Trust Board Meeting in Public
Thursday 29 November 2018
10.00 – 13.30
Seminar Room 4, Learning and Research Centre, Southmead Hospital
AGENDA
No.

Item

SECTION 1 – OPENING BUSINESS
1.1
Welcome and Apologies for Absence:
• Kate Hannam, Director of Partnerships
• John Iredale, Non-executive Director
• Tim Gregory, Non-executive Director
1.2
Declarations of Interest

Purpose

Lead

Enc.

Time

Information

Chair

Verbal

10.00

Information

Chair

Verbal

10.02

1.3

Patient Story: ‘Pathway to Prevention’
Pressure Ulcer Prevention Quality
Initiative Programme

Information

Director of Nursing

Verbal

10.05

1.4

Minutes of the Public Trust Board Meeting
Held on 27 September 2018

Approval

Chair

Enc.

10.25

1.5

Action Chart from Previous Meetings

Review

Trust Secretary

Enc.

10.30

1.6

Matters Arising from Previous Meeting

Information

Chair

Verbal

10.32

1.7

Chair’s Business

Information

Chair

Verbal

10.35

1.8

Chief Executive’s Report

Information

Chief Executive

Enc.

10.40

SECTION 2 - QUALITY
2.1
Safeguarding Adults Annual Report
2017/18

Assurance

Director of Nursing

Enc.

10.50

2.2

Safeguarding Children Annual Report
2017/18

Assurance

Director of Nursing

Enc.

11.00

2.3

Complaints Annual Report

Assurance

Director of Nursing

Enc.

11.10

2.4

Quality and Risk Management Committee
Assurance Report

Assurance

Committee Chair

Enc.

11.20

SECTION 3 - STRATEGY AND PLANNING
3.1
Winter Plan

Assurance

Enc.

11.30

3.2

Approval

Chief Operating
Officer
Director of IM&T

Enc.

11.40

Digital Strategy

No.

Item

Purpose

Lead

Enc.

Time

SECTION 4 – PEOPLE
4.1
Workforce Committee Assurance Report

Assurance

Committee Chair

Enc.

12.00

4.2

Assurance

Director of People
& Transformation

Enc.

12.10

SECTION 5 - PERFORMANCE AND FINANCE
5.1
Integrated Performance Report – October
2018

Review

Chief Executive

Enc.

12.30

5.2

Quarter Two Performance Against
Objectives

Review

Director of Finance Enc.

12.40

5.3

Finance and Performance Committee
Assurance Report

Assurance

Committee Chair

Enc.

13.05

SECTION 6 - ASSURANCE
6.1
Audit Committee Assurance Report
• Annual Audit Letter

Approval

Committee Chair

Enc.

13.10

6.2

Standing Orders, Standing Financial
Instructions, Matters Reserved to the
Board and Scheme of Delegation
SECTION 7 – CLOSING BUSINESS
7.1
Any Other Business

Approval

Director of Finance Enc.

13.20

Information

Chair

Verbal

7.2

Questions from the Public in Relation to
Agenda Items

Information

Chair

Verbal

7.3

Date of Next Meeting: Thursday 31 January 2019, 10.00 a.m. Southmead Hospital

7.4

Resolution: Exclusion of the Press and Public. It is recommended that, pursuant to the
Public Bodies (Admission to Meetings) Act 1960, Section 1(2), the press and members
of the public be excluded from further items of business, having regard to the
confidential nature of the business to be transacted, publicity on which would be
prejudicial to the public interest.

Stepping Up Programme Presentation

13.30

Public Minutes of the Trust Board Meeting, Thursday 27 September 2018
Seminar Room 5, Learning and Research Centre, Southmead Hospital

Present:
Ms M Romaine
Mr R Mould
Mr J Everitt
Ms J Davis
Mr T Gregory
Prof J Iredale

In Attendance:
Ms Gill Brook

Chair
Non-Executive Director
Non-Executive Director
Non-Executive Director
Non-Executive Director
Non-Executive Director

Mr S Lightbown

Head of Patient Experience
(for minute no. 18/9/3)
Director of Communications

Apologies:
Ms K Hannam

Director of Partnerships

Ms A Young
Ms E Barker
Dr C Burton
Mr N Darvill
Mrs C Phillips
Mrs J Fergusson
Ms H Blanchard
Mr S Wood

Chief Executive
Chief Operating Officer
Medical Director
Director of Informatics
Director of Finance
Director of People and
Transformation
Director of Nursing
Director of Facilities

Ms L Storey
Mr M Pender

Interim Trust Secretary
Deputy Trust Secretary

Observers: One member of staff and one member of the public attended.
Action
TBC/18/9/1

Apologies For Absence
The Board noted that an apology for absence had been received from
Kate Hannam.

TBC/18/9/2

Declarations of Interest
John Everitt, Non-Executive Director, declared an interest that his
daughter was an employee of the Trust in the Charity Department.
RESOLVED: The Board noted the declared interest.

TBC/18/9/3

Patient Story
A member of staff in the Security and Parking team at NBT described
the care of her Grandmother, aged 85 years, who had been a patient
at NBT between November and December 2017. The patient had
severe visual impairment, being blind in one eye and extremely poor
vision in the other. She was admitted with Pneumonia, UTI and heart
problems. Sadly she died in hospital on 23 December 2017.
The member staff described a mixture of care practices that her
Grandmother and she, as a carer, experienced during her time in
NBT. The following issues were highlighted:
•

The importance of understanding the impact of a severe visual
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•
•
•
•

•

•
•

impairment on every day matters such as eating & drinking and
the reliance on family members in ensuring her Grandmother’s
mealtime needs were met;
The impact of moving rooms and wards on someone with a
severe visual impairment;
The importance of considering patient needs when moving
wards, and addressing their needs in that move to help them
orientate and settle;
The confusion for families in knowing which doctor is in charge of
care when the patient is moved;
The importance of consistent practice by staff in recognising,
engaging with families / carers and making it easy for them work
with staff in helping provide safe person centred care to the
person they love;
The importance of listening to the family when they describe the
needs of their loved one e.g. the patient felt lonely in her room
and wanted to be near to the open door in order to hear people
moving and talking around her. There was a mixed response to
staff in allowing her to do this;
Staff knowing and facilitating access to the carers support
scheme;
The impact on the family on being told in a hospital corridor that
her Grandmother was at the end of her life.

The following key learning points from the above story had been
identified:
• In the necessary moves of patients during their stay in hospital,
staff needed to seek to understand and respond to the needs of
the individual. Handover between staff of those fundamental
personal needs was vital as there may well be an impact on their
safety and recovery.
• Insight into the impact of moving on those who have a severe
visual impairment and the need to help orientate that person.
• The importance of a consistent approach in supporting carers in
care giving, e.g. listening to their knowledge of the person and their
needs, flexible visiting, and carers support scheme.
• Communication to the patient and family/carer on which consultant
is in charge of care and treatment when patients are moved, and
the importance of being in a quiet and private space when being
told news such as your loved one is at the end of their life.
The Board thanked the member of staff for sharing her story, and
highlighted the following:
• The issues around patients feeling isolated, particularly if they have
a visual impairment, were particularly noted, and it was suggested
that the RNIB and Guide Dogs for the Blind might be able to offer
some advice to patients and staff in respect of this;
• Concern was expressed that the patient was moved five times in
less than a month, and that one such move took place at 9pm at
night. Evelyn Barker apologised for this as it was clearly
unacceptable.
2

Trust Board Minutes
• It was felt that better training for staff was required to ensure they
understand how to care for elderly patients or those with visual
impairments.
After further discussion it was RESOLVED that the member of staff
be thanked for sharing their story, and the outcomes from the
issues raised be reported back to the January 2019 Board
meeting.
TBC/18/9/4

Minutes of the Public Trust Board Meeting Held on 2 August 2018
The draft minutes from the public meeting held on 2 August 2018 were
approved as a true and correct record subject to the following
amendments:
•

Page 1: Andrea Young’s title to be amended to Ms.

•

Page 4: amend the first paragraph, so that the 10% increase in
Ambulance arrival was compared to the same period in the
previous year;

•

Page 5, final bullet point, second line: delete ‘the’.

•

Page 6, final bullet point, third sentence: delete ‘due’ and replace
‘required’ with always the best way forward.

•

Page 7, fifth paragraph: delete ‘communications team’ and
replace with ‘Divisions’.

•

Page 13: Add to the end of the seventh bullet point ‘Simon Wood
to supply’.

RESOLVED that subject to the above amendments the minutes of
the public meeting held on 2 August 2018 as a true and correct
record be approved.
TBC/18/9/5

Action Log and Matters Arising from the Previous Meeting
The updates provided in the action log were considered and
approved.
RESOLVED that the updates to the Action Log be received and
approved.

TBC/18/9/6

Chairman’s Business
Michele Romaine gave a verbal update on the recent NHSI Providers
Chairs and CEOs meeting, which covered a wide range of issues.
The Chair undertook to circulate the slides from this meeting to Board
Members.
RESOLVED that the Chair’s verbal report be received and noted.

TBC/18/9/7

Chief Executive’s Report
The Board received the Chief Executive’s report, which provided a
summary of local and national issues impacting on the Trust.
A discussion took place regarding the implications of Brexit for NBT,
and it was reported that NHSI’s position was the Trusts should not
3
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make contingency plans for Brexit locally as this was being
coordinated at a national level. The Executive Team were however
alert to the danger inherent in Brexit and remained vigilant on this
issue. In addition, the Workforce Committee received a report on this
issue every quarter in order to identify any staff areas which were
particularly at risk as a result of Brexit.
Concern was expressed regarding staffing areas which were
particularly vulnerable due to having a large number of EU staff, and it
was requested that the Workforce Committee receive a report at its
next meeting on EU workforce hotspot areas, the mitigation of issues
and the support available to EU staff.

JF

A discussion also took place on the Sustainability and Transformation
Partnership (STP), and it was requested that a list of unsuccessful
STP bids be circulated to Board members.

SW

RESOLVED that the Chief Executive’s verbal report be received
and noted.
TBC/18/9/8

Care Quality Inspection Action Update
Helen Blanchard introduced a report which outlined the Trust’s
progress in delivering actions in response to the CQC Inspection
Report from the November 2017 Inspection.
It was reported that the Trust had made good overall progress in
delivering the actions, but that there were currently 5 outstanding
actions on which work was progressing, and these needed to be
finalised in order to close the action. The six overarching themes
identified from the CQC report had also been reviewed against the
related outcome metrics, and demonstrated good progress in three
areas and greater challenges in the other three. The main risk to
achieving a CQC ‘Good’ rating (RAG rated red in the report) was the
continued poor performance against the ED 4-Hour performance
standard.
The engagement visits with CQC in July 2018 on medical Care and
Urgent & Emergency Care and Diagnostic Imaging Services were
both positive, with good feedback had been received in the resultant
letter.
It was reported that preparation for future inspections included the
trust-wide domains for ‘Well Led’ and Use of Resources.’ Plans were
being developed to ensure that self-assessments would be
undertaken in advance of a future inspection, led by the Trust
Secretary and the Director of Finance. To date the Trust had not
received any notification of when this was likely to take place, but the
absence of a formal Provider Information Request (PIR) – the trigger
for a full inspection – made this seem unlikely in the next 3 months.
Ad-hoc targeted inspections could however be undertaken at any
time.
During the ensuing discussion it was suggested that it would be useful
for the Board to be sighted on the ‘Must Do’ and ‘Should Do’ actions
that had been completed and those that were yet to be completed,
and a summary of the work being undertaken to improve the Trust’s
rating at the next inspection would also be welcomed. It was agreed
4
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that this should submitted to the Board in January.
After further discussion it was RESOLVED that:
•

•

•

•

TBC/18/9/9

The progress in delivering the CQC Action Plan submitted
following the 2017 inspection report publication, and the
plans to address the 5 outstanding actions, be noted;
The feedback provided from the most recently conducted
‘monitor’ visits by the CQC, which looked at Urgent &
Emergency Care & Medical Care and Diagnostic Imaging
service lines, be noted;
The outline plans for a more proactive assurance and
improvement approach to support the Trust objective of
achieving a ‘Good’ rating when next inspected be noted;
The plans and timescales set out for self-assessment, gap
analysis and actions in relation to the Well Led and Use of
Resources domains be noted; and

•

The outcomes of the KPMG Internal Audit of CQC
compliance and actions planned to address
recommendations made be noted.

•

A report be submitted to the January Board Meeting on the
‘Must Do’ and ‘Should Do’ actions that had been completed
and those yet to be completed, together with a summary of
the work to improve the Trust’s rating at the next inspection.

Nurse Staffing Report
Helen Blanchard introduced the six monthly Safe Staffing report. The
work being undertaken in respect of NBT’s three expectations for safe
nurse and midwifery staff (right staff, right skills, right place and time)
were summarised for the Board.
During the ensuing discussion the following points were raised:
•

The nurse vacancy rate was noted, and it was reported that
recruitment and retention work was ongoing, and the pipeline of
staff was improving. Efforts were being made in respect of
international recruitment, although there was a 6 to 9 month time
lag in respect of nurses recruited in this way.

•

It was reported that agency spend continued to increase, and this
was being raised with the consortium as an issue.

•

John Everett sought assurance on behalf of the Board that the
Trust had safe levels of nurse staffing, and asked how this
assurance could be provided. Helen Blanchard responded that
the six monthly reports to the Board were intended to provide this
assurance, along with the information on staffing in the IPR.

•

The position in respect of the use of a neutral vendor for
temporary staff across BNSSG was discussed, and it was
reported that this was being closely monitored as it was felt that
NBT was not being well served by this arrangement due to the
nature of its staffing requirements, with a high number of
specialist staff being needed.
5
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After further discussion it was RESOLVED that the following be
noted for assurance:
• The current position against the expectations and
actions o f t h e NQB expectations, NICE guidance and
self-assessment of the NHS Improvement
recommendations.
• A review of all divisional ward skill mixes had been
undertaken in July/August 2018. This review was to
understand the baseline staffing position across the wards
and clusters and would be followed up in the coming
months. This follow up deep dive would seek further
assurance about funded establishments, rosters, spend and
the practice of rostering temporary staff.
TBC/18/9/10

Winter Plan Update
It was noted that there would be a full discussion on the Winter Plan in
the Private Board meeting later that day, and that a further report on
this would be submitted to the November meeting of the Trust Board.

TBC/18/9/11

Sustainable Development Management Plan (SDMP)
The Board considered a report which provided an update on progress
on NBT’s aspiration to be a leader in the field of sustainable
healthcare, and which presented the SDMP for 2018/19 for approval.
Simon Wood reported that NBT was being assessed on progress
towards sustainable development by;
•
•
•
•

The Care Quality Commission within the inspection area of “well
led” for which NBT was highlighted for its SDMP in 2018;
The Clinical Commissioning Group within the requirements of the
NHS Standard Contract;
Public Health England / NHS England (SDU) assessed annually
by the sustainability content of the Trust’s annual report (NBT
was currently ranked 7th in the UK);
National Sustainable Development Assessment Tool (SDAT) for
which NBT had achieved 39%

Highlights from 2017/18 included recognition from the CQC praising
good practice in improving healthcare sustainability, maximising use of
the green spaces on site, and a number of staff health and wellbeing
projects.
It was reported that in 20017/18 the Trust spent £6.2 million on energy
due to both increased energy costs and energy consumption, mostly
as a result of extreme weather and associated increased demand.
Plans for 2018-19 included: energy efficiency improvements;
undertaking a complete energy review linked with; the forthcoming
STP-wide Climate Change Adaptation Plan and risk assessment;
ensuring sustainability is incorporated in Trust business planning
processes; updating the Travel Plan; preparing a Biodiversity
Management Plan; delivering a recycling campaign in clinical areas
and engaging staff on sustainability through the Green Impact
6
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scheme.
A discussion tool place on the Travel Plan and how the number of
single occupancy car journeys to the hospital could be reduced. It
was noted that the number of people cycling to the hospital had
plateaued, but that a big push on car sharing was planned. The
difficulties of staff travelling to the hospital early in the morning or in
the evening was also noted, as was the fact that 12 hour shifts did
result in an increase in single occupancy car journeys.
RESOLVED that the annual Sustainable Development
Management Plan (SDMP) be approved.
TBC/18/9/12

Integrated Performance Report – August 2018
Andrea Young introduced the Integrated Performance Report for
August 2018. She reported that August had been a disappointing
month in respect of Emergency Department performance, with 4 hour
rates at 78% and RTT failing to meet trajectory. In respect of safety, it
was reported that there had been one MRSA case which was in the
process of being investigated. The financial position was £2.7m
adverse to plan and efforts to recover this position were continuing.
August had also seen significant problems with the social care system
in Bristol and South Gloucestershire, which had resulted in increased
pressure on the hospital, although this situation appeared to have
improved in September.
The Executive Directors then summarised the contents of the sections
of the IPR for which they were responsible, on which they were
questioned by the Non-Executive Directors. These included:
•

There had been a 4% increase in Emergency Department
attendance, and it was noted that NBT stood at 102 out 132
nationally. The Emergency Department’s performance was
however similar to those at UHB and Weston, and it was noted
that there had been no 12 hour trolley waits in August.

•

A discussion took place on Safety and Effectiveness, and the
Chair expressed some concern regarding the incidence of falls,
pressure injuries and malnutrition. Chris Burton reported that
many of these were ongoing issues relating to bed occupancy
and pressure, but that there was nothing in the data which was
particularly alarming.

•

In respect of Quality, Tim Gregory asked whether comments from
friends and family, as heard in the patient story earlier in the
meeting, were used as a way to drive improvement. Helen
Blanchard confirmed that such feedback was a key driver of the
care agenda and these were actively sought out and acted upon.

RESOLVED: That the IPR be noted.
TBC/18/9/13

Perform Update
The Board considered a report which provided an update on Perform.
It was reported that Perform was now live in all of the Trust’s 26
inpatient wards, as well as the Clinical Site Management Team and
the Integrated Discharge Service. Some positive outcomes on
7
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performance had been seen within dashboards and had been
reported anecdotally from partner organisations at the most recent
Multi Agency Discharge Event. It was also hoped that improvements
would be seen in the staff survey result for 2018 across all the five
areas in which the Trust was looking to improve. The Trust had
committed to embracing Perform long term and embedding it into the
Trust’s fundamental way of working.
It was suggested that it would be useful for Non-Executive Directors to
reflect and share their views with the Chair on what the positive
markers would be to demonstrate that Perform was embedded into
the Trust’s DNA. It was also requested that the measures for which
the Trust was required to make a fee payment in respect of the
Prevent process be reported to the Board.
RESOLVED that:
•

•

TBC/18/9/14

Non-executive Directors to reflect & share specific views
with the Chair on what the good markers would be to
demonstrate that Perform was embedded into the Trust’s
DNA.
The measures on which the Trust makes a payment in
respect of Perform be reported to the next meeting of the
Board.

Charity Committee Report
The Board received a report which summarised the items discussed at
the Southmead Hospital Charity (SHC) Committee meeting on 22nd
August 2018.
RESOLVED that the charity activity and the work of Southmead
Hospital Charity (SHC) Committee be noted.

TBC/18/9/15

Medical Revalidation and Appraisal Annual Quality Report
Chris Burton introduced the Medical Staff Revalidation and Appraisal
Annual Quality Report, and reported that after six years this was now a
well embedded process. Particular efforts had been made in the past
year to improve the quality of appraisals, and the drop in appraisal
completion rates during the first three months of the year was being
addressed.
RESOLVED that the report be endorsed and, given there was
sufficient assurance, the Statement of Compliance be approved
for signature and return to the Trust’s Revalidation Manager.

TBC/18/9/16

Staff Survey Update
The Board considered a report which provided an update on the
Trust’s preparation for the NHS Staff Survey 2018, including progress
made since the results of the 2017 survey.
RESOLVED that:
• The proposed approach to the 2018 staff survey be endorsed;
and
8
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•
TBC/18/9/17

The progress made against the 2017 areas of focus was
noted.

Workforce Race Equality Standard (WRES) Submission and Draft
Action Plan
The Board considered a paper which summarised the Workplace
Race Equality Standard (WRES) submission for 2017/18, including
the associated action plan for approval.
RESOLVED that:
• The WRES return made to NHS England on 28th August 2018
be noted;
• The draft action plan as presented be approved for
publication on the Trust website at the end of September;
and
•

TBC/18/9/18

The development of a new senior specialist advisor role to
lead the Equality and Diversity (E&D) agenda within NBT was
noted.

Questions from the Public in Relation to Agenda Items
No questions were received form the public.

TBC/18/8/19

Date of Next Meeting
The next public meeting of the Board would be held on 29th November
2018 at 10.00am, Southmead Hospital.
The meeting concluded at 1.15pm
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Report To:

Trust Board Meeting in Public

Date of Meeting:

29 November 2018

Report Title:

Trust Board Action Chart

Report Author & Job
Title

Linda Storey, Interim Trust Secretary

Executive/Nonexecutive Sponsor
(presenting)

Linda Storey, Interim Trust Secretary

Purpose:

Approval/Decision

Review

Agenda
Item:

To Receive
for
Assurance

1.4

To Receive
for
Information

X
Recommendation:

The Trust Board is asked to note the Trust Board action status.

Report History:

Previously considered by the Trust Executive Team.
The report is a standing agenda item.

Next Steps:

The action chart will be updated following review at the Trust Board
meeting and to include the new actions agreed during the course of
the meeting.

Executive Summary
The Trust Board action chart collates actions arising from the Trust Board meetings and
enables monitoring to the point of closure.
Action chart summary:
Status

Blue (Completed and will be removed from chart for next iteration)
Green (Status updated and on track within timescale)
Amber (Status not updated/completed and/or the deadline passed.)
Red (Status not updated/completed and/or deadline passed by more
than one month).

Number of
Actions as at
20/11/2018
7
2
0
0

Strategic
Theme/Corporate
Objective Links

Links to all strategic themes.

Board Assurance
Framework/Trust Risk
Register Links

No specific links to the Board Assurance Framework.

Other Standard Reference

None noted.

Financial implications

None noted.
Revenue
Income
Expenditure
Savings/benefits
Capital

Other Resource
Implications

None noted.

Legal Implications
including Equality,
Diversity and Inclusion
Assessment

None noted.

Appendices:

None.

Total
£’000

Rec
£’000

Non Rec
£’000

PUBLIC BOARD ACTION CHART POST 27 SEPTEMBER 2018 TRUST BOARD MEETING

Blue
Green
Amber
Red

Completed and will be removed from chart for next iteration. A = On current meeting agenda
Status updated and on track within timescale.
Status not updated/completed and/or the deadline passed.
Status not updated/completed and/or deadline passed by more than one month.

Minute
Reference

Agenda Item

Agreed Action

No.

Responsibility

Deadline for
Completion
of Action

Item for Future
Board Meeting

Action Status

RAG

CQUIN narrative to be
included in future.

15

Helen Blanchard
Interim Director of Nursing

27/09/18

Completed.

Blue

Well-led: Workforce
Committee report
regarding Brexit issues to
include all staff in future.
Minutes from 27 September 2018
TBC/18/9/3 Patient Story
Feedback outcomes from
issues raised in story.

16

Jacolyn Fergusson
Director of People &
Transformation

18/10/18

Yes. Part of
future Integrated
Performance
Reports.
No.

Completed.
Report received at
Workforce Committee
18/10/18.

Blue

19

Helen Blanchard
Director of Nursing

31/01/19

On track for delivery.

Green

TBC/18/9/6

Chair’s Report

20

Michele Romaine
Chair of Trust Board

29/11/18

Completed.
Slides circulated.

Blue

TBC/18/9/7

Chief Executive’s
Report

Circulate slides from NHSI
Providers Chairs and
CEOs meeting to Board
Members.
Workforce Committee to
receive report on EU
workforce hotspot areas,
mitigation of issues and
support to EU staff.

Yes. To
January 2019
meeting.
No.

21

Jacolyn Fergusson
Director of People and
Transformation

29/11/18

No.

Blue

TBC/18/9/7

Chief Executive’s
Report

Circulate list of
unsuccessful STP bids to
Board members.

22

Simon Wood
Director of Facilities

29/11/18

No.

Completed.
Report received at
meeting on 18/10/18.
Agreed item to be a
standing item for the
foreseeable future.
Completed. Circulated
on 23/11/18

Minutes from 2 August 2018
TB/18/8/7
Integrated
Performance
Report
TB/18/8/7

Integrated
Performance
Report

Blue

Minute
Reference

Agenda Item

Agreed Action

No.

Responsibility

Deadline for
Completion
of Action
31/01/19

Item for Future
Board Meeting

Action Status

RAG

TBC/18/9/8

Care Quality
Commission
Inspection
Update

23

Helen Blanchard
Director of Nursing

TBC/18/9/10

Winter Plan

24

TBC/18/9/13

Perform Update

Report to January Board
Meeting on the Must Do
and Should Do actions
that had been completed
and those yet to be
completed together with
work to improve the
Trust’s rating at the next
inspection.
Updated plan to
November Board together
with progress on delivery.
Share the measures on
which the Trust makes a
payment.

Yes. 31/01/19.

On track for delivery

Green

Evelyn Barker
Chief Operating Officer

29/11/18

Yes 29/11/2018.

On agenda for meeting
29/11/18.

Blue
A

26

Jacolyn Fergusson

29/11/18

Yes 29/11/2018
Private Board.

Report has been to
Exec’s is due to go to
TMT 20 Nov for Board
meeting on 29 Nov –
will then be provided to
NHSI in line with the
contractual agreement.

Blue
A

Report To:

Trust Board Meeting in Public

Date of Meeting:

29 November 2018

Report Title:

Chief Executive’s Report

Report Author & Job
Title

Linda Storey, Interim Trust Secretary

Executive/Nonexecutive Sponsor
(presenting)

Andrea Young, Chief Executive

Purpose:

Approval/Decision

Review

Agenda
Item:

To Receive
for
Assurance

1.8

To Receive
for
Information
X

Recommendation:

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

Report History:

The report is a standing monthly item to the Trust Board.

Next Steps:

Next steps in relation to any of the issues highlighted in the Report
are shown in the body of the report.

Executive Summary
The report sets out information in relation the proposed joint executive senior manager
structures for NHS Improvement and NHS England, an update on the work of the Healthier
Together Sustainability and Transformation Partnership, our progress with our executive
director recruitment and recent consultant appointments.

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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Other Standard Reference

Be one of the safest trusts in the UK:
• Achieve an overall CQC rating of 'Good'.
Create an exceptional workforce for the future:
• Improved scores achieved in the staff survey in the health and
wellbeing categories, so that exceeding the average of all
trusts.
Play our part in delivering a successful health and care
system:
• Contribute to the STP refresh and work with partners to agree
plans to restore financial balance to the BNSSG health
system.
Information in the report links to the following Board Assurance
Framework risks:
No. SIR5: regarding engagement with key stakeholders.
Score 4 x 3 = 12.
No. SIR7: Management capacity, capability and succession
planning. Score 2 x 2 = 4.
Information supports CQC Well Led assessment.

Financial implications

None noted.

Strategic
Theme/Corporate
Objective Links

Board Assurance
Framework/Trust Risk
Register Links

Revenue

Total
£’000

Rec
£’000

Non Rec
£’000

Income
Expenditure
Savings/benefits
Capital
Other Resource
Implications

No other resource implications associated with this report.

Legal Implications
including Equality,
Diversity and Inclusion
Assessment

None noted.
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1.

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

2.

Background
The Trust Board should receive a report from the Chief Executive to each meeting
detailing important changes or issues in the external environment. This includes
guidance and policy actions which have been received from the wider regulatory
and policy system, quality and financial risks in the health economy, PBR new tariffs
etc.

3.

4.

NHS England and NHS Improvement New Structure Staff Consultation
3.1

NHS England and NHS Improvement have launched a consultation on their
new structure following their announcement earlier this year to work closer
together.

3.2

The structure to sit below the NHS Executive Group has seven regional
teams with seven regional directors and eleven corporate directors.

3.3

Appendix 1 shows the NHS Executive Group top team, the regional footprints
map and the senior structure of the seven new regions and the senior
structure of the eleven national corporate teams.

Sustainability and Transformation Partnership (STP) – Healthier Together
Improving Health and Care in Bristol, North Somerset and South
Gloucestershire
4.1

In my last report I attached the first report from our Healthier Together
Sponsoring Board the purpose of which is to update all Partner Boards on
the priorities and status of the Healthier Together Sustainability and
Transformation Partnership. I am pleased to attach the second report at
Appendix 2.

4.2

Good progress has again been made on a number of fronts. The report
includes a summary of the progress on each of the 10 priority areas
previously agreed at a system-wide conference in June together with detail
on the development of the Healthier together Mental Health Strategy.

4.3

NBT Clinical and Managerial leads have been closely involved in the CCG led
work on developing a sustainable model of healthcare in Weston. Public
consultation on a range of options is being planned for early 2019.

4.4

Our STP has been externally assessed by regulators as making good
progress and in recognition of this we have been invited to take part in the 11
week Aspiring Integrated Care System (ICS) programme. This is aimed at
helping STPs make accelerated progress with the potential to work towards
application of becoming an Integrated Care System in the future.

4.5

Work commenced in September on system planning for 2019/2020 and the
report includes the high level ambitions and milestones discussed.
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5.

Executive Director Recruitment
5.1

6.

NHS Sustainable Health and Care awards
6.1

6.

As previously reported we are in the process of recruiting to the posts of
Chief Operating Officer and Director of People and Transformation with
interviews to be held prior to Christmas. We have had a good response to the
search exercise so far. We have now appointed to our Director of
Governance post, Xavier Bell, currently Board Secretary at the Royal United
Hospitals Bath, will be taking up post mid-February 2019.
NBT was highly commended in the Sustainable Health and Care Awards last
week for our work on travel and logistics, and Tricia Down was runner up in
the Sustainable Healthcare leader of the year category. We were also a
finalist in the Green Space category for our herb garden on the roof top. The
team were inspired by other ideas, however I am delighted that NBTs
contribution to sustainable care continues to be leading edge and achieves
national recognition.

Consultant Appointments
I am pleased to announce the following recent Consultant appointments made:
Interview Date

Appointee

Specialty

18th September
2018

Dr Georgina
Russell

Consultant in Diabetes & Endocrinology

25th September
2018

Dr Joanne Hulley

Consultant in Gastro

2nd October
2018

Dr Dominic Taylor

Consultant in Renal Medicine

16th October
2018

Dr Eleanor NganSoo

Consultant in General Radiology interest Thoracic Imaging

17th October
2018

Dr Peter Creber

Consultant in Respiratory Medicine

Dr Anna Bibby
Dr Rahul
Bhatnagar
Dr Amelia Clive

23rd October
2018

Dr Robert Crossley Consultant in Diagnostic/Interventional
Neuroradiology
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7.

Recommendation
The Trust Board is recommended to receive the report for information.
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Appendix 1 NHS England and NHS Improvement New Structure

Healthier Together
Update report for Partner Boards
September 2018

Robert Woolley
Julia Ross
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Joint STP Lead Executive
Joint STP Lead Executive
Healthier Together Programme Director

For further details please contact Healthier Together Office
Email:
Tel:

bnssg.healthier.together@nhs.net
0117 3429282

Website
Twitter

bnssghealthiertogether.org.uk
@HTBNSSG

1. INTRODUCTION
The purpose of this report is to brief partner Boards on the priorities and status of the
Healthier Together Sustainability and Transformation Partnership. This is the third of
these reports.
Since the last report in July, the Healthier Together programme has continued to
build on the development of plans in each of the 10 priority areas presented at our
first major conference on 21st June. Our STP has been externally assessed by
regulators, with the good progress we are making formally acknowledged; the
partnership has also been notified that we have been nominated to participate in an
accelerated development programme for STPs making good progress.
Our next period will focus on getting programme plans fully established, resourced
and delivering; also looking forward to developing our annual plans for 2019/20, with
an increased emphasis on extending our joint working to maximise benefits for the
system and our population.

2. HEALTHIER TOGETHER PRIORITY PROGRAMMES DEVELOPMENT
Following a system-wide conference on 21st June, all partners have agreed to focus
on 10 priority areas that are likely to make the biggest contribution towards delivering
our vision. These are:
•
•
•
•
•
•
•
•
•
•

Integrated community localities
Primary care
Acute care collaboration
Urgent care
Mental health
Prevention
Maternity
Healthy Weston
Workforce
Digital

More detailed plans, particularly focusing on the next 12 months which were worked
up by the programme teams, were agreed at the Sponsoring Board meeting on 24
September. A summary of each programme is shown in Appendix 1.

3. DEVELOPING THE HEALTHIER TOGETHER MENTAL HEALTH STRATEGY
3.1

Background

One of the aforementioned system-wide programmes is delivering a mental health
strategy. With increasing demand for mental health services and the scale of the
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BNSSG financial challenge, the current configuration of resources cannot easily
meet that demand. This is particularly true in areas which are already challenged,
including CAMHs, IAPT, EIP and the crisis pathway. There is a similar picture across
the country.
Work is underway to drive improvement, meeting the challenge outlined in the Five
Year Forward View. A wide range of providers are delivering mental health related
services across BNSSG and continuously working to improve services, but given the
complexity of the system, the way care is delivered is not always the most efficient.
The availability of services can vary depending on where people live and which
organisation provides care, resulting in a lack of parity of esteem in differing localities
and Local Authority areas. Our core drivers for change include:
•
•
•
3.2

Life expectancy for people with mental health problems in BNSSG is 18-20
years shorter than for the general population.
In the latest figures (ONS, 2017), the South West of England had the highest
suicide rate for any English region, at 11.2 per 100,000 people, in contrast to
London which had the lowest at 7.8 per 100,000 people.
There are shortfalls in mental health workforce across all roles.
Healthier Together Mental Health Strategy

Our aim is to harness the opportunity Healthier Together brings to meet the mental
health and wellbeing need of our total population and in doing this work develop
consistent, equitable and sustainable services. We have deliberately not defined a
vision statement for this work at this stage as we want to co-produce this in
partnership with local people.
Through the development of a Strategy we aim to:
•

Develop an all age strategic framework with partners that will underpin and
inform all aspects of mental health and wellbeing within BNSSG.

•

Address inequality of service provision, improve access, standardise service
models and reduce unwanted variations to improve outcomes.

•

Ensure that our mental health services are comprehensively integrated with
wider health and social care services and are organised in a way that can
respond more effectively to our population’s needs and how people now
typically present to services.

•

Ensure that current and planned changes to mental health services, national
policy and regulatory requirements, change programmes and planned
investments work for, and are informed by, the needs of the BNSSG
population.

•

Where possible refocus our efforts towards prevention, early intervention and
resilience with a specific emphasis on children and young people.
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3.3

•

Consider the significant opportunities to improve physical health outcomes
and reduce demand and activity in non-mental health services by thinking
holistically about pathways and interventions.

•

Add value to people in BNSSG and our system, not duplicate work in
progress, such as #Thrive, or replicate other strategies in existence or
development, such as Local Authority Health & Well Being Board Strategies.
Progress so far

There is much support across the system for a Healthier Together Mental Health
programme, and shared recognition and understanding that this represents a
significant opportunity and meets the STP triple aim. Clarity in terms of aims and
purpose have only recently been defined, but as a partnership there have been
important achievements to date:
•
•
•
•
•
•

3.4

£9.5m funding to transform our mental health services estate - helping us
to deliver new models of care and enable the AWP Clinical Strategy.
Received an extra £365k of national funding to support suicide prevention
in our area.
Developed a specific Mental Health Workforce Plan, outlining the route to
increasing our workforce and developing skills across BNSSG.
A system-wide focus on building personal resilience and reducing social
isolation as a part of the Prevention Plan.
Creation of improvement programme for personality disorders pathway
and development of a task and finish group to support this work.
Agreed £3.9m of new investment to support improvements to local mental
health services informed by our strategy.

Opportunities for co-production/co-design with members of the public

A wide ranging consultation and engagement process has begun, and will continue
throughout the development of the strategy, utilising both established understanding
and gathering new insights via partnership organisations across BNSSG.
We aim to offer a wide range of opportunities to ensure the voices of local people,
those with lived experience, staff and stakeholders are heard and their views are
fully embedded in the final strategy. We are already working with local partners like
Bristol Independent Mental Health Network (BIMHN). Branding and consultation will
be aligned with Thrive to ensure broad consistency in public awareness and to avoid
confusion.
3.5
•
•

Next steps
Further develop the case for change and assess impact of work already
underway including delivery timelines – October 2018.
Undertake wider engagement and work with people with lived experience,
several engagement opportunities across BNSSG to be undertaken by December
2018.
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•

BNSSG Mental Health Strategy submitted to Healthier Together Sponsoring
Board – April 2019.

4. ASPIRING ICS PROGRAMME
Our STP has been externally assessed by regulators as making good progress and
in recognition of this we have been invited to take part in the 11 week Aspiring
Integrated Care System (ICS) programme. It is aimed at helping STPs make
accelerated progress this year, with the potential of working towards application to
become an Integrated Care System in the near future.
The purpose of the programme is to provide space for reflection, share learning and
continue professional development for system leaders. It particularly focuses on the
elements required to become an effective Integrated Care System such as:
•
•
•

Governance and sustainable financial position
Clear models of care
An approach to population health management

Nationally there is expectation from regulators that all STPs will progress towards the
ICS status. Each ICS may be slightly different depending on the area and won’t
necessarily require fundamental organisation form changes.
It is important to highlight that this development work will help to enhance our
BNSSG system working and will put us in a stronger position should we wish to
evolve our way of working and apply to become a nationally recognised Integrated
Care System. No decision on this would be taken without proper discussion and
involvement of all Healthier Together partners.
In Bristol, North Somerset and South Gloucestershire, thinking is still at an early
stage and there have been no formal discussions yet about what a roadmap towards
becoming an ICS might look like for us. Our focus continues to be on developing the
Healthier Together partnership and plans to address the big health and care
challenges we face. The ICS development programme will provide space for us to
begin developing our thinking together.
Work has already commenced with the Sponsoring Board on 24 September and
Chairs/Council Leaders Reference group on 4 October. The Sponsoring Board
understands and accepts the importance of ensuring that partner boards are fully
informed and engaged in this work and we will ensure Chairs have the opportunity to
shape how this is achieved.
5. SYSTEM PLANNING APPROACH FOR 2019/20
At its September meeting the Healthier Executive Group began early consideration
of how the partnership should approach planning for 2019/20, given the ambition of
the system to progress towards a single system plan and budget in future.

5

The System Delivery Oversight Group was asked to develop a “plan for a plan” for
2019/20 including clear ambitions and milestones for getting the partnership to a
single system plan and budget by 2021.
The high level ambitions and milestones discussed are included in Appendix 2.
These were agreed by the group (with the exception of the milestone to operate a
single budget for urgent care). The group acknowledged that more detailed work
needed to be undertaken, setting out how this could be achieved, with a particular
focus on how the different types of risk inherent in the urgent care system could be
managed and controlled.
The discussion has subsequently further stimulated the partnership’s desire to think
about future planning governance arrangements and the development of a
Memorandum of Understanding between all partners for 2019/20 to help establish
the necessary ways of working that will enable the planning milestones to be
achieved. This links closely to the work on governance that the Aspiring ICS
programme can help to progress, as well as the Executive Group leadership
development programme which is already under way.
The milestones for 2019/20 are now being turned into a more detailed delivery plan
that will be overseen by the System Delivery Oversight Group, having been signed
off by the Sponsoring Board.

Robert Woolley
Julia Ross
Laura Nicholas

Joint STP Lead Executive
Joint STP Lead Executive
Healthier Together Programme Director

September 2018
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Healthier Together Programme Summary with deliverables to April 2019
Programme

Sponsor

General
Ruth Taylor
Practice
Resilience and
Transformation

Key system-wide deliverables set out to achieve by April 2019
•
•

•
•
•
•

70% coverage achieved with single telephony solution
Support consistency in practices through development and sharing of searches,
templates etc.
All practices received Practice Intelligence Reports to help plan demand vs capacity
and set thresholds
Translate BNSSG CCG Primary Care Strategy into a work plan
Create a resilience framework that practices are able to measure themselves against
& identify the baseline
Design of locality priority service models (Nov 18 – Jul 19)
Agree application of Phase 3 LTS Funds
Terms of reference with provider forums
Leadership development support for localities
Draft ACC strategy (February 2019)
Draft Stroke Business Case
Pilot outpatient models of care
Final ACC strategy (April 2019)
Strategy document to be accepted by all partner organisations’ Boards
Establish a route of communication / key messaging to front line staff that succinctly
describes priority themes and how their work can contribute to this
o Virtual ICB
o NHS 111 online
o IUC/CAS
Pre-consultation business case
Public consultation
Evaluation of consultation responses
Implementation of delivery plan and first report on year one targets

•
•
•
•
•

Strategy framework & case for change development
Engagement events with all stakeholders
Draft Healthier Together BNSSG Mental Health Strategy (January 2019)
Final/ large scale engagement event in January 2019
Healthier Together BNSSG Mental Health Strategy (April 2019)

•
•
•

Integrated
Community
Localities

Julia Clarke & Julia
Ross

Acute Care
Collaboration

Andrea Young

Urgent Care

Julia Ross

Healthy
Weston

Julia Ross

Maternity

Andrea Young

Mental Health

Martin Jones

Appendix 1

•
•
•
•
•
•
•
•
•
•
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Workforce

Hayley Richards

Digital

Robert Woolley

Workforce Planning and Modelling
• Appoint provider to deliver workforce plan
• Agree baseline and assumptions
• Develop workforce scenarios
• Workshops for programme areas to understand implications for workforce of each
programme area
Career framework, apprenticeships and work with schools to support workforce
supply and retention
• Develop a draft career framework based on local and national best practice linked to
apprenticeships
• Schools and colleges – comprehensive approach to increase the supply pipeline
initiated
Community and Primary Care
• Alignment and delivery of community and primary care workforce programme
including:
o Implementation of NHSE Intensive Retention Support Site pilot to retain GPs
o CEPN programme to develop primary care staff in progress
o International recruitment for GPs underway
o Collaborative training and education across community and primary care.
•

•
•
•

Long term roadmap across Health and Care developed to:
o mobilise the delivery of convergence and integration across BNSSG to
improve connectivity across our services, supporting our patients and
clinicians.
o consolidate existing infrastructure and create a single flexible solution, across
our services, estates, geographical boundaries and organisations.
Overarching governance and process established to support services ensure, system,
infrastructure, software developments, and procurements across BNSSG are aligned
to the ambitions of collaboration, integration and the convergence strategy.
Care flow integration roadmap between Acute, Community, Primary Care and Social
Care identified.
Radiotherapy specification review and recommendations.

8

Prevention

Mark Pietroni /
Sara Blackmore

•

•
•
•

Three year delivery plans for implementation groups:
o Public Mental Health,
o CVD Risk Factors
o Tobacco
o Alcohol Harm Reduction
o Obesity & Physical Activity
Implement SW Clinical Senate policy to ensure that every clinician knows the smoking
status of their patient and is equipped to give brief advice and refer to smoking
cessation services. Beginning with maternity services.
Engaging with secondary care providers to ensure achievement of CQUIN on
preventing ill health in a way that has population impact.
Collaborating with HEE to explore opportunities to include Prevention in junior doctor
(F1/F2) teaching.

9

2019/20 Single System Plan – work plan for delivery
2020/21 Ambition
Be accountable to one
another for the delivery
of services and use of
resources

Work to a shared
vision within a single
plan, built from one
version of the truth and
consistent ways of
working

Operate a single
budget, making
decisions together that
enable the flow of

2019/20 milestone
Establish a system performance
management framework for
delivery of all key Constitutional
standards, building in peer
review as a core element

Publish a single system plan for
2019/20 that is jointly owned

Operate a single budget for
urgent care, establishing a
framework to jointly manage
performance, delivery and

•

Next steps
Establish a shared information framework to provide ‘one
version of the truth’

Appendix 2

Who
System business
intelligence (planning
subgroup)
System modellers (planning
subgroup)

•

Develop a single BNSSG activity and capacity model with
a single set of assumptions

•

Agree system approach to the achievement of waiting
time standards (eg RTT)

SDOG

•

Agree local guidance for organisational operating plans
to demonstrate alignment for delivery

System Planners Group

•

Agree alignment with non-BNSSG commissioners

Director of Commissioning

•

Set 5 key “outcome goals” for BNSSG

STP Exec

•

Establish a process to ensure delivery, including of programme
priorities set out in the Healthier Together mandates

Healthier Together PMO to
SDOG

•

Define key system-wide change initiatives for delivery in
2019/20 (pathway changes/service models including stroke,
CAMHS, urgent care, outpatients)

SDOG

•

Agree key BNSSG-wide productivity goals for implementation
in 2019/20, for example:
- Excess bed day incentive scheme
- OP follow up limiters

DOFs Group

•

Design process for conducting contract negotiations on group
basis for acute sector and agree approach for community and
mental health services

Planners Group
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resources to deliver
our vision within the
allocation available

clinical and financial risk

•

•

Agree BNSSG risk appetite and risk-share/contract incentive
arrangements for urgent care, (For example, activity and cost
reduction incentives, risk share arrangements such as
conversion rate or excess bed day limiters), and specific
clinical pathway changes.
Agree BNSSG approach to key health and social care
workforce risks (For example, aligned pay rates/single
bank/shared roles across BNSSG)

•

Secure regulatory alignment around BNSSG approach

SDOG

Workforce Transformation
Steering Group

STP Lead(s)

Establish a
governance
infrastructure which
enables and embeds
shared decision
making with delegated
accountability from
each organisation

Establish a shared governance
infrastructure to work in shadow
form during 2019/20

•

Revise system oversight framework for urgent care in 19/20

UCOB

•

Revise STP structure to operate shadow system governance in
2019/20

STP Exec

Establish our vision
and definition of the
ICS in BNSSG.

A full roadmap for delivery of
ICS.

•

Participate in the Aspirant ICS Programme and agree a
roadmap for ICS delivery

STP Exec and teams

Secure Board sign up from each
sovereign organisation to a
Memorandum of Understanding.
This will include an agreed
statement of ambition and
behavioural code to guide our
work, and a framework for how
we will hold one another to
account for how we abide by it

•

Draft and agree MOU

SDOG (with Board
Secretaries)

•

Establish OD programme to support joint work for leaders
below CEO across BNSSG

Workforce Transformation
Steering Group

•

Establish development programme for Clinical Cabinet and
other key clinical leaders

Develop and abide by
a set of behaviours to
establish trust, mutual
respect and
interdependence

Workforce Transformation
Steering Group & Clinical
Cabinet
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Executive Summary
Safeguarding is everyone’s responsibility and for our patients this means protecting
their rights to live safely, free from abuse and neglect. Where staff identify that an
individual’s rights have not been maintained, either prior to admission or during their
hospital stay, through education, training and role modelling, this is highlighted and
appropriately reported to the safeguarding team for advice. The numbers of contacts
made to the safeguarding team each year has continued to grow as has the number
of patients who require a Deprivation of Liberty Safeguard (under the Mental
capacity Act, 2005) when they are unable to give informed consent to remain in the
hospital.
Key successes over the year include:
• Introduction of the Datix System that replaced Ulysses. This system
enables a more robust case management system and is more effective
at data collection
• A more consistent attendance at the multi-agency forums and sub
groups of the Local Safeguarding Adult Boards
• Training output has been maintained and well evaluated despite a rise
1

in safeguarding contacts throughout the year
Changes to the Multi Agency Risk Assessment Conference (MARAC) process for
domestic abuse are being planned and consulted on in 2018/19 which may impact
on how the NBT Safeguarding team interact with the process.
A focus for the next year will be a new training programme to assist and support the
frontline teams with mental capacity act practice to improve the quality of patient
care.
A work plan has been developed that translates the ‘what next’ sections into actions,
which will be agreed by the safeguarding committee and overseen by the
Operational Group.
• Be one of the safest trusts in the UK
Strategic
• Treat patients as partners in their care
Theme/Corporate
Objective Links
Safeguarding adults at risk of harm, is everybody’s
Board Assurance
Framework/Trust Risk responsibility and North Bristol NHS Trust supports all staff
to contribute to the safeguarding of vulnerable adults
Register Links
whether they use our services, are visitors to the Trust or
are our staff.
Other Standard
CQC Regulation 13: Safeguarding service users from
Reference
abuse and improper treatment
Financial implications

N/A

Other Resource
Implications
Legal Implications
including Equality,
Diversity and
Inclusion Assessment

Appendices:

Alignment to the Bristol and South Gloucestershire
Safeguarding Adult Boards evidenced by their annual
reports:
• Bristol Safeguarding Adults Board Annual Report
2017/18:
https://bristolsafeguarding.org/media/31879/bristolsafeguarding-adults-board-annual-report-2017-18final.pdf
• South Gloucestershire Safeguarding Adults Board
Annual Report 2017/18:
http://sites.southglos.gov.uk/safeguarding/wpcontent/uploads/sites/221/2018/10/SGSAB-AnnualReport-2017-18-FINAL.pdf
• Safeguarding strongly reflects the EDS2 objectives
around better health outcomes, improved patient
access and experience, representative and supported
workforce and inclusive leadership
• Safeguarding adults is statutory under The Care Act
(2014) and regulatory under CQC Regulation 13

Safeguarding Adult Annual Report 2017/18
2

Safeguarding Adult Annual Report
2017 to 2018
Incorporating Mental Capacity Act (including the
Deprivation of Liberty Safeguards)

Author: Sean Collins, Adult Safeguarding Lead
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Executive Summary
Safeguarding adults at risk of harm, is everybody’s responsibility and North Bristol
NHS Trust supports all staff to contribute to the safeguarding of vulnerable adults
whether they use our services, are visitors to the Trust or are our staff.
Key successes over the year include:
•
•
•

Introduction of the Datix System that replaced Ulysses. This system
enables a more robust case management system and is more effective
at data collection
A more consistent attendance at the multi-agency forums and sub
groups of the Local Safeguarding Adult Boards
Training output has been maintained

NBT in conjunction with its safeguarding partner organisations refer all cases of high
risk domestic abuse into a police lead process known as the Multi Agency Risk
Assessment Conference (MARAC) and all other cases needing support are referred
with consent to third sector organisations such as NextLink (a Bristol domestic abuse
support service). Changes to this process are being planned and consulted on for
2018/19 which may impact on how the NBT Safeguarding team interact with the
process.
A new training programme to assist and support the frontline teams with mental
capacity act practice will be a focus for the next twelve months as well as continuing
to provide the full range of training on the Trust’s Statutory and Mandatory training
programme.
The new Adult Intercollegiate Document, which lays out training standards for the
NHS for Adult Safeguarding, released in August 2018, is currently being reviewed
against current training provision. This work is being led by the CCG to ensure the
alignment of all acute Trusts training requirements.
1.0 Purpose
The purpose of this report is to provide an update to the North Bristol NHS Trust
(NBT) Board on the developments and service delivery in relation to safeguarding
adults at risk of harm for 2017/18. It incorporates the operationalisation of the Mental
Capacity Act (MCA, 2005) and includes the Deprivation of Liberty Safeguards
(DoLS). The report also provides assurance to the Board that NBT is fulfilling its
statutory (The Care Act, 2014) and regulatory (Regulation 13, CQC) responsibilities.
This is the first annual report since a new staffing structure was implemented in
January 2017 and reports changes to the safeguarding team between 1st April 2017
and 31st March 2018.
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2.0 Introduction
Safeguarding adults encapsulates a number of distinct safeguarding risks. Table 1
below demonstrates those risks and the relevant underpinning legislation or policy.
Table1: Safeguarding Risk and underpinning legislation
Safeguarding Risk
Adults at Risk of Harm (neglect,
physical abuse, emotional abuse,
sexual abuse, financial)
Domestic Abuse and Violence

Modern Slavery (Human Trafficking)
Prevent Radicalisation
Female Genital Mutilation

Mental Capacity Act
Deprivation of Liberty Safeguards

The Mental Health Act 1983 (due to its
interface with the MCA)
Consent

Underpinning Legislation/Policy
S 42 Care Act 2014, Care and Support
Guidance
S42 Care Act 2014, s76 Serious Crime
Act 2015, Domestic Violence, Crime
and Victims Act 2004.
S42 Care Act 2014, Modern Slavery
Act 2015.
Counter-Terrorism and Security Act
2015
Female Genital Mutilation Act 2003 (as
amended by the Serious Crime Act
2015)
Mental Capacity Act 2005, Mental
Capacity Act Code of Practice.
S4A Mental Capacity Act 2005,
Deprivation of Liberty Safeguards Code
of Practice. Mental Capacity Act Code
of Practice.
Mental Health Act 1983, Mental Health
Act Code of Practice
The Common Law, Department of
Health Reference guide to consent and
examination or treatment 2009

The Care Act 2014 defines Adult Safeguarding as protecting an adult’s right to
live safely, free from abuse and neglect. It also give Local Authorities clear legal
duties and is clear that providers of care such as NBT have a legal duty to
cooperate with the Local Authority in delivering its safeguarding functions.
Over the past 5 years, there has been a significant growth in contacts received by
the Trust’s Adult Safeguarding team. Table 2 below details the growth over this
period which can be attributed to a raised awareness of the safeguarding
agenda. Contacts are for a wide variety of reasons and do not relate solely to
safeguarding activity. It is believed the following factors also attribute to the
increase:
•
•
•

A change in definition and thresholds introduced by the Care Act 2014
The positive impact of training – generating greater awareness and
more referrals
The improved availability and support of the adult Safeguarding Team
6

•
•

The addition of Domestic Abuse, Female Genital Mutilation, Modern
Slavery and Prevent to the Adult Safeguarding Agenda (from 2015)
Greater need to support practitioners with Mental Capacity Act and
Deprivation of Liberty compliance

Table 2: Growth in contacts with the Trust’s Adult Safeguarding Team

Total contacts received by the
safeguarding team
Q1

Q2

Q3

Q4

375
353
351
160

352
380

163

34
42
12
22
2013/14

98
105
57
54
2014/15

241

268

212

258

2015/16

2016/17

395
2017/18

3.0 Organisational assurance arrangements
The Safeguarding Committee meets quarterly and is chaired by the Director of
Nursing or their Deputy and reports to the Trust Quality Committee. Membership of
the Safeguarding Committee includes the Director of Nursing, Divisional Heads of
Nursing, Named Professionals, NBT Senior Social Workers and representatives from
the CCG.
The Safeguarding Adults Operational Group (SAOG) provides a highlight report for
the Trust Safeguarding Committee. The SAOG has been chaired by the Head of
Head of Patient Experience and moved to the Deputy Director of Nursing in
September 2018. Operational safeguarding adults’ issues are discussed at this
meeting. Representation and frequency of these meetings has been under review.
The review indicated meetings should move from quarterly to bi-monthly.
Representation from the clinical divisions needed to the strengthened (see appendix
1 for team organisational structure).
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What we achieved
•
•

New governance arrangements were designed and operationalised
Attendance and contribution at the South Gloucestershire and Bristol
Safeguarding Adult Boards was maintained along with representation at the
Board sub groups in line with the Safeguarding Quality Standards

What next?
•
•

Terms of reference for the Safeguarding Adult Operational Group need to be
reviewed to ensure that actions are tracked and learning is shared from cases
where harm has been substantiated
Safeguarding Adult Policy along with the Mental Capacity Act and Deprivation
of Liberty Safeguards Policy will be updated

4.0 Adult Safeguarding
All staff working within the Trust have a responsibility to safeguard adults at risk of
harm. Clinical staff have a responsibility to understand the law of consent and the
provisions of the Mental Capacity Act 2005.
The Care Act 2014 definition of an adult at risk of harm (which was introduced in
2015) is contained in s42 of the Act and is as follows;
This section applies where a local authority has reasonable cause to suspect that an
adult in its area (whether or not ordinarily resident there)
(a) has needs for care and support (whether or not the authority is meeting any of
those needs)
(b) is experiencing, or is at risk of, abuse or neglect, and
(c) as a result of those needs is unable to protect himself or herself against the
abuse or neglect or the risk of it.
When a patient is admitted to NBT, staff may identify actual harm or an individual
who is at risk of harm in the community. It is also possible than an individual may
disclose it themselves, or someone else may disclose information on their behalf.
This is classed as community acquired harm.
When this is identified, clinical staff notify the safeguarding team and following their
review, the alert is assessed as to whether it is likely that it meets the S42 Care Act
2014 threshold. If so, this alert is referred to the Local Social Services Authority
(where the harm or abuse is thought to have occurred). The Local Authority (LA) is
then responsible for the ongoing safeguarding processes. NBT will only be involved
if further information is required.
Where it is suspected or alleged that a vulnerable adult patient in hospital has
experienced harm, the safeguarding team are notified and a more complex process
follows to investigate these allegations. This is referred to as hospital acquired harm
and includes serious falls with harm and grade 3 or 4 hospital acquired pressure
ulcers.
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Table 3 below, details the numbers of safeguarding alerts reported to the Local
Authority during the 12 month reporting period.
Table 3: Number of Alerts sent to Local Authorities in 2017/8

Hospital and community alerts to LA
2017/18
80
70
60
50
40
30
20
10
0

Community alerts
Hospital alerts

Q1

Q2

Q3

Q4

What we achieved
•

•

Amendments in safeguarding training to reflect the changes to the statutory
framework. This required a change to screening decisions to reflect the
change in definition to an “adult at risk of harm” (formally vulnerable adult) and
the new harm threshold
100% compliance with an external Local Authority audit on these screening
decisions, made by NBT Safeguarding Practitioners and escalated to Bristol
City Council Safeguarding Team

What next?
•
•

•
•

Further audits are being designed including a ward based audit on the quality
and process for DoLS assessments, Mental Capacity Assessments and Best
Interest determinations
A new Safeguarding administration flow chart will be produced to enable
better management of the Safeguarding investigation process. Following the
introduction of Datix there is a need to process map the safeguarding team
processes to better separate the admin tasks from the safeguarding
practitioner tasks to allow more practitioner time with patients and supporting
the frontline clinical teams
A new investigation report/tool will be devised. The current safeguarding
investigation process will be amended to reflect changes to ensure post
investigation action plans positively impact on practice and reduce harm
A further review of safeguarding process to ensure alignment with the Trusts
Clinical Governance processes
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5.0 Domestic Abuse and Violence
This category of abuse covers both child and adult patients and our own trust staff.
The Emergency Department and Maternity Team have access to specialist domestic
abuse workers know as Independent Domestic Abuse Advocates (IDVA). This is a
hosted service as it jointly commissioned by Bristol and South Gloucestershire
Councils. Within the rest of NBT services domestic abuse risk assessment and case
management is undertaken by the trust safeguarding team.
All teams use a standard risk assessment tool, enabling all professionals involved to
have common risk information. The tool comprises of 24 questions and a score of 16
identifies the person as high risk, with a requirement for onward referral to an out of
NBT process known as Multi Agency Risk Assessment Conference (MARAC).
This is a Police led risk conference where the top 10% of cases are discussed and
safety planning happens. For those people where the score does not meet the
threshold for MARAC, they are referred to third sector providers to support and
assist. In Bristol and South Gloucestershire this service is provided by Nextlink.
The Adult Safeguarding Team attends MARAC meetings to share appropriate acute
health information. The Maternity Safeguarding Team also attends if a case involves
an unborn baby.
What we achieved
•
•
•

The IDVA service has been embedded into the Emergency Department
and Midwifery and the project steering group has been established and is
functioning as required
The safeguarding practitioners maintain their attendance at both Bristol
and South Gloucestershire MARAC meetings
Domestic abuse and violence training has been embedded into all levels
of safeguarding training

What next?
•
•

The Domestic Abuse policy is currently a standalone policy but it will be
incorporated into both the Adult and Child Safeguarding Polices when they
are rewritten
It is likely that the out of hospital MARAC process will change substantially
in 2018/19. The Adult Safeguarding Lead and Named Nurse for Child
Protection are involved in the consultation and will bring any changes
through to the operational group for information and to plan any changes
required

6.0 Local Safeguarding Adult Boards
Safeguarding is a multi-agency activity and is governed in each Local Authority area
by a Statutory Body which oversees adult safeguarding within its area. This is known
as the Safeguarding Adults Board (SAB). The Director of Nursing or Deputy Director
of Nursing represents the Trust at the Bristol and South Gloucestershire Adult
Boards and our engagement with this body is fundamental to good safeguarding
practice.
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In addition to the SAB, safeguarding practitioners attend the Board sub-groups and
the Partnership Against Domestic Abuse (PADA) meeting. This is a multi-agency
forum which looks at Domestic abuse practice.
External Reviews
Part of the multi-agency safeguarding arrangements is participation in the review
processes conducted external to the trust. These are either Safeguarding Adult
Reviews (conducted under the power of the Care Act 2014) and/or a Domestic
Homicide Review (conducted under the power of the Domestic Violence, Crime and
Victims Act 2004).
In the reporting year 2017/18, NBT engaged with three Safeguarding Adult Reviews
and two Domestic Homicide Reviews. Appropriate information was collated and
submitted by the Trust however we were not required to submit an analysis of our
contacts with the individuals (part of the process) as the Trust were not in contact
with the individual within the reviewed time period.
What we achieved
•
•
•
•

Good attendance at both of the Safeguarding Adult Boards and sub groups
The adult safeguarding lead is a regular member of the Board Sub Groups
All requests for information were actioned in timely manner
The Trust adult safeguarding lead chaired a Safeguarding Adults Review

What Next?
•

To ensure that robust processes are in place to evidence the implementation
of learning from all external reviews and the impact of this. All actions plans
will be monitored via the Safeguarding Adults Operational Group

7.0 Training
All staff, volunteers and contractors are required to undergo adult and children
safeguarding training, at a level based on a training matrix informed by national
guidance. Those who hold clinical responsibilities are also required to have Mental
Capacity Act (including DoLS) training. The Trust operates a three yearly training
cycle. Training compliance is reported monthly to the CCG via a dashboard and
internal assurance is through the Safeguarding Adults Operational Group and the
Safeguarding Committee.
Prevent training is split into two levels, Prevent Awareness and Prevent WRAP.
Prevent awareness is embedded in all levels of safeguarding training. WRAP training
is only required for those staff who need level 3 Safeguarding Children’s training.
This predominantly applies to maternity and ED staff. Maternity are able to provide
this training for their staff as they have a Home Office approved trainer and the Adult
Safeguarding Lead provides it for the ED team.

