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North Bristol NHS Trust
Minutes of the Trust Board Meeting held in public on
22 January 2015 in Seminar Room 4, Learning and Research Building,
Southmead Hospital
Present:
Mr P Rilett
Mr K Guy
Mr R Mould
Mr A Willis

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

Ms A Young
Dr C Burton
Ms K Hannam
Mr H Hayer
Mrs S Jones
Mr S Karakusevic
Mrs C Philips
Mr S Wood
Ms A Young

In Attendance:
Ms S Dodds
Mr E Sanders

Deputy Director of
Nursing
Trust Secretary

Mrs C Lang
Mr N Stibbs

Chief Executive
Medical Director
Director of Operations
Director of People and
Organisation Health
Director of Nursing
Director of Strategy and
Transformation
Director of Finance
Director of Facilities
Chief Executive
Acting Head of Marketing
and PR
Corporate Services
Manager

Observers:
Dr J Bayley, Ms E Holloway, Ms Z Bartlett-Casey and four members of the public were
present
TB/15/01/01 Apologies and Declarations of Interest

Action

Apologies were received from Mr Mark Lawton, Non-executive
Director and Ms Liz Redfern, Non-executive Director
No interests were declared in the papers presented.
The Chairman welcomed Kate Hannam, Director of Operations and
Andrew Willis, Non-executive Director to their first Board meeting.
TB/15/01/02 Questions from Members of the Public
There were no questions from the public.
TB/15/01/03 Minutes of the Trust Board meeting held on 27 November 2014
The minutes were approved as a true and correct record of the
meeting subject to the following amendments:
TB/14/11/07 Second paragraph to read ‘…..dementia and older
people consultant …’ and third paragraph to read ‘…home which
raised the question …’
TB/14/11/08 First bullet point in first paragraph to read ‘…achieved
at the end of January …’ and the word severe to be replaced with
‘serious’ in the fourth paragraph.
TB/14/11/10 To be titled Chief Inspector of Hospitals Inspection and
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first sentence to read ‘…month as part of the planned assessment
and …’.
TB/15/01/04 Action Log
The Trust Board agreed the closure of actions as indicated and
considered the following actions:
Action No 50 – The Director of People and Organisation Health
reported that turnover data was now included in the Integrated
Performance Report (IPR).
Action No 55 – The Director of Nursing reported that some Friends
and Family Test data was included in the IPR but quarterly data
would be available for the February 2015 meeting. Work was
ongoing on the style and content with complaints themes.
TB/15/01/05 Chairman’s Business
The Chairman reported that he had no new information to give to the
Board that month.
TB/15/01/06 Chief Executive’s Report
The Chief Executive presented her report for the month and said
that the Trust Development Authority (TDA) had published new
planning guidance to support NHS Boards in providing refreshed
plans for 2015/16. The document set out new requirements on
providers and was outlined in a paper later in the meeting.
The Trust had hosted a meeting of 50 South of England chief
executives and the TDA, to review the experience of the Winter so
far and to look forward to 2015/16. Most presenters expressed the
greater challenge of dealing with the complexity of patients being
admitted to hospital rather than the volume of patients. This was
challenging also to community services in being responsive to
patients’ needs which were often greater than domiciliary care.
The Chief Executive noted that proposed tariff changes for 2015/16
were being consulted on and the fining regime for not achieving
targets was to be applied more rigorously. Also challenging to
providers was the inadequate payment for the volume of patients
attending on an emergency basis.
The Chairman referred to the recent consultant appointments and
said that the Trust was fortunate to have had such good applicants
from which to choose.
The Board noted the report
TB/15/01/07 Patient Story
The Director of Nursing and Quality presented a patient story which
related to the Medical Day Unit which had been through significant
recent change. It was a unit that helped to keep people out of
hospital and represented the coalition of five different teams of
nurses covering all types of specialties. Next door to them in Brunel
was the Chemotherapy Suite. It illustrated how patients and staff
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had made the transition from Frenchay and Southmead into the new
building. The story was of an 83 year old lady with short bowel
syndrome because of a resection of her small bowel. She regularly
had to receive magnesium infusions because the mineral passed
through the gut quickly. She was frail, small with co-morbidities
including a heart problem and had had one recent hospital
admission. She lived with her husband who was also becoming frail
and they were stoical people. Her daughter, who was a nurse, cowrote the story.
She said that she had spent three months in Frenchay and that the
good events she experienced there outweighed the bad, and one of
her daughters had been very supportive. The Frenchay unit had
been clean, warm and welcoming and she had been apprehensive
about attending Southmead. She had found the main access to the
building very daunting but she was now enjoying the regular visits.
Simon Wood, Director of Facilities, said that the access issues to
Brunel was ongoing and would last until Phase 2 was largely
complete. Car parking had improved since the whole of the multistorey car park had been opened to the public and there were
usually spaces available. For the infirm, however, the distance to
Brunel was a challenge and a newer bus with greater accessibility
for disabled people had been employed. Pay on Foot pay systems
were about to be installed and he agreed to investigate a suggestion
that a sign showing the number of available spaces be placed at the SW
entrance to the multi-storey car park.
TB/15/01/08 Integrated Performance Report
The Chief Executive presented the report and said the key
operational standards showed how pressurised the hospital had
been in December 2014 with the four hour A&E performance at 84%
against the month’s improvement trajectory of 89%. Mondays in the
Emergency Department were always very busy but the Trust was
recovering more quickly from the situation, over subsequent days.
This demonstrated that the actions being taken were having a
positive effect.. Cancelled operations had also slightly reduced,
harm free care was above the national average, hand hygiene
scores had risen above their target and health acquired infections
were below the national average.
The Director of Operations, Kate Hannam, presented the key
operational standards and reported that although the emergency
department four hour access performance was below the target for
December 2014 it had improved from the previous month and in the
first two weeks in January 2015 had achieved results better than
most trusts. Many actions for the Trust in the Urgent Care Recovery
Plan had been achieved including:


full opening and usage of additional winter capacity in Elgar
House



the opening of Saffron Gardens Community rehabilitation
facility



the opening of a GP assessment area in the emergency
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zone to accept medically expected patients
Referring to the dashboard she agreed to add figures for the NBT KH
trajectory and more precise dates for achievement of performance
targets. She also noted that the majority of breaches of the four hour
wait in A&E were for beds and the number of patients staying in
hospital over 14 days was an important factor in patient flow.
Community providers, however, were also saturated, so discharging
patients, particularly those with complex issues was difficult. Sasha
Karakusevic, Director of Strategy, pointed out that the average
length of stay of patients had reduced in 2014 compared to 2013 but
the Trust was admitting 20 more patients a day. This reflected the
greater acuity of patients attending the Emergency Department.
The Board noted that in November 2014, against national targets,
the Trust had failed to achieve those for treatment within 31 days
and those for waiting less than 31 days for subsequent surgery
although the former had been achieved in December 2014. The
Medical Director reported that capacity to treat patients with skin
cancer was proving difficult, particularly following the closure to new
patients by other local units.
The Director of Operations reported that the Trust had failed to
reduce the number of patients waiting over 18 weeks by the planned
amount for December 2014. A new performance management
process was being implemented whereby assistant general
managers would meet with the Deputy Director of Operations weekly
to report on areas where the Referral to Treatment (RTT) targets
were not being met and agree actions to return performance to their
trajectories. The trajectory for reducing the number of over 52 week
waiters was being over achieved and choice of location of surgery
was being offered, but only 10% of patients took up this offer if it did
not include the NBT surgeon. The Trust was continuing to work with
partners to try and bring forward the trajectory for reducing the
number of over 52 week waiters.. The target for echocardiography,
urodynamic and cystoscopy diagnostic procedures would not be met
in 2014/15 due to staff shortages. She reiterated the Chief
Executive’s comment about cancelled operations which had been
reduced to their lowest level in December 2014 since the new
hospital had opened and the number of failures to rebook within 28
days had also dropped to their lowest level for the financial year.
Referring to the patient safety dashboard the Director of Nursing
noted that the internal target for the Safety Thermometer had been
achieved in December 2014 but malnutrition screening had fallen for
the first time in three months. She said also that evidence that the
screening was followed up was not recorded.
The Medical Director said that work was being undertaken with
teams to improve the rate of venous thromboembolism screening
and to reduce the rate of MSSA cases, with a focus being placed on
the management of indwelling devices. He also noted that work was
underway to reduce the number of missed medicine doses to
patients and a fuller pharmacy dashboard would be available later in
the year. The Medical Director also referred to the mortality data
which showed a rise in December 2014 as it had in previous Winters
but this was the first time since the Move that it had exceeded
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previous years. There were known national clinical reasons but the
situation would be monitored by the Quality Surveillance Group
which investigated all deaths in the hospital.
The Director of Nursing reported that except in the Emergency
Department (ED) all Friends and Family Test (FFT) national targets
had been met. Gate 7a had been the highest performing ward and
the main reason for a decreased performance by ED appeared to be
the loss of a member of staff who championed the process. Themes
on the positive side from FFT included comments on the quality of
care, facilities, food and cleanliness and on the negative side on
waiting for medication, discharge requirements, food and lack of
televisions. The Director of Finance reported that computer tablet
solutions had been trialled in patient areas but for many people a
fixed facility was better. Televisions were now to be provided in
outpatient areas and quiet areas on wards.
The Director of People and Organisation Health reported that the
NHS average staff turnover rate was 10%, in the South West it was
9.6% and large trusts varied from 7.5% to 18.5%. North Bristol was
experiencing 10% turnover for registered nurses and other staff and
16% for Health Care Assistants (HCAs). There were recruitment
‘hotspots’ in the Acute Assessment Unit, Elgar 4, Gastroenterology
and Respiratory and there were plans and actions in place to
address these including piloting a ‘refer a friend’ scheme. Later in
the year it was planned to recruit theatre staff from Portugal and Italy
and to return to Spain for nursing staff. In the pipeline for local
recruitment there were about 100 registered nurses and 50 HCAs.
To assist reductions in specialling costs, a Trust wide robust risk
assessment and authorisation process was being developed which
involved an enhanced care alternative.
During December 2014 the requests for temporary staff had
decreased slightly but neither the Bank nor the framework agencies
HH
had been able to fulfil requirements forcing greater use of nonframework agencies. A workforce plan would be discussed by the
Workforce Committee and brought to the Board at a later date along
with an Organisational Development strategy.
The Director of Nursing reported that five wards had been flagged as
red under the QUESTT (early warning trigger tool) system and the
Board asked that feedback be given in the next IPR about actions
that had been taken.
The Director of Finance presented the financial performance and
SJ
highlighted:
 the notification of the receipt of a non-recurrent income and
cash fund of £14 million from the Trust Development Authority
(TDA) and the agreement of a revised outturn deficit forecast of
£19.994 million
 a requirement to improve performance against plan by £3.9
million to achieve the forecast
 the red rating of the Trust by the TDA against its risk
assessment criteria
 an improvement, driven by non-elective activity and income from
high cost drugs and devices, in month of the contract income
position by £0.5 million which was now £12.8 million adverse to
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plan to date;
an improvement in pay expenditure in December 2014 by £0.9
million and continued focus on reducing agency usage

The Director of Nursing reported on the receipt of a Regulation 28
Report from the Coroner which was issued due to concerns about
the correct application of oxygen prescribing protocols and training
in applying the Early Warning Score nursing assessment tool. A
response had been sent and it was noted that 93% of all nurses had
received training and the directorates had reviewed individuals who
had not done so and were ensuring that they did receive such
training.
The Chief Executive referred to the Board compliance statements
and the Board concurred with the proposal that number 10 (ongoing
plans to comply with targets) continue to be answered negatively
and Andrew Willis suggested that the statement on remaining a
going concern depended on the approval by the TDA of the Trust’s
financial plans for 2015/16.
TB/15/01/09 Finance and Performance Committee Report
The Board received and noted the report from the meetings of the
Finance and Performance Committee held on 24 November and 15
December 2014. It included approval of the extension of the
Pathology Managed Service Contract and the approval of the
business case for the transfer of cellular pathology services which
was an item on the Board’s agenda.
TB/15/01/10 Trust Management Team Report
The Board received and noted the report from the meeting of the
Trust Management Team held on 16 December 2014 which included
discussions on pre-operative assessments, the care of children in
Brunel, implementation of the Lorenzo patient administration system
and bed management.
TB/15/01/11 MOVE and Transformation Closedown Report
The Board received and noted the summary of the main lessons
learned and key recommendations from the MOVE and
Transformation project.
TB/15/01/12 Capital Planning Report
The Director of Facilities presented the Capital Planning Report and
highlighted the delays in Phase 2 of the PFI project. The particular
delay in completion of the new multi-storey car park would be
mitigated by rephrasing other car parking areas. The graph showing
the number of aged calls to the Carillion helpdesk was now
superfluous and would be replaced by one on the current calls.
SW
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TB/15/01/13 National Planning Priorities
The Director of Strategy, Sasha Karakusevic, presented a report on
the various planning guidance documents impacting on the Trust
which were:
 the Secretary of State’s Health Mandate to NHS England
 NHS England’s ‘The Forward View into Action: Planning for
2015/16
 NHS England’s publication of CCG allocations
From these documents the external expectations and requirements
for the Trust’s planning were:


to have a strong focus on operational delivery and resilience
including financial sustainability and seven day working



to have an emphasis on workforce development, health and
wellbeing



to include prevention and community partnerships



to have engagement, involvement and integration at the
patient level as a priority



to decide on and take forward future models of care at health
system level which meant concentrating on multi-centre
partnerships



to provide a particular focus on technology and workforce for
savings potential



to achieve parity of esteem for mental health services



to deliver a higher level of clinical safety with a focus on AKI
and sepsis

These would be linked into the Tortworth event and developing the
Trust’s strategy and business plan for March 2015 and a
consolidated strategy for May 2015.
TB/15/01/14 Cellular Pathology Service Transfer
Chris Burton, Medical Director, presented the business case for the
proposed transfer of cellular pathology services from University
Hospitals Bristol NHS Foundation Trust (UHB) to North Bristol. He
noted that both the UHB board and the Trust’s Finance and
Performance Committee had approved the case and it was
supported by the joint councils Overview and Scrutiny Committee.
The Trust Board having delegated authority to the Finance and
Performance Committee to consider the Business Case on behalf of
the Trust Board in December 2014.
There were risks, however, around the timing of the completion of
the pathology building which might delay the transfer from its
planned June 2015 date. An implementation board was overseeing
all changes which included an organisation development workstream
and much work had already been completed by the clinical lead on
merging staff. The future governance procedures had yet to be
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agreed.
The Board ratified the decision of the Finance and Performance
Committee to approve the transfer.
TB/15/01/15 Any Other Business
Industrial Action
The Director of People reported that industrial action had been
declared for 29 January 2015 by Unison, Unite and the GMB in the
form of a 12 hour strike from 09:00, by radiologists for six hours from
10:00 and by midwives for three hours from 13:00. These would be
followed by action short of a strike for a month and then a 24 hour
strike on 25 February 2015.
Health and Safety
The Director of Facilities reported that an audit of the Trust’s health
and safety management processes by the British Safety Council had
scored the Trust with its highest standard of five stars.
TB/15/01/16 Date of Next Meeting
The next meeting would be held on Thursday 26 March 2015 in
Seminar Room 5, Learning and Research Centre, Southmead
Hospital.
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North Bristol NHS Trust

Trust Board (Public Session)
Action Log 2014
Status
A Agenda - this meeting
O Open
C Closed

ACTION LOG
Minute Ref
Action Action
Meeting
No.
Date
27-Nov-14 TB/14/11/13 59 Appointments Panel members to be given diversity
training
22-Jan-15 TB/15/01/7
1
Investigation to be undertaken on available car
parking spaces sign at entrance to public multi-storey
car park
22-Jan-15 TB/15/01/8
2
IPR Dashboards to include NBT improvement
trajectory for that month and final achievement date
25-Sep-14 TB/14/09/09 50 Trust comparative turnover figures and vacancy data
by staff group to be provided in IPR

Owner Review Date Status Info.
(s)
HH
26-Mar-15
O
SW

26-Mar-15
O

CB/KH/ 26-Mar-15
SJ
HH
27-Nov-14 &
22-Jan-15

O
C

27-Nov-14 TB/14/11/08

55

Themes from narratives in FFT returns to be reported SJ
in next IPR

22-Jan-15

27-Nov-14 TB/14/11/09

56

SK

04-Jun-15

27-Nov-14 TB/14/11/13
27-Nov-14 TB/14/11/13

57
58

HH
HH

30-Apr-15
30-Apr-15

O

22-Jan-15 TB/15/01/8
22-Jan-15 TB/15/01/12

3
4

First of six-monthly reports on Vascular Service to be
brought to Board
Draft objectives for Equality to be brought to Board
Action plan for moving the Trust to Equality Delivery
System 2 grade 'achieving' (green) required.
OD strategy to be developed
Aged Call Graph on Capital Planning Report to be
replaced with current call rates to Carillion Helpdesk

HH
SW

04-Jun-15
26-Mar-15

O

C

O

O

C

Vacancy data in IPR and turnover
figures to be compared with those few
peer Trusts that use same criteria for
compliation
Some themes placed in IPR but
quarterly data will be reported in
February's publication and include
complaints themes

North Bristol NHS Trust

Trust Board (Public Session)
Decision Log 2014

DECISION LOG
Meeting Minute
No. Decision
Date
Ref
22/1/15 TB/15/01/14 1 F&PC decision to approve transfer of cellular pathology from UHB to NBT ratified
2
3
4
5
6
7
8
9
10
11
12
13
14
15
16
17
18
19
20

Report to:

Trust Board

Date of Meeting:

26 March 2015

Report Title:
Status:

Agenda item:

6

Chief Executive’s Report
Information

Discussion

Assurance

Approval

X
Prepared by:

Eric Sanders, Trust Secretary

Executive Sponsor (presenting):

Andrea Young, Chief Executive

Appendices (list if applicable):

Appendix 1 - West of England Academic Health Science Network’s March Board Report

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

North Bristol NHS Trust
1. Purpose
1.1.

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

3.3.

The report makes 44 recommendations for the Trust
and wider NHS, aimed at ensuring the failings are
properly recognised and acted upon.

3.4.

The Women’s and Children’s Directorate at North
Bristol NHS Trust are in the process of reviewing the
report to identify if any of the recommendations are
applicable to the Trust and therefore what action, if
any, is required. This will be reported through the
Quality & Risk Management Committee.

2. Background
2.1.

2.2.

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

4. NHS Investigations into Jimmy Savile and the Kate
Lampard Lessons Learnt Report

Following the implementation of a revised approach
to Flash Reporting, the Chief Executive report is now
more focused on the external environment.

3. Morecambe Bay Investigation Report
3.1.

The independent investigation into maternity and
neonatal services in Morecambe Bay was published
on 3 March 2015.

3.2.

The Morecambe Bay Investigation was established
by the Secretary of State for Health in September
2013 following concerns over serious incidents in the
maternity department at Furness General Hospital
(FGH). Covering January 2004 to June 2013, the
report concludes the maternity unit at FGH was
dysfunctional and that serious failures of clinical care
led to unnecessary deaths of mothers and babies.

4.1.

On 26 February 2015, 16 investigation reports from
Trusts, as well as the overarching Lessons Learnt
Report authored by Kate Lampard, was published.

4.2.

The Secretary of State for Health has accepted, in
principle, 13 recommendations that Kate Lampard
makes,
including on
access,
volunteering,
safeguarding, complaints and governance. Although
Secretary of State did not accept recommendation 6
on DBS checks, Trusts are urged to take a
considered approach to DBS checks on volunteers,
including the use of enhanced DBS services where
volunteers may work closely with patients in the
future.

4.3.

The Trust has been asked to
•

Read the Kate Lampard Report and review the
recommendations for NHS Trusts

This document could be made public under the Freedom of Information Act 2000.
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4.4.

•

Develop an action plan to identify where
additional action is needed against these
recommendations

•

Provide assurance that the necessary action
has been taken - or where this is in progress,
the date by which it will be completed

consider how data quality is managed within the
Trust to ensure that all data and information
presented meets the requirements of the
regulations.
6. Whistleblowing – Freedom to Speak Up?

Actions must be completed within 3 months and
progress confirmed by 31 May 2015. The Chief
Executive has asked the Trust Secretary to
coordinate the response and development of the
action plan.

6.1.

5. False and Misleading Information
5.1.

5.2.

5.3.

Section 92 of the Care Act 2014 (the Act) has put in
place a new criminal offence that applies to NHS
provider organisations and in certain circumstances
to individuals who work in provider organisations.
The Act specifies that organisations that supply
publish or otherwise make available certain types of
information, that is determined to be false or
misleading commit an offence (where that
information is required to comply with a statutory or
other legal obligation). The offence also applies to
the ‘controlling minds’ of the organisation, where it
can be shown that they have consented or connived
in an offence committed by a care provider.

6.2.

On 11 February 2015 NHS England’s Chief
Executive Simon Stevens responded to the Francis
report on whistleblowing. The report recommends:
•

A “Freedom to Speak Up Guardian” to be
appointed in every NHS trust to support staff,
particularly junior members.

•

A national independent officer to help guardians
when cases are going wrong.

•

A new support scheme to help NHS staff who
have found themselves out of a job as a result of
raising concerns.

•

Processes established at all trusts to make sure
concerns are heard and investigated properly

The Director of People and Organisational Health is
developing a response to the report, and in particular
considering how to appoint a Freedom to Speak Up
Guardian.

A briefing from NHS providers was circulated to
Non-Executive Directors as part of the flash report
issued on 17 March 2015. The Trust should now
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•

7. Bristol Health Partners – Director Appointment
7.1.

7.2.

Bristol Health Partners have confirmed the go ahead
of the appointment of a permanent Director. North
Bristol NHS Trust will host the post and will manage
the process.

Patrick Morgan, Shailendra Deep and Dragos
Dragnea
were
appointed
as
Anaesthetics
Consultants on 3 February 2015.

10. Recommendations

A 3-5 year plan has been developed and in the first
instance addresses building the profile of BHP,
developing the Health Improvement Teams (HITs)
and creating future strategies in workforce, using
data better and sustainability in the public sector in
Bristol.

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

8. West of England Academic Health Science Network
8.1.

The latest Board report from the West of England
Academic Health Science Network’s March Board
meeting has been sent to members. This is attached
in Appendix 1.

9. Recent Appointments
9.1.

The following appointments have been made:
•

Louise Molodynski was appointed as a
Consultant in Child and Adolescent
Psychiatry on 3 March 2015

•

Ella Chaudhuri was appointed as a
Consultant in Acute Medicine on 10 March
2015
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Report from West of England Academic Health Science Network Board,
4 March 2015
1.

Purpose
This is the seventh quarterly report for the Boards of the member organisations of the
West of England Academic Health Science Network which includes the three health
research active Universities (Bath, Bristol and the West of England), NHS Trusts and
Foundation Trusts, Community Interest Companies who provide community health
and social care and the seven Clinical Commissioning Groups in the west of
England.
Board papers are posted on our website http://www.weahsn.net for information.

2.

Genomics Medicines Centre for West of England
As part of the 100,000 genomes project, NHS England is seeking to establish a
geographical network of genomics medicines centres across the country.
The aim is to ensure universal access across England to full genome testing (with an
emphasis on cancer and rare diseases initially); to encourage and support clinical
use of the information; and to contribute to the NHS/UKTI mission for the UK to be a
leading country in exploiting genetic information.
The bid for a Genomic Medicine Centre in the West of England was not successful in
the first round of application and a further bid has been invited by NHS England
which will be submitted in full during Quarter 2 2015/16.
Good engagement has been secured from clinicians across the West of England and
the Board agreed that the Academic Health Science Network should play a
supporting role.
A partnership Board will be established to guide the work of the Genomics Medical
Centre and will ensure that the patient leadership, as well as consent is strong; the
access to populations across the West of England is ensured and that the education
and professional development aspects of genetic medicine are integral to continuing
professional development.

3.

Business Plan 2015/16
The Board considered the draft Business Plan for 2015/16 and noted that a number
of 2014/15 schemes would continue , such as the Enterprise and Translation
Operational Plan, the informatics programme and the roll out of best practice on anticoagulation across GP practices.
New projects for 2015/16 will include:
a. The Academic Health Science Network will support a West of England-wide bid
to become a Genomics Medicine Centre.
b. An ambitious Patient Safety Collaborative Business Plan – see item 3 below.
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c.

Sustaining the PreCePT project to prevent Cerebral Palsy in pre-term babies and
adopt the Wessex Academic Health Science Network project on pre-determined
doses of Magnesium Sulphate.

d. Support to health communities on improving outcomes and patient flow (through
‘Discharge to Assess’
e. Support an additional seven GP “Evidence Fellows” to publish a web-based
evidenced toolkit and evaluation toolkit for commissioners.
f.

Collaborate with the National Clinical Director for Mental Health, Monitor, TDA
and Mental Health trusts on a Mental Health Quality Improvement Toolkit.

g. Continue to deliver a wide range of capacity and capability programmes in quality
improvement, innovation, patient safety and informatics.
h. Launch citizen-led design project with “designability”.
i.

Deliver entrepreneurship training jointly with three South of England Academic
Health Science Networks.

The final draft Business Plan and Patient Safety Plan will come to all organisations
for official support.
4.

Patient Safety Update
The Patient Safety Collaborative has agreed its Business Plan for 2015/16. It has
also:
The Business Plan also includes:
Supporting health communities to implement the National Early Warning Score
across their footprints
Supporting Incident Reporting Mechanisms in Primary Care and further
developing patient safety in Primary Care and Community Services;
Implementing best practice in emergency laparotomy across all acute hospitals in
the West of England, Wessex and Kent, Surrey and Sussex;
A medicines safety programme in relation to insulin use on hospital admission.
The Academic Health Science Network will also support the South of England
Mental Health Collaborative and an NHS England-led programme around Sepsis.

5.

Early Warning Score
130 people, the majority of whom were clinicians, attended an Early Warning Score
engagement event on Thursday 5 March. This event was to test the appetite for
using a common Early Warning Score across the whole of the West of England to
support patient safety. The event also stimulated discussion about the extent to
which we could aspire to use a single Early Warning Score across the patient’s
journey through primary care, out of hours, ambulance services, hospitals and then
returning home. This was very strongly supported.
Delegates heard from colleagues in Scotland and in Wales who have already made
substantial progress in implementing Early Warning Scores, supported by a
structured communication approach, such as SBAR (Situation, Background,
Assessment, Response).
Our public contributors strongly voiced their support for this work.
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The next steps are to make sure we can measure and validate our work; identify the
early wins and build on the momentum we have secured so far.
6.

Evidence into Practice
a. Pre-term Births Project
Delivery of the PreCePT programme is virtually complete, with over 600 staff
trained and achievement of almost 90% compliance in the administering of
Magnesium Sulphate to eligible mothers.
The project will be evaluated by CLARHCWest and will continue to be supported
during 2015/16 to ensure best practice is delivered.
b. Don’t wait to Anti-Coagulate
This project is going very well and is being piloted with eleven GP practices who
are testing for different models for delivery. Rollout during 2015/16 will be
ambitious. We are aiming to work with 50 – 100 GP practices in 4 CCGs. This
could prevent up to 200 more strokes each year once fully implemented.

7.

Enterprise and Translation
The Enterprise and Translation team have held a Connection Event with
SetSquared to launch our entrepreneurship training and have 20 confirmed
attendees for the bootcamp in April.
The Academic Health Science Network has approved the establishment of an
Industry Advisory Group, which will meet twice a year and will help us to refresh
and keep sighted on our original strategy for working with industry.
The Gloucestershire, Swindon and Wiltshire Local Enterprise Partnerships have
each agreed to engage with us through a health and life sciences sector group.
This will match the one which is now meeting regularly for the West of England.

8.

Engagement and Events
Registration is open for our Patient Safety Collaborative Launch and Quality
Improvement Conference on Thursday 16 April 2015, which is taking place at the
De Vere Hotel, Swindon
Medicines Optimisation Roadshow with NHS England & ABPI, Thursday 7 May
2015, venue TBC
Read our latest newsletter and patient safety newsletter

SAVE THE DATE
West of England Academic Health Science Network Annual Conference, held jointly
with the West of England Local Clinical Research Network and CLAHRCWest on
Thursday 15 October, Cheltenham Racecourse.

Deborah Evans
March 2015
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Report to:

Trust Board – Public Session

Date of Meeting:

26 March 2015

Report Title:

Agenda item:

Update to Item 8

CQC Action Plan -updated

Status:

Information

Discussion

Assurance

Approval
X

Prepared by:

Paul Cresswell, Associate Director of Quality Governance

Executive Sponsor (presenting):

Sue Jones, Director of Nursing & Quality

Appendices (list if applicable):

CQC Action Plan v1

Recommendation:
1. The Board is requested to review and approve the CQC Action Plan for submission to the CQC.
2. The Board is invited to review the planned delivery assurance arrangements and adjust as required.
Update to Draft Plan submitted with Board Pack
1.

The CQC Action Plan is set out within Appendix A, which
has been populated by clinical and managerial leads. These
responses have been reviewed and challenged by;
•

The Quality Governance team to achieve a consistent level of
quality across the many different authors and also to assess
the deliverability of the actions by the dates stated.

•

The CCG Quality Sub Group on 16 March 2015, at which the
TDA were also represented.

•

Informally with the regional CQC Inspection Manager on 20
March 2015

•

The Quality & Risk Management Committee at its meeting on
17 March and then a subsequent conference call with two of
the Non-Executive Directors, Rob Mould and Liz Redfern, on
23rd March.

•

A walkround within the Emergency Department hosted by
Juliette Hughes and Jane Hill undertaken by another Non-

North Bristol NHS Trust
change as a consequence of the decisions made at that
time.

Executive Director, Andy Willis and Paul Cresswell, focusing
on the changes made since the CQC Inspection.
•

6.

Reviews and ‘RAG’ rating assessments by the Director of
Nursing & Quality and the Medical Director on 23rd and 24th
March.

2.

Following the successful ‘Onwards Together’ week, some
significant steps were achieved in partnership working and
this has helped with the overhaul of the current Urgent Care
Plan, which has been submitted to the TDA and NHS
England. This also signposts some further actions that are
being finalised in more detail across the local health
community. These documents are cross-referenced within
the CQC Action plan and will be submitted as evidence to
the CQC to demonstrate the collaborative ownership of
improvements required.

3.

Following Trust Board review and any updates required the
plan will be submitted with a covering letter alongside the 3
documents relating to the Urgent Care Plan.

Further work will be undertaken to establish an ongoing
assurance framework that aligns to the new CQC
Fundamental Standards that take effect from 1st April 2015.
This will consider all of the actions within the current CQC
Plan to ensure they are appropriately encapsulated for
ongoing review.

Delivery of Actions & Assurance
4.

The ongoing leadership and assurance arrangements are
set out below. These have evolved since the original plan
due to concerns expressed by NEDs that sufficient pace
and grip would be difficult to ensure through monthly
committees. Hence the addition of a bi-monthly operational
review group has been proposed.

5.

The Trust Board will have direct oversight of the overall
plan, with a highlight reporting format to be developed that
will track delivery of actions that have fallen due in the
reporting period for each meeting. The operational delivery
arrangements will be discussed at Trust Board and may
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: CQC Inspection 2014 Action Plan
Introduction
North Bristol NHS Trust was inspected by the Care Quality Commission (CQC) from the 5th – 7th November 2014, with a subsequent unannounced and
th
out-of-hours visit on 17 November 2014.
A team of 51 CQC inspectors recruited from across the country reviewed numerous aspects of the Trust’s clinical and support services, covering the
registered locations; Southmead and Cossham Hospitals, HITU at Frenchay, CCHP, Community CAMHS and the Riverside Unit. They additionally visited
the off-site outpatients booking team at Trinity House, and SSD facility at the Quadrant.
The inspection was structured around the CQC’s 5 key questions for each of the 8 core services that they inspect; “are services safe, effective, caring,
responsive, and well-led?”
The Trust has been overall been assessed as ‘Requires Improvement’ by the CQC and was given 5 ‘Outstanding’ ratings, 36 ‘Good’ ratings, 25 ‘Requires
Improvement’ ratings and 2 ‘Inadequate’ ratings.
The Quality Summit was held on 6th February 2015 and the 7 final reports were published on 11th February 2015 and are available from
http://www.cqc.org.uk/provider/RVJ.

Governance Processes
Internal
• Trust Board directly approves CQC Action Plan & receives monthly assurance updates
• Quality Committee directly monitors and provides assurance on delivery of CQC actions
• QRMC provides NED led independent scrutiny
External
• CQC regulates delivery of CQC Action Plan
• System Flow Partnership will oversee Patient Flow related actions to ensure contributions across whole system are in line wit h plan.
• CCG Quality Sub Group will oversee non Patient Flow related actions.
• Other external stakeholders receive assurance on CQC Action Plan progress (reviewed and signed off by Trust Board)

NBT CQC Inspection 2014 - Action Plan
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Version Control
Version(s)

Approval

Drafts v1-11

Collation and consultative review as part of development process

V1

NBT Trust Board 26/03/15

V2

For updates in light of feedback from Trust Board.

Action Plan

submitted to CQC

27 March 2015

Internal Oversight Responsibilities
Theme

Exec lead(s)

Corporate lead

Overall Plan

Andrea Young, CEO

Paul Cresswell

Patient Flow

Kate Hannam, DO

Rosanna James

Patient Safety

Chris Burton, MD

Paul Cresswell

Patient Experience

Sue Jones, DN

June Hampton

Safe Staffing, Wellbeing &
Engagement

Sue Jones, DN
Harry Hayer, DPOH

Sarah Dodds
Emma Light

Training

Harry Hayer, DPOH

Jane Hadfield
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CQC Enforcement and Compliance Actions Status – Position at 27 March 2015
No. of Actions
Theme

Completed

On track

Regulation
Must

Should

Must

Should

Must

Should

Risk of nondelivery
Must

Should

Overdue /
Concern
Must

Should

th

Patient Flow

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

9

0

0

0

6

0

3

0

0

0

Patient Flow

Other Actions (#7-11)

2

3

0

1

2

2

0

0

0

0

3

2

0

0

3

1

0

1

0

0

1

1

0

0

1

1

0

0

0

0

1

3

0

0

0

3

1

0

0

0

2

3

0

0

1

2

1

1

0

0

4

1

0

1

4

0

0

0

0

0

1

0

1

0

0

0

0

0

0

0

Other Actions (#34-39)

1

5

0

2

1

3

0

0

0

0

Other Actions (#40-52)

1

12

0

0

1

10

0

2

0

0

5

6

0

1

4

4

1

1

0

0

4

5

1

0

3

5

0

0

0

0

34

41

2

5

26

31

6

5

0

0

Patient Safety
Patient Safety
Patient Safety
Patient Safety
Patient Safety
Patient Safety
Patient Safety
Patient Experience
Staffing Levels,
Wellbeing &
Engagement
Training

Compliance Action 2: Assessing and monitoring
the quality of service providers. (#12-16)
Compliance Action 3: Safeguarding people who
use services from abuse. (#17-18)
Compliance Action 4: Management of
medicines. (#19-22)
Compliance Action 5: Care and welfare of people
who use services (Records). (#23-27)
Compliance Action 6: Safety, availability and
suitability of equipment. (#28-32)
Compliance Action 7: Safety and suitability of
premises (HITU specific). (#33)

Compliance Action 8: Staffing. (# 53-63)
Compliance Action 8: Staffing.
Compliance Action 9: Supporting staff. (#64-72)

TOTAL
KEY – Action Confidence Assessment
Blue
= Completed
Green
= On-track
NBT
CQC Inspection 2014
- Action
Plan

Amber = Risk of non-delivery

Red = Overdue & cause for concern
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N.B. Many Actions have a number of components, with different completion dates. The Action Status will reflect all components and will only be
marked ‘completed’ if these have all been delivered.

