North Bristol NHS Trust
Board Meeting
Thursday 28 November 2013
11.30am, Board Room, Trust Headquarters, Frenchay Hospital

AGENDA FOR PUBLIC SESSION
1.

APOLOGIES FOR ABSENCE: Sasha Karakusevic

2.

TO RECEIVE QUESTIONS FROM MEMBERS OF THE PUBLIC

3.

TO RECEIVE QUESTIONS FROM HEALTHWATCH REPRESENTATIVES

4.

MINUTES
Minutes of the Trust Board meeting held on 31 October 2013

Enc

5.

ACTION LOG

Enc

6.

QUALITY, SAFETY AND RISK MANAGEMENT
6.1
6.2
6.3

7.

Activity and Performance Report
Finance Report
Finance and Performance Committee report (25/11/13)
NTDA Accountability Framework- Board Statements

KB/Enc
CP/Enc
ML/Verbal
AY/Enc

STRATEGY AND DEVELOPMENT
8.1
8.2
8.3

9.

SJ/Enc
CB/Enc
CB/Enc

FINANCE AND PERFORMANCE
7.1
7.2
7.3
7.4

8.

Patient Story (verbal) and Quality Report
Infection Control Report
Medical Staff Appraisal

Southmead Hospital Redevelopment Highlight Reports
Development Committee Report (14/11/13)
Senior Leaders Events

MC/Enc
AW-P/Enc
HH/Enc

STATUTORY COMMITTEES
9.1
9.2
9.3
9.4

Board Committee Structure, Terms of Reference and Timetable
Remuneration & Nominations Committee – report,
revised Terms of Reference & forward plan
Charitable Funds Committee Report (11/11/13)
Charitable Funds Accounts 2012/13 and Letter of Representation

10.

CHAIRMAN’S REPORT

11.

CHIEF EXECUTIVE’S REPORT

12.

ANY OTHER BUSINESS

13.

DATE OF NEXT MEETING : Thursday 30th January 2014

AY/Enc
PR/Enc
NP/Enc
CP/Enc

North Bristol NHS Trust
Minutes of the North Bristol NHS Trust meeting held on 31 October 2013
Present:

Mr P Rilett (Chairman)
Dr C Burton
Mr M Coupe
Mr K Guy
Mr H Hayer

Mrs S Jones
Mr M Lawton
Mr N Patel
Mr S Wood
Ms A Young

In Attendance:

Mr N Baker
Ms K Brown
Mr R Cottle

Mr P Cresswell
Mr C Puckett
Mr N Stibbs

Observers:

Mr J Britton and a clinical member of staff

Apologies:

Mr S Karakusevic, Mr R Mould, Ms C Phillips and Prof A
Waterman-Pearson
ACTION

206/13

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

207/13

QUESTIONS FROM HEALTHWATCH
There were no questions from Healthwatch and Sue Jones
reported that Healthwatch was currently recruiting for
representatives

208/13

MINUTES
The minutes of the meeting of 26 September 2013 were agreed
as an accurate record.

209/13

MATTERS ARISING/ACTION LOG
i)

Closed Actions

The Board reviewed the Action Log and agreed that Actions 35,
55, 64, 66 and 67, 73, 75 and 76 had been completed and would,
therefore, be closed.
The following items were discussed in more detail
(ii)

Action 9 (Minute 12/13 refers)

New activity and performance reports to be produced for the
integrated performance report.

SK
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(iii)

Action 39 (Minute 92/13 refers)

Issue to be discussed at rearranged development session on 5th
November.
(iv)

Action 74 (Minute 167/13 refers)

This was dealt with in the highlight reports on the Southmead
Redevelopment but under the standard NHS PFI contract Mike
Coupe reported that North Bristol was responsible for changes
required by legislation.
(v)

Action 81 (Minute 192/13 refers)

Monthly meetings with Carillion discuss all certifications and other
requirements for the new building. The fire certificate was being
overseen by independent contractors and the Board will be
appraised of the timing of the need for this specific requirement.
(vi)

SW

Action 84 (Minute 198/13 refers)

Congratulations passed on to major trauma team.
210/13

PATIENT STORY
Sue Jones verbally provided a story regarding 20 year old ‘Tom’
brought into the hospital as a major trauma following a car crash
on 7th April near Warminster. He had been cut from his car and
airlifted to Frenchay.
He remembered nothing of the crash but did remember being in a
good mood when he was brought into the hospital. He had
suffered a broken pelvis, ruptured spleen and two broken elbows.
He had met the surgeon before a long operation and had been
put at his ease. Several days had been spent in the Intensive
Care Unit where staff had been wonderful, talked to him a lot,
inspired laughter and worked as a team in moving him to ease the
pain and in giving injections. They had been professional and
compassionate.
There had followed six weeks on a ward where staff had been
equally wonderful and then six weeks at his parents’ home with
district nursing. Six months on he was now able to walk and was
about to go back to work.
His parents reported that he had been very calm in the accident
and emergency department and they had been impressed by the
surgeon who had been optimistic, pleasant and good humoured.
The operation had clearly gone well and they had spent every day
in the Intensive Care Unit from 10.00 am to 5.00 pm. He had
received very good care on the ward despite the fact that it had
not been a trauma ward and it had been very clean. He had then
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been transferred to Frimley Park where had also received good
care.
Mr Meehool Acharya who had operated on ‘Tom’ said that he had
suffered poly trauma but was pleased about the outcome.
Mismanagement or delay could lead to death or permanent hip
dysfunction and there was a 30% mortality rate associated with
pelvic and acetabular injuries The trauma service used the
PROMS and direct patient feedback to help learning and to
improve the service.
The Board noted the report and its illustration of the use of
stories and outcomes to help improve treatment and care
211/13

QUALITY REPORT
Sue Jones introduced the Quality report incorporating the latest
quality and patient experience dashboards, the serious incident
report and the CQUIN scheme forecasts. She highlighted:
• The WHO checklist compliance remained of concern and
the Theatre Programme Board would drive the
improvement plan. The commissioners and the Trust
Development Authority were supportive of the plans. Near
miss events were being more rapidly and openly reported
and changes to Cerner meant that data entry was less
onerous
• Nutrition assessment also remained of concern and each
matron had a plan for improvement. Surgery, in particular,
needed work
• There was continued reduction in falls and the timeliness
of complaint responses was at its best level for a year.
Work with the Patient Association would be undertaken to
improve the quality of responses
Harry Hayer referred to the Sampling Errors rate and questioned
what rate might be expected. Sue Jones said that there was no
benchmark but the commissioners were working with the Trust
and they felt reassured that the Trust was undertaking adequate
work to reduce them as much as possible.
Nick Patel noted the five safeguarding cases and Sue Jones said
that they related to Malvern Ward. Some had now been
substantiated and others found to be without grounds.
Sue Jones said that response rates for the Friends and Family
Test still needed to improve although the score was relatively
good and the information was fed back to individual wards. A
certificate was given to the ‘Ward of the Month’ and the latest one
had gone to Henderson Ward at Thornbury. Coincidentally,
Henderson had been visited by the CQC recently and been given
a good rating in the preliminary report.
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Sue Jones said that the last of the CQUIN schemes had only
been signed off the previous week and planning for next year’s
would begin soon. Patient flow and the four hour performance
was the biggest scheme in value. Details on actual performance
would be available in November when it would be useful to show
which schemes had little control from NBT.
Finally, Sue Jones reported that under the new Intelligent
Monitoring scheme run by the CQC the Trust had been given a
surveillance banding of five out of six (where 1 was highest risk
and 6 was lowest risk). This was based upon 150 indicators and
would be updated quarterly.
The Board noted the Quality Report.
212/13

SAFE STAFFING
Sue Jones presented the second report to the NBT Board on
Safe Staffing, which the Francis Report had recommended should
be reviewed by Boards every six months. It showed both a
current and forward look at nurse staffing, particularly focused on
post new hospital arrangements. She noted that there were calls
on a national basis from some organisations to set a minimum
ratio of 1:8 registered nurse to patients but the overall view was
that this should only be one indicator and not an absolute
measure. The detailed paper gave assurance that the Trust had
safe staffing that was also affordable and innovative. Future
reports would include information on acuity of patients.
Harry Hayer referred to the unsafe staffing incidents data and
suggested comparisons might be better shown by percentage
figures per bed days. There also appeared to be a correlation
between having a higher proportion of non-registered staff and
less reporting of unsafe incidents. Sue Jones noted that there
was a variation but it would be too simplistic to say that a higher
proportion of one led to greater safety. Other support staff also
played a role.
Sue Jones noted that team development for the new hospital
would be taking place over the next two months as the matron
and supervisory sisters were appointed.
The Board noted the assurance given in the Safe Staffing report.

213/13

CONTROL OF INFECTION REPORT
Chris Burton presented the Infection Control report for
September. There had been one case of MRSA in a complex
trauma patient. This was the first case for seven months and the
investigation so far had not identified the source. There had been
two cases of MSSA but the year to date figure was still below the
target trajectory.
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C Diff continued to prove difficult to control and the target figure
for the year seemed unlikely to be achieved. Half of the cases
were of patients under 60 years of age so the age threshold at
which probiotics were being given may be lowered. Sue Jones
was working with heads of nursing to tighten ward level practice
and he had asked the TDA to send in its infection control expert
again.
The Board resolved to note the report
214/13

ROBERT FRANCIS REPORT
Sue Jones presented a report on the actions it had taken, and
was going to take, on the recommendations from the Robert
Francis Report.and the Public Inquiry Report. This was the third
report to the Board and all Trusts were expected to confirm their
actions by the end of November. She said that NBT’s approach
had been to factor in the recommendations with the work already
going on to improve quality and to use the CQC’s key questions
to frame the assurance. Two further reports had been published
since the Francis Report which were pertinent to the NHS quality
agenda and these would be taken into account in further actions
in addition to complying with the CQC’s more rigorous inspection
regime.
She noted that one theme had been rated as red which was
complaints. Her view was that the Trust was now moving in the
right direction with the actions that had been taken on complaints
and with better patient feedback this would quickly become at
least amber rated. Presentations on the Francis Report, piloted
with the Core Clinical Services Directorate, were now being
communicated to all staff.
In answer to Nick Patel, Sue Jones said that social media
complaints were often responded to immediately and were not
counted within the routine statistics. The Trust was in a strong
position regarding social media communications. She and Andrea
Young looked at every single complaint and since September the
rate of response had improved markedly.
Ken Guy felt that it was important that the board was assured that
responses were being progressed quickly and Sue Jones said
that the implementation of iCARE would address some of the
issues that formed the themes around complaints. The Board
would need to reflect at some point in the future whether it was
genuinely making progress on the Trust’s cultural health.
The Board noted the report and approved the proposed actions
on quality and the oversight by the Quality and Risk Management
Committee. It also approved the proposed approach to informing
staff and the public of the Trust’s response to the Francis Report.
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215/13

BOARD RISK AND ASSURANCE REGISTER
Andrea Young presented the quarterly update of the Board Risk
and Assurance Register which showed an overall improvement in
the risk profile. No new risks had been added and the scoring on
eight risks had been reduced. These included the risks related to
the transfer of services and the future achievement of Foundation
Trust status. Three risks had been increased including workforce
stress and performance issues largely because of the significant
changes the organisation was going through. She noted that the
Move project was monitored as a major programme and the risks
would start to become more tangible once the training element
started after Christmas and patient names began to be put onto
lists for clinics in the new hospital.
Since the register was largely a snapshot in time it was agreed
that a target was required for the Move project and the Board
would seek assurance in January that the forecasts for the Move
project were achievable.

MC

The Board approved the updated Board Risk and Assurance
Register.
216/13

QUALITY AND RISK MANAGEMENT COMMITTEE
The Board received the report from the Quality and Risk
Management Committee meeting held on 7th October and the
following issues were highlighted:
•
•
•
•

approval of the establishment of a joint Clinical Ethics
Advisory Group with University Hospitals Bristol
Foundation Trust
approval of revised Standards of Business Conduct and
Raising Concerns policies
approval of the Francis Report for the Board
the annual reports from the Health and Safety, Control of
Infection, Safeguarding Children and Safeguarding Adults
Committees

Within the assurance given in the annual reports the Board noted
the work on stress, the actions undertaken on childrens’ serious
case reviews, mapping of peer reviews in directorates, and
recovery of training compliance levels. It was also noted that the
Safeguarding Adults annual report incorporated reports on how
the Trust dealt with patients with Dementia and patients with
Learning Disabilities.
The Board noted the report.
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217/13

ACTIVITY AND PERFORMANCE REPORT
Karen Brown presented the Activity and Performance Report and
concentrated on the performance of the Emergency Department
which showed an improvement in September and an
improvement from the first quarter of the year to the second
quarter. Some difficult days late in September and into October,
however, had put the Trust into black escalation positions.
Andrea Young reported that there had been an increase in the
volume of attendances in ED of 16% from the first quarter to the
second quarter. This had a major impact, particularly when they
were clustered in late afternoons/evenings and Sundays leading
to delays in assessments. With insufficient discharges taking
place on a Friday there was a considerable challenge for staff at
the beginning of each week. In addition there were more complex
patients requiring care outside of NBT and work was ongoing to
address these issues with partners. From next week, for example,
additional ambulance capacity had been agreed to provide
transport between sites and outside of NBT.
The main problem was the flow of patients and the directorates
had been given a five point plan to address the main issues which
meant reinforcing leadership, removing non-patient-flow activities
from the clinical site team, further improving access to real time
information to assist in co-ordination of patient flow and providing
more see and treat capacity, particularly at weekends, to cope
with surges. Winter Pressures money would be used to bring in
Occupational Therapists, Physiotherapists and ECPs.
Andrea Young reminded the Board that the Trust’s partners were
also experiencing the increase in demand and Karen Brown said
that there was a system-wide communication plan being
developed for the Winter to address the default position of the ED
as the first port of call for patients and for 111 referrals. GPs had
been given money to run weekend clinics and at busy times
patients waiting in ED were warned of the potential waiting period
and that they could go the Minor Injuries Unit or their GP. Having
arrived at the ED and often paid for parking, however, some were
reluctant to use the alternatives. The volumes of patients using
the Yate MIU, however, had increased.
The Chairman noted that many resources had been used in trying
to improve the ED performance and the efforts of staff were much
appreciated by the Board but the Trust appeared still not to have
a sustainable position. Andrea Young said that executives were
now clearer about the actions needed and individuals would be
attending ward meetings to reinforce discharge requirements.
Andrea Young referred to issues regarding the waiting time for
spinal surgery. Only two consultants could undertake this work
and she had asked that the Trust stop adding to their waiting lists.
Alternative operation sites at the Spire, Taunton and Oxford were
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being considered and other solutions would be discussed with the
consultants the following week. They would also be freed up from
their other work. 320 patients had now waited over 18 weeks and
165 over 35 weeks. Additional help was being sought prior to the
appointment of a third consultant in May.
The Board noted the report.
218/13

WORKFORCE REPORT
Harry Hayer presented the quarterly report on workforce activity
and said that staff levels had slightly increased over the last six
months. Bank staff usage had also risen and accurate plans and
a successful recruitment strategy would reduce the Trust’s
reliance on Bank staff. If there were no Bank staff the Trust would
have to reduce its overall head count by only 200. It needed to
find the correct ratio of employed to Bank.
‘Flu vaccinations had been given to 2,600 front line staff which
was about 42% of the target population and 87% of staff had so
far received their appraisal.
Harry Hayer made a personal plea regarding the employment of
BME staff and the desire to improve the numbers of such staff in
higher grades. The NHS in Bristol was an outlier with only 50%
BME employment compared to the city’s profile. Role modelling
and mentoring opportunities would improve the issue and he
would approach individual executives and non-executives for
help.
Questioned about part time working Harry Hayer said that it was
valued by staff but it needed to be balanced with the Trust’s
requirements. Sue Jones noted that all part time requests for
clinical posts needed to be reviewed carefully taking into account
mandatory training requirements and the need for continuity of
care but the Board also noted that some part time working was
beneficial to the Trust. Andrea Young said that given all the other
changes currently taking place the current approach should be
retained but the focus should be on making e-rostering work to
strengthen workforce planning.
The board noted the Workforce report.

219/13

FINANCE REPORT
Nigel Baker presented a report on the finance position as at the
end of September with the Trust £1.6 million in surplus against a
plan of £3.1 million but less adverse than at the end of August. He
expressed confidence in achieving the forecast surplus of £5.6
million.
He noted that savings were £2.9 million less than planned and
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length of stay and theatre and outpatient utilisation especially
were below their planned levels. It was likely that the target would
be missed by over £6 million which would need to be addressed
by non-recurrent measures. He also reported that the cash
position was £15.5 million below plan due to the shortfall in the
surplus, a temporary shortfall in transitional income and an
outstanding debt relating to over performance. The forecast cash
position, however, was expected to be achieved.
Mark Lawton said that the Finance and Performance Committee
had expressed concern at the shortfall in cash but it was a matter
of other NHS bodies holding on to money rather than any internal
problem. It had looked at the growth in the capital plan but was
now assured that controls were in place. The poor performance of
the Cash Releasing Schemes was a concern particularly after
budgets had been rebased for 2013/4 so directorate performance
needed to be scrutinised more closely. It was disappointing that
non-recurrent resources would be needed to meet the target.
The Board noted the report and agreed to receive a report on the
cash position in November if it was not back on plan.
220/13

CAPITAL EXPENDITURE PLAN
Nigel Baker presented the capital expenditure plan for 2013/4
which showed a total value unchanged from the amount reported
to the Board in March but with significantly altered details.
Questioned by Ken Guy, Nigel Baker said that the changes had
an effect on next year but the plan for 2014/5 was being
rebalanced to remain within the overall plan to achieve what was
necessary but it would have no room for any contingencies.
The Board approved the Capital Expenditure Plan for 2013/14.

221/13

NTDA ACCOUNTABILITY FRAMEWORK AND BOARD
STATEMENTS
Andrea Young presented the Trust’s current Governance and
Finance Risk Ratings which were 2.5 and 3 respectively. The
former had worsened in September because of the Four Hour
Wait and C Diff situations. Also presented were the
recommended statements on compliance with all Monitor’s
provider licence conditions and the 14 Board Statements. She
recommended that the statement regarding compliance with all
existing targets be answered ‘yes.’ This reflects the Trust’s clarity
of the actions it needs to take, the improved systems and working
arrangements that now exist to deliver them and greater
assurance that these are beginning to deliver the right outcomes.
The Board considered and approved the responses to the
Monitor Provider Licence and the 14 board statements
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222/13

SOUTHMEAD HOSPITAL REDEVELOPMENT PROGRAMME
Mike Coupe presented the highlight reports from the
Redevelopment Programme, the Move Project, the Jigsaw
‘Project’ and the Frenchay Disposal Project and reminded the
Board that a Gateway 4 review was to take place in December
and he would report the outcome in January.
He reported that Pembury had just concluded a peer review of the
Move Project and considered that the planning and processes
were good but the levels of committed resources and live testing
needed to be raised. It also considered that more scrutiny was
required on the facilities management changes particularly
regarding the robots in the new hospital and the functioning of IT
systems and medical records.
The Board noted the report

223/13

NORTH BRISTOL/UNIVERSITY HOSPITALS BRISTOL
PARTNERSHIP BOARD
Harry Hayer presented the report from the meeting of the
NBT/UHB Partnership Programme Board. A Board to Board
meeting was being sought in the near future and the meetings of
the Partnership board would move to a quarterly frequency.
The Board noted the report.

224/13

FOUNDATION TRUST UPDATE
Mike Coupe reported that the timeline for applying for Foundation
Trust (FT) status would be discussed at the next FT Project Board
meeting and early work on demography for example would begin
the process for developing a strategy that will also flow from the
CCGs and Local Area Team strategies in 2014.

225/13

NON-EXECUTIVE VACANCY
Harry Hayer reported that interviews had been held for the nonexecutive vacancy the previous week and a recommendation had
been made to the TDA for endorsement within the next two
weeks.

226/13

DEVELOPMENT COMMITTEE
The Board received a report on the assurances and risks
discussed by the Development Committee at its meeting held on
11th October.
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227/13

AUDIT COMMITTEE
Ken Guy presented the report from the Audit Committee meeting
held on 2nd October and highlighted the actions that it had asked
to be taken in 2014 to ensure the 2013/14 Quality Account was
not qualified. He also noted that there appeared to be some
indecision about where the new Estates and Asset Management
Capital Planning Group (EAMCPG) would report and Paul
Cresswell noted that this would be the subject of a report next
month to the Board where the EAMCPG would be recommended
to be part of the Trust’s delivery arm.

228/13

ANNUAL AUDIT LETTER
Nigel Baker presented the Annual Audit Letter from the Auditors
which gave an unqualified opinion on the 2012/13 accounts and
on the Trust’s arrangements for securing economy, efficiency and
effectiveness in the use of resources. It gave a qualified limited
assurance report in respect of the Quality Account which had
been discussed by the Audit Committee and as a key area for
attention it suggested that the Trust ensure that the revised bank
and agency controls were fully applied. Nigel Baker reported that
a drop in usage of agency and bank staff had recently been seen
particularly regarding ‘specialling’.
The Board noted the letter.

229/13

QUALITY ACCOUNT 2012/13
Sue Jones presented the report on the Quality Account for 2012/3
from the Auditors and noted that the issues had already been
discussed in earlier items on the agenda. Actions had been
implemented.
The Board noted the report.

230/13

CHAIRMAN’S REPORT
The Chairman said that he had nothing to report this month.

231/13

CHIEF EXECUTIVE’S REPORT
Andrea Young reported:
• That there had been a tour of the new hospital by the local
MP, councillors and patient representatives who had been
very impressed
• James Henderson had been appointed as a plastic
surgeon specialising in hands, a specialty in which the
Trust was a leading edge organisation
• The new chief executive of NHS England was to be Simon
Stevens, currently president of UnitedHealth’s international
health division.
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•
•

232/13

Five staff had been nominated for leadership awards in the
South West. They were Jane Hadfield, Anne Pullyblank,
Linda Vousden, Julie Bugler and Wilfredo Manuel
She had attended an event as part of Black History Month
with the Lord Mayor and the Trust was promoting the value
of organ donation to the BME population

NEXT MEETING
The next meeting will be held on Thursday 28 November 2013 in
the Board Room, Trust Headquarters, Frenchay Hospital,
commencing at 11.30am.
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North Bristol NHS Trust

Trust Board (Public Session)
Action Log 2013
Status
A Agenda - this meeting
O Open
C Closed

ACTION LOG
Meeting
Date
27/6/13

Minute
Ref

Action
No.

133/13

56

26/9/13

192/13

81

31/1/13

12/13

9

25/4/13

92/13

27/6/13

Action

Owner

Executives to advise on how a commercial group will fit
best into governance structure

AY/CP

Clarification that all certifications for new hospital will be
completed to come to Board through the Move project

SW

Review Status Info.
Date (s)
28/11/13
O Development Committee currently
reviews business cases for commercial
sense
Monthly meetings with Carillion will
negotiate any certifications needed but
necessity of fire certificate prior to
Practical Completion to be checked
Overall Integrated Performance Report
reviewed by Board in October for further
consideration at November
Development session

31/10/13
&
28/11/13

O

Board to have written activity and performance reports that SK
have trend information similar to Patient Experience
Dashboard

28/2/13,
25/4/13,
27/6/13 &
31/10/13

C

39

Board Development session to be used to discuss
HH
relationship of Research Committee and Bristol Health
Partners & also the key short and medium term objectives
for research strategy. To include organogram of Research
and Innovation structure across South West.

31/10/13
&
28/11/13

C

Discussed at Board Development
session on 5 November.

132/13

53

Francis Inquiry actions to be reported on in October

SJ

31/10/13

C

Discussed in October

27/6/13

134/13

57

Complaints, compliments, quality data and inpatient survey SJ
results to be triangulated

O

Will be covered in Integrated
Performance Report for January

25/7/13

158/13

69

Themes behind complaints required in Board reports

SJ

31/10/13
& 30/1/14
31/10/13

C

See Action 86

25/7/13

160/13

71

AY/PC

26/9/13 &
28/11/13

A

Agenda item 9.1

25/7/13

163/13

72

PC

31/10/13

C

Completed

25/7/13

167/13

74

Draft terms of reference of Finance and Performance
Committee to be revised and co-ordinated with
Development Committee taking account of changing
emphasis discussed at Board in September
Mechanism for Move risks being reported to Board to be
described within next BRAR update.
Legal responsibility within the PFI contract for changes
required for new legislation to be checked.

MC

26/9/13 &
31/10/13

C

25/7/13

176/13

77

Actions from clinical directorate conference to be reported
in September

HH

26/9/13 &
28/11/13

A

Standard contract makes NBT
responsible for post PFI building
changes due to legislation. None known
between now and handover
Agenda item 8.4

North Bristol NHS Trust

Trust Board (Public Session)
Action Log 2013
Status
A Agenda - this meeting
O Open
C Closed

ACTION LOG
Meeting
Date
26/9/13
26/9/13
26/9/13

Minute
Ref

Action
No.

