Financial Issues considered:
Equality Impact Assessment Completed:
Legal Issues Considered:
Sustainability Assessment Completed:

Outcome 8 (regulation 12)
Control of Infection Committee
Yes
No
Yes
Yes

Presented by: Chris Burton Medical Director /DIPC
Prepared by: Helen Richardson Assistant Director of Nursing

This document could be made public under the Freedom of Information Act 2000.
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Table 1
North Bristol NHS Trust
Finance Report May 2012 - Summary Income & Expenditure Statement
Position as at 31st May

Budget
£'000

Actual
£'000

Variation from
budget
Adverse /
(Favourable)
£'000

PCT Income
Other Operating Income

74,149
10,800

74,146
10,850

3
(50)

Total Income

84,949

84,996

(47)

54,841
23,949
(11)
500

55,183
24,130

341
180
11
(500)

79,280

79,313

33

Earnings before Interest & Depreciation

5,669

5,684

(14)

Depreciation & Amortisation on Purchased Assets
Interest receivable
Interest payable on loans
PDC Dividend

3,539
(4)
219
1,378

3,539
(13)
218
1,378

0
(9)
(0)
0

Net Surplus / (Deficit)

538

562

(24)

Impairments
Below the line impact of IFRIC 12
Donated Assets

0
92
245

0
92
245

0
0
0

Surplus /( Deficit) after below the line items

201

225

(24)

Income

Expenditure
Pay
Non Pay
Variance to planned savings
Reserves

Table 2
Overall Variance by Directorate for the Two Months Ended 31 May 2012
(Favourable) / Adverse

M3

M4

M5

M2

Core Clinical Services

89

89

178

Medicine

175

175

349

Musculo

17

17

33

Neuro

127

127

253

Renal

(44)

(44)

(88)

South Glos Community HS

37

37

73

Surgery

82

82

163

Womens & Childrens

52

52

104

Facilities

16

16

32

Corporate Directorates

(7)

(7)

(14)

Other

(554)

(554)

(1,107)

Total

(12)

(12)

(24)

= > 2 % adverse variance
= Adverse to plan by up to 2% adverse variance
= On plan or favourable

M6

£000's
M7

M1

M8

M9

M10

M11

M12

YTD

Activity

OP-New
OP-FUp
OP-Procedures
Regular Attenders
Daycases
Elect IP
Non-Elect IP-S/stay
Non-Elect IP-L/stay

Table 3

Apr
Activity 12/13
9,401
Activity 11/12
8,102
Activity 12/13 17,389
Activity 11/12 19,867
Activity 12/13
559
Activity 11/12
1,090
Activity 12/13
216
Activity 11/12
232
Activity 12/13
3,059
Activity 11/12
3,061
Activity 12/13
1,051
Activity 11/12
1,156
Activity 12/13
2,128
Activity 11/12
2,139
Activity 12/13
2,011
Activity 11/12
1,964

12/13 vs 11/12
change
May Cumulative
10,975
20,376
17%
9,357
17,458
20,573
37,962
(10)%
22,199
42,067
714
1,273
(38)%
974
2,064
183
399
(38)%
409
641
3,510
6,569
2%
3,391
6,452
1,360
2,411
1%
1,237
2,393
2,327
4,455
3%
2,195
4,334
2,196
4,207
6%
1,990
3,954

Pay Variance Analysis

Table 3a
Month 1 to 2 2012/13
Adverse / (Favourable)
Waiting List
Payment
£'000
Total £'000
Other £'000

Medical
£'000

Qualified
Nursing £'000

Healthcare
Assistants
£'000

(78)

(25)

(57)

(16)

14

(162)

Medicine

67

68

39

(42)

14

146

Musculo

27

49

1

(22)

(15)

40

Neurosciences

13

60

138

11

5

227

(28)

0

(11)

(7)

0

(46)

South Glos Adult Community

4

(13)

(1)

(12)

0

(22)

Surgery

32

48

31

(35)

(11)

65

Women and Childrens

56

9

(6)

61

7

127

Directorate
Core Clinical Services

Renal

Other Directorates
Total

(34)
93

196

134

(96)

(34)
14

341

Table 3b
Whole Time Equivalents (WTEs) Analysis
Worked WTE by Directorate

Trend : WTE

Current Month : May-12

Worked
Nov-11

Worked
Dec-11

Worked
Jan-12

Worked
Feb-12

Worked
Mar-12

Worked
May-12

Funded
WTE

Variance
WTE

Core Clinical Services
Medicine
Musculoskeletal
Neurosciences
Renal Services
South Glos Community Health Services
Surgical Services
Women and Childrens

1,977
951
446
495
260
326
668
1,267

1,966
983
441
480
274
335
659
1,267

1,970
992
435
490
281
329
660
1,277

1,976
1,000
433
506
282
325
669
1,290

1,976
1,009
430
532
282
325
669
1,300

1,981
1,014
434
509
284
330
686
1,297

2,035
950
448
476
292
350
671
1,298

(54)
64
(14)
33
(8)
(20)
15
(1)

Clinical Directorates Sub-Total

6,390

6,404

6,434

6,480

6,522

6,536

6,519

17

19
53
775
141
240
209
80
13
29

19
54
770
141
240
208
82
11
29

19
54
785
143
236
214
80
12
29

19
56
775
143
234
207
81
12
29

19
56
775
142
234
200
79
13
29

21
61
725
135
255
212
67
16
49

21
63
755
135
251
213
70
16
49

(0)
(2)
(30)
0
4
(1)
(3)
(0)
0

7,949

7,959

8,006

8,036

8,069

8,076

8,091

(15)

Chief Executive
Clinical Governance
Facilities
Finance
HR
Information Management
Operations
Projects
Ring Fenced Funding
Total

Facilities reduction in staff from April 2012 due to outsourcing of Laundry
Transfer of Outpatients from Operations Directorate to Core Clinical Services in November 2011
Transfer of Receipt and Distribution from Finance to Facilities in April 2012
Transfer of Resuscitation Training from Core Clinical Services to HR Directorate in April 2012
Transfer of Cancer Nurses from Operations Directorate to Surgery Directorate in April 2012

TREND TOTAL WORKED AND FUNDED WTEs
8,150
8,100

WTEs

8,050
8,000
Funded
Worked

7,950
7,900
7,850
7,800
Nov-11

Dec-11

Jan-12
Month

Feb-12

Mar-12

May-12

Table 4

NORTH BRISTOL NHS TRUST
Total Savings by Directorate as at May 2012
2012-2013

Gross Savings

£000

£000

%

£000

£000

4,986
4,426
2,178
1,648
1,086
377
2,949
2,961

1,196
1,307
120
815
423
307
837
1,745

1,605
3,249
1,609
391
240
96
1,574
1,112

511
1,099
887
529
503
1,046
395

278
15
156
125

3,590
5,670
2,616
1,891
1,166
403
3,457
3,377

72%
128%
120%
115%
107%
107%
117%
114%

1,195
1,307
120
815
423
307
837
1,745

1,458
2,359
1,291
322
197
78
1,270
849

251
607
444
263
238
540
154

Clinical Directorates

20,611

6,750

9,876

4,970

574

22,170

108%

6,749

7,824

2,497

Chief Executive
Clinical Governance
Facilities
Finance
Human Resources
IM&T
Operations

42
156
1,554
388
365
1,002
182

6
156
425
357
134
300
115

36
340
255
353
60

732
55
210
-

42
156
1,497
357
444
903
175

100%
100%
96%
92%
122%
90%
96%

6
156
425
357
134
300
115

30
293
188
318
42

436
28
105
-

Non-clinical Directorates

3,689

1,493

1,044

997

3,574

97%

1,493

871

569

Central Projects

4,300

4,140

-

4,140

96%

4,140

-

-

-

0%

Contingency

(3,600)

Total

25,000

12,383

10,920

-

5,967

40
40
-

614

29,884

120%

12,382

8,695

Total

Further

£000

In-progress

Savings
% of Target

Probability Adjusted Savings
Most Likely

£000

Total
Gross

Implemented

£000

Further

Core Clinical Services
Medicine
Musculo-skeletal
Neurosciences
Renal
South Glos Community HS
Surgery
Women and Children's Health

£000

In-progress

£000

Most Likely

Target
(2012/13)

Implemented

Directorate Savings

Total

3,066

Probability
Adjusted

Probability
adjusted
gap

Savings
% of Target

£000
47
1

£000

£000

%

31

2,951
4,274
1,855
1,445
858
385
2,647
2,779

59%
97%
85%
88%
79%
102%
90%
94%

2,035
152
323
203
228
(8)
302
182

124

17,194

83%

3,417

36
156
1,154
357
350
735
157

86%
100%
74%
92%
96%
73%
86%

6
400
31
15
267
25

2,945

80%

744

4,140

96%

160

-

0%

24,279

97%

45
-

12
12
-

136

(3,600)
721

Table 5
CAPITAL EXPENDITURE MONITORING REPORT 2011/12 - May 2012
March TB
Full year
Plan
£'000

CAPITAL EXPENDITURE PLAN

Project
Director

Plan
to May
£'000

Actual
to May
£'000

Variance
from plan
£'000

D Powell
D Powell
N Curtis
D Powell
S Watkinson
D Powell
N Curtis
M Bell
C Burton
S Wood
CPMG

0
0
0
0
0
0
0
461
0
30
33
0
63

0
5
0
0
0
0
0
1,020
46
34
45
55
30

0
(5)
0
0
0
0
0
(559)
(46)
(4)
(12)
(55)
33

587

1,235

(648)

Expenditure
567
8,224
280
1,410
250
500
535
4,275
2,900
500
1,003
300
720

Cossham Renal Dialysis Unit
Pathology Ph IIA/Learning & Research
Childrens community services
Frenchay site preparation
Directorate schemes
PPU Contingency
Riverside single sex works
IM&T
Medical equipment (excluding leasing)
Facilities expenditure
Contingency
Donated assets
Other

21,464

TOTALGROSS CAPITAL EXPENDITURE
Funding

21,339
1,200
0
300

Purchased assets depreciation (excl car park)
PDC
Land sales
Donations

3,557
0
0
55

3,557
0
0
55

0
0
0
0

22,839

Total funding

3,612

3,612

0

1,375

Surplus of capital funding

3,025

2,377

(648)

520

520

0

2,505

1,857

(648)

520

Capital loan repayments

855

Cash surplus from capital items

Table 6
NORTH BRISTOL NHS TRUST
STATEMENT OF FINANCIAL POSITION AS AT 31ST MAY 2012
Mar-12
Closing balance
£'000

Plan

Actual

Variance
from plan

£'000

£'000

£'000

Full year Plan
Plan
£'000

216,191
1,463
217,654

Non Current Assets
Property, Plant and Equipment
Intangible Assets
Total non-current assets

213,682
1,463
215,145

213,609
1,370
214,979

73
93
166

209,727
1,200
210,927

7,512
10,224
11,741
28,300
57,777

Current Assets
Inventories
Trade and other receivables NHS
Trade and other receivables Non-NHS
Cash and Cash equivalents
Total current assets

7,512
8,524
9,818
26,703
52,557

7,158
9,403
12,297
26,830
55,688

354
(879)
(2,479)
(127)
(3,131)

7,512
9,250
11,015
33,549
61,326

0
57,777

Non-current assets held for sale
Total Current assets

0
52,557

0
55,688

0
(3,131)

0
61,326

275,431

Total assets

267,702

270,667

(2,965)

272,253

3,328
52,578
1,420
4,033
0
61,359
(3,582)

Current Liabilities (< 1 Year)
Trade and Other payables - NHS
Trade and Other payables - Non-NHS
Borrowings
Provisions
Other liabilities
Total current liabilities
Net current assets/(liabilities)

6,871
41,681
1,420
3,217
0
53,189
(632)

7,151
45,174
1,420
3,074
0
56,819
(1,131)

(280)
(3,493)
0
143
0
(3,630)
499

5,825
47,029
1,420
2,667
0
56,941
4,385

214,072

Total assets less current liabilites

214,513

213,848

665

215,312

2,106
32,717
1,831

Trade and other payables
Borrowings
Provisions

2,106
32,717
1,831

2,015
32,809
1,831

91
(92)
0

2,106
31,297
1,831

177,418

TOTAL NET ASSETS

177,859

177,193

666

180,078

211,744
(117,507)
(201)
83,823

211,744
(117,507)
(225)
83,181

0
0
24
642

212,944
(117,507)
818
83,823

177,859

177,193

666

180,078

211,744
(117,507)
0
83,181
177,418

CAPITAL & RESERVES
Public Dividend Capital
Income and expenditure reserve
Income and expenditure account - current year
Revaluation reserve
TOTAL CAPITAL & RESERVES

Table 7
NORTH BRISTOL NHS TRUST
STATEMENT OF CASH FLOWS AS AT 31ST MAY 2012
Full year
Plan
£'000

36,157
(300)

Earnings Before Interest, Depreciation and
Amortisation
Less effect of Donated Assets

0
1,700
(3,084)
(1,366)

(Increase)/Decrease in Stock
(Increase)/Decrease in Debtors
Increase/(Decrease) in Creditors
Increase/(Decrease) in Provisions

33,107

Net Cash Inflow/(Outflow) from Operating
Activities

50
(1,135)

Plan
£'000

Actual
£'000

Variance
from plan
Cash inflow
/(outflow)
£'000

5,669

5,683

14

0

0

0

0
3,623
(5,698)
(816)

354
265
(5,045)
(959)

354
(3,358)
653
(143)

2,778

298

(2,480)

8
0

13
0

5
0

8

13

5

(4,383)
0
0
(1,597)

(1,781)
0
0
(1,470)

2,602
0
0
127

(1,085)

Interest received
Interest Paid on Long Term Loan
Net Cash Inflow/(Outflow) from Returns on
Investment and Servicing of Finance

(21,429)
0
(5,124)
5,469

Cash payments for Capital Purchases
Cash receipts from Asset Sales
Dividends paid / payable
Net Cash Inflow Before Financing

0
0
0
1,200
(1,420)

Financing
Donated Capital Receipts
Temp PDC Drawn Down
Temp PDC repaid
Permanent PDC Drawn down
Loans Repaid