GLOSSARY
AAU
AD
AEC
AGM
AWP
BCH
BNSSG
CCG
CCS
CD
COIC
DOLS
DTA
DTOC
eAIMS
ECIST
ED
EDIP
EDMT
ENP
EOL
F&PC
GM
GP
HALO

Acute Assessment Unit
Associate Director
Ambulatory Emergency Care
Assistant General Manager
Avon and Wiltshire Mental Health Partnership
Bristol Community Health
Bristol, North Somerset, South Gloucestershire
Clinical Commissioning Group
Core Clinical Services
Clinical Director
Control of Infection Committee
Deprivation of Liberty Safeguards
Decision To Admit
Delayed Transfer of Care
Electronic Accident & Incident Management System
Emergency Care Intensive Support Team
Emergency Department
Emergency Department Improvement
Emergency Department Management Team
Emergency Nurse Practitioner
End of Life
Finance & Performance Committee
General Manager
General Practitioner
Hospital Ambulance Liaison Officer

NBT CQC Inspection 2014 - Action Plan

HITU
HoN
HR&D
ISTC
LHPD
LOS
MHA
MIU
MLE
ORCP
QRMC
QUESTT
RAG
RAT
RTT
SGCCG
SOP
SRG
SWS
TDA
TTT
UCRP
W&Cs or WCH
WLI
WTE

Head Injury Therapies Unit
Head of Nursing
Human Resources & Development
Independent Sector Treatment Centre
Leaving Hospital Patient Database
Length of Stay
Mental Health Act
Minor Injuries Unit
Managed Learning Environment (NBT Training Record)
Operational Resilience and Capacity Plan
Quality Risk Management Committee
Quality, Effectiveness and Safety Trigger Tool
Red, Amber, Green
Rapid Assessment and Treat
Referral To Treatment
South Gloucestershire Clinical Commissioning Group
Standard Operating Procedure
System Review Group
Supervisory Ward Sisters
Trust Development Authority
Time To Triage
Urgent Care Recovery Plan
Women & Children’s
Waiting List Initiative
Whole Time Equivalent
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NBT Improvement Theme 1: Patient Flow
th

Enforcement Action: Warning Notice 16 December 2014. Regulation 9 HSCA 2008 (Regulated Activities) Regulations 2010 Care and welfare of people who use
services. There w ere restrictions, due to the capacity of the emergency zone, on the ability of the provider to provide prompt assessment of patients, diagnosis, care and treatment. Patients w aited too long in the
emergency zone and w ere sometimes accommodated inappropriately in the Seated Assessment Area which was not designed or equipped to accommodate patients for extended and/or overnight stays. This meant the
provider had not taken proper steps to ensure that patients w ere protected against the risks of receiving unsafe or inappropriate care or treatment.

Compliance Action 1: Regulation 9 HSCA 2008 (Regulated Activities) Regulations 2010 Care and welfare of people who use services. There w ere insufficient beds to move
patients from critical care w hen they no longer required that intensity of care. Patients in the emergency department w aited too long for a mental health assessment. The discharge of medical and surgical patients w as
not alw ays planned effectively, delaying their discharge when they were fit to be discharged. Medical and surgical patients w ere not alw ays cared for in the most appropriate w ards for their needs. Review s were not
alw ays undertaken in a timely manner.
CQC
Compliance
Action Ref.

Action required by CQC

Actions with System Partners
1. Take action, with others as needed, to
improve the flow of patients into, through
and from the hospital. This includes:
EA
a.

ensuring that patients are cared for in
the most appropriate place and are
supported to leave hospital when they
are ready to do so.

b.

ensuring there is capacity in the hospital
so that patients can be admitted to and
discharged from critical care at the
optimal time for their health and
wellbeing. This includes a robust
hospital-wide system of bed
management.

c.

ensuring that patients arriving at the
emergency department by ambulance
do not have to queue outside the
department because there is no
capacity to accommodate them in
clinical areas of the emergency zone.

d.

ensuring that the discharges of medical
and surgical patients are always
planned effectively to avoid delaying
discharge when medically fit to leave.

NBT CQC Inspection 2014 - Action Plan

Service
Area

Trustwide

Actions

Lead(s)
Responsible

Completion
Due Date

Outcome/Success
Criteria
(including ongoing
assurance)

Strengthened collaborative actions to improve
System Flow, which impact upon all of these
‘must dos’ and will drive compliance with the
Enforcement Action have been agreed across
the health system. They are set out within the
System Flow Partnership Key Priorities
Action Plan and covering letter to the Trust
Development Authority and NHS England
dated 20/03/2015.
Four themes have been designated;
1. Admission Avoidance:
2. Internal Flow:
3. Enabling Discharge:
4. Frailty Pathway

ED

Responsibilities, actions, impact measures and
milestones are set out in detail within the plan,
which is embedded in this document.

Latest date
in each
Plan

Lead responsibilities are as follows;
1. Admission Avoidance
 GP Support Service (GPSS) – SGCCG
 Cluster working for admission avoidance –
Sirona
 REACT at front door – BCH
 Emergency Zone – NBT

SGCCG
Sirona

14/04/15
26/06/15

Set out in plan
Set out in plan

BCH
Sam Patel,

08/06/15
29/05/15

Set out in plan
Set out in plan
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NBT Improvement Theme 1: Patient Flow
th

Enforcement Action: Warning Notice 16 December 2014. Regulation 9 HSCA 2008 (Regulated Activities) Regulations 2010 Care and welfare of people who use
services. There w ere restrictions, due to the capacity of the emergency zone, on the ability of the provider to provide prompt assessment of patients, diagnosis, care and treatment. Patients w aited too long in the
emergency zone and w ere sometimes accommodated inappropriately in the Seated Assessment Area which was not designed or equipped to accommodate patients for extended and/or overnight stays. This meant the
provider had not taken proper steps to ensure that patients w ere protected against the risks of receiving unsafe or inappropriate care or treatment.

Compliance Action 1: Regulation 9 HSCA 2008 (Regulated Activities) Regulations 2010 Care and welfare of people who use services. There w ere insufficient beds to move
patients from critical care w hen they no longer required that intensity of care. Patients in the emergency department w aited too long for a mental health assessment. The discharge of medical and surgical patients w as
not alw ays planned effectively, delaying their discharge when they were fit to be discharged. Medical and surgical patients w ere not alw ays cared for in the most appropriate w ards for their needs. Review s were not
alw ays undertaken in a timely manner.
CQC
Compliance
Action Ref.

Action required by CQC

Service
Area

Actions

Lead(s)
Responsible

Completion
Due Date

Outcome/Success
Criteria
(including ongoing
assurance)

CD Medicine
Leilah Dare,
ED Speciality
Lead
2. Internal Flow
 Better Board Round – NBT
 Integrated Discharge Team – Bristol CCG
(with support of all partners)
 Elgar’s function & partnership working
(NBT & Sirona)

3. Enabling Discharge
 Demand & Capacity modelling – SGCCG
for external partners & internal modelling –
NBT

NBT CQC Inspection 2014 - Action Plan

Ops &
Directorates
Bristol CCG

30/10/15
(Lorenzo)
01/05/15

Sirona &
Rosanna
James,
Deputy Dir.
Ops

30/06/15

SGCCG /
Kate Hannam,
Dir. Ops/
Rosanna
James,
DDOps

 Discharge to Assess (D2A) - SGCCG with
support of all partners

SGCCG/David
Allison, GM,
Medicine

 Criteria led Discharges - NBT

David Allison,
GM, Medicine
/ Rosanna

Set out in plan
Set out in plan
Set out in plan

29/05/15

Set out in plan

30/10/15

Set out in plan

29/05/15

Set out in plan
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NBT Improvement Theme 1: Patient Flow
th

Enforcement Action: Warning Notice 16 December 2014. Regulation 9 HSCA 2008 (Regulated Activities) Regulations 2010 Care and welfare of people who use
services. There w ere restrictions, due to the capacity of the emergency zone, on the ability of the provider to provide prompt assessment of patients, diagnosis, care and treatment. Patients w aited too long in the
emergency zone and w ere sometimes accommodated inappropriately in the Seated Assessment Area which was not designed or equipped to accommodate patients for extended and/or overnight stays. This meant the
provider had not taken proper steps to ensure that patients w ere protected against the risks of receiving unsafe or inappropriate care or treatment.

Compliance Action 1: Regulation 9 HSCA 2008 (Regulated Activities) Regulations 2010 Care and welfare of people who use services. There w ere insufficient beds to move
patients from critical care w hen they no longer required that intensity of care. Patients in the emergency department w aited too long for a mental health assessment. The discharge of medical and surgical patients w as
not alw ays planned effectively, delaying their discharge when they were fit to be discharged. Medical and surgical patients w ere not alw ays cared for in the most appropriate w ards for their needs. Review s were not
alw ays undertaken in a timely manner.
CQC
Compliance
Action Ref.

Action required by CQC

Service
Area

Actions

Lead(s)
Responsible

Completion
Due Date

Outcome/Success
Criteria
(including ongoing
assurance)

James,
DDOps
4. Frailty Pathway - Bristol CCG, all partners

System Flow Delivery - Governance
The governance arrangements for the system
flow Partnership have been reviewed and
clarified. Learning from the Onwards Together
week suggests that the representatives from
each organisation that formed Silver Command
were integral to being able to react quickly to
sort out issues that were causing problems
with patient flow. It was a very senior team that
over the course of the week developed much
closer working relationships and increased
their knowledge of each organisation’s
perspectives, constraints and issues.

Bristol CCG /
Kate Hannam,
Dir. Ops

29/05/15

Set out in plan

The same people make up the Operational and
Delivery Group and will oversee the
implementation of the plan. This Operational
and Delivery Group will meet formally weekly
and report as it presently does into System
Flow Partnership.
Escalation of issues will be via System Flow
Partnership to the Top Team Leadership
meetings.
NBT CQC Inspection 2014 - Action Plan
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NBT Improvement Theme 1: Patient Flow
th

Enforcement Action: Warning Notice 16 December 2014. Regulation 9 HSCA 2008 (Regulated Activities) Regulations 2010 Care and welfare of people who use
services. There w ere restrictions, due to the capacity of the emergency zone, on the ability of the provider to provide prompt assessment of patients, diagnosis, care and treatment. Patients w aited too long in the
emergency zone and w ere sometimes accommodated inappropriately in the Seated Assessment Area which was not designed or equipped to accommodate patients for extended and/or overnight stays. This meant the
provider had not taken proper steps to ensure that patients w ere protected against the risks of receiving unsafe or inappropriate care or treatment.

Compliance Action 1: Regulation 9 HSCA 2008 (Regulated Activities) Regulations 2010 Care and welfare of people who use services. There w ere insufficient beds to move
patients from critical care w hen they no longer required that intensity of care. Patients in the emergency department w aited too long for a mental health assessment. The discharge of medical and surgical patients w as
not alw ays planned effectively, delaying their discharge when they were fit to be discharged. Medical and surgical patients w ere not alw ays cared for in the most appropriate w ards for their needs. Review s were not
alw ays undertaken in a timely manner.
CQC
Compliance
Action Ref.

Action required by CQC

Service
Area

2. Improve performance in relation to the
time patients wait to be assessed and the
time they remain in the emergency
department.

ED

Actions

(EDIP 4.1) Implement 2nd triage nurse with
dedicated room at times of high activity.
Ensure prompt and safe triage for all
ambulance arrivals prior to immediate
signposting and exit from crossroads corridor.

Lead(s)
Responsible

Completion
Due Date

Matt Crabtree,
ED Ward
Manager

30/04/15

NBT CQC Inspection 2014 - Action Plan

Pilot evaluation &
best option enacted.
TTT of 15 minutes
met for all patients.
Observational
audits. IPS & TTT
metrics; acute flow
dashboard.

(EDMT Plan) A 3 option pilot triage process is
being evaluated to select the clinically safest
one for implementation. The Nurse CoOrdinator and ENP in charge of Minors to
monitor triage times and flex staff to ensure 15
min target is met wherever possible.
The selected approach will also include
ensuring that the data capture of TTT routinely
reflects actual practice – both in short term
(manually) and longer term via Cerner & then
Lorenzo.

EA

Outcome/Success
Criteria
(including ongoing
assurance)

Ongoing review: ED
Management Team
(weekly).

(EDIP 8.1) Develop triggers internally to
commence rapid assessment and treat (RATs).
Recruit into ED Consultant posts. Provide
consistent RATs 9am-10pm, Monday-Friday.
Optimise use of M1/M2 cubicles.

Leilah Dare, ED
Specialty Lead

30/04/15

(EDIP 10.1) Enforce IPS across all
Directorates and Specialties. If a clinician
cannot attend in 30 minutes, the ED team will
arrange transfer to their specialty assessment
area where clinically appropriate. Escalate
non-compliance to clinical lead/CD/Exec level.

Leilah Dare, ED
Specialty Lead

30/04/15

RATs to be
implemented
consistently to
deliver safe care
and enable meeting
ED IPS.
95% reviews within
30 minutes of
referral.
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NBT Improvement Theme 1: Patient Flow
th

Enforcement Action: Warning Notice 16 December 2014. Regulation 9 HSCA 2008 (Regulated Activities) Regulations 2010 Care and welfare of people who use
services. There w ere restrictions, due to the capacity of the emergency zone, on the ability of the provider to provide prompt assessment of patients, diagnosis, care and treatment. Patients w aited too long in the
emergency zone and w ere sometimes accommodated inappropriately in the Seated Assessment Area which was not designed or equipped to accommodate patients for extended and/or overnight stays. This meant the
provider had not taken proper steps to ensure that patients w ere protected against the risks of receiving unsafe or inappropriate care or treatment.

Compliance Action 1: Regulation 9 HSCA 2008 (Regulated Activities) Regulations 2010 Care and welfare of people who use services. There w ere insufficient beds to move
patients from critical care w hen they no longer required that intensity of care. Patients in the emergency department w aited too long for a mental health assessment. The discharge of medical and surgical patients w as
not alw ays planned effectively, delaying their discharge when they were fit to be discharged. Medical and surgical patients w ere not alw ays cared for in the most appropriate w ards for their needs. Review s were not
alw ays undertaken in a timely manner.
CQC
Compliance
Action Ref.

CA 1

Action required by CQC

Service
Area

3. Work with healthcare partners to ensure
people with mental health needs who attend
the emergency department out of hours
receive prompt and effective support from
appropriately trained staff to meet their
needs.

ED

Actions

(EDIP 9.1) Appointment of psychiatry post at
NBT. Explore with AWP option for appointing
locum during the recruitment gap. Review and
refine SOP with AWP and internal systems to
ensure patients are managed in the most
appropriate environment.
(EDIP 9.2) Finalise workforce plan for mental
health liaison/psychiatry.

4. Reduce the number of operations
cancelled.

Trustwide

CA 1

Completion
Due Date

Sam Patel, CD,
Medicine.
Adam Brown,
Mental Health
Lead, ED

30/04/15

ED MH Plan
approved and
enacted, inc. SLAs
developed with
AWP and CAMHS.
MHA within 4 hrs

Completed

Medicine Psychiatry
speciality team
established.

David Allison,
GM, Medicine/
Sam Patel, CD,
Medicine

The two primary causes of cancelled
operations have been;
i) Difficulties ensuring the right kit was
available to undertake the procedure.
ii) Lack of available beds due to challenges
around patient flow.
Within this Action Plan a detailed responses
have been provided (Action Numbers 28 and
29) to address theatre kit availability and
cleanliness in response to Compliance Action

Reductions in
Cancellation
Operations (same
day, non-clinical
reasons)
See Actions 28
& 29

6: Regulation 16 HSCA 2008 (Regulated
Activities) Regulations 2010 Safety, availability
and suitability of equipment.

Actions provided in response to

Enforcement Action Warning Notice 16th
December 2014. Regulation 9 HSCA 2008
(Regulated Activities) Regulations 2010 Care and
NBT CQC Inspection 2014 - Action Plan

Outcome/Success
Criteria
(including ongoing
assurance)

Lead(s)
Responsible

Improvement
towards zero breach
of 28 day re-booking
for cancelled
operations.

See Actions 1A
& 1D
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NBT Improvement Theme 1: Patient Flow
th

Enforcement Action: Warning Notice 16 December 2014. Regulation 9 HSCA 2008 (Regulated Activities) Regulations 2010 Care and welfare of people who use
services. There w ere restrictions, due to the capacity of the emergency zone, on the ability of the provider to provide prompt assessment of patients, diagnosis, care and treatment. Patients w aited too long in the
emergency zone and w ere sometimes accommodated inappropriately in the Seated Assessment Area which was not designed or equipped to accommodate patients for extended and/or overnight stays. This meant the
provider had not taken proper steps to ensure that patients w ere protected against the risks of receiving unsafe or inappropriate care or treatment.

Compliance Action 1: Regulation 9 HSCA 2008 (Regulated Activities) Regulations 2010 Care and welfare of people who use services. There w ere insufficient beds to move
patients from critical care w hen they no longer required that intensity of care. Patients in the emergency department w aited too long for a mental health assessment. The discharge of medical and surgical patients w as
not alw ays planned effectively, delaying their discharge when they were fit to be discharged. Medical and surgical patients w ere not alw ays cared for in the most appropriate w ards for their needs. Review s were not
alw ays undertaken in a timely manner.
CQC
Compliance
Action Ref.

Action required by CQC

Service
Area

Actions

Lead(s)
Responsible

Completion
Due Date

ED Matron /
CD Medicine

Complete

Outcome/Success
Criteria
(including ongoing
assurance)

welfare of people who use services. AND
Compliance Action 1: Regulation 9 HSCA 2008
(Regulated Activities) Regulations 2010 Care and
welfare of people who use services &
Compliance Action 1 address bed availability.

Specifically Action numbers 1A & 1D.
Additional actions to utilise external capacity;
 Increased day case use,
 increased use of Cotswold,
 increased use of ISTCs,
 Waiting List Initiatives
NBT Internal Actions
5. Ensure that the Seated Assessment Area
is used appropriately for the short-term
assessment, diagnosis and treatment of
patients who are not expected to be
admitted. If patients require a lengthy or
overnight stay, they must be accommodated
in an appropriately equipped ward that
EA
provides same-sex accommodation to
ensure their dignity is protected.

ED

(EDIP 1.1) Determine other safer areas in
emergency zone to review, observe and care
for ED patients safely until bed capacity
becomes available for patients with decisions
to admit. Locations affording 'better place of
safety' might include Majors; MIU; AEC; AAU
GP assessment area. Once available capacity
in each area agreed and confirmed, rewrite
and deploy ED surge SOP.
(EDIP 5.1) Task and finish group to define and
agree function of AEC (Ambulatory Emergency
Care) area, LOS and patient appropriate
categories. Utilise ECIST and AEC network to

NBT CQC Inspection 2014 - Action Plan

Daily internal audit daily escalation
sheets.
eAIMS submitted if
>10 in corridor and
escalated at Safety
Briefings

Rosanna
James, deputy
Dir. Of
Operations

31/05/15

AEC Network
attendance 24/3/15.

ED Matron /
Page 10 of 43

NBT Improvement Theme 1: Patient Flow
th

Enforcement Action: Warning Notice 16 December 2014. Regulation 9 HSCA 2008 (Regulated Activities) Regulations 2010 Care and welfare of people who use
services. There w ere restrictions, due to the capacity of the emergency zone, on the ability of the provider to provide prompt assessment of patients, diagnosis, care and treatment. Patients w aited too long in the
emergency zone and w ere sometimes accommodated inappropriately in the Seated Assessment Area which was not designed or equipped to accommodate patients for extended and/or overnight stays. This meant the
provider had not taken proper steps to ensure that patients w ere protected against the risks of receiving unsafe or inappropriate care or treatment.

Compliance Action 1: Regulation 9 HSCA 2008 (Regulated Activities) Regulations 2010 Care and welfare of people who use services. There w ere insufficient beds to move
patients from critical care w hen they no longer required that intensity of care. Patients in the emergency department w aited too long for a mental health assessment. The discharge of medical and surgical patients w as
not alw ays planned effectively, delaying their discharge when they were fit to be discharged. Medical and surgical patients w ere not alw ays cared for in the most appropriate w ards for their needs. Review s were not
alw ays undertaken in a timely manner.
CQC
Compliance
Action Ref.

Action required by CQC

6. Ensure medical and surgical patients are
cared for in the most appropriate wards for
their needs, and that reviews are always
undertaken in a timely manner.

Service
Area

Medicine
Surgery

Actions

Lead(s)
Responsible

support development focus and direction.

CD Medicine

(EDIP 10.1) Enforce IPS across all
Directorates and Specialties. If a clinician
cannot attend in 30 minutes, the ED team will
arrange transfer to their specialty assessment
area where clinically appropriate. Escalate
noncompliance to clinical lead/CD/Exec level.

ED Matron /
CD Medicine

30/04/15

Rosanna
James, deputy
Dir. Of
Operations/
Operations
Team

30/06/15

Outcome/Success
Criteria
(including ongoing
assurance)
EDMT to monitor
compliance of use of
AEC via AEC
dashboard.
95% reviews within
30 minutes of
referral.

Immediate action was taken during the original
inspection to strengthen the management of
outlying patients from Medicine Directorate.

CA 1

Placement within the right area for each
patient’s needs is a function of effective
operational bed management within the
context of the demands of managing overall
patient flow.

N/a

Completion
Due Date

7. Take action to address the problem of the
backlog of unreported images and ensure
that systems are in place to prevent such a
backlog occurring in the future.

Core
Clinical
Services

There has been an improvement in the position
of unreported images. At the time of the
Inspection the reported position for the 12
month prior period was 4,642 unreported
events, this had reduced for the period
01.01.2014 – 31.12.2014 to 1,300.
1. A revised process for allocating outpatient

NBT CQC Inspection 2014 - Action Plan

Minimal outliers
tracked through
daily Sitrep

Dr Mark

1. 16/03/15
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NBT Improvement Theme 1: Patient Flow
th

Enforcement Action: Warning Notice 16 December 2014. Regulation 9 HSCA 2008 (Regulated Activities) Regulations 2010 Care and welfare of people who use
services. There w ere restrictions, due to the capacity of the emergency zone, on the ability of the provider to provide prompt assessment of patients, diagnosis, care and treatment. Patients w aited too long in the
emergency zone and w ere sometimes accommodated inappropriately in the Seated Assessment Area which was not designed or equipped to accommodate patients for extended and/or overnight stays. This meant the
provider had not taken proper steps to ensure that patients w ere protected against the risks of receiving unsafe or inappropriate care or treatment.

Compliance Action 1: Regulation 9 HSCA 2008 (Regulated Activities) Regulations 2010 Care and welfare of people who use services. There w ere insufficient beds to move
patients from critical care w hen they no longer required that intensity of care. Patients in the emergency department w aited too long for a mental health assessment. The discharge of medical and surgical patients w as
not alw ays planned effectively, delaying their discharge when they were fit to be discharged. Medical and surgical patients w ere not alw ays cared for in the most appropriate w ards for their needs. Review s were not
alw ays undertaken in a timely manner.
CQC
Compliance
Action Ref.

Action required by CQC

Service
Area

Actions

Lead(s)
Responsible

reporting on a daily basis to individual or
group folders has been agreed with the
Radiologists in the department to ensure
reporting demands are met within an
acceptable time frame ( with a standard of a
maximum of 2 weeks from the event)
2. The remaining backlog continues to be
addressed by Radiologists and a reporting
radiographer performing reporting sessions
in their own time. It is expected that there
will be no outstanding reports related to
2014 attendances by the end of April 2015

Thornton
Specialty lead

3. Regular monitoring of the unreported
workload to highlight any areas where
backlogs may occur

Sean Fry
AGM

Sean Fry
AGM &
Dr Mark
Thornton
Specialty lead

Completion
Due Date

Outcome/Success
Criteria
(including ongoing
assurance)
Routine monitoring
by the clerical team
with responsibility
for allocating the
work

2. 30/04/15

3. 30/6/15
On-going

No outstanding
reports from 2014
imaging events

Described within the
SoP for the
allocation process
Regular review of
the outstanding
reporting position at
the imaging
management team

N/a

8. Continue to take action on, and monitor
the patient appointment request backlog and
ensure that systems are in place to prevent
such a backlog occurring in the future.

NBT CQC Inspection 2014 - Action Plan

Outpatients

Significant improvements have been made
since Inspection in November, when there
were approx. 40,000 patients on the request
list. This has now reduced to 17,000 patients,
for which the majority of cases are being
booked into appointments from July to Sept
2015. These bookings will be made by the end

Claire
Weatherall, GM,
R&O

Page 12 of 43

NBT Improvement Theme 1: Patient Flow
th

Enforcement Action: Warning Notice 16 December 2014. Regulation 9 HSCA 2008 (Regulated Activities) Regulations 2010 Care and welfare of people who use
services. There w ere restrictions, due to the capacity of the emergency zone, on the ability of the provider to provide prompt assessment of patients, diagnosis, care and treatment. Patients w aited too long in the
emergency zone and w ere sometimes accommodated inappropriately in the Seated Assessment Area which was not designed or equipped to accommodate patients for extended and/or overnight stays. This meant the
provider had not taken proper steps to ensure that patients w ere protected against the risks of receiving unsafe or inappropriate care or treatment.

Compliance Action 1: Regulation 9 HSCA 2008 (Regulated Activities) Regulations 2010 Care and welfare of people who use services. There w ere insufficient beds to move
patients from critical care w hen they no longer required that intensity of care. Patients in the emergency department w aited too long for a mental health assessment. The discharge of medical and surgical patients w as
not alw ays planned effectively, delaying their discharge when they were fit to be discharged. Medical and surgical patients w ere not alw ays cared for in the most appropriate w ards for their needs. Review s were not
alw ays undertaken in a timely manner.
CQC
Compliance
Action Ref.

Action required by CQC

Service
Area

Actions

Lead(s)
Responsible

of March.

Completion
Due Date
31/03/15

That will leave approx. 5,000 patients pending
at the start of 2015/16.
Ongoing actions to manage and prevent future
backlog;

Restructure of the management team to
provide consistent senior support to the
centralised booking team.

5 WTE staff recruited to the centralised
outpatients team to validate and reduce the
outpatients request queues.

Standard operating procedure is in place
for monitoring reduced request queues,
with routinely reviewed request queue
monitoring report.

Capacity and demand planning in all
specialties and directorate to reduce the
requirement for follow up request queues.

N/a

N/a

9. (Should Do) Review and amend the
standing operating procedure for the
emergency zone and the standing operating
procedure for triage in the emergency zone
to accurately reflect current practice.
10. (Should Do) Continue to develop and
NBT CQC Inspection 2014 - Action Plan

30/11/15

30/11/15

Outcome/Success
Criteria
(including ongoing
assurance)
Reduced request
queues are
monitored at weekly
performance
meetings and
Outpatients Board.
Outpatients action
plan reviewed at
Outpatients Board.

Reductions in
pending
appointment
volumes.

ED

Formalise process with laminated RAG triage
task list produced and disseminated to all
nursing staff.

Juliette Hughes,
Matron, ED /
Matt Crabtree,
ED Ward
Manager

Completed

SOPs in place.

Outpatients

 5 WTE staff recruited to the centralised

Claire
Weatherall, GM,

01/04/15

Request queue
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NBT Improvement Theme 1: Patient Flow
th

Enforcement Action: Warning Notice 16 December 2014. Regulation 9 HSCA 2008 (Regulated Activities) Regulations 2010 Care and welfare of people who use
services. There w ere restrictions, due to the capacity of the emergency zone, on the ability of the provider to provide prompt assessment of patients, diagnosis, care and treatment. Patients w aited too long in the
emergency zone and w ere sometimes accommodated inappropriately in the Seated Assessment Area which was not designed or equipped to accommodate patients for extended and/or overnight stays. This meant the
provider had not taken proper steps to ensure that patients w ere protected against the risks of receiving unsafe or inappropriate care or treatment.

Compliance Action 1: Regulation 9 HSCA 2008 (Regulated Activities) Regulations 2010 Care and welfare of people who use services. There w ere insufficient beds to move
patients from critical care w hen they no longer required that intensity of care. Patients in the emergency department w aited too long for a mental health assessment. The discharge of medical and surgical patients w as
not alw ays planned effectively, delaying their discharge when they were fit to be discharged. Medical and surgical patients w ere not alw ays cared for in the most appropriate w ards for their needs. Review s were not
alw ays undertaken in a timely manner.
CQC
Compliance
Action Ref.

Action required by CQC

Service
Area

improve the centralised booking system with
increased staffing and training. This should
include reducing the backlog of appointment
requests referrals.

11. (Should Do) Improve access and flow
through the maternity service to ensure
capacity meets demand.

N/a

NBT CQC Inspection 2014 - Action Plan

Actions
outpatients team to validate and reduce the
outpatients request queues.
 Training is being delivered for all centralised
outpatients staff in RTT requirements.
 Capacity and demand planning in all
specialities and directorates to meet demand
forecasts for 15/16.
 RTT training plan for all North Bristol NHS
Trust staff.

Maternity

Capacity actions are focused on smoothing
flow across existing services, bolstering
staffing and revisiting workforce strategy;
1. Encouraging all healthy well women to
give birth in birth centres, thus
preserving as much acute capacity at
Southmead as feasible.
2. New staffing models and improved
staffing recruitment programme commenced rolling program to recruit
staff to 124%.
3. A program is being rolled out to obtain
staff input, regarding W&CS
Directorate strategy, the new 5 year
forward plan and CQC results shape
the future workforce by ensuring that
we have’ the right staff in the right
place at the right time’.

Lead(s)
Responsible

Completion
Due Date

R&O

and
ongoing

Alison Moroz
and Rosanna
James

Ongoing

Outcome/Success
Criteria
(including ongoing
assurance)
monitoring report
taken to outpatients
board. - Reduced
request queue
volumes.
Capacity and
demand monitoring
at weekly
performance
meetings.

Julia James,
GM, WCH
Lisa Marshall,
HoN, Maternity
Matrons

1. 31/12/15

Reduction in
Maternity closures

2. 31/12/15

Monitored via:
1. Maternity
Dashboard/
outcomes.
2. Friends and
family test.

3. 31/12/15
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NBT Improvement Theme 2: Patient Safety
Compliance Actions: Six compliance actions listed below
CQC
Compliance
Action Ref.

Action required by CQC

Service
Area

Actions

Lead(s)
Responsible

Completion
Due Date

Outcome/Success
Criteria
(including ongoing
assurance)

Incident Reporting
Compliance Action 2: Regulation 10 HSCA 2008 (Regulated Activities) Regulations 2010 Assessing and monitoring the quality of service providers . We saw inconsistent evidence of
incident reporting and feedback to staff. We saw no evidence of incident reporting taking place at the Head Injury Therapy Unit and that staff had little understanding of the policy.

12. Ensure that all incidents are
reported and investigated, and
that feedback is provided to
staff about incidents they have
reported.

CA 2

NBT CQC Inspection 2014 - Action Plan

Trustwide

This requires a combination of using the existing
system effectively and supporting this through the
central clinical risk management team and
committee.
1. The eAIMs system provides all reporters with
mandatory feedback on individual reports
automatically. This will be re-emphasised to all
staff.
2. A review and closure of historic incidents reported
prior to the move to the new Hospital will be
tackled via an incident amnesty to reduce excess
reminder emails that cloud the focus on current
incidents.
3. CRC will receive monthly updates on the current
status of incidents that have not been managed in
a timely way. This information will also be fed
back for actions to be implemented at Directorate
level.
4. Since the CQC Inspection, training has been
delivered to senior staff regarding incident
reporting triggers with the aim for information
dissemination. This has included midwives on site
and in the community, school nurses, Core
clinical Services Sisters / matrons meetings, ITU
sisters meetings. Surgical sisters meetings,
Pharmacy, Ulysses user group. RCA training
sessions.
5. An E Learning module for incident reporting is in
development for all staff to complete. A Test
version is being drafted, for pilot testing by

Fiona Barnard,
Patient Safety Lead
Ann Remmers,
Chair Clinical Risk
Committee

1.Completed

2. 01/04/15

3. 30/04/15

4. Ongoing

Ongoing decreasing trend in
unmanaged
reports.
Agreed at CRC
6/3/15 as future
standing item.
Training records &
improved incident
reporting and
closure of reports.

Finalised MLE
package
5. Pilot
30/04/15
Rollout
31/07/15

Training records to
track completion
across Trust.
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NBT Improvement Theme 2: Patient Safety
Compliance Actions: Six compliance actions listed below
CQC
Compliance
Action Ref.

Action required by CQC

Service
Area

Actions

Lead(s)
Responsible

Completion
Due Date

Clare Kendall,
Palliative Care Lead

1. In place

Outcome/Success
Criteria
(including ongoing
assurance)

30/04/2015. This will subsequently be reviewed at
the Trust induction / mandatory training steering
group prior to roll out.
13. Ensure the specialist
palliative care team
consistently report medication
errors.

Palliative
Care

CA 2

CA 2

N/a

14. Ensure that all staff at the
Head Injury Therapy Unit
understand the incident
reporting policy and report all
incidents.
15. (Should Do) Review
reported incidents to ensure
they represent a full and
accurate reflection of the
events within the service.

NBT CQC Inspection 2014 - Action Plan

HITU

Trustwide

A review will be undertaken collaboratively between
Pharmacy and the Palliative Care Team to review the
NHS England Alert: PSA/D/2014/005: “Improving
medication error incident reporting and learning”
linked with role of NBT Medication Safety Officer ;
1. In line with existing practice, the team will complete
an eAIMS at any time an error is identified where
there is potential for patient harm.
2. A consistent reporting basis for lower risk
medication errors will be established by conducting
a 2 week baseline audit of medication errors in the
patients seen by the SPCT in early April. This will
be reviewed via the Patient Safety Group and a
threshold agreed for escalation with eAIMS.

eAIMs reported,
actioned and
closed.
Baseline audit

Clare Kendall &
Jane Smith,
Medication Safety
Lead

2.15/05/15

Clinical Risk team will deliver incident report training
for HITU staff and submission of incidents will be
tracked subsequently to provide evidence of effective
use of system in practice.

Fiona Barnard,
Patient Safety Lead
Emma Hale, Clinical
Lead, HITU

30/04/15

Training delivered.

31/07/15

Incidents submitted
and acted upon.

1. The Trust’s incident reporting system was reviewed

Fiona Barnard,
Patient Safety Lead

1. In place

Fewer enquiries
received by the
Clinical Risk team
as staff gain
familiarity with the
new set up.
Report production

just prior to the CQC Inspection in October 2014.
The review included a comprehensive list of
triggers for incident reporting to provide a better
focus for those raising them within the system. This
has now embedded more consistently.
2. The Clinical Risk Team is developing a report of
th
incident reporting trends to present to CRC on 10

30/06/15

2.CRC
30/04/15

Agreed threshold
implemented

Directorates
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NBT Improvement Theme 2: Patient Safety
Compliance Actions: Six compliance actions listed below
CQC
Compliance
Action Ref.

Action required by CQC

Service
Area

Actions

Lead(s)
Responsible

April 2015 and will develop this further for
directorate level roll out.
16. (Should Do) Demonstrate
learning and improvements
from remedial actions.

Trustwide

N/a

A range of actions are being developed to shift to a
proactive approach to the incidents and actions
reported.
1. A regular patient safety newsletter will be
introduced for all Trust staff to include learning
from incidents and provide feedback on actions
regarding incident trends.
2. The Clinical Risk Web Site is being reviewed,
linked to the redevelopment of the Clinical
Governance site to include RCA synopses that will
regularly be highlighted to staff to highlight
improvements required and actions underway.
3. Baseline audit to be conducted by Clinical Risk
Team to track evidence of learning and
improvement from incidents reported, including
range of Never Events, Serious Incidents and
lower level incidents. This will be run centrally and
reviewed at CRC with a view of subsequently
devolving this to clinical directorates for ongoing
assurance.

Fiona Barnard,
Patient Safety Lead

Completion
Due Date

Outcome/Success
Criteria
(including ongoing
assurance)

Directorate
reports
31/05/15

reviewing coverage
and content of
incidents raised.

1.31/05/15

Reviewed at CRC.

2. 31/05/15

Reviewed at CRC.

3. 30/06/15

Periodic audits to
review action taken
for sample of
closed incidents/
action plans.
Reported to CRC.

Safeguarding & Mental Capacity
Compliance Action 3: Regulation 11 HSCA 2008 (Regulated Activities) Regulations 2010 Safeguarding people who use services from abuse. Deprivation of Liberty Safeguards in critical care
in w ere not in accordance with the provisions of the Mental Capacity Act 2005. In medicine not all staff were area of which patients had a Deprivation of Liberty Safeguard in place.

CA 3

17. Ensure it acts in full
accordance with the law as it
relates to the Deprivation of
Liberty Safeguards and the
Mental Capacity Act 2005.

Trustwide

The Trust has taken further legal advice and also
feedback from other NHS trusts in their interpretation
of the Cheshire West ruling and its practical
application within an Intensive Care environment.
1. Firstly a test of change for the new process has
been agreed, a revised Flowchart describing the

NBT CQC Inspection 2014 - Action Plan

Gareth Wrathall,
Lead Consultant

1. 20/04/15
(test of change

Outcome from Test
of change and new
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NBT Improvement Theme 2: Patient Safety
Compliance Actions: Six compliance actions listed below
CQC
Compliance
Action Ref.