11

Table 4: 2017/8 Training compliance data

Safeguarding
Training level
Level 1 Safeguarding
Adults
Level 2 Safeguarding
Adults
Level 3 Safeguarding
Adults

Safeguarding Adult Training Compliance Data %
2017/18
Complianc
Q1
Q2
Q3
Q4
e Target

Level 4 Safeguarding
Adults (Named
Professionals)
MCA/DoLS

90%

89%

90%

90%

90%

90%

84%

86%

88%

86%

100%

NBT is awaiting a Multi-agency agreement
on content and provision of level 3 training
planned for November 2018*

100%

100%

100%

100%

100%

90%

86%

87%

88%

88%

* Following publication of the Adult Intercollegiate document in August 2018
What we achieved
•
•

An increase in training compliance (although still not at the target 90%)
Training continues to be evaluated well

What next?
•
•
•
•

To raise the training compliance to 90% and maintain that level
To consider different ways to deliver training i.e. ELearning, Master Classes
To increase the focus on Mental Capacity training and skills for the clinical
workforce
To consider ways to train more frontline professionals on conducting domestic
abuse risk assessments

8.0 Deprivation of Liberty Safeguard (DoLS)
All inpatients that cannot give informed consent to be admitted to Southmead
Hospital require a Deprivation of Liberty Authorisation. This excludes those in the
Intensive Care Unit.
This is a formal process contained within the Mental Capacity Act (2005). The
frontline ward based care team complete a DoLS authorisation form and send the
form to the patient’s home Local Authority and the Safeguarding Team. This
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authorises the trust to deprive (detain) the person for up to 7 days. This must be in
the patient’s best interest and meet the following criteria often known as the “Acid
Test”.
The test applies if all of the following apply:
•
•
•

A person cannot give informed consent to be accommodated in the
place in which they are located
They are under constant/continuous supervision
They are not free to leave

This applies to any inpatient, however, in a recent court judgment, it has been
decided that if a person is receiving “life sustaining treatment” within an Intensive
Care Setting, then for the duration of that treatment a DoLS Authorisation is not
required.
Since the Cheshire West judgement in 2014 (Cheshire West and Chester Council v
P [2014] MHLO 16), there has been a large rise in the numbers of DoLS
applications. The scheme is designed so that people subject to DoLS authorisations,
are assessed by specialist assessors in the Local Authority (LA) within 7 days. Due
to the large volumes of requests, this is not being delivered.
DoLS are continuing past the 7 days period and are only being withdrawn either
when decision specific mental capacity returns or the person is discharged from our
care. The NBT Care Quality Commission report (November 2017) highlighted
concerns around the Trust’s DoLS processes. NBT commissioned an audit from
KPMG which highlighted a number of required actions which are being progressed.
The numbers of DoLS applications are demonstrated in table 5 below. Two years
data is shown to indicate the continuing growth in this element of the work of the
safeguarding team.
Table 5: Number of DoLS applications over the last 2 years

DoLS applications recieved by the
safeguarding team
300
250
200

2016/17

150

2017/18

100
50
0

Q1

Q2

Q3

Q4
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What we have achieved
•

An ongoing review and audit programme of DoLS applications associated with
appropriate education for staff to support the process

What Next?
•
•

The DoLS framework will be replaced by the Liberty Protection Scheme (the
Bill is expected to be before Parliament during the summer of 2018)
New ELearning for staff to be introduced to educate and support staff to
complete the DoLS application form

9.0 Conclusion
The governance of safeguarding has strengthened over the last year and is working
well to support the Named Professionals, escalate concerns and disseminate
information and learning to improve the care of patients and protect them from harm.
Looking ahead into 2018/19 there are ongoing long term projects that will strengthen
the safeguarding of adults and support staff in recognising and addressing concerns
to ensure they get the right help at the right time. Multi-agency working to protect the
patients has improved both within the Trust and externally to ensure parity of service
for children and adults across the trust and across BNSSG.
Contact with the safeguarding team has continued to rise and is expected to
continue.
In the next twelve months, changes to the framework for managing domestic abuse
are likely to be a challenge for NBT. Currently there is one national system (MARAC)
which will change as national funding for MARAC ceases in March 2019 and will be
replaced by more locally driven solutions.
The focus of the team over the next twelve months will be on upskilling staff with
mental capacity practice across the Trust to improve the quality of patient care.
A work plan has been developed that translates the ‘what next’ sections into actions,
which will be agreed and monitored by the safeguarding committee and delivered by
the Safeguarding Adults Operational Group.
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Appendix 1: Current Organisational Structure

Director of Nursing

Head of Patient
Experience (changed
to Deputy Director of
Nursing September
2018)

Named Nurse
Safeguarding
Children

Safeguarding Adult
Lead

Named
Midwife

Safeguarding
Support

Safeguarding
Practitioners

Midwife

Safeguarding
Administrator

Safeguarding
Administrator

Substance
Abuse
Specialist
Midwife

Mental Health
&
Bereavement
Specialist
Nurse
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Appendix 2: Safeguarding Board and Sub Group Attendance

Group and Local Authority

NBT Representative

Bristol SAB Board meeting

Head of Patient Experience or
nominated deputy
Head of Patient Experience or
nominated deputy
Adult Safeguarding Lead

South Gloucestershire SAB
Bristol SAB
Quality Assurance Sub Group

Frequency and Time
Required (includes
preparation and travel time
where known)
Quarterly Half day

Quarterly Half day
Quarterly
7.5 Hours

South Gloucestershire SAB
Quality Assurance Sub Group

Adult Safeguarding Lead

Quarterly
7.5 Hours

Bristol SAB
Safeguarding Adults Review Group

Adult Safeguarding Lead

South Gloucestershire SAB
Safeguarding Adults Review Group

Adult Safeguarding Lead

Bristol SAB
Training Sub-Group
South Gloucestershire SAB
Training Sub-Group
BNSSG
Named Safeguarding Professional
Forum
South Gloucestershire Partnership
Against Domestic Abuse and
Violence (PADA)
South
Gloucestershire
PADA
MARAC Steering Group
MARAC
Bristol

Adult Safeguarding Lead

Adult Safeguarding Lead

Quarterly
7.5 Hours
(with additional ad hoc
meetings to consider SAR
applications)
Quarterly
7.5 Hours
(with additional ad hoc
meetings to consider SAR
applications)
Quarterly
4.5 Hours
Quarterly
4.5 Hours
Quarterly 3.5 Hours

Adult Safeguarding Lead

Bi Monthly 4.5 hours

Adult Safeguarding Lead

Quarterly 3.5 hours

Named Nurse

Bristol North Monthly
7.5 + 3 Hours

Safeguarding Specialist
Midwife

(Up to 7.5) + 3 Hours

Safeguarding Specialist
Practitioner

Monthly, 7.5 + 4 Hours

Substance Abuse Specialist
Midwife

Monthly, 7.5 + 3 Hours

South Gloucestershire

Adult Safeguarding Lead
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Executive Summary
NBT provides a range of services for children including diagnostics, outpatient
services, Emergency Care, maternity and NICU services and inpatient hospital care
for 16 & 17 year olds. In total in 2017/18, NBT cared for or provided services for,
43,000 children under the age of 18.
Key successes over the year include:
• The streamlining of processes for electronic secure referrals to Children’s
Social Care from the Emergency Department
• The development of the pathway in Lorenzo ready for the implementation of
the Child Protection Information System in 2018/19
• The establishment of effective support and supervision of key safeguarding
and named professionals within NBT for safeguarding children practice
• The clarification of the guidance for employees who are under 18
• The effective and consistent contribution to the safeguarding agenda through
multi-agency working with our local Safeguarding Children’s Boards and
partner agencies (changes to the process due by summer 2019)
• The identification and planning of work to meet requirements for flagging
children’s records for Child Protection and Looked After Children
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A work plan has been developed that translates the ‘what next’ sections into actions,
which will be agreed by the safeguarding committee and overseen by the
Operational Group. The work plan will ensure that statutory (Section 11, Children Act
2004) and regulatory (Regulation 13, CQC) requirements are met. The overarching
focus of all the actions over the coming year is to ensure all children who are
patients in our care or are family members of adults in our care have the best
outcomes.
Strategic
• Be one of the safest trusts in the UK
Theme/Corporate
• Treat patients as partners in their care
Objective Links
Safeguarding children is everyone’s responsibility and
Board Assurance
Framework/Trust Risk North Bristol NHS Trust supports all staff to contribute to
the safeguarding of both visible children, those directly
Register Links
accessing our services and those children that are invisible
or hidden behind the adult patient we are treating.
Other Standard
Reference

CQC Regulation 13: Safeguarding service users from
abuse and improper treatment

Financial implications

N/A

Other Resource
Implications
Legal Implications
including Equality,
Diversity and
Inclusion Assessment

Alignment to the Bristol and South Gloucestershire
Safeguarding Children Boards evidence by their annual
reports:
• Bristol Safeguarding Children Board Annual Report
2017/18:
https://bristolsafeguarding.org/media/31878/bristolsafeguarding-children-board-annual-report-17-18final.pdf
• South Gloucestershire Safeguarding Children Board
Annual Report 2017/18:
http://sites.southglos.gov.uk/safeguarding/wpcontent/uploads/sites/221/2015/05/SGSCB-AnnualReport-2017_18-FINAL.pdf
• Safeguarding strongly reflects the EDS2 objectives
around better health outcomes, improved patient
access and experience, representative and supported
workforce and inclusive leadership
• Safeguarding children is statutory under The Children
Act (2004) and The Children and Social Work Act
(2017) which inserted additional legal requirements into
the Children’s Act and regulatory under CQC
2

Regulation 13

Appendices:

Safeguarding Children Annual Report 2017/18
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Safeguarding Children Annual
Report 2017 to 2018
Incorporating the Maternity Safeguarding Annual
Report

Authors: Claire Foster, Named Nurse Safeguarding Children &
Nicola Hennighan, Specialist Safeguarding Midwife
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Executive Summary
Safeguarding children is everyone’s responsibility and North Bristol NHS Trust
supports all staff to contribute to the safeguarding of both visible children, those
directly accessing our services and those children that are invisible or hidden behind
the adult patient we are treating.
Over the last year our data collection relating to children directly accessing our
services has improved and indicates that in excess of 43,000 children (under 18
years old) came through NBT services in 2017/18.
Key successes over the year include:
•
•
•
•
•
•

The streamlining of processes for electronic secure referrals to Children’s
Social Care from the Emergency Department
The development of the pathway in Lorenzo ready for the implementation of
the Child Protection Information System in 2018/19
The establishment of effective support and supervision of key safeguarding
and named professionals within NBT for safeguarding children practice
The clarification of the guidance for employees who are under 18
The effective and consistent contribution to the safeguarding agenda through
multi-agency working with our local Safeguarding Children’s Boards and
partner agencies (changes to the process due by summer 2019)
The identification and planning of work to meet requirements for flagging
children’s records for Child Protection and Looked After Children

Looking ahead to 2018/19 we will be embedding into practice new information
systems that support professionals in identifying those children most at risk. We will
be working with teams across the Trust, outside of maternity and ED, to enhance
knowledge and skills in children’s safeguarding focusing initially on those who see
high numbers of children through their services.
During Quarter 2 there will be a review and update of the Section 11 actions set
following the audit in 2016. This work is aligned to our regulatory requirements under
the CQC Regulation 13. In Quarter 4 we anticipate a ‘walk around’ review of Trust
services by commissioners and partners against these standards. These two
processes offer an opportunity to review and plan services in readiness for a full
Section 11 audit in 2019/20.
We will review our key policies in line with the republication of Working Together to
Safeguard Children 2018. We will continue to engage in audits working with the
commissioners and Local Safeguarding Children’s Boards (LSCB) and develop and
review training in line with published evidence and guidance. Quality improvement of
referrals and representing the voice and experience of the child remain priority areas
across the Trust. Through all our work we will seek to hold at the centre of our
practice the desire and willingness to hear and represent the voice of the child and
promote their wellbeing.
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1.0 Purpose
The purpose of this report is to provide an update to the Trust Board on the
developments and service delivery for 2017/18 and next steps for safeguarding
children in 2018/19 and to provide assurance that NBT is fulfilling its statutory
responsibilities and duties in relation to safeguarding children. This annual report
follows a new staffing structure implemented in January 2017 and reports changes to
the safeguarding team between 1st April 2017 and 31st March 2018.
2.0 Overview
All staff working in NBT have a responsibility to safeguard children. Our trust sees in
excess of 43,000 children and young people as part of everyday service delivery
(see table 1).
Table 1: Numbers and percentages of young people accessing NBT services from
April 2017 – March 2018

Urgent and Emergency
Care - 9058 (21%)
Maternity births/NICU 6866 (16%)
Diagnostics 16378 (38%)
Outpatients - 10139 (23%)
Med/Surg/Gynae/Antenat
al - 765 (2%)

Children are seen in their largest numbers in diagnostics, outpatients and the
Emergency Department with smaller numbers of 16 and 17 year olds being admitted
for treatment on the inpatient wards including Intensive Care.
Nursing and administrative staff from NBT support a number of paediatric outpatient
clinics on NBT sites that are for patients of University Hospitals Bristol NHS
Foundation Trust (UHB) and delivered by clinicians employed by them (table 2).
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Table 2: UHBristol Paediatric clinics and attendance numbers
600
500
400
300
200
100
0

General outpatient departments across NBT see children of all ages and in
significantly higher numbers than the dedicated paediatric outpatient clinics delivered
for UHBristol. A detailed breakdown on the ages of children and the location of the
services used is displayed in table 3.
Table 3: Age and location of services used for under 18s (excludes UHBristol
paediatric clinics)
8000
7000
6000
5000

Outpatients

4000

Inpatient

3000

ED

2000
1000
0
0-5

6-11

12-15

16-17

8

Children come to NBT even though they may not be accessing the services
themselves, as visitors and carers for adults treated within our services. Adult
patients accessing services come with a wide range of not only physical problems
but social and safeguarding issues that can potentially impact directly on the safety
and welfare of children they are in contact with.
Parental factors such as substance misuse, domestic abuse and mental health
problems can indicate that children living under these circumstances are at an
increased risk of harm (Royal College of Paediatrics and Child Health, 2018). All
staff are trained and expected to work with a ‘Think Family’ approach and have a
responsibility to act to safeguard children in circumstances where the adult is the
patient and a concern is identified.
As part of the growing options for children in training, employment and education, we
provide opportunities for children to undertake work experience and be employed at
age 16 into apprenticeship/traineeship programmes in both healthcare and
administration and clerical roles. The Named Nurse contributed to work with Human
Resources, Health and Safety, Learning and Development and the Deputy Director
of Nursing to develop guidelines to protect these employees and ensure their
experience in the work place is safe and supported.

3.0

Introduction

A child is defined as anyone who has not yet reached their 18th birthday (Working
Together to Safeguard Children, 2015). In common with all health care providers, we
have a statutory responsibility to safeguard and promote the welfare of children
under Section 11 of the Children Act 2004 and therefore it is essential that
safeguarding is firmly embedded within the hearts and minds of all our staff.
The NHS England Safeguarding Vulnerable People in the NHS – Accountability &
Assurance Framework (2015) sets out clearly the safeguarding roles, duties and
responsibilities of all organisations providing and/or commissioning NHS health and
social care.
NBT is a member of the Bristol Safeguarding Children Board (SCB) and South
Gloucestershire SCB and actively participates in multiagency partnerships and LSCB
sub-groups (for detail of engagement see appendix 1).
As identified in Working Together to Safeguard Children (2015) quality training and
supervision is essential to underpin good practice in safeguarding children. The
BNSSG Quality Schedule 2017/2019 contract requires us to evidence that the
workforce is trained in safeguarding children commensurate to their roles as outlined
in the Intercollegiate Document (2014) and sets a 90% compliance rate for staff to be
trained (see section 6 for training compliance) and 100% for supervision. Table 4
demonstrates our compliance with the supervision standard (see appendix 2 for
training provided and appendix 3 for supervision offered).
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Table 4: Safeguarding supervision compliance
Named
Professionals
Safeguarding
leads (Level 3)

•
•

•

Quarter 1
75%

Quarter 2
75%

Quarter 3
50%

Quarter 4
50%

83%

100%

33%

16%

There are four level 4 professionals at NBT, three of whom are supervised by
the designated professionals at the CCG (named nurse, named midwife,
named doctor. A level 4 training midwife is supervised by the named nurse)
There are six level 3 safeguarding leads in NBT who are core safeguarding
practitioners supervised by the named professionals (substance misuse
midwife x1, ED leads x2, paediatric clinic leads x2, Manager of the nursery
x1)
Where there has been low compliance, dates have been arranged but then
cancelled due to the clinical demands of the service with plans in place to
address the compliance below target

What we achieved
•

•

•
•
•

Representatives from the safeguarding team have attended and contributed
to LSCB sub-groups and boards throughout the year. Information, concerns
and issues highlighted at these meetings have been reported back through
the Safeguarding Children Operational Group meetings and Safeguarding
Committees and communication between the LSCB’s, CCG’s and key
professionals within NBT has improved
The Named Nurse and Named Doctor have increased their opportunities to
meet since January 2018 and are working together to ensure concerns are
escalated within the Trust and relationships with partners, other organisations
and providers locally are developed and maintained
Professionals from ED and Midwifery represented the Trust at both LSCB
annual conferences during 2017/18 and were able to bring back learning from
these days to benefit safeguarding practice trust wide
The Named Nurse and Doctor have continued to provide extensive training
across all staff groups
The ED core day training content for Level 3 has recently been updated and
includes a focus on quality of referral writing and recognition of the different
presentations of neglect as highlighted in learning from recent local SCR’s
and the Joint Targeted Area Inspection (JTAI) report on the theme of neglect

What next?
•

A review of the children’s safeguarding service provision to clearly outline
needs and areas for development
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•
•
•

4.0

The ED leads need to access 2:1 supervision with the Named Nurse quarterly
as part of their contracted hours
The planning and implementation of group safeguarding supervision to the ED
practitioners by the end of 2018/19
A review of the current practice for referral writing in ED and across the rest of
the Trust to support quality improvements
Safeguarding Children Governance

The Director of Nursing and Quality is the NBT Board executive for safeguarding
adults and children and represents the trust at the Bristol and South Gloucestershire
Safeguarding Children Boards. Senior management responsibility for safeguarding
sat with the Head of Patient Experience for 2017/18, handing over to the Deputy
Director of Nursing in September 2018.
2017/18 has seen changes to the structure of the safeguarding team. The post of
Head of Safeguarding incorporating the Named Nurse for Safeguarding Children
was filled in January 2017. The post holder left in early December 2017 and an
Interim Named Nurse for Safeguarding Children from within the Safeguarding team
was appointed in mid-December 2017.
The Named Nurse role is a statutory requirement (Working Together to Safeguard
Children, 2015) and reported to the Head of Patient Experience for the Trust’s
Safeguarding Children arrangements and activities. Working within the Trust values
the Named Nurse leads on the development of a positive culture of safeguarding
children practice across the Trust and works closely with Designated Professionals
and the LSCB’s.
The Named Doctor for Safeguarding Children is employed for 1 PA (4 hours) per
week and supports training for medical and ED staff, works closely with the Named
Nurse, attends LSCB sub-groups and contributes to multiagency and single agency
audits during the year.
Wider Children’s Safeguarding Team (see appendix 4 for organisational structure)
The children’s safeguarding team is supported by 0.6 WTE administration support.
The Midwifery safeguarding provision is explained in section 7.0.
There are 2 Safeguarding Children Leads in the Emergency Department (ED) who
co-ordinate the Level 3 training and act as a point of contact for referrals and liaison
with the Named Nurse. Currently activities are integrated into their role
responsibilities as agreed with the head of department.
What we achieved
•
•

Appointed an interim Named Nurse in December 2017 from within the team
enabling a smooth transition
A work plan was agreed and commenced at the start of Quarter 4 2017/18
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•

•
•

The Think Family approach is included in all levels of safeguarding children
training across the Trust and is embedded in practice in the ED department
with practitioners regularly recognising safeguarding concerns for children
related to an adult attendance and sharing these concerns with wider
agencies and providers
The learning from locally published Serious Case Reviews highlighting the
importance in the quality of referrals. To reflect this more information about
writing referrals was included in the core Level 3 training days
Access to Connecting Care has been secured for all safeguarding team
members. The senior project manager for Connecting Care in the South West
has met with the safeguarding team and has provided brief training. Work
continues in ED to ensure staff have access to Connecting Care
commensurate to their role

What next?
•

•
•

•

5.0

Development of a permanent solution to maintain the current interim system
of information sharing following a review in Quarter 4 2017/18, of concerns
identified around the non-flagging of children’s records who are on a Child
Protection Plan (CPP) or are Looked After Children (LAC) (risk number 416,
original scoring 16, downgraded to 8 to 2018 with a plan to close January
2019 once the work is completed)
A review of the quality assurance process for ED children’s safeguarding
referrals to align ED practice with Maternity and adult referrals
To identify how staff out of hours access key information relating to
safeguarding children in the Connecting Care system, the vehicle used by
LSCB to share information about children. The current system is restricted to
safeguarding practitioners who are only available in office hours
To embed the threshold guidance for referrals to First Response (Bristol) and
Access and Response Team (South Gloucestershire) which has been
updated and published by the two LSCB’s and needs embedding in practice.
This work has started in Midwifery and over the coming year 2018/19 will be
embedded in ED
Safeguarding Children Leadership

The Safeguarding Committee meets quarterly and is chaired by the Director of
Nursing and Quality and reports to the Trust Quality Committee. Membership of the
Safeguarding Committee includes Divisional Heads of Nursing, Named
Professionals, NBT Senior Social Worker and representatives from the CCG.
The Safeguarding Children Operational Group (SCOG) met on a bi-monthly basis. A
highlight report is provided to the Trust Safeguarding Committee. The SCOG was
chaired by the Head of Patient Experience. Operational safeguarding children issues
are discussed at this meeting. The core membership includes the Named and
specialist professionals, Divisional Matrons and ED Safeguarding Leads.
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What we achieved
•

The Governance arrangements are working well with the Safeguarding
Committee, bringing challenge and seeking assurance on all elements of
safeguarding children and adults. This has continued the previously reported
work and identification of issues and appropriate scrutiny of progress made

What next?
•
•

6.0

To further embed safeguarding children in the divisions and receive
assurance of this at the Operational Group
The Named Nurse will complete ‘walk arounds’ within the Trust to raise the
profile of safeguarding children across the divisions ahead of the 2018/19
Section 11 audit review
Assurance & Quality

Commissioners receive regular reports which outline the service’s progress against
the contractual safeguarding children Quality Standards which include:
•
•
•
•

Safeguarding children training uptake levels
Safeguarding children supervision provision and uptake
Referrals to children’s social care from NBT services/practitioners
Engagement in serious case reviews/case reviews/domestic homicide reviews

A key quality marker is the provision of high quality education and training across the
whole workforce. The monitoring of mandatory safeguarding children training uptake
at levels 1 to 4 across the organisation’s workforce is captured on the Managed
Learning Environment (MLE) system.
The training aligns with the requirements set out in Safeguarding children and young
people: Roles and competences for health care staff. Intercollegiate Document
(March 2014).The required standard in the CCG contract is that 90 % of staff attend
the relevant training. The attained levels for safeguarding children training are
shown below in Table 5 with the 2016/17 data for comparison.
Table 5: Training Compliance Levels 2016/17 and 2017/18
Training
Level

Compliant Staff
Annual Average
2016/17

Annual Average
2017/18

Level 1

83%

88%

Level 2

84%

86%

Level 3

80%

82%

Level 4*

100%

96%
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(*There are four Level 4 practitioners across NBT. The drop in compliance was for 2 months whilst the Interim
Named Nurse awaited Level 4 training from the LSCB.)

What we achieved
•
•

•
•
•

Levels 1-3 compliance have improved compared to 2016/17 data but remain
below the 90% target
As part of the United Kingdom’s Counter-terrorism strategy – CONTEST,
Health is involved in the fourth aspect of PREVENT. Prevent training
‘Workshop to Raise Awareness of Prevent (WRAP)’ for Level 3 practitioners
has continued throughout the year
Recording of the attendees for training in the ED department has improved
over the year
A safeguarding children training needs analysis was completed and a training
matrix formed that explains which staff groups require training and at what
level based on the current Intercollegiate Document 2014
Female Genital Mutilation (FGM) training has continued in levels 1-3 and the
recording and reporting of FGM is now established practice in Maternity.
Midwives regularly observe, receive disclosures and record and report FGM in
line with best practice guidance. The FGM-IS (Information System) is being
implemented to record baby girls born to mothers who have had FGM

What next?
•
•

•
•

A review of the current resource available to achieve the delivery of the
training requirements at levels 1-3
To further engage with Trust wide managers of level 1 safeguarding children
staff to highlight the requirements following changes to induction in quarter 3.
At this time, level 1 safeguarding children training, moved from face to face to
online learning within 4 weeks of employment and has resulted in a reduction
in compliance
To identify appropriate resource to support the request from the Bristol
Safeguarding Children Board to provide 5 days per year of assistant trainer
support to the BSCB courses
The Named Nurse for Safeguarding Children will work with areas outside of
maternity, where the FGM process is well embedded, to identify areas that
need more ‘hotspot’ training and guidance and departments who are more
likely to come into contact with females who have had or are at risk of having
FGM and ensure they are familiar with the recording and reporting
requirements

7.0 Maternity Services
The NBT Midwifery Safeguarding Team have a key role in promoting quality practice
within the Women & Children’s Health Division, supporting the local safeguarding
system and processes, providing supervision, advice and expertise for fellow
professionals and ensuring safeguarding training is in place.
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The Community Midwives provide care to women and their families across Bristol,
North Somerset and South Gloucestershire. Safe practice and care of vulnerable
infants on Section 17 or 47 of the Children Act 1989/2004, and their siblings/family
during the antenatal and postnatal period is paramount within midwifery care. This
report will review briefly the work undertaken to achieve safe care for this vulnerable
caseload. The Midwifery Safeguarding Team consists of:
•
•
•
•
•
•

Named Midwife for Safeguarding Band 8a (within Community Matron role)
Specialist Safeguarding Midwife (Deputising for Named Midwife)
Specialist Substance Misuse Midwife
Mental Health and Bereavement Lead
Mental Health Support Midwife
Maternity Care Assistant for Mental Health

What we achieved
•
•

•

•

•

The Midwifery Safeguarding team provide monthly assurance & quality
reports to the Named Nurse
The Midwifery Safeguarding Team members attended both LSCB annual
conferences and were able to bring back learning to benefit safeguarding in
the trust, via teaching and supervision
The Midwifery Team have attended:
o North Somerset LSCB Conference (March 2018)
o Root Cause Analysis Training
o South Gloucestershire LSCB Conference (March 2018)
o The Maternal Mental Health Alliance Conference
The Midwifery Safeguarding Team have rolled out the following training:
o Domestic Abuse and Pregnancy Study Day (7.5 hrs, Level 3 Specialist)
o Perinatal Mental Health Study Day (6.5 hrs, Level 3 Specialist)
o Quarterly Peer Presentations (2 hrs, Level 3 Specialist)
o PREVENT/WRAP training (mandatory – 1 hr to all Midwives and
Maternity Care assistants)
o Learning Disability and Parenthood (3.5 hours, Level 3 Specialist)
The team has also supported training on the following study days:
o Trust Induction (Level 2 Safeguarding children topics)
o Paediatric Mandatory Updates (Level 3).
o LSCB FGM study days (Bristol)
o Safeguarding Training for Student Midwives at UWE (Midwifery
Students Years 2 & 3)
o The two Specialist Midwives within the team are PREVENT/WRAP
trainers
o The two Specialist Midwives have attended the ‘Train the Trainers’
Bristol LSCB study day
o Level 3 Specialist Training Days for Obstetric/Gynae Medics
o Level 3 Specialist Training for SHOs (NBT and UHB attendees)
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o Level 3 Specialist Training – Registrar’s training days (rolling
programme)
o Mental health training to Midwives, Midwifery Care Assistants and
Doctors
o Peer presentations for Perinatal Mental Health (PNMH)
o PNMH presentations at the Royal College of Midwives and Bliss
conference
o Provision of UWE study days focusing on perinatal mental health
•

•
•

•

•
•

First Response (Bristol) and Access and Response Team (South
Gloucestershire) have published their reviewed threshold guidance. All
Community Midwives and Safeguarding Leads for Women & Children’s
Health have received training to ensure these thresholds are embedded into
referrals
Female Genital Mutilation (FGM) training has continued and the recording and
reporting of FGM is now established practice in Maternity
The Midwifery Safeguarding team have regularly attended both Bristol and
South Gloucestershire Multi-Agency Risk Assessment Conferences (MARAC)
for pregnancy related cases, or to present and share information from the
NBT Safeguarding Team
Access to Connecting Care has been secured for the Named Midwife for
Safeguarding, the Specialist Safeguarding Midwife and the Specialist
Substance Misuse Midwife currently. The senior project manager for
Connecting Care in the South West has met with the Specialist Safeguarding
Midwife to identify further requirements to ensure Connecting Care is fit for
purpose within Women & Children’s Health before further training is rolled out
to all Community Midwives. This work will continue into 2018/19 and is part of
the work plan identified in the Section 11 audit, Joint Targeted Area Inspection
(JTAI) and internal review of information sharing
Internal liaison with safeguarding services continues and the Midwifery
Safeguarding Team work closely with the Adult Safeguarding Team to support
vulnerable adults under their care
The Midwifery Safeguarding Team provide a highlight report which is shared
with the SCOG and the Women and Children’s Health Safeguarding Leads at
the Unit Safeguarding Meetings, both of which meet on a bi-monthly basis,
this ensures good feed-up and feed-down of information sharing of ongoing
issues and Serious Case Review updates. There is regular representation
from the NBT Midwifery Safeguard Team at the SCOG and the Named
Midwife attends the Safeguarding Committee

Quality Improvement initiatives/Pilots
•
•

Learning Disability and parents Health Needs Assessment during pregnancy
and the postnatal period
One-to-one support visits for women who have been trafficked or women
seeking asylum
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Safeguarding Nominations & Awards 2017/2018
The NBT Midwifery Team have been nominated/short-listed for the following awards:
• NBT Small Team of the Year (Runner-up Certificate)
• Two NBT Hero Awards for Specialist Safeguarding Midwife and Mental Health
& Bereavement Lead
• Nominations for NHS 70th Birthday Awards: via Director of Women &
Children’s Health (short-listed)
• Acknowledgement of Domestic Abuse Support Services for Pregnant Women
via SURVIVE - Outstanding Achievement Award
• Nomination for Royal College of Midwifery Award: Learning Disabilities and
Pregnancy Resource Pack for Parents with LD
What next?
•
•

It is essential that all midwifery healthcare professionals are given time to
attend Safeguarding Children Level 3 Specialist training in order that they may
achieve the required 13 hours of specialist training across 3 years
One-to-one and group case supervision for child protection practice is
recognised by the Nursing and Midwifery Council and the Royal College of
Midwives, as essential to best practice in safeguarding. The Named Midwife,
Named Nurse and senior managers will plan how to implement the Women &
Children’s Health Supervision Guideline (currently awaiting ratification) with
consideration that one-to-one supervision becomes mandatory for all cases
where an Infant is placed on Section 47 of the Children Act 1989/2004

8.0 Child Deaths and the Child Death Overview Panel (CDOP)
The overall purpose of the child death review process is to understand how and why
children die, to put into place interventions to protect other children and to prevent
future deaths. In the area of the former county of Avon, four neighboring LSCBs
(Bristol, North Somerset, South Gloucestershire and Bath & North East Somerset)
have come together to form a single West of England CDOP. Regional information is
published annually by the West of England Child Death Overview Panel.
What we achieved
•
•

The Named Doctor includes in the update training for Consultants how to
record and report a child death and signposts them to further information
The child safeguarding pages on the intranet contain links to CDOP (Child
Death Overview Panel) including the key forms required for notification when
a child dies

What next?
•

In line with the changes required due to the Children and Social Work Act
2017, the processes for CDOP will change during the coming year. Key
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•

professionals and managers within NBT need to engage with the processes
involved in restructuring the CDOP in line with new legislation
The CDOP report (2016/17) identified concerns relating to inequalities in
health linked to deaths they reviewed in the region (page 30, section 9.2).
These included the challenges faced by hospitals that provide emergency
services but do not have paediatric provision. The concern relates to how
these services manage to ensure clinicians are appropriately skilled if
receiving children ‘in extremis’

9.0
Serious Case Reviews (SCR’s) and Child Protection Information
Reviews (CPIR’s)
The Working Together to Safeguard Children (2015, p75-77) set out the statutory
duties for SCR’s for all multi-agency partners.
Each SCR ends with a set of recommendations reflecting the learning from the case.
Recommendations can be focused towards individual agencies or across agencies.
The LSCB is asked to adopt each report’s recommendations and having done so,
the relevant agencies are expected to implement them.
During 2017/18 Bristol LSCB published 4 SCR’s one of which was linked to a
Domestic Homicide Review DHR).
The theme of neglect was identified in a published SCR (professionals briefing
March 2018) which highlighted that professionals, across all agencies struggled to
clearly identify concerns and name neglect. This supported the findings of the Joint
Targeted Area Inspection on the theme of neglect (October 2017) which identified
key points for learning, not specific to NBT, but relevant to all professionals who
have contact with children across Bristol. Work to address these key issues began in
Q4 2017/18 across all providers.
What we achieved
•

•
•
•

We continue to engage in all SCR’s, CPIR’s and DHR’s as requested by the
Safeguarding Boards. The Named professionals request all records for the
family members and children involved and check the archived records held for
any family member identified. They then prepare a chronology for each family
member as per the Terms of Reference set by the LSCB
We support attendance at the SCR meetings for any professionals identified
during the process and support and debriefing is undertaken at the time of
publication for those involved in the review
Safeguarding professionals from the safeguarding team and the midwifery
safeguarding team collaborate well to meet deadlines and complete
chronologies for SCR’s that relate to infants and their families
The Midwifery Safeguarding Team have supported the regional LSCB’s in two
Serious Case reviews. Training to ensure that learning Lessons from SCRs
commenced in April 2018 and will run until April 2019 in Women & Children’s
Health services
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•

The safeguarding team and the Patient Safety Assurance and Audit Service
have developed good internal communication over the year contributing to
patient safety and transparent working practice

What next?
•

10.0

Implementation of processes to enable the dissemination of SCR learning
from national reviews rather than just those locally pending publication of
Working Together 2018
Audit and Inspection

NBT has participated in a programme of both single and multiagency safeguarding
audits throughout 2017/18. These are highlighted below in table 6.
Table 6: Safeguarding children audits carried out during 2017/18
NBT
Maternity

Emergency
Department

•
•

Referral rate of 8 specific perinatal mental health
conditions to the mental health ante-natal clinic
Does the engagement in maternity service improve for
vulnerable women when continuity of care is offered?

•
•
•

16 – 17 year olds
Non-mobile baby
Request for Help Audit

In addition to the internal audits the Named Nurse, through participation in the South
Gloucestershire Quality Assurance Sub Group, has completed a quarterly audit of 4
case records of children identified by the Local Authority.
The 2018/19 Audit plan is contained in table 7.
Table 7: Safeguarding children audit plan for 2018/19
NBT Maternity Service

•
•

NBT Emergency
Department
NBT Named Nurse

•
•
•
•

Asking the Domestic Abuse question.
Connecting Care and Information
Sharing
Non Mobile Babies
16 and 17 Year olds
Use of CPIS post implementation
16 and 17 year olds in the inpatient
bed base

Additionally the Named Nurse will be conducting frequent ‘walkabouts’ across Trust
services completing a mini audit based on the Section 11 audit requirements.
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What we achieved?
•
•
•

Regular attendance at the South Gloucestershire Quality Assurance Sub
Group contributing to shared learning through a multiagency approach to
reviewing the holistic care of vulnerable and at risk children
A range of audits completed internally by NBT professionals give a good
insight into the experience of children and families in ED and Maternity
NBT fully participated in the JTAI and benefitted from the learning identified
across the region. A work plan was developed for NBT and is overseen by the
SCOG and Safeguarding Committee. Key learning, not specific to NBT, but
relevant to all professionals who have contact with children across Bristol
were:
o Professionals struggle to identify chronic neglect
o Professionals struggle to articulate the impact of neglect on the child
o Professionals don’t use clear, shared language and were not using the
word neglect when sharing concerns

What next?
•

•
•

11.0

In 2018/19 NBT are expecting a Section 11 ‘walk around’ by the LSCB and
CCG to review progress. The outcomes span the divisions and trust and
therefore organisation wide engagement will be required to support the
Named Nurse
The development of a wider safeguarding children’s audit programme to
represent the voice of the child across the organisation
To develop the skills of front line staff to recognise and name neglect of
children of all ages following the JTAI and ensure the quality of these referrals
once completed

Conclusion

The governance structure has become firmly embedded in the service over the last
year and is working well to support the Named Professionals, escalate concerns and
disseminate information and learning. Despite a change in the leadership of the
safeguarding children service (Named Nurse role) in December 2017, the plan of
work has continued and a review of information sharing was completed at the start of
Quarter 4.
Progress has been made in clarifying the needs of the children’s safeguarding team
and developing relationships both internally and externally to ensure parity of service
for children and adults across the trust and across BNSSG. Looking ahead into
2018/19 there are ongoing long term projects that will strengthen the safeguarding of
children and vulnerable families and support staff in recognising and addressing
concerns to ensure children get the right help at the right time.
A work plan has been developed that translates the ‘what next’ sections into actions,
which will be agreed by the safeguarding committee and overseen by the
Operational Group. The work plan will ensure that statutory (Section 11, Children Act
20

2004) and regulatory (Regulation 13, CQC) requirements are met. The overarching
focus of all the actions over the coming year is to ensure all children who are
patients in our care or are family members of adults in our care have the best
outcomes.
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Appendix 1: Attendance at Safeguarding Boards and sub-groups
Group and Local Authority

NBT Representative

Frequency and Time
Required (includes preparation

Bristol SCB Board meeting

Director of Nursing or
nominated deputy

Quarterly Half day

Director of Nursing or
nominated deputy
Named Nurse

Quarterly Half day

and travel time where known)

South Gloucestershire SCB

Plus preparation time

Plus preparation time

South Gloucestershire LSCB
Quality Assurance Sub Group
Bristol LSCB
Named Nurse
Training Sub-Group

Quarterly
7.5 Hours
Quarterly
4.5 Hours

Bristol LSCB
Health Sub-Group

Quarterly 5.5 Hours

Named Nurse
Named Midwife
Named Doctor
BNSSG
Named Nurse
NamedSafeguarding
Named Midwife
Professional Forum
Named Doctor
Regional Named Professional Named Nurse
Group (NHSE)
Named Midwife
Named Doctor
MARAC
Named Nurse
Bristol

South Gloucestershire

Quarterly 3.5 Hours

3 to 4 times per year

Bristol North Monthly
7.5 + 3 Hours

Safeguarding Specialist
Midwife

(Up to 7.5) + 3 Hours

Safeguarding Specialist
Practitioner

Monthly, 7.5 + 4 Hours

Substance Abuse
Specialist Midwife

Monthly, 7.5 + 3 Hours
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Appendix 2: Face to face training provided by the Named Nurse and Named Doctor
Safeguarding Children.
Level of Child Frequency
safeguarding
Level 2 Induction
1.5 hours each
Level 2 Mandatory
Update 1.5 hours
each
Level 3 core full
day
Level 3 Paediatric
update 1.5 hours
Level 3 ED Core
day

Consultants
Update

Total time per Provider
quarter (training time
only)
9 hours
Named Nurse

Fortnightly
Approximately
dates per year
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6 hours

Named Nurse

Quarterly

7.5 Hours

Named Nurse

Bi Monthly

1.5 to 3 hours

Named Nurse

Quarterly

6.5 hours

Named
Nurse/Named
Doctor

Total Hours per 32 Hours
quarter
Bi Monthly 40 mins 40-80 minutes

Named Doctor

Appendix 3: Supervision of safeguarding children practitioners
Role of supervisor

Role of supervisee

Frequency

Total Hours
quarter

Safeguarding
support Midwife
Named Nurse
Specialist Midwife
Substance Misuse
Named Nurse
Nursery Manager
Named Nurse
ED Leads
Named Nurse total supervision
provided per quarter

Quarterly 1:1

4.5 Hours

Designated Nurse
Designated Doctor

Quarterly
Quarterly

Named Nurse

Named Nurse
Named Doctor

per

Quarterly 1:1
Quarterly 1:1
Quarterly 2:1

1.5 Hours
6 Hours (does not
include travel, prep
or writing up time)
2 Hours
2 Hours
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Appendix 4: Current Organisational Structure
Director of Nursing

Head of Patient
Experience (changed
to Deputy Director of
Nursing September
2018)

Named Nurse
Safeguarding
Children

Safeguarding Adult
Lead

Safeguarding
Support

Safeguarding
Practitioners

Safeguarding
Administrator

Named
Midwife

Midwife

Safeguarding
Administrator

Substance
Abuse
Specialist
Midwife

Mental Health
&
Bereavement
Specialist
Nurse
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Recommendation:

•

The Trust Board is requested to review the annual report on
Complaints management noting the number of complaints,
concerns and compliments received, the performance in meeting
agreed response times; service improvements arising from
complaints; improvement work carried out this year in partnership
with Patient Association & Objectives for 2018/19

Report History:

•

The report was presented and discussed at the Patient
Experience Group on July 13 2018, some changes were
recommended for clarity and the report amended accordingly.
This report was also considered by the Quality & Risk
Management Committee on 22 November 2018.

Next Steps:

N/A

Executive Summary
The Annual Complaints report demonstrates a continued reduction in both formal complaints
and concerns and enquiries for the third year running. Compliance with the 3 day
acknowledgement target was high at 99.83% but 10 complaints remained unresolved for
greater than six months (0.02% of total).
The timeliness of complaint responses has remained challenging, with improvements seen
during 2016-17 not sustained into 2017, although this has since improved more sustainably in
2018. This particular challenge was reflected in the findings of the GE Healthcare external
clinical governance report as there is a need for greater divisional capacity and engagement in
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.

managing complaints effectively working with the central team.
Despite the responsiveness challenges outlined above, there are a number of tangible
examples of service improvements that have arisen following the learning identified from patient
feedback. Some of these are identified through the Local Resolution Meetings used to
encourage face to face discussions and agreement of actions. These improvements are set out
on page 7 of the report and there will inevitably be more examples within frontline teams.
The Trust has also seen a slight increase in compliments received during 2017/18 and the Trust
is reviewing options to more systematically collect compliments from frontline teams during
2018/19.
The Trust has continued to benefit from a productive engagement with the Patient Association
to review a sample of complaints on a quarterly basis through a Lay Review Panel and for the
delivery of complaints investigation training for staff. This training has positively benefited staff
as demonstrated by their feedback. On a positive note the number of complaints cases
reviewed by the Parliamentary Health Service Ombudsman (PHSO) reduced by 50% (18 down
to 9), of which 7 cases were not upheld, one partially and one fully. Actions are in place to
address those issues but overall this does represent good progress with the regulator.
In order to strengthen the Trust’s approach during 2018/19 the Trust is reviewing its complaints
policy, processes and engagement approach in a number of areas to personalise this for
complainants and drive improved interaction and quality of response with clinical teams. This
work is incorporated into the Clinical Governance Improvement Programme established in
response to the GE healthcare report and measurable objectives have been set to track
progress which will be formally reported upon during the year.
Strategic
Theme/Corporate
Objective Links

•

This links with two strategic themes: ‘Be one of the safest
Trust in the UK’ and ‘Treat patients as partners in care ‘

Board Assurance
Framework/Trust Risk
Register Links

•

No specific links

Other Standard Reference

Links with CQC regulations ( Reg. 16) and CQC fundamental
standards under Complaints , Personalise care & Dignity and
Respect

Financial implications

none

Other Resource
Implications

None specifically to this report

Legal Implications
including Equality,
Diversity and Inclusion
Assessment

•

Appendices:

Relates to EDS 2 Objective Improving access and experience
specifically ‘People’s complaints about services are handled
respectfully and efficiently
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The management of feedback from our patients, relatives, carers and service users is really
important as they are our eyes and ears in helping us to evaluate our service delivery and care
provision, either through positive feedback in the form or compliments and suggestions or
through complaints and concerns.

Complaints Process
The Board has corporate responsibility for quality of care and monitoring of complaints and
improvements, with the Chief Executive being the nominated officer. The Director of Nursing has
responsibility at Board level for all complaints, and is chair of the Patient Experience Group which
has strong patient and public representation.
The Trust’s complaints procedure conforms to the “The Local Authority Social Services and National
Health Service Complaints (England) Regulations 2009”, and it also reflects the Parliamentary and
Health Service Ombudsman’s Principles of Good Complaint Handling.
Complaints are centrally managed by the Advice and Complaints Team on behalf of the Chief
Executive. The Advice and Complaints Team log and acknowledge the reported issues, decide on
which of the hospital’s directorates need to investigate, and disseminate the information
accordingly. The Advice and Complaints Team then collates information received from the
investigation and prepare the final reply letters for the Chief Executive to approve and sign.
Independent review of our processes is welcomed through the reviews undertaken by both the
Clinical Commissioning Group (CCG) and with the Patients Association Complaints Lay Review Panel
which enables patient representatives to be involved in real time feedback on a random sample of
the previous quarter’s complaints.

Activity levels
This report provides an overview of the activity and progress made during the year 1st April 2017 to
31st March 2018. The key messages in this year’s report are:
During 2017/18, the Trust received 592 formal complaints and 629 issue of concern. All of these
issues were subject to investigation and response by the Divisional teams. The breakdown below
shows the combined number of issues received for our Divisions:

Compliments
Complaints

2016/17

2017/18

9,065

9,440

654

592

Concerns

1,394

800

Enquiries

7,059

8,878

Response Time (within timescale)

77%

67%

86

96

Local Resolution Meetings

Number of complaints and concerns by Division:
Anaesthetics, Surgery, Critical care and Renal (ASCR) – 363
Neurosciences and Musculoskeletal (NMSK) - 298
Medicine – 278
Core Clinical Services – 121
Women and Children – 123
Facilities - 92
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Formal complaints and concerns
Complaints continue to be a vital source of feedback from our service users, carers and relatives
and in line with Trust policy; a complaint becomes formal in accordance with the complainant’s
wishes.
The overall number of formal complaints reduced by approximately 9% in 2017/18, from the figure
recorded last year (2016/17), which also saw a reduction in the number of complaints on
2015/2016 when many issues arose from the still ongoing redevelopment of Southmead.
There are two key measures for NHS Complaints:
1. acknowledge all complaints with three working days; and
2. conclude all cases within six months.
During the year the acknowledgement target was achieved in every month except August. The
average overall compliance was 99.83%. During the year, ten cases (0.02%) remained unresolved
over six months from 592 complaints that were received within the year.

Enquiries and Informal concerns
The Advice and Complaints Team (ACT) manage many concerns and enquiries directly through a
telephone helpline or by meeting patients promptly in person. These fell overall during the year
from 8,878 in 2016/17 to 7,059 in 2017/18. This followed on from a decrease against 10,220 in
2015/16.

Enquiries received in 2016/17 and 2017/18
2500
2291

2000

1879
1718
1491

1500

2016-17

1017

1000

973

2017-18

875

800

733
535

490

500

497

540

243
0

Appointments (Waiting Complaints advice / How
General advice /
times, Cancellations, etc)
to complain
Signposting / Hospital
information

Inpatient concern (In
progress now)

Lack of communication /
No call back

SEAP / MPs / PHSO /
Other Trusts

Test results / Admin
paperwork / Transport /
Lost Property
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Compliments
9,440 compliments were received during 2017/18; with is a slight increase on the previous year’s
figure (9,065). These compliments represent the expressions of thanks sent to the Advice and
Complaints team from various wards and departments within the Trust/hospital. It is recognised
these numbers may not be representative of the number received as expressions of thanks may be
held within the area they are received and not forwarded on.
A campaign will be considered for 2018-19 to address this issue, alongside a review of the most
appropriate system to capture compliments received by ward and service teams so that this
information is collated in one place and enables the data to be shared with individual teams
6000

Compliments - Totals By Directorate
2015/16, 2016/17 and 2017/18

5600

5000

4000
3312

2015/16

3000

2016/17

2309

2237

2017/18

2000
1207
1000

1067
564

176
0
ASCR

555 437
372

Clin Gov

228

42 66 38

46 9
CCS

Facilities

1025

Medicine

501
24

M/S

294
Neuro

963
889

854

918

653

147
Renal

W&CH

NHS Choices website feedback
As the redevelopment of the Southmead site moved towards completion, and the services
delivered continued to evolve to take advantage of the improved facilities, the overall star rating of
North Bristol NHS Trust on the NHS Choices Website has achieved 4.5 stars out of 5 for both
Southmead and Cossham Hospital during the year. Feedback provided via NHS Choices is reported
monthly to the Trust Board and quarterly to the Patient Experience Group for their information and
monitoring.

Types of concern raised through patient feedback
When analysing the subject matter of patient feedback, reports will show more subjects describing
the areas of concern than the number of issues received. This is because more than one area of
concern can be identified which enables improved thematic analysis across a patient’s care
pathway or journey.
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The five highest categories of formal complaints were:
All aspects of Clinical Care

42% (428)

Communication/Information

24% (236)

Attitude of Staff
Admission/discharge/transfer

8% (89)
5% (54)

Delay/Cancellation Outpatient

4% (48)

These categories are representative of the information provided to the Trust’s performance team
for trend analysis. The Trust implemented a new software system to capture patient feedback in
the latter part of this financial year (more details on page 9&10) and work was undertaken to
improve the categories of subjects that can be recorded for each issue raised. This will enable more
detailed analysis of trends within these higher level categories to be undertaken, which will be
available in the complaints annual report for 2018-19.

Responsiveness to issues raised by patients, families, carers and service
users
It is important that we are responsive in our communication with those who have felt the need to
raise a complaint or concern, and for us to provide responses to these issues within the timeframe
we agree with the person raising the issue. Local resolution meetings with members of the clinical
teams (ward sister, consultant, assistant general managers, clinical Matrons, Heads of Nursing) are
also a good way of discussing concerns in an open and supportive way to address the questions and
concerns an individual may have and/or re-build the patient-clinician relationship if this has broken
down as a result of the negative experience. This is particularly important in situations where the
patient has ongoing care with a clinical team. The Advice and Complaints Team and Divisional
teams continue to offer local resolution meetings when complaints and concerns are raised

Response timeliness
In 2016/17 the number of complaints where the agreed 35 or 45 working day timeframe was not
met fell significantly on 2015/16’s performance; showing an improvement in the Trust’s timeliness
in responding to complaints from previous years. However in the last six months of 2017/18, the
number of complaints not responded to within the agreed timeframe started to rise again.
Eradicating all overdue cases remains an important Trust objective and there is plan in place to
achieve this, alongside the expectation from our Commissioners (CCG) to have no more than 10
complaints overdue at the end of each month.
Increasing numbers of overdue complaints were seen in September and October 2017 due to
operational pressures and both an action plan and work with the Divisions was undertaken to
reduce the number. A decrease was seen in November but this unfortunately increased in
December 2017 and January 2018. Further work was undertaken both with and within the
Divisions, and the Trust met the target in February 2018. This increased slightly again in March
2018 due to operation pressures and is continuing to be monitored by the Advice and Complaints
team. Performance can be seen in Graph 1 below:
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Number of overdue complaints for the last 18 months
42

42

40

37

26 25 25

14

20

15

25 27

22

10

9

16

Number
overdue

Mar-18

Jan-18

Feb-18

Dec-17

Nov-17

Oct-17

Sep-17

Aug-17

Jun-17

May-…

Apr-17

Mar-17

Feb-17

Jan-17

Dec-16

Oct-16

Nov-16

Sep-16

Aug-16

6

Jul-16

Jun-16

35

37

21

19

39

Jul-17

45
40
35
30
25
20
15
10
5
0

A further breakdown of the percentage of complaints responded to within and outside the agreed
timeframe can be seen below and the improvement work being undertaken should enable these
performance figures to improve during the year:
90.00%
80.00%

Percentage Response Times - 2014/15, 2015/16, 2016/17, and
2017/18

70.00%
60.00%
2014/2015

50.00%

2015/2016
2016/2017

40.00%

2017/2018
30.00%
20.00%
10.00%
0.00%
Within timescale

Overdue by + 10 days

Overdue by + 20 days

Overdue after 20 days

Local resolution meetings
The number of local resolution meetings undertaken within the year was 70. This has reduced from
99 in 2015/16 and 86 in 2016/17. Whilst this is a slight reduction, the figure still reflects how
divisions are seeking to resolve cases through constructive dialogue, which generally provides an
improved patient and family experience and outcome. For all cases an action plan is raised inviting
divisions to record and feedback lessons learned, which is then included as part of the response
letter. Additionally, from the local resolution meetings, the agreed actions are discussed with those
who have raised a complaint; recorded in writing and are then tracked until completed. The person
who raised the complaint is notified of the date the actions were completed and can be provided
with evidence if appropriate.
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Outcomes and remedial actions from closed complaints
It is important we fully investigate complaints and concerns raised by patients, relatives, carers and
service users to ensure we identify what went wrong and the remedial actions needed to prevent
the individuals experience from happening again. It is also essential that we share any learning or
remedial action across Divisional teams and services to ensure experiences can be shared more
widely than the service it related to.

Service improvements implemented from patient feedback
• In response to difficulties a patient experienced in arranging an initial midwife appointment,
where they received an automated response but did not hear anything further; a standard
operating procedure was developed and implemented within the centralised booking team
which outlines the process to follow if patients do not return calls within a set timeframe. This
also explains how to make contact with these patients by alternative means, such as email,
where possible, and clearly states the timeframes in which each of the booking steps should be
completed within and the timeframes in which patients should have a response by
• Following a meeting with a patient, a letter relating to pregnancy was re-written to improve
communication and changes were undertaken on how a negative test is communicated to
patients in the ward environment to ensure privacy and compassion in this environment
• Following a complaint where a patient arrived in the wrong department for a dating scan which
resulted in her missing her appointment, changes were made to the process to mitigate the risk
of this happening again. The receptionist on the main desk will be provided with a daily list of
women who we are expecting to return to the Early pregnancy clinic for an afternoon
appointment by the Sonographers. This will ensure that only patients who are expected in these
clinics are sent down to the waiting area and anyone else who arrives for a scan will have their
scan letter/appointment checked to see if they should be in the Ante Natal clinic
• As the result of a patient’s experience the Matron has changed how patients who are suitable to
go to Cotswold through their own assessment are identified, when there is the need for
Cotswold to be used to make beds available. The assessment takes place earlier in the day,
rather than leaving the decision for the bed manager to make late at night
• A ‘Learning through Listening’ event was run by our Acute Medical Unit (Gate 31) at Southmead
Hospital. This project aims to listen to and record the stories of patients who have had a stay on
the Acute Medical Unit, so that we can use them at staff meetings and training events in order to
learn about what was good, what was poor, and what we could have done to improve patient
experience whilst on the ward
• An investigation identified there was some learning for the ward regarding falls. The ward sister
and Matron responsible for the ward have ensured this learning has been embedded into the
ward practices so that the care we provide continues to improve and the ward reduce the
chance of this happening to anyone else in the future. This has also been shared with all the
medical wards within the Division and at the the respective governance meetings
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• Following investigation of an complaint where a patient attended the fracture clinic on a
weekend it was identified that staff are not necessarily aware of the process when dealing with
patients who cancel their appointments in fracture clinic. In the future staff will ask the patient
concerned to attend the next fracture clinic, usually the following day, due to the nature of the
injuries these patients need to be seen within a fixed time frame
• Following difficulties a patient experienced with an outpatient appointment a rebuild of the
outpatients section of the respective departments timetable software was undertaken to better
separate clinics and clinicians into specific rooms so it is more obvious when a clinic has no cover
and must be cancelled. A further check of the timetable at 10 weeks and 6 weeks prior to any
activity will provide a further safety net so that if a clinic is not properly cancelled at the time of
the booking it will provide another opportunity to cancel it in advance

Audit of complaints by the Patient Complaints Review panel
To provide quality checks of the complaints process from an independent source (in addition to the
Clinical Commissioning Group), we have worked with the Patients Association to develop an
anonymised audit process that allows real-time feedback on a random sample of the previous
quarter’s complaints. This process allows patient representatives, who have been trained in
reviewing anonymised complaints against the Patient Association Good Practice Standards for NHS
Complaints Handling (2013), to give real-time feedback for incorporation into the ongoing
complaints improvement plan.
The panel continue to meet every two months and from their reviews, a number of
recommendations were made, to include:
• Ensure there is early verbal/personal contact with the complainants agreeing the timescale
• Ensure the outcome wanted by the complainant is identified and managed accordingly
• Provide an update if there is likely to be a delay, providing another date and not leaving the
timeframe open
• Ensure actions/next steps are clear in very letter
These recommendations will be incorporated into the review and update of the complaints policy
and procedure which will be undertaken in 2018/19.

Ombudsman Referrals
If after attempts at local resolution the person who has raised a complaint remains dissatisfied,
they may request the Parliamentary Health Service Ombudsman (PHSO) to consider their case. The
relative rulings from the PHSO over the last three years are shown in the chart below. During
2017/18, the Trust is aware of nine cases where the person raising the complaint contacted the
Ombudsman who subsequently decided to review the actions of the Trust and call for the
complaints file. This is decrease of 50% on 2016/17 where 18 cases were reviewed.
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Within the year, nine cases were also concluded by the Ombudsman. Seven cases were not upheld
(not justified); one was partially upheld and the person raising the complaint was awarded £300.
One case was fully upheld where £500 was awarded to the person raising the issue. We were
asked to extend apologies in both cases and requested to produce an action plan to record any new
points of learning, or to illustrate any learning already actioned. These are shared with both the
Ombudsman and the person who raised the original complaint. On occasions this will also be
followed by regular updates until the identified actions can be shown to have been completed.

Parliamentary Health Service Ombudsman (PHSO) Cases
Qtr 2 17/18 Qtr 2 17/18 Qtr 3 17/18 Qtr 4 17/18
New Cases
referred to
PHSO
No. of cases
fully upheld
No. of cases
partially
upheld
No. of cases
not upheld
Fines levied
Corrective
Actions
Compliant
within
timescales
Noncompliant

Ombudsman's Rulings By Year Resolved
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9
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2
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2
£500

5

4
2

Nil

Nil

0

Nil

1

Nil
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Fully upheld

5
4

3

2
1

0

Nil

Partially upheld

7

6

1

Not upheld

8

2013/14

2014/15

0

0

2015/16

2016/17

1

1

2017/18

Key objectives and achievements for 2017/18
North Bristol NHS Trust has experienced another challenging year in respect of complaints,
concerns and enquiries, with a continued focus on improving timeliness of responses. Resource
demands within Divisions continue to prove challenging as the Trust moves forward with more local
resolution of issues, and support and guidance is being provided by the Advice and Complaints
team and the Patient Experience Manager.
The Trust has not let this deflect from the aim of improving the service as patients’, relatives’ and
carers’ views remain very important to NBT staff and their feedback has again been effective in
influencing change and improving practices across all disciplines and in all clinical areas, as
identified in the previous section. Other achievements within the year include:

Implementation of a new complaints document management system
During the year the Trust implemented a new Risk Management Software system which contains a
module for managing complaints. This module has been customised to capture more than just
complaints to enable to the Trust, our Divisions, Specialties and Wards to review and monitor the
variety of feedback our patients, relatives, carers and service users provide. The module will record
feedback such as complaints, concerns, compliments, comments, MP enquiries, enquiries requiring
prompt action, and Ombudsman cases. Re-opened cases will also be recorded separately to
monitor the quality of responses given to those raising issues.
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Improvements included an increased ability to link cases that may be subject to an incident,
safeguarding issue and legal claim to provide a better experience when there is more than one
investigation undertaking into aspects of a patient’s care. The creation of Dashboard reports, in
the near future, will enable teams to monitor feedback and share this via their team meetings.
Datix also allows direct email from Datix and the storage of reports etc. being uploaded to Datix.
This is starting to minimize the amount of email correspondence between managers and enable key
investigation documentation and draft responses to be uploaded onto the system by managers in a
more timely way. One Division will also trial the input of compliment information into the system
by the teams who received them.