185/13
186/13
188/13

78
79
80

26/9/13

193/13

82

26/9/13

195/13

83

26/9/13

198/13

84

31/10/13

212/13

85

31/10/13

214/13

87

31/10/13

215/13

88

31/10/13

219/13

89

Action

Owner

Work on mortality data to be taken through Q&RMC
CAUTI graphs to reflect Trust and non-Trust infections
Audit Committee to review adequacy/clarity of governance
structure once finalised & enacted.
Quarterly Workforce Report to October Board meeting to
include details on appraisals, agency costs, sickness
absence and compliance with training for each directorate
ff
Statement to TDAf on ongoing
compliance withCtargets to

CB
CB
PC/KG

Review Status Info.
Date (s)
30/1/14
O
28/11/13
C Achieved in October
24/4/14
O

HH

31/10/13

C

Completed

Board

31/10/13

C

Completed

SK

31/10/13

C

Completed

SJ

30/4/14

O

SJ

30/1/14

O

MC

30/1/14

O

CP

28/11/13

A

be reassessed in October
Board's congratulations on major trauma performance to
be conveyed to Team
Unsafe staffing incident rates per directorate to be
recorded by percentage of bed days.in next report.
Board to reflect on whether Trust is genuinely making
progress on measures of cultural health as recommended
by Francis Report
Board to see assurance in January that MOVE targets are
on track
Unless debtors are back on plan an explanation of situation
needs to be given to Board in November

Agenda Item 7.2

North Bristol NHS Trust

Trust Board (Public Session)
Decision Log 2013

DECISION LOG
Meeting Minute No. Decision
Date
Ref
31/1/13 8/13
1 Format and content of reporting the Board Risk and Assurance Register approved.
31/1/13 9/13
2 Professional Standards Authority standards for Board members adopted
31/1/13 13/13
3 Postponement of start of pension auto-enrolment for up to three months approved
31/1/13 13/13
4 Trust to contribute 1% of opted out employee's salary to AQPS from October 2012 to September 2017, 2% from October
2017 to September 2018 and 3% from October 2018 onwards
31/1/13 19/13
5 Proposed responses to the 15 board statements within the SOM approved
28/2/13 32/13
6 Risk Management Strategy approved with one amendment
28/2/13 33/13
7 SFIs approved with one amendment
28/2/13 39/13
8 15 Board statements for SOM approved with a correction to SHMI figure.
28/3/13 59/13
Revenue and Capital Budget for 2012/13 approved as work in progress with final budget to Board in May or in April if
9
contract with CCGs concluded.
28/3/13 64/13
10 SOM Board statements approved
11 Approval given for CAUTI and Surgical Site Infection reports to be included in Infection Control Report
25/4/13 76/13
12 Risks, controls, assurances and actions considered adequate and updated BR&AR approved
25/4/13 81/13
13 Revised G&RMC terms of reference and Annual Report approved
25/4/13 82/13
14 Audit Committee Annual Report approved
25/4/13 84/13
15 SOM Board statements approved
25/4/13 93/13
30/5/13 102/13 16 Annual Governance Statement approved subject to changes noted in Action Log
30/5/13 109/13
New corporate governance arrangements approved subject to development work between proposed executive pair and
17
committee chairman
30/5/13 109/13 18 Finance Committee to scrutinise all business cases that require Board approval
30/5/13 113/13 19 Healthy Futures Programme pledge endorsed
115/13
Formalisation of Estates Strategy to be postponed to 2014/15 to include Acute Services Review and Healthy Futures
20
conclusions
30/5/13
30/5/13 117/13 21 Revised revenue budget approved
30/5/13 119/13 22 Responses to 14 Board statements for TDA approved
27/6/13 132/13 23 Proposed actions on Francis Inquiry findings approved
27/6/13 133/13 24 New arrangements for corporate governance approved
27/6/13 133/13
Business case proposals to remain responsibility of Development Committee but Finance Committee to advise on Outline
25
Business Cases and Full Business Cases

North Bristol NHS Trust
27/6/13 133/13
27/6/13
27/6/13
27/6/13
25/7/13
25/7/13
25/7/13
25/7/13
25/7/13
26/9/13
26/9/13
26/9/13
31/10/13
31/10/13
31/10/13
31/10/13

134/13
139/13
146/13
161/13
162/13
163/13
166/13
174/13
187/13
188/13
195/13
214/13
215/13
220/13
221/13

26
27
28
29
30
31
32
33
34
35
36
37
38
39
40
41

Trust Board (Public Session)
Decision Log 2013

Rob Mould to chair Q&RMC with Ken Guy as deputy, Mark Lawton to chair F&PC with Peter Rilett as deputy and Avril
Waterman-Pearson to chair DC with Nick Patel as deputy
Recommendations for action on inpatient survey results approved
2013/4 Business Plan approved for circulation to staff
June Monitor Provider Licence and Board Statement responses approved
Corporate calendar approved
Public/private session guidance approved
Updated BR&R approved
Marie-Noelle Orzel given authority to sign AHSN Voting Members Agreement
July responses to Monitor Provider Licence and 14 Board statements approved
Never Event action plan approved
Public/privatesession guidance reapproved
September responses to Monitor Provider Licence and 14 Board statements approved
Actions on Francis Report recommendations and oversight by Q&RMC approved
Updated BR&R approved
Updated Capital Plan for 2013/14 approved
October responses to Monitor Provider Licence and 14 Board statements approved including answer to statement 10
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Clinical Quality Report

Purpose of paper:

The purpose of this report is to provide the board with essential
information about the quality of care provided during October 2013

Prepared by:

Lesley Le Pine – Head of Clinical Governance

Presented by:

Sue Jones Director of Nursing

For information
1.

SUMMARY

This report advises the Trust Board of the Trusts performance against the quality strategy,
covering clinical effectiveness / outcomes, patient experience and patient safety during October
2013.
The National Quality Dashboard shows that North Bristol Trust is performing as expected in all
areas apart from in meeting the 4 hour target for discharge from the emergency department
which is presented in the performance report. The net promoter score is just below the
average for the first time.
RAG* status against key
quality workstreams

Rag
status

RAG
Status*

Mortality

Green

Falls

Green

Cardiac Arrests

Green

VTE

Green

WHO Checklist

Amber

Patient records

Green

Safety Thermometer

Green

Mislabelled samples

Amber

Pressure Ulcers

Amber

Nutrition

Amber

*RAG Definitions
Rating
Definition
Red
The Trust is at significant risk of, or is actually breaching its objectives in this area
Amber
Some objectives are being achieved, but risks exist that may breach others
Green
Positive assurance exists that the Trust is primarily meeting its objectives in this area

2.

PERFORMANCE AGAINST KEY TARGETS

2.1

CLINICAL EFFECTIVENESS / OUTCOMES

The latest data for the Hospital Standardised Mortality Ratio (HSMR) for the rolling 12
months mean is 94.4 this indicates the rate is below the nationally expected rate of 100.
The current Summary Hospital-Level Mortality Indicator (SHMI) is 96.2 (January to
December 2012) this is within expected limits. SHMI data is published quarterly.
The charts show the rolling mean of cardiac arrest calls is 0.81 per 1000 discharges, this remains
well below the national average of 2.5 per 1000 discharges. There were 9 confirmed calls in
1

October and VTE compliance for assessment threshold of 95% has been exceeded for the 4th
consecutive month.
2.2

Safety Alerts

There is one outstanding NPSA Alert in facilities in regard to Overhead and Mobile Patient
Hoists, which is 10 weeks past deadline. This has been escalated for action.

3.

PATIENT EXPERIENCE

3.1

Advice and Complaints

During October there were a total of 78 complaints whilst activity was 44,153 patients in month.
5 cases were referred to the Ombudsman for review, 8 cases were returned for a further
response and 5 local resolution meetings took place with patients and families. The response
rate to complaints continues to improve. The advice and complaints team dealt with 50 general
enquiries in October.
3.2

Patient Surveys

The Friends and Family test net promoter score for October is 68.1 – up 4% from September,
with a response rate of 16.5% - up 2.7% from September. Directorates are using ward based
information to triangulate against other indicators and Ward Sisters are using the narrative
comment for direct improvement.
Concerns / Gaps: Emergency Department (ED) responses have not yet improved and the
expected response rate increases to 20% and above in January 2014.
Actions Planned: Directorates monitoring response rates, with a specific plan for ED
3.3

Dementia CQUINs

Screening for assessment was 92% in October, (the threshold is 90%). Assessment,
investigation and referral is below the threshold of 90%. The appointment of a dementia nurse
specialist and changes to the discharge letter to include automatic referral to GP will improve
compliance.
Concerns/Gaps: Assess, investigate and refer needs three months compliance>90% in each
element to trigger the payment. The Carer CQUIN focus groups have been delayed due to time
constraints. The dementia nurse specialist and dementia administrator when appointed will lead
the improvements required.
Actions Planned: A quality improvement project with Junior Doctors is underway and the
Dementia Nurse Specialist post is being recruited too.

4.

PATIENT SAFETY
The Trust encourages the reporting of incidents including near miss and no harm incidents. In
October a total of 1,042 incidents were reported 977 were patient safety incidents, of these 967
were low harm or no harm.
There are a number of Trust wide targets in respect of patient safety and progress against the
key ones are detailed below.
4.1

Theatre Safety

The World Health Organisation (WHO) Surgical Safety Checklist is used across 56 theatres. The
latest compliance of 88.5% for September was reported last month – the October figures were
not available at the time of writing this report.
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Concerns/Gaps: Pre list briefing is poorly documented, with good compliance for
anaesthetic room check, pre knife to skin and post procedure checks.
Actions Planned: Each theatres data is posted outside the theatre, pre list briefing is the focus
for improvement. The never event improvement plan is covered in the Serious Incident
report.
4.2

Falls

Falls continue to reduce compared to the same period last year. There was 1 serious fall in
October. The falls rate per 1000 bed days is 5.1 with a rolling mean of 5.4.
Concerns/Gaps: None identified
Actions Planned: Serious Falls incident team reviewing all RCA’s to identify lessons for
improvements in practice, a falls prevention team being explored to meet the needs of high risk
patients, support staff managing complex needs and reduce the requirement for specialing.
Hospital Acquired Pressure Ulcers
Pressure ulcer incidence for October was above the trajectory with 15.8 patients per 10,000 bed
days; 50 patients had the lowest level of harm, grade 2 and above, 4 patients had one grade 3
Pressure Ulcer each and one patient with 2 grade 3 pressure ulcers. No patients had a grade 4
pressure ulcer.
Concerns/Gaps: Pressure ulcer incidence correlates with increased activity and decreased four
our performance.
Actions Planned – Extra vigilance and an improved process of reporting.
Nutrition Screening
October’s nutrition screening rate recorded on Cerner is 70%. This measure has been adjusted
to use nutritional screening recorded within first few days of admission rather than within 24hrs.
Concerns/Gaps: Nursing staff identified lacking confidence in using Cerner. Cerner screens for
nutrition need revision/rebuilding.
Actions Planned; Nutrition leads monthly 1:1’s with Deputy Director of Nursing have
commenced. Cerner ward user group have put Nutrition assessments on their agenda and at
their November meeting put in actions to help address this. IT action is underway to remove the
ad-hoc option for nutrition screening from Cerner. Gaps in Cerner training continue to be
identified and addressed.
4.5

Safety Thermometer

The ‘Harm free rate’ across the four harms measured in October was at 92.7% compared to the
national rate of 93%. Prevalence across all 4 harms is proactively managed at ward level.

5.

ADDITIONAL QUALITY ACCOUNT PRIORITIES

The Trusts Patient panel selected 4 priorities; improving nutrition assessment (already covered in
this report), improving the availability of patient records for appointments, bedside record keeping
and reducing sampling errors.
5.1

Patient records

As part of business as usual, spot check audits have been carried out in Urology, Orthopaedics
and Women’s and Children’s during October. Orthopaedics and Women’s and Children’s showed
between 98% and 100% availability on time. Out of the clinics audited for Urology, the availability
was between 74% and 100%. Meetings held with Urology support manager to establish plan for
further improvement. Plan to run a block audit throughout November of all Urology clinics.
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Concerns/Gaps: Unavailability of notes for Urology clinics remains an issue despite spot check
audits. Poor case note tracking remains an issue in the Trust.
Actions Planned: Block audit to be carried out in Urology over all clinics until delivery rate is
within acceptable levels and this is maintained. Further case note tracing training sessions to be
held with those areas where poor tracking applies.
5.2

Sampling errors

1% of 144,5000 samples were rejected in October. This means 1445 tests had to be repeated.
The working group is now collating data on wrong blood in tube incidents (WBITs). There were 7
WBITs in October – no patients came to harm.
Concerns/Gaps: Continued focus on new intake of Junior doctors in quarter 2.
Actions Planned: Clinical areas with high rates of error monitored at Quality Committee. Patient
leaflets promoting labeling at the bedside have been developed. Clinical skills’ training is being
revised to incorporate new best practice information. RCA’s to be introduced for all WBITs.
5.3

Bedside Record Keeping

Bedside record keeping audits continue to indicate that improvement is being sustained.
Concerns/Gaps: None identified.
Actions Planned; Maintenance of standards monitored via matrons audits.

4
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There were 9 confirmed calls in October. The rolling mean is 0.81 compared to In hospital mortality - Rolling 12 month relative risk = 94.4 as expected and
below the national average
national average of 2.5

WHO - Surgical Checklist

Relative risk for Rolling 12 mths to Sept 12 = 96.2 as expected, below national
average

Safety Thermometer - Harm free care rate
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Compliance reported across 56 theatres is unavailable for October due to
problems with the Atlas.

NBT harm free rate Apr-Oct = 92.7% , National = 93.0%

NOTE: Subsequent validation by clinical teams can alter scores retrospectively. Charts were correct at time report was produced

There was 1 fall resulting in serious injury during October
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Elderly patients asked Dementia case finding question
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Rate per 10,000 bed days was 15.8 In October. There were 50 patients with
VTE performance for September is 96.3%. The DoH submission is 29th of the The CQUIN for dementia screeing and referral achieved 92.3% in September.
grade 2+ PU's. There were 4 patients with 1 grade 3 PU each & 1 patient with month. This measure is therefore reporting 1 month in arrears when all patient Reporting 1 month in arrears when all patient coding has been completed
2 grade 3 PUs. No patients had a grade 4.
coding has been completed.
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Data now available for Biochemistry, haematology, Blood transfusion,
Immunology and Microbiology and adjusted to remove GP requests - 1.0% in
October represents 1445 rejected samples which had to be repeated

There were 7 reported 'Wrong blood in tube ' incidents in October. No harm
was caused to patients.

NOTE: Subsequent validation by clinical teams can alter scores retrospectively. Charts were correct at time report was produced
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Quality Dashboard - Appendix 2
Falls - Rate per 1000 Bed days
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The rate per 1000 beddays is5.1 for October with a rolling mean of 5.4

NOTE: Subsequent validation by clinical teams can alter scores retrospectively. Charts were correct at time report was produced
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Prepared by

Pauline Frost – Clinical Risk Manager
Lesley Le-Pine – Head of Clinical Governance

Board Sponsor

Sue Jones – Director of Nursing
Executive Summary:

This report advises the Trust Board of Serious Incidents currently under investigation, the rate of
Serious Incident reporting, actions taken and learning implemented.
Serious Incidents reported in October were;
5x General Incidents including
falls

9x Pressure Ulcers Grade 3/4

• 1 Serious Fall resulting in a Fractured Neck of Femur (NOF)
• 1 unexpected death
• 1 unexpected death 12 hrs post discharge
• 1 Maternal Cardiac arrest
• 1 Neutropenic Sepsis
6x grade 3’s – hospital acquired
No grade 4’s – hospital acquired
1 Grade 4 - Sacrum – Community acquired
2x Grade 3 – Community acquired

Infection Control

2x Clostridium difficile
1 Pseudomonas

Safeguarding

4x safeguarding adults

Whistleblowing

None

Incident Rate
For October 2013 the rate per 1000 bed days is 0.16 and the median is 0.22.
Never Event
None reported for October 2013.
Previously declared Never Event;
The RCA for retained swab incident with the known to be missing needle reported in August 2013
concluded. Lessons learned and actions planned are covered in the Theatre Improvement Programme.
Meanwhile NHS England have been asked to reconsider this needle as a serious incident not a never
event.
Theatre Improvement Plan
This month:
Theatre specific safety culture questionnaire being issued this month to all theatre staff, surgeons and
anaesthetists. A Never Event review panel for the last two RCAs for retained swabs has taken place, the
review report and recommendations will be presented to the Clinical Risk Committee in December 2013.
Incident reporting deadlines
All incidents in October met the 2 day deadline for reporting incidents to Commissioners.
All incident Root Cause Analysis investigation reports met the 45/60 day completion deadline for
submission to Commissioners.
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Specific themes identified this month
Following a number of lost to follow up incidents, particularly in Urology, some of which are pre transfer of
service to NBT, a review of cancer tracking and surveillance in Urology is underway. To date none of
these events have identified patient harm therefore they are not deemed to be considered under the
serious incident criteria.

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

Key Risks:

Impact on
Patients:
Trust Objectives

Reporting incidents and completion of root cause analysis (RCA) investigations for serious
incident within timescales is set in the contract with Commissioners and can result in financial
penalties for the Trust if timescales are breached.
Actions implemented following RCA investigations and sharing of lessons learned should
reduce occurrence of similar incidents, thus improving patient safety, patient confidence and
helping to maintain the positive reputation of the Trust.
Services exemplary of quality & safety,
CQC Outcomes
O21: Incidents
No waits no delays

NHS Constitution

Considered as applicable

Equality Issues:

Considered throughout

Financial Issues:

As indicated in regard to incentive
payments/ penalties.

Other Legal/
regulatory Issues

Considered throughout.
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Appendix 1 SERIOUS INCIDENT TRACKING & DASHBOARD

Open - subject to Safeguarding timescales ‘Stop the Clock’
STEIS No

2013/27215
2013/24608
2013/27619
2013/27599
2013/28902

Incident
Date
28/07/13
04/09/13
5/09/13
04/09/13
28/08/13

2 day
deadline
NO
YES
YES
YES
YES

Directorate

Description

Additional info

Medicine
Medicine
Medicine
Medicine
Medicine

Adult safeguarding
Adult safeguarding
Adult safeguarding
Adult safeguarding
Adult safeguarding

Referred to safeguarding 10/09/13 – reported on STEIS 18/09/13

Incident
Date
07/08/13
30/06/13
13/03//13
7/713
20/8/13
20/8/13
23/8/13
28/8/13
8/9/13
13/09/13

Directorate

Description

45/60 day RCA Additional info
deadline

SGCH
SGCH
Medicine
Surgery
Medicine
Surgery
MSK
SGCH
Medicine
SGCH

Grade 4 Pressure Ulcer
Grade 4 Pressure Ulcer
Drug Error
Delay in Assessment
Fall/ Fractured NOF
Delay in Diagnosis/ LTFU
Fall/ Fracture NOF
Grade 3 Pressure Ulcer
Fall/subdural
Grade 3 Pressure Ulcer

17/10/2013
18/10/2013
22/10/2013
23/10//2013
23/10/2013
23/10/2013
28/10/2013
05/11/2013
19/11/2013
19/11/2013

Directorate

Description

45/60 day RCA Additional info
deadline

Medicine

Grade 3 Pressure Ulcer

26/11/2013

November Pressure Ulcer Steering Group (PUSG)

Open - BREACHES
2 Closed Breach 2013/23851 and 2013/24037
RCA - Closures October 2013
STEIS No
2013/23851
2013/24037
2013/24188
2013/24329
2013/24344
2013/24538
2013/24864
2013/25809
2013/27033
2013/27249

Open Serious Incidents - CURRENT WITHIN TIMESCALE
STEIS No

Submitted 29/10/2013
Submitted for closure 29/10/2013
Submitted for closure 22/10//2013
Submitted for closure 21/10//2013
Submitted for closure 09/10/2013
Submitted for closure 22/10/2013
Submitted for closure 22/10/2013
Submitted for closure 29/10/2013
Submitted for closure 29/10/2013
Submitted for closure 29/10/2013

2013/27947

Incident
Date
25/9/13

2 day
deadline
YES

2013/28007

9/9/13

YES

Surgery

Lost to Follow up

26/11/2013

Recall requested/denied by commissioners

2013/28322
2013/28591
2013/28693

12/9/13
1/10/13
27/09/13

NO
YES
YES

SGCH
Surgery
Community

Grade 3 pressure Ulcer
Grade 3 pressure Ulcer
Grade 3 Pressure Ulcer

28/11/2013
02/12/2013
03/12/2013

Recall requested 21/10/13/ not yet confirmed
November PUSG
November PUSG

2013/30114
2013/30289

9/9/13
11/10/13

YES
YES

Surgery
SGCH

Patient Death 12 hrs post discharge
Grade 3 Pressure Ulcer

16/12/2013
16/12/2013

December Clinical Risk Committee (CRC)
December PUSG

2013/30185

N/K

YES

CCS

Grade 3 pressure Ulcer

16/12/2013

December PUSG

2013/30863

15/10/13

NO

Medicine

Grade 3 pressure Ulcer

20/12/2013

December PUSG

2013/31105

22/9/13

YES

Medicine

Patient fall

24/12/2013

December CRC

2013/31288

8/10/13

YES

WCH

Maternal Cardiac Arrest

27/12/2013

December CRC
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2013/31821

24/10/13

YES

SGCH

Grade 4 Pressure Ulcer

31/12/2013

December PUSG

2013/31632

7/9/13

NO

Medicine

Neutropenic Sepsis/Death

31/12/2013

December CRC

2013/31827

27/10/13

YES

Renal

Grade 3 Pressure Ulcer

31/12/2013

December PUSG

2013/31865

28/10/13

YES

MSK

Grade 3 Pressure Ulcer

01/01/2014

December PUSG

2013/31856

24/10/13

YES

Medicine

Grade 3 pressure Ulcer

01/01/2014

December Falls Group

2013/32032

30/10/13

YES

Fall/Fractured NOF

03/01/2014

December PUSG

Surgery

NEW - Serious Incidents reported October 2013
STEIS No
2013/28591
2013/28693
2013/30114

Incident
Date
1/10/13
27/9/13
09/09/13

2 day
deadline
YES
YES
YES

Directorate

Description

Surgery
Community
Surgery

G3 Pressure Ulcer
G3 Pressure Ulcer
Patient Death 12 Hrs post discharge

2013/30289
2013/30185

11/10/13
NK

YES
YES

SGCH
CCS

Grade 3 Pressure Ulcer
Grade 3 Pressure Ulcer

16/12/2013
16/12/2013

November Pressure Ulcer Steering Group
November Pressure Ulcer Steering Group

2013/30863

15/10/13

YES

Medicine

Grade 3 Pressure Ulcer

20/12//2013

November Pressure Ulcer Steering Group

2013/31105

22/9/13

YES

Medicine

Complaint/After Fall/Death

24/12/2013

December CRC

2013/31288

8/10/13

YES

WCH

Maternal Cardiac Arrest

27/12/2013

December CRC

2013/31632

7/9/13

YES

Medicine

Neutropenic Sepsis

31/12/2013

December CRC

2013/31821

24/10/13

YES

SGCH

Grade 4 Pressure Ulcer

31/12/2013

December Pressure Ulcer Steering Group

2013/31827

27/10/13

YES

Renal

Grade 3 Pressure Ulcer

31/12/2013

December Pressure Ulcer Steering Group

2013/31865
2013/31856

28/10/13
24/10/13

YES
YES

MSK
Medicine

Grade 3 Pressure Ulcer
Grade 3 Pressure Ulcer

01/01/2014
01/01/2014

December Pressure Ulcer Steering Group
December Pressure Ulcer Steering Group

2013/32032

30/10/13

YES

Surgery

Fall/ Fractured NOF

45/60 day RCA
deadline
02/12/2013
03/12/13
16/12/2013

03/01/2014

Summary of main actions/ Learning Implemented
•
•
•
•
•
•
•

Additional info
November CRC
November CRC
December CRC

December CRC

VTE risk assessment needs to be undertaken in line with trust policy and checked by the consultant on the post take ward round.
The prescribing of anticoagulants should not be co prescribed (unless clear indication)
Warfarin in the acute setting needs careful monitoring, especially if there is a co prescription of known potentiators.
A patient was incorrectly assessed on ‘Cerner’ as medium risk therefore all staff using Cerner to look at the competency tool on the falls website.
Ensure that patients with abnormal cytology tests are discussed at MDT and placed on a cancer pathway.
All Staff to complete regular skin assessments and reassessments in a timely fashion and to ensure all assessments present on RIO not just EMIS.
Non healing wounds to have a dopplar assessment and wound swab taken.
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The bars count of SIs by Directorate since October 2012, but take no account of
activity level, hence medicine appears high. Green diamonds show the SI rate per
1000 bed days. CCS appears to be an outlier, due to low number of bed days.
*Please note this excludes Infection Control and SGCH data

For October 2013 the rate per 1000 bed days is 0.16 and the median is 0.22.