Action required by CQC

Service
Area

Ensure suitable arrangements
in place within Critical Care

Actions
planned approach drafted. This will commence
th
within ICU from 8 April 2015.
2. Following review and agreement of the outcome,
the Consent and DoLS Policies will be rewritten
so that they cross refer. Draft Restraint Policy to
be written and cross referred to Consent and
DoLS Policy.

Ensure all staff in medicine are
aware of which patients have a
DOLs in place.

Lead(s)
Responsible

Completion
Due Date

Intensivist

in ICU
concluded)

Sean Collins, Adult
Safeguarding Lead

2. 31/05/15
(new policies
re-drafted)

Sean Collins, Adult
Safeguarding Lead

3. The accompanying flow chart Flow chart is being
redesigned by Adult Safeguarding Lead to be
complete by 13/05/2015.
Medicine
4. The review of any DOLs within the ward
environment will be added to the Matrons
Walkround checks already undertaken.
5. Compliance with this requirement will be
reviewed through the above mechanism on an
ongoing basis.

N/a

18. (Should Do) Make sure that
all wards have the correct
consent form in place for staff
to use when caring for patients
who lack capacity to consent to
treatment and surgery.

NBT CQC Inspection 2014 - Action Plan

Trustwide

1. Consent forms are only used for surgery. Clinical

Staff to be aware when patients lack mental
capacity and to record significant intervention
either in the medical record or using the Trust
Mental Capacity Recording form. Compliance to
be assured by Head of Nursing and Clinical
Directors.
2. Consent Compliance will be reviewed within the
context of current and future Clinical Audit plans.

Andrea Scott,
Clinical Matron for
Practice
Development
Sam Patel, Clinical
Director and
Christine Morgan,
Medicine, Head of
Nursing, Medicine
Clinical Directors
and Heads of
Nursing

Paul
Cresswell/Frank
Hamill

3. 13/05/15
(Flow Chart
completed /
issued)

Outcome/Success
Criteria
(including ongoing
assurance)
process approved.
Revised DOLs
documentation to
guide and
demonstrate
clinical application
in practice.

4. 31/03/15

5. 30/04/15

1. 31/07/15

Clinical Audit Consent
compliance &
actions to address
gaps.

2. 31/07/15
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NBT Improvement Theme 2: Patient Safety
Compliance Actions: Six compliance actions listed below
CQC
Compliance
Action Ref.

Action required by CQC

Service
Area

Actions

Lead(s)
Responsible

Completion
Due Date

Outcome/Success
Criteria
(including ongoing
assurance)

Medicines
Compliance Action 4: Regulation 13 HSCA 2008 (Regulated Activities) Regulations 2010 Management of medicines. Medicines w ere not alw ays stored securely in the medirooms and surgical
w ards. Medication w as found in some areas to be out of date. Administration of medication w as not consistently recorded accurately. The oxygen cylinder in the Head Injury Therapy Unit w as out of date.

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

CA 4

Trustwide

1. Review of medicines storage capacity which
includes:
 A Pharmacy review of the space needed for
Pharmacy medicines
 All medicines storage designed into the Brunel
Building to be returned to medicines storage and
clearly labelled
 Elgar House refurbishment to comply with NHS
design principles for medicines storage
 If any shortfall in storage is identified risk register
entries need to be made for that area
 Consumables and non-medicines must be
relocated from any lockable medicines cupboards

Short life working
group (led by
Sarah Dodds/
Andrea Scott)

1. 30/04/15

Report to
Medicines
Governance Group
– (MGG) with
oversight from
Drugs &
Therapeutics
Committee (D&T).

2. Explore use of ward “drop-boxes” and agree
implementation if agreed.

Sarah Dodds/
Jane Smith

2. 31/05/15

Decision & action
to implement.

3. In line with CQC safe & secure handling
requirements, formal audits must be completed
for all areas every 18 months (includes storage
conditions and security)

Jill Bate –safe &
secure handling
audits

3. 30/06/15

Monthly audit
activity report for
ASD and MGG
Actions identified &
closed
Pharmacy staff
report on eAIMS
(ongoing).
Top up records
Ward staff reports

4. All medicines stored on wards have their date of
expiry checked as part of the weekly stock supply
process by pharmacy staff.

5. Review of MED / 012 – “Prescribing, preparing
and administering injectable medicines in clinical
NBT CQC Inspection 2014 - Action Plan

Ward managers –
for non top-up
wards
Jill Bate – for topup wards

4.In Place &
ongoing

5. 30/04/15

Snapshot audit of
unattended
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NBT Improvement Theme 2: Patient Safety
Compliance Actions: Six compliance actions listed below
CQC
Compliance
Action Ref.

Action required by CQC

20. (Should Do) Ensure that
refrigerators used to store
medicines at controlled low
temperatures in the emergency
department are regularly
checked in accordance with the
trust’s medicines policy. This is
to ensure that medicines are fit
for use.

Service
Area

Lead(s)
Responsible

Actions

ED

areas”
6. In- Patient Prescription chart review
7. Missed Doses” Patient Safety MM workstream
including
Current policy and procedure review to ensure fit for
purpose;
1. MED / 007 SOP review
2. CP5i policy review – amendments to daily
temperature recording where Intellicold system
installed
This will be ensured through;
3. Regular temperature checks
a. Intellicold - SD card records automatically

N/a

b.

Non Intellicold – ward staff record on a daily
basis

4. Audit processes including Safe & secure handling
audits (every 18 months for each ward)

21. (Should Do) Ensure that
appropriate records are
maintained for the disposal of
controlled drugs in the
emergency department, in
accordance with the trust’s
NBT CQC Inspection 2014 - Action Plan

ED

Improvements in disposal of controlled drugs and
their recording to be made by;
1. Explore Introduction of pre-filled morphine
syringes – i.e. alternatives to working practice of
multiple uses of aliquots of syringe for same
patient.

Completion
Due Date

6. 30/04/15
7. 31/05/15

Janice Thompson
Andrew
Davies/Jane
Smith

Ward Staff
(review/escalate)
Pharmacy Staff
(eAIMs
reporting/action)

Outcome/Success
Criteria
(including ongoing
assurance)
syringes – report to
MGG

1. 18/05/15

MGG approval

2. 30/06/15

MGG Approval

3. Ongoing

QA response to
issues escalated
from wards.
Bi monthly eAIMS
reporting to MGG

Ward Staff
(record/manage)
Pharmacy Staff
(eAIMs
reporting/action)
Jill Bate –safe &
secure handling
audits

ED Matron
Admissions
Pharmacist

4. 30/06/15

1. 01/07/15

Report back to
MGG & 6 monthly
review of eAIMS
trends
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NBT Improvement Theme 2: Patient Safety
Compliance Actions: Six compliance actions listed below
CQC
Compliance
Action Ref.

Action required by CQC

Service
Area

medicines policy. This will
reduce the risk of misuse of
these medicines.

Actions

Lead(s)
Responsible

Completion
Due Date

2. Use of log book to confirm sign out of codeine
based TTAs & stock checking & stock checking.

ED Matron

2. Complete &
ongoing

Hazel Arnold / Jill
Grinsted: starting
April 2015

3. 30/04/15

3. Monthly Pharmacist audits reported to ED matron
and MGG.

22. (Should Do) Ensure that
appropriate records are
maintained in the emergency
department in respect of
emergency medicines and that
the medicines trolley is sealed
to show that it has not been
used. This will ensure that
appropriate emergency
medicines are always available
when needed.

N/a

ED

Improvements in emergency medicines record
keeping will be made by;
1. Ensure drugs used from Majors or Resus
areas and are not stored in the Corridor
areas.
2. See and treat area: new TTA pack record
book to record issue of all medications

Improvements in the monitoring of ED Resus trollies
will be made by;
3. Standardised contents list agreed between
ED and pharmacy.
4. Daily trolley checks and routine auditing of
their completion.
5.

Develop/implement tamper evident systems
& then include in audit.

Juliette Hughes,
Matron, ED

1. Complete

Jill Bate

2. Complete

Juliette Hughes,
Matron, ED &
Pharmacy

Outcome/Success
Criteria
(including ongoing
assurance)
Monthly
Pharmacist audits
report to ED
Matron and MGG

Report to MGG
6 monthly eAIMS
review –
Pharmacy/MGG
Pharmacist staff
top up correct
quantities/report
discrepancies to
ED matron

3. Complete
4. Complete &
Ongoing
5. 31/03/15

Agreed list in place
Daily checks &
Monthly audit to
reconcile
Monthly audit to
see if sealed

Records
Compliance Action 5: Regulation 9 HSCA 2008 (Regulated Activities) Regulations 2010 Care and welfare of people who use servic es. The registered provider did not have appropriate
arrangements in place to protect children and young people from the risk of inappropriate care and treatment due to a lack of robust, documented, accurate, individual risk assessments.
CA 5

23. Ensure all children and
NBT CQC Inspection 2014 - Action Plan

CAMHS

This will be reviewed and improved through

Revised risk
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NBT Improvement Theme 2: Patient Safety
Compliance Actions: Six compliance actions listed below
CQC
Compliance
Action Ref.

Action required by CQC

Service
Area

young people in community
CAMHS have appropriate risk
assessments and clearly
documented care plans.

24. Ensure that all patients’
medical records are available
when the patient is being seen
and that the reliance on
temporary records is reduced
to a minimum.
N/a

25. (Should Do) Ensure that
medical records are available
for patient appointments,
mortality and morbidity reviews
and data recording, and that
they are stored securely so that
patient confidentially is
maintained.
NBT CQC Inspection 2014 - Action Plan

Actions
consultative process with young people as with any
changes made within the service. The steps will be
taken as follows;
1. Review existing risk assessments and
standardise.
2. Barnardo’s young people’s group consulted with
about the young people friendly nature of
careplans and how best to engage young people
in their care plans.
3. Get framework for careplans and associated
guidance agreed and implement across the
service.
4. Implementation of revised risk assessments and
care plans.
5. Consult with CAMHS young people about their
experience of being involved in their careplan.

Trustwide

Lead(s)
Responsible

Completion
Due Date

Outcome/Success
Criteria
(including ongoing
assurance)
assessments and
care plans in place.

Maria Hennessy,
Head of Nursing &
Clinical Governance
(CCHP)
Integrated Lead
CAMHS

1&2. Ongoing
involvement
starting in April
3. 30/04/15
4. 31/07/15

5. 31/12/15

Existing governance and control measures are;
 Patient Records Committee monitors the Trust’s
risks for medical records and associated controls
/ mitigation.
 Monthly availability and statistics on temporary
folders reviewed at the Patient Records
Committee and Outpatient Boards.
 Daily, weekly and monthly reporting of notes
availability monitors performance by speciality /
clinic

Nathan Vaughan,
Patient Records
Manager

New Actions to improve performance to minimum of
95% availability;
1. Review of medical records resources to recruit
additional staffing resource needed is in place to

As above

Ongoing

Ongoing

1&2. 31/03/15
(review)
31/05/15

Records audit.
Caseload
supervision / peer
review.
Improved evidence
of planning, clinical
intervention and
decision making
that reflects the
contribution and
views of children,
young people and
their family.
Reporting
arrangements are
in place to monitor
and manage
performance.
Risks closely
monitored and
suitable controls
are in place to
mitigate.
Additional staff to
locate records
within department
areas, not held by
medical records
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NBT Improvement Theme 2: Patient Safety
Compliance Actions: Six compliance actions listed below
CQC
Compliance
Action Ref.

Action required by CQC

Service
Area

Actions

N/a

NBT CQC Inspection 2014 - Action Plan

Riverside
Unit

Completion
Due Date

locate any missing / incomplete records
Performance manage directorate typing
turnaround times within a target of 5 working
days, to ensure notes are returned to main
libraries and available for future care.

General Managers

3.

Provide additional admin support in OP areas, to
organise / prepare notes for clinics

Claire Weatherall
OP General
Manager

3. 30/04/15

4.

Improve appointment slot utilisation / planning to
minimise avoidable short notice bookings.

Sandra Marsh, OP
service manager

4. 30/06/15

5.

Digitise referral letter triage process and make
referrals available electronically to ensure they
are available for all OP appointments.

Marie White –
Admin IT lead

5. 31/07/15

6.

Implement clinic typing without notes, to reduce
office storage needs, and improve notes
availability / reduce temporary folder use.

General Managers

6. 30/09/15

7.

Digitise current paper records, through electronic
document management as the medium -long
term solution. Seeking contract award in May,
with scanning progressing mid to late Summer
2015.

2.

26. (Should Do) Take action to
improve the standard of record
keeping in the Riverside Unit to
ensure information held within
records is more consistent and

Lead(s)
Responsible

 As below (27) with CAMHS record.
 Have young person’s involvement/decision

making/views clearly evident within record
keeping.
 Implement records filing standing operating

(in post)
2. 31/05/15

Nathan Vaughan,
Patient Records
Manager

Maria Hennessy
Head of Nursing &
Clinical Governance
CCHP

7. 31/12/15

01/09/15

Outcome/Success
Criteria
(including ongoing
assurance)
Increase notes
availability to a
minimum of 95%
availability.
Improved
organisation of
notes in OP areas.

100% medical
records available
electronically when
required.

Revised record
keeping.
Records audit
results
demonstrate
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NBT Improvement Theme 2: Patient Safety
Compliance Actions: Six compliance actions listed below
CQC
Compliance
Action Ref.

Action required by CQC

Service
Area

Actions

accessible.

27. (Should Do) Improve
individual patient record
keeping to ensure a consistent
approach to records across
CAMHS.

procedure.

CAMHS

 Review record keeping as part of implementing





N/a



careplan framework.
Establish clear guidelines about patient records –
for this to also reflect feedback including CORC
and IAPT outcome measures and evidence of
shared decision-making.
Implement across the service.
Review information to families on access to their
records.
Audit records against guidance after a period of
implementation.

Lead(s)
Responsible

Completion
Due Date

David Abott,
Matron, Riverside
Joanna Smith
Partnership
Manager CCHP
Maria Hennessy,
Head of Nursing &
Clinical Governance
(CCHP)

Outcome/Success
Criteria
(including ongoing
assurance)
improved
standards of record
keeping.

01/09/15

Revised record
keeping standards.
Records audit
results
demonstrate
improved
standards of record
keeping.

Integrated Lead for
CAMHS (CCHP)

Improved
transparency and
consistency of
record keeping.

Equipment
Compliance Action 6: Regulation 16 HSCA 2008 (Regulated Activities) Regulations 2010 Safety, availability and suitability of equipment . The provider had failed to ensure that equipment w as
available in sufficient quantities to ensure the safety of service users and meet their assessed needs. The trust had not ensured that all equipment required for surgical operations was available and ready for use. At the
Head Injury Therapy Unit equipment w as not serviced appropriately, taps were not flus hed effectively and consumable items w ere out of date.

CA 6

28. Ensure that equipment
required for surgical
procedures is available in
sufficient quantities so all
patients operations can go
ahead as planned.

NBT CQC Inspection 2014 - Action Plan

Core
Clinical
Services

Actions Taken since Inspection:
1. £2.5m investment in new and replacement
surgical instrumentation across all specialities,
including standardisation of several instrument
sets (ongoing).
2. Reminder to AGMs on SOP compliance re
closure of theatres lists to maximise equipment
gathering preoperatively to ensure available on
the day.

Sharon Nicholson,
GM, CCS
Paul Jenkins,
Operational
Manager, SSD

1. 15/06/15

All new surgical
instruments from
£2.5m investment
within circulation.

2. Completed
and ongoing
(monthly)

SOP recirculated

3. Commenced

100% of all Band
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NBT Improvement Theme 2: Patient Safety
Compliance Actions: Six compliance actions listed below
CQC
Compliance
Action Ref.

Action required by CQC

Service
Area

Actions

3.

4.

5.

Improved collaborative working between theatres
and SSD – monthly quality meeting to review
non-conformance, themes and actions.
Implementation of exchange programme for
theatre and SSD staff to understand challenges
faced and their interdependencies.
Independent Review of SSD undertaken by AGM
for CCS.

Transparent use of existing replacement
instrument budgets between SSD and Theatres.
7. Collaborative working between Theatres and
Carillion to resolve issues around electricity
failures in theatres.
Actions Pending:
8. ‘Parachuting in’ of SSD management to theatres
to provide immediate response to nonconformance.
6.

9.

Addition of SSD KPIs/non-conformance to be
added to Theatre Dashboard, for reporting at
Theatres Board.

Lead(s)
Responsible

Completion
Due Date
& ongoing
4. Completed
and ratified
5. Ongoing

6. 30/04/15

Outcome/Success
Criteria
(including ongoing
assurance)
6&7 Theatre staff
visit SSD & 100%
of the SSD ATO
staff.
Recommendations
implemented –
Theatre
Programme Board
Regular TPB
reporting

7. 30/04/15

Theatres task &
finish group

8. 30/04/15

SSD Quality
Manager within
theatre complex for
2 weeks.

9. 30/04/15

Review at Theatres
Programme Board
& Directorate DPM

10. Commencement of weekly scheduling meetings

with all specialities to identify instrumentation and
equipment requirement for following week.

11. Potential centralisation of loan equipment

processes/personnel.

NBT CQC Inspection 2014 - Action Plan

10. Completed
(commenced)

11. 30/09/15

Aim of 85% in
session utilisation
March 15
expansion of MSK
service to cover
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NBT Improvement Theme 2: Patient Safety
Compliance Actions: Six compliance actions listed below
CQC
Compliance
Action Ref.

Action required by CQC

Service
Area

Actions

Lead(s)
Responsible

Completion
Due Date

Outcome/Success
Criteria
(including ongoing
assurance)
other specialities

12. Sterile services will draft and agree a ‘Service

Level Agreement’ with Theatres stipulating a
timeframe in which the department can
‘decontaminate’ a surgical set once used within
the theatre complex. This will allow scheduling
according to ‘turnaround times’. SSD will also
supply theatres with a complete list of all surgical
sets that are detailed on the instrument tracking
system and advise of their usage profile.
13. SSD and Theatres are to consider the possible
appointment of a ‘Surgical Instrument Curator’ to
manager ‘instrumentation inventory’.
29. Ensure all surgical
equipment and materials are
cleaned and sterile and ready
for use.

Core
Clinical
Services

1. Conduct a skill mix review for SSD, and washer

review post containerisation.

2. Repatriation of all surgical instrumentation from

CA 6

Paul Jenkins,
Operational
Manager, SSD

12. 30/04/15

Sign off expected
at Theatres SSD
Quality Meeting

13. 30/06/15

Further discussions
required re-funding
and scope for this
prospective post

1. 30/04/15

Review subject to
business case.
Aspirational nonconformance of
0.5% of all
instrument trays
processed

2. Completed

off-site facility to Brunel Building adjacent to
theatres.
3. Formation of dedicated team to manage the

distribution and collection of instrumentation
within the Theatres; use of electronic tracing
system to identify location of instrumentation.

NBT CQC Inspection 2014 - Action Plan

3. 31/10/15

Team in situ now.
Implementation
plans drafted for
system roll out
across both
theatres and SSD
during Q2 of 15/16
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NBT Improvement Theme 2: Patient Safety
Compliance Actions: Six compliance actions listed below
CQC
Compliance
Action Ref.

Action required by CQC

Service
Area

Actions

Lead(s)
Responsible

4. Non-conformance forms submitted with any

Completion
Due Date

4. 30/06/15

Evidence of
learning & reduced
non-conformances.

Completed &
ongoing
compliance.

All equipment in
date and system in
place for Trust to
continue to service
equipment post
move.

Checks of flushing
log.
Staff up-to-date
with infection
control training.
Agree new
procedure.

returned kit to provide rationale for
learning/improvement. This process will be
converted into an electronic format using the
FINGERPRINT system.

CA 6
CA 4

CA 6

30. Ensure that equipment and
supplies at the Head Injury
Therapy Unit are monitored
and serviced appropriately to
ensure that patients are not at
risk of receiving treatment and
care using defective or out-ofdate equipment.
31. Ensure that infection control
procedures are followed and
monitored in the Head Injury
Therapy Unit so that patients
are not put at risk.

HITU

32. (Should Do) Ensure that
resuscitation equipment in the
emergency department is
appropriately sited and
regularly checked.

ED

N/a

NBT CQC Inspection 2014 - Action Plan

HITU

HITU has an audit file of all equipment that needs to
be monitored with expiry dates, expiry date reminders
are also on the outlook calendars of the clinical lead
and the admin coordinator.

David Lee, CES
Manager

Legionella tap flushing log sheet now being
completed. All staff have read relevant policies and
all staff are up to date with mandatory training.

Emma Hale, Clinical
Lead, HITU

01/04/15

For Resus trolleys (also see Action No. 22)

Matt Crabtree, ED
Ward Manager

15/04/15

• Devise procedure to explore sealed boxes/tags.
• Additional trolley now stocked and ready for use to
support Minor Injuries.
• Develop and implementation of tamper evident
systems – once in place audit compliance.

Outcome/Success
Criteria
(including ongoing
assurance)

Emma Hale, Clinical
Lead, HITU

Pharmacy to carry
out monthly audits
of tamper evident
seals, of Resus
trolley contents and
contents list.
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NBT Improvement Theme 2: Patient Safety
Compliance Actions: Six compliance actions listed below
CQC
Compliance
Action Ref.

Action required by CQC

Service
Area

Actions

Lead(s)
Responsible

Completion
Due Date

Outcome/Success
Criteria
(including ongoing
assurance)

Facilities
Compliance Action 7: Regulation 15 HSCA 2008 (Regulated Activities) Regulations 2010 Safety and suitability of premises. The use of rooms in the Head Injury Therapy Unit is no longer fit for
purpose, being cluttered w ith filing cabinets and equipment and in need of renovation.
CA 7

33. Ensure the rooms in the
Head Injury Therapy Unit are
uncluttered and fit for purpose.

HITU

HITU have moved into newly refurbished fit-forpurpose facility in early March 2015, which has
resolved the cluttered state of previous premises.

Emma Hale, Clinical
Lead, HITU

34. Improve compliance with
hand washing and ensure that
all staff are bare below the
elbows in clinical areas.

Trustwide

Since the Inspection Hand Hygiene compliance
levels have improved significantly. A sustainability
driver diagram has been agreed through COIC, which
defines the sub-processes and actions that will
enable ongoing achievement of the 95% target. The
key components are;

Senior Leadership

Education/Comms – service users and
visitors

Identification of exceptions and action

Audit & measurement systems

Staff engagement and competence
A keypad digit lock is now in place – to enable
access for all staff.

Sam Matthews,
Nurse ConsultantInfection Prevention
Control

• (EDIP 7.1) Reception area to be manned at all

Completed

HITU move to
appropriate
accommodation.

Other

N/a

N/a

N/a

35. (Should Do) Improve
access to cleaning materials on
Percy Phillips ward for the
cleaning of patient baths.

Maternity

36. (Should Do) Ensure that
patients, including children, are
adequately monitored in the
emergency department waiting
room to ensure that seriously
unwell, anxious or deteriorating
patients are identified and seen
promptly.

ED

NBT CQC Inspection 2014 - Action Plan

times and arrangements for clinical escalation to
be implemented in the event of patient concerns.
• 2 WTE receptionists being recruited (bank staff
being used in meantime) to ensure cover during
breaks.
• Expectations clarified, customer service training
provided incorporating Trust Values and

SWS / Matrons

30/06/15

Ward Managers
Liz Jones & Nicky
Chinnock

Completed

Denver McCrum,
AGM, Medicine

Completed &
Ongoing

Catherine Bryne,
ED Support
Manager

Delivery of subprocesses outlined
in Driver Diagram
(oversight via COIC
and Quality
Committee).
Sustain
achievement of
95% Outcome Goal
(oversight via COIC
and reported in
Board IPR).
Baths are cleaned
regularly and this
has been added to
the Matron’s
Walkround.
Reception to be
manned at all
times.
Observational
audit; Patient
feedback.

Juliette Hughes,
Matron, ED
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NBT Improvement Theme 2: Patient Safety
Compliance Actions: Six compliance actions listed below
CQC
Compliance
Action Ref.

N/a

N/a

N/a

Action required by CQC

Service
Area

37. (Should Do) Improve the
quality of safety thermometer
and patient outcome data and
how it collects this data in the
critical care unit to ensure the
service is able to innovate and
improve.
38. (Should Do) Ensure that
monitor alarms in the critical
care unit can be heard or seen
at all times.

Critical
Care

39. (Should Do) Ensure that the
critical care service develops a
set of standard operating
procedures to ensure

Critical
Care

NBT CQC Inspection 2014 - Action Plan

Critical
Care

Actions
performance management implemented. Shortterm management presence in the area at all
times to enforce and monitor compliance.
 Documented ‘red flag’ symptoms and process
created and agreed by ED Management Team,
circulated to receptionists with paper copies held
at reception.
 Door release button installed on front desk.
 Red flag process of phoning red base rather than
walking to triage/NIC.
 Request sent to Capital Planning to change
security camera screen at front desk to view
Crossroads, aiding signposting without leaving
desk.
 Improve visibility of patients in waiting room from
triage door by assessing alternative chair layout.
Nurse led audits now fed back through nurse MDT
meetings with identified outcomes and reviews. This
is in put onto the safety thermometer. The process for
capturing the data on forms has been strengthened
to ensure full and timely submission.

1. Ventilator Alarms on the new models are now

locked so that the volumes cannot be reduced
without a password being used.
2. Changes to arrest alarms to be audible in all
areas by Carillion.
• Funding has been secured for a health and safety
post in ICU to develop ongoing SOPs.
• A Bereavement and single room SOP is being
developed. In the meantime a priority order of

Lead(s)
Responsible

Completion
Due Date

Gareth Wrathall,
Lead Consultant
Intensivist

Already
actioned &
ongoing.

Dominique Duma,
Matron, ICU

1. Completed
2. 30/04/15

Gareth Wrathall,
Lead Consultant
Intensivist

30/11/15

Outcome/Success
Criteria
(including ongoing
assurance)

Safety
Thermometer
information
recorded and
reviewed monthly.

Staff observation
and testing of
alarms.

Critical Care SOPs
in place for staff
which are easily
accessible and
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NBT Improvement Theme 2: Patient Safety
Compliance Actions: Six compliance actions listed below
CQC
Compliance
Action Ref.

Action required by CQC

Service
Area

Actions

consistency of clinical approach
to patients.

Lead(s)
Responsible

Completion
Due Date

SOPs will be established.

Outcome/Success
Criteria
(including ongoing
assurance)
routinely reviewed.

NBT Improvement Theme 3: Patient Experience
Compliance Action: - N/A
CQC
Compliance
Action Ref.

Action required by CQC
40. Ensure that the privacy and
dignity of patients in the Brunel
building is maintained.

N/a

NBT CQC Inspection 2014 - Action Plan

Service
Area
Trustwide

Actions
Emergency Department;
(EDIP 2.1) ED staff will ensure adequate arrangements
are implemented in Majors, MIU and AEC to afford
privacy and dignity for patients. Practical steps include
taller privacy screens and curtains, plus ensuring
clinicians only hold appropriate conversations within
those areas.
Brunel Building (outside of ED);
1. Patient choice to be facilitated by providing
information in each room encouraging the patient to
ask for the window curtain to be drawn if they wish.
2. Staff to be reminded of the need to be aware and to
protect patient’s privacy and dignity via internal Trust
communications bulletins / notices.
3. Planned monitoring sessions to identify any
disregard of patient privacy and dignity by staff.
4. Specific action plans to be created in high risk areas
(such as ground floor / atrium facing rooms) to
protect patient privacy and dignity whilst maintaining

Lead(s)
Responsible

Completion
Due Date

Outcome/Success
Criteria
(including ongoing
assurance)

ED Nurse
Manager

Completed
& Ongoing

Patient Survey
results.
Lack of patient
complaints.

June
Hampton,
Head of
Patient
Experience

1. 30/04/15

2. 30/04/15

Outcomes of
observational audits
& actions.
Matron’s walkround
completion &
feedback.

3. 15/05/15
4. 31/05/15
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NBT Improvement Theme 3: Patient Experience
Compliance Action: - N/A
CQC
Compliance
Action Ref.

Action required by CQC

Service
Area

Actions

Lead(s)
Responsible

Completion
Due Date

Outcome/Success
Criteria
(including ongoing
assurance)

patient choice.
5. Include in the programme of ongoing monitoring

N/a

41. (Should Do) Continue to
participate in local and national
audits to benchmark practice and
ensure continuous improvement in
patient experience and outcomes in
the emergency department. In
particular, staff should take steps to
improve pain management.

ED

42. (Should Do) Take steps to
improve the experience for patients
and visitors in the emergency
department waiting room. This
should include customer service
training for receptionists, the
provision of TVs, appropriate reading
material and information about
waiting times.

ED

N/a

N/a

43. (Should Do) Ensure that patients
are kept informed of the waiting times
in clinics.
NBT CQC Inspection 2014 - Action Plan

Trustwide

through Matron’s Walkrounds.
(EDIP 6.1);
1. To continue to undertake CEM audits to monitor
compliance.
2. To ensure pain management measures including
pre-hospital analgesia are recorded (as current data
is skewed due to this not happening consistently).
3. To implement RATT to assess and prescribe
analgesia promptly.
A programme of improvement activities will be
undertaken;
1. Customer Service training sessions are being
delivered with mandatory attendance (26.02.15,
18.03.15 and 30.03.15 - 2 hour targeted learning).
2. Three existing TV screens within the ED area will be
activated to enable FreeView.
3. Examples of positive and negative comments (FFT
and complaints) will be collated for review and
learning by reception team.
4. Advertise Wi-Fi service, ensuring that in meantime
the problems with network connectivity are resolved
(IT/Provision).
5. Ensure good supply of Insite magazine, other
magazines and free newspapers.
6. New wall art in waiting areas.
7. Implement Crossroads document explaining function
of the area.
The Trust will explore various methods of displaying
waiting times in clinics and then determine the
appropriate method for use in the Trust. Implementation

5. 30/06/15
Leilah Dare,
ED Specialty
Lead

June
Hampton,
Head of
Patient
Experience
Jane Hill, ED
Specialty
Manager

30/04/15

1. 31/03/15

2. 30/04/15
3. 31/05/15

4. 31/05/15
5. 31/05/15
6. 31/05/15

Pain assessment
and management
standards 100%
met – one day per
month point
prevalence audits.

Monitoring of FFT,
compliments and
complaints – more
compliments, and
reduced complaints.
Reading materials,
WiFi and TVs are
available,
accessible and
working within the
ED waiting room.
Wall art is present.
‘Crossroads’
Document is
available.

7. 31/05/15
June
Hampton,
Head of

31/05/15
(options)

A method of
displaying waiting
times is present in
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NBT Improvement Theme 3: Patient Experience
Compliance Action: - N/A
CQC
Compliance
Action Ref.

N/a

N/a

Action required by CQC

Service
Area

N/a

of the selected option will then follow.

Patient
Experience

every clinic area.

June
Hampton,
Head of
Patient
Experience
June
Hampton,
Head of
Patient
Experience

31/07/15
(implement)
30/06/15

1. 30/04/15

Monitor the use of
chaperones.
Information about
chaperones is
available for
patients.

Trustwide

Quality and Safety metrics boards for clinic waiting areas
are being developed for display, and will then be
updated on a monthly basis.

45. (Should Do) Ensure that
chaperoning is available and that
patients are aware of this service.

Trustwide

1. Establish staffing levels required to consistently have

chaperones available, identify any shortfalls, and
recruit / skill mix review to address this.
2. Devise patient information about chaperone
availability and how to ask for a chaperone. Inform
staff of the availability of chaperones.
Trustwide

N/a

N/a

Actions

Completion
Due Date

44. (Should Do) Display safety
metrics and quality performance
information in the clinic waiting areas.

46. (Should Do) Ensure that
information for the benefit of patients,
such as translator and interpreter
services and chaperoning, is
available and visible.

47. (Should Do) Ensure that
information about reporting
complaints is clearly displayed and
available to patients and visitors to
the hospital.

Trustwide

48. (Should Do) Ensure that the

Critical

NBT CQC Inspection 2014 - Action Plan

Outcome/Success
Criteria
(including ongoing
assurance)

Lead(s)
Responsible

1. A review will be conducted of the current information

about services such as translators, interpreters and
chaperones and how this is made available to
patients.
2. An evaluation of any information shortfalls will be
undertaken and improvements made to fully inform
patients of these services and how to access them.
3. Patient room guides for inpatients will be developed
and introduced, which will include the information
about translator, interpreter and chaperone services
along with other information to inform and enhance
their stay.
The Trust’s Complaint’s Improvement Plan will include
assessing the best way of visually highlighting the way
complaints should be reported, taking account of good
practice form other acute hospitals. The selected option
will be implemented alongside other improvements as
part of the new patient experience strategy.

1. The Critical Care service has initiated multi faith

June
Hampton,
Head of
Patient
Experience

2. 31/05/15

1. 30/04/15

2. 31/07/15

3. 31/10/15

Quality and Safety
metrics boards are
displayed in every
clinic.

Review outcome
report.
Information is
readily available
and accessible.
Patient guides
made available in
each room for
inpatients.

Paul
Cresswell, AD
of Quality
Governance

30/06/15

Visual ‘signposts’ to
complaint process
available in each
ward and
outpatients area.

Dominique
Duma,

1. Complete

Captured through
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NBT Improvement Theme 3: Patient Experience
Compliance Action: - N/A
CQC
Compliance
Action Ref.

N/a

Action required by CQC

Service
Area

critical care service investigates ways
to develop the emotional support
offered to patients, their relatives and
friends.

Care

49. (Should Do) Ensure that the
critical care service produces a
booklet for patients, their relatives
and friends about staying on and
visiting the unit.

Critical
Care

Trustwide

N/a

N/a

50. (Should Do) Consider improving
early identification of patients who
could be in the last year or months of
their life.

51. (Should Do) Ensure that the
availability of a chaperone is
displayed for patients in the
outpatients and diagnostic and
imaging departments at Cossham
Hospital.

NBT CQC Inspection 2014 - Action Plan

Cossham

Lead(s)
Responsible

Completion
Due Date

services for bereaved relatives. The first one was
held Dec 2014, attended by 50 relatives.
2. Planned phone contacts in first week after death to
offer support. Project to implement patient diaries to
be filled in by staff and relatives.
• ICU relative information booklet is currently being
written.
• In the interim, a short leaflet on ICU is being
provided to relatives.

Matron, ICU

& Ongoing

As part of the 2015-16 CQUIN for end of life care, the
early identification of patients as stated is currently being
addressed via:
1) The ICE discharge summary has been modified to
include a mandatory field requiring patients within
the last months of life to be identified to primary care
on discharge.
2) Institution of a detailed treatment escalation plan for
all patients admitted via AAU and the stroke unit.
This prompts a holistic assessment of the patient’s
health including an opinion about whether they are in
the last months of life. This is then used to inform
decisions about appropriate care/intervention and
ceiling of therapy together with decisions about
DNACPR.
The following actions will be delivered to ensure this is
made clear to patients at Cossham;
• Posters will be displayed in patient waiting areas.
• Recruit to vacant nursing and health care assistant
post within the centralised outpatient’s team.
• Review skill mix to ensure appropriately trained staff
in all outpatient locations.

Martin
Plummeridge,
Clare Kendall,
Clinical Leads
for Palliative
Care

Actions

Outcome/Success
Criteria
(including ongoing
assurance)
relative feedback
forms.

2. 01/05/15

Dominique
Duma,
Matron, ICU

30/06/15

Captured through
relative feedback
forms.

1. Complete
& ongoing

Outcomes
monitored per
CQUIN measures
for End of Life
(EOL) care at EOL
Strategy Group

2. Trial in
MAU –
audit data
review.
30/04/15

Claire
Weatherall,
GM, R&O

31/03/15

Information
regarding
chaperoning visible
in all patient areas
at Cossham.
Workforce reviews
and sickness
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NBT Improvement Theme 3: Patient Experience
Compliance Action: - N/A
CQC
Compliance
Action Ref.

Action required by CQC

52. (Should Do) The community
CAMHS should ensure children,
young people and their families are
fully engaged in their care and are
provided with a written plan of care
that they agree to.