Improvement of Complaint responsiveness
The Trust has been working towards improving its responsiveness to those who raise complaints
and concerns as we recognise the additional upset and frustration a delayed response can cause an
individual, during an already worrying time for them due to the nature of their dissatisfaction.
Actions undertaken to improve the complaint response performance:
1. The Director of Nursing discusses progress as part of their regular meeting with Heads of
Nursing;
2. The Patient Experience Manager has been liaising with the Heads of Nursing on a regular basis
to monitor on-going complaint and concern activity;
3. The Patient Experience Manager has been liaising with the complaints coordinators to ensure
expected responses are on track to enable prompt liaison with complainants to update them
where delays may be identified;
4. Analysis of both overdue and forthcoming cases is undertaken by the Patient Experience
Manager and shared with the division;
5. The complaint process review is continuing to ensure issues are dealt with in a way that is
proportionate to the issue raised. This has included a review of the verbal acknowledgement
process undertaken by both the central team and divisions to ensure issues are resolved as
quickly as possible in line with the complainants needs;
6. Datix was implemented on 1/12/17, enabling both the advice and complaints team and
divisional team to review and update records;
7. Face to face Local Resolution Meetings still continue to be encouraged as a way to resolve
issues more promptly with the clinical teams. A review of the process to arrange local
resolution meetings has been undertaken to enable these to be arranged more promptly;
8. Investigation training has been undertaken collaboratively with the Patient Association and
continues to be delivered by the Head of Patient Experience and Patient Experience Manager.
Feedback from these training sessions continue to be positive;
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Improving communication

A part of the Trust’s desire to improve the complaints process, a pilot of identifying a named
contact for all complaints was undertaken in the Medical Division in 2016/17 and was extended to
the Neurosciences and Musculoskeletal (NMSK) Division in the latter part of 2017/18. The
appointed individual contacted the person raising the complaint to agree the investigation criteria
and date of response. In most cases this direct contact was welcomed and allowed for the early
resolution of the complaint, saving overall resources and giving a good experience to the person
raising the complaint. This model will continue to be rolled out across all the remaining Divisions
during the forthcoming year as part of the review and update of the complaints policy and
procedure.

Collaborative working with the Patient Association

Work is continuing with the patient association to incorporate and manage the complaints lay
review panel which meets quarterly. The investigation training programme concluded at the end of
the financial year and will continue to be provided by the Head of Patient Experience and the
Patient Experience Manager.
Feedback received from participants from a cross section of staff (ward managers, consultants,
clinical leads, matrons, divisional staff, outpatient areas, midwifery, clinical services) have praised
the training for helping them to understand better the requirements for a good investigation .

Key objectives for 2018/19

The Trust will be reviewing its complaints policy and process both across the organisation and
within the Divisions to ensure there is prompt resolution to issues raised.
1. Continue the successful complaints investigating training developed in partnership with the
Patients Association.
2. Reduce formal complaints by 20%
3. Increase Local resolution meetings by 10%
4. Increase personal verbal contact with the person raising the complaints or concerns
following receipt of their communication with the Advice and complaint team
5. Eliminate an overdue complaint that is those complaints where the response has not been
provided to the person raising the complaint within the agreed timescale. Develop Key
performance indicators in relation to this.
6. Further develop the application of the Datix system in developing dashboard for regular
reporting and monitoring and also implement its full use for the management of concerns,
complaints and enquires and the capturing of compliments
7. Triangulation of reporting with the patient safety team (incidents) and legal team (claims) to
identify emerging themes arising from these various processes alongside patient feedback.
8. Continue with the Complaints Review Panel, which was initially set up in collaboration with
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the Patient Association. This panel reviews a sample of anonymised complaints within a
quarterly period and provides feedback on the quality of the response and investigation as
measured against the Patient Associations Good practice standards for NHS Complaints
Handling.
9. Liaison with Divisional and ward teams to increase the number of compliments recorded on
the new system so that positive feedback can be regularly shared with the respective teams.
10. Explore the feasibility of introducing a ‘front of house’ PALS service

Author: Kerrie Jose, Patient Experience Manager
Date:

June 2018

Page 12 of 12

Report To:

Trust Board

Agenda
Item:

2.4

Date of Meeting:

29 November 2018

Report Title:

Quality & Risk Management Committee Report

Report Author & Job
Title

Linda Storey, Interim Trust Secretary

Executive/Nonexecutive Sponsor
(presenting)

Professor John Iredale, Quality and Risk Management Committee
Chair, Non-executive Director

Purpose:

Approval/Decision

Review

To Receive
for
Assurance

To Receive
for
Information

X
Recommendation:

The Trust Board is recommended to receive the report for assurance.

Report History:

The report is a standing item to the Trust Board following each
Committee meeting.

Next Steps:

The next report will be received at the Trust Board in January 2019.

Executive Summary
The report provides a summary of the assurances received, issues escalated to the Trust Board
and any new risks identified from the Quality and Risk Management Committee Meetings held
on the 20th September and the 22nd November 2018.
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Strategic
Theme/Corporate
Objective Links

•
•

Board Assurance
Framework/Trust Risk
Register Links

Link to BAF risk SIR14 relating to clinical complexity.

Other Standard Reference

CQC Standards.

Financial implications

Be one of the safest trusts in the UK
Treat patients as partners in their care

No financial implications identified in the report.
Revenue

Total
£’000

Rec
£’000

Non Rec
£’000

Income
Expenditure
Savings/benefits
Capital
Other Resource
Implications

No other resource implications identified.

Legal Implications
including Equality,
Diversity and Inclusion
Assessment

None identified.

Appendices:

None

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

Purpose
To provide a highlight of the key assurances, escalations to the Board and identification of
any new risks from the Quality and Risk Management Committee meetings held on the
20th September and the 22nd November 2018.

2.

Background
The Quality and Risk Management Committee is a sub-committee of the Trust Board. It
meets bi-monthly and reports to the Board after each meeting. The Committee was
established to provide assurance to the Trust Board on the effective management of
quality governance and risk management.

3.

Key Assurances Received

3.1 At both meetings the Committee received reports outlining the Trust’s progress in
delivering actions in response to the Care Quality Commission (CQC) Inspection Report
arising from the 2017 inspection. Good progress was noted and specifically the
engagement visits from the CQC in the summer on Medical Care, Urgent and Emergency
Care and Diagnostic Imaging Services had provided positive feedback.
3.2 At the meeting in November the Committee received information on the preparation for
future inspections which would include the trust-wide domains for ‘Well Led’ and ‘Use of
Resources’. The Committee was advised that detailed plans were progressing to ensure
that self-assessments were undertaken in advance of the future inspections, led by the
Trust Secretary and the Director of Finance respectively.
3.3 At the meeting in November the Committee received a report setting out planned
improvements to risk management which were being progressed as part of the Clinical
Governance Improvement Programme.
3.4 Update on progress with the trust-wide Clinical Governance Improvement Programme is a
standing item at all meetings. Resources were now in place to take the programme
forward with a Lead Consultant, a Lead Nurse and a Programme Officer.
3.5 At the meeting in September the Committee considered a report which provided a review
of the Emergency Department’s care systems and processes following the period of
extreme pressure during July. The overall conclusion was that whilst the long time spent
in the department could have had a negative impact on patient experience, the processes
were robust and there was no evidence that the waiting times had been detrimental to care
and treatment.
3.6 The meeting in November received both the Adult and Children’s Annual Safeguarding
reports and the Complaints Annual Report. The reports are to be received by the Trust
Board at its meeting on the 29th November 2018.
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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3.7 The meeting in November received an update on pathology management controls which
included an overall summary of the compliance position, the current status of pathology
compliance visits and the current status against key performance indicators defined by the
Royal College of Pathologists.
4.

Escalations to the Board

4.1

The meeting in September proposed that the Board consider a refreshed approach to the
walkrounds carried out by Board Members. The proposal is being considered as part of
the governance review being undertaken.

5.

Identification of New Risk
No new risks were identified in the meetings.

6.

Recommendations
The Board is recommended to receive and note the report for assurance.

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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The Trust Board is asked to acknowledge the progress made in
delivering the commitments within the Winter Plan and accept
assurance given with regards to the ongoing delivery of plans.
The Winter Plan was ratified by the Trust Board in June 2018, with
an update provided to the Trust Board in September 2018.
Ongoing monitoring of Winter Plan delivery via established
governance arrangements.

Executive Summary
Following the Trust Board ratification of the 2018/19 Winter Plan in June 2018, an update was
given to Trust Board in September 2018. This paper contains the latest position on delivering
the Winter Plan and in particular a focus on:
• Winter Plan Critical Path;
• The Surge Protocol;
• Bed Mitigations;
• The plan for bed/ward allocations through the winter months (November 2018-March 2019);
• The use of escalation capacity;
• The plan to hold a series of events in November, December and January to focus on key
improvements to support delivery of the Winter Plan;
• The Workforce Plan to support delivery of the winter plan with a particular focus on the
festive period Bank Holidays;
• Influenza planning;
• The Winter Risk Register; and
• The Winter Plan governance arrangements.
The current Trust level bed model shows that if the Trust did not deliver any Length of Stay
savings or mitigations that provide bed savings there would be a deficit of 217 beds in January
2019. To fill this potential gap, the Trust is implementing a range of bed mitigations including:
• Expansion of our ‘Hospital at Home’ service;
• Relocation of the Surgical Assessment Unit (SAU)/ Hot Clinics;

•
•
•

Expansion of our Ambulatory Emergency Care services;
Further enhancement of our Frailty services; and
Implementation of an Early Supported Discharge service for our Stroke patients.

After this range of mitigations is taken into account, the potential deficit reduces to a surplus of
one bed in January (95% bed occupancy and based on realistic case scenario in the bed
model). Further work is being undertaken to identify additional internal mitigations to ensure
contingency plans are in place.
The Trust 2018/19 Operational Plan assumed 2.7% non-elective growth for the Trust. In the
first five months of the year, the Trust has experienced a further 3.2% growth above the levels
planned. Had the Length of Stay improvement schemes, including Perform, not delivered any
in year benefits, then the Trust would have already experienced a deficit in beds.
As the bed model is built using the Clinical Divisions’ forecast outturn, this includes the delivery
of the elective programme through the winter months with a greater proportion of daycase
activity and use of Medirooms, as seasonally profiled in the Trust’s 2018/19 Operational Plan.
Clinically urgent, Cancer and long waiting elective patients will be prioritised.

Strategic
Theme/Corporate
Objective Links

This report supports the Strategic Theme ‘Be one of the safest
trusts in the UK’.
This report supports the Corporate Objective ‘Maintain safe
access to services: improve access to emergency care, maintain
delivery of the national cancer standard, ensure there are no 52week breaches and no increases in the overall waiting list for
elective care’.

Board Assurance
Framework/Trust Risk
Register Links
Other Standard Reference

The report relates to the following BAF Risk:
SIR1: Internal Flow – risk score 5 x 5 = 25.

Financial implications

Financial implications of the Winter Plan have been costed at a
total cost of £6.019m. This equates to additional cost above
current run rate to month 5 of £4.475m. This allows for bed
mitigations already captured within the run rate to month 5 and
the additional costs of the further mitigations. These costs are
included within the Trust’s forecast outturn for 2018/19.

Other Resource
Implications

Business Cases with regards to the workforce requirements to
support the Winter Plan have been approved at the Trust
Management Team meeting on 20 November 2018.

Legal Implications
including Equality,
Diversity and Inclusion
Assessment

Not applicable.

Appendices:

CQC Standards.

Appendix 1: Winter Plan Critical Path

1. Purpose
1.1 Following the Trust Board ratification of the 2018/19 Winter Plan in June 2018, an update
was given to Trust Board in September 2018. The purpose of this paper is to update on the
latest position against delivering the Winter Plan with a particular focus on:
• The Winter Plan Critical Path;
• The Surge Protocol;
• Bed Mitigations;
• The plan for bed/ward allocations through the winter months (November 2018-March 2019);
• The use of escalation capacity;
• The plan to hold a series of events in November, December and January to focus on key
improvements to support delivery of the Winter Plan;
• The Workforce Plan to support delivery of the winter plan with a particular focus on the
festive period Bank Holidays;
• Influenza planning;
• The Winter Risk Register; and
• The Winter Plan governance arrangements.
2. Winter Plan Critical Path
2.1 A critical path outlining the key milestones within the Winter Plan has been developed to
enable quick review of the delivery of the plan. The latest update against these milestones
is available in Appendix 1. Delivery of this plan is monitored regularly at the Urgent Care
Improvement Steering Group, Winter Oversight Meeting and Trust Management Team
Meeting.
3. ED Surge Protocol
3.1 A comprehensive ED Surge Protocol has been developed, detailing the way in which the
Trust will decompress the Emergency Department in times of surge. This has been
appended to the Trust Escalation Policy and was tested during November 2018.
4. Bed Mitigations
4.1 The original bed mitigations built into the 2018/19 bed model have been reviewed by Clinical
Divisions and updated based on actual delivery and any new plans that have been
developed.
4.2 As the new bed model is based on months1-5 actual activity, the benefits of a number of
Length of Stay improvement schemes e.g. Perform, quicker repatriations, development of
Frailty services, etc. have already been and will continue to be realised and included in the
underlying bed model position.
4.3 As the bed model is built using the Clinical Divisions’ forecast outturn, this includes the
delivery of the elective programme through the winter months with a greater proportion of
daycase activity and use of Medirooms, as seasonally profiled in the Trust’s 2018/19

Operational Plan. Clinically urgent, Cancer and long waiting elective patients will be
prioritised.
4.4 The Trust 2018/19 Operational Plan assumed 2.7% non-elective growth for the Trust. In the
first five months of the year, the Trust has experienced a further 3.2% growth above the
levels planned. Had the Length of Stay improvement schemes, including Perform, not
delivered any in year benefits, then the Trust would have already experienced a deficit in
beds.
4.5 The current Trust level bed model shows that if the Trust did not deliver any Length of Stay
savings or mitigations that provide bed savings there would be a deficit of 217 beds in
January 2019. To fill this potential gap, the Trust is implementing a range of bed mitigations
including: expansion of our ‘Hospital at Home’ service; relocation of the Surgical Assessment
Unit (SAU)/ Hot Clinics; expansion of our Ambulatory Care services; further enhancement of
our Frailty services; and implementation of an Early Supported Discharge service for our
Stroke patients. After this range of mitigations is taken into account, the potential deficit
reduces to a surplus of one bed in January (95% bed occupancy and based on realistic case
scenario within the bed model). The level of deficit/surplus varies greatly between Clinical
Divisions and section 5 demonstrates the plans to ensure the most appropriate allocation of
beds/wards for the winter period. Figure 1 below details the Trust level mitigated scenario.
4.6 The system mitigations of 58 beds associated with the Rapid/REACT expansion and Virtual
Integrated Care Bureau (ICB) have been apportioned across Clinical Divisions based on the
types of presentations and referral numbers. The full impact of these system schemes has
been built in from November 2018 onwards. The actual impact of these schemes is being
reviewed to ensure that the assumed benefits have not been overstated, leaving the Trust
with the risk of an unmitigated bed deficit.
Figure 1: Trust Level Bed Model – including planned bed mitigations
Mitigated Bed Model - With range of mitigations delivered e.g.
expansion of 'Hospital at Home'and Ambulatory Emergency Care,

Month

Apr-18 Actual
May-18 Actual
Jun-18 Actual
Jul-18 Actual
Aug-18 Actual
Sep-18 FOT
Oct-18 FOT
Nov-18 FOT
Dec-18 FOT
Jan-19 FOT
Feb-19 FOT
Mar-19 FOT

Core Bed
Base

816
816
816
816
816
816
816
816
816
816
816
816

Adjusted
Required Beds Average
Scenario

806
761
742
762
776
779
762
767
690
775
739
717

Surplus/
Shortfall @
100% Occ

10
55
74
54
40
37
54
49
126
41
77
99

Surplus/
Shortfall @
95% Occ

-31
14
33
13
-1
-4
13
8
85
1
37
58

5. Bed/Ward Allocations October 2018-March 2019
5.1 In order to ensure that beds/wards are allocated to the most appropriate Clinical Divisions
for the winter period, discussions have been had across Clinical Divisions to identify the
surplus/deficit position from November 2018 through to the end of January 2019 and where
possible moves could be made. This has led to agreement of a phased swing of partial/full
wards from Surgical specialties to Medicine commencing in November. All winter moves
will be completed prior to Christmas.
5.2 In planning these ward reallocations, this allows cohorting of outlying patients from
Medicines normal bed base, ensuring consistency in ward and clinical teams delivering
patient care, leading to improved efficiency and a better patient experience.
5.3 The plan for de-escalation and swing back from Medicine following their peak in demand
has also been agreed and will be enacted on 1 February 2019, with the exception of Ward
34a, which will partially swing back to ASCR on 1 March 2019.
5.4 The Medicine Division has produced a staffing model to support their expanded bed base
during the winter months. This has included their review of whether or not they need to
restrict some of their Outpatients activity to enable them to staff their additional bed base
and release senior decision makers onto wards.
6. Escalation Capacity
6.1 Escalation capacity will be used in line with the new Trust Escalation Policy, which has key
Standard Operating Procedures (SOPs) appended including: Interventional Radiology and
Pre-emptive Transfer.
6.2 In times of escalation the Trust can increase occupancy up to 100% in Brunel.
6.3 In addition, the 2 beds in Cotswold allocated to ASCR, which do not have full utilisation,
could be used for appropriate female surgical patients, as these beds are already funded.
6.4 There can be escalation of up to 10 beds in IR in OPEL 2; 14 beds in OPEL 3 and an
additional 6 beds in Medirooms for Surgical patient escalation.
6.5 Cancellation of electives will be kept under review on a daily/weekly basis through the
Theatre Hub/Star Chamber. Any daycase and Mediroom activity would continue to be
delivered. Clinically urgent, Cancer and long waiting elective patients would continue to be
prioritised.
7. ‘Perfect Day in ED’, Mini MADE (Multi-Agency Discharge Events) and Reboot Week
7.1 A series of events have been planned in November, December and January to focus on key
improvements to support delivery of the Winter Plan.
7.2 The first of these events is ‘Perfect Day in ED’, which is being held on 22 November 2018.
The purpose of this event is to replicate the ‘perfect day’ MADE that have been successfully
run with partner organisations focussing on the ‘back door’ and apply these principles to the
front door. The working group who have planned the day have described what a ‘Perfect
Day in ED’ should look like, set out a draft patient pathway and set expectations of what
department handover at 22:00 should look like. This day is supported by system partners
including General Practitioners, Community Pharmacists working alongside the Consultants

within the ED. A debrief will be held on 29 November 2018, so that learning can be taken
forward to help reduce pressure in January 2019.
7.3 As part of our ‘Twelve Days of Christmas’ campaign the Trust is preparing for the
forthcoming festive period with a focus on patients being discharged home for Christmas.
The campaign will be running from 13-24 December 2018.
7.4 A mini MADE will be held on 19 December 2018. The Trust anticipates that the MADE will
generate bed day savings across identified clinical areas to support our management of
increased demand in the system. The Trust clinical teams will be supported by system
partners to increase and promote discharges.
7.5 A Reboot Week is being planned for week commencing 7 January 2019. This will take the
form of a ‘Perfect Week’, working with system partners to unblock any delays within the
Hospital.
8. Workforce Plan
8.1 Work continues on those workforce areas of action already identified in the Winter Plan e.g.
the review of budgeted establishment against staffing and vacancy positon. Actions
underway to increase numbers of registered nurses in time for the winter period have
produced some early indicators of progress with 62 new Registered Nurses joining the Trust
over the last 2 months.
8.2 Plans are being finalised to allow the hospital to function more effectively over the
weekends of 28/29 December and 5/6 January through enhanced clinical teams and senior
leaders working over and above normal levels of weekend staffing. The aim is that this will
significantly mitigate the risks of severe pressures in January; maintaining a focus on
patient flow.
8.3 Work is also underway to ensure increased performance and resilience in the temporary
workforce over the winter period. This includes working with the agency neutral vendor
supplier to ensure proactive action to secure agency staff over winter, which has seen a
gradual rise in the fill rate of framework agency staff over the last few months. In addition,
recruitment campaigns to increase the number of bank staff in registered and unregistered
professional groups and support services is ongoing before the winter months commence.
8.4 The Retention Steering Group are making good progress in a number of areas, with pilots
underway with a specific focus on reducing the number of leavers in the first year of
employment with the Trust. This work is being led by the clinical ward/department leaders.
A pilot will also be launched to implement a more flexible approach to rostering.
8.5 Progress continues on the health and wellbeing programme for staff with the Employee
Assistance Programme now launched. Overall in Quarter 1 there has been a 12% reduction
in FTE days lost to MSK reasons compared with Quarter 1 in 2017 and a 1% reduction in
FTE days lost to ‘Stress / Anxiety / Depression / Other psychiatric illnesses’ in the same
period. This is an early indicator of the emerging positive impact of physio direct and
psychological wellbeing intervention programmes.
8.6 Statutory/Mandatory training compliance is currently now running at an average 87% across
all topics and work remains ongoing to increase compliance in those areas falling under
75%. Face-to-face Statutory/Mandatory training will not be available during January and
February 2019 to ensure availability of frontline staff for their normal duties. To

accommodate this, the Trust has added additional sessions in the lead up to these dates
and has communicated this to all staff. The time released from running this training has also
released some capacity of the clinical trainers, who have been supported to update their
clinical skills and have been allocated to clinical environments to support clinical practice
during these months.
9. Influenza Planning
9.1 Whilst the requirement of the CCG Health and Wellbeing CQUIN is that 75% of frontline
staff are vaccinated, on 7 September 2018, an NHSI/E letter was sent to all Chief
Executives stating that there was now a national expectation that 100% of frontline staff are
vaccinated.
9.2 The Trust Flu Campaign started on 1 October 2018 with a range of innovative
communications delivered.
9.3 To date (22 November 2018) 72.7% of frontline staff and 62.4% of all staff have been
vaccinated. This demonstrates an improvement in the number of staff vaccinated compared
to the same period last year (frontline staff 65.1%; all staff 55.1%).
10. Winter Risk Register
10.1 A Winter Risk Register has been established to capture the range of risks that could impact
on the delivery of the Winter Plan.
10.2 The Winter Risk Register is reviewed and updated fortnightly at the Urgent Care
Improvement Steering Group.
11. Winter Plan Governance Arrangements
11.1 A monthly Winter Oversight Meeting between the Executive Team and Clinical Directors is
held to supplement the discussions being held at the Urgent Care Improvement Steering
Group and Trust Management Team Meeting.
12. Recommendations
12.1 The Trust Board is asked to acknowledge the progress made in delivering the commitments
within the Winter Plan and accept assurance given with regards to the ongoing delivery of
plans.
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Report To:

Trust Board (Public)

Agenda
Item:

3.2

Date of Meeting:

29th November 2018

Report Title:

OneNBT Digital Vision (Digital Strategy)

Report Author & Job
Title

Kath Kaboutian; Assistant Director of Informatics – IT Programmes

Executive/Nonexecutive Sponsor
(presenting)

Neil Darvill, Exec Director of Informatics

Purpose:

Approval/Decision

Review

To Receive
for
Assurance

To Receive
for
Information

x
Recommendation:

•

The Trust Board is asked to note the content of this report and
approve the OneNBT Digital Vision (Strategy).

Report History:

•
•

Corporate Deputies – for review and comment
Clinical Directors / Heads of Nursing / DoD’s – for review and
comment
Endorsed by TMT

•
Next Steps:

Communication & Engagement Strategy approved

Executive Summary
Our OneNBT Digital Vision is an ambitious strategy that presents the need for changing the
culture through digitally enabled transformation combined with an opportunity for accelerated
delivery and a focus on collaboration.
With more than 75% of all patients expecting to use digital services in the future, the need for a
first class digital infrastructure is vital.
Through surveys and focus groups we have made the first step in understanding what our
patients really need from digital. Whilst we can do so much by making improvements to our
current technological capabilities, there remains a long way to go to ensure that the organisation
is able to deliver a first-class digital infrastructure, with every individual having the ability and
confidence to be able to use high quality digital tools to support clinical care.
Strategic
• Change how we deliver our services
Theme/Corporate
• Be one of the safest Trusts in the UK
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.

Objective Links

Board Assurance
Framework/Trust Risk
Register Links

•
•

Create an exceptional workforce for the future
Maximise the use of technology – right information for the
right decisions

BAF Risk No. SIR5: Data/Information 4 x 3 = 12
BAF Risk No. SIR10: Investment in Technology 4 x 4 = 16.
BAF Risk No. SIR15: Risk of Cyber-attack 4 x 4 = 20.

Other Standard Reference
Financial implications

Financial implications – see attached appendices

Other Resource
Implications
Legal Implications
including Equality,
Diversity and Inclusion
Assessment

Appendices:

1. OneNBT Digital Vision (Strategy)
2. OneNBT Digital Vision Governance & Financial Overview

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.

Digital Vision
Four year view, ending in 2022

Exceptional healthcare, personally delivered
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1: Foreword
Welcome to our “OneNBT Digital Vision”…

These are exciting times for NBT when you consider our
exceptional facilities, and our expert workforce. Taking full
advantage of digital to support our transformation is an
irresistible opportunity to accelerate progress toward our
ambitious long-term goals.
One of the most important components of our future success
will be how well we embrace the challenge of digital, and I can
see over recent years that there has seen a significant
improvement in our technology, but there remains a long way
to go.
We must ensure that our Trust is best placed to continue to
deliver world class clinical services. This will only be possible if
we have first-class digital infrastructure and solutions working
hand-in-hand with a digitally skilled workforce. Every individual
and department should have the ability and confidence to seize
the opportunities of digital technology, and have easy access to
high quality digital tools to support their work.
The Trust is currently refreshing its strategy and redefining our
ambition for excellence by building on our strategic strengths,
and tackling our underlying weaknesses. At its core this
strategy will help create a leading digital environment that
works for everyone. It is part of this Trust’s ambition to be
outstanding for patients, forward thinking for staff and a leading
player in delivering healthcare across the region.
Publishing this strategy is just the start of a new phase of
close engagement and collaborative working across our
regional healthcare system. Delivering its ambitious vision
will require a combined effort from us all to realise the
considerable benefits of a digital future.

“
Andrea
Young

These are exciting
times for NBT…
Taking full advantage of
digital to support our
transformation is an
irresistible opportunity
to accelerate our
progress.

- Andrea Young, Chief Executive
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2: Introduction

This document details the One NBT Digital Vision, and the benefits it will provide through
transformation to both the Trust and its surrounding partners. The strategy and document has
been created to encapsulate our ambition, in conjunction with our colleagues across the Trust
and local partners through a series of workshops, one-to-one interviews and surveys. The
document contains:
Executive Summary
A summary of key points in the strategy.
Contexts
Who we are as a Trust, the local community
we are a part of, and the national outlook.
Our Digital Vision
What are we going to change using digital
transformation and what are the outcomes
for our Trust, our patients, and our local
healthcare system.
Supporting Strategies
Looking in more detail at workforce
transformation, data analytics, and
technology, and how they support the main
strategic aims.

What & When
The key elements we are planning to deliver
now and into the future, in a single quickreference page.
How It Will Feel
Practical examples of how transformation
will change the way we work from multiple
perspectives.
Our Digital Maturity
A review of the aims of the strategy, and the
material increase in capability and digital
maturity the strategy delivers, aligned to the
HIMSS index.
Note: Word cloud shows key themes generated from the
content of this document, which is our response to the
feedback received from the clinical and organisational
engagement undertaken in developing this strategy

5
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Executive
Summary
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3:

Executive Summary

An ambitious strategy powering our digital future…
Our OneNBT Digital Vision is an
ambitious strategy that presents the
need for changing the culture through
digitally enabled transformation
combined with an opportunity for
accelerated delivery and a focus on
collaboration.
As a Trust with an annual turnover of £564
million, that is facing significant challenges
over the coming years including sustained
pressure from unprecedented demand for
clinical services over the coming years, it is
crucial that we use every available tool,
including technology, to improve the safety,
quality of care and efficiency of providing
our services.
In a society that is rapidly embracing and
adopting technology, the NHS cannot stand
still. Our vision outlines how we intend to
integrate digital solutions into every patient
interaction and how, through clinical
leadership, we will use these to improve the
quality of care and experience of our
patients and support our workforce providing
safe and efficient tools.
Our road to embracing digital will see us
remove digital friction, implement enabling
technologies, ensure technology is aligned
to roles, and enable high quality data at the
point of care. Additionally we describe the
digitisation of patient interactions, and the
automation of related processes, enabling
the sharing our data across the system.
Finally we will reflect our growing wealth of
data back to decision-makers at all levels of
the Trust through compelling self serve BI.

Our Digital Vision:

We will deliver a Digital Trust,
providing exceptional care,
quality and safety for our patients,
a single view of information for
our clinicians, with collaboration
at our core..

Our aim is not to simply “go paperless”,
although this will be a by-product of
digitisation, but to ensure that the information
our teams require is available in the right
place, at the right time and on the right
device. With the information needed to hand
our teams will be able to perform to their
maximum potential, this leads to increased
quality, safety and efficiency which will inturn will drive down costs
The need to collaborate and interoperate
with our local partners is also key to our
digital vision, and reflects that we are part of
a wider team of organisations and that
patient care will be greatly improved if we all
have sight of each others actions.
To quote the highly regarded Wachter
report “… the one thing the NHS cannot
afford to do is remain a largely non-digital
system. It is time to get on with IT”; this
is our response to that challenge.

7

North Bristol NHS Trust | OneNBT Digital Vision

Our Digital Vision at a glance…

Our Road to Digital

Digital Patient Vision

Eight steps to delivering digital
transformation including removing digital
friction, implementing enabling
technologies and digitising core
activities.

In the future we will have digitised all of the
events and information that relate to a
patients care into an easily accessible data
store that can be shared with our BNSSG
partners.

Digital
Workforce

System
Leadership

Building a digitally skilled
workforce that is directly
engaged in digital
transformation, and growing
our digital leadership
capability through the NHS
Digital Academy.

We will improve crossorganisation care and services
by implementing a seamless
joined-up technology platform
that allows patient information
to flow freely and securely.

Digital Vision

Data
Analytics

Technical
Infrastructure

Our Business Intelligence
strategy will revolutionise data
and information consumption
within the Trust, and will provide
a leading example of robust data
analytics across the system.

The foundation of our digital
aspirations, requiring the
transformation of our
network, connectivity, and
alignment of devices and
technologies.

Technical
Systems

Digital
Maturity

A commitment to reducing system divergence,
delivering solutions such as Personal Health
Record, instant messaging, e-Observations, ePrescribing, all designed with interoperability
as standard

At the conclusion of the longer
term elements of this strategy,
the trusts digital maturity will be
increased to HIMSS Stage 7 or
an equivalent measure.

8
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Contexts
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4: Contexts
North Bristol NHS Trust: Our vision and values…

North Bristol NHS Trust is one of the largest in the UK and a
major trauma centre for the South West and has an annual
turnover of £564 million. The majority of our services are
commissioned by the Bristol North Somerset and South
Gloucestershire (BNSSG) Clinical Commission group with other
specialist services commissioned by NHS England directly.
We employ over 8,000 highly skilled, experienced and caring
staff who aim to deliver excellent clinical outcomes and service
experience whilst treating some of the most challenging medical
conditions, in an increasingly complex patient population.
Our commitment is that each patient is treated with respect and
dignity and, most importantly, as a person. We aim to deliver
excellent clinical outcomes and a great experience for everyone
who uses our services: exceptional healthcare, personally
delivered.
Our vision is to be the provider of choice for patients needing
our specialist care. We want to deliver innovative services with
excellent clinical outcomes in the most appropriate setting for
our patients. We are committed to maintaining a culture of
openness, transparency and candour in all we do and
especially in the way we communicate with our patients and
their families.
Our Trust Board is committed to creating a strong, vibrant
organisation that is at the forefront of healthcare delivery in the
West of England.
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The Vision for OneNBT

NBT takes pride in delivering excellence in
acute care, and know that we are
responsible for continuously improving what
we do. As a Trust we work hard every
single day to ensure beds are available
when needed. We invest in our staff, to
ensure they are equipped and supported in
taking the right decisions, so that no patient
experiences unnecessary moves or delays
in their care. By focusing on all that is in our
control we will create a planned and
proactive approach to the use of our bed
base.
Realising our OneNBT Vision
•

•

•

•

We will value every hour a patient
spends in hospital, ensuring that they are
in the right bed at the right time and can
return home as soon as possible.
We will ensure empty beds every
morning and eliminate delays in care,
which will ensure we deliver the
exceptional patient standards that we
would expect for ourselves and our
families.
We will meet all patients’ urgent care
needs making sure there is always a bed
available for them at any time of day,
and so meeting the urgent care
performance standards.
We will guarantee delivery of planned
surgical and interventional procedures
and so enhance our place as a surgical
centre of excellence.

“
We will use the full skills and
capabilities of our staff, making sure
that they are engaged, supported and
equipped to work flexibly, centred on
meeting patients’ needs… We are all
individuals within one team, within one
division, within OneNBT!
•

•

We will use the full skills and capabilities
of our staff, making sure that they are
engaged, supported and equipped to
work flexibly, centred on meeting
patients’ needs.
We will all be responsible for playing our
part in delivering this vision through our
actions and decisions.

By doing all of this we will maximise the
opportunity of our specialities to deliver
exceptional care and enhance our reputation
as a Surgical ‘Centre of Excellence’. We are
all individuals within one team, within one
division, within OneNBT!
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Our Digital Journey To Date

We have delivered improvements to the
working environment by creating combined
digital and clinical teams that have delivered
end to end solutions for our Breast and
Emergency care services. As shown below,
we have delivered discrete pieces of a digital
jigsaw and in doing so gained valuable insight,
learning and success that we will translate into
an organisation wide digital solution for clinical
care.
Flow
We manage the flow of patients through our
Trust and monitor the status of our beds, in
real time, using interactive digital whiteboards
on every ward
Connecting Care
Our BNSSG partners are able to view core
information regarding our patients, including
correspondence, via a digital interface with the
Connecting Care shared record system – and
our clinicians are able to obtain a summarised
holistic view of a patient, including primary
care medication and GP notes. We use this in
our Emergency Department to improve safety
and flow.
Digital Notes within ED
Within our Emergency Department our patient
notations are made digitally from end to end,
contributing to safety and performance,
including the automatic population of
discharge summaries for electronic
distribution via Connecting Care.

“
We have delivered pieces of the
jigsaw, and gained valuable insight
for a lasting digital vision.
Digital Archiving
We have improved paper note availability by
investing in a digital archiving tool that
allows our clinical teams to access previous
notes without needing to wait for their
physical return.
Digitised Results
The requesting of tests and receipt of results
from our pathology and radiology teams has
been digitised from end to end, reducing the
number of repeat tests and assisting with
diagnosis as all results are available to
clinical staff.
Pilot of Personal Health Record
We have successfully piloted the use of a
Personal Health Record for major trauma
patients allowing them to have access to
notes and information regarding their care
after they have left the Trust.
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Our Local Community

With a population of nearly one million and a footprint that
includes a large city and outlying towns, villages and rural
locations, our citizens have a varied age profile similar to
England as a whole. The region comprises of a recently
merged single Clinical Commissioning Group, three local
authorities, three acute trusts, three community providers and
just under 100 GP Practices
The health and social care community involves around 20
members spanning acute, primary, community and social
care all of whom have joined together to form the Healthier
Together Board. Their aim is to transform and improve the
care we provide to our citizens through delivering:
•
•
•
•
•
•

Convergence across BNSSG of Patient Administration
System (PAS) supporting, Acute Care, Mental Health and
Community Care
Developing a shared infrastructure plan across BNSSG
Health Services to consolidate existing infrastructure
Interoperability plans to enhance mobility, remote and
flexible working
Identification of opportunities for using current and future
assets, resources and co-location of support services
and facilities
Building on existing data flows from Health & Care, enable
the development of a system wide information engine
The overall aim of Healthier Together is to provide an
integrated approach to care provision across the entire
region.

Our strategy has been developed to support this approach of
system wide integration and to provide our citizens with
similar digital experiences wherever they
interact with the NHS in BNSSG.

Now

3-5 Years

5+ Years
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National NHS Developments

In October 2014 the NHS outlined its five
year forward view which highlighted the
significant part that digital technology must
play in improving the care of our patients
and to the efficiency of operation.
Components such as the provision of digital
access for patients, wider sharing of
information and the use of technology to
speed up and reduce the costs of
communication are all features of this
strategy.
This was followed in August 2018 by the
NHS commissioned report “Making IT Work:
Harnessing the Power of Health Information
Technology to Improve Care in England”,
now commonly referred to as the “Wachter
Report”. The reports findings and
recommendations have been widely
accepted across the NHS.

“
“Getting it [digital] right requires a
new approach, one that may
appear paradoxical yet is ultimately
obvious; digitising effectively is not
simply about the technology, it is
mostly about the people”.
– Wachter Report, 2016

Internationally, the digitisation of hospitals
has been proceeding for a number of years
leading to the development of the Healthcare Information and Management Systems
Society Analytics Electronic Medical Record
Adoption Model (HIMSS EMRAM). Our
vision will be to achieve a level 7 HIMSS
rating over the succeeding years.
We have ensured that our digital vision is
aligned with both the local and national
strategies, also ensuring eligibility for
upcoming national funding programmes
such as Global Digital Exemplars for
Integrated Care Systems.

14

5

North Bristol NHS Trust | OneNBT Digital Vision

Our Digital
Vision
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5: Our

Digital Vision

We will deliver a Digital Trust,
providing exceptional care, quality
and safety for our patients, a single
view of information for our clinicians,
with collaboration at our core.

For Our Trust

For Our Patients

For Our System

We will enable the Trust to
excel in its objectives
through digital
transformation,
underpinned by high quality
efficient services with
safety at their core.

By focusing on safety we
will achieve higher quality,
a good patient experience,
strong performance and
efficiency.

We will provide leadership
to the wider health system
to drive forward
collaboration and place the
patient at the centre of
everything we do across
the community.

Trust-wide transformation, with digitally skilled and engaged staff.

Data Analytics

Compelling self-serve BI to support data-driven decision-making.

Technology

Reliable, streamlined digital systems, infrastructure, and services.

Supporting

Digital Workforce

Our Digital Ambition
Our ambition is to change the way digital transformation is approached, funded and
delivered within our Trust, whilst also harnessing the knowledge and capability available
in the local and national health communities.

16
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5.1:

Our Road To Digital

Making digital an integral part of our culture…
1. Remove Digital
Friction

5. Digitise Patient

4. Data at

Interaction

Point of Care

2. Implement
Enabling Technologies

7. Share Data Across
the System

6. Digitise Core
3.Tech Aligned

Activities

8. Compelling SelfServe Analytics

to Role

By embracing the strategy and making digital technology a key component of all organisational
transformation, we will ensure it is part of every clinical pathway and contributes to the care
given to, and safety of, our patients. Digital transformation will blend into our culture to become
a foundation of change that leads to improved patient care and safety.
Our road to digital is characterised by the following key points on the journey:

1. Removing Digital Friction
We will remove the high levels of digital
friction experienced by our teams when
accessing patient information. We will
remove multiple logons, passwords and
slow authentication in order to reduce the
fatigue and discontent that can build when
using a high number of disparate systems.
Our strategy will be to reduce digital friction
by using fewer systems and more
streamlined access methods whilst retaining
high levels of security.
2. Implement Enabling Technologies
IT Systems must improve our teams’ ability
to support patient care rather than be
viewed as an administrative barrier.

3. Tech Aligned to Role
We will implement digital technology that
allows carers to remain at the patients side
when updating or viewing information. We
will supply our staff with devices pertinent to
the environments in which they are
operating. Tools such as tablet computers,
smart phones, and wearable devices will all
have a place in our new digitally connected
way of working.
4. Data at Point of Care
Smart graphical representations of patient
data will be made available to clinicians at
the point of care, this will improve the speed
at which analysis can be made and improve
the accuracy of decisions.

17
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5. Digitise Patient Interactions
Our patients safety and care will also be
improved as IT systems inform prescribers
of potentially dangerous drug combinations
whilst automatically tracking drug
administration times and prompting nursing
staff when medication is required. By using
clear digital instructions and prescriptions,
safety will be further improved as the
reliance on interpreting hand written notes
will be removed.
6. Digitise Core Activities
As the strategy progresses, the use of digital
tools will become second nature; for
example, the clinical observations of our
patients will be a fully digitised end to end
process. This will have massive
administrative and clinical benefits by
removing the need to manually collate and
process paper charts across every bed,
instead activity can be easily prioritised
based upon recorded observational
feedback.
Digitising core activities, such as
observations, will lead to improved patient
care, safety and reduced costs.
7. Share Data Across the System
At an organisational level, the success of
our strategy will be proven when digital is
regarded by our patients, staff and health
economy partners as a key enhancement to
every clinical pathway and is embedded as
a way of working.

“
At an organisational level, the
success of our strategy will be
proven when digital is regarded…
as a key enhancement to every
clinical pathway and is embedded
as a way of working.

By sharing our information with partners and
services across BNSSG and wider national
bodies, we will occupy a leading role in
shaping the future direction of healthcare
within the region.
8. Compelling Self-Serve Analytics
The data we acquire throughout our daily
activity will be proactively placed back into
the hands of our clinicians, managers,
leaders and decision-makers through
compelling self-serve reports and
dashboards. There will be a desire to get
smarter through advanced data analytics.
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5.2: Our

Patient Vision

Our digitally transformed future healthcare vision…

Cloud-Enabled

Connected ‘Single View’

Patient-Accessible PHR
GP Notes

E- Prescribing

E-Referral

Order Comms
/ Imaging
Admissions
/ Flow

Digital Record
E-Observations

In the future we will have digitised all of the events and information that relate to a patients care
into an easily accessible data store that can be shared with our BNSSG partners. Clinicians will
be able to view all the requests and results relating to a patient, including images, not only from
our Trust but also our partners in primary, secondary and community care.
By digitising the complete care pathway, from admission through medicines administration and
onto discharge, patients will receive better and safer care as our teams will have a clear and
easily understood picture of the patients health.
The digital Trust will revolutionise the way our teams operate and will make technology work for
them. With the patient at the centre of the data, we can include them in this digital revolution by
providing access to their records and increasing engagement in their own heath care.
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Digitise Patient Interactions
In future, our patients must be able to
interact and provide updates to our teams in
ways more efficient than the existing
physical appointment process. Some
examples of future digital interactions are
the ability to record information relevant to
their health, view results, seek quick help
using “webchat” type tools and to also hold
online appointments.
Apps Integrated with Systems
We will improve the health and wellbeing of
our patients by providing them with digital
solutions and apps that are integrated and
interoperable with the trusts systems.
Personal Health Record facilities are a
crucial enabler that will allow our citizens to
view their treatments and information in a
seamless way across the BNSSG
community, regardless of whether this is
from their local GP, a secondary care
hospital or community health provider.
Accessible Records Across BNSSG
Our digital platforms will interoperate across
the whole BNSSG community and provide
patients with the ability to access their
records and care plans wherever they are,
allowing them to be more active participants
in their own care
One Place for Patient Information
We picture a time when a patient will be
able to, through a single app, see when their
next GP appointment is due, when a
community nurse will be visiting and when

“
Personal Health Record facilities
are a crucial enabler that will allow
our citizens to view their treatments
and information in a seamless way
across the BNSSG community,
regardless of provider

their hospital consultant expects to see
them. By providing citizens with
straightforward access to this kind of
information, we will allow them to have a
clearer view of all NHS interactions which
will in turn reduce the likelihood of missed
appointments
Empowering Citizens
By providing our citizens with
straightforward access to Personal Health
Records, we will improve safety and
efficiency across the NHS whilst also
empowering them to take control of their
own healthcare needs. Our digital revolution
will simplify and empower our patients.
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5.3: System

Leadership

Leveraging capability in a connected healthcare system…

Working Together
Some of our key measures will be how we
improve quality, safety and patient
experience in our service. We will move to a
highly interoperable, care-system wide,
approach to technology solutions and away
from disparate silo-based implementations.
Only by working together and joining up our
digital platforms will we be able to create a
single view of the NHS for our patients.
Friction-Free Information Exchange
We will remove the digital friction between
our Trust and other providers by
implementing a seamless joined-up
technology platform that allows patient
information to flow freely and securely. By
ensuring our information is available across
the region we can improve the flow of
patients into and out of our hospital.
Community care providers will be able to
use our data to automatically seek and
allocate community beds based upon patient
needs, reciprocally, they will be able to
understand our bed-state and use this to
assess if a patient would be better to remain
in place with local care.
Servicing Our Health System Needs
Out of hours GPs will have access to up-to
date information regarding the treatment
given and recommended courses of action,
allowing them to forward plan for potential
home visits and arranging follow-up
appointments.

“
We will remove the digital friction
between our Trust and other providers
by implementing a seamless joinedup technology platform that allows
patient information to flow freely and
securely.

Unifying Disparate Information
We will ensure that our staff and all those
based within our health system have the
ability to view a complete picture of the
individuals they are caring for, rather than
the current jigsaw puzzle than can have
pieces missing.
Leading Across the STP
We will use our leadership positions on the
newly formed STP Healthier Together
boards as the platform to access the wider
community. Through these boards and
partnerships we will distribute what we learn
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and include our wider partners in the
changes we are making to share rich
summaries of patient care.
Championing ‘Connecting Care’
Working together as a single health
community is vital to create a safe and
holistic view of our citizens health.
Our membership of the BNSSG Connecting
Care partnership has resulted in NBT being
an active provider of information into a
clinical portal and data sharing platform.
Along with other providers in the region, our
teams are already able to view GP records,
current medications, mental health
information and correspondence.
Commitment to Sharing Information
The continued use of Connecting Care is
vital to sharing information across the local
health community and will continue to be
used as our strategy progresses. By
continuing to supply data from our systems,
we will provide our partners with access to
vital up to date patient information whether
they have access to our core clinical
systems or not.

“
We will use our leadership
positions on the newly formed STP
Healthier Together boards as the
platform to access the wider
community… Working together as
a single health community is vital.

Benefitting the Patient
Patient diagnosis and pathways will
continue to be improved as more teams
make use of the Connecting Care platform.

22
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Supporting
Strategies
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6.1: Digital

Workforce

Shaping a digitally smart workforce for the future…

We strongly believe that the use of
technology and information will be crucial in
resolving the challenges facing the NHS and
our Trust. However, digital transformation
should no longer be viewed as something
created by “the IT department” and then
delivered to the clinical and operational
areas. Successful digital transformation
cannot be made in isolation and requires
people from all areas of the Trust to
challenge their current ways of working and
become part of the change. Accomplished
change will only come through collaborative
and creative working between the clinical
and digital teams.
Simply automating the existing paper
processes or digitally replicating paper
forms may appear to be a rapid route to
digitisation but this will not yield the
productivity increases that the Trust
requires. Instead, the fundamental changes
will need to come from both disruptive
technology implementations and process
transformation; this will require input from all
those impacted in patient care and
operational support.
The trust’s recent successful implementation
of Lorenzo into the Emergency Department
can be attributed to the combined efforts of
the digital and clinical leadership teams who
took a key role in the project at all stages;
from inception to delivery. This needs to be
the model for all future transformations.

“
The fundamental changes will
need to come from both
disruptive technology
implementations combined with
workforce transformation which
requires input from all those
impacted.
transformation is accomplished across our
Trust and the STP. If we are to deliver on
our ambitious aims to increase the digital
maturity to HIMSS Level 7, or equivalent,
then we must also develop our workforce.
Starting with digital leadership we will
extend and mature the CCIO role to
increase its importance and influence.
We will invest time and energy into
creating a team of well-informed clinical
informaticians who will assist in the
delivery of every transformation; every
change we make must have clinical
leadership and influence.

Building upon these foundations, we will
radically change the way in which digital
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Digital transformation is felt at all levels of the Trust...

Board Sponsorship for Change
If digital working is to be at the heart of
everything the Trust does, the board need to
consider how this is to be delivered
throughout the organisation. This requires a
cultural change at board level to publically
inform the organisation that this is part of its
core business. We will look to the board to
consider the impact of all developments
within the Trust from a digital perspective,
seeking feedback and advice from the
clinical workforce through the CCIO team.
Workforce Engagement & Development
Our strategy will be to increase the number
and spread of clinical and operational staff
who are directly engaged in digital
transformation. They should be appointed
from across all professions including
nursing, doctors and allied health
professionals. We should ensure that our
organisation takes advantage of the NHS
Digital Academy and supports the formal
development of its clinical and digital
leadership by ensuring regular enrolments.
This will have the benefit of providing a clear
professional development pathway and of
involving key decision makers within the
national digital healthcare networks.

“
This [strategy] requires a
cultural change at board level
to publically inform the
organisation that this is part of
its core business. We will look
to the board to seek routine
insight from the digital
transformation teams.

Rise of CCIOs & Clinical Informaticians
These influencers will create the digital
leadership network and identify the clinical
informaticians within the organisation.
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Digital leadership roles will be pivotal to our success…

As recommended in the Wachter report and
accepted for adoption as best practice by
NHS Digital, we would expect around six
individuals in digital leadership roles
including CCIOs, CNIO and further leads
from other professions
Instilling Purpose & Direction
The challenge of shifting to digitally led
transformation should not be
underestimated; our clinical digital
leadership teams will be key in challenging
the culture of the organisation and for
creating convincing messages as to why
change is needed.
Embracing Digital is Fundamental
We must overcome the opinion that the
digital recording of clinical activities is
optional or performed by others as an addon to clinical practice. In the same way as
electronic blood pressure machines are now
accepted as standard practice, so too will
we come to accept digital observational
recording and notation as normal.

Additional
clinical and
digital
transformation leaders
to attend the
NHS Digital
Academy

2018

2019

Digital academy
graduation

Digital
transformation
and operations
structure in
place

Further
attendees for
NHS Digital
academy.

2020

2021

2022

Identify at least
five members of
staff to become
clinical
informaticians
Digital
Leadership
network
established and
future digital
transformation
and operations
structure defined
Industry
Accreditation for
digital
transformation
and operations
teams
Leadership and
processes
embedded into
organisation and
leading EPR
change
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6.2: Data

Analytics

Getting smarter with self-serve intelligence…
Devolved
Analytics

Our Business Intelligence strategy will
revolutionise information consumption within
the Trust, and will provide a leading
example of robust data analytics across the
system.

Self-Service & Self Sufficiency
The retained BI function will ensure that data
is engineered according to the most rigorous
professional standards, with the latest
thinking influencing the creation of
increasingly sophisticated and user-friendly
insight models. Quality and availability of
data will be the core aim of the BI function,
in order to ensure data is reliable when
sliced and interrogated through different
perspectives or organisational levels.

Accelerated
BI Maturity
OPTIMISATION

ANALYTICS

We will revolutionise
information consumption within
the Trust.

Focus on building analytical
capability in the divisions

PREDICTIVE

TARGET

FORECAST TREND
STATISTICAL ANALYSIS

DATA ACCESS

Self-Service & Self Sufficiency
The cornerstone of our strategy is to embed
self-service and self-sufficiency of analytics
within our divisions. The divisions know the
questions that need answering to drive
change and improvement. Our intention is to
place powerful interrogation tools and
compelling dashboards in the hands of
clinicians, analysts, managers and decisionmakers, while decreasing the reliance on IT
delivery resources.

ALERTS
DRILLDOWN

TODAY

STANDARD REPORTS
AD HOCS
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Key Data Analytics Objectives
Our solutions will enable us to:
•
•
•
•
•
•

Embed skilled Analysts within each division
Reveal emerging trends internally and
externally in the wider populous
Highlight key issues in our data quality
Provide detailed insight and analytics to
clinicians, mangers and decision-makers
Model the direction and performance of the
organisation from multiple perspectives
Support the collaborative use of data
across the system, in conjunction of sharing
best practice.

Step-Change in Analytical Maturity
Over the lifetime of the strategy we will
transform our analytical maturity, embracing
and driving changes that come with broader
usage of data. We will provide better
predictions, safety improvements, pre-emptive
controls, usage of AI models, and greater
confidence in our information-based decisions.
Getting Smarter
As our strategy matures, so will our usage and
scope of the data we work with. We will no
longer be constrained by only the data our
Trust holds – we will look to predictive
modelling tools, artificial intelligence and
machine learning to boost our insight of Trust
organisation and big data inputs. Sophisticated
analytics will then become available on the
consumer’s device of choice, enabling intuitive
use of data.

2018

Data
Warehouse
Complete

Deploy New
Self-Service
BI Platform

2019

Decommission
Legacy Platform

Embed
Devolved
Operating
Model.

2020

Integration of
Artificial
Intelligence

2021

Incorporate
Predictive
Modelling

Big
Data
integration

2022

28

North Bristol NHS Trust | OneNBT Digital Vision

6.3a: Technology:

Infrastructure

The foundations of our digital aspirations…

Our digital infrastructure is currently undergoing a huge
transformation in order to provide the stable foundations for
our future aspirations. As our digital transformation moves
forward, the dependency on devices that can connect reliably
and at speed is critical; without this our staff and patients will
become locked-out from the information they need.
This work is of crucial importance to the ongoing
sustainability and security of IT services and the principle
enabler for our long-term strategic aims. It is also the work
that is least visible to patients and staff, operating “below the
water line”, but powering our day-to-day activity.
Over the next 24 months the network across our entire estate
will be replaced with a single integrated solution which has
been designed to meet future expectations of growth in size
and breadth of services. We will also look to leverage cloudbased approaches as our strategy and needs evolve.

A stable network will enable our vision of providing
information to staff using the right devices for their situation.
For example, teams will have tablets or other mobile devices
which will provide them with patient observations and records
to hand when performing ward rounds - minimising the need
to leave the bedside and providing more time for patient
interaction.
Outpatient clinics will have devices that allow our consultants
to converse with patients whilst also viewing historical
records with minimal delay, in addition to having the ability to
rapidly record notations digitally. All of our staff will have the
capability to use whatever devices are appropriate to their
situation and location. For example smart phones will replace
pagers, tablet devices will replace pens, paper and clipboards
with traditional laptops or desktops being used when high
degrees of input are required.
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Enabling new ways of working…

Embracing the ‘Internet of Things’
As we progress further, the use of Internet of
Things sensors along with dedicated
telemetry and tracking devices will provide
data to improve the care given to our
patients by providing real-time feedback of
observations and locations.
Bring Your Own Device (BYOD)
The ability of staff to choose or bring their
own devices and have secure access to our
systems will become part of everyday life.
The flexibility provided by allowing clinicians
to configure devices to their liking also
improves productivity and efficiency; we
envisage a time when a clinic can be held in
any room or location.
‘Pop-Up’ and ‘Virtual’ Clinics
With access anywhere we will be able to flex
and operate “pop-up” clinics at locations
outside of the Trust and take specialist care
into community locations closer to our
patients. In addition, the use of high speed
network connectivity will allow us to hold
online video consultations as an everyday
event.
Renewed Cyber Security
To support this level of flexibility, we must
also continue to invest in Cyber Security
measures so that our Citizens data is kept
safe. Our software will be maintained in line
with supplier support and we will commence
the rollout to the latest versions of desktop

“
Care of patients will be transformed
by using systems that assimilate
raw telemetry data into graphical
formats that allow trends to be
identified quickly and easily, often
through use of internet enabled
wearable tech.
operating systems and office productivity
tools over the next 18 months.
Cloud-Based Solutions
The move to cloud-based Office 365 is more
than a simple replacement of our aging
productivity tools. As our data is moved into
the cloud, our teams will be able to access
the data, securely, wherever they may be.
The highly collaborative nature of the
platform will allow us to share our data,
subject to information governance rules,
with other providers and commissioners far
more efficiently.
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Implementing IT solutions that just work…

Virtual Collaborations
It will become normal practice to hold multidisciplinary team sessions where everyone
has access to the same information at the
same time and are able to update this in real
time. The safety and outcomes for our
patients will be greatly improved as handovers will have an accurate and timely flow;
gone will be the need to fax, print or email
static documents. The need to fax will be
completely eradicated from patient care in
the first stage of the strategy.
Fit-For-Purpose Hosting
Whilst some services will benefit from cloud
based solutions, there will be a continued
need to host our own systems locally for
performance and cost reasons. We will take
a pragmatic approach to our future
infrastructure requirements and use a
hybrid-cloud methodology accompanied by
the need to maintain pace, security and
supportability, wherever our systems are
based.
A Place Where IT Just Works
The underlying IT Service will be
standardised into an industrial strength
solution where things will “just work”. When
incidents and problems do occur, we will
ensure there are skilled teams available to
remedy the situation with minimal impact to
the staff and patients.

2018
Network
remedial
work
completed

Cyber
Security
Upgrades
Core network
infrastructure in
place

2019
Infrastructure for
converged
secondary care
EPR.
Self-service for
day-to-day IT
operational.
Hybrid-Cloud
Infrastructure to
support future
service
integration

PHR
infrastructure
built and
deployed.

Windows 10
and Office 365
Deployment

2020

2021

2022

Trust wide
network
upgrade
completed.

Deployment of
tablets and
other mobile
devices.

Standard
service
operating model
fully operational.
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6.3b: Technology:

Systems

Standardised solutions with interoperability at their core…

From Divergence to Convergence
In order to move from our current silo-based
system architecture, we intend to pursue
and agree a robust plan for EPR
development that will meet our patient, staff
and collaborative needs. Our vision for the
future will ensure there is a reduction in the
amount of system divergence across the
whole BNSSG region whilst simultaneously
improving the standard of the EPR solution
by taking advantage of lessons from the
GDE programmes.
Focus on Solutions
Whilst we are committed to aligning
systems, we will also ensure that we deliver
solutions such as Personal Health Records,
patient integrated instant messaging,
electronic observations and a fully digitised
medicines administration system.
Growing Capabilities via GDE
Looking to the wider geography and the
possibility of adopting a GDE platform, we
must ensure that solutions are interoperable
with our existing valued software suites so
we do not re-create things that currently
work well. The move will also provide us
with a single platform over which our patient
information can be easily shared.
Single Master Patient Index
We will create a Master Patient Index across
BNSSG as a basis for joining together data
gathered across all organisations. This will
allow our staff to view all patient records and
interactions that have taken place. No longer
will our patients be asked to recall what
happened in other locations and nor

“
Our vision for the future will ensure
there is a reduction to the levels of
system divergence across the
whole BNSSG geography whilst
simultaneously improving the
standard of the EPR solution
will our consultants be asked “What, you
cannot see what they did”?
Agility, Alignment, Standardisation
By standardising on the same software
solutions across BNSSG, our staff will no
longer need to learn how to operate
multiple interfaces. For people who work
across various locations, it will greatly
improve their ability to focus on patient care
rather than wrestling with alternative
systems. Opportunities for closer alignment
of services between trusts will also emerge
as the digital barriers are removed.
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Efficient solutions enabling collaboration…

Efficiency Through Collaboration
With a single platform and collection of
interfaces, the digital transformation teams
in BNSSG organisations will benefit from
each other experiences. By working more
closely together, deliveries will become
more efficient as we avoid solving the same
solutions separately.

Secure approval
and funding to
migrate to an
secondary care
EPR in
alignment with
STP partners.

2018

Clinical instant
messaging tools
available Trust
wide

Contract signoff for
converged
secondary
care EPR and
migration
plans agreed.

2019

Bedside
observations
deployed to
early adopters.

Solutions Right for NBT
Whilst we will be taking advantage of the
GDE systems, our implementation will
remain independent allowing us to seek
different opportunities and solutions in the
future, where this is in the interests of our
patients or better clinical working.

Digital
prescribing and
administration
available

Migration to
converged
secondary
care EPR
complete.

2020

Integrated
diagnostics
(order comms in
output terms)
systems online.

Trust wide
capability to use
digital transactions
end-to-end
available

2021

Bedside
observations
deployed
Trust wide

PHR
pilots in
operation

Create plan to
improve
adoption and
standards with
an aim to
achieve HIMMS
Stage 7.

2022

Virtual clinics
and teams
operational.

33

7

North Bristol NHS Trust | OneNBT Digital Vision

What
& When?
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7: What

& When?

