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Executive Summary:  


RTT performance – all targets are met on a Trustwide basis although a number of 
specialties have not met the targets.  
 


Cancer – September performance is not yet completely validated but it is expected that all 
targets will be met. This means that the key cancer standards have been met for both Q1 
and Q2. 
 


Cancelled operations – The 0.8% target has not been achieved but there is a further 
improvement in the number of patients being re-booked within 28 days. 
 


4 Hour waits – 92.3% achieved for Trust attendances in September 2013 and 88.9% for 
the Frenchay department against 95% target.  Performance for the Q2 was 90.8% for 
Frenchay and 93.8% for the Trust representing an improvement of 2.4% and 1.8% 
respectively. 
 


Diagnostic waits – target met. 
Action Required:  


The Board is requested to:  
 


1. Note current performance.  
2. Note planned actions to improve performance where standards are not being 
achieved.  
 


 


Key Risks: Failure to hit key targets will jeopardise the FT 
application process.   


Impact on Patients: The standards are designed to identify and support the 
delivery of high quality care for patients.  The core 
standards are a right defined in the NHS Constitution.  
Therefore, non-delivery represents a failure to provide 
the required standard of care. 


Impact on Staff Ongoing processes need to be improved to ensure that 
pressure is not put on staff to validate high numbers of 
records. 


Link to Trust Objectives:  1 and 2. 


Care Quality Commission 
outcomes: 


Performance indicators. 


NHS Constitution: Access to services. 


Financial Issues: Risk on income received. 


Legal/regulatory Issues: Yes 


Equality Issues considered N/A 
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1. 4 hour performance 


Performance for quarter 2 demonstrated a further improvement in performance from Q1.  
At Trust level performance was 93.8%.  At Frenchay performance was 90.8%.  This 
represents an improvement of 1.8% overall and 2.4% respectively compared to quarter 
1.  Compared to Q4 2012/13 performance has improved by 5.1% overall and 6.7% at 
Frenchay and represents a reduction in breaches of 959 per quarter. 


This improvement is in line with the February 2013 Recovery Plan that set out to deliver 
a 5.7% improvement by September.  In particular, the extension of the acute physician 
rota, introduction of the Complex Adult Liaison Service (CALS) together with 
improvements in clinical site management team coverage have contributed to this. 


During September performance was affected by a number of periods of high pressure 
and performance in month was 92.3% and 89.7% respectively.  This pressure has 
continued in to October and a verbal update on in month performance will be given to 
the Board. 


The results demonstrate that although progress is being made the Trust has not yet 
achieved the standard.  Further analysis of the position highlights the following key 
factors: 


 Increases in the volume of attendances:  Compared to Q4 attendances in Q2 
were 15.8% higher overall and 9.5% higher at Frenchay.  This represents an 
increase of 3723 patients per quarter. 


 Clustering of attendances, in particular in the late afternoon/evenings and on 
Sundays leading to delays in assessment in the Emergency Department. 


 Following good reductions in bed use earlier in the year from the middle of 
September occupancy has increased by an average of approximately 50 
patients leading to bed pressures. 


 Significant numbers of patients with complex care needs which take time to 
assess and organise. 


 Increases in the number of patients with delays in transfer to referring and local 
hospitals. 


Although the Recovery Plan schemes have not yet achieved their full impact it is clear 
that additional steps will be required to achieve sustainable performance in the context 
of these additional pressures. 


The Trust Management Team has discussed a range of actions that will accelerate 
improvement and support the move in to the Brunel Building in May 2014.  These will be 
taken forward in conjunction with South Gloucestershire System Flow partners to ensure 
a co-ordinated response. 


The key focus will be: 


 A focus on Board Rounds with full involvement of the multidisciplinary team to 
agree care plans and establish an expected date of discharge. 


 Ensuring consistency of staffing levels in key operational areas, building on 
targeted recruitment in the emergency department and therapies in particular 
and maximising the use of e-rostering 


 Removing non patient-flow activities from the clinical site team 


 Further improving access to real time information to assist in coordination of flow 


 Reaching a clear agreement with partners on respective responsibilities and 
escalation arrangements. 