N/a

NBT CQC Inspection 2014 - Action Plan

Service
Area

CAMHS

Actions

This will be actioned by;
1. Consulting with Barnardo’s young people’s
group about the young people friendly nature of
careplans and how best to engage young people
in their care plans.
2. Reviewing care plans used nationally at
http://www.camhsnetwork.co.uk/7HelpfulHabits/
care-plans.htm.
3. Agreeing and ratifying and new care plans,
ensuring consultation with CAMHS young
people, following scoping work noted above.
4. The resulting Framework for careplans and
associated guidance will then be implemented
across the service.

Lead(s)
Responsible

Maria
Hennessy,
Head of
Nursing &
Clinical
Governance
(CCHP)
Integrated
Lead for
CAMHS
(CCHP)

Completion
Due Date

1. 01/09/15

2&3.
01/09/15
4. 31/12/15

Outcome/Success
Criteria
(including ongoing
assurance)
absence
monitoring.
Improved evidence
of planning, clinical
intervention and
decision making
that reflects the
contribution and
views of children,
young people and
their family.
Revised care plan
documentation and
engagement
process in place.
Records audit
results
demonstrating
improved standards
of record keeping.
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NBT Improvement Theme 4: Staffing Levels, Wellbeing & Engagement
Compliance Action 8: Regulation 22 HSCA 2008 (Regulated Activities) Regulations 2010 Staffing. There w ere not always sufficient numbers of suitably qualified, skilled and experienced
staff in theatres, critical care, emergency department, medicine, surgery, maternity services at Southmead Hospital and child and adolescent mental health teams.
CQC
Compliance
Action Ref.

Action required by CQC

53. Review staffing levels to ensure they
reflect current demand.

Service
Area

Actions

Trustwide

1. Develop a workforce plan to reduce reliance
on bank and agency staffing.

2. Ensure all wards are undertaking SafeCare
acuity and dependency recording twice daily
and review against staffing levels.
3. All wards, Theatres and Intensive Care
nurse staffing levels to be reviewed by end
of March 2015 with recommendations made
of changes required to Trust Board in April
2015.
4. Director of Nursing to provide 6 monthly
assurance to the Trust Board that staffing is
safe through ongoing review using SafeCare
and staffing fill rates.

CA 8

54. Ensure there are enough staff with the
right skills and experience to provide safe
and quality care to patients at all times.

Trustwide

1. Ensure that recruitment strategy is in place,

2.
3.
CA 8

4.

5.

6.
NBT CQC Inspection 2014 - Action Plan

for both short term and long term
recruitment to include recruiting staff to
turnover in clinical areas.
Recruit Nurse Recruitment and Retention
Manager
Recruit 40 Registered Nurses from Spain to
commence in July and August 2015.
Undertake training needs analysis every 6
months for all areas and work with Learning
and Research department to ensure
appropriate training and education in place.
Review impact of standardised shift pattern
and disseminate recommendations on how
to manage staff wellbeing and patient care
throughout the shift.
Monitor reporting of staffing shortages

Lead(s)
Responsible

Completion
Due Date

Sarah Dodds,
DDoN
Heads of
Nursing

1. 30/04/15
2. 30/04/15

3. 30/04/15

4. 30/04/15
(& 6 mthly)

Sarah Dodds,
DDoN
Heads of
Nursing

1. 31/03/15

2. 30/04/15

Matrons

3. 30/09/15
SWS

4. Ongoing

5. 30/07/15

6. Ongoing

Outcome/Success
Criteria
(including ongoing
assurance)
Reduction in bank
and agency usage.
Performance
reviewed weekly.
Evidence of all
areas reviewed and
recommendations
approved.
Monthly exception
reporting via
Integrated
Performance
Report.
6 Monthly Board
report.
Reduction in
vacancies.
Reduction in
turnover of staff.
Monitored at
monthly Workforce
Committee.
Improvement in Staff
Survey (2015).
Working group of
standardised shift
patterns feedback.
Monthly review of
staffing related
incidents at
Directorate
Governance groups
Page 35 of 43

NBT Improvement Theme 4: Staffing Levels, Wellbeing & Engagement
Compliance Action 8: Regulation 22 HSCA 2008 (Regulated Activities) Regulations 2010 Staffing. There w ere not always sufficient numbers of suitably qualified, skilled and experienced
staff in theatres, critical care, emergency department, medicine, surgery, maternity services at Southmead Hospital and child and adolescent mental health teams.
CQC
Compliance
Action Ref.

Action required by CQC

55. Ensure that nurse staffing levels in the
emergency department are urgently reviewed
and aligned to match current patient demand,
flow and acuity.

Service
Area

ED

CA 8

Actions
through the use of incident reporting and
QUESTT and take action to manage.
1. (EDIP 3.1) Secure additional staff to support
the department - implementation of SOP
which requests additional short term support
from wards and corporate roles. This
includes recruiting 5.45WTE B5 nurses to
undertake additional triage function.
2. Ensure ED staffing is within parameters of
draft ED NICE staffing guidance (even at
times of surge).

3. Completion of staffing spreadsheet and

monthly monitoring of vacancies.
56. Take action to support emergency
department staff, including senior staff, to
ensure their psychological wellbeing.

N/a

ED

Support to be provided by co-creating this
between HR and the directorate team.
1. Develop and roll-out customer care training
– which has proved successful with ED
receptionists in exploring how staff can
support each other, and the ways in which
the organisation can better support staff.
2. HR meeting with ED managers to discuss
and agree action plan.
3.

NBT CQC Inspection 2014 - Action Plan

Discussions with ED staff and review of key
indicators in ED – Staff FFT, sickness,
turnover – and possible use of HSE stress
audit, to further analyse and understand
staff wellbeing and stress in ED

Lead(s)
Responsible

Completion
Due Date

Outcome/Success
Criteria
(including ongoing
assurance)
and QUESTT.

Juliette
Hughes,
Matron, ED

1. 15/04/15

100% agency fill
rate.
Daily internal audit.

Christine
Morgan, HoN,
Medicine
Matt
Crabtree, ED
Ward
Manager
Jane Hill, ED
Specialty
Manager

Mondel
Mings
(AGM, ED)
Caroline
Hartley (HR
Business
Partner) /
Juliette
Hughes
(Matron,
ED)

2. Ongoing

80% reduction in ED
related staffing
incident reports.

3. Ongoing

Monthly monitoring
of vacancies.

Review of hard
data;
1. 31/03/15  HR metrics sickness & turnover
 Staff F&FT results
 Reasons for
sickness & absence
2. 30/04/15  Review of eAims
forms, complaints &
grievances
3. 30/06/15
Qualitative data;
 Regular
‘temperature’
checks with staff
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NBT Improvement Theme 4: Staffing Levels, Wellbeing & Engagement
Compliance Action 8: Regulation 22 HSCA 2008 (Regulated Activities) Regulations 2010 Staffing. There w ere not always sufficient numbers of suitably qualified, skilled and experienced
staff in theatres, critical care, emergency department, medicine, surgery, maternity services at Southmead Hospital and child and adolescent mental health teams.
CQC
Compliance
Action Ref.

Action required by CQC

Service
Area

Actions
4.

57. Address workforce issues across
community CAMHS to ensure that each of
the teams has an appropriate number of staff
with the right level of skills and experience to
meet the needs of local children and young
people.

CAMHS

CA 8

This is recognised as a critical area to address,
particularly in light of national shortages of
skilled staff in this area. The actions to deliver
sustainable workforce will be to;
1. Re-establish CAPA Steering group.
2. Undertake team and individual analysis to
assess current caseloads and capacity.
3. Benchmark CAPA capacity against referral
rates for 14-15 and Workforce review and
redesign to increase WTE and ensure there
is an equitable balance of clinical expertise
across CCHP. Undertake a skill mix gap
analysis as intrinsic part of this process.
4. Use the 2014-15 appraisals identify training
needs and source appropriate training
programmes.

ED

CA 8

Develop an appropriately assessed risk register
entry on ED staffing levels which is monitored
by the Medicine Directorate, actively mitigated,
and escalated to Trust level as needed.

Cossham

CA 8

59. (Should Do) Undertake a staffing review
and report on staffing at the Cossham Birth
Centre separately from the main unit at
Southmead to ensure that the midwife-tobirths ratio is within the limits set by the Royal

Cossham’s 1-1 care in labour is 98% - this is
demonstrated via Euroking (Maternity IT
system) and the team’s daily Acuity tool. This
will be added into the reporting Dashboard

Completion
Due Date

Outcome/Success
Criteria
(including ongoing
assurance)

4. 30/06/15  Focus groups at
regular intervals
 Staff Wellbeing
‘champions’
feedback

Review need for developing staff wellbeing
workshops tailored specifically to the needs
of the ED staff

58. (Should Do) Ensure that concerns about
nurse staffing levels are appropriately
documented on the emergency department
risk register and escalated for consideration
at the directorate and/or trust level, as
appropriate.

NBT CQC Inspection 2014 - Action Plan

Lead(s)
Responsible

Jo Smith,
Partnership
Manager

1. 01/09/15
2. 01/09/15
3. 01/09/15

Integrated
Lead CAMHS

Integrated
Lead CAMHS

Juliette
Hughes,
Matron, ED
/Matt
Crabtree, ED
Ward
Manager
Gina
Augarde,
Matron for
Normal Birth

4. 01/09/15

31/03/15

31/12/15

Equitable caseloads
that provide capacity
to manage referrals.
Sufficient WTE to
meet demand and
equitable provision
of skills/experience.
Robust professional
development
programme action
plan.
Monitoring at
Medicines
Directorate Meeting.

100% 1-1 care.
Monitored via
Maternity
Dashboard.
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NBT Improvement Theme 4: Staffing Levels, Wellbeing & Engagement
Compliance Action 8: Regulation 22 HSCA 2008 (Regulated Activities) Regulations 2010 Staffing. There w ere not always sufficient numbers of suitably qualified, skilled and experienced
staff in theatres, critical care, emergency department, medicine, surgery, maternity services at Southmead Hospital and child and adolescent mental health teams.
CQC
Compliance
Action Ref.

CA 8

Action required by CQC
College of Obstetricians and Gynaecologists
and that one-to-one care in labour is provided
100% of the time.
60. (Should Do) Review the number of
supervisors of midwives to ensure a
supervisor-to-midwives ratio of 1:15 is met at
Cossham Birth Centre.
61. (Should Do) Review the operational
management arrangements across the
community CAMHS teams to ensure
arrangements are put in place to support all
staff effectively.

Service
Area

Cossham

There are 11.2 midwives at Cossham and three
Supervisors of midwives, so the Trust’s ratio is
1:4.

Gina
Augarde,
Matron for
Normal Birth

Completed

CAMHS

1. Complete the implementation of the

Jo Smith,
Partnership
Manager

1. 31/03/15

Operational Management workforce
redesign.
2. Appoint Integrated Therapy Lead for
CAMHS to support partnership
development.
3. Appoint Team leaders for each of the areas
to support staff from a clinical perspective.

CCHP &
CAMHS







N/a



NBT CQC Inspection 2014 - Action Plan

Completion
Due Date

Outcome/Success
Criteria
(including ongoing
assurance)

separately.

N/a

62. (Should Do) The provider should
communicate more effectively and keep staff
up to date with arrangements on the
retendering for CCHP, including CAMHS.

Actions

Lead(s)
Responsible

Agree and share communication strategy.
Reintroduce retendering newsletter for
cascade to all staff.
Share retendering briefings with staff.
Discuss at all CCHP locality communication
meetings.
Clinical networks led by Lead CCG ongoing
with clinical representation informing service
specification.
Service managers and line managers to
discuss retendering at team meetings.
Ask staff for suggestions for how else they
would like to be informed and involved.

2. 31/03/15

3. 30/04/15

Sasha
Karakusevic,
Director of
Strategy
Jane Schulte
Partnership
Director
(CCHP)
Jo Smith
Partnership
Manager

Immediate
& Ongoing

Monitored via:
1. Dashboard
2. Local Supervising
Authority Audit
Revised operational
and clinical
leadership model in
place.
Improved staff
engagement and
positive feedback
from staff.
Staff satisfaction
survey
demonstrates
improvement.
Improved staff
engagement and
knowledge of
retendering.
Clinical reps at
networks feedback
at CCHP Clinical
Strategy Board
confirming high level
of clinical
engagement.
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NBT Improvement Theme 4: Staffing Levels, Wellbeing & Engagement
Compliance Action 8: Regulation 22 HSCA 2008 (Regulated Activities) Regulations 2010 Staffing. There w ere not always sufficient numbers of suitably qualified, skilled and experienced
staff in theatres, critical care, emergency department, medicine, surgery, maternity services at Southmead Hospital and child and adolescent mental health teams.
CQC
Compliance
Action Ref.

Action required by CQC

63. (Should Do) The provider should seek to
actively involve staff much more in the
redesign of CAMHS.

N/a

NBT CQC Inspection 2014 - Action Plan

Service
Area

Actions

CAMHS

1. Continue work on service re-design

involving staff from all localities and
professions including joint working with
CCG’s and Local Authority (started 2014)
2. Review terms of reference of clinical
development meetings.
3. Improve communication updates to all
Teams in regard to progress of any
development programme. To include
increased attendance at area team
meetings, regular newsletters, standing
agenda item at all business and professional
meetings.
4. Request staff feedback on any proposed
redesign.

Lead(s)
Responsible

Completion
Due Date

Jo Smith,
Partnership
Manager

1. Ongoing
2014-15

Outcome/Success
Criteria
(including ongoing
assurance)

Phase 1 service
redesign completed.
Ongoing evaluation
of quality and
2. 30/04/15 effectiveness of
service.
3. 30/09/15 Staff are actively
involved: This will be
measured by
membership at
redesign groups.
Increase in
individual and team
4. 30/09/15 feedback.

Page 39 of 43

NBT Improvement Theme 5: Training
Compliance Action 8: Regulation 22 HSCA 2008 (Regulated Activities) Regulations 2010 Staffing. There w ere not always sufficient numbers of suitably qualified, skilled and experienced
staff in theatres, critical care, emergency department, medicine, surgery, maternity services at Southmead Hospital and child and adolescent mental health teams.

Compliance Action 9: Regulation 23 HSCA 2008 (Regulated Activities) Regulations 2010 Supporting staff. Mandatory training w as not being consistently undertaken across the trust.
Less than 50% of nursing staff in critical care have a post-registration qualification in critical care.
CQC
Compliance
Action Ref.

Action required by CQC

64. Ensure staff meet the targets for statutory
and mandatory training.

Service
Area

Actions

Trustwide

1. Agreed in 2014 that staff annual pay

2.

3.
CA 9

4.

5.

6.

CA 9

65. Ensure that temporary staff employed in
the emergency department receive
appropriate induction to ensure their
familiarisation with the department and their
competence in the role.

NBT CQC Inspection 2014 - Action Plan

ED



increment to be received on condition that
full compliance with mand/stat training can
be demonstrated. This principle is applicable
to all staff from April 2015 onwards.
Updated Training Needs Analysis – will
publish training requirements and update
frequency by staff group in more accessible
format.
Review and launch of updated mand/stat
training programme.
BNSSG/Bath Passport Protocol – staff
transferring between regional NHS Trusts
will retain and transfer their individual
training record – therefore retaining
compliance with in-date mand/stat training.
Improved and strengthened eLearning
options and availability to make mand/stat
training updates easier and more
accessible.
HR Partners to actively monitor and ensure
staff in their Directorates are compliant in
mand/stat training.
Re-familiarise staff with NBT eXtra
processes for the local induction of
temporary staff – ensure use of checklist for
new temporary staff and return of completed
checklist to NBT eXtra.

Lead(s)
Responsible

Completion
Due Date

Susan
Nutland,
Programme
Lead

1. 31/03/15

Jane
Hadfield, AD
Learning &
Development
HR Business
Partners
ALL
Appraisers
ALL Staff

2. 30/04/15

3. 31/05/15
4. 31/05/15

Outcome/Success
Criteria
(including ongoing
assurance)
Ongoing assurance
via Workforce
Committee to
implement new
phase of
programme.
Ongoing evaluation
of provision will
continue by
participants, peer
review, and
compliance
achievements.

5. 30/06/15

6. 30/09/15
Juliette
Hughes,
Matron, ED
Matt
Crabtree, ED
Ward
Manager

Complete

Improved local
induction
compliance in ED,
monitored monthly
by NBT eXtra.
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NBT Improvement Theme 5: Training
Compliance Action 8: Regulation 22 HSCA 2008 (Regulated Activities) Regulations 2010 Staffing. There w ere not always sufficient numbers of suitably qualified, skilled and experienced
staff in theatres, critical care, emergency department, medicine, surgery, maternity services at Southmead Hospital and child and adolescent mental health teams.

Compliance Action 9: Regulation 23 HSCA 2008 (Regulated Activities) Regulations 2010 Supporting staff. Mandatory training w as not being consistently undertaken across the trust.
Less than 50% of nursing staff in critical care have a post-registration qualification in critical care.
CQC
Compliance
Action Ref.

Action required by CQC

66. Enable and facilitate emergency
department staff to undertake mandatory and
essential clinical training and professional
training and development.

Service
Area

Actions

ED






CA 9

67. Ensure that more than 50% of the nursing
staff in critical care have attained their postregistration qualification in critical care
nursing.

Critical
Care

68. (Should Do) Keep under review the
emergency department staff skill mix and
training to ensure staff are competent to care
for children.

ED

CA 9

CA 8

CA 8

69. (Should Do) Improve the provision and
take up of training for emergency department
NBT CQC Inspection 2014 - Action Plan

ED

ED Consultant nominated as responsible for
compliance with mand/stat training, will
monitor MLE for staff list and compliance.
Consultants to be added to rolling training
programme for safeguarding training.
Practice development nurse (B7, 1.5WTE)
to be employed in order to deliver ED
nursing training.



Practice Development Sister is in post and is
using the ‘Skills for Health’ competency
framework built into the staff training and
development plan, along with mentorship.
 University post graduate course has been
commissioned. First course planned for
September/October 2015 – this will be a
rolling programme and will take less than 2
years to achieve 50% (dependent upon staff
turnover).
Detailed Nurse Staffing review undertaken
January 2015, which included skills mix and
training requirements.
Additional Practice Development nurse
resource has been agreed (B7, 1.5WTE) in
order to deliver ED nursing training.
 Department Champion to be identified.
 Champion to identify training needs and

Outcome/Success
Criteria
(including ongoing
assurance)

Lead(s)
Responsible

Completion
Due Date

Leilah Dare,
ED Specialty
Lead

01/07/15

ED staff compliant
with mand/stat
training – monitored
via MLE reports.

30/09/17

More than 50% of
critical care nurses
have attained their
post-registration
qualification.

Juliette
Hughes,
Matron, ED
Matt
Crabtree, ED
Ward
Manager
Lorraine
Motuel, HoN,
CCS

Juliette
Hughes,
Matron, ED/
Matt
Crabtree, ED
Ward
Manager
Juliette
Hughes,

30/06/15

01/10/15

ED staff receiving
dementia care
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NBT Improvement Theme 5: Training
Compliance Action 8: Regulation 22 HSCA 2008 (Regulated Activities) Regulations 2010 Staffing. There w ere not always sufficient numbers of suitably qualified, skilled and experienced
staff in theatres, critical care, emergency department, medicine, surgery, maternity services at Southmead Hospital and child and adolescent mental health teams.

Compliance Action 9: Regulation 23 HSCA 2008 (Regulated Activities) Regulations 2010 Supporting staff. Mandatory training w as not being consistently undertaken across the trust.
Less than 50% of nursing staff in critical care have a post-registration qualification in critical care.
CQC
Compliance
Action Ref.

Action required by CQC

Service
Area

staff in dementia care, supported by
departmental champions and the
development of a pathway for dementia care.
This is so that the needs of patients with
dementia are identified and appropriately
met.

70. (Should Do) Ensure that the reception
staff in the emergency department are
receptive to patients arriving and observe
those that are waiting to be seen.

develop pathway.

N/a

NBT CQC Inspection 2014 - Action Plan

Completion
Due Date

Matron, ED
Matt
Crabtree, ED
Ward
Manager

ED

N/a

71. (Should Do) Ensure staff meet the targets
for annual appraisals and performance
reviews.

Actions

Lead(s)
Responsible

Trustwide

1. Documented ‘red flag’ symptoms and
process created and agreed by ED
Management Team, circulated to
receptionists with paper copies held at
reception.
2. Door release button installed on front desk.
3. Red flag process of phoning red base rather
than walking to triage/NIC.
4. Request sent to Capital Planning to change
security camera screen at front desk to view
Crossroads, aiding signposting without
leaving desk.
5. Examples of positive and negative
comments (FFT and complaints) collated for
review and learning by reception team.
6. Customer Service training sessions to be
delivered with mandatory attendance. Dates
26.02.15, 18.03.15 and 30.03.15 (2 hour
targeted learning).
1. Agreed in 2015 that staff annual pay
increment to be received on condition that
annual appraisal has been completed. This

Mondel Ming,
AGM,
Medicine
Jane Hill, ED
Specialty
Manager

Completed

Outcome/Success
Criteria
(including ongoing
assurance)
training, based
around an approved
dementia care
pathway, which is
supported and
monitored by an ED
Dementia Care
Champion.
Monitoring of FFT
and complaints –
more positive
comments, and no
complaints received.

Completed
Completed
Completed

Completed
and
ongoing
6. 01/04/15
Robert Baker,
AD of HR&D
Jayne Stone,

1. 30/04/15

Compliance rates in
year will remain in
range of 93-100%.
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NBT Improvement Theme 5: Training
Compliance Action 8: Regulation 22 HSCA 2008 (Regulated Activities) Regulations 2010 Staffing. There w ere not always sufficient numbers of suitably qualified, skilled and experienced
staff in theatres, critical care, emergency department, medicine, surgery, maternity services at Southmead Hospital and child and adolescent mental health teams.

Compliance Action 9: Regulation 23 HSCA 2008 (Regulated Activities) Regulations 2010 Supporting staff. Mandatory training w as not being consistently undertaken across the trust.
Less than 50% of nursing staff in critical care have a post-registration qualification in critical care.
CQC
Compliance
Action Ref.

Action required by CQC

Service
Area

Actions
principle is applicable to all staff from April
2015 onwards.
2. Review of appraisal paperwork and policy.

72. (Should Do) Ensure all staff are trained to
enable optimal end of life care to be
delivered.

Trustwide



Staff to receive training via EoL eLearning
package.



Learning & Development to facilitate
communications plan/training needs
analysis as required.



All staff to be trained on revised care plan at
ward level.

N/a

NBT CQC Inspection 2014 - Action Plan

Lead(s)
Responsible
Assistant HR
Director
ALL
Appraisers
ALL Staff
End of Life
Working
Group
Penny Close,
Palliative
Care
Specialist
Nurse

Completion
Due Date

Outcome/Success
Criteria
(including ongoing
assurance)

2. 30/04/15
31/05/15

Clinical staff have
access to the EoL
eLearning package.
Availability of the
eLearning will be
communicated via
the passport training
programme for
clinical staff.
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North Bristol System Flow Partnership Key Priorities – Summary Document – March 2015

The following priorities have been agreed by all parties in the NBT health and social care system, as
the key actions from the System Recovery Plan. These priorities have been organised under the four
‘themes’ that are reported on in the System Flow Partnership and as such fit in with our joint
governance arrangements. The current delivery mechanism will be strengthened and described at
the end of this document.
Themed Key Priorities:
Beside each key priority is the name of the lead organisation responsible for the delivery of that
scheme, although partners will obviously need to input into most of the schemes.
Admission Avoidance:
1. GPSS -SGCCG
2. Cluster Working for admission avoidance (and potential for expediting discharge – Sirona)
3. Emergency Zone -NBT
a. Triage and Rapid Assessment and Treatment (RaTing)
b. Review of Ambulatory Care and Assessment Unit function
c. Performance management of emergency zone against key metrics
4. REACT at front door of ED - BCH
Internal Flow:
1. Better Board Round - NBT
2. Roll out of real time information system and electronic whiteboard -NBT
a. Including the development of board to ward dashboard
3. Integrated discharge Team –BCCG to lead but will require all partners to participate equally
a. Interaction between different organisations, ensuring we have both a ‘pull’ and
‘push’
b. Set up an integrated health and social care team to manage discharges
4. Elgar and its function partnership with Sirona – Sirona and NBT
Enabling Discharge:
1. Demand and Capacity for the system - SGCCG
a. Demand & capacity in terms of people to undertake the duties
b. month prospective audit of all patients and where they were discharged to give
‘richness of data’
c. External resource to be commissioned to work out what is ‘steady state capacity’
and what is needed to clear ‘backlog’. Must cover all areas of health and social care
service provision.
d. Plans to be developed on outputs of audit and external review

2. Discharge to Assess (D2AA) – SGCCG to lead but will require all partners to participate
equally
a. Two parts of the system developing schemes. Important that from the NBT point of
view that there is little or no difference in referrals into the D2A schemes whether
Bristol or South Gloucestershire residents
3. Criteria led discharges and robust case management of complex patients -NBT
a. Weekend discharges
Frailty Pathway
1. Take forward David Oliver recommendations - BCCG/SGCCG
a. Position paper end of March
b. 24th April project plan with metrics to be finalised and agreed by the frailty group

As well as the actions above, the full System Recovery Action plan has been reviewed to remove
duplicate entries and will be revised to reflect action around key priorities to make it a more
manageable document. This will be complete by 14th April at the latest.
The ‘Onwards Together Week’ took place between the 12thand the 18th March, and proved to be a
great success, with excellent focussed collaboration between partner organisations , resulting in an
overall 7 day average performance of 97% against the 4 hour target. The debrief for the event is to
be held on Monday 23rd March and therefore some more immediate actions to ensure continued
focus in specific areas will be added to the plan following the debrief.
Delivery Governance:
Presently the four themes are overseen by the Operational Delivery Group, chaired by the System
Delivery Programme Director. This meeting takes place every 2 weeks.
Learning from the Onwards Together week suggests that the representatives from each organisation
that formed Silver Command were integral to being able to react quickly to sort out issues that were
causing problems with patient flow. It was a very senior team that over the course of the week
developed much closer working relationships and increased their knowledge of each organisation’s
perspectives, constraints and issues.
The same people make up the Operational and Delivery Group and will oversee the implementation
of the plan. This Operational and Delivery Group will meet formally weekly and report as it presently
does into System Flow Partnership.
Escalation of issues will be via System Flow Partnership to the Top Team Leadership meetings.

North Bristol System Flow Partnership key priorities - Detailed Action Plan - March 2015

Key Priority
Admission Avoidance:
GP Support Service (GPSS)
SGCCG

Key Actions

Anticipated
Impact

Launch of Stream 1: enhanced GP telephone
triage

5% reduction in GP
medical admissions

Launch of Stream 2: primary care redirection /
treatment

10% reduction in A&E
walk-ins

Development of service model for Stream 3,
launch of stream 3

GPs supporting
comprehensive
geriatric assessment
and integrated care of
the elderly

IT developments, including changes to Cerner
and Adastra systems
Agree comms strategy and commence comms
to key stakeholders
Honorary contracts for GPSS staff

Facilitators for launch
of Streams 1 & 2

Milestone dates
14th April 2015

Responsible
officer
David Jarrett / Judith
Brown

14th April 2015

14th July 2015

10th April 2015

Admission rights for GPs working in the GPSS
Admission Avoidance:
Cluster working for admission avoidance
Sirona

Agree EMA target reduction with cluster teams
including Primary Care/Local Authority

Each cluster MDT
team to have weekly
target for reduction of
EMAs circa one per
practice per week

Promote awareness and use of ORCP AA
schemes within cluster teams eg domiciliary IV
therapy and Increased access to planned
rehabilitation

Increase weekly AA
from mean of 6 to 8 per
week

Develop agreement with LA to deliver shared

Increase AA by 2 more

1st May 2015

Ongoing and GP Clinical
Lead meeting May 2015

Jenny Theed/Katherine
Hudson

Jenny Theed/Alison
Tucker

Jenny Theed/Denise
1st May 2015

care packages if reablement or rehab service
capacity united.

Increase capacity of 7 day SPA to maximize
opportunities to AA via clinical portal
Admission Avoidance:
REACT at front door
BCH

Increase no’s AA at
weekends by 4 per
weekend

Porter
26th June 2015
Jenny Theed/Mel
Mahoney

1) More integrated
Week commencing 16th
ED audit at NBT to identify opportunities for
further improvements around CALs management working across hospital March 2015
services to enable
Work stream group to be established with
faster turnaround of
30th March 2015
representatives from NBT, BCH, Bristol Social
discharges from ED
Services and Sirona
and short stay ward.
Proposed operational model detailing interface
with CALs drafted
Operational model finalized
Implementation of new model of working with
CALs
Implementation of new community management
model.

Admission Avoidance:
Emergency Zone
NBT

per week

Clarify key metrics for emergency zone delivery

Review pathways within ED – see and treat,

2) Single point of
referral supporting
better flow through the
ED dept.
3) Patients are
managed on the most
appropriate pathway
4) Better partnership
working in accordance
with the ethos of the
better care programme

20th April 2015
11th May 2015

18th May 2015

8th June 2015

Ensure proactive
27th March 2015
learning from metrics
th
for improvement in flow 27 March 2015

Timely assessment on

Ceridwen Massey

1st May 2015

DOO, CL AAU and ED
CL ED

DDO, CD Medicine

triage, RAT

admission by a senior
decision making
ensures patients
receive appropriate
diagnostics and
treatment at the
earliest opportunity –
this improves also the
flow through the
department against the
4 hour target

29th May 2015

DDO, CL AAU

1st May 2015

DDO, CL Patient Flow

Review function of AEC – hot clinics, CDU, AEC
Review function of AAU and SAU
Support development of GPSU

Internal Flow:
Better Board Round
NBT

Support roll out of Better Board rounds
Clarify roles and accountabilities for
management of discharge – including case
managers, bed managers, ward sisters,
matrons, heads of nursing, doctors
Develop ‘pull’ model for management of the flow
through the hospital – ensure right patients are
managed on the right wards

Admission avoidance –
1 patient (M-F)
Early identification of
April 2015 and ongoing
discharges to improve
th
flow throughout the day 17 April 2015

Tasks clearly allocated
to individuals

Implementation of real time bed state and FLOW
Implementation of Lorenzo
Review 7 day working and what infrastructure

Improvement in
weekend forecasting
and achievement of
daily admission versus

MD and CD
DN, DDO, MD

17th April 2015

Ops and Directorates

30th September 2015

Ops

30th October 2015

ALL

29th May 2015

DO and CL Patient

required to deliver service model
Clear workforce plan and leadership
development plan to ensure all leaders have the
right skills and capacity to manage and take
forward the Better Board round concept to
improve flow through the system
Internal Flow:
Integrated Discharge Team
Bristol CCG, with support of all partners

Flow

17th April 2015

Director of People and
OD

1st May 2015

Diana Porter and David
Allison

Integration of key teams involved in complex
discharge progression

Improved discharges of
individual patients

A coordinated approach to discharge efforts and
demand, capacity and flow reviews.

Predictable and reliable
discharge system

1st May 2015

Lucy Parsons

Co-location of teams to encourage joint working.

Improved access to the
discharge to assess and
rehab referral pathways

1st May 2015

Kate Lavington

Improved demand
planning

17th April 2015

Claire Chapman

All partners to input into the Leaving Hospital
Patient Database (LHPD) to ensure accuracy of
both the numbers on the list and the quality of
entries related to each individual.

Improved accuracy of
LHPD and DTOC
information

17th April 2015

Cathy Daffada

Initially this model would be staffed with
additional senior input in order to allow decision
making in real time, and to train and support the
existing teams to maintain this model on an
ongoing basis following the induction phase.

Shared approach to
discharge would result
in a gradually reducing
number of delayed
patients.
29th May 2015

DO (NBT) and partners

Review of the format of key discharge
progression meetings to ensure enhanced
discharge performance.

Review of 7 day working and resources required
for sustainable model
Internal Flow:
Elgar and its function, partnership working
Sirona and NBT

discharge ratio – with
appropriate levels of
staffing to support this

Develop project team with NBT/Sirona members

Reduce LOS for
27th February 2015complex care of elderly complete
patients in NBT beds to

Jenny Theed

Secure leads for three work streams:

23 days once new unit
opens in June 2015

27th March 2015

i.

HR

ii.

Service model

27th March 2015

iii.

Governance

27th March 2015

Complete detailed project plan to include
Memorandum of Agreement Recruitment,
Consultation and agreed case mix.

Jenny Theed/Jacqui
Moxon

Ward reconfiguration complete and new model
commences on 30th June 2015
Enabling Discharge:
Demand and capacity modeling
SGCCG for external partners and NBT
internal modelling

External resource to be commissioned to look at
capacity needed across the system:

30th June 2015
Demand and capacity
assessment for NBT
system that covers
both SGlos and Bristol
CCG on ongoing basis
Model/analysis to
enable NBT system to
develop D2A and other
initiatives to reduce
‘backlog’ numbers

Undertake one month audit (March 2015) to
record actual end disposition and required
community health and social care services for all
NBT EMA discharges.
Review current ORCP demand/capacity tool

Liz Richards/Caroline
Hartley
Jenny Theed/David
Allison
Julie Sharma/Rosanna
James

Commissioned 11th
March 2015-complete

Jenny Theed/Rosanna
James

Kathryn Hudson

Draft model 23rd March

High Level patient flow
analysis and model and
recommendations by 27th
March

1st May 2015

Rosanna James

used for S Glos community services based on:
i. Winter data activity on demand
ii. NBT audit

Jenny Theed
29th May 2015

Develop recruitment plans to increase specific
community services capacity based on outcome
of month audit and feedback from Onward
Together week.

1st May 2015

Undertake robust demand and capacity
modeling to deliver sustained urgent and elective
flow within the Trust – resilience plan to include
plans for winter and associated ORCP
requirements

1st May 2015

Kate Hannam /
Rosanna James

1st May 2015

Directorates

1st May 2015

Kate Hannam

Review performance of current pilot and amend
model based on first 3 months delivery including
use of night support shifts.

24th April 2015

Cathy Daffada

Agree parameters of proposed CQUIN for DtA

24th April 2015

Cathy Daffada/K

Develop robust capacity plans – workforce and
physical environment to deliver sustained
performance including use of IS sector
Support development of community demand and
capacity modeling

Enabling Discharge:
Discharge to Assess (D2A)
SGCCG with support of all partners

Increase proposed
weekly capacity for
complex community
discharges from
OPRCP plan 63 to
mean of winter on year
round basis 90 per
week to meet NBT
demand

Alison Griffiths, Bev
Mason, Cathy Daffada

with S Glos CCG, NBT, BCH and Sirona.
Extend current model in stages dependent on
increased funding:

Lavington/D Allison

i. Option 1 – extend 4 per day capacity to 7
days

Would increase weekly
capacity from 20 to 28
per week

ii. Option 2 – expand 5 day service to
increase capacity from 4 per day to 6 per
day.

Would Increase weekly
capacity from 20 to 30
per week
29th May 2015

Commence recruitment of any increased staffing
required once above option and funding agreed.

Cathy Daffada

Develop roll-out of either Option 1 or 2 in phased
way.

Four agency social workers to case manage
patients out of the community D2A options
(outlined below) and the existing STAR
reablement service

Enabling Discharge:
Criteria led Discharges
NBT

Enabling Discharge
group/K Hudson

30th October 2015

Patients allocated
within two working
days of referral, and
assessment completed
within a further five
working days.

This would need to go
through BCC’s People
Panel, but the lead-in
time following this would
be short.
Infrastructure already
established to expand
immediately

D2A beds purchased, in addition to, and in-line
with, our current community beds model.

Additional 43 facilitated
discharges over a six
month period.