Number of Serious Incidents Closed and Open Breaching
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Rate per 1000 bed days
0.35

*SI Count and *SI Rate by Directorate per 1000 Bed
Days Nov 2012 to Oct 2013
1.8
A low number of bed days in
1.6
CCS, therefore rate is high.
1.4
1.2
1
0.8
0.6
0.4
0.2
0

Medicine

Serious Incidents Rate per 1000 Bed Days Nov 2012 - Oct 2013

SI Rate per 1000 Bed
Days

Serious Incidents Dashboard

Open Breaching Deadlines

In October 10 Serious Incidents were closed & 0 remained open beyond deadline.
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Appendix 4

Friends & Family Test October 2013 Results
1. Inpatient and Emergency Department
The Friends and Family Test score for October for North Bristol NHS Trust is 68.1*. This is
based on 16.58% responses”.

*Net promoter score

Response rate

Net promoter
Score

Shortfall/ surplus
from 15%

Surveys Done

Surveys needed

Discharges

Don't Know

Extremely Unlikely

Unlikely

Neither

Likely

Extremely Likely

Table 1 – Overview of results for Inpatients and Outpatients in October 2013

70.1

24.32%

380

266
163.3

64.4

10.49%

1073

102.2

68.1

16.58%

Inpatients

512

148

18

6

5

4

2850

428

693

ED

285

53

12

13

16

1

3622

543

Total

797

201

30

19

21

5

6472

971

Table 2 – Comparison of results for Net Promoter and Response Rate
Friends and Family Test
Response rate

Friends and Family Test
Net Promoter Score
100

25.00%

90

20.00%

80

15.00%

70

10.00%

60

5.00%
0.00%

50
Aug

Sep
NBT

Oct

Aug

BNSSSG Ave

Overall analysis for October
Net promoter score = 68.1
Response rate = 16.5%

Sep
NBT

Oct
Target

0.4 % from September
2.7%% from September

The data shows that October has been a better month overall. ED’s response rate has improved.
However the response rate for inpatient wards has slipped with 11 wards not achieving the
required 15% response rate. Over the next two months [Nov & Dec] we need to be improving to
get 20% by Qtr. 4.Top achieving ward this month in terms of achieving a high response rate and
higher net promoter score is Ward 18 [Neuro].

2. Maternity Services
The Friends and Family Test score for October for North Bristol NHS Trust is 75.1*. This is
based on 13.85% responses”.

*Net promoter score

Neither

Unlikely

Extremely
Unlikely

Don't Know

Discharges

Surveys
needed

Surveys Done

Shortfall/
surplus from
15%

63

24

2

0

0

1

511

77

90

13

Delivery

76

7

1

0

0

0

486

73

84

11

Post IP

24

6

1

0

0

0

382

57

31

-26

Post Comm

46

16

1

1

1

0

570

86

65

-20.5

209

53

5

1

1

1

1949

292

270

-22.35

Total

Response
rate

Likely

Antenatal

Net
promoter
Score

Extremely
Likely

Table 3 - Overview of results for Maternity in October 2013

68.5
89.3
74.2
66.2
75.1

17.61%
17.28%
8.12%
11.40%
13.85%

This is the first month of FFT implementation for Maternity. They are required to ask at four
specific points along the maternity pathway. The Antenatal service and Delivery [birth] stages
have successfully achieved the required 15% response rate. However because Postnatal
inpatient and Postnatal Community have slightly fallen short the overall response rate is below the
target rate needed.
Juliet Winter
Patient & Community Engagement Manager
October 2013
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Executive Summary:
The quality report is set out under the Trust’s Quality Strategy headings of Clinical
Effectiveness / Outcomes, Patient Experience and Safety.
Francis Inquiry – Government Response
The Government response to the Robert Francis report was published 19 November with
plans to make the NHS more open, more accountable and focused on compassion and
safety. The Government response was pre-empted within NBT as reflected within reports
and in-depth discussion at last month’s board meeting on safe staffing and the Trust’s
response to the Francis recommendations. Nationally, staffing levels must be made
publically available from April 2014 and routinely thereafter. The Trust’s nursing workforce
metrics will be publically reported before April, whilst at Ward level standard expectations
around knowing who is on duty and how many are registered nurses will be implemented.
Current Quality report Highlights
Of note this month is the rise in pressure ulcer incidence above trajectory - at a time of
high activity and poor four hour performance. The majority of incidents were grade 2
however prevention of the more serious grade 3 incidents requires continued focus.
World Health Organisation (WHO) checklist compliance is expected to improve as the
Theatre Safety Improvement plan achieves its outcomes. The improvement plan is owned
by the Theatre Programme Board, which reports into the Executive Review Meeting
monthly. The second retained swab never event Root Cause Analysis (RCA) is complete,
learning and actions as a result are included within the theatre improvement plan.
The focus on Nutrition Assessment continues; Directorate improvement plans are being
managed with directorate specific trajectories and plans for improvement. The adhoc
forms on Cerner that were not pulling forward into the patient record and thus causing
under-reporting of the true position, are being phased out through training and awareness.
Complaint response rates continue to improve, and the Friends and Family net promoter
score is improving at 68.1 for October, but needs increased attention to achieve the
required CQUIN 20% response rate by January (currently at 15%). Response rates for
inpatients are good so improving the Emergency Department response rate remains the
key area of focus. Maternity friends and family test started in October across 4 stages of
the service and the implementation is demonstrating an encouraging use of feedback.

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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Following discussions with the CCGs and CSU a stocktake of all serious incidents has
been undertaken to ensure they are fully closed off in the national reporting system
(STEIS) from a provider and commissioner perspective. This has revealed some
differences of interpretation of the national process requirements that we expect to resolve
in the next month.
Action Required:
Trust Board is requested to review the contents of this report and the assurances
provided.
Key Risks:

Quality Strategy objectives may not be achieved this will
impact on CQUINs agreed with commissioners.

Impact on Patients:

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

Impact on Staff

Effective scrutiny and improvement aims in relation to relevant
quality measures provide staff with information needed to
support the delivery of excellent healthcare.
Services exemplary of quality & safety, No waits no delays
O16 – assessing & monitoring quality of services
Considered as applicable
As indicated - incentive payments/ penalties.
Considered throughout.
Considered throughout

Link to Trust Objectives:
CQC outcomes:
NHS Constitution:
Financial Issues:
Legal/regulatory Issues:
Equality Issues considered

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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Agenda Item 6.2

Report to Trust Board – October 2013

Title: Monthly Infection Control Report
Purpose of paper:

To update Trust Board on Infection Control performance

To Note
Executive Summary:
MRSA
MSSA
E-coli
C.diff

Hand Hygiene
MRSA screening
(elective)
MRSA screening
(emergency)
Mandatory
training

month
YTD
month
YTD
month
YTD
month
YTD

Q1
G
G
G
G
R
R
R
R

Q2
R
R
R
G
R
R
R
R

month

Apr
G

May
G

Jun
G

July
G

Aug
R

Sept
G

Oct
G

month

G

G

G

G

G

G

G

month

G

G

G

G

G

R

G

month

G

G

G

G

G

G

G

Oct
G
R
R
G
R
R
R
R
Nov

Dec

Jan

MRSA
• There has been no reported case of MRSA bacteraemia in October.
• The year to date total for MRSA bacteraemia is 1.
MRSA Screening
 MRSA non elective screening in October was 93.3% against a target of 90%.
This is an increase from last month, meeting the Trust target.
MSSA
• There were three cases of MSSA bacteraemia attributable to NBT in October.
Cross infection has not been identified as a cause of these cases.
• There have been a total of 12 cases in 2013/14 which is below the trajectory
to achieve the year end target of fewer than 21 cases.
This document could be made public under the Freedom of Information Act 2000.
1
Any person identifiable, corporate sensitive information will be exempt and must be discussed under
a 'closed section' of any meeting.

Feb

Mar

Clostridium difficile
• 10 cases attributable to the Trust in October 2013. A full investigation into
each case has been undertaken to establish cause and ensure Trust policies
were followed.
• 2 cases have been identified as a cross infection within trauma and this has
been reported as a serious incident. A full investigation is in progress.
• In one case CDiff is thought to have contributed to cause of death and this
has also been reported as a serious incident.
• 40 cases have been reported in 2013/14 against a target for the year of 42.
• Investigations demonstrate that adherence to fundamental standards of ward
care, cleanliness and antibiotic prescribing remain the greatest defence
against CDiff infection.
• The deep clean programme has been completed.
• Use of probiotics for patients on antibiotics is in place but implementation
needs to be tightened to ensure all patients meeting the criteria are receiving
the treatment. The control of infection committee has agreed to remove the
lower age limit for use of probiotics having demonstrated that up to 30% of
cases in NBT are below age of 65.
• The IPCT have met with the Trust Development Authority infection control
lead to review progress with the C.difficile improvement plan.
• The lead doctor and nurse for infection control have met with clinical leaders
in the wider health community to discuss ways to reduce risk of CDiff through
actions in primary care.
E-Coli
• There were 7 cases of E-coli bacteraemia during October 2013 attributable to
the Trust. 57 cases to date against an internally set target of 75 cases in
2012/13. Investigation demonstrates that the great majority of these infections
result from the patients reason for admission even if the bacteraemia is
manifest after 48 hours. Therefore this is not usually a hospital acquired
infection.
Hand Hygiene
• Hand hygiene audit compliance was at 96.6% for October.
Norovirus
• In October no wards were placed under restricted access due to confirmed
Norovirus.
Incidents
1 reported death due to pseudomonas sepsis of a baby born at 23 wks within
the neonatal unit. This has been reported as a serious incident in line with
policy and a full investigation is underway with support from Commissioners
and Public Health England. There is no evidence of significant pseudomonas
in the NICU environment or water supply. Pseudomonas and other gram
negative bacteraemias are an accepted cause of death in very premature
babies, the infections most commonly originating from ‘normal’ bowel and
skin bacterial flora.

This document could be made public under the Freedom of Information Act 2000.
2
Any person identifiable, corporate sensitive information will be exempt and must be discussed under
a 'closed section' of any meeting.

Action Required: The board are asked to note the on going work in the Trust to
minimise risk of hospital acquired infection.

Key Risks:
• Non achievement of DH 2013/14 C.diff trajectory of 42
• Non achievement of DH 2013/14 MRSA bacteraemia trajectory of 0
• Non achievement of MRSA emergency screening target which is set at 90%
• Infection control mandatory training compliance
Impact on Patients: Patients deserve the highest level of professional standards.
CQC Outcome:
Responsible Committee:

Outcome 8 (regulation 12)
Control of Infection Committee

Presented by: Chris Burton Medical Director /DIPC
Prepared by: Samantha Matthews – Nurse Consultant Infection Prevention
Control/Tissue Viability

This document could be made public under the Freedom of Information Act 2000.
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Any person identifiable, corporate sensitive information will be exempt and must be discussed under
a 'closed section' of any meeting.
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Executive Summary:
It is a requirement of all consultant contracts that they under-go annual appraisal. Despite
this it is known nationally that significant numbers of doctors do not have appraisal and
that Trusts have not monitored medical staff appraisal rates closely.
The introduction of the medical license to practice and the revalidation process has now
made annual appraisal a GMC requirement for all doctors and doctors who do not engage
in the process will have their license withdrawn and they will not be able to practice
medicine in the UK. These requirements came in to force in 2013.
NBT has a robust system of monitoring appraisals using an IT solution which has been in
use for 12 months and works well for doctors. All those doctors who have been due for
revalidation in 2013/14 have met the requirements or deferred for substantive reason. The
Responsible Officer has not had to inform the GMC of any doctor failing to engage with the
process.
The majority of doctors will not require a revalidation decision in 2013 but they will be
required to have a revalidation standard appraisal. NHS England has asked for assurance
that the doctors for who NBT is the ‘designated body’ will all have an appraisal in year.
The Trust has submitted the current position to NHS England together with an action plan
to ensure that all doctors are appraised. This is attached in the appendix.
Nationally the most difficult groups to reach are the Staff Grade doctors and the Trust
Grade doctors many of who are only working for the Trust on short term contracts. The
Trust is taking a targeted approach to this group of doctors as well as ensuring that all
consultants are appraised.
The board is asked to note the current position on medical appraisal and approve the
action plan as required by NHS England. It is proposed that a more detailed report on
appraisal and revalidation is brought to the board in January 2014.
Action Required:
Approval of action plan
Key Risks:

Impact on Patients:

Appraisal is a quality assurance mechanism as well as
supportive mechanism for doctors and failure to ensure
all doctors are appraised could leave poor performance
or a struggling doctor undetected
Patients require assurance that all doctors are fit to
practice

Impact on Staff:

Link to Trust Objectives:
Care Quality Commission
outcomes:
NHS Constitution:

Financial Issues:
Legal/regulatory Issues:
Equality Issues considered

Revalidation appraisal is more robust than previous
appraisal methodologies undertaken by doctors and this
requires additional preparation time as well as appraiser
time.
High quality appraisal should boost medical staff
performance
High quality, safe care and support for staff
12, 14, 16
Patient:right to be treated to a professional standard
Staff: pledge to support and personal development
Staff: responsibility to maintain standards of professional
practice
Revalidation appraisal takes an increased amount of
professional time
Appraisal is a requirement of the General Medical
Council
Yes –equitable process in place

Action Plan Template
Please complete the below action plan and return to:
lynnlee@nhs.net by 8th November 2013

Name of designated body

North Bristol NHS Trust

Name of responsible officer

Dr Chris Burton

What is your projected appraisal completion rate for 13/14: 100% (this equates to either a
completed appraisal or a deferral for those on long term sickness/absence).

What is your current appraisal completion rate as at 30 September 2013:
As at 30th September the appraisal compliance rate was 27% and as at 1st November 2013 it was
41%
What is your plan to achieve your projected year end appraisal rate:
All doctors with a prescribed connection to North Bristol NSH Trust have access to the Trust’s
Appraisal and Revalidation support software, PReP, which is supplied by Premier IT following a
procurement exercise carried out in August 2012. The software was implemented on November
22nd 2012 with all doctors with a prescribed connection to NBT being issued a username and
password and offered training and support a process followed for all new starters to the
organisation.
Clinical directorate management teams and HR Business Partners receive monthly appraisal
compliance and exception reports for all doctors at all grades within their directorate.
The following escalation process has been agreed: if an appraisal is missed or an appraisal is
incomplete the escalation process will be initiated as follows:
• Stage 1: 13 months after last appraisal: issued to appraisee by directorate appraiser lead
• Stage 2: 14 months after last appraisal: letter issued to appraisee by deputy RO
• Stage 3: 15 months after last appraisal: letter issued to appraisee by RO with two week
response required
• Disciplinary action: considered after stage 3 deadline passes
• Missed appraisal audit: conducted after stage 3 deadline passes
All those who have either missed their appraisal due date or have an incomplete appraisal were all
issued a stage 2 letter on the 31st October 2013..
Since the stage 2 escalation letter was sent to those with missed or incomplete appraisals we have
received contact from 60 doctors with details of their planned appraisals. Once this group of doctors
have completed their appraisals our compliance will increase by 10%. The 3rd stage escalation
letter will be sent out in 2 weeks and at the same time all non compliant doctors will be contacted by
phone and offered interviews with the Deputy RO unless their appraisal date is made within 14 days
of receipt of the stage 3 letter.

The clinical directorate management teams and an appraiser lead for each clinical directorate will
receive a full profile of the appraisal rates, missed or incomplete appraisal and planned appraisals,
sorted by grade, for their medical staff mapped until 31st March 2014. This will be for their action
and follow up in conjunction with the issuing of the stage 3 letter. The Medical Revalidation
Steering Group will convene on the 13th December 2013 where a strategy for any remedial action
will be determined

Please detail your process for auditing incomplete and missed appraisals?
Please note a copy of our missed and incomplete appraisal audit guidance:
Annual Missed and Incomplete Appraisal Audit Guidance
For the purposes of this guidance the organisation’s appraisal year runs from 1st April until 31st
March and audits will be carried out on all missed appraisals or incomplete appraisals. Definitions
of a missed or incomplete appraisal can be found below:
Missed appraisals are those which were due within the appraisal year but not performed within the
required 15 month window, e.g.
Last appraisal date 1st April 2012
Next appraisal due 1st April 2013
Appraisal still not performed as at 1st July 2013, more than 15 months since the last appraisal, i.e.
at the end of stage 1 of the escalation process
It should be noted that if in any one year, a doctor’s medical appraisal slips to fifteen months from
the date of their last appraisal, they will revert to their agreed appraisal month in the following year.
Incomplete appraisals are those where, for instance, the appraisal discussion has not been
completed, or where the PDP or Summary of Appraisal Discussion have not been signed off by the
end of stage 1 of the escalation process.
This table below describes the missed and incomplete appraisal audit process and provides a
template for the individual report to be completed by the Directorate Appraiser Lead. A completed
review of the reasons for non-completion of audit by doctors with a prescribed connection to the
Trust should form part of the annual report of the medical revalidation steering group to the Trust
Board. The review should contain numerical data as set out in the following table in figure 1. This
should be accompanied by narrative that explains key risks and mitigation that have been evident in
the previous year.
Information gathering that ascertains the reasons for non-completion of appraisal will need to take
place at the individual doctor and appraiser level as set out in table 2 below.

Table 1
Results of audit to identify reason for missed or incomplete appraisal
1
Doctor factors
Numbers
A
Absence of doctor (for example due to maternity or sick
leave)

2

B

Incomplete portfolio or insufficient supporting information

c
d

Appraisal outputs not agreed/signed off by the doctor
within 28 days of the appraisal meeting
Factors relating to lack of time of doctor

e

Lack of engagement of doctor

f

Other doctor factors (describe)

Appraiser factors
a
Absence of appraiser
b

3

c

Appraisal outputs not agreed/signed off by the appraiser
within 28 days of the appraisal meeting
Factors relating to lack of time of appraiser

d

Other appraiser factors (describe)

Organisational factors
a
Factors relating to administration or management of
appraisal system
b
Insufficient numbers of trained appraisers
c

4

Other organisational factors (describe)

Observations, explanations, recommendations

Table 2
1

2

Doctor factors
a
Absence of doctor (for example due to maternity or sick
leave)
b

Incomplete portfolio or insufficient supporting information

c
d

Appraisal outputs not agreed/signed off by the doctor
within 28 days of the appraisal meeting
Factors relating to lack of time of doctor

e

Lack of engagement of doctor

f

Other doctor factors (describe)

c

Appraisal outputs not agreed/signed off by the appraiser
within 28 days of the appraisal meeting
Factors relating to lack of time of appraiser

d

Other appraiser factors (describe)

Organisational factors
a
Factors relating to administration or management of
appraisal system
b
Insufficient numbers of trained appraisers
c

4

Details

Appraiser factors
a
Absence of appraiser
b

3

Y/N

Other organisational factors (describe)

Observations, explanations, recommendations

Please attach your last audit of missed or incomplete appraisals
The first missed appraisal audit will be carried out on the 1st December 2013 with results presented
to the Medical Revalidation Steering Group.
What are the common themes in regard to appraisal challenges faced by either the doctor or
organisation and how are these being addressed?
The principal challenge for SAS and consultant doctors is moving from a paper based appraisal
system to one involving a new software package. Despite the fact that all doctors with a prescribed
connection were offered training 12 months ago the trust revalidation administrator is being required
to provide a lot of assistance to individual doctors.

Certain doctors e.g. anaesthetics/intensivists are experiencing difficulty with collecting patient
feedback. We have sought advice from the RCA and we are trialling alternative tools for collecting
feedback. The final choice of tool will be reviewed by the Trust Revalidation Committee to ensure
they are compliant.
Finally clinical fellow doctors (those on short term contracts) still do not seem to fully understand
their obligations under the new system of revalidation and re-licencing. They are being contacted
individually and offered support. However they are also being advised of the effect that noncompliance will have on their right to practice.
The clinical directorate management teams have not previously managed compliance with medical
appraisal in a structured way. Implementing the infrastructure and processes to do this is taking
time. Management date is the key to enabling the clinical directorate managers and this information
is improving in quality at a significant pace.
How is this appraisal information presented to your Board and with what frequency?
The Trust Board received a monthly appraisal compliance update and the board is attended by the
RO. The report consists of appraisal compliance as a percentage by clinical directorate. The trust
board has requested an appraisal/revalidation update report in January 2014.
As responsible officer I confirm that the information above
has been discussed and agreed with my Board or equivalent
Date of Board sign-off

Signature & Date
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Executive Summary:
RTT performance – all targets were met on a Trustwide basis although a number of
specialties have not achieved. Four 52 week admitted breaches have been declared for
October.
Cancer – The Trust continue to meet the standards for the year. October validations are
not yet complete. The Trust is currently not meeting the 31 day standard (94.3% v 96%).
Cancelled operations – The 0.8% target has not been achieved and there is an increased
number of cancelled patients not booked within 28 days.
4 Hour waits – 91.3% achieved for Trust attendances in October 2013 and 87.2% for the
Frenchay department against 95% target.
Diagnostic waits – target met.
Action Required:
The Board is requested to:
1. Note current performance.
2. Note planned actions to improve performance where standards are not being
achieved
Key Risks:
Impact on Patients:

Impact on Staff

Link to Trust Objectives:
Care Quality Commission
outcomes:
NHS Constitution:
Financial Issues:
Legal/regulatory Issues:
Equality Issues considered

Failure to hit key targets will jeopardise the FT
application process.
The standards are designed to identify and support the
delivery of high quality care for patients. The core
standards are a right defined in the NHS Constitution.
Therefore, non-delivery represents a failure to provide
the required standard of care.
Ongoing processes need to be improved to ensure that
pressure is not put on staff to validate high numbers of
records.
1 and 2.
Performance indicators.
Access to services.
Risk on income received.
Yes
N/A

Performance Report
1.

4 hour performance

October performance was at 87.2% (750 breaches) for the Frenchay ED department and at
91.3% (753 breaches) for trustwide performance against the 95% target. Volume remains
higher than plan with activity 6% greater than last year at Trust level and 4% within the main
department. The hospital remains under pressure in November and it is now not possible to
achieve the standard for quarter 3.
This result is disappointing given the extensive programme of work that is underway to
improve performance. The main causes of pressure have been:
•
•

Increases in patients staying over 14 days. This is associated with increased acuity,
increases in patients requiring complex discharge planning and an increase in patients
waiting for repatriation to other hospitals.
Planned increases in elective work reducing availability of beds for non-elective patients.

Actions taken to manage the pressure include continued implementation of schemes
developed in the Recovery Plan:
•
•
•
•

The AAU now has dedicated consultant cover from 0730-2200 Monday to Friday. Full
weekend cover is dependent on further appointments.
The Complex Assessment Liaison Service team continues to develop. There is growing
evidence of more rapid assessment, reduced length of stay and reduced readmissions.
The deep clean programme is complete and all available beds will be operational during
November.
Introduction of Board Rounds and development of standardised assessment processes.

Additional schemes brought forward as part of the Winter Plan are being introduced:
•
•
•
•

Additional medical and nursing staff have been appointed for the Emergency
Department, initially on a locum basis. This is providing additional cover at peak times
and is reducing peaks in waiting times.
Additional pharmacy cover is in place to facilitate weekend discharges.
Additional transport is in place to facilitate discharge and transfers.
Recruitment to maintain staffing levels in key areas continues.

In addition, additional capacity is being developed in out of hospital services and the impact
of these developments alongside the work being undertaken by the Trust is being reviewed
at the System Flow Partnership meeting.
It is not yet possible to provide assurance that the 4 hour standard will be routinely met and
therefore urgent care remains a key focus for the organisation
2.

Referral to Treatment Times

The three Referral to Treatment (RTT) standards are that:a)
b)
c)

90% of patients waiting for an inpatient or day case procedure are seen within 18 weeks
of referral from GP
95% of patients waiting for an outpatient appointment are seen within 18 weeks of
referral from GP
Of all of the patients waiting for either an inpatient, daycase or outpatient treatment at a
future date, 92% of them do not wait longer than 18 weeks

All 3 RTT targets were met for October on a Trustwide basis.