0
0
0
0
0

0
0
0
0
0

0
0
0
0
0

(220)

Net Cash Inflow From Financing

0

0

0

5,249

Increase (decrease) in Cash

(1,597)

(1,470)

127

28,300

Opening cash balance

28,300

28,300

0

33,549

Closing cash balance

26,703

26,830

127

Table 7a

NORTH BRISTOL NHS TRUST
CASHFLOW FORECAST FOR 12 MONTHS FROM 31st May 2012

EDITDA

Jun-12
£'000

Jul-12
£'000

Aug-12
£'000

Sep-12
£'000

Oct-12
£'000

Nov-12
£'000

Dec-12
£'000

Jan-13
£'000

Feb-13
£'000

Mar-13
£'000

Apr-13
£'000

May-13
£'000

3,712

2,915

2,789

3,525

2,806

3,832

1,332

2,806

3,443

5,328

1,802

3,465

286

(1,627)

(300)

Less donated asset income (non-cash)
Movement in Stock (Increase)/Decrease
Movement on Debtors (Increase)/Decrease

(865)

(35)

109

(632)

88

(964)

1,532

100

307

(325)

Movement on Creditors Increase/(Decrease)

(174)

(174)

(174)

(174)

(174)

(174)

(174)

(174)

870

420

Movement in Provisions Increase/(Decrease)

(400)

Net Cash Inflow/(Outflow) from Operating Activities

2,273

2,706

2,574

2,719

2,720

2,694

2,690

2,732

4,620

5,123

2,088

1,838

4

4

4

4

4

4

4

4

4

4

42

47

Interest received

(150)

Nominal interest on PFI liability
Interest Paid on Long Term Loan
Net Cash Inflow(Outflow) from Returns on Investment and Servicing
of Finance

Cash payments for Capital Purchases

(580)

(555)

4

4

4

(576)

4

4

4

4

4

(551)

42

47

(352)

(892)

(1,142)

(1,421)

(1,699)

(1,732)

(1,907)

(2,587)

(2,627)

(3,335)

(6,035)

(718)

(3,905)

1,167

Cash receipts from Land Sales

(2,562)

Dividends paid
Net Cash Inflow Before Financing
Financing
PDC Received
PDC Repaid
Donated Capital receipts
Temp PDC Drawn Down
Temp PDC Repaid
Loans Repaid
Net Cash Inflow From Financing

1,925

1,818

1,436

(1,840)

(2,562)
1,025

966

787

149

1,997

(1,325)

1,200

(710)
(710)

1,200

(710)
(710)

Increase (decrease) in Cash

3,125

1,818

1,436

(2,550)

1,025

966

787

149

1,997

(2,035)

(3,905)

1,167

OPENING CASH BALANCE

26,830

29,955

31,773

33,209

30,659

31,685

32,651

33,438

33,587

35,584

33,549

29,644

CLOSING CASH BALANCE

29,955

31,773

33,209

30,659

31,685

32,651

33,438

33,587

35,584

33,549

29,644

30,811

Table 8
Table 8 Debtors Graphs
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Table 9

Finance Report May 2012 - Key Financial Performance Indicators

Actual

Actual

Planned

Individual scoring
required

Mar-12

May-12

Mar-13

for overall rating
of 3

Financial Metrics - Indicators used to derive financial risk rating
EBITDA margin
EBITDA % achieved

%
%

7.2
94.2

6.9
100.3

7.2
100.0

5.0
70.0

Net return after financing

%

2.7

5.5

2.7

-0.5

I&E Surplus margin (net of
dividend)

%

1.4

0.7

1.6

1.0

Days

23.5

23.7

23.3

15.0

3.5
4

3.4
3

3.5
4

3.0
3

Liquidity Ratio
Weighted Average
Overall FRR

Title:

Finance Report to the Trust Board for the two months
ended 31st May 2012.

Purpose of paper:

To report the year to date financial position and to highlight
key issues.

For Information
Executive Summary:


The overall position for the Trust for the first two months of the year is a favourable
variance against the revised plan of £24k. However, we have had to use £0.5m of
reserves to keep on plan which is not sustainable.



Income is £0.05m favourable year to date.



Pay is £0.3m adverse year to date. Temporary staff costs account for the majority
of this overspend. Non-pay is £0.2m adverse year to date.



Efficiency savings are £11k adverse year to date. We have £12.4m implemented
against the target of £25m.

Action Required:


The Trust Board is asked to note the key risks and issues as
follows:

Directorates need to review level of temporary staff costs and non-pay spend as
current levels are not sustainable.

Impact on Patients: Failure of the Trust to achieve its target surplus will have
a negative impact on the Trust.

CQC Outcome:
Responsible Committee:
Financial Issues considered:
Equality Impact Assessment Completed:
Legal Issues Considered:
Sustainability Assessment Completed:

None
Finance Committee
Yes
No
Yes
No

Presented by: Steve Webster Director Finance & Information
Prepared by: Mark Ross, Financial Controller, Nigel Baker, Deputy Director
of Finance

This document could be made public under the Freedom of Information Act 2000.
Any person identifiable, corporate sensitive information will be exempt and must be discussed under a 'closed
section' of any meeting.
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NORTH BRISTOL NHS TRUST
FINANCE REPORT TO TRUST BOARD
APRIL 2012 to MAY 2012
1. Summary Financial Performance

KPIs

Year to date

Retained Surplus Before
Impairment (£m)

Green

Capital Expenditure
(£m)

Amber

Debt repayment (£m)

Green

Better payment performance

Amber

Financial risk rating

Green

Notes on scoring:


Retained surplus. This is the bottom line on the Trust’s income and expenditure account excluding
impairment. Green is ahead of the £9m plan, amber is adrift in the year to date position but forecasting an
outturn on plan, red is adrift in the year to date with a high risk of not achieving the year end plan.



Capital expenditure. This is capital expenditure compared with plan. Green is on plan or underspent,
amber is overspent in the year to date but forecasting an outturn on plan or underspent. Red is adrift in
the year to date with a high risk of overspending the year end plan.



Debt repayment. Whether the trust is on track with making its debt repayments. Either green, red or
amber according to the level of risk.



Payment performance. The total number of invoices paid within 30 days expressed as a % of the total.
Green is 95% or above, amber 80% to 95%, and red is below 80%



Overall risk rating under the FT rating system. Green is a risk rating of 3 or above for the year to date and
plan. Amber is less than 3 year to date but a planned 3 or above. Red is a 2 or 1 risk rating year to date
and plan. The calculation of risk rating scores is set in table 9.

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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2.

Overall position

Retained Surplus (Before Impairment) Actual vs Budget
10
9
8
7

£m

6
5
4
3
2
1
0
Apr-12 May-12 Jun-12

Jul-12 Aug-12 Sep-12 Oct-12 Nov-12 Dec-12 Jan-13 Feb-13 Mar-13

Month
Plan

Actual

Year to date variance before
impairment
(Fav)/ adv
E000's

%

Income

(47)

(0.1%)

Pay

341

0.6%

Non-pay

180

0.8%

Variance to planned savings

11

n/a

(500)

n/a

(9)

(0.2%)

(24)

(4.4%)

Other
Depreciation & financing
Retained surplus

This document could be made public under the Freedom of Information Act 2000.
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2.1 Income
The PCT income analysis is not yet complete. Initial activity analysis is available and is
shown in Table 3. This shows actuals for April and May compared to actuals for 2011/12.
It is important to note that there is one more working day in April 2012 and two more
working days in May compared to last year so we would expect activity to be circa 8%
higher this year. The actual increases are less than this.
There are also clearly still data issues from Cerner which are affecting these numbers
which the team are working on.
It seems likely that the income variances would be adverse based on these activity levels.
However, the nature of the contract with BNSSG means that any adverse variance will not
be reflected in the amount paid so we have shown nil variance to date.

2.2 Pay expenditure
Actual pay is not reducing despite new savings schemes starting in April and May.
The main concern on is the high level of temporary staffing in both nursing and medical
staff groups. This is increasing over and above the levels in 2011/12. There are very high
levels of nursing specialling in Neurosciences and Medicine in particular which account for
over £0.3m of the pay variance at month 2.
The WTE’s table 3a shows the steady increase in worked numbers over the last few
months.

Trust Total Pay
32.5
31.5
30.5

£m

29.5
28.5
27.5
26.5
25.5
24.5
Apr

May

Jun

Jul

Aug Sept Oct

Nov

Dec

Jan

Feb

Month
Actual 2010/11

Mar Apr- May12
12

Actual 2011/12/13

A breakdown of variances across staff groups is shown below and a more detailed
analysis by Directorate in Table 3a.

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
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Year to date variance (Fav) / Adv
Staff groups
£000's

% of total pay budget for
the year to date by staff
group

Medical staff

93

0.7%

Qualified Nursing & Midwifery

196

1.2%

Healthcare Assistants

134

3.2%

Waiting list initiatives

14

n/a

Other staff

(96)

(0.5%)

Total staff

341

0.6%

Cumulative Bank and Agency Nursing and Healthcare
Assistants Spend as Percentage of Total Nursing Spend
10.00%

5.00%

0.00%
Apr- May- Jun- Jul- Aug- Sep- Oct- Nov- Dec- Jan- Feb- Mar12 12 12 12 12 12 12 12 12 13 13 13
Nursing Agency Spend
Healthcare Assistant Bank Spend
Qualified Nursing and Midwifery Bank spend

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
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2.3 Non-pay expenditure
Overspends are continuing in non-pay despite budgets being adjusted to reflect the
2011/12 outturn position. Core Clinical are overspent on non-pay by £0.3m which needs
further investigation and the Directorate are looking into this as a matter of urgency.
The costs of Cerner remain a risk as some of the forecast spend may need to be reclassified as revenue. The detail on this is currently being reviewed by the Director of
IM&T and isn’t included in the month 2 position. The expenditure is currently largely being
reported as capital which for 2 months is £0.9m.
The graph below shows the pattern of actual spend over the last 26 months.

Trust Total Non-Pay
15.0
14.0
13.0

£m

12.0
11.0
10.0
9.0
8.0
Apr - May- Jun- Jul- Aug - Sep - Oct- Nov- Dec- Jan- Feb- Mar- Apr - May- Jun- Jul- Aug - Sep - Oct- Nov- Dec- Jan- Feb- Mar- Apr - May10 10 10 10 10 10 10 10 10 11 11 11 11 11 11 11 11 11 11 11 11 12 12 12 12 12

Month
Actual 2010/11

Actual 2011/12/13
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2.4 Efficiency Savings
Table 4 shows the latest CRES position for Directorates. Overall the probability adjusted
shortfall in Directorates is £4.3m which is offset by a £3.6m contingency leaving a forecast
shortfall of £0.7m.

Trust Total phased CRES plan vs actual
3.0

2.5

£m

2.0

1.5

1.0

0.5

0.0
Apr

May

Jun

Jul

Aug

Sept

Oct

Nov

Dec

Jan

Feb

Mar

Month
Forecast

Actual

Gap

Plan

Total Trust Total CRES position
35.0
Further

£m

30.0
25.0

In‐Progress

20.0

Most Likely

15.0

Implemented

10.0

Target

5.0
Gross Savings
0.0
Apr‐12 May‐12 Jun‐12 Jul‐12 Aug‐12 Sep‐12 Oct‐12 Nov‐12 Dec‐12 Jan‐13 Feb‐13 Mar‐13
Month
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3. Forecast
Overall the forecast surplus remains at £7.0m as planned but with risk around levels of
spend in the first 2 months.

4. Capital and balance sheet
There has been relatively little spend in capital with the exception of Cerner which has
incurred £0.9m of cost for 2 months. Some of this cost may need to be re-classified as
revenue. Overall the level of spending on Cerner continues to be a major concern and the
IM&T Director is working to develop a plan to identify what will be needed in the current
year.

Cumulative capital expenditure against plan
22,500
20,000
17,500

£'000

15,000
12,500
10,000
7,500
5,000
2,500
Apr

May

June

July August Sept

Oct

Nov

Dec

Jan

Feb

March

Month
Planned spend

Actual Spend

The balance sheet and cash plan have been updated from the version taken to the board
in March to reflect the final accounts closing balances. The cash balance at the end of
May is £26.8m compared with a plan of £26.7m. Within that the level of debtors is higher
than plan due to a combination of a high level of prepayments and slower than expected
debt recovery in some areas. Creditors however are £4.5m above plan which offsets this,
with a significant amount of capital creditors still outstanding. We have released year end
provisions in line with expectations relating to Laundry and the approved MARS schemes.

This document could be made public under the Freedom of Information Act 2000.
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Cash flow variance against plan - May 2012
3,000

Capital

2,000

1,000

Creditors

stock

£000

I&E movements

PDC

Loans

Total variance

1
(1,000)

(2,000)

(3,000)

Debtors
(4,000)

The performance against the better payment performance plan is 87% for 2 months which
is well below the target of 95% and our achieved level last year of 94%. There are no
cash issues – this is purely performance on invoice turnaround times and we will look into
this further.