Development of integrated discharge teams –
scope model and roles – establish virtual team

Improve
24th April 2015
communication
between teams and the
patients to reduce non
29th May 2015
clinical delays in
discharge
Complete

Criteria led discharge – roll out across the teams
Establishment of discharge lounge – evaluate

Cathy Daffada

Stephen Beet

Lucy Parsons /
Stephen Beet
Medicine/Ops

MD/DN
Ops

impact of discharge before lunch
Enabling Discharge:
Frailty Pathway
Bristol CCG, all partners

Consideration for development of RACE model – Focus of intense multidisciplinary team to
short stay frailty ward with outreach
promote early
Hot clinics for referral from front door (in support intervention and
of admission avoidance, early discharge)
supporting return to
usual place of
CALS – roll out across the Trust –scope impact
residence
Support the development of joint community
ward (Sirona and BCH)

29th May 2015

DO, CL COOP

29th May 2015

DO, CL COOP
Medicine Directorate

29th May 2015 (Sirona)

DOO, Medicine,
Deputy DN

Jim Lusby, Director of Delivery &
Development (South), NHS Trust
Development Agency
Anthony Farnsworth
Director of Commissioning Operations
BNSSSG and
DCIoS Area Team

Suite 11-14
Corum 2
Crown Way
Warmley
South Gloucestershire
BS30 8FJ
0117 947 4400

Sent by email
20th March 2015
Dear Jim and Anthony
Re: Revised North Bristol NHS urgent care recovery plan
Please find attached the revised North Bristol NHS urgent care system recovery plan. Full
delivery of the plan will secure delivery of 95% of patients being seen in 4 hours by July 2015.
The health and social care system covering North Bristol has just undertaken a Perfect Week
exercise, locally entitled ‘Onwards Together’ from 12-18th March. As of today, the outcome of
the week shows a 7 day average performance of 97% against the 4 hour target across the
North Bristol system. This has been achieved with high level engagement across the system
from all health and social care partners, acting in a very focussed and co-ordinated way on
blockages or delays from admission to discharge. The combination of ‘push’ from the acute
trust combined with proactive ‘pull’ from all partners has maintained flow throughout the Trust
and the week has been highly successful. The formal evaluation of this exercise will be
completed next week and will strengthen the plan we are submitting today.
The revised plan has been re-prioritised to focus more robustly on actions that will make the
biggest impact. Partners have challenged each other constructively on reasons for slow
delivery to date. It is acknowledged that the capacity to deliver so much change at pace has
been the cause of this, rather than a lack of commitment. However, the re-prioritised plan
commands support across the system and we plan to build on the positive experience of
Onwards Together to sustain grip, focus, strong performance and collective accountability.
Contained within the plan are details of some new initiatives, notably, the GP Support
Service, an Integrated Discharge Team, a Discharge Lounge and Better Board Rounds. The
system has committed to continue with a more integrated discharge hub immediately
following the ‘Onward Together Week’ and will continue to strengthen this function in line with
the priorities plan.

South Gloucestershire CCG – ‘Leading you to Better Health’
Clinical Chair: Dr Jon Hayes
Chief Officer: Jane Gibbs

Finally the plan will also be informed by the conclusions of the independent capacity review
that we have commissioned, which will provide a system wide view on potential gaps or
overlaps. This work will be complete in two weeks and has been commissioned by all parties
in the NBT health and social care urgent care system.
We hope that this gives some assurance of our joint commitment to improve urgent care
performance and patient experience in the North Bristol health and social care system.

Yours sincerely

Jane Gibbs
Chief Officer
South Gloucestershire CCG

Cc:

Andrea Young
Chief Executive
North Bristol NHS Trust

Jill Shepherd
Chief Officer
Bristol CCG

Amanda Deeks, Chief Executive, South Gloucestershire Council
Mike Hennessey, Service Director – Care, Support and Provision (Adults), Bristol City
Council
Janet Rowse, Chief Executive, Sirona Care & Health CIC
Julia Clarke, Chief Executive, Bristol Community Health CIC

Encs. North Bristol System Flow Partnership Key Priorities – Summary Document – March
2015
North Bristol System Flow Partnership Key Priorities – Detailed Action Plan – March
2015

South Gloucestershire CCG – ‘Leading you to Better Health’
Clinical Chair: Dr Jon Hayes
Chief Officer: Jane Gibbs
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Executive Summary
XXXX
XXXXX
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Board Sponsor XXXX

Access -February has continued to show the challenges facing the Trust, with delayed discharges continuing above the
system agreed trajectory for improvement. For 4 hour A and E performance we achieved 82.8% against a national position
of 87.8%. The urgent care plan jointly owned with the system has been updated and reviewed. RTT performance in
February is gradually improving although remains lower than performance nationally; 88.7% admitted, 95% non-admitted
and 92.6% incomplete pathways. The planned additional validation activity across hotspot specialties has enabled us to
meet the RTT backlog trajectory excluding non English CCG’s (4228 against target of 4239).
Safety - The Trust continues to perform better than target for C-Diff and E-coli with no MRSA reported since September
2013. There have been no incidents of norovirus affecting the hospital and the overall VTE compliance in January was
95.2% achieving the 95% target for the first time since June 2014.
Patient experience – Work continues to change to the complaints procedure with a trial within medicine to test an
alternative process designed to improve response timescales. A revised trajectory to reduce the complaints backlog is
underway.
Workforce - February saw an increase in the number of vacancies being recruited – with recruitment plans in place to fill
Medical & Non Medical positions across the Trust to help reduce agency and bank spending. Sickness Absence remains
high and increased in January (5% in month). Work is in place to monitor the effectiveness of all actions being
undertaken, with monthly reviews as part of an overall targeted approach. An action plan continues to focus on increased
mandatory training rates, currently achieving 86.7% in January.
Finance - For the year to date, the Trust is favourable to plan by £11.2m, with Commissioner income below plan by
£13.2m and other income favourable by £16.6m due to the receipt of non-recurrent income. The Trust has agreed a
revised financial outturn deficit for £19.74 m for 2014/15. The Trust needs to improve its performance by £0.7m in March
to achieve this agreed forecast. Elective inpatient performance continues to be lower than plan. It is essential that activity
levels continue to increase to planned levels by the start of the 2015/16 financial year. Pay expenditure was £2.4m
overspent for the 11 months to February.

Contents
XXXX
XXXXX
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Board Sponsor XXXX

CQC Domain /
Report Section

Sponsor/s

Page
Number

Responsiveness

Director of Operations & Medical
Director

4

Safety & Effectiveness

Medical Director, Director of Nursing, &
Director of Facilities

18

Caring

Director of Nursing

33

CQUINS

Director of Nursing

40

Well Led

Director of People & Organisation Health
and Medical Director

43

Safe Staffing

Director of Nursing

51

Finance

Director of Finance

55

Key
/ Notes
Commentary
XXXX
Unless
XXXXXnoted on each graph, all
data
shown is for period up to,
XXXX
and including, 28th February
2015.
All data included is correct at the
time of publication. Please note
that subsequent validation by
clinical teams can alter scores
retrospectively.
All target lines:
All improvement trajectories:

DASHBOARD KEY:
Perf worsened & below target
Perf worsened, but above target
Perf worsened, no target

Regulatory View

Chief Executive

61

Perf improved but below target

Annual Calendar

n/a

66

Perf improved & above target
Perf improved, no target

Directorate/Group Abbreviation Glossary
CCS Core Clinical Services
Non Cons Non-Consultant
CEO Chief Executive
Ops Operations
Clin Gov Clinical Governance
Renal Renal Transplant & Outpatients
IM&T Information Management
Surg Surgery
Med Medicine
W&Ch Women’s & Children’s
MSK Musculoskeletal

Perf stayed same, below target

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

XXXX
RESPONSIVENESS
XXXXX
SRO Kate Hannam Director of Operations
Board Sponsor XXXX
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Section Summary
Improvements & Actions
February’s 4 hour A&E performance was 83.11% against a target of 92%. This is broadly similar to December’s & January’s performance of 84.11% and
83.63% respectively. NBT continues to work against actions identified in the Urgent Care Recovery Plan:

The first stage of Discharge to Assess for SG support at home launched in January, further expansion planned in March

System wide collaboration for 1 week of healthcare innovation, across the healthcare community called ‘Onwards Together’ starting 12th March

Launch of the Better Board Rounds project planned for ‘Onwards Together’ week

In March, NBT will be focussing upon :

Continued work with partners to meet the trajectory of halving the number of patients with DTOC (Delayed Transfer of Care).

Community capacity assessment supported by ECIST in light of largely static DTOC numbers

Finalising internal demand and capacity modelling to support effective flow though the Hospital.
The Trust has delivered the February national backlog target, however we are behind our improvement trajectory for the incomplete backlog and will not
be able to achieve the year end position of 3,047 due to the size of the gap. In February, the elective specialties have had an additional validation
resource which will continue until 26th March. We continue to perform above our spinal trajectory for patients waiting over 52 weeks for treatment,
however, we are now forecasting Neurosurgery 52 week breaches monthly until August 2015
ED Breach Trends
The principle reason for breaches remains availability of beds for admission at appropriate points in the day. Weekends continue to be a challenge in
terms of discharging sufficient patients to be able to support effective flow through the Hospital. Further reviews on how to improve weekend
performance is being undertaken with ECIST.
NBT’s Leaving Hospital Patient Database remains at an average of over 100 delayed transfers of care (patients medically stable for discharge).
Additionally the number of patients with a Length of stay over 14 days remains above 300 vs. a target of 200. The system is being monitored on 14 day
length of stay reductions and weekend discharges.

Areas of Concern
The system continues to monitor the effectiveness of all actions being undertaken, with weekly and daily reviews. The main risks identified to the Urgent
Care Recovery Plan are as follows:
UCRP Risk 4: Lack of community capacity – a Capacity and Demand piece of work has been commissioned by CCG’s and is expected in mid March
UCRP Risk 5: Appropriate nursing and therapies staffing within NBT to enable flow
UCRP Risk 6: Current LoS within NBT does not match expected contract for the rest of 14/15 and going into 15/16
UCRP Risk 14: Performance will not improve with the Urgent Care Recovery Plan actions currently in place

Responsiveness
XXXX
Summary
XXXXX
Dashboard
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Board Sponsors
Sponsor XXXX
Director of Operations

February 2015

Access Standard

Against
national
target

Against
NBT
Trajectory

Trend from
last month

Performance
to be
achieved
by… (as per
trajectory)

Most recent
quarter’s
performance
(Quarter 3 OctDec 2014)
against national
target

Quarterly Trend (Q2 vs Q3)

83.9% (Q2) to 82.6% (Q3)

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

82.8%

92.6%

July 2015

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

84.6%

88.6%

Not met in
14-15

84.4% (Q2) to 83.5% (Q3)

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

91.8%

95.3%

Jan 2015

94.2% (Q2) to 91.5% (Q3)

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

81%

85%

Not met in
14-15

80.8% (Q2) to 80.5% (Q3)

Trust wide Referral to
Treatment Backlog

4228

4239

Not met in
14-15

4269 (Q2) to4524 (Q3)

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

1.3%

1.5%

Not met in
14-15

2.22% (Q2) to 1.88% (Q3)

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

11

Not met in
14-15

10.6 (Q2) to 6 (Q3)

5

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

Responsiveness
XXXX
Urgent
XXXXX Care
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Board Sponsor XXXX
Director of Operations
Commentary
Commentary
XXXX
XXXXX
Overall
XXXX February’s performance
was below the 92% trajectory at
82.8%. Bed waits continue to be
the main cause for breaches. As
a result the North Bristol Health
and Social care system is
creating, at present a revised
Urgent Care Recovery plan, split
by internal and external focus.
The final plan will be presented to
Department of Health by 23rd
March.
In month there was one patient
who experienced a 12 hour
trolley wait; this coincided with an
internal major incident called by
the Trust due to large volumes of
patients waiting for beds (23) at
the start of the day.
Monday’s remain challenging for
NBT, following a drop in
discharge activity over the
weekends. Continued focus on
improving discharge rates at the
weekend and a full review of 7
day working is being undertaken
as part of the Patient Flow work
streams.

Responsiveness
XXXX
Urgent
XXXXX Care Admission Rates
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Board Sponsor XXXX
Director of Operations

3251

Commentary
Commentary
XXXX
XXXXX
SWASFT
have recruited to, and
XXXX
deployed their Avon wide HALO
(Hospital Ambulance Liaison
Officer) to enable quicker
ambulance handover times. NBT
continue to enact escalation
procedures to avoid breaching
the threshold for daily
ambulance handover minutes.
The number of ambulances
arriving at NBT continues to be
higher than expected (516 in the
week commencing 2nd February
2015 compared with 512 for the
same period in 2014). NBT
continue to work with SWASFT to
further improve this position.

Responsiveness
XXXX
Length of Stay
XXXXX
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Board Sponsor
Sponsor XXXX
Director of Operations
Board
Commentary
Commentary
XXXX
XXXXX
The number of patients with
XXXX
Length of Stay over 14 days has
remained static in the last few
months and as such there has
not been a significant reduction
against the target figure of 200
patients (in excess of 300 at end
of February) .

COO20
999

LOS Over 14 Days (Feb 2015)
300

Patients / Discharges

250
200
150
100
50
0

NBT, along with healthcare
partners continue to actively
identify and work to decrease the
number of delayed patients.
There is now a centrally
coordinated review weekly of all
patients over 10 days by
Operations and attended by
matrons and ward sisters.

Responsiveness
XXXX
Length
XXXXX of Stay
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Board Sponsor XXXX
Director of Operations

Commentary
XXXX
Elective
XXXXX length of stay has
continued
to fall and is still below
XXXX
the expected Dr. Foster level.
However, non-elective length of
stay remains above target level
and hence is the main focus of
NBT’s patient flow projects,
particularly in relation to rehab
patients and those requiring input
from health and social care
partners.

Responsiveness
XXXX
Discharges
XXXXX
/ Transfers
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Board Sponsor XXXX
Director of Operations
Commentary
Commentary
XXXX
Delayed transfers of care
XXXXX
(monitored via the Leaving
XXXX
Hospital Patient Database), in
particular, due to waits for social
work assessment have remained
high in February. A independent
review of the classification of
DTOCs across Bristol has been
requested by partners
In January, funds were released
from the Cabinet Office to Local
Authorities to support reductions in
delayed transfers of care. A
weekly, reportable, BNSSG
trajectory is in place with the TDA,
aiming to half the number of
patients with a delayed transfer of
care from the baseline of 127 on
22 January to 66 by 20th February.
This has remained below trajectory
in February.
The ‘discharge to assess’ scheme
which involves community partners
taking patients home to complete
assessment in their own residence
was launched in early January for
South Gloucestershire patients
and February for Bristol patients.
The system’s plans include
expanding the remit of this in the
coming months

Responsiveness
XXXX
Emergency Department Dashboard
XXXXX
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BoardSponsor
SponsorXXXX
Director of Operations
Board

Commentary
XXXX
XXXXX
XXXX

Responsiveness
XXXX
Cancer
XXXXX Summary Dashboard
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Board
Medical Director
Board Sponsor
Sponsor XXXX

Jan 15

Standard

Final
Jan 14
position

February 2015
Against
National
Target
Feb 15

Against
NBT
Trajectory

Trend
from
last
month

Performance to
be achieved
by… (as per
trajectory)

Q3
Performance
(Oct–Dec 14)
against
National
Target

Quarterly Trend (Q2 vs
Q3)

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

90.9%

93.4%

Achieving
quarterly

93.5%

93.6% (Q2) to 93.5% (Q3)

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

88.5%

100%

Achieving
quarterly

96.0%

88.7% (Q2) to 96.0% (Q3)

94.4%

93.7%

Below trajectory
in Feb

95.9%

93.7% (Q2) to 95.9% (Q3)

97.3%

94.3%

n/a

Achieving in Feb

90.8%

93.1% (Q2) to 90.8% (Q3)

100%

100%

n/a

Achieving

100%

96.7% (Q2) to 100% (Q3)

Below trajectory
in Feb

82.0%

76.2% (Q2) to 82.0% (Q3)

n/a

Achieving
Quarterly

93.4%

92.9% (Q2) to 93.4% (Q3)

n/a

Achieving
Quarterly (low
numbers)

Patients receiving first treatment
within 31 days of cancer diagnosis
(96% target)
Patients waiting less than 31 days
for subsequent surgery (94%
target)
Patients waiting less than 31 days
for subsequent drug treatment
(98% target)
Patients receiving first treatment
within 62 days of urgent GP
referral (85% target)

81.6%

84.2%

Patients treated 62 days of
screening (90% target)

96.6%

75%

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

76.9%

100%

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

93.4%

90.6% (Q2) to 93.3% (Q3)

Responsiveness
XXXX
Cancer
XXXXX
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Board Sponsor XXXX
Medical Director
Commentary
XXXX
The
final position of cancer
XXXXX
targets
XXXX in January was
disappointing. There was a
significant impact of patient
choice moving work over
Christmas into January causing
breach with systems that were
not sufficiently resilient to
maintain performance. Work is
underway to prevent similar
occurrence over Easter. The
level of failure in January makes
it unlikely that we will achieve
adequate Q4 performance for
2WW which would be the first
quarterly failure of this target for
some time. The 2WW target has
been met in February.
The predominant problem with
2WW is within skin cancer.
Increased referral has not been
matched with increased capacity.
There is a significant impact of
patient choice on this target and
now insufficient flexibility in the
available capacity to offer the
necessary choice. The 15/16
demand and capacity work being
carried out in the directorate will
address this issue.

Responsiveness
XXXX
Cancer
XXXXX
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Board Sponsor XXXX
Medical Director

Commentary
XXXX
The
Trust’s performance against
XXXXX
the
62
XXXX day target has improved
since January but not met the
target though validation is
continuing. The majority of
breaches are in the urology
pathway with a number of
reasons including capacity and
complex care pathways involving
other organisations. 31 day
breaches continue in urology with
a combination of medical reasons
for delay and surgical capacity in
urology as the predominant
causes.
A new pathway has been
introduced for colorectal cancer
which is expected to shorten the
pathway and decrease breaches
by 1-2 per month for 31 and 62
day target.
The lung and upper GI pathways
are being reviewed between NBT
and UHBristol.

XXXX
Responsiveness
XXXXX
Referral to Treatment All Specialties
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Board Sponsor XXXX
Director of Operations
Commentary
Commentary
XXXX
The
number of patients waiting
XXXXX
longer
XXXX than 18 weeks has

continued to grow since
December and is therefore
greater than the trajectory for
the 4th month running (4,228 v
3,442). The main areas of
variance are in general
surgery, pain management,
medicine and orthopaedics.
However, the February TDA
target of 4,226 excluding non
English CCGs has been met.
The Trust secured an extra
team of validators for
February/ March which has
resulted in a higher
percentage removal rate this
month – the learning from the
external validation process will
be applied to revised NBT
validation SOPs.
The Trust will not be able to
meet the year end trajectory
position of 3,047 given the
size of the existing gap. The
backlog position will be carried
forward in 15/16 C&D planning

Responsiveness
XXXX
waits
XXXXX

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

COO21
29

Diagnostic Waits - Monthly trend against target
(99% <6w) and for highest breach area
(Orange = Improvement Trajectory
Orange Line = Past Improvement Trajectory)

100.0%
95.0%

Diagnostic Waits

90.0%

85.0%
80.0%
75.0%
70.0%
65.0%
60.0%
55.0%
50.0%

Commentary
There were 229 patients waiting
XXXX
over 52 weeks for treatment at
XXXXX
the end of January – 224 in
XXXX
spinal surgery and 5 in
neurosurgery. The spinal position
continues to be favorable to the
trajectory which has been
modelled for delivery of >52
weeks by the end of Jan 2016.
The neurosurgery position is
presently forecasting continued
52 week breaches for the next 6
months. A locum consultant has
started mid March and a revised
trajectory will be cast once
patient consultations and waiting
list transfers have been
confirmed.
The diagnostic target was not
met in February with
echocardiography, urodynamics
and cystoscopies performing
below the 99% target. The
trajectory shows that this target
will not be met for the rest of the
financial year, or into 15/16 due
to the significant resourcing
shortfall in echocardiography.
Medicine has sought additional
capacity from IS but continues to
seek additional further resource
to improve against this trajectory.

Responsiveness
XXXX
Cancelled
XXXXX
Operations

17

Board Sponsor XXXX
Director of Operations
Commentary
XXXX
February
XXXXX cancelled operations on
the
day has reduced as bed
XXXX
availability improved – although
this still remains the single
biggest cause of cancellations.
There were 11 patients who were
unable to have their operation
rebooked within 28 days in
February. This equates to lost
income of approximately £55k.

DOO01
999

XXXX
QUALITY
XXXXX

PATIENT SAFETY & EFFECTIVENESS

Board Sponsor XXXX

SRO Chris Burton Medical Director & Sue Jones Director of Nursing
Section Summary
Improvements & Actions
Continued strong performance on infection control and over all mortality measures

Trends
SSD non-conformance being tracked so that improvement trajectory can be built.
The falls rate per 1,000 bed days is not yet reducing, the rate for February was 7.73. However
the number of serious falls has decreased with just 1 in February. Improvement actions are
having an impact, new slipper socks are available, falls maps are being used on trial wards and
will be rolled out and enhanced observation of high risk patients continues
Areas of Concern
VTE risk assessment has been delivered at 95.2% for January but needs continued focus, March Quality
Committee will be reviewing practice and sustainability.
Emergency pressures remain a risk in the Emergency Department and resources remain focused on clinical
support in this area.
Pressure Ulcer incidence is not yet showing signs of reduction, it is part of the sign up to safety campaign and
the Tissue Viability team are using the national ‘Stop the Pressure’ campaign to ensure robust assessment,
and prevention strategies as well as raising awareness.
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Safety
XXXX
XXXXX
Summary
Dashboard
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Board Sponsors
Sponsor XXXX
Director of Nursing & Medical Director

Patient Safety Dashboard

Standard
(target)
Never Event Occurrence by
month (0 target)
Safety Thermometer – overall
compliance (94% internal
target, 92% external target)

February 2015
Performance
against
national
target /
contract

0

91.3%

Against NBT
Trajectory

n/a

Trend from
last month

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

Feb 2015

Quarterly Trend (Q2 vs Q3)

1 event (in Q2) to 1 event (in Q3)

93.4% (in Q2) to 92.5% (in Q3)

n/a

Malnutrition Screening (90%)

Most recent
quarter’s
performance
(quarter 3 Oct –
Dec 14) against
national target

81%

95%

Nov 2014

61.5% (in Q2) to 79.2% (in Q3)

97.1%

n/a

Managed via
Infection
Control

93.6% (in Q2) to 93.6% (in Q3)

0

n/a

Achieving

0 cases in 2014/15

3

n/a

Achieving

13 cases (in Q2) to 9 cases (in Q3)

3

n/a

Achieving

7 cases (in Q2) to 5 cases (in Q3)

Venous Thromboembolism
Screening (95%) one month in
arrears

95.2%

n/a

Managed via
Thrombosis
Committee

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

93.5%

n/a

Achieving

Hand Hygiene Compliance
(95%)
MRSA (0 per month trajectory)
C-Difficile (<5 per month)
MSSA (<1.5 per month)

94.9% (in Q2) to 94.1% (in Q3 to date)

82% (in Q2) to 93.9% (in Q3 to date)

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

Quality Patient Safety
XXXX
XXXXX
Additional
Safety Measures
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Board Sponsor XXXX
Director of Nursing
DON041
01

Commentary
Serious incidents
Six Serious incidents were reported
in February 2015, which were;
1 x Falls
1 x Pressure Ulcer
1 x 12 Hour Trolley Breach
1 x Unexpected Death
1 x Death in Custody
1 x Medication / Communication
Error

Occurence of Serious Incidents:
Mar 2014 - Feb 2015
by Date Reported to STEIS

14

Serious Incidents

12
10
8
6
4
2
0

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

The 12 hour trolley breach has since
been closed as there was no harm to
the patient. The medication incident
was discussed at CRC and agreed
not to fit SI criteria. A request is to
be submitted to STEIS for removal
of this incident once the meeting
minutes are approved. Delays in
treatments and diagnosis remain a
concern and were discussed at
Clinical Risk Committee (CRC) in
March. RCA themes will be
presented to the Quality Committee
this month to seek contributions and
commitments to improvement from
clinical directorates.
Serious Incident Rate
The rate of serious incidents per
1000 bed days continues on a
downward trend.
In terms of Directorates, the figures
continue to demonstrate the same
trends as last month per 1000 bed
days over the last 12 months.

.

Quality Patient Safety
XXXX
XXXXX
Additional
Safety Measures
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Board Sponsor XXXX
Director of Nursing
DON030
01

Commentary
Incident reporting deadlines
All Serious Incidents have been
reported within two days of
confirmation. There has been
one breach of the RCA 45 day
deadline target date in February,
12 days overdue, amounting to
two in the last 12 months.

Number of Serious Incidents Closed and
Breached Deadlines: Mar 2014 - Feb 2015

12

10
8
6

9

4
2
0

8

6
1

3

Closed

1
1

11 10 10

4

1
4

Never Events
No never events were reported in
February.

5

Open Breaching Deadlines

Status of CAS alerts for February 2015
Patient
Safety

Facilities

Medical
Devices

New Alerts

2

1

4

Closed Alerts

0

0

3

Open alerts (within
target date)

2

1

1

Breaches of Alert
target

0

0

0

Further investigation of the Never
Event reported in January has
indicated that the foreign object
was inserted and removed during
the same procedure, without any
harm to the patient. This does not
match the relevant NHS England
criteria for a Never Event.
A full RCA has been completed.
and supports the above. A
request to downgrade the
incident will be submitted with an
assurance that the action plan
will be implemented thoroughly.
CAS Alerts
Alerts are compliant within
deadlines.

Safety
XXXX
XXXXX
Harm
Free Care
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Board Sponsor XXXX
Director of Nursing
Pressure
Ulcers
Commentary
Pressure
ulcer incidence has
XXXX
remained
XXXXX static in January with a
rate
of 10.6 patients per 10,000
XXXX
bed days (YTD 9.7). 29 patients
had a grade 2 pressure ulcer.
with one reported grade 3, this
was an unavoidable case.

DON55
999

Pressure Ulcer prevention is part
of the Trust’s Sign up to Safety
with a targeted improvement of
50% over the next three years
from April. A reduction plan is in
place with an emphasis on
training and education for staff,
an example of which is the
assessment and grading of
pressure areas.
VTE (one month in arrears)
Compliance in January was
95.2% at the time of national data
submission at end of January via
UNIFY (DH reporting system).
Notably, this is the first month of
compliance with the national
target at the point of UNIFY
submission since June 2014. A
detailed review is being
undertaken at Quality Committee
in March to look at the underlying
factors and sustainability of
improvement.

Safety
XXXX
XXXXX
Additional
Safety Measures
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Board Sponsor XXXX
Director of Nursing
Cardiac
Arrest Calls
Commentary
The
rolling
mean of cardiac arrest
XXXX
calls is 0.71 per 1000 discharges,
XXXXX
which remains well below the
XXXX
national average rate of 1.9 per
1000 discharges (which is
recalculated quarterly). There were 9
confirmed calls in February. There
continues be a reduction in numbers
year on year.
Dementia
Overall the improving trend
continues, with the Trust succeeding
in achieving the overall CQUIN
target for February, having
marginally fallen short in January on
Question 2 at 89.7% v 90% target.
The good work of the Dementia care
team has been shortlisted for a BMJ
Award for their work in setting up a
Memory café in the Trust. A recent
recruit into the team will bring fresh
impetus and aid preparation towards
further quality improvement that will
align to the national CQUIN
measures for 2015/16.
Catheter Compliance
Compliance in February has
improved marginally to 85% (YTD
rolling mean 82.7%), although still
well below national benchmark of
95%. An improvement plan has been
provided that targets achievement of
the 95% target by end of June 2015.
This is being reviewed at the CCG
Quality Sub Group on 16th March.

Safety charts
XXXX
XXXXX
Harm
Free Care Catheter on-going care Falls Pressure Ulcers VTE
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Board Sponsor XXXX
Director of Nursing
Commentary
XXXX
Harm
Free Care
XXXXX
The
Trusts
‘harm free’ rate in
XXXX
December reduced to 91.3%
from 92.7% in December, the
national average rate is 93.7%.
The highest harm incidence
(6.8%) was Pressure Ulcers,
4.6% of which were not
attributable to the area recording
it at the time, which includes both
community acquired and those
identified following internal
transfers.
Overall Falls
This is the third consecutive
month where the falls rate has
risen with a rate of 7.73.
However, the number of Serious
Injuries has decreased over the
last 4 months with only one SI in
February. A number of
interventions are being tested
and rolled out. The medical
assessment of falls is improving
by using a Falls Alert sticker in
the notes. Pilot wards are using
falls maps and enhanced
observation of high risk patients
and these interventions will be
rolled out to further wards over
the next few months

Safety Charts
XXXX
XXXXX
Additional
Safety Measures
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Board Sponsor XXXX
Director of Nursing
WHO Checklist
Commentary
Reported compliance with
XXXX
checklist in February is 93.9%,
XXXXX
with YTD compliance at 94.2%.
XXXX

DON27a
999

Malnutrition Screening within 48 Hours of Admission
(for patients admitted for 24hrs or more)
(Orange Bar = Improvement Trajectory. Orange Line =
previous trajectory)

100.0%
90.0%
80.0%
Attendances

70.0%
60.0%
50.0%

40.0%
30.0%
20.0%
10.0%
0.0%

Main directorate breakdowns are;
• Gynaecology 99.1%.
• Surgery 96.8%,
• Musculo-Skeletal 97.3%,
• Neurosciences 94.8%
The Trust is in liaison with
Plymouth Hospitals Trust, at the
TDA’s suggestion, to review their
reporting and audit approach.
Proposals will go to Theatre
Programme Board in the next
month seeking to use this as a
driver for sustainable
achievement at 95% or above.
Nutrition
Trust-wide compliance for
nutrition screening for February
was 81% (target 90%), rolling
YTD mean is 69.7%. Weekly
updates now obtained from Ward
Sisters, plus inclusion of nutrition
screening on daily flow/
leadership meetings. More direct
supervisory responsibility,
previous focus had been at Head
of Nursing level. Improvement
plan due for review at CCG
Quality Sub Group on 16 March.
95% is the aim for end of March
2015.

Safety
XXXX
XXXXX
Medicines
Management Medicine Reconciliation & Missed Doses
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Board Sponsor XXXX
Medical Director
Commentary
XXXX
Medicines
XXXXX Reconciliation and
Missed
XXXX Doses data is available
one month in arrears.

Data on missed doses and
medicines reconciliation is stable
and shows good performance.
Work continues with individual
pharmacists and ward teams to
return missed dose performance
to pre-move levels.
This work is being presented at a
workshop at a European
Pharmacy Conference in
Hamburg in March.
Actions to assure effective
management of medicines are
overseen by the Medicines
Governance Group.

XXXX
Safety
XXXXX
Infection Control

27

Board
BoardSponsor
SponsorXXXX
Medical Director
Commentary
Commentary
XXXX
MRSA
XXXXX
The last reported Trust case was
XXXX
September 2013.
C.Difficile
3 Trust responsible case for
February. 35 cases reported year
to date which is fewer than
internal and external targets.
National target for 15/16 is 43
cases and will require continued
focus on infection control basics
and antibiotic stewardship to
realise the benefits of the new
hospital.
MSSA
3 cases reported in January, the
sources of the infection have
been attributed to the patient’s
clinical presentation and not due
to lapses in care or breach of
policy. A total of 21 cases
reported year to date which is
above the internally set target.
Improvement is focusing on
improving the practice for the
management of indwelling
devices.

Safety
XXXX
XXXXX Control
Infection
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Board Sponsor XXXX
Medical Director
National
and Regional
Commentary
benchmarks
XXXX
Rates
XXXXXof CDiff and MRSA in NBT
are
below both national and
XXXX
regional benchmarks

Hand Hygiene
The Trust Hand Hygiene
compliance has improved to
97.1% which meets the Trust
standard.
Norovirus
There have been no areas
placed under restricted access
due to norovirus since summer
2014.

Safety Chart
XXXX
Sterile
XXXXXServices Department – Theatre Tray Set Non-Conformance Rates
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Board
Director of Facilities
Board Sponsor
Sponsor –
XXXX

Commentary
XXXX
The
monitoring of sterile services
XXXXX
is
regulated
through our Notified
XXXX
Body (British Standards Institute).
The department has a system in
place whereby all nonconformances are captured and
actioned. Data has fluctuated
over the past 4 years due to
inconsistencies in data capture
processes. New processes in
place as of Jan 2015 mean that
the data is now consistent.

Reasons for Non-Conformance
Missing item
Torn wrap
Contaminated
Missing tape
Wrong item
Checklist issues
Extra
Wet
Damaged
Assembly
Tracking Issue
Labels
Sterility
Turn round

February 2015
%

Kit Numbers

0.35%
0.37%
0.32%
0.11%
0.04%
0.00%
0.06%
0.06%
0.00%
0.01%
0.08%
0.00%
0.06%
0.00%

41
48
37
12
5
0
8
9
0
0
10
0
6
0

Please note: Tray set tracking systems for
Southmead and Frenchay sites were merged
in 2013. 2013 activity figures may therefore
appear inflated.
Patient Safety
Non-conformances are captured at the final
safety check of each instrument set by
theatre staff as part of the preparation for
each operation. This routine check is in place
to ensure patient safety is not compromised.
There is no national data to compare the
NBT rate of non-conformance to but the
consequences of the errors can be delayed
or cancelled operations and so there are
actions in place to reduce these. The six
items listed as ‘Sterility’ relate to devices
that require a protective cap for the washing
process, to prevent water damage but which
has to be removed before sterilizing to allow
steam in to successfully sterilize the whole
item. These errors are being targeted

Non-conformances are broken
down into categories and each
has an improvement plan e.g., in
2013 the introduction of metal
containers saw the nonconformance for torn wrap fall
significantly. In 2014 an
increased awareness of the nonconformance process within
theatres and SSD led to an
increase in reporting. With this
increased understanding and
focus from both SSD and
theatres a further reduction in
non-conformances is targeted.

Key areas of current focus are:
missing instruments, torn sets
(wrapped) and contaminated
sets.

Facilities Management
XXXX
Cleaning performance against the 49 Elements of The National Specifications for Cleanliness in the NHS
XXXXX
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Board
SponsorDirector
XXXX of Facilities
Board Sponsor:

Commentary
Work is continuing with FM Duty
Managers to support individual
very high risk areas requiring
improvement to achieve their
targets, as this performance
reflects, only a few areas where
this is still applicable. Focus on
these areas includes increased
auditing and additional
supervision and management
liaison. This is already showing
an improvement.

Very High Risk Areas

Includes: Wards, ICU, Theatres, NICU, AAU, ED,
RDU etc.

High Risk Areas

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

Significant Areas

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

Low Risk Areas

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

•
•
•

North Bristol Trust have increased the NHS 49 elements to 52
36 of these elements are managed by Soft FM i.e. Domestics Services and Estates
13 of the elements are managed by Nursing only and 3 are jointly managed by Nursing & Domestic Services

Performance in high, significant
and low risk areas has
consistently been above target.
Resource was allocated based
on the space requirements and in
line with the National
Specifications for Cleanliness in
the NHS. A review of resource
allocation is underway to balance
the needs.

Effectiveness
XXXX
XXXXX
Mortality
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Board Sponsor XXXX
Medical Director
Commentary
XXXX
Standardised
mortality remains
XXXXX
low
at
NBT
as
shown by
XXXX
measures of HSMR and SHMI.
We continue to track raw
mortality as an early marker of
progress and this is tracking in
winter 2014/15 at a similar level
to 11/12 and 12/13.

Mortality on Admission
May -14

June-14

July -14

Aug-14

Weekday

96

86.99

89

90.38

Weekend

104

104.1

106.49

105.06

XXXX
QUALITY
XXXXX

PATIENT EXPERIENCE

Board Sponsor XXXX

SRO Sue Jones Director of Nursing

Section Summary
Improvements & Actions
Plans are progressing to improve the complaints process and reduce the numbers of overdue
complaints. We have committed to reduce the rolling overdue number to 2011 numbers by
August, and further to the work planned with the patients association we are planning
improvements in investigation and responsiveness to patients and their families.
The top performing ward for Friends and Family this month was Elgar 4, a complex care / rehab
ward for Older People.
Trends
Complaints are higher than the same period last year (pre move). Improvement plans include
supporting resolution at source .

Areas of Concern
Friends and Family test in the emergency department is not yet achieving the response rate
required. During the month of March we are trialling a video kiosk, and working very closely with
our Volunteers to support the department to hear feedback from their patients.

32

Caring
XXXX
XXXXX & Family Test Trustwide Position
Friends
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Board Sponsor
Board
SponsorXXXX
Director of Nursing
NBT % Patients would recommend
Response Rate Target

---

National % Patients would recommend
NBT Net Promoter Score
NPS Target
National Response Rate
……….. National Net Promoter Score
NBT Response Rate

Commentary
INPATIENT
survey response rate
XXXX
is
35%, a small improvement
XXXXX
from
XXXXJanuary. Inpatient Net
Promoter Score is 66.
Our National Ranking (Jan 2015)
117/168 for response rate
129/168 patients who would
recommend us.
EMERGENCY DEPT response
rate is 8%, down by 2.14% from
January. The Net Promoter Score
is 65, down by 7. Actions to
improve are in place but yet to
deliver.
Our National Ranking (Jan 2015)
122/139 for response rate
39/139 patients who would
recommend us. The lower
response rate will reduce the
reliability of this result.
MATERNITY response rate is
18% , slightly underachieving.
Net Promoter Score is 69.
OUTPATIENTS / DAY CASE
(early implementer)
response rate is 3%. Net
Promoter Score is 64, down by
6.5 from January.