The following individual specialities have not met the targets for October:a)

Admitted stopped pathways (against a 90% target)
• Orthopaedics at 80%
• Neurosurgery at 84%
• Neuropsychiatry at 88%

b)

Non-admitted stopped pathways (against a 95% target)
• Pain management at 93%
• Immunology at 91%
• Respiratory medicine at 94%
• Neuropsychiatry at 88%

c)

Incomplete (open) pathways (against a 92% target)
• Orthopaedics at 84%
• Neurosurgery – 88%
• Plastic surgery – 91%

At the end of October 402 patients were waiting over 35 weeks. The majority of these
patients are waiting for orthopaedic and spinal surgery. The Trust is seeking to increase
capacity and also working to identify additional providers to reduce the backlog as rapidly as
possible.
3. 52 week breaches
Four 52 week breaches have been declared in October – 3 in orthopaedics and one in
urology. The orthopaedic cases all relate to where demand for the services considerably
outweighs capacity available. Ongoing discussions are being held both internally and with
commissioners to work through a set of solutions to the overall’s Trust spinal capacity. A
workshop is taking place on 22nd November where the solutions will be further developed.
The 52 week breach problem is ongoing and is likely to result in further breaches over the
coming months.
The one breach in urology relates to a patient transferred to the Trust as part of the service
transfer. Administrative systems have been reviewed to avoid further patient delays.
4.

Cancelled operations

The target of no more than 0.8% of elective operations being cancelled on the day has not
been met in October with 64 patients being cancelled in total. This increased number is as a
result of the bed pressures. There are 10 patients whose cancelled operation has not been
re-booked within 28 days – 5 in neurosurgery, 2 in plastic surgery, 2 in pain management
and one in general medicine.
5.

Cancer

The Trust continues to meet the performance targets for the year to date. Although October
validations are not yet complete it is likely that the 31 day standard will not be met in Month.
This principally relates to capacity pressures in urology. These pressures are expected to
continue in November and December and are being actively managed.
6.

Diagnostic waits

The target for 99% of patients waiting less than 6 weeks for a diagnostic test has been met
for October although cystoscopy and urodynamics both do not meet this target at an
individual test level. The specialty has an action plan with an improvement trajectory in
place.
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Executive Summary:
•
•
•

Draft accounts have been prepared for the seven months to October and the overall
position is a £2.6m surplus, which is £1.4m adverse to plan, compared with £1.5m
adverse last month.
Non achievement of savings is £3.4m for the year to date.
Income is favourable to plan by £3.6m.

Action Required:
The Trust Board is asked to note the report.

Key Risks:

Impact on Patients:

Trust Objectives:
Care Quality Commission
outcomes:
NHS Constitution:
Financial Issues:
Equality Issues:
Other Legal/regulatory
Issues:

The Trust does not deliver the required level of savings
and stay within budget, putting at risk delivery of the
Trust’s financial plan.
Delivery of year one of the medium term financial plan
secures the patient benefits identified in the Integrated
Business Plan of the Trust.
To be a strong, financially healthy organisation.
None
Delivery of the budget supports compliance with the NHS
constitution.
Yes
No
Yes
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1. Overview of Financial Performance
The I&E position at month 7 is a year to date surplus of £2.6m which is £1.4m adverse to
plan. This is driven by adverse expenditure variances mainly as a result of a shortfall of
savings against plan.
Whilst the savings programme is currently forecasting a shortfall for the year we expect
the mitigating actions being taken will enable the Trust to achieve the planned I&E surplus
for the year of £5.6m.
The year to date and current year forecast Financial Risk Rating (FRR) score for the Trust
is a 3.

1.1. Statement of Comprehensive Income
The overall income and expenditure position is shown in the table below:
Position as at 31st October
Variation from
budget
(Adverse) /
Budget
Actual
Favourable
£m
£m
£m

Prior year
actual to 31
October
£m

In-month
variance
(Adverse) /
Favourable
£m

Income
255.3
44.5
0.1

Contract Income
Other Operating Income
Donations income for capital acquisitions

266.9
35.0
0.2

271.1
34.4
0.1

4.3
(0.6)
(0.0)

0.9
(0.1)
0.0

300.0

Total Income

302.0

305.6

3.6

0.8

194.8
89.9

198.2
91.5

(3.5)
(1.7)

(0.5)
(0.3)

284.6

289.8

(5.1)

(0.8)

Expenditure
195.7
84.0

Pay
Non Pay

279.6

20.4
6.8%

Earnings before Interest & Depreciation

17.4

15.9
5.2%

(1.6)

0.0

13.8
(0.0)
0.7
3.0
0.9

Depreciation & Amortisation
Interest receivable
Interest payable
PDC Dividend
Impairment

12.8
(0.1)
0.9
0.6

12.7
(0.1)
0.9
0.6

0.1
(0.0)
0.0
0.0

0.1
(0.0)
0.0
(0.0)

2.1
0.7%

Retained Surplus / (Deficit) for accounting purposes

3.1

1.7
0.5%

(1.5)

0.1

(0.2)
1.1

(0.1)
1.1

(0.0)
0.0

0.0
0.0

4.0

2.6
0.8%

(1.4)

0.1

Add back items excluded for NHS accountability
0.3
(0.1)
1.1
0.9

IFRIC 12 (prior year)
Donations income for capital acquisitions
Depreciation of donated assets
Impairment

3.3
1.1%

Adjusted Surplus / (Deficit) for NHS accountability
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Any person identifiable, corporate sensitive information will be exempt and must be discussed under a 'closed
section' of any meeting.

2

2.1.1 Income
Contract income is cumulatively £4.3m favourable to plan, primarily on outpatient and nonelective activity. Of the favourable in month variance the major contributor was
Neurosurgery which is a change from previous months when they have been below plan.
Other operating income continues to be slightly adverse to plan each month and is now
£0.6m adverse to date.
2.1.2

Expenditure

Pay is £3.5m adverse for the 7 months, £0.5m of which is in-month. The adverse variance
is largely a result of unachieved savings and high bank and agency costs. The reasons for
temporary staffing are being examined to ensure they are essential.
Non-pay is £1.7m adverse year to date. Actual non pay expenditure continues to increase.
Directorates have been asked to investigate the drivers of this spend. Actions should be
taken to eliminate any non-activity related overspends.

2.2

Efficiency Savings

As Directorates have not achieved the required level of savings, the year to date shortfall
is £3.4m.
Given the impact of the shortfall on savings on the overall Income and Expenditure
position, it is imperative that all current savings plans are delivered in full.

Trust Total phased CRES plan vs actual
3.0
2.5
2.0

£m1.5
1.0
0.5
0.0
Apr

May

Jun

Jul
Forecast

Aug

Sept
Oct
Month

Actual

Gap

Nov

Dec

Jan

Feb

Mar

Plan

As shown by the graph below, the latest forecast is £5.9m below the target of
£24.3m. This graph also shows that our gross savings total is below the target.
This document could be made public under the Freedom of Information Act 2000.
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Total Trust Total CRES position
30
D) Further

25

C) In Progress

20

B) Most Likely

£m 15

A)
Implemented
Target

10
5

Gross Savings

0
Apr- May- Jun- Jul-13 Aug- Sep- Oct- Nov- Dec- Jan- Feb- Mar13
13
13
13
13
13
13
14
14
14
13
Month
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Statement of Cash flow

Cash is £11.5m below plan but this position has improved since last month. The main
reasons are:
•
•
•

Debtors are higher than plan largely due to outstanding overperformance invoices.
This is partly offset by an increase in creditors for the first 7 months. The net effect
is £8m.
Capital expenditure remains above plan overall in cash terms and receipt of Public
Dividend Capital (PDC) will be later in the year than planned. This has an impact
of £2.8m
Shortfall in the planned surplus of £1.4m.

There are actions in place on each of these issues and it is anticipated that the forecast
cash position will be achieved.

This document could be made public under the Freedom of Information Act 2000.
Any person identifiable, corporate sensitive information will be exempt and must be discussed under a 'closed
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STATEMENT OF CASH FLOWS AS AT 31ST OCTOBER 2013

Plan
£m

Actual
£m

Variance from
plan cash inflow
/(outflow)
£m

Earnings Before Interest, Depreciation and
Amortisation

17.4

15.9

(1.6)

Less effect of Donated Assets

(0.2)

(0.1)

0.0

(Increase)/Decrease in Inventories
(Increase)/Decrease in Receivables
Increase/(Decrease) in Payables
Increase/(Decrease) in Provisions
Net Cash Inflow/(Outflow) from Operating
Activities

0.0
3.2
3.1
0.0

1.1
(14.1)
12.9
(1.2)

1.1
(17.3)
9.8
(1.2)

23.6

14.5

(9.1)

0.1
(0.5)

0.1
(0.5)

0.0
0.0

(0.5)

(0.5)

0.0

(10.4)
(0.6)
12.1

(11.5)
(0.3)
2.3

(1.1)
0.3
(9.9)

Financing
Permanent PDC Drawn down
Loans Received/(repaid)
Net Cash Inflow From Financing

1.7
(0.7)
1.0

0.0
(0.7)
(0.7)

(1.7)
0.0
(1.7)

Increase (decrease) in Cash

13.1

1.6

(11.5)

Opening cash balance

39.2

39.2

0.0

Closing cash balance

52.3

40.8

(11.5)

Interest received
Interest Paid on Long Term Loan
Net Cash Inflow/(Outflow) from Returns on
Investment and Servicing of Finance
Cash (Payments)/Receipts for Capital Purchases
Dividends paid
Net Cash Inflow Before Financing

Forecast cash balances for the year ahead are shown in the graph below.

Rolling cash flow forecast
50
45
40
35
£m 30
25
20
15
10
5
0

Nov-13 Dec-13 Jan-14 Feb-14 Mar-14 Apr-14 May-14 Jun-14

Jul-14

Aug-14 Sep-14 Oct-14

Month
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4.

Statement of Financial Position
STATEMENT OF FINANCIAL POSITION AS AT 31ST OCTOBER 2013

Mar-13

Plan

Actual

£m

£m

Variance
from plan
(Adv) / Fav
£m

184.6
1.0
185.6

185.2
0.8
186.0

(0.6)
0.2
(0.4)

8.1
6.3
12.8
52.3
79.5

7.1
21.4
15.0
40.8
84.2

1.1
(15.1)
(2.2)
11.5
(4.7)

265.1

270.2

(5.1)

£m
186.7
1.0
187.7

8.1
9.2
12.8
39.2
69.3
257.0

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

2.9
51.9
1.4
3.5
59.7
9.6

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

3.1
55.4
1.4
3.5
63.5
16.1

3.8
63.5
1.4
2.8
71.5
12.7

0.7
8.1
0.0
(0.8)
8.1
3.4

197.3

Total assets less current liabilites

201.7

198.7

3.0

2.0
31.8
1.5
162.0

Trade and other payables
Borrowings
Provisions
TOTAL NET ASSETS

2.0
31.4
1.5
166.7

2.1
31.4
1.1
164.1

0.1
0.0
(0.4)
2.7

213.3
(133.7)
3.1
84.0
166.7

211.7
(133.7)
1.7
84.4
164.1

1.7
0.0
1.5
(0.4)
2.7

211.7
(133.7)
0.0
84.0
162.0

5.

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

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

Capital

Capital expenditure is now behind plan, and this is being managed to ensure we
meet the year end capital and cash targets.

Cumulative capital expenditure against plan
50
45
40
35
30

£m

25
20
15
10
5
0
Apr

May

Jun

July

Aug

Sept

Actual

Oct
Month

Nov

Dec

Jan

Feb

Mar

Plan
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Appendix A
31/10/2013

GOVERNANCE RISK RATINGS

Current Data

See 'Notes' for further detail of each of the below indicators

Quality

Patient Experience

Effecti
veness

Area

Ref

Indicator

Threshold

Complia
nt.

Qtr to
Dec-12

Qtr to
Mar-13

Qtr to
June-13

Qtr to
Sept-13

Oct-13

Referral to treatment information
Referral information
Treatment activity information

50%
50%
50%

1.0

Yes

Yes

Yes

Yes

Yes

Sub Sections

1a

Data completeness: Community services comprising:

2a

From point of referral to treatment in aggregate (RTT) – admitted

Maximum time of 18 weeks

90%

1.0

Yes

Yes

Yes

Yes

Yes

2b

From point of referral to treatment in aggregate (RTT) – nonadmitted

Maximum time of 18 weeks

95%

1.0

Yes

Yes

Yes

Yes

Yes

2c

From point of referral to treatment in aggregate (RTT) – patients on
an incomplete pathway

Maximum time of 18 weeks

92%

1.0

No

No

Yes

Yes

Yes

2d

Certification against compliance with requirements regarding access
to healthcare for people with a learning disability

N/A

0.5

Yes

Yes

Yes

Yes

Yes

3a

All cancers: 31-day wait for second or subsequent treatment,
comprising:

94%
98%
94%

1.0

Yes

Yes

No

Yes

Yes

3b

All cancers: 62-day wait for first treatment:

1.0

No

No

Yes

Yes

Yes

0.5

No

Yes

Yes

Yes

No

0.5

Yes

Yes

Yes

Yes

Yes

1.0

No

No

No

No

No

No

No

No

No

No

No

No

No

No

No

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

No

No

3c

All Cancers: 31-day wait from diagnosis to first treatment

3d

Cancer: 2 week wait from referral to date first seen, comprising:

3e

A&E: From arrival to admission/transfer/discharge

Surgery
Anti cancer drug treatments
Radiotherapy
From urgent GP referral for suspected
cancer
From NHS Cancer Screening Service
referral

Nov-13

Dec-13

Qtr to
Dec-13

Board Action

85%
90%

96%

all urgent referrals
for symptomatic breast patients
(cancer not initially suspected)

93%

Maximum waiting time of four hours

95%

93%

See Activity & Performance Board report

Safety

4a

4b

A

Is the Trust below the de minimus

12

Is the Trust below the YTD ceiling

Contractual
trajectory 42

Clostridium Difficile

Is the Trust below the de minimus

6

Is the Trust below the YTD ceiling

Contractual
trajectory - 6

MRSA
CQC Registration
Non-Compliance with CQC Essential Standards resulting in a Major
Impact on Patients

1.0

0

2.0

No

No

No

No

No

Non-Compliance with CQC Essential Standards resulting in
Enforcement Action

0

4.0

No

No

No

No

No

C

NHS Litigation Authority – Failure to maintain, or certify a minimum
published CNST level of 1.0 or have in place appropriate alternative
arrangements

0

2.0

No

No

No

No

No

4.5

4.0

3.0

2.0

2.5

R

R

AR

AR

AR

TOTAL
GREEN

= Score less than 1

AMBER/GREEN

= Score greater than or equal to 1, but less than 2

AMBER / RED

= Score greater than or equal to 2, but less than 4

RED

= Score greater than or equal to 4

1 MRSA infection This was a complex trauma
patient. Investigation continues to determine
where the MRSA was acquired

1.0

B

RAG RATING :

See Infection Control Board report. Improving
monthly run rate. Range of review actions in
place, trajectory significantly lower than 2012
and therefore difficult to achieve.

G

G

G

Appendix B

FINANCIAL RISK RATING

North Bristol NHS Trust

31/10/2013

Insert the Score (1-5)
Achieved for each
Criteria Per Month
CQC registration is in place. Responsibility for validity of registration by location and by service is with Head of Clinica

Risk Ratings

Reported Position October 13
Year to
Forecast
Date
Outturn

Criteria

Indicator

Weight

5

4

3

2

1

Underlying
performance

EBITDA margin %

25%

11

9

5

1

<1

3

3

Achievement of
plan

EBITDA achieved %

10%

100 85

70

50 <50

4

4

Financial
efficiency

Net return after financing %
I&E surplus margin %

20%
20%

>3
3

2
2

<-5
<-2

3
2

3
3

Liquidity

Liquid ratio days

25%

60

25

10 <10

4

3

Weighted Average

100%

Overriding rules

-0.5 -5
1 -2
15

3.2 national tariff
3.1 prices. Scrutiny by CCGs, LAT and NTDA provides external assurance that tariff is b
NBT complies with
Sig

3

Overall rating

Overriding Rules :
Max Rating
3
3
2
2
2
3
1
2

Rule
Plan not submitted on time
Plan not submitted complete and correct
PDC dividend not paid in full
Unplanned breach of the PBC
One Financial Criterion at "1"
One Financial Criterion at "2"
Two Financial Criteria at "1"
Two Financial Criteria at "2"

Board Action

No
No
No
No
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Appendix C

North Bristol NHS Trust

Board Statements
(Monitor provider Licence)
For each statement, the Board is asked to confirm the following:

Nov-13
Y/N

Comments
Compliant. Existing processes sufficient. Maintaining watching brief
on potential new requirements.

G4

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

Yes

G5

Monitor guidance

Yes

Compliant. As an aspirant Trust NBT is monitoring and complying
where applicable with Monitor guidance. The trust is a member of the
Foundation Trust Network, which provides strong guidance to
aspirant FTs to support this.

G7

Registration with the Care Quality Commission

Yes

Compliant. CQC registration is in place. Responsibility for validity of
registration by location and by service is with Head of Clinical
Governance. CEO is the approved individual for the organisation. No
outstanding non-compliance actions with CQC.

G8

Patient eligibility and selection criteria

Yes

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

P1

Recording of information

Yes

P2

Provision of information

Yes

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

P3

Assurance report on submissions to Monitor

Yes

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

P4

Compliance with the National Tariff

Yes

Compliant. NBT complies with national tariff prices. Scrutiny by
CCGs, LAT and NTDA provides external assurance that tariff is
being applied correctly.

P5

Constructive engagement concerning local tariff modifications

Yes

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

C1

The right of patients to make choices

Yes

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

C2

IC1

Competition oversight

Provision of integrated care

Yes

Yes

Compliant. Monitor have concluded and reported a Stage 2 review of
the recent service transfers between NBT & UH Bristol FT for
Urology, Breast care and Head & Neck.The report has been
reviewed and the key lessons in terms of rigour of clinical benefits
assessments and the need to demonstrate delivery through merger
rather than other delivery models will be applied to future proposals.

Compliant. Range of engagement internally and externally. No
indication of any actions being taken within the Trust that would be
regarded as detrimental to care integration for the delivery of
objectives outlined within the Licence.

Further guidance can be found in Monitor's response to the statutory consultation on the new NHS provider licence:
The new NHS Provider Licence

Appendix D

Board Statements

North Bristol NHS Trust
Nov-13

For each statement, the Board is asked to confirm the following:
For CLINICAL QUALITY, that:

Response

1

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

Yes

2

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

Yes

3

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

Yes

For FINANCE, that:

4

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

Response

Yes
Response

5

The board will ensure that the trust remains at all times compliant with the NTDA accountability framework and shows
regard to the NHS Constitution at all times.

Yes

6

All current key risks to compliance with the NTDA's Accountability Framework 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

7

The board has considered all likely future risks to compliance with the NTDA Accountability Framework and has
reviewed appropriate evidence regarding the level of severity, likelihood of a breach occurring and the plans for
mitigation of these risks to ensure continued compliance.

Yes

8

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

Yes

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

10

The Board is satisfied that plans in place are sufficient to ensure ongoing compliance with all existing targets as set out
in the NTDA oversight model; and a commitment to comply with all known targets going forward.

Yes

11

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

Yes

12

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

Yes

13

The board is satisfied that all executive and non-executive directors have the appropriate qualifications, experience and
skills to discharge their functions effectively, including setting strategy, monitoring and managing performance and risks,
and ensuring management capacity and capability.

Yes

14

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

Yes

Report to:
Date of Meeting:

Trust Board
28 November 2013

Agenda item:

7.4

Report Title:
Status:

NTDA Accountability Framework & Board statements
For information discussion assurance approval
x
x
Prepared by:
Paul Cresswell, Trust Secretary
Executive Sponsor (presenting): Andrea Young, Chief Executive
Appendices (list if applicable):
• Appendix A – Governance Risk Rating
• Appendix B - Financial Risk Rating
• Appendix C - Compliance with Monitor provider
licence requirements
• Appendix D - Board statements.
Executive Summary:
1.

Internal Assurance reporting against Accountability Framework KPIs &
Monitor Compliance Framework (Appendices A & B)

The October 13 GRR score is 2.5 – AMBER/RED (same as Sept score)
• Last 3 quarters were; Mar 13 (4.0 RED), June 13 (3.0 AMBER/RED), Sept 13 (2.0
AMBER/RED) so the overall improving trend is illustrated, although the remaining
red items are challenging to eliminate.
• The ‘red’ areas for October are;
• 3C (All Cancers: 31-day wait from diagnosis to first treatment). Unable to
achieve in October, at time of reporting shortfall related to 4 patients. Covered in
Activity & Performance board report.
• 3E (A&E 4 hour waits) – ongoing significant challenges. The Board Performance
report explains the position and actions to improve.
• 4A (Clostridium Difficile) exceeds the 2013/14 in year trajectory and during
November has now exceed the annual trajectory. The Control of Infection report
explains the position and planned actions.
The October 13 FRR score is 3 – GREEN, with all components scored 3 or 4 aside
from the I&E surplus margin %.
2.

Compliance with Monitor Provider Licence Conditions (Appendix C)
•

The recommended statements to be included in the month end return to the NTDA
are reported. The Trust continues to declare compliance with all Licence
Conditions.

The remaining key actions to strengthen assurances are;
•

G4 - Maintain watching brief on Government requirements to strengthen ‘fit and
proper’ persons test for directors in light of Francis Inquiry and respond to
requirements once known. Within the Governments response to the Francis
Inquiry recommendations, published last week, it was made clear that in future all
executive and non-executive directors will be subject to a fit and proper person test
which, as well as checks for criminal convictions and bankruptcy charges, will
consider whether the individual has the “qualifications, skills and experience
necessary”. Details of exactly how this will be assessed will follow, regulated by the
CQC.

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

3.

P1 - Ensure internal or external assurance framework is established for data quality
reporting in 2013. This will set out a 'map' of NBT's information sources and how
their data quality processes operate. Initial discussions have been held to
strengthen the existing groups that have oversight in this area with the aim of
agreeing a revised approach within the next 2 months.
Board Statements (Appendix D)

•

Based upon the assurances in place that underpin each statement it is
recommended that all questions are answered ‘yes’ based upon a continuation of
the board’s revised assessment in October with respect to Statement 10.

Action Required:
The Trust Board is requested to:
•
•
•

Note the Trust’s current FRR and GRR scores and related actions.
Discuss and approve responses to the Monitor Provider Licence, as set out
above, for the month-end submission to NTDA.
Discuss and approve responses to the 14 board statements for the month-end
submission to NTDA.

Key Risks:

Impact on Patients:
Impact on Staff
Link to Trust Objectives:
Care Quality Commission
outcomes:
NHS Constitution:
Financial Issues:
Legal/regulatory Issues:
Equality Issues
considered:

Persistently adverse performance against key metrics
relating to clinical quality or financial performance
demonstrate either detrimental delivery of care or poor use
of resources, either of which will also undermine the Trust’s
Foundation Trust application.
None directly – these are corporate returns to facilitate
scrutiny of the Trust by the NTDA.
As above
All Trust Big 5 objectives are relevant.
Overall CQC compliance reflected in Board statement no. 2.
Board statement number 5 commits to “having regard to
NHS Constitution at all times.”
Reflected within board statement nos. 4,6,7 & 10
Accountability Framework applies to all non-Foundation
Trusts as part of NTDA pipeline.
N/A

This document could be made public under the Freedom of Information Act 2000.
Any person identifiable, corporate sensitive information will be exempt and must be discussed under a 'closed
section' of any meeting.
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Southmead Hospital Redevelopment Project Highlight Report
Period: 26 Oct – 20 Nov ‘13 SRO: Mike Coupe
Date: 20 November 2013
Report No.114
Author: Martin Warren
Status summary: Construction and fit out are on programme.
Key Issues: Trust Board has approved the commercial settlement with Carillion.
Some strategic change requests via variations may not be completed by the time of handover/opening. Impact being assessed.
Second peer review by Pembury complete – positive overall. Action plan to be developed.
Time, quality, risk and financial control update

Time
Construction is on programme with fit outs internally substantially
complete. Both new MRI scanners are installed & the installation
of all Cat B Major Medical equipment is virtually complete
Some 3rd party documentation requires further action by the
Facilities team to formalise proposed occupations of Brunel and
ensure vacant possession of existing hospital.
Delays to handover of parts of old hospital to CCL being
negotiated with CCL as part of commercial settlement.
Potential delay in NBT decommissioning due to new legislation
relating to vacuum system is looking less risky following
assessment of system contamination.
Building Research Establishment (BRE) final assessment of
CCL’s response to BRE’s analysis of the CCL fire strategy
received and will be shared with CCL. Potential area of dispute
but is not expected to delay hospital opening.
Top Risks
Pathology scheme construction completes too late to clear PFI
Phase 2 site on time
Trust do not handover buildings to Carillion by due dates
Solution to Sterile Services provision during phase 2 of PFI
Financial

RAG
G
A
A

A

A
Score
15
15
12

G

Quality
RAG
IM&T and equipment prioritisation complete to bring costs
into budget. Final budgets agreed at October Estates and
G
Asset Mgt Group and discussed with Directorates via GMs.
Great feedback received following a site tour involving Exec
Directors and key stakeholders (MP, LAT Area Team
G
Director, SG CCG rep, public rep etc)
Trees, flooring and addition of multi-faith coloured glazing
G
and wooden fins adding additional quality to concourse.
Progress on Phase 2 RDD continues to meet Carillion
construction requirements. Updated general arrangement
G
plans for whole site now issued. Phase 1 RDD generally
complete.
The Trust has accepted all areas of Beneficial Access as
suitable for occupation and are being used successfully for
G
mainly IM&T installation and commissioning
Mitigation
Reach agreement on delayed handover with CCL. Proactive
programme management with Contractor. Work has commenced
Revised project management processes for ‘jigsaw’ projects now in
place and additional resources appointed
Deliver the agreed off site solution

Committed costs for unidentified asbestos at £200k. Trust Board approved variations to date: £333k plus variation enquiry costs. Future
variation costs for strategic changes to phase 1 estimated at £300-£400k (plus variation enquiry costs).
Phase 2 risk reserve cost (for delay, strategic changes etc) is estimated at £1.8m but decommissioning costs remain a concern.
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Highlight Report
Date: 28 Oct 2013
Period: Oct-Nov 20th 2013 Status summary: Overall the Move programme is on track. The most significant issue is the
Author: Sue Evans
Report Number: 14
impact of delay with achieving the New Hospital Resupply Project (NHRP).
SRO: Sasha Karakusevic
Key Issues: The Peer Review concerns relating to logistics and delivery flows are being addressed by Facilities Management to ensure all access requirements are
covered. The NHRP remains the chief cause for concern for the Move project as further slippage in decision making will impact on Move.
Time, quality, risk and financial control update

A

Programme
The Move programme is on track and the first of generic and departmental Move
plans have been produced

RAG
A

Quality
The Peer Review conducted by Maidstone and Kent NHS Trust has
reported positively overall on progress with Move

RAG
A

The Peer Review has highlighted the key programme risks relating to the NHRP
which requires intensive resource. Pathway from order to use to be clarified for all
product flows.
As a paperlite solution will not be implemented on day 1, challenges are being
addressed to ensure appropriate pathways for health records which involves
changes to administrative roles associated with this function. Proposals have been
discussed with users and a preferred solution proposed
Negotiations continue regarding the supply of Patient Entertainment Systems.
There is a risk that this service will not be in place on day 1.