Key activities and timings within the digital strategy...
Future Patient Experience
PHR Operational
PHR Pilot

Digital
Patient
Communications

Big Data
& AI

Patient
Wi-Fi

E-Observations

Predictive
Modelling
Trust-wide
Network
Core
Network
Win 10 /
Office 365

Instant
Messaging

SelfServe BI
New Data
Warehouse

NHS Digital
Academy
Enrolment 1

Connecting
Care

Shared
System
Leadership

HIMSS
Assessment

NHS Digital
Academy
Appoint
Enrolment 2
Clinical
Informaticians

2018

Single Patient
Record (BNSSG)

Single Patient
Record (NBT)
Deploy
Mobile
Devices

Healthier
Together

Integrated
Care
System

E-Prescribing

2019

Industry Accreditation
For Transformation
Staff

2020
2021
2022+
Not Started

2018-2019
This period is characterised by key activities
that will enable further phases of the
strategy, notably the upgrading of our
network, operating system and productivity
tools. The data warehouse will move into
production, and we will begin appointing key
staff into transformation and academy roles.

Business Case

In Progress

2020-2022+
The early work on our foundations enables a
consistent programme of delivery in our
patient, clinician and system wide plans.
New tools and services will begin
deployment from 2020, including the pilot of
a digital Patient Health Record, alongside
E-prescribing.
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How It
Will Feel:
Case
Studies
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8: How

It Will Feel

Clinical perspectives on a
digitally transformed organisation…

“

Emergency Department Doctor
As Emergency Physicians we have become used to rapidly
assimilating patient information from multiple sources,
including individually password-protected clinical software
products. The risk of error and harm through misinformed
decision-making is very significant and it is tremendously
inefficient.
Fully inter-operable clinical systems are required. There also
needs to be full clinical engagement in product design,
development, and deployment.

We have become used
to rapidly assimilating
patient information from
multiple sources… Fully
inter-operable clinical
systems are required.

This is achievable.
In the Emergency Department we are already reaping the
rewards of strong collaborative working between IM&T and
clinicians. We have redesigned our EPR and the digital and
operational processes that support its use. Discharge
summaries are now electronically available to GP’s in
seconds, we are now reporting against the Emergency Care
Data Set at close to 100%, and the improved coding
accuracy of Observational Medicine activity is resulting in a
significant uplift in income. Digital clinical decision support is
improving the clinical quality of the service we deliver and
there has been no detrimental effect on speed of work.

Digital clinical decision
support is improving the
clinical quality of the
service we deliver and
there has been no
detrimental effect on
speed of work.

With appropriate resource provision, clinical engagement,
regional collaboration and pragmatism, we have a real
opportunity to make sustainable positive change
– Ben Jordan, Senior Consultant, ED
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Clinical perspectives on a
digitally transformed organisation…

“

Junior Doctor
Hello I’m Jacob, and I’m a core medical trainee. A digitally
transformed NBT will allow me to view my patient’s
information in a single place and through a single user sign
on for all of my services. Once I am online, I can access a
comprehensive electronic patient record, I have EPMA
information linked to discharges, together with pre-populated
discharge summaries. Enhanced digital services helps to
alleviate the day-to-day pressures of being a junior doctor!
Digital transformation will help me to make more efficient use
of my time, and the number of forms and systems I use can
be minimised.
– Jacob Roelofs, CT2, Core Medical Trainee

Digital transformation will
help me to make more
efficient use of my time,
and the number of forms
and systems I use can
be minimised

Ward Nurse
With digital technology,
we could be monitoring
our patients even more
closely at home… which
could identify any
changes in their
conditions quicker.

As Clinical Manager for the new Hospital at Home service, I
envisage technology improving the communication
channels between the service, our patients and the hospital.
Hospital at Home is an alternative service that is enabling
patients to receive their hospital treatments at home. With
digital technology, we could be monitoring our patients even
more closely at home; allow the patients to potential input
their own measurements and progress which could identify
any changes in their conditions quicker. Technology could
enable a video interaction and avoid the need to come into
hospital.
– Lucinda Saunders, Team Manager , Gate 34B
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Our Digital Maturity
Our journey to a digitally sophisticated organisation…

Exceeding Expectations
Our staff and patients should have a digital
experience that exceeds their expectations
and is in line with the best digitally enabled
businesses. Our health is more important
than our wealth, yet we can already bank
online and purchase insurance but must
wait for a paper letter confirming
appointments for major surgery.
Raising Our Ambitions
As an organisation we must accelerate and
raise our ambitions to create a digitally lead
Trust that exceeds the expectations of both
our staff and patients. The HIMSS
assessment framework provides an
excellent benchmarking facility and outlines
the levels of maturity hospitals should be
striving for. With the existing high quality
staff, buildings and facilities available to us,
we will aim for the highest level of digital
maturity which will create an improved safe,
efficient and friendly environment for all.
HIMSS Maturity Index
At the conclusion of the longer term
elements of this strategy, the trusts digital
maturity will be increased to HIMSS Stage 7
or an equivalent measure.
Safety Through Digital Maturity
As a digitally mature organisation we will be
able to shorten our diagnosis and treatment
times whilst simultaneously creating a more
efficient and cost effective organisation due
to a large scale reduction in repetitive,

“
As an organisation we must… raise
our ambitions… At the conclusion
of the longer term elements of this
strategy, the trusts digital maturity
will be increased to HIMSS Stage 7
or an equivalent measure.
manual and resource intensive activities.
Our digital solutions will increase safety
whilst simultaneously reducing resource
intensive activities.
More Than Just Electronic Paper
Our digital strategy will not simply look at
existing processes and digitise them, it is
important that as an organisation we
embrace the change that technology can
bring and use these to influence and disrupt
our current workflows. We will introduce
new developments, such as instant
messaging tools, and empower our teams
with the flexibility to use these in new and
exciting ways.
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The days of waiting for call-backs from a
pager request will come to an end as we
replace them with instant secure messages
containing photos and other media.
Familiar Tools, Freshly Implemented
Secure, medically focused, versions of
consumer style tools, such as instant
messaging, will be introduced to improve
our organisations communication abilities
leading to an increase in efficiency and
faster service for our patients
Clinical and Operational Led Change
All of our staff will become well versed and
understanding of the need to move from
traditional practices into digital solutions; our
clinical and operational teams will become
the drivers of change and the identifiers of

service improvements with the digital teams
being the enablers of transformation.
Digital As Standard
Our organisations clinical and operational
leaders will encourage and lead the move to
digital solutions by embracing the changes
and supporting individuals as their jobs and
working practices change. It is important
that the use of digital technology is not seen
as an optional requirement of patient care
but a necessary component that will improve
our patients outcomes.
Leadership Level Advocates
Our organisational leadership will encourage
and support staff as we move from
traditional solutions and introduce digital
working at all stages of patient care.
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In Conclusion…

By pursuing our vision we will build
solutions where the core aim is to benefit
our citizens ahead of our organisations.
We will act with the interest of the local
health economy at the centre of everything
we do and ensure collaboration is built into
our digital solutions from the outset rather
than added as an afterthought. Collaboration
will not stop at the technology as we will
share our resources and learning to ensure
that as a community we are not re-inventing
solutions.
We will accelerate our digital transformation
by assimilating existing best practice
solutions into our organisation. As a Trust
we will learn from implementations
elsewhere in the NHS and beyond,
recognising that others also have the skills
and ability to create transformational
solutions which we can assimilate into our
operations.
Executing our strategy means quality,
safety and patient experience will
improve by using our digital solutions to
create an environment in which the right
information is available to our staff at the
right time. By listening and co-designing
our solutions with all stakeholders, we
will provide innovative, intuitive and
vastly improved ways of interacting with
the NHS.
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Recommendation:

The Trust Board is recommended to receive the report for assurance.

Report History:

The report is a standing item to each Trust Board meeting following a
Workforce Committee.

Next Steps:

The next report to Trust Board will be to the January 2019 meeting.

Executive Summary
The report provides a summary of the assurances received, issues escalated to the Trust Board
and any new risks identified from the Workforce Committee Meetings held on the 23rd August
and the 18th October 2018.
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Strategic
Theme/Corporate
Objective Links

Reports received supported the delivery of the following strategic
themes and corporate objectives:
Create an exceptional workforce for the future:
• Increase the overall engagement score in the staff survey
from 3.72 to national average (3.78 in 2017).
• Improved scores achieved in the staff survey in the health and
wellbeing categories, so that exceeding the average of all
trusts.
Devolve decision making and empower clinical staff to lead:
• Deliver the Service Line Management development
programme for the specialty leads and their triumvirate teams
(clinical specialty lead, Matron and assistant general
manager).
Maximise the use of technology – right information for the
right decisions:
• Deliver the 2018-19 Informatics Programme.

Board Assurance
Framework/Trust Risk
Register Links

Reports received support the mitigation of the following BAF
risks:
• SIR2 Workforce Stability. Risk score 3 x 3 = 9.
• SIR3 Staff Engagement. Risk score 3 x 2 = 6.
• SIR5 Data & Analytic Capacity. Risk score 4 x 3 = 12.

Other Standard Reference

Care Quality Commission Standards.

Financial implications

No financial implications as a consequence of this report.
Revenue

Total
£’000

Rec
£’000

Non Rec
£’000

Income
Expenditure
Savings/benefits
Capital
Other Resource
Implications

No other resource implications as a result of this report.

Legal Implications
including Equality,
Diversity and Inclusion
Assessment

Appendices:

None.
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1.

Purpose
To provide a highlight of the key assurances, escalations to the Board and
identification of any new risks from the Workforce Committee meetings held on the
23rd August and the 18th October 2018.

2.

Background
The Workforce Committee is a sub-committee of the Trust Board. It meets bimonthly and reports to the Board after each meeting. The Committee was
established to provide strategic direction and board assurance in relation to all
workforce matters.

3.

Key Assurances Received

3.1

The People and Transformation risk register was reviewed and the key issues were
noted as being staff engagement and capacity and capability in areas of people and
transformation.

3.2

The IM&T risk register was reviewed and it was noted that a new risk relating to
business intelligence development would be added.

3.3

At the August meeting the committee received a report on preparation for the 2018
staff survey which was launched on the 1st October. The Committee was advised
that a comprehensive communications plan would be activated which would better
explain than in previous years why staff should complete the survey. The
Committee noted the ‘red’ results for the Happy App in July and August which were
thought to be related to the summer pressures in the hospital. The Committee was
advised that twenty seven areas were now live on the Happy App with a roll out in
Facilities having just been completed.

3.4

At the August meeting updates were received on the Enterprise Network project
and the EDMS project. It was noted that the Enterprise Network project
implementation plan was being constructed and the Project Board would have
oversight of this. With regard to the EDMS project it was noted that considerable
work was being undertaken in the Acute Medical Unit regarding contemporaneous
records. The Committee noted that the project remained a significant risk for the
Trust and should remain a focus of the Committee’s agenda.

3.5

At the August meeting the committee reviewed the Workforce Race Equality
Scheme return and draft actions. These were subsequently received at the Trust
Board on the 27th September 2018 where the action plan was approved prior to its
publication on the Trust’s website.

3.6

At the August meeting the committee received the Medical Revalidation and
Appraisal Annual Quality Report which was subsequently approved at Trust Board
on the 27th September 2018.

3

3.7

The committee also received the General Medical Council Survey results at its
meeting in August 2018 together with a report on the ongoing work of the
Postgraduate Medical Education Department in supporting junior doctors in training
at the Trust. It was noted that the Trust had fallen in rank from first to third in the
region which reflected improvements at Taunton and Bath. The Committee
endorsed the recommendations in the report to continue to work with the
Department of Education and Specialty Leads to improve the trainee experience; to
develop and expand new roles which would help reduce the pressure on junior
doctors workload and ease the issue of gaps in the workforce and in partnership
with the Guardian of Safe Working, ensure that they remain fit for purpose and
address issues.

3.8

The meeting in October received a presentation on the draft digital strategy and
conclude the importance of ensuring that it fitted with the sustainability and
transformation partnership direction.

4.

Escalations to the Board

4.1

There were no escalations to the Trust Board from the meetings held in August and
October 2018.

5.

Identification of New Risk

5.1

The risk relating to the EDMS project whilst not a new risk, was highlighted as
requiring close committee scrutiny.

5.2

A risk relating to business intelligence development was noted.

6.

Recommendations
The Board is recommended to received and note the report for assurance.
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Recommendation:

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

Report History:

The report is a standing item to the Trust Board Meeting.

Next Steps:

This report is received at the Joint Consultancy and Negotiation
Committee, Operational Management Board, Trust Management
Team meeting, shared with Commissioners and the Quality section
will be shared with the Quality and Risk Management Committee.

Executive Summary
Details of the Trust’s performance against the domains of Access, Safety, Patient Experience,
Workforce and Finance are provided on page three of the Integrated Performance Report.

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

Strategic
Theme/Corporate
Objective Links

This report covers all Strategic Themes with the exception of
Maximise the use of technology – right information for the right
decisions.

Board Assurance
Framework/Trust Risk
Register Links

The report links to the BAF risks relating to internal flow, staff
retention, staff engagement, productivity and clinical complexity.

Other Standard Reference

CQC Standards.

Financial implications

Whilst there is a section referring to the Trust’s financial position,
there are no financial implications within this paper.
Revenue

Total
£’000

Rec
£’000

Non Rec
£’000

Income
Expenditure
Savings/benefits
Capital
Other Resource
Implications

Not applicable.

Legal Implications
including Equality,
Diversity and Inclusion
Assessment

Not applicable.

Appendices:

Not applicable.

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 KEY
Unless noted on each graph, all data shown is for period up to,
and including, 31 October 2018.

NBT Quality Priorities 2018/19
Eliminate delays in hospital to improve patient safety
and reduce bed occupancy (‘home is best’)
Enhance the way patient involvement and feedback
QP2
is used to influence care and service development
Continue improving the quality of end of life care
QP3
across all specialities
QP1

All data included is correct at the time of publication.
Please note that subsequent validation by clinical teams can alter
scores retrospectively.

Strengthen learning and action by embedding quality
governance at specialty, cluster and Divisional level
Demonstrate a stronger clinical understanding and
QP5 application of the Mental Capacity Act and
Deprivation of Liberty Standards

Target lines
Improvement trajectories

Performance improved
Performance maintained
Performance worsened

Upper Quartile

Lower Quartile

QP4

5
4
6

Abbreviation Glossary
ASCR
CCS
CEO
Clin Gov
GRR
HoN
IMandT
Med
NMSK
Non-Cons
Ops
RAP
RCA
WCH
MDT
PTL

Anaesthetics, Surgery, Critical Care and Renal
Core Clinical Services
Chief Executive
Clinical Governance
Governance Risk Rating
Head of Nursing
Information Management
Medicine
Neurosciences and Musculoskeletal
Non-Consultant
Operations
Remedial Action Plan
Root Cause Analysis
Women and Children's Health
Multi-disciplinary Team
Patient Tracking List

EXECUTIVE SUMMARY
October 2018
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ACCESS
October’s position against the 4 hour urgent care standard was 82.89%, underachieving the Trust trajectory of 87.03% but continues to be an improvement on
Septembers position. Despite attendances being well above average for the majority of the month, the Trust was able to achieve the 95% standard on two
occasions, reaching as high as 99% on one occasion. Recovery after difficult weekends has been prompt and sustained.
The Trust has marginally failed to meet the agreed recovery trajectory for Referral To Treatment (RTT) incomplete performance for October (86.66% vs
trajectory of 87.24%). The waiting list backlog trajectory has been achieved for October at 3488 against a plan of 3586. The Trust has not achieved the trajectory
for the number of patients waiting greater than 52 weeks from Referral to Treatment (RTT) in October (59 vs trajectory of 12). The greatest number of long
waiters remains in Musculo-Skeletal specialties although Orthopaedic Spinal have met the month trajectory. The Trust is currently in the process of revising the
trajectory for the clearance of 52 week waits.
In October there has been a significant improvement in diagnostic waiting times. This has resulted in the Trust achieving the national standard (1.00%) for
diagnostic performance with actual performance of 0.79%. The Trust has delivered two of the seven national cancer targets in September – 62 Days of
Screening and 31 Day subsequent Drug Treatment. The Trust’s Two Week Wait stands at 89.04% in September (standard 93%), Two Week Wait Breast reports
91.07% against a target of 93%, 31 day wait for first treatment reports 94.19% against target of 96%, 31 Day subsequent Surgery 84.11% (standard 94%) and
performance of 81.30% against the 62 Day standard of 85%.
SAFETY
Reduction in pressure ulcer incidence is a focus of safety improvement work. In October there were 12 Grade 2 pressure injuries reported, one Grade 3 and nil
Grade 4 pressure injuries reported. Grade 4 pressure injuries reported. The Medicine division launched a Quality Improvement programme for hospital acquired
pressure ulcers. There were five serious incidents reported and one never event declared in October.
PATIENT EXPERIENCE
The number of overdue complaints at the end of October is 18, above the Trust’s target of 10. Friends and Family response rates for the outpatient and
emergency department continues to exceed the national and local benchmarks. Outpatient Friends and Family data is being used to inform the current
outpatient review programme. Friends and Family percentage who recommend improved across all areas in October with 75% of areas achieving their targets.
NHS Choices ratings for both Southmead Hospital is 4.5 stars (max 5).
WORKFORCE
Vacancies saw a small decrease in October despite an increase overall in the funded nursing establishment with newly qualified registered nurses joining the
Trust. The greatest reduction being in registered nursing and midwifery which was a positive achievement against the increase in requirements. There was a
significant reduction in agency use in month, which led to an overall £100,000 reduction in registered nurse temporary staffing expenditure in October. The inmonth sickness rate increased in September and failed to meet the target of 3.90%, reporting at 4.25%.
FINANCE
The Trust has planned a deficit of £18.4m for the year in line with the agreed control total with NHS Improvement. At the end of September, the Trust is reporting
a deficit of £13.6m which is £1m adverse to plan. The Trust has a savings target of £37.7m, of which, £29.3m has been identified. The Trust financial risk rating
on the NHSI scale is 3 out of 4.

Key Operational Standards Dashboard
October-18
Access Standard

Quarterly Performance
Benchmarking (*month in arrears)

Responsiveness

IPR
section

Description

Target

ED 4 Hour Performance

QP1

95%

12 Hour Trolley Waits

QP1

0

National

Rank**

83.19%

75/133

*86.67%

124/177

Performance
against Target

Performance
against NBT
Trajectory

76.60%

82.89%

0

0

85.34%

86.66%

87.24%
3586

Quartile

Referral to Treatment - % incomplete pathways <18 weeks

92%

Trust Wide Referral to Treatment Backlog

2092

3776

3488

Neurosurgery and Epilepsy

0

0

0

MSK

5

27

31

87.03%

12

52WW

11

10

8

Other

0

18

20

Diagnostic DM01 - % waiting more than 6 weeks

1%

1.83%

0.79%

0.8%

0.98%

1.25%

0

4

1

95%

96.52%

96.84%

377

364

5.49%

5.54%

Ortho-Spinal

Cancelled
Operations

Same day - non-clinical reasons
28 day re-booking breach

Bed Occupancy

QP1

*2.67%

117/199

Stranded Patients (LoS >7 days : Snapshot as at month end)
Delayed Transfers of Care (DToC)

Responsiveness - Cancer
(In arrears)

Previous
month's
performance

QP1

3.50%

Performance
direction of
travel from last
month

Patients seen within 2 weeks of urgent GP referral

93%

91.17%

113/142

90.21%

89.04%

Patients with breast symptoms seen by specialist within 2 weeks

93%

91.81%

73/103

93.33%

91.07%

Patients receiving first treatment within 31 days of cancer diagnosis

96%

96.22%

89/113

96.26%

94.19%

Patients waiting less than 31 days for subsequent surgery

94%

92.64%

49/62

80.25%

84.11%

Patients waiting less than 31 days for subsequent drug treatment

98%

99.46%

1/23

100%

100.00%

Patients receiving first treatment within 62 days of urgent GP referral

85%

78.25%

69/145

83.01%

81.30%

Patients treated within 62 days of screening

90%

88.90%

4/63

91.03%

96.20%

86.43%

5
4
5
6
4
5
6
5
6
5
6
5
6
5
6
6
6
5
4
6
5

2017/18
Average Monthly
Perform ance
(*Whole Year
Perform ance)

2018/19
YTD

Q1

Q2

76.94%

Jun-18
86.41%

Sep-18
76.96%

81.68%

28

0

0

0

87.81%

86.05%

85.34%

86.66%

3662

3707

3776

3488

5

0

0

0

35

16

27

31

4

18

14

8

31

10

18

20

2.39%

1.94%

1.83%

0.79%

1.70%

1.11%

1.12%

1.11%

4

13

3

8

99.33%

93.96%

95.05%

94.50%

91.04%

89.71%

89.85%

89.78%

91.09%

84.20%

94.21%

89.20%

96.93%

96.65%

95.43%

96.04%

93.07%

92.86%

82.62%

87.74%

100.00%

100.00% 100.00%

85.75%

83.84%

81.08%

82.46%

94.40%

90.63%

91.10%

90.87%

Average Monthly
Perform ance

100.00%

Key Operational Standards Dashboard
October-18
Access Standard

Quarterly Performance
Benchmarking (*month in arrears)

IPR
section

Description

Target
National

Never Event Occurrence by Month

0

Quality Patient Safety and Effectiveness

Safety Thermometer - Hospital Compliance

Rank**

Previous
month's
performance

Performance
against Target

0

1

98.73%

96.88%

95%

97.40%

97.30%

Hand Hygiene Compliance

95%

97.00%

97.00%

164

4

12

0

1

0

0

0

0

1

58

6

4

2

3

3

2

96.60%

95.80%

Pressure Injuries

Grade 3
Grade 4

MRSA
E. Coli
C. Difficile
MSSA
Venous Thromboembolism Screening (In arrears)

2018/19

0
2018/19

0
2018/19

2018/19

42
2018/19

19
2018/19

95%

Performance
direction of
travel from last
month

Quartile

WHO Checklist Compliance

Grade 2

Performance
against NBT
Trajectory

5
6
6
4
5
5
4
5
6
5
6
6

2017/18
Average Monthly
Perform ance
(*Whole Year
Perform ance)

2018/19
YTD

Q1

Q2

*0

0

1

1

97.87%

97.30%

98.38%

97.84%

94.51%

97.20%

97.20%

97.20%

96.53%

95.83%

96.67%

96.25%

*204

33

34

67

*15

1

1

2

*0

0

1

1

*0

5

1

6

*5

16

15

31

*3

11

11

22

*2

7

5

12

95.31%

95.50%

96.20%

95.85%

Average Monthly
Perform ance

Key Operational Standards Dashboard
October-18
Access Standard

Quarterly Performance
Benchmarking (*month in arrears)

IPR
section

Description

Quality Experience

Rank**

Performance
against NBT
Trajectory

Quartile

QP2

*12.15%

*23/137

22.31%

20.49%

15.00%

Inpatient

QP2

*24.67%

*125/165

19.35%

19.26%

30.00%

Outpatient

QP2

17.07%

18.90%

6.00%

Maternity (Birth)

QP2

*20.25%

*63/126

21.57%

19.57%

15.00%

Emergency Department

QP2

*86.45%

*78/132

88.14%

91.46%

Inpatient

QP2

*95.50%

*129/159

92.85%

93.94%

Outpatient

QP2

*93.44%

*97/195

94.91%

95.01%

Maternity (Birth)

QP2

*96.34%

*20/76

94.55%

96.00%

% Overall Response Compliance

QP2

65.00%

60.00%

Complaints acknowledged in <3 days

QP2

95%

100%

100%

Overdue

QP2

<10

16

18

Agency Expenditure ('000s)

£345

£908

£932

Month End Vacancy Factor

6.30%

10.46%

9.99%

In Month Turnover

1.10%

1.56%

1.20%

In Month Sickness Absence (In arrears)

3.90%

3.83%

4.25%

87.00%

85.50%

87.70%

90%

63.40%

75.80%

£12.5

£12.0

3

3

FFT - % Would
recommend

Complaints

Well Led

National

Performance
against Target

Emergency Department

FFT - Response
Rates

Trust Mandatory Training Compliance
Non - Medical Annual Appraisal Compliance

Finance

Target

Previous
month's
performance

Deficit (£m)
NHSI Trust Rating

Nov. 2018

£18.4m
2018/19

Performance
direction of
travel from last
month

6
6
5
6
5
5
5
5
6
4
5
5
6
6
5
5
5

2017/18
Average Monthly
Perform ance
(*Whole Year
Perform ance)

2018/19
YTD

Q1

Q2

18.11%

18.02%

21.39%

19.70%

20.49%

17.74%

19.10%

18.42%

15.88%

17.99%

21.16%

19.57%

14.60%

14.06%

17.07%

15.56%

85.96%

84.88%

89.07%

86.98%

91.51%

93.22%

93.38%

93.30%

93.62%

92.33%

95.27%

93.80%

92.81%

93.74%

94.91%

94.32%

68.33%

58.33%

62.50%

60.42%

100.00%

100.00% 100.00%

Average Monthly
Perform ance

100.00%

29

14

10

12

£524

£636

£905

£771

7.57%

9.50%

10.52%

10.01%

1.30%

1.20%

1.40%

1.30%

4.32%

4.14%

4.04%

4.09%

83.97%

85.73%

85.76%

85.75%

3

3

3

59.19%

£11.1

4

3

RESPONSIVENESS
SRO: Chief Operating Officer
Overview

8

Urgent Care
October’s four hour A&E performance was 82.89%, failing to meet the Trust’s planned trajectory of 87.03% and the National target of 95%. A sustained
increase in demand continued throughout most of October with the Trust receiving an average of 261 attendances per day in the first three weeks of the
month. Despite the high level of demand, performance largely remained above average and the Trust achieved the 95% standard on two occasions in the
month. Recovery after difficult weekends has been prompt and sustained. The bed occupancy position has further deteriorated in October and has failed to
meet the target of 95%.
Planned Care
Referral to Treatment (RTT) - In month, the Trust has not achieved the RTT trajectory of 87.24%, with actual performance at 86.66%. The number of patients
exceeding 52 week waits has increased from September (55) with October reporting 59, the majority of breaches owing to capacity issues. The Trust is
working towards delivery against a remedial action plan, specifically focusing on the challenged sub-specialties within MSK, Ortho-spinal and in Plastic
Surgery. The Trust is currently reviewing the trajectory for 52 week waits.
Cancelled Operations - In month, there was one breach of the 28 day re-booking target. Root cause analysis has been completed for the 28 day rebooking
breach.
Diagnostic Waiting Times - The Trust has achieved the national target for diagnostic waiting times with performance of 0.79% in October. Although
continuing to underperform against the national standard, Cystoscopy has made the largest contribution to the improved position this month with an 86%
reduction in the number of patients waiting over six weeks.
Cancer
Cancer performance has been particularly challenged in September and has achieved two of the seven standards. Of the five standards not achieved, the
Trust’s Two Week Wait has reported 89.04% in September against the National standard of 93%. Of the TWW breaches, 75% were owing to patients
declining or unable to attend appointments offered within two weeks. The continued increase in skin TWW referrals has now been raised with the CCG in the
form of an Activity Query Notice (AQN). The Trust has failed the breast non-symptomatic TWW standard with performance of 91.07% against a target of 93%.
Patients receiving first treatment within 31 days of diagnosis has also deteriorated and reports a performance of 94.19% against 96%. Patients waiting less
than 31 days for subsequent surgery has improved but continues to underperform with a performance of 84.11% against a target of 94%. The Trust has also
underperformed against 62 day standard with an actual performance of 81.30% against a target of 85%.
Areas of Concern
The system continues to monitor the effectiveness of all actions being undertaken, with daily and weekly reviews. The main risks identified to the delivery of
the Urgent Care Improvement Plan (UCIP) are as follows:
• UCIP Risk: Lack of community capacity and/or pathway delays fail to meet bed savings plans as per the bed model.
• UCIP Risk: Length of Stay reductions and bed occupancy targets in the bed model are not met leading to performance issues.

QUALITY PATIENT SAFETY AND EFFECTIVENESS
SRO: Medical Director and Interim Director of Nursing
Overview
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Improvements
No Root Cause Analyses for Serious Incidents breached their October 2018 reporting deadline to commissioners.
In October, there were 5 serious incidents. There was 1 reported Grade 3 pressure injury.
The falls rate reduced towards levels seen for the majority of this financial year and there were no serious falls in October.
Medicine launched a Quality Improvement programme for hospital acquired pressure ulcers with the launch immersion event planned for the end of
November.
The nursing workforce position, which includes bank and agency, has seen a further 45 WTE increase in substantive registered nurses as the newly
qualified RNs are welcomed into the Trust and join the rotas with an associated reduction in agency RNs, from >7% of the workforce to <5%.
The Trust is progressing well with completion of reviewing every patient death with compliance up to 92.8% of deaths either screened, or subject to detailed
review.

Areas of Concern
Patients’ access to stroke and Trauma and Orthopaedic beds within the 4 hour standard remains a concern.
There was a further MRSA case identified and a Never Event associated with a guidewire left in a central line identified during the check X-ray postprocedure.

QUALITY EXPERIENCE
SRO: Interim Director of Nursing
Overview
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Improvements
Complaint and Concerns : Of the cases closed in October 2018, 65 (64%) were completed within the agreed timescale. This has increased from last month’s
performance of 47%.
Friends and Family Test : Emergency department continue to have response rates above the national required rate and also above the national and regional
performance benchmark. Out patient response rate remain above the national and SW response rates. OP FFT data is being used to inform the OP review
Programme
Ward 26b secured a12% improvement in response rates from 20% ( 21 ) to 32% ( 34) in October this was achieved ,to a greater extent, through the
promotion with patient using business cards: monitoring will continue.

Areas of concern
Complaints and concerns : Whilst there has been an improvement in responding to complaints within the agreed timescale s, performance is still below the
target of 95% of complaints . Trajectories for improvement have been be set with each Divisions .
Friend and Family Test :
In patient response levels remain below the mandated level and also below the national a n SW performance benchmark . Work will be undertaken to
improve feedback rates to the overall in patient response rate ( The DH require day case and inpatient data to be reported together ) .
In the evaluation of the pilot wards ,9a ceased sharing the feedback a their safety briefing and this has impacted on the promotion of FFT with patients .This
will be restarted with ongoing monitoring and encouragement from the Patient Experience team & Matron.

WELL LED
SRO: Director of People and Transformation and Medical Director
Overview
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Strategic Priority 4. Create an exceptional workforce for the future
Vacancies
Vacancies saw a small decrease in October despite an increase overall in the funded nursing establishment. The greatest reduction being in registered
nursing and midwifery (12 wte) which was a positive achievement against the increase in requirements.
Pay expenditure
There was a significant reduction in agency use (17 wte) in month, which led to an overall £100,000 reduction in registered nurse temporary staffing
expenditure in October comparted with September.
Turnover
The number of staff leaving the Trust decreased in October compared with September and the Trust has sustained a year to date improvement on the number
of voluntary leavers, when compared with 17/18, in this period 53 wte less staff have left for voluntary reasons. Disappointingly the number of registered
nursing and midwifery leavers is 14 wte higher compared with the same period last year.
Progress against corporate objectives:
• Reduction in proportion of leavers with less than one year service: Year to date more staff have left with less than one years service than the same period
last year, 165 WTE vs 154 WTE. However, the gap between last year’s performance and this year has closed in October with the biggest reduction in
leavers with less than one years service in nurse band 3s. Recent actions aimed at new starters are beginning to show positive results.

•

Reduction in proportion of leavers with reason ‘work life balance’: Year to date more staff have left due to work life balance than the same period last year,
212 WTE vs 203 wte. The gap between last years performance and this years performance is closing slowly and hoped to continue with this trend.
Health and Well-being
Sickness
Sickness absence increased in September compared with August, predominantly due to an increase in short term sickness. However the Trust has sustained
its year to date position and 16.4 WTE less absence every day have been lost to sickness absence compared with the same period in 2017/18.
Progress against corporate objective:
• Reduction of proportion of sickness attributed to ‘Stress / Anxiety / Depression / Other psychiatric illnesses’: FTE days lost in the period April – September
in 2018/19 is 1000 fte days lower than the same period in 2017/18.
• The staff health and wellbeing offer for winter is being finalised, alongside other sources of winter support. This will include a winter nurse, team based
psychological support, thank you’s to staff and enhanced communications reminding staff to take breaks and stay hydrated.
Strategic Priority 5. Devolve decision making and empower clinical staff to lead
The Service Line Management development programme continues and the sustainability plan for the One NBT Perform Academy is in place and is half way
through the third wave of work on wards resulting in improvements in flow.
Mandatory and Statutory Training
Top 8 mandatory and statutory training compliance is running at an average of 87.7% in October. This is an increase from 85.5% in September.

FINANCE
SRO: Director of Finance
Overview
The Trust has planned a deficit of £18.4m for the year in line with the control total agreed with NHS Improvement.
At the end of October, the Trust reported a deficit of £13.6m which is £1m adverse to the planned deficit.
The Trust has borrowed £9.7m year to date to the end of October which brings the total Department of Health borrowing to £167.1m.
The Trust has a savings target of £34.7m for the year, of which £29.3m has been identified at the end of October.
The Trust is rated 3 by NHS Improvement (NHSI).
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RESPONSIVENESS
Board Sponsor: Chief Operating Officer
Evelyn Barker

Urgent Care
ED performance improved in October
with a 4 hour wait position of 82.89%,
but continues to underperform against
a trajectory of 87.03%.
A sustained increase in demand
continued throughout most of October
with the Trust receiving an average of
261 attendances per day in the first
three weeks of the month. There was
a significant decrease in the number of
attendances in the final week of
October, where attendances dropped
to an average of 233 per day.
Despite the increased demand,
performance largely remained above
average and achieved the 95%
standard on two occasions in the
month, reaching as high as 99.13% on
one day. This is a testament to the
persistent efforts of staff against
continuous fluctuating demand
pressures.

Performance against the 4 hour
standard has improved this year to
date despite the corresponding
increase in attendances.
Challenges in achieving the four hour
waiting time standard continues to be
reflected across the wider BNSSG
system. BNSSG performance has also
improved in October, but continues to
be below standard at an average of
86% across the main Trusts.
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4 Hour Performance
Breaches have largely remained below
average throughout October with an
improvement in non-admitted and
admitted breach performance. Nonadmitted breach performance met the
95% standard in October for the first
time since April 2018.
Admitted breach performance remained
a challenge due to increasing emergency
admissions and a challenging bed
position but is an improvement from last
months position.
There are no longer gaps in the ED rota
and a higher uptake of cover for the
additional evening and twilight shifts has
been experienced. However, the Trust is
unable to consistently deliver the
required additional staffing requirements
against the increased emergency
department attendances and change in
acuity. The Trust has developed a new
staffing model with the intent to address
the wait for emergency department
assessment.
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Attendances, Admissions and
Occupancy
The summary shows emergency activity
continues to be up on last year for the
year. The overall increase is mainly
driven by Major attendances which are
up 8% year to date on last year. This
majors growth is also mirrored in the
increase in ambulance arrivals at the
Trust. Minor attendances have
remained stable with 1% growth this
year to date.
Year to date there has been a 4.47%
increase in ED attendances, this
averages to an additional 11
attendances per day, across the seven
month period.
The number of ED attendances
converting to an admission has
increased from previous years, in
addition, the seasonal increase is
becoming earlier each year. This
highlights the increase in acuity being
experienced within ED that is also
sustained over a longer period.
The bed occupancy position has further
deteriorated in October, reporting at
96.84%. Although breaching the 95%
target, bed occupancy in October 2018
is 1.45% improved to the year start
position of 98.29% and is also 3%
favourable to the September 2017
position.
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Ambulance Handovers
October 2018 saw 2661 ambulance
attendances, a decrease from
September.
Performance against the 15 minute
target significantly improved in October
and exceeded trajectory with a
performance of 91.92%.
Ambulance handovers within 30
minutes of arrival at the Trust met the
proposed trajectory of 99% in October
with actual performance of 99.44%.
This is the first time the Trust has met
trajectory since June and continues to
demonstrate a marked improvement on
last years performance, despite an
11% increase in ambulance
attendances this year to date.
There were no 60 minute handover
breaches in month.
12 Hour Trolley Waits
October reports a static performance
with no 12 hour trolley breaches in
month.

*The recovery trajectory is provisional until agreement is reached with SWASFT.
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DToCs and North Bristol Operational
Standards
The Integrated Care Bureau model was
launch on October 1st with all referrals
now being reviewed through a
triumvirate model with Social Care,
NBT Therapy and Community case
management, chaired by IDS. The first
month performance indicates that there
will be a decrease in the length of stay
before identifying the correct approach
for the individual’s discharge plan which
will support the reduction of stranded
patients.
There was a slight deterioration in
DToC levels reported in October. This
was particularly linked to increases in
Bristol levels of delay. The issue with
Social work capacity within the team
became a concern and this impacted
on the delays for people waiting for
allocation and assessment.
There was an additional on the
caseload for the Bristol SW team as the
availability for the reablement
component to support the Home First/
Pathway 1has been limited. The
process requires a search for capacity
led by Bristol Community Health for 72
hours. If there is no capacity, this is
transferred to Social Care for
assessment for a Package of Care
There remained extended delays for a
number of highly complex patients.
These cases are escalated to Executive
level for support and additional traction
where outside agencies are involved in
the process.
*Owing to submission and data availability dates, the latest month DToC position is unvalidated.
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Operating Delay Reason
Standards
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4

4
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3

3

3

3

2

28
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Further Care - NHSE Commissioned

1

1
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0

1

0

1

0

1

1
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0
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9

5

4
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8

11

5

9

8

11

15
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6

8

8

7

5

9

7
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9
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6
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7

Managing Expectations (Choice)

2

2

1

1

3

1

2

5

2

3

3

2

0

2

Rehab
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0

0

0

0

0

0

0

0

0

0

0
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4
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3

5
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0

1

1
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0
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*Heat map data is unvalidated
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0

0

0

0

1

1

0

0

0

1

0

0

0

15

13

12

9

9

19

15

11

12

9

11

19
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0

0

0

0

0

0

0

0

0

0

0

0

0

0

90

83

92

94

92

79

79

86

98

70

81

82

79

93

North Bristol Operational
Standards
There was a specific increase in
Pathway 2 delays. This is due to a
lack of flow reported within the
Sirona bed base, where partners are
reporting a high level of community
DToCs, and the ongoing concern for
Bristol where there is capacity
available, but it does not meet the
demand profile for the patients. This
is under review with the CCG
The level of hospital internal delays
reflects a point of decision making
that includes any review that
includes a family or where a best
Interest Meeting is required.
The code related to ‘other’ ‘ refers to
a wide variety of different operational
codes. These include CHC and Fast
Track Assessment, referral to other
hospitals, Homeless patients and
requirement to complete
documentation.
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Referral to Treatment (RTT)
The Trust has marginally failed to meet
the RTT trajectory in month with
performance of 86.66% against
trajectory of 87.24%.

The speciality of greatest concern across
a number of standards (RTT, Cancer
and Diagnostics) continues to be
Urology.
Urology performance has failed to
achieve the internal trajectory of 88.37%
with performance of 84.01%. There
continues to be a demand and capacity
imbalance; improvement action plans
are in place with the specialty being
provided with intensive support by the
COO. A return to standard is anticipated
during 2019/20.
Trauma and Orthopaedic and OrthoSpinal specialties have also failed to
achieve their internal trajectories,
remedial action plans are in place and
are being reviewed at the fortnightly
performance meetings.
The Trust has recovered the backlog
position and achieved the RTT patients
waiting over 18 weeks trajectory for the
month, reporting 3488 against trajectory
of 3589.
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Referral to Treatment 52 Week Waits
The Trust has reported a total of 59
breaches in October 2018. These
patients were within the following
specialties:
31 MSK;
8 Orthopaedic Spinal;
1 Clinical Immunology;
1 Colorectal Surgery;
6 Plastic Surgery; and
12 Urology;
Root cause analyses have been
completed for all patients, with dates for
patients’ operations being agreed at the
earliest opportunity and in line with the
patient’s choice.
Ortho-Spinal have met a trajectory of
nine in month while MSK have not
achieved the trajectory of three, reporting
31 patients waiting 52ww. Plastic surgery
and Urology have both failed to meet a
planned trajectory of zero. All 52ww
breaching specialties are being closely
monitored by a remedial action plan and
the Trust is currently reviewing 52ww
clearance trajectories.
The Trust has classed patient choice as
any patient choosing to wait beyond 52
weeks when two reasonable offers with
three weeks advance notice have been
made prior to week 28 in their pathway.
The patients will have been clinically
reviewed as per best practice guidance
that the most appropriate course of
action is for them to continue to wait as
per their choice.
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Cancellations
The same day non-clinical cancellation
rate has slightly worsened in October at
1.25% from 0.98% in September.
In month there was one urgent operation
cancelled for a subsequent time.
Occurring in Gynaecology, the patient
was initially cancelled due to the theatre
list overrunning. This was a result of
complications in theatre at the start of
the theatre list. Regrettably, the surgery
was then cancelled a second time due to
an emergency that needed to be
prioritised.
There was one operation that could not
be rebooked within 28 days of
cancellation in October 2018. Due to
unforeseeable circumstances, the
consultant was not available. The
surgery has been unable to be rebooked within 28 days owing to capacity.
Root cause analyses have been
completed to ensure that there is no
patient harm.
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Diagnostic Waiting Times
The Trust has acheived the 1.00% target for diagnostic performance in October 2018 with
actual performance at 0.79%. This demonstrates a significant 56% reduction in the number of
patients waiting over six weeks for a diagnostic test, despite an increase in diagnostic demand
in October.
Four test types have reported in month underperformance; Colonoscopy, Urodynamics,
Neurophysiology and Cystoscopy.
Cystoscopy test position reports continued underperformance at 2.74%. Although continuing to
underperform against the national standard, Cystoscopy has made the largest contribution to
the improved position this month with an 86% reduction in the number of patients waiting over
six weeks for a Cystoscopy.
Endoscopy have reported in month capacity issues attributable to both annual leave and
nursing shortages impacting the ability to cover lists. These issues are ongoing, despite
mitigating actions being taken by the Trust. Performance has significantly improved from last
month with two of the test types no longer in breach of the six week standard.
Colonoscopy have reported an improved position of 8.65%, with 34 patients waiting over six
weeks in month. This demonstrates 8 fewer waits in breach of the national standard from the
previous month.
Urodynamics have reported October performance at 4.79%, a slightly worsened position on last
month. There were nine patients waiting more than 6 weeks in month owing to ongoing issues
with Urology.
Neurophysiology reported two patients waiting over six weeks in October 2018, taking the test’s
performance to 3.23%.
All other test types have reported patient diagnostic waiting times within the six week standard.
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Clinic Letter Typing
Two of the five Clinical Divisions’
average typing turnaround time
continues to report within the contractual
obligation. Improvements are required in
the ASCR, W&CH and NMSK Clinical
Divisions to bring typing times to within
seven days.
There are, at month end, 14 specialties,
of the 33 monitored, which will require a
reduction in current typing turnaround
time to meet the 2018/19 contractual
standard.
Urology have not reduced typing times
sufficiently to achieve the contractual
standard for October, with a slight
increase on September's typing times.
Within ASCR, Breast Surgery, Plastic
Surgery, Upper GI and Urology have all
increased in October.
Neuropsychiatry continues to be the
main contributor to NMSK
underperformance but has improved on
last months position.
Gynaecology, Obstetrics and General
fertility have all declined for the
Women's and Children’s division in
October.

*Where data is unavailable, most recent performance is used for chart purposes.

Discharge Summaries
81.37% of discharge summaries were
available on ICE within 24 hours in
October 2018. A slight improvement on
the 79.31% reported in September.
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Cancer
The nationally reported cancer position
for September 2018 shows the Trust
achieved two of the seven cancer
waiting times standards.
The Trust failed the TWW standard with
performance of 89.04%. The Trust saw
1848 TWW referrals in September, and
there were 197 breaches, of which the
majority were in skin (98), colorectal
(25) and breast (30).
The continued increase in skin TWW
referrals has now been raised with the
CCG as an AQN.
Of the 197 TWW breaches; 148
declined appointments offered within
the 14 day period or were unable to
attend during this timeframe. The
remaining breaches were due to
capacity issues, mainly in plastic
surgery and radiology for straight to
test.

The Trust failed the breast nonsymptomatic TWW standard with a
performance of 91.07% against the
93% target.
The Trust failed the 31 day first
treatment standard with a performance
of 94.19% against the 96% target.
There were 14 breaches in total; 3 in
skin, 1 in sarcoma and 10 in urology.
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The Trust has nationally reported a fail against the 62 day National standard for
September 2018 with a performance of 81.30% against target of 85%.
In September, 34 patients breached the 62-day standard, 24 of which started their
pathway at NBT. Of these 24 patients, 20 had their first appointment at NBT after day
seven. Delays in radiology contributed to five of these breaches and were wholly
accountable for two other breaches.
Urology breaches accounted for 86% of total Trust breaches for September, with all of
the internal breaches on the prostate pathway.
Capacity issues in joint oncology clinics, template biopsy and robotic theatres continue
to limit the ability to meet the 62 day standard in urology. Urology have implemented a
cancer RAP and monthly meetings are held between the department and cancer
services. The trajectory for urology now shows significant improvements being achieved
in December (reported in February) following improvements to biopsy capacity reducing
up to ten breaches per month. These improvements would enable the Trust to sustain
overall compliance against this standard.
The urology service is also currently undergoing intensive support with the Chief
Operating Officer to address issues regarding workforce, administrative processes,
performance and complaints. The Trust has also submitted a bid for significant
additional funding from the National support fund to support improvements in urology.
The continued increase of late tertiary transfer patients from elsewhere in the region and
the clearing of the associated backlog has continued to impact on urology performance.
Of August’s urology breaches, 10 were transferred in from other providers for treatment,
8 of which were beyond day 62 of their pathway prior to being received at NBT,
accounting for 5 additional breaches. All patients transferred who breached the
timeframes were referred after the national timeframe of day 38 of the pathway.
The Trust transferred 8 patients to treating providers later than day 38 of their pathway.
Six of these were Urology patients transferred to UHB as there was not sufficient
capacity for Oncology appointments at NBT.

NB: The charts show the breakdown of breach reasons for both whole and shared 62 day breaches for the month.
Breakdown of breach reason may not match total published performance due to time of which data was captured. Data
is extracted from a live system.
Responsiveness – Cancer – Board Sponsor : Chief Operating Officer
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The Trust acheived the 31 day
subsequent treatment for patients
receiving anti-cancer drugs with
performance of 100%.

The Trust failed the 31 day subsequent
treatment target in September 2018 for
patients requiring surgery with a
performance of 84.11% against the 94%
standard.
The continued failure against this
standard has resulted in a contract
performance notice being issued by the
CGG. The Trust has submitted an
action plan to recover this position as a
response.
There were 16 breaches in total; 12 of
which were in skin and four in urology.
All 16 breaches were due to lack of
theatre capacity within the specified
timeframe.

The Trust acheived the 62 day
screening target with a performance of
96.20% against the target of 90%. This
was a significant improvement on
August performance.
There were 2 breaches in total, both of
which were in breast. One breach was
due to capacity in Bath and the other
was delayed for medically appropriate
reasons.
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ED 4 Hour Performance
NBT ED performance in October 2018
is 82.89%, less than 1% under the
national position of 83.61%. Year to
date, NBT have reported an average
position of 81.86%, 2.01% lower to the
England reported average of 83.86%
and a 2.53% improvement for NBT to
the same period 2017/18.
RTT Incomplete
RTT performance in September 2018
reported at 85.34%, the lowest
performance reported by the Trust year
to date. National performance also
deteriorated further in September, to
86.67% and continues to follow a similar
trend pattern to that of NBT.
Cancer – 62 Day Standard
NBT has reported 81.30% performance
and have outperformed the national
position of 78.25% in September 2018.
Although both NBT and England
positions have deteriorated when
compared to the performance reported
in 2017/18, NBT year to date 2018/19
position of 82.47%, continues to
outperform the national year to date
position of 79.70%.
DM01
NBT, in September 2018, did not
achieved the National standard of 1%
but remained below the national DM01
position and maintains an improvement
on performance last year.
RTT, Cancer and DM01 national performance is reported a month in arrears.

Responsiveness
Responsiveness
– Board
- Board
Sponsor
Sponsor:
: Chief
Director
Operating
of Operations
Officer

ED 4 Hour Performance
In October, NBT report at position #75
out of 133 reporting Type 1 positions.
This demonstrates an improved
position from September and ranks 3rd
out of 11 adult major trauma centres.
RTT Incomplete
RTT performance in September 2018
reports an NBT at position #124 of 177
reported positions. This is an
improvement on Augusts position and
ranks 5th out of 11 other adult major
trauma centres.
Cancer – 62 Day Standard
At position #69 of 145 reported
positions, NBT report performance of
81.30%. This represents a deterioration
in positioning from August and ranks 4th
out of 11 major trauma centres.
DM01
NBT reports a position of #117 out of
199 reported diagnostic positions, with
a performance of 1.83% in September.
This improved position ranked 4th out of
11 adult major trauma centres.

RTT, Cancer and DM01 national performance is reported a month in arrears.
Responsiveness
Responsiveness
– Board
- Board
Sponsor
Sponsor:
: Chief
Director
Operating
of Operations
Officer
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Safety and Effectiveness
Board Sponsors: Medical Director and Interim Director of Nursing
Chris Burton and Helen Blanchard
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Safe Care Live
(Electronic Acuity tool)

The acuity of patients is measured three times daily at ward level. The latest data for
October demonstrates that rostered hours within divisions is reasonably aligned to
required hours, although cumulatively creates a slight deficit in required hours for the
month.
The Safe Care data is triangulated with numbers of staff on shift and professional
judgement to determine whether the required hours available for safe care in a ward/unit
aligns with the rostered hours available.
Staff are redeployed between clinical areas and Divisions following daily staffing
meetings involving all Divisions, to ensure safety is maintained in wards/areas where a
significant shortfall in required hours is identified, to maintain patient safety.

Safe Staffing - Board Sponsor: Interim Director of Nursing
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Nursing Workforce
The nursing workforce position in
October, which includes bank and
agency, has seen a 45 WTE increase
in substantive registered nurses as
the newly qualified RNs are welcomed
into the Trust, with an associated
reduction in agency usage. The over
establishment of HCAs has declined
again in October with the bank fill
remaining unchanged.

Worked WTEs
Agency
Bank
N&M
Substantive
Total
Agency
Bank
HCA
Substantive
Total

Apr-18 May-18 Jun-18
36
44
55
195
210
202
1942 1927 1905
2173 2181 2162
0
0
0
224
236
247
947
940
937
1171 1176 1184

Jul-18
63
196
1887
2146
0
248
936
1184

Aug-18
85
194
1868
2147
0
250
922
1171

Sep-18
86
196
1885
2167
0
224
910
1134

Agency Nursing
Agency usage has dropped to below
5% of the total nursing workforce, the
cost of filling the vacant shifts with
temporary staff continues to be a
challenge. There is a decreased
reliance on non-framework agencies
Oct-18 Nov-18 Dec-18 Jan-19 Feb-19 Mar-19 following work with the neutral vendor
for agency provision, to understand
69
and address the framework fill rates.
210
1930
Actions in place
2209
Cohesion continue to support the
0
recruitment of the HCA band 2s and
225
some band 5 registered nurses to
support the existing band 5 pipeline.
898
1123
A nursing and midwifery workforce
group continues to monitor effective
rostering, use of temporary staff,
opportunities for new roles,
international recruitment and
recruitment and retention. Deep dives
into use of all temporary staff have
been taken place throughout the
month.

Safe Staffing - Board Sponsor: Interim Director of Nursing
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Southmead Nursing and Midwifery Fill Rates and Care Hours
per Patient Day (CHPPD)
Nursing and midwifery fill rates for October have increased with the
exception of night CA which has remained unchanged. The patient
census shows an increase of 578 patients from September,
therefore CHPPD reflects these changes with a decrease of 0.4hrs.

Sept 2018

Cossham
Southmead

Day shift
RN/RM Fill rate
CA Fill rate

Night Shift
RN/RM Fill rate CA Fill rate

100.0%

105.3%

100.0%

88.2%

91.8%

94.8%

95.3%

105.6%

Sept 2018

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

Cumulative Pt census

Cossham
Southmead

Overall

51

8.9

8.6

17.6

29138

4.9

3.3

8.1

The numbers of hours Registered Nurses (RN) / Registered Midwives (RM) and Care
Assistants (CA), planned and actual, on both day and night shifts are collated . CHPPD for
Southmead hospital includes ICU, NICU and the Birth Suite where 1:1 care is required.
This data is uploaded on UNIFY for NHS Choices and also on our Website showing overall
Trust position and each individual gate level. The breakdown for each of the ward areas
is available on the external webpage.

Wards below 80% fill rate are:
NICU: Reduced fill rates for CA 79.5% on days and 68.8% on
nights; NICU staffing remains closely monitored on each shift. In
order to maintain safety the unit has been closely supported by the
CDS coordinator and staff sent to support as necessary.
Mendip: RM 61.5%. Planned staffing is 3/4 midwifes over inpatient
beds and birth suite. Decreased fill rate is due to sickness and
increased acuity on CDS. To maintain safety the unit has been
closely supported by the CDS coordinator with staff moving
between CDS and Mendip and the ward midwife providing support
to the birth suite.
ICU: CA days 79.8%. Low fill rate in ICU due to RN vacancy
(Currently 31.7wte (16.8%). Staff moved within the division to
maintain safety, so CA supporting other areas. Recruitment is
underway as well as a number of schemes around retention and
well-being are being progressed.
9A: CA days 79.5%. The unit has had short term sickness with
some vacancies also having an impact. In order to maintain safety
the ward has reallocated non patient facing tasks to the night CA
when day CA shifts not filled.
AMU: CA days 77.3%. The unit currently has significant vacancies
with further leavers over the coming weeks, compounded by some
sickness. The unit has been unable to cover the shifts with bank but
to maintain safety the ward has been providing additional support to
the new starters who are on the ward, but are supernumerary within
the roster.
7B: RN 76.0% This has been due to sickness and vacancy. In order
to maintain safety, staff have been moved within the division and
the ward has used additional behavioural HCA with the fill rate
being 104.9% to support complex patients.
Ward over 175% fill rate:
There were no wards over 175% fill rate in October.
Cossham Midwifery Fill Rate and CHPPD:
Cossham remains temporarily closed to deliveries. Therefore we
have not reported externally for the unit this month.
Safe Staffing - Board Sponsor: Interim Director of Nursing
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Birth

Apr-18 May-18 Jun-18 Jul-18

Total Births

Aug-18

Sep-18

Oct-18

516

523

511

534

543

515

535

Midwife to birth ratio

01:30

01:30

01:30

01:30

01:33

01:33

01:33

Normal birth rate

56.6%

55.8% 56.0% 56.1%

56.4%

60.1%

51.8%

Caesarean birth rate

30.3%

29.6% 29.1% 28.5%

31.2%

27.3%

34.1%

Emergency caesarean birth rate

17.2%

17.3% 18.0% 17.3%

17.1%

14.6%

18.7%

Induction of labour rate

35.5%

33.9% 34.1% 35.0%

33.1%

35.7%

34.7%

Total births in midwife led environment

18.9%

17.8% 17.8% 19.9%

19.3%

18.8%

13.4%

Cossham BC

3.1%

4.1%

6.1%

6.4%

2.8%

0.2%

Mendip BC

15.2%

13.3% 11.5% 12.9%

12.1%

14.3%

12.1%

Birth location

Home

0.6%

0.4%

0.9%

0.4%

1.4%

3.0%

CDS

80.1%

81.3% 81.0% 79.2%

80.4%

79.8%

83.5%

97.4%

98.1% 96.9% 97.0%

95.7%

95.4%

96.4%

0
0.00%

1
4
0
0.40% 0.80% 0.00%

1
0.20%

1
0.20%

2
0.40%

One to one care in labour
Stillbirth

5.7%

Actual
Rate

0.6%

Trend

Maternity Staffing
In October 2018 the maternity unit closed on 3
occasions due to high activity and acuity. One woman
was transferred to St Michael’s Hospital, UHBristol.
Following submission of a staffing paper to Trust Board,
the following additional staffing has been agreed as an
immediate action and is being actively recruited to:
• 10.84 for CDS
• 5.42 for Antenatal Beds on Cotswold
• 1.00 8a Lead for Quality & Patient Safety
Additional workforce will go through the Trust business
planning process.
Cossham Birth Centre remains temporarily closed to
women in labour due to a sustained increase in demand
and acuity in the maternity unit at Southmead Hospital.
Routine antenatal and postnatal clinics continue to be
provided. Women booked for Cossham Birth Centre
have been offered the option of being transferred to
midwifery-led care at our alongside maternity unit (AMU)
on Mendip Birth Centre or homebirth. A weekly briefing
report is submitted to the Director of Nursing to provide
assurance all controls in place to mitigate risk and
ensure patient safety.
We continue to have six beds open on Cotswold ward
for antenatal patients and this is being monitored. The
pilot will continue through to end of March 2019
The Division has been reviewed for Governance
assurance as part of the Clinical Governance
Improvement Programme and been assessed as green.
Our bereavement midwife Jacqui Lewis won the NBT
Exceptional Healthcare Award for ‘Best Improvement in
Patient Experience’ with 2 other nominations having
been shortlisted.
BNSSG Local Maternity System conducted a ‘15 Steps
to Maternity’ visit on the postnatal ward where their
feedback was ‘welcoming, calm, safe and bright and
friendly staff’

‘My Pregnancy @ NBT’ smartphone app launched on 04 May 2018 to replace patient information leaflets and
give women and families access to evidence based care ‘on-the-go’ wherever and whenever they choose.
Safe Staffing - Board Sponsor: Director of Nursing
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Serious Incidents (SI)
Five serious incidents were reported to
STEIS in October 2018:
• 2 x Maternity & Obstetrics
• 2 x Tissue Viability
• 1 x Treatment or Procedure (NE)
No Serious Falls were identified at
Corporate SWARM for investigation
through the QI process with review at
the Trust Falls Group.
There was a Never Event in October;
retained foreign object post procedure.
A guide wire was left in situ following
insertion of a central line. There was no
associated harm to the patient. The full
investigation is underway and is due to
complete no later than 24/01/2019.

Quality and Patient Safety - Board Sponsor: Interim Director of Nursing
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Incident Reporting Deadlines for
RCA submission
No serious incidents breached their
October 2018 reporting deadline to
commissioners.

Top SI Types in Rolling 12 Months
Patient falls remain the most
prevalent of reported SIs. These are
monitored through the Trust Falls
Group
This is followed by
• Treatment or Procedure
• Clinical Assessment or Review.
“Other” Category:
Data Reporting basis
The data is based on the date a serious incident is reported on
STEIS. Serious incidents are open to being downgraded if the
resulting investigation concludes the incident did not directly
harm the patient i.e. Trolley breaches. This may mean
changes are seen when compared to data contained within
prior Months’ reports
Central Alerting System (CAS)
4 new alerts reported, with none breaching alert target dates.
1 Estates alert breaching it’s target dates. Awaiting site visit
from Baxi heating before replacing the substandard parts.
1 MDA alert breaching it’s target date – one action remains
incomplete. Bulk of the work has been completed but there is
one action still to be closed.

•
•
•
•
•
•
•

2 Service Provision
2 Appointments
2 Admission/Discharge/Transfer
2 Safeguarding
1 Resuscitation Event
1 Fluid Management
1 Medical Device or Equipment

Quality and Patient Safety - Board Sponsor: Interim Director of Nursing
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Harm Free Care
The ‘harm free’ care reporting
includes both overall harm free care
and the new harm rates which are
reflective of ‘hospital acquired harm’.
This month shows 96.88% for harm
free care compliance adjusted for
hospital acquired harm.

Falls
There were no serious events among
the 171 falls in October, five were
moderate, 32 low and 134 resulting in
no harm. The Medicine Division
accounted for 98 falls. This represents
a reduction in the number of falls
compared to a year ago. The
Inpatients Falls Prevention Group will
discuss the factors behind the
reduction at its next meeting.
The patient falls prevention group is
working to change processes to
streamline the incident reporting and
audit activity. A revised action plan is
being produced to reflect the
recommendations and standards set
out in the National audit for inpatient
falls and the NICE QS86 standards.
Registration has been made for the
revised continuous National Audit for
Inpatient Falls where the focus will be
directed toward falls resulting in hip
fracture.

Safety - Board Sponsor: Interim Director of Nursing
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Pressure Injuries
The 2018/19 Trust objectives for the
reduction of pressure injuries remain
a zero tolerance for grade 4 and 3
and a 20% reduction (164 cases) for
grade 2.
Pressure injury incidence per
thousand bed days increased in
October to 0.3 per 1000 bed days,
which is reflected in the number of
reported incidents of grades 2 and 3.
In October, there were no reported
grade 4 pressure injuries.
There was one reported grade 3 due
to prolonged direct pressure from a
plaster cast.
There were twelve reported grade 2
injuries which occurred within the
NMSK, ASCR and Medicine
Divisions, affecting nine patients. Of
all grade 2 pressure injuries, 69%
could be attributed to heels.
The Trust quality improvement
project, led by the Medicine Division
to reduce NBT acquired pressure
injuries, is progressing with a well
attended multi-professional Launch
event having taken place. The project
will conclude in the next 16 weeks.
VTE Risk Assessment
Timely VTE Risk Assessments above
the 95% national standard have
continued.