XXXX
Caring
XXXXX
Friends & Family Test Directorate Responses and Scores
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Board Sponsor XXXX
Director of Nursing
NBT % Patients would recommend

NBT Net Promoter Score

--- NPS Target

Response Rate Target

NBT Response Rate

It is recognised there is a
Commentary
significant effort required to
XXXX
achieve a 20% response rate in
XXXXX
ED for quarter 4. To support
XXXX
achievement, an electronic kiosk
is to be piloted in addition to
cards. SMS texting also being
explored.

Inpatient wards are also working
to increase their response rates
to 40% required to achieve the
CQUIN. 9 wards are piloting
hand held devices.
Medicine exceeded the response
rate target of 30% and CQUIN
target of 40% necessary for
March. Surgery was the only
other Directorate to achieve 30%.
Poor performance by Gate 8b
has impacted on Renal
Directorate’s NPS and % of
patients who would recommend.
Cotswold’s poor performance has
impacted on WCH’s net promoter
score.

XXXX
Caring
XXXXX
Friends & Family Test Directorate/Dept. Responses and Scores
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Board Sponsor XXXX
Director of Nursing
NBT % Patients would recommend

NBT Net Promoter Score

--- NPS Target

Response Rate Target

NBT Response Rate

Top performing ward in terms of
Commentary
getting a high NPS and RR for
XXXX
February is Elgar Ward 4 (with a
XXXXX
NPS 93.3 and RR 57.1%). Other
XXXX
high performers include: Gates:
AAU, 25b, 33b and 28b with high
NPS and over 40% response
rate.

There were no 0% returns.
Below 20% include Gates: ICU,
6b, 9a, 9b. Poor NPS include
Gates: 32a, 8b and Elgar 3.

Maternity
Our rankings in England across
the 4 stages (available 1 month
in arrears):
Antenatal care 67/136 Trusts for
% of patients who would
recommend.
Delivery came 101/136 Trusts
for response rate and
113/136Trusts for % of patients
who would recommend.
Postnatal Inpatient came
111/136 for % of patients who
would recommend
Postnatal Community came
78/136 Trusts for % of patients
who would recommend.

Caring
XXXX
XXXXX
Complaints
& Concerns
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Board Sponsor XXXX
Director of Nursing
Commentary
Commentary
XXXX
In February the number of
XXXXX
concerns and complaints received
XXXX
were 75 and 71 respectively – a
35% increase in activity on the
same month last year, reflecting
the trend seen since last May.
The increase in concerns relative
to complaints shows that some of
the more serious/complex issues
seen immediately following the
Move have been resolved and
not repeated and that the
volumes are driven by important
but lower level issues. A
relatively high numbers of
enquiries continues to be handled
by ACT.
The Patients Association
collaborative workshops are due
to run from April until June.
Work continues to arrange
meetings with directorates, and a
change to procedure is being
trialed within medicine to test an
alternative process designed to
improve response timescales.
The avoidable returned case rate
for the year remains less than 1%.

XXXX
Caring
XXXXX
Complaints & Concerns
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Board Sponsor XXXX
Director of Nursing
Commentary
XXXX
The
main complaints themes
XXXXX
remain:
XXXX
 Clinical care
 Communication
 Attitude of staff
The total number of overdue
complaints increased in response
to the greater number of cases
received. Because the usual
trend for a reduction in cases
received over the Christmas
holiday period did not occur this
caused more cases logged from
Dec to end of Jan to fall into the
overdue category.
The clinical directorates continue
to account for most of the
overdue figure with particular
peaks in MSK and Surgery.
Cases overdue within the central
ACT team reduced by 50% in
February and are on target to be
eradicated by the end of April.
The Head of Patient Experience
continues to encourage greater
reporting of compliments to
ensure that good practice is
recognised more consistently and
fed back effectively to staff.

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

Q4 13/14

Q1 14/15

Q2 14/15

Q3 14/15

Jan-15

Feb-15

3

6

3

2

1

1

Commentary
XXXX
One
new case was reported for
XXXXX
investigation by the PHSO in
XXXX
February.
2 investigations were concluded
and 1 draft reports issued by the
PHSO last month.

Parliamentary Health Service Ombudsman (PHSO) Cases

New cases referred to PHSO
No. of cases Fully upheld

0

0

0

0

0

0

No. Partly upheld

0

2

1

0

0

1

No. Not upheld

5

1

0

0

0

1

Fines levied

Nil

Nil

£550

£500

Nil

£250 *

Corrective Actions Compliant
with timescales

N/A

1

N/A

N/A

2

2

Non-compliant

N/A

N/A

N/A

N/A

N/A

N/A

Mar-15

* Detailed in a draft report and yet to be confirmed.
If all avenues for complaint resolution have been exhausted and the complainant is still dissatisfied with the Trust’s
response, the complaint has the right to take their complaint to the PHSO. Cases can take many months from ‘new’
to ‘decision’ which means the volumes shown above represent differing time periods and will not therefore ‘add up’
within any given period.

Of the two Action Plans
submitted to the PHSO in
January one was returned for
some actions within the Medical
directorate to be strengthened.

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

2014-15 CQUINS – National Schemes
Title

Friends and
Family Test

NHS Safety
Thermometer

Dementia

Description

Q1

Q2

Q3

Comment

Staff Friends and Family Test
from April 2014

Questionnaire sent out to all staff

Early implementation in
Outpatients and Day Case by
October 2014
Increase response rates in
Emergency Dept (ED) and
Inpatients (IP)
Further increase to response
rates in Inpatients (IP) only in
March 2015
Reduction in number of
pressure ulcers for Nov
2014-March 2015 compared
to Nov 2013-March 2014
To identify, assess and refer
on dementia patients

Rolled out FFT to outpatients and day case by target date
of 1st October 2014

Confirmation of clinical lead
and implementation of
training programme
Provision of support for
dementia carers

Met Target

CQUIN being finalised

Next stage for CQUIN assessment for ED and IP is Qtr. 4.
On track to achieve this

IPR
Page Ref

34-36

On track to be achieved in March

Achievable based on performance for 2014/15 to date

26
The target was partly achieved for quarters 1 & 2 and an
action plan is in place to improve performance in future
months. All 3 targets were met in December 2014 but
not for Q3 in total.
Achieved

Action plan in place: Pilot questionnaires posted,
awaiting responses.

Not met target
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CQUINS 2014-15 Local Schemes
XXXX
Board
Sponsor Director of Nursing
XXXXX
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Board Sponsor XXXX

2014-15 CQUINS – Local Schemes
Title
Maternity

Description
Increase quality of post-natal care and improvement of
breast-feeding rate at handover to community services

Cancer Treatment
Summaries

To produce cancer summaries following successful
completion of surgical treatment

Discharge
Summaries

To improve timeliness and quality of discharge
summaries

End of Life care
Personalised Care
Planning

Q1

Q2

Q3

Comment
Detail of measurement to be
agreed. Not achieved in Q3.

n/a

On track to be achieved measurement from quarter 2
onwards
Achieved in Q3

To improve identification of end of life patients and
increase level of support to the patient and carer

Achieved in Q3

To increase the number of personalised care plans
agreed with patients with long term conditions

Care Plan roll out plans
currently being agreed

Reduction in incidence of Sepsis

Achieved in Q3

Emergency admissions to be assessed by an
appropriate consultant within 14 hours of admission
Implementation of Sirona model relating to virtual wards

Method of reporting not
robust.
Achieved in Q3

Sepsis
7 day working
System wide with
Sirona

Met Target

CQUIN being finalised

Not met target

CQUINS 2014-15 NHS England Specialist Services Schemes
XXXX
Board
Sponsor Director of Nursing
XXXXX
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2014-15 CQUINS – NHS England Specialist Services Schemes
Title

Description

Q1

Q2

Q3

Comment

Genetics

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

Not achieved.

CAMHS

CAMHS 5 days review of unplanned
admission

Achieved in Q3

Specialised
cancer

Use of remote monitoring for the support of
prostate cancer patient follow up

Achieved in Q3

The % of babies born at <34+0 weeks
gestation receiving some of their mother’s
breast milk at final discharge home from
neonatal care
NICU
% of babies <29+0 weeks gestation and/or
<1000g who start intravenous nutrition
(TPN) by day 2 of life
Develop network for adult services
Orthopaedics including regional audits and MDTs for
complex cases
Increase effectiveness of rehabilitation
Critical care
following critical care stay
Increase GP registration and
communication
HIV
Development of IT system to support
implementation of antiretroviral system

Achieved in Q3

Met Target

Achieved in Q3

Achieved in Q3

n/a
n/a

CQUIN being finalised

Not fully achieved in Q2 & Q3. Actions ongoing to
improve performance.
Achieved in Q3
Achieved in Q3

Not met target

XXXX
Well
XXXXXLed
Board Sponsor XXXX
SRO
Harry Hayer
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Section Summary
Improvements & Actions








‘Nursing@NBT’ Open Day planned for next month as the first of a series of four events in the coming year aimed at securing the Trust’s
nurse resourcing requirements.
Learning & Development has been awarded the Quality Mark from Skills for Health for the quality of their education and training and
praised for its partnerships with local universities, colleges and Jobs Centre Plus.
Trust’s apprentices were honoured at a graduation ceremony in March as part of the National Apprenticeship Week.
A standardised shift impact review is currently underway – findings with recommendations will be presented back to the working group
in April.
An Occupational Health SLA review is nearing completion to ensure the service standards are ‘fit for purpose’ . It’s conclusion will be
shared with OH on the 24th March.
Funding for iCARE finishes at the end of March. Future options and costs will be part of a business case for 'iCARE in Action.‘
The Trust’s new appraisal process starts from the 1st April. Appraisal dates have been aligned with incremental dates with the appraisal
meeting taking place 6 – 8 weeks before the incremental date.

Trends
 Demand for iCARE has increased and we have successfully delivered bespoke sessions for hard to reach groups including ED Receptionists
and FM staff, as well as general induction.
 Sickness Absence remains high and increased in January (5% in month). Work is in place to monitor the effectiveness of all actions being
undertaken, with monthly reviews as part of an overall targeted approach.

Areas of Concern





The number of live vacancies registered with HR (318.17 wte) is high although 250 wte are in the pipeline to start within the next 3
months.
Registered nurses remain under scrutiny with further demand likely to materialise as part of a re-baselining exercise looking at nursing
capacity being led by the Deputy Director of Nursing.
Bank and agency usage has reduced slightly during February with interventions starting to kick in.
The 2014 National Staff Survey Results have been published and Trust acknowledge they were disappointing. The results were discussed
at February’s Trust Board and JCNC and will be further considered as part of the Trust’s focus on the CQC action plan. Some actions are
already in place which include filling job vacancies and sharing the Trust’s Strategy.

XXXX
Well Led
XXXXX
Summary Dashboard

43

Board Sponsor XXXX

Board Sponsor Director of People & Organisation Health

February 2015

Most recent
quarter’s average
performance
(Q3 Oct – Dec 14)

Quarterly Trend (Q2 vs Q3)

10.1%

9.8% (in Q2) to 10.1% (in Q3)

5%

4.8%

4.3% (in Q2) to 4.8% (in Q3)
4.47% last rolling 12 months to Jan 2015

Long Term Sickness
Absence (Jan 15 data
shown)

3.7%

2.7%

Short Term Sickness
Absence (Jan 15 data
shown)

2.9%

2.1%

1.73% (in Q2) to (in Q3) 2.1%

495.59

446.9

455.0 (in Q2) to 446.9 (in Q3)

187.26

205.5

230.3 (in Q2) to 205.5 (inQ3)

86.7%

82.7%

Standard
(target)
Turnover
(voluntary/perm staff)

Performance
against national
target / contract

Trend from last
month

I

10.4%
improvement

Trustwide Sickness
Absence (target 3.8% in mth Jan 15 figure
shown)

2.63% (in Q2) to 2.7% (in Q3)

WTE Bank (usage)

WTE Agency (usage)

Mandatory Training
Compliance (Target
85%) (one month in
arrears)

77.7% (in Q2) to 82.7% (in Q3)

Well
XXXXLed Commentary
Key
XXXXX
Workforce Indicators
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Turnover from Voluntary Resignations
Period

% Turnover

Mar 14 – Feb 15

10.4%

Feb 14 – Jan 15

10.5%

Jan 14 – Dec 14

10.3%

Dec 13 – Nov 14

10.1%

Nov 13- Oct 14

10.1%

Oct 13- Sept 14

9.8%

Sep 13 - Aug 14

9.9%

Aug 13 - July 14

9.7%

Jul 13 – Jun 14

9.5%

Jun 13 - May 14

8.9%

Commentary
Turnover

XXXX permanent staff who have
Included:
XXXXX voluntarily & fixed term staff
resigned
XXXX
who
left before the end of their
contract.
Excluded: bank workers, locums,
junior doctors, service transfers, end
of fixed term contracts, retirements,
dismissals, redundancies, and
internal movements/transfers.
For permanent staff, the last rolling
12 month figure for voluntary
resignations illustrates a slight
reduction to February 2015.
February recorded lowest number of
permanent staff resigning voluntarily
(53) since before September 2014.

Reason for leaving
Planned activity spiked in August
2014 due to junior doctors rotation.
A similar but smaller spike is shown
in February 2015 figures.

Note: the monthly turnover charts include February data.
However, due to payroll cut off dates and the timing of this
report, our internal information systems are still being updated
at time of publication. This means that February’s data will be
further updated once the payroll system has closed and the
figures will change. These changes will be reflected in next
month’s report

The 3 main reasons for leaving
include : work/life balance (which
has fallen in February to levels not
seen since September 2014), pay
and reward packages & relocation.
The revised Exit Questionnaire (EQ)
is available online for staff to
complete. A wider communication
plan launching the EQ will start at the
end of March 2015.

Well
XXXXLed
Recruitment
XXXXX
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Recruitment
Commentary
XXXX

Breakdown of LIVE Recruitment of Medical Posts by Directorate
18
16
14
12
10
8
6
4
2
0

Women &
Children

Medicine

Surgery

MSK

Neuro

Medical
Education

•XXXXX
Recruitment plans are place to fill
Medical & Non Medical positions
XXXX
across the Trust to help reduce
agency and bank spending.
Specific areas include Medicine
(AAU, Elgar & ED), CCS
(Theatres & ICU), FM (Catering,
Portering & Domestics) and NICU
& Health Visitors.
• Human Resources are currently
recruiting 318 wte vacancies with
a further 185.8 wte from FM
expected to be converted from
agency/bank to permanent with
remaining filled externally.
• 250 of the 318 wte are currently in
the ‘recruitment pipeline’ to start
employment within the next 3
months.
• The Registered Nursing vacancy
level has increased slightly within
the last month with the Non
Registered Nurse vacancy levels
reducing. Pipeline supplies for
both have improved.
• Overseas recruitment planned for
April to recruit a new cohort
Registered Nurses.
• The first of 4 Nursing Open Days
has been set up for April.
• 120 applications are being
processes for Newly Qualified
Nurses ready to commence
September.
• All but 2.6 wte of the medical
posts currently being recruited are
fixed term arrangements.

Well
XXXXLed
Sickness
XXXXX Absence
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Sickness
Absence
Commentary
XXXX
Sickness
XXXXX absence increased for
January
XXXX 2015 (5% ‘in month’ and
4.47% last 12 rolling months).
A combination of manager
training, Ask HR analysis and
actions and e-rostering has
contributed to raising awareness
and better reporting of sickness
absence across the Trust.

DOO01
999

350

Sickness Absence Cases
Average length of open 'Ask HR' cases

Average length of case (days)

300

A sickness absence audit
highlighted a need for improved
implementation of existing
sickness processes. The audit
actions will form part of the
overall Trust sickness absence
action plan supporting the
Workforce Sustainability
Programme.

250

Additional information show the
number of long and short term
cases logged by Ask HR and
reasons. An increase in both
short and long term cases have
been recorded during February.

200
150
100
50
0

Long Term Absences

Short Term Absences

Source Data for Sickness Absence % = BigI

Well
XXXXLed
Pay
XXXXX
& iCare
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Commentary
XXXX
XXXXX
Overall bank and agency spend has
XXXX
decreased across Medicine, Neuro,

Bank and Agency

Surgery and CCS during the month
of February. Usage of both bank
and agency has increased in Renal
which is being address through
recruitment interventions. Actions
are in place to recruitment to
increase NBT eXtra bank capacity
with the intention to reduce and
move away from using nonregistered nurses from agencies.

Pay Expenditure
Substantive pay has dropped slightly
over the last two months with bank
and agency recording a slight
reduction for February.

Reward
4,800 staff have signed upto the ‘My
Trust Benefits’ scheme and have
shared in an overall saving of
£52,920.

iCARE
February showed a steady increase
in staff engagement in iCARE with
community, department and
induction sessions. GP care and
Avon Police have contacted NBT
about iCARE'

Well
XXXXLed
Mandatory
XXXXX
Training
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Mandatory Training Action Plan 2015
As part of the trust’s action plan to improve compliance rates
across all directorates and staff groups the following key
actions are in place :
•
•
•
•

•
•
•
•
•

•
•

•

Clarity on Top Tier Mandatory and Statutory training
requirements for all staff : Feb 2015
Communications plan in development for new
requirements : March 2015
NBT Extra compliance plan in development : Feb 2015
Training Needs Analysis and capacity
assurance/Passport review and update/NBT virtual
passport pilot and launch March 2015 target and re
launch May 2015.
E-learning review – e-learning for all subjects available
and aligned to the National Core Framework reviewed
and QA’d (Quality Approved) June 2015.
BNSSG/Bath passport protocol – refreshed February
2015 to include references to National Core Skills
Framework.
Junior Doctors passport – partnering with the Deanery to
seek further development of training passports
February/March 2015
Following review of induction programmes and
associated workplace orientation processes – further
implementation of new starter support programme
Commence April 2015
Refresh of compliance reporting process March / April
2015
Clarify manager expectations in relation to induction and
training process with KPIs with Interface in management
development programme April 2015
Re-launched message to staff linking Mandatory Training
Appraisal completion and Pay performance – March
2015.

Mandatory
CommentaryTraining
The
top tier will include:
XXXX
•XXXXX
Fire, Health & Safety, Infection
Control, Safeguarding Children,
XXXX
Manual Handling, Information
Governance, Waste Management
& Equality & Diversity
The frequency of completion and
reporting requirements for the
additional 3 topics ; Equality &
Diversity, Waste Mgt and Information
Governance are being finalised. In
the meantime, all can be completed
via e-learning or face to face .
Information Governance (IG)
compliance (based on annual
completion) is reported through IG
toolkit for the Health & Social Care
Information Centre (HSCIC).
Once the frequency of completion
and reporting requirements for the 3
new topics have been finalised a
communications campaign aligned to
annual appraisals will commence.
Compliance fell slightly in Manual
Handling (due to training capacity) &
Fire due to the New Year period and
operational requirements during
January. The action plan (left) is
being put in place to achieving
compliance across the Trust as a
whole.
Note : with effect from January 2015 the mandatory
training data will only include those topics which are
exceptions (e.g. not meeting, and sustaining, 85%
compliance target).

Well Led
XXXX
XXXXX Workforce
Medical
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Commentary
Commentary
XXXX
The medical appraisal chart
XXXXX
shows the compliance with the
XXXX
requirement for all doctors to
have not exceeded 15 months
since their last appraisal.
The small number of individuals
missing this deadline are
targeted by directorate appraisal
leads as necessary.
Clinical Fellows on short term
fixed contracts may have difficulty
keeping up to date with appraisal
dates. The revalidation support
manager is supporting these
doctors to ensure that they meet
the GMC requirement.

Safe
XXXXStaffing
Nursing
XXXXX Workforce
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DON36
999

February 2015
Cossham
Riverside Unit
Southmead

Day shift
RN/Midwife Fill rate % CA Fill rate %
100.0%
96.3%
97.6%

103.6%
92.7%
102.3%

Night Shift
RN/Midwife Fill rate
CA Fill rate
100.0%
100.0%
98.5%

100.0%
100.0%
117.5%

Commentary
Commentary
XXXX
The
overall Trust % fill rate for
XXXXX
February
XXXX 2015 was between
92.7%- 100%. This is within the
same range as last month.
In February 4 of our wards flagged
as ‘Red’ (<80% fill ).
Red flagged areas were:
• Care Assistant hours in CDS,
Mendip and NICU (W&C) and
Gate 8b (Renal)have flagged
this month. NICU has also
flagged the previous 4 months.
All of these areas are risk
assessed each shift by the nurse /
midwife in charge and staff moved
to support areas when required to
maintain safe staffing. Gate 8b Day
Care Assistant fill rate was
significantly reduced, this has been
closely managed by the Matron
and staff moved from Gate 8a
when required to maintain safety.
Recruitment plans are in place for
vacancies in NICU to improve the
Day and Night Care Assistant fill
rates.
The numbers of hours of
Registered Nurses and Care
Assistants , planned and actual, on
both day and night shifts are
uploaded on UNIFY for NHS
Choices and also on our Website
showing the overall trust position
and each individual gate level.

Safe Staffing
XXXX
XXXXX Workforce
Nursing
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Commentary
Commentary
Nursing spend on the inpatient
XXXX
wards has decreased slightly this
XXXXX
month associated with reduced
XXXX
temporary staffing usage .

Overspends within the wards post
the new hospital are associated
with:
 Rostering in excess of funded
establishment
 ‘Specialling’
The Deputy Director of Nursing is
reviewing all ward establishments
with the Heads of Nursing (HoN) as
part of the 15/16 budget setting
process.

Dec 13

Jan 14

Feb 14

Mar 14

Apr 14

May 14

Jun 14

July 14

Aug-14

Sep-14

Oct-14

Nov-14

Dec-14

Jan-15

Feb-15

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

61:39

60:40

58:42

57:43

57:43

59:41

58:42

57:43

56:44

57:43

58:42

58:42

58:42

58:42

58:42

To assist with reductions in
specialling costs, a Trust wide policy
including a risk assessment and
authorisation process is being
developed and Directorates are
critically reviewing at ward level.
The use of different workforce
groups for managing specialling
care is also being explored.
The SafeCare Module
(acuity/dependency tool) is being
rolled out across the Trust , this will
assist with monitoring nursing
establishments in line with patient
care requirements, movement of
staff and skill mix reviews.

Safe Staffing
XXXX
XXXXX Workforce Ward Early Warning Trigger Tool (QUESTT)
Nursing
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Commentary
Commentary

XXXX
QUESTT is RAG rated with those
wards
scoring 7 – 12 being in an
XXXXX
Amber
XXXX status. Those wards scoring 12
and above are recorded as Red.
Completion rates for February have
reduced , this has been discussed in
detail with the Heads of Nursing to
ensure that compliance, and actions to
improve compliance rates and scores
are reviewed within each Directorate.
A review of both the process and the
areas required to submit will be taking
place over the next month.

Questions Used for Ward Early Warning Trigger Tool Assessment
Q1: New or no line manager in post (within last 6 months)

Q9: 2 or more formal complaints in a month (wards) or 3 or more
(A&E or OPD) or 1 or more (CCU & ICU)

Q2: Vacancy rate higher than 3%

Q10: No evidence of resolution to recurring themes

Q3: Unfilled shifts is higher than 6%

Q11: Unusual demands on service exceeding capacity to deliver
(e.g. national targets, outbreak)

Q4: Sickness absence rate higher than 3.5%

Q12: Hand hygiene audits not performed

Q5: No monthly review of key quality indicators by peers (e.g.
peer review or governance team meetings)

Q13: Cleanliness audits not performed

Q6: Planned annual appraisals not performed

Q14: Ward/department appears untidy

Q7: No involvement in Trust-wide multi-disciplinary meetings

Q15: No evidence of effective multidisciplinary/multiprofessional team working

Q8: No formal feedback obtained from patients during the month
(e.g. questionnaires or surveys)

Q16: Ongoing investigation or disciplinary investigation (including
RCA's & infection control RCA's)

1 ward flagged ‘red’ with a score of 12
for February. This is a reduction on
last month due to an improvement in
the completion of audits and reduced
demands on the ward capacity and
workload.
Areas of concern for red ward:
34a:vacancy rates, unfilled shifts ,
sickness, formal complaints received
and ongoing investigations.
The ward has been fully supported by
the Matron and Head of Nursing in
ensuring that vacancies have been
filled quickly, sickness managed
closely, staffing is risk assessed each
shift by a senior member of staff and
the formal complaints have been
responded to. All areas which flagged
‘red’ last month and have not
submitted data this month have been
addressed with the relevant Heads of
Nursing.

Safe Staffing
XXXX
XXXXX
Maternity
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Commentary
Commentary

DON52
999

Midwife to Birth Ratio
Jun
14

Jul
14

Aug
14

Sep
14

Oct
14

Nov
14

Dec
14

Jan
15

Feb
15

1:36

1:37

1:33

1:38

1:38

1:37

1:39

1:37

1:35

DON51
999

No beds
on wards
13%

DON53
999

This
report provides information
XXXX
about
midwifery staffing and will
XXXXX
track,
for
XXXX the board, the occasions
when delivery suite is unable to
take new admissions and why.
When CDS is closed transfers are
normally made within BNSSG,
transfers out of area are at very
low levels.
There are robust processes in
place to prevent closure. If the
Delivery Suite coordinator is
concerned about acuity, the
Matron or a Senior Manager is
contacted, and supervisor of
midwives out of hours. Midwives
are moved to assist on the
Delivery Suite (this includes all
specialist midwives and
managers), and out of hours the
on call midwife is called in.
The Birthrate plus acuity tool is
currently being used to identify the
skill mix of midwives needed for
our level of acuity. In February
2015 there were 5.8 WTE
vacancies due to leavers. The
Directorate has implemented a
rolling programme of recruitment to
reduce gaps in recruitment.

XXXX
FINANCE
XXXXX
SRO
Catherine Phillips Director of Finance
Board Sponsor XXXX
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Section Summary
Summary
•
•
•
•

For the year to date, the Trust is favourable to plan by £11.2m, with Commissioner income below plan by
£13.2m and other income favourable by £16.6m due to the receipt of non-recurrent income.
The Trust has agreed a revised financial outturn deficit for £19.74 m for 2014/15. The Trust needs to improve
its performance by £0.7m in March to achieve this agreed forecast.
The cash balance is £18.6m, temporary cash support of £8.5m was repaid in February.
The Trust is rated red by the Trust Development Authority (TDA) with a continuity of service rating of 1.

Areas of concern
•
•

Elective inpatient performance continues to be lower than plan. It is essential that activity levels continue to
increase to planned levels by the start of the 2015/16 financial year.
Pay expenditure was £2.4m overspent for the 11 months to February.

Actions
•
•
•

•
•

Plan in place to deliver the revised deficit of £19.74m through the following actions:
Agreement in place to reduce the use of temporary staff through accelerating recruitment.
Continue to increase the level of income across outpatients and elective activity in line with RTT recovery
trajectory.
Ensure the delivery of CQUIN and best practice tariff requirements
Continue to monitor and manage cash on a daily basis.

Finance
XXXX
Statement
XXXXX
of Comprehensive Income
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Commentary
XXXX
Assurances
XXXXX
The
Trust has agreed a revised
XXXX
deficit forecast of £20m for
2014/15 with the TDA.
Concerns & Gaps
The Clinical Income position
remained at £13.2m below plan
in February. The position
continues to be driven by the
underachievement of elective
inpatient activity, exacerbated by
penalties incurred as a result of
the Trust not achieving its
performance targets.
Actions planned
Continued focus on elective and
outpatient activity through to the
end of the financial year.
The reduction and recovery of the
pay overspend across the Trust
focusing specifically on agency
usage.

Finance
XXXX
Statement
XXXXX
of Financial Position
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Commentary
XXXX
Assurances
XXXXX
XXXX
The Trust currently has £18.6m
cash. £8.5m of temporary cash
support received earlier in the
year was repaid in February.
The Trust received £14m of
additional support during
February, NHS debtors have
reduced accordingly.
Concerns & Gaps
The Trust has paid 86% of all
invoices within 30 days.
Actions planned
Effective daily cash monitoring to
ensure the Trust is able to stay
within the cash limits set.
Focus on debt reduction with
commissioners and Non NHS
debts over 90 days old.
A plan to improve the percentage
of invoices paid within 30 days

Finance
XXXX
Financial
XXXXX Risk Ratings
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XXXX
Assurances
XXXXX
The
Trust has secured assurance
XXXX
from the TDA that it will make
sufficient cash available to meet
its obligations, subject to the
implementation of the Financial
Sustainability Plan.
Concerns & Gaps
The Trust has a red rating on the
TDA risk assessment criteria
because it is forecasting a deficit
for 2014/15.
The risk rating against Monitor’s
Continuity of Service rating is the
lowest score of 1.
Actions planned
Daily cash monitoring is
undertaken to ensure sufficient
cash resources are in place.

Finance
XXXX
Rolling
XXXXXCash Flow Forecast, In Year Surplus, & Capital Programme Expenditure
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Commentary
XXXX
Assurances
XXXXX
XXXX
The trust has now received the
£14m of additional support.
Capital expenditure in-month was
£6.1m.
Concerns & Gaps
Capital expenditure is £7.1m
below plan for the year to date.
The trust must manage its cash
balance down to its year end plan
of £1m, achievement of this
target requires a significant cash
outflow during March.
Actions planned
It is important the Trust is able to
achieve the capital target this
financial year. Plans in place
include regular reviews with
project leads to ensure
expenditure fully reflects the work
done to the 31st March.
Cash will continue to be
monitored closely on a daily
basis to ensure the required year
end balance is achieved.

Finance
XXXX
Savings
XXXXX
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XXXX
Assurances
XXXXX
XXXX
Savings review meetings are in
place to ensure in year
implementation and development
of future years plans the recovery
plan
Concerns & Gaps
There is a no shortfall for the year
however there remains a
recurrent shortfall against the
savings target.

Actions planned
Savings review meetings in place
with Directorates to ensure
delivery of plans and
development of future year
savings.

REGULATORY VIEW
XXXX
XXXXX Commentary
Overall
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Summary
The Governance Risk Rating (GRR) for ED 4 hour performance continues to be a challenge through 2014/15, Actions to improve and sustain this standard are set out earlier
in this report. In February 2015, all RTT standards failed. A recovery plan is in place (please see Key Operational Standards section for commentary). Cancer figures are
undergoing final validation therefore, whilst indicative, the February figures presented are not necessarily reflective of the Trust’s finalised position. However, the indicative
position shows that we passed 5 of 8 of the Cancer targets. Any subsequent updates will be flagged next month.

We are scoring ourselves against the TDA Accountability Framework (AF) 2014-15. This requires that we use the performance indicator methodologies & thresholds provided
to calculate scores for Quality and Delivery (an overall score based upon a subset of individual scores for each of the CQC domains of Caring, Effective, Responsive, Safe,
Well-Led) and a Finance Risk Assessment based upon in year financial delivery & Monitor’s Risk Assessment Framework. Details are provided over the following 2 pages.
Board compliance statements – number 4 (going concern) and number 10 (ongoing plans to comply with targets) warrant continued board consideration in light of the financial
budgets for 2014-15 and ongoing performance challenges as outlined within this IPR. The Trust is committed to tackling these challenges and revised recovery trajectories
have been submitted to the TDA as outlined elsewhere in this report and are scrutinised on an ongoing basis through the monthly Integrated Delivery Meetings.

CQC reports history (all sites)
Jul 14

Aug
14

Sept
14

Oct
14

Nov
14

Dec
14

Jan
15

Feb
15

3

2

3

3

4

4

3

3

See Finance Section
–using new TDA
Accountability
Framework
Guidance

Red

Red

Red

Red

Red

Red

Red

Board non-compliance
statements

1

0

1

1

1

1

1

1

1

1

Prov. Licence non-compliance
statements

0

0

0

0

0

0

0

0

0

0

Care Quality Commission
(CQC) Risk Category

N/A

CQC Inspections

1xG*

Regulatory Area

Sept
13

Mar
14

Governance Risk Rating 201415 Framework
Finance Risk Rating (FRR)

N/A

3

3

3

3

3

3

3

3

N/A

N/A

N/A

N/A

N/A

N/A

RI

RI

Location

Standards
Met

Report
date

Overall

Requires
Improvement

Feb-15

Child and adolescent
mental
health wards (Riverside)

Good

Feb-15

Specialist community
mental
health services for children
and young people

Requires
Improvement

Feb-15

Community health services
for children, young people
and families

Outstanding

Feb-15

Southmead Hospital

Requires
Improvement

Feb-15

Cossham Hospital

Good

Feb-15

Frenchay Hospital

Requires
Improvement

Feb-15

Regulatory View
XXXX
XXXXX
Governance
Risk Rating Quality & Delivery February 2015
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Responsiveness Domain – Metric

Standard

Weighting

This
month

Referral to Treatment Admitted

90%

10

81.7%

Referral to Treatment Non Admitted

95%

5

91.7%

Referral to Treatment Incomplete

92%

5

83.4%
234

0

5

Diagnostic waiting times

99%

5

A&E All Types Monthly Performance

95%

10

82.8%

0

10

1

93%
93%
96%

2
2
2

93.4%
100%
93.7%

2
2
2

100%

31 Day Subsequent Surgery Standard

98%
94%
94%

94.3%

62 Day Standard

85%

5

84.2%

62 Day Screening Standard

90%

2

75%

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

0.8%

Urgent Ops Cancelled for 2nd time (Number)

0

2

0

Proportion of patients not treated within 28 days of
last minute cancellation

0

2

11

3.5%

5

4.6

Referral to Treatment Incomplete 52+ Week Waiters

12 hour Trolley waits
Two Week Wait Standard

Breast Symptom Two Week Wait Standard
31 Day Standard
31 Day Subsequent Drug Standard
31 Day Subsequent Radiotherapy Standard

Delayed Transfers of Care
Certification against compliance with requirements
regarding access to health care for people with a
learning disability

Responsiveness Total Score

Effectiveness Domain – Metric

Standard

Hospital Standardised Mortality Ratio (DFI)
Deaths in Low Risk Conditions

1.3%

5
78

See the following page for an explanation of how our Risk Ratings are
calculated.

1

Weighting

90.19
(Oct 14)
85.21
(Oct 14)
90.38
No weightings or
(Aug 14)
standards have been
assigned to score against 105.06
(Aug 14)
at present.
97.02
(June 14)

Hospital Standardised Mortality Ratio Weekday
Hospital Standardised Mortality Ratio Weekend
Summary Hospital Mortality Indicator
(HSCIC)
Emergency re-admissions within 30 days
following an elective or emergency spell at
the Trust
Effectiveness Total Score
Safe Domain – Metric

This
month

7.4% (E)
12.9% (N-E)

Standard

Weighting

This month

Clostridium Difficile - Variance from plan

0

10

3

MRSA bacteraemia
Never events
Serious Incidents rate
Patient safety incidents that are harmful
Medication errors causing serious harm
CAS alerts
Maternal deaths
VTE Risk Assessment (1 month in arrears)
Percentage of Harm Free Care

0
0
0

10
5
5
5
5
2
2
2
5

0
0
5
<1%
0
0
0
95.2%
91.3%

46

4

0
0
1
95%
92%

Safe Total Score
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Chief Executive Officer
How is our Risk Rating calculated? Each domain (responsive, well-led etc) is given a
total score based on the performance in month. Weightings are assigned for every
standard that we fail to meet (see fig.1) – these are then calculated as a % of the
total possible domain score, and a corresponding score of 1-5 is assigned (see fig.2).
The scores for each domain are then added together, which give the overall Trust
score (fig 3) – on a scale where 1 is worst and 5 is best.