 
  







2. Referral to Treatment Times 


The three Referral to Treatment (RTT) standards are that:-  
 
a) 90% of patients waiting for an inpatient or day case procedure are seen within 18 


weeks of referral from GP  
 
b) 95% of patients waiting for an outpatient appointment are seen within 18 weeks of 


referral from GP  
 
c)  Of all of the patients waiting for either an inpatient, daycase or outpatient treatment at 


a future date, 92% of them do not wait longer than 18 weeks 


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


The following specialities have not met the targets for August:- 


a) Admitted stopped pathways (against a 90% target) 


 Orthopaedics at 82% 


 Neurosurgery at 89% 
 


b) Non-admitted stopped pathways (against a 95% target) 


 Pain management at 89% 


 Neurology at 92% 


 Neuropsychiatry at 89%  
 


c) Incomplete (open) pathways (against a 92% target) 


 Urology – 89% (some validations outstanding) 


 Orthopaedics 84% 


 Neurosurgery – 86% 


The number of patients waiting over 35 weeks for treatment is being actively managed 
and is set out in the table below.  The principle group of patients affected are patients 
waiting for spinal surgery.  Revised plans are being developed to reduce all waits over 
18 weeks.  The Trust is working with patients and the CCG’s to make use of capacity at 
the ISTC and is seeking to identify additional capacity at other Trusts and in the private 
sector.  However, many of the patients require specific expertise which is dependent on 
additional theatre capacity and availability of beds. The completed plan and trajectory 
will be available for the November Board. 


 


Specialty Number of over 35 
week waiters 


Orthopaedics 153 


Urology 60 


Plastic surgery 31 


Neurosurgery 23 


General surgery 14 


Gynaecology 14 


Other 33 


  


TOTAL 328 


 


  







3. Cancelled operations 


The target of no more than 0.8% of elective operations being cancelled on the day has 
not been met in September with 45 patients being cancelled in total.  There has again 
been a further improvement in the number of these patients being re-booked within 28 
days and only 3 were booked outside of the 28 day window (2 in orthopaedics and one 
in cardiology). 


4. Cancer 


September validations are not yet complete but it is expected that all targets will be met.  
 


5. Diagnostic waits 


The target for 99% of patients waiting less than 6 weeks for a diagnostic test has been 
met for September. 
 


6. Stroke performance 
 
The target for stroke performance is that 80% of stroke patients spend 90% of their time 
on a stroke unit/ward. 


In September 95.7% of all Stroke patients spent 90% of their time in a designated 
Stroke bed. 
In Quarter 2, 86.7% of all Stroke patients spent 90% of their time in a designated Stroke 
bed. 
 
The Trust continues to work on the issues of ‘out of hours’ placement of Stroke patients 
which was a contributing factor to the August performance.  
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Appendix A


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


Area Ref Indicator Sub Sections
Thresh-


old


Complia


nt. 


Qtr to 


Sep-12


Qtr to 


Dec-12


Qtr to 


Mar-13


Qtr to 


June-13
Jul-13 Aug-13 Sep-13


Qtr to 


Sept-13
Board Action


Referral to treatment information 50%


Referral information 50%


Treatment activity information 50%


2a
From point of referral to treatment in 


aggregate (RTT) – admitted
Maximum time of 18 weeks 90% 1.0 Yes Yes Yes Yes Yes Yes Yes Yes


2b
From point of referral to treatment in 


aggregate (RTT) – non-admitted
Maximum time of 18 weeks 95% 1.0 Yes Yes Yes Yes Yes Yes Yes Yes


2c


From point of referral to treatment in 


aggregate (RTT) – patients on an 


incomplete pathway


Maximum time of 18 weeks 92% 1.0 No No No Yes Yes Yes Yes Yes


2d


Certification against compliance with 


requirements regarding access to 


healthcare for people with a learning 


disability


N/A 0.5 Yes Yes Yes Yes Yes Yes Yes Yes


Surgery 94%


Anti cancer drug treatments 98%


Radiotherapy 94%


From urgent GP referral for suspected 


cancer
85%


From NHS Cancer Screening Service 


referral
90%


3c
All Cancers: 31-day wait from diagnosis to 


first treatment
96% 0.5 No No Yes Yes Yes Yes No No


95.8% for Sept, still validating data.