Paid within
30 days
Target

Better payment practice code performance
100.00

%

In month

90.00

May-12

Apr-12

Mar-12

Feb-12

Jan-12

Dec-11

Nov-11

Oct-11

Sep-11

Aug-11

Jul-11

Jun-11

May-11

Apr-11

Mar-11

80.00

5. Financial risk ratings
These have been calculated using the new Monitor methodology, giving an overall score
of 3.

This document could be made public under the Freedom of Information Act 2000.
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Trust Board – June 2012
Title:

Building our Future Programme – Trust Board Briefing

Purpose of paper:

This paper outlines progress on the Building our Future Programme
up to June 2012. The Trust Board is asked to NOTE this report.
For Information

Programme Overview:
In line with last month’s overview, a significant number of the Building Our Future
Programme team continue to focus on producing the key Programme deliverable – The
Operating Plan. This is in essence the ‘manual’ for how services in the new hospital will
work, and describes how the Trust will deliver on its ‘patient promises’ i.e. ‘Right Place, Right
Time, First Time’
Over the last month a series of ‘Day in the Life’ simulation events have taken place with
clinical teams, testing how the newly-designed systems in the new hospital (e.g. theatres)
would work in practice with patients flowing through on a daily basis.
Once tested to ensure the new ways of working are robust, these have then enabled the
completion of the draft clinical models. At specially arranged sessions throughout the month
of June, the Trust Management Team are testing and approving these draft clinical models.
This very significant milestone will support and enable to continued development of the
Operating Plan document. The Building Our Future team are on-track to deliver this very
important document for the end of July 2012.
Work continues at pace in other Projects, key highlights including:
Acute Assessment – patient and public involvement (PPI)
800 Foundation Trust members with a particular interest in the new hospital and urgent care
were contacted to ensure patient and public involvement within the project. A survey was
sent asking for feedback on the principles of care and we received over 200 responses.
They identified their top three most important principles, which were;




You will have an initial assessment, be seen by a consultant and have relevant tests
carried out within 4 hours of you arriving at the hospital.
You will receive the same level of care no matter the time you arrive at hospital.
You will be looked after by the staff most skilled to care for your particular needs and
be reviewed by senior staff at least every 24 hours.

Much of the feedback indicated that all of the core principles were equally important.
Some of these members also attended a focus group at which they questioned the team on
our core principles and provided valuable feedback on our plans for the emergency zone.
They agreed with our plans on patient flow in the area and were particularly interested in
different scenarios which they presented the team with. The focus group was particularly
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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challenging on whether 4 hours is an appropriate amount of time for any diagnostics to be
undertaken. Further engagement with these public members is being considered for later in
the year via the emergency department team.
Outpatients




The Trust’s new Appointment Reminder Service is due to launch with Cluster 2 for
Medicine this month.
Process maps for Future Outpatients have been shared with staff at the Road to 2014
conference. The groups were really engaged and gave valuable to feedback on
potential new processes and the centralisation of support services.
We have been working with the central booking team to improve the current service
they provide to outpatients. We’re looking at resource for the team and standardising
processes across sites. The team have produced new Service Level Agreements
which will shared for sign off with all the specialties they currently provide a service
for.

And finally………
It was great to hear the positive feedback from the teams who were nominated at the NBT
Exceptional Healthcare Awards that took place in June.
After their great success in reducing Outpatient Did Not Attends (DNA’s), the East Central
Community Paediatrics team were nominated, as were the Productive Ward team (part of the
Nursing and Midwifery Project) in the ‘Outstanding Achievement’ category.
Unfortunately neither team walked away with an award, however there were many very
worthy winners; the teams enjoyed being part of the fantastic evening and were very proud to
be shortlisted into the Top 3 in their respective categories. Let’s hope for better luck next
year!
Impact on Patients: The ‘Building our Future’ Programme will be central to improving
patient safety, quality and experience.
CQC Outcome:
Responsible Committee:

Building our Future Programme Board

Financial Issues considered:

N/A

Equality Impact Assessment Completed:

Each programme of work in ‘Building our
Future’ will require an equality impact
assessment.

Legal Issues Considered:

N/A

Sustainability Assessment Completed:

N/A

Presented by:
Harry Hayer, Director of Organisation, People & Performance
Prepared by:
Building our Future Programme Team
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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Southmead Hospital
Westbury on Trym
Bristol BS10 5NB

Appendix 1

Tel: 0117 323 6314
Web: www.nbt.nhs.uk

North Bristol NHS Trust Work Plan
2012/13
The North Bristol NHS Trust (The Trust) continues to develop its overall security presence across the two
main hospital sites as well as a significant presence within the community in the form of social workers,
outreach teams and clinics etc. In addition to this there is a significant building program at the Southmead site
to develop a new and cutting edge hospital which is due to open to the public in early 2014. The Security
Department is involved at every level within this new hospital build to ensure that security is ‘designed in’ and
crime reduction methods are implemented wherever possible in a way that also seamlessly interacts with the
retained estate. This continues to challenge the Department on a daily basis and will continue throughout the
current fiscal year and beyond.
It is the intention of the LSMS to ensure that:

Creating a Pro – Security Culture











There will continue to be regular presentations and communications to staff across the Trust in the form of
inductions and committees.
A regular newsletter continues to be published and communicated throughout the business in order to
increase security awareness within the Trust.
There will be on-going meetings with Heads of Departments, Risk Managers, General Managers, Modern
Matrons and other key stakeholders within the Trust to assist in promoting the overall security profile and
to develop strategies against highlighted risks or in relation to increases in reported criminal activities.
We will continue to develop relations with local police and other relevant agencies in order to better
promote initiatives and concerns pertinent to the North Bristol Trust.
Continue to monitor areas at risk and work with those departments identified to establish effective
monitoring processes.
Continue to identify specific risk groups (i.e Lone Workers and community based staff) and work with
those groups to develop strategies to help manage those risks.
Wherever possible seek the support and guidance of NHS Protect.
Continue to develop relationships and identify specific partnering opportunities with other neighbouring
Trusts as well as the local university.

Deterrence and Prevention










Continue to draw attention to locally investigated cases in presentations to highlight the need for
responsibility and vigilance as well as pointing out the severity of consequences where appropriate.
Help to reduce the overall occurrences of theft from Wards and Departments by highlighting and enforcing
policy and better communicating with staff.
All security alerts and other intelligence related data is collated and communicated with relevant managers
and stakeholders especially those areas at risk.
Continue to monitor security related policies to ensure they remain current with legislation and that they
remain effective and available to all staff groups within the Trust.
All areas considered to be at risk will be properly identified, both in the new build as it develops as well as
the retained estates. Suitable and sufficient security risk assessments and crime reduction surveys will
continue to be developed and communicated with the relevant stakeholders.
Continue to participate in related forums and committees (i.e. risk management committee, crime
prevention partnerships) and communicate information when necessary.

Peter Rilett
Chairman

A University of Bristol Teaching Trust
A University of the West of England Teaching Trust

Ruth Brunt
Chief Executive







Liaise closely with the Trust media and Public Relations office to ensure that any security related issues
are given the proper attention and any exposure is properly managed and aligned (if necessary) with SMS
guidance and policy.
Continue to work with (and liaise with) other relevant departments over the redevelopment of the new
hospital to ensure that wherever possible the efficient use of modern technology will be identified and
incorporated into the new build. This will greatly enhance the opportunity of detection as well as
increasing the overall feel of a safe and secure environment. In addition work closely with the Facilities
department to identify any opportunities to take advantage of shared technologies in order to increase
efficiency measures and capitalise on cost saving opportunities if appropriate.
Continue to develop relationships and share information with local police and law enforcement agencies
as well as other relevant forums.

Detection and Investigation










All appropriate security related incidents will be fully investigated in line with NHS Protect training and
directions and in a manner to properly identify any actions that can be taken or prevent the likelihood of
any reoccurrence.
Further develop relationships with all areas to promote accurate and timely reporting of all incidents and
ensure that once identified and properly categorised they are fed into the NHS Protect reporting system.
Correctly record all criminal activities and related incidents in a manner that can identify any trends or
specific weaknesses. These will be continually monitored and raised at appropriate awareness meetings
and forums in an attempt to identify opportunities for proactive work.
Investigate better methods of communicating with and supporting staff members who become victims of
crime within their work environment, in particular that relating to Violence and Aggression.
Identify opportunities to further develop close liaison with essential stakeholder groups in order to make
recommendations and develop feedback on the effectiveness of any crime detection or monitoring
processes in place.
The Trust policy will be followed at all times following receipt of an allegation or when a specific
investigation is in process and the findings/developments of the investigation will be properly
communicated to relevant stakeholders and senior management.


Sanctions and Redress





Wherever possible detailed records will be maintained of all sanctions taken against those persons
responsible for security related incidents.
Where necessary close liaison will be established to ensure that any sanctions are appropriate and at a
level that is consistent with other relevant groups.
Continue to liaise closely with the local police and other agencies to seek redress through the criminal and
civil justice system against those persons responsible for the loss of NHS resources.

This work plan is a living document and outlines the intentions of the LSMS. It is not possible currently to
highlight a specific amount of time that will be allocated to these tasks and this plan and subsequent end of
year report will benchmark future plans at this Trust.

Simon Wood

Mo Swinscoe

Chris Cunningham

Director of Facilities (SMD)

Head of Security (LSMS)

LSMS

Peter Rilett
Chairman

A University of Bristol Teaching Trust
A University of the West of England Teaching Trust

Ruth Brunt
Chief Executive

Report to the Trust Board – 28 June 2012
Title:

NBT Security Services Annual Report 2011/12

Purpose of paper:

To provide the Trust Board with an annual update on the
effectiveness of Security Services.

For Information
Executive Summary:
The Annual Report of Security Services for 2011 / 12 describes the work and
activities undertaken on a continuing basis including the 2011/12 period. It
demonstrates the Trust’s commitment to providing a safe and secure environment for
staff, patients, visitors and all service users.
Through strong and effective leadership, the Security Management Team have
continued to deliver an effective service that has focused its approach on pro-active
actions to drive down crime across all areas. This is evidenced by the significant
reduction in reported crime across the Trust.

Action Required:

The Board is asked to note the report.

Key Risks:
Impact on Patients:
CQC Outcome:

None
Some
Outcome 14 (Regulation 23)
Outcome 10 (Regulation 15)
Outcome 16 (Regulation 10)
Outcome 7 (Regulation 11)
Responsible Committee:
Security Committee / H&S Committee
No
Financial Issues considered:
Equality Impact Assessment Completed: No
Legal Issues Considered:
N/A
Sustainability Assessment Completed:
N/A

Presented by:
Prepared by:

Simon Wood, Director of Facilities
Chris Cunningham, Local Security Management Specialist

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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NBT Security Services
Annual Report 2011 / 2012

Chris Cunningham
Security Risk Manager (LSMS)
Mo Swinscoe
Head of Security (CSMS)
11th June 2012

ervices

Introduction

The Security Department of the North Bristol NHS Trust (the Trust) consists
of a number of uniformed Officers employed across both main hospital sites
as well as Maternity Reception and Medical Records. These Officers are
supplied by an outsourced security provider, currently MITIE TSM, who also
provide other management and key support staff to the overall security
function.
The primary aim of the Department is to deliver a service that promotes the
Trust objective of providing a safe and secure environment for all staff,
patients and visitors. In order to achieve this we undertake to manage the
holistic approach to all aspects of developing and helping to maintain a
positive security culture by the provision of key Essential Services.
The Trust is committed to ensuring that it is compliant with all relevant
legislation in its approach to security management and in particular meeting
the Directions laid down by the Secretary of State for Health in appointing a
Security Management Director (SMD), Non-Executive Director (NED) and
Local Security Management Specialist (LSMS). In applying its pro-active
approach to Security Management the Trust continues its drive for
excellence in achieving the relevant criterion set for NHSLA Standard 1 and
3 as well as CQC Regulation 23 and 15.

Visible Security
Presence
Training

Investigations

Advice and
Guidance

Security
Monitoring

Risk
Assessments

Communications

Uniformed security Officers carry out regular
patrols of the hospital site and respond to
incidents as required.
Carrying out routine Induction Training for all
new starters as well as conducting bespoke
training with key service users as required.
Conducting investigations (including Route
Cause Analysis assessments) into breaches of
security, criminal activity and internal
processes when necessary.
Advice and guidance is provided at all levels
from members of the security department.
This can be in the form of information provided
by the Officers to enquiries or the results of
audits and investigations presented to
Departments and committees by the
management team.
The management team continue to monitor all
aspects of criminal activity in order to better
manage potential risks as they develop. The
result of this monitoring is presented to the
security committee and other relevant groups
as necessary.
The management team continue to support all
areas in developing security focused risk
assessments and advising where necessary.
Helpful security information is displayed on the
security web page and is constantly updated to
ensure it is topical and relevant. Newsletters
are also produced on a regular basis to draw
attention to current issues and best advice.

nagement

The Security Management team continue to work closely with the NHS
Protect (formerly the Counter Fraud and Security Management Service –
CFSMS) advisory staff (as well as other external organisations) so that we
can bring together various sources of advice and guidance. Furthermore we
continue to liaise with all Trust partners in order that we can deliver this ‘best
practice’ approach in a manner that continues to meet the expectations of all
departments within an ever changing Trust organisation as it prepares for
the ‘New Hospital’.
A full review of the method by which we provide our service to all hospital
users has delivered good results in our ever continuing desire to reduce the
criminal activity on site. Additionally, we have also had to respond to the
challenges of taking on responsibility for aspects of a large number of
Community Based teams and we continue to develop those relations.

Working closely with our outsourced security provider we have identified and
further developed the qualities and training requirements that go a long way
to ensuring we achieve a high professional approach to our proactive
policing of the hospital site. We continue to further develop these processes
to ensure they constantly match the needs of the Trust and in doing so help
to provide individual officers with the necessary skills to make a difference in
the hospital setting.
Through this determination we have again seen a marked decline in the
majority of our reportable incidents across the main hospital sites.

Southmead Hospital
08/09

09/10

10/11

11/12

Antisocial Behaviour

185

108

118

102

Criminal Damage

16

13

6

13

Theft of Patient Property

17

8

10

7

Theft of Trust & Staff Property

9

26

46

27

Vehicle Crime

16

12

13

7

Intruder alarms

47

137

62

33

Missing Patients

63

99

39

18

Frenchay Hospital
08/09

09/10

10/11

11/12

Antisocial Behaviour

565

535

404

280

Criminal Damage

42

4

6

3

Theft of Patient Property

28

14

7

5

Theft of Trust & Staff Property

34

36

39

27

Vehicle Crime

31

3

0

2

Intruder alarms

149

140

133

66

Missing Patients

177

125

164

81

al Development

Violence Against Staff (VAS) Returns

Total
Intentional

10/11

11/12

224

241

8

8

Note: For the 11/12 reporting year 58 physical assaults were attributed to
the Community Teams (the majority of which have only joined the Trust
during the current reporting year).