This
month

30

2

27.5

20

2

8.28
43.1%
(Q2)
59.8%
(Q2)

Domain Name

Responsiveness

Maximum
Weighting

Inpatients response rate from Friends and
Family Test
A&E response rate from Friends and
Family Test
NHS Staff Survey: Percentage of staff who
would recommend the trust as a place of
work
NHS Staff Survey: Percentage of staff who
would recommend the trust as a place to
receive treatment

Weighting

Weighting
Score

Standard

Well Led Domain – Metric

% of
Maximum
Possible
Weighting

Quality
Risk
Rating by
Domain*

66

78

84%

1

Data Quality of Returns to HSCIC

99.8%

Effectiveness

Trust turnover rate

10.4%

Safe

10

46

21%

4

Well Led

4

4

100%

1

Caring

0

12

0

5

5%

Trust level total sickness rate (Jan 2015)
Total Trust vacancy rate
Temporary costs and overtime as % of
total paybill

NBT TOTAL

Fig.1

3

Percentage of staff with annual appraisal
Well Led Total Score
Caring Domain – Metric

Standard

4

1

Weighting

60

5

83.9

A&E Scores from Friends and Family Test

46

5

64.5

5

75

2

0

2

21%

12

5

Mixed Sex Accommodation Breaches

0

Inpatient Survey Q 68 - Overall, I had a
very poor/good experience (2013)
Caring Total Score

Score

0%-20%

5

Sum of
Domain
scores

>20% <40%

4

5-10

2

>40% <60%

3

10-15

3

>60% <80%

2

15-20

4

>80%

1

20-25

5

This
month

Inpatient Scores from Friends and Family
Test

Complaints

*Domain Performance (%)

Fig.2

Fig.3

Overall Quality
& Delivery score

NBT’s February 2015 Risk Rating = 3
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Self-assessed, for submission to NTDA

Ref

Comp
(Y/N)

Comments where non compliant or at risk of non-compliance

Yes

Existing processes sufficient. New requirements have been discussed and processes are being put in place
to ensure compliance with the new regulations.

G7

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

Yes

CQC registration is in place. No outstanding non-compliance actions with CQC. The Trust is scheduled for
inspection by the CQC in early November 2014.

Patient eligibility and
selection criteria

Yes

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

G8
P1

Recording of information

Yes

P2

Provision of information

A range of measures and controls are in place to provide internal assurance on data quality. Further
developments to pull this together into an overall assurance framework are planned through strengthened
Information Governance Assurance Group.
Information provision to Monitor not yet required as an aspirant FT. However in preparation for this the Trust
undertakes to comply with future Monitor requirements.

P3

Assurance report on
submissions to Monitor

P4

Compliance with the National Tariff

G4

Criteria

Yes

Yes

C1

Constructive engagement
concerning local tariff
modifications
The right of patients to make
choices

C2

Competition oversight

IC1

Provision of integrated care

P5

Yes

Assurance reports not as yet required by Monitor since NBT is not yet a Foundation Trust. However, once
applicable this will be ensured. Scrutiny & oversight of assurance reports will be provided by Trust's Audit
Committee as currently for reports of this nature.
NBT complies with national tariff prices. Scrutiny by CCGs, LAT and NTDA provides external assurance
that tariff is being applied correctly.

Yes

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

Yes

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

Yes

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

Yes

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

XXXX
Regulatory
View
XXXXXCompliance Statements at February 2015
Board
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Self-assessed, for submission to NTDA
No.

Criteria

1

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

2

The board is satisfied that plans in place are sufficient to ensure on
going compliance with the Care Quality Commission’s registration
requirements.

Yes

9

3

The board is satisfied that processes and procedures are in place to
ensure all medical practitioners providing care on behalf of the trust
have met the relevant registration and revalidation requirements.

Yes

10

4

The board is satisfied that the trust shall at all times remain a going
concern, as defined by the most up to date accounting standards in
force from time to time.

Yes

11

The board will ensure that the trust remains at all times compliant
with regard to the NHS Constitution.

Comp
(Y/N)

Yes

No.

8

Yes

12

6

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

Yes

13

7

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

Yes

14

5

Criteria

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

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

Comp
(Y/N)

Yes

Yes

Yes

Yes

Yes

Yes

IPR / Board Additional Reporting Schedule 2015
XXXX
Board
Sponsor All Executive Directors
XXXXX
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Board Sponsor XXXX

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

February

March

•
•
•
•

•
•
•
•
•

•
•
•
•

•
•
•

Other qualitative aspects of patient experience report
External Reporting – Coroners Report
Flu Vaccination Rates – added to IPR cycle
Cancelled Operations – reasons for cancellations –
added to IPR cycle
Non Medical Appraisals – last month for reporting for
year
Tariff – NBT V Dr Foster removed whilst data queries
raised with Dr Foster
Compliments – moved from monthly to quarterly cycle

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

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

April

May

June

•
•
•
•
•

•
•
•

•
•
•

•

•
•

Other qualitative aspects of patient experience report
Clinical Audit
Vacancy reporting
Theatre Productivity KPIs
Outpatients KPIs
Expanded Medicines Management section
Carers Report – quarterly
Staff Survey Results

IPR Measure: Research & Innovation
Complaints – monthly trends
Carers Report – quarterly

Safeguarding Adults & Children
Clinical Legal claims/inquests (6 monthly)
Clinical Audit

July

August

September

•

•
•
•

•
•

Other qualitative aspects of patient experience report

IPR Measure: Research & Innovation
Carers Report – quarterly
Clinical Audit

IPR Measure: Non-Medical Appraisals
Safeguarding Adults & Children

October

November

December

•
•
•

•
•
•
•

•
•
•

IPR Measure: Non-Medical Appraisals
Safe Staffing – 6 monthly report
Clinical Audit

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

Safeguarding Adults & Children
Non Medical Appraisals
Clinical Audit
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Recommendation:

The Board is asked to approve a draft vision for the Trust and the plan and timetable for developing the strategy further

North Bristol NHS Trust
1. Purpose
1.1. This paper provides an update on the Strategic Planning process, sets out a draft vision for the Trust and details the
next steps in further developing the Trust strategy. The aim of the paper is to summarise the discussions that have led to
the current position and to articulate how the strategy and supporting strategies will develop. The Board is asked to
approve the outline strategy, actions and timetable proposed.

2. Background
2.1. The Trust is developing a robust Strategic Plan looking ahead at least 5 years to provide a clear direction for the organisation. The
Trust is clear that it will be best placed to serve the community, patients and staff by remaining as a stand-alone entity that is
clinically and financially sustainable, well led and well governed.

2.2. The strategy is being developed in a period of considerable change. At international and national levels health systems in the
developed world are under significant pressure to adapt to meet increasing demand at a time of economic and political uncertainty.
The national response to these pressures has been the Health and Social Care Act 2012, which has created new opportunities for
system development. The Five Year Forward View takes these further. A key challenge facing the Trust and local health and care
system is how best to position ourselves. Locally, the completion of the Brunel Building represents a significant milestone in the
delivery of the Bristol Health Service Plan. The strategy seeks to build on the strengths we have and to prepare for the challenges
of the future which include a growing population with increases in both children and young people and over 75’s being particularly
notable.

2.3. The Board and senior leaders in the Trust have developed their thinking about the future facing NBT and the sort of organisation we
need to be in order to be best placed to address the future challenges in a number of discussions. The resulting draft strategy will
now be shared with staff and key stakeholders to ensure that it reflects their needs and aspirations. The strategy will be used to set
the framework for the supporting strategies for quality, workforce, information and estates leading to a final integrated strategy.

3. Progress and Emerging Strategic Vision
3.1. A number of strategic discussions have taken place within the Trust over the last 6-9 months. These include two Board
workshops, a senior leaders’ event, directorate strategy workshops and 3 senior leadership away-days at Tortworth
Court and review by the Trust management Team. There have also been a number of initial meetings with local
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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stakeholders including local Clinical Commissioning Groups, public health, patient groups and staff. At each of these
events a developing picture of the future for the Trust has emerged which is consistent with the Trusts mission of
exceptional healthcare, personally delivered and values of putting patients first, working well together, striving for
excellence and valuing the person.
3.2. This led the Board to conclude after the initial workshop that the Trust would:
• Provide high-end emergency care, sustaining and developing (where possible) our regional and tertiary services which
will support and benefit the services we provide to our local population;
• Be a centre of excellence for our key services, becoming one of the safest trusts in the country, minimising harm and
achieving consistently good clinical outcomes;
• Develop partnerships with other providers (private and NHS) to develop models which utilise our specialist staff to
support new ways of delivering care, with our clinicians driving improvements for patients with long term conditions
ensuring that our hospital beds are used only for patients where it is most appropriate such that NBT provides chronic
disease management but with an increasing emphasis on self-help and care at home;
• Have an immediate focus on addressing our financial deficit and performance weaknesses in RTT, cancer and A&E waits
and a continuing drive to secure consistent, reliable and sustainable services.
• Deliver a consistent level of customer care that reflects what our patients, their carers and visitors expect, using their
involvement and feedback to drive improvements in our care; and
• Have a focus for continued learning and development with strong education, research and training and with staff that take
ownership of and responsibility for their area of work within an environment where an individual’s contribution is
recognised and valued and everyone can be proud about the outcomes that are achieved.
3.3. The Board has considered this picture and articulated this in the following draft vision:
“NBT’s vision is to provide specialist services for patients who need the complexity of our resources, whilst providing
leadership and management of long term conditions for our population”
3.4. Initial feedback from the clinical directorates suggested that the initial Board outputs, whilst reflecting a direction of travel
that was supported could be more ambitious. In particular, there is a growing recognition of the importance of the Trust
This document could be made public under the Freedom of Information Act 2000.
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using its expertise to drive innovation and improvement at a system level. In order to reflect this, we have created an
alternative draft vision for consideration:
“NBT’s vision is to be the provider of choice for patients needing our expertise. We want to deliver innovative care with
excellent clinical outcomes in the most appropriate setting for our patients.
We want to deliver more services in the community, providing leadership and management for long term conditions, using
our clinical specialists to drive improvements for our local population”.
3.5. Discussion on how to enact the vision has identified three major themes. These are set out below:

4. Emerging Strategy
Our strategic aim remains exceptional healthcare personally delivered. We will deliver this by working on three major
themes:
• Delivering our core offer
•

Being a healthy organisation

•

Creating the future

Delivering our core offer:
The Trust is acknowledged to be providing services that are caring and compassionate. However, waiting times are too
long for emergency, elective and some diagnostic pathways. The trust is committed to achieving all of the national
constitutional standards at the earliest opportunity. Detailed milestones for achievement will be included in the Business
Plan for 2015/16.
To achieve this we will:
•

Deliver on agreed action plans both internally and with partners ensuring clear accountability for deliverability.
This document could be made public under the Freedom of Information Act 2000.
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•

Continue to develop our safety and quality strategy with a particular emphasis on increasing the consistency and
reliability of care pathways.

•

Build on input from staff and patients to improve our systems.

•

Continue to improve patient flow especially for complex patients who need support to leave hospital.

•

Develop pathways with the CCG with a particular emphasis on respiratory, End of Life, frailty and diabetes.

•

Implement next generation information systems (Lorenzo) and make progress towards an electronic patient record.

•

Become a sustainable organisation which can deliver services within the financial envelope available.

Being a healthy organisation:
The Board and Trust Management Team are committed to making NBT one of the best places to work in the NHS. In
particular the Trust will focus on:
People:
Developing and enabling strong leadership at every level across the organisation
Through education, training and development of individuals and teams, creating a sustainable and resilient workforce
Become a Health Promoting Hospital
Systems and pathways:
Continued implementation of the sustainability plan and extension of the detail from years 2-5
Investing in technology to improve the ways we interact with patients and facilitate better working
Exploit our strengths in Research and Innovation

Place:
This document could be made public under the Freedom of Information Act 2000.
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Completion of Phase 2 of the Brunel Development
Review the residual estate and establish future priorities for improvement
Creating the future:
To tackle challenges facing health and care that are now widely recognised the Trust has identified a number of key
development priorities. Our goal is to deliver significant improvements in productivity, improved integration and
management of demand leading to improved outcomes for patients and a sustainable model of care.
We recognise that our strategy and approach will influence other organisations so we are determined to work in partnership
to deliver improvement. A first priority is to agree with partners our approach to the Five Year Forward View. We will
support the development of networks, training and development and appropriate technology to deliver integrated care.
Our immediate aims are:
•
•
•
•

Over the next year we will continue to deliver our existing range of services at the same time as agreeing future goals
working in partnership with our community partners;
We will develop our rehabilitation services working with the Better Care Fund proposals, the local rehabilitation
strategies and the need for specialist rehabilitation identified in our tertiary services;
We will agree a development programme with CCG’s and in particular consider the potential for the remote delivery
of care; and
We will define a way forward for Children's Community Health Partnership, taking in to account Commissioners plans
to retender the service.

5. Emerging Strategic Risks
With the emerging strategy in mind the Trust have started to define the risks to delivery of the Trust vision. This process has
identified a number of long-term issues that may impact on strategy implementation. These long-term issues represent strategic
risks.

This document could be made public under the Freedom of Information Act 2000.
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Strategic risks can be defined as either internal or external as follows:
External – Those events, changes or actions that occur in the external environment and over which the organisation has
no control but which impact on the organisation’s success or failure e.g. economic, government, market, social
Internal – Actions which cause the organisation to drift away from its intended course or objectives e.g. organisational,
governance, policy
An initial assessment of the risks is outlined below. These will be refined during the next phase of the process.

This document could be made public under the Freedom of Information Act 2000.
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Internal Strategic Risks

External strategic Risks

Managing internal flow

Population growth greater than NHS growth

Workforce stability

CCG and Local Authority funding

Workforce engagement

Inflation impact on PFI payment

Engagement with community and stakeholders

Role and function of regulators

Access to high quality information and informatics

Political changes influencing local, regional and national policy

Management structure not aligned to operational delivery

Workforce availability

Leadership capability and capacity

Reputation and influence of the local system

Treatment of the residual estate
Succession planning to key posts
Investment in and use of technology
Achieving required productivity and efficiency levels

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

9

North Bristol NHS Trust
The Board is asked to note and approve the following key next steps in the strategy development and the suggested
timetable for their completion:
Date

Event

Outcome

April and
June 2015

Sub strategy drafting

May 2015

Staff engagement

May to July
2015

Public engagement

On-going

Commissioner
discussions
Trust Board away-day

Key sub-strategies to be developed which are consistent with the overall
Trust strategy and emerging directorate plans:
• Information Technology
• HR and workforce development
• Estates and facilities
• Quality
• Communications
• Research
• Education
A programme of events to obtain staff feedback on the strategy and
objectives set by the Board
• Senior leader events
• Attending existing staff meetings
• Ward briefing sessions
Consulting on our draft strategy and objectives with key local
stakeholders:
• HOSCs
• CCGs
• Public health
• Patient representatives
• Members
• MPs
• Local interest groups
Understanding commissioner strategic context and aims – ensuring that
Trust plans are consistent with commissioner plans
Evaluation of staff engagement feedback, and consideration of Sub-

June 2015

This document could be made public under the Freedom of Information Act 2000.
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July 2015
September
2015
September
2015
October
2015

Modelling

Strategy headlines and direction of travel
Initial approval of sub-strategies
Strategy and vision refinement, evaluation of feedback from public
engagement sessions.
Develop activity modelling and LTFM which supports the strategy

Trust Board

Approval of Overarching Strategy and sub-strategies

Trust Board
Trust Board

Acknowledging the significant burden of the current operational pressures on the Trust, it is proposed that both the
overarching strategy and the sub-strategies are split into short-term and longer-term objectives as it is clear that we need to
devote significant capacity to addressing the current issues. The short-term objectives should link clearly with the
directorate business plans.
6. Summary
The Trust has made good progress in outlining a draft strategy and a vision for the future of NBT. This document has set out
the progress made to date and the plan for building up a more detailed and thorough strategic plan. We need to build upon
the good work that has already happened and provide direction to our directorate teams who are motivated to take a more
strategic approach to developing their services. All of the directorate discussions to date have demonstrated that we need to
give significant focus to two major enablers; workforce and IM&T planning which have been highlighted as necessary for the
trust to make transformational change.
7. Recommendations
The Board is asked to approve a draft vision for the Trust and the timetable for developing the strategy further.
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Trust Board Away Day - Refine the vision,
key objectives, strategic risks and KPIs

Appendix 1

9/3/2015

TMT - Agree draft vision and strategy
with directorates
17/3/2015

Trust Board Away Day - Evaluation of staff
engagement feedback, and consideration
of sub-strategy headlines and direction of
travel

Trust Board Agree draft
vision and
strategy

Feb

Mar

Apr

24/9/2015

Trust Board - Initial approval of
sub-strategies

Trust Board
- Approval
of SubStrategies

30/7/2015

29/10/2015

3/6/2015

26/3/2015

2015

Trust Board - Approval of
Overarching Strategy

May

Jun

Jul

Aug

Sep

Oct

Today
Tortworth clinical
service
strategies

9/2/2015 - 10/2/2015

Purdah
Sub-strategy drafting

30/3/2015 - 7/5/2015
1/4/2015 - 29/5/2015

Staff engagement (Overarching Strategy
and Sub-Strategies)

01/5/2015 - 31/7/2015

Public engagement (Overarching Strategy)

11/5/2015 - 31/7/2015

Trust Board Away Days - Strategy and vision refinement, evaluation of feedback from public
engagement sessions

1/9/2015 - 2/9/2015
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Recommendation:
The Board is asked to discuss and consider the draft annual business plan for 2015/16

Executive Summary:
The attached annual plan describes the various elements of the planning process for 2015/16 for the activity, finance and workforce. It should
be noted that negotiations are still ongoing with the commissioners and so a full update will be provided to the April Board which will reflect the
final position agreed with commissioners.
In addition, further work will be undertaken to develop the overall objectives for the organisation for 2015/16 and these too will be updated in
the April paper
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ANNUAL PLAN 2015/16
1. EXECUTIVE SUMMARY
North Bristol NHS Trust is a centre of excellence for healthcare in the South West region in a
number of fields as well as one of the largest hospital trusts in the UK. It received an annual
income of £521m for 2013/14. Of the Trust patient income, 32.6% is received for specialist
services (commissioned by NHS England) and 65% is received from local Clinical
Commissioning Groups. Our principal commissioners are South Gloucestershire, Bristol and
North Somerset CCGs.
The Trust provides general medical and surgical care as well as maternity services for a local
population of around half a million people in the Bristol, North Somerset and South
Gloucestershire area. It is also a regional and specialist centre for people living in the Greater
Bristol area as well as Somerset, Gloucestershire, Wiltshire and further afield for services such
as neurosciences, orthopaedics, major trauma, pathology, plastic surgery, renal services,
urology, and neonatal intensive care.
NBT employs around 9,000 staff across a number of sites, the main site being the new Brunel
Hospital on the Southmead campus. Our intent is that each patient is treated with respect and
dignity and, most important of all, as a person. We aim to provide ‘exceptional healthcare
personally delivered’ by providing services of exemplary quality, ensuring no unnecessary waits
or delays, providing care in high quality facilities and having well trained and caring staff.
The Trust is designated as a major trauma centre and hosts the Severn Major Trauma network
and is also the lead for the vascular network. Our vision is to be the provider of choice for
patients needing our specialist care. We want to deliver innovative services with excellent
clinical outcomes in the most appropriate setting for our patients. We also plan to extend our
services into communities, providing leadership and management of long term conditions, using
our clinical experts to drive improvements for our local population
The 2014/15 financial year was a year of transition for the organisation as we successfully
moved into the new hospital, the Brunel building, on our Southmead site. The plans for 2015/16
focus on addressing our key operational issues and delivering the efficiencies that were
anticipated for our new site.
This plan reflects the current status of contractual arrangements. Contract negotiations are
ongoing with the CCGs and NHS England. The national standard contract for 2015/16 has not
yet been published. The expectation is that contracts will be agreed and signed by 31 March
2015.
It should be noted therefore that a further update to this report will go to the Trust Board in April
based on the agreements reached with commissioners.
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2. STRATEGIC CONTEXT AND DIRECTION
2.1 Current Year 2014/15
The last 12 months has been a period of significant change for the Trust. In May 2014, the
Trust moved into the new hospital with the priority to ensure that this was achieved whilst
maintaining clinical safety and quality. This was successfully undertaken with 540 patients
and 27 intensive care patients being safely moved into the new environment. However, the
move did result in a greater dip in activity than was expected due to some operational
issues and the bedding in of both staff and processes into the new space.
The Trust was inspected by the Care Quality Commission in November 2014. The outcome
of this was as expected and the detail on the action plan associated with it is covered in
Section 3.

2.1.1

Performance
There have been some key areas of underperformance in 2014/15 and action plans are
in place to address these. The detail of this is covered in Section 5. Targets for Referral
to Treatment times and for 4 hour urgent care have not been met throughout the year.
Cancer performance has significantly improved and infection rates are considerably
below the targets set.
A revised performance assurance framework is being developed by the newly appointed
Director of Operations. This is further described in Section 5.

2.1.2

Financial
The Trust is forecasting a planned deficit in 2014/15 of £19.99m with some temporary
external cash support received. The savings target for the year was £26.9m with a
current achievement forecast of £27.5m.

2.2 Summary of 2015/16 plans
The strategic aim for 2015/16 continues to be exceptional healthcare, personally delivered.
This will be delivered through three main themes which have emerged from internal
discussions, comments from partners and an analysis of national and international policy
trends in healthcare. The three themes are:•
•
•

2.2.1

Delivering our core offer
Being a healthy organisation
Creating the future

Delivering out core offer
The Trust is acknowledged to be providing services that are caring and compassionate.
However, waiting times are too long for emergency, elective and some diagnostic
services. The Trust is fully committed to achieving all of the national constitutional
standards at the earliest opportunity. To achieve this, the Trust will:
• Work on delivering agreed action plans both internally and with appropriate
partners
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•
•
•
•

Continue to develop our safety and quality strategy with a particular emphasis on
increasing the consistency and reliability of care pathways
Continue to improve patient flow especially for complex patients who need
support to leave hospital
Implement next generation information systems (Lorenzo) and make progress
towards an electronic patient record
Become a sustainable organisation which can deliver services with the financial
envelope available

2.2.2

Being a health organisation
The Trust is committed to making NBT one of the best places to work in the NHS. In
particular, there will be focus on:
• People – building capacity and capability at every level across the organisation,
supporting the development of strong teams, creating a sustainable workforce
strategy, becoming a Health Promoting hospital and building a “brand” that
reflects the very best of what NBT has to offer.
• Systems and pathways – continued implementation of the sustainability plan, full
implementation of the CQC action plan, further developing clinical pathways with
local Clinical Commissioning Groups, maximising Research and Innovation
strengths and investing in technology to improve the ways in which the Trust
interacts with patients.
• Place – completing phase 2 of the Brunel development, a comprehensive review
of the residual estate and optimising the use of space. 2015/16 will see the
decommissioning and demolition of the old Southmead hospital plus the disposal
of the majority of the Frenchay site.

2.2.3

Creating our future
The challenges facing health and care are significant, largely arising from the success of
innovations in care ensuring that many more people survive into old age. The downside
of this is a substantial gap between expected resource requirements and availability
both financially and in workforce. The Trust is working with the local heath and care
community to take forward the five year forward view. Immediate priorities are:
• To continue to deliver existing services while developing the approach to working
in partnership with community partners.
• To develop rehabilitation services through working with the Better Care Fund
proposals, the local rehabilitation strategies and acknowledging the needs for
specialist facilities for our tertiary services.
• To develop an approach to pathway development with the local Clinical
Commissioning Groups and in particular consider the potential for the remote
delivery of care
• To define a way forward for the Children’s Community Health Partnership, taking
into account the commissioners’ plans to re-tender the service.

The Brunel building is a key enabler in the drive to greater quality and efficiency. The focus will
be to ensure that, now the services are bedded down, the Trust will be able to realise efficiency
opportunities from the improved patient pathways, from the benefits of having the majority of
services on one site and through centralised services across the city.
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Directorates have written their own detailed plans for 2015/16, which include the following key
initiatives:
•
•
•

Improving patient flow – radical transformation around culture, processes and
partnership working, extend weekend working in therapies and pharmacy
Improve productivity – increase efficiency of theatres and bed base, explore
opportunities to follow-up patients by telephone
Other opportunities – develop dialysis unit on the Royal United Hospital site, increase
transplant and bariatric work

2.3 Strategic Commissioner intentions
We are working closely with our commissioners to ensure that activity assumptions reflect
commissioning intentions. A key requirement for 2015/16 planning is to ensure that the
whole health community is able to triangulate the activity, finance and workforce plans to
ensure that consistent assumptions are being made.
The commissioning intentions of the local Clinical Commissioning Groups continues to be
to achieve the shared goals of service transformation and improved outcomes for patients
within the resources available to the local community and individual commissioners. The
focus on delivery of NHS Constitution Standards, working in partnership with all
stakeholders to ensure system wide change, will be maintained. This approach is in line
with the direction set out nationally within “The 5 Year Forward View” and “The Forward
View into Action: Planning for 2015/16”.
The key themes that form a core part of the CCG commissioning intentions for 2015/16 are:
•

Service & Quality – improving the experience and outcome for patients, working through
the CQC inspection recommendations, using the CQUINs payment framework linked to
efficiencies and improved quality of care

•

Re-ablement, rehabilitation and recovery – moving suitable patients into community
settings closer to where they live and implementing the rehabilitation model for patients
in Elgar in preparation for the more to integrated care facilities on the Frenchay site
when complete

•

Seven day services – implementation of the national standards to achieve seven day
working within the resources available

•

Cancer services – improving services for patients with cancer in anticipation of a new
national cancer strategy

•

Urgent and emergency care – maintaining system-wide progress against the urgent care
strategy will be maintained through the System Flow Partnership alongside delivery of
the urgent care recovery plan

•

Elective Care – ensuring that providers and commissioners work together to have a
shared understanding of demand and capacity required to maintain NHS Constitutional
standards
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•

Outpatient and daycare services – looking at the most efficient use of care settings,
including a review of the services provided at Yate and Cossham to maximise the
services provided locally

2.4 QIPP plans
Local CCGs have shared plans for reducing activity through QIPP schemes. Most of these
plans are centred on reducing the number of emergency admissions through providing
alternative care in primary care/ community settings. A realistic view of the likely impact of
these is being assessed by clinical teams.

2.5 Partnership working
The Trust is passionate that transformational change in the local health care system can
only come from working closely with our local partners across the acute, primary,
community and social care systems. The Trust’s relationships are constructive and there is
now a good working relationship with University Hospitals of Bristol NHS Foundation Trust
and the local CCGs and local authorities. The new Strategic Planning Group aims to bring
together leaders from across these organisations to develop constructive ways to tackle
problems that cross organisational boundaries.
Examples of working together with partners in Bristol include; quarterly exec to exec
meetings, the planning of city wide moves of services, capacity planning across Bristol,
sharing ideas on cost improvements and the Bristol Acute services review; work on the
rehabilitation reviews and the Better Care Fund. The Trust acknowledges the value of
strong and constructive relationships with its commissioners and believes this to be key to
driving strategic changes across the wider health economy.
2.6 Service Changes
A number of services successfully transferred in 2014/15 – vascular services and breast
screening services into the Trust from local providers plus the transfer of specialist
paediatrics to University Hospitals of Bristol NHS Foundation Trust. In addition, South
Gloucestershire Community Services transferred to Sirona at the beginning of the financial
year. There are no further service moves planned for 2015/16.
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3. APPROACH TAKEN TO IMPROVE QUALITY AND SAFETY
The Trust will develop a new Quality Strategy during the first half of 2015 that will align to the
overall Trust Strategy currently being finalised. Underpinning implementation plans will be
developed to deliver the strategy. At this stage, the quality agenda for 2015/16 has been set
within 4 primary workstreams:
3.1 Care Quality Commission action plan
Following the CQC inspection in November 2014, an action plan has been developed by
the Trust to address recommendations made. This draft action plan was shared with and
reviewed by local Clinical Commissioning Groups and the Trust Development Authority on
16th March 2015 and has also been consulted upon with the CQC regional inspector during
its development. The full response to the inspection, having been signed off by the Trust
Board, will be submitted to the CQC on 27th March.
The action plan has been developed to encompass 5 themes:
•
•
•
•
•

Overall plan
Patient flow
Patient safety
Safe staffing, wellbeing and engagement
Training

Each theme has both an executive and managerial lead and is mapped to an assurance
committee. The agreed actions will, wherever possible, reflect, or be incorporated within,
existing workstreams or plans and transitioned into ‘business as usual.’
The CQC Action Plan will exist until the CQC and other external stakeholders are
assured that sufficient progress is achieved and that business as usual systems are
robust, taking into account the CQC’s new Fundamental Standards which take effect
from 1st April 2015
The plan will be monitored through the Trust Board, with greater detail reviewed at
Quality Committee and independent scrutiny via the Quality and Risk Management
Committee.
3.2 Patient experience
A patient experience implementation plan is being developed and will include the following:
•

Completing the roll out of iCARE training to all staff

•

Ensuring clear communication of named consultant and named nurse to patients and
relatives.

•

Improve administrative processes that enable swift and meaningful feedback from
patients and effective analysis and action to act upon this information.

•

Protect the vulnerable (dementia, LD, mental health)
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•

Strengthen arrangements for patient and community involvement in the Trust’s services
and review groups, plus expanding and developing our volunteers and carers networks.

3.3 Develop Safety Programme
NBT has developed an outline safety improvement plan which incorporates the “Sign up to
Safety” priorities. This is part of the national pledge to reduce avoidable harm in the NHS by
50% and saving 6000 lives across England. This programme will be expanded upon in 2015
by allocating leadership and support capability to drive this forward, including the
development of the Safety Faculty established in January 2015. In doing so, we will ensure
alignment of the programme’s priorities with the Quality Account, CQUIN incentives and
CQC report improvement actions.

Specifically, NBT has therefore set clear goals within this programme across 4 work
streams:
•

Reduce falls rate by 10% in the first year of the initiative and with the overall aim is
to reduce harm from falls by 50% over the course of 3 years

•

Reduce the pressure ulcer rate by 10% in the first year of the initiative and with the
overall aim of reducing harm from pressure ulcers by 50% over the coming 3 years

•

50% reduction in harm from Sepsis over the coming 3 years

•

50% reduction in harm from Acute Kidney Injury over the coming 3 years
There are likely to be CQUINs attached to a number of these initiatives in 2015/16.

3.4 Developing Learning cultures across the organisation
•

Set agreed standards by which staff hold each other to account so that poor or risky
behaviour and care are challenged and not accepted, resulting in a culture
demonstrating that patient safety is the first priority of the Trust

•

Improve complaints responses – rapid improvement to reduce the levels of overdue
complaints, whilst also delivering the cultural and process changes needed to improve
quality of investigations and responses.

•

Improve feedback from incidents – ensuring that learning is captured though intelligent
thematic review and feedback into clinical teams.

•

Embed the every death review within clinical teams’ Mortality meetings, ensuring that
learning is taken forward to improve practice if shortcomings are identified.

•

Triangulate information from the above sources and others, including those relating to
workforce indicators, clinical outcomes and external reviews.
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4. SERVICE CAPACITY AND DEVELOPMENTS
4.1 Demand
NBT is working through an extensive demand and capacity programme. As services are
bedded down in the new hospital, we expect to be able to see further opportunities in
productivity and maximising the opportunities that will present themselves through working
on one site.
Demand has been calculated for 2015/16 which ensures that specialties meet the referral
to treatment standards on a recurrent basis and also the backlog of patients waiting longer
than 18 weeks is at a sustainable level. The demand for 2015/16 has been calculated as
follows:
Activity type
(unit)

2014/15
SLA

2014/15
forecast
out-turn

Recurrent
shortfall

Nonrecurrent
backlog

Growth

Other

2015/16
plan

Elective inpatients
and daycases
(spells)

53,652

52,092

1,277

2,182

756

1,235

57,542

Non-elective
inpatients (spells)

42,131

44,170

(101)

44,069

First outpatient
(Attendances)

108.067

104,998

3,714

1,854

(172)

111.250

Follow-up
outpatient
(Attendances)

247,369

229,884

10,149

10,447

4,235

254,715

856

Further work is being undertaken to assess the deliverability of this level of activity and a full
update on this position will be provided to the April Board meeting.
4.2 Productivity
Productivity assumptions have been made in order to determine the level of capacity
required. These assumptions include:
•

•
•

•

Occupancy levels – on average, a bed occupancy level of 92% is assumed. Current
occupancy is higher which is unstainable to effectively maximise patient flow through
the beds
Length of stay is based on Dr Foster benchmarks although realistic have been made
as to how existing performance can be improved throughout the year.
Theatre sessions productivity – Directorates are working through realistic
assumptions for both uptake of theatre sessions and the in-session productivity to
ensure that there are robust plans in place to achieve the improvements
A further update to these productivity assumptions will be included in the April
update to the Trust Board.
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4.3 Capacity
Detailed bed and theatre models have been developed to ensure there is clarity on the
level of capacity that can be provided in 2015/16. Directorate are finalising the assumptions
within these models and activity will be profiled by month to ensure, through maximising
productivity assumptions, that as much activity as possible can be undertaken within the
hospital and so decreasing the need for use of the independent sector.
These plans will be completed and shared with the Board within the April update.
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5. DELIVERY OF OPERATIONAL PERFORMANCE STANDARDS
5.1 Emergency department and urgent care
•

Joint system action plan aiming for improvement to the 95% target from July 2015.

•

Priority work areas include admissions avoidance; improving flow through NBT, enabling
discharge, concentration on frail & elderly patients

•

To date, the five key metrics agreed across the system have not been met (reduction in
delayed transfers of care, reduction in the number of patients staying longer than 14
days, patients being discharged and home before 10am, the percentage of patients
home within 2 midnights and the full utilisation of community capacity)

•

Transformational change is required across the whole health system to ensure
sustainable delivery

5.2 Referral to treatment
Capacity plans are currently being finalised for all specialties. These will identify where
there are shortfalls in available capacity on a monthly basis and therefore determine how
much activity can realistically be carried out in 2015/16. Performance trajectories, for
delivery against Referral to Treatment targets, will then be able to be developed which will
identify on a monthly basis which of the national targets will be achieved at a specialty
level. The IMAS demand and capacity tool is being used across all areas to ensure that
there is sufficient capacity in place on an ongoing basis to achieve sustainable
performance.
It is expected that orthopaedics will not be able to reduce the current backlog of patients
who are waiting longer than 18 weeks to a sustainable level until 2016/17.
The April update of this paper to the Board will further clarify the backlog clearance
trajectory for all specialties.
5.3 52 week waits
There is a zero tolerance of all 52 week waiters with the exception of spinal surgery where
there is an expectation that the number of patients waiting longer than 52 weeks will be
cleared by January 2016.
5.4 Cancer waits
An action plan is in place to move to sustainable performance of all cancer targets in line
with deliverable capacity plans from quarter 1 of 2015/16.
5.5 Diagnostic waits
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The area of under-performance is within the echocardiogram service where the target for
patients being seen within 6 weeks is not being met. Additional capacity is being sought in
this area in order to deliver performance within the target by quarter 4.
All other diagnostic areas are expected to consistently achieve the 6 week target.
5.6 Performance Assurance Framework
The new Director of Operations has instigated a new performance assurance framework.
The monthly Directorate Performance meetings will concentrate on exception reporting
based on the performance data. The format of the meetings will:
•
•
•
•
•
•

Analyse data by subject experts in Directorates
Discuss the actions around underperforming areas
Highlight successes
Capture associated risks
Discuss support required from other areas
Agree actions and key areas for further review

In addition, the Deputy Director of Operations is holding weekly meetings with Assistant
General Managers to ensure actions are being progressed specifically regarding the RTT
targets.
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6. BEING A HEALTHY ORGANISATION
6.1 Building capacity and capability at every level across the organisation
The Leadership Strategy focuses on developing clinical and operational leaders at every
level with the skills required to :-

•
•
•
•
•
•

Deliver the best possible service to patients
Meet the Trust’s operational, quality and financial challenges
Enact the Trust’s values of putting patients first, working well together, striving for
excellence and recognising the person
Enable staff to feel engaged and valued
Support innovation and improvement
Hold themselves and others to account with integrity

In 2015-16 we will go beyond the LEAD Programme to meet the needs of Specialty Leads,
Matrons, Assistant General Managers and other key middle and front-line managers.