R

A series of visits has been held to review potential furniture
suppliers. Some innovative and high quality solutions have been
presented
A series of Preview Days will be held in the Brunel building for an
invited audience from stakeholders to the public prior to the first
patient moves

G

G

Approval of VE 16 enables Carillion to progress works to alter defined areas. It is
anticipated that most areas will be completed by practical completion, but risk
remains around the oral surgery area. Discussions on-going with Carillion
Top Risks

A

Recent site visits have yielded very favourable comments from our
staff, notably some consultants and a visit with the Chief Executive
and local dignitaries

A

A

Score

G

Mitigation

Resupply project team resources, are not sufficient to deliver all of the milestones
in the time allowed

16

New Project Management Team in place. if additional staff are needed this
will be raised to senior management rapidly POST MITIGATION SCORE
12

Consultant Job Planning not complete by 01/10/2013 (delay to Cerner rebuild)

16

Monitor progress through PAG and escalate early. Build team have been
proactively visiting all sites to try and help business collect this information.
POST MITIGATION SCORE 9

Financial controls
1st cut of double running costs produced for further review with Directorates to ensure these are robust. Move budget of £1.6m currently shows small forecast overspend,
but project team working to bring back to budget.

131120 Move Highlight Report

Capital Jigsaw - overall risk status of projects

Jigsaw Change Programme - Monthly Project Progress
Source - Individual Project Dashboards
Key
Improving position against last month
Deteriorating position against last month
No change

Project

Last time

Programme

Quality

Finance

Project
RAG Status

Change on
previous
month

Project Summary

Capital Projects Team - SRO Mike Coupe
1

On time and budget. Generator relocation to be agreed. Ground floor fit out for corporate offices
cannot start until practical completion of main scheme.

Learning & Research phase 2
G

2

G

G
Vinci appointed. Kick-off meeting 6th November. Risks around timelines for project end and
commissioning timeframes. Contingencies being worked-upon.

A

G

G

A
Difficulties with Phasing of works to Path 2 and reconfiguration of Phase 1. Risks around agreeing
final designs. Contingencies being worked-upon.

Pathology Phase 1 Reconfiguration
A

4

G

Pathology phase 2 newbuild
R

3

G

A

G

G

A
Discussions progressing with service regarding minimal cost interim solution from PFI opening to
pathology phase2 completion.

Neuropathology (Interim Solution)
A

G

G

G

G
FBC approved by EAMCPG in October. Contractor appointed to start w/c 25/11

5

Clinical Research Centre (OS)
G

6

G

G
Funding position significantly improved though remains an amber risk. Design issues resolved and
outline plan now approved by all users/senior stakeholders.

G

G

A

G

Corporate Offices
A

7a

G

Clinical Research Centre - Neurosciences (Elgar)
A

7

G

A

A

A

A

L&R shell fit-out

Outputs from Plan B assessments being worked-through. Existing offices will require refurbishment
and alteration requirements.

7b Modification of existing offices

8

9

Project manager appointed. Data validation exercise and agreeing principles with stakeholders
underway. Confirmed L&R fit out not an option for May 2014. Comms to business anticipated in
November.
Designs have been developed for fit out of the ground floor shell and core. Cannot start fit out
before L&R2 completion due to BREEAM requirements for overall build.

Disablement Services/Wheelchairs/CAC
R

A

G

G

A

A

G

G

G

G

Neuropsychiatry relocation

FBC approved at Trust Board in October. Programme to complete works remains very tight.
Proceeding to construction phase as per approved plan. Will remain rated as Amber due to very tight
timelines for programme delivery
EAMCPG approved OBC preferred option to use Avonmead Ward. Project timeline is fairly tight
though remains deliverable.
Programme, quality and cost control remains challenging. Issues with both contractors and project
managers. Timelines for building decanting to Carillion handover at high risk.

10 Breastcare & Wellbeing Centre
A

R

A

A

R
Completed

11 Beaufort House decant for Breast Care Centre
Decommissioning tenders returned - approvals paper to EAMCPG in December. Risk around overall
costs for both decommissioning and demolitions.

12 Southmead decommissioning incl ACIS
G

G

G

A

G
Tendering proceeding according to plan for February 2014 approval

13 Southmead Demolitions
G

G

G

A

G
South Glos HOSC issued a negative opinion on use of Elgar House. Project referred to Secretary of
State for Health. Bristol HOSC approved. Project proceeding anyway following agreement with CCG.

14 Frenchay interim 68 beds - Elgar House
G

G

G

G

G
Executive Sign-off for proposal to use Malvern approved. Project timelines re-based and proceeding
on new plan. Costs yet to be fully agreed and minimal financial envelope

15 Pain Relocation
A

A

G

A

A
Executive Sign-off for proposal to use Burden approved. Project timelines re-based and proceeding
on new plan.

16 Relocation of HITU and Headway
A

G

G

G

G
Managed through Frenchay Site Redevelopment Task + Finish Group. Approval schedule from South
Glos. Council has slipped.

17 Frenchay decommissioning and disposal
G
18 Offsite Records Storage and Retrieval

A

A

G

G

G

G

A

G

A

Full Business Case approved at EAMCPG. Awiating Trust Board approval in November. Key risk is
revenue consequences being off-set by service and project timelines being tight.

Facilities Managed Projects - SRO Simon Wood
SRO - Simon Wood PM - Paul Jenkins
Project on-track however timeline for successful delivery remains very tight

19 SSD
A

G

A

G

A
SRO - Simon Wood PM - Karen Shrimpton
Proposals under discussion regarding relocation. May require planning approval.

20 Estates maintenance relocation
A

A

G

A

A

22 Travel Plan incl. interim parking

SRO - Simon Wood PM - Chris Rumley
Tenders received and assessed. Preferred bidder confirmed. Discussions continuing with Carillion
regarding procurement process.
Revenue-scheme addressed through MOVE Programme. Will not be included in Jigsaw reporting
from December.

23 Creche

SRO - Simon Wood PM - Chris Lawson
Outline Business Case being developed for December EAMCPG

21 Car Park barriers and infrastructure
G

A

A

R

A

A

G

A

A

A
SRO - Simon Wood PM - Chris Rumley
Appointment of architects completed.

24 Retained Estate Masterplan
G

G

G

G

G

25 Re-supply Project

26 Cook chill to retained estates

R

A

R

A

R

A

R

A

A

R

SRO - Simon Wood PM - Nick Jones
Project scope, structure and team confirmed however risks remain around timescales and extent of
work to be completed.
SRO - Simon Wood PM - Chris Lawson
Options for solution for remaining inpatient wards being developed. Significant risk around
timescales and impacts on vacation of Kendon restaurant

Other Directorate Managed Projects - SRO as listed
SRO - Sasha Karakusevic PM - Susan Philpott
Full IT costings being assessed and awating final approval. End-dates remain solid.

27 Centralised Admin Team
A

G

G

A

A

28 Centralisation of Specialist Paediatrics
A

G

G

R

A

A

A

G

G

A

R

R

A

A

R

29 Cleft service transfer to UHB

30 Disaster Recovery
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SRO - Chris Burton PM - Kevin Hunter
NBT cost release planning assumptions remain challenging. Timescale for April project delivery
remains on-track
SRO - TBC PM - Kevin Hunter
Option Appraisal for final location being completed. Concerns remain from NBT over solution being
delivered in the required timeframe.
SRO - David Powell PM - Martin Cummings
A number of options are being explored including both potential physical locations across Trust
properties and revenue/managed service solutions.

Jigsaw Programme - Highlight Report
Date: 11 November 2013
Author: Steve Brown

Period:
To mid-Nov 2013

SRO: Mike Coupe
Status summary: Overall programme risk red due to deterioration in the
status of several key projects. Remaining time available to implement all
R
projects is key risk, and potential impact on ability to clear PFI Phase 2 land at
Southmead.
Overall summary: Many achievements in-month, including appointment of a dedicated Programme Manager and additional project
managers, approval of Capital Programme and 2 key FBC’s approved by Trust Board. Issues emerging in Corporate Offices, Breastcare Centre
and Pathology Projects which threaten project delivery timelines. Concerns unresolved around FM-managed projects.
Time, quality, risk and financial control update
Time
With 6 months to go there are programme risks associated with over
two thirds of the projects within the capital programme. The most
critical of these are those which will affect completion of the PFI
scheme, notably Pathology, Disablement Services, and the Breast Care
Centre. Those which affect clearance of Frenchay include Corporate
Offices. Concerns over timeframes for delivery of FM-managed NHRP
and Cook-Chill projects.

Quality
Design Review Group held in October to review 4 Jigsaw projects.
Peer-review of Clinical Research Centre (Elgar House) will be
established with project team to ensure quality opportunities
maximised.
Project team ‘walk-about’ reviews now taking place on Learning and
Research 2 project to ensure quality of the final product meets
agreed standards.

RAG ratings – these are set out for each project in a separate appendix.
Top Risks
Score Mitigation
Pathology: Delay to handover of Lime Walk etc
15
Plans being constructed for re-basing of project phasing
15
Breast: Delay to programme
Phased approach to building commissioning
Corporate Offices: Clearing all staff from Frenchay
15
Supporting project resource focussed on multiple workstreams
Financial
Prioritisation process for capital jigsaw now complete and outcomes included in Trust’s capital plan which was approved in October by Trust
Board. No significant changes to overall Jigsaw Programme costs in last month.
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Frenchay Disposal Highlight Report
Date:
21 Nov 2013
Period: 1 – 21 Nov 2013
SRO:
Mike Coupe
Author: Philip Morgan
Status summary: Planning Application has been delayed but progressing satisfactorily
Key Issues: Ensuring that the a positive planning decision is made by autumn 2013 by the Local Authority

G

Time, quality, risk and financial control update
Time

RAG

Planning Permission The case officer has confirmed that he has all the information
required to complete his report for the planning committee which he expects to
complete by the 25th November and will be recommending approval. There are a few
G
outstanding SGCC internal matters with respect to the S106 Heads of Terms
submitted by NBT on the 4th November but the officer expects them to be resolved
positively. The officer has also confirmed that a special planning committee meeting
is being arranged for early December to hear the application.
Site Vacation. NBT have been progressing the relocation of operational services by
May 2014. This activity is outside the scope of this report and managed by a separate
A
project workstream and delays in relocation are inevitable. However these are
programmed into the de-commissioning project.
Town & Village Green Application (T&VGA). SGCC have now confirmed that the
A
Public Enquiry will be held during week commencing 17th March 2014.
Decommissioning. Tender preparation on-going with tender enquiries being sent
G
out early December and contractor appointment scheduled for February 2014.
Top Risks
Score

Time
The Trust have engaged expert external advisors to ensure
quality design for the redevelopment

G

The developers of the site will be governed by the Planning
Permission which has rigorous quality design parameters

G

Mitigation

•
•
•

Planning permission delayed creating delay to disposal programme
Onerous S106 requirements eroding net receipt
The T&VGA impacts on the planning application process

9
9
9

•
•
•

•

The T&VGA application is successful and reduces the developable area of the
site

6

•

Financial

RAG

Regular contact through workshops to resolve officer concerns.
Demonstrate high abnormal costs to the District Valuer (DV).
Make representations to the Case Officer and escalate if
necessary
Appoint legal advisors to assist in challenging the application in
order to reduce/remove the application area but also revisit the
abnormal cost plan already submitted to the DV to reflect any
financial impact.

Planning consultants have been appointed through a competitive tender process and enquiries have been sent out for the appointment of legal advisors.
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Report to:
Date of Meeting:

Trust Board

Report Title:
Status:

SHRP, MOVE, Jigsaw and Frenchay disposal highlight reports
For information
discussion
assurance
approval
X
X
SHRP: Martin Warren, Project Manager
MOVE: Sue Evans, Head of Commissioning Support
Jigsaw: Steve Brown, Programme Manager
Frenchay: Phil Morgan, Technical Director
Executive Summary: Tricia Down, Head of Capital Planning
Mike Coupe, Director of Strategy & Planning
SHRP, MOVE, Jigsaw and Frenchay disposal highlight reports

Prepared by:

Board Sponsor:
Appendices:

Agenda item:

8.1

Executive Summary:
Southmead Hospital Redevelopment Project (SHRP)
Overall status is GREEN. Construction is on programme and internal fitouts are
substantially complete. The Board is asked to note the following potential costs and actual
benefits realised as a result of the agreed delay in handover of the radiology, catering, link
corridor and outpatient buildings:
•

If the Trust is required to move the radiology service into the new hospital in
advance of the main patient moves, there will be a requirement for the hiring of a
mobile CT with associated infrastructure at an estimated cost of £150,000. An
interim and flat location would need to be identified.

•

If the Trust were required to move the catering service from Kendon to the new
hospital in advance of patient moves (in accordance with the contract dates), costs
to provide an interim catering service to patients in the retained estate are
estimated at £250,000. This is because the cook chill catering method which will
apply in Brunel cannot apply to the retained estate as it does not have the
infrastructure to support the cook chill model. Hot food production will therefore
require a field kitchen, additional electrical infrastructure etc.

•

If the Trust is required to disconnect its IT connections between Elgar House and
the main hospital by the required contract date, there is an estimated cost of
£100,000 for the IT team to undertake interim IT works to maintain connectivity.

•

If the Trust is required to move the outpatient service into Brunel in advance of the
main patient moves, there would be a risk and disruption to the move programme
as the Trust would be bringing in equipment, undertaking fit out and bringing
inpatients into an operational building, already busy with outpatient activity.

MOVE
Overall status is AMBER. The key issue is the potential impact of any delay in delivery of
the resupply project.
Jigsaw programme
Overall status remains RED. Anticipated improvement to amber not realisable. Emerging
issues have resulted in a deterioration in the risk profiles of 3 schemes. The issues
identified and actions being undertaken to mitigate the risks are set out below:
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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•

Breast Care Centre: there are programme delays primarily associated with the
additional roof works required. There is concern that the roof works will not be
complete to provide a watertight building over winter. A plan is being developed to
phase the move into the new facility to mitigate the programme delay.

•

Car park infrastructure: Tendering process took longer than expected and has
added risk to procurement processes. This is being addressed and is expected to
conclude satisfactorily.

•

Cook chill to retained estate: Greater project focus will be applied within the
Facilities team to ensure a cook chill facility is available for the retained estate on
opening of Brunel.

Other issues to note
Pathology: there is risk associated with the extremely tight programme and the complexity
of the phase 1 reconfigurations which could impact on the phase 2 scheme. An interim
solution is to be considered.
Corporate offices: Commencement of the corporate offices schemes cannot start until
buildings are freed up. There are proposals to utilise Learning and Research phase 2,
Christopher Hancock Building and the Burden at Frenchay. This will mean that services
may need to stay at Frenchay until September/December 2014. Proposals will be
considered at the Estates and Asset Management Capital Planning Group.
The revenue impact of the programme is currently being assessed. All future business
cases will incorporate full assessments of the proposed solutions on patients and staff.
Frenchay:
Overall status is GREEN. The planning application is progressing satisfactorily but the
committee date has slipped due to the complexity of the application and the case officer’s
workload. There is great public interest in the application and the planning authority will
need to be reassured that the process will stand scrutiny.
The revenue impact of the ‘steady state’ use of the Frenchay campus is currently being
assessed. A full business case for the deployment of capital and revenue to support the
disposal is in preparation. This will be shared with the NHS Trust Development Authority.
Action Required:
Trust Board Is requested to NOTE this report

Key Risks:

As set out in attached updates

Impact on Patients:
Impact on Staff

As set out in attached updates
As set out in attached updates

Link to Trust Objectives:

Aim 3: We will provide leading edge services in high
quality environments
As set out in attached updates

Care Quality Commission
outcomes:
NHS Constitution:
Financial Issues:
Legal/regulatory Issues:
Equality Issues considered

n/a
As set out in attached updates
As set out in attached updates
n/a

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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Approval

x
Ian Triplow
Avril Waterman-Pearson(Chair) / Mike Coupe / Harry Hayer
Summary Report

Executive Summary:
This briefing provides a summary of the meeting of the Development Committee
held on 15/11/2013.
It also provides opportunity for Board members to cross reference the strategic and
development issues covered with information received directly at the Board and
within the normal course of duties.
Key issues discussed included:
1.
2.
3.
4.
5.

Centralisation of Specialist Paediatrics Plastics/Burns transfer
Road to 2014: Critical Path update
Business Case Process Update
Integrated Training Plan
Weston decision on Severn Pathology

Action Required:

Trust Board is requested to:
• Review the work of the Development Committee and discuss any
appropriate issues

Key Risks:
Impact on Patients:

Impact on Staff:

Link to Trust Objectives:

Demonstration of an adequate process for assuring the
Board that objectives can be achieved and governance
processes and compliance issues are dealt with is
important for the safety of patients, the Trust’s own
health as an organisation and for those outside bodies
with statutory obligations to oversee health care
Indirect impact on the safety of patients and
demonstration to patients and the public of the Trust’s
ability to maintain that safety.
Supports staff in their operational work.

Care Quality Commission
outcomes:
NHS Constitution:
Financial Issues:

Legal/regulatory Issues:
Equality Issues considered

Service of exemplary quality and safety
Leading edge services in high quality environments
Great place to work
Impacts on all CQC registration and other bodies’
standards.
Quality of care and environment
Respect, consent and confidentiality
Compliant and redress
All staff rights
No extra financial issues
Considered as part of compliance
No impact assessment taken but equality issues part of
Committee’s assessment of all reports

Appendix A

Summary of Development Committee Meeting held on 15/11/2013
1.

Decisions Made / Requested

2.

• No decisions are required from the Board this month
Assurance Reports Directly reviewed by Development Committee
•

3.

Three Year Business Planning Guidance
o The overall Integrated Business Plan would be formed as a result
of the directorate level plans, which are on a rolling basis to
enable flexibility within the Trust strategy
o It will be reviewed for approval by Trust Board in March 2014
• Business Case Process Update
o Under the new process, the Trust Management Team will be
involved in recommending cases to the Finance & Performance
Committee and Trust Board.
o There will be a benefits realisation process to feed into TMT to
monitor the outcomes of business cases
o The Committee voiced support for the process as long as the
TMT role is formally added
• Workforce Affordability Planning Process
o The process is a way of creating an affordable workforce plan for
14/15, which will reconcile bottom up and top down plans, to
deliver the required activity within the affordability envelope
o It is designed to outline the transition plan between current and
future state, whilst allowing transparency about the affordability
gap to highlight issues and enable people to generate options to
close it
o Further work is needed to clarify and finalise workforce plans for
medical workforce and the PCA theme
• Integrated Training Plan
o It was indicated that this is made up of two central modules:
MOVE, which involves training for the transition period and new
hospital processes; and the Theme work, which concentrates on
the new pathways in the Brunel Building
o Currently the MOVE component is well detailed and
standardised, with Themes progressing towards this point
o It was decided that responsibility for the integrated training plan
should move to the Director of Organisation, People &
Performance, who will provide an update next month
Assurances Received from Sub-Groups

Road to 2014: Critical Path Group
• There was a discussion around where the correct place for assurance
around the move into the Brunel building should come from. The remit
for assurance was to be retained by the Development Committee, with
operational assurance and governance being discharged by the
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•
•
•
•

Executive Team.
Jigsaw projects and Facilities milestones will move onto the critical path.
The Critical Path Group both requests evidence for milestone
completion and productivity measures to ensure to ensure progress
towards implementation.
There was agreement that a Programme level risk register needs to be
kept up to date, and to be reflected in the Trust Risk Register
It was decided to delay the Road to 2014 survey until January, with the
results to come to the February committee meeting

Estates, Assets Management and Capital Planning Group
• It was confirmed that Capital projects are now within their affordability
envelope
Clinical IT Systems Group
• The group is focussed on upgrading the current systems, and furthering
the new hospital IT systems, particularly around the flow of patient
notes.
• The PAS procurement process was to have its own governance process
to enable issues to be dealt with quickly
Key Risk Areas Discussed:

Centralisation of Specialist Paediatrics
• The current model of transfer will place a cost pressure on the adult
services remaining at NBT, particularly in burns and plastics. It was
agreed that an independent assessment of this issue would be sought
by the Medical Director.
Road to 2014: Critical Path Group
• There are several key issues around the critical path:
o Outpatient fit and activity
o PCA issues as a result of starting late
o Facilities issues which impact on becoming operational
o Continuing affordability issues
o Consultation slippage on some projects.
Severn Pathology Update
• Weston Area Health Trust has now confirmed that it will not join Severn
Pathology. The management of this new service has moved from being
a project to the management of Core Clinical Services.
• NBT is now finalising the details of the model with Public Health
England (PHE), and will re-convene in January to update on progress
made in the interim
Clinical IT Systems Group
• There are still issues around PACS, particularly the external sharing
add-on; the Trust is delaying implementation until this is resolved
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Executive Summary:
The attached paper sets out the background to senior leaders’ events and leadership
development at NBT and a proposed new initiative to use some of these mechanisms to
develop the NBT Strategy during 2014/15.
Action Required:
The Trust Board is asked to NOTE the outline programme of work in 2014 and to
TAKE PART in the January strategy development event (dates to be notified).

Key Risks:

Impact on Patients:

Impact on Staff:

Link to Trust Objectives:
Care Quality Commission
outcomes:
NHS Constitution:
Financial Issues:
Legal/regulatory Issues:
Equality Issues considered:

The lack of a coherent and effective strategy will weaken
NBT’s position in the health system and create difficulties
for future healthcare provision.
A clear strategy will benefit patients by ensuring that
NBT’s current and future service provision is of the
highest quality
A clear strategy will provide the framework for an
effective and pro-active workforce and organisation
development strategies
All
All
All
The LTFM will be aligned to the Trust’s integrated
business plan
As relevant
As relevant

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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Senior Leaders’ Events (Strategy Development)
Introduction
In recent years, North Bristol NHS Trust has invested in senior leaders’ events and
leadership development across a wide variety of staff groups with the objective of
increasing leadership capacity and capability and stronger collective endeavour to achieve
the organisation’s objectives.
As part of the Trust’s emerging Organisation Development programme, strategy
development has been identified as a key objective in 2014. The outcome of this will be to
set out the Trust’s future direction through a process of internal and external engagement.
This paper sets out the background to senior leaders’ events and leadership development
at NBT and a proposed new initiative to use some of these mechanisms to develop the
NBT Strategy during 2014/15.