all urgent referrals 93%


for symptomatic breast patients 


(cancer not initially suspected)
93%


3e
A&E: From arrival to 


admission/transfer/discharge
Maximum waiting time of four hours 95% 1.0 Yes No No No No No No No


See Activity & Performance Board 


report


Is the Trust below the de minimus 12 No No No No No No No No


Is the Trust below the YTD ceiling


Contractual 


trajectory - 


42


No No No No No No No No


Is the Trust below the de minimus 6 Yes Yes Yes Yes Yes Yes Yes Yes


Is the Trust below the YTD ceiling
Contractual 


trajectory - 6
Yes Yes Yes Yes Yes Yes Yes Yes


CQC Registration


A


Non-Compliance with CQC Essential 


Standards resulting in a Major Impact on 


Patients


0 2.0 No No No No No No No No


B
Non-Compliance with CQC Essential 


Standards resulting in Enforcement Action
0 4.0 No No No No No No No No


C


NHS Litigation Authority – Failure to 


maintain, or certify a minimum published 


CNST level of 1.0 or have in place 


appropriate alternative arrangements


0 2.0 No No No No No No No No


TOTAL 5.5 4.5 4.0 3.0 3.0 2.0 2.5 2.0
RAG RATING : R R R AR AR AR AR AR


1.0


GREEN                   = Score less than 1


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


S
a


fe
ty


4a Clostridium Difficile 1.0


See Infection Control Board report. 


Improving monthly run rate. Range of 


review actions in place, trajectory 


significantly lower than 2012 and 


therefore  difficult to achieve.


4b MRSA


3d
Cancer: 2 week wait from referral to date 


first seen, comprising:
0.5 Yes


Yes Yes Yes


Yes YesYes Yes Yes


Yes Yes


Yes


No


Yes


Yes


P
a


ti
e


n
t 
E


x
p


e
ri


e
n


c
e


Q
u


a
lit


y


3a
All cancers: 31-day wait for second or 


subsequent treatment, comprising:
1.0


Yes Yes Yes YesYes Yes


No


No


Yes


3b All cancers: 62-day wait for first treatment:


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


RED                         = Score greater than or equal to 4


GOVERNANCE RISK RATINGS North Bristol NHS Trust


Current Data


E
ff
e


c
ti


v
e


n
e


s
s


1a
Data completeness: Community services 


comprising:
1.0 No Yes


Insert YES, NO or N/A (as appropriate)


1.0 No No


No YesYes Yes







Appendix B


30/09/2013


CQC registration is in place. Responsibility for validity of registration by location and by service is with Head of Clinical Governance. CEO is the approved individual for the organisation.


Criteria Indicator Weight 5 4 3 2 1
Year to 


Date


Forecast 


Outturn


Year to 


Date


Forecast 


Outturn
Board Action


Underlying 


performance
EBITDA margin % 25% 11 9 5 1 <1 3 3 3 3


Achievement of 


plan
EBITDA achieved % 10% 100 85 70 50 <50 4 4 4 4


Net return after financing % 20% >3 2 -0.5 -5 <-5 3 3 3 3


I&E surplus margin % 20% 3 2 1 -2 <-2 2 3 2 3


Liquidity Liquid ratio days 25% 60 25 15 10 <10 4 3 4 3


100% 3.2 3.1 3.2 3.1NBT complies with national tariff prices. Scrutiny by CCGs, LAT and NTDA provides external assurance that tariff is being applied correctly.


Sig


3 3 3 3


Overriding Rules :


Max Rating


3 No


3 No


2 No


2 Unplanned breach of the PBC No


2


3


1


2 Two Financial Criteria at "2"


Financial 


efficiency


Weighted Average


Overriding rules


Overall rating


Rule


Plan not submitted on time


Plan not submitted complete and correct


PDC dividend not paid in full


One Financial Criterion at "1"


One Financial Criterion at "2"


Two Financial