Safety - Board Sponsor: Interim Director of Nursing
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WHO Checklist Compliance
Measured compliance with the WHO checklist was 97.3% in October.
WHO safer surgery list compliance is led by the theatre management team, linking with
each speciality cluster, the programme is reporting into theatre board.

Safety - Board Sponsor: Interim Director of Nursing
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Fractured Neck of Femur in
Patients aged 60 years and over
Patients admitted to an acute
orthopaedic ward within four hours
Performance has recovered from 57%
in August to 75% in September and
October, which remains above the
National average.
Patients medically fit to have
surgery have surgery within 36
hours
73.3% of patients receive surgery
within 36 hours which is comparable
to the England average.
Patients assessed by an
Orthogeriatrian within 72 hours
In October 2018 93.3% of patients
were seen by an Orthogeriatrian
within 72 hours.

N.B. Data is reported in arrears.

Safety - Board Sponsor: Medical Director
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Stroke
Number of stroke patients
admitted
In October 2018, 92 patients were
admitted for stroke, showing a
sustained increase against previous
years, and reflecting the increasing
number of patients transferred into
the service for mechanical
Thrombectomy. Year to date, there
has been a 11% increase in the
number of patients admitted having
had stroke compared to 2017/18.
Patients scanned within one hour
Performance is sustained with
67.12% of patients scanned within
one hour in October.
Patients thrombolysed within one
hour
In October 66.7% of patients were
thrombolysed within one hour.
Patients admitted to a stroke unit
within four hours
Improvement is required in timely
admission to the stroke ward. An
improvement plan is being
developed. Previous data shows that
delays beyond four hours are usually
short.

N.B. England performance is the latest available position published on SSNAP.

Safety - Board Sponsor: Medical Director

Medicines Management
Severity of Medication Error
The trend for reporting medication
errors continues to increase.
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High Risk Drugs
Reports of incidents involving high risk
drugs have stabilised. The detailed
review of the individual drugs
categories is undertaken by specialist
pharmacists who liaise directly with the
clinical teams where issues are
identified. Incidents involving controlled
drugs are reported to the Local
Intelligence Network (LIN) quarterly as
well as at the Drug and Therapeutics
Committee

Protocol progress to date -08/11/2018
Released to LIVE
58
Validated - ready for release
0
Submitted for validation
4
Queries
0
Build in progress
1
Lung to be built
0
Trials to be built
5
To be built
6
To be built - no current NBT use
7
To be built no network protocol
5
Built corrections required
0
Total
86

Missed Doses
A detailed report of missed doses is
presented at the bimonthly Medicine
Governance meeting to provide
oversight to the Trust. Areas of poor
practice are highlighted and support
from the clinical pharmacy team
offered.
Chemocare Protocols
The work on Chemocare protocols
continues. Five protocols relating to
lung cancer have been signed off this
month.

Safety - Board Sponsor: Medical Director
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MRSA
There was one reported case of
MRSA bacteraemia in October,
occurring within the Medical Division
the root cause analysis is being
undertaken to try to establish the
source of the infection. This brings the
Trust total to seven cases for 2018/19
which reflects the rise in the
benchmarked data rate per 100,000
bed days in Q1 2018/19.
The focus of the Trust’s improvement
plan is on good management of
indwelling vascular devices. A Trust
quality improvement initiative has been
commenced led by the ASCR and
NMSK divisions to reflect this, and this
is being overseen by the infection
control monitoring group and control of
infection committee.
C. Difficile
The Trust objective for 2018/19 is
fewer than 42 cases. The number for
the year is marginally above trajectory
with three cases reported in October.
The Clostridium Difficile steering group
oversees improvement actions.

Safety - Board Sponsor: Medical Director
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E. Coli
There were four cases of E. Coli
bacteraemia reported in October. The
Trust’s target is for a 10% year on year
reduction. The focus for improvement
is on the insertion and ongoing
management of urinary catheters.

MSSA
There were two reported cases of
MSSA bacteraemia in October
occurring within the ASCR Division.
Benchmarking data shows that rates of
MSSA bacteraemia in NBT are as or
less than expected.
Hand Hygiene
Hand Hygiene compliance reported as
97% in October. The infection
prevention and control team continue
to be part of a NHSI initiative for
developing National policy for hand
hygiene representing the South region.

Safety - Board Sponsor: Medical Director

Mortality Review
01 April 2018 – 31 October 2018
All outstanding non-priority cases that
were allocated for review before the new
system went live in September 2018 have
been reviewed by the Mortality Review
team. Three hundred and forty nine out of
355 cases were screened out with six of
the cases being identified as “high priority”.
These will now undergo Mortality Case
note Review (MCR).
The current data shows 81% percent
compliance with reviews for High Priority
cases.
Activity
Reviewed and screened out
MCRs completed for non-priority cases
MCRs completed for priority cases
TOTAL completed reviews
Total number of cases (deaths)

Number
587
291
60
938
1011

%
58.1%
28.8%
5.9%
92.8%
100%

Awaiting Review
High Priority Cases
Non-high priority cases
Total

Number
14
59
73

%
1.4%
5.8%
7.2%

The Emergency Department senior nurse
who contacts bereaved families will now
screen deaths and identify cases where a
MCR needs to be completed.
The Cardiology Department has arranged
for screening conversations to take place
during board rounds with the consultants
so that cases can be identified for MCR.

Effectiveness - Mortality - Board Sponsor: Medical Director

Overall Mortality
The Trust’s SHMI Mortality Ratio for the
most recently calculated period within Dr
Foster shows the Trust is within the
expected range.
Mortality Review Outcomes
The number of cases reviewed by MCR with
an Overall Care score of adequate, good or
excellent was 98%.
There have been no new cases of Poor or
Very Poor Overall Care scores.

Very poor or poor overall care cases current status
RCA completed
1
External transfer - Host hospital informed
1
Internal RCA
2
RCA ongoing
1
Second review - Downgraded to no harm
1

The main learning from reviews remains:
Earlier conversations need to take place
with patients and their families about
treatments which may work and treatments
which may not work in the event of an acute
deterioration in their health. Escalation of
clinical deterioration to senior clinical
decision-makers needs to improve.
However, there are excellent conversations
with patients and families when clinicians do
identify that patients are coming towards the
end of life.
Actions
• National Early Warning Score 2
(NEWS2) is being launched in October to
improve earlier detection of deterioration.
• The BNSSG STP has agreed to launch
the ReSPECT process across the
healthcare system to enable earlier
conversations and planning for
emergency care and treatment. NBT will
be taking part in this work.

Effectiveness - Mortality - Board Sponsor: Medical Director

47

Quality Experience
Board Sponsor: Interim Director of Nursing
Helen Blanchard

Friends and Family Test

FFT Res pons e
Ra te

48

Ta rget

NBT Actua l

ED

15%

20.49%

Inpa ti ents

30%

19.26%

6%

18.90%

15%

19.57%

Outpa ti ents
Ma
. terni ty (Birth)

Focus remains on the inpatient response
rate which has remained broadly static for
the last five months. Day case continues to
contribute to the underperformance with a
response rate of 14% in comparison to 24%
inpatients only. Work will focus on improving
feedback from the day case areas
Work is being undertaken to improve ward
response rates, the purpose of this is to
understand challenges and test small
interventions to ascertain what drives
response rates. More information on this is
shared on the next slide
The emergency department have slightly
decreased, by 1.8% but maintain a response
rate well above the National & SW Regional
benchmark
Outpatient results have marginally increased
from September to October although at
17.07%, continue to exceed the 6% target
.FFT data is feeding into and informing the
Out Patient Review Programme
Maternity (Birth) have continued to report
above the 15% target.

Owing to technical issues, NHS England have not published
maternity FFT data for November 2017.
N.B. NHS England FFT Official stats publish data one month behind current data presented in this IPR.
May 2018, South West region has been split to SW (North) and SW (South). NBT is now plotting against SW (North).

Caring - Board Sponsor: Director of Nursing

FFT Recommend
Ra te

49
Ta rget

NBT Actua l

ED

90%

91.46%

Inpa ti ents

95%

93.94%

Outpa ti ents

95%

95.01%

Ma terni ty (Birth)

95%

96.00%

The issues with reporting on envoy that
occurred in September have now been
resolved and ward level data is now available
This month we were able to review the impact
of the interventions we have made on 9a, 7b
and 26b.
7b ( Stroke) trialled using the business cards
to improve their response rates. This has had
a small impact of a 3% improvement. 7b feel
that as many of their patients have
communication needs that a FFT post card
given out on the ward would be more suitable.
This will begin on the 1st December and the
impact will be measured on the 1st February.
9a trialled the proactive sharing of their FFT
data with the team at safety briefings, to help
raise the profile of the feedback and
encourage the promotion of FFT with patients
as they were discharged. In month 1 (
September) their results did significantly
increase to 94% from 89% but have
decreased in month 2 (October) to 88% . A
follow up meeting revealed that the sharing of
feedback had not continued ( no reason was
given.) This has recommenced .
26b trialled business cards and have seen an
improvement in their response rates. In
October they achieved 32% ( 34) response
rate ( increase from 20% ( 21) ) with 100% of
patients saying they Would Recommend. This
will continued to be monitored to ensure
consistency in their results.
Owing to technical issues, NHS England have not published
maternity FFT data for November 2017.
N.B. NHS England FFT Official stats publish data one month behind current data presented in this IPR.
May 2018, South West region has been split to SW (North) and SW (South). NBT is now plotting against SW (North).

Friends and Family Test
“Please tell us the main reason for the answer you chose.”
I don't like hospitals, seen many
before... but this one took me to the
future... literally... Came for an
Emergency. I had no idea I could
receive that much attention, I could be
treated with a highest standard quality
of service by exceptionally skilled
doctors and other professionals. I'm
not a celebrity, I had no idea that
service like this could be for free. Leant
to appreciate NHS as never before.
Exceptional hospital, top professionals,
thank you! (One thing to improve if
possible: waiting time could be
shorter)
1 – IP – 32b

I was next to the clinical room and
the door kept slamming hard all the
time so I couldn't sleep. The ward I
was in was depressing, dark and
looked unkempt, the curtains didn't
close properly, I couldn't adjust my
bed as someone didn't plug it in, I
had no buzzer if I needed someone
and half of my medication was
missing which lead me to go into
withdrawal by the time I was due
back home.
4 – IP – Gynaecology

Everybody was courteous
and helpful and explained
everything. One of the best
hospitals I have been in.
Many thanks.
1 – IP – Gate 33b

All staff were friendly and very
professional. Couldn't do enough to
help me. I have been an inpatient at
Weston and the BRI before and this
was the best care I have ever received.
Thank you so much for getting me
well. Drs are A+ and explained
everything very well.
1 – Gate 8a

Better parking, had to park 3 car
parks away from pain clinic and
walk on crutches to get there
despite having blue badge, no
spaces. Kept waiting 45 mins past
appt time which caused extra pain
flare up. Disappointing
3 – OP – Pain Management

Waited 11hrs to be
seen and all I had
done was blood
tests didn't even get
results hot clinic is a
joke
5 – IP – 32b

All the paperwork I received
mentioned the Brunel
Building, there is no obvious
sign on the building nor could I
see any signposts to the
building. This did result in my
being quite stressed by the
time I actually got to
reception.
3 – OP – Cardiology

Very long wait and not
informed of this, the roof was
leaking and rainwater was
dripping on people in the
waiting area, it was cold in the
department, parking was
difficult and expensive with no
indication of how long we
needed to wait or pay so we
had to go back and feed the
meter again.
4 – OP – Ultrasound
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I had to wait less than 5
minutes. Everything was
explained to me very
thoroughly and honestly. I
knew exactly what to expect. I
was so well looked after. I am
sure it was better than paying
privately. Couldn't have been
looked after better.
1 – OP – Gynae Colposcopy

My Autistic son was taken to hospital
by ambulance and the doctors and
nurses were amazing with him in
majors. I would especially like to
commend Nurse (name) for getting a
cannula into my sons arm and
managing to take lots of blood. This
hasn't been done for years as he
refuses point blank. Excellent work .
1 – Emergency Department

Very inconsistent help. Some
nurses were very friendly and
helpful, while others were rude
or dismissive of my needs.
3 – IP – 6b

Admitted at 11, not going down until 5.30.
Nurse not being interested when I said I felt
unwell after not being allowed to eat for 20+
hours. Incredibly uncompassionate
anaesthetist.
4 – IP – Gate 21

Would you recommend? 1. Extremely Likely 2. Likely 3. Neither Likely nor Unlikely 4. Unlikely 5. Extremely Unlikely 6. Don’t know
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Complaints and Concerns
In October there were 80 complaints, an
increase of 13 from September, and 90
concerns received, an increase of 40. In total
170 complaints and concerns were received.
Compliments
The number of compliments returned to ACT
for recording in October was 900, which is an
increase from 350 reported in September.

NHS Complaints National Guideline
Targets
The three day acknowledgment was
achieved (100%).
Overdue Cases
The number of cases that were overdue at
the end of the month were 18.

Of the cases closed in October 2018 (to
account for late responses), 65 (64%) were
completed within the agreed timescale. This
has increased from last month’s performance
of 47%. The exceptions are below, all of
which are improvements on the previous
month’s numbers:
15 were 1-10 days overdue
11 were 10-20 days overdue
10 were greater than 20 days overdue
The KPI of achieving 95% response rate
within agreed time scales was been agreed
by The Patient Experience Group this month
.A trajectory for improvement will be set with
each Division .

Caring - Board Sponsor: Director of Nursing

52
Complaint Handling
The top three categories of complaints
in June reflect the ongoing trend of
appointment issues, communication
(including staff attitude), poor
nursing/medical care. Some of this
information correlates with FFT
data. The advice and complaints team
work closely with divisions to inform
good practice in responding to
complainants.

Parliamentary Health Service Ombudsman (PHSO) Cases
Q1 18/19

Qtr 2 18/19

Sep-18

Oct-18

New Cases referred to PHSO

5

2

0

0

No. of cases fully upheld

0

0

0

1

No. of cases partially upheld

1

0

0

0

1

2

0

0

350
0
Nil

0
0
1

0
0
Nil

0
0
Nil

No. of cases not upheld
Fines levied
Corrective Actions Compliant within timescales
Non- compliant

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

Local Resolution Meetings
Seven local resolution meetings were
undertaken in October 2018 to resolve
ongoing complaints. A local resolution
meeting provides an opportunity for the
patient and relatives to meet with senior
staff to discuss their concerns and seek
mutual resolution to their concerns in an
informal and open manner.
NHS Choices web posts
For October 2018 Southmead Hospital
Overall Rating from the NHS Choices
home page is 4.5 stars against 245
reviews.
Ombudsman cases
No new case was received from the
Ombudsman in October 2018 and one
Ombudsman outcome was received
where the complaint was not upheld.

Caring – Quality Experience - Board Sponsor: Director of Nursing
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Research and Innovation
Board Sponsor: Medical Director
Chris Burton
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Due to increased national expectation the
Clinical Research Network increased the NBT
annual recruitment target by 25%. NBT is
currently achieving 87% of the increased
target.
R&I is working with researchers to identify
opportunities to increase our recruitment
further. R&I has identified a staff dementia
attitudes survey and will be asking all staff to
complete this to help address the shortfall.
DHSC is no longer formally monitoring % trials
set up within 70 days but it is expected that
performance will continue to be scrutinised.
The recent decline in performance is due to
several studies with significant challenges to
overcome to enable patient participation. It is
anticipated that this metrics will improve again
to above national averages over the next 2
quarters
NBT has recently been awarded three NIHR
RfPB grants submitted to the last call for
applications:
- Professor Nick Maskell has been awarded
£350k for the study: Thoracoscopic Talc
Poudrage and Indwelling Pleural Catheters
versus Thoracoscopic Talc Poudrage only in
Malignant Pleural Effusion (TACTIC).
- Professor Marcus Drake has been awarded
£150k for the study: Planning Appropriate
Nocturia Evaluation and Treatment (PLANET);
an interdisciplinary consensus.
- Dr Lyn Jones has been awarded £220k to
refine and pilot a training programme with the
NHS Breast Screening Programme to enable
standardised interpretation of a shortened
(FAST) MRI to support the delivery of a future
multicentre trial of FAST MRI versus
mammogram for breast cancer screening.
Effectiveness - Board Sponsor: Medical Director
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CQUINS
Board Sponsor: Medical Director and Interim Director of Nursing
Chris Burton and Helen Blanchard
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Ref/Title

Description

Ann. Value
(‘000)

Lead Division

Q1

Q2

Q3
(F)

Q4 (F)

Comment

Human
Resources

N/A

N/A

N/A



0% FORECAST. CQUIN
payable on staff survey
outcome only,
irrespective of activities

Facilities

N/A

N/A

N/A



100% FORECAST

Operations

N/A

N/A

N/A



100% FORECAST
Paper systems Q1,
Lorenzo in ED Q2 –
enforces recording of
CQUIN requirements.
Timely screening for IP
work ongoing.

1a. Health & Wellbeing

5% improvement in 2 out of 3 staff
survey health & wellbeing
questions

1b. Health & Wellbeing

Healthy food offered on premises

1c. Health & Wellbeing

Uptake of flu vaccinations by
frontline clinical staff of 70%

£243.2k

2a. Sepsis – Screening

Timely Screening

£182.4k

Medicine (ED)
& Clin. Gov.









2b. Sepsis - Treatment

Timely Treatment

£182.4k

Medicine (ED)
& Clin. Gov.









2c. Sepsis - Antibiotic
review

Empiric review of antibiotic
prescriptions (Sepsis)

£182.4k

Core Clinical
Services









100% FORECAST

2d. Antibiotic
consumption

Reduction in consumption per
1,000 admissions

£182.4k

Core Clinical
Services

N/A

N/A

N/A



100% FORECAST

4. Improving services for
people with mental
health needs in A&E

Joint working with mental health
sector for care planning for
frequent attenders.

£729.5k

Medicine









100% FORECAST

6. Advice & Guidance

Implement advice & guidance to
GPs for agreed specialties

£729.5k

Medicine









30% FORECAST. No tariff
to fund activity and job
plan requirements

9. Preventing ill health
by Risky Behaviours –
alcohol & tobacco

Screening, Basic advice and
specialist services referral for
admitted inpatients

£729.5k

Medicine/
Operations

N/A







64% FORECAST. Partial
achievement in Q3 & Q4

£191.4k
(77.8%)

£498.2k
(78.5%)

£355.8k
(72.8%)

£1.50M
(66.1%)

FULL YEAR £2.55M
(69.9%)

£911.9k
(100%)

£911.9k
(100%)

£911.9k
(100%)

£911.9k
(100%)

100% FORECAST

Total (£ value and % achieved of quarterly amount
available)
S1: STP CQUIN

Fin. contribution, participation,
information sharing, high cost
drugs & Outpatient services

Target met Target partially achieved Target not met

£243.2k

£243.2k

£3,647.5k
£3,647.5k

Finance/
Operations

CQUINs - CQUINs - National Schemes - Board Sponsor: Director of Nursing & Quality
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Ref/Title

Description

Ann. Value
(‘000) rounded

Lead Division

Q1

Q2

Q3

Q4

Actual

Actual

Forecast

Forecast

Comment

1. Spinal Network

Spinal surgery: networks, data,
Multi-Disciplinary Team (MDT)
oversight

£320k

NMSK

N/A







Q2 achieved in full. Q3 & Q4 full
achievement predicted.

2. Medicines
Optimisation

Hospital Pharmacy
Transformation and Medicines
Optimisation

£320k

CCS









Q1 & Q2 achieved in full. Q3 & Q4 full
achievement predicted.

3. Head Injury
Therapy Unit (HITU)

Service improvement and
development of a pilot in-reach
model of care

£506k

NMSK

N/A







4. Nationally
Standardised Dose
banding for Adult
Intravenous
Anticancer Therapy
(SACT)

Implementation of nationally
standardised doses of SACT

£320k

CCS









Q1 & Q2 achieved in full. Q3 & Q4 full
achievement predicted.

5. Interstitial Lung
Disease (ILD)
Enhanced
Supportive Care

Develop a supportive care
screening tool, palliative carepsychology-ILD MDT Meeting,
patient held record and
treatment escalation plans to be
shared with Primary Care via
Connecting Care

£320k

Medicine

N/A







Q2 achieved in full. 5% risk in Q3 related
to Connecting Care and IT resource to
deliver requirement. Q4 full
achievement predicted.

6. Intravenous
Immunoglobulin
(IVig) Panel

Implementation and
maintenance of a regional clinical
IVig panel

£256k

CCS

N/A

N/A





Q3 & Q4 full achievement predicted.

7. Abdominal Aortic
Aneurysm (AAA)
Screening

Improving Uptake –
communications and promotion

£1669k

ASCR









Q1 & Q2 achieved in full. Q3 & Q4 full
achievement predicted.

8. Armed Forces

Embedding the Armed Forces
Covenant to support improved
health outcomes for the Armed
Forces Community

£10k

Operations

N/A

N/A

N/A



Full achievement anticipated.

£132k
(100%)

£529k
(100%)

£501k
(97%)

£1,040k
(100%)

Total (£ value and % achieved of quarterly
amount available)

£2,218k

Full year forecast:
£2,202k (99%)

Target met Target partially achieved Target not met
NHSE Specialised Commissioning Schemes - Board Sponsor: Medical Director
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Facilities
Board Sponsor: Director of Facilities
Simon Wood
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Operational Services Report on
Cleaning Performance against the
49 Elements of PAS 5748 v.2014
(Specification for the planning,
application, measurement and
review of cleanliness in
hospitals)
Cleaning scores in September have
remained above target across the
four risk categories.
Approximately 200 Deep Cleans
were requested per week.
Performance against the four hour
completion SLA was at over 97%.

Very High Risk Areas
Target Score 98%
Audited Weekly

Include: Augmented Care Wards and areas such as ICU, NICU,
AMU, Emergency Department, Renal Dialysis Unit

Communication and staff
engagement remains a key theme.
In addition to regular initiatives the
engagement programme the ‘Happy
App’ is live across facilities and now
allows all staff to send direct
messages to their heads of service
and the senior FM team.

High Risk Areas
Target Score 95%
Audited Fortnightly

Include: Wards, Inpatient and Outpatient Therapies, Neuro Out
Patient Department, Cardiac/Respiratory Outpatient Department,
Imaging Services

Significant Areas
Target Score 90%
Audited Monthly

Include: Audiology, Plaster rooms, Cotswold Out Patient
Department

Low Risk Areas
Target Score 80%
Audited Every 13 weeks

Include: Christopher Hancock, Data Centre, Seminar Rooms,
Office Areas, Learning and Research Building (non-lab areas)

Facilities Management - Board Sponsor: Director of Facilities
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Well Led
Board Sponsors: Medical Director, Director of People and Transformation
Chris Burton and Jacolyn Fergusson
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Overall worked wte and pay
expenditure increased in October.
The greatest increase in substantive
worked wte was in registered nursing
and midwifery, as is expected as a
result of the continued newly qualified
intake.
There has been a small reduction in
the overall volume of temporary
staffing use for registered nursing.
However there was a significant
reduction in agency use (17 wte),
which led to an overall £100,000
reduction in registered nurse
temporary staffing expenditure in
October comparted with September.
October saw unregistered nursing and
midwifery bank use maintain the same
level as in September, which remains
at the lowest level of use since April
2018.
Bank and agency use and expenditure
increased in October for medical staff
compared with September. Increases
were in both bank and agency.

Well Led - Board Sponsor: Director of People and Transformation
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Bank and Agency
October saw an increase in bank
expenditure as more shifts were filled by
bank staff. This has meant a slight
decrease in agency expenditure, which
includes usage of non-framework agencies.
Demand of RMNs fell during October.
Nursing recruitment remains a high priority
with specific campaigns over Winter
underway.
Collaboration with UWE to advertise to
recruit HCA and other bank staff groups is
in also progress.
The Resourcing team are reviewing their
processes and implementing improvements
to decrease recruitment time for bank staff
(from job offer to start date)
NBT eXtra is also working with GRI (neutral
vendor) to increase the number of our
agency requests being filled with tier one
and two agencies.
NBT is offering block bookings for high risk
areas to framework agency in a bid to
increase fill rate
NBT Extra continue to work with current
suppliers in reducing agency rates and
identifying local issues that could be
affecting our fill rates.

Well Led - Board Sponsor: Director of People and Transformation
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2016/17
Year End

2017/18
Year End

WTE

WTE

WTE

% Change
2017/18 to
Date

211.5

216.0

222.5

3.0%

Additional Clinical Services

1,344.4

1,436.2

1,377.1

-4.1%

Administrative and Clerical

1,368.5

1,348.8

1,377.4

2.1%

Allied Health Professionals

358.9

353.1

377.4

6.9%

Estates and Ancillary

672.6

653.0

688.0

5.4%

Healthcare Scientists

348.7

341.9

345.7

1.1%

Medical and Dental

874.3

894.1

928.7

3.9%

Nursing and Midw ifery Registered

2,002.9

1,985.5

1,971.4

-0.7%

Grand Total

7,181.8

7,228.6

7,288.1

0.8%

Staff Group

Add Prof Scientific and Technic

Oct-18

Well Led - Board Sponsor: Director of People and Transformation
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Nurse/HCA Recruitment
Recruitment continues for 140 HCA
and associate nurse vacancies in
preparation for winter. Further
improvements to assessment centres
and recruitment marketing are
expected to improve attraction of more
experienced candidates.

Staff Group
Add Prof Scientific and Technic

Vacancy
Vacancy WTE
Factor Sep-18
Sep-18
6.6%
11.1

Vacancy
Factor Oct-18
7.1%

Vacancy WTE
Oct-18
12.0

Variance
0.5%

Additional Clinical Services
Administrative and Clerical
Allied Health Professionals
Estates and Ancillary
Healthcare Scientists
Medical and Dental
Nursing and Midwifery Registered

14.2%
9.8%
7.7%
8.8%
4.6%
7.9%
11.7%

219.3
145.7
29.1
66.9
15.9
79.6
253.6

14.3%
9.2%
7.1%
8.8%
3.6%
6.7%
11.1%

222.0
138.5
27.2
66.7
12.5
66.3
241.5

0.1%
-0.6%
-0.6%
-0.1%
-1.0%
-1.3%
-0.6%

Trust

10.5%

821.2

10.0%

786.6

-0.5%

N.B. Although there was a true increase in leavers in July the high net loss of staff shown in the Net Change WTE graph
is due to the August junior doctor rotation. Junior doctor trainees left the Trust on 31 July and show as leavers, the new
trainees started on 01 August and will show in August reporting as a spike in starters.

October has seen 76 offers for
registered nursing – more than double
NBT’s previous best this financial
year. This has been driven by
improved recruitment marketing and
candidate engagement from the newly
re-structured Talent Acquisition Team,
working closely with divisional teams.
Divisional CPD days as part of NBT’s
new nursing recruitment events
programme also made an impact.
Preparations continue for the Trust’s
first overseas recruitment trip to Dubai
at the end of November. The trip is
expected to deliver 40 band 5 nurses
circa September 2019.

Well Led - Board Sponsor: Director of People and Transformation
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Turnover
The number of staff leaving the Trust
decreased in October. The most
significant reduction was in additional
clinical services, specifically nursing
band 3s.
In addition to the continued progress
of the Retention Steering Group’s
actions, the people and
transformation team and people
partners are continuing to support
initiatives including:

Staff Group

Turnover
Sep-18

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

1.33%
2.19%
1.84%
0.22%
1.17%
0.59%
1.03%
1.61%
1.56%

Leavers
WTE
Sep-18
2.8
30.5
25.1
0.8
7.9
2.0
4.5
31.0
104.5

Turnover
Oct-18
2.77%
1.28%
1.16%
0.77%
1.09%
0.66%
0.23%
1.43%
1.20%

Leavers
WTE
Oct-18
6.1
17.7
16.0
2.9
7.6
2.3
1.0
28.4
81.9

•

Taking ‘Itchy Feet’ phone calls
from staff - with a high success
rate in terms of staff remaining in
post following the call.

•

Developing future flexible
retirement and pensions
roadshows for staff.

•

Working with and supporting EU
staff, including offering drop-ins
and supporting them with leave to
remain applications.

•

Researching and sharing best
practice linked to flexible working.

•

Holding ‘Stay’ conversations with
staff at key points in their
employment.

Variance
1.44%
-0.91%
-0.68%
0.55%
-0.08%
0.08%
-0.81%
-0.18%
-0.36%

Rolling 12 Months

Sep-18

Oct-18

Variance

Total Turnover

16.67%

16.34%

-0.34%

Voluntary Turnover

12.78%

12.41%

-0.37%

Stability

85.18%

85.19%

0.01%

Well Led - Board Sponsor: Director of People and Transformation
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Sickness
Both long and short term sickness
increased in September compared with
August however the in month and year to
date position are improved when
compared with the same periods in
2017/18.
The amount of sickness absence for
Musculo Skeletal and Stress / Anxiety /
Depression reasons (the areas targeted by
the wellbeing programme) continues to
reduce in 2018 calendar year to date,
since the start of the full scale wellbeing
programme, showing a 12% reduction
overall for these reasons compared to the
same period in 2017.
As part of the approach to improve the
management of sickness absence and
supporting staff, the people and
transformation team are continuing to
develop a range of new and updated
resources to support managers with
absence management, including:

N.B. Due variance in calculation method the in month sickness absence for NBT in the
comparator may differ slightly from what is internally reported.

•

The first P&T webinar which focussed
on Occupational Health referrals,
featuring a Q&A with an OH Specialist
Nurse. The next webinar on 11th
December will be on managing staff
who are AWOL, with an NBT manager
sharing her experiences.

•

Implementing the 10 recommendations
from the long-term sickness deep-dive
research project.

•

New resource and guidance for
managers on holding stage 1 sickness
meetings with staff.

Well Led - Board Sponsor: Director of People and Transformation
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In Month Sickness Absence by Staff Group
Staff Group
Add Prof Scientific and Technic
Additional Clinical Services
Administrative and Clerical
Allied Health Professionals
Estates and Ancillary
Healthcare Scientists
Nursing and Midwifery Registered
Medical and Dental

Trust
Acute 2017/18
Acute - Large 2017/18
North Bristol NHS Trust 2017/18

Rolling 12 Month Sickness Absence
Total Absence

Variance
1.28%
0.38%
0.69%
-0.37%
0.72%
0.62%
0.43%
-0.06%
Trust
0.00%

Aug-18
1.55%
6.04%
3.72%
3.54%
5.72%
2.29%
3.59%
0.83%
4.25%

Sep-18
2.83%
6.42%
4.41%
3.17%
6.43%
2.90%
4.02%
0.78%
4.25%

Rolling
12 Month
Average
3.99%
4.15%
4.40%

Aug-18

Sep-18

Variance

4.2%

4.2%

-0.01%

Well Led - Board Sponsor: Director of People and Transformation
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Training Topic
Infection Control
Health and Safety
Waste
Information Governance
Child Protection
Equality and Diversity
Fire
Manual Handling
Total

Variance

Sep-18

Oct-18

2.0%
1.7%
1.4%
1.8%
4.4%
3.0%
2.0%
1.8%
2.3%

87.6%
89.9%
87.8%
82.6%
85.7%
83.4%
86.6%
80.0%
85.5%

89.6%
91.5%
89.2%
84.4%
90.1%
86.4%
88.6%
81.8%
87.7%

Stat / Man training compliance is now
running at an average 87.8% across
the 8 topics used for Trust wide IPR
reports. eLearning completions are still
running at an average of 5,400 per
month, with about 68% of those
dedicated to MaST training
Appraisals
The 2018 Appraisals round is now
complete, with an overall completion
rate of 74% for the entire Trust.
Neurosciences and MSK exceeding
the target of 90% with a position with
of 92% of staff appraised.
Managers are continuing to finalise the
appraisal process with their teams.

Well Led - Board Sponsor: Director of People and Transformation
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Medical Appraisal

The 5th appraisal and revalidation year started on the 1st April 2017 and ended on
the 31st March 2018. 90% of the appraisals that were due within this period were
completed by the 31st March. This figure now stands at 100%.
Appraisal compliance at the end of June 2018 dipped to 55%. Following actions
taken appraisal compliance has improved significantly to 87% at the end of
October 2018. There were 76 doctors who joined the Trust as part of the August
changeover who will be required to engage with the appraisal process at the Trust.
The Trust has currently deferred 24% of all revalidation recommendations due over
the past 12 months. This number has been slowly decreasing since August 2017
when it reached its peak of 43%. The number of doctors going through revalidation
in 2018 is high as many doctors are entering their second cycle.
The PReP system remains the mandatory system for medical appraisals for all
non-training grade doctors employed by the Trust. The current contract for PReP is
in place until April 2019 which is currently under review by the revalidation support
team.

Well Led - Board Sponsor: Medical Director
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Finance
Board Sponsor: Director of Finance
Catherine Phillips
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Position as at 31 October 2018
Prior year
actual to 31
October 2017

18.19 Plan

Actual

Variance
(Adverse) /
Favourable

£m

£m

£m

£m

Contract Income

284.2

287.7

3.5

43.6

Other Operating Income

48.1

47.2

(0.9)

0.1

Donations income for capital acquisitions

0.0

0.1

0.1

332.3

335.0

2.7

Income
275.9

319.6

Total Income
Expenditure

(194.4)

Pay

(202.1)

(205.1)

(3.0)

(104.9)

Non Pay

(110.0)

(110.3)

(0.3)

(3.7)

(3.6)

0.1

(315.8)

(319.0)

(3.2)

16.0

(0.5)

(3.4)

PFI Operating Costs

(302.7)
16.9

Earnings before Interest & Depreciation

16.5

5.3%

4.8%

(14.3)

Depreciation & Amortisation

(13.3)

(13.8)

(0.5)

(19.6)

PFI Interest

(20.2)

(20.0)

0.2

0.0

0.1

0.1

(2.9)

(3.0)

(0.1)

Statement of Comprehensive Income
Assurances
The financial position at the end of October shows a deficit
of £13.6m, £1m adverse to the planned deficit.
The position includes the loss of £0.6m of Provider
Sustainability Funding to reflect below target A&E
performance expected in Qtr 3.
The Trust’s position against the NHSI control total is
measured excluding PSF, and is £0.4m adverse to plan.

Key Issues
• Contract income is £3.5m favourable to plan with nonelective activity offsetting underperformance in elective
inpatient activity and critical care.
• Pay is £3m adverse to plan. Under-delivery of savings
together with overspends on nursing and medical staff
are being offset by vacancies and budgets set aside for
specific investments later in the year.

0.0

Interest receivable

(3.4)

Interest payable

0.0

PDC Dividend

0.0

0.0

0.0

0.0
0.0

Other Financing costs
Impairment

0.0
0.0

0.0
0.0

0.0
0.0

(19.9)

(20.7)

(0.8)

• The plan for both Other Income and Pay have been
adjusted to reflect the impact of the Agenda for Change
pay award and the associated funding.
• The forecast outturn shows a risk of delivery of the
Trust’s control total and a number of mitigating actions
have been put in place to deliver the required
improvement.

(20.4)

Operational Retained Surplus / (Deficit)

(6.4%)

(6.2%)
Add back items excluded for NHS
accountability

(0.1)

Donations income for capital acquisitions

0.0

(0.1)

(0.1)

0.3

Depreciation of donated assets

0.0

0.5

0.5

0.0

Impairment

0.0

0.0

0.0

(19.9)

(20.3)

(0.4)

7.3

6.7

(0.6)

(12.6)

(13.6)

(1.0)

(20.2)
5.2
(15.0)

Adjusted surplus /(deficit) for NHS
accountability (excl PSF)
PSF
Adjusted surplus /(deficit) for NHS
accountability (incl PSF)

• Non pay is £0.3m adverse reflecting above plan spend
in a number of areas as well as under delivery of
savings.

Variance
31 March
2018

Statement of Financial Position as at

Plan

Actual

above /

31st October 2018

£m

£m

(below) plan

£m
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Statement of Financial Position
Assurances

£m
Non Current Assets
517.7

Property, Plant and Equipment

515.5

517.0

1.5

17.3

Intangible Assets

15.7

15.7

(0.0)

14.0

Non-current receivables

14.0

14.0

0.0

549.0

Total non-current assets

545.2

546.7

1.5

Current Assets
11.2

Inventories

11.2

12.1

0.9

35.5

Trade and other receivables NHS

27.6

26.6

(0.9)

22.4

Trade and other receivables Non-NHS

22.4

32.2

9.8

17.0

Cash and Cash equivalents

15.0

6.5

(8.5)

86.1

Total current assets

76.1

77.4

1.2

0.0

0.0

0.0

621.3

624.0

2.7

9.4

8.7

(0.6)

0.0
635.1

Non-current assets held for sale
Total assets
Current Liabilities (< 1 Year)

9.4

Trade and Other payables - NHS

71.5

Trade and Other payables - Non-NHS

68.7

70.4

1.7

40.1

Borrowings

39.9

39.1

(0.8)

121.0

Total current liabilities

118.0

118.2

0.2

(34.9)

Net current assets/(liabilities)

(41.8)

(40.8)

1.0

514.1

Total assets less current liabilites

503.4

505.8

(2.5)
(0.0)

8.9

8.9

531.4

9.2

Trade payables and deferred income
Borrowings

533.5

537.3

3.8

(26.4)

Total Net Assets

(39.1)

(40.4)

(1.3)

242.5

242.5

0.0

(375.2)

(375.2)

(0.0)

(12.6)

(13.9)

(1.3)

Capital and Reserves
242.5
(359.8)
(15.5)

Public Dividend Capital
Income and expenditure reserve
Income and expenditure account - current
year

106.3

Revaluation reserve

106.3

106.3

0.0

(26.4)

Total Capital and Reserves

(39.1)

(40.4)

(1.3)

The Trust received new loan financing
in October of £0.8m. This brings total
Department of Health borrowing to
£167.1m.
The Trust ended the month with cash
of £6.5m, compared with a plan of
£15.0m reflecting timing of payments
within the month.
Concerns & Gaps
The level of payables is reflected in the
Better Payment Practice Code (BPPC)
performance for the year which is 84%
by volume of payments made within 30
days against the target of 95%.
Actions Planned
The focus continues to be on
maintaining payments to key suppliers,
reducing the level of debts and ensuring
cash financing is available.

73
Rolling Cash Forecast, Inyear Surplus/Deficit, Capital
Programme Expenditure and
Financial Risk Ratings

2018/19 Cumulative capital expenditure
and forecast

27

24
21
18

The overall financial position
shows a £13.6m deficit, £1m
adverse to plan.

£m 15
12

9
6
3
0

Original Plan

Rolling cash flow forecast

Weighting

Forecast excl. Network upgrade

Metric

45
20

0.2

Capital service cover rating

Total Forecast

Year to
date

4

Forecast

4

(5)
(30)

0.2

Liquidity rating

4

4

0.2

I&E margin rating

4

4

2

2

Agency rating

1

1

Overall finance risk rating

3

3

(55)

£m

(80)

(105)

0.2

(130)

(155)

0.2

(180)

Forecast including support

Forecast excluding support

I&E margin: distance from
financial plan

Capital
expenditure
was
£11.7m compared to a plan of
£10.0m for the year to date.
This includes £6.8m in relation
to the recently approved
additional IT Network upgrade.
The forecast has been updated
to reflect this change. NHSI
have approved an increased
capital limit for this finance
lease.
Assurances and Actions
Planned
• Ongoing monitoring of capital
expenditure with project
leads.
• Cash for our planned deficit
for the year to date has been
made available to the Trust
via DH borrowing
Concerns & Gaps
The Trust is rated at 3 (a score
of 1 is the best) in the overall
finance risk rating metric.

74
Savings
Assurances
The savings target for 2018/19 is £34.7m
(£37.7m recurrently) against which £29.3m has
been identified at the end of October.
Concerns & Gaps
The graph shows the phased forecast in-year
delivery totaling £29.2m which is below the
required level for the year by £5.5m. £25.6m is
rated as green or amber.
Savings delivery is £7.9m as at the end of
October, £8.1m adverse against a plan of £16m.
There is however an additional £1.2m which is
not reflected in the year to date position at this
stage as it is still in the process of being
validated.
Actions Planned
Continued monitoring of actions required to
deliver required savings in 2018/19.
Improve the rate at which ideas and
opportunities are being turned into full plans for
delivery.
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Regulatory
Board Sponsor: Chief Executive
Andrea Young
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The Governance Risk Rating (GRR) for ED 4 hour performance continues to be a challenge, actions to improve and sustain this standard are set out
earlier in this report. A recovery plan is in place for RTT incompletes and long waiters (please see key operational standards section for commentary). In
quarter monthly cancer figures are provisional because the Trust’s final position is finalised 25 working days after the quarter end.
We are scoring ourselves against the Single Operating Framework (SOF). This requires that we use the performance indicator methodologies and
thresholds provided and a Finance Risk Assessment based upon in year financial delivery.
Board compliance statement number 4 (going concern) warrants continued Board consideration in light of the in year financial position (as detailed
within the Finance commentary). The Trust has trajectories for any performance below national standard and scrutinises these through the Monthly
Integrated Delivery Meetings.

Regulatory Area
Finance Risk Rating
(FRR)
Board non-compliant
statements
Prov. Licence noncompliant statements
CQC Inspections

Oct-17 Nov-17 Dec-17 Jan-18 Feb-18 Mar-18 Apr-18 May-18 Jun-18 Jul-18 Aug-18 Sep-18
Amber Amber Amber Amber Amber Amber Amber Amber Amber Amber Amber Amber
1

1

1

1

1

1

1

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

RI

RI

RI

RI

RI

RI

RI

RI

RI

RI

RI

RI

CQC reports history (all sites)
Standards Met

Report
date

Overall

Requires
Improvement

Mar-18

Child and adolescent mental
health wards (Riverside) *

Good

Feb-15

Specialist community
mental
health services for children
and young people *

Requires
Improvement

Apr-16

Community health services
for children, young people
and families *

Outstanding

Feb-15

Southmead Hospital

Requires
Improvement

Mar-18

Cossham Hospital

Good

Feb-15

Frenchay Hospital

Requires
Improvement

Feb-15

Location

* These services are no longer provided by NBT.

Regulatory View - Board Sponsor: Chief Executive Officer
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Monitor Provider Licence Compliance Statements at September 2018
Self-assessed, for submission to NHSI
Ref

Criteria

G4

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

G5

Having regard to monitor Guidance

Comp
(Y/N)

Yes

Comments where non compliant or at risk of non-compliance
A Fit and Proper Person Policy is in place.
All Executive and Non-Executive Directors have completed a self assessment and no issues have been
identified. Further external assurance checks have been completed on all Executive Directors and no issues
have been identified.

Yes

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

G7

Registration with the Care Quality
Commission

Yes

CQC registration is in place. The Trust received a rating of Requires Improvement from its inspection in
November 2014, December 2015 and November 2017. A number of compliance actions were identified,
which are being addressed through an action Plan. The Trust Board receives regular updates on the
progress of the action plan through the IPR.

G8

Patient eligibility and
selection criteria

Yes

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

Yes

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

Yes

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

Yes

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

Yes

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

P1
P2
P3
P4

Recording of information

Provision of information
Assurance report on
submissions to Monitor

Compliance with the National Tariff

P5

Constructive engagement
concerning local tariff modifications

Yes

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

C1

The right of patients to make choices

Yes

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

C2

Competition oversight

Yes

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

IC1

Provision of integrated care

Yes

Range of engagement internally and externally. No indication of any actions being taken detrimental to care
integration for the delivery of Licence objectives.
Regulatory View - Board Sponsor: Chief Executive Officer
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Board Compliance Statements at September 2018
Self-assessed, for submission to NHSI
No.

Criteria

1

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

2

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

3

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

4

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

5

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

6

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

7

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

Comp
(Y/N)

No.

Criteria

Comp
(Y/N)

8

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

Yes

9

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

Yes

Yes

10

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

Yes

Yes

11

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

Yes

12

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

Yes

Yes

13

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

Yes

Yes

14

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

Yes

Yes

Yes

Yes

Regulatory View - Board Sponsor: Chief Executive Officer
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Approval /
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Review

5.2

To Receive
To Receive
for Assurance for
Information
x

Recommendation:

•

Note the progress made in Q2 against the corporate objectives
for 2018/19

Report History:

•
•

Q1 report to Trust Board, September 2018
Q2 report to TMT, November 2018

Next Steps:

•

Q3 report to Board in February 2019

Executive Summary
The Board receives a report, at the end of the quarter, on progress against the corporate
objectives set for 2018/19. The report describes the position against each indicator and
provides a summary explanation of the mitigating actions that are planned or have been
implemented to address performance that is falling short of the targets set for the year.
Strategic
Theme/Corporate
Objective Links

•

The report supports the Trust corporate objectives through
measuring performance and delivery progress against them.

Board Assurance
Framework/Trust Risk
Register Links

•

Does the report mitigate risk included in the BAF or Trust risk
registers? No

•

List the major risks identified and cross reference to the risk
register and risk score. N/A

•

If appropriate include the risk of not adopting any
recommendation The Trust Management Team & Trust
Board will not receive assurance around the delivery of
the corporate objectives.

Other Standard Reference

N/A

Financial implications

Insert financial implications if applicable:

N/A

Revenue

Rec
£’000

Total
£’000

Non Rec
£’000

Income
Expenditure
Savings/benefits
Capital
Other Resource
Implications

The recommendation does not require any additional resources.

Legal Implications
including Equality,
Diversity and Inclusion
Assessment

•

There are no known potential legal considerations or
recommendations.

•

There are no equality, diversity and inclusion impacts from
this report. Some of the corporate objectives however provide
additional assurance in relation to quality, equality, diversity
and inclusion issues, where the corporate objective relates to
these.

Appendices:

•

Corporate objectives dashboard presentation

Corporate objectives
2018/19 Q2 performance

Report to Trust Board
29 November 2018

Exceptional healthcare, personally delivered

Corporate objectives 2018
Three
overarching
priorities
identified for
2018/19

2018/19 Priorities
Advance the safety of care
for patients by reducing bed
occupancy to below 95%
Progress the sustainability of
our services and achieve our
financial control total of a
£18.4m deficit
Improve on retention of staff
and support of their wellbeing

Progress against overarching priorities 2018/2019
(September 2018)
2018/19 Priorities
Advance the safety of care for
patients by reducing bed
occupancy to below 95%

Progress the sustainability of
our services and achieve our
financial control total of a
£18.4m deficit

Improve on retention of staff
and support of their well-being

Performance against objective

Mitigations implemented

Adverse - Bed occupancy rates have risen during
August and September, with indications of
continued pressures through October and no
likelihood of improvement through the winter.

• Detailed winter planning in place to improve
flow of patients out of hospital.
• Winter ward transfers commenced at start of
November

Neutral – CQC rating continues to be “requires
improvement”. Indications are that there have been
significant improvements across the Trust, but that
there are some key areas that still need to be
addressed.

• Executive team initiated preparations for NHSI
“Use of Resources” assessment
• Executive team has instigated detailed self
assessment against CQC “Well Led” domain

Neutral - Positive performance in Q1 has been
overshadowed by slippage against the financial plan
during Q2. At month 7, income is favourable to
plan by £2.6m with non-elective over-performance
offset by reductions in elective. Expenditure budgets
are adverse to plan by £3.6m driving an overall
adverse position of £1m from plan (£0.4m excluding
PSF). CIP delivery is £8.1m below plan year to
date. There is a risk that the control total will not be
achieved under the current trajectory if mitigating
actions are not implemented.

•

Adverse - Overall performance is relatively stable,
but behind target:
• Staff stability (retention etc) at 85% (target 87%)
• In month turnover rise to1.6% after 5 months
around 1.2% (target 1.1%)
• Internal appointments at 33% slightly below 36%
target

• Retention steering group in place to identify,
commission and monitor work to improve
retention of staff, actions now under way.
• Wellbeing programme enhanced and now
delivering clear benefits including reduced
stress and MSK related absences.

•

Forecast outturn developed and a series of
mitigating actions have been identified with
Exec leads to manage spend over the
winter period.
‘Campaign Room’ has been set up to
support the delivery of the CIP and
mitigating actions.

Corporate objectives Q2 performance
Strategic Theme

Objective

Quarter 1
Apr

1. Change how we
deliver services to
generate affordable
capacity to meet the
demands of the future

May

Quarter 2
Jun

Jul

Aug

Trend
Sep

Deliver the financial plan to achieve an
improved year end deficit of £18.4m
Improve the flow of patients through the
hospital by ensuring a maximum bed
occupancy of 95%

& F’cst


98.29%

92.79%

90.80%

93.41%

95.21%

96.52%

Improve estate utilisation raising share of
the estate in clinical use




Objective

Progress

Mitigations implemented

Deliver financial control total

See overarching priority commentary

See overarching priority commentary
See also Finance section of the October IPR.

Maintain maximum bed occupancy of
95%

See overarching priority commentary

See overarching priority commentary.
See also report to the Board on the progress of the winter
plan.

Improve estate utilisation

Target has been achieved

Plans drafted to improve clinical utilisation rates further in
2019/20

Corporate objectives Q2 performance
Strategic Theme

Objective

Quarter 1
Apr

2. Be one of the
safest trusts in the
UK

May

Quarter 2
Jun

Jul

Aug

Trend
Sep

& F’cst

Safe access to services: improve access to
emergency care

83.03%

88.96%

87.25%

75.50%

Deliver the national cancer standard

84.06%

80.35%

85.12%

78.95%

37

41

45

46

50

55



No increase in overall waiting list for elective
care

27,086

27,348

26,565

27,026

26,000

25,757



Reduce the measurable harms from care:
safety thermometer compliance (target: 95%)

92.89%

93.47%

94.11%

93.65%

92.58%

94.55%



No 52-week breaches

No Grade 3 / 4 pressure ulcers

78.76%

76.60%




83.01%

2



20% reduction in Grade 2 PU vs last year



Zero MRSA (in-dwelling devices)



10% reduction of MSSA against last year



Achieve overall CQC rating of 'Good'



Objective

Progress

Mitigations implemented

Safe access to services

Significant pressures in summer continuing into winter

See narrative in IPR (October) slides 14-27

Reduce the measurable harms from
care

See narrative in IPR (October) slides 31-44

Achieve overall CQC rating of 'Good'

See overarching priority commentary

Corporate objectives Q2 performance
Strategic
Theme

Objective

Quarter 1

3. Treat patients
as partners in
their care

More patients receiving inpatient care will
recommend treatment at NBT to friends and
family, increasing to 93% by March 2019, making
progress to our goal of 95% by March 2020

Apr

Increase the score for National Inpatient survey
question ‘were you engaged as much as you
wanted to be in decisions about your discharge’
from 6.6 to 6.8 in 2018.
4. Create an
exceptional
workforce for the
future

92.12%

May

Quarter 2
Jun

94.18%

93.38%

Jul

93.96%

Aug

93.33%

Action
Complete

Trend
Sep

92.85%

& F’cst





Increase the overall engagement score in the staff
survey from 3.72 to national average (3.78 in
2017)



Improved scores achieved in the staff survey in the
health and wellbeing categories, so that exceeding
average of all Trusts



Improve staff retention - increase retained staff
from 84.9% in 2017-18 to 90% in 18/19



Objective

Progress

Mitigations implemented (where applicable)

Engagement in particular is significantly
influenced by pressures within the hospital which
has caused a dip in mood during the summer,
however the winter plan focus on engagement
and wellbeing is designed to mitigate the
potential negative impact of winter pressures.

Staff engagement, health and wellbeing and retention now have clear
programmes of work with actions in place and steering groups to
monitor delivery.
See also the “Well Led” section of the October IPR

Treat patients as partners in their care
Create an exceptional workforce

Corporate objectives Q2 performance
Strategic Theme

Objective

Quarter 1
Apr

5. Devolve
decision making
and empower
clinical staff to
lead
6. Maximise the
use of technology
so that the right
information is
available for the
key decisions

May

Quarter 2
Jun

Jul

Aug

Trend
Sep

& F’cst

Deliver SLM development programme for the
specialty leads and their triumvirate teams (clinical
specialty lead, Matron and AGM)



Agree accountability & decision making framework
for devolved decision making.



6.1 Deliver 2018-19 Informatics Prog. inc
• Enterprise Network replacement



• Plans for Electronic Prescribing & Medicines
Administration system and a Patient Observation
system for 2019-20 delivery



• Improve clinical access to information



• A new intranet platform



• Roll out of BYOD



6.2 Ensure compliance with new General Data
Protection Regulations and maintain robust cyber
security for critical services.



Objective

Progress

5. Deliver SLM development
programme

Workshop planned for mid-November to agree design and
measurement of KPIs to indicate divisional performance
maturity

6.1 Deliver 2018-19 Informatics
Programme

Mitigations implemented (where applicable)

Corporate objectives Q2 performance
Strategic Theme

Objective

Quarter 1
Apr

May

Quarter 2
Jun

Jul

Aug

Trend
Sep

& F’cst

7. Enhance patient care
through research

7.1 Increase the number of research
projects led by nurses and AHPs

8. Play our part in
delivering a successful
health and care system

8.1 Develop with partners high quality
and efficient models for urgent care,
stroke, and pathology



8.2 Contribute to the STP refresh and
work with partners to agree plans to
restore financial balance to the BNSSG
health system



16

Objective

Progress

7.1 Number of research projects led
by nurses and AHPs

Achievement exceeds initial target of matching 2017/18
total of 13 projects.

8.1 High quality and efficient models
for urgent care, stroke, and pathology
8.2 Contribute to the STP refresh

16

16

17

17

Mitigations implemented (where applicable)
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Recommendation:

The Trust Board is recommended to receive the report for assurance.

Report History:

The report is a standing item to each Trust Board meeting following a
Finance and Performance Committee.

Next Steps:

The next report to Trust Board will be to the January 2019 meeting.

Executive Summary
The report provides highlights of the issues discussed and the outcomes reached at the Finance
and Performance Committee Meetings held on 23 August and 18 October 2018.

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.

Strategic
Theme/Corporate
Objective Links

Reports received supported the delivery of the following
strategic themes and corporate objectives:
Change how we deliver services to generate affordable
capacity to meet the demands of the future:
• Deliver the financial plan to achieve an improved year end
deficit of £18.4m.
• Improve the flow of patients through the hospital by
ensuring a maximum bed occupancy of 95%.
Be one of the safest trusts in the UK:
• Maintain safe access to services: improve access to
emergency care, maintain delivery of the national cancer
standard, ensure there are no 52-week breaches and no
increases in the overall waiting list for elective care.
• Achieve an overall CQC rating of 'Good'.

Board Assurance
Framework/Trust Risk
Register Links

Reports received at the meeting support the mitigation of the
following BAF risks:
• SIR1 Internal Flow – risk score 5 x 5 = 25.
• SIR11 Productivity – risk score 5 x 3 = 15.
• SER 1 Growth - 5 x 5 = 25.

Other Standard
Reference

Links to key lines of enquiry within the CQC regulatory
framework.

Financial implications

Business cases approved by the Committee are within the
delegated limits as set out in the Trust’s Standing Financial
Instructions and Scheme of Delegation.
Revenue

Total
£’000

Rec
£’000

Non Rec
£’000

Income
Expenditure
Savings/benefits
Capital
Other Resource
Implications

No other resource implications associated with this report.

Legal Implications
including Equality,
Diversity and Inclusion
Assessment

None identified.

Appendices:

None.

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

1.

Purpose
To provide a highlight of the key assurances, escalations to the Board and identification of
any new risks from the Finance and Performance Committee meetings held on the 23rd
August and the 18th October 2018.

2.

Background
The Finance and Performance Committee is a sub-committee of the Trust Board. It meets
bi-monthly and reports to the Board after each meeting. The Committee was established to
provide assurance to the Trust Board that there are robust and integrated systems in place
overseeing the Trust’s financed and performance and that they are in line with the
organisation’s objectives.

3.

Key Assurances Received

3.1

At the meeting on 23 August the Committee received assurance in relation to plans to
deliver a robust business plan in 2019/20. The Committee was advised that work was
under way in advance of the publication of national guidance with the final plan scheduled
for Board submission in March 2019.

3.2

At the meeting on the 18th October the Committee received the 2018/19 CIP forecast and
noted that efforts were being made to close the £5m gap to the £34m target. The slippage
in the programme was discussed and it was requested that the 2019/20 CIP planning
needed to start earlier with a plan in place from December 2018. In addition, it was
suggested that there needed to be a longer term three to five year plan.

3.3

At the meeting on the 18th October the Committee also received the internal audit report on
the CIP and Sustainability Programme.
The Committee noted that all of the
recommendations in the report had been accepted and actioned and that the focus was on
high risk areas to ensure that they were delivered.

3.4

At the meeting on the 18th October the Committee received a report on the implementation
of the new costing system for Financial Service Line Reporting and Patient Level
Information and Costing.

3.5

At the meeting on the 18th October the committee received a report which provided an
update on capital planning.

4.

Escalations to the Board

4.1

Following the poor performance in the Emergency Department in July 2018 the Committee
escalated the requirement to provide the Board with assurance in relation to escalation
processes in the Emergency Department together with information on the identification and
resolution of system issues. The Board subsequently received a report at its meeting on
the 30 August 2018 in relation to Emergency Department performance.

4.2

At the meeting on the 18th October 2018 the following business cases were recommended
to the Trust Board for approval as they were beyond the delegated limits of the committee:
•
•

Telecoms Re-procurement Outline Business Case.
Mechanical stroke thrombectomy business case.

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.

Both business cases were subsequently approved at the Trust Board Meeting on the 25th
October 2018.
4.3

At the meeting on the 18th October 2018 it was recommended that a position statement on
the CIP for 2019/20 be submitted to the Board in November.

5.

Identification of New Risk

5.1

No new risks were identified in the meetings.

6.

Business Case Approvals

6.1

The following business cases were approved at the 23rd August 2018 meeting:
•
•
•

6.2

The following business cases were approved at the 18th October 2018 meeting:
•
•

7.

The recruitment of a full time consultant urologist specialising in penile cancer and
urethral reconstructive surgery.
The recruitment of three whole time equivalent consultants in respiratory medicine.
The extension of the provision of therapeutic bronchoscopy to include bronchoscopic
lung volume reduction.

Transfer of Cellular Pathology from Weston Area Health NHS Trust.
Transfer of the HPV service from Cornwall.

Recommendations
The Board is recommended to receive and note the report for assurance.

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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Trust Board Meeting
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6.1
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29 November 2018

Report Title:

Audit Committee Report and Annual Audit Letter

Report Author & Job
Title

Linda Storey, Interim Trust Secretary

Executive/Nonexecutive Sponsor
(presenting)

Jaki Meekings-Davis, Chair of Audit Committee, Non-executive
Director

Purpose:

Approval/Decision

Review

To Receive
for
Assurance

To Receive
for
Information
X

Recommendation:

The Trust Board is recommended to receive the report for assurance.

Report History:

The report is a standing item to each Trust Board meeting following
an Audit Committee meeting.
The Annual Audit Letter will be published on the Trust’s website.

Next Steps:

The next report to Trust Board will be following the Audit Committee
meeting in January/early February 2019.

Executive Summary
The report provides assurances received, issues escalated to the Trust Board and any new risks
identified from the Audit Committee meeting held on the 16th October 2018. The report also
includes the Annual Audit Letter for the Trust.

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

Strategic
Theme/Corporate
Objective Links

Links to all strategic themes.

Board Assurance
Framework/Trust Risk
Register Links

None identified.

Other Standard
Reference

Links to the CQC Well Led domain and key lines of enquiry.

Financial implications

None within this report.
Revenue

Total
£’000
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£’000

Non Rec
£’000

Income
Expenditure
Savings/benefits
Capital
Other Resource
Implications

No other resource implications associated with this report.

Legal Implications
including Equality,
Diversity and Inclusion
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None identified.
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Appendix 1 Annual Audit Letter
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1.

Purpose
To provide a highlight of the key assurances, escalations to the Board and identification of
any new risks from the Audit Committee meeting held on the 16th October 2018.

2.

Background
The Audit Committee is a sub-committee of the Trust Board. It meets quarterly and reports
to the Board after each meeting. The Committee was established to receive assurance on
the Trust’s system of internal control by means of independent review of financial and
corporate governance, risk management across the whole of the Trust’s activities and
compliance with law, guidance and regulations governing the NHS.

3.

Key Assurances Received

3.1

A report was received following issues raised by the external auditors at the May meeting
about the number of assets held on the fixed asset register with a net book value of zero at
the end of March 2018. The report highlighted the work undertaken to cleanse the asset
register and to put new processes in place in order to close what had been a longstanding
issue.