During the current reporting year the Security Department has responded to
a significant increase in the number of Community based teams including
SGPCT, CCHP and CAMHS. A dedicated resource was allocated to ensure
that the same standards (and delivery) of Security Management are
maintained across the Community in a manner that embraces them into the
Trust security portfolio.
In the period since July 2011 when the position was established the
following activity has been recorded:
Personal Security and Safety (Loneworking) Inductions

247

Security Risk Assessments

47

Prison visits

10

Security related investigations

15

Management team meetings

31

The Security management team continues to liaise closely with all parties
over the security requirements of the ‘New Hospital’ site and the seamless
integration with the retained estate. During the current reporting year we
have worked closely on a number of on-going projects ensuring that
wherever possible ‘Secure by Design’ methodologies (Association of Chief
Police Officers’ – ACPO best practice standards In designing in crime
prevention standards) are employed. These projects include:
 Configuration and build of a 24 hour fully integrated Control Room.
 A large and complex CCTV management system consisting in
excess of 250 cameras.
 The specification of a fully programmable Access Control system.
 A complex system of lock suiting throughout the hospital.
 A complex alarm system which incorporates intruder alarms,
personal attack alarms and distress alarms.
 The identification of high risk / specifically vulnerable areas and
liaising closely with those Departments to ensure that such risks are
properly managed and additional measures (where appropriate)
considered.
This last 12 months has been a busy period for the Trust Security
Department but overall we have met the challenges that were set in our
Annual Work Plan for this year and at the same time continue to improve
standards and develop these areas further into our plan for the next
reporting period so that we achieve a seamless process of challenges and
improvements.
The New Hospital build continues to develop at great pace which adds

significantly to the demands placed on the Security Management Team.
Despite this all security projects are on time and will be delivered in line with
the current overall plans.
The overall risk profile of the Community team has been established and
work continues to further develop their overall security culture as well as
delivering targeted training (i.e. training and guidance in support of
Loneworkers).

Simon Wood

Mo Swinscoe

Chris Cunningham

Director of Facilities (SMD)

Head of Security (CSMS)

LSMS

Report to the Trust Board – 28 June 2012
Title:

Health and Safety Annual Report 2011/2012

Purpose of paper:

To inform the Board of Trust initiatives in relation
to health & safety during 2011/2012.
For Information

Executive Summary:
This report identifies the progress made in managing the significant health and safety
risks within the Trust.
Further positive actions have been taken:
 Towards all of the significant Health and Safety risks
 Directorate’s compliance with Health and Safety policy
 Developing the partnership between North Bristol and University Hospitals Health
and Safety functions
 Manual handling equipment expansion and updating
 Board training in the management of Health and Safety (IOSH Certificate)
 A successful, comprehensive independent audit of the Trust’s Health and Safety
management process resulting in a ‘Good’ rating
No enforcement action for health and safety non-compliance has been brought
against the Trust within the period of this report. The Health and Safety Executive
(HSE) made an unannounced visited in March 2012 following up an insurance
inspectors report on a faulty safety valve. They were satisfied with the review of
actions completed and information provided.
Three Directorates have been re-audited by Health and Safety Services for
compliance with Trust Health and Safety Policies as part of the 5 year programme.
Significant improvement has been recorded, with the worst performer moving from
35% to 68%. The process of identifying deficiencies and supporting improvement
continues.
The current years Health and Safety objectives include a regular quarterly campaign
to highlight requirements and encourage improvement.
Compliance with Mandatory training requirements in H&S, Manual Handling and Fire
all improved during the period and directorates have a deadline in the current period
to achieve the 85% compliance target
Key Risks:
 Training compliance in relation to health and safety and manual handling and fire
 Directorate compliance with Health and Safety policy, whilst improved needs
more focus
 Appendix 1 of the report contains the non clinical risk register entries for the
significant health & safety risks in the Trust.
 Management of all aspects of our transition and transformation into the new
hospital
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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Action Required:
The Board is asked to note the report.
Impact on Patients:
The annual report focuses activities to create and maintain safety of people and
premises. These in turn support care in an appropriate and safe environment for our
patients.
CQC Outcome:
Responsible Committee:
Financial Issues considered:
Equality Impact Assessment Completed:
Legal Issues Considered:
Sustainability Assessment Completed:
Presented by:
Prepared by:

Outcome 10
Trust Health & Safety Committee
Yes
No
Yes
No

Simon Wood, Director of Facilities
Cheryl Rogers, Head of Trust Health and Safety Services

This document could be made public under the Freedom of Information Act 2000.
Any person identifiable, corporate sensitive information will be exempt and must be discussed under a
'closed section' of any meeting.
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1.

SUMMARY OF REPORT

1.1

Introduction

This report identifies the progress made towards managing the significant health and safety
risks within the Trust, measures the performance against active and reactive monitoring
indicators and reviews the progress made in relation to the 3 Year Health and Safety
Performance Improvement Plan.
1.2

Positive Action

Further positive actions have been taken towards all of the significant health and safety risks
to Trust employees which this year includes information on the actions taken in relation to
hazardous substances as well as sharps injuries. Most of which have been taken forward
through the Trust’s advisory and monitoring groups and Health and Safety Committee.
Further actions in relation to the action plan developed as a result of the Health and Safety
Executive (HSE) Inspection of the Trust’s Legionella Management Arrangements have been
undertaken with only the ongoing actions to be completed. These remaining actions include
the changes made to the risk assessment content and the review of schematic diagrams of
the water systems which are being implemented during the scheduled risk assessment
reviews. The competition of work for non-conformities identified through the risk
assessments, the possible use of the Building Management System to monitor temperature
compliance levels and the production of valve charts and written scheme for controlling the
risk from Legionella bacteria exposure.
This year saw the launch of a Trust wide initiative for providing funding for equipment to
reduce risks to patients and staff known as the Christmas Cracker Awards and as a result
new manual handling equipment was successfully applied for and purchased this included;
amputee slings, two Arjo Stedys and new wheelchairs.
The Violence and Aggression Monitoring Advisory Group have made lone working one of the
main focuses and work has been undertaken with the Women and Children’s Directorate.
Two Lone Worker Questionnaires were also developed with the help of the Trust’s Clinical
Audit Department and distributed to Directorate Leads and individuals. Forty members of
staff attended a 2 day Safe Holding course the feedback from staff who attended was that
the course was very good and that more staff needed to be trained. More work on both of
these initiatives is being undertaken by the Group.
An open day was held in December by the Purchasing Directorate where suppliers displayed
their needle systems with safer devices. Included in the systems were safety cannulae which
were evaluated by Trust attendees. Two companies’ products evaluated well and the
COSHH Group is working with the Purchasing Directorate to progress the evaluation of
these. Following the needleless systems open day held by Purchasing last year and
evaluations of the products available arrangements are being made to introduce the Fanin
needle free device into the Trust.
1.3

Performance Monitoring

Once again no enforcement action for health and safety non-compliance has been brought
against the Trust within the period of this report. The HSE made an unannounced visit to the
Trust in March 2012 to follow up on a safety valve failure on one of the Trust’s autoclaves in
the Central Sterilising Department which had been reported to them due to the fault being
found during a statutory inspection. As a result of the visit information concerning the locking
off of the autoclave and the repair of the safety valve was forwarded to the Inspector and no
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further action was taken. The Trust received two requests from the HSE for further
information including a copy of one of the root cause analysis investigation reports for two
incidents, reported under the Reporting of Injuries, Diseases and Dangerous Occurrences
Regulations 1995 (RIDDOR). The Trust has not received any complaints via the HSE to
investigate.
A number of departments and subgroups linked to health and safety were requested to
provide evidence to show compliance with the health and safety linked criterions for the
NHSLA Risk Management Standards (RMS) Level 2 Assessment in November 2011 all of
which successfully passed the assessment.
Three of the Trust’s Directorates have now been audited by Health and Safety Services in
relation to their management of health and safety and compliance with Trust Health and
Safety Policies. The monitoring data shows that significant improvements are being made
and all three Directorates achieved an average score of over 50% for overall compliance and
two out of the three have also achieved this for self monitoring.
An audit by the British Safety Council was undertaken at the beginning of April 2012. The
audit was conducted by reviewing key areas of the organisation’s health and safety
documentation and systems in relation to the requirements of the British Safety Council’s
Five Star Audit and was followed by an inspection of the sites and associated buildings and
interviews with Trust managers and staff. As a result of the audit the Trust has been awarded
3 out of 5 Stars which equates to a “Good” rating with an overall compliance percentage
score of 83.54%.
The Trust’s Health and Safety Services Department have undertaken work on all nineteen of
their objectives included in the plan for 2011/12 of which thirteen have been completed, one
has not been achieved and five are still ongoing. Further information about these objectives
and the objectives met is included in Section 6 of this report.
1.4

Next Steps - 2012/13

The next steps will include further work towards the objectives included in the Health and
Safety 3 Year Improvement Plan. The main focus for the Service this coming year will be the
review and revision of the training provided by the Service including making courses
available for individuals to self book onto using the Managed Learning Environment. As
identified above the British Safety Council undertook an audit of the Trust’s Health and
Safety Management Systems and as a result has identified a number of areas for
improvement which will need to be developed into an action plan and taken forward during
2012/13. Although there are plans to introduce some safer devices and needleless systems
for reducing staff contamination incidents (sharps injuries) within this coming report year
there is also a need for gathering more information about how the incidents occur which will
then help when deciding which further safer devices to introduce into the Trust. Therefore the
Service working in partnership with the Trust’s Occupational Health Department and COSHH
Group will help to design a questionnaire to standardise investigations and information
gathered on these incidents. Further partnership work will be undertaken with our
neighbouring Trust University Hospitals Bristol NHS Foundation Trust (UHB) in relation to
standardising Health and Safety Policies, training and meeting/consultation structures. There
will also be a need to assist the Trust in the assessment and implementation of action plans
to successfully achieve the NHSLA Risk Management Standards Level 3 assessment due in
November 2013.
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HEALTH & SAFETY ANNUAL REPORT
2011/12
2.

INTRODUCTION
This report identifies the progress made towards managing the significant health and
safety risks associated with the Trust and Healthcare Sector as a whole.
It also measures the performance against active and reactive monitoring indicators
and reviews the progress made in relation to the 3 Year Health and Safety
Performance Improvement Plan.

3.

SIGNIFICANT HEALTH & SAFETY RISKS
The significant health and safety risks to employees are well known throughout the
Healthcare Sector and are recognised not only by NHS organisations but also by
enforcement bodies such as the HSE. This Trust is therefore no different to the NHS
as a whole when identifying the following significant risks to our own employees:








3.1

Manual handling
Work related stress
Violence and aggression
Sharps injuries and exposure to hazardous substances
Slips, trips and falls
Legionella
Asbestos

Manual Handling
The Trust’s Manual Handling Team monitor and promote the risk reduction initiatives
associated with manual handling.
The risk reduction initiatives and actions undertaken within the report period include:










35 New Enterprise 5000 beds: New beds have been ordered for the Women and
Children’s Health Directorate. This will resolve a very long standing issue with the
current Nesbitt Evans beds the wards have which are not suitable for pushing
patients to the Central Delivery Suite.
Patient Falls: The Team have worked with the clinical site team to order 2 spinal
boards and straps for hoisting, 2 lifting sheets and two hover-jacks which will be
used for moving patients who have fallen to the floor. Several courses were also
held to train the Clinical Site Managers and other key people on this equipment.
A PowerPoint slide has been added to all clinical courses to inform staff of the
change in the management of falls.
Hoists: 30 Liko hoists and slings were purchased to replace the condemned Arjo
hoists. This included two Viking Ls which take 40 stone. 15 scales were also
bought this was partly in response to a request from the dieticians as the Care
Quality Commission has set a "CQins" target aiming for 90% of all inpatients
being screened for Malnutrition, which involves weighing patients.
Malvern Ward: The Team worked with the staff to obtain a Camel lifting cushion.
Working with UHB: Regular meetings are held with UHB - working towards
having very similar training and policies.
Safe systems of work: Two safe systems of work were written and distributed to
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3.2

all areas of the Trust.
o Using patient’s own hoist slings.
o Transferring immobile patients back to ultra low bed from the crash mat
Christmas Cracker Awards:
o Manual handling worked with the physiotherapists to obtain amputee slings.
o X-ray ordered two Arjo Stedys.
o The Portering Department ordered new wheelchairs.
Bed Pushers: Manual handling were involved in evaluating the new bed pushers.
NHSLA Risk Management Standards Level 2 Assessment: Evidence in
relation to the Trust’s management processes for manual handling including
training was provided for the NHS Litigation Authority Risk Management
Standards Assessment which passed Level 2 in November 2011.

Manual Handling Entries on the Trust’s Non-Clinical Risk Register
There are currently 3 entries relating to manual handling risks on the Trust’s NonClinical Risk Register. Full details of the entries are included in Appendix 1.

3.3

Work-Related Stress
With the decision to no longer have the Trust’s Staff Well-Being Group, the Trust’s
Human Resources Partners have been taking forward work-related stress initiatives
within the Trust. These have been linked to the Staff Survey Results and integrated
with Directorate Action Plans.
The Health and Safety Executive’s Stress Management Standards approach has also
been used with hot spot Departments and Directorates identifying work-related stress
issues.
Evidence in relation to the Trust’s management processes for work related stress was
provided for the NHS Litigation Authority Risk Management Standards Assessment
which passed Level 2 in November 2011.

3.4

Work-Related Stress Entries on the Non-Clinical Risk Register
There are currently no specific risks relating to work-related stress on the Trust’s
Non-Clinical Risk Register.

