Trust Board Meeting in Public
Thursday 25 May 2017
12.30pm, Seminar Room 5, Learning and Research Centre,
Southmead Hospital
Agenda
1.

Apologies and Declarations of Interest: John Iredale

2.

Questions from Members of the Public

3.

Minutes of the Trust Board meeting held on 30 March 2017

PR/Enc

4.

Action Log and Matters Arising
• Bath Dialysis Unit – SW/Verbal

PR/Enc

5.

Chairman’s Business

PR/Verbal

6.

Chief Executive’s Report

AY/Enc

Quality and Performance
7.

Patient Story (Discussion)

SJ/Verbal

8.

*Monthly Integrated Performance Report (Discussion and Approval)

AY/Execs/Enc

9.

Nasogastric Tube Safety Alert Actions (Information)

SJ/Enc

Strategy and Development
10.

*Financial Recovery Plan Progress Update (Discussion)

JF/CP/Enc

11.

Capital Planning Report (Information)

SW/Enc

12.

Service Line Management Timeline and Divisional Structure
(Discussion)

JF/Enc

Governance and Assurance
13.

Provider Licence Self-Certification (Approval)

ES/Enc

14.

Quality & Risk Management Committee Report (Information)

ER/Enc

15.

Remuneration and Nominations Committee Report (Information)

JE/Enc

16.

Trust Management Team Report (Information)

AY/Enc

17.

Partnership Programme Board (Information)

RM/Verbal

18.

Any Other Business

19.

Date of Next Meeting
Thursday 27 July 2017, 12.30pm, Learning and Research Centre, Southmead Hospital.

North Bristol NHS Trust

Minutes of the Trust Board Meeting held in public on
30 March 2017 in Seminar Room 5, Learning and Research Building,
Southmead Hospital

Present:
Mr P Rilett

Non-Executive Director
(Chairman)
Non-Executive Director
Non-Executive Director
Non-Executive Director
Non-Executive Director

Mr J Everitt
Mr R Mould
Dr E Redfern
Mr A Willis

Ms A Young

Chief Executive

Dr C Burton
Mr N Darvill
Ms J Fergusson

Medical Director
Director of Informatics
Director of Workforce
and OD
Director of Operations
Director of Nursing
Director of Finance
Director of Facilities

Ms K Hannam
Mrs S Jones
Mrs C Phillips
Mr S Wood
In Attendance:
Ms P Ahmed
Ms S Dodds
Mr S Lightbown
Mr E Sanders

Radiographer (until
item 17/3/2)
Deputy Director of
Nursing (until item 17/)
Director of
Communications
Trust Secretary

Mr N Stibbs
Mr S Taylor

Corporate Services
Manager
Dietician (until item
17/3/2)

Ms C Waggett
Ms C Worgan

Occupational Therapist
(until item 17/3/2)
Physiotherapist (until
item 17/3/2)

Apologies: Ms J Davis and Prof J Iredale, Non-Executives.
Observers: Two members of commercial health organisations.
Action
TB/17/3/01

Patient Story
Sue Jones, Director of Nursing and Quality, noted that Susanne
Rastrick, Chief Allied Health Professions Officer for the NHS, had
visited the Trust recently and met a number of staff who had shown her
a number of innovative processes they had introduced and the impact
this had had on the delivery of care. She introduced Patricia Ahmed, a
sonographer, Clare Waggett, an occupational therapist, Stephen
Taylor, a dietician and Claire Worgan, a physiotherapist. They had
each produced a short video about their work which were shown to the
Board.
Andrea Young, Chief Executive, asked about the impact of sonography
at the bedside and Patricia Ahmed said that it could reduce a patient
length of stay by two thirds of a day and abolished the need for a nurse
to be taken off the ward to accompany a patient for their x-ray. At the
moment, however, approximately 60 percent of patients had an x-ray in
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addition to ultrasonography.
Liz Redfern, Non-Executive, noted that allied health professionals
(AHPs) were often the smallest group in hospitals and questioned how
their voice was heard. The group agreed that becoming part of the
Core Clinical Services Directorate had been of great benefit and
increased their feeling of influence on decision making but there was
still a feeling that their voice was weaker than it should be and they had
much to give to the quality of patient care and experience. Sue Jones
said that during the recent 90 day discharge improvement event the
greatest champions had come from the AHPs. Liz Redfern also asked
what else could happen to improve matters and the group felt that a
head of AHPs would be of benefit and staff were sometimes hindered
by working to nursing policies that did not quite work for AHPs. Having
someone in a high position to listen to staff ideas was very important.
TB/17/3/02

Declarations of Interest
No interests were declared in the papers presented.

TB/17/3/03

Questions from Members of the Public
There were no questions from members of the public.

TB/17/3/04

Minutes of the Trust Board meeting held on 26 January 2017
The minutes were approved as a true and correct record of the meeting
subject to amendment of Minute 17/1/18 and the first paragraph to end
‘…to improving the Trust’s efficiency.’

TB/17/3/05

Action Log and Matters Arising
The Trust Board approved the closure of actions as stated on the
action log and noted progress as follows:
Action 28 – Kate Hannam, Director of Operations, reported that the
orthopaedic spine, epilepsy and neurosurgical services were part of the
contract negotiations with commissioners but a system-wide opening of
an orthopaedic spine service was being worked on and would not be
introduced in the next financial year. When it was, Andrea Young said
that the Trust had indicated its desire to be the network lead. The
action was considered to be closed.
Action 2 – It was agreed that the nurse safe staffing report should
continue to be brought to the Board. Sue Jones reported that the
concerns about safe staffing in the Neonatal Intensive Care Unit (NICU)
which had relied on high percentage of agency nurse staffing had been
addressed and a number of permanent recruits made who were now
well established in the unit. An independent report on maternity staffing
had been commissioned and received which would inform the future
workforce structure.
Questioned about the re-provision of Bath dialysis services, Catherine
Phillips, Director of Finance, said that a possible change in location had
been discussed with the Specialist Commissioners and a consultation
process would be required. The Royal United Hospitals Bath NHS
Foundation Trust had indicated it would need the site for
redevelopment in 18 months time and an update report would be made
to the next meeting.
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TB/17/3/06

Chairman’s Report
Peter Rilett, Chairman, said that he had nothing to report that was not
already on the agenda for discussion.

TB/17/3/07

Chief Executive’s Report
Andrea Young, referred to her written report and reported, in addition,
that the CQC had inspected both Sirona and Bristol Community Health
and given good assurance on their services with Sirona being given an
outstanding assessment for Caring
She noted also:
•

Julia Ross would take up her position as the joint Accountable
Officer of the three local Clinical Commissioning Groups on 2
May 2017.

•

Sustainability and Transformation Funds in 2017/18 were now
directly linked to delivery of the A&E target.

Liz Redfern, Non-Executive Director, congratulated the Trust’s
Sustainability unit for its standard of reporting work.
TB/17/3/08

Integrated Performance Report
Andrea Young introduced the monthly Integrated Performance Report
(IPR) and highlighted:
•

the improvement trajectory for Accident and Emergency
performance had been exceeded in February and the Trust (at
87.1%) was at the national average for four hour waits despite
high levels of bed occupancy

•

the improvement trajectory for referral to treatment (RTT)
incomplete episodes had been narrowly missed

•

the national target for diagnostic performance had not been
achieved although the backlog was being cleared and was
expected to deliver the 1% target by the end of March 2017

•

the Trust had delivered all seven cancer targets in January and
was ranked first in the South West for its 62 day performance
and second in the South

•

there had been an 8% reduction in falls in the Winter quarter
compared to the previous year

•

there had been the lowest number of monthly complaints of the
year in February and Friends and Family Test response rates
had improved

•

the finance control total was £100k better than planned at the
end of February

Kate Hannam, Director of Operations, reported that although the
trajectory for RTT had not been achieved more patients than planned of
those waiting over 52 weeks had been treated and the overall reduction
was the opposite of the national trend. Unfortunately an increase in the
number of patients choosing to wait beyond their 52 week threshold
3|Page
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was proving to be a challenge.
At the end of February actual performance for diagnostic techniques
meant that 7.6% of patients were waiting more than six weeks.
Remedial action, however, to clinically validate the endoscopy
surveillance patients who had not previously been reported on and the
provision of additional capacity meant that currently there was only one
patient remaining who had waited more than six weeks.
Cancer services continued to operate at better than all the national
standards. Andy Wills, Non-Executive, congratulated the executives on
achieving the performance on services by the end of the year
compared to where the Trust had been at the start of the year and the
financial pressures in year.
Sue Jones reported that after many years of non-achievement,
malnutrition screening compliance had been achieved in February. The
Falls rate was improving and agency nursing was well below the
national cap rate. NICU, the Bath Dialysis Unit and Ward 27a had
triggered the Quality, Effectiveness and Safety Trigger Tool. Intensive
recruitment was underway or now achieved at the first two units and
sickness management processes were being enhanced at the latter
two areas. Ward 27a was also the focus for a specialty governance
meeting and a review of the establishment.
The Harm Free care compliance run rate continued above the national
standard but had deteriorated slightly in February due to a greater
incidence in pressure ulcers. Andy Willis questioned what was being
tracked in the Safety Thermometer and Sue Jones said that it was a
combination of a number of factors with a number of them not related to
hospital acquired issues. If the community acquired issues were
excluded the Southmead hospital acquired harm free rate would be
around 97%.
Chris Burton reported that the incidence of missed doses of medicines
had increased slightly due probably to discharge and patient flow
pressures but were still within the national target. Robert Mould, NonExecutive, asked whether there was any impact on the Trust regarding
medicines errors and Chris Burton said that whilst no errors were
acceptable the current level was not uncomfortable. It was not about
individuals making errors but the governance around medicines
management which picked up errors in prescribing.
Chris Burton noted that the South West Senate had reviewed
emergency laparotomy processes and found that the Trust met all the
Royal College standards bar two. One of these was the availability of
consultant cover over a weekend.
Turning to infection control Chris Burton noted that the incidence of
both Methicillin Resistant and Methicillin Sensitive Staph. Aureus
bacteraemia were higher than was acceptable and the Infection Control
Team was investigating the management of indwelling devices such as
catheters and cannulae. In contrast the rate of Clostridium Difficile was
at its lowest since recording started. Next year the incidence of
Escherichia Coli at a whole health community level would also be
recorded.
Chris Burton and Rob Mould briefly reported on attending a conference
established by the Secretary of State on the importance of
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understanding what happens in hospitals when people die. Case
reviews had been outlined, the importance of engagement with family
and carers was emphasised and how to translate into data that could
be measured was explored. He noted that the Trust’s standardised
mortality ratio was getting closer to the NHS average which might
indicate an issue regarding coding.
Chris Burton reported that a research and innovation strategy was
being drawn up which he would discuss with John Iredale, NonExecutive. It would challenge what the Trust should be doing and Prof
David Wynick would present it to the Board in two or three months time.
Meanwhile the Trust was performing reasonably well in attracting
research sponsorship and recruiting to trials to time and target. North
Bristol (NBT) and University Hospitals Bristol (UHB) alternated between
which organisation was the most successful in the South West.
Referring to the Workforce data, Jacolyn Fergusson, Director of People
and Transformation, noted that an Organisational Development (OD)
road map was being developed to support the five year Trust strategy.
A revised policy on annual appraisal had also been approved. Peter
Rilett, Trust Chairman, referred to the nationally reported data
regarding the reduction in applications to posts from overseas persons.
Jacolyn Fergusson said there had been minimal effect on NBT and it
had attracted overseas staff from other parts of Great Britain. Liz
Redfern said that the Workforce Committee was monitoring the effect
of ‘Brexit’ on the Trust’s workforce and the biggest factor in the
reduction appeared to be the new rules on language standards.
Chris Burton noted that sickness rates appeared to have worsened this
year and Jacolyn Fergusson said there was a high proportion of long
term sickness that would take time to work through. Andrea Young said
that two or three priorities had been extracted from the staff survey and
staff would be asked what they felt should happen to improve these
and Eric Sanders reminded the Board that one of the Board
development away days was scheduled to look closely at staff
engagement.
Catherine Phillips reported that the Trust was £100k favourable to its
revised financial plan and the forecast was for a £44m deficit. This was
subject to risks totalling £5.1m for which mitigations of £5.2m had been
identified. Andy Willis reiterated that he felt it was a phenomenal
achievement to have delivered the Cost Improvement Programme
against so much good performance. Rob Mould questioned whether
performance in the first quarter of 2017/18 would be affected by
anything the Trust had done in the last half of 2016/17. Catherine
Phillips considered that there should be no affects and would like to
think that the Trust could achieve greater than planned activity in the
first quarter. Andrea Young said that the Trust Management Team had
committed itself to treating more patients.
The Board considered the Board compliance statements for submission
to NHSI and agreed no changes from the previous month except for
number 11 which was now positive.
TB/17/3/09

National Staff Attitude Survey
Peter Rilett, Trust Chairman, noted that the results of the national staff
survey suggested North Bristol provided fantastic care from a dedicated
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workforce but paradoxically suffered from poor staff attitude. Jacolyn
Fergusson, Director of People and Transformation, agreed with this
summary and said that although there had been progress in many
areas compared to 2015/16, in the context of the rest of the NHS there
was still a vast amount of work to do. In addition to the actions outlined
in the paper, Sue Jones said that as an organisation NBT had stood
still compared to other trusts.
Jacolyn Fergusson said that the Trust was investigating the use of a
‘happy app’. UHB clinicians had developed a tool for its use and it had
experienced a dramatic improvement in vacancy, turnover and
sickness rates. Liz Redfern, Non-Executive Director, questioned how
the tool worked and Jacolyn Fergusson said that any member of staff
could input to the system and teams nominated someone to monitor
and put improvements in place. Training was still needed to enable
people to respond and both make and allow changes to be made.
Andrea Young, Chief Executive, noted that the survey results needed
to be seen in the context of the events that were taking place when the
survey was carried out. The Trust had focussed on the financial
situation and making savings in 2016/17 and maximising the number of
patients being treated. The survey had been undertaken when the
Trust had been put into financial special measures. There was no doubt
that managers needed to be trained in the skills to talk to staff to iron
out the inherent inconsistencies.
Rob Mould, Non-Executive Director, questioned the management
response to the survey results and Jacolyn Fergusson said it would be
part of the organisational development plan and inform the training
requirements for managers. The Workforce Committee would monitor
the actions.
John Everitt, Non-Executive, expressed surprise and disappointment at
the results and said that they were not recognisable in the comments
made by staff when he undertook walkarounds. Feedback was very
important and Trust managers needed to drill down and ask questions
as to why the survey had produced such results.
The Board noted the report and agreed that the Workforce Committee
would monitor the actions.
TB/17/3/10

Information Governance Toolkit Assessment
Neil Darvill, Director of Informatics, presented the report on the current
assessment of the Trust’s standing against the NHS Information
Governance Toolkit. He reminded the Board that at the beginning of the
year six standards were rated only as Level 1 when the minimum
required for all standards was Level 2. The Internal Auditors had
reviewed the standards in January and found that some still required
work to achieve Level 2. The latest self-assessment had been reviewed
by the IM&T Board and compliance with all the standards at least at
Level 2 (nine at Level 3) had been approved. The assessment had
been submitted and published.
The Board noted the report and the change to the NHSI Board
Compliance Statement 11.
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TB/17/3/11

Financial Recovery Plan and Progress
Jacolyn Fergusson, Director of People and Transformation, presented
a report updating the Board on the progress of the Trust against the
financial recovery plan. She noted that the Programme Management
Office (PMO) was now running at full capacity and the Head of PMO
had been appointed from PwC. Savings for 2017/18 were being
discussed through the Financial Recovery Group meetings and there
was a long list of ideas but there was still an £8m gap. She said that the
directorates/divisions owned the projects and brought forward the ideas
and Andrea Young, Chief Executive, said that the PMO had outlined
what it was offering towards the projects and what it expected to come
from directorates.
Andy Willis, Non-Executive Director, noted that the Finance and
Performance Committee (F&PC), in its revised forward looking role,
would leave the review of the delivery of in-year projects to the Board
although some details of in year savings may be included and such
details would be discussed outside of the Board meeting.
The Board noted the update.

TB/17/3/12

Capital Planning Report
Simon Wood, Director of Facilities, presented the monthly Capital
Planning Report and highlighted the following issues:
•

Demolition of the Sherston and Lime Walk buildings was
delayed because further asbestos had been found in both areas
after the contractors had completed their removal.

•

Public Health England staff were moving in to Pathology 1 in
early May but those going into Pathology 2 were not expected
to move until the Autumn.

•

The sale of South Lodge would be completed when the
documentation was signed later that day

•

Pre-planning discussions, not a planning application, had been
held by Sirona with South Gloucestershire planning officers
regarding the Frenchay and Thornbury lands

Liz Redfern, Non-Executive Director, questioned the fire integrity issues
at Brunel and Simon Wood said there was no definitive position.
Carillion had commissioned a review of documentation and further
surveys and a single document showing any gaps in integrity was now
expected to be received the following month. There was no revised
date for the completion of PFI Phase 2.
The Board noted the report.
TB/17/3/13

Sustainable Development Policy
The Board received a proposed Sustainable Development Policy
committing the Trust to deliver a sustainable and resilient service both
in terms of health care and protecting the environment. The Board
adopted the revised policy.
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TB/17/3/14

Information Management and Technology Strategy Update
Neil Darvill, Director of Informatics, presented an update on the IM&T
Strategy for 2017 to 2021 which outlined the strategic, assurance and
operational levels of governance, the timeline of projects in 2017/18
and the strategy beyond 2018.
Peter Rilett, Trust Chairman, questioned the organisation’s reaction to
the digitisation of records and Sue Jones, Director of Nursing, said that
nursing staff were embracing it and taking up the offered training. Chris
Burton said that there were mixed views coming from the Medical
Advisory Committee. The clinical champion had presented the
consultants with a very balanced view but there were anxieties about
the scanning process. Outpatients was excited at the prospect of a
much more consistent delivery of notes and the ability of different
members of staff being able to view notes at the same time. Digitisation
was now live in the Breast Care Centre and the next areas were due
on 24 April.
In answer to Rob Mould, Non-Executive Director, Neil Darvill said that
blood tracking, stock control and prescribing were all in the plan for
digitisation. Chris Burton said that prescribing and order
communications were very important and he was looking to see at the
Capital Planning Group how blood tracking could be brought forward
from 2018/19.
Andy Willis, Non-Executive Director, asked whether the training and
testing of staff for digital records was adequate and Neil Darvill said
that training and post training tests were part of the project plan.
Andrea Young questioned the department’s capacity to deliver three
major projects and Neil Darvill said that two of them were in the same
area and involved the same staff and delivery was phased.
Sue Jones said that staff in the Womens and Children’s Directorate
needed to know when patients in their areas would gain access to WiFi and Neil Darvill said that a business case was being prepared to
improve Wi-Fi access for approval in July 2017. Kate Hannam, Director
of Operations, noted that better data reporting to management and the ND
Board relied on the capacity of Business Intelligence and it was agreed
that its ability to focus more on this issue should form part of the project
timeline.
The Board noted the report.

TB/17/3/15

Quality and Risk Management Committee Report
Robert Mould, Chairman of the Q&RMC, reported that its meeting held
on 23 March 2017 had focused on a deep dive into the quality of the
Trust’s Renal Service. Sue Jones, Director of Nursing, reported that
she had written to her counterpart at the Bath and North East Somerset
CCG to raise concern about the transport arrangements for Bath
dialysis patients. She too had raised safeguarding concerns with the
Council which arranged the transport.
The Board noted the report and the annual safeguarding reports on
children and adults.
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TB/17/3/16

Charity Committee Report
Jaki Davis, Chairman of the Charity Committee, presented the report of
its meeting held on 14 March 2017. She highlighted:
•

the approval to commission an independent review of the
Charity to identify changes to help fulfil its scope and fund
raising potential

•

a review of the Charity’s compliance with the newly issued code
of governance for the charity sector

•

the update on the Prostate Cancer Care Appeal with further
work to begin to utilise directorate/divisional contacts

•

future work on promoting the Prostate Cancer Appeal, complete
the fund alignment and amalgamation process and consider
how to support staff celebration events

•

the revised terms of reference

The Board noted the report, approved the revised terms of reference of
the Committee and agreed compliance with the Code could be a
ES
subject for a Board seminar.
TB/17/3/17

Trust Management Report
Andrea Young reported on the meeting of the Trust Management Team
held on 21 March 2017 and highlighted the workshop element of the
event on organisational development. TMT had much overlap with the
Board’s views and the exercise would be repeated with heads of
nursing.
The Board noted the report.

TB/17/3/18

Annual Cycle of Business
The Board received a proposed cycle of business for 2017/18 and
agreed to add horizon scanning and succession planning with prior
discussion by the Workforce Committee and then to Board in the
ES
Autumn.
The Board noted the report.

TB/17/3/19

Annual Declarations of Interest Review
The Trust Board noted the declaration of interests of all the members of
the Board in 2016/17 and that these would be published on the Trust’s
website.