3.2

The Annual Audit Letter was received. The Annual Audit Letter summarises the key
findings from the work undertaken by our external auditors, Grant Thornton, from the work
they have carried out at North Bristol Trust and its subsidiary charity for the year ended 31
March 2018. The full letter can be found at Appendix 1 and detailed below are the key
issues to note from the Annual Audit Letter:
•

The materiality for the audit of the group’s accounts was £8,219,000, which is 1.5% of
the group’s gross revenue expenditure.

•

An unqualified audit opinion was given on the financial statements at the Audit
Committee Meeting on the 24th May 2018.

•

A going concern material uncertainty paragraph was included in the report on the Trust’s
financial statements to draw attention to the note which explains the basis on which the
Trust has determined that it is still a going concern. This did not affect the opinion that
the statements give a true and fair view of the Trust’s financial position and its income
and expenditure for the year.

•

A consistent conclusion on the accounts consolidation template provided to NHS
Improvement with the additional financial statements.

•

No matters were identified which required the auditors to exercise additional statutory
powers.

•

The auditors were satisfied that the Trust put in place proper arrangements to ensure
economy, efficiency and effectiveness in its use of resources except for weaknesses in
proper arrangements for planning finances effectively to support the sustainable delivery
of strategic priorities and maintain statutory functions. The auditors therefore qualified
their value for money conclusion in the audit report to the committee on the 24th May
2018.
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•

A review of the Trust’s Quality Account was completed and a report was issued on the
14th June 2018 which concluded that the Quality Account and the indicators reviewed
were prepared in line with the Regulations and guidance.

•

Certification has been received that the auditors completed the audit of the accounts in
accordance with the requirements of the Code of Audit Practice.

3.3

The status of the annual internal audit plan was reviewed and it was noted that there were
thirty unallocated days of audit time. Discussion had started with the executive team as to
the best allocation of the time. The Committee noted that the audit of the effectiveness of
the divisional structure would commence in January 2019 and requested that in the light of
this the November Board receive an update on the progress of service line management
deliverables.

3.4

The internal audit actions tracker was received and concern was raised that there were
thirteen overdue responses to actions. This was to be raised with the executive team.

3.5

The Committee received the Counter Fraud progress report.

3.6

The following completed internal audit reports were received:
•
•
•
•
•

Core Financial Systems.
Assurance rating: significant assurance with minor
improvement opportunities.
Data Quality Tracker. Assurance rating: significant assurance with minor improvement
opportunities.
Emergency Department Paperlite Project Post Implementation Review. Assurance
rating: significant assurance with minor improvement opportunities.
Cyber Security Review – assurance ratings not applicable.
CIP Review – assurance rating. Partial assurance with improvement required.

3.7

The Committee reviewed the amended Standing Orders, Standing Financial Instructions
and Scheme of Delegation.

3.8

The Committee received a briefing on the Financial Reporting Council’s newly published UK
Corporate Governance Code and noted that it was of interest to all Trust Board Members as
a benchmark of good corporate governance.

3.9

The Committee reviewed the Good Governance Institute’s Audit Committee Maturity Matrix
and agreed that members and attendees would complete it in advance of the next meeting
in order that it could be used to establish the committee’s status as part of the annual review
of the effectiveness of the committee.

4.

Escalations to the Board

4.1

The Annual Audit Letter would be received at the Trust Board in November 2019.

4.2

The Committee requested that the Board receive an update on service line management
deliverables at its meeting in November.

4.3

The Committee recommended the amended Standing Orders, Standing Financial
Instructions and Scheme of Delegation to the Trust Board for approval at its meeting on the
29th November 2018.
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4.4

Amended terms of reference for the Committee were reviewed for recommendation to the
Trust Board to approve. The Committee proposed that in line with best practice it would
meet five times a year with the fifth meeting being a specific meeting to review the year end
work. The updated terms of reference would be submitted to the Trust Board in January
2019 for approval as part of the governance review.

5.

Identification of New Risk

5.1

No new risks were identified in the meetings.

6.

Recommendations
The Board is recommended to receive and note the report for assurance.

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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Executive Summary
Purpose
Our Annual Audit Letter (Letter) summarises the key findings arising from the work
that we have carried out at North Bristol NHS Trust ( the Trust) and its subsidiary
Charity (the group) for the year ended 31 March 2018.
This Letter is intended to provide a commentary on the results of our work to the
group and external stakeholders, and to highlight issues that we wish to draw to the
attention of the public. In preparing this Letter, we have followed the National Audit
Office (NAO)'s Code of Audit Practice and Auditor Guidance Note (AGN) 07 –
'Auditor Reporting'. We reported the detailed findings from our audit work to the
Trust's Audit Committee as those charged with governance in our Audit Findings
Report on 24 May 2018.

Respective responsibilities
We have carried out our audit in accordance with the NAO's Code of Audit Practice, which
reflects the requirements of the Local Audit and Accountability Act 2014 (the Act). Our key
responsibilities are to:
• give an opinion on the Trust and group's financial statements (section two)
• assess the Trust's arrangements for securing economy, efficiency and effectiveness in its
use of resources (the value for money conclusion) (section three).
In our audit of the Trust and group's financial statements, we comply with International
Standards on Auditing (UK) (ISAs) and other guidance issued by the NAO.

Our work
Materiality

We determined materiality for the audit of the group's accounts to be £8,219,000, which is 1.5% of the group's gross revenue expenditure.

Financial Statements opinion

We gave an unqualified opinion on the group's financial statements on 24 May 2018.
We included a going concern material uncertainty paragraph in our report on the Trust's financial statements to draw attention to the note
which explains the basis on which the Trust has determined that it is still a going concern. This does not affect our opinion that the statements
give a true and fair view of the Trust's financial position and its income and expenditure for the year.

NHS Group consolidation template
(WGA)

We also reported on the consistency of the accounts consolidation template provided to NHS Improvement with the audited financial
statements. We concluded that these were consistent.

Use of statutory powers

We did not identify any matters which required us to exercise our additional statutory powers.

Value for Money arrangements

We were satisfied that the Trust put in place proper arrangements to ensure economy, efficiency and effectiveness in its use of resources
except for weaknesses in proper arrangements for planning finances effectively to support the sustainable delivery of strategic priorities and
maintain statutory functions. We therefore qualified our value for money conclusion in our audit report to the Audit Committee on 24 May
2018.

Quality Accounts

We completed a review of the Trust's Quality Account and issued our report on this on 14 June 2018. We concluded that the Quality Account
and the indicators we reviewed were prepared in line with the Regulations and guidance.

Certificate

We certify that we have completed the audit of the accounts of North Bristol NHS Trust in accordance with the requirements of the Code of
Audit Practice.
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Working with the Trust
During the year we have delivered a number of successful outcomes with you:
•
•
•
•
•
•

An efficient audit – we delivered an efficient audit with you in May, delivering the accounts six days before the deadline, which included the Charitable Trust Fund accounts
Improved financial processes – we have made recommendations in respect of your processes, including your use of the fixed asset register. Recommendations made in
previous years, for example in relation to journals, mean that you have a more effective control environment
Early engagement – we continued to proactively engage with you and the finance team in order to agree accounting treatments for one-off or unusual transactions prior to
receipt of the draft financial statements, ensuring that they were ‘right first time’ and freeing up time to focus on other audit areas during the busy May period.
Keeping the Audit Committee informed - we also continue to hold early discussions with the Audit Committee on key accounts and value for money issues, ensuring that
everyone is sighted on our proposed conclusions and reporting outcomes, for example in relation to the Value for Money conclusion and going concern
Sharing our insight – we provided regular audit committee updates covering best practice. We also shared our thought leadership reports
Providing training – we provided your teams with training on financial accounts and annual reporting

We would like to record our appreciation for the assistance and co-operation provided to us during our audit by the Trust's staff. We believe that we have built a solid working
relationship with your team, but will continue to look for opportunities where we can build upon this and further improve the quality and timeliness of our external audit service to you.

Grant Thornton UK LLP
June 2018
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Audit of the Accounts
Our audit approach

Materiality
In our audit of the group's financial statements, we use the concept of materiality to
determine the nature, timing and extent of our work, and in evaluating the results of our
work. We define materiality as the size of the misstatement in the financial statements that
would lead a reasonably knowledgeable person to change or influence their economic
decisions.
We determined materiality for the audit of the group and Trust accounts to be £8,219,000,
which is 1.5% of the group's gross revenue expenditure. We used this benchmark as, in our
view, users of the group and Trust's financial statements are most interested in where the
group and Trust has spent its revenue in the year.
We also set a lower level of specific materiality for senior officer remuneration of £10,000
due to public interest in the disclosures and the statutory requirement for them to be made.
We set a lower threshold of £300,000, above which we reported errors to the Audit
Committee in our Audit Findings Report.
The scope of our audit
Our audit involves obtaining sufficient evidence about the amounts and disclosures in the
financial statements to give reasonable assurance that they are free from material
misstatement, whether caused by fraud or error. This includes assessing whether:
• the accounting policies are appropriate, have been consistently applied and adequately
disclosed;
• the significant accounting estimates made by management are reasonable; and
• the overall presentation of the financial statements gives a true and fair view.

Audit opinion
We gave an unqualified opinion on the group's financial statements on 24 May 2018,
in advance of the national deadline.
Preparation of the accounts
The group presented us with draft accounts in accordance with the national deadline.
The finance team responded promptly and efficiently to our queries during the course
of the audit. We raised a recommendation in respect of some of the working papers
provided to us during the audit and have agreed to work with the trust to develop
these in advance of future audits to ensure that the process is efficient.
Issues arising from the audit of the accounts
We reported the key issues from our audit to the group's Audit Committee on 24 May
2018.
Annual Report, including the Annual Governance Statement
We are also required to review the Trust's Annual Report, including the Annual
Governance Statement. It provided these on a timely basis with the draft accounts
with supporting evidence and no significant issues were identified.

Certificate of closure of the audit
We also certified that we have completed the audit of the accounts North Bristol NHS
Trust in accordance with the requirements of the Code of Audit Practice.

We also read the remainder of the Annual Report to check it is consistent with our
understanding of the Trust and with the accounts included in the Annual Report on which we
gave our opinion.
We carry out our audit in accordance with ISAs (UK) and the NAO Code of Audit Practice.
We believe that the audit evidence we have obtained is sufficient and appropriate to provide
a basis for our opinion. Our audit approach was based on a thorough understanding of the
group's business and is risk based. We identified key risks and set out overleaf the work we
performed in response to these risks and the results of this work.

© 2018 Grant Thornton UK LLP | North Bristol NHS Trust Annual Audit Letter | June 2018

5

Audit of the Accounts
Work on Significant Audit Risks
These are the significant risks which had the greatest impact on our overall strategy and where we focused more of our work.
Risks identified in our audit plan

Findings and conclusions

Improper revenue recognition

Our audit work did not identify any issues in respect of revenue recognition.

Under ISA (UK) 240 there is a rebuttable presumed risk that revenue may be misstated due to the
improper recognition of revenue.
There is the risk that income recognised in the accounts for additional patient care services is not
subsequently agreed to by the commissioners. The Trust also receives a significant amount of
income from the provision of non-healthcare related goods and services.
We identified the occurrence and accuracy of income as a risk requiring special audit consideration.
Management override of controls

Our audit work did not identify any issues in respect of management override.

Under ISA (UK) 240 there is a non-rebuttable presumed risk that the risk of management over-ride of
controls is present in all entities. The Trust faces external pressures to meet agreed targets, and this
could potentially place management under undue pressure in terms of how they report performance.
Management over-ride of controls is a risk requiring special audit consideration.
Valuation of property, plant and equipment
The Trust revalues its land and buildings on an annual basis to ensure that their carrying value is not
materially different from current value. This represents a significant estimate by management in the
accounts.

Our testing of revaluation movements identified that the Trust undertakes
manual calculations of the accounting entries outside of it’s primary source of
data, the fixed asset register. We raised a recommendation for the Trust to
streamline this process.

We identified the valuation of land and buildings revaluations and impairments as a risk requiring
special audit consideration.

Our audit also identified a small number of non-material audit adjustments to
the draft financial statements in respect of impairments, revaluations and
reserves which were corrected in the final version of the statements.

Going Concern
The adjusted 2018/19 financial plan agreed with NHS Improvement (NHSI) is an £18.4m deficit
control total, with a savings target of £34.7m and assumed Provider Sustainability Fund (PSF)
receipts of £16.2m. The 2018/19 financial plan is reliant on additional borrowing of £18.4m through
the Trust’s interim revenue support facility.
In accordance with IAS 1 with the Department of Health and Social Care (DHSC) Group Accounting
Manual (GAM), the Directors have assessed the group and Trust’s ability to continue as a going
concern.
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We considered the Director’s assessment of the group and Trust’s ability to
continue as a Going Concern. We were satisfied with the assessment that the
financial statements should be prepared on a Going Concern basis.
We assessed management’s disclosures regarding the material uncertainty in
respect of unapproved financing, as required by the GAM and we were
satisfied with management’s disclosures.
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Value for Money conclusion
Background
We carried out our review in accordance with the NAO Code of Audit Practice,
following the guidance issued by the NAO in November 2017 which specified the
criterion for auditors to evaluate:
In all significant respects, the audited body takes properly informed decisions and
deploys resources to achieve planned and sustainable outcomes for taxpayers and
local people.
Key findings
Our first step in carrying out our work was to perform a risk assessment and identify
the key risks where we concentrated our work.
The key risks we identified and the work we performed are set out overleaf.

Overall Value for Money conclusion
Based on the work we performed to address the significant risks, we are satisfied that except
for the matter we identified in respect of weaknesses in proper arrangements for planning
finances effectively to support the sustainable delivery of strategic priorities and maintain
statutory functions, the Trust had proper arrangements in all significant respects. We therefore
gave a qualified 'except for' conclusion on the Trust’s arrangements for securing economy,
efficiency and effectiveness in the use of resources.
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Value for Money
Key findings
We set out below our key findings against the significant risks we identified through our
initial risk assessment and further risks identified through our ongoing review of
documents.
Trust’s financial position and future financial plans
Review of outturn financial position against budget
The Trust’s original 2017/18 financial plan set out to deliver a revenue budget deficit of
£18.7m. This deficit position was after an assumed receipt of £13.6m Sustainability and
Transformation Funding (STF) and was predicated on the delivery of £39.2m CIPs.
The Trust delivered an outturn deficit of £14.2m after bonus STF of £6.5m, favourable to
the control total agreed with NHS Improvement. This represents a significant achievement
by the Trust, though it should be noted that the outturn was only achieved through the use
of a number of non-recurrent measures. The Trust’s underlying deficit taken into 2018/19
was £48.6m.
Within the outturn financial position, income excluding donations was £4.3m favourable to
plan and non-pay expenditure excluding finance costs was £0.7m favourable. Pay costs
were £6.8m adverse to plan, largely due to the Trust operating above establishment due to
operational pressures as well as supernumerary periods for new staff. Actual pay costs
were £3.6m higher in 2017/18 when compared to 2016/17, though this masks a significant
reduction in temporary staff expenditure between the two years. Throughout the year, the
Board remained sighted on the work being undertaken to deliver the year end outturn.
The Trust remains reliant on loan support to finance the underlying revenue deficit, and in
2017/18 drew down an additional £28.7m in DHSC loans. This takes total loans to
£162.6m, and the Trust forecasts an additional borrowing requirement of £12.4m in
2018/19 to finance the planned revenue deficit.
Capital outturn expenditure was £16.6m against an original plan of £21.8m, largely due to
the slippage of IT projects to the next financial year and lower than planned internal
funding. The Trust remained within its Capital Resource Limit.
CIPs delivery
The Trust’s 2017/18 budget required CIP delivery of £39.2m, representing 8% of
expenditure. This included recurrent shortfalls from 2016/17.
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The 2017/18 CIP requirement was communicated to Directorates who produced plans for
delivery to ensure that they are driving the process. The message was to focus on cost
reduction rather than increased income assumptions. At the beginning of the financial year,
the Trust had identified a total of £25.2m CIP schemes and a further £3.2m of pipeline
schemes, leaving a shortfall of £14m. This meant that the Trust was continually attempting
to catch up to the target, with in month delivery of CIPs continually below budgeted
delivery.
Outturn CIP delivery was £35.5m (6.4% of 2017/18 gross expenditure), £3.9m adverse to
the plan of £39.4m with a full year effect of £32.8m achieved. Of the £35.5m of savings
delivered, £29.4m (83%) were recurrent and £6.1m (17%) were non-recurrent. The Trust’s
reference cost for 2016/17 was 100 which continues its downward trend, demonstrating
that the Trust is becoming more efficient in its use of resources.
At April 2018, a significant proportion of the annual target of CIP has yet to be identified,
and only 27% of CIPs included on the tracker are currently signed off. Currently there are
161 schemes (£16.6m) due to start in quarter one, of which £13m are currently rated as
red or pipeline. There is a risk that the Trust will again under deliver savings if plans are not
finalised and monitored quickly.
Review of the business planning process and future financial plans
For the 2018/19 business planning process, governance arrangements were scrutinised by
relevant Board Committees, with an Associate Director of Strategy and Planning appointed
in November 2017. Prior to this, the process was overseen by a Task & Finish group with a
varied skill base, reflecting the number of different areas that are part of the planning
process. Templates were developed and distributed to ensure consistency in the capture of
information, and these were designed to allow for the aggregation of information to Trust
level to support contract negotiations and development of the final business plan and
budget.
The 2018-19 operational plan includes an assumed growth in inpatient elective activity of
3%, significantly higher than the activity delivered in the 2017/18 financial year. Delivery of
this growth is dependent upon the success of patient flow work, and this activity is one of
the key risks to the financial plan recognised by the Trust Board. The assessment of bed
capacity demonstrates that without changes there will be ongoing excess bed
requirements throughout the year. In order to achieve a maximum bed occupancy of 92%
there is a need to implement changes that support a reduction in admissions, improve the
flow of patients through the hospital and a reduce how long people spend in hospital beds
8

Value for Money
unnecessarily. Through benchmarking against other similar organisations and reviewing
patient pathways in the hospital, the Trust has identified that there are opportunities to
reduce bed capacity requirements significantly whilst continuing to provide safe care for
patients.

An Urgent Care System Plan has also been developed between the Trust and partners in
BNSSG. To facilitate this a joint review of data was undertaken by the CCG and NBT to
determine the diagnosis of the issues contributing to the deterioration in performance in
Urgent Care and to support the identification of interventions for improvement.

Following the original financial plan submissions to NHSI, the 2018/19 control total was
adjusted to an £18.4m deficit, with £16.2m of Provider Sustainability Funding (PSF) and
£34.7m of CIPs. CIP delivery also represents a key challenge to the Trust following
delivery of significant savings in 2017/18 and previous years.

Local NHS budgets in the STP footprint were forecast to be overspent by £92.8m in
2017/18, and this deficit was estimated to grow to £324m by 2020/21 without improved inyear planning and the delivery of the transformation. All financial plans (including savings)
were shared amongst the partners in year, and monthly financial results monitoring across
the footprint is also being undertaken. Savings identification in 2017/18 was not fully joined
up amongst the health economy, with the result that some savings targets were not
realistic as they were reliant on other organisations for them to be successful. The shift of
approach to sharing financial plans and importantly savings targets is a positive step to
ensuring that this does not happen again in 2018/19.

Conclusion
Taking the above into account, we concluded that there are weaknesses in proper
arrangements for planning finances effectively to support the sustainable delivery of
strategic priorities and maintain statutory functions.
Progress of the local Sustainability and Transformation Plan
The NHS Improvement STP progress dashboard baseline view released in July 2017
rated the Bristol, North Somerset and South Gloucestershire (BNSSG) STP in category 4
– needs most improvement. The underlying data suggested that leadership was less
advanced than some other regions, though more significantly the financial performance
of the footprint was particularly challenging, reflecting the forecast £92m deficit across
the local health economy in 2017/18.
Subsequent to the review, the STP has been renamed ‘Healthier Together’. A number of
appointments have been made from across the partners, including a programme director
and an independent chair. With the three BNSSG CCG’s merging and the creation of a
single management team, there are already signs that the Trust and it’s Commissioners
are working much better together. The Trust have also appointed a new Chief Operating
Officer, with the previous post holder moving to a newly created role of Director of
Partnerships. This split of roles is designed to allow the Trust to focus more time and
energy on partnership working.

System specific issues as well as the internal focus on improving the financial position at
the trust have meant that the progress of the STP has fallen behind some other footprints
who are further advanced in the creation of Accountable Care Organisations, for example.
However, there has been progress locally and the signs are that partners are working more
closely. There is sufficient evidence that providers and other partners are being engaged
and that the wider system issues are being addressed. It is yet to be seen whether this
approach will have an impact on performance and overall a reduction in the deficit. It is
considered that sufficient arrangements are in place to ensure common goals and
identified and that action is being adopted to deliver sustainable health services across the
area.
Conclusion
Taking the above into account, we concluded that the risk was sufficiently mitigated and
the Trust has proper arrangements for working with it’s partners.

A change in approach to Task and Finish groups across four key themes – Urgent Care,
Length of Stay, Outpatients and Mental Health – requires much closer working between
the health organisations in the STP area, challenging them to look at the main issues
within ‘the system’ and how these can be addressed. An example of outputs is the move
toward a creation of an STP-wide estates strategy.
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Quality Accounts
The Quality Account

Key messages

The Quality Account is an annual report to the public from an NHS Trust about the
quality of services it delivers. It allows Trust Boards and staff to show their
commitment to continuous improvement of service quality, and to explain progress to
the public.

•

We confirmed that the Quality Account had been prepared in line with the requirements of
the Regulations

•

We confirmed that the Quality Account was consistent with the sources specified in the DH
Guidance

•

We confirmed that the commentary on indicators in the Quality Account was consistent with
the reported outcomes

We carry out an independent assurance engagement on the Trust's Quality Account,
following Department of Health (DH) guidance. We give an opinion as to whether we
have found anything from our work which leads us to believe that:

•

Based on the results of our procedures, nothing came to our attention that caused us to
believe that the indicators we tested were not reasonably stated in all material respects.

•

the Quality Account is not prepared in line with set DH criteria;

•

the Quality Account is not consistent with other documents, as specified in the DH
guidance; and

Conclusion

•

the two indicators in the Quality Account where we have carried out testing are
not compiled in line with DH regulations and do not meet expected dimensions of
data quality.

Scope of work

As a result of this we issued an unqualified conclusion on the Trust’s Quality Account on 14
June 2018.

Quality Account Indicator testing
We tested the following indicators:
•

Percentage of patients risk-assessed for venous thromboembolism (VTE)

•

Rate of clostridium difficile infections

For each indicator tested, we considered the processes used by the Trust to collect
data for the indicator. We checked that the indicator presented in the Quality Account
reconciled to underlying Trust data. We then tested a sample of cases included in the
indicator to check the accuracy, completeness, timeliness, validity, relevance and
reliability of the data, and whether the calculation of the indicator was in accordance
with the defined indicator definition.
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A. Reports issued and fees
We confirm below our final reports issued and fees charged for the audit and provision of non-audit services.

Reports issued

Fees for non-audit services

Report

Date issued

Service

Audit Plan

January 2018

Audit related services

Audit Findings Report

May 2018

Annual Audit Letter

June 2018

- Assurance on the Trust’s Quality Account

- None

2016/17 fees
£

Statutory audit

62,000

62,000

77,805

Charitable fund

4,000

4,000

3,038

66,000

66,000

80,843

Total fees

£8,000

Non-Audit related services

Fees
Planned Actual fees
£
£

Fees £

Nil

Non- audit services
• For the purposes of our audit we have made enquiries of all Grant Thornton
UK LLP teams providing services to the group. The table above summarises
all non-audit services which were identified.
•

We have considered whether non-audit services might be perceived as a
threat to our independence as the group’s auditor and have ensured that
appropriate safeguards are put in place.

The above non-audit services are consistent with the group’s policy on the
allotment of non-audit work to your auditor.
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Purpose:
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Assurance
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X
Recommendation:

•

Approve the reviewed and amended Standing Orders(SO’s) and
Standing Financial Instructions (SFI’s) with associated Detailed
Scheme of Delegation (DSoD)

Report History:

•

Reviewed at Audit Committee Meeting on 16 October 2018 and
recommended to Trust Board for approval and adoption.

Next Steps:

•

Following Trust Board approval the revised document will be
published on the ‘About Us’ and “Finance Friend” section of the
Trust’s website.
The Procurement Rules and Business Case approval
components will from part of induction for new managers.
The Communications Team will communicate the key changes to
the organisation.

•
•

Executive Summary
The SO’s and SFI’s are subject to an annual review and update. The changes are reflected in
Appendix 1. The changes are summarised below and there has been input from a range of
people identified.
Summary of changes:
• Standing Order Changes:
− Throughout document replace the word “Chairman” with “Chair”.
− Page 10, 2.3.4 - executive director list: replace Director of Operations with Chief
Operating Officer.
− Page 11, addition of new sections 8.4 and 8.5 relating to confidential business to
be transacted when the press and public have been excluded from the meeting.

•

•
•
•
•

− Page 13, 11: addition of reference to supporting papers. Specifically 11.4
inclusion of process relating to the timescale for distribution of supporting papers.
− Page 17, 21.4: clarification that queries about the relevance of interests to be
declared should be discussed with the Chair or with the Trust Secretary.
− Page 22, 25.11 to 25.13: new sections regarding statutory and mandatory
committees relating to the role of the Auditor Panel.
The section within the SFI’s on procurement has been re-written to generally update and
reflect current practice. The limit for requiring 3 quotes has been reduced from £50k to
£25k to bring NBT into alignment with the rest of the purchasing Consortium. The
requirement for a single tender action to be signed by the Director of Finance has also
been reduced from £50k to £25k There are also a number of changes to process
following the BWPC Board meeting on the 18th September. These aim to tighten controls
as well as align practice across the consortium and were approved by the Directors of
Finance at that meeting.
A section in the DSoD has been added to make the arrangements for signing contracts
clearer.
References to Divisional management throughout the document have been updated to
reflect new arrangements.
The latest business planning guidance and business case approval guidance has been
reflected in the DSoD.
A number of general updates such as committee names have been made

Input has been received from a range of sources including:
• Procurement team including Director of Procurement
• Head of Sustainable Health & Capital Planning
• Commercial & legal Services Team
• Associate Director of Strategy
• Internal Audit and Counter Fraud

Strategic
Theme/Corporate
Objective Links

Supports delivery of all strategic objectives.

Board Assurance
Framework/Trust Risk
Register Links

None identified.

Other Standard Reference

Supports compliance with CQC Well Standard, Key Line of
Enquiry No. 4: ‘Are there clear responsibilities, roles and
systems of accountability to support good governance and
management?’

Financial implications

SFI’s set limits and rules around control of expenditure.

Other Resource
Implications

None identified.

Legal Implications
including Equality,
Diversity and Inclusion

Contained in the report.

Assessment

Appendices:

Appendix 1: Standing Orders, Standing Financial Instructions and
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Foreword to Standing Orders
NHS Trusts are required by law to make Standing Orders (SOs), which regulate the
way in which the proceedings and business of the Trust will be conducted. Regulation
19 of the NHS Trusts (Membership and Procedure) Regulations, 1990 (as amended)
requires the meetings and proceedings of an NHS trust to be conducted in accordance
with the rules set out in the Schedule to those Regulations and with Standing Orders
made under Regulation 19(2).
These Standing Orders and associated documents are extremely important. High
standards of corporate and personal conduct are essential in the NHS. As the NHS is
publicly funded, it is accountable to Parliament for the services it provides and for the
effective and economical use of taxpayers’ money. The Standing Orders, Standing
Financial Instructions, procedures and the rules and instructions made under them
provide a framework and support for the public service values which are essential to
the work of the NHS of:
•

Accountability – the ability to stand the test of Parliamentary scrutiny, public
judgements on propriety and professional codes of conduct.

•

Probity – an absolute standard of honesty in dealing with the assets of the Trust;
integrity in decisions affecting patients, staff and suppliers, and in the use of
information acquired in the course of NHS duties.

•

Openness – transparency about NHS activities to promote confidence between
the organisation and its staff, patients and the public.

Additional documents, which form part of these “extended” Standing Orders are:
•

Standing Financial Instructions, which detail the financial responsibilities, policies
and procedures to be maintained by the Trust.

•

Schedule of Decisions Reserved to the Board of the Trust

•

Scheme of Delegated Authorities, which sets out delegated levels of authority
and responsibility

These extended Standing Orders set out the ground rules within which Board directors
and staff must operate in conducting the business of the Trust. Observance of them is
mandatory. Such observance will mean that the business of the Trust will be carried
out in accordance with the law, Government policy, the Trust’s statutory duties and
public service values. As well as protecting the Trust’s interests, they will also protect
staff from any possible accusation of having acted less than properly.
All executive and Non-Executive Directors and senior staff are expected to be aware of
the existence of these documents, understand when they should be referred to and,
where necessary and appropriate to their role, make themselves familiar with the
detailed provisions.
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Introduction
I.

The North Bristol NHS Trust (the Trust) is a body corporate which was established
under The North Bristol National Health Service Trust (Establishment) Order (the
Establishment Order), Statutory Instrument number 625, 1999, made on 8th March
1999.

II.

The principal place of business of the Trust is Trust Headquarters, Southmead
Hospital, BS10 5NB.

III.

NHS Trusts are governed by statute, mainly the National Health Service Act 2006 and
the Health and Social Care Act, 2012.

IV.

The statutory functions conferred on the Trust are set out in the NHS Act 2006
(Chapter 3 and Schedule 4) and in the Establishment Order.

V.

As a body corporate the Trust has specific powers to contract in its own name and to
act as a corporate trustee. In the latter role it is accountable to the Charity Commission
for those funds deemed to be charitable as well as to the Secretary of State for Health.
The Trust also has a common law duty as a bailee for property held by the Trust on
behalf of patients.

VI.

The (DH, revised April 2013) requires that boards draw up a schedule of decisions
reserved to the Board and ensure that management arrangements are in place to
enable responsibility to be clearly delegated to senior managers. The Code of
Accountability makes various requirements concerning possible conflicts of interest of
Board directors. The Membership and Procedure Regulations, 1990 requires the
establishment of audit and remuneration committees with formally agreed terms of
reference.

VII.

The Code of Practice on Openness in the NHS (NHS Executive, 1995), as revised by
the Freedom of Information Act, 2000 and the Environmental Information Regulations,
2004 sets out the requirements for public access to information on the NHS.

VIII.

Through these Standing Orders, the Board exercises its powers to make
arrangements for the exercise, on behalf of the Trust, of any of its functions by a
committee or sub-committee appointed by virtue of the Standing Orders; or by an
officer of the Trust, in each case subject to such restrictions and conditions as the
Board thinks fit or as the Secretary of State for Health may direct.

Interpretation
IX.

The Chair of the Trust is the final authority in the interpretation of Standing Orders on
which the Chief Executive, guided by the Trust Secretary, shall advise him and in the
case of Standing Financial Instructions by the Director of Finance.

X.

The following definitions apply for this document.
Legislation definitions:
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•

Membership and Procedure Regulations are the National Health Service
Trust (Membership and Procedure) Regulations 1990 (SI(1990)2024), as
amended.

Other definitions:
• Accountable Officer is the officer responsible and accountable for funds
entrusted to the Trust; and is responsible for ensuring the proper stewardship
of public funds and assets. The Chief Executive, or their appointed
replacement, is the Accountable Officer for this Trust.
• Budget is the plan, expressed in financial terms, proposed by the Board for the
purpose of carrying out, for a specific period, any or all of the functions of the
Trust.
• Chair of the Trust is the person appointed by the Secretary of State for Health
to lead the Board and to ensure that it successfully discharges its overall
responsibility for the Trust as a whole. The expression “the Chair of the Trust”
shall, if the Chair is absent from the meeting or otherwise unavailable, be
deemed to include the Vice-Chair of the Trust, or other Non-Executive Director
as is appointed in accordance with Standing Order 12.
• Chief Executive is the chief officer of the Trust.
• Committee is committee appointed by the Trust Board.
• Committee Members are formally appointed by the Trust Board to sit on, or to
chair specific committees.
• Clinical Directors are specialty leads reporting to and accountable to the Chief
Executive, with professional oversight from the Medical Director. They are
excluded from the term “Director” for the purposes of this document, unless
specifically stated otherwise.
• Directors are the Non-Executive Directors and the Executive Directors
• Director of Facilities is the Director of Estates Facilities and Capital Planning
• Director of Finance is the Director of Finance; and is the chief finance officer
of the Trust.
• Establishment Order is the North Bristol National Health Service Trust
(Establishment) Order 1999, Statutory Instrument number 625.
• Executive Director is an officer of the Trust. Up to five will be voting members
of the Trust Board, appointed in accordance with the Membership and
Procedure Regulations, 1990. The remainder will not be eligible to vote on the
Trust Board.
• Funds Held on Trust are those funds which the Trust holds at its date of
incorporation, receives on distribution by statutory instrument, or chooses
subsequently to accept under powers derived under Part 11 (eleven) of the
NHS Act 2006. Such funds may or may not be charitable.
• Motion is a formal proposition to be discussed and voted on during the course
of a Trust Board or Committee meeting.
• NHS Improvement (NHSI) is responsible for the oversight of NHS trusts and
has delegated authority from the Secretary of State for Health for the
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•
•
•

•
•
•

•
•
•

•
•

appointment of the Non-Executive Directors, including the Chair of the
Trust
Nominated Officer is the officer charged with the responsibility for discharging
specific tasks within the Standing Orders and Standing Financial Instructions.
Non-Executive Director is a person appointed by the Secretary of State for
Health, to help the Trust Board to deliver its functions.
Officer (or staff) means an employee of the Trust or any other person holding
a paid appointment or office with the Trust. (This includes all employees or
agents of the Trust, including medical and nursing staff and consultants
practising upon the Trust’s premises and shall be deemed to include
employees of third parties contracted to the Trust when acting on behalf of the
Trust)..
SFIs are the Standing Financial Instructions.
SOs are the Standing Orders.
Standards of Business Conduct is the Trust’s “Policy Standards of Business
Conduct, incorporating anti-bribery policy; and the recognition and treatment
of conflicting interests, gifts and hospitality” or as amended
Trust is the North Bristol NHS Trust.
Trust Board (or the Board) is the Chair and Non-Executive Directors and
Executive Directors
Trust Secretary is the officer appointed to provide advice on corporate
governance issues to the Board and the Chair; and monitor the Trust’s
compliance with the law, Standing Orders, and Department of Health guidance.
Vice Chair means the Non-Executive Director appointed by the Trust to
take on the Chair’s duties if the Chair is absent for any reason.
Working day means any day, other than a Saturday, Sunday or legal holiday

XI.

Any reference to an Act of Parliament, Statutory Instrument, Direction or Code of
Practice shall be construed as a reference to any modification, replacement or reenactment for the time being in force.

XII.

All reference to the masculine gender shall be read as equally applicable to the
feminine gender and vice-versa.
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Standing Orders for the regulation of the
proceedings of North Bristol National Health Service
Trust
Part I – Membership
1.

Name and business of the Trust

1.1.

All business shall be conducted in the name of North Bristol NHS Trust (“the Trust”).

1.2.

All funds received in trust shall be in the name of the Trust as corporate trustee. The
powers exercised by the Trust as corporate trustee, in relation to funds held on trust,
shall be exercised separately and distinctly from those powers exercised as a Trust.

1.3.

The Trust has the functions conferred on it by Schedule 4 of the 2006 Act.

1.4.

Directors acting on behalf of the Trust as a corporate trustee are acting as quasitrustees. Accountability for charitable funds held on trust is to the Charity Commission
and to the Secretary of State for Health. Accountability for non-charitable funds held
on trust is only to the Secretary of State for Health.

1.5.

The Trust has resolved that certain powers and decisions may only be exercised or
made by the Trust Board in formal session, which may include members participating
by video or telephone. These powers and decisions are set out in the Schedule of
Decisions Reserved for the Trust Board in Appendix 1 to these Standing Orders and
have effect as if incorporated into the Standing Orders.

2.

Composition of the Trust Board

2.1.

The voting membership of the Trust Board shall comprise the Chair and six NonExecutive Directors, together with up to five Executive Directors. At least half of the
membership of the Trust Board, excluding the Chair, shall be independent NonExecutive Directors.

2.2.

In addition to the Chair, the Non-Executive Directors shall normally include:

2.2.4.

2.2.1.

one appointee nominated to be the Vice-Chair

2.2.2.

one appointee nominated to be the (shadow) Senior
Independent Director. This role will become fully
established once the Trust has achieved Foundation Trust
status

2.2.3.

in accordance with the Establishment Order, one appointee
from the University of Bristol, in recognition of the Trust’s
status as a teaching hospital

one or more appointees who have recent relevant financial experience

Appointees can fulfil more than one of the roles identified.
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2.3.

The Executive Directors shall include:
2.3.1.

Chief Executive

2.3.2.

Director of Finance, or equivalent

2.3.3.

Medical Director

2.3.4.

Director of Nursing, or equivalent

2.3.5.

Chief Operating Officer

2.4.

The Board may appoint additional Executive Directors, in crucial roles in the Trust, to
be non-voting members of the Trust Board.

3.

Appointment of the Chair and directors

3.1.

The Chair and Non-Executive Directors of the Trust are appointed by the NHSI, on
behalf of the Secretary of State for Health.

3.2.

The Chief Executive shall be appointed by the Chair and the Non-Executive
Directors.

3.3.

Executive Directors shall be appointed by a committee comprising the Chair, the
Non-Executive Directors and the Chief Executive.

3.4.

Where more than one person is appointed jointly to an Executive Director post in the
Trust, those persons shall become appointed as an Executive Director, jointly. Where
the post has voting rights attached, the joint appointees will have the power of one
vote; and shall count for the purpose of Standing Order 2 as one person.

4.

Vice-Chair

4.1.

To enable the proceedings of the Trust to be conducted in the absence of the Chair,
the Trust Board may elect one of the Non-Executive Directors to be Vice- Chair, for a
period that does not exceed the remainder of their appointed term as a Non-Executive
Director of the Trust.

4.2.

Any Non-Executive Director so elected may at any time resign from the office of ViceChair by giving notice in writing to the Chair. The appointment as Vice- Chair will end
with the termination for any reason of that Non-Executive Director’s period of office as
a director. On such resignation or termination the Trust Board may then appoint
another Non-Executive Director as Vice-Chair, in accordance with the provision of
this Standing Order.

4.3.

When the Chair is unable to perform his duties due to illness or absence for any
reason, his duties will be undertaken by the Vice-Chair.

5.

Tenure of office

5.1.

The regulations governing the period of tenure of office of the Chair and NonExecutive Directors and the termination or suspension of office of the Chair and NonExecutive Directors are contained in the Membership and Procedure Regulations
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and as directed by NHSI, under its delegated authority from Secretary of State for
Health.
6.

Code of Conduct and Accountability and the Trust’s commitment to openness

6.1.

All directors shall subscribe and adhere at all times to the principles contained in the
Trust’s “Policy Standards of Business Conduct, incorporating anti-bribery policy;
and the recognition and treatment of conflicting interests, gifts and hospitality” (the
Policy Standards of Business Conduct).

7.

Functions and roles of Chair and directors

7.1.

The function and role of the Chair and members of the Trust Board is described
within these Standing Orders and within those documents that are incorporated into
these Standing Orders.

Part II – Meetings
8.

Ordinary meetings of the Trust Board

8.1.

All ordinary meetings of the Trust Board shall be held in public and shall be conducted
in accordance with relevant legislation, including the Public Bodies (Admission to
Meetings) Act 1960, as amended and guidance issued by the Secretary for State for
Health. Members of the public and representatives of the press shall be afforded
facilities to attend.

8.2.

Ordinary meetings of the Trust Board shall be held at regular intervals at such times
and places as the Trust Board may from time to time determine. A minimum of six
meetings shall be held each year.

8.3.

The Chair shall give such directions as he thinks fit in regard to the arrangements for
meetings and accommodation of the public and representatives of the press; to
ensure that the Trust Board’s business may be conducted without interruption and
disruption.

8.4.

Without prejudice to the power to exclude on grounds of the confidential nature of the
business to be transacted, the public and representatives of the press will be required
to withdraw upon the Trust Board resolving as follows: “That in the interests of public
order the meeting adjourn for (the period to be specified) to enable the Board to
complete business without the presence of the public”

8.5.

Business proposed to be transacted when the press and public have been excluded
from a meeting as provided in Standing Order 8.4, shall be confidential to members
of the Board.

8.6.

Members and Officers or any employee or representative of the Trust in attendance
at a private meeting or private part of a meeting, shall not reveal or disclose the
contents of papers, discussions or minutes of the items taken in private, outside of
the Trust Board meetings without the express permission of the Trust Board.

Page 11
of 99

This version of the Standing Orders can only be guaranteed to be the current
adopted version, if it is opened directly from the Trust’s intranet library of policies
and procedures.

Trust Standing Orders
8.7.

Nothing in these Standing Orders shall require the Trust Board to allow members of
the public or representatives of the press to record proceedings in any manner
whatsoever, other than writing, or to make any oral report of proceedings as they take
place without the prior agreement of the Trust Board.

8.8.

The Chair may invite any member of staff of North Bristol NHS Trust, any other NHS
organisation, an officer of the local council(s), or any other individual acting in an
advisory capacity to attend meetings. These invitees shall not count as part of the
quorum or have any right to vote at the meeting.

8.9.

An annual public meeting shall be held on or before 30th September in each year for
the purpose of presenting audited accounts, annual reports and any report on the
accounts.

8.10.

The Trust Board may, by resolution, exclude the public from a part or the whole of a
meeting whenever publicity would be prejudicial to public interest by reason of the
confidential nature of the business to be transacted

8.11.

The provisions of these Standing Orders relating to meetings of the Trust Board shall
refer only to formal Trust Board meetings, whether ordinary or extraordinary meetings.
The provisions shall not apply to seminars or workshops or other meetings attended by
members of the Trust Board.

9.

Extraordinary meetings of the Trust Board

9.1.

The Chair may call a meeting of the Trust Board at any time. Directors may ask the
Chair to call a meeting of the Trust Board at any time.

9.2.

A meeting may be called forthwith, by the directors who are eligible to vote, if the
Chair refuses to call a meeting after such a request has been presented to him,
signed by at least one third of the whole number of directors who are eligible to vote
(including at least one executive and one Non-Executive Director); and has been
presented to him at the Trust’s principal place of business. The directors who are
eligible to vote may also call a meeting forthwith, if, without refusing, the Chair does
not call a meeting within seven days after receipt of such request.

10.

Notice of meetings

10.1.

The Trust shall set dates and times of regular Trust Board meetings for the
forthcoming calendar year by the end of November of each year.

10.2.

A notice of the meeting, specifying the business proposed to be transacted, shall be
posted before each meeting of the Trust Board. This notice shall be signed by the
Chair, or by a director or officer of the Trust authorised by the Chair to sign on his
behalf. The notice shall be delivered to every director, by the most effective route,
including being sent by post to the usual place of residence of the director, or sent
electronically to the usual e-mail address of the director. The notice shall be delivered
to each director at least three working days before the meeting. Notice shall be
presumed to have been served two days after posting and one day after being sent out
via email.

10.3.

Lack of service of such notice on any individual director shall not affect the validity of a
meeting. However, failure to serve such a notice on at least three directors who are
eligible to vote will invalidate the meeting.

10.4.

In the case of a meeting called by directors in default of the Chair, see Standing
Order 9, the notice shall be signed by those directors and no business shall be
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transacted at the meeting other than that specified in the notice.
10.5.

Where a part or the whole of a meeting is to be open to the public, official notice of the
time, place and agenda of the meeting shall be announced in public. Notice will be
given by one or more of: an announcement in the local press, on the Trust’s internet
website, displaying the notice in a conspicuous place in the Trust’s hospitals or other
facilities, or displaying the notice in other public places. The Trust Board may decide
to limit publication to details of the items on the meeting agenda that will be considered
in the part of the meeting to be held in public. A copy of the notice including the
agenda may also be sent to local organisations that will have an interest in the
decisions of the Trust Board. These organisations include bodies responsible for
commissioning acute NHS services locally, patient and public representative groups
and local councils.

10.6.

Notice will be given at least three working days before the meeting. Failure to do so
will render the meeting invalid.

11.

The agenda and Supporting Papers

11.1.

The Trust Board may determine that certain matters will appear on every agenda for
an ordinary meeting of the Trust Board; and that these will be addressed prior to any
other business being conducted at the discretion of the Chair. On agreement by the
Trust Board, these matters may change from time to time.

11.2.

A director may request that a matter is included on an agenda. This request should be
made in writing, including by electronic means, to the Chair, Chief Executive, or the
Trust Secretary at least seven working days before the meeting, subject to Standing
Order 10. Requests made less than seven working days before the meeting may be
included on the agenda at the discretion of the Chair, or to the extent that this
discretion is delegated to the Chief Executive and the Trust Secretary.

11.3.

Notwithstanding Standing Order 17 a director may with the consent of the Chair of the
meeting, add to the agenda of any meetings any item of business relevant to the
responsibilities of the Trust, under “Any Other Business”.

11.4.

The Agenda will be sent to Directors five working days before the meeting and
supporting papers, whenever possible, shall accompany the Agenda but will certainly
be despatched no later than three clear working days before the meeting, save in an
emergency.

12.

Chair of meetings

12.1.

The Chair shall preside at any meeting of the Trust Board, if present. In his
absence, the Vice Chair shall preside.

12.2.

If the Chair and Vice-Chair are absent, the directors present, who are eligible to vote
shall choose a Non-Executive Director who shall preside. An Executive Director may
not take the chair.

12.3.

The decision of the Chair of the meeting on questions of order, relevancy and
regularity (including procedure on handling motions) and his interpretation of the
Standing Orders shall be final. In this interpretation he shall be advised by the Chief
Executive and the Trust Secretary and in the case of Standing Financial Instructions
he shall be advised by the Director of Finance.
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13.

Voting

13.1.

It is not a requirement for decisions to be subject to a vote. The necessity of a vote
shall be indicated by the agreement of at least one third of those attending and eligible
to vote. The Chair shall be responsible for deciding whether a vote is required and
what form this will take.

13.2.

Where it is necessary to take a vote to determine an issue, the decision shall be
determined by a majority of the votes of the directors present and eligible to vote. If
the result of the vote is equal, the Chair of the meeting shall have a second or
casting vote.

13.3.

All questions put to the vote shall, at the discretion of the Chair of the meeting, be
determined by oral expression or by a show of hands. A paper ballot may be held, if a
majority of the directors present and eligible to vote so request. Unless specifically
agreed beforehand, the voting record of each individual director will not be made
public, or recorded.

13.4.

The voting record, other than by paper ballot, of any question will be recorded to show
how each director present voted or did not vote, if at least one-third of the directors
present and eligible to vote so request.

13.5.

If a director so requests, his vote will be recorded by name. Such a request will not be
accepted if doing so would reveal the votes of other directors that do not wish to have
their vote recorded.

13.6.

In no circumstances may an absent director vote by proxy.

13.7.

An officer who has been appointed formally by the Trust to act up for an Executive
Director during a period of incapacity, or temporarily to fill an Executive Director
vacancy, shall be entitled to exercise the voting rights of that Executive Director. An
officer attending the Trust Board to represent an Executive Director during a period of
incapacity or temporary absence, but without formal acting up status, may not exercise
the voting rights of that Executive Director. An officer’s status when attending a
meeting shall be recorded in the minutes.

13.8.

Where the office of a director who is eligible to vote is shared jointly by more than one
person:

13.9.

13.8.1.

either or both of those persons may attend and take part in the meetings of
the Trust Board.

13.8.2.

if both are present at a meeting they will cast one vote if they agree.

13.8.3.

in the case of disagreement no vote will be cast.

13.8.4.

the presence of either or both of those persons will count as the presence of
one person for the purpose of establishing a quorum.

Where necessary, a director may be counted as present when available constantly for
discussions through an audio or video link and may take part in voting on an open
basis.
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14.

Quorum

14.1.

No business shall be transacted at a meeting unless at least six of the directors who
are eligible to vote (including at least three Executive Director with voting powers and
three Non-Executive Director) are present

14.2.

An officer in attendance for an Executive Director but without formal acting up status
may not count towards the quorum.

14.3.

A director will not count towards the quorum on a matter where he is ruled to be
ineligible to participate in the discussion, or vote, due to the declaration of a conflict of
interest, see Standing Order 21 and 22. If a quorum is not available for the passing of
a resolution on any matter, that matter may be discussed further at the meeting, but no
resolution can be made. That position shall be recorded in the minutes of the meeting.
The meeting shall then proceed to the next business.

15.

Record of attendance

15.1.

The names of the directors and others invited by the Chair, in accordance with
Standing Order 8, present at the meeting, shall be recorded in the minutes.

15.2.

If a director is not present for the entirety of the meeting, the minutes shall record the
items that were considered whilst they were present.

16.

Minutes

16.1.

The minutes of the proceedings of a meeting shall be drawn up, entered in a record
kept for that purpose and submitted for agreement at the next meeting.

16.2.

There should be no discussion on the minutes, other than as regards their accuracy,
unless the Chair considers discussion appropriate.

16.3.

Any amendment to the minutes as to their accuracy shall be agreed and recorded at
the next meeting and the amended minutes shall be regarded as the formal record of
the meeting.

17.

Notice of motion

17.1.

Subject to the provision of Standing Order 20, a director of the Trust desiring to move
a motion shall give notice of this, to the Chair, at least seven working days before the
meeting. The Chair shall insert all such notices that are properly made in the agenda
for the meeting. This Standing Order shall not prevent any motion being withdrawn or
moved without notice on any business mentioned on the agenda for the meeting.

18.

Motions

18.1.

When a motion is under discussion or immediately prior to the discussion it shall be
open to a director to move:
18.1.1.
an amendment to the motion.
18.1.2.
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18.1.3.

that the meeting proceed to the next business.

18.1.4.

the appointment of an ad hoc committee to deal with a specific item of
business.

18.1.5.

that the motion be now put

18.1.6.

a motion resolving to exclude the public (including the press).

18.2.

The proposer may withdraw a motion or amendment once moved and seconded with
the concurrence of the seconder and the consent of the Trust Board.

19.

Right of reply

19.1.

The mover of a motion shall have a right of reply at the close of any discussion on the
motion or any amendment to it.

20.

Motion to rescind a decision of the Trust Board

20.1.

Notice of a motion to rescind any decision of the Trust Board (or general substance of
any decision) which has been passed within the preceding six calendar months, shall
bear the signature of the director who gives it and also the signature of four other
directors who are eligible to vote.

20.2.

When the Trust Board has debated any such motion, it shall not be permissible for any
director, other than the Chair to propose a motion to the same effect within a further
period of six calendar months.

21.

Declaration of Interests and Register of Interests
Declaration of Interests

21.1.

In addition to the statutory requirements relating to pecuniary interests dealt with in
Standing Order 22, the Trust’s Policy Standards of Business Conduct requires
directors to declare interests which are relevant and material to the Trust Board. All
existing directors and any senior officers who may act up into an Executive Director
post should declare such interests on an annual basis, or as otherwise recommended
in the Policy. Any directors and senior officers appointed subsequently should declare
these interests on appointment.

21.2.

Interests, which would be regarded as “relevant and material”, are:
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21.2.1.

directorships, including Non-Executive Directorships held in private
companies or PLCs (with the exception of those of dormant companies).

21.2.2.

ownership or part-ownership of private companies, businesses or
consultancies likely or possibly seeking to do business with the NHS.

21.2.3.

majority or controlling share holdings in organisations likely or possibly
seeking to do business with the NHS.

21.2.4.

a position of authority in a charity or voluntary organisation in the field of
health and social care.
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21.2.5.

any connection with a voluntary or other organisation contracting for NHS
services.

21.3.

Subject to the requirements stated in Standing Order 22, the interests of directors’
spouses, partners, or other family members must be disclosed where these maybe in
conflict with the Trust .

21.4.

If directors have any doubts about the relevance of an interest, this should be
discussed with the Chair of the Trust or with the Trust Secretary. Financial Reporting
Standard No 8 (issued by the Accounting Standards Board) specifies that the
potential level of influence, rather than the immediacy of the relationship is more
important in assessing the relevance of an interest.

21.5.

Annual declarations of interests should be considered by the Trust Board and retained
as part of the record of the Trust Board meeting. Any changes in interests should be
declared at the next Trust board meeting following the change occurring.

21.6.

If a conflict of interest is established during the course of a Trust Board meeting,
whether arising from a declared interest or otherwise, the director concerned should
withdraw from the meeting and play no part in the relevant discussion or decision. The
declared conflict of interest should be recorded in the minutes of the meeting. When a
Director has declared an interest arising solely from a position with a charity or
voluntary body under this Standing Order, the Trust Board may resolve that the
director may remain in the meeting and take part in the discussion, but not vote on the
relevant item. A record of this decision shall be made in the minutes.

21.7.

Directors’ directorships of companies likely or possibly seeking to do business with the
NHS should be published in the Trust’s annual report. The information should be kept
up to date for inclusion in succeeding annual reports.
Register of Interests

21.8.

The Trust Secretary will ensure that a Register of Interests is established and
maintained to record formally declarations of interests of directors. The Register of
Interests will include details of all directorships and other relevant and material
interests which have been declared by both executive and Non-Executive Directors.

21.9.

These details will be kept up to date by means of an annual review of the Register of
Interests in which any changes to interests declared during the preceding twelve
months will be incorporated.

21.10.

The Register of Interests will be available to the public and open to inspection at the
Trust’s usual place of business at any time during normal business hours (between
09:00am and 17:00pm on any working day).

21.11.

With the exception of the requirement to report interests in the Annual Report
(Standing Order 21.7), this Standing Order also applies in full to any committee or subcommittee or group of the Trust Board; and to any member of such committee or subcommittee or group (whether or not they are a director).
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22.

Disability of directors in proceedings on account of pecuniary interest

22.1.

Subject to Standing Order 21 and the provisions of this Standing Order, if a director
has any pecuniary interest, direct or indirect, in any contract, proposed contract or
other matter and is present at a meeting of the Trust at which the contract or other
matter is the subject of consideration, he shall at the meeting and as soon as
practicable after its commencement disclose the fact and shall not take part in the
consideration or discussion of the contract or other matter or vote on any question with
respect to it.

22.2.

The Secretary of State may, subject to such conditions as he may think fit to impose,
remove any disability imposed by this Standing Order, in any case where it appears to
him to be in the interests of the NHS that the disability should be removed.

22.3.

The Trust Board, or any committee or sub-committee may, if it thinks fit, provide for the
exclusion of a director from a meeting while any contract, proposed contract or other
matter in which that person has a pecuniary interest, direct or indirect, is under
consideration.

22.4.

Any remuneration, compensation or allowances payable to a director by virtue of
paragraph 233, Part 11 of the NHS Act 2006 shall not be treated as a pecuniary
interest for the purpose of this Standing Order.

22.5.

For the purpose of this Standing Order a director shall be treated, subject to Standing
Order 2 as having an indirect pecuniary interest in a contract, proposed contract or
other matter, if:

22.6.

22.5.1.

he, or a nominee of his, is a director of a company or other body, not being a
public body, with which the contract was made or is proposed to be made or
which has a direct pecuniary interest in the other matter under consideration;
or,

22.5.2.

he is a partner of, or is in the employment of a person with whom the
contract was made or is proposed to be made or who has a direct pecuniary
interest in the other matter under consideration;

22.5.3.

and in the case of persons living together as a couple, whether married or
not, the interest of one person shall, if known to the other, be deemed for the
purposes of this Standing Order to be also an interest of the other.

A director shall not be treated as having a pecuniary interest in any contract, proposed
contract or other matter by reason only:
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of his membership of a company or other body, if he has no beneficial
interest in any securities of that company or other body;

22.6.2.

of an interest in any company, body or person with which he is connected as
mentioned in Standing Order 22.5 above which is so remote or insignificant
that it cannot reasonably be regarded as likely to influence a director in the
consideration or discussion of or in voting on, any question with respect to
that contract or matter.
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22.7.

This Standing Order shall not prohibit a director from taking part in the consideration or
discussion of the contract or other matter, or from voting on any question with respect
to it, if:
22.7.1.

he has an indirect pecuniary interest in a contract, proposed contract or
other matter by reason only of a beneficial interest in securities of a
company or other body, and

22.7.2.

the total nominal value of those securities does not exceed £5,000 or onehundredth of the total nominal value of the issued share capital of the
company or body, whichever is the less, and

22.7.3.

the share capital is of more than one class, the total nominal value of shares
of any one class in which he has a beneficial interest does not exceed onehundredth of the total issued share capital of the class.

This does not affect his duty to disclose the interest
22.8.

This Standing Order also applies in full to any committee or sub-committee or group of
the Trust Board; and to any member of such committee or sub-committee or group
(whether or not they are a director).

23.

Standards of Business Conduct

23.1.

All staff must comply with the Trust’s current adopted Policy Standards of Business
Conduct, which reflects national guidance, including HSG(93)5 ‘Standards of
Business Conduct for NHS staff’, ‘Code of Conduct for NHS Managers’ 2002 and the
seven principles set out by the Committee on Standards in Public Life, published by
the Professional Standards Authority, November 2012. The following provisions should
be read in conjunction with the Trust Policy.

23.2.

All staff shall declare any relevant and material interest, such as those described in
Standing Order 21. The declaration should be made on appointment or, if the interest
is acquired, or recognised subsequently, at that time to the Executive Director, clinical
director, or senior manager to whom they are accountable. Such director or senior
manager shall ensure that such interests are entered in a Register of Interests, kept for
that purpose.

23.3.

Officers who are involved in, have responsibility for, or are able by virtue of their role or
functions to influence the placing of contracts by the Trust, may be required by the
Trust to give statements from time to time, or in connection with particular contracts,
confirming that they have no relevant or material interest to declare.

23.4.

If an officer becomes aware of a potential or actual contract in which he has an interest
of the nature described in Standing Orders 21 and 22 and this Standing Order, he shall
immediately advise the Director of Finance formally in writing. This requirement
applies whether or not the officer is likely to be involved in administering the proposed,
or awarded contract to which he has an interest.

23.5.

Gifts and hospitality shall only be accepted in accordance with the Trust’s Policy
Standards of Business Conduct. Officers of the Trust shall not ask for any rewards or
gifts; nor shall they accept any rewards or gifts of significant value.

23.6.

All gifts and hospitality, other than those that are of clearly minimal value (as
determined in the Trust Policy Standards of Business Conduct), should be declared in
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a Register of Gifts and Hospitality kept by the Chief Executive, and departmental
managers for that purpose. Acceptance of gifts by way of inducements or rewards is a
criminal offence under the Fraud Act, 2006 and the Bribery Act 2010.
23.7.

In addition to Standing Orders 21 and 22 and this Standing Order, an officer must also
declare to the Chief Executive any other employment, business or other relationship of
his, or of a cohabiting spouse, that conflicts, or might reasonably be predicted could
conflict with interests of the Trust, unless specifically allowed under that officer’s
contract of employment.

Part III – Arrangements for the exercise of functions by
delegation and committees
24.

Exercise of functions

24.1.

Subject to Standing Order 3 and any such directions as may be given by the Secretary
of State for Health, the Trust Board may delegate any of its functions to a committee or
sub-committee appointed by virtue of Standing Order 25, or to a director or an officer
of the Trust. In each case, these arrangements shall be subject to such restrictions
and conditions as the board thinks fit.
Emergency powers

24.2.

The powers which the Trust Board has retained to itself within these Standing Orders
may in emergency be exercised by the Chief Executive and the Chair acting jointly
and, if possible, after having consulted with at least two Non-Executive Directors. The
exercise of such powers by the Chief Executive and the Chair shall be reported to the
next formal meeting of the Trust Board for ratification.
Delegation to committees

24.3.

The Trust Board shall agree from time to time to the delegation of specific powers to
be exercised by committees or sub-committees, which it has formally constituted. The
Trust Board shall approve the constitution and terms of reference of these committees
and their specific powers.
Delegation to officers

24.4.

Those functions of the Trust, which have not been retained as reserved by the Trust
Board or delegated to a committee of the Trust Board, shall be exercised on behalf of
the Trust Board by the Chief Executive. The Chief Executive shall determine which
functions he will perform personally and shall nominate officers to undertake the
remaining functions for which he will still retain accountability to the Trust Board.
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Schedule of Decisions Reserved for the Trust Board
24.5.

The Trust Board shall adopt a Schedule of Decisions Reserved for the Trust Board
setting out the matters for which approval is required by the Trust Board. The
Schedule that is current at the date of adoption of these Standing Orders is contained
in Appendix 1 and shall be regarded as forming part of these Standing Orders.

24.6.

Subject to Standing Order 44, the Trust Board shall review such Schedule at such
times as it considers appropriate; and shall update such Schedule in Appendix 1 after
each review.

24.7.

The Schedule of Decisions Reserved for the Trust Board shall take precedence over
any terms of reference or description of functions of any committee or sub-committee
established by the Trust Board. The powers and functions of any committee or subcommittee shall be subject to and qualified by the reserved matters contained in that
Schedule.