3.5

Violence and Aggression
The Trust’s Violence and Aggression Monitoring and Advisory Group (VAMAG),
which is a subgroup of the Trust’s Health and Safety Committee manage and
promote the risk reduction initiatives related to violence and aggression towards staff.
For this report period these initiatives include:




Group Chair: during this report period a new Chair (General Manager of Renal)
was appointed for the Group.
Terms of Reference and Attendees: the Terms of reference and Directorate
representation was reviewed and agreed.
Action Plan: The Group’s action plan was revised and actions identified to be
completed by April 2013.
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3.6

Lone Worker Communication Equipment: Trust available communication
devices for use by lone workers were reviewed and further information obtained
on the cost to implement the devices.
Electronic AIMS: The numbers of forms submitted was identified as being low
and Group members were requested to encourage staff to complete them.
Police presence in the Emergency Department (ED): The benefits of Police
attendance in ED was reviewed by the Group.
Monitoring of Red and Yellow Card Policy: The Group agreed that the usage
of the Policy will be monitored by VAMAG via a report from Security. Each
directorate is also encouraged to feedback at each VAMAG meeting how often
the policy is used.
Safe Holding Training: Forty members of staff attended a 2 day course off site.
Feedback was the course was very good and that more staff need to be trained.
Conflict resolution training: The Group received information from Staff
Development on the number of staff undertaking the mandatory conflict resolution
training. It was noted that e-learning training is available for non clinical staff and
that this is being used as well as the face to face training sessions. Following an
e-mail being sent out to General Managers identifying staff that require the
training it was reported that the training attendance increased and that a target
had been set to reach 75% trained by December 2012.
Lone Working: The Group was informed that the Women and Children’s
Directorate have added lone working to their risk register and as a result held a
meeting with Trust Advisors to identify actions. VAMAG agreed that further work
in relation to lone worker risks was needed within the Trust and two Lone Worker
Questionnaires were developed with the help of the Trust’s Clinical Audit
Department and distributed to Directorate Leads and individuals. The results of
these will be forwarded to the Group for an action plan to be formed.
Medical Records Flags: Currently Violence & Aggression letters are filed in a
patient’s medical notes and only found if the folder is read through. Discussions
are being held with the Trust Leads for Cerner to develop a flag system on the
database to be able to ‘flag’ a patient that is known to be potentially violent or
aggressive. It is recognized by the Group that a protocol will also need to be
developed. Maternity ‘flag’ patients that are known to be and/or have violent
and/or aggressive family.
Violence & Aggression Risk Register: The Trust’s Non Clinical Risk Register
entry for the risk of violence and aggression towards Trust staff was reviewed by
the Group. This year’s target for VAMAG is to sign off some of the items on the
risk register as completed. Risk register to be reviewed annually.
NHSLA Risk Management Standards Level 2 Assessment: Evidence in
relation to the Trust’s management processes for violence and aggression
including training was provided for the NHS Litigation Authority Risk Management
Standards Assessment which passed Level 2 in November 2011.

Violence and Aggression Entries on the Trust’s Non-Clinical Risk Register
There is currently one entry relating to violence and aggression risks on the Trust’s
Non-Clinical Risk Register. Full details of the entries are included in Appendix 1.

3.7

Sharps Injuries and Exposure to Hazardous Substances
The Trust’s COSHH (Control of Substances Hazardous to Health) Group, which is a
subgroup of the Trust’s Health and Safety Committee manage and promote the risk
reduction initiatives related to contamination injuries including sharps to staff and
exposure to hazardous substances.
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For this report period these initiatives include:





















Air monitoring: Some areas within the Trust arranged and had air monitoring
undertaken to identify the dust/chemical contamination levels in the air. All Trust
COSHH Co-ordinators have been requested to gather a list of areas where they
need to undertake monitoring so that departments can be grouped together and
save cost.
COSHH Assessment database: The COSHH Group have been working with the
Trust’s IT Services in order to develop the Trust’s paper based COSHH
Assessments in to a database using the CISS system. However only the first 3
sections of the COSHH Assessment had been included and it was agreed that the
use of the CISS system did not meets the needs of the assessment process
therefore it has been agreed that investigations into other databases available will
be undertaken.
Kimberly Clarke 6N Nitrile Gloves: In liaison with the Trust’s COSHH Group and
Purchasing Directorate the Trust introduced a new non-sterile Nitrile Glove which
contains fewer chemicals and will not expose Trust staff to latex allergy risks. Due
to the nature of the glove it is also thinner than other nitrile gloves and therefore
allows improved dexterity for the wearer.
Latex Rubber Bands: In liaison with the Purchasing Directorate the Group have
been looking into alternatives to latex rubber bands used for medical records.
COSHH Mini Audit Tool: Additional questions about Personal Protective
Equipment were added to the COSHH Mini Audit Tool which was agreed by the
Group. The updated version will be included in the COSHH Policy which is due for
review in 2012.
Safer Devices for Needles: An open day was held in December by the
Purchasing Directorate which was attended by a number of companies who
manufacture and supply needle systems with safer devices. Included in the
systems were safety cannulae which were evaluated by Trust attendees. Two
companies’ products evaluated well and the Group is working with the Purchasing
Directorate to progress the evaluation of these.
Needle Free Devices: Following the open day held last year by Purchasing and
evaluations of the products available arrangements are being made to introduce
the Fanin needle free device into the Trust.
Trend analysis: Following the trend analysis report for contamination incidents
the Group’s concerns in relation to incidents occurring within the Central
Sterilising Department (CSSD) and Avon Orthopaedic Centre (AOC) Theatre
were followed up by the Directorate’s COSHH Co-ordinator.
Action Plan: The Group’s action plan was revised and actions relating to the
Trust’s Sharps Bin supplier’s audit included. The Group also prioritised actions to
be completed by April 2013.
Trust Sharps Handling and Disposal Policy: Group members reviewed the
Trust Sharps Policy and fed back comments to Infection Control who own the
Policy.
Needlestick/Contamination Injury Hotline Poster: was updated with new phone
numbers and was re-distributed to all departments.
Training day with the Clinical Site Managers: Occupational Health arranged a
training day on the arrangements for managing needlestick/sharps injuries out of
hours with the Trust’s Clinical Site Managers.
Safety Bulletin: Following an increase in incidents where staff members
sustained needlestick injuries administering insulin to patients the “Blood Borne
Viruses and Insulin Pens” Safety Bulletin was revised and re-distributed
throughout the Trust.
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3.8

NHSLA Risk Management Standards Level 2 Assessment: Evidence in
relation to the Trust’s management for blood borne virus risks and sharps injuries
was provided for the NHS Litigation Authority Risk Management Standards
Assessment which passed Level 2 in November 2011.

Sharps Risk Entries on the Non-Clinical Risk Register
There is currently one entry relating to sharps risks on the Trust’s Non-Clinical Risk
Register. Full details of the entries are included in Appendix 1.

3.9

Slips, Trips and Falls
The action plan formed as a result of the trend analysis identifying the risk reduction
initiatives related to employee and public slips, trips and falls is monitored by the
Trust’s Health and Safety Committee.
For this report period the initiatives undertaken in relation to the action plan include:








3.10

Awareness of slip, trip and fall incidents is continuing to be raised through general
health and safety training sessions including Trust induction, health and safety
updates, risk assessment and manager’s responsibility training.
Advice has been provided to the Trust’s Project Team for the New Hospital in
order to design slip and trip risks out by selecting the right flooring.
Health and Safety Services have followed up and investigated 68% of the
RIDDOR reported slip, trip and fall incidents.
Liaison with other Trust Departments to reduce slip, trip and falls incidents –
liaison with the Trust’s Environment Team with reference to re-running the ‘dump
the junk’ campaign and Domestic Services with reference to their cleaning
regimes.
Throughout the year the Trust’s Estates Department have continued to repair and
re-surface external roads and pavements on Trust sites.

Slip, Trip and Falls Risk Entries on the Non-Clinical Risk Register
There are currently 2 entries relating to slip and trip risks on the Trust’s Non-Clinical
Risk Register. Full details of the entries are included in Appendix 1.

3.11

Legionella
The Trust’s Legionella Group, which is a subgroup of the Trust’s Infection Control
Committee, monitors the risk reduction initiatives related to Legionella.
For this report period these initiatives include:


Further actions in relation to the action plan developed as a result of the Health
and Safety Executive (HSE) Inspection of the Trust’s Legionella Management
Arrangements in the last financial year have been undertaken with only the
ongoing actions to be completed. These remaining actions include the changes
made to the risk assessment content and the review of schematic diagrams of the
water systems which are being implemented during the scheduled review of the
risk assessments.
The competition of work for non-conformities identified
through the risk assessments, the possible use of the Building Management
System to monitor temperature compliance levels and the production of valve
charts and written scheme for controlling the risk from Legionella bacteria
exposure.
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3.12

The Trust Legionella Policy has been reviewed and revised following comments
from the HSE and the results of an external Legionella Audit Report. Once
finalized this will be forwarded to the Legionella Group and Infection Control
Committee, and then ratified at the Trust Health & Safety Committee.

Legionella Risk Entries on the Non-Clinical Risk Register
There is one specific entry relating to Legionella risks on the Trust’s Non-Clinical Risk
Register. Full details of the entries are included in Appendix 1.

3.13

Asbestos
The Trust’s Estates Maintenance Services (EMS) Compliance & Governance Group,
which is a subgroup of the Trust’s Health and Safety Committee manage and
promote the risk reduction initiatives related to asbestos.
A new Responsible Person (Asbestos) for the Trust has been appointed. The
integration of the Trust’s Asbestos Management contractor continues; principally with
the formulation of a new suite of Asbestos Management Surveys which involves
collating all the existing documentation with a new asbestos survey.
The Trust’s Asbestos Management contractor has also continued to implement the
specification requirements of their contract. They have managed a number of
relatively minor asbestos removal projects, ensuring that appointed asbestos
management contractors are appropriately policed and monitored; this is especially
important in occupied buildings.
There have been a large number of requests from Information Technology (IT) to
carry out asbestos refurbishment surveys prior to the installation of communication
cabling in areas such as ceiling voids. EMS continue to check out suspect areas
where invasive works are required and no register information is available.
Training of all relevant Trust managers in asbestos awareness is complete including
managers from I.T. who manage cabling contractors direct; most trades staff and
relevant contractors have also been trained.

3.14

Asbestos Risk Entries on the Non-Clinical Risk Register
There is currently one specific entry relating to asbestos risks on the Trust’s NonClinical Risk Register. Full details of the entries are included in Appendix 1.

4.

ENFORCEMENT ACTION
No enforcement action has been brought against the Trust within the period of this
report.
The Health and Safety Executive (HSE) made an unannounced visit to the Trust in
March 2012 to follow up on a safety valve failure on one of the Trust’s autoclaves in
the Central Sterilising Department which had been reported to them due to the fault
being found during a statutory inspection. As a result of the visit information
concerning the locking off of the autoclave and the repair of the safety valve was
forwarded to the Inspector and no further action was taken.
The Trust received two requests from the HSE for further information including a copy
of one of the root cause analysis investigation reports for two incidents, reported
under the Reporting of Injuries, Diseases and Dangerous Occurrences Regulations
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1995 (RIDDOR). The first incident where further information was requested was
where a staff member had been diagnosed with an occupational disease and the
second involved a patient who had fallen from height. The Trust has not received any
complaints via the HSE to investigate.
4.1

5.

Hot Surfaces and Window Restraints
Entries are included on the Trust’s Non-Clinical Risk Register for the risks related to
burns from hot surfaces and the risk of falling from unprotected windows. These
entries are included in Appendix 1 of this report.


Safe Surface Temperatures
Extensive works to guard radiators and associated pipe work have been carried
out at Frenchay previously and, subject to change of use of areas, Frenchay is
still deemed to be satisfactory. In the recent past radiator covers were installed in
several high risk patient areas at Southmead. EMS staff are currently preparing a
status report on all areas on the site. Outstanding areas will then be risk
assessed and funding allocated from 2012-2013 funding for this provision.



Glazing Safety
Works to provide protective/reinforcing filming to relevant glass has been
completed at Southmead. Frenchay’s existing filming will be re-checked in a
percentage of areas particularly ones that have been identified as vulnerable with
high risk. There is a specific entry relating to Glazing Safety on the Non-Clinical
Risk Register.



Window Restrictors
Window restrictors on upper level buildings where patients have access are now
systematically checked at 6-monthly intervals as part of the Trust’s Estates
Department’s planned preventative maintenance programme.
A deputy
Responsible Person for window restrictors has now been appointed.

MONITORING OF THE TRUST’S HEALTH AND SAFETY PERFORMANCE
Within any organisation there is a need to monitor health and safety performance to
assess how effectively the risks are controlled and how well it is developing a positive
health and safety culture. There are two types of systems used for health and safety
management these are:
 Active systems which monitor the achievement of plans and the extent of
compliance with standards.
 Reactive systems which monitor accidents, ill health and incidents.

5.1

Active Monitoring

5.1.1

Periodic examination of documents
Health and Safety Services have audited two Trust Directorates within this report
period making a total of three directorates being visited since the beginning of the
second 5 year programme. All three directorates overall compliance scores have
significantly improved and they have all achieved over 50% compliance scores.
100% of all Directorates audited have achieved an average score of over 50%
compliance of all sections assessed.

5.1.2

The systematic inspection of premises, plant and equipment
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The Departmental Health and Safety Audit Tool, has been developed and included in
the Trust’s Health and Safety Policy and enables departments to monitor their own
health and safety performance. Section 10 of the audit tool used by Health and Safety
Services relates to areas monitoring their own health and safety standards and then
forming of action plans as a result. Therefore following the audit of the three Trust
Directorates the overall compliance rate for the Trust is shown below and equates to
two of the three Directorates achieving over 50% compliance.
67% of all Directorates audited have achieved an average score of over 50%
compliance in Section 10.
5.1.3

Health and Safety Services Training Records
Any training provided centrally by Health and Safety Services is recorded on a
training database. Statistics are extracted and the information provided quarterly to
the Trust’s Health and Safety Committee. Training provision and uptake are
monitored by comparing attendance rates and “did not attend” against the number of
places made available throughout the 12 month period and the number of places
required as identified within the 2011/12 Health and Safety and Manual Handling
Training Plans and the results are shown in the graph in Appendix 2. Also shown in
Appendix 2 is a comparison of health and safety and manual handling training
attendance over 3 years.

5.1.4

Topic Based Audits
No topic specific audits have been identified by the Service this year and therefore
none have been undertaken.