TB/17/3/20

Academic Health Science Network
The fourteenth quarterly report from the West of England Academic
Health Sciences Network Board was received and it was noted that
NHS England had granted it a second five year licence from April 2018
with core funding at 60% of the original financial envelope.

TB/17/3/21

Date of Next Meeting
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The next meeting was to be held on Thursday 25 May 2017 at 12.30
pm in Seminar Room 5, Learning and Research Centre, Southmead
Hospital.
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Trust Board (Public Session)
Action Log 2017
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Status
A Agenda - this meeting
O Open
C Closed

ACTION LOG
Minute Ref

Action
No.

TB/17/3/05

4

29-Sep-16 TB/16/09/06

23

24-Nov-16 TB/16/11/11

32

26-Jan-17

1

Meeting
Date
30-Mar-17

TB/17/1/08

Action

Owner

Update on potential move of Bath Dialysis Unit to
next Board meeting
Plan for Service Line Management implementation in
2017/18 to be developed
Partnership Programme Board to take forward
Horizon scanning approach
IPR to include comparative safety data

SW

Review Date Status Info.
(s)
Verbal update to be provided under matters
24-May-17
A arising

AY

25-May-17

RM

25-May-17

CB/SJ

25-May-17

A
C
C

30-Mar-17 TB/17/3/014

6

30-Mar-17

7

TB/17/3/18

Business Intelligence development to be included in
IM&T strategy
Horizon scanning to be placed on Board Cycle of
Business

ND

25-May-17

ES

25-May-17

C
C

24-Nov-16 TB/16/11/10

31

FT membership to be engaged in ST Plans

SL

27-Jul-17

30-Mar-17

TB/17/3/08

5

CB

27-Jul-17

30-Mar-17

TB/17/3/18

8

Research Strategy to be presented by Direrctor of
Research
Succession planning to be discussed in detail by
Workforce Committee and then Board report for
September

AY

28-Sep-17

O
O
O

On the agenda under item 12
See action 7
IPR includes all relevant current
comparisons and will be updated when new
relaible ones become available
Included in the draft strategy. Update to
Board provided in private session
Also now included on all Committee agendas
with a paper to come to the July Board with a
further update
Plans to be updated and awaiting
governance arrangements
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Trust Board (Public Session)
Decision Log 2017

DECISION LOG
Meeting
Date
26/1/17
26/1/17

Minute
Ref

26/1/17
30/3/17
30/3/17
30/3/17

17/1/17

17/1/11
17/1/16

No. Decision
1 Operational Plan 2017/18 and 2018/19 approved with minor changes regarding e-rostering
2 Revised Standing Orders approved
Transfer of charitable Toy and Communications Aids Fund to Claremont School and charitable funds in respect of the
3 Riverside Unit to Avon and Wiltshire Mental Health Partnership approved
4 Sustainable Development Policy adopted
5 Charity Funds Committee revised terms of reference approved
6 Annual cycle of Business approved with two additions

Report to:

Trust Board

Date of Meeting:

25 May 2017

Report Title:
Status:

Agenda item:

6.0

Chief Executive’s Report
Information

Discussion

X
Prepared by:

Eric Sanders, Trust Secretary

Executive Sponsor (presenting):

Andrea Young, Chief Executive

Appendices (list if applicable):

None

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

Assurance

Approval
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•

1. Purpose
1.1.

To present an update on local and national issues
impacting on the Trust.

4. Non-Executive Director Recruitment
4.1.

2. Background
2.1.

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

The IM&T team have been working hard since
last week’s global cyber-attack to ensure all our
IT systems and our Trust data continues to be
protected both at our Southmead and community
sites.

3.2.

In addition, we have been :
•

Working closely with the National Cyber
Security Centre (GCHQ) and NHS Digital

•

Liaising with local NHS partners such as the
IM&T team at UH Bristol, Weston and Avon &
Wiltshire Mental Health Partnership NHS
Trusts

•

Recruitment to replace Andrew Willis is currently
on hold until after the general election. This
reflects the fact that the Secretary of State, via
NHS Improvement, makes appointments to NHS
Trust Boards.

5. Hospital Volunteers Celebration
5.1.

Southmead Hospital Charity have hosted a thank
you event for the volunteers who support staff
and patients at Southmead Hospital.

5.2.

Across North Bristol NHS Trust there are more
than 500 volunteers who give more than 50,000
hours a year – from providing meal-time support
to patients, helping visitors find their way around
the hospital, befriending patients on wards, or
serving in the League of Friends Coffee Shop.

5.3.

Andrea Young, Chief Executive, thanked the
volunteers for their commitment to the Trust at the
event at The Bristol Hotel on Saturday 13 May
2017.

5.4.

Of particular note was the award to Margaret
Head, who has been volunteering with The
Southmead Hospital League of Friends for 36
years. She started in 1981 serving hot drinks in
the maternity wards before becoming secretary
for the League of Friends and serving in the

3. Cyber Attacks
3.1.

Ensuring our anti-virus and security patches
are up to date across our estate

Working with suppliers to ensure all our IT
systems have the required protection and
enhancing protection as required

This document could be made public under the Freedom of Information Act 2000.
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League’s café. She still serves in the café in the
Brunel Building once a fortnight.

Award

Name

Team

Registered Nurse or
Midwife

Charlotte West

28b

The Trust joined forces with our colleagues at
University Hospitals Bristol NHS Foundation Trust
and the University of the West of England (UWE
Bristol) to hold a thanksgiving service at Bristol
Cathedral on Friday 12 May 2017.

Workplace Mentor

Louise Thompson

Complex Care
28a

Assistant Practitioner

Mary Reeves

Neuro G36

Midwifery Team

Southmead
Community Midwives

The celebration included an address from NHS
England’s Chief Nursing Officer, Professor Jane
Cummings – who did her nurse training in Bristol
at Southmead Hospital – and readings and
addresses from representatives of the three
organisations, including Liz Redfern, NonExecutive Director.

Health Care Assistant

Yvonne Greenslade

Vascular
Theatres

Inspirational Leader

Carol Chapman

Cancer
Services

Nursing Team

Emergency
Department

6. International Nurses Day Celebration
6.1.

6.2.

7. Director of Nursing Awards
7.1.

8. Sustainability & Transformation Plan (STP) – New
Programme Director

The annual Director of Nursing awards were also
held on International Nurses Day. There were 123
nominations in 10 categories and the winners
were as follows:

Award

Name

Team

Patient Experience
Champion

Sarah Colsey

Acute
Oncology

Nursing/Midwifery
Teach/Educator

Anna Puddicombe

Learning &
Research

Research & Innovation

Sharon Tovey

Clinical
Research Unit

8.1.

Laura Nicholas has now commenced her new
role as STP Programme Director for the Bristol,
North Somerset and South Gloucestershire STP.

8.2.

Laura brings a wealth of experience from
commissioning and provision, and most recently
has been the Director of Strategy in NEW Devon
CCG, part of the Devon success regime.

8.3.

The Trust will be working with Laura to continue
to develop the STP and help shape the priorities
and programmes of work.

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
9. RCN Ballot Result

11. Recommendations

9.1.

A ballot held by the Royal College of Nursing
showed nine in 10 nurses supported industrial
action short of strike and 78 per cent said they
were prepared to go on strike. Turnout for the poll
was just over 19 per cent with 52,434 nurses out
of the total 270,000 RCN members working in the
NHS.

9.2.

The primary issue, which triggered the ballot, was
the current public sector pay policy which caps
increases to 1%.

9.3.

The Trust will continue to work closely with its
unions to ensure staff feel supported and issues
are dealt with where policy. Contingency plans
will be developed to mitigate, where possible, any
potential impact of industrial action.

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

10. Recent Consultant Appointments
10.1. The following consultant appointments have been
made since 20 December 2016:
Interview Date

Name

Role

28 Mar 201

Danijela Tatovic

Diabetes & Endocrinology

2 May 2017

Kavita Amarasinghe Histopathology

9 May 2017

Rheumatology

Sarah Jane Emerson

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

Executive Summary:
Details of the Trust’s performance against the domains of Access, Safety, Patient Experience, Workforce and Finance are provided on page 2
of the Integrated Performance Report.
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INTEGRATED PERFORMANCE REPORT
May 2017 (presenting April 2017 data)

Executive Summary
April 2017
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ACCESS
Overall April performance against the four hour target was 86.23%, a 2.13% decrease compared to March’s position. The majority of breach reasons were
ED attributable, followed by a wait for beds. One of the factors in this drop in performance relates to ED workforce shortfalls.
The Trust has achieved the agreed recovery trajectory for Referral To Treatment (RTT) incomplete performance for April (87.59% vs trajectory of
86.25%). The waiting list backlog stands at 3711 vs a target of 3976. Musculo-skeletal services have hit their recovery trajectory for the first time since June
2016 and Gynaecology has hit their recovery trajectory for the first time since October 2016.
The Trust has marginally failed to achieve the national target (1.00%) for diagnostic performance with actual performance of 1.74%. Whilst there
continues to be in month underperformance in Endoscopy, April has also seen an increase in Non-obstetric Ultrasound breaches.
Good cancer performance has been sustained in March, with the Trust continuing to deliver on all 7 of the 7 national targets. Achievement of the 62
day standard continued in March with performance at 89.6% vs 85.0%, confirming a sustained improvement into quarter four. The Trust has delivered all 7 of
the 7 national targets for the official Quarter 4 position. A significant accomplishment.
SAFETY
The Trust reported 1 case of MRSA, 2 cases of C. Difficile and 3 cases of MSSA in April.
Incidence of pressure ulcers reduced in April with 11 reported Grade 2 pressure injuries and none reported at Grade 3 or 4. The Trust remains on
target to achieve a 50% reduction of pressure injuries over the three year period.
Nursing staff levels continue to be monitored closely with one ward triggering the Quality Effectiveness and Safety Trigger Tool (QuESTT) in April. Patient
acuity is monitored daily to ensure patient safety is maintained at all times.
PATIENT EXPERIENCE
The number of complaints and concerns received by the Trust in April has shown significant reduction to that reported in March with a 21% drop in
complaints and a 23% decrease in reported concerns. Friends & Family response rates continue to be stable, exceeding regional targets. Maternity,
although still not achieving national or regional target, has reported continued improvement and has met the local response rate target.
NHS Choices ratings for both Southmead Hospital and Cossham Hospital remain at 4/5 stars.
WORKFORCE
The Trust vacancy factor reduced from 9.80% in March to 9.10% in April, it is anticipated this will reduce further in May. The in-month turnover rate
increased in April to 1.47% which is above the planned rate for the month of 0.90%. The in-month sickness rate has reduced from 4.60% in February to
4.37% in March, but remains above the 4.01% target submitted to NHS Improvement for April.
FINANCE
The Trust has planned a deficit of £18.7m in line with the agreed control total with NHS Improvement. The financial position for the end of April 2017 is
£0.1m favourable to plan. The Trust is rated red by NHSI as a result of being placed in Financial Special Measures. Continued focus on identification of the full
savings target required as well as good contract delivery and management in the first half of the year will be crucial to ensure delivery of the Trust’s control total.
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Unless noted on each graph, all
data shown is for period up to, and
including, 30 April 2017.
All data included is correct at the
time of publication. Please note that
subsequent validation by clinical
teams can alter scores
retrospectively.
Provisional data:

94.28%

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

Perf improved, no target
Non- Cons Non-Consultant
Ops- Operations
Renal- Renal Transplant & Outpatients
ASCC / Surg- Surgery
W&Ch -Women’s & Children’s
RCA – Root Cause Analysis
HON – Head of Nursing

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

RESPONSIVENESS
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SRO: Director of Operations
Overview
Urgent Care
April’s four hour A&E performance was 86.23%. This represents a fall of 2.13% against the March position. The majority of breach reasons were ED
attributable, followed by a wait for beds. One of the factors in this drop in performance relates to ED workforce shortfalls. A dip in cumulative bed capacity can
be seen post the four day Easter Bank Holiday period. The total discharges did not create enough capacity for the volume of admissions, creating a significant
negative bed position.
Delayed Transfers of Care (DToC) rate has met the national standard of 3.5% at 2.86%.
Referral to Treatment (RTT)
In month, the Trust has exceeded Trust RTT trajectory of 86.25%, with actual performance at 87.59%. Musculo-skeletal services have hit their recovery
trajectory for the first time since June 2016 and Gynaecology has hit their recovery trajectory for the first time since October 2016.
At the end of April the Trust achieved the recovery trajectory for patients waiting greater than 52 weeks (16 vs 21 trajectory). The increase in the number of
patients choosing to wait greater than 52 weeks for their treatment continues to be a challenge. Neurosurgery performance against the 52 week wait trajectory
is better than planned for the year to date as a result of booking improvements and scheduling enhancements. The Epilepsy trajectory has not been met in
month, but continues to be on track for clearance of all breaches by the end of Quarter 3 of 2017/18.
Cancelled Operations
In month, there were four breaches of the 28 day re-booking target. One breach was in Vascular Surgery whereby theatre overran. The three other breaches in
ASCR are due to a lack of in month capacity. Root Cause Analysis’ (RCAs) have been completed for all breaches and are submitted to commissioners.
Diagnostic Waiting Times
The Trust has failed to achieve the 1.00% target for diagnostic performance in April with actual performance at 1.74%. Whilst there continues to be in month
underperformance in Endoscopy, April has also seen an increase in Non-obstetric Ultrasound breaches.
Cancer
Cancer performance in March continues to show an improvement with the Trust achieving all standards fin the month and for Quarter 4. The Trust met 89.6%
against the 62 day standard in March (Target 85.00%), and 93.00% performance for the Two Week Wait standard. This marks a significant achievement for the
Trust and demonstrates a significant improvement in waiting times for patients on cancer pathways.
Areas of Concern
The system continues to monitor the effectiveness of all actions being undertaken, with weekly and daily reviews. The main risks identified to the Urgent Care
Recovery Plan (UCRP) are as follows:
• UCRP Risk: Lack of community capacity and/or pathway delays fail to meet bed savings plans as per the bed model.
• UCRP Risk: Length of Stay reductions and bed occupancy targets in the bed model are not met leading to performance issues.
• UCRP Risk: Weston Emergency Department shuts due to staffing problems related to sustainability issues. Risk of 10-15 extra medical admissions to NBT
overnight. Contingency plans have been agreed across the system including a repatriation protocol.

Responsiveness
Summary Dashboard
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Board Sponsors: Director of Operations

Key Operational Standards Dashboard

April 2017

Access Standard

Performance
against
national target

NBT
Trajectory:

Trend from
last Month

Year end
forecast
position:

Quarterly Trend
(Q3 16/17 vs Q4 16/17)

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

86.23%

90.00%

95.00%

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

87.59%

86.25%

87.16%
88.03%

86.29% (Q3 16/17) to 87.64% (Q4 16/17)

Referral to Treatment (Neurosurgery,
Epilepsy) - 52 Week Waits (Target 0)

16

21

0
29

33 (Q3 16/17) to 18 (Q4 16/17)

Referral to Treatment - 52 Week Waits
(Target 0)

27

N/A

N/A

13 (Q3 16/17) to 26 (Q4 16/17)

3976

3680
3341

4002 (Q3 16/17) to 3648 (Q4 16/17)

N/A*

1.00%
1.00%

13.99% (Q3 16/17) to 0.81% (Q4 16/17)

N/A

1.49% (Q3 16/17) to 1.33% (Q4 16/17)

N/A*

5 (Q3 16/17) to 7 (Q4 16/17)

Trust Wide Referral to Treatment
Backlog

3711

Diagnostic DM01 - % waiting more than 6
weeks (Target 1%)

1.74%

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

1.46%

N/A

Cancelled Operations - 28 day re-booking
breach (Target 0)

0

N/A*

* Trajectories being set and awaiting internal sign off and agreement with Commissioners.

78.34% (Q3 16/17) to 81.95% (Q4 16/17)

Responsiveness
Urgent Care
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Board Sponsor: Director of Operations
4 hour Breach Analysis
Overall April performance against
the four hour target was 86.23%, a
2.13% decrease compared to
March’s position.
There was an increase in breaches
compared to March, from 615 to
1018.
The largest increase was in ED
attributable breaches. Although
there has been a significant increase
in non-bed breach reasons, which
would imply that this is driven by
internal ED issues, the analysis also
shows a drop in admitted
performance. ED workforce issues
have meant that they have not had
the resilience to prevent a similar fall
in the non-admitted performance
which they were previously
maintaining.
A plan is being put in place to
support and maintain ED staffing
requirements 24/7.

Responsiveness
ED performance
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Board Sponsor: Director of Operations
ED Performance
Total ED attendances were 2.46%
higher in April than in March. April
2017 reports a 7.5 % increase in
attendance levels than those seen in
April 2016.
ED majors attendances increased in
April 2017 by 10.8% against those
seen in April 2016. Minors
attendances also increased by 3.9%
against the same period last year.
Overall 2017 ED attendance
conversion rates in April is 33.3%
which remains similar to the April
2016 rate.
All emergency admissions, ED and
direct admissions, are 6.2% above
those reported in April 2016. Medical
emergency admissions overall show
a 5% increase.
A dip in cumulative bed capacity can
be seen post the four day Easter
Bank Holiday period. The total
discharges did not create enough
capacity for the volume of
admissions, creating a significant
negative bed position.

Responsiveness
Length of Stay and Discharge
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Board Sponsor: Director of Operations
Length of Stay/Discharge
Bed Occupancy for April was
reported at 98.72% for the month.
This level of occupancy exceeds the
95% occupancy set to maintain flow.
Length of Stay (LoS) over 14 days
continues to be a challenge across
all divisions. Work continues to
provide a focussed review of any
patient tipping over 7 days and an
audit of patients with a LoS between
7 to 14 days across all divisions.
The Medicine Division has carried
out prolonged stay reviews across
Respiratory, Cardiology and
Complex Care. Issues identified
from these reviews included internal
NBT and external community delays.
The delay issues are now being
taken forwards with relevant
services to find solutions and
resolve.
Delayed Transfer of Care (DToC)
was at a rate of 2.86% in April, a
slight decrease to last month’s
reported 3.56%.
Medically fit for discharge (MFFD)
bed days remain high, occupying
4168 bed days overall across the
Trust (equivalent to 15.63% of the
core bed base).

Responsiveness
Elective Operations
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Cancellations
The same day non-clinical
cancellation rate was 1.46% vs the
national target 0.8%. The number of
patients cancelled due to bed related
issues continues to be small (6%).
The Theatres Board is overseeing
the monthly performance for the
Trust cancelled operations with an
aim to further reduce cancellations.
The Theatres Board is also
overseeing a delivery plan to
address theatres productivity and to
introduce changes to scheduling.
There were zero 28 day rebooking
breaches reported in April 2017, as
the four breaches for the month had
already been reported in their
original cancellation month in
2016/17. The Trust has changed
reporting of 28 day rebooking
breaches in 2017/18 to ensure that
the breaches are reported once they
have occurred rather than
prospectively.

Responsiveness
Referral to Treatment All Specialties
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Referral to Treatment (RTT)
The Trust has achieved the RTT
trajectory in month with performance
of 87.59%. The Trust also achieved
the RTT backlog trajectory.
Remedial action plans are in place to
monitor progress across a number of
specialties who are not meeting the
constitutional standards.
Musculo-skeletal (MSK) and
Gynaecology at a specialty level both
achieved their recovery trajectories
for the first time in a number of
months.
Key focus areas include operational
management/training, further
capacity and demand modelling and
an improvement of business
intelligence reporting.

Responsiveness
Referral to Treatment 52 week waits & Diagnostics
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Referral to Treatment 52 Week
Waits & Diagnostic Waiting Times
The Trust continues to meet the
trajectory for Neurosurgery at the
end of April. Whilst the Epilepsy
trajectory has not been met in month,
the service remains on track to clear
all >52 week waiters by the end of
Quarter 3 of 2017/18.
The Trust has also reported in-month
breaches for Orthopaedic and Spinal
patients. The 27 breaches were due
to patient choice; root cause
analysis’ have been completed for
these patients.

There were a total of 43 over 52 week waiters in April,
as follows :
• 27 Ortho-Spinal and Orthopaedic
• 6 Neurosurgery
• 10 Epilepsy

In April, the Trust marginally
underperformed against the
diagnostic 6 week wait standard with
performance of 1.74%.
The largest number of breaches
were for Non-obstetric Ultrasounds
(101), which were 64 breaches
above threshold for that test type.
These breaches combined with the
underperformance in other test types
brought the overall Trust position
below standard.

Responsiveness
Cancer Summary Dashboard
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Key Operational Standards Dashboard

March 2017
One month in arrears

Access Standard

Performance
against national
target / contract /
plan:

NBT
Trajectory:

Trend from last
month:

Quarterly Trend
(Q3 16/17 vs Q4 16/17)

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

93.0%

N/A

91.3% (Q3) to 93.6% (Q4)

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

93.3%

N/A

91.8% (Q3) to 94.0% (Q4)

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

98.0%

N/A

98.2% (Q3) to 98.3% (Q4)

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

96.3%

N/A

99.3% (Q3) to 95.6% (Q4)

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

100%

N/A

100% (Q3) to 100% (Q4)

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

89.6%

86.5%

86.3% (Q3) to 88.9% (Q4)

100%

N/A

97.1% (Q3) to 96.9% (Q4)

Patients treated 62 days of screening (Target 90%)

Please note: Monthly positions are provisional and may not match final quarterly position.