6.2 Creating an engaged and healthy workforce
The Staff Wellbeing Strategy sets out to deliver a working environment that enables staff to
be Happy, Health & Here by:
• Creating an enhanced experience of working at NBT to improve staff health, wellbeing
and engagement
• Encouraging stronger individual ownership of personal health & wellbeing
• Enabling more effective staff contribution to workplace improvement
• Ensuring fit-for-purpose health & wellbeing services for staff which provide prevention,
intervention and rehabilitation
• Reducing sickness absence levels

6.3 Supporting the development of strong teams
We will :

•
•

Support the principles and practices of high-performing teams throughout the trust,
Work with the directorates to strengthen and sustain high-performing directorate
management teams

6.4 Creating a sustainable workforce strategy
The workforce plan is being developed to line up both with the level of activity that will be
delivered next year and the financial envelope identified.
The 2015/16 Workforce Plan has been completed as part of the annual business and
financial planning process and incorporate internal CRES schemes. These will be refined to
ensure they are in line with operational and strategic adjustments.
The aim of reducing the number of temporary staff and replace with permanent staff or
those on fixed term contract has been exacerbated in 2014/15 for a number of reasons:
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•

The flexible beds, which were due to close in September 2014, have remained
open, and are primarily staffed by temporary staff

•

Staff turnover increased during 2014 (from 8.9% May 2014 to 10.4% Feb 2015 –
based of permanent staff resigning voluntarily)

•

Extra beds were required during the winter for Elgar House

•

Enhanced staffing levels due to the Francis review

Initiatives going forward
•

Workforce changes are being modelled through directorate CRES savings and
operational delivery plans.

•

Savings on agency spend will be achieved by recruiting staff permanently, fixed-term
contracts where appropriate and by improved use of the internal bank. The Trust will
recruit to ‘turnover’ above funded establishment in clinical directorates where necessary.
Recruitment trajectories will be in place to fill 85% of listed vacancies by 30 June 2015.

•

Recruiting permanently to cover the 151 wte posts identified by directorates for CRES
until posts are closed. Any displaced staff will be absorbed/re deployed through ongoing
turnover.

•

Of the 318 wte trust wide live recruitment vacancies – there are currently 250 wte in the
recruitment pipeline to start within the next three months.

•

Improving staff retention rates (especially in clinical areas) with the aim to reduce staff
turnover (voluntary resignations) in permanent staff from 10.4% (February 2015) to
under 9% by September 2015.

•

Reducing our dependency on temporary staffing by instead recruiting permanent and
fixed term contract staff to fill vacancies and thereby reducing the Trust vacancy factor
rate of 8.7% to below 6% before the end of September 2015.

•

Speeding up the time it takes to recruit new entrants through process simplification –
aiming for a recruitment ‘end to end’ average of 50 days which includes notice period
(reducing from an average of 89 days).

•

Rolling out values-based recruitment and improving the experience of new starters to
improve retention.

6.4.1

Nursing Workforce
The Trust has a number of initiatives in place to recruit nurses via regular assessment
centres, overseas recruitment, supporting Return to Practice and supporting HCAs to
build their skills and competencies.

Key Objectives:
•

Ensure that our nursing workforce is right sized in relation to the throughput, acuity, and
dependency of patients by routinely using the validated national acuity/workforce
assessment tool Safer Nursing Care Tool
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•
•

Improve ward level leadership
Measure quality and safety to assure the staffing efficacy

Key activities :
•

Further planned overseas recruitment following the success of last August’s Spanish
Nurse Recruitment Campaign. A Nurse Recruitment and Retention Manager has been
appointed from April 2015.

•

Early advert for newly qualified nurses due to qualify in June 2015 has taken place
which will provide job security to new entrants. This has attracted over 149 applicants
with interviews planned mid-April with successful candidates to commence from June
onwards.

•

Nursing Open Day planned for April as the first of a series of four annual events.

•

Increased the number of assessment centre events weekly for Nursing and Health Care
assistants with a Trust wide roll out of values-based recruitment.

6.4.2 Wider Trust recruitment initiatives:
•

Actively increasing our Health Visitors workforce strength to 182.1 wte during 2015 (from
162.9 wte, February) through an active recruitment campaign which includes bringing on
board students qualifying in September. .

•

Facilities management strategy to reduce dependency of temporary staffing in portering,
domestic and catering areas by converting existing temporary staff to bank, fixed term
contract and permanent with a recruitment campaign to fill gaps.

•

A campaign is in place to expand the capacity of the Trust Bank by increasing the
number of bank workers.

6.5 Becoming a Health Promoting hospital
This will involve a series of health and well-being initiatives. One example will be via a
Smokefree Practitioners Pilot, funded by Public Health, over 2015/16 where we will:
•
•
•
•
•

Increase the number of staff trained in brief interventions and NRT training in Maternity,
Pre-op Clinics and Elective Wards
Reduce the number of pregnant mothers who smoke at time of delivery
Reduce the number of patients who smoke at time of operation
Finalise and promote our Smokefree Strategy across the Trust
Reduce the number of staff who smoke

6.6 Building a reputation based on our values that reflects the very best of what NBT has
to offer
Our Values were developed in partnership with patients, staff, volunteers and members of the
public. They underpin everything we do including our recruitment, leadership development and
the way we work together. In 2015-16 we will build on iCARE and other initiatives in:
•

Putting Patients First
Using the appraisal process to set objectives and standards for everyone that show how
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they contribute directly or indirectly to the care of patients.
Using feedback from patients/service users to make informed decisions in their
directorate/department
•

Striving for Excellence
Providing all staff with clear roles and responsibilities and rewarding jobs
Providing all staff with personal development, access to appropriate training for their jobs
and line management support to succeed
Making sure we do the basics brilliantly

•

Working Well Together
Extending awareness and understanding of equality and diversity
Ensuring equal opportunities for career progression and promotion

•

Recognising the Person
Providing support and opportunities for staff to maintain their health, well-being and
safety
Engaging staff in decisions that affect them and the services they provide
Ensuring every role counts
Supporting personal development and training
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7.

FINANCIAL AND INVESTMENT STRATEGY

7.1 Overview of the Financial Plan 2015/16
The Trust Board approved the Financial Sustainability Plan in September 2014 which
outlined a trajectory of deficit reduction, with the Trust returning to a breakeven in 2017/18.
The planed deficit for 2015/16 is £26m, which is a reduction of £7.9m form the underlying
deficit of £33.9m planned for 2014/15. The achievement of this deficit reduction requires the
Trust to deliver a level of efficiencies over the five year period higher than the national
efficiency requirement.
7.2 2015/16 Tariff and Contract Income
The income plan for 2015/16 has been developed and shared with Commissioners built on
the demand model outlined within Section 4 of the Annual plan. The key items include
•
•
•
•

2014/15 outturn – adjusted to reflect the activity shortfall from the transfer of
services to the Brunel building.
Underlying growth in demand in specific services
Reduction in waiting list
The full year impact of service transfers including Breast screening and Vascular
services which were undertaken during 2014.

The contract negotiation for 2015/16 with commissioners is yet to be concluded due to the
change in tariff proposals and the delayed publication of the NHS standard contract. As a
result the financial and income plan will be updated reflecting the agreed contract position.
Following the rejection by providers of the original consultation National Tariff, North Bristol
Trust opted to use the Enhanced Tariff Option (ETO) for 2015/16 as this proved a stable
basis of tariff for the year. The overall impact of the tariff deflator and cost pressures is in
line with the original planning assumptions and will result in an overall tariff deflator of
£4.8m. The impact of the marginal rate for specialised services will result in an additional
£1.8m of income reduction based on current activity projection.
In light of the above and subject to final contract agreement with Commissioners the current
level of contract income expected for 2015/16 is £463.3m.
The Trust non contract income is planned to reduce in 2015/16. During 2014/15 the Trust
was in receipt of significant non recurrent income to support the transition of services into
the Brunel building, this included double running costs move related and associated costs.
This income and the costs associated with the move will not occur in 2015/16. The main
components of non-contract income include education and training funding, research and
development and contracts for the provision of services to other Trusts and providers.
7.3 Expenditure
The baseline for 2015/16 Expenditure was set at the 2014/15 budget adjusted for the
required level of savings and inflationary pressures including the agreed pay settlement and
non-pay cost increases. The expenditure plan includes the following items:
• Continuation of additional flexible ward capacity into 2015/16
• Increase in ward nurse staffing
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•

Costs of delivering the activity plans

The cost of capital will increase in 2015/16 as a result of the completion of the second
phase of the PFI development and the capital charges impact from the completion of the
‘Jigsaw’ projects.
7.4 Sustainability Plan
The Trust has signed off a 5 year financial sustainability programme (year 1 being 2014/15)
to deliver a total of £150m of savings / efficiencies over 5 year period to achieve a
underlying surplus in 2018/19 after returning to a break even position in 2017/18.
Most of the forward efficiency plans will result in improved operational performance through
the use of technology, patient flow and theatre efficiency. As inefficiencies are taken out of
the system and productivity maximised, NBTs degree of sustainability will increase.
The planned in year savings target is £29.3m, with the recurrent savings target £41.3m.
The sustainability programme vision is;
Where we want to be
• For the Trust to achieve an annual surplus by 2018
• Enabling our staff to make the changes in a safe and planned way
• Achieving the quality and performance standards for our patients
How we will get there
• We will increase our quality and reduce our costs by:
o Making all our services work efficiently and effectively
o Making savings on our corporate services
o Reorganising our services to reduce the number of buildings we use,
reducing maintenance costs and rent
o Getting better deals on the things we buy
• We will increase our income by:
o Making sure we record all our work properly so that we are paid correctly for
everything we do
o Growing our specialist and regional services to treat more patients
There are 9 key workstreams that the trust will focus on savings over the period of the
programme;
• Supply Chain Management
• Workforce
• Outpatient Efficiency
• Length of Stay and Flow
• Theatre Efficiency
• Maximising income and tariff opportunities
• Use of Technology
• Commercial Opportunities
• Facilities Portfolio
• Use of SLM and Speciality efficiency
• Operational Efficiency
The current financial plan reflects the sustainability plan as previously submitted to the
board. The current in year identified savings are £25.4m against a target of £29.3m.
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7.5 Capacity and Demand Plans
Financial plans for 2015/16 have incorporated the outcomes from the extensive demand
programme as outlined in Section 4.

7.6 Summary Income and Expenditure

Summary Income and Expenditure 2015/16
2014/15 Forecast Outturn

2015/16 Plan

£'000

£'000

Income
Non Contract Income

437,400
107,400

Total Income

544,800

463,326
69,461
532,787

345,900
177,800
523,700

322,719
174,029
496,748

6,600
31,800
15,500
1,100
(100)
54,900

6,100
33,700
21,400
938
(100)
62,038

578,600

558,786

14,000
(19,800)

(25,999)

Commissioner Income

Expenditure
Pay Expenditure
Non-Pay Exenditure
Total Expenditure

Cost of Capital
PFI Service Charge
Payments to PFI contractor
Depreciation
Interest Payable
Interest receivable
Total Cost of Capital

Total Expenditure
Additional Non Recurrent Income

Surplus / (Deficit)

7.7 Capital Expenditure
A summary of the capital plan is shown below which shows the requirement for external
financing of £7.9m arising from the required expenditure. Estates schemes are primarily
made up of schemes started in 2014/15 and IM&T includes the costs of Lorenzo
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Capital Plan
2014/15
Forecast

2015/16
Plan

£m

£m

Expenditure
Estates schemes
IM&T schemes
Medical Equipment
Brunel Phase 2
Car park
Other

36.53

8.23

9.50

7.41

8.19

3.25

-

6.57

-

2.60

8.30

2.40

62.52

30.45

13.09

14.53

27.50

-

-

1.50

-

6.57

18.30

-

-

7.90

Funding
Depreciation
PDC
Land receipts
PFI
Internally generated cash
DH financing
Other
Total Funding

3.63

0.03

62.52

30.53

7.8 Cash Flow
The cash impact of the income and expenditure deficit and capital programme over 2014/15
and 2015/16 results in a funding requirement in 2015/16 of £43.9m. This is shown in the
table below and results in a cash balance at 31/3/16 of £1m.

20 | P a g e

Cash Flow Summary
Forecast
01/03/2015

Plan
31/03/2016

£m

£m

Net Cash Inflow from Operating Activities

28.33

29.04

Interest payable

(32.70)

(34.50)

Cash payments for Capital Purchases

(59.93)

(28.98)

Cash receipts from Land Sales
Net Cash Inflow Before Financing

1.50
(64.28)

(32.99)

PDC Received

27.50

43.97

PFI liability (capital element)

(4.81)

(9.60)

Loan repayments

(1.40)

(1.40)

Net Cash Inflow From Financing

21.26

32.95

(Decrease) in Cash

(43.01)

(0.04)

Opening Cash Balance

43.96

0.95

Closing Cash Balance

0.95

0.91

Financing

An application through the Independent Trust Financing Facility (ITFF) for funding will be
made in the second quarter of the financial year. Cash support will be required before that
is approved and temporary borrowing will be made available until then.

7.9 Key Financial Risks
2015/16 will be a challenging year for NBT and the delivery of the planned deficit reduction
and financial plan is subject to a number of risks. The main risks to delivery are outlined
below
•
•
•
•
•
•
•
•

Patient flow restricting length of stay improvement and the ability to deliver the
activity and capacity plan
Delivery of year two of the financial sustainability plan delivering recurring savings
of £41.3m
Successful implementation of Commissioner QIPP and Better Care Fund plans to
limit any increase in demand for emergency activity
Achievement of CQUIN Schemes and targets
Contractual fines through failing to meet agreed performance trajectories
Growth in specialised services activity above planned levels resulting payment at a
marginal tariff
Recruitment and retention of staff reducing agency expenditure
Impact of any further unfunded cost pressures e.g. 7 day working and winter
resilience funding
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•

Delays and slippage on the capital programme
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£9,000 for costs in one case which meant that
recovery of the actual loss could not be applied for
through the Proceeds of Crime Act. Consideration
was being given to a civil action since recovery was
also not possible through NHS Pensions.

1. Purpose
1.1. The Audit Committee met on 26 January 2015 and
this report sets out the main issues discussed.
2. Background
2.1. The Audit Committee meets roughly once a quarter
and is responsible, on behalf of the Board, for
ensuring that the Trust has sufficient controls and
systems in place to run an efficient, effective and
continually improving service in line with the
organisation’s objectives.

4. Internal Audit
4.1 The Committee noted that there had been slippage in
the start of some internal audits and others had not
progressed to completion as planned. Work was being
undertaken with lead managers and executives to help
facilitate new start dates and early resolution of delaying
issues. It was planned to meet the year end requirement
and deliver a Head of Internal Audit Opinion. There were
a little less than half the planned days to complete with
only a little more than two months of the year left but the
Director of Audit was confident that all audits would be
completed by 23 April. The Committee also noted that
the Director of Finance was in negotiation with Audit
South West regarding the shortfall in delivered audit days
in 2013/14. It was considered that the Audit Plan for
2015/16 should be divided into quarterly schedules.

3. Local Counter Fraud
3.1. The Committee noted that as part of its deter and
prevent focus the Local Counter Fraud team had
circulated the NHS Protect ‘Report to Local Counter
Fraud Specialists working in a Provider Environment
2014/15’ which aimed to provide a strategic
understanding of the economic crime risks facing
NHS providers. The report had been circulated to
Audit Committee members.

4.2 Internal Audit had shared its views on the five
information governance requirements for which the Trust
had failed to achieve compliance in 2013/14 and was
agreeing current compliance scores. Work was ongoing
to ensure evidence uploaded to the IG Toolkit helped to
ensure full compliance for the current year.

3.2. A review of non-purchase orders was taking place to
identify outliers or unusual payments and the
outcome would be reported to the next meeting.
3.3. A number of referrals from staff about potential fraud
issues had given rise to advice and guidance but six
referrals had resulted in formal investigations. The
Courts had awarded the Trust compensation of

4.3 The first stage of a review of the project governance
arrangements for the implementation of a replacement
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issues involving non-local commissioners where
necessary.

patient administration system had been completed. This
included a review of the recommendations from the PwC
report following the implementation of the Cerner system.
4.4 The Committee reviewed the summaries of the
recently completed six audits.

7. Independent Governance Review
7.1. The Committee was informed that the independent
governance review of the Board’s awareness of the
Trust’s deficit position which developed in 2013/14
had been completed. In essence it suggested that
the Board was sighted on individual issues but had
not considered the cumulative impact. The quality of
evidence to the Board may have contributed. The
report would come direct to the Board which may
decide on actions that the Audit Committee should
undertake.

4.5 The Audit Committee agreed to proceed with a
competitive tender for internal audit and counter fraud
services for 2015/16 and approved the specification and
criteria for scoring bids.
5. 2014/15 External Audit
5.1. Discussions have been held with Grant Thornton
regarding the potential audit opinion for 2014/15 and
the auditor believes that it has discharged its duty in
sending a Section 19 letter to the Secretary of State
in 2014. Provided the Trust meets its recovery
trajectory in 2014/15 a second letter would not be
necessary. Since the financial plans for 2015/16 also
forecasted a deficit, the value for money conclusion
was likely to remain ‘except for’.

8. Recommendations
8.1. The Board is asked to note the report from the Audit
Committee.

6. Overseas Patients and Commissioner Income
6.1. The Committee learnt of actions to improve income
and cash collection from overseas patients and an
incentive scheme initiated by the Department of
Health.
6.2. A summary of commissioner income was discussed
and the Director of Finance agreed to escalate
This document could be made public under the Freedom of Information Act 2000.
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2.1. The Committee has received proposals regarding
the use of deep dive sessions for each meeting. It
was agreed that topics chosen will be those where:
2.1.1. there is a significant risk to the Trust
2.1.2. the Board is unsighted on a particular issue
2.1.3. a change has been identified through ‘horizon
scanning’ and reviews review for impact.

North Bristol NHS Trust
3.4. The CQC report had confirmed the themes and
issues identified by the theatres workstream as
correct. These were:

2.2. It was also agreed that clinical and management
leads needed to be present with a written submission
and only one deep dive should be scheduled for
each meeting although there may be room for a
second deep dive as a reaction to an unexpected
issue.

•
•
•
•

2.3. It was agreed that the May 2015 meeting deep dive
would be on the processes of workforce planning
with a specialty focus to be included, following
discussion by the Trust Secretary, Director of
Nursing and Associate Director of HR. The forward
plan would be revised in the light of the discussions.

CSSD processes and reliability
Staff engagement
Mediroom functionality
Retention and wellbeing of workforce

3.5. The main risks were:
• Staffing retention and recruitment
• Safety (of a temporary nature because of the
new workforce)
• Not meeting growth intentions

3. Theatres

• Bed capacity of the hospital

3.1. The Committee met with the clinical director and
general manager of Core Clinical Services to discuss
the risk management of the theatres and progress on
the theatres programme. It was noted that
compliance against the WHO Checklist was now
98% and safety briefings were running at 90%.

• Availability of theatre kit
• Availability of notes
• Lack of awareness by some surgeons on the
effect of changes to working patterns or
practices on the running of theatres

3.2. All the latest data was being recorded on a
developing dashboard and ‘panicle’. This would lead
to deep dives by the senior management team and
validation of the data before the system was
approved and could be used for prospective views.

3.5. The Committee summed up the theatre issues as:
• The way that data
presented to staff

was

managed

and

• A number of operational issues needing
correction and

3.3. Reasons for late operation starts had changed from
lack of equipment, staff or notes following the Move
to lack of beds in recent months.

• Process changes that would allow the number
of operations to increase without extra
surgeons
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assurance that escalation procedures were being
adhered to across the Trust at its next meeting.

4. Emergency Department
4.1. The Committee met with the clinical lead and matron
of the Emergency Department to discuss the risks
and quality of the service.

5. Patient Safety Walkarounds

4.2. In relation to international standards of overcrowding,
the Trust was well beyond the limit of 10% of
patients waiting more than two hours for treatment or
admission, in common with every other emergency
department in Britain. When patients had to be
nursed in the corridor, the risks to safety and the
quality of care were much increased.

5.1. The proposed revision and programme of
walkarounds by executives and non-executives was
broadly approved and it was agreed should be
circulated to all Board members. Outside of the
Committee, the embeddedness of the walkarounds
would be discussed to ensure these were completed
as expected.

4.3. One of the emergency consultants had been
appointed as audit co-ordinator and had found that
the available data was not robust enough and would
be carrying out an audit on one day each month to
investigate all parts of completed Emergency
Department cards from that day. A dashboard was
being developed with a view towards developing real
time quality information and reporting.

5.2. It was also agreed that the level of commitment
required from Non-Executive Directors be discussed
at the Board to ensure this was achievable.
6. Complaints Improvements
6.1 The Committee noted that average levels of
complaints since the Move had increased
considerably and at the end of December 2014
there were 175 overdue complaint responses.

4.4. The CQC action plan was noted as under
development and was subject to daily change as
directorates continued to develop their elements of
the plan. The plan was also due to be reviewed by
the CCGs and TDA, and it was agreed that the
members of QRMC should review the plan in
advance of consideration at the next meeting of the
Trust Board.

6.2 The Patients Association had been asked to carry
out a sample audit of complaints and following this
all clinical directorates had been interviewed to
identify the processes they had instigated. A training
programme for heads of nursing and other staff
involved in investigating complaints had been set up
and the Committee would seek assurance that the
development plan, which is being overseen by the
Quality Committee, was being delivered effectively.

4.5. The Committee agreed to review the latest version of
the Emergency Department dashboard and
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Transfusion service in March 2015 and initial
feedback had been relatively positive, when
considering the risks that were being managed
within the new building since the move to Brunel.
The Quality Committee will review the outcomes of
the inspection.

7. Risk Management
7.1 The Committee received, at both meetings, the
extreme risk tracker, an update on support for
directorates to better manage their risks, the
RiskWeb data pack and details of risks that had
been moderated.

9.2 The Committee agreed to include a summary of the
external assurance provided within the new Quality
Report which was under development.

8. Sign up to Safety
8.1 The Committee received the Sign up to Safety Plan
submitted to the national campaign which was an
interim step to an overall Quality strategy. The aim
of the national campaign was to reduce avoidable
harm by 50% and save 6,000 lives. It focussed on
a narrow range of four specific workstreams.

10. Effectiveness Review
10.1 The Committee received the results of the
effectiveness survey and noted that improvements
were needed in the committee’s approach to
reviewing risks and its briefing on the assurance
framework in relation to the key risks and
assurances.

8.2 A Safety Faculty had been launched at a workshop
and this had explored the priorities, challenges and
opportunities the Trust has to meet and the
relationship with the Quality Committee in
delivering improvements.

11. Recommendation
11.1 The Board is asked to note the report.

9. External Agency Review
9.1 The Committee received an update on the External
Agency Review Dashboard and the progress into
transforming it into an online register. It was noted
that there had been six reviews by external
agencies between September 2014 and early
January 2015 including the CQC visit. In addition
the Medicines and Healthcare Products Regulatory
Agency had visited the Trust to inspect its
This document could be made public under the Freedom of Information Act 2000.
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about all such requests it had to recognise the
commercial sensitivities of the other party to the
contract. The Information Commissioner had
requested full disclosure, a decision against which
an appeal was being made at the request of
Carillion.

1. Purpose
1.1. This report outlines the business discussed at the
Finance & Performance Committee meeting held
on 21 January and 24 February 2015.

3.3. The proposed contract management structure for
the on-going management of the PFI contract was
approved with a request that the escalation
arrangements for disputes and overall contract
management across the Trust be brought later to
the Committee.

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

4. Commercial Issues
4.1. The Committee has been kept up to date with
commercial disputes involving three separate
companies providing three different services.
Decision on settlement agreements have been
considered pending approval by the Trust Board
once negotiations have been finalised.

3. Private Finance Initiative
3.1. The Committee received regular updates from the
Head of Capital Planning on the progress to
deliver the PHI Phase 2 developments. The
potential delays, resulting from the identification of
additional asbestos, were discussed and debated,
aligned to the timeline for completion of the
project. The impact that this may have on the
availability of car parking, use of park and ride
facilities, and on offsite operations including the
sterile services departments were recognised and
considered.

5. Finance Reports
5.1. Each month the Committee receives the detailed
financial position of the Trust to the end of the
previous month. It has noted improvements to the
variance from the planned budget deficit, over
performance on income, mainly from non-elective
activity, a reduction in the pay overspend and
improvements in the non-pay position. The year

3.2. A report was received regarding a Freedom of
Interest request for a copy of the full PFI contract.
Whilst the Trust’s default position was to be open
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meetings. The Committee agreed that the detail of
the IPR should be debated in full at the Trust
Board meeting and that the Committee should
receive more detailed directorate and specialty
data, to provide a more thorough understanding of
the operational performance of the Trust, in
support of the Trust-wide position. The Committee
noted that a performance assurance framework
was being developed for management and
Committee use. And that this would be presented
in draft to the meeting in March 2015.

end forecast position of no more than a £19.99
million deficit was being maintained.
6. Financial Sustainability Plan
6.1. The Committee noted from the monthly updates on
the financial sustainability programme that £29
million had been identified towards the CRES
target of £41.4 million as at the end of Month 10.
6.2. The next steps included completing detailed plans
against all 325 schemes and finalising project
initiation documents for the seven remaining
workstreams.

9. 52 Week Waiters
9.1 The Committee noted that the trajectory for reducing
the number of patients waiting over 52 weeks had
been reviewed but currently remained as January
2016 due to demand and capacity constraints. The
Trust was working with commissioners and other
providers to support an acceleration of the timeline
where possible and this would be monitored by the
Committee.

7. Draft Budget and Cash Flow Forecast 2015/16
7.1. The Director of Finance outlined the business
planning timeline to enable a full integrated plan
for the Board, the latest estimates of what the
proposed tariff options might mean for the Trust,
an update on contracting negotiations and the
Trust’s requirement for cash in 2015/16.
7.2. The Committee had broadly recommended that
the Board approve the draft plans

10. Deep Dive Process
10.1 An approach to the process of ‘deep dives’ by the
Committee was approved although it asked that a
proposed schedule of topics was reviewed by the
Committee Chairman and Trust Secretary and a
template developed for staff to follow.

8. Integrated Performance Report
8.1. The Committee discussed the Integrated
Performance Report (IPR) and the value of
discussing it at both the Committee and Board
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11. Business Cases
11.1 The Committee noted that the Trust Development
Authority no longer required its Board to approve
new business cases up to £5 million in value but
would require the Trust to submit a paper setting out
its approval process and the Board or Committee
minute confirming the approval.
11.2 It was also noted that the Standing Financial
Instructions would require alteration to reflect the
change.
11.3 The Committee approved actions regarding the
disposal of the Frenchay site which would lead to an
outline business case being brought to the Board in
March 2015.
11.4 The Committee also recommended to the Board its
approval of an outline business case for the disposal
of Frenchay Park House.
12. Recommendations
12.1 The Trust Board is asked to note the reports from
the meetings held on 21 January and 24 February
2015.
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Trust, as well as further clarity on the key
elements of the actions underpinning the themes.

1. Purpose
1.1. To present an update on the business transacted by
the Trust Management Team (TMT) at its meetings
held on 20 January 2015, 17 February 2015 and 17
March 2015.

3.3.

The output is due to be presented to the Trust
Board on 26 March 21015 for further debate and
discussion, prior to a programme of staff and
public engagement being completed.

2. Background
2.1.

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

2.2.

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

Sustainability Programme
3.4.

The position of the sustainability programme was
considered at each meeting, with an emphasis on
improving the value of schemes identified for
2015/16, and improving the confidence in the
delivery of the identified schemes.
Business Planning and Annual Budget

3. Business Undertaken
3.1.

Regular updates were provided in relation to the
progress to develop the trust-wide and directorate
business plans in line with the guidance issued by
the NHS Trust Development Authority.

3.6.

The draft annual budget for 2015/16 was
presented and discussed at the meeting on 17
March 2015. It was recognised that contracting
discussions were still being progressed and
therefore the budget was agreed subject to
confirmation of the final contract position.

The TMT focused its attention on the following
areas:
Trust Strategy

3.2.

3.5.

The draft vision and strategic themes, emerging
from the work of the directorates to develop their
strategies and the work of the Trust Board at its
away day on 9 March 2015, were discussed and
debated at the meeting on 17 March 2015. This
has resulted in greater clarity and ownership of
the vision amongst the clinical leaders of the

Operational and Financial Performance
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3.7.

with system partners to improve flow into, and out
of, the Trust.

The Integrated Performance Report Summary
was discussed at each meeting, underpinned by
discussion about key risk areas including patient
flow, theatres productivity and bed capacity. The
link to financial performance was also discussed,
particularly in relation to the impact on the
financial positon of not delivering the required
levels of elective procedures or outpatient
appointments.

Lorenzo Implementation
3.11. The
governance
arrangements
for
the
management
of
the
Lorenzo
patient
administration system implementation were
discussed prior to presentation to the Trust
Board. The engagement of staff in the designing
of the system was one of the key issues raised by
the clinical directors, alongside the timescales for
the implementation of the project.

Care Quality Commission
3.8.

3.9.

The process for the development of the action
plan to address the findings of the Chief Inspector
of Hospitals Inspection report was discussed and
it was noted that directorates were developing
“bottom up” plans to address the findings for their
specific areas. This would be combined with the
trust-wide actions which were coordinated by the
clinical governance directorate.

4. Key Risks Identified and Impact
4.1.

TMT recognised and discussed risks relating to:

4.1.1. the implementation of Lorenzo and the need
for all staff groups to be engaged in the project
as discussed above

The actions to address the enforcement action,
and the risks associated with flow, were
discussed. This included consideration of the
timescales for achieving compliance with the
regulations in advance of the current timescales.

4.1.2. the achievement of the Sustainability
Programme target of saving £40 million in
2015/16
4.1.3. the impact of patient flow on bed capacity and
availability, and the impact on the delivery of
key access targets including the 4 hour A&E
target, and the referral to treatment targets.

3.10. The outcomes from the Quality Summit were
discussed, alongside the Chief Executive’s
presentation given at the start of the summit in
response to the report findings. This discussion
focused on the requirement to work effectively
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8.1.1. Reviewing demand and capacity modelling to
support operational delivery in 2015/16

5. Key Decisions
5.1.

TMT approved the following:

8.1.2. Refinement of the business plan for 2015/16 in
line with the modelling and strategy
development work

5.1.1. Draft budget for 2015/16 subject to the
finalisation of the 2015/16 commissioning
contracts.

8.1.3. Finalisation of the 2015/16 sustainability plans
and refinement of plans to ensure they deliver
in year

5.1.2. Support for the tendering in wave 2 to be a
genomics medical centre
5.1.3. That pay increments be linked to performance

8.1.4. Development of improvement trajectories for
all underperforming targets by the end of
quarter 1 2015/16 and ensure there is
sufficient pace in improvement.

6. Exceptions and Challenges
6.1.

There were no challenges with undertaking the
TMT’s business.

8.1.5. Review of staff engagement plans aligned to
the CQC report, strategy consultation,
business plan and to address the results of the
2014 staff survey.

7. Governance and Other Business
7.1.

The TMT received regular reports, in line with its
defined reporting schedule from the following subgroups:
•
•
•
•

9. Recommendations
9.1.

Quality Committee
Estates, Asset Management and Capital
Prioritisation Group
Workforce Committee
Health & Safety Committee

The Trust Board is asked to note the update
provided on the work of the TMT.

8. Future Business
8.1.

The TMT will be focusing on the following areas
over the next 3 months:
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2.

Charitable Funds Committee meeting held 3rd March 2015
1.

Investment Monitoring

•
The independent investment advisor confirmed the
investment managers had outperformed the agreed benchmark of
CPI + 2%.

Fundraising and Fund Governance

•
The fundraising team are on track to reach the agreed
income target of £1.14m by the end of March. The fundraising
team are now working on a plan for 2015/2016 that will align with
the Capital Expenditure plan and NBT priorities to improve
services to patients.

•
Independent Investment Advisor will be asked to attend
annually unless there is a need to advise on any queries on the
quarterly report.
•
It was suggested that dividend report format would be
more helpful as a trend line showing forecast and actual rather
than detailed list.

•
18 awards were given to a range of hospital and
community based services via the 2014 Christmas Cracker
scheme. The scheme was also supported by a £10,000 donation
from the Southmead Hospital League of Friends. Internal
Communication for the 2015 scheme will begin in August to allow
a greater range of services to participate.

3.

Financial Reporting

•
General Managers had been contacted for a planned
spend for 2015/16 to date the response was disappointing.
Contact to be made with the 400 fund holders requesting income
and expenditure plans.

•
The fundraising budget for 2015/16 for £202k was
approved. 2014/15 expenditure is within budget. The fundraising
team now has a core resource of 4.2 FTE posts and any
additional capacity will be guided by the fundraising needs of
NBT.

•
The Terms of Reference for the Charitable Funds
Committee were considered, a number of small amendments are
required and these will be brought back to June meeting for final
approval.

•
A presentation on the community campaign ‘Do
Something Super for Southmead’ was presented to the
committee. This will now be presented to as many teams as
possible before its public launch in June.

4.

•
The committee discussed the proposed fundraising
priorities which have been guided by the Capital Expenditure Plan
and areas of medicine where NBT exceeds its geographical
boundary. The team are currently working on project proposals
for: MRI, Urology Robot, Major Trauma service, Neurology and
Genetics. Further work is being undertaken with the Finance team
to estimate available contributions from Charitable Funds and
compliance with NBT approval processes.

Restricted Fund Structure Update

•
Following an external audit recommendation fund
objectives had been reviewed and considered against the
unrestricted/restricted definition provided by the Charity
Commission. This has resulted in a £4.3m movement to
unrestricted funds. The Committee noted the work done and
approved the proposed implementation date of 1st April 2015
following assurances that the auditors support this date. The Trust
board to ratify the decision, therefore a report should be taken to
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the March Board meeting. It was agreed that a deeper dive into
Research funds should be undertaken as a secondary piece of
work, looking at dormant funds.
5.

Electric Vehicle

•
A need for an airport style electric vehicle in the Brunel
building, some patients experience difficulty in walking the length
of atrium. The Committee could see the need for the vehicle but
need further information on, annual maintenance funding,
procurement timeline, to explore sponsorship and to explore
possible funding outside of charitable funds.
•
A bid to be put to next Charitable funds Committee for
funding small nursing events and scholarships.

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

3

Report to:

Trust Board

Date of Meeting:

26 March 2015

Report Title:

Agenda item:

18

Declarations of Interest 2014/15

Status:

Information

Discussion

Assurance

Approval

x
Prepared by:

Eric Sanders, Trust Secretary

Executive Sponsor (presenting):

Andrea Young, Chief Executive

Appendices (list if applicable):

None

Recommendation:
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Executive Summary:

Under the Standards of Business Conduct for NHS Staff, the Codes of Conduct and Accountability, the Professional
Standards of Board Members and to help comply with the Bribery Act 2011 all voting members of the Trust Board must declare
any relevant and material interests and those declarations must be recorded in the Public Minutes. The declarations (including ‘nil
responses’) set out in the appendix have been made.
In addition, Declarations of Interest, including nil returns, have been requested from all Corporate Directors, Clinical Directors,
General Managers, second-in line officers of the Trust and other relevant staff. These forms will be available for inspection from the
secretary to the Trust Board.
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Declarations of Interest 2014/2015

INTEREST DECLARED

BOARD MEMBER

1.

Mr Peter Rilett
Chairman

1. Non-Executive Director of:
Watts of Lydney Ltd
Bordeaux Quay Ltd
Business West Ltd
2. Trustee of:
St. Monica’s Trust
3. Wife is Trustee of Bristol Charities
University of West of England

2.

Mr Robert Mould
Non-Executive

1. Chairman of:
Bristol Mediation

3.

Ms Elizabeth Redfern
Non-Executive Director

1. Director/Owner of:
Liz Redfern Partnership

and Governor of

2. Associate of Foresight Partnership
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4.

Mr Andrew Willis
Non-Executive Director

1. Associate of:
King’s Fund
Hay Group
2. Non-Executive Director of:
Royal Devon and Exeter NHS Foundation Trust

5.

Professor Nishan Canagarajah
Non-Executive Director

1.

Pro-Vice Chancellor of:
University of Bristol

6.

Mr Ken Guy
Non-Executive Director

1. Trustee of:
Milestones Trust
Penny Brohn Cancer Care
2. Independent Member of Bristol City Council Audit
Committee

7.

Mr Mark Lawton
Non-Executive Director

1. Finance and Commercial Director: Babcock Support
Services Ltd
2. Director:
Babcock Dyncorp Ltd
3. Director, Debut Services (South
West) Ltd
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8.

Ms Andrea Young
Chief Executive

None

9.

Mrs Catherine Phillips
Director of Finance

None

10. Mrs Sue Jones
Director of Nursing

None

11. Dr Christopher Burton
Medical Director

1. Secondary Care Doctor on Dorset Care
Commissioning Group

12. Ms Kate Hannam,
Director of Operations

None

13. Mr Nick Patel
Non-Executive Director (until 31 December 2014)

None

14. Prof Avril Waterman-Pearson
Non-Executive Director (until 31 December 2014)

None

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.

4