Background to Senior Leaders’ Events and Leadership Development @ NBT
In addition to an ongoing programme of leadership development of specific professional
groups (e.g. ward sisters) and themes (e.g. team development), some of the key
milestones in recent senior leaders’ events and leadership development at NBT are :2007
2008
2010
2010
2010
2011
2013
2013
2013

Launched Senior Leaders’ Events in the Trust
Extensive survey of our senior managers and leaders on their experiences of
working at NBT
LEAD 1 launched for ‘Top 180’ leaders at the Trust
NBT Coaching Register created
Exceptional Healthcare Awards launched
Cranfield University study on middle management in the NHS – NBT one of small
number of NHS England sites – research published
LEAD 2 launched for development of mission-critical leaders and their teams
Clinical Directorate Conference
Senior Leaders Events – Directorate action plans on engagement on delivering
‘Road to 2014’.

Background to Strategy Development @ NBT
In addition to ongoing and periodic service- and directorate-specific strategy development,
key milestones in strategy development at the Trust in recent years have been :2003
2007
2009
2010/12
2010
2011
2012
2013

Bristol Health Services Plan
NBT’s ‘Big 5’ objectives
‘Building our Future’ Programme launched
Discussions on Trust integration
‘Exceptional Healthcare, personally delivered’ mission/brand
1st IBP/LTFM as part of FT application process
‘Road to 2014’ Launched
Most recent IBP/LTFM
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2013

Bristol Acute Services Review

2014
In addition to ongoing senior leaders’ events and leadership development at NBT, it is
proposed to use some of these mechanisms to develop the NBT Strategy during 2014/15.
This will include :
December

Strategy questionnaire issued to directorates

January

Strategy Development Event : Trust Board, senior clinical
and corporate directorate staff – date to be confirmed
(evening + day)

Sept ’14, Jan ’15

Further strategy development events

Feb, Oct ’14, Feb ’15

Senior leaders’ events

These events will be supplemented by a cascade of strategic development interventions
across NBT and with external stakeholders and with patient and public involvement.

Trust Board Action
The Trust Board is asked to NOTE the outline programme of work in 2014 and to TAKE
PART in the January strategy development event (dates to be notified).

Harry Hayer
Director of Organisation, People & Performance
November 2013
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NBT Future Board Committee
Structures

Background (1)
The 2013 IBP reflected the Board structure existing at that time as below;
This structure had been in
existence for around 3 years but
was agreed by the board as
needing overhaul to;
• Reduce the number of direct
committees reporting to board
& duplication between them
• Improve clarity of capital case
developments/approvals
• Facilitate more effective NED
assurance engagement

Background (2)
The revised structure agreed at June Board was then challenged
through scenario testing in the September Board Development session.
The output from this was the high level diagram shown below presented
in the September Board paper.

The following slide
builds this into a full
structure…….

Proposed Governance Arrangements
Delivery
Accountable
Officer

Trust Board

FT Project
Group

Audit
Committee

Charitable
Funds
Committee

Remuneration
& Nominations
Committee

Quality & Risk
Management
Committee

Finance &
Performance
Committee

Development
Committee

QRMC
assurance
sub-structure

Chief Executive

Assurance

Executive Management
Team

Executive Review
Meetings

Trust Management Team

Workforce Management
Steering Group
Research & Innovation
Group
Organisation
Development Group
Strategy & Business
Development Group

Executive Directors

Estates & Capital
Planning Management
Group
Clinical IT Systems
Group

Professional/Consultative
•
•
•

Nursing & Midwifery Committee
Medical Advisory Committee
Joint Consultative & Negotiating
Committee (JCNC)

Performance
accountability

Quality & Risk
Assurance

Road to 2014 Critical
Path Group
Performance & Activity
Group

Directorate
Management Teams
(clinical & corporate)

Procurement Group

Principles Applied (as set out in September Board)
 The Trust Board has prime responsibility for assurance. The Chief
Executive has prime responsibility for delivery
 The Trust Board will mandate/commission the appropriate Board
Committee to undertake assurance on its behalf.
 The Chief Executive is accountable (officer) for all delivery,
responsible to the Trust Board and accountable to Parliament as the
NHS Accounting Officer. She will use the NBT Executive and
Clinical infrastructure to discharge her responsibilities.
 Revised corporate governance structures need to be agile and lean.
The Finance and Performance Committee and the Development
Committee are unlikely to have any formal sub-structure. This substructure will form part of NBT’s delivery arm under the CEO.
 QRMC retains its infrastructure to sustain cross-directorate ‘floor to
board’ assurance oversight.

Chairs & Executive Attendees (assurance committees)
The following is proposed;
Committee

Chair

NEDs

Execs

QRMC

RM (NED)

KG

DN, MD, COO, DFac.

Development

AW-P (NED)

NP

DS&P, MD, DFac,
DOP&P

Finance & Performance

ML (NED)

PR

DoF, COO, CEO

Charitable Funds

NP (NED)

Audit

KG (NED)

Remuneration & Nominations PR (Chair)

DoF
NP, ML

DoF (in attendance)

All

CEO, DOP&P
(in attendance)

FT Project Board

AY (CEO)

PR, KG DS&P, DoF, DN

*Execs will attend for specific items when needed if they are not core members

Actions/Next Steps
1. Approve structure & principles at Trust Board (November 13)
2. Revise existing Terms of Reference & Approve at Trust board (all
assurance committees – November 13)
3. Align revisions of Standing Orders, Scheme of Delegation and
Standing Financial Instructions to revised structure (review Audit
Committee – Jan 2014)
4. Update Delivery Committees for Board approval (Feb 2014)
5. Publish all ToRs in new intranet site / or using new Board
Committees Software package if/when procured (Mar 2014).

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 and Risk Management for the
Trust.

Date Adopted

June 2013

Review Frequency

Annual

Core Accountabilities
Terms of reference drafting

Trust Secretary

Review and approval

Quality and Risk Management Committee

Adoption and ratification

Trust Board

1.

Authority

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).
1.2. The Committee is a standing committee of the Trust’s Board of Directors (the Board).
Its constitution and terms of reference shall be as set out below, subject to amendment
at future Board meetings.
1.3. The Committee is authorised by the Board to act within its terms of reference. All
members of staff are directed to co-operate 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.

Membership and attendance at meetings
Membership

2.1. The Committee shall be appointed by the Trust Board and shall consist of:
• two non-executive directors
• Chief Operating Officer
• Director of Facilities
• Director of Nursing
• Medical Director
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2.2. A Non-Executive Director shall be appointed Chair of the 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 NonExecutive Director.

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

3.

•

the Head of Compliance;

•

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:

Quality Governance Structures
3.2. The Committee shall ensure an appropriate governance structure exists within the
organisation, so that the organisation can be well run, well managed and well
governed. This will be achieved by:
•

reviewing, at least annually, the sub-committee structure that reports into the
Committee to confirm that it is consistent with the needs of the organisation.

•

reviewing the terms of reference of all sub-committees at least annually to
ensure that they are up to date with appropriate regulatory requirements and
consistent with the objectives of the Trust.

•

reviewing reports from all sub-committees to ensure that they are functioning
effectively, and any areas of work, or issues of concern are being progressed,
addressed and delivered for improvement.

•

reviewing and providing assurance to the Trust Board on the adequacy of quality
governance throughout the organisation using the Monitor Quality Governance
Framework to formally measure compliance.

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 Authority, Department of Health,
commissioners) that the Trust is complying with its regulatory requirements and
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meeting its targets; and can evidence this.
3.5. The Committee shall embed the culture of compliance within the organisation, so that
it happens as part of normal 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.

Risk Management
3.7. The Committee shall ensure the Trust has robust 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:
•

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 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.

Other matters
3.10. The Committee will receive reports from each of the following sub-committees groups
in order to obtain assurance on the effective delivery of their Terms of Reference:
•

Quality Committee Group

•

Drugs & Therapeutic Committee Group

•

Clinical Risk Committee Group

•

Risk & Compliance Committee Group

•

Patient Experience Group

•

Patient Records Committee Group
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•

Health & Safety Committee Group

•

Control of Infection Committee Group

•

Adult Safeguarding (including Learning Difficulties, Dementia and Mental Health)
Group

•

Safeguarding Committee

Conduct of business

4.1. The Trust Secretary shall be Secretary to the Committee and the Management
Assistant to Trust Secretary 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 the public session where possible.

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.
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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.
5.3. The Committee will report to the Board annually on the performance of its duties as
reflected within its Terms of Reference. The Audit Committee will also review the
Committee’s Annual Report to the Board in order to inform its overall scrutiny of the
Trust’s draft Annual Governance Statement prior to recommending it for Board
approval.

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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Development Committee Terms of Reference
Purpose - The Committee is established to provide assurance to the Trust Board on
the following areas of activity:
•

Organisation Development

•

Research and Innovation

•

Workforce Management

•

Estates and Capital planning

•

Strategy and Business Development

•

Clinical Information & Technology Systems

•

Road to 2014 Critical Path

Date Adopted

27 June 2013

Review Frequency

Annual

Core Accountabilities
Terms of reference drafting

Trust Secretary

Review and approval

Development Committee

Adoption and ratification

Trust Board

1. Authority
1.1. The Trust’s Board of Directors hereby resolves to establish a committee of the Board
to be known as the Development Committee (the Committee).
1.2. The Committee is a standing committee of the Trust’s Board of Directors (the Board).
Its constitution and terms of reference shall be as set out below, subject to amendment
at future Board meetings.
1.3. The Committee is authorised by the Board to act within its terms of reference. All
members of staff are directed to co-operate 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 this necessary or expedient to the
exercise of its functions.
1.5. The Committee has no delegated authority for the approval or variation of approved
sums for capital business cases. The Trust Scheme of Delegation sets out the basis
of authority allocated elsewhere within the Trust.
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2. Membership and attendance at meetings
Membership
2.1. The membership of the Committee shall consist of:
two Non-Executive Directors of the Trust (one of whom will chair the
Committee)
Director of Facilities
Director of Organisation, People and Performance
Medical Director
Director of Strategy and Planning

Quorum
2.2. Quorum will be achieved through the presence of at least half of the members,
including at least one Non-Executive Director.
2.3. Deputies may attend by exception, but they must be fully briefed and will not count
towards the quorum

Attendance
2.4. Meetings of the Committee shall normally be attended by:
Head of Marketing and Communications;
Associate Director of the Project Management Office (PMO)
Staff Side Chairman (to be invited)
2.5. The Committee may invite other persons to attend a meeting so as to assist in
deliberations. The Committee Chairman shall be notified of this prior to the meeting.

3. Roles and responsibilities
3.1. The duties of the Committee can be categorised as follows:
to provide assurance to the Trust Board on the key functions as outlined in the
“purpose” statement above, including through oversight of detailed duties
delivered through sub-groups
to oversee the development of Trust strategy for Trust Board scrutiny and
approval
to review and approve further progression, or the cessation of Strategic Outline
Cases and Outline Business Cases (N.B. no value limit as this is not approval
to commit capital funds)
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4. Conduct of business
4.1. The Committee will be supported administratively by the Trust Secretary’s office,
whose duties in this respect will include:
agreement of agendas with Chairman and attendees and collation of papers
taking the minutes
keeping a record of matters arising and issues to be carried forward, within an
action log
advising the Committee on pertinent issues and areas
provision of a highlight report of the key business undertaken to the Trust Board
following each meeting, in the public session where possible.
Elements of this support function may be delegated to relevant directorate officers.

Frequency
4.2. Meetings will normally be held every month. This frequency will be reviewed in July
2014. Additional meetings may be held on an exceptional basis at the discretion of
the Chairman of the Committee.
4.3. Meetings will normally last no longer than 2 ½ hours.

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 Chairman of the Committee will draw to the attention of the Board any issues that
require disclosure to the full Board. The Committee will 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. The Committee will review these terms of reference annually.
6.2. 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.
6.3. As part of this assessment, the Committee will 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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Finance and Performance Committee Terms of
Reference
Purpose - The Committee is established to provide the Trust Board with assurance
that there are robust and integrated mechanisms in place to ensure detailed
consideration and oversight of the Trust’s finance and performance in the context of
delivering the Trust’s strategy, the underpinning Long Term Financial Model (LTFM)
and associated clinical activity data and workforce metrics.

Date Adopted

25 July 2013

Review Frequency

Annual

Core Accountabilities
Terms of reference drafting

Trust Secretary

Review and approval

Finance and Performance Committee

Adoption and ratification

Trust Board

1.

Authority

1.1. The Trust Board of Directors hereby resolves to establish a Committee of the Board to
be known as the Finance & Performance Committee (the Committee).
1.2. The Committee is a standing committee of the Trust’s Board of Directors (the Board).
Its constitution and terms of reference shall be as set out below, subject to amendment
at future Board meetings.
1.3. The Committee is authorised by the Board to act and investigate any activity within its
terms of reference. All members of staff are directed to co-operate 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 this necessary or expedient to the
exercise of its functions.

2.

Membership and attendance at meetings
Membership

2.1. The Committee shall be appointed by the Trust Board and shall consist of:
• Chairman of the Trust
• Chief Executive
• two non-executive directors (one of whom will chair the Committee)
• Chief Operating Officer (sharing ownership of the agenda)
• Director of Finance and Information (sharing ownership of the agenda)
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2.2. Deputies may attend by exception but must be fully briefed and will not count towards
quorum.

Quorum
2.3. The quorum necessary for the transaction of business will be two non-executive
directors and one executive director. Attendance will be reported in the Annual Report
of the committee and the Annual Report of the Trust.

Attendance
2.4. Meetings of the Committee shall normally be attended by:
• The Associate Director of Programme Management Office (PMO)
• Senior finance staff, as required
• The Head of Performance
or a nominated deputy
2.5. The Committee may invite other persons to attend a meeting so as to assist in
deliberations. The Chairman shall be notified of this prior to the meeting.
2.6. Executive directors may be invited to attend for specific agenda items. Non-executive
directors and executive directors can attend as desired but will not form part of the
permanent membership of this committee.

3.

Roles and responsibilities
Receipt of reports

3.1. The Committee will routinely consider three key reports in detail:
• The monthly finance report
• The LTFM
• The integrated performance report (with particular reference to underpinning
systems and processes). The Trust Board will retain oversight of overall
performance.

Duties
3.2. The duties of the Committee can be categorised as follows:
Financial and Performance Management
• Consider reports on the financial position of the Trust that highlight significant
trends and risks for Board attention;
• Review the LTFM of the Trust at the start of each year to seek assurance that
annual budgets are consistent with that plan prior to recommendation of those
budgets; and review the Long Term Financial Plan at Quarter 3 of each year to
seek assurance that the plan is used to inform the annual business planning
cycle of the Trust;
• Ensure consistency between the LTFM and annual plans ensuring these are
consistent and coherent;
• Consider forecast positions reported by the Trust and risks to achievement of
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forecast;
Review the preparation of the annual budget of the Trust and recommend
adoption to the Board where appropriate;
Maintain an overview of the activity and workforce models to ensure consistency
and to provide assurance on critical assumptions.
Review financial performance of the Trust against strategic objectives and
supporting key performance indicators to seek assurance or otherwise as to
successful delivery of those objectives;
Review progress against delivery of cost improvement plans for the forward
three year period and within the current period;
Review income line reporting and service line reporting at the same frequency
and time as the LTFM;
To consider changes to the Trust reporting requirements under new regulatory
arrangements, for example Monitor consultations.

Performance
• To oversee the ongoing development of the Integrated Performance Report
once established in its initial form.
• To seek assurance that the measures incorporated in the Board report meet the
requirements of external stakeholders and provide assurance to the Board that
the Trust Strategy is being delivered.
• To seek assurance that the underpinning systems and processes for data
collection and management are robust and provide relevant, timely and accurate
information to support operational management of the organisation
• To review in detail any major performance variations, in order to obtain
assurance on behalf of the Board as to the effectiveness of corrective actions
and associated governance arrangements.
Procurement
• Review and approve the Trust Procurement Strategy.
Capital Management
• Review the strategic five year capital programme and the annual capital budgets
and recommend as appropriate to the Trust Board;
• Review capital business cases identified within the annual capital budget to
ensure that each business case is within the resources approved by the Trust
Board and that the business cases comply with the business case standards set
by the Trust and outside regulators.
• Approve capital business cases in accordance with the Trust’s Detailed Scheme
of Delegation (DSoD)
Treasury Management
• To review the cash position of the Trust and the related treasury management
policies of the Trust; and where changes are required to approve that policy;
• To review the Trust’s Investment Strategy.
• Review Trust finance applications including loan applications.
Investment Appraisal
• To review and approve revenue business cases in accordance with limits in the
Trust’s DSoD and to make recommendations to the Trust Board on those cases
outside of its authority.
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Review the benefits realisation of business cases and post implementation
reviews to ensure that the standard of business case preparation is consistently
high.
Work in partnership with the Development Committee to maintain a
comprehensive overview of the investment process and specific cases.

Policy approval
• To review and approve all financial policies that are not reserved to Board
decision by the Standing Orders of the Trust.
Other
• To review any matter referred to this committee by the Trust Board;
• To make arrangements as necessary to ensure that all Board of Directors
members maintain an appropriate level of knowledge and understanding of key
financial issues affecting the Trust.
• To notify the Audit Committee of any statutory reporting concerns or system
weaknesses identified.

4.

Conduct of business

4.1. The Committee shall be supported administratively by the Trust Secretary’s office,
whose duties in this respect will include:
•

Agreement of agendas with the Chairman and attendees; and collation of papers

•

Taking the minutes

•

Keeping a record of matters arising and issues to be carried forward within an
action log.

•

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 the public session where possible.

Elements of this support function may be delegated to relevant directorate officers.

Frequency
4.2. Meetings will normally be held every month, in advance of the Trust Board meeting
4.3. Meetings will normally last no longer than 2½ hours.

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 two 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.
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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 Chairman 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 within the
monthly integrated performance report.
5.3. The Committee will report to the Board annually on the performance of its duties as
reflected within these Terms of Reference. The Audit Committee will also review the
Committee’s Annual Report to the Board in order to inform its overall scrutiny of the
Trust’s draft Annual Governance Statement prior to recommending it for Board
approval.

6.

Review of Committee effectiveness

6.1. The Committee shall conduct an annual self-assessment on the performance of its
duties as reflected within these 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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Purpose - The Committee is established to seek assurance for the Trust Board that
the Trust is operating an effective process of internal control, including:
management of the Trust’s activities is in accordance with statute and regulations
the establishment and maintenance of a system of internal control gives
reasonable assurance that assets are safeguarded; waste and inefficiency is
avoided; reliable financial information is produced; and value for money is
continuously sought
The Audit Committee will provide the Board with a means of independent and
objective review of financial and corporate governance, assurance processes and
risk management across the whole of the Trust's activities (clinical and non-clinical).
In addition the Audit Committee will:
seek assurance of the independence of external and internal audit
ensure that appropriate standards are set and compliance with them is monitored
monitor the delivery of corporate governance (e.g. compliance with terms of
authorisation, constitution, codes of conduct, standing orders, standing financial
instructions, maintenance of registers of interests).

Date Adopted

28 February 2013

Review Frequency

Annual

Core Accountabilities
Terms of reference drafting

Trust Secretary

Review and approval

Audit Committee

Adoption and ratification

Trust Board

1. Authority
1.1. The Board hereby resolves to establish a committee of the Board to be known as the
Audit Committee (“the Committee”).
1.2. The Committee is constituted as a standing committee of the Trust's Board of
Directors. Its constitution and terms of reference shall be as set out below; and will be
subject to amendments approved by the Trust Board. The Audit Committee shall not
have executive powers in addition to those delegated in these terms of reference.
1.3. The Committee is authorised by the Board to investigate any activity within its terms of
reference. It is authorised to seek any information it requires from any member of staff
and all members of staff are directed to co-operate with any request made by the
Committee.
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1.4. The Committee is authorised by the Board to obtain outside legal or other independent
professional advice. The Committee is authorised by the Board to request the
attendance of individuals and authorities from outside the Trust with relevant expertise
if it considers this necessary or expedient to the carrying out of its functions.

2. Membership and attendance at meetings
Membership
2.1. The Committee will be appointed by the Board from amongst the non-executive
directors of the Trust and will consist of not less than three members. One of the
members will be appointed Chairman of the Committee by the Board.
2.2. At least one of the members of the Committee will have recent and relevant financial
experience.
2.3. The Chairman of the Trust will not be a member of the Committee.

Quorum
2.4. Quorum will be achieved through the presence of two members of the Committee.

Attendance
2.5. On invitation from the Chairman of the Committee, meetings will normally be attended
by:
the Director of Finance
the Head of Finance
the Head of Internal Audit
senior management representatives from the appointed external auditors
the Trust’s Local Counter Fraud Specialist
the Corporate Services Manager
2.6. Deputies may be nominated to attend.
2.7. Other executive directors and staff may be invited to attend a meeting of the
Committee by the Chairman, particularly when the Committee is considering issues
that are within the scope of these individuals’ responsibilities.
2.8. At least once a year the Audit Committee will meet privately with the external and
internal auditors.
2.9. The Trust Chairman may be invited to attend meetings of the Committee, but will have
no voting rights.

3. Roles and responsibilities
Governance, risk management and internal control
3.1. The Committee will have primary responsibility for reviewing the establishment and
maintenance of an effective system of integrated governance, risk management and
internal control, across the whole of the Trust’s activities (both clinical and nonclinical), that supports the achievement of the Trust’s objectives.
3.2. In particular, the Committee will review the adequacy of:
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all risk and control related disclosure statements, in particular the Annual
Governance Statement attached to the Annual Report and Accounts, together
with any accompanying Head of Internal Audit Statement, external audit Opinion
or other appropriate independent assurances, prior to endorsement by the Board
the underlying assurance processes that indicate the degree of the achievement
of corporate objectives, the effectiveness of the management of principal risks
and the appropriateness of the above disclosure statements
the policies for ensuring compliance with relevant regulatory, legal and code of
conduct requirements and related reporting and self-certification
the policies and procedures for all work related to fraud and corruption as set out
in the NHS Standard Contract, 2013-14 (and its updates) and as indicated by
NHS Protect.
3.3. In carrying out this work the Committee will primarily make use of the work of internal
audit, external audit and other assurance functions, but will not be limited to these
audit functions. The Committee will also seek reports and assurances from directors
and managers as appropriate, concentrating on the over-arching systems of integrated
governance, risk management and internal control, together with indicators of their
effectiveness.
3.4. This will be evidenced through the Committee’s use of an effective assurance
framework to guide its work and that of the audit and assurance functions that report to
it.

Internal Audit
3.5. The Committee will ensure that there is an effective internal audit function that meets
the requirements of the NHS Internal Audit Standards, 2011 and provides appropriate
independent assurance to the Committee, Chief Executive and the Trust Board. This
will be achieved through:
consideration of the provision of the internal audit service, the cost of the service
and any questions of resignation and removal (of the service)
review and approval of the internal audit strategy, operational plan and more
detailed programme of work, ensuring that this is consistent with the audit needs
of the Trust as identified in the assurance framework
considering the major findings of internal audit work; and management’s
response to recommendations made;
ensuring co-operation and co-ordination between the internal and external
auditors to optimise audit resources
ensuring that the internal audit function is adequately resourced and has
appropriate standing within the organisation
an annual review of the effectiveness of internal audit.

External Audit
3.6. The Committee will review the work and findings of the external auditor service and
consider the implications of recommendations made; and management’s responses to
them. This will be achieved through:
consideration of the appointment and performance of the external auditor, as far
as the rules governing that appointment permit
discussion and agreement with the external auditor, before the audit
commences, of the nature and scope of the audit as set out in the annual plan;
and ensuring coordination, as appropriate, with other external auditors in the
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local health economy
discussion with the external auditor of their local evaluation of audit risks and
assessment of the Trust and associated impact on the audit fee
review of all external audit reports, including the report to those charged with
governance, agreement of the annual audit letter before submission to the Trust
Board and any work undertaken outside the annual audit plan, together with the
appropriateness of management responses.

Counter fraud
3.7. The Committee will satisfy itself that the Trust has adequate arrangements in place for
countering fraud and will review the outcomes of counter fraud work.

Other Assurance Functions
3.8. The Committee will review the findings of other significant assurance functions, both
internal and external to the Trust; and consider the implications to the governance of
the Trust.
3.9. These will include, but will not be limited to:
any reviews by Department of Health arm’s length bodies, regulators and
inspectors, including the Care Quality Commission, NHS Litigation Authority;
professional bodies with responsibility for the performance of staff or functions,
including the Royal Colleges and professional and specialist accreditation
bodies.
3.10. The Committee will review the work of other committees within the Trust, where their
work can provide relevant assurance to the Audit Committee’s own scope of work.
Particular note will be made of the work of the Quality and Risk Management
Committee.
3.11. In reviewing the work of the Quality and Risk Management Committee, and issues
around clinical risk management, the Audit Committee will wish to satisfy itself on the
assurance that can be gained from the clinical audit function.
3.12. The Committee will review and make recommendations to the Trust Board for any
changes to the Standing Orders, Standing Financial Instructions Scheme of
Delegations.
3.13. The Committee will examine the circumstances associated with each occasion when
Standing Orders are waived.
Management
3.14. The Committee will request and review reports and positive assurances from directors
and managers on the overall arrangements for governance, risk management and
internal control.
3.15. The Committee may also request specific reports from individual functions within the
Trust, for example, clinical audit, as may be appropriate to the understanding of the
overall arrangements.
Financial Reporting
3.16. The Committee will review the integrity of the financial statements of the Trust and any
formal announcements relating to the Trust’s financial performance.
3.17. The Committee will seek assurance that the systems for financial reporting to the
Board, including those of budgetary control, are subject to review for completeness
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and accuracy of the information provided to the Board.
3.18. The Committee will review the Trust Annual Report and financial statements before
submission to the Board. It will focus on:
the wording in the Annual Governance Statement and other disclosures relevant
to the terms of reference of the Committee
changes in, and compliance with, accounting policies, practices and estimation
techniques
unadjusted mis-statements in the financial statements
significant judgements in preparation of the financial statements
significant adjustments resulting from the audit
the Chief Executive’s Letter of Representation to the external auditor
qualitative aspects of financial reporting.