5.2

Reactive Monitoring

5.2.1

Accident, incident and ill health statistics and trends
The trend graphs for staff incidents which include the trends for the Trust’s significant
health and safety risks have been updated throughout the report period and
monitored quarterly by the Trust’s Health and Safety Committee.
Appendix 3 shows the analysis of the Trust’s incidents that have been reported to the
HSE under the Reporting of Injuries, Diseases and Dangerous Occurrences
Regulations 1995 (RIDDOR). This data identifies that the number of reported
incidents under RIDDOR has increased from 82 to 86 in this report period compared
to 2010/11.
The main cause is still manual handling and these incidents have slightly increased
from 31 in 2010/11 to 32. Slips, trips and falls have increased from 17 in 2010/11 to
22 in the last year however four of these incidents were incidents involving members
of the public including one inpatient and one involved an Agency worker. The slip, trip
and fall incidents have accounted for 5 of the 8 fractures reported, two of the
remaining 3 fractures were due to falls from height; one involving a patient and the
other a member of staff. The incidents relating to the reporting of exposure to
biological agents/blood borne viruses have decreased from 7 last year to 4 this year.
During 2011/12 Health and Safety Services have once again focused on following up
on the RIDDOR reported slip, trip and fall and manual handling incidents. 68% of the
reported slip, trip and fall incidents and all 3 fall from height incidents have been
followed up on and where necessary investigated. Also 63% of the manual handling
RIDDOR reported incidents were followed up and investigated however these have
not meet the objectives targets set for these incident investigations which was 75%.
Also linked to the Services’ objectives is the investigation of all health and safety
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related fatalities reported under RIDDOR for which there have been none during this
reporting year therefore no investigations have had to be undertaken.
A formal trend analysis has been undertaken for the second time for the Trust’s
Manual Handling Incidents and a report produced. The findings of this will now be
developed into an action plan.
5.2.2

Action Plans
The health and safety related action plans monitored during this report period include
the plan developed as a result of the HSE Inspection of the Trust’s Legionella
Management Arrangements which has been monitored by the Trust’s Health and
Safety Committee and only now includes the ongoing actions. Those formed to show
compliance with the health and safety linked criterions for the NHSLA Risk
Management Standards (RMS) Level 2 Assessment in November 2011 which have
been successfully completed and passed the assessment.

6.

PERFORMANCE AGAINST
IMPROVEMENT PLAN

HEALTH

&

SAFETY

SERVICES

3-YEAR

Work has been undertaken on all nineteen of the objectives included in the 3-year
plan for 2011/12 of which five are still ongoing and one has not been achieved as
identified in 5.2.1. The ongoing objectives, being carried over to 2012/13, include:









Assist with the launch and awareness of new e-learning packages for Display
Screen Equipment and Work Related Stress. Unfortunately these have not been
able to be launched as there has been a dispute reference funding therefore the
packages are not currently available. However the manual handling e-learning
course has been reviewed to identify the staff members who can complete it as
their mandatory refresher training and this information has been included in the
revised Manual Handling Operations Policy.
Development and provision of new courses – new health and safety and manual
handling courses including; General Risk Assessment Update, COSHH
Assessments Updates and Manual Handling for Community Staff have been
developed and provided during the financial year. However the Green & Orange
Card Training for Manual Handling Equipment including procedures and
competencies is yet to be developed.
Development of competent advice service - Team members have identified their
training needs for which some training has been undertaken during this financial
year with some still outstanding.
Development and review of Trust Health and Safety Policies – Six Trust Policies
have been reviewed and revised. All of these have been ratified by the Trust
Health and Safety Committee. Four Policies have been reviewed and are awaiting
ratification and the six outstanding Policies, two new policies and four due for
review will be carried over to 2012/13.
Further development and review of communication and information services
provided by Health and Safety Services – not all of the information leaflets
identified for development in 2011/12 have been completed therefore these will be
carried over to the new financial year.

6.1

Our Successes during 2011/12

6.1.1

Development of a Competent Advice Service:
The Health and Safety Services Team maintained its full budgeted compliment of
staff throughout 2011/12 of 2 WTE Health and Safety Professionals, 2.5 WTE Manual

Health & Safety Annual Report 2011/12

13

Handling Specialists and 1 WTE Administration Support. However one of the Health
and Safety Professionals was on maternity leave for 6 months of this report year.
Several team members undertook further professional training to maintain their
professional competencies for their roles including Trust provided courses for
mandatory training identified within the Trust’s Mandatory Training Matrix. The health
and safety element has two fully qualified Health and Safety Professionals who are
required to continually maintain their personal development to demonstrate their
competence as required by their Professional Bodies this includes attending meetings
and seminars including Health and Safety Law Updates. The manual handling team
are also members of the local and national back exchange groups and regularly
attend their meetings and training seminars as part of their professional development.
One of the Manual Handling Advisors has successfully completed her Diploma in
Backcare Management.
As part of their professional development the Trust’s Health and Safety Advisor has
submitted her evidence to become a Chartered Member of the Institution of
Occupational Safety Health (IOSH). This evidence has been assessed and accepted
and she is now awaiting IOSH to undertake an assessment of her Continual Personal
Development (CPD) evidence and a date for a peer review interview.
All except one member (on maternity leave) of the Health and Safety Services
Department have been appraised and have had personal development plans and
objectives set and mandatory training needs identified.
6.1.2

Further development and review of communication and information services provided
by Health & Safety Services:
Throughout the year there has been further development and review of
communication and information services provided by Health & Safety Services
including continual development of Trust Safety Bulletins to alert staff of trends and
issues identified including guidance on the changes to the RIDDOR Regulations and
the use of amputee slings. Following the design of the poster which highlights which
colour tag is used for the 6 month period covered under the Lifting Operations and
Lifting Equipment Regulations (LOLER) inspections footnotes have also been
developed for the use on the Team’s e-mails.
The Services’ intranet web pages have been re-designed and additional pages
developed including one for manual handling.
The Weekly Bulletin has been used during the year to send out messages in relation
to health and safety. Health and Safety Services continue to attend and support
Directorate and Specialist Health and Safety Groups/Committees.
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6.1.3

To promote a partnership through the liaison with external agencies and internal
departments and Directorates:
The Service has been involved in the Trust’s New Hospital and has provided health
and safety and manual handling advice to the project team.
Further partnership work was undertaken with neighbouring Trusts particularly UHB
where a comparison of the two departments was undertaken which included the staff
employed, the services provided, training provision and Trust Policies. Both Trusts
also provided training places on some of each others courses including the IOSH
Managing Safely for Healthcare Professionals and IOSH Senior Executives Courses.
This partnership work will continue in the new financial year and will include the
review of Health and Safety Policies, training and safety meetings.

6.1.4

Review of the department’s training materials corporate image:
All Health and Safety Services’ provided training courses now have lesson plans and
the courses that are not due for revision this coming year (2012/13) have been
transferred to the Trust’s Corporate slide design.

6.1.5

Independent review of the Trust’s Health & Safety Management Systems to ensure
that they are suitable and appropriate and meet national standards:
An audit by the British Safety Council was undertaken at the beginning of April 2012.
The audit was conducted by reviewing key areas of the organisation’s health and
safety documentation and systems in relation to the requirements of the British Safety
Council’s Five Star Audit and was followed by an inspection of the sites and
associated buildings and interviews with Trust managers and staff. The inspection
process is used to determine the effectiveness of the implementation of the
organisation’s health and safety arrangements.
As a result of the audit the Trust has been awarded 3 out of 5 Stars which equates to
a “Good” rating with an overall compliance percentage score of 83.54%.
The report has identified a number of areas of “strengths” within the Trust which
include:
 The Trust has employed competent and well qualified health and safety
specialists.
 The Trust employs well qualified persons in all divisions and ensures that those
with supervisory responsibility have appropriate health and safety training.
 A safety policy exists that is robust and tailored to meet the needs of a very large
and diverse organisation.
 The learning and development department has developed a system for tracking
and identifying training and retraining needs which is excellent.
 The hotel services management and training is excellent.
 Staff in all departments are conscientious and wish to provide a first class service.
The report also identifies a number of areas for improvement which will need to be
developed into an action plan and taken forward during 2012/13. These areas are
mainly linked to Estates management systems and processes as well as the use of
Trust risk management tools across the whole of the organisation.
Following the audit undertaken by the British Safety Council very few changes are
required in relation to the health and safety management systems. Therefore the
current performance indicators included in this report will continue to be used.
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6.1.6

Review and revise the Health & Safety Management Audit Process to ensure it is
suitable for all Directorates and implementing the new software package:
As identified last year there was a need to engage the Trust Management Team
(TMT) to urgently review and improve the compliance levels identified from the Health
& Safety Audit 5 year programme. This was undertaken by the Trust’s Director
Responsible for Health and Safety, Director of Facilities, and as a result the action
taken does appear to have had an affect on the compliance scores included in 5.1.1
and 5.1.2.
The Health and Safety Services’ 5 Year Directorate Audit Programme has been
revised to include the new Community Directorate and the Manual Handling Section
used during the audits has been revised to form a non-clinical section for use in non
clinical areas.
The new software package which will provide Directorates with the ability to form and
monitor action plans for individual areas has been installed on a new Trust wide
server and will now need to be rolled out for Directorate use once the areas have
been re-audited. The Service has purchased two Netbooks that can work in wireless
areas which will enable the audit results to be entered immediately onto the database
during the audit therefore speeding up the administration process.

6.1.7

Further development and provision of the electronic COSHH Assessment Form and
database:
As identified in 3.7 only the first 3 sections of the COSHH Assessment had been
included and it was agreed that the use of the CISS system did not meets the needs
of the assessment process therefore further investigations into other databases will
be undertaken.

6.1.8

Assisting the Trust and Staff Side in the development and promotion of Staff Side
Health and Safety Representatives (Reps) and a review of their availability and
involvement:
The Service has been promoting the role of Safety Reps within Trust wide refresher
and induction training courses and the presentation slides have been amended to
include them. More Safety Reps have joined some of the Trust’s Health and Safety
Committees and Subgroups and the provision of training for non-union health and
safety reps is available when required.

6.1.9

Year Health and Safety Performance Plan
The achievement of so many of our objectives over the past year is once again a real
success to the team especially taking into account the significant increase in the
number of initiatives within the Trust that has needed our input compared to the size
of the team and the small number of Advisors the Trust has to provide this specialist
advice and training.

6.2

Looking Forward To 2012/13
Health and Safety Services objectives for this financial year are included within our 3
- Year Plan; please see Appendix 4, which means our main focuses for this coming
year include:


The main focus for the Service this coming year will be the review and revision of
the training provided by the Service including the IOSH accredited Managing
Safely for Healthcare Professionals. The review will also include the availability of
courses for individuals to self book onto using the Managed Learning
Environment.
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The department has a number of information leaflets which provide staff with
health and safety and manual handling information these have not been reviewed
for 2/3 years therefore this year these will be updated.
As identified in 6.1.5 the external audit carried out by the British Safety Council
has identified a number of areas for improvement which will need to be developed
into an action plan and taken forward during 2012/13. Therefore the Service will
assist the Trust in taking forward the action plan.
In relation to incident investigations and follow ups the focus this year will be more
on identifying trends and forming action plans rather than incident investigations.
However any health and safety related fatalities will be investigated.
Staff contamination incidents i.e. needlestick injuries have been the second
highest number of reported incidents for a number of years now and although
there are plans to introduce some safer devices and needleless systems within
this coming report year there is also a need for gathering more information about
how these incidents occur. This will then help when deciding which further safer
devices to introduce into the Trust therefore the Service working in partnership
with the Trust’s Occupational Health Department and COSHH Group will help to
design a questionnaire to standardise investigations and information gathered on
these incidents.
Further promotion of a partnership approach to health and safety within the Trust
and with external organisations when developing risk reduction strategies and
participating in new build and refurbishment projects. Including further partnership
work with our neighbouring Trust UHB particularly in relation to standardising
Health and Safety Policies, training and meeting/consultation structures.
Assisting in the assessment and implementation of action plans to ensure that
nationally recognised standards are met including the NHSLA Risk Management
Standards Level 3.

Cheryl Rogers CMIOSH MIIRSM
Head of Health & Safety Services

Chris Johnson-Stuart
Estates Maintenance Service
Trust Responsible Person for
Legionella

Alan Paines
Estates Maintenance Service
Trust Responsible Person for
Asbestos
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N.05/01

NCR 01/66

Manual Handling
Equipment 1 Bed/trolley/wheelchair
pushers
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Description of actual
situation/hazard
Prior to 2010 Hotel
services owned four
bed movers, two in
each portering
department. Due to
changes of
bed/trolley/wheelchair
stock the existing
pushers do not fit all
beds and are therefore
limited in their use.
There is 1 wheelchair
pusher within the Trust
(purchased by an
individual department).

Action taken to reduce risk
(control mechanisms)

Grading of risk
(with control
mechanisms)

Further action required to
adequately control the risk

Responsible
Person

The existing bed pushers were
purchased by Hotel Services in
2007 which were later adapted in
order for them to fit more beds.
However due to difficulty of
application and/or broken
attachments these bed-pushers
are not being frequently used.
Reviewed Sept 2011 - In 2010
two new bed pushers have were
ordered one for each hotel
services portering dept. to
replace the 2 of the existing
machines. User and Train the
Trainer Training of Supervisors
has been undertaken at SMD &
FHY. In addition a wheelchair
mover has also been purchased
for the Southmead portering
department.

4

3

12

Adequate training to all
portering staff on the
application and use of
new bed pushers and
wheelchair pusher will be
required. The priority is for
this new equipment to be
brought into routine use at
the earliest opportunity.
The use will require
monitoring particularly for
the first 3 month period of
use. Reviewed March
2012 - Unable to confirm
that the training has been
provided, as no evidence
of records can be found.
Therefore further
development to initiate
this required and then
provision of evidence to
identify it has been
completed.

Mo Swinscoe

Grading of risk
(after further
actions)

2

3

(Freq x
Sev)

Type of Risk

Description of Risk
(Risk to whom / what)

frequency
1 to 5
severity
1 to 5

Date Risk
added to
Register

frequency
1 to 5
severity
1 to 5
(Freq x
Sev)

Risk
ref.