Responsiveness
Cancer
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Cancer
The Trust passed the Two Week
Wait (TWW) 93% target with a
performance of 93.0%. Of the 2124
TWW patients that were seen by the
Trust in March, 148 breached the
TWW target. The 2124 TWW
patients referred in March were the
largest number received in any
month for 2016/17.
The Trust passed Q4 for the TWW
standard with a performance of
93.6%, but failed to pass the
standard for the year with a
performance of 92.3%.
The Trust again passed performance
for both breast screening patients
seeing a consultant within two weeks
and patients receiving first treatment
within 31 days of decision to treat.

Responsiveness
Cancer
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NB: The charts show the breakdown of breach reasons for both whole and shared 62 day breaches for the month of March. Breakdown of breach
reason may not match total published performance due to time of which data was captured. Data is extracted from a live system.

Cancer
The Trust passed the 62 day national
standard for March 2017 with a
performance of 89.6% against the
85% target. The Trust also passed
the 62 day standard for Q4 of
2016/17 with performance of 88.9%.
The Trust passed the 62 day
standard for the year with
performance of 85.4%.

March 2017 62 day performance
In target
Breach
Performance

Speciality

Treated

Brai n

0

0

0

Breast

32

32

0

100.00%

Col orectal

6

5

1

83.30%

CUP

1

1

0

100%

In March one breach was wholly
attributed to radiology delays with
radiology contributing to five more
breaches. Two breaches were
partially attributed to Pathology
delays. 12 patients attended first
appointment after day seven, which
contributed to the breaches of the
ideal timed pathways.
Reasons

1 x compl ex di agnosti c pathway

Gynaecol ogy

4

3.5

0.5

87.50%

Haematol ogy

4

3

1

75.00%

1 x pathway del ay at NBT

Head and Neck

0.5

0

0.5

0%

Lung

13.5

9.5

4

70.40%

Sarcoma

4.5

3.5

1

77.80%

1 x pathway del ay at UHB
2 x pathway del ay at NBT, 2 x medi cal
del ay
1 x admi n del ay at NBT

Ski n

38

38

0

100.00%

Upper GI

3.5

2.5

1

71.40%

Urol ogy

53

44.5

8.5

84.00%

Total

160

142.5

17.5

89.06%

1 x pathway del ay at NBT

1 x medi cal del ay, 1 x pathway del ay
at UHB
1 x radi ol ogy del ay, 1 x compl ex
di agnosti c pathway, 2 x medi cal
del ay, 1 x capaci ty del ay, 4 x l ate
transfer to NBT but treated wi thi n 24
days, 2 x l ate transfer to NBT but not
treated wi thi n 24 days

The Trust continues to monitor
performance against the new national
breach reallocation guidance which
commences from April 2017. If the
guidance had been applied to
March’s performance there would
have been an increase in
performance.
Improvements in Urology pathways
for patients transferred to NBT from
other providers has had the largest
impact on improved performance
under the new guidance. Concerns
remain for lung pathway patients and
those requiring treatment at the
BHOC.

Responsiveness
Cancer
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Cancer
NBT achieved the 31 day first
treatment target in March 2017
with performance of 98.0%. There
were six 31 day breaches in total,
two of which were due to medical
delays, one due to consultant
sickness and three due to
administrative delays at other
providers.
The 31 day subsequent treatment
standards have both been met in
March 2017.
The Trust has finished 2016/17 by
meeting all cancer performance
standards for Q4. The Trust has
also met six of the seven cancer
targets for the year of 2016/17.
These targets have been met
despite an increase of referrals of
almost 10% from the year 2015/16
and in total 22,305 Two Week Wait
patients were referred to NBT in
2016/17 with 3,306 receiving their
first cancer treatment at the Trust.

Quality Patient Safety & Effectiveness
SRO: Medical Director & Director of Nursing
Section Summary
Improvements:
The requirement for agency nursing has further reduced this month to 2.7%, well below the 5.7% national ceiling.
Whilst safety thermometer remains at 93% overall, the report now includes new harms, those that are hospital acquired, and this rate is 98%. The falls rate
has stabilised to just over six per 1000 bed days the last three months with just one fall causing serious injury in April. Pressure ulcers have also further
reduced this month, with the target reduction over three years being met.

Areas of Concern:
South Bristol Dialysis Unit were a new trigger on QuESTT last month and the only remaining area triggering; work continues on recruitment and
environmental improvements.

16

Safety
Summary Dashboard
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Patient Safety Dashboard

April 2017

Standard
(target)

Quarterly Trend
(Q3 16/17 vs Q4 16/17)

Performance
against
national
target /
contract / plan

Against NBT
Trajectory

0

N/A

N/A

2 (Q3 16/17) to 1 (Q4 16/17)

Safety Thermometer - overall
compliance

93.10%

N/A

N/A

93.08% (Q3 16/17) to 92.57% (Q4 16/17)

Malnutrition Screening (Target
90%)

90.97%

N/A

N/A

87.25% (Q3 16/17) to 91.04% (Q4 16/17)

Hand Hygiene Compliance
(Target 95% - in arrears)

96.20%

N/A

N/A

MRSA (Target 0 Internal)

1

N/A

N/A

C. Difficile (Target <3.6 Internal)

2

N/A

N/A

MSSA (Target <1.6 Internal)

3

N/A

N/A

Venous Thromboembolism
Screening (Target 95% - in
arrears) - provisional

94.28%

N/A

Never Event Occurrence by
Month (Target 0)

Trend from
last Month

N/A

Performance to be
achieved by. (as
per trajectory)

N/A

97.1% (Q3 16/17) to 96.43% (Q4 16/17)

2 (Q3 16/17) to 1 (Q4 16/17)

6 (Q3 16/17) to 5 (Q4 16/17)

9 (Q3 16/17) to 7 (Q4 16/17)

95.73% (Q3 16/17) to 94.89% (Q4 16/17)

Safe Staffing
Quality, Effectiveness & Safety Trigger Tool (QuESTT), Acuity & Dependency
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QuESTT
In April, one ward triggered above
the threshold of 12 for action. Four
areas did not submit data and have
been reviewed by the Heads of
Nursing in order to assess current
score.
South Bristol Dialysis Unit (12)
Action: Recruitment is in place to fill
shortfall, sickness levels remain
elevated with management in line
with the sickness management
policy in place. Environmental
issues are being reviewed for estates
work being overseen by the Head of
Nursing, this has resulted in reduced
chair capacity.
SafeCare Live (Electronic Acuity
tool) is used at the twice daily safe
staffing meetings. The acuity of
patients is measured three times
daily and staff are moved between
divisions to ensure safety is
maintained where a significant
shortfall in required hours is
identified.
Data for this month shows that all
Divisions apart from Women and
Children’s have higher acuity than
staffing planned. The shortfall is risk
assessed across the Trust.
Data validation, daily patient acuity
measurements and educational tools
are in place to ensure consistency of
patient assessments by all staff.
Divisions not achieving the required
census are being supported by
Matrons to achieve this.

Safe Staffing
Nursing Workforce
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Nursing Workforce
There remains an over establishment
of 49 Health Care Assistants (HCA)
in April with a corresponding under
establishment of 9 Registered Nurses.
The over establishments were in
Medicine, MSKN and Women and
Children’s which relate to staffing the
additional bed capacity which has
remained open, some new starters
who required induction and
supernumerary time and to provide
some sickness cover.

Worked wtes
N&M Agency
Bank
Substantive
Total

Apr-17
28
165
1,960
2,153

HCA Agency
Bank
Substantive
Total

0
234
881
1,116

May-17

Jun-17

Jul-17

Aug-17

Sep-17

Oct-17

Nov-17

Dec-17

Jan-18

Feb-18

Mar-18

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

The use of agency in Theatres,
Anaesthetics, Medirooms, and NICU
has reduced this month. There was
also a reduction in use of bank and
number of substantive nurses.
Adult Intensive Care required the use
of non framework agency due to both
acuity of patients and the number of
vacancies. There are registered
nurses in the pipeline due to start over
the next three months to support this
shortfall.
Agency expenditure did decrease
significantly this month to 2.7% of the
nursing pay cost in April against the
NHSI ceiling of 5.7%.
Recruitment continues to be
proactively managed including the
use of Trust wide open days to ensure
a pipeline of both registered and non
registered nurses is in place to
support the turnover.

Safe Staffing
Nursing Workforce
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Southmead Nursing Fill Rate and CHPPD
The overall fill rate for both Registered Nurses
(RN) and Care Assistants (CA) increased for all
shifts apart from RN days which remained stable.
The increase in CA hours is still reflective of the
enhanced care requirements for patients across the
Trust.
In April there was continued requirement for staff for
additional bed capacity with patients cared for in
Medirooms and Interventional Radiology overnight
which have been included in the Unify submission.

Board Sponsor: Director of Nursing

CHPPD numbers shows a slight decrease of 0.2
this includes CHPPD for ICU, NICU and the Birth
Suite.
Wards below 80% fill rate are:

Table 1

April 2017
Cossham
Southmead
Table 2

April 2017
Cossham
Southmead

Day shift
RN/RM Fill rate
CA Fill rate

Night Shift
RN/RM Fill rate CA Fill rate

88.3%

93.3%

86.7%

86.7%

97.7%

110.4%

100.0%

113.4%

Care Hours Per Patient Day (CHPPD)
Cumulative Pt .census CHPPD RN
CHPPD CA
Overall
72

17.5

9.0

26.5

29117

4.8

3.2

8.0

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

NICU: Reduced fill rate in CA’s Day shifts, NICU
staffing is monitored closely alongside cot
dependency with RN’s used instead of CA’s if
required. To ensure safe staffing is maintained a
process of staffing escalation utilising Ward Sisters
and Matrons is in place, which has been utilised in
April due at times of sickness.
ICU: Reduced fill rate for CA Night shifts. ICU
staffing is managed in line with patient dependency,
to maintain safe staffing when required, support is
provided by Matron, Ward Sister and education
team.
Cossham Midwifery Fill Rate and CHPPD:
Cossham Birth Suite fill rates have decreased this
month. Staffing is managed as part of Southmead
Maternity unit and staff are moved to provide
support depending on the numbers of women
attending. There was an decrease in CHPPD to
26.6 in April due to an increase in women from 53
in March to 72 in April.

Safe Staffing
Maternity
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Maternity Staffing
This report provides information
about midwifery staffing and will
track occasions when the Central
Delivery Suite (CDS) was unable to
take admissions and why.

Midwife to Birth Ratio
May-16

Jun-16

Jul-16

Aug-16

Sep-16

Oct-16

01:30

01:30

01:30

01:30

01:30

01:30

Nov-16

Dec-16

Jan-17

Feb-17

Mar-17

Apr-17

01:30

01:30

01:30

01:30

01:30

01:30

In April 2017 there were no unit
closures.
The Midwife to birth ratio was
maintained at 1:30 in April and has
been a constant since April 2016.
The final report, Birth Rate Plus is
now available and is being used to
inform business planning for the
future workforce plan, alongside a
pilot to change to integrated working
between the birth centres and the
community.
There were 535 births in April with a
normal birth rate of 59.6%. Cossham
Birth Centre had 38 births in April
and Mendip Birth Centre has had 49
births.
79.1% of births were delivered on
CDS, with a small reduction in the
total births in birth centre locations to
16.3%.
The Caesarean rate reduced from to
32.2% in March to 25.6% in April.
One to one care in labour was
provided for 96.9% of women in our
care.

Quality & Patient Safety
Additional Safety Measures
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Serious Incidents

12

Occurence of Serious Incidents & Never Events:
May 2016- Apr 2017 by Date Reported (STEIS or
SWARM)
Serious Incidents

NE: Wrong Site Surgery

NE: Retained Foreign Object

NE: Wrong Implant

NE: Misplaced NG Tube

Non STEIS Fall

Trustwide ALL Incidents Rate per 1000 Bed Days:
May 2016- Apr 2017
by Date Reported

Per 1000 Bed Days

DON041
01

10
8
6
4
2

43
41
39
37
35
33
31
29
27
25

One serious fall was investigated
through the SWARM process.

0

Rate per 1000 bed days

Median

*Data from Risk Department

30
25
20
15
10
5
0
Core
Clinical

Medicine

MSKN

SI Count

ASCR

SI Rate

W&C

0.45
0.4
0.35
0.3
0.25
0.2
0.15
0.1
0.05
0

Per 1000 Bed Days

35

SI Count

DON028
01

SI Count and SI Rate by Division per 1000 Bed
Days May 2016- Apr 2017 by Date Reported
(STEIS or SWARM)
SI Rate per 1000 Bed Days

DON029
01

Serious Incidents (SI)
Eight serious incidents were
reported to STEIS in April 2017:
• 2 x Delayed Treatment
• 1 x Fall
• 1 x Infection Control
• 1 x Unexpected Death
• 1 x Surgical Complication
• 1 x Missed Diagnosis
• 1 x 12 Hour Trolley Breach

Trustwide Serious Incidents Rate per 1000 Bed
Days May 2016- Apr 2017 by Date Reported
(STEIS or SWARM)

0.45
0.4
0.35
0.3
0.25
0.2
0.15
0.1
0.05
0

Initial details, including any urgent
safety actions identified from
immediate learning have been
reported to the national reporting
system, STEIS, in line with the 72
hour reporting process and
summary information is shared
with the Board through bi-weekly
flash reports.
SI & Incident Reporting Rates
Incident reporting increased
slightly to 38 PBD. Serious
incidents are still above the
median.

Rate per 1000 bed days

Median

Divisions:
SI Rate by 1000 Bed Days
CCS* - 0.42
ASCR - 0.33
WCH - 0.25
Med - 0.23
MSKN - 0.17
*CCS Bed Base Intentional Radiology only

Quality & Patient Safety
Additional Safety Measures
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DON030
01

DON031
01

Number of Serious Incidents Closed and Open
Breaching Deadlines May 2016- Apr 2017
by Date Reported to STEIS

Delayed
Treatment , 6

12

1

2

10

1

6

2

4
2

5

4

4

9

1

8

4

10
6

4

3

2

Open Breaching Deadlines

Surgical
Complication,
3

Fall, 20

Wrong Site Surgery 2
Delayed Treatment 2
Infection Control 2
Misplaced NG Tube 1
12 Hr Trolley Breach 1
Equipment Failure 1

CAS Alerts – April 2017
Patient
Safety

Facilities

Medical
Devices

New Alerts
Closed Alerts

1
0

0
0

5
3

Open alerts (within
target date)

1

0

2

Breaches of Alert
target

0

0

0

Incident Reporting Deadlines
One serious incident breached the
reporting deadline.
Top SI Types in Rolling 12 Months
Falls remain the most prevalent of
reported Serious Incidents but are
reducing in terms of serious falls.

Pressure ulcers have slightly
increased and are the second most
Other categories:
Unintended Damage to Organ 2 prevalent Serious Incident type
Retained Foreign Object 2 alongside unexpected deaths.

5
Pressure
Ulcer, 11

Lost to follow
up, 3

Missed
Diagnosis, 3
Medication
Error, 3
Other, 13

Unexpected
Death, 11

1

0

Closed

Incorrect Test
Results, 4

Fall Swarm,
11

2

8

Top Types of SI reported May 2016- Apr 2017
N = 88 by Date Reported (STEIS or SWARM)

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

Central Alerting System (CAS)
Six new alerts reported, none
breaching alert target.

Safety
Harm Free Care
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Harm Free Care
The ‘harm free’ care reporting now
includes both overall harm free care
and the new harm rates which are
reflective of ‘hospital acquired harm’.
This shows an improvement to 98%
with a reduction in the number of
falls and pressure ulcers resulting in
harm.

Overall Falls
There were 188 falls in month with
one major fall on Ward 6B. In May
there will be the Second National
Audit for Inpatient Falls and also
work reviewing the fields for the
Trust’s new incident management
system, Datix, particularly in relation
to the definitions for impaired
cognition.

Safety
Harm Free Care
Board Sponsor: Director of Nursing
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Pressure Injury
Pressure injury incidence per 1000
bed days has decreased in April.
Grade 4: Nil reported in April.
Grade 3: Nil reported in April.
Grade 2: 11 reported in April.
The Trust remains on target to
achieve a 50% reduction of pressure
injuries over the three year period, in
line with the target set at the outset
of the national Sign up to Safety
programme.
VTE Risk Assessment
Timely VTE Risk Assessments
above the 95% national standard
have continued. The emphasis on
broader quality improvement work in
relation to cases of Hospital Acquired
Thrombosis continues, overseen by
the Thrombosis Committee.
The Trust is now applying for VTE
exemplar centre status. The
application is with the national
Exemplar Centres network hosted by
Kings College Hospital for review.

Safety
Additional Safety Measures
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Malnutrition
Malnutrition compliance for April was
90.1%, which is the third consecutive
month that the Trust has achieved
the target. Two clinical divisions did
not achieve the 90% target, targeted
work continues in these two areas.

WHO Checklist Compliance
Measured compliance with the WHO
checklist was 95.3%.
An external follow up review from
NHS Improvement was undertaken
on 5th May 2017, picking up
recommendations made within the
first review undertaken in October
2016. This provided positive
feedback and assurance on progress
made against the original report’s
recommendations. QRMC reviewed
this at its meeting on 18th May and
noted the improvements and ongoing
work.

Safety
Medicines Management: Medicines Related Incidents
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The work of the NBT Patient Safety
Medicines Management team
continues but with less input due to
current patient flow pressures.
Missed Doses
The percentage of missed doses is
only just within target. Recent rises
are thought to be indicative of patient
flow pressures. This will be further
highlighted through Heads of Nursing
meetings.
Incidents
The Medication Safety Subgroup
reviews all drug related incidents
from eAIMS and includes division
representatives to improve shared
learning across the hospital.
A recent closed incident was
reviewed and flagged to the Trust
Risk group and an investigation
opened for further trust wide
learning.
Major/ Catastrophic Incidents
1 “catastrophic” falls incident was
reported in March and is currently
under investigation to determine if
medication had a role in this.

Actual Impact
Apr-16 May-16 Jun-16 Jul-16 Aug-16 Sep-16 Oct-16 Nov-16 Dec-16 Jan-17 Feb-17 Mar-17 Total
Near Miss/Insignificant 79
77
94
70
91
115
88
103
79
93
76
92
1057
Minor/Moderate
39
52
34
34
40
38
41
41
34
42
44
47
486
Major/Catastrophic
0
0
0
0
0
0
0
0
0
0
0
1
1
Total
118
129
128 104 131
153
129
144
113
135
120
140 1544

Themes/Types/High risk drugs
Common causes of incidents over
the past 12 months are shown.

Safety
Infection Control
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MRSA
There has been one reported case
of MRSA bacteraemia in April. A full
investigation has been conducted
and the Trust have requested third
party arbitration, which is being
supported by our Bristol
Commissioning colleagues.
It should be noted that a community
acquired case, occurring in March,
has also been attributed to NBT.
This therefore brings the total
number of cases to 8 within the
rolling year.
A system wide review of both
hospital and community acquired
cases is to take place to ensure
shared learning. This will be in
addition to the Trusts current
remedial action to reduce risk of
further cases as agreed with
commissioners and NHSI. Focus is
on screening and management of
indwelling devices (especially
vascular catheters and cannulae)
will remain principle work streams
for the infection control annual
2017/18 programme.
MSSA
There were three reported cases of
MSSA bacteraemia in April.
Measures to reduce cases will work
in conjunction with those associated
with the MRSA bacteraemia.

Safety
Infection Control
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C. Difficile
There have been 2 reported cases
reported in April occurring within the
same clinical area. The infection
prevention & control team and
clinical teams involved are
conducting a full review.
Public Health England (PHE)
Benchmarks
Data from the latest published report
is shown.
Hand Hygiene
The Trust Hand Hygiene compliance
is meeting the Trust standard.
Conclusion
The number of Staph Aureus (MRSA
and MSSA) bacteraemia cases is the
primary focus for attention by the
infection control team but other
infection control measures continue
to demonstrate good practice.

Effectiveness
Mortality
Board Sponsor: Medical Director
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Mortality
HSMR and SHMI mortality indicators remain below 100 in NBT
resulting in fewer observed deaths than would be expected for the
case mix. Statistically, mortality at NBT is ‘as expected’.
The most common causes of death of inpatients remain consistent.
Mortality review continues to be overseen by the Quality
Surveillance Group. 61.8% of 1488 cases were reviewed in the
year to March 2016. The reviews by specialty in the 12 months to
March 2017 are shown and demonstrate considerable variation in
delivery by specialty.
This is a high priority for national safety work and the NBT
programme is being developed and overseen by the Quality
Surveillance group. QRMC has reviewed this programme and the
resulting learning.
The Medical Director and Mr Robert Mould (NED) attended the
national conference on learning from deaths on 21st March 2017
and the learning from that meeting will be integrated in to the NBT
policy.