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
liaise with the Chairman to agree meeting agendas and attendees
collect and forward agendas and supporting documents to members and
attendees in advance of the meetings
attend to take minutes of the meeting
4.2. The Trust Secretary will also:
maintain a record of matters arising and issues to be carried forward
advise the Committee on issues pertinent to it
enable the development and training of Committee members

Frequency
4.3. Meetings will be held at least four times per year. The Chairman may announce
additional meetings where these are deemed to be necessary.
4.4. The external auditor and the Head of Internal Audit may request a meeting, if they
consider that one is necessary.

Notice of meetings
4.5. 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
4.6. 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.
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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 Chairman of the Committee will present a report to the next meeting of the Trust
Board, summarising the decisions of the Committee
5.3. The Chairman of the Committee will report to the Board annually on its work in support
of the Annual Governance Statement (or equivalent), specifically commenting on the
fitness for purpose of the Trust’s assurance framework, the completeness and
‘embeddedness’ of risk management in the Trust, the adequacy of the governance
arrangements and the robustness of the processes behind the quality accounts.
5.4. The Trust’s annual report will include a section describing the work of the Audit
Committee in discharging its responsibilities.

6. Review
6.1. 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.
6.2. As part of this assessment, the Committee will 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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Charitable Funds Committee Terms of Reference
Purpose - The Committee is established to represent the interests of the Trust, as
the Corporate Trustee of the North Bristol NHS Trust Charitable Funds. It will:
• oversee the operation of the Charity and its transactions; and the management
of the investments owned by the Charity
• seek assurance that the Charity is operating in accordance with relevant
legislation and with the regulations associated with its registration with the
Charities Commission

Date Adopted

28 November 2013

Review Frequency

Annual

Core Accountabilities
Terms of reference drafting

Charitable Funds Accountant

Review and approval

Charitable Funds Committee

Adoption and ratification

Trust Board

1.

Authority

1.1. The Board hereby resolves to establish a committee of the Board to be known as the
Charitable Funds Committee (“the Committee”).
1.2. The Trust Board is the Corporate Trustee of the group of charitable funds registered
together with the Charity Commission under the charity registration number 1055900
in the name of North Bristol NHS Trust Charitable Funds (the Charity). The Committee
is appointed as the Trust’s agent in accordance with Section 16 of the NHS Trusts
(Membership and Procedures) Regulations 1990.
1.3. The Committee is constituted as a standing committee of the Trust's Board of
Directors. Its constitution and terms of reference shall be as set out below; and will be
subject to amendments approved by the Trust Board.
1.4. The Committee is authorised by the Board to act within its terms of reference. All
members of staff are directed to co-operate with any request made by the Committee.
1.5. 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 this necessary or expedient to the
exercise of its functions.
1.6. The Committee is authorised to obtain such internal information as is necessary and
expedient to the fulfilment of its functions.
1.7. Committee members have delegated powers to ensure that the Charity acts within the
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terms of its Declaration of Trust, appropriate legislation and Charity Commission
guidance; and to provide assurance to the Trust Board that the Charity is properly
governed and well managed across its full range of activities.

2.

Membership and attendance at meetings
Membership

2.1. The membership of the Committee shall consist of:
•

One Non-Executive Director of the Trust (who will chair the Committee);

•

The Director of Finance (or nominated deputy);

•

The Head of Marketing and Public relations (or nominated deputy);

•

Two appointed members of staff with a clinical background who are charitable
fund-holders.

2.2. Additionally, because of the unique position of the Trust Board being the sole
corporate trustee of the Charity, all Trust Board members may attend any or all
Charitable Funds Committee meetings in a voting capacity and will be provided with
agendas (only agendas will be issued. Any agenda supporting papers required are to
be requested) and minutes of meetings at appropriate times

Quorum
2.3. Quorum will be achieved through the presence of three committee members including
the Committee Chair and Director of Finance (or their nominated deputy).

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

3.

•

The Financial Controller and/or Head of Financial Accounts

•

The Charitable Funds Accountant

•

The Head of Fundraising

•

The Charity’s Independent Investment Adviser

•

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:
•
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•

Decide whether donations given with restrictions applied should be accepted by
the Charity.

•

Receive reports detailing the establishment of new funds and all new staff
appointments made from Charitable Funds.

•

Receive reports detailing balances of the Charity’s General Funds.

•

Receive reports on all individual charitable non-pay transactions in excess of
£10,000.

•

Approve expenditure of all individual charitable non-pay transactions value
£50,000 or more (where there is an urgent requirement for an order to be placed,
the equivalent of a quorum may give approval by email, and minuted at the next
Committee meeting).

•

Review the spending plans and balances held within individual Charitable Funds.

•

Recommend the appointment of investment managers to provide investment
advice and manage the Trusts investment portfolio.

•

In conjunction with the investment managers, agree an investment policy which
lays down guidelines in respect of:
o

The balance required between income and capital growth

o

The balance of risk within the portfolio

o

Any categories of investment which the Trust does not wish to include
in the portfolio on ethical grounds

•

Determine a policy for the distribution, or otherwise, of realised and unrealised
gains on losses on investments.

•

Review the impact on the Charity of changes in legislation both of a charitable
and non-charitable nature and make appropriate recommendations to the Trust
Board, as Corporate Trustee, as to how any new requirements will be met.

•

Ensure compliance with the Trust’s Standing Financial Instructions, Financial
Control Procedures and Scheme of Delegation.

•

Receive audit reports on the charity controls.

•

Review all fundraising developments.

•

Consider the Charity’s annual report and accounts.

3.2. The Committee will receive the following reports on a quarterly or annual basis:
Quarterly Reports
•

Investment performance reports:

•

Quarterly investment review

•

Quarterly investment valuation

•

Quarterly investment portfolio performance graphs

•

Details of the Charity’s six month operational cash requirements

•

Summary of General Fund balances
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•

Details of individual non-pay transactions over £10,000 in value

•

Details of funds with balances in excess of £100,000

•

Fundraising update
Annual Reports

4.

•

Annual Accounts and Letter of Representation signed on behalf of the Charity
(for approval)

•

Report of the audit of the accounts and audit opinion from the external auditor

•

Annual Report (for approval)

•

Schedule of Support Costs (for approval)

•

Schedule of Risk Management (for approval)

Conduct of business

4.1. The Personal Assistant to the Director of Finance shall be Secretary to the Committee
and shall attend to take minutes of the meeting and provide appropriate support to the
Chairman and Committee members.
4.2. The Committee Secretary will:
•

provide timely notice of meetings

•

liaise with the Chairman and Charitable Funds Accountant to agree meeting
agendas and attendees

•

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

•

attend to take minutes of the meeting

•

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

Frequency
4.3. Meetings will be held quarterly. Additional meetings may be held on an exceptional
basis at the request of the Chairman.

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
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Reporting

5.1. The Committee will report to the Board after each meeting.
5.2. The minutes of the Committee shall be formally recorded and circulated to all
members of the Committee.

6.

Review

6.1. 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.
6.2. As part of this assessment, the Committee will 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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Date of Meeting:

Agenda item:

Trust Board
28 November 2013

Report Title:

9.1

Corporate Governance Update

Status:

For information discussion assurance approval
x
x
x
Prepared by:
Paul Cresswell
Executive Sponsor (presenting): Andrea Young
Appendices (list if applicable):
• Appendix 1 – Presentation on revised board
structure
• Appendices 2-6 – revised Terms of Reference for
board assurance committees.
Executive Summary:
Board Structure
Following revisions at a high level agreed at Trust Board in September Appendix 1
provides a presentation outlining the history and proposed board & subcommittee structure
for approval at this Trust Board.

Board Assurance Committee Terms of Reference
In light of the revised structure these have been amended for approval where necessary.
This includes converting into a revised format which complies with NBT brand guidelines
and provides improved clarity of purpose, responsibilities and review timescales.
Membership requirements have also been revised as set out in the presentation.
All the assurance committees with the exception of the FT Project Group are re-presented
here for approval to provide a complete picture.
Summary status as follows;
Committee

Appendix

Comments

QRMC
Development

2
3

Finance/Perf.
Audit
Remuneration &
Nominations
Charitable Funds

4
5
N/A

FT Project Group

N/A

Changes to reduce membership.
Minor changes to remove sub groups
& reduce membership.
Minor changes to remove sub groups
Reformatting only.
Significant changes, explained in
separate board report.
First version reviewed at Trust Board,
longstanding format that has been
reviewed for legislative compliance.
Group to be revamped in early 2014
in line with revised project plan &
approach.

6

Last Board
approval
June 2013
June 2013
July 2013
February 2013
Unclear
Unclear

September 2012

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

1

Next Steps
These are outlined within the presentation and involve reviewing the ‘delivery’ committees’
Terms of Reference and also reflecting the revised corporate governance structure within
the review of Standing Orders, Scheme of Delegation and Standing Financial instructions
that is currently in progress.

Action Required:
Trust board is requested to;
a) Review & approve the revised structure
b) Review & approve the assurance committees’ terms of reference.

Key Risks:
Impact on Patients:
Impact on Staff:
Trust Objectives:
Care Quality Commission
outcomes:
NHS Constitution:

Poor governance will result in poor risk identification and
management and poor assurance
Strong and effective corporate governance arrangements will
improve patient experience, quality, safety and clinical
outcomes
Strong and effective corporate governance arrangements will
improve patient experience, quality, safety and clinical
outcomes
All of the Big 5
All – the QRMC takes lead responsibility in the corporate
governance structure for assuring the board of ongoing CQC
compliance.
Direct link to fulfilling the requirements of the NHS Constitution,
QRMC leads on corporate oversight but the requirements cut
across all committees.

Financial Issues:

A large component of the corporate governance arrangements
will oversee financial management at NBT

Legal/regulatory Issues:

Effective corporate governance arrangements provide a sound
response to the legal and regulatory framework within which the
Trust operates.

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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Item 9.2, Appendix 1

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

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's Board of
Directors. 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 Chairman will chair the meetings of the Committee. In the absence of the
Chairman, the Vice Chairman will chair the meeting. In the absence of both, a Non-
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Executive Director will be appointed by the Committee to chair the meeting.

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 Organisation, People and Performance (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
• the Trust Secretary

3.

Roles and responsibilities
Remuneration and terms of service

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

Nominations
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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 and make plans for preparing the
succession for the posts of the 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.
3.6. The Committee will report the results of the annual assessment of the performance of
the Chief Executive to the 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 within the timescales set
(for 2012/13 this was before 30 June 2013).
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 make recommendations to the board:
• on any matters relating to the continuation in office of any executive director at
any time 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
• on any board restructuring proposals

4.

Conduct of business

4.1. The Trust Secretary will provide the administrative support to the Committee and will
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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 at least quarterly. Further meetings can be called at the
request of the Committee Chairman, or on the advice of the Director of Organisation,
People and Performance.
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.
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 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.
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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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Item 9.2, Appendix 2
Remuneration & Nominations Committee ANNUAL PROGRAMME 2014
Scheduled Items
Trust Board Effectiveness Review
Annual review of effectiveness of the Trust Board, including its structure, size and
composition (including the skills, knowledge and experience).
CEO & executive director succession plans
Review plans for preparing the succession for the posts of the Chief Executive
and other executive directors.
CEO & Executive Director Appraisals
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.
CEO Performance Category to NTDA
Review/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 within the timescales set (for 2012/13
this was before 30 June 2013).
Performance Objectives - past & future achievement
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.
Committee Effectiveness
Annual Report & Effectiveness review.
Ad-hoc Items – as the need arises
New posts
Approval of remunerations/terms of service/contractual arrangements for
prospective new appointments (CEO, Executive team and senior managers
outside of AfC rules).
Temporary / Interim Appointments
Approve any temporary or interim arrangements for appointing the Chief
Executive and executive directors.
Severance/termination arrangements
Approval of submission to NTDA for proposed severance/ termination
arrangements for CEO, Executive team and senior managers outside of AfC
rules).

27 Feb

29 May

25 Sep

x
x
x

x

x

x

N.B. The timings for ‘scheduled items’ are geared to ensure completion before the Annual
governance Statement and External Auditors Financial and Quality Account reviews are
approved at the Audit Committee and special Board meeting in June.

27 Nov

Report to:
Date of Meeting:

Trust Board
28 November 2013

Report Title:
Status:

Remuneration Committee – 31 October 2013

Prepared by:
Board Sponsor:
Appendices:

Agenda item:

9.2

For information
discussion
assurance
approval
x
x
Harry Hayer
Harry Hayer, Director of Organisation, People & Performance
1- Remuneration & Nominations Committee : Terms of Reference
2- Remuneration & Nominations Committee : Forward Plan

Executive Summary:
At its meeting on 31 October 2013, the Remuneration Committee discussed and agreed
the following matters :Terms of Reference – The Committee endorsed a new set of terms of reference and it is
presented here for adoption by the Trust Board.
Director of Nursing & Quality – The Committee noted that the post is currently out to
advert and the selection dates of 18/19 December. The Chairman and Chief Executive
were mandated to make the appointment on behalf of the Trust and to set the salary within
an agreed range.
Director of Operational Finance – The Committee considered the proposal to appoint a
Director of Operational Finance (new post) as part of the Finance Directorate
reorganisation currently out to formal consultation. The post was approved, subject to
some modifications to salary and job title, and the outcomes of the consultation exercise.
Chief Executive’s Report – This matter was discussed in the private section of the
Committee meeting.
Action Required:
The Trust Board is requested to ADOPT the new terms of reference for the
Remuneration and Nominations Committee.
Key Risks:
Impact on Patients:
Impact on Staff

Link to Trust Objectives:
Care Quality Commission
outcomes:
NHS Constitution:
Financial Issues:

Legal/regulatory Issues:
Equality Issues considered

N/A
A well-functioning Remuneration Committee will support
a high performing, focused Executive Team
A Remuneration Committee is the formal mechanism by
which matters relating to Executive Director
employment are addressed.
All
All
All
The Committee sets the remuneration of all Executive
Directors and those outside Agenda for Change and the
national contract for medical staff.
The Committee has responsibilities to the NHS Trust
Development Authority
Yes

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

Trust Board
28th November 2013

Report Title:
Status:

Charitable Funds Committee summary
For information
discussion
assurance
x
x
Mark White, Charitable Funds Accountant
Nick Patel
none

Prepared by:
Board Sponsor:
Appendices:

Agenda item:

9.3

Approval

Executive Summary:
The Charitable Funds Committee met on 11th November and the key issues discussed are
summarised in the attached paper.
The external auditors of the charity - Grant Thornton – attended the meeting. The Committee
considered the accounts of the charity, which have been given an unqualified audit opinion, and
recommended their approval. The detail of this is contained in a separate paper to the Board.

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

Key Risks:

Impact on Patients:
Trust Objectives:
CQC outcomes:
NHS Constitution:
Financial Issues:
Equality Issues:
Other Legal/regulatory
Issues:

Without a system to monitor governance processes the Board
would lack assurance that the North Bristol NHS Trust Charitable
Funds for which the North Bristol NHS Trust is Corporate Trustee
was managed in line with its set purposes.
None
None
Not applicable
Not applicable
None
None
None

1.

2012/13 Annual Accounts and Annual Report sign off
The Committee received a report from Kevin Henderson of Grant
Thornton, the Charities external auditors, on the audit plan for 2012/13.
The Committee approved the plan.
The Committee received a report on the findings of the recent audit of the
2012/13 Annual Accounts and Annual Report.
There were no issues of note on the accounts and the auditors identified a
small number of control issues which managers have agreed to address.
Grant Thornton intend issuing an un-qualified audit opinion.
The Committee recommended approval of the 2012/13 Annual Accounts
and Annual Report.

2.

Investment Performance
The Committee received the investment report from John Erskine of Smith
& Williamson, who gave an update on the performance of the portfolio,
which is in line with the objectives.
The Committee agreed that it needs to keep the longer-term investment
strategy under review.

3.

Dividends Performance
The Committee received a schedule showing the dividends for the year
and noted that income covered costs for the year.

4.

Cash Flow
An amended cash flow was presented for the half year ended 30th
September.

5.

New integrated Charitable Funds Finance/Fundraising system –
update
The Committee agreed the recommendation to purchase a new finance
and fundraising package.

6.

Future Fund Structure of the Charity
The Committee received a report on the future structure of the Charity
and specifically the possibility of an independent trustee charity evolving.
The report advised the Committee that guidance was awaited from the
Department of Health but that this was unlikely to be received until well
into 2014. It would be considered at that time.

7.

Fund Raising Strategy
The Committee received a report prepared by the Head of Fundraising
outlining the recommended future fundraising strategy of the Charity.

It was agreed that this would be reviewed in full at a subsequent meeting.

8.

Fresh Arts
The Committee received a presentation on the art projects currently being
worked on for inclusion in the new Brunel Building. The Committee has
supported the programme in previous years and has continued in the
current year with £25,000 for the Works on Walls project to enhance
patient bedrooms, circulation spaces, waiting areas and clinics with
artworks.

9.

General Funds
The Committee received and noted a schedule of the general fund
balances as at 30th September.

10.

Funds with balances in excess of £100,000
The Committee received a schedule of income and expenditure and
planned expenditure for funds with balances of £100,000 or more which
totals over £3,700,000 within 19 individual funds. The Committee agreed
that work was needed to establish more detail on the spending plans and
intentions.

11.

Fundraising – update report
The Committee received the fundraising report of the Head of Fundraising
for the quarter ended 30th September 2013.

Report to:
Date of Meeting:

Trust Board
November 2013

Report Title:

Annual Accounts and Annual Report for the year ended 31st March
2013
For information
discussion
assurance
Approval
X
X
X
Mark White, Charitable Funds Accountant
Catherine Phillips, Director of Finance
Commentary, Annual Accounts, Annual Report
N/A

Status:
Prepared by:
Presented by:
Appendices:
Colour printing?

Agenda item:

9.4

Executive Summary:
The Trust’s Charitable Funds Committee approved the North Bristol NHS Trust Charitable Funds
Annual Accounts and Annual Report on 11th November 2013.
Attached for the Boards attention are
•

A commentary on the Annual Accounts and Annual Report of the North Bristol NHS Charitable
Funds for the year ending 31st March 2013 as presented to the Charitable Funds Committee on
11th November 2013.

•

The Annual Report of the North Bristol NHS Trust for the year ending 31st March 2013

•

The Annual Accounts of the North Bristol NHS Trust for the year ending 31st March 2013

•

The Charity’s letter of representation for the year ended 31st March 2013

Action Required:
Adoption as the Corporate Trustee of the Charity, of the 2012/13 Annual Accounts and Annual
Report for the North Bristol NHS Trust Charitable Funds and the approval of the 2012/13 letter of
representation

Key Risks:
Impact on Patients:
Trust Objectives:
CQC outcomes:
NHS Constitution:
Financial Issues:
Equality Issues:

None
None
Not applicable
Not applicable
Not applicable
Considered by the Charitable Funds Committee
None

Other Legal/regulatory
Issues:

None

NORTH BRISTOL NHS TRUST
CHARITABLE FUNDS COMMITTEE 11th November 2013
ANNUAL ACCOUNTS AND ANNUAL REPORT FOR 2012/13
1. INTRODUCTION
The Charity’s Annual Accounts and Annual Report were completed during April and
made available for external auditor examination from 6th June. Both the signed off
Annual Report and Annual Accounts for the financial year ended 31st March 2012
have to be submitted to the Charity Commission by 31st January 2013.

2. SIGNIFICANT ISSUES REQUIRING EXTERNAL AUDIT DISCUSSION DURING
2011-12
There were no significant issues that required discussion with the external auditors
during 2012-13

3. KEY ISSUES IN THE ACCOUNTS
3.1 Statement of Financial Activities
•

Total Incoming Resources

Total incoming resources to the Charity have decreased overall during 2012-13 by
£1,240,000. The key items within this decrease were:
o Donations and “donations in memory of” have decreased by £410,000
Donations were received during 2011/12 from the WRVS supporting
dementia and the Mums’ the Word Appeal totalling £346,000. Such
donations were not present during 2012/13.
o Legacies have decreased by £750,000
The number of legacies received has fallen. In 2011/12 there had been an
individual bequest of £644,000
o Fundraising income has decreased by £24,000
o Investment income has decreased by £24,000
Interest received has fallen by £2,000 and reflects the continuing
depression of interest rates.
Dividends received have fallen by £22,000 during a time when the Charity’s
investment managers have been realigning the investment portfolio.

o Other income has decreased by £31,000
In 2011/12 an amount of £10,000 had been received relating to the transfer
of BUI bank accounts.
There was a decline in Gift aid income during 2012/13 reflecting a reduced
level of donations
•

Total Resources Expended

Total resources expended have increased overall during 2012-13 by £148,000. The
key items within this increase were:
o Fundraising expenditure has increased by £18,000
The BrAMS MS fund has undertaken a fundraising drive and consequently
its fundraising costs have increased by £12,000
o Activities in furtherance of the charity’s objectives have increased by
£130,000
During 2012/13 the charity increased its contribution to capital spends by
£35,000, its art expenditure by £88,000 and its research expenditure by
£207,000.
Against these increases there was a reduction in patient welfare
expenditure of £217,000

3.2

Balance Sheet
•

Investments

The value of the Charity’s investments increased between 31st March 2012 and 31st
March 2013 by £1,459,000. This increase reflects the recovery that has taken place
on world stock markets over the last twelve months and the fact that the charity
injected £700,000 of cash balances into its portfolio.
•

Debtors

The Charity’s debtors at 31st March 2013 decreased by £105,000 over the previous
year-end. This decrease represents a reduction of £21,000 in outstanding recharge
invoices raised in respect of expenditure being funded by outside charities e.g.
League of Friends and a reduction of £12,000 in the HMRC debtor in respect of Gift
Aid claimed. Additionally at 31st March 2012, a debtor had existed between the charity
and the trust of £69,000. There was no such debtor at 31st March 2013.
•

Cash at Bank and in hand

The Charity’s cash position at 31st March 2013 shows a reduction of £839,000. This
can be attributed in the main to a sum of £700,000 transferred into the charity’s
investment portfolio.

•

Creditors

The Charity’s creditors increased in the year by £197,000 and is solely represented
by the amount owed by the charity to the trust at 31st March 2013 in respect of
payments, for example salaries, made by the trust but attributable to the charity. At
31st March 2012 no like creditor existed, rather a debtor existed (see above)

4. GOING CONCERN IN THE ACCOUNTS
The International Standard on Auditing (UK and Ireland) number 570 deals with the
auditor’s responsibilities in the audit of financial statements relating to management’s
use of the going concern assumption in the preparation of financial statements.
Under the going concern assumption, an entity is viewed as continuing in business for
the foreseeable future. Financial statements are prepared on a going concern basis,
unless an organisation’s management either intends to liquidate the entity or to cease
operations, or has no realistic alternative but to do so. When the use of the going
concern assumption is appropriate, assets and liabilities are recorded on the basis
that the entity will be able to realise its assets and discharge its liabilities in the normal
course of business.
The financial statements of the North Bristol NHS Trust Charitable Funds are
prepared on a going concern basis.
Responsibility for Assessment of the Entity’s Ability to Continue as a Going
Concern
Some financial reporting frameworks contain an explicit requirement for an
organisation’s management to make a specific assessment of the entity’s ability to
continue as a going concern, and standards regarding matters to be considered and
disclosures to be made in connection with going concern. In the UK and Ireland,
those charged with governance are responsible for the preparation of the financial
statements and the assessment of the entity’s ability to continue as a going concern.
For the Charity that responsibility will rest with the Trust Board from which it is
delegated down to the Charitable Funds Committee.
Assessment of the Entity’s Ability to Continue as a Going Concern
The assessment of an entity’s ability to continue as a going concern involves making
a judgment, at a particular point in time, about inherently uncertain future outcomes of
events or conditions. The following factors are relevant to that judgment:
o The degree of uncertainty associated with the outcome of an event or
condition increases significantly the further into the future an event or
condition or the outcome occurs. For that reason, most financial reporting
frameworks that require an explicit management assessment specify the
period for which management is required to take into account all available
information. Our auditors have advised that for the Charity this period
should be twelve months from the date of signature of the accounts.

o The size and complexity of the entity, the nature and condition of its
business and the degree to which it is affected by external factors affect the
judgment regarding the outcome of events or conditions.
o Any judgment about the future is based on information available at the time
at which the judgment is made. Subsequent events may result in outcomes
that are inconsistent with judgments that were reasonable at the time they
were made.
With regards to the Charity, key issues to be considered in arriving at an opinion on
going concern are listed below.
Question
Are the financial assumptions consistent
with the Charity’s plans and the financial
information provided to Charitable Funds
Committee throughout the year?