To be
reviewed/
completed
by (date)

6

Sep-12

19

N.41/03

NCR 03/54

Manual Handling
Equipment 2 - Lack of
central budget for
replacing
old/worn/broken manual
handling equipment or
for purchasing new
advanced products.
Items include
hoists/stand-aids/small
handling aids.
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Description of actual
situation/hazard
Staff are at risk of
injury due to limited
supply of manual
handling aids and
equipment. Purchases
of manual handling
equipment are from
individual ward budgets
and can not always be
prioritised due to
financial constraints
and clinical demand.

Action taken to reduce risk
(control mechanisms)

Grading of risk
(with control
mechanisms)

Further action required to
adequately control the risk

Responsible
Person

Slings (2008) and slide sheets
(2004) have been purchased with
monies from Charitable Funds
but will continue to require
replacement due to frequent use.
Audits have been undertaken
which identify the need for new
items of equipment which are
shown in manual handling
training sessions and for
replacement of old equipment.
(Audit response was limited).
Reviewed June 2011 - 30 arjo
maxi hoists are being condemned
this year. A bid has been
forwarded for funding for
replacement hoists which will
take up to 205Kg. Reviewed Dec
2011 - Following a successful bid
to Charitable funds 30 new hoists
are now in Trust (5 awaiting
allocation) and training given.
These hoists are compatible with
the hoisting systems planned for
the New build.

3

3

9

Central budget and/or
equipment store for
loaning of required
equipment.

Directorates &
Departmental
Managers

Grading of risk
(after further
actions)

1

3

(Freq x
Sev)

Type of Risk

Description of Risk
(Risk to whom / what)

frequency
1 to 5
severity
1 to 5

Date Risk
added to
Register

frequency
1 to 5
severity
1 to 5
(Freq x
Sev)

Risk
ref.

To be
reviewed/
completed
by (date)

3

Dec-12

20

N.01/09

Dec-09

Manual Handling
Equipment 3 Insufficient quantities of
bariatric equipment
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Description of actual
situation/hazard
Staff are at risk of
injury due to
inadequate amounts of
bariatric equipment
within the Trust to meet
current need.
Wards/departments are
required to rent
additional equipment
required but are not
always able to do this
due to restricted
budgets.

Action taken to reduce risk
(control mechanisms)

Grading of risk
(with control
mechanisms)

Further action required to
adequately control the risk

Responsible
Person

2 bariatric hoists with weigh
scales have been purchased June 10. They however are
continuing to await housing - the
original plan was for them to go to
the clinical equipment libraries on
each site but this has not yet
happened although they are in
regular use. Risk assessments of
out-patient areas bariatric
provision have been undertaken.
Reviewed June 2011 - A bariatric
gantry system taking 500Kg has
been bought. The Trust has set
up a new group to look at
bariatric patient issues. Reviewed
Dec 2011 - bariatric group no
longer running as no-one to lead.
2 further bariatric hoists (250kg)
have been purchased and have
been allocated to wards of high
usage. Reviewed March 2012 The 30 new Liko hoists bought to
replace the condemned Arjo
hoists have a safe working load
of 32 stone rather than 25 stone.

3

3

9

Trustwide identification,
purchase and storage of
adequate quantities of
bariatric equipment for all
relevant
wards/departments
Directorates &
Departmental Managers.
Care of Bariatric Patient
Procedures to be
developed.

Directorates &
Departmental
Managers

Grading of risk
(after further
actions)

2

3

(Freq x
Sev)

Type of Risk

Description of Risk
(Risk to whom / what)

frequency
1 to 5
severity
1 to 5

Date Risk
added to
Register

frequency
1 to 5
severity
1 to 5
(Freq x
Sev)

Risk
ref.

To be
reviewed/
completed
by (date)

6

Dec-12

21

N.38/03
(1)

NCR 03/54

Violence & Aggression
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Description of actual
situation/hazard
Risk of physical assault
to NBT staff from
patients and members
of the public.

Action taken to reduce risk
(control mechanisms)

Grading of risk
(with control
mechanisms)

Further action required to
adequately control the risk

Responsible
Person

Trust Policies and Procedures
linked to violence and
aggression. Provision of
Trustwide violence and
aggression training including
conflict resolution training.
Support services including
occupational health and staff
counselling. Violence and
aggression risk assessments and
patient specific assessments.
Security service which can
provide emergency contact
equipment to provide immediate
response when necessary.
Violence & aggression Monitoring
and Advisory Group Action Plan.
Reviewed March 2012 - VAMAG
Action Plan reviewed and
priorities for 2012/13 identified
including: Lone Working Audit,
review of specialist training &
review of Police presence in Trust
Emergency Dept. NHSLA Risk
Management Standards Violence
and Aggression including Lone
Working criterion passed level 2
assessment in November 2011.

4

2

8

Completion of CCTV
assessment by Security
Manager. Full
implementation of security
strategy for PFI and other
Trust new builds. Actions
within the group action
plan to be undertaken.
Development of Clinical
policies and procedures
by specialist Trust
Services including CCHP.
All frontline staff to attend
Conflict Resolution and
Refresher Training.
Provision of a Trustwide
Restraint Policy. Provision
of specialist violence and
aggression training i.e.
safe holding and
breakaway. Provision of a
Trustwide lone working
communications system.

Claire
Weatherall

Grading of risk
(after further
actions)

3

2

(Freq x
Sev)

Type of Risk

Description of Risk
(Risk to whom / what)

frequency
1 to 5
severity
1 to 5

Date Risk
added to
Register

frequency
1 to 5
severity
1 to 5
(Freq x
Sev)

Risk
ref.

To be
reviewed/
completed
by (date)

6

Mar-13

22

N.48/03

NCR 03/70

Needlestick injuries/
blood borne viruses
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Description of actual
situation/hazard
Risk of NBT staff
contracting a blood
borne viruses as a
result of a
contamination incident

Action taken to reduce risk
(control mechanisms)

Grading of risk
(with control
mechanisms)

Further action required to
adequately control the risk

Responsible
Person

Trust Policies and Procedures
linked to Sharps and Blood Borne
Viruses. Provision of waste
management, infection control,
clinical practices and
contamination incident related
health and safety training.
Support services including
occupational health and
needlestick hotline. COSHH
Group Action Plan. Reviewed
June 2011 - COSHH Group
Action Plan amended to include
actions for needlestick injuries.
Reviewed March 2012 - Sharps
Safer Devices Open Day held by
Purchasing (5/12/12) and safety
cannulae and other devices
evaluated. COSHH Action Plan
reviewed and priorities for
2012/13 identified including:
Safer needle devices –
introduction of a safety cannulae.
NHSLA Risk Management
Standards Inoculation Injury
criterion passed level 2
assessment in November 2011.

5

2

10

Reviewed Sept 2011 Continue to monitor
sharps incident trends
using data provided via
the AIMS forms and
Needlestick Hotline.
Investigate, evaluate and
implement safer needle
and needle free devices
within the Trust including
the re-evaluation and
identification of a safety
cannula for use in the
Trust and for the original
Business Case to be
amended accordingly.
Undertake the actions on
the COSHH Group Action
Plan.

COSHH Group
Chair

Grading of risk
(after further
actions)

2

2

(Freq x
Sev)

Type of Risk

Description of Risk
(Risk to whom / what)

frequency
1 to 5
severity
1 to 5

Date Risk
added to
Register

frequency
1 to 5
severity
1 to 5
(Freq x
Sev)

Risk
ref.

To be
reviewed/
completed
by (date)

4

Mar-13

23

N.25/03
(1)

Dec-10

N.03/06

NCR.06/14

Site Safety 1 - Lighting

Description of actual
situation/hazard
Risk of injury, accident
or crime exacerbated
by poor site lighting.

Flooding adjacent to
Post Grad Centre
Frenchay.

Risk of slips or falls high usage by public in
this area
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Action taken to reduce risk
(control mechanisms)

Grading of risk
(with control
mechanisms)

Further action required to
adequately control the risk

Responsible
Person

Grading of risk
(after further
actions)

Good progress has been made,
with approx. £240k spent in two
phase during 2005 – 2006 at FH
and SMD, greatly improving
street and walkway lighting
standards across both sites.
Outstanding areas include some
car parks, lighting/signage of
pedestrian crossings, and
possibly vehicle speed indicators.
Reviewed June 2011 improvements to crossing lighting
at SMD undertaken.

2

3

6

Some issues in relation to
lighting at SMD still exist
including the Cotswold
Ward Car Park, following
major site changes.
Problems with site lighting
on the Frenchay site still
need to be resolved especially on the road
leading to Plastic
Dressings Clinic & the
new entrance to the staff
car park. Funding required
for crossing improvements
at Frenchay.

Alan Paines &
Roger Solomon

That side of the FH site has no
storm drainage system, only
soakaways. Larger gulley grid
has been fitted, and possibility of
regrading the area to be
examined. Reviewed Dec 2011 no change.

2

4

8

Provision of storm drains
to this area would be
prohibitively expensive
(minimum of £150k +),
requiring a petrol
interceptor for the car park
by Post Grad. Difficult to
justify heavy expenditure
with anticipated lifespan of
this site. PFI will remove
this risk.

Alan Paines

2

2

2

2

(Freq x
Sev)

Type of Risk

Description of Risk
(Risk to whom / what)

frequency
1 to 5
severity
1 to 5

Date Risk
added to
Register

frequency
1 to 5
severity
1 to 5
(Freq x
Sev)

Risk
ref.

To be
reviewed/
completed
by (date)

4

Jun-12

4

Dec-12

24

N.54/04

NCR 04/65

Legionella - Risks
include death or injury to
those infected,
prosecution for criminal
offence, adverse
publicity and damage to
reputation of
organisation.

Description of actual
situation/hazard
Contraction of
Legionella by one or
more patients, visitors
or staff, due to
inhalation of water
aerosol contaminated
with Legionella
bacteria.
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Action taken to reduce risk
(control mechanisms)

Grading of risk
(with control
mechanisms)

Further action required to
adequately control the risk

Responsible
Person

Designated roles formally
appointed, Legionella Group
established as a sub-committee
of COIC, and Trust Policy for the
control of Legionella
implemented. Water hygiene
contractor appointed, L8
Legionella control regime
implemented, occupier flushing
regime well established and
audited. Updated Legionella
policy ratified. Reviewed Dec
2011 - HSE audit in Feb 2011
identified significant deficiencies,
and action plan compiled.
Independent audit carried out in
July 2011, with
recommendations. Nov 2011 - All
high priority actions completed,
with further progress ongoing.

2

5

10

Complete action plan
items. Review, update
and re-issue Legionella
policy.

Chris JohnstonStuart

Grading of risk
(after further
actions)

1

5

(Freq x
Sev)

Type of Risk

Description of Risk
(Risk to whom / what)

frequency
1 to 5
severity
1 to 5

Date Risk
added to
Register

frequency
1 to 5
severity
1 to 5
(Freq x
Sev)

Risk
ref.

To be
reviewed/
completed
by (date)

5

Jun-12
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N.05/99

NCR 99/6

Asbestos. Compliance
with Control of Asbestos
Regulations.
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Description of actual
situation/hazard
Risk of injury or death,
to staff, contractors,
patients and visitors.
Risk of prosecution, as
we currently do not
comply with Reg 4
(duty to manage).

Action taken to reduce risk
(control mechanisms)

Grading of risk
(with control
mechanisms)

Further action required to
adequately control the risk

Responsible
Person

Asbestos Management Group
now combined with the EMS
Compliance & Governance
Group. Asbestos information
accessible to all Trust staff via
Trust Intranet. Asbestos now
included in Trust H&S Audit Tool.
Asbestos management service
provider now appointed.
Reviewed August 2011 - New RP
formally appointed. Asbestos
awareness training recently
delivered to EMS DEL and some
EMS contractors. Reviewed
March 2012 - Updated &
reviewed asbestos policy ratified
Sept 2011. Latest round of
asbestos awareness training
virtually completed. Most aspects
of asbestos management service
are satisfactory, but concerns re
late provision of registers and
periodic reinspections. New
service provider being chased for
progress. Reviewed May 2012 All but 6 buildings on the SMD
site are included in the Asbestos
Register. Re-inspection surveys
have started.

2

4

8

Ensure provision of
asbestos registers,
periodic reinspections and
remedial works.

Alan Paines

Grading of risk
(after further
actions)

1

4

(Freq x
Sev)

Type of Risk

Description of Risk
(Risk to whom / what)

frequency
1 to 5
severity
1 to 5

Date Risk
added to
Register

frequency
1 to 5
severity
1 to 5
(Freq x
Sev)

Risk
ref.

To be
reviewed/
completed
by (date)

4

Sep-12
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N.08/06

NCR.06/47

Safe Surface
Temperatures Areas
accessible to patients
and public should have
either radiator guards or
low surface temperature
(LST) radiators, to
minimise the risk of
surface burns.

Description of actual
situation/hazard
Risk to safety of
patients and public of
burns from hot
surfaces. Possibility of
prosecution for noncompliance with HSE
requirements (re-stated
in a letter to NHS Chief
Execs Oct 2005).
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Action taken to reduce risk
(control mechanisms)

Grading of risk
(with control
mechanisms)

Further action required to
adequately control the risk

Responsible
Person

Most patient & public areas at
Frenchay site have been treated,
but much of the Southmead site
remains to be treated. Survey of
Southmead site completed March
08. £30k spent on remedial works
for SMD priority areas 08/09, and
a further £30k spent on SMD in
09/10. New builds at SMD (P21 +
PFI advance works) have further
reduced this risk. Reviewed
June/Dec 2011 - No change,
original survey report needs
updating for works completed and
demolitions/new builds, to inform
next stage(s) of works. Reviewed
March 2012 - EMS staff currently
engaged in a status check at
SMD, to determine which areas
are outstanding, and of these
which are the highest risk. EMS
Compliance Group in Feb 2012
agreed funding from 2012-3 EMS
Compliance Revenue. Reviewed
May 2012 - FRY site found to be
okay. SMD site survey
undertaken and a few areas
identified as requiring
improvement which is in
progress.

2

4

8

Complete Southmead site
works, obtain quotations
and instruct. Check status
at outstanding NBT (non
former Frenchay Trust)
satellite premises.