Research and Innovation
Board Sponsor: Medical Director

In 2016/17 NBT recruited over 3000 patients,
exceeding our target by over 100 patients. The
year has started well with monthly recruiting
comfortably within the recruitment range expected
for April.
Having seen a weaker performance in initiating
studies and recruiting to time and target over the
previous two quarters the process changes
implemented are generating an improving trend
which is being monitored. NBT continues to
perform well when compared to similar Trusts,
placing within the top 30%.
Recruitment to time and target has seen a
particularly strong result in Q4 thanks to the efforts
of the research teams and investigators
undertaking more detailed feasibility assessments.
NBT aims to achieve 80% studies initiated within
70 days and 80% recruiting to time and target by
the end of Q3.
NBT currently holds 12 NIHR research grants
worth £18m. In addition, two NIHR grants
worth £700,000 total are under contract
negotiation and will become active mid 2017. This
includes a grant awarded to Dr Edd Carlton,
Consultant, Emergency Medicine, to undertake a
trial with the aim of ruling out heart attacks faster
and reducing the time these patients spend in
hospital.
There are currently 6 charity funded grants in
delivery worth a total of £397,071 to NBT including
£170k for Ronelle Mouton (Vascular Surgery) from
the David Telling Trust and two Health Foundation
grants worth £73k each for Christy Burden and
Stephen O’Brien (Women and Children).

Facilities Management
FM Operational Services (FM OPS) Cleaning Performance against the 49 Elements
of PAS 5748 v.2014 (Specification for the planning, application, measurement and review of cleanliness in hospitals)
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The allocation of domestic staff to areas is
becoming more stable and consistent due
to full recruitment and other management
initiatives.
A review of the hours in significant and low
areas is being undertaken to identify any
potential for redirecting resource to high
and very high risk areas. Trials of this
throughout April have achieved a 1%
improvement in the high risk areas overall.
Mandatory training compliance for April is
currently exceeding Trust targets and
completion of staff appraisals is at 100%.

Very High Risk Areas
Target Score 98%
Audited Weekly
High Risk Areas
Target Score 95%
Audited Fortnightly
Significant Areas
Target Score 90%
Audited Monthly
Low Risk Areas
Target Score 80%
Audited Every 13 w eeks

Staff engagement has been a key feature
of the past 12 months including local and
divisional wide sessions presented by all
levels of management supported by regular
newsletters.
Include: Augmented Care Wards and areas such as ICU, NICU,
AMU, Emergency Department, Renal Dialysis Unit
Include: Wards, Inpatient & Outpatient Therapies, Neuro Out
Patient Department, Cardiac/Respiratory Outpatient Department,
Imaging Services
Include: Audiology, Plaster rooms, Cotsw old Out Patient
Department
Include: Christopher Hancock, Data Centre, Seminar Rooms,
Office Areas, Learning and Research Building (non-lab areas)

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

A refresher training programme for all
existing staff has now begun and
compliments a new and interactive
operations manual developed by the FM
training team.

Quality Experience
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Section Summary
Improvements & Actions:
Friends and Family Test (FFT) response rate and percentage that would recommend are above the national average for the emergency department. The
team have also had a recent workshop with Picker who administer the national survey, using feedback to improve their service.
Overdue complaints are under trajectory at 25 cases, the target of 10 cases has been missed, however this remains the target and the new divisions are
working to achieve this very low level. The lay Peer review panel is now established and their feedback is being actively used for improvement

Trends:
Data transfer issues to healthcare communications have been resolved and response rates in maternity services are improving.

Caring
Friends & Family Test
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:NBT Would Recommend

:NBT Would Not Recommend
Inpatient Experience
Percentage of respondents who would
recommend the service they have
experienced at NBT to friend and
family if they need similar care is
92% (92.46%) for April 2017.
National data for March published this
month (May) showed 96% would
recommend. NBT data for March is
93% recommend.
Staff attitude remains the highest area
of positive and negative reported
experience.
Outpatient Experience
National data for March published this
month showed 94 % would
recommend. NBT data for March was
92% would recommend.
95% would recommend for April
2017, the highest level reported in over
11 months.
Staff attitude and waiting times remain
the largest number of positive and
negative comments indicating the
importance of these domains in the
experience of patients.

Caring
Friends & Family Test
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:NBT Would Recommend

:NBT Would Not Recommend
Emergency Department Experience
National data for March published this
month showed 87% of respondents
recommending ED services. NBT for
March was 88% would recommend.
April percentage for NBT would
recommend remains at a similar level.
Staff attitude continues to be the
largest contributor to positive
comments. Whilst waiting time is the
largest contributor for negative
comments, it is also the second
highest in terms of positive comments.
Positive experiences of staff attitude
and waiting related to compassionate
staff providing an efficient and timely
service.
Maternity Department (Birth)
National data for March published this
month showed 97% of respondents
recommending maternity services.
NBT was 96% would recommend.
April percentage for NBT would
recommend is 94%.
Staff attitude remains the largest
positive theme along with
implementation of care. Comments
include repeated words of supportive,
caring and providing an exceptional
service.

Caring
Friends & Family Test
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Response Rate
Quality of Contact data update
The transfer of the patient contact data
to Healthcare Communications team
from NBT remains improved for the
third continuous month. Maternity
Services’ overall score has improved
and a resolution for Antenatal has also
been identified.
Maternity Department
Required response rate met (Delivery
/Birth) but has dropped below the
National and South West Region
average trend.
Action: Further work to be undertaken
to learn from other Trusts.
Emergency Department
Response rate met with the trend
indicating NBT remain above the South
West Regional and National average.
Outpatient Department
Response rate remain well above the
locally agreed response rate and
continually exceed the Regional and
National average response rates.
Inpatient Department
Response rate remains below the
National response rate at 25%
response rate. The trend is similar to
the average overall National response
rate and above the overall South West
Regional average.

Caring
Friends & Family Test - Patient Comments
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Inpatient
“Lack of continuity - different
staff every day, neither patient
or next-of-kin gets to know
nurse and others, nurse has
to start from square one every
time. The only daily familiar
feature was the cleaner.”

Inpatient
“All staff took time
explain what was
happening and when;
I felt looked after and
staff were interested
in trying to find a
solution which they
did. I can’t fault the
service.”

Outpatient
“Appointment was cancelled 40
minutes before it was due, and then
15 minutes later was phoned back
.
to say it was still happening
as they
had sorted staffing issues. Good
service once I was there but a very
stressful start.”

ED
“Staff were
amazing but I
had a 7 hour
wait.”

Outpatient
“The place was very clean and
tidy and the staff were
professional and went the extra
step to make sure my treatment
was the right treatment for me.”
Maternity
“I can’t recommend the birthing suite at
Southmead enough...the team of midwives
were incredible and so supportive...I went from
feeling like I couldn’t do it and thinking I would
need to give in to the pain and have the
epidural, to feeling calm and in control in the
birthing pool where I had my bundle of joy in no
time at all. I couldn’t have done it without their
support and I will be forever grateful!”

ED
“Can’t praise enough the
outstanding care and
professionalism of the staff.”

Caring
Complaints & Concerns
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Complaints and Concerns
The Trust received 41 Complaints &
54 Concerns in April 2017, showing
a significant reduction in both
Complaints and Concerns for the
month.
NHS Complaints National
Guideline Targets
The three day acknowledgement
target was met.
Overdue Cases
The number of overdue cases for
April is 25. Organisational change
has impacted on the number of
responses received. The target
reduction to no more than 10
overdue cases has been missed but
remains the objective for the new
divisions.
Final Response Compliance
Of the cases closed in April (to
account for late responses), those
completed within agreed timescale
were 61 cases (77%). The
exceptions were:
• 5.06% (4) were 1 - 10 days
overdue.
• 6.33% (5) were 10 - 20 days
overdue.
• 11.39% (9) were greater than 20
days overdue, reflecting the
operational pressures in the Trust
that led to the increased overdue
responses).

Caring
Complaints & Concerns
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Complaint Handling
The top three categories of
complaints April 2017 reflect the
ongoing trend of clinical care,
communication (including staff
attitude), delays and cancellations.
All written responses are fed back to
the divisions to inform good practice
in responding to complainants.
NHS Choices web-posts continue
to show very positive comments.
Southmead Hospital has an overall
star rating of four out of five from 251
reviews and Cossham has a rating of
four out of five from 27 reviews.
In April 2017 the star ratings given
were:
• 8 x 5 Star
• 1 x 1 Star

Parliamentary Health Service Ombudsman (PHSO) Cases
New Cases referred to
PHSO
No. of cases fully
upheld
No. of cases partially
upheld
No. of cases not
upheld
Fines levied
Corrective Actions
Compliant within
timescales
Non- compliant

Q1 16/17

Q2 16/17

Q3 16/17

Qtr 4 16/17

Apr-17

2

Nil

3

5

0

0

Nil

Nil

0

0

1

Nil

1

3

0

4

2

3

0

0

Nil

Nil

1

0

0

2

1

1

2

0

1

Nil

Nil

Nil

Nil

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

The Advice & Complaints team
provide feedback comments to each
reviewer, usually within a day of
receipt.
Ombudsman Cases
There were no new cases for the
PHSO for April 2017.

Well Led
SRO: Director of People & Transformation
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Section Summary
Improvements & Actions:
Staff Engagement
NBT are a pilot site with HEE funding for the use of real time staff feedback for 2017/18. Theatres are the first area live within the Trust and we will monitor the
impact on staff engagement, recruitment, retention and absence. Progress will be reported to the Workforce Committee. Other areas working on introducing the
system include: Resourcing and Payroll Services at Frenchay and the Central Delivery Suite and NICU at Southmead.
Trainee Nursing Associate (TNA) - New role
NBT is a Fast Follower pilot site for the 2-year Nursing Associate programme, which commenced last month. To date 13 Band 3 TNAs have been recruited to the
programme. The curriculum planning continues at UWE, and will include ‘in hospital’, ‘near home’ and ‘at home’ placement experiences for students.
January 2017 – March 2017: Trac Recruitment Benchmarking Exercise
Trac recently issued a benchmarking exercise to 122 NHS users of Trac’s recruitment system; of the 122, 48 took part. The data collected was for the period 1st
January 2017 - 31st March 2017. NBT went live on Trac 13th February 2017 and so only had data covering part of the benchmarking period. Despite this NBT’s
use of Trac was good when compared with the other organisations, the key metrics are below:
NBT are 2nd quickest out of 48 for time it takes to shortlist with 4.3 days.
NBT are 2nd quickest out of 48 for time it takes to complete pre-employment checks and issue an unconditional offer letter with 19 working days.
NBT are 24th out of 48 in terms of volume of offers made, with 229 offers sent between 13th February and 31st March.
Essential training compliance
Despite the pause in essential face to face training in February and March 2017 compliance increased in April.
Trends:
• The Trust vacancy factor reduced from 9.8% in March to 9.1% in April and is anticipated to reduce further in May as the impact of the cost improvement
programmes for 2017/18 is reflected in the funded establishment. This is anticipated to bring the vacancy factor more in line with the target trajectory
submitted to NHSI, which for April was 7.7%.
• Agency expenditure has continued to reduce and is at it’s lowest monthly rate in the last 12 months.
Areas of Concern:
• Sickness absence reduced from 4.60% in February to 4.37% in March as would be anticipated with seasonal variation. However, the overall sickness level
remains above the target submitted to NHSI for April 2017, which was 4.01%. Well being initiatives are being offered to staff on a Trust wide basis to further
reduce sickness and bring in line with the NHSI target.
• The in month turnover rate increased from 1.34% to 1.47% in April (target for April 2017 submitted to NHSI - 0.9%).

Well Led
Summary Dashboard
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Key Operational Standards Dashboard

April 2017

Standard (target)

Performance
against national
target / contract /
plan

Trend from last
Month

Quarterly Trend
(Q3 16/17 vs Q4 16/17)

Agency Expenditure (Target
£597 - £000)

£463

£2,471 (Q3 16/17) to £2,818 (Q4 16/17)

Month End Vacancy Factor
(Target 7.7%)

9.06%

9.27% (Q3 16/17) to 9.44% (Q4 16/17)

In Month Turnover (Target 0.9%)

1.47%

In Month Sickness Absence
(Target 4.01%)

4.37%

4.80% (Q3 16/17) to 4.66% (Q4 16/17)

Trust Mandatory Training
Compliance (Target 85%)

83.71%

83.22% (Q3 16/17) to 83.09% (Q4 16/17)

Non - Medical Annual Appraisal
Compliance (Target 90.0%)

57.60%

55.58% (Q3 16/17) to 57.25% (Q4 16/17)

1.23% (Q3 16/17) to 1.10% (Q4 16/17)

Well Led
Workforce Utilisation
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The funded establishment for April
2017 onwards does not this month
reflect the impact of the 2017/18 cost
improvement programmes and the
current pay expenditure budget is
based on the plan submitted to NHSI
in December 2016.
The updated budget and associated
funded establishment for 2017/18 is
currently being produced and will be
reflected in the Pay Expenditure vs
Plan information from May 2017
onwards. It is anticipated that this
updated information will show a
positive change in the gap between
Worked vs Funded establishment.

Well Led
Workforce Utilisation

43

Board Sponsor: Director of People & Transformation
Bank and Agency
Bank expenditure remains above
plan. This is to be expected as part
of the aim to reduce reliance on
agency, however, we need to
maintain a focus on ensuring that
robust plans are in place to reduce
bank usage and bring it in line with
the planned expenditure.
In addition, locum use and
expenditure is now being reported
under bank spend, when previously it
was reported under agency spend.
This month we have seen the lowest
agency usage for a 12 month period.
Robust plans remain in place to
ensure appropriate scrutiny of
agency usage requests takes place
and approval is only granted where
absolutely warranted.
We continue to recruit nurses onto
the bank to reduce reliance on
agency and have 15+ in the pipeline
to start work on the bank. Recent
adverts have attracted 10-15
applications in a two week period.
Work also continues to increase the
number of our substantive workforce
registered with the bank.

Well Led
Workforce Utilisation
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Alignment between ESR and the Trust’s
Financial System is a recommendation of
the Carter Review. A 95% minimum
alignment is required.

ESR - Finance System Alignment
Target

Data Alignment

100.00%

Compliance with this metric continues to
remain steady; not dropping below 98%.

99.00%
98.00%
97.00%
96.00%
95.00%
94.00%
93.00%
92.00%
91.00%
Apr-2017

Mar-2017

Feb-2017

Jan-2017

Dec-2016

Nov-2016

Oct-2016

Sep-2016

Aug-2016

Jul-2016

Jun-2016

May-2016

Apr-2016

90.00%

Well Led
Resourcing
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Vacancy Factor
In April the vacancy factor reduced
from 9.8% to 9.1% when compared
with March. This is as a result of a
net gain of staff and also a reduction
in the funded establishment recorded
in the ledger in April when compared
with March.
Nurse Recruitment Open Day
The Trust recruited 34 Registered
Nurses at the 5th May open day. The
next open day is planned for the 23rd
June 2017.

Vacancy Factor by Staff Group
Staff Group

Add Prof Scientific and
Technic
Additional Clinical
Services
Administrative and
Clerical
Allied Health
Professionals

Vacancy
Vacancy WTE
Vacancy
Vacancy WTE
Factor Mar-17
Mar-17
Factor Apr-17
Apr-17

Variance

8.9%

13.4

8.7%

13.0

-0.2%

11.0%

161.2

8.3%

120.5

-2.7%

12.0%

183.5

10.8%

162.1

-1.2%

8.9%

33.7

8.3%

30.7

-0.6%

Estates and Ancillary

10.6%

79.3

11.3%

85.2

0.7%

Healthcare Scientists

7.5%

28.9

2.8%

10.3

-4.7%

Medical and Dental

7.7%

73.5

9.1%

88.7

1.4%

8.7%

189.0

8.8%

189.1

0.1%

9.8%

762.5

9.1%

699.6

-0.7%

Nursing and Midwifery
Registered
Trust

Recruitment Plans
The Trust continues to run specific
recruitment campaigns for hot spot
areas (Theatres, ICU, NICU,
Medicine). These campaigns are
being advertised by social media,
NHS Jobs and the Trust website.
Alongside these recruitment
campaigns there is significant work
taking place to reduce agency usage
in Theatres, with recruitment plans in
place to increase NBT eXtra and
recruit substantively. In addition,
work is on-going to improve
engagement and turnover, with the
introduction of the “Happy App”.

Well Led
Turnover
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Turnover
Leavers increased in April when
compared with March. In certain
staff groups this was offset by an
increase in starters over the same
period.
Additional Clinical Services and
Administrative and Clerical staff
groups both saw an increase in
starters and a net gain of staff in
April when compared with March.
In Month Turnover by Staff Group
Staff Group
Add Prof Scientific and Technic
Additional Clinical Services
Administrative and Clerical
Allied Health Professionals
Estates and Ancillary
Healthcare Scientists
Medical and Dental
Nursing and Midwifery Registered
Trust

Turnover
Mar-17
2.61%
1.63%
1.96%
0.69%
0.92%
0.29%
0.80%
1.14%
1.33%

Leavers WTE
Mar-17
5.51
22.06
26.87
2.48
6.18
1.00
3.80
22.85
90.75

Turnover Summary

Rolling 12 Months
Total Turnover
Voluntary Turnover
Stability

Mar-17
15.33%
11.37%
84.78%

Apr-17
15.92%
11.83%
84.76%

Variance
0.60%
0.46%
-0.02%

Turnover
Apr-17
1.33%
1.71%
1.37%
1.91%
0.55%
1.14%
0.56%
1.86%
1.46%

Leavers WTE
Apr-17
2.78
22.95
18.65
6.74
3.68
4.00
2.66
37.05
98.51

Variance
-1.27%
0.08%
-0.58%
1.22%
-0.37%
0.85%
-0.24%
0.72%
0.13%

The Nursing and Midwifery
Registered staff group saw a lower
net loss of staff in April when
compared with March.
The staff group saw an increase in
leavers as shown in the ‘In Month
Turnover by Staff Group’ table.
The impact was partially offset by an
increase in starters, 30 WTE started
in April 2017 compared with 13 WTE
in March 2017.

Well Led
Sickness
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Sickness
Short term sickness has continued to
reduce as anticipated, in part due to
the seasonal trend.
Well being of staff remains a priority
and actions being taken at Divisional
level to improve sickness includes:
•

•

•

Medicine - health promotion
sessions have been organised
with the staff physiotherapist for
admin/desk bound staff
Neuro/MSK - roll out of erostering within admin to improve
management of sickness and
annual leave within non 24/7
areas and active use of erostering to monitor return to work
interviews (compliance and
timeliness).
Well being initiatives offered to all
staff on a Trust wide basis

These actions are reflected in the
reduction in short term sickness
absence and also the reduction over
the previous quarter in long term
sickness absence.

Well Led
Sickness
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In Month Sickness Absence by Staff Group
Staff Group

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

Variance
-0.13%
-0.45%
0.32%
-0.58%
-0.23%
-0.62%
-0.41%
-0.10%
-0.22%

Feb-17

Mar-17

3.56%
6.94%
4.26%
3.21%
7.60%
3.33%
4.36%
1.03%
4.60%

3.44%
6.49%
4.58%
2.63%
7.37%
2.72%
3.95%
0.93%
4.37%

Rolling 12 Month Sickness Absence

Feb-17

Mar-17

Variance

Total Absence

4.58%

4.57%

-0.01%

Well Led
Staff Engagement
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Appraisal
In response to a decline in appraisal
completion across the Trust, the
appraisal process changed on 1st
May to an appraisal compliance
window. From next month,
information will be included to
demonstrate show progress against
this area.

Compliance with Top 8 Essential Training
100.0%
90.0%
80.0%
70.0%
60.0%
50.0%
40.0%

Essential Training Actions
April saw an increase in compliance
of 1.25%.

30.0%
20.0%
10.0%

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

Variance

Mar-17

Apr-17

1.3%
1.2%
1.1%
3.1%
1.4%
0.4%
0.2%
1.0%
1.2%

85.5%
85.6%
87.9%
75.4%
82.5%
86.4%
78.3%
78.2%
82.5%

86.8%
86.8%
88.9%
78.5%
83.9%
86.8%
78.5%
79.2%
83.7%

Apr-17

Mar-17

Feb-17

Jan-17

Dec-16

Nov-16

Oct-16

Sep-16

Aug-16

Jul-16

Jun-16

May-16

Apr-16

0.0%

Subject matter experts are
continuing to carry out bespoke
training as required to target areas of
low compliance and e-learning is still
available as an alternative in most
subjects.
Reporting is being adjusted to take
account of the changes in Divisional
structures, which may result in some
Divisions seeing variances in their
overall compliance from April
onwards.