Scheme of Delegated Authorities
24.8.

The Trust Board shall adopt a Scheme of Delegated Authorities setting out details of
the directors and officers of the Trust to whom responsibility has been delegated for
deciding particular matters; and in a director’s or officer’s absence, the director or
officer who may act for them. The Schedule that is current at the date of adoption of
these Standing Orders is contained in Appendix 3 and shall be regarded as forming
part of these Standing Orders

24.9.

Subject to Standing Order 44, the Trust Board shall review such Schedule at such
times as it considers appropriate; and shall update such Schedule in Appendix 3 after
each review.

24.10.

The direct accountability, to the Trust Board, of the Director of Finance and other
Executive Directors to provide information and advise the Trust Board in accordance
with any statutory requirements shall not be impaired, in any way, by the delegations
set out in the Scheme of Delegated Authorities.

25.

Appointment of committees

25.1.

Subject to Standing Order 3 and such directions as may be given by, or on behalf of,
the Secretary of State for Health, the Trust may, and if directed by him, shall appoint
committees of the Trust, consisting wholly or partly of directors of the Trust or wholly of
persons who are not directors of the Trust. Committees will be subject to review by the
Trust Board from time to time.

25.2.

A committee appointed under Standing Order 25 may, subject to such directions as
may be given by, or on behalf of, the Secretary of State for Health or the Trust Board,
appoint sub-committees consisting wholly or partly of members of the committee
(whether or not they include directors of the Trust) or wholly of persons who are not
members of the committee (whether or not they include directors of the Trust).

25.3.

The Standing Orders of the Trust, as far as they are applicable, shall apply with
appropriate alteration, to meetings of any committee or sub-committee.
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25.4.

The Trust Board shall approve the terms of reference of each such committee. Each
committee shall approve the terms of reference of each sub-committee reporting to it.
The terms of reference shall include details of the powers vested and conditions,
including reporting back to the committee, or Trust Board. Such terms of reference
shall have effect as if incorporated into the Standing Orders and be subject to review
every two years, at least, by that committee; and adoption by the Trust Board.

25.5.

Committees may not delegate their powers to a sub-committee unless expressly
authorised by the Trust Board.

25.6.

The Board shall approve the appointments to each of the committees and subcommittees that it has formally constituted. Where the Board determines that a
committee shall include members who are neither directors nor officers, the Board
shall determine the terms of such appointment. The payment of travelling and other
allowances shall be in accordance with the rates as may be determined by the
Secretary of State for Health, with the approval of the Treasury (see Part 11,
paragraph 233 of the 2006 Act).

25.7.

Minutes, or a representative summary of the issues considered and decisions taken, of
any committee appointed under this Standing Order are to be formally recorded and
submitted for inclusion onto the agenda of the next possible Trust Board meeting.
Minutes, or a representative summary of the issues considered and decisions taken of
any sub-committee shall be submitted for inclusion onto the agenda of the next
committee meeting to which it reports.

25.8.

The committees to be established by the Trust will consist of statutory and mandatory;
and non-mandatory committees.
Statutory and Mandatory Committees
Role of Audit Committee

25.9.

The Trust Board shall appoint a committee to undertake the role of an audit committee.
This role shall include providing the Trust Board with a means of independent and
objective review of the financial systems and of general control systems that ensure
that the Trust achieves its objectives, the reliability of the financial information used by
the Trust and of compliance with law, regulations, guidance and codes of conduct.
This Committee will pay due regard to good practice guidance, including, in particular,
the NHS Audit Committee Handbook.

25.10.

The terms of reference of the Audit Committee shall have effect as if incorporated into
these Standing Orders and their approval shall be recorded in the appropriate minutes
of the Trust Board and may be varied from time to time by resolution of the Trust
Board.
Role of Auditor Panel

25.11.

The Trust Board shall nominate its Audit Committee to act as its Auditor Panel in line
with schedule 4, paragraph 1 of the Local Audit and Accountability Act 2014.

25.12.

The Auditor panel shall advise the Trust Board on the selection and appointment of
the external auditor.

25.13.

The terms of reference of the Auditor Panel shall have effect as if incorporated into
these Standing Orders and their approval shall be recorded in the appropriate minutes
of the Trust Board and may be varied from time to time by resolution of the Trust
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Board.
Role of Remuneration and Nominations Committee
25.14.

The Trust Board shall appoint a committee to undertake the role of a remuneration and
nominations committee. This role shall include providing advice to the Trust Board
about appropriate remuneration and terms of service for the Chief Executive and other
Executive Directors (Regulations 17-18, Membership and Procedure Regulations), as
well as advising the Trust Board on the terms of service of other senior officers, and
ensuring that the policy of the Trust Board on remuneration and terms of service is
applied consistently.

25.15.

The Committee shall advise the Trust Board on the size, structure and membership
and succession plans for the Trust Board and maintain oversight of the performance of
the Chief Executive and Executive Directors.

25.16.

The terms of reference of the Remuneration and Nominations Committee shall have
effect as if incorporated into these Standing Orders and their approval shall be
recorded in the appropriate minutes of the Trust Board and may be varied from time to
time by resolution of the Trust Board.
Charity Committee

25.17.

The Trust Board, acting as Corporate Trustee, shall appoint a Committee to be known
as the Southmead Hospital Charity Committee , whose role shall be to advise the
Trust on the appropriate receipt, use and security of charitable monies.

25.18.

The terms of reference of the Southmead Hospital Charity Committee shall have
effect as if incorporated into these Standing Orders and shall be recorded in the
appropriate minutes of the Trust Board, acting as Corporate Trustee, and may be
varied from time to time by resolution of the Trust Board, acting in this capacity.
Non mandatory committees

25.19.

The Trust Board shall appoint such additional non-mandatory committees as it
considers necessary to support the business and inform the decisions of the Trust
Board (Regulations 15-16, Membership and Procedure Regulations).

25.20.

The terms of reference of these committees shall have effect as if incorporated into
these Standing Orders. The approval of the terms of reference shall be recorded in
the appropriate minutes of the Trust Board and may be varied from time to time by
resolution of the Trust Board.

25.21.

The membership of these committees may comprise Non-Executive Directors or
Executive Directors, or a combination of these. The membership and voting rights
shall be set out in the terms of reference of the committee and shall be subject to
approval by the Board.

25.22.

The current non-mandatory committees in place are (October 2018):
•

Quality and Risk Management Committee

•

Finance and Performance Committee

•

Trust Management Team

•

Workforce Committee

These are subject to change at the discretion of the Trust Board. All new, or amended
non-mandatory committees will have the same standing and will be subject to the
same standing orders.
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26.

Proceedings in committee to be confidential

26.1.

There is no requirement for meetings of Trust Board committees and sub-committees
to be held in public, or for agendas or records of these meetings to be made public.
However, the records of any meetings may be required to be disclosed, should a valid
request be made under the rights conferred by the Freedom of Information Act, 2000
and there is no legal justification for non-disclosure.

26.2.

Committee members should normally regard matters dealt with, or brought before the
committee as being subject to disclosure, unless stated otherwise by the Chair of the
committee. The Chair shall determine whether specific matters should remain
confidential until they are reported to the Trust Board.

26.3.

A director of the Trust or a member of a committee shall not disclose any matter
reported to the Trust Board, or otherwise dealt with by the committee if the Trust Board
resolves that it is confidential.

26.4.

Regardless of this Standing Order 26, individual directors and officers of the Trust
have a right and a duty to raise with the Trust any matter of concern they may have
about health service issues concerned with the delivery of care or services.

27.

Election of Chair of committee

27.1.

Each committee shall appoint a Chair; and may appoint a vice-Chair from its
membership. The terms of reference of the committee shall describe any specific rules
regarding who the Chair should be. Meetings of the committee will not be recognised
as quorate, if the Chair, or vice Chair, or other suitably qualified, nominated member of
the committee is not present to undertake the role.

27.2.

Each committee shall review the appointment of its Chair, as part of the annual
review of the committee’s role and effectiveness.

28.

Special meetings of committee

28.1.

The Chief Executive shall require any committee to hold a special meeting, on the
request of the Chair, or on the request, in writing of any two members of that
committee.

Part IV – Custody of seal and sealing of documents
29.

Custody of seal

29.1.

The common seal of the Trust shall be kept by the Chief Executive in a secure place.

30.

Sealing of documents

30.1.

The Seal of the Trust shall only be attached to documents where the sealing has first
been approved by the Trust Board, or the Chair, or the Chief Executive, or their
designated acting replacement, in accordance with the Scheme of Delegated
Authorities.
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30.2.

The seal shall be affixed in the presence of the signatories.

31.

Bearing witness to the affixing of the Seal

31.1.

A recommended wording for the witnessing of the use of the Seal is “The Common
Seal of the North Bristol National Health Service Trust was hereunto affixed in the
presence of….”

32.

Register of sealing

32.1.

An entry of every sealing shall be made and numbered consecutively in a book
provided for that purpose. The entry shall be signed by the persons who approved
and authorised the sealing of the document; and who attested the seal.

32.2.

A report of all sealing shall be made to the Trust Board, or a committee delegated to
oversee the register at periods of its discretion. The report shall contain details of the
seal number, the description of the document and date of sealing.

Part V – Appointment of directors and officers of the Trust
33.

Canvassing of, and recommendations by, directors

33.1.

Canvassing of any director of the Trust or member of a committee of the Trust directly
or indirectly for any appointment under the Trust, shall disqualify the candidate from
such appointment. Where the Chair or any such director or committee member is so
canvassed he shall notify the Chief Executive in writing. The purpose of this Standing
Order shall be included in any form of application or otherwise brought to the attention
of candidates.

33.2.

No director of the Trust shall solicit for any person any appointment under the Trust or
recommend any person for such appointment; but this shall not preclude a director
from sharing knowledge about the availability of potential candidates prior to the
commencement of recruitment, nor from giving a written testimonial of a candidate’s
ability, experience or character for submission to the appropriate panel or committee of
the Trust Board.

34.

Relatives of directors or officers of the Trust

34.1.

Candidates for any appointment under the Trust shall, when making application,
disclose in writing to the Trust whether they are related to any director or senior officer
of the Trust. Failure to disclose such a relationship is likely to disqualify a candidate
and, if appointed, render him liable to instant dismissal.

34.2.

Every director and senior officer of the Trust shall disclose to the Chief Executive any
relationship between himself and a candidate of whose candidature that director or
senior officer is aware. It shall be the duty of the Chief Executive to report to the
committee with responsibility for oversight of remuneration and terms of service any
such disclosure made.
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34.3.

Where the relationship to the director or senior officer of the Trust is disclosed,
Standing Order 21 (Interest of directors in contracts and other matters) shall apply.

34.4.

This Standing Order applies to circumstances where a candidate or candidate’s
partner or spouse is an immediate family relation or dependent of the director or senior
officer of the Trust, or their partner or spouse.

Part VI – Tendering and contracting procedures
35.

General

35.1.

The Trust will develop a longer-term procurement strategy in conjunction with the
Trust’s procurement service supplier, Bristol and Weston Purchasing Consortium
(BWPC). Click here for the BWPC website : BWPC - Home
(http://nww.bwpc.nhs.uk/default.htm)

35.2.

Every contract made by or on behalf of the Trust shall comply with the procedures and
requirements of:
35.2.1.

these Standing Orders

35.2.2.

the Trust’s Standing Financial Instructions

35.2.3.

any direction by the Trust Board

35.3.

Wherever possible and provided it protects the Trust’s position adequately, contracts
made will reflect the most up to date and relevant model Standard Conditions that are
provided by the Department of Health. These models may be amended to develop
bespoke contracts.

35.4.

Directives of the Council of the European Union (EU) for awarding all forms of
contracts shall take precedence over all other procedural requirements and guidance
and shall have effect as if incorporated in these Standing Orders. The EU
Procurement Rules apply to public authorities under the, Public Contracts Regulations
2015 for England, Wales and Northern Ireland. The regulations cover fully regulated
procurements and ‘light touch regime’. The rules set out detailed procedures for
contracts where the value equals or exceeds specific thresholds. These thresholds
are exclusive of VAT and relate to the full life of the contract. The Chief Executive shall
be responsible for ensuring the best value for money can be demonstrated for all
services provided under contract or in-house. The Trust Board may also determine
from time to time those in-house services should be market tested by competitive
tendering.

35.5.

Contract procedures shall take account of the Trust’s Policy Standards of Business
Conduct and the necessity to avoid any possibility of collusion or allegations of
collusion between contractors and suppliers; or between contractors and suppliers and
staff of the Trust.

35.6.

The application of the provisions of this part of the Standing Orders to contracts and
purchases may be varied by resolution of the Trust Board from time to time.
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36.

Delegated authority to enter into contracts

36.1.

The Trust Board shall have power to accept tenders and to authorise the conclusion of
contracts. It may delegate such authority subject to financial limits set in accordance
with Standing Order 36.2 to:
36.1.1.

a committee appointed under sections 24 and 25 of these Standing Orders

36.1.2.

the Chief Executive

36.1.3.

to the Chief Executive jointly with the Chair

36.1.4.

the directors or nominated officers

36.1.5.

officers of the Trust’s procurement service supplier, in accordance with that
organisation’s standard operating procedures.

36.2.

The financial limits determining whether quotations (competitive or otherwise) or
sealed bid tenders must be obtained shall be set in accordance with the procedure in
the Standing Financial Instructions the current thresholds being set out in the Trust
Scheme of Delegated Authorities (Appendix 3).

37.

Competition in purchasing or disposals – procedures

37.1.

The Trust Board shall from time to time adopt procedures which shall be regarded as
being incorporated into these Standing Orders and which shall take account of
Standing Financial Instructions, the Trust’s Procurement rules and regulations
including implementing EC Directives on Public Procurement and which shall deal
with:
37.1.1. Tender process selection
37.1.2.

methods for inviting tenders

37.1.3.

the manner in which tenders are to be submitted

37.1.4.

the receipt and safe custody of tenders

37.1.5.

the opening of tenders

37.1.6.

evaluation

37.1.7.

re-tendering

37.1.8.

such other matters in connection with tendering as the Board considers
appropriate

38.

Disposals of land and buildings

38.1.

Land and buildings that are owned by the Trust, or are otherwise recorded as being
part of the estate of the Trust, shall be disposed of in accordance with the most recent
rules and guidance issued by the Department of Health. Disposal will require the
approval of the Trust Board.
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Part VII – Miscellaneous
39.

Suspension of Standing Orders

39.1.

Except where this would contravene any statutory provision or any direction made by
the Secretary of State for Health, any one or more of the Standing Orders, except for
Standing Order 40 which may not be suspended, may be suspended at any meeting,
provided that at least two-thirds of the directors of the Trust are present and the
majority of those present vote in favour of suspension.

39.2.

A decision to suspend Standing Orders shall be recorded in the minutes of the
meeting.

39.3.

A separate record of matters discussed during the suspension of Standing Orders
shall be made and shall be available to the directors.

39.4.

No formal business may be transacted while Standing Orders are suspended.

39.5.

The Audit Committee shall review every decision to suspend Standing Orders.

40.

Variation of Standing Orders

40.1.

These Standing Orders shall be varied only if:
40.1.1.

A notice of motion under Standing Order 17 has been given and

40.1.2.

no fewer than half of the appointed Non-Executive Directors vote in favour of
such variation and

40.1.3.

at least two-thirds of the directors who are eligible to vote are present and

40.1.4.

the variation proposed does not contravene a statutory provision or direction
made by the Secretary of State for Health.

40.2.

Standing Order 40 (this Standing Order) may not be varied.

40.3.

Any financial limits in these Standing Orders and the Schedule of Decisions Reserved
for the Trust Board and the Scheme of Delegated Authorities may be varied by
resolution of the Trust Board at any time.

40.4.

Where financial limits are varied the Director of Finance will advise the Audit
Committee, and internal and external audit.

41.

Availability of Standing Orders

41.1.

The Trust Secretary shall make available a copy of the Standing Orders to each
director of the Trust and to such other employees as the Chief Executive considers
appropriate.

41.2.

A copy of these Standing Orders will be held, with unrestricted access to all staff, on
the Trust’s intranet site.

Page 28
of 99

This version of the Standing Orders can only be guaranteed to be the current
adopted version, if it is opened directly from the Trust’s intranet library of policies
and procedures.

Trust Standing Orders

42.

Signature of documents

42.1.

Where any document will be a necessary step in legal proceedings on behalf of the
Trust, it shall be signed by the Chief Executive, or by any Executive Director of the
Trust duly authorised for that purpose by the Board in accordance with the Scheme of
Delegated Authorities, unless any enactment otherwise requires or authorises
differently.

42.2.

The Chief Executive or nominated directors shall be authorised, by resolution of the
Board, to sign on behalf of the Trust any agreement or other document (not required to
be executed as a deed) the subject matter of which has been approved by the Board
or committee or sub-committee to which the Board has delegated appropriate
authority.

43.

Standing Financial Instructions

43.1.

Standing Financial Instructions adopted by the Trust shall have effect as if
incorporated in these Standing Orders.

44.

Review of Standing Orders

44.1.

Standing Orders shall be reviewed annually, or earlier, if developments within or
external to the Trust indicate the need for a significant revision to the Standing Orders.
The requirement to review extends to all documents having the effect as if
incorporated in Standing Orders.

44.2.

Any change will be reviewed by the Audit Committee before a recommendation is
made to the Trust Board for adoption.

ENDS
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North Bristol NHS Trust Board
Appendix 1 – Schedule of decisions reserved to the
Trust Board
Introduction
Standing Order 1 provides that “the Trust has resolved that certain powers and decisions
may only be exercised or made by the Trust Board in formal session.” These powers and
decisions are set out in this Schedule.

1.
1.1.

1.2.

Structure and governance of the Trust, including regulation, control and approval
of Standing Orders and documents incorporated into the Standing Orders
Approve, including variations to:
1.1.1.

Standing Orders for the regulation of its proceedings and business (SO40).

1.1.2.

this Schedule of matters reserved to the Trust Board (SO 24).

1.1.3.

Standing Financial Instructions (SO 44, SFI 2)

1.1.4.

Scheme of Delegated Authorities, including financial limits in delegations,
from the Trust Board to officers of the Trust (SO 24, SO 40).

1.1.5.

suspension of Standing Orders (SO 39)

Determine the frequency and function of Trust Board meetings (SO 8), including:
1.2.1.

administration of public and private agendas of Board meetings (SO 8)

1.2.2.

calling extra-ordinary meetings of the Board (SO 9)

1.3.

Ratify the exercise of emergency powers by the Chair and Chief Executive (SO 24)

1.4.

Establish Board committees including those which the Trust is required to establish by
the Secretary of State for Health or other regulation (SO 25); and:
1.4.1.

delegate functions from the Board to the committees (SO 24)

1.4.2.

delegate functions from the Board to a director or officer of the Trust (SO 24)

1.4.3.

approve the appointment of members of any committee of the Trust Board or
the appointment of representatives on outside bodies (SO 25)

1.4.4.

receive reports from Board committees and take appropriate action in
response to those reports (SO 25)

1.4.5.

confirm the recommendations of the committees which do not have executive
decision making powers (SO 25)
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1.4.6.

approve terms of reference and reporting arrangements of committees (SO
25).

1.4.7.

approve delegation of powers from Board committees to sub-committees (SO
25)

Approve and adopt the organisational structures, processes and procedures to
facilitate the discharge of business by the Trust; and modifications thereto.

1.5.

1.5.1.

Appoint the Chief Executive (SO 3)

1.5.2.

Appoint the Executive Directors (SO 3)

1.6.

Require, from directors and officers, the declaration of any interests which might
conflict with those of the Trust; and consider the potential impact of the declared
interests (SO 21).

1.7.

Agree and oversee the approach to disciplining directors who are in breach of statutory
requirements or the Trust’s Standing Orders.

1.8.

Approve the disciplinary procedure for officers of the Trust.

1.9.

Approve arrangements for dealing with and responding to complaints.

1.10.

Approve arrangements relating to the discharge of the Trust’s responsibilities as a
corporate trustee for funds held on Trust (SO 25)

1.11.

Approve arrangements relating to the discharge of the Trust’s responsibilities as a
bailee for patients’ property.

2.

Determination of strategy and policy

2.1.

Approve those Trust policies that require consideration by the Trust Board. These will
be determined by the individual directors responsible for adopting and maintaining the
policies.

2.2.

Approve the Trust’s strategic direction:

2.3.

2.2.1.

annual budget, strategy and business plans

2.2.2.

definition of the strategic aims and objectives of the Trust.

2.2.3.

clinical and service development strategy

2.2.4.

overall, programmes of investment to guide the letting of contracts for the
supply of clinical services.

Approve and monitor the Trust’s policies and procedures for the management of
governance and risk.
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3.
3.1.

Direct operational decisions
Approve capital investment plans:
3.1.1.

the annual capital programme

3.1.2.

all variations to approved capital plans over £500,000 (SoDA 13f)

3.1.3.

to acquire, dispose of, or change of use of land and/or buildings (SO 38, )

3.1.4.

capital investment over £1 million in value, supported by a business case and in
line with the approval guidance issued by the NTDA. (SoDA 13c, 13d)
contracts for building works, which exceed the pre-tender estimate by over 10%
(minimum £100k). (SoDA 10j)

3.1.5.

3.2.

Introduce or discontinue any significant activity or operation which is regarded as
significant (if it has a gross annual income or expenditure, before any set off, in excess
of £1 million.

3.3.

Approve individual contracts and commitments to pay, other than Commissioning
Contracts, of a revenue nature amounting to, or likely to amount to over £1 million:
Tenders and quotations over the lifetime of the contract (SoDA 8a)

3.3.1.
3.3.2.

3.4.

4.

Revenue funded service developments, in line with the approval guidance
issued by the NTDA (SoDA 8f)

3.3.3.

Orders processed through approved supply arrangements (SoDA 10c)

3.3.4.

Orders processed through non-approved supply arrangements (SoDA 10d)

3.3.5.

Receipt of loans and trials equipment and materials (SoDA 10e)

3.3.6.

Prepayment agreements for services received (SoDA 10g)

Decide the need to subject services to market testing (SO 35)

Quality, financial and performance reporting

4.1.

Appraise continuously the affairs of the Trust through receipt of reports, as it sees fit,
from directors, committees and officers of the Trust.

4.2.

Monitor returns required by external agencies; and significant performance reviews
carried out by, including, but not exclusively limited to:
4.2.1.

The Care Quality Commission

4.2.2.

NHS Improvement

4.3.

Consider and approve of the Trust’s Annual Report including the annual accounts.

4.4.

Approve the Annual report(s) and accounts for funds held on trust.

4.5.

Approve the Quality Account
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5.

Audit arrangements

5.1.

Approve audit arrangements recommended by the Audit Committee (including
arrangements for the separate audit of funds held on trust).

5.2.

Receive reports of the Audit Committee meetings and take appropriate action.

5.3.

Receive and approve the annual audit reports from the external auditor in respect of
the Financial Accounts and the Quality Account.

5.4.

Receive the annual management letter from the external auditor and agree action on
recommendations of the Audit Committee, where appropriate.

5.5.

Endorse the Annual Governance Statement for inclusion in the Annual Report
ENDS
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Appendix 2 – Standing Financial Instructions
1.

Interpretation

1.1.

The Chair of the Trust is the final authority in the interpretation of Standing
Orders on which the Chief Executive shall advise him. In the case of the Standing
Financial Instructions he will be advised by the Director of Finance.

1.2.

The definitions applied to the Standing Orders apply also for these Standing Financial
Instructions. The following additional definitions apply:
Legislation definitions:
No additional legislation
Other definitions:
• Budget manager is the director or employee with delegated authority to
manage the finances (Income and Expenditure) and resources for a specific
area of the Trust.
• Commissioning is the process for determining the need for and for obtaining
the supply of healthcare and related services by the Trust within available
resources.
• Contracting and procuring is the process of obtaining the supply of goods,
materials, manufactured items, services, building and engineering services,
works of construction and maintenance and for disposal of surplus and
obsolete assets.
• Divisional Operations Director (Corporate Manager) are the senior
operational managers; and their formally nominated deputies, for the division
or specialty, as designated by the Executive Director.
• Procurement Service provider is the group that manages the Trust’s
procurement strategy and processes. The current service provider: Bristol and
Weston NHS Purchasing Consortium (BWPC) is hosted by the Trust
• Shared Business Service (SBS) is the NHS Shared Business Services, which
is contracted by the Trust for general ledger provision and maintenance, core
accounting for accounts payable and receivable and VAT processes.

1.3.

Any reference to an Act of Parliament, Statutory Instrument, Direction or Code of
Practice shall be construed as a reference to any modification, replacement or reenactment for the time being in force.

1.4.

All reference to the masculine gender shall be read as equally applicable to the
feminine gender and vice-versa.
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2.

Introduction

2.1.

These Standing Financial Instructions (SFIs) are issued for the regulation of the
conduct of the Trust, its directors and officers in relation to all financial matters with
which they are concerned.

2.2.

The SFIs explain the financial responsibilities, policies and procedures adopted by
the Trust. They are designed to ensure that the Trust’s financial transactions are
carried out in accordance with the law and with Government policy in order to
achieve probity, accuracy, economy, efficiency and effectiveness.

2.3.

They identify the financial responsibilities which apply to everyone working for the
Trust; and shall be used in conjunction with the Schedule of Decisions Reserved to
the Board (appendix 1) and the Scheme of Delegated Authorities (appendix 3) which
both also form part of the Trust’s Standing Orders.

2.4.

Detailed procedural advice, which shows how the SFIs should be applied, is
maintained in departmental and financial procedure notes.

2.5.

These SFIs do not refer to all legislation or regulations and advice issued by the
Department of Health applicable to the Trust. Any uncertainty regarding the
application of these SFIs should be discussed with the Director of Finance, prior to
action.

2.6.

The SFIs apply to all staff, including temporary contractors, volunteers and staff
employed by other organisations to deliver services in the name of the Trust. Failure
to comply with the SFIs could lead to disciplinary action, up to and including
dismissal.
Compliance with these SFIs

2.7.

These SFIs prevail over any division and service guidance or procedural documents.
They also prevail over any guidance or instruction issued by other organisations
conducting business with the Trust. All staff should notify the Director of Finance of
any conflicts between the local guidance and instruction and the SFIs, if the conflict
cannot be resolved satisfactorily locally.

2.8.

All staff have a duty to disclose, as soon as possible, to the Director of Finance, any
failure to comply with these SFIs. Full details of the non-compliance including an
assessment of the potential impact; and any mitigating factors shall be reported by
the Director of Finance to the next formal meeting of the Audit Committee for
referring action or ratification.
Responsibilities and delegations

2.9.

These SFIs have been compiled under the authority of the Trust Board. They are
reviewed by the Audit Committee and approved by the Trust Board.

2.10.

The Trust Board exercises financial supervision and control by:
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2.10.1.

approving the financial strategy

2.10.2.

requiring the submission and approval of budgets that deliver the financial
targets set for the Trust within approved allocations and overall income

2.10.3.

approving specific responsibilities placed on directors and employees as
indicated in the Scheme of Delegated Authorities

2.10.4.

approving the method of providing financial services.

2.11.

The Board has resolved that certain powers and decisions may only be exercised by
the Board in formal session. These are set out in the Schedule of Decisions
Reserved to the North Bristol NHS Trust Board (appendix 1). All other powers have
been delegated to the Board’s appointed committees; and the directors and officers
of the Trust.

2.12.

The Chief Executive is the Accountable Officer of the Trust and:
2.12.1.

is legally accountable to Parliament for all of the actions of the Trust

2.12.2.

is accountable to the Trust Board for ensuring that the Board of Directors
meets its obligation to perform the Trust’s functions within the available
financial resources

2.12.3.

holds overall executive responsibility for the Trust’s activities and is
responsible to the Board for ensuring that its financial obligations and targets
are met

2.12.4.

is responsible overall for the maintenance of the Trust’s systems of internal
control

2.12.5.

is responsible for ensuring that all members and staff of the Trust are aware
of and understand their responsibilities within these SFIs

2.13.

Save for the decisions and actions reserved to the Trust Board, the Chief Executive
has full operational authority to approve the financial transactions of the Trust and to
delegate such powers to post-holders within the Trust management. The Chief
Executive will, as far as possible, delegate detailed responsibilities, as described in
these SFIs and, in more detail in the Scheme of Delegated Authorities (appendix 3).

2.14.

The Director of Finance is responsible for:
2.14.1.

maintaining and implementing the Trust’s financial policies

2.14.2.

maintaining an effective system of internal financial control including ensuring
that adequate and effective financial procedures and systems incorporating
the principles of segregation of duties and internal checks are prepared,
documented and maintained

2.14.3.

ensuring that sufficient records are maintained to show and explain the Trust’s
transactions, in order to disclose, with reasonable accuracy, the financial
position of the Trust at any time

Page 36
of 99

This version of the Standing Orders can only be guaranteed to be the current
adopted version, if it is opened directly from the Trust’s intranet library of policies
and procedures.

North Bristol NHS Trust Standing Financial Instructions

2.15.

All staff, including Board members are responsible for:
2.15.1.

the security of the property of the Trust

2.15.2.

avoiding loss

2.15.3.

achieving economy and efficiency in the use of resources

3.

Financial framework

3.1.

The Director of Finance shall ensure that members of the Board are aware of the
financial aspects of the NHS Improvement’s Single Oversight Framework, within
which the Trust is required to operate.

4.

Business and budget plans

4.1.

The Chief Executive shall submit to the Board and external regulators as required,
strategic and operational plans, as suggested by relevant guidance, to meet the
needs of the Board. These plans will include an annual Business Plan, which takes
into account financial targets and forecast limits of available resources.

4.2.

The plans will include:

4.3.

4.2.1.

description of the significant assumptions on which planning is based

4.2.2.

details of major changes in workload, delivery of services or resources
required to achieve the plans.

Prior to the start of each financial year, the Director of Finance shall prepare and
submit budgets for approval by the Board. Such budgets will:
4.3.1.

be in accordance with and reconcilable, at a summary level, to the aims and
objectives set out in the annual Business Plan

4.3.2.

reconcile to financial plans to be provided to relevant external regulators, such
as the NHS Improvement (NHSI)

4.3.3.

reflect resource plans, including workload and workforce plans

4.3.4.

be prepared within the limits of available funds

4.3.5.

show how the plans will deliver against the financial targets and obligations
set externally by the Secretary of State and relevant regulatory bodies; and
set internally by the Trust

4.3.6.

provide a forecast of the Trust’s performance over the year against key
financial indicators, as determined by the Trust and by relevant regulatory
bodies

4.3.7.

include summary financial projections for the longer term
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4.3.8.

identify and assess significant financial risks.

4.4.

All staff who have been given delegated authority to manage and administer
budgets shall be expected to contribute to the preparation of the annual budget.

5.

Management of the financial resource

5.1.

The Chief Executive shall require directors and authorised budget managers to seek
to deliver the financial outturn targets set by the Trust Board within the approved
annual budget plan and the adjustments to those targets reflected in the re-forecasts
performed during the year.

5.2.

The Chief Executive may change the financial outturn targets of any divisions, or
services.

5.3.

Directors and authorised budget holders shall seek to deliver their service
responsibilities within the limits of the financial outturn targets set for them. Financial
and other resources shall only be used for the purposes for which they are provided,
as approved by the Chief Executive and the Board.
Setting the annual financial plan

5.4.

The Chief Executive shall be responsible for providing the Trust Board with the
annual financial plan, taking into account financial targets and forecast income and
service developments. The plan will identify the significant assumptions on which it is
based; and provide details of significant changes to service and workforce plans and
how these will impact on the Trust’s financial targets. The plan will identify how the
Trust will achieve the annual efficiency savings set by the Department of Health.

5.5.

The Director of Finance shall be responsible overall for the design and delivery of
the annual integrated financial budget plan.

5.6.

All Executive Directors shall be responsible for contributing to the integrated
planning process, which shall incorporate plans for workforce, service delivery and
quality, service capacity and activity, and efficiency planning.

5.7.

Budget holders shall provide all financial, statistical and other relevant information,
including service, capacity, workforce and efficiency plans, as required by the
Director of Finance to enable budgets to be compiled.

5.8.

All budget managers should sign up to their allocated budgets at the start of each
financial year.
Managing and reporting the financial position during the year

5.9.

The Director of Finance shall be responsible overall for the design and delivery of
adequate systems of financial budgetary control. These systems will include
processes for:
5.9.1. identifying
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5.9.2. identifying

the target (gross or net) allowable expenditure for each budget area,
that will enable each budget holder to deliver their annual financial target
contribution to the overall Trust target

5.9.3. updating

the forecast income and allowable expenditure, during the year, to
reflect changes in contracted income, service capacity and delivery.

5.9.4. monitoring

and reporting financial performance against plans and forecasts

5.9.5. delivering

monthly integrated financial reports to meet the requirements of the
Project Management Office, Finance and Performance Committee and the Trust
Board in a form approved by the Board.

5.10.

All Executive Directors shall be responsible for establishing monitoring and
reporting systems for workforce, service delivery and quality, service capacity and
activity, and efficiency planning to enable budget holders to deliver an integrated
analysis of their service performance.

5.11.

All staff to whom responsibility is delegated to incur expenditure, or generate income
shall comply with the requirements of those systems.

5.12.

Designated budget holders shall be responsible for maintaining expenditure within
the limits of earned available income.

5.13.

Designated budget holders shall monitor and analyse the integrated financial
performance of their service during the year. This shall include assessment of:
5.13.1.

progress towards delivering the required financial position for the budget area

5.13.2.

the impact of resources used, including workforce, progress of service
delivery and achievement of efficiency plans

5.13.3.

trends and projections

5.13.4.

where relevant, plans and proposals to recover adverse performance

5.14.

The Director of Finance shall ensure that budget holders are provided with advice
and support from suitably qualified finance staff, to enable them to perform their
budget management role adequately.

5.15.

The Director of Finance shall be required to compile and submit to the Board of
Directors such financial estimates and forecasts, on both revenue and capital
account, as may be required from time to time.

5.16.

The Director of Finance shall keep the Trust Board informed of:
5.16.1.

significant in-year variance from the business plan and advise the Board on
actions to be taken to address the variance

5.16.2.

financial consequences of changes in Trust policy

5.16.3.

financial implications of external determinations, such as national pay awards
and changes to the pricing of clinical services
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5.17.

The Director of Finance shall:
5.17.1.

ensure that budget managers receive adequate training on an on-going basis
to help them comply with expectations and to manage successfully

5.17.2.

issue timely, accurate and comprehensible advice and financial reports to
each budget manager, covering the areas for which they are responsible

6.

Annual accounts, reports and returns

6.1.

The Director of Finance shall:
6.1.1.

prepare financial returns in accordance with the accounting policies and
guidance provided by the Department of Health (DH) and the Treasury, the
Trust’s accounting policies, and accounting practice as determined by the
accounting bodies in the UK.

6.1.2.

prepare and submit annual financial reports to the DH certified in accordance
with current guidelines

6.1.3.

submit financial returns to the DH for each financial year in accordance with
the timetable prescribed by the DH

6.1.4.

submit periodic monitoring and financial returns to external organisations,
such as NHSI, in accordance with the timetables set by those
organisations

6.2.

The Trust’s annual accounts must be audited by an auditor appointed by the Trust.
The Trust’s audited annual accounts shall be presented to a public meeting and
made available to the public, within the timescales set by the DH.

6.3.

The Chief Executive shall publish an annual report, in accordance with guidelines on
local accountability, and present it at a public meeting. The document will comply with
the current DH requirements and guidance.

7.

Income, including contracts for the provision of healthcare, fees and
charges

7.1.

The Director of Finance is responsible for:

7.2.

7.1.1.

designing, maintaining and ensuring compliance with systems for the proper
recording, invoicing, collection and coding of all monies due

7.1.2.

the prompt banking of all monies received.

Where such income matters are dealt with by the Shared Business Service, such
arrangements will be incorporated in a Service Level Agreement with the Shared
Business Service.
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Fees and charges for the provision of healthcare
7.3.

The Director of Finance shall:
7.3.1.

follow the up to date Department of Health’s guidance and regulations for
setting prices for providing NHS services

7.3.2.

approve and regularly review the level of all fees and charges set, other than
those determined by the DH or by statutory regulation

7.3.3.

take independent professional advice on matters of valuation, as necessary.

7.4.

The Director of Finance shall approve all property and non-clinical equipment leases,
property rentals and tenancy agreements. The Director of Facilities shall advise on
these arrangements.

7.5.

All employees shall inform the Director of Finance promptly of money due to the
Trust arising from transactions which they initiate, or deal with, including all contracts,
leases, tenancy agreements, private patient undertakings and other transactions.
NHS service agreements for the provision of services

7.6.

The Chief Executive is responsible for ensuring that the Trust enters into suitable
Commissioning Contracts with service commissioners for the provision of NHS
services to patients, in accordance with the business plans; and for establishing the
arrangements for providing extra-contractual services.

7.7.

The Director of Finance shall provide up to date advice on:

7.8.

7.7.1.

Standard NHS contractual terms and conditions, issued by the DH

7.7.2.

costing and pricing of services

7.7.3.

payment terms and conditions

7.7.4.

amendments to contracts, SLAs and extra-contractual arrangements

The Director of Finance shall ensure that SLAs and other contractual and extracontractual arrangements:
7.8.1.

are devised so as to limit the risk to the Trust, whilst enabling opportunities to
generate income

7.8.2.

are financially sound; and that any contractual arrangement pricing at
marginal cost are approved by the Director of Finance and reported to the
Trust Board
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7.9.

The Director of Finance is responsible for ensuring that systems and processes are
in place to record patient activity, raise invoices and collect monies due under the
agreements for the provision of healthcare services.

7.10.

The Director of Finance shall produce regular reports, to the Trust Board or its
committees detailing the Trust’s forecast financial performance.

7.11.

Budget holders with responsibilities for managing delivery against service
agreements must ensure they understand and use the contract monitoring
information for the financial management of their service areas.
Research and development

7.12. All

applications for research funding shall be considered and approved by the
Research and Innovation department. This applies to applications to NHS
institutions such as grant requests to the National Institute for Health Research, and
non-NHS organisations, including commercial sponsorship organisations, charitable
bodies and research councils.

Sponsorship and concession agreements
7.13.

The Director of Finance, or a nominated deputy shall maintain a register of
sponsorship received by the Trust.

7.14.

Sponsorship arrangements may be entered into subject to the limits set out in the
Scheme of Delegated Authorities. Where sponsorship income (including items in
kind such as clinical goods or loans of equipment) is considered, the DH guidance
“Commercial Sponsorship – Ethical Standards in the NHS”, 2000 shall be followed.

7.15.

The Director of Facilities shall review and propose plans for all concession
agreements proposed for the Trust, including arrangements that do not incur an
immediate direct cost for the Trust, but can expose it indirectly to significant liability.
The Director of Finance shall authorise all concession agreements entered into by
the Trust.

8.

Procurement, tendering and contracting procedure

8.1.

The Trust may enter into contracts within the statutory powers delegated to it. The
procedure for setting contracts shall comply with those powers and these SFIs.
Delegated powers of authorisation are granted to Trust officers according to the
Scheme of Delegated Authorities. A contractual arrangement must be in place for
all goods and services procured by the Trust. The nature of the contract or
agreement will depend on the goods, services or works being provided. The
Director of Finance is responsible for signing all contracts and agreements with
delegated responsibilities given within the scheme of delegation (see Appendix 3)

8.2.

All contracts made shall ensure best value for money using the Trust’s
procurement service provider (BWPC) and processes established by the Director
of Finance. For each contract a Trust Officer shall be nominated and hence
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responsible for overseeing and managing the contract on behalf of the Trust.
European Union and Government directives regarding public procurement
8.3.

The Trust shall comply with all European Union and Government directives regarding
public sector purchasing and the procedures set out for awarding all forms of
contracts.

8.4.

Contracts above specified thresholds for supply and service contracts (awarded by
central government bodies subject to the World Trade Organisation Government
Procurement Agreement) shall be advertised and awarded in accordance with EU
and other directives and relevant equivalent UK government legislation. Works
contracts above separate specified thresholds shall also be awarded in
accordance with EU and other directives and relevant UK government legislation.

8.5.

The Trust shall comply as far as is practicable with all guidance and advice issued by
the Department of Health and the NHS Trust Development Authority in respect of
procurement, capital investment, estate and property transactions and management
consultancy contracts.
Competitive tendering and quotations

8.6.

The Director of Finance shall advise the Board regarding the setting of thresholds
above which quotations (competitive or otherwise) or formal tenders must be
obtained. Once approved, the thresholds shall be incorporated in Standing Orders
through the Scheme of Delegated Authorities; and shall be reviewed regularly.

8.7.

The Trust Board shall ensure that, wherever possible, competitive tenders, or
quotations are invited, in line with the thresholds set out in the Scheme of Delegated
Authorities, for:

8.8.

8.6.1.

the supply of goods, materials and manufactured articles

8.6.2.

services, including management consultancy services from non-NHS
organisations

8.6.3.

design, construction and maintenance of building and engineering works,
including construction and maintenance of grounds and gardens

The Trust Board shall allow for exceptions to the requirement for formal
tendering procedures where:
8.7.1.

the estimated contract value is not reasonably expected to exceed £25,000
over the anticipated term of the contract and will be determined through formal
quotations

8.7.2.

the supply is proposed under special arrangements negotiated by the DH, in
which event the special arrangements must be complied with

8.7.3.

It is a government directive that tenders over the value of £25,000 must be
advertised in ‘Contracts Finder’

the supply is a measured term contract which has been put in place following a
formal tendering process carried out by its procurement services provider.
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8.9.

The Trust Board shall allow for the requirement for formal tendering procedures to be
waived where:
•

the Chief Executive decides that formal tendering procedures would not be
practicable

•

the supply requirement is covered by an existing contract

•

NHS or Government procurement agreements are in place and their use, in
accordance with the Trust’s Procurement Strategy, has been approved by
the Board

•

a consortium arrangement is in place and a member organisation has been
appointed to carry out tendering activity on behalf of the consortium members

•

available timescales genuinely mean that competitive tendering is not a realistic
option. Failure to plan the work properly should not be regarded as a
justification for waiving tendering procedures

•

specialist expertise, goods and services are required and available from only one
source. Evidence of the unique status will be required to support any exemption.

•

the task is essential to complete the project, and arises as a consequence of an
existing or recently completed assignment; and engaging different suppliers for
the new task would be counter-productive

•

there is a clear benefit to be gained from maintaining continuity with an earlier
supply. In such cases, the benefits of such continuity must outweigh any
potential advantage to be gained from competitive tendering

Note that section 8.4 takes precedence over the above list of waived exemptions to
competitive tendering. The Trust should take the advice of BWPC when enacting any of
the aforementioned exemptions. Approval of any exemptions should be carried out with
reference to SoDa (Single Tender Actions)

8.10.

The Chief Executive shall provide formal approval, which may be retrospective where
time constraints apply, in each instance where competitive tendering requirements
are waived. These instances will be reported to each meeting of the Audit
Committee.

8.11.

The Director of Finance shall ensure that:
8.11.1.

any fees paid to an organisation to administer the competitive tendering
exercise are reasonable and within commonly accepted rates for such work

8.11.2.

waivers to competitive tendering procedures are not used to avoid competition,
for administrative convenience, or to award further work to a supplier originally
appointed through a competitive procedure.

8.11.3.

contracts that were initially expected to be below the value limits set in this
SFI; and for which formal tendering procedures were not used, which
subsequently prove to have a value above such limits shall be reported to the
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Audit Committee and be recorded in an appropriate Trust record

8.12.

The Trust’s Procurement Service provider shall ensure that, for contracts under the
EU threshold, it maintains a record of competitive tenders and subsequent contract
awards. invited to provide tenders or quotations for the supply of goods or services ,
notwithstanding the requirement to also advertise in Contracts Finder for contracts
over £25,000. The Procurement Service provider shall take advice from technical
experts, as required and assess the suitability of suppliers to be included in that
record. The assessment of potential suppliers shall include reviews of technical and
financial competence; as well as the specific skills and assurances required in the
scope of the goods and/or services to be supplied through the tendered contract.

8.13. The

Facilities Directorate in agreement with the Trust’s procurement service provider,
shall refer to the Government Register of Contractors in considering suppliers suitable
to be invited to provide tenders or quotations for their requirements.

8.14.

All suppliers invited to submit quotations or tenders shall be informed that they are
expected to comply with the Human Rights Act, 1998; the Equality Act, 2010; the
Health and Safety at Work Act, 1974; procurement sustainability, fair and equitable
trade policy and all other legislation concerning employment and the health, safety
and welfare of workers and other persons.

8.15.

The Director of Finance shall, through the Trust’s Procurement Service provider
(BWPC), ensure that:
8.15.1.

invitations to tender are sent to a sufficient number of suppliers to promote fair
and adequate competition in accordance with Appendix 3, SoDa BWPC will
ensure sufficient market research has taken place to ensure the right
suppliers are engaged in competition via market development and
engagement exercises.

8.15.2.

the suppliers invited to tender, or requested to provide a quote, are suitably
pre-qualified by BWPC . BWPC must fully assess the viability and suitability
of any framework agreement before any procurement exercises are
conducted through a mini-competition or directly awarded via a framework

8.15.3.

the tender process and rules are in accordance with up-to-date and relevant
specialist guidance, which is recognised, or recommended by the DH

Tendering procedure
8.16.

The Director of Finance shall ensure that procedural guidance from the
Procurement Service provider is kept up to date. The guidance will include the rules,
requirements and records to be maintained for each key stage of the tendering
process. Separate procedural guidance and rules shall be maintained for:
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8.16.1.

8.17.

contracts awarded through the Procurement Service’s electronic tendering
evaluation and contract award system, which will be subject to the controls
built into the system regarding the receipt, storage of records and provision
of audit trail for all relevant procurements.

These procedures shall include, but not be limited to, requirements for:
8.17.1.

record of issue of invitations to tender

8.17.2.

submission, storage and audit trail for receipt of tenders

8.17.3.

process and record of opening tenders

8.17.4.

evaluation of tenders (inc. completeness, accuracy, compliance with
prescribed format etc)

8.17.5.

admissibility of tenders, including treatment of tenders received after the
deadline, but prior to other bids being “opened”

8.17.6.

reasons behind decision to award the contract

Quotations: competitive and non-competitive
8.18.

The Trust Board shall approve the value range whereby formal tendering
procedures are not adopted, but quotations will be required. This range is currently
for intended expenditure that is reasonably expected to exceed £25,000.

8.19.

The Director of Finance shall determine the procedures to be followed in respect of
competitive and non-competitive quotations. These will include:
8.20.1.

types of service or supply to be sought through quotations

8.20.2.

minimum number of competitive quotes to seek, currently set at three

8.20.3.

requirement for written quotations

8.20.4.

retention of records

8.20.5.

treating all records of the process as confidential

8.20.6.

recording the decision to go to contract

Temporary suspension of procedures in exceptional circumstances
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8.20.

The Trust Board shall allow the SFIs to be suspended temporarily in exceptional
circumstances, where the circumstance is:
8.21.1.

a Trust wide problem, rather than a directorate specific issue.

8.21.2.

of sufficient scale that failure to act quickly and decisively would put the Trust
at significant financial and reputational risk

8.21.3.

unforeseen and rapidly developing

8.21.4.

such that following normal procedures would hinder the recovery of the
situation

8.21.

The Director of Finance shall identify specific procedures to be followed in the
instance of a recognised event of exceptional circumstance.

9.

Contracts and purchasing

9.1.

The Trust Board shall only enter into contracts on behalf of the Trust that are within
the statutory powers delegated to it by the Secretary of State and shall comply with:

9.2.

9.1.1.

the Trust’s Standing Orders and Standing Financial Instructions

9.1.2.

EU Procurement Directives and other statutory provisions

9.1.3.

any relevant directions issued, or recognised by the DH

9.1.4.

such of the NHS standard contract conditions as are applicable

In all contracts made by the Trust, the Trust Board shall:
9.2.1.

seek to obtain best value for money

9.2.2.

for contracts subjected to tendering, or quotation, ensure that the contracts
contain the same terms and conditions of contract as was the basis on which
tenders or quotations were invited.

9.3.

The Chief Executive and Executive Directors shall nominate managers to oversee
and manage each contract on behalf of the Trust

9.4.

The Procurement Service shall maintain a record of the details of all requisitions and
orders placed. No requisition or order shall be placed for items for which there is no
provision in an authorised budget.
Longer term commitments

9.5.

All contracts, leases, tenancy agreements and other commitments, which might result
in a long-term liability, must be notified to; and authorised, in accordance with the
limits set out in the Scheme of Delegated Authorities, in advance of any commitment
being made.
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Healthcare Service Agreements
9.6.

The Director of Finance shall ensure that SLAs and extra-contractual arrangements
agreed with other NHS trusts, for provision of services to the Trust, are agreed in
accordance with the current guidance set out by the DH.
In-house services

9.7.

The Trust Board shall determine which in-house services should be market tested
by competitive tendering; and the frequency with which this should be done. In
instances where competitive tendering is required, the Board shall nominate suitably
qualified staff to administer the process and ensure that EU procurement and
competition laws, legislation and DH guidance are applied correctly, including:
9.7.1.

setting clearly defined specifications for the service

9.7.2.

clear separation between the in-house service provider tender team and the
Trust’s commissioning team

9.7.3.

independent evaluation process

9.8.

The Chief Executive shall ensure that best value for money can be demonstrated for
all services provided on an in-house basis and shall nominate officers to oversee and
manage the contract on behalf of the Trust, separate from those that are providing
the service.

10.

Non-pay expenditure

10.1.

Requisitions and orders are subject to the delegations and limits set out in SFI 8 and
SFI 9.

10.2.

The Director of Finance shall:

10.3.

10.2.1.

maintain the list of managers who are authorised to place requisitions and
orders for the supply of goods and services

10.2.2.

set the maximum value of each requisition or order and the system for
authorisation above that level

10.2.3.

set out procedures for seeking of professional advice regarding the supply of
goods and services

These delegation limits are maintained in the Scheme of Delegated Authorities.
Requisitioning and ordering goods and services

10.4.

The Director of Finance shall maintain adequate systems and procedures for the
ordering (including requisitions) of goods and services. These shall include:
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10.5.

10.4.1.

procedural instructions and guidance on the obtaining of goods, works and
services incorporating the thresholds identified in the Scheme of Delegated
Authorities

10.4.2.

recognition of the Trust’s approved supply arrangements, including, but not
limited to the following:
•

recognised Trust wide procurement systems, (EROS and NHS Supply
Chain) which incorporate automatic system controls to ensure adherence
to approval and authorisation requirements

•

other recognised controlled ordering systems for specific service areas
(Pharmacy, Estates, Catering, Disablement Services) providing that they
can evidence a secure audit trail

•

framework agreements made by the Trust, or by the Procurement
Service, including approved suppliers of temporary, locum and interim
staff placements; and contractual arrangements for on-going ad-hoc
support from chosen service suppliers (eg emergency maintenance and
repair services for medical equipment)

Employees responsible for placing requisitions and orders; and managers
responsible for authorising the orders shall ensure that:
10.5.1.

approval is obtained in advance from the Director of Finance for any
contractual arrangement that may involve taking on an ongoing obligation, or
legal responsibility.

10.5.2.

sufficient budget exists to pay for the item ordered, or if insufficient budget is
available, the Director of Finance has authorised the purchase

10.5.3.

a Purchase Order is raised on an approved electronic ordering system prior
to the goods or services being received.

10.5.4.

orders are not split, or otherwise manipulated to circumvent authorisation and
delegation limits

10.5.5.

goods and equipment are not accepted on trial, or on loan, where there is an
associated risk or commitment to current or future expenditure, unless
specifically approved by the Director of Finance as advised by BWPC.

10.6.

Employees shall use the Trust’s approved supply arrangements wherever possible.

10.7.

Where the service is provided by or maintained by the Shared Business Service, the
arrangements shall be set out in the SLA.
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Ordering and purchasing using non-approved supply arrangements
10.8.

The Director of Finance, or their nominated deputy shall maintain adequate systems
and controls; and procedural rules for commitments and purchases made outside of
the Trust’s approved supply arrangements.

10.9.

Employees should seek to minimise the use of non-approved supply arrangements.
Where this is unavoidable, they should ensure that any expenditure incurred through
non-approved supply arrangements delivers value for money and is controlled so that
there are no additional or consequential financial risks to the Trust
Receipt of goods and services and system of payment and payment verification

10.10.

The Director of Finance shall be responsible for the prompt payment of accounts
and claims. Payment of contract invoices shall be in accordance with contract terms,
or with national guidance (such as the Better Payments Practice Code).

10.11.

Such requirements will be specified in any SLA with the Shared Business Service
provider.

10.12.

The Director of Finance shall:
10.12.1.

ensure the prompt payment of all properly authorised accounts and claims

10.12.2.

maintain an adequate system of verification, recording and payment of all
amounts payable, including relevant thresholds. The system will include:
•

a record of Trust employees, including specimens of their signatures
and/or facilities for secure electronic certification, authorised to raise
requisitions and certify invoices

•

certification that:
o

goods have been duly received, examined and are in accordance
with specification and the prices are correct

o

work done or services rendered have been satisfactorily completed in
accordance with the order, and, where applicable, the materials used
are of the requisite standard and the charges are correct

o

contractual measurement units, such as time, materials or expenses
are accurate, meet contractual requirements; are supported by
appropriate confirmation; and are charged at the agreed rates

o

where appropriate, the expenditure is in accordance with regulations
and all necessary authorisations have been obtained

o

the account is arithmetically correct

o

the account is in order for payment

10.12.3.

identify procedures to follow for the early submission of accounts subject to
cash discounts or otherwise requiring early payment.

10.12.4.

maintain instructions to employees regarding the handling and payment of
accounts within the Finance Department.
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Prepayments and payments on account
10.13.

10.14.

The Director of Finance shall specify the circumstances under which goods and
services can be paid in advance of receipt, through the use of prepayments. These
circumstances will include instances where one or more of the following apply:
10.13.1.

the Director of Finance has approved that the pre-payment, in part, or in full,
is specified in the agreed contractual arrangement

10.13.2.

the proposed arrangement is compliant with EU public procurement rules,
where the contract is above a stipulated financial threshold

10.13.3.

the financial advantages are shown to outweigh the disadvantages and risks

10.13.4.

it is customary for the payment in advance for a service that is provided for a
specific period of time (eg rates, rentals, service and maintenance contracts,
insurance, utilities standing charges)

The budget holder shall confirm that the goods and services due under a
prepayment arrangement are received satisfactorily and in accordance with the
contractual arrangements.
Payments to contractors by instalments

10.15.

The Director of Finance shall identify adequate procedures to address interim
payments made on-account in contracts for building and engineering works. These
will include arrangements for receipt of independent and appropriate certificates and
confirmations of work completed, to the required standards.

10.16.

Final payments certificates shall only be issued after the Trust’s nominated contract
manager has certified the accuracy and completeness of the value of the final
account submitted by the contractor; and has confirmed that the procedure set out in
the contract terms has been followed properly.

10.17.

Overruns to contracts shall be reported in accordance with the Scheme of Delegated
Authorities.

10.18.

With reference to Appendix 3 (SoDA 8x), all planned (including Capital funded)
procurements with a projected value of over £100k* must have a signed off Options
Appraisal and/or Business Case report for the Procurement which is produced in
conjunction with BWPC. This should be noted only applies to planned procurements
with exceptions only via the Single Tender Action process.

10.19.

All Options Appraisals, and ultimately procurement Business Case’s must include
Whole Life Costs estimates as well as identification of projected savings.

10.20.

The above process also applies to Extensions and Variations with a projected value
which exceeds £100k

*A genuine pre-estimate of contract value must be ascertained and should not
automatically be based on previous years expenditure, but also based on an estimate
of future demand, and any additional value gained by the supplier.
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Variations and extensions to contracts
10.21.

Contracts may be designed to allow for variations to the sum agreed, or the goods
and services to be delivered. These variations shall be clearly identified and subject
to specific limits; and shall be approved as part of the contract process. Further, or
new variations shall be subject to the authorisation process in place for new
contracts. Variations shall be authorised in advance of commencement.

10.22.

Where variations are needed in emergency, approval should be sought from a
relevant authorising officer; and shall be confirmed and authorised, using the relevant
contract procedure, on the next working day.

10.23.

Extensions to contracts shall be confirmed in writing and authorised in accordance
with the Scheme of Delegated Authorities. Contract Extensions should not exceed
the maximum term permitted under the terms of the contract defined when the
contract was let.
Joint finance arrangements with local authorities and voluntary bodies

10.24.

Payments to local authorities and voluntary organisations shall comply with
procedures laid down by the Director of Finance which shall be in accordance with
current legislation.

11.

Terms of service and payment of members of the Trust Board and
employees
Board members, directors and specified senior managers

11.1.

The Trust Board shall be accountable for taking decisions on the remuneration and
terms of service of directors and senior managers. The Board shall establish a
Remuneration and Nominations Committee responsible for determining the
remuneration of; and appointment of directors and senior staff in accordance with
Standing Orders.

11.2.

The Remuneration and Nominations Committee shall:
11.2.1.

11.2.2.
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11.3.

11.2.3.

monitor and evaluate the performance of individual directors and senior
employees

11.2.4.

advise on and oversee appropriate contractual arrangements for such staff
including the proper calculation and scrutiny of termination payments taking
account of such national guidance as is appropriate

The Trust shall pay allowances to the Chair and Non-Executive Directors of the
Board in accordance with instructions issued by the DH.
Other employees

11.4.

The Trust Board shall consider and approve proposals presented by the Director of
People & Transformation for the setting of remuneration and conditions of service
for those employees not covered by the Remuneration and Nominations
Committee.
Funded establishment and staff appointments

11.5.

The staff establishment plans incorporated within the annual plans approved by the
Trust Board shall be regarded as the funded establishment. The funded
establishment of any department should reflect the Trust’s approved workforce plans,
which form part of the Trust’s budget plans submitted to the NHS TDA.

11.6.

The Director of People and Transformation shall ensure adherence to the
Agenda for Change rules and approved policies and procedures and terms and
conditions for employees paid on alternative contractual arrangements, including
the consultant contract. These procedures shall address:

11.7.

11.6.1.

setting starting pay rates and conditions of service, for employees

11.6.2.

approving plans to engage, re-engage employees, either on a permanent or
temporary nature, or hire agency staff

11.6.3.

agreeing to changes in any aspect of remuneration, including re-grading,
within the Agenda for Change allowed rules.

11.6.4.

ensuring that all employees are issued with a contract of employment in a
form which complies with employment legislation

The Budget Holder shall ensure that the cost of the appointment, or change in
conditions can be met within the limit of their approved budget and funded
establishment.
Processing payroll

11.8.

The Director of Finance shall maintain procedural instructions for delivery of the
Trust’s payroll function. These procedures shall be compliant with employment
legislation, the Data Protection Act and HM Revenues and Customs regulations.

The Director of Finance shall ensure that the arrangements for providing the payroll
service are supported by appropriate (contracted) terms and conditions, adequate
internal controls and audit review procedures; and that suitable arrangements are
made for the collection of payroll deductions and payment of these to appropriate
bodies
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11.10.

11.11.

Under the delegated authority of the Director of Finance, the Head of Payroll shall:
11.10.1.

specify timetables for submission of properly authorised time records and
other notifications

11.10.2.

agree the final determination of pay and allowances

11.10.3.

arrange to make payment on agreed dates

11.10.4.

agree allowed methods of payment.

Nominated managers shall ensure that the electronic staff record, including the
approved staff establishment, is kept up to date. Nominated managers shall ensure
that all staff are keeping their records complete, including requirements to:
11.11.1.

submit time records, and other notifications in accordance with agreed
timetables

11.11.2.

complete time records and other notifications in accordance with the Director
of Finance’s instructions

11.11.3.

submit forms notifying change in circumstances and termination of
employment in the prescribed form, as soon as these changes are reported to
them

Travel and subsistence expenses
11.12.

Reimbursement of expenses incurred by Trust staff shall be made by the Payroll
Service in accordance with the Trust’s relevant current policy and procedures; and
subject to verification and authorisation of the claim by an officer with delegated
authorisation for this purpose.
Use of self-employed management consultants and contractors

11.13.

The Workforce and Organisation Development shall establish procedures to
ensure that the Trust’s interests are protected in the contractual arrangements
entered into with self-employed consultants and contractors. These procedures shall
ensure that the contractual arrangements do not contravene HM Revenues and
Customs’ requirements regarding the avoidance of tax and national insurance
contributions through the use of intermediaries, such as service companies or
partnerships, known as Intermediaries Legislation, or “IR 35”.

11.14.

All Trust officers responsible for procuring services from self-employed individuals
shall ensure that they comply with the procedures established.

12.

Insurance, including risk pooling schemes administered by the NHS
Litigation Authority

12.1.

The Trust Board shall determine the Trust’s arrangements for insurance cover,
including the option to insure through the risk pooling schemes administered by the
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NHS Litigation Authority; or to self-insure for some or all of the risks covered by the
risk pooling schemes.
12.2.