Response
Future plans are challenging, but do not
give rise to concerns that the Charity
cannot continue to operate as a going
concern. The Charity does not intend to
liquidate or cease operating
Are the implication of statutory or policy To the extent that they can be
changes appropriately reflected in the reasonably forecast, Yes.
Charity’s plan and forecasts?
Are there indications that income levels Whilst the current economic climate
could be adversely affected by future provides a difficult environment in which
to attract charitable income the Charity is
events or outside influences?
confident based on its experience thus
far during recessionary conditions that
income levels will be maintained.
Furthermore, the Charity employs a
fundraising team that actively fund
raises.
Have there been any significant issues None of a financial nature.
raised with the Charitable Funds
Committee during the year that would
cast doubts on assumptions made?

5. CONCLUSION
The Charitable Funds Committee is requested to:
• Approve the 2012-13 Annual Accounts and Annual Report
• Agree the appropriateness of the going concern basis of preparing the accounts
• Agree the Auditors Governance letter
• Agree the attached letter of representation

TRUSTEES ANNUAL REPORT AND ANNUAL ACCOUNTS
FOR NORTH BRISTOL NHS TRUST CHARITABLE FUNDS
FOR THE YEAR ENDING 31ST MARCH 2013
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CHAIRMAN’S STATEMENT
It is with great pleasure that I prepare this Statement as Chairman of the North Bristol NHS Trust
Charitable Funds Committee.
2012-2013 has been another very challenging year. Our Charity, like many others around the UK,
has seen a reduction in donations over this period, falling by 30% on the same period last year.
Legacy gifts have also fallen by 60% on the previous year.
Despite this fall, we continue to be extremely grateful and heartened by the donations we do
receive and for this, the Charity offers its sincerest thanks to each and every person, young or old
who has either donated directly to one of the Charity’s funds or taken part in events to raise
money.
The performance of the Charity’s investments has improved on the previous year, despite difficult
investment trading conditions. We remain cautious about future performance of our investments.
Full details of Charity’s investment performance are set out within the Charity’s Annual Accounts at
the end of the Annual Report.
As is very often the case, very many of the donations and legacies received by the Charity are
made in recognition of the high quality of treatment given and care shown by our staff to patients,
their families and friends. This year it is again gratifying to note this position and it is a measure of
the success of the services provided by the Trust.
Continuing on a further positive note the Charity has been able to support a number of significant
and exciting developments during the past twelve months.
In December, Shine Together brought seasonal cheer to many wards and departments thanks to
the second year of the Christmas Cracker fund. £50,000 was shared by wards and departments at
Southmead and Frenchay Hospitals and across NHS community teams in Bristol and South
Gloucestershire in an advent countdown to Christmas.
Departments were asked to apply for a share of the fund, by outlining how their patients could
benefit from the funding for new equipment and a judging panel made up of clinicians and patient
representatives decided which bids were successful.
In total 27 wards and departments across North Bristol NHS Trust were successful in their bids for
funding.
Our Maternity Appeal “Mum’s the Word” received a boost this year thanks to the support of
Bristol’s Ice Skating Olympic Gold medallist Robin Cousins who paid a special visit to Southmead
Hospital, where he was born. Robin also donated a photograph of himself as a baby for a specially
designed mosaic. The mosaic will feature photographs of hundreds of babies born in the
Southmead Maternity Unit over the past eight decades.
Our Prostate Cancer Fund at the Bristol Urological Institute received a boost thanks to our
Charity’s coffee promotion called ‘CHAPpuccino’. The event in September received support from
Coffee shops across Bristol which sold special CHAPpuccino coffees to support men's cancer
research at Southmead Hospital.
Many of our supporters took on personal challenges in support of our Hospital Charity by taking
part in our first ever abseil at the Avon Gorge, along with skydiving, and cycle rides all proving
popular ways of supporting Shine Together.
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As we look to 2013, the Shine Together Charity will begin a major new fundraising appeal in
support of the Bristol Breast Care Centre being created at Southmead Hospital. It is hoped that
through a variety of fundraising events and appeals over £500,000 can be raised in support of the
new centre, alongside its aim to grow new supporters, increase donations and to help enhance
care for patients in Southmead and Frenchay Hospitals.
This year will also see the return of ‘Run for the Future’, Bristol’s biggest annual family fun run on
the Downs in aid of Prostate Cancer Care and Research at Southmead Hospital.
The Charity has always devoted a significant proportion of its available resources to research
work, and once again in 2012-2013 there has been growth in this area. Compared with 2011-2012
the Charity has increased spending in this area by nearly 32%. The charity continues to fund the
salaries of key research staff carrying out important work in a number of areas of medical science
and supports that work by giving funding towards equipment and facilities.
We are delighted to be able to express our sincere thanks once again this year to all the Leagues
of Friends and the WRVS who continue to provide a valuable and much appreciated service
running several Hospital shops and coffee lounges. These efforts and the results of their
fundraising have led to the Leagues of Friends purchasing many items of medical equipment and
providing grants to individual Wards for the improvement of patient services.
The Charity looks to the coming financial year with continued hope for growth in income and a
fundraising programme which targets funds to areas most in need.

Nick Patel
Chairman
Charitable Funds Committee
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TRUSTEES & TRUST BOARD
The Charitable Funds, registered Charity number 1055900, are administered and managed
by the Trustee, North Bristol NHS Trust as a corporate body, which is represented by the
Trust Board of Directors.
The Charity’s annual report and accounts for the year ended 31 March 2013 have
been prepared by the Corporate Trustee in accordance with Part VIII of the Charities Act
2011 and the Charities (Accounts & Reports) Regulations 2008. The Charity’s report
and accounts include all the separately established funds for which the patients, their carers
and the communities served by North Bristol NHS Trust are the sole beneficiaries.
The Chairman of the Trust Board and the Non-Executive Directors are appointed by the
NHS Appointments Commission. Members of the Trust Board and Charitable Funds
Committee are not individual Trustees under charity law but act as agents on behalf of the
Corporate Trustee. The Trust appoints the Chief Executive and the Executive Directors.
The members of the Trust Board for North Bristol NHS Trust who served during the year
were:
Chairman

Peter Rilett

Non- Executive Directors

Ken Guy
Stephen Hughes
Robert Mould
Andrew Nield
Nick Patel
Avril Waterman-Pearson
Mark Lawton

Executive Directors
Ruth Brunt - until 11th July 2012.

Chief Executive

Marie Noelle Orzel - Interim
Chief Executive from 12th July
2012 until 27th September 2013.
Andrea Young – from 30th September
2013
Steve Webster - until 10th Feb 2013

Director of Finance and Information

William Boa - Interim Director of
Finance from 11th Feb 2013 until 3rd
June 2013
Catherine Phillips – from 4th June
2013
Medical Director

Chris Burton
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Marie Noelle Orzel - until 11th July
2012

Director of Nursing

Sue Jones - from 12th July 2012

As a consequence of the changes outlined above the Statement of Trustee's
responsibilities and Balance Sheet of the Charity’s Annual Accounts have been signed on
behalf of the Trustee by Andrea Young as Chief Executive and Catherine Phillips as
Director of Finance.
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REGISTRATION WITH THE CHARITY COMMISSION
The Charitable Funds of Southmead Health Services NHS Trust and Frenchay Healthcare NHS
Trust were registered with the Charity Commission according to the requirements of the
Charities Act 2011, during 1996/1997 by means of individual declarations of trusts.
Following the merger of Southmead Health Services NHS Trust with Frenchay Healthcare
NHS Trust, to become North Bristol NHS Trust on 1st April 1999, the funds were reregistered in the name of North Bristol NHS Trust Charitable Funds during 1999/2000 by
means of individual supplemental deeds. These included funds in respect of the Blackberry
Hill, Clevedon, Cossham, Frenchay, Southmead and Thornbury Hospitals.
At the end of 2007/2008 these hospital funds were merged and re-registered as the North
Bristol NHS Trust Hospitals Fund.
The full list of funds registered as subsidiary funds with the Charity Commission under
North Bristol NHS Trust Charitable Funds are:
North Bristol NHS Trust General Fund
North Bristol NHS Trust Hospitals Fund
North Bristol NHS Trust Cancer Fund
North Bristol NHS Trust Community Fund
North Bristol NHS Trust Research & Development Fund
In accordance with guidance from the Department of Health, the Charity also administers
Funds Held on Trust on behalf of South Gloucestershire PCT (South Gloucestershire
Clinical Commissioning Group with effect from 1 April 2013).
Charitable funds received by the charity are accepted and held and administered as funds and
property held on trust for purposes relating to the health service in accordance with the National
Health Service Act 1977 and the National Health Service and Community Care Act 1990 and
these funds are held on trust by the corporate body.
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THE CHARITABLE FUNDS COMMITTEE
The North Bristol NHS Trust is the Corporate Trustee of the Charitable Funds governed by the
law applicable to Trusts, principally the Trustee Act 2000 and the Charities Act 2011.
The authority to administer the Trust’s Charitable Funds has been delegated by the Trust
Board to the Charitable Funds Committee. The Committee meets on a quarterly basis to
review reports on the management of the funds and to consider recommendations made by
the Trust’s investment advisors concerning the Charity’s portfolio. Appropriate guidance
issued by the Charity Commission concerning charity law and the role and responsibilities
of Trustees has been made available to members of the Committee.
During 2012/13 members of the Charitable Funds Committee were: -

Chairman

Nick Patel

Non-executive Director

Executive Director

Steve Webster

Director of Finance & Information

th

(Left 10 February 2013)

William Boa
th

rd

Interim Director of Finance &
Information

(11 February 2013 until 3 June 2013)

Catherine Phillips
rd

Director of Finance & Information

(from 3 June 2013)

Other Members

Prof Steve Harper

Consultant Renal Physician

Mr Tim Bartlett

Head of Marketing and PR

Mr Timothy Draycott

Consultant Women’s Health

Mr Venkat Iyer

Consultant Neurosurgeon

Mr David Porter

Consultant Neurosurgeon

Mr Simon Cawthorn

Consultant – Breast Care Centre

Mrs Katherine Lord

Head of Nutrition/Dietetics

Mrs Beverly Hennegan Cardiac Rehabilitation Service
Manager
Canon Chris Davies
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Head of Spiritual & Pastoral Care

PRINCIPAL CHARITABLE FUNDS’ STAFF:
Administration and Accounting
Mark White
Barbara Jarvis
Pat Willett

Charitable Funds Accountant
Assistant Charitable Funds Accountant
Charitable Funds Assistant

Fundraising
Trevor Reid
Cheryl Segger

Head of Fundraising
Fundraising Assistant

The Charitable Funds Administration and Accounting staff are employed by North Bristol
NHS Trust to administer the North Bristol NHS Trust Charitable Funds on behalf of the
Charitable Funds Committee. The post holders are an integral part of the Trust’s finance
structure liaising between the Charity Commissioners, Fund Holders and the Charitable
Funds Committee and reporting through line management. Whilst employed by North
Bristol NHS Trust, the employment costs of these staff applicable to their involvement in the
work of the Charity are charged to the Charity.
The Trust Board of Directors delegates the responsibility of authorising expenditure charged
to the Charity in accordance with a defined banding structure which is contained in the
Trust’s detailed Scheme of Delegation.

PROFESSIONAL ADVISORS & OFFICERS DURING 2012/13:
Bankers:
Royal Bank of Scotland
Devonshire Square
London EC2M 4XJ
Citibank
Canada Square
Canary Wharf
London E14 5LB

Auditors:
Grant Thornton UK LLP
Hartwell House
55-61 Victoria Street
Bristol BS1 6FT
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Investment Fund Managers:
Smith & Williamson Investment Management
Portwall Place
Portwall Lane
Bristol BS1 6NA
Investment Advisor:
Mr Nicholas Hutchen LL.B (Hons)

Solicitors:

VAT Advisors:

Beachcroft Wansbroughs
10-22 Victoria Street
Bristol
BS99 7UD

VAT Liaison
Liaison Court
Vincent Road
Worcester WR5 1BW
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CHARITY OBJECTIVES, GOVERNANCE & MANAGEMENT
CHARITY OBJECTIVES
The overall registered purpose of the Charitable Funds is to ‘apply income for any
charitable purpose relating to the National Health Service wholly or mainly for the services
provided by the North Bristol NHS Trust’. It is the responsibility of the Trustee to ensure that
all donations and legacies are utilised strictly in accordance with the purpose for which they
were given.
In order to achieve this, each ward and most departments have their own fund accounts.
These accounts have been grouped together for registration purposes under one of the
registered subsidiary funds. Each of these registered funds has been designated a
purpose to encompass the purposes of the individual fund accounts contained within the
group. Details of the nature and purpose of each registered fund can be found within the
Charity’s Annual Accounts set out at the end of Annual Report.
The Trust Board has reviewed the Charity Commission’s general guidance on public benefit
and applies this when setting the terms of reference for the Charitable Funds Committee.
The Charitable Funds Committee takes account of the Charity Commission’s guidance on
public benefit in setting or reviewing the guidelines for Fund Advisers, who are authorised
to spend charitable funds.
The objectives of the Charity are to enhance the services for patients and to provide
additional facilities for staff and for research, in addition to that which the Trust is normally
able to provide. This can include the purchasing and upgrading of equipment,
improvements to the facilities for patients’ families and the provision of funding for research.
Specific objectives for 2012/2013 included:
•
•
•
•

The creation of the Christmas Cracker Awards scheme whereby a total of £50,000
was granted by the Charity against bids submitted from all corners of the Trust for
medical and patient related equipment to be used in wards and departments.
The continuation of the Mums the Word fundraising appeal.
The purchase of items of medical equipment.
The continued provision of funding for research projects.

These objectives were achieved during the year.
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GOVERNANCE
The corporate trustee fulfils its legal duty by ensuring that funds are spent in accordance
with the objects of each fund and by designating funds the Trustee respects the wishes of
our generous donors to benefit patient care and advance the good health and welfare of
patients, their carers and the staff who look after them.
Donations received and available for spending are allocated to specific funds within one of
the registered subsidiary charities. For example there are charitable funds for most of the
wards and departments within the Trust, which form part of the North Bristol NHS Trust
Hospitals Fund.

Non-Executive Members’ of the Trust Board are appointed by the NHS Appointments
Commission and Executive members of the Board are subject to recruitment by the NHS
Trust Board. Members of the Trust Board and the Charitable Funds Committee are not
individual trustees under Charity Law but act as agents on behalf of the corporate trustee.
The charity has made available to all Board Members the Charity Commission booklet CC3,
The Essential Trustee and Charities and Public Benefit.
Acting for the Corporate Trustee, the Charitable Funds Committee is responsible for the
overall management of the Charitable Fund. The Committee is required to:
• Control, manage and monitor the use of the fund’s resources for the public benefit,
having regard for the guidance issued by the Charity Commission.
• Provide support, guidance and encouragement for all its income raising activities whilst
managing and monitoring the receipt of all income.
• Ensure that ‘best practice’ is followed in the conduct of all its affairs fulfilling all of its
legal responsibilities.
• Ensure that the Investment Policy approved by the NHS Trust Board as Corporate
Trustee is adhered to and that performance is continually reviewed whilst being aware of
ethical considerations.
• Keep the Trust Board fully informed on the activity, performance and risks of the charity.
The accounting records and the day-to-day administration of the funds are dealt with by the
Charitable Funds Team located at North Bristol NHS Trust, Christopher Hancock Building,
Southmead Hospital, Westbury-on Trym, Bristol, BS10 5NB.
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MANAGEMENT
Investment Income
The Trustee invests the Charity’s funds for growth and income using appointed investment
managers. The Charitable Funds Committee regularly reviews the performance of their
investments.

Investment Policy
In order to maximise income potential, the Charity invests to generate interest and when
appropriate, dividends. To achieve this, an official pooling scheme is operated in
accordance with Charity Commission guidelines, for investments relating to the following
funds:
North Bristol NHS Trust (Expendable Funds) Common Investment Fund
North Bristol NHS Trust (Capital) Common Investment Fund
To ensure that there are monies available to meet different demands on expenditure, the
balances are held as short term and long-term investments.

Short Term Balances
Monies are held in current accounts with the Citibank and the Royal Bank of Scotland,
generating interest, until such time as they are needed to meet expenditure requirements.
As the short-term balances are derived from the income received on a day-to-day basis,
they fluctuate in accordance with the income received.

Long Term Balances
Under the Trustee Investment Act 1961 and the Trustee Act 2000, the Charity as a
corporate body is empowered to invest in certain categories of investments. North Bristol
NHS Trust Charitable Funds makes investments in accordance with these Acts.

Gains on Investments
During the financial year receipts of dividends and interest, less governance costs
amounted to £203,000 net and have been apportioned to individual funds using monthly
average balances.
The financial year 2011/12 saw a decline in the performance of the world’s stock markets
having shown an improvement in 2010/11. During 2012/13 however markets have again
improved and have led to the funds enjoying a net gain. As at 31st March 2013 that gain for
the year was £788,000. This has resulted in the value of investments at 31st March 2012 of
£8,824,000, after taking into account additions, disposals and a cash injection of £700,000
during the year, increasing to £10,283,000 at 31st March 2013.
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Reserves Policy
The Charity receives income in the form of donations and bequests/legacies. This income is
banked as and when it is received. By its very nature, it is difficult to predict in advance the
amount of income that the Charity is likely to receive, and therefore it is essential that the
Charity maintain sums of money on reserve, to meet its requirements and to act as a buffer
against stock market fluctuations.
It is the policy of the Trustee to retain on reserve a minimum of 20% of the value of the
Charity's investment portfolio in the form of unrealised and realised gains.
With the increased performance of the world’s stock markets during 2012/13 the Charity
holds reserves at 31st March 2013 amounting to £2,559,000 which is 25% of its portfolio
value.
In view of the continued uncertainty that still surrounds the economic outlook the Trustees
have decided not to distribute to individual funds any of the excess reserve currently held
over and above the minimum 20% holding.
The Trustee's representatives, acting on behalf of the Trustee, will review the reserves
policy annually.

Endowment Funds
These funds are held so that only the income is available for distribution while the capital
balance is maintained.

Unrestricted Funds
These Funds are held for general purposes and the Trustee has the freedom to use the
Funds at its discretion within the overall objects of the Charity.

Restricted Funds
These form the major part of the Charitable Funds and are held by the Trustee for restricted
purposes that have been determined by the donor. It is the duty of the Trustee to ensure
these funds are used as the donor specifically requests.

Risk Management
The Charity has identified and examined all major risks to which it is exposed and systems
have been established to mitigate these risks. The most significant risks identified were
continued losses from a fall in the value of the investments due to volatility in world equity
markets. The investment performance is closely monitored by the Charitable Funds
Committee and a reserve is maintained in accordance with the Reserves Policy. The risk
register was reviewed by the Committee on 18th March 2013.
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Partnership Working and Networks
The Charity supports and participates in the activities of the Association of NHS Charities.
The organisation is for the larger NHS charitable organisations and ensues that we are kept
informed and fully updated on all current and developing issues. Concerns are highlighted
and the knowledge shared with similar organisations.
The patients of North Bristol NHS Trust are the main beneficiaries of the charity and the
Trust is a related party by virtue of being corporate trustee of the charity. By working in
partnership with the Trust, the charitable funds are used to best effect. When deciding upon
the most beneficial way to use charitable funds, the corporate trustee has regard to the
main activities, objectives, strategies and plans of the Trust.
We remain indebted to the work of all of the League of Friends affiliated to each of our
hospitals, who raise thousands of pounds each year and contribute towards the purchase
of major items of medical equipment. The Trustee also collaborates with the WRVS who
raise substantial funds through their shops and coffee lounges.

Objectives and Strategy
The Trustee has approved a ‘Mission Statement’ in order to focus on our objectives:
In partnership with North Bristol NHS Trust we will enhance the provision of high quality
patient care for the public benefit. The charity supports the provision of healthcare free at
the point of need and cares for the staff, carers and families and patients by focusing on
areas not covered or fully supported by central NHS funds.
Making our vision happen involves all our partners, including the WRVS, the League of
Friends, staff, patients, carers and the community. We invite you to join us to make this a
reality.
If you want to know more about how to become involved or to take part in the fundraising or
to make a donation please contact either the Fundraising Department on 0117 3236462 or
the Charitable Funds Team 0117 3235541.
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ANNUAL REVIEW
Our Activities
During the year, the funds continued to support a wide range of charitable and health
related activities benefiting patients, their carers, and the staff who care for them. In general
they are used to purchase the very varied additional goods and services that the NHS is
unable to afford. For example charitable funds are used to purchase items of much needed
medical equipment.
The ward charitable funds receive many donations specifically given to thank the nursing
staff that cares for the patients and these are used for charitable activities that will benefit
staff. The charitable funds also enable consultants and other medical staff to attend
courses, not funded by the NHS, which will update them on the new ideas and modern
techniques in their specialties.
The charity makes available funds to sponsor research in areas where the NHS Trust has
considerable expertise with a view to developing new therapies for treating and caring for
patients.
The Trusts Research & Development Team is responsible for assessment of the quality of
the research as proposed, the quality of the research environment within which the
research will be undertaken and the experience and expertise of the principal investigator
and the other key researchers involved. They are responsible for ensuring that
arrangements are in place for the research team to access resources and support to deliver
the research as proposed, and that agreements are in place which specify responsibilities
for the management and monitoring of research.
The Charity’s General Funds receive donations and legacies that can be used for any
charitable purpose relating to the NHS. This flexibility has been used to fund a number of
initiatives in support of the Trust’s goals and priorities during the year.
At Christmas, a time for being with friends and family, unfortunately some patients are not
well enough to leave hospital. The Charity’s General Funds give grants to various front line
wards and departments for the purchase of decorations and minor items of catering to
enhance the Christmas period for such patients.

Grant Making Policy
The use of our funds is restricted by the governing document that established the charity to
purposes connected with the NHS. All grants are made from the charity’s funds on the
following basis:
•

The General Funds – These will consist of gifts, donations and bequests
received by the charity where other than naming a specific hospital, no particular
preference as to their expenditure has been expressed by donors. Applications
for grants are received from staff and groups within the Trust’s Hospitals. Based
on their knowledge of the Trust and its needs and goals, the Charitable Funds
Committee agrees funding priorities and scores the applications for quality and
value for money. Grants are targeted on projects in areas of the Hospital that do
not have available specific Funds to pay for them.
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•

Specific Funds – These will consist of gifts, donations and bequests where the
donor nominated a particular ward, department, or activity within one of the
Trust’s Hospitals at the time their donation was made. Specific funds are
overseen by Fund Holders who can authorise expenditure up to agreed levels,
after which the Charitable Funds Committee must give approval.

Our Future Plans
The future direction of the charity will always be shaped by changes in the NHS. The new
North Bristol Hospital will open to patients in the spring of 2014 and will increasingly
influence the priorities for spending charitable funds.
Our future plans are subject to and intrinsically linked to sufficient income being donated or
received by the Charity. The Head of Fundraising and his team have been tasked with not
only ensuring that current income levels are maintained but by establishing new fundraising
campaigns, both of a minor and major nature, that the profile of the charity is raised so that
increasing income levels are received in the coming years.
One such campaign is that to support the new Breast Cancer Unit to be established on the
Southmead hospital site. The Fundraising team hope to raise £500,000 towards the unit
whilst at the same time working openly with Macmillan Cancer Support.
If the Charity can achieve its overall income goals it will, apart from its wishes with regards
to the Breast Cancer Unit, enable it to commit to its ongoing aims of upgrading the Trust’s
Maternity Department and to contributing, with the help of considerable funding from the
WRVS, to enhancements to the treatment of dementia patients trust wide.
As the new North Bristol Hospital nears completion the Charity will be able to play an
increasingly important role in the provision of the high technological systems and
equipment needed for a 21st century establishment that will be at the forefront of local
healthcare provision.
Achieving its income goals will also permit the Charity to support an annual Christmas
Cracker Award to fund items of medical equipment within departments across the Trust
including Community Services.
The review of achievements, performance and finances should be seen in the context of
our vision to assist the NHS Trust to help its hospitals provide world class patient centred
care and excellence in training, education and research.
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