Well Led
Medical Workforce
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Medical Appraisal
Since revalidation was introduced,
the fifth appraisal year started on 1st
April 2017. 54% of the appraisals
that were due in April have been
completed. 36 Appraisals remain
incomplete from the previous
appraisal year which ended in
March. These 36 appraisals are
being managed through the Trust’s
escalation process with a target
completion date by 30th June 2017.
The Trust has currently deferred
30% of all revalidation
recommendations due over the past
12 months. The current number of
recommendations due are low and
the majority are for clinical fellows.
The number of doctors going through
revalidation will rise again in 2018.
An annual report on the revalidation
process was last presented to the
Trust Board in July 2016 with a
statement of compliance signed and
submitted to NHS England.
A report of appraisal compliance is
now due to be completed and
returned to NHS England by the
deadline of June 2017 to represent
the appraisal year 1st April 2016 –
31st March 2017. Details from this
report will be presented to the Trust
Board again in June or July 2017
following the submission to NHS
England.

FINANCE
SRO Catherine Phillips Director of Finance
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Section Summary
Summary:
The Trust has planned a deficit of £18.7m for the year in line with the control total agreed with NHS Improvement.
•

The financial position for the end of April shows a deficit of £2.7m compared with a planned budget deficit of £2.8m. This is £0.1m favourable to plan.
Income and pay were favourable to plan by £0.6m and £0.5m respectively. Non-pay was £0.9m adverse.
• Savings delivery was £0.8m less than the £2.4m required.
• The main areas of concern relate to the level of Elective Activity and therefore income against planned levels as well as savings delivery which is
behind plan. This is despite the fact that the overall financial plan profile reflects a savings profile that is lower in Quarter 1.
• The Trust has ended the month with £6.5m cash after receipt of £3.3m cash support in-month via an uncommitted revenue loan.
• Capital expenditure was £0.1m in month.
• The Trust is rated red by NHS Improvement (NHSI) as a result of being placed in Financial Special Measures.

Key areas of concern:
•

Continued focus on identification of the full savings target required as well as good contract delivery and management in the first half of the year will be
crucial to ensure delivery of the Trust’s control total.

Finance
Statement of Comprehensive Income
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Position as at 30 April 2017

1718 Plan £m

Actual £m

Variation from
budget (Adv) /
Fav £m

Contract Income

37.0

37.8

0.8

Other operating income

6.9

6.7

(0.2)

Donations income for capital acquisitions

0.0

0.0

0.0

Total Income

43.9

44.5

0.6

Pay

(27.7)

(27.2)

0.5

Non-Pay

(13.7)

(14.6)

(0.9)

Total Expenditure

(41.4)

(41.8)

(0.4)

2.7

0.2

Income

Expenditure

Earnings before Interest & depreciation

2.5

6.07%
Depreciation & Amortisation
Non PFI Interest receivable

(2.1)

(2.1)

0.0

0.0

0.0

(0.0)

Non PFI Interest payable

(0.4)

(0.6)

(0.2)

PFI Interest

(2.8)

(2.8)

0.0

PDC Dividend

0.0

0.0

0.0

Other Financing Costs

0.0

0.0

(0.0)

Impairment

0.0

0.0

0.0

(2.8)

(2.8)

0.0

IFRIC 12 Adjustment

0.0

0.0

0.0

Donations income for capital acquisitions

0.0

0.0

0.0

Depreciation of donated & government
grant assets

0.0

0.1

0.1

Impairment

0.0

0.0

0.0

(2.8)

(2.7)

0.1

Retained Surplus / (Deficit) for accounting
purposes
Add back items excluded for NHS
accountability

Adjusted Surplus / (Deficit) for NHS
accountability

Assurances
The financial position for April shows a deficit of £2.7m, £0.1m
favourable to the planned deficit in the 2017/18 plan of £2.8m.
Key Issues
• Delivery of savings was £0.8m less than the £2.4m required.
• Contract income is £0.8m favourable to plan reflecting primarily
above plan non-elective activity.
• Pay has a £0.5m favourable variance due to above plan
vacancies.
• Non pay is £0.9m adverse to plan. The main contributing
components are Clinical Supplies together with an in month CIP
shortfall.
Actions Planned
Continued focus on identification of the full savings target required
as well as good contract delivery and management in the first half
of the year will be crucial to ensure delivery of the Trust’s control
total.

Finance
Statement of Financial Position
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30 April 2017 30 April 2017 Variance above /
Plan £m
Actual £m
(below) plan £m
Non current assets
Property, Plant and Equipment
Intangible Assets
Non-current receivables
Total non-current assets
Current Assets
Inventories
Trade & other Receivables NHS
Trade & other non-receivables Non-NHS
Cash and Cash equivalents
Total Current Assets
Non-current assets held for sale
Total Assets
Current liabilities (< 1 year)
Trade & other payables – NHS
Trade & other payables – Non-NHS
Borrowings
Total current liabilities
Net current assets / (liabilities)
Total Assets less current liabilities
Trade payables and deferred income
Borrowings
Total Net Assets
Capital and Reserves
Public dividend capital
Income & Expenditure reserve
Income & Expenditure account – current year
Revaluation reserve
Total Capital and Reserves

516.7
11.2
19.0
546.8

516.2
15.8
20.0
552.1

(0.4)
4.7
1.0
5.2

9.7
29.1
30.8
5.5
75.1
0.0
621.9

10.3
27.4
31.5
6.5
75.7
1.6
629.4

0.6
(1.7)
0.7
1.0
0.6
1.6
7.4

18.3
69.5
11.5
99.2
(24.1)
522.7
18.5
512.7
(8.4)

13.5
72.7
39.1
125.3
(49.6)
504.1
14.6
513.6
(24.2)

(4.8)
3.2
27.6
26.0
(25.4)
(18.6)
(3.9)
1.0
(15.7)

241.5
(353.8)
(2.8)
106.7
(8.4)

241.7
(363.5)
(2.8)
100.4
(24.2)

0.2
(9.6)
(0.0)
(6.3)
(15.7)

Assurances
The Trust accessed new loan financing in April
of £3.3m. The total as at 31st March 2017 was
£138.6m.
The Trust ended the month with cash of £6.5m.
Concerns & Gaps
The level of payables is reflected in the Better
Payment Practice Code (BPPC) performance
for the year which is below the required 95%
with 76% by volume of payments made within
30 days.
Actions Planned
The focus continues to be on reducing the level
of debts and ensuring cash financing is
available.

Finance
Financial Risk Ratings
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Area
Financial
sustainability
Financial efficiency

Weighting

Metric

Year to
date

Forecast

0.2

Liquidity (days)

4

4

0.2

Capital service capacity

4

4

0.2

I&E margin

4

4

0.2

Distance from financial plan

1

1

0.2

Agency spend

1

1

Overall use of resources rating
(before override)

3

3

Overall use of resources rating
(after override)

4

4

Financial controls

Assurances
Cash for our planned deficit for the year to date
has been made available to the Trust via the
interim working capital facility and DH loan.
Concerns & Gaps
The Trust scores a 4 (a score of 1 is the best) in
the finance and use of resources metric. Based
on the metrics reported during 2016/17, the score
would be the lowest level after the override
because of Financial Special Measures.

Finance
Rolling Cash Flow Forecast, In Year Surplus, and Capital Programme Expenditure
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Planned vs Actual Deficit

Rolling cash flow forecast
20
0
0.0

(20)

Capital expenditure was £0.1m for the
month. The plan for the year is £21.8m.

£m

(40)
(5.0)

(60)
£ms

(80)
(100)

Assurances and Actions Planned
Daily cash monitoring and planning to
ensure sufficient cash is available to meet
immediate liabilities.

(10.0)

(120)
(140)

(15.0)

(160)

Month

(20.0)

Forecast including support
Forecast excluding support
DOFXX
XXX

30

Capital Programme - cumulative expenditure
trend and projection against budget

25

£m

20
15
10
5
0

Plan

Actual

17.18 Plan deficit (cumulative)

The Trust was £0.1m favourable against
the Plan for April included within the
2017/18 Plan.

17.18 Actual deficit (cumulative)

Finance
Savings
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Assurances
Identified CIP schemes total £28.8m at
the end of April. £1.6m was delivered in
month one versus a target of £2.4m.
Concerns & Gaps
The graphs show forecast in-year
delivery totaling £28.8m which is below
the required level for the year by
£10.6m. £25.0m is rated as green or
amber.
Actions Planned
Continued
monitoring
of
actions
required to deliver required savings in
2017/18.

REGULATORY VIEW
Overall Commentary
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The Governance Risk Rating (GRR) for ED 4 hour performance continues to be a challenge through 2016/17, actions to improve and sustain this
standard are set out earlier in this report. A recovery plan is in place for RTT incompletes and long waiters (please see Key Operational Standards
section for commentary). In quarter, monthly cancer figures are provisional therefore, whilst indicative, the figures presented are not necessarily
reflective of the Trust’s final position which is finalised 25 working days after the quarter.
We are scoring ourselves against the Single Operating Framework (SOF). This requires that we use the performance indicator methodologies and
thresholds provided and a Finance Risk Assessment based upon in year financial delivery.
Board compliance statements – number 4 (going concern) and number 10 (ongoing plans to comply with targets) warrant continued Board consideration
in light of the in year financial position (as detailed within the Finance commentary) and ongoing performance challenges as outlined within this IPR. The
Trust is committed to tackling these challenges and recovery trajectories are scrutinised on an ongoing basis through the Monthly Integrated Delivery
Meetings

CQC reports history (all sites)
Standards
Met

Report
date

Overall

Requires
Improvement

Apr-16

Child and adolescent
mental
health wards (Riverside)

Good

Feb-15

Specialist community
mental
health services for children
and young people

Requires
Improvement

Apr-16

Community health services
for children, young people
and families

Outstanding

Feb-15

Southmead Hospital

Requires
Improvement

Apr-16

Cossham Hospital

Good

Feb-15

Frenchay Hospital

Requires
Improvement

Feb-15

Location

Regulatory Area
May-16 Jun-16 Jul-16 Aug-16 Sep-16 Oct-16 Nov-16 Dec-16 Jan-17 Feb-17 Mar-17 Apr-17
Finance Risk Rating
Red
Red
Red
Red
Red
Red
Red
Red
Red
Red
Red Red
(FRR)
Board non-compliant
2
2
2
2
2
2
2
2
2
2
1
1
statements
Prov. Licence non0
0
0
0
0
0
0
0
0
0
0
0
compliant statements
CQC Inspections
RI
RI
RI
RI
RI
RI
RI
RI
RI
RI
RI
RI

Regulatory View
Monitor Provider Licence Compliance Statements at April 2017
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Self-assessed, for submission to NHSI
Ref

Criteria

Comp
(Y/N)

Comments where non compliant or at risk of non-compliance

G4

Fit and proper persons as Governors
and Directors (also applicable to
those performing equivalent or
similar functions)

Yes

A Fit and Proper Person Policy is in place.
All Executive and Non-Executive Directors have completed a self assessment and no issues have been
identified. Further external assurance checks have been completed on all Executive Directors and no issues
have been identified.

G5

Having regard to monitor Guidance

Yes

The Trust Board has regard to Monitor guidance where this is applicable.

G7

Registration with the Care Quality
Commission

Yes

CQC registration is in place. The Trust received a rating of Requires Improvement from its inspection in
November 2014 and again in December 2015. A number of compliance actions were identified, which are
being addressed through an action Plan. The Trust Board receives regular updates on the progress of the
action plan through the IPR.

G8

Patient eligibility and selection
criteria

Yes

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

Yes

A range of measures and controls are in place to provide internal assurance on data quality. Further
developments to pull this together into an overall assurance framework are planned through strengthened
Information Governance Assurance Group.

Yes

Information provision to Monitor not yet required as an aspirant Foundation Trust (FT). However, in
preparation for this the Trust undertakes to comply with future Monitor requirements.

Yes

Assurance reports not as yet required by Monitor since NBT is not yet a FT. However, once applicable this
will be ensured. Scrutiny and oversight of assurance reports will be provided by Trust's Audit Committee as
currently for reports of this nature.

Yes

NBT complies with national tariff prices. Scrutiny by CCGs, NHS England and NHS Improvement provides
external assurance that tariff is being applied correctly.

P1
P2
P3
P4

Recording of information

Provision of information
Assurance report on
submissions to Monitor

Compliance with the National Tariff

P5

Constructive engagement
concerning local tariff modifications

Yes

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

C1

The right of patients to make choices

Yes

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

C2

Competition oversight

Yes

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

IC1

Provision of integrated care

Yes

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

Regulatory View
Board Compliance Statements at April 2017
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Self-assessed, for submission to NHSI
Criteria

No.

Comp
(Y/N)

Criteria

No.

Comp
(Y/N)

1

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

2

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

3

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

Yes

10

The Trust Board is satisfied that plans in place are sufficient to ensure ongoing
compliance with all existing targets (after the application of thresholds) as set out
in the relevant GRR; and a commitment to comply with all known targets going
forwards.

4

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

Yes

11

The Trust has achieved a minimum of Level 2 performance against the
requirements of the Information Governance Toolkit.

Yes

5

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

Yes

12

The Trust Board will ensure that the Trust will at all times operate effectively. This
includes maintaining its register of interests, ensuring that there are no material
conflicts of interest in the Board of Directors; and that all Trust Board positions
are filled, or plans are in place to fill any vacancies.

Yes

6

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

Yes

13

The Trust Board is satisfied that all Executive and Non-executive Directors have
the appropriate qualifications, experience and skills to discharge their functions
effectively, including: setting strategy; monitoring and managing performance
and risks; and ensuring management capacity and capability.

Yes

7

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

14

The Trust Board is satisfied that: the management team has the capacity,
capability and experience necessary to deliver the annual operating plan; and
the management structure in place is adequate to deliver the annual operating
plan.

Yes

Comment where noncompliant or at risk of
non-compliance

Yes

Yes

Yes

8

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

Yes

9

An Annual Governance Statement is in place, and the Trust is compliant with the
risk management and assurance framework requirements that support the
Statement pursuant to the most up to date guidance from HM Treasury
(www.hm-treasury.gov.uk).

Yes

No

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

Timescale for
compliance:

Q3 2017/18 – for RTT

Report to:

Trust Board
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25 May 2017
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Response to NHS Improvement patient safety alert: Nasogastric tube misplacement continuing
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Recommendation:
The Board is asked to note the actions taken to address the patient safety alert regarding nasogastric tube misplacement and that the Board
considered this in April 2017 at its meeting held in private.
New actions implemented are as follows:
•

Interpretation of chest X-rays for NG placement confirmation is undertaken only by Radiologists except in Critical Care areas.

•

Placement of NG tubes takes place between 08.00 and 20.00 when senior support to verify position is available

•

NG tube placement and verification by pH testing of gastric aspirate is undertaken only by nursing and dietetic staff who have
demonstrated competence and which is recorded in MLE.

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.

North Bristol NHS Trust

1. Purpose
1.1. The purpose of this report is to assure the Board that
the actions required as a result of NHS Improvement
patient safety alert NHS/PSA/RE/2016/006 about
continuing risk of death and severe harm from
nasogastric(NG) tube misplacement have been
considered and actioned.
The actions are:
1. Identify a named executive director who will take
responsibility for the delivery of the actions required in
this alert
2. Using the resources supplied with the alert,
undertake a centrally coordinated assessment of
whether your organisation has robust systems for
supporting staff to deliver safety-critical requirements
of initial nasogastric and orogastric tube placement
checks.

2. Background
2.1. Accidental feeding by nasogastric tube into the lung
is a “never event”, that is, it should never happen
because robust policies and procedures are in place
to prevent it. The National Patient Safety Association
published an alert in 2011. Despite this there were
95 incidents reported nationally between Sept 2011
and March 2016. A further alert was issued by NHS
Improvement in July 2016 with a self-assessment
check list for Trusts to check that they had robust
systems for supporting staff to deliver safety critical
requirements. The alert was directed at Trust Boards
to assess whether previous guidance had been
implemented and embedded. Actions were to be
completed by 21 April 2017 and reported to the Trust
Board.
Of note, North Bristol Trust (NBT) had a never event
in December 2016 where a patient received some
nasogastric feed into the lung. A full root cause
analysis has been completed, this incident was an
error of interpretation of the X-Ray and actions from
the RCA have been implemented.

3. If the assessment identifies any concerns, use the
resources supplied with this alert to develop and
implement an action plan to ensure all safety–critical
requirements are met
4. Share this assessment and agree any related
action plan within relevant commissioner assurance
meetings
5. Share the key findings of this assessment and the
main actions that have been taken in the form of a
public board paper.

2.2. The main areas to be considered in reviewing the
contents of the alert are:
i)

requirements for confirming initial tube placement
(that is, the tube is in the stomach not the
oesophagus or lung)

ii) staff training and assessment of competence in NG
intubation and confirmation of correct placement
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iii) policies and procedures for tube placement
NBT Policy CP6i Enteral Feeding covers all aspects of
enteral feeding including the above.
3. Main Report
The alert resource pack gives a self-assessment check list.
Each of the points is listed below and has been considered
taking advice from a NBT multi-disciplinary team with
expertise in those areas.
3.1. Do not use the ‘whoosh test’ or ‘bubble test’. NBT
Enteral feeding policy states that only pH less than 5
or X-ray are acceptable means of confirming tube
placement. The whoosh test is specifically forbidden.
This is reinforced at training.
3.2. Do not test aspirate using blue litmus paper. NBT
Enteral Feeding policy specifies use of CE marked
pH 2-9 indicator paper. Non-compliant products have
been removed from the EROS ordering system.
3.3. Do not interpret absence of respiratory distress or
the appearance of aspirate as an indicator of correct
positioning. NBT Enteral feeding policy states that
only gastric aspirate with pH less than 5 or X-ray are
acceptable means of confirming tube placement.
3.4. pH in the ‘safe range’ 1 – 5.5. can be used as the
first line test to exclude placement in the lung NBT
Enteral Feeding policy specifies that pH must be 5.0
or lower as an additional safety measure because

research shows that some people cannot visually
distinguish between 5.5 and 5.0 on the pH indicator
sticks.
3.5. Nasogastric tubes are not flushed nor guidewires
pre-lubricated until initial placement has been
confirmed. The NBT Enteral Feeding policy states
these points and they are reinforced at NG intubation
training.
3.6. Purchasing policies are revised and old stock
systematically removed to ensure all pH test strips
are CE marked and intended by the manufacturer to
test human gastric aspirate. It was still possible to
order non CE marked paper. This has now been
hidden from view on the EROS ordering system so
that only the CE marked strips are visible. Materials
Management have confirmed that they will have
completed the removal of non CE marked testing
strips from the wards by 26 April 2017.
3.7. Each pH test and test result is documented. pH
tests are recorded on the Adult and Child NG
insertion record with a tick box to confirm that pH is
less than 5.0.
3.8. Radiology (x-ray) can be used to confirm placement
but should not be used routinely for all patients. NBT
Enteral Feeding policy endorses this point but about
50% our patients will still need X-ray confirmation
because it is not possible to obtain aspirate, usually
because the patient is on medications which
suppress acid production.
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3.9. Purchasing policies are revised and old stock
systematically removed to ensure that all NG tubes
used for the purpose of feeding are radio-opaque
throughout their length and have externally visible
length markings. We have previously checked radioopacity of tubes and only compliant fine bore enteral
feeding tubes are available to order at NBT. Ryles
tubes are sometimes passed in theatre or critical
care for drainage of aspirates but it is not NBT policy
to use them for feeding.
3.10.
X-ray request forms clearly state that the
purpose of the X-ray is to establish position of the
NG tube for the purpose of feeding or the
administration
of
medication.
The
Imaging
Department advises that the purpose of the X-ray is
clear but may not distinguish whether it is for feeding
or medicines. There is also a national code for chest
X-ray for confirmation of NG tube placement. A
change request has been submitted to the IT board
and, provided it is approved, this code will be added
to the ICE order communications system and CRIS
imaging reporting system so that doctors can
specifically request it and the imaging department
will prioritise these requests for chest X-rays.
Guidance is awaited from the Medicines Governance
Committee about what constitutes urgent medicines
in order to know whether it is appropriate to X-ray a
tube at night. It is an agenda item for the May
meeting.
3.11.
Checking tube placement via x-ray includes
confirming and recording in the patient record that

any x-ray viewed was the most current x-ray for the
correct patient, the four criteria for confirming gastric
placement and clear instructions as to required
actions. This is NBT policy. The four criteria are
recorded on the NG intubation record and are taught
in training.
3.12.
Any unused tubes identified in the lung are
removed immediately whether in the x-ray
department or clinical area. This is Imaging
Department policy and misplaced tubes are removed
before the patient returns to the ward. It is not
specifically mentioned in the Enteral Feeding policy
but will be now be added at the July 2017 policy
review.
3.13.
pH in the ‘safe range’ or X-ray are the only
acceptable methods of confirming initial placement of
a nasogastric tube. This is NBT policy
3.14.
Staff training, competency frameworks and
supervision are reviewed to ensure that all
healthcare professionals involved with NG tube
position checks have been assessed as competent.
Competency training should include theoretical and
practical learning.
NG tube position checks comprise testing of aspirate
with pH indicator paper or by chest X-ray.
Passage of NG tubes is undertaken by nursing or
dietetic staff. ‘Classroom training’ is followed by
practical assessment of competence in passing the
tube and verifying its position which is then recorded
in MLE. To date, a 12 month period has been allowed
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between theory and practical assessment but this has
now been reduced to 3 months. Alerts go to line
managers to indicate if a member of staff has not
completed their NG intubation practical assessment
within the allowed period. A monthly update session
is to be made available from June 2017 as part of
clinical update training with the expectation that all
qualified nurses will complete it at least 3 yearly.
However, to maintain competence it would be
desirable to place tubes regularly. In areas where
there is very low demand for NG intubation it may be
preferable to call on individuals from outside the area
to pass the tube and verify position.
E-learning for confirming nasogastric tube placement
by X-ray is available for doctors on MLE. However, it
was put in place when services were on two sites.
Since moving to the Brunel building there is on site
Radiology Consultant cover between 08.00 and 20.00
daily. We therefore recommend that, for all wards
other than critical care, chest X-rays are reported only
by Imaging where junior doctors are supervised and
trained by Consultants and senior support is available
for difficult interpretations. X-ray reports are then
readily available in the ICE system.
Separate arrangements are made for Critical Care to
ensure that all doctors reading X-rays have regular
training with a Radiologist.
3.15.
Nasogastric tubes should only be placed when
senior support for placement and placement

confirmation is readily available. It is current NBT
policy that tubes should only be placed between
08.00 and 21.00 except in intensive care areas
(NICU and ICU). In light of point 3.14 it is
recommended to change this time period to 08.00 to
20.00 and this will be actioned at the July 2017
review of the Enteral Feeding policy. Out of hours
insertion must be only after senior medical
discussion and this is clearly stated on the NG tube
insertion record.
3.16.
Clinical policies, protocol and patient
documentation (whether paper or electronic patient
records) are designed to help staff comply with these
safety critical requirements. The NBT Enteral
Feeding policy gives clear and comprehensive
guidance and instruction about all aspects of NG
intubation. It is readily available via the Homepage of
the Trust website. The NG intubation record is
similarly comprehensive but, as it does not always
follow the patient to X-ray, it remains NBT practice
that feeding does not begin on the ward until the
doctor has checked the chest X-ray report on ICE
and confirms that it is safe to feed.
3.17.
An ongoing audit programme is put in place to
monitor compliance and act on any identified gaps.
Annual audits of completion of NG intubation records
show that the forms are completed in a satisfactory
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manner but documentation will continue to be
covered in NG intubation training.