If the Trust Board decides not to use the risk pooling schemes for any of the risk
areas (clinical, property and employers and third party liability) covered by the
scheme, this decision shall be reviewed annually.

12.3.

The Director of Finance shall ensure that:

12.4.

12.3.1.

documented procedures cover the Trust’s insurance arrangements, including
for the management of any claims arising from third parties and payments in
respect of losses which will not be reimbursed

12.3.2.

the arrangements entered into are appropriate and complementary to the risk
management programme.

12.3.3.

the Trust Board is informed of the nature and extent of the risks that are selfinsured in the event that the Board decides not to use the risk pooling
schemes administered by the NHSLA for one or other of the risks covered by
the schemes

The Director of Finance shall determine the level of insurance cover to be held by the
Trust in the three discrete areas where the Trust can use commercial insurers:
12.4.1.

insuring motor vehicles owned by the Trust including insuring third party
liability arising from their use

12.4.2.

where the Trust is involved with a consortium in a PFI contract and the other
consortium members require that commercial insurance arrangements are
entered into

12.4.3.

where income generation activities take place, which are not covered by the
NHSLA risk pool

13.

Capital investment, private financing, fixed asset registers and security
of assets

13.1.

The Director of Finance is responsible for compiling and submitting for Board
approval an annual capital programme, which is affordable within available resources
over the lifetime of the investment.

13.2.

The Director of Finance shall report to the Board, the progress of delivery of the
capital programme, against plan, during the year.

13.3.

The Chief Executive shall ensure that:
13.3.1.

there is an adequate appraisal and approval process in place for determining
capital expenditure priorities and supporting systems to identify and assess
the financial effect of each proposal on business plans

13.3.2.

all stages of capital schemes are managed and controlled adequately; and
that schemes are delivered on time and to cost
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13.3.3.

13.4.

capital investment is risk assessed against the declared commissioning
strategic plans of significant commission organisations and is consistent with
the Trust’s long term strategic plans

For every capital expenditure proposal, the Chief Executive shall ensure that a
business case, or statement of need, is produced in accordance with the Trust’s
approved procedures and is considered by the Finance and Performance
Committee, where required. The business case shall set out, as a minimum:
13.4.1.

an option appraisal of potential benefits compared with known costs to
determine the option with the highest ratio of benefits to costs

13.4.2.

the involvement of appropriate Trust personnel and external agencies

13.4.3.

appropriate project management and control arrangements

13.5.

The approval of a capital programme shall not constitute approval for expenditure on
any scheme.

13.6.

The Director of Finance shall:

13.7.

13.6.1.

review the costs and revenue analysis, including revenue consequences
included in the business case

13.6.2.

ensure that, in higher cost, or higher risk investments, advice has been sought
from the NTDA; and that appropriate Risk Evaluation for Investment Decisions
(REID) analysis has been completed

For approved capital schemes, the Director of Finance shall:
13.7.1.

issue procedures governing the financial management, including variations to
contract, of capital investment projects and valuation for accounting purposes

13.7.2.

agree arrangements for managing stage payments

13.7.3.

maintain procedures for monitoring and reporting on the progress of delivery
of contracts; and capital expenditure and commitments against plans and
against the Trust’s capital programme

13.8.

The Trust’s Procurement Service shall advise the Director of Finance, on the
requirement for the operation of the construction industry tax deduction scheme in
accordance with Inland Revenue guidance.

13.9.

Authorisations issued to the manager(s) responsible for any scheme shall be made in
accordance with the value limits set out in the Scheme of Delegated Authorities:
13.9.1.

specific authority to commit expenditure;

13.9.2.

authority to proceed to tender

13.9.3.

approval to accept a successful tender
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Private Finance Initiatives (PFI)
13.10.

The Director of Finance should normally test for PFI when considering capital
procurement. If this test supports a proposal to use finance which is to be provided
through PFI arrangements, the Director of Finance shall:
13.10.1.

demonstrate that the use of private finance represents value for money and
genuinely transfers significant risk to the private sector

13.10.2.

refer any investment proposal over £1 million to the NTDA for a risk
assessment and decision to approve the borrowing

13.11.

Any PFI proposal shall be specifically agreed by the Trust Board.

13.12.

Where a capital scheme is funded using the PFI, any variations to the contract will be
dealt with under procedures for variations in capital contracts and shall be authorised
by the Trust Board.
Instructions specific to the Southmead Hospital PFI

13.13.

The Trust Board shall approve and authorise the schedule of payments payable by
the Trust to the PFI Project Co (Hospital Company (Southmead) Limited), as
documented in the Project Agreement made between the Trust and the PFI Project
Co dated 25 February 2014 (“Project Agreement”).

13.14.

The Schedule of Service Payments (Project Agreement, Schedule 18, Appendix I)
shall be fixed for the duration of the Project Term save in respect of
13.14.1.

inflationary adjustments

13.14.2.

procurement of additional works (i.e. Small Works etc.)

13.14.3.

variations in accordance with Schedule 22 of the Project Agreement.

13.15.

Inflationary adjustments shall be calculated annually and presented to the Trust
Board for approval. Arrangements for the procurement of additional works and
variations shall be dealt with in accordance with the procedures for variations in
capital contracts and shall be authorised by the Trust Board.

13.16.

During the Operational Term, the Director of Facilities shall be responsible for
monitoring the proper performance and implementation of the Project Agreement by
the Project Co and the Trust. In accordance with the monthly reporting
arrangements, the Director of Facilities will be responsible for ensuring the invoices
issued by the Project Co are analysed to ensure compliance with the terms of the
Project Agreement. This will include verifying records of:
13.16.1.

performance failures

13.16.2.

unavailability events

13.16.3.

service failure points

and associated “deductions” against Trust records.
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13.17.

The Director of Facilities, or their nominated deputy shall authorise payment of
invoices submitted by the Project Co in accordance with Schedule 18 of the Project
Agreement, provided that:
13.17.1.

they are satisfied that the appropriate level of Deductions have been applied

13.17.2.

the invoice complies with the requirements of Schedule 18

13.17.3.

the Trust does not dispute all or any part of the invoice

where all or any part of an invoice is to be withheld, approval of the Director of
Finance is required
13.18.

The Director of Finance, or in their absence, the Chief Executive shall approve any
decision to withhold, or delay payment of invoices, at the risk of incurring penalties
and interest charges for the late payment of amounts due.

13.19.

The Assistant Director of Finance (Financial Services), or their nominated
deputy, shall process payments of invoices submitted by the Project Co in
accordance with Schedule 18, subject to the approval of the Director of Facilities
and, where appropriate, the Director of Finance.

13.20.

The Director of Facilities shall oversee procedures for determining variations to the
Project Agreement. Any such variations shall be subject to authorisation in
accordance with the limits set out in the Scheme of Delegated Authorities.
Asset registers

13.21.

The Director of Finance shall maintain registers of assets and shall maintain
procedures for keeping the registers up to date, including provision for arranging for
physical confirmation of the existence of assets against the asset register to be
conducted once a year.

13.22.

The Director of Finance shall maintain procedures for verifying additions and
amendments to the assets recorded in the asset register. These procedures and
records will include:

13.23.

13.22.1.

additions to the fixed asset register clearly identified to an appropriate budget
manager

13.22.2.

properly authorised and approved agreements, architect’s certificates,
supplier’s invoices and other documentary evidence in respect of purchases
from third parties

13.22.3.

records of costs incurred within the Trust, on stores, requisitions and labour
including appropriate overheads

13.22.4.

lease agreements in respect of assets held under a finance leases

The Director of Finance shall maintain procedures for controlling the disposal of
assets and updating of asset registers and financial records to reflect the event.
These procedures will include the requirement for the authorisation and validation of
the de-commissioning and disposal of the asset.
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13.24.

The Director of Finance shall approve procedures for:
13.24.1.

applying depreciation charges and indexation valuation adjustment to assets,
using methods and rates as specified in the Manual for Accounts issued by
the DH

13.24.2.

reconciling balances on fixed assets accounts in ledgers against balances on
fixed asset registers

Security of assets
13.25.

The Chief Executive shall maintain procedures for controlling the security of assets,
including fixed assets, cash, cheques and negotiable instruments. The procedures
will include:
13.25.1.

recording managerial responsibility for each asset

13.25.2.

identification of additions and disposals

13.25.3.

identification of all repairs and maintenance expenses

13.25.4.

physical security of assets

13.25.5.

periodic verification of the existence of, condition of, and title to, assets
recorded

13.25.6.

identification and reporting of all costs associated with the retention of an
asset

13.25.7.

reporting, recording and safekeeping of cash, cheques, and negotiable
instruments

13.26.

All employees are responsible for the security of property of the Trust and for
following such routine security practices in relation to NHS property as may be
determined by the Board. Any breach of agreed security practices, or damage and
losses to Trust property shall be reported in accordance with agreed procedures.

13.27.

Where practical, assets should be marked as Trust property.
Disposals and condemnations

13.28.

The Director of Finance shall prepare procedures for the disposal of assets
including condemnations and ensure that these are notified to managers. The
procedures will include arrangements to be followed for:
13.28.1.

condemning and disposing of unserviceable and redundant assets

13.28.2.

maintaining records of assets disposed of, including confirmation of
destruction of condemned assets

13.28.3.

specific processes to be followed in instances where assets are passed on for
future use to another organisation
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13.28.4.

the sale of assets, including through competitive bids and negotiated bids;
and sales linked to larger contracts for work, such as assets arising from
works of construction, demolition or site clearance

13.29.

The departmental manager responsible for the decision to dispose of an asset shall
advise the Director of Finance of the estimated market value of the asset, taking
account of professional advice where appropriate.

14.

Bank accounts and Government Banking Service accounts

14.1.

The Trust Board shall:
14.1.1.

approve the banking arrangements for the Trust.

14.1.2.

As the Corporate Trustee, approve separate banking arrangements for the
Trust’s Charitable Funds

14.2.

The Director of Finance is responsible for managing the Trust’s banking
arrangements and for advising the Trust on the provision of banking services and
operation of bank accounts. This advice will take into account guidance and
Directions issued by the Department of Health.

14.3.

The Director of Finance shall:
14.3.1.

establish and maintain necessary commercial bank accounts and
Government Banking Service (GBS) accounts

14.3.2.

establish separate bank accounts for non-exchequer funds, including
charitable funds

14.3.3.

advise the Trust’s bankers, formally in writing, of the conditions under which
each account will be operated (the bank mandate)

14.3.4.

seek to limit the use of commercial bank accounts and the value of cash
balances held within them

14.3.5.

conduct the Trust’s main banking services and financial transactions using
accounts provided by the GBS

14.4.

Only the Director of Finance, or their nominated representative, is authorised to open,
operate and control a bank account, where monies owned by the Trust, including
charitable funds, are received or expended. All such accounts must be held in the
name of the Trust. It is a disciplinary offence for any other officer of the Trust to
establish and operate such an account.

14.5.

The Director of Finance shall:
14.5.1.

Ensure that payments made from bank or GBS accounts do not exceed the
amount credited to the account

14.5.2.

monitor compliance with DH guidance on the level of cleared funds.

Where such processes are undertaken by a Shared Business Service (SBS) these
will be specified in a Service Level Agreement with the SBS.
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Banking procedures
14.6.

The Director of Finance shall prepare detailed instructions on the operation of bank
and GBS accounts which shall include:
14.6.1.

the conditions under which each bank and GBS account is to be operated

14.6.2.

details of those authorised to sign cheques or other orders drawn on the
Trust’s accounts

14.6.3.

details of limits to delegated authority, including the number of authorised
signatories required, and arrangements for authorising alternative
mechanisms for ‘signing’ cheques and orders

Tendering and review
14.7.

The Director of Finance shall review the commercial banking arrangements of the
Trust at regular intervals to ensure they continue to reflect best practice and
represent best value for money.

14.8.

Competitive tenders should be sought at least every five years. The Director of
Finance shall report to the Trust Board the reason(s) for continuing existing banking
arrangements for longer than five years, without competitive review.

14.9.

The Director of Finance shall report the results of any tendering exercise to the
Board. This review is not necessary for GBS accounts.
Trust credit cards

14.10.

The Director of Finance shall approve the allocation and operation of credit cards
on behalf of the Trust; implement arrangements to monitor whether the credit cards
are being used appropriately; and take action where inappropriate use is identified.
Security of cash, cheques and other negotiable instruments

14.11.

The Director of Finance shall:
14.11.1.

approve the form of all receipt books, agreement forms, or other means of
officially acknowledging or recording monies received or receivable

14.11.2.

maintain adequate systems for ordering and securely controlling any such
stationery

14.11.3.

provide adequate facilities and systems for employees whose duties include
collecting and holding cash, including the provision of safes or lockable cash
boxes, and procedure notes for the safe storage of keys, and for coin
operated machines

14.11.4.

prescribe systems and procedures for handling cash and negotiable securities
on behalf of the Trust
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14.12.

Where such issues are undertaken by the Shared Business Service, detailed
requirements will be specified in a Service Level Agreement with The Shared
Business Service.

14.13.

The Trust’s money shall not under any circumstances be used for the encashment of
private cheques.

14.14.

All cheques, postal orders, cash etc, shall be banked intact. Disbursements shall not
be made from cash received, except under arrangements approved by the Director of
Finance.

14.15.

The holders of safe keys shall not accept unofficial funds for depositing in their safes
unless such deposits are in special sealed envelopes or locked containers. It shall
be made clear to the depositors that the Trust is not to be held liable for any loss, and
written indemnities must be obtained from the organisations or individuals absolving
the Trust from responsibility for any loss.

15.

Investments

15.1.

Temporary cash surpluses must be held only in such public or private sector
investments as notified by the Secretary of State and authorised by the Board. The
current rules require that surplus funds are held in the Trust’s GBS accounts.

15.2.

The Director of Finance shall advise the Charity Committee on investments
made with endowment funds held; and prepare detailed procedural instructions
on the operation of investment accounts and on the records to be maintained.

16.

Management of debtors

16.1.

The Director of Finance shall:
16.1.1.

maintain effective processes for the appropriate recovery action on all
outstanding debts

16.1.2.

deal with instances of income not received, in accordance with losses
procedures

16.1.3.

maintain effective processes to prevent, or detect overpayments and initiate
recovery when this occurs

17.

Stores and receipt of goods

17.1.

The Director of Finance shall determine procedures for the management stocks of
resources, defined in terms of controlled stores and departmental stores. These will
address the procedures and systems to regulate the stores including records for
receipt of goods, issues, and returns to stores, and losses; and include the principles
that stocks are::
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17.2.

17.3.

17.1.1.

managed so that best value for money can be achieved whilst maintaining
minimum safe stock levels

17.1.2.

subjected to annual stock take as a minimum, where rolling stock checks are
not in place

17.1.3.

valued at the lower of cost and net realisable value

The Director of Facilities shall:
17.2.1.

delegate responsibility for the management of stores to relevant, suitably
qualified departmental managers

17.2.2.

(taking expert advice where necessary) define the security arrangements and
the custody of keys for any stores and locations in writing. Wherever
practicable, stocks should be marked as health service property

17.2.3.

approve alternative arrangements for the management of stores where a
complete system of stores control is not justified

17.2.4.

identify those authorised to requisition and accept goods supplied

The designated store manager shall:
17.3.1.

Maintain stocks in line with clearly defined local procedures that are
consistent with the overall requirements set out by the Trust

17.3.2.

implement periodic review of slow moving and obsolete items; and for
condemnation, disposal, and replacement of all unserviceable articles

17.3.3.

report to the Director of Finance any evidence of significant overstocking and
of any negligence or malpractice in the management and use of stocks

18.

External borrowing and Public Dividend Capital

18.1.

The Director of Finance shall advise the Board on the Trust’s ability to pay dividend
on, and repay Public Dividend Capital (PDC) and any proposed new borrowing,
within the limits set by the Department of Health. The Director of Finance shall also
provide periodic reports to the Board concerning the PDC debt and all loans.

18.2.

The Trust Board shall agree the list of employees authorised to make short term
borrowings on behalf of the Trust. This shall include the Chief Executive and the
Director of Finance.

18.3.

The Director of Finance shall prepare detailed procedural instructions concerning
applications for loans and shall ensure that:
18.3.1.
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18.3.2.

the Trust Board is made aware of all short term borrowings at the next
meeting

18.4.

The Finance and Performance Committee shall ensure that all proposed long-term
borrowing is consistent with the Trust’s financial plans; and is approved by the Trust
Board.

19.

Losses and special payments

19.1.

The Director of Finance shall prepare procedural instructions for maintaining a
register of losses and special payments, including write-offs, condemnations and exgratia payments; and on the recording of and accounting for losses and special
payments, including ex-gratia payments. The records will include:

19.2.

19.1.1.

the nature, gross amount (or estimate if an accurate value is not available),
and the cause of each loss

19.1.2.

the action taken, total recoveries and date of write-off where appropriate

19.1.3.

the category in which each loss is to be noted

The Director of Finance shall determine the nature and/or value of losses which must
be reported immediately to the Director of Finance or Chief Executive:
19.2.1.

where fraud or bribery is suspected, this shall be reported to the Local
Counter Fraud Specialist, in accordance with the Trust Counter Fraud and
Bribery Policy

19.2.2.

where a criminal offence is suspected, the Director of Finance must
immediately inform the Local Security Management Specialist who
may inform the police if theft or arson is involved

19.2.3.

where losses, other than those that are clearly trivial, are apparently caused
by theft, arson, neglect of duty or gross carelessness, the Director of Finance
must immediately notify the external auditor and the Trust Board

19.3.

Any employee discovering or suspecting a loss of any kind shall immediately inform
their head of department and ensure that the loss is recorded in accordance with
instructions.

19.4.

The Trust Board shall approve the write off of losses, compensations and ex-gratia
payments, within the limits delegated to it by the Department of Health.

19.5.

The Audit Committee shall receive regular reports of losses, compensations and exgratia payments made.

19.6.

The Director of Finance and the Shared Business Service shall be authorised to:
19.6.1.

take any necessary steps to safeguard the Trust’s interests in the event of
bankruptcies and company liquidations

19.6.2.

investigate whether any insurance claim can be made
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20.

Patients’ property

20.1.

The Trust has a responsibility to provide safe custody for money and other personal
property (hereafter referred to as “property”) handed in by patients, in the possession
of unconscious or confused patients, or found in the possession of patients dying in
hospital or dead on arrival (see “Guidance for NHS organisations on the secure
management of patients’ property”, NHS Protect, July 2012; and Health and Social
Care Act 2008, (Regulated Activities) regulations 2010).

20.2.

The Chief Executive shall ensure that patients or their guardians, as appropriate,
are clearly and suitably informed before or on admission into hospital that the Trust
will not accept responsibility or liability for patients’ property brought into NHS
premises, unless it is handed in for safe custody and a copy of an official patients’
property record is obtained as a receipt.

20.3.

The Director of Finance shall provide procedural instructions on the collection,
custody, banking, recording, safekeeping, and disposal of patients’ property.
(including instructions on the disposal of the property of deceased patients and of
patients transferred to other premises) for all staff whose duty is to administer, in any
way, the property of patients. These instructions will include arrangements for:
20.3.1.

managing large amounts of money handed over by longer stay patients

20.3.2.

restricting the use of patients’ monies for purposes specified by the patient, or
their guardian

20.4.

In all cases where property of a deceased patient is of a total value in excess of
£5,000 (or such other amount as may be prescribed by any amendment to the
Administration of Estates, Small Payments, Act 1965), the production of Probate or
Letters of Administration shall be required before any of the property is released.
Where the total value of property is £5,000 or less, forms of indemnity shall be
obtained.

20.5.

Departmental and senior managers shall inform staff of their responsibilities and
duties for the administration of the property of patients.

21.

Funds held on Trust

21.1.

The Trust Board, as Corporate Trustee, is responsible for the management of funds
it holds on trust and for meeting the requirements of the Charities Commission.

21.2.

The Trust Board’s corporate trustee responsibilities are distinct from its responsibilities
for exchequer funds and may not necessarily be discharged in the same manner, but
there must still be adherence to the overriding general principles of financial regularity,
prudence and propriety.

21.3.

Trustee responsibilities for non-exchequer funds for charitable and non-charitable
purposes shall be discharged separately and full recognition shall be given to the
Trust’s dual accountabilities to the Charity Commission for charitable funds held on
trust and to the Secretary of State for all funds held on trust.
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21.4.

The Charity Committee shall ensure that each trust fund for which the corporate
trustee is responsible is managed appropriately in terms of its purpose and
requirements.

22.

Retention of records

22.1.

The Chief Executive is responsible for managing all NHS records, regardless of how
they are held; and shall require policy and procedures to be followed that ensure
compliance with the current DH best practice guidelines on records management.
These procedures will include arrangements for:
22.1.1.

managing archives of all records required to be retained in accordance with
DH guidelines

22.1.2.

records held in archives to be accessible for retrieval by authorised persons

22.1.3.

destruction of records in accordance with the DH “Records Management:
NHS Code of Practice” Part 1 (30 March 2006) and Part 2 (8 January 2009)

22.2.

Where documents are held by a Shared Business Service detailed records storage
requirements will be set out in a SLA with the Shared Business Service.

23.

Information Technology and data security

23.1.

The Director of Finance shall be responsible for the accuracy and security of the
performance and financial data of the Trust and shall devise and implement any
necessary procedures to ensure:

23.2.

23.1.1.

computer assets and data programmes are protected from theft or damage

23.1.2.

adequate and reasonable protection of the Trust’s data from deletion or
modification; accidental or intentional disclosure to unauthorised persons,
having due regard for the Data Protection Act 1998

23.1.3.

adequate controls operate over data entry, processing, storage, transmission
and output to ensure security, privacy, accuracy, completeness, and
timeliness of the data

23.1.4.

controls exist such that the computer operation is separated from
development, maintenance and amendment

23.1.5.

adequate audit trails exist through the computerised system; and that these
are subjected to periodic reviews as the Director may consider necessary

Where computer systems have an impact on corporate financial systems, the
Director of Finance shall ensure that new systems and amendments to existing
financial systems are developed in a controlled manner and thoroughly tested prior to
implementation. The Director of Finance shall gain assurance that:
23.2.1.
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23.3.

23.2.2.

new systems that have an impact on, or are replacing existing financial
systems are developed in a controlled way and thoroughly tested before they
are put into practice. External organisations providing this service will need to
provide assurances that what they do is adequate

23.2.3.

data produced for use with financial systems is adequate, accurate, complete
and timely, and that a management audit trail exists

23.2.4.

finance staff have the necessary levels of access to such data

23.2.5.

such computer audit reviews as are considered necessary are being carried
out

The Chief Executive shall maintain a Freedom of Information (FOI) Publication
Scheme, consistent with models approved by the Information Commissioner.
Contracts for computer services with other health bodies or outside agencies

23.4.

The Director of Finance shall ensure that any contract for computer services for
financial applications with another health organisation or any other agency shall
clearly define the responsibility of all parties for the security, privacy, accuracy,
completeness, and timeliness of data during processing, transmission and storage.
The contract shall also ensure rights of access for audit purposes.

23.5.

Where another health organisation or any other agency provides a computer service
for financial applications, the Director of Finance shall periodically seek assurances
that adequate controls are in operation.
Risk assessment

23.6.

The Chief Information Officer shall ensure that risks to the Trust arising from the
use of IT are effectively identified and considered; and appropriate action is taken to
mitigate or control risk. This shall include the preparation and testing of appropriate
disaster recovery plans.

24.

Risk management

24.1.

The Chief Executive shall ensure that the Trust has adequate procedures for
managing risk and meeting current DH requirements for assurance frameworks,
which shall be approved and monitored by the Trust Board.

24.2.

The programme of risk management shall include:
24.2.1.

arrangements for identifying and quantifying risks and potential liabilities

24.2.2.

promotion, to all levels of staff, of a positive attitude towards the identification
and management of risk

24.2.3.

procedures to ensure all significant risks and potential liabilities are assessed
and addressed, including through maintenance of effective systems of internal
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control, cost effective insurance cover, and decisions on the acceptable level
of retained risk
24.2.4.

contingency plans to offset the impact of adverse events

24.2.5.

arrangements for reviewing the effectiveness of the risk management
processes in place, including: internal audit; clinical audit; and health and
safety review

24.2.6.

arrangements for reviewing the risk management programme

24.3.

The Chief Executive shall ensure that the existence, integration and evaluation of the
risk management system is used to inform the Annual Governance Statement within
the Annual Report and Accounts as required by current DH guidance.

25.

Audit

25.1.

In accordance with Standing Orders, the Board shall formally establish an Audit
Committee, with clearly defined terms of reference. The Committee will seek
assurance for the Board on the range of issues in accordance with guidance from the
NHS Audit Committee Handbook, which will provide an independent and objective
view of internal control by:
25.1.1.

overseeing internal and external audit services

25.1.2.

reviewing financial and information systems and monitoring the integrity of the
financial statements and reviewing significant financial reporting judgments

25.1.3.

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 non-clinical), that supports the
achievement of the Trust’s objectives

25.1.4.

monitoring compliance with Standing Orders, Standing Financial
Instructions, delegations and reservations

25.1.5.

reviewing schedules of losses and compensations and advising the Board
where necessary

25.1.6.

reviewing the arrangements in place to support the application of the
Assurance Framework on behalf of the Board and advising the Board
accordingly.

25.2.

Where the Audit Committee considers there is evidence of ultra vires transactions, or
improper acts, or if there are other important matters that the Committee wishes to
raise, the Chair of the Audit Committee should raise the matter at a full meeting of
the Board. Exceptionally, the matter may need to be referred to the Department of
Health (to the Director of Finance in the first instance).

25.3.

It is the responsibility of the Director of Finance to ensure an adequate internal audit
service is provided. The Audit Committee shall be involved in the selection process
when the internal audit service provision is subjected to market testing.
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25.4.

In the case of the Shared Business Service, the Director of Finance shall ensure that
maintenance of an adequate internal audit service is specified in any service level
agreement and shall further specify assurance arrangements between the Trust’s
internal and external auditors and the Shared Business Service’s auditors.

25.5.

The Director of Finance shall ensure that:
25.5.1.

there are arrangements to review, evaluate and report on the effectiveness of
internal financial control including the establishment of an independent and
effective internal audit function

25.5.2.

the Head of Internal Audit is sufficiently qualified and experienced to perform
that role; to facilitate the effective discussion of the results of internal audit
work with senior management

25.5.3.

the internal audit service is adequate and meets the NHS Internal Audit
Standards (DH, April 2011)

25.5.4.

the internal audit service provides the Audit Committee with an annual report
of the coverage and results of the work of the service. The report must
address, as a minimum:
• a clear opinion on the effectiveness of internal control in accordance
with current assurance framework guidance issued by the Department
of Health
• major internal financial control weaknesses identified
• progress on the implementation of internal audit recommendations
• progress against plan over the previous year
• strategic audit plan covering the forthcoming three years
• a detailed audit plan for the next financial year

25.6.

25.5.5.

the police are informed at the right time, in cases of misappropriation and
other irregularities not involving fraud or bribery

25.5.6.

there is effective liaison with the Trust’s appointed Local Counter Fraud
Specialist (LCFS), or NHS Counter Fraud Authority on all suspected
cases of fraud and bribery and all anomalies which may indicate fraud
or bribery

The Director of Finance and designated auditors are entitled to require and receive,
without necessarily giving prior notice, the following:
25.6.1.

access to all records, documents and correspondence relating to any financial
or other relevant transactions, including documents of a confidential nature

25.6.2.

access at all reasonable times to any land, premises or members of the Board
or employees of the Trust

25.6.3.

sight of any cash, stores or other property of the Trust under the control of any
member of the Board or Trust employee

25.6.4.

explanations concerning any matter under investigation
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Internal Audit
25.7.

The internal audit service shall:
25.7.1.

provide an independent and objective assessment for the Chief Executive, the
Board and the Audit Committee on the degree to which risk management,
control and governance arrangements support the achievement of the Trust’s
objectives.

25.7.2.

operate independently of the decisions made by the Trust and its employees;
and of the activities which it audits. No member of the team providing the
internal audit service will have executive responsibilities.

25.8.

The Head of Internal Audit shall develop and maintain an Internal Audit Strategy for
providing the Chief Executive with an objective evaluation of; and opinions on the
effectiveness of the Trust’s risk management, control and governance arrangements.
The planned programme of work will inform the Head of Internal Audit’s opinion. This
will contribute to the framework of assurance that supports completion of the Annual
Governance Statement, which forms part of the annual financial accounts.

25.9.

The Head of Internal Audit shall ensure that the audit team is adequately staffed and
that there is access to the full range of knowledge, skills, qualifications and
experience needed to deliver the internal audit plan in line with the NHS Internal
Audit Standards (DH, April 2011).

25.10.

The Head of Internal Audit will normally attend Audit Committee meetings and has an
independent right of access to all Audit Committee members, the Chair and Chief
Executive of the Trust.

25.11.

The Head of Internal Audit shall be accountable to the Director of Finance. The
reporting system for internal audit shall be agreed between the Director of Finance,
the Audit Committee and the Head of Internal Audit. The agreement shall be in
writing and shall comply with the guidance on reporting contained in the NHS Internal
Audit Standards.

25.12.

The internal audit service will review, appraise and report upon:
25.12.1.

the extent of compliance with and the financial effect of, relevant policies,
plans and procedures

25.12.2.

the adequacy and application of financial and other related management
controls

25.12.3.

the suitability of financial and other related management data

25.12.4.

the extent to which the Trust’s assets and interests are accounted for and
safeguarded from loss of any kind, arising from

25.12.5.

fraud and other offences

25.12.6.

waste, extravagance and inefficient administration

25.12.7.

poor value for money or other causes
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25.13.

Whenever any matter arises which involves, or is thought to involve, irregularities
concerning cash, stores, or other property or any suspected irregularity in the
exercise of any function of a pecuniary nature, the Director of Finance must be
notified immediately.

25.14.

In obtaining third party assurance from other auditors, for example SBS’s auditors,
the Head of Internal Audit should follow the Internal Auditors Practitioners Group
(IAPG) assurance guidance.

25.15.

External Audit
The External Auditor is appointed by the Trust’s Auditor Panel and paid for by
the Trust. The Audit Committee shall ensure that a cost-effective service is
provided. If the Trust Board has concerns about the service provided by the
External Auditor, which cannot be resolved by the Board, this should be raised
with the External Auditor.
Counter Fraud and Bribery

25.16.

In line with their responsibilities the Trust Chief Executive and Director of Finance shall
ensure compliance with section 24 of the NHS Standard Contract;

25.17.

The Director of Finance shall ensure that:
25.16.1.

the Trust’s Counter Fraud and Bribery Policy is maintained and remains up to
date;

25.16.2.

an NHS accredited Local Counter Fraud Specialist is appointed to the Trust
to deliver the requirements of the Policy in accordance with the NHS
Counter Fraud Authority Standards;

25.18.

The appointed Local Counter Fraud Specialist shall report to the Director of
Finance and shall work with staff in NHS Counter Fraud Authority, when
required;

25.19.

The Local Counter Fraud Specialist will provide a written report to the Audit
Committee, on an annual basis at least, on the counter fraud work completed within
the Trust;

25.20.

In accordance with the Trust’s Counter Fraud Policy, any suspicions involving
financial crime must be reported to the Local Counter Fraud Specialist, and/or the
Director of Finance or via the NHS Fraud and Bribery Reporting Line.
All reported concerns will be treated in the strictest confidence and professionally
investigated in accordance with the Fraud Act 2006 and Bribery Act 2010.
Where evidence of Fraud and/or is identified all available sanctions will be pursued
against offenders. This may include internal and professional body disciplinary
sanctions, criminal prosecution and civil action to recover identified losses.
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Security Management
25.21.

The Director of Facilities shall ensure that a qualified Local Security Management
Specialist is appointed to provide security management services to the Trust, in
accordance with the requirements of the NHS Standard Contract (currently 2013/14).

25.22.

The Local Security Management Specialist will provide a written report to the Audit
Committee, on an annual basis at least, on the security management work completed
within the Trust.
ENDS

Page 72
of 99

This version of the Standing Orders can only be guaranteed to be the current
adopted version, if it is opened directly from the Trust’s intranet library of policies
and procedures.

Appendix 3 – Scheme of Delegated Authorities
1. Trust Policies and procedural guidance
SoDA Delegated Matter

Authority Delegated to

Delegation Ref.

Adoption (and responsibility for currency of):
- Trust Policies

Relevant Director to be appointed as
Policy owner

SFI 2
Policy on Policies

-

Officer nominated by the Relevant Director

SFI 2
Policy on Policies

Director of Finance

SFI 2.14

Procedural guidance (Procedure notes, Standard Operating
Procedures, Protocols, Guidance)

Maintain and update Trust’s financial procedures (eg
administrative procedure notes, desktop guides, guidance to
Budget Managers)
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2. Planning and budget management
SoDA Delegated Matter

Authority Delegated to

Delegation Ref.

Financial Framework
Advising the Board on the financial framework within which the
Trust operates

Director of Finance

SFI 3.1

Compliance with and update of Trust financial
framework

Director of Finance

SFI 3.1

Business and budget plans

SFI 4

Preparation of strategic and annual plans for the Trust

Chief Executive

SFI 4.1

Preparation of annual (and longer term) financial budget for the
Trust

Director of Finance

SFI 4.3

Contribute to the preparation of annual budgets

All nominated Budget Managers

SFI 4.4

Budget management (and responsibility levels)
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SFI 5

i.

at individual cost centre level

Budget Manager or nominated deputy

SFI 5

ii.

at department level

Departmental Manager or nominated
deputy

SFI 5

iii.

division level

Clinical Director / Corporate Manager
(some or all of the Division Management
Team as authorised by the Clinical
Director / Corporate Manager)

SFI 5

iv.

at Executive Director level

Executive Director, or nominated deputy

SFI 5
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SoDA Delegated Matter

Authority Delegated to

Delegation Ref.

Recognition and adoption of the annual budget at costcentre level

Budget Managers

SFI 5.9

Variations from reserves (additional funds provided to address
inflationary pressures and/or investments and/or risks)
Report periodically to the Finance & Performance Committee

Director of Finance

SFI 5

Approval of variation of budgets, including authority to vire
SoDA Delegated Authority

Within a cost centre
Within a department, or
specialty; between cost centres
Within a division; between
departments and specialties
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Between budget lines

Budget manager plus one of: Head of Nursing, Matron, Divisional
Operations Director, Assistant Department Manager
Department Manager plus one of: Director, Deputy Director, Head of
Nursing, Matron, Divisional Operations Director
Director, or Deputy Director or Divisional
Operations Director

Between divisions, up to
£5,000

Deputy Director of both divisions

Between divisions, over
£5,000

Executive Director of both divisions
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Capital to revenue
& vice versa

SFI
reference
SFI 5.9

Agreement
between Business
Partner and
Director of
Operational
Finance , with the
express
agreement of the
Director of
Finance

SFI 5.9
SFI 5.9
SFI 5.9
SFI 5.9

Preparation of financial reports and returns
SoDA Delegated Matter

Authority Delegated to

Delegation Ref.

Preparation of annual financial accounts and associated
financial returns
For Board approval

Director of Finance

SFI 6.1

Preparation of Annual Report (or equivalent)
For Board approval

Chief Executive

SFI 6.3

Preparation of monthly and quarterly financial returns to
NHSI

Director of Finance or nominated deputy

SFI 6.1
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3. Contracted Income and Expenditure1
SoDA Delegated Matter

Authority Delegated to

Setting of fees and charges for NHS services

SFI 7

Agree service level agreements, in accordance with NHS
standard contract

SFI 7.6

i.

under £1 million

i.

ii.

over £1million

ii.

Subject to any required approvals being obtained, execute
Agreements/Contracts (including Service Level Agreements
and Deeds of Variation2) with NHS and non-NHS bodies for
the purchase or provision of goods and/or services
ii.
under £1 million
iii.
over £1million
Contract management, monitoring and reporting
Private Patients
i.
set pricing policy and price structure

1
2

Delegation Ref.

Director of Finance, or nominated
deputy
Chief Executive and Director of
Finance
i.
ii.

Director of Finance
Chief Executive and Director of
Finance

Director of Finance
i.
ii.
iii.

Director of Finance
Director of Finance
Director of Finance, Medical

SFI 7.6
SFI 7.7
SFI 7.8
SFI 9.5
SFI 9.6

SFI 7.9
SFI 7.10
SFI 7.3

All legally binding documentation must be entered into in the name of “North Bristol NHS Trust” as the relevant legal entity
If any variation is not included within the original Agreement/Contract, such variation shall require approval as if a new Agreement/Contract (SFI 10.18)
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SoDA Delegated Matter
ii.
iii.

set payment policy, including use of deposits, income
guarantees, arrangements with insurance companies
approve service coverage policy (i.e. clinical services
offered)

Overseas visitors
i.
set pricing policy and price structure
ii.
set payment policy, including use of deposits, income
guarantees
Authorise sponsorship deals
i.
Approve and execute Agreements to receive
sponsorship from third parties (including funding of staff
and loan of equipment):up to £15,000
ii.
£15,000 to £50,000
iii.
over £50,000
Authorise and execute concession arrangements
Authorise research projects and clinical trials, including
approvals to apply for research funding and approvals to
undertake research, once considered by the Research and
Development Committee
i.
execute required Agreements/Contracts and authorise
grant submission
ii.
execute documentation where the Trust Seal is required
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Authority Delegated to
Director, Chief Executive

Delegation Ref.

Director of Finance

SFI 7.3

i.
ii.
iii.

Divisional Operations Director
Director of Finance
Chief Executive

Director of Finance
i.
ii.

Deputy Director of Research or
nominated Deputy
As per SFI 8e
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SFI 7.13

SFI 7.15
SFI 7.12

SoDA Delegated Matter
Authorise funded training posts
Tenancy agreements and licences
Prepare and execute all tenancy agreements and licences for
staff (subject to Trust policy on accommodation)form of tenancy
agreements
i.
ii.

Delegation Ref.

Head of Learning and Development

Not within SFIs

i.
ii.
iii.

Director of Facilities
Residences Manager
Residences Manager

SFI 7.4
SFI 9.5

signature of individual tenancy agreements
extensions to existing agreements

Approve letting of premises to third parties (including
leases and licences)
i.
execute documentation where the Trust Seal is not
required
ii.
execute documentation where the Trust Seal is required
Approve rent based on professional assessment
Legal Services
i. authority to engage with legal advisors
ii. maintenance of framework arrangements with approved
legal advisors
iii. approval of call off of services
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Authority Delegated to

i.
ii.

Director of Finance
As per SFI 8e

Director of Finance
i. Chief Executive
ii. Trust Secretary
iii. Trust Secretary (delegated to
Commercial and Legal Services
Manager)
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SFI 7.4

SFI 7.4
SFI 8

4. Approval of Business cases
Before any case can progress through the approval processes detailed below, divisional and corporate support is needed for both capital
and revenue cases as follows:
.
Divisional
support

Prior to any scheme advancing the Divisional Management Board should consider and
approve the case

Corporate
and Peer
support and
scrutiny

All revenue and capital business cases (revenue cases >£100k, capital cases
>£0) including all new consultant cases (i.e. that require additional funded
consultant PAs), need to be reviewed and endorsed by the Business Case
Review Group (BCRG), which includes corporate leads and divisional peers,
before approval is sought. This should be an iterative process with early
reviews of the strategic case to provide early advice and support and
subsequent review of the completed business case.
Following review by BCRG, a comments and response log should be included
within the Business case with explanation as appropriate. The final version
should be shared back with the BCRG secretariat by the Wednesday 2 weeks
prior to TMT who will then advise Executives in agreeing the TMT agenda.
BCRG is a monthly review group which meets approx. 3 weeks prior to TMT with
membership consisting of the 5 DODs and corporate leads for Finance, HR,
Operations, IM&T, Facilities, Medical Workforce, Strategy and the PMO.
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The business case process outlined below applies to all contract renewals and extensions as well as new revenue spend
Approval Process - Revenue Business Cases
Full life cost of new expenditure

Director
of
Finance

Chief
Executive
Finance &
Performanc
e
Committee
Trust Board

Under
£100k

£100k £500k

£500k –
£1m

Short
business
case
template

Short
business
case
template

OBC and
FBC
business
case
templates

Approval

Approval

Approval OBC &
FBC

-

Approval (via Trust
Approval (via Trust
Management Team) Management Team)
SOC & OBC
OBC & FBC

-

-

-

-

Over £1m
SOC, OBC
and FBC
business
case
template

Approval SOC, OBC
& FBC

Approval (via Trust
Management Team)
SOC, OBC & FBC

Approval (via Trust
Management Team)
SOC, OBC & FBC

Approval FBC

NHSI
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SOC,
OBC and
FBC
busines
s case
template

Approval SOC, OBC &
FBC

Approval OBC & FBC Approval SOC, OBC &
FBC

-

Over
£15m
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Approval SOC, OBC &
FBC

Approval FBC

Approval SOC, OBC &
FPC

Approval Process – Capital Business Cases.
Gross expenditure on project (including all internal staff costs attributable to the project)
Up to £5k
£5k - £100k £100k to £500k £500k to £1m
Treat as
revenue

Short
business
case
template

Assistant Director of Finance (Financial
Services) and Head of Sustainable
Health and Capital Planning (via Capital
Planning Group (CPG))
Director of Finance

N/A

Approval

Approval

N/A

N/A

Approval

Finance & Performance Committee

N/A

N/A

N/A

Trust Board
NHSI

N/A
N/A

N/A
N/A

N/A
N/A

Over £15m

Short business OBC and FBC SOC, OBC and SOC, OBC and
case template business case FBC business FBC business
templates
case templates case templates

Approve OBC
and FBC

Approve SOC,
OBC and FBC

Approve SOC,
OBC and FBC

Approval of OBC Approval of SOC, Approval of
and FBC
OBC and FBC at SOC, OBC and
FPC
FBC at FPC
Approve OBC
Approve SOC, Approve SOC,
and FBC
OBC and FBC OBC and FBC
N/A
Approve FBC
Approve FBC
N/A
N/A
Approve SOC,
OBC and FBC

Key
SOC – Strategic Outline Case
OBC – Outline Business Case
FBC – Full Business Case
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Order of Approvals
Approvals are sequential and all steps in the process need to be followed in order i.e. for a revenue scheme of £1m+ the order of approvals
are:

An example for a capital scheme of £510k is as follows:

Joint Revenue and Capital Cases
Where a case involves both revenue and capital consequences then both approval routes should be followed. For example a case
for capital investment of £250k and revenue consequences of £495k should be approved as follows:
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5. Approvals to Award from Tenders and quotations (revenue and capital)
Definitions
Spend that cannot be demonstrated as assigned to a valid contract
Non-Contracted spend

Spend that should the proposed action not be completed will become unsupported by a contract (ie. spend approaching contract expiry date or
contract extension date)

Compliant Procurement Process:

A procurement activity that complies with PCR (Public Contracts Regulations)
Report created by BWPC seeking approval of the outcome of a compliant procurement process, prior to contract award or extension

Recommendation Report:

Value contained within recommendation report identifies the initial contract term, plus extensions. However, initial approve is ONLY for contract
term, secondary recommendation report required to extend contract

Exception Report:

Report created by BWPC, seeking directional guidance on a procurement process where a non-compliant outcome is preferred by the Trust, prior
to contract award or extension

STA:

A document used to seek approval, with justification, for award of contract or out-of-scope extension without documented proof of value of money
via direct comparison

BWPC remit
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As custodians of the Procurement Process, BWPC are tasked with two aspects of validation:
1. Adherence to Trust SFI's; in simplified terms a requirement to ensure due process has been performed that will prove value for money
2. Adherence to The Public Contracts Regulations 2015 and other relevant legislation
The intention of BWPC is to offer insight into the compliance of both aspects of validation for all relevant procurement activities
As the element of risk concerning exceptions to Trust SFI's &/or PCR/OJEU non-compliance resides with the individual Trust/s, BWPC remit
remains one of guidance and not decision maker.
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Management of non-Contracted Spend

1. Up to £5,000
2. £5,000 to £25,000

Written Quote Requirement

Description
No requirement to evidence value for
money
Trusts responsible for quotation
provision, BWPC operate a validation
activity

Consortium
5,000

Budget manager

25,000

Divisional Operations Director or Executive Director or nominated Deputy

The number of quotes required prior to a
Purchase Order being progressed

3

Procedure (between SFI
threshold & £25K)

Procedure Detail

Consortium

Quotation Process
Quotation Process

3 or more valid quotes provided
2 or less valid quotes

PO Progressed
STA

3. Above £25,000

Outcome Detail

Consortium

Tender Process (Local, OJEU,
Quote)
Tender Process (Local, OJEU,
Quote)

3 or more competitively priced bids
received
Less than 3 competitively priced
bids received

Recommendation
Report
Recommendation
report, followed by
STA if approved
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Tender Process (Local, OJEU,
Quote)

Contract not awarded to process
winner

Exception Report,
followed by STA if
exception awarded

Framework Agreement (External,
Internal)

Mini-Competition - 3 or more
competitively priced bids received

Recommendation
Report

Framework Agreement (External,
Internal)

Mini-Competition – Less than 3
competitively priced bids received

Recommendation
report, followed by
STA if approved

Framework Agreement (External,
Internal)

Compliant direct award (without
proof/evaluation of competition)

Framework Agreement (External,
Internal)

Non-compliant direct award

Recommendation
report, followed by
STA if approved
Exception Report,
followed by STA if
exception awarded

VEAT Notice

VEAT Notice

Recommendation
report, followed by
STA if approved

Contract Modification

Contract Extension (In scope)

Contract Modification

Contract Extension (Out of scope)

Recommendation
Report
Exception Report,
followed by STA if
exception awarded

Contract Modification

Contract Variation (In scope)

Contract Modification

Contract Variation (Out of scope)
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Recommendation
Report
Exception Report,
followed by STA if
exception awarded
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Non-contracted to contracted
spend

Non-compliant direct award
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Non-PO to PO (first 12
months/specified period)

Single Tender Action,
with commitment to
run procurement
within 12 months
Single Tender Action
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STA & Exception report Authorisation Financial Values
Up to £25k
Director of Procurement
£25k to £100K
Director of Finance
£100K to £1m
Chief Executive
£1m+
Trust Board

Recommendation Report - Authorisation Levels
up to £100K
Director of Procurement and
Finance Business Partner/Divisional Finance and
Divisional Operations Director or relevant Corporate Director
£100K to £1m
Director of Procurement and
Finance Business Partner/Divisional Finance and
Divisional Operations Director or relevant Corporate Director and
Director of Finance
£1m+
Director of Procurement and
Finance Business Partner/Divisional Finance and
Divisional Operations Director or relevant Corporate Director and
Director of Finance and
Trust Board
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5 Contract Signature
The following applies for contract signatures (after all relevant approvals have been given):

•

Up To EU threshold – Divisional Operations Director or relevant Corporate
Director
EU threshold to £500,000 – Director of Finance
Over £500,000 - Chief Executive

•
•

6. Contract Management
Other tendering and contractual arrangements
Delegated matter
Approve insurance policies
i.
Schemes administered by the NHSLA
ii.
Other insurance arrangements
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Authority delegated to
i.
Director of Finance or
nominated deputy.
ii.
Director of Finance or
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Delegation ref.
SFI 12.1
SFI 12.4

nominated deputy.

Affix Trust Seal to contract documentation
Including property documentation and contractual
arrangements where there is no consideration

Chair and Chief Executive, or in their
absence, the designated acting Chair
or Chief Executive

SO 30

Non-pay requisitions, orders and payment authorisation
Financial thresholds in this section mirror the procurement limits and as such exclude VAT and/or delivery charges. Where there is an
order/contract for more than one financial year, the total cost must be included not just the 12 months element.
Delegated Matter

Authority Delegated to

Delegation Ref.

Maintain records of officers who are authorised to place requisitions and
orders; and the maximum value of orders that they have the authority to place.

Director of Finance

SFI 10.2

Identify the Trust’s approved supply arrangements (controlled procurement
systems, framework agreements)

Director of Finance

SFI 10.4

Trust-wide (excepting elements of delegated authority for specific disciplines specified in the subsequent tables)

7. Ordering limits (EROS)
Up to £2,500

Vetting manager approved by
Divisional Operations
Director/Corporate manager
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Over £2,500
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Authorising manager approved by
Divisional Operations
Director/Corporate manager

8. Oracle Limits - Invoice processing
a. General Oracle Limits
Up to £25,000

£25,000 to £100,000

Budget holder/manager designated by
Divisional Operations Director or
equivalent
Divisional operations Director//Corporate
Manager

£100,000 to £1m

Executive Director

Grouped NHS Supply
Chain invoice up to
£500K

Director of Procurement

Over £1m

Director of Finance/Chief Executive
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b.

Subsidiary Systems

Subsidiary Systems where grouped requisitions are used.
Pharmacy

Capital Estates

Grouped requisitions
up to £500k per week

Director of Pharmacy or nominated deputy

Capital estates
Mailbox

Grouped requisitions
over £500k per week

Director of Pharmacy

Director of Facilities
or nominated Deputy

c.

In addition to the general oracle limits, additional limits are in place within the finance department which are used to process high
value pre-approved invoices e.g Unitary Payment, loan repayments etc.
Up to £1m

£1m-£10m

Over £10m
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Head of Financial Accounts
Assistant Director of Finance (Financial
Services)
Assistant Director of Finance (Planning &
Income)
Director of Operational Services or Director
of Finance
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9. Workforce and payroll
Appointment of Senior Medical Staff and team (investment may include capital elements)
Replacement posts
Within existing
budget

New posts / clinical teams1
Up to £500k

Over £500k

Approval / Sign-Off2 by:
Agree project mandate and priority

Trust Management Team
Finance Business Partner

Sign

Sign

Sign

HR advisor

Sign

Sign

Sign

Divisional Operations Director or
equivalent corporate manager

Sign

Sign

Sign

Clinical Director

Sign

Sign

Sign

Chief Operating Officer

-

Sign

Sign

Director of Finance

-

Sign

Sign

Approve

Approve

Recommend

Consultant Post Panel
Finance & Performance Committee
Trust Board

OBC & FBC
Approve
FBC

1 New clinical teams to deliver new services. Approach follows the same sign-off steps as for new service developments
2 Signature indicates sufficient understanding and confidence in the details of the business case to confirm responsibility for support for the
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proposal

Procedure for senior medical appointments
Role of the Consultant Post Panel (CPP) is to approve the post. Approval of funding and service development follows same process as other
business cases. Business case for a new service follows same template as business case for revenue-funded service developments up to
£500k
Senior medical appointment
Replacement for existing
post
Business Case template for senior
medical appointments
CPP
Approval

New
post
Business Case narrative template
and finance appraisal
Follows revenue approval
process
CPP Approval for post
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Payroll authorities

Approval / Sign-Off by:

Fill funded post on establishment with permanent
staff (subject to any vacancy review policy in
place)

Appoint staff to post not on formal establishment

(Re)new fixed term contracts
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Existing
establishment
Within existing
budget

General / Corporate
Manager or nominated
deputy and finance
Business Partner and HR
advisor1
-

General / Corporate
Manager

Engage non-medical, non-payroll consultancy
staff (subject to contracting rules):
- Below £100k gross commitment

-

-

£100k to £500k gross commitment

-

-

over £500k gross commitment

-
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New posts / Outside of establishment
With
specifically
allocated
funding
-

Without
specifically
allocated
funding
-

General / Corporate
Manager or nominated
deputy and finance
Business Partner and
HR advisor1
General /
Corporate
Manager

General / Corporate
Manager or
nominated deputy
and finance
Business Partner
and HR advisor1
General /
Corporate
Manager

General / Corporate Manager or Executive
Director
Director of Finance
Chief

Executive
-

over 6 months length of contract

-

Chief
Executive

1Need to ensure fit with workforce plans

Bank, agency and locum
staff

Within establishment
Within
budget

SoDA reference
Nursing
Clerical support services
Medical

Through non-framework
agency
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Without budget
11g

(Deputy) Budget
Manager
(Deputy) Budget
Manager
(Assistant)
General /
Corporate
Manager

Extra to establishment
Within
budget

Without budget
11h

Director of Nursing or
Medical Director and
Director of Finance or
Chief Executive

As above, plus
Executive Director
approval
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Budget
Manager
Budget
Manager
Divisional
Operations
Director/ /
Corporate
Manager
As above, plus
Executive Director
approval

Director of Nursing
or Medical Director
and Director of
Finance or Chief
Executive

Approvals relating to staff on the payroll
General approvals

Approval / sign
off
Director of People & Transformation
and Director of Finance

Grant additional increments to staff (outside of Department of Health
national T&C)
Authorise (electronic and paper) timesheets and other positive reporting
forms which will affect the amount of salary to be paid to confirm:
attendance at work; sickness and absence records; overtime and unsocial
hours
Authorise travel and subsistence claims (only available through e-expenses)
Approve departure under compromise agreement (excluding mutually
agreed resignation scheme (MARS) arrangements)
i.
directors and very senior managers
ii.
other staff
Approve redundancy (and mutually agreed resignation schemes, or
similar arrangements)
i.
payment up to £100k
ii.
payment over £100k
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Line Manager or Authorised Signatories

Line Manager
i.
ii.

i.
ii.
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Remuneration and Nominations Committee
and Director of Finance
Director of People & Transformation and
Director of Finance
Director of People and Transformationand
Director of Finance
Remuneration and Nominations Committee
and Director of Finance

10 Approval for variations to capital plans
Delegated authority

Variations to approved
sum

Up to £10,000

Capital Planning Group

Up to £100k

Capital Planning Group

£100k to £500k

Finance & Performance
Committee

Over £500k
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Funding capital investments through Private Finance Initiative
SoDA Delegated matter

Authority delegated to

Delegation ref.

Assess comparative merit of progressing scheme through PFI

Finance and Performance Committee,
advised by Director of Finance

SFI 13.10

Authorise payment of the sums identified in the schedule of the
unitary payment (being the annual service payment defined in
Schedule 18 of the Project Agreement) to be made to the PFI
partner over the lifetime of the scheme (project term).
Authorise annual Retail Price Index (all items) adjustment, in
accordance with the PFI Project Agreement.

Trust Board

SFI 13.13

Oversee delivery of the PFI contract terms, ensuring appropriate
delivery and monitoring of the PFI contract; and including
agreement of fee adjustments resulting from facilities
management service and performance issues, to verify the
invoice total.

Director of Facilities

SFI 13.14
SFI 13.15

Approve decision to withhold, or delay payment of all or part of
an invoice submitted by the PFI partner, at risk of incurring
penalties and late payment charges

Director of Finance

SFI 13.16

Process payment of monthly account to the PFI partner, in
accordance with the Trust Board authorisation.

Assistant Director of Finance (Financial
Services), or nominated deputy

SFI 13.17
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Fixed assets records and accounting for fixed assets
SoDA Delegated matter
Maintain register of (fixed) assets
Including verification of additions and disposals, revaluations,
calculation of annual capital charges

Authority delegated to

Delegation ref.

Director of Finance

13.19 to 13.22

Authority delegated to

Delegation ref.

11. Bank and cash and investments
SoDA Delegated matter
Day to day operation of bank accounts
i.
maintain list of approved signatories
ii.
approval to pay

Shared Business Services (SBS),
under terms of contract with the
Trust
ii.
SBS following confirmation of
availability of cash required by
Head of Financial Accounts
Director of Finance

SFI 14.5

Establish, or close a petty cash facility

Director of Finance

Not within SFIs

Approve the use of Trust credit cards (in the name of North
Bristol NHS Trust only)

Director of Finance

SFI 14.10

Determine when to subject commercial bank service supplier to
competitive tendering
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i.
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SFI 14.8

SoDA Delegated matter

Authority delegated to

Investment of funds
i.
surplus exchequer funds
ii.
charitable fund cash balances

12.

Director of Finance
Investment advisors appointed by
the Charity Committee

SFI 15

External borrowing and Public Dividend Capital

SoDA Delegated matter
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i.
ii.

Delegation ref.

Authority delegated to

Delegation ref.

Short-term borrowing (temporary borrowing limit)

Trust Board

SFI 18.2
SFI 18.3

Borrowing, including commercial loans

Trust Board

SFI 18.4

Borrowing of Public Dividend Capital

Trust Board

SFI 18.1
SFI 18.4
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13.

Disposals, write-offs losses and special payments

SoDA Delegated matter
Terminate lease and rental arrangements early at cost to the
Trust
Condemn and arrange for disposal of equipment assets
Items that are obsolete, redundant, irreparable or cannot be
repaired cost effectively
i.
with a current or estimated purchase price up to £1,000
ii.
with a current purchase price of £1,000 - £5,000
iii.
with a current purchase price over £5,000.
Dispose of x-ray films
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Authority delegated to

Delegation ref.

Director of Finance and Director of
Facilities

SFI 13.21

i.
ii.
iii.

Budget manager
General / Corporate Manager
Executive Director

Radiology Departmental Manager\Clinical
Director

SFI 13.26

SFI 13.26

Disposal of mechanical engineering plant.
With replacement value estimated at:
i.
up to £10,000
ii.
£10,000 to £100,000
iii.
over £100,000

i.
ii.
iii.

Head of Estate Maintenance
Director of Facilities
Director of Facilities and Director
of Finance

SFI 13.26

Approve sale, or transfer (eg donation) of equipment assets
to another organisation for continued use
i.
clinical equipment
ii.
IT equipment
iii.
other equipment

i.
ii.
iii.

Medical Director
Director of Finance
Director of Finance and relevant
Executive Director

SFI 13.26
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SoDA Delegated matter
Approve losses, write-offs and compensation payments due
to / made under:
• theft, fraud, overpayment of salaries and overpayment of
third parties;
• fruitless payments, including abandoned capital schemes;
• bad debts and claims abandoned, including in respect of
Private Patients, Overseas Visitors and other third parties;
• damage to buildings, fittings, furniture, equipment and
property in stores and in use due to culpable cause (e.g.
fraud, theft, arson);
• additional payments made to third parties in connection with
or arising out of contractual liabilities, including sums payable
under agreed settlements and court judgments;
• personal injury claims involving negligence (legal advice
must be obtained and guidance applied);
• ex-gratia payments patients and staff for loss of personal
effects;
i.
up to £1,000
ii.
£1,000 up to £50,000
iii.
Over £50,000

Authority delegated to

i.
ii.
iii.

Assistant Director of Finance
(Financial Services)
Director of Finance or deputy
Audit Committee

All to be reported to the Audit Committee.
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Delegation ref.
SFI 19
Schedule of
reservations 3

SoDA Delegated matter

Authority delegated to

Report incidents to the Police
i.
general
ii.
where a fraud is involved

i.

ii.

14.

Delegation ref.

departmental manager (inform
General / Corporate Manager or
Director as soon as possible. Also
inform Local Security Management
Specialist)
Director of Finance or Local
Counter Fraud Specialist

SFI 19
Counter Fraud and
Bribery Policy

Patients’ property

Delegated authority

Holdin
g

Receive and safeguard
valuables

Discharge patients’
valuables

Valuable items

Ward
safe

Any member of nursing
staff

Any member of nursing
staff

Cash under £5k

Ward
safe

Ward Manager

Ward Manager

15.

Access to charitable funds

Delegated authority
Up to £1,000
£1,000 to £10,000
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Approve expenditure from
charitable funds
One fund signatory
Two fund signatories
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Delegated authority

Approve expenditure from
charitable funds

£10,000 to £50,000

Two fund signatories plus the Director
of Finance (or nominated deputy)

Over £50,000

Two Fund signatories and the
Charity Committee.

Spending plans will be submitted to the Charity Committee for approval in March each year. Approval is delegated to approve additional
spending plans that arise during the year as follows:
Delegated authority
Up to £10,000
£10,000 to £50,000
Over £50,000
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Approve expenditure from
charitable funds
Assistant Director of Finance
(Financial Services)
Director of Finance (or nominated
deputy)
Charity Committee.
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Glossary of terms and acronyms
Business case
BC

CEO

Chief Executive Officer

Director

Non-Executive or Executive Director, with or without voting rights at Trust Board. The term excludes Clinical Directors, who
are identified separately

DoF

Director of Finance

FBC

Full Business Case

Divisional
The senior operational manager(s); and their formally nominated deputy, for the division or specialty, as designated by the
Operations Director Executive Director.
/Corporate
Manager
Outline Business Case
OBC
PMO

Programme Management Office

SBS

Shared Business Services. The Trust’s provider of accounts transactions and ledger process

SFI

Standing Financial Instruction. Reference to the detail in the full SFIs

SOC

Strategic Outline Case

SoDA

Scheme of Delegated Authorities. Reference to the detail in the full SoDA

Page
105

This version of the Standing Orders can only be guaranteed to be the current
adopted version, if it is opened directly from the Trust’s intranet library of policies
and procedures.

Page
106

This version of the Standing Orders can only be guaranteed to be the current
adopted version, if it is opened directly from the Trust’s intranet library of policies
and procedures.