Chris JohnstonStuart

Grading of risk
(after further
actions)

1

4

(Freq x
Sev)

Type of Risk

Description of Risk
(Risk to whom / what)

frequency
1 to 5
severity
1 to 5

Date Risk
added to
Register

frequency
1 to 5
severity
1 to 5
(Freq x
Sev)

Risk
ref.

To be
reviewed/
completed
by (date)

4

Mar-13
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N.11/06

NCR.06/47

N.01/10

Jun-10

Glazing (Regulation
14). Compliance with
requirements Workplace
Regulations.

Environmental safety
of CCHP Premises The status of these
premises is currently
unclear as regards
various environmental
risk issues, including
Glazing, Window
Restrictors, Safe Hot
Water, Safe Surface
Temperatures,
Asbestos, Legionella,
etc.
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Description of actual
situation/hazard
Risk of injury to
patients, staff or public,
from incident involving
glazing not meeting the
Workplace Regs
requirements. Also a
risk of prosecution
because of noncompliance.

Risk of injury to
patients, visitors or
staff.

Action taken to reduce risk
(control mechanisms)

Grading of risk
(with control
mechanisms)

Former Frenchay Trust premises
(including satellites) were filmed
some years ago. Only a few high
risk areas on the Southmead site
have been treated. Reviewed
Sept 2011 - Glazing safety survey
completed for SMD. Remedial
works for the SMD estate
instructed and imminent. One out
of 5 peel tests failed at FH. SMD
agreed as the current priority.

Information issued to CCHP
Management (PW e mail)
suggesting reassurances on
specific environmental safety
issues is sought from landlords.
Reviewed June 2011 - paper
dated 18th April discussed at
EMS Compliance Group on 21st
April, with action agreed as set
out in paper. Reviewed Dec 2011
- Follow-up letter being sent from
Facilities to CCHP managers,
advising on environmental safety
issues to be covered by landlords
for non-NBT premises. ECS now
have complete schedule of
premises used for CCHP service
and are in progress of logging
compliance status for each
premise.

2

2

4

4

Grading of risk
(after further
actions)

Further action required to
adequately control the risk

Responsible
Person

8

Complete filming at
Southmead, review the
necessity of any remedial
works at FH. Progress
surveys for NBT satellites.

Alan Paines

1

4

4

Jun-12

8

ECS to continue to
identify compliance status
for each premises. CCHP
managers to obtain
evidence from landlords
that environmental safety
issues are satisfactory.

Chris Rumley

2

2

4

Jun-12

(Freq x
Sev)

Type of Risk

Description of Risk
(Risk to whom / what)

frequency
1 to 5
severity
1 to 5

Date Risk
added to
Register

frequency
1 to 5
severity
1 to 5
(Freq x
Sev)

Risk
ref.

To be
reviewed/
completed
by (date)

28
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Health & Safety Training
Attendance Analysis 2009 - 2012

Manual Handling Training
Attendance Analysis 2009 - 2012

3500

2000
1800

3000

1600
1400

2000
2009/10
2010/11
2011/12

1500

1000

No. of Attendees

No. of Attendees

2500

1200
2009/10

1000

2010/11
2011/12

800
600
400

500

200
0
General Risk
Assessors

COSHH Assessors

Managers
Responsibilities

IOSH

Manual Handling
Risk Assessment

Admin & Clerical Corporate Induction

Latex

Health & Safety
Refresher (inc elearning)

Health & Safety
Awareness for
Consultants

Health & Safety
Awareness Topic
Specific

0
Corporate Induction Manual Handling

Low Patient Handling
Induction

Courses

Low Patient Handling
Refreshers

Manual Handling
Refresher (inc elearning)

Porters Manual
Handling Session

Patient Handling
Refresher

Patient Handling
Induction

Paediatrics Manual
Handling

A&C Update

Courses

Health & Safety Services Mandatory Training Analysis April 2011 - March 2012
Against 2011/12 Training Plans

Health & Safety Services Mandatory Training Analysis
Percentage of Compliance Against Training Plans (2011/12)
Patient Handling including Patient Handling Induction

Attendance NBT

5000
Non-Patient Handling including Corporate Induction & E-learning

DNA

Porters

No. of Places Available

4500

No. of Staff Required to be Trained

Admin & Clerical - Manual Handling
Managers Responsibilities including sessions on ILM & NVQ 4

4000

General Health & Safety Training including Induction, Admin &
Clerical & E-learning

3500

50%

73%

3000
2500
2000
1500
50%

1000
140%

500

27%
42%

0
Patient Handling including Patient
Handling Induction

Non-Patient Handling including
Corporate Induction & E-learning

Porters

Admin & Clerical - Manual Handling Managers Responsibilities including
sessions on ILM & NVQ 4

General Health & Safety Training
including Induction, Admin &
Clerical & E-learning

Courses
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RIDDOR Reportable Incidents - Reportable Category Analysis
Comparison of Financial Year April - March (2010/11 & 2011/12)
Number of Incidents 2010/11
Number of Incidents 2011/12

70

60

50
No. Reported Incidents

40

30

20

10

0
Over 3 Day Injury

Major Injury

Dangerous Occurrence

Occupational Disease

Injury (including major
injury) to Member of the
Public/Patient & Non
Employees
(students/contractors)

Fatality

RIDDOR Category
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RIDDOR Reportable Incidents - Incident Cause Analysis
Comparison of Financial Year April - March (2010/11 & 2011/12)
35
Number of Incidents 2010/11
Number of Incidents 2011/12

30

25
No. of Reported Incidents

20

15

10

5

0
Manual
Handling

Slip,Trip & Fall

Violence &
Aggression

Exposure to
Biological
Agent/BBV

Occuaptional
Disease

Collision with
Another Object

Struck by a
vehicle

Exposure to
hazardous
Substance

Struck by
Cut by a Sharp Fall from Height
Moving Object
Object

Needlestick

Fire

Contact with
moving
machinery or
material being
machined

Burn/Scald

Other

Accident Category
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APPENDIX 4
Facilities Directorate

Health & Safety Services
Department

2011/12
Independent review of the Trust’s Health & Safety
Management Systems to ensure that they are suitable
and appropriate and meet national standards.




















Review and promotion of centrally provided health
and safety and manual handling related e-learning
packages.
Development and provision of new courses to meet
needs of the Trust.
Development and review of Trust Health & Safety
Policies including the provision of risk assessment
tools.
Further development and provision of the electronic
COSHH Assessment Form and database using the
IT CISS System
Further develop communication and information
services provided by Health & Safety Services
including promoting the Team and its role and redevelopment of the Health & Safety Web pages.
Assist the Trust and Staff Side in the development
and promotion of Staff Side Health & Safety Reps
and the review of their availability and involvement
Follow up and investigate 75% of RIDDOR
reported incidents & fully investigate at least 50%
for:

Manual Handling Injuries

Slips and trips
Investigate 100% health & safety related fatalities
reported under RIDDOR incidents.
Review and revise the Services’ Health & Safety
Management Audit Process to ensure it is suitable
for non-clinical Directorates, include new Trust
Directorates and Services and implement the use
of the new software developed by the Service and
an external contractor
Undertake Health & Safety Management Audits of
Trust Directorates and Departments as per the
Services’ 5 Year Audit Programme.
Identify and undertake topic specific audits
Trend analysis of Staff Incidents for:

Non – Patient Manual Handling Incidents
Promotion of partnership approach to health and
safety within the Trust and with external
organisations when developing risk reduction
strategies and participating in new build projects.
Development of competent advice service.
Assistance in the assessment and implementation
of action plans to ensure that nationally recognised
standards are met including:

Legionella Management HSE Action Plan

NHSLA Risk Management Standards
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2012/13
Strategic review of the training provided by Health and
Safety Services including any recommendations made by
the independent review of the Trust’s Health & Safety
Management Systems.

Review and promotion of centrally provided health and
safety and manual handling related e-learning
packages.

Further development and provision of new courses to
meet needs of the Trust.

Review and revision of the provision of training
provided by Health & Safety Services including the
IOSH accredited Managing Safely for Healthcare
Professionals.

Review of the courses available as self booking.

Revision and updating of the Department’s
information leaflets including the Employee
Information and Health & Safety Risks Leaflets and
Induction Leaflets.

Review of the Trust’s Health & Safety Management
Systems to ensure that they are suitable and
appropriate and meet national standards following the
Independent Audit.

Further development and review of communication
and information services provided by Health & Safety
Services.

Development and review of Trust Health & Safety
Policies including the provision of risk assessment
tools.

Further development and provision of the electronic
COSHH Assessment Form and database.

Trend Analysis of Staff Incidents for:

All Manual Handling Incidents

Violence and Aggression Incidents

Investigate 100% health & safety related fatalities
reported under RIDDOR incidents.

Development of a questionnaire to standardise
investigations and information gathered on
contamination incidents.

Identify and undertake topic specific audits.

Promotion of partnership approach to health and
safety within the Trust and with external organisations
when developing risk reduction strategies and
participating in new build projects.

Development of competent advice service.

Implement the use of the new software developed by
the Service and an external contractor.

Review and further development of audit tools
available on the Audit Software Package.

Undertake Health & Safety Management Audits of
Trust Directorates and Departments as per the
Services’ 5 Year Audit Programme.

Assistance in the assessment and implementation of
action plans to ensure that nationally recognised

2013/14
Assessment of health and safety as a partnership between
individuals throughout the Trust with the use of Health and
Climate Tools and Surveys.


















Further development and review of communication
and information services provided by Health & Safety
Services.
Development and review of Trust Health & Safety
Policies including the provision of risk assessment
tools.
Trend Analysis of Staff Incidents for:

Sharps/Needlestick

Slips, Trips and Falls (Staff & Visitor) Incidents
Follow up and investigate 75% of RIDDOR reported
incidents & fully investigate at least 50% for:

Manual Handling Injuries
Investigate 75% of RIDDOR reported incidents for:

Contamination Incidents using the questionnaire
developed to standardise investigations and
information in 2012/13
Investigate 100% health & safety related fatalities
reported under RIDDOR incidents.
Investigation and where appropriate use of other
forms of gathering active monitoring data including the
use of staff surveys.
Investigation into and if appropriate development of an
electronic version of the HSE Stress Management
Standards Questionnaire and results analysis tool.
Collation of data from the use of climate tools and
surveys to identify trends and actions required.
Identify and undertake topic specific audits
Development of competent advice service.
Promotion of partnership approach to health and
safety within the Trust and with external organisations
when developing risk reduction strategies and
participating in new build projects including the review
of the Health & Safety Services Acceptance Process
and Checklist used for refurbished areas and new
builds.
Review and further development of audit tools
available on the Audit Software Package.
Undertake Health & Safety Management Audits of
Trust Directorates and Departments as per the
Services’ 5 Year Audit Programme.
Assistance in the assessment and implementation of
action plans to ensure that nationally recognised
standards are met.
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standards are met.
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Report to Trust Board – June 2012
Title:

Audit Committee Report to Board

Purpose of paper:

To inform the Board on issues approved and discussed by the Audit
Committee at its meeting on 6th June 2012

For Discussion
Executive Summary:

The Audit Committee met on 6th June to approve and recommend to
the Board the adoption of the Final Audited Accounts and Annual
Report for 2011/12. Details of this and the other issues discussed are
set out below

Emergency Department

The Director of Operations reported on the actions taken to
improve the performance of the Emergency Department in terms
of patient experience. The Committee was satisfied that actions
were being taken, that the structure was in place to implement
further necessary actions and that the Annual Plan included
actions from other directorates to help make improvements.
Internal Audit (IA) would be following up its review of the accuracy
of performance measures

Cerner Implementation

The Committee received a verbal report from IA on its recent
review of the post go-live actions on the implementation of the
Cerner patient record system. It was agreed that the Annual
Governance Statement should be amended to reflect the findings

Financial Accounts

Following the audit process, performance by the Trust against all
the necessary financial targets remained unchanged since the
draft accounts were reported to the Board in April with a surplus of
just over £9 million. This included a provision for the delay in
Cerner and brought the cumulative deficit for breakeven purposes
down to £8.5 million. The Head of Internal Audit Opinion confirmed
significant assurance on the internal controls of the Trust (the fifth
year in a row) and the external auditors gave an unqualified
opinion. Since the Auditors had not, by then, seen a final copy of
the Quality Account (including stakeholder comments), they would
issue the certificate after the accounts were submitted to the
Department of Health.
The Committee recommended adoption of the accounts by the
Board and approved the Letter of Representation to the auditors
by the Committee chairman.
Copies of the full accounts are available to all Board members on
request to the Director of Finance

Trust Annual Report

The Committee received the draft Annual Report revised following
comments at the May Board meeting. With some further minor
amendments it was agreed to recommend adoption by the Board
and the final version is set out for information as a separate item
on the Board’s private agenda

Local Counter Fraud
and Internal Audit

The Annual Reports from the Local Counter Fraud Service and
Internal Audit were received and a revised IA operational plan
agreed

Learning Disabilities
and Safeguarding
Adults

The Committee noted that only one IA recommendation remained
outstanding from its report on caring for patients with learning
disabilities and a restructuring of the safeguarding service would
shortly have further impact on the recommendations on
safeguarding adults

Clinical Audit

A system of assurance reporting to the Audit Committee on clinical
audit was approved

Action Required
The Trust Board is asked to note the contents of this report giving it assurance on
the governance systems within the Trust.
Key Risks:

Without a system to monitor governance processes the Board would lack assurance
that the organisation was a going concern and achieving its targets

Impact on
Patients:

All systems monitored by the Audit Committee relate directly and indirectly to the
delivery of patient care outcomes and good experience

CQC Outcome:

Outcomes 1, 4, 6, 7, 8, 9, 16 and
21

Responsible
Committee:

Audit Committee

Financial Issues
considered:

As indicated

Equality Issues
Considered:

Considered
throughout

Legal Issues:

Considered throughout.

Sustainability
Assessment
Completed:

No

Presented by:
Prepared by:

Mark Lawton – Non-Executive Director
Nick Stibbs – Corporate Services Manager