5.3. NG tube placement and verification by pH testing of
gastric aspirate is undertaken only by nursing and
dietetic staff who have demonstrated competence
and which is recorded in MLE.

4. Summary
All points in the alert have been considered and addressed.
Supplies systems have been changed to make it easier to
order the correct testing strips and feeding tubes.
NBT Enteral Feeding Policy already covers the necessary
points.
Training and assessment of competence has been
considered and actions put in place to improve safety.
The Enteral Feeding policy will be reviewed by the Nutrition
Steering Group in July 2017 and updated to further exceed
the safety requirements of this alert.
5. Recommendations
Trust Board is advised to approve sign-off of the patient
safety alert regarding nasogastric tube misplacement.
The additional changes since the last alert are as
follows:
5.1. Interpretation of chest X-rays for NG placement
confirmation is undertaken only by Radiologists
except in critical care areas.
5.2. Placement of NG tubes takes place between 08.00
and 20.00 when senior support to verify position is
available should the tube need Xray confirmation.
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Alert reference number: NHS/PSA/RE/2016/006
Alert stage: Two - Resources
Use of misplaced nasogastric and orogastric tubes1 was first recognised as a
patient safety issue by the National Patient Safety Agency (NPSA) in 20052 and
three further alerts were issued by the NPSA and NHS England between 2011
and 2013.3-5 Introducing fluids or medication into the respiratory tract or pleura
via a misplaced nasogastric or orogastric tube is a Never Event. Never Events are
considered ‘wholly preventable where guidance or safety recommendations that
provide strong systemic protective barrier are available at a national level, and
should have been implemented by all healthcare providers.’6
Between September 2011 and March 2016, 95 incidents were reported to the
National Reporting and Learning System (NRLS) and/or the Strategic Executive
Information System (StEIS) where fluids or medication were introduced into
the respiratory tract or pleura via a misplaced nasogastric or orogastric tube.
While this should be considered in the context of over 3 million nasogastric or
orogastric tubes being used in the NHS in that period,7 these incidents show that
risks to patient safety persist. Checking tube placement before use via pH testing
of aspirate and, when necessary, x-ray imaging, is essential in preventing harm.
Examination of these incident reports by NHS Improvement clinical reviewers
shows that misinterpretation of x-rays by medical staff who did not appear to
have received the competency-based training required by the 2011 NPSA alert is
the most common error type. Other error types involve nursing staff and pH tests,
unapproved tube placement checking methods, and communication failures
resulting in tubes not being checked. The reports included 32 incidents where the
patient subsequently died, although given many patients were critically ill before
the tube was introduced, it is not always clear whether the death was directly
related to the misplaced tube.
Review of local investigations into these incidents suggests problems with
organisational processes for implementing previous alerts. This Patient Safety
Alert is therefore directed at trust boards (or their equivalent in other providers
of NHS funded care) and the processes that support clinical governance. It is NOT
directed at frontline staff. Some of the implementation issues identified were:
• problems with systems to ensure staff who were checking tube placement
had received competency-based training
• problems with ensuring bedside documentation formats include all safetycritical checks
• problems maintaining safe supplies of equipment, particularly radio-opaque
tubes and CE-marked pH test strips.
The resource set that accompanies this alert provides a range of support for
trust boards (or their equivalents) to assess whether previous nasogastric tube
guidance has been implemented and embedded within their organisations
improvement.nhs.uk/resources/resource-set-initial-placement-checks-nasogastricand-orogastric-tubes. It includes briefings to help non-executives and governors
to understand the issues, summaries of safety-critical requirements of past alerts,
self-assessment/assurance checklists, and learning from reported incidents.

Patient Safety

improvement.nhs.uk/resources/patient-safety-alerts
NHS Improvement (July 2016)

Who: All organisations where
nasogastric or orogastric tubes
are used for patients receiving
NHS-funded care
When: To commence as soon as
possible and to be completed by
21 April 2017

1

2

3

4
5

Identify a named executive director*
who will take responsibility for the
delivery of the actions required in
this alert.
Using the resources supplied with
this alert, undertake a centrally coordinated assessment of whether
your organisation has robust systems
for supporting staff to deliver
safety-critical requirements for initial
nasogastric and orogastric tube
placement checks.
If the assessment identifies any
concerns, use the resources supplied
with this alert to develop and
implement an action plan to ensure all
safety-critical requirements are met.
Share this assessment and agree any
related action plan within relevant
commissioner assurance meetings.
Share the key findings of this
assessment and the main actions that
have been taken in the form of a
public board paper.**

* For organisations that are not trusts/foundation
trusts and do not have executive directors, a role
with equivalent senior responsibility should be
identified.
**For organisations without a board, an
equivalent publically available alternative to a
board paper should be identified eg a report on a
public-facing website.

See page 2 for references

Contact us: patientsafety.enquiries@nhs.net
Publication code: IT 04/16
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Alert stage: Two - Resources

Resources
Patient safety incident reporting
For detail of dates and search strategy within the National Reporting and Learning System (NRLS) and the Strategic
Executive Information System (StEIS) see page x of the supporting initial placement checks for nasogastric and
orogastric tubes resource set on the NHS Improvement website improvement.nhs.uk/resources/resource-set-initialplacement-checks-nasogastric-and-orogastric-tubes
References
1. Hanna G, Phillips, L, Priest O & Zhifang N (201) Improving the safety of nasogastric
feeding tube insertion A report for the NHS Patient Safety Research Portfolio July 2010
www.birmingham.ac.uk/Documents/college-mds/haps/projects/cfhep/psrp/finalreports/
PS048ImprovingthesafetyofnasogastricfeedingtubeinsertionREVISEDHannaetal.pdf
2. National Patient Safety Agency - Reducing the harm caused by misplaced nasogastric feeding tubes 2005 www.
nrls.npsa.nhs.uk/resources/type/alerts/?entryid45=59794&p=4
3. National Patient Safety Agency Patient Safety Alert: Reducing the harm caused by misplaced nasogastric feeding
tubes in adults, children and infants 2011 www.nrls.npsa.nhs.uk/resources/type/alerts/?entryid45=129640
4. National Patient Safety Agency Rapid Response Report: Harm from flushing of nasogastric tubes before
confirmation of placement 2012 www.nrls.npsa.nhs.uk/resources/type/alerts/?entryid45=133441
5. NHS England Patient Safety Alert: Stage 1 - Placement devices for nasogastric tube placement DO NOT replace
initial placement checks 2013 www.england.nhs.uk/wp-content/uploads/2013/12/psa-ng-tube.pdf
6. NHS England Never Events Policy and Framework 2015 www.england.nhs.uk/patientsafety/never-events/
7. Page 9 of the supporting initial placement checks for nasogastric and orogastric tubes resouirce set on the NHS
Improvement website improvement.nhs.uk/resources/resource-set-initial-placement-checks-nasogastric-andorogastric-tubes
Stakeholder engagement
•
•
•
•

Medical Specialities Patient Safety Expert Group
Children and Young People’s Patient Safety Expert Group
Surgical Services Patient Safety Expert Group
Patient Safety Steering Group

For details of the membership of the NHS Improvement patient safety expert groups and steering group see www.
england.nhs.uk/ourwork/patientsafety/patient-safety-groups/

Patient Safety

improvement.nhs.uk/resources/patient-safety-alerts

Contact us: patientsafety.enquiries@nhs.net

Appendix 2
Patient Safety Alert 2016/006:
Stage Two – Resources
Title Nasogastric tube misplacement: continuing risk of death and severe harm
No

Action

1

Identify a named executive director* who will take responsibility for the
delivery of the actions required in this alert.

2

Using the resources supplied with this alert, undertake a centrally
coordinated assessment of whether your organisation has robust systems
for supporting staff to deliver safety-critical requirements for initial
nasogastric and orogastric tube placement checks.

3.

If the assessment identifies any concerns, use the resources supplied with
this alert to develop and implement an action plan to ensure all safetycritical requirements are met.

4

Share this assessment and agree any related action plan within relevant
commissioner assurance meetings.

5

Share the key findings of this assessment and the main actions that
have been taken in the form of a public board paper.**

Action taken/
Progress update
Sue Jones, Director of
Nursing and quality was
identified.
An assessment has been
completed by members of the
Nutrition Steering Group

Date
completed
July 2016

Some concerns were
identified and have been
addressed as detailed in the
report to the Board
There is a plan for the
assessment to go to the CCG
sub quality group in May
2017.
A paper to the Board has
been prepared for April 2017
Trust Board

19/04/2017

07/04/2017

May 2017

19/04/2017
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1.

Purpose

3.

1.1.

This report is provided to update the Board on the
progress of the Trust against its Financial Recovery
Plan.

Progress report against key elements of the
2016/17 FRP

3.1.

Financial performance

2.

Background

2.1.

The Trust’s original 2016/17 financial plan was
established to deliver a deficit of £48m. Following
financial deterioration in Q1 and the loss of income
relating to medically fit for discharge patients a series
of actions established a new plan for a deficit of £52m
in July 2016.

The Trust is reporting a £42.9m actual deficit for
2016/17 (from £56m forecast outturn at time of
submitting the FRP), against a £44m control total.
These figures are prior to any STF and fines
reimbursement.
3.2.

The Trust is reporting delivery of £26.1m of CIP in
2016/17 against a target of £27m.

2.1.1. Following intervention by NHS Improvement (NHSI) in
August 2016 the Trust was placed in Financial
Special Measures and required to establish a
Financial Recovery Plan (FRP) to meet a control total
of £22m. The Trust Board signed off the FRP ahead
of meeting with NHSI on 11 October 2016.

3.3.

2.2.

Workforce Savings
The Trust is reporting £4.8m of workforce-related CIP
identified in 2016/17 and further significant reductions
in monthly temporary staffing spend.

3.4.

2.1.2. Delivery of the FRP is predicated on meeting agreed
Divisional budgets supported by delivery of:
•
•
•
•
•

Cost Improvement Plans (CIP)

Operational Efficiencies
There is clear evidence of operational improvement in
areas that have been specifically targeted in the
recovery plan. These improvements have been
achieved during a period where the hospital is
running at 95-100% occupancy and without
negatively impacting on quality, site falls or pressure
ulcer rates.

Planned SLA activity
£27m Cost Improvement Plans (CIP)
£10m workforce savings
Operational efficiencies of £4.3m
£8m of additional savings of which benefits from
sale of excess land is the largest contribution.

3.5.

Full achievement of the Trusts £22m control total is
dependent on the Trust receiving £14.3m of
Sustainability and Transformation Funding (STF) and
reimbursement of £8m of fines from commissioners.

In theatres, throughput (measured in cases per day)
continued to run at a similar level in March following
116 cases per day in January and 2 weeks of
February, with 115 cases per day reported.
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3.6.

Sustainability & Transformation Fund and Fines
At the time of submission the Trust is working on the
assumption that NHSI have formally accepted the
Trust’s control total of £22m as set out in the FRP and
therefore it is possible to have confidence that
delivery of the FRP will enable the Trust to receive
STF funding and fines rebate.

4.

Financial Year 2017/18

4.1.

Financial Recovery Plan

4.5.

At this time there is a risk around the identification
and delivery of additional schemes to close the £6.7m
gap.

4.6.

Workforce Savings
As part of the recovery programme the Trust put in
place a minimum target of 5% workforce savings to
be delivered from 1 April ‘17. To date Divisions have
identified 4.95% savings against budget, with a
further 0.13% scoped and classified as in pipeline.
Delivery of these pipeline schemes will ensure the 5%
challenge is met. In addition Trust-wide workforce
schemes are in development to increase CIP delivery
towards the £39.4m target.

A revised and updated financial recovery plan for
2017/18 is planned for submission to a future Board
meeting for review and approval.
4.7.
4.2.

Financial Performance

Theatres throughput ran at 118 cases per day in April,
showing an increased upwards trend from the
previous months.

The Trust has accepted the 2017/18 control total of
18.8m set by NHSI.
4.3.

The Trust is reporting an in-month deficit of £2.7m in
M1 2017/18.

4.4.

Cost Improvement Plans

Operational Efficiencies

4.8.

In order to increase efficiency, the largest
opportunities are expected to be through the creation
of additional capacity and efficiency in theatres, an
increase in efficiency of the outpatients department
and a focus on decreasing length of stay across the
hospital.

5.

Capacity to deliver

5.1.

PwC’s support to the Trust finalised on 7 April ‘17. In
their time of support, they have supported the Trust
with additional leadership capacity for the recovery
programme, to establish the recovery PMO and to
support improvements in business intelligence. The

As at 18 May ‘17, the Trust is reporting identification
of £29.5m of CIP for 2017/18 against a target of
£39.4m.
In addition an estimated £3.2m of pipeline schemes
have been scoped and are being progressed. Please
note that this may differ from the May ’17 finance
report due to data being extracted at a later date.
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pressure. Despite this pressure, pay controls have
been maintained (and pay spend managed), the
elective programme has been largely maintained with
no decrease in quality.

day-to-day leadership and work in these areas has
been fully handed over to Trust staff.
5.2.

The final structure of the PMO has been agreed and
Trust staff have filled all four positions within the
PMO, with a substantive Head of PMO in place from
1 May ‘17.

8.

Recommendations

8.1.

The Trust Board is asked to:

5.3.

A wider improvement team is in the process of being
recruited.

•

6.

Future checkpoints with NHSI

•

6.1.

NHSI have indicated a further formal checkpoint will
take place in June ‘17. This will allow an update to be
given to NHSI on the Trust’s performance in Q4 16/17
and M1 17/18 and for the Trust’s performance to be
assessed against the Financial Special Measures exit
criteria.

7.

Summary

7.1.

This paper sets out continued progress in delivery of
the Trust’s FRP submitted to NHSI in October ‘16 and
following the Trust Board update in March ‘17. The
Trust is reporting a £42.9m deficit for 2016/17 (from
£56m at time of submitting the FRP) and progress for
2017/18 planning is significantly more advanced than
in the previous financial year.

7.2.

The continued improvement in financial recovery has
been achieved in a period of significant operational

Note the content of this paper and the risks to
delivery of the Trust’s Financial Recovery Plan.
To consider whether there are further
improvement actions that can be taken.
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1. Purpose & background
1.1 The attached report updates on progress and issues in relation
to matters being managed by the Sustainable Health & Capital
Planning Team.
2. PFI Phase 1
2.1 The key risks and challenges are set out on the attached report
under Phase 1 Compliance Issues which are reviewed and
managed at regular meetings with Carillion.
3. PFI Construction Works
3.1 The Phase 2 snags and defects continue to be closed out,
albeit rather slowly, particularly in relation to the MSCP
3.2 The demolition programme has been delayed due to delays in
the removal of asbestos in Limewalk Sherston and Brecon
buildings
4. Capital Projects
4.1 The prioritisation of business case bids from the Divisions for
the 2017/18 Capital Plan along with the Capital Estates
Replacement Programme and Equipment Plan was completed
and approved by the Capital Planning Group on 26 April.
5. Recommendations
5.1 The Trust Board is asked to note the current position and
actions.
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Estate Capital Replacement Programme

On
Track

There are a total of 17 schemes prioritised for 2017/18
six of which are in the Women's Sector. The majority of
the remaining schemes are relatively low in value. They
cannot be batched as they need specific contractor skills
to undertake them and the organisation of project
management is currently being reviewed.
Phases 2 & 3 of the Water Safety works in Women’s
Sector has been tendered. It is scheduled to commence
in May and complete in October. This has the biggest
impact on operational services and the other Women's
Sector projects will be programmed around these works
to ensure disruption to services is kept to a minimum.
Works to provide new drainage to Beckspool Building at
Frenchay has been included within this programme and
is out to tender.

Brunel Compliance Issues
Issue
Next Action Required
Action
NBT has received Exova Report and
Fire Integrity
NBT
is reviewing the findings

Top task types to Carillion helpdesk April 2017
G

Sink-R&M
Fittings-R&M
Fittings-R&M
Macerator-R&M
Macerator-R&M

G

Fogging
Fogging
AGV R&M
AGV R&M
Powered Doors-R&M
Powered DoorsR&MDoor-R&M
Internal

CSL

A

Door Review

CCL

Programmed to be completed end of
July-17

G

SP21 Works arising from
Statutory Inpsections

Carillion have developed process to
integrate with Helpdesk. Agreed on
CSL timescales and final discussions on
contractual treatment being finalised.
Aiming for May-17 launch.

A

Internal Door-R&M
Toilet-R&M

Capital Projects

On
Track

Pathology 1: PHE Manual Virology and Serology moves completed
successfully on 8th May with no significant issues

G

Pathology 2: Trust pressing for Final Account. PHE Molecular Virology
services moved in successfully on 8th May with no significant issues.

A

Thornbury & Frenchay Lands for HSCC development: Sirona have
appointed architects to start detailed planning for both sites. It is
anticipated that Planning Approval could be achieved by late Autumn.
Bath Renal Satellite Unit: Property search complete and preferred
option identified. Negotiations with relevant stakeholders continue, as
well as engagement with NHSE.
Monks Park House: Work continues to evaluate the practicalities of
clearing the building and the timescales involved
Beaufort House: landscaping works are progressing and due to
complete in June
Frenchay Public Open Space: Registration as Village Green has been
completed and Transfer to Winterbourne Parish Council is being
progressed but is dependent on the completion of the S106 works by the
developer due by end November.
Frenchay Park House Completion delayed pending resolution with SGC
of inconsistency between latest stable block planning consent and S106
agreement

0 0

100100

200200

300
300

A

R
G
G

G

A

400

Flexible Duct Replacement

PFI Construction Works Progress
Brunel MSCP: The Trust is still waiting for costs of works to
make the layout and operation of the car park more efficient.
Limewalk, Sherston & Brecon buildings: asbestos remedial
delays. The Trust's independent surveyor has established what is
required to remediate all areas and the works are being
tendered.
PFI Completion The effect of the asbestos removal delay has
already pushed the completion of the PFI construction works
into 2018
Landscaping: The quality of the soft landscaping is still not
satisfactory. CSL have agreed what they are maintaining. The
construction works required to bring the remaining areas to the
required standard for handover to the maintainers has still not
been received

On
Track
R

R

G

Increase the ventilation rates in the
sterile preparation room: Risks
reviewed and highlighted on risk
register. Review May-17

Critical Care & Theatre
Ventilation

Lighting-R&M
Lighting-R&M

G

R.A.G
Status

Window and Atrium
Cleaning

Humidification of Imaging
areas

ICU works completion due Nov 17.
CSL Remaining 4 bed bays being
planned with Ops.
Schedule of roles and
responsibilities and frequencies
CSL have been agreed. Planning and
timescales are currently being
prepared.
A program has been issued.
Timescales for completion are DecCCL 17. The primary focus is PET/CT
which is due for completion 19th
July-17

A

A

A

R
Bathrooms Pod Floor

R

key:

CCL Due to complete end of May-17.

R

No plan to resolve

A

Solution agreed but not started

G

On programme

A
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Recommendation:
The Board is asked to note progress and proposed activity for implementation of Service Line Management.

Approval

North Bristol NHS Trust
reporting requirements for successful implementation
of SLM. The learning interventions are being delivered
by NHS Elect who are experienced and experts in
delivery for leadership interventions.

Purpose
1.1. To outline progress and the proposed activity to
implement Service Line Management (SLM) by April
2018.
2.

2.7. Executive mentoring is being considered but
agreement has not been reached as to the purpose
and level of activity required.

Background

2.1. The Trust Board agreed to move to SLM and a
structure of 5 Divisions plus corporate services.

3.

Main Report Content

3.1. Confirmation
structures.

2.2. Appointments to the senior teams for each Division
have been completed and confirmation of the new
structure is shown in appendix 1. Appointments were
effective from 1 May 2017.

of

appointments

and

5

divisional

3.2. 12 month plan of development activity.
3.3. Schedule of masterclass topics.

2.3. A review of corporate support for the Divisions has
commenced with initial confirmation of business
partners for Finance, HR and IM&T moving into
divisions’ w/c 29 May 2017. Further realignment of
corporate support is being developed and confirmation
is scheduled for 1 July 2017.

3.4. The new structure will be delivered within the existing
financial envelope with no additional cost pressures
identified. The masterclass activity will be delivered
within existing allocated L&R financial budgets.
3.5. Consideration is being given to the development
requirements and associated costs for the next 2 years
for full implantation across the Trust at all levels.

2.4. A draft development plan for the next 12 months to
support the move to SLM has been produced. Output
from the board development day in May which included
the Clinical Directors will further inform the plan.

4.

Summary

4.1. Appendix 1 outlines the new management teams and
divisional structures.

2.5. The approach which we have used for the
development of the plan has been designed following
the guidance issued by Monitor and the NHS
Leadership model and their 9 core essential leadership
capability competencies.

4.2. Appendix 2 outlines the proposed
development plan and activity.

12

month

4.3. Appendix 3 outlines the schedule of masterclass
activity.

2.6. The 12 month plan follows a proposal of Masterclass
activities which address the core competencies and

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

2

North Bristol NHS Trust
5.

Recommendations

5.1. The Board is asked to note progress and proposed
activity for implementation of Service Line
Management.

This document could be made public under the Freedom of Information Act 2000.
Any person identifiable, corporate sensitive information will be exempt and must be discussed under a 'closed section' of any meeting.
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Appendix 1 – New Management Teams and Divisional Structures

Appendix 2 – Proposed 12 month Development Plan and Activity

SLM Project:
• information management
• performance management & quality monitoring
• strategy & service line planning
Apr 17

May17

Jun 17

Jul 17

Aug 17

Sep 17

Oct 17

Nov 18

Dec 18

Jan 18

Feb 18

Mar 18

Comms Board

Comms Board

Review of data IT & Finance
Review of data validity SLM IT & Finance

Define Dashboard criteria IT, Finance and SLM
Develop SLR reporting system IT & Finance
Testing of SLR Reporting IT & Finance
Develop patient costing model SLM IT & Finance

Competency
framework

Comms Board

Comms Board

Comms Board

Comms Board

Alignment executive roles & responsibilities Board
Set the vision SLM

Identify no longer viable service SLM

Market and competitor analysis SLM Marketing

Short and long term planning SLM
Develop new action plan and budget

Terms of reference
Develop decision rights Exec Board
Success Measures

Define KPSs SLM

Identify areas for growth
Assess actual performance against plan

Define Balanced Scorecard SLM
Develop performance monitoring systems
Define rewards and consequence (NF*) SLM
*non financial

Appendix 3 - Schedule of Masterclass Activity

SLM Development Centre – Workshops 2016 - 2017
Jun 17

Jul 17

Aug 17

Launch –
setting the
divisional
vision
(scenario
planning)

Executive
mentoring

Executive
mentoring

Individual
coaching

Individual
coaching

Masterclass
Setting the
Vision
Individual
development
plans
Team
development
plans
Job Group
development
plans
Define
success
criteria
Exec Team
Mentoring
Workshop

Masterclass
Inspiring
Shared
Purpose
Team
Diagnostics

Sep 17
Executive
mentoring
review of
individual
and team
development
plans
Individual
coaching
Masterclass
– Engaging
the team
and
inspiring
shared
purpose
Setting
individual
and team
objectives

Oct 17

Nov 17

Executive
mentoring

Executive
mentoring
Individual
coaching

Individual
coaching
Masterclass
Developing
capacity
Review
against
success
criteria to
check
progress

Masterclass
Holding to
account
Individual
and team
360

Dec 17
Executive
mentoring –
Review of
individual
and team
development
plans
Individual
coaching
Masterclass
Influencing
for Results
Individual
and team
360
feedback &
action
planning

Jan 18

Feb 18

Mar 18

Apr 18

Executive
mentoring

Executive
mentoring

Executive
mentoring

Executive
mentoring

Individual
coaching

Individual
coaching
Masterclass
Leading with
Care

Review of
individual
and team
development
plans

Individual
coaching

Masterclass
Connecting
our Service

Individual
coaching

Masterclass
Evaluating
Information

Masterclass
Leading
with Care

Masterclass
Reflection
(where we
started and
where we
are now)
Review
against
success
criteria for
final lessons
learned and
future
actions
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Appendix 1- NHS Provider Licence – Self-Certifications – Evidence and Responses

Recommendation:
The Trust Board is asked to consider the evidence aligned to each element of the provider licence conditions, which the Board is required to
self-certify against, and confirm its response, noting the risks and mitigations.

North Bristol NHS Trust
1. Purpose

3. Self-Certification Requirements

1.1. To provide evidence of compliance against the Provider
Licence to support a decision by the Board.

3.1. Providers need to self-certify the following after the
financial year-end:

2. Background

NHS provider licence condition

2.1. This is the first year NHS trusts must self-certify. Although
NHS trusts are exempt from needing the provider licence,
directions from the Secretary of State require the NHS
Trust Development Authority to ensure that NHS trusts
comply with conditions equivalent to the licence as it
deems appropriate.

The provider has taken all precautions necessary to
comply with the licence, NHS Acts and NHS Constitution
(Condition G6(3))
The provider has complied with required governance
arrangements (Condition FT4(8))

2.2. The Single Oversight Framework (SOF) bases its
oversight on the NHS provider licence. NHS trusts are
therefore legally subject to the equivalent of certain
provider licence conditions (including Condition G6 and
Condition FT4) and must self-certify under these licence
provisions.

3.2. It is up to providers how they undertake the selfcertification however a number of templates have been
provided which the Trust has used as the basis of the
document in Appendix 1.
3.3. Trusts are required to state either “confirmed” or “notconfirmed” against each element of the licence condition,
and if the Trust chooses “not-confirmed” must provide an
explanation why.

2.3. NHS trusts are required to self-certify that they can meet
the obligations set out in the NHS provider licence 1 (which
itself includes requirements to comply with the National
Health Service Act 2006, the Health and Social Care Act
2008, the Health Act 2009 and the Health and Social
Care Act 2012, and to have regard to the NHS
Constitution) and that they have complied with
governance
requirements.
The
self-certification
requirement set out in CoS7(3) does not apply to NHS
trusts.

3.4. Boards must sign off on self-certification no later than:
•

G6: 31 May 2017

•

FT4: 30 June 2017

3.5. The outcome of the assessment must be reported to NHS
Improvement via their online portal. The Trust Secretary
will complete this task once the Board has considered its
position.

1

https://www.gov.uk/government/uploads/system/uploads/attachment_data/f
ile/285008/ToPublishLicenceDoc14February.pdf
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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4. Proposed Outcome
4.1. The Trust Secretary has reviewed the statements and
evidence sets and is proposing that the Trust Board
responds with “confirmed” for all elements. The evidence
to support the response is outlined in Appendix 1.
4.2. The evidence to support compliance with general
condition 6 has also been discussed with the Trust’s
internal auditors, KPMG, who have confirmed that their
Head of Internal Audit Opinion is a key piece of evidence
for this statement. At the time of writing this report the
draft opinion for 2016/17 was “Significant assurance with
minor improvements can be given on the overall
adequacy and effectiveness of the organisation’s
framework of governance, risk management and control.”
4.3. For FT4, the Board is also required to consider any risks
and mitigating actions for each element of the provider
licence condition. These are described in Appendix 1.
5. Recommendations
5.1. The Trust Board is asked to consider the evidence
aligned to each element of the provider licence
conditions, which the Board is required to self-certify
against, and confirm its response, noting the risks and
mitigations.

This document could be made public under the Freedom of Information Act 2000.
Any person identifiable, corporate sensitive information will be exempt and must be discussed under a 'closed section' of any meeting.
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Appendix 1

NHS Provider Licence - Self-Certification
FT4 - Corporate Governance Statement

Response

1

The Board is satisfied that the Licensee applies those principles, systems and standards of good corporate
governance which reasonably would be regarded as appropriate for a supplier of health care services to
the NHS.

Confirmed

Annual Governance Statement
Well-led Framework self-assessment
Head of Internal Audit Opinion
Board Assurance Framework
Board annual effectiveness evaluation

The size and complexity of the organisation means
there is a risk that good governance is not fully
embedded in all areas

2

The Board has regard to such guidance on good corporate governance as may be issued by NHS
Improvement from time to time

Confirmed

As above plus:
Alignment of performance reports to the Single Operating
Framework
Compliance with FSM

Guidance is not identified or implemented in a timely The Trust ensures that regular communications
manner
from NHSI, CGC and other key bodies are reviewed
and acted upon.
Internal and external audit consider application of
good governance during their audit programmes.

3

The Board is satisfied that the Licensee has established and implements:
(a) Effective board and committee structures;
(b) Clear responsibilities for its Board, for committees reporting to the Board and for staff reporting to the
Board and those committees; and
(c) Clear reporting lines and accountabilities throughout its organisation.

Confirmed

Committee annual effectiveness reviews
Standing Orders, Scheme of Reservation and Delegation and
Standing Financial Instructions - reviewed annually
Committee Terms of Reference
Realignment of Finance & Performance Committee during
2016/17

None

4

The Board is satisfied that the Licensee has established and effectively implements systems and/or
processes:

Confirmed

Head of Internal Audit Opinion
The Trust's internal control systems are not
Financial recovery and CIP programme
sufficiently robust to ensure compliance
Budget setting
Financial reporting
Benchmarking against peers
Integrated Performance Report
Committee Deep Dives
Quality & Risk Management Committee oversight of quality and
CQC regulatory compliance
External Audit of the Trust Annual Accounts
Risk Management Strategy
Risk Register - Operational Risks
Board Assurance Framework - Strategic Risks
Business Plan, metrics linked to the IPR

The systems and processes are regularly tested
through the internal and external audit
programmes as well as through deep dive reviews
by the Assurance Committees.

Confirmed

Board Skills and Knowledge Review
Board Development Programme
Non-Executive Director and Executive Challenge of proposals
Integrated Performance Report
Active engagement with local Health Scrutiny, Health & Wellbeing Boards and Healthwatch
Patient Experience programme of activities
Quality Governance Framework including Quality Committee,
QRMC, incident reporting, risk management,
whistleblowing/raising concerns policies etc.

As above

(a) To ensure compliance with the Licensee’s duty to operate efficiently, economically and effectively;
(b) For timely and effective scrutiny and oversight by the Board of the Licensee’s operations;
(c) To ensure compliance with health care standards binding on the Licensee including but not restricted
to standards specified by the Secretary of State, the Care Quality Commission, the NHS Commissioning
Board and statutory regulators of health care professions;
(d) For effective financial decision-making, management and control (including but not restricted to
appropriate systems and/or processes to ensure the Licensee’s ability to continue as a going concern);
(e) To obtain and disseminate accurate, comprehensive, timely and up to date information for Board and
Committee decision-making;
(f) To identify and manage (including but not restricted to manage through forward plans) material risks
to compliance with the Conditions of its Licence;
(g) To generate and monitor delivery of business plans (including any changes to such plans) and to
receive internal and where appropriate external assurance on such plans and their delivery; and
(h) To ensure compliance with all applicable legal requirements.

5

The Board is satisfied that the systems and/or processes referred to in paragraph 4 (above) should include
but not be restricted to systems and/or processes to ensure:
(a) That there is sufficient capability at Board level to provide effective organisational leadership on the
quality of care provided;
(b) That the Board’s planning and decision-making processes take timely and appropriate account of
quality of care considerations;
(c) The collection of accurate, comprehensive, timely and up to date information on quality of care;
(d) That the Board receives and takes into account accurate, comprehensive, timely and up to date
information on quality of care;
(e) That the Licensee, including its Board, actively engages on quality of care with patients, staff and other
relevant stakeholders and takes into account as appropriate views and information from these sources;
and
(f) That there is clear accountability for quality of care throughout the Licensee including but not
restricted to systems and/or processes for escalating and resolving quality issues including escalating
them to the Board where appropriate.

Evidence

Risks

As above

Mitigating Actions
The Trust utilises its management and committee
structures to ensure that good governance is
embedded. This is complemented by the risk,
performance and planning frameworks.
Guidance and advice is provided by the Trust
Secretary

N/A

Appendix 1

NHS Provider Licence - Self-Certification
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1

FT4 - Corporate Governance Statement

Response

The Board is satisfied that there are systems to ensure that the Licensee has in place personnel on the
Board, reporting to the Board and within the rest of the organisation who are sufficient in number and
appropriately qualified to ensure compliance with the conditions of its NHS provider licence.

Confirmed

Board Skills and Knowledge Review
Service Line Management Implementation Plan including
development centre
FSM Review of Directorate Management Teams
Six Monthly Nurse Staffing Reviews

There is a risk of unforeseen changes at Board level
which may impact on the requirements

There are deputies in post for all Executive
Directors.
The Board has six Non-Executive Directors and
therefore has some flexibility should vacancies
arise.

Confirmed

Head of Internal Audit Opinion
Risk Management Strategy
Risk Register - Operational
Board Assurance Framework - Strategic Risks
Integrated Performance Report
Performance Trajectories
Patient Choice Protocols
Patient Experience Programme

N/A

N/A

General condition 6 - Systems for compliance with license conditions (FTs and NHS trusts)
Following a review for the purpose of paragraph 2(b) of licence condition G6, the Directors of the
Licensee are satisfied that, in the Financial Year most recently ended, the Licensee took all such
precautions as were necessary in order to comply with the conditions of the licence, any requirements
imposed on it under the NHS Acts and have had regard to the NHS Constitution.

Evidence

Risks

Mitigating Actions
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Appendix 1 – Terms of Reference

Approval

Recommendation:
The Trust Board is asked to note the discussions of the Committee meeting held on 18 May 2017 and approve the changes to the
Terms of Reference.

North Bristol NHS Trust
•

1. Purpose
1.1.

To present an update from the Committee
following its meeting held on 18 May 2017.

•
•
•
•
•

2. Background
2.1.

As a formal Committee of the Trust Board, the
Committee is required to report after each
meeting to highlight the key discussions, risks
identified, decision taken and future business.
The following report provides this update to the
Trust Board.

3. Business Undertaken

•

Quality Account Priorities
3.4.

At the Board’s request, the Committee considered
the development of the Quality Account priorities
for 2017/18 and the assurance for the
development of the document.

3.5.

Potential measures for monitoring delivery of the
priorities during the year were presented and
discussed. Further work on these would be
undertaken by the Clinical Governance team and
would be included in the Integrated Performance
Report from June 2017.

3.6.

The Committee considered the timeline for the
production of the Quality Account and noted that
the timing of Committee meetings was out of sync
with the drafting and auditing cycle of the
document. It was agreed that the timing of the
meetings would be reviewed to account for this
for the following year.

Horizon Scanning
3.1.

The Committee considered a new standing item
on the agenda which was to seek to try and
identify any issues which may affect delivery of
the Trust Strategy or business plan objectives
and priorities. A number of areas were discussed
but it was clear that a framework was required to
provide structure to the conversation.

3.2.

This would be developed before the next
meetings of the Workforce and Finance &
Performance Committee in June, with a proposal
to be presented to the Board thereafter.

3.3.

The issues that were identified at the meeting
included:
•

Impact from the general election and possible
change in political focus
Skills shortages in key workforce groups
Ensuring parity of esteem and mental health
Infection resistance
Impact of BREXIT
Use of personal health monitoring devices and
mobile diagnostics
Potential impact of Artificial Intelligence

NHS financing and the need to identify new
models of care and ways of working
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Deep Dive – Pathology and LIMS
3.7.

3.8.

3.9.

David Gibbs, Pathology Service Manager,
attended the Committee and gave a presentation
focusing on the pathology service and
implementation of the new Laboratory Information
Management System (LIMS)
Performance of the service was described,
focusing on the period post-merger of the
services across NBT and University Hospitals
Bristol NHS Foundation Trust. The Committee
noted that performance had been impacted by a
number of factors including consultant vacancies
and the dual running of two laboratory systems
for six months.
It was noted that the implementation of LIMS was
the single largest implementation of its kind in the
UK, and although it had been delayed, there were
no issues on go live.

3.10. Unfortunately there were a number of clinical
incidents identified post go-live which were
responded to in collaboration with stakeholders
as identified.
3.11. The Committee recognised the significant amount
of work that David Gibbs and his colleagues had
undertaken over the past 18-24 months and
thanked David and the team.
Quality Performance

number of metrics were focused on, including the
safety thermometer, MRSA bacteraemias, WHO
checklist compliance and missed doses of
medicines.
3.13. The Committee noted that there had been a
cluster of MRSA cases over the winter, and a
further case had been allocated to the Trust by
NHS England. In this case further information was
being requested to better understand the
decision. The latest updates on the performance
indicators would be included in the IPR being
presented to the Trust Board on 25 May 2017.
3.14. The pressures within the hospital were discussed
and it was noted that whilst the Emergency
Department quality metrics and patient survey
metrics had improved significantly, the inpatient
ward areas needed further consideration. A risk
assessment of the pressures, which was used to
inform the mitigations, would be presented to the
Committee at its next meeting in July 2017.
Never Events
3.15. An update on action plans to address identified
Never Events was discussed and progress noted.
3.16. The Committee considered the need to widen the
scope of the report to include other serious
incidents, including non-clinical incidents. This
was agreed and would be reflected in future
reports.

3.12. The quality section from the April 2017 Integrated
Performance Report (IPR) was reviewed. A
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Risk Management
3.17. The latest position of the high level risks identified
in the Trust was considered by the Committee
alongside the outputs from the new Executive
moderation process.
3.18. The Committee agreed that whilst good progress
had been made in some areas, some risks were
still not being managed as effectively as required
and better alignment was required between the
Committee and the Clinical Risk Committee
(CRC). The new chair of the CRC would be
invited to a future meeting to align conversations
about risk.
Internal Audits – CQC and Women’s and
Children’s Risk Management

4. Key Risks Identified and Impact
4.1.

5. Key Decisions
5.1.

3.20. The Committee considered a proposal for raising
awareness and responding to actions resulting
from Coroner inquests. It was agreed that there
needed to be a mechanism for making the Board
aware of paragraph 37 and regulation 28 reports
when they were raised, and then for monitoring
actions.
3.21. It was agreed to receive a report to every other
meeting.

There are no decisions to highlight.

6. Exceptions and Challenges
6.1.

There were
identified.

no

exceptions

or

challenges

7. Governance and Other Business
7.1.

The Committee reviewed its Terms of Reference
and agreed to a number of minor amendments.
The revised Terms of Reference are included in
Appendix 1.

7.2.

The deep dive forward plan was discussed and it
was agreed to include a review of medical
records within the programme for the end of the
calendar year.

3.19. The final reports from two internal audits were
considered and noted.
Coroner Actions

In addition to the specific risks covered in the risk
management report the Committee noted the
risks related to pressure in the hospital and
agreed to consider the risk assessment at the
next meeting.

8. Future Business
8.1.
•
•

The Committee will, at its next meeting:
Review a deep dive on MSK outcomes and a
national clinical audit
Review progress to address actions stemming
from Never Events
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•
•

Review preparations for the revised CQC
inspection regime
Review of actions to counter the recent cyber
attack

9. Recommendations
9.1.

The Trust Board is asked to note the discussions
of the Committee meeting held on 18 May 2017
and approve the changes to the Terms of
Reference.
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Committee Terms of Reference
Quality and Risk Management
Committee Terms of Reference
Purpose - The Committee is established to provide the Trust
Board with assurance on the effective management of Quality
Governance, Workforce and Health &Safety and Clinical Risk
Management for the Trust.

Date Adopted

2 June 2016TBC

Review Frequency

Annual

shall be as set out below, subject to amendment at future
Board meetings.
1.3. The Committee is authorised by the Board to act within its
terms of reference. All members of staff are directed to cooperate with any request made by the Committee.
1.4. The Committee is authorised by the Board to instruct
professional advisers and request the attendance of individuals
and authorities from outside the Trust with relevant experience
and expertise if it considers it necessary or expedient to the
exercise of its functions.
1.5. The Committee is authorised to obtain such internal
information as is necessary and expedient to the fulfilment of
its functions.

2.

Core Accountabilities
Terms of reference drafting

Trust Secretary

Review and approval

Quality and Risk Management
Committee

Adoption and ratification

Trust Board

Membership and attendance at meetings
Membership

1.1. The Board hereby resolves to establish a Committee of the
Board to be known as the Quality and Risk Management
Committee (the Committee).

2.1. The Committee shall be appointed by the Trust Board and
shall consist of:
• Two Non-Executive Directors
• Director of Facilities
• Director of Nursing
• Medical Director
• Director of Organisational Health and WorkforcePeople
and Transformation
• Director of Operations
• Director of Informatics

1.2. The Committee is a standing committee of the Trust’s Board of
Directors (the Board). Its constitution and terms of reference

2.2. A Non-Executive Director shall be appointed Chair of the

1.

Authority

Page 1 of 4

Quality and Risk Management Committee Terms of Reference

Committee.
2.3. Each member must nominate a deputy to attend in their place
when they are unable to. These deputies will have voting
rights.

Quorum
2.4. Quorum shall be at least half the members being present,
including at least one Non-Executive Director.

Attendance
2.5. Meetings of the Committee shall normally be attended by:

3.

•

the Associate Director of Quality;

•

the Head of Internal Audit;

•

any other person who has been invited to attend a
meeting by the Committee so as to assist in
deliberations.

Roles and responsibilities

3.1. The duties of the Committee can be categorised as follows:

Assurance
3.2. The Committee shall ensure that the Trust Board is adequately
assured in relation to all quality, clinical governance, and
Health & Safety and research matters which will include, but is
not limited to:
•
•

Infection control
Appraisal and revalidation
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•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•

Clinical outcomes by specialty and consultant
Privacy and dignity
Regulatory compliance
Safeguarding Children’s and Adults
Nutrition
Quality assessment of CRES CIPprojects
Medicines management/storage
CQUIN delivery
Patient transfer
Patient information
Complaints and patient feedback management
Incident reporting
Risk management
Medical records
Health & Safety – Fire, radioactive material, slips/trips/falls,
safety of staff and contractors
Clinical claims management

Regulatory Compliance
3.3. The Committee shall assure itself that all regulatory
requirements are complied with, with proven and demonstrable
assurance, and immediate and effective action is taken where
this is identified as deficient.
3.4. The Committee shall monitor and assure itself that it can with
confidence, and evidence, assure the Trust Board, patients,
public, and other stakeholders (e.g.: Care Quality Commission,
NHS Trust Development AuthorityImprovement, Department of
Health, commissioners) that the Trust is complying with its
regulatory requirements and meeting its targets; and can
evidence this.
3.5. The Committee shall seek to embed the culture of compliance
within the organisation, so that it happens as part of normal

Quality and Risk Management Committee Terms of Reference

Approved by the Trust Board
2 June 2016

business, and not as a separate activity, contributing directly to
a well-run organisation and the quality of patient care.
3.6. The Committee shall ensure compliance with the Care Quality
Commission registration requirements and standards. The
Committee shall also monitor key areas of compliance, such as
NHS insurance (NHSLA General Risk Management Scheme
and Clinical Negligence Scheme for Trusts), the NHS
Constitution, and other key areas of compliance as they arise.

the reporting loops closed. In doing so, ensuring that
there are robust links with clinical and non-clinical
directorates to ensure a culture of quality and risk
management is present throughout the organisation.

Safety
3.9. The Committee shall hold the safety of patients, public and
staff, as well as the reputation of the Trust, as a core value in
assessing assurance, quality governance and risk.

Risk Management
3.7. The Committee shall ensure the Trust has robust clinical and
Health & Safety risk management systems and processes in
place. Appropriate risk management systems and processes
will remove, reduce, avoid, prevent or manage risks, whilst
enabling innovation, to ensure the best possible patient care.
3.8. In particular, the Committee will:
•

•

•
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ensure that an up to date risk register is maintained, and
that all staff are able to access the risk register to raise
concerns and know that concerns will be reviewed and
addressed.
ensure that the Board Risk & Assurance Register
(BR&AR) provides an effective source of assurance to
the Board on the management of strategic risks along
with operational risks that are escalated by directorates
above a defined tolerance level, as set out in the Trust’s
Risk management Strategy. The BR&AR will be
presented at least quarterly to the Trust Board for review
and approval.
act as the forum for risk to be discussed, and ensure that
where serious concerns are raised, action is taken, and
that action plans are carried through to completion, and

4.

Conduct of business

4.1. The Trust Secretary shall be Secretary to the Committee and
the Corporate Services Manager shall attend to take minutes of
the meeting and provide appropriate support to the Chairman
and Committee members.
4.2. The Committee shall be supported administratively by the Trust
Secretary, whose duties in this respect will include:
•

agreement of agendas with Chair and attendees and
collation of papers

•

taking the minutes

•

keeping a record of matters arising and issues to be
carried forward

•

advising the Committee on pertinent issues/areas

•

provision of a highlight report of the key business
undertaken to the Trust Board following each meeting, in

Quality and Risk Management Committee Terms of Reference

the public session where possible.
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5.3. The Committee will report to the Board annually on the
performance of its duties as reflected within its Terms of
Reference.

Frequency
4.3. The Committee must consider the frequency and timing of
meetings needed to allow it to discharge all of its
responsibilities. Meetings will be held at least four times per
year, with additional meetings where necessary.

Notice of meetings
4.4. An agenda of items to be discussed will be forwarded to each
member of the Committee and any other person required to
attend, no later than five working days before the date of the
meeting. Supporting papers will be sent to Committee
members and to other attendees as appropriate, at the same
time
4.5. In normal circumstances, a minimum notice period of two
weeks must be given for any other meetings of the Committee.
Emergency meetings can be arranged, at shorter notice, if this
is approved and evidenced as such, by the majority of the
members of the Committee.

5.

Reporting

5.1. Formal minutes of Committee meetings will be recorded; and
will normally be confirmed as accurate at the next meeting of
the Committee.
5.2. The Chair of the Committee shall draw to the attention of the
Board any issues that require disclosure to the full Board. The
Committee shall also raise any significant concerns in relation
to the business undertaken directly with the Board in a timely
manner.
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6.

Review

6.1. These terms of reference will be subject to an annual review.
The Committee shall conduct an annual self-assessment on
the performance of its duties as reflected within its Terms of
Reference and report any conclusions and recommendations
for change to the Board.
6.2. As part of this assessment, the Committee shall consider
whether or not it receives adequate and appropriate support in
fulfilment of its role and whether or not its current workload is
manageable.
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4. Key Risks Identified and Impact

1. Purpose

4.1. There were no key risks identified.

1.1. To present an update to the Board following the
meeting of the Committee on 27 May 2016.

5. Key Decisions

2. Background

5.1. The Committee approved the changes to the Terms
of Reference for the Committee.

2.1. The Remuneration & Nominations Committee, as a
mandatory committee of the Board, is required to
report to the Board after each meeting.

6. Exceptions and Challenges
6.1. There were no exceptions or challenges to the
Committee conducting its business.

2.2. The Committee is also required to review their Terms
of Reference on an annual basis and present the
proposed changes to the Board for approval

7. Governance and Other Business
7.1. The Committee considered a number of minor
change to the Terms of Reference, which included

3. Business Undertaken
3.1. The Committee considered the following issues:
3.1.1. An update on the secondment of the Director
of Strategy was received and it was agreed
that his secondment to NHS England would be
extended for a further six months.
3.1.2. The Chief Executive confirmed that all
Executive Director appraisals had been
completed and a short, written summary would
be provided to the next meeting in June 2017.

•

Changing the Committee Chairman to a NonExecutive Director from the Trust Chairman. This
mirrors current arrangements

•

Updated title for the Director of People and
Transformation

•

Changed
references
from
NHS
Trust
Development Authority to NHS Improvement.

8. Future Business

3.1.3. An update on the Non-Executive Director and
Trust Chairman recruitment processes were
provided. The Committee noted that due to the
general election the Non-Executive Director
recruitment was on hold and the start of the
Trust Chairman recruitment would be deferred
by 2-3 weeks.

8.1. The Committee will be focusing its attention on the
following issues:
8.1.1. Summary of Executive Director appraisals
8.1.2. Review the Board’s skills and capability
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9. Recommendations
9.1. The Trust Board is asked to note the update from the
meeting held on 27 April 2017 and approve the
revised Terms of Reference.
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Committee Terms of Reference

Remuneration and Nominations
Committee Terms of Reference
Purpose - The Committee is established to advise on the
appointment of the chief executive and executive directors;
and to determine the remuneration and terms of service for the
Trust’s chief executive and executive directors. It will also
advise the Board on the size, structure and membership of the
Trust Board and executive directors.

Date Adopted

TBC 2 June 2016

Review Frequency

Annual

Core Accountabilities
Terms of reference drafting

Trust Secretary

Review and approval

Remuneration and Nominations
Committee

Adoption and ratification

Trust Board
Trust Chairman

1.

Authority

1.1. In accordance with the requirements of the National Health
Service Trusts (Membership and Procedure) Regulations
1990 (as amended) (“The Regulations”) the Board hereby
resolves to establish a committee of the Board to be known as
the Remuneration and Nominations Committee (“the
Committee”).
1.2. The Committee is constituted as a standing committee of the
Trust Board. Its constitution and terms of reference shall be
as set out below; and will be subject to amendments
approved by the Trust Board.
1.3. The Committee is authorised to seek information it requires
from any employee of the Trust. All members of staff are
directed to co-operate with any request made by the
Committee. The Committee is authorised to obtain legal or
other independent professional advice and to secure the
attendance of such outsiders with relevant experience and
expertise that it considers necessary.
1.4. The Committee is authorised by the Board to make decisions
within its terms of reference, including matters specifically
referred to it by the Board.

2.

Membership and attendance at meetings
Membership

2.1. In accordance with the Regulations, the membership of the
Committee will consist of all of the Non-Executive Directors of
the Trust. No deputies can be appointed.
2.2. The Trust ChairmanA Non-Executive Director will chair the
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meetings of the Committee. In the absence of the appointed
Committee Chairman, another Non-Executive Director the
Vice Chairman will chair the meeting. In the absence of both,
a Non-Executive Director will be appointed by the Committee
to chair the meeting.
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senior managers on locally-determined pay outside of
Agenda for Change rules) during the recruitment
process; and on appointment.
•

recommend and monitor the level and structure of
remuneration and any compensation payments, and to
note pension entitlements, for the Chief Executive and
executive directors (and if applicable senior managers on
locally-determined pay outside of Agenda for Change
rules)

•

advise upon and oversee contractual arrangements for
the Chief Executive and executive directors (and if
applicable senior managers on locally-determined pay
outside of Agenda for Change rules)

•

approve the submission, to the NHS Trust Development
AuthorityImprovement (NHSINTDA), of proposed
severance and termination payments for the Chief
Executive and executive directors (and if applicable
senior managers on locally-determined pay outside of
Agenda for Change rules)

•

to ensure that a robust and effective process is in place
to meet the requirements of the Fit and Proper Persons
Test for all existing and future director (Executive and
Non-Executive) appointments

Quorum
2.3. Quorum will be achieved through the presence of three
members of the Committee. Quorum must include the Trust
Chairman, for decisions relating to the appointment and
position of the Chief Executive.

Attendance
2.4. On invitation from the Chairman of the Committee, meetings
may be attended by:
•

the Trust Chief Executive

•

the Director of People and Organisational
HealthTransformation, (or equivalent executive lead for
the Trust with responsibility for the human resources
functions of the Trust)

•

any other person who has been invited to attend the
meeting by the Committee Chairman

3.2. The Committee will consider:

3.

Roles and responsibilities
Remuneration and terms of service

3.1. The Committee will operate within the Trust’s approved
scheme of delegations, to:
•
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approve the remuneration and terms of service of the
Chief Executive and executive directors (and if applicable

•

key contractual terms of appointment, such as length of
contract and arrangements for termination

•

all aspects of remuneration including pension and other
emoluments, including performance related pay

•

provision of other benefits, including cars and
allowances, including relocation allowances

Remuneration and Nominations Committee Terms of Reference

Approved by the Trust Board
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3.3. When setting remuneration, the Committee will take account of
the need to seek to attract and retain individuals of the
necessary calibre, having regard to the needs of the Trust, and
any relevant national and local benchmarking information.

3.6. The Committee will report the results of the annual assessment
of the performance of the Chief Executive to NHS
Improvementthe NTDA, in accordance with the Authority’s
instructions: specifically, the Committee will agree the
performance category that the Chief Executive is assessed to
have achieved (outstanding; exceeds expectations;
satisfactory; or not satisfactory); and report this to the NTDA
NHSI within the timescales set. (for 2012/13 this was before 30
June 2013).

Nominations
3.4. The Committee will:
•

•

•

review annually the effectiveness of the Trust Board,
including its structure, size and composition (including
the skills, knowledge and experience) required of the
Board and make recommendations to the Board with
regard to any changes consider the likely future needs of
the Trust
make plans for preparing the succession for all Board
member roles including the Chairman, Non-Executive
Directors, Chief Executive, and other executive directors
approve the process for identifying and nominating
candidates for appointment to posts at executive director
level

•

approve the process for identifying and nominating a
candidate, to fill the position of Chief Executive

•

consider any matter relating to the continuation in office
of any executive director, including their suspension or
termination of service as an employee of the Trust

3.5. The Committee will consider the performance of the Trust
Board and will receive and review the results of the annual
appraisal of the Chief Executive, carried out by the Chairman;
and the annual appraisals of the executive directors, carried
out by the Chief Executive.
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3.7. The Committee will review the extent to which directors have
achieved their objectives for the past year and advise on the
objectives set for the Chief Executive and executive directors
for the forthcoming year, taking into account its assessment of
the effectiveness of the Board and its strengths and
weaknesses.
3.8. Before an appointment is made, the Committee will evaluate
the balance of skills, knowledge and experience on the Board
and in the light of this evaluation, prepare a description of the
role and capabilities required for a particular appointment.
3.9. The Committee will ensure that the appointment process is
designed to attract the best candidates, through use of a range
of open advertising or the services of external advisers to
facilitate the search. The Committee will seek to consider
candidates from a wide range of backgrounds and will consider
candidates on merit against objective criteria.
3.10. The Committee will approve any temporary or interim
arrangements for appointing the Chief Executive and executive
directors. It will ensure that the appointment of acting directors
for absent executive directors, or vacant posts complies with
constitutional requirements.
3.11. The Committee will ratify any matters relating to the
continuation in office of any executive director at any time
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including the suspension or termination of service of an
executive director as an employee of the Trust subject to the
provisions of the law and their service contract
3.12. The Committee will make any recommendations to the Board
on any Board restructuring proposals

4.

Conduct of business

4.1. The Trust Secretary will provide the administrative support to
the Committee and will be the secretary to the Committee.
The Trust Secretary will:
•

provide timely notice of meetings

•

forward agendas and supporting documents to
members and attendees in advance of the meetings

4.2. In exceptional circumstances, the Chairman of the Committee
may make other arrangements for secretarial support in
instances where the confidentiality of information and
discussion dictates. As a minimum, the record of these
meetings must be sent to the Trust’s external auditor.

Frequency
4.3. The Committee shall meet every six months at least. Further
meetings can be called at the request of the Committee
Chairman, or on the advice of the Director of People and
Organisational Health
4.4. Meetings will be held whenever a board appointment, removal
of a director, or a board restructuring is proposed.

Notice of meetings
4.5. The annual meeting of the Committee will be set in advance
as part of the planning of the Trust Board and Committee
meetings annual calendar.
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4.6. An agenda of items to be discussed will be forwarded to each
member of the Committee and any other person required to
attend, no later than five working days before the date of the
meeting. Supporting papers will be sent to Committee
members and to other attendees as appropriate, at the same
time.
4.7. In normal circumstances, a minimum notice period of two
weeks must be given for any other meetings of the
Committee. Emergency meetings can be arranged, at shorter
notice, if this is approved and evidenced as such, by the
majority of the members of the Committee.

5.

Decisions of the Committee

5.1. Decisions may be taken by written resolution upon the
agreement of the majority of members of the Committee in
attendance, subject to the rules on quorum stated earlier.

6.

Reporting

6.1. Formal minutes of Committee meetings will be recorded.
6.2. Full minutes of the Remuneration Committee will be sent in
confidence to all members of the Committee, regardless of
whether they attended. These shall also be made available,
on request, to the NHS Trust Development Authority and the
Trust’s internal and external auditors.
6.3. The Trust Secretary will prepare a report of the decisions of
the Remuneration Committee which will be presented to the
Trust Board following each meeting. The report will address
the main items discussed and decisions made by the
Committee. The report will confirm that the Committee has
discharged its responsibilities, as set out in these terms of
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reference. The report will not include specific detail relating to
individuals or the deliberations of the Committee.
6.4. The Committee will ensure that board of directors’
emoluments are accurately reported in the required format in
the Trust's annual reports.
6.5. The Committee will produce an annual report of the Trust’s
remuneration policy and practices which will form part of the
Trust’s annual report.

7.

Review

7.1. The Committee will review these terms of reference annually.
This review will include a self-assessment of its effectiveness
in discharging its responsibilities as set out; and in delivering
against the needs of the Trust. Its conclusions and
recommendations for change will be reported for approval to
the Board.
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North Bristol NHS Trust
that this was partly due to the impact of Easter
and the busyness of the hospital.

1. Purpose
1.1.

To present an update on the business transacted
by the Trust Management Team (TMT) at its
meeting held on 16 May 2017.

Improvement Programme Plans
3.4.

2. Background
2.1.

2.2.

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

•
•
•
•
•
•

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

3. Business Undertaken
3.1.

3.2.

3.3.

The Management Team received proposals for
the Trust’s six improvement programmes which
had been developed by the Programme
Management Office (PMO) in conjunction with the
clinical and executive leads. The plans covered:

The TMT focused its attention on the following
areas:

Length of Stay (LoS)
Theatres
Outpatients
Workforce
Non-pay
Medicines Optimisation

3.5.

Update on Financial Special Measures (FSM)
and Month 1 Finance

Each plan was based on the same format, with a
clear vision, deliverables, risks, benefits, timeline
and roles and responsibilities.

3.6.

The Management Team received an update on
the actions surrounding moving out of FSM and
possible timescales. The month 1 financial
position was also considered and it was noted
that although the position was favourable to plan,
non-pay spend was higher than planned and
further work was required to full identify and
implement the cost improvement plans for the
year.

Each Programme Clinical Lead was challenged to
confirm whether any changes were required of
the plans. In relation to LoS, the Clinical Directors
in their pre-meeting had identified the need to
have more robust plans in place to ensure the
right bed capacity was in place, particularly during
Winter. This was agreed and it was noted that this
would be a key area of discussion during a
planned LoS workshop.

3.7.

The TMT agreed to monitor delivery of the plans
at each meeting, with regular reports to be
provided to the Trust Board.

The TMT debated the issues with elective activity
levels, which were slightly behind plan, and noted
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5. Key Decisions

Trust Objectives
3.8.

5.1.

The TMT considered the Trust’s objectives for
2017/18, and how these could be easily
communicated to staff at all levels of the Trust.
The TMT debated the language used and
expectations, and agreed that the final set of
words would be finalised and formatted into a
document which could be shared by the end of
May 2017.

6. Exceptions and Challenges
6.1.

•

•

•

Due to sickness and leave the TMT were unable
to consider the learning from Winter 2016/17 and
agreed to defer this until the June 2017 meeting.

7. Governance and Other Business

4. Key Risks Identified and Impact
4.1.

The TMT agreed the objectives for 2017/18.

TMT recognised and discussed risks relating to:
the recent cyber-attack which had affected
computers across the world. Neil Darvill,
Director of Informatics, provided an update on
the steps the Trust had taken prior to the
attack, over the weekend and subsequently to
remain resilient to the attack. The Trust had
not been affected but was remaining vigilant.
bed capacity to manage forecast demand,
particularly for the winter 2017/18. It was
agreed to focus the TMT’s attention to this at
the June meeting alongside the Length of Stay
programme would be a key enabler to reduced
occupancy.
the stability of services at Weston General
Hospital and the possible impact on the Trust.
Mitigating actions had been developed and
would be considered as part of the system’s
response.

7.1.

The TMT received an update from the Health &
Safety Committee on its work.

7.2.

The TMT received an update on the current state
of the hospital which was at a very high bed
occupancy, with most escalation areas being
utilised. Additional planning meetings were in
place to identify and implement actions to
manage flow.

8. Future Business
8.1.

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

•

Considering bed capacity and length of stay
plans
Robustness and completeness of cost
improvement plans
Implementation of Service Line Management.

•
•

9. Recommendations
9.1.

The Trust Board is asked to note the update
provided on the work of the TMT
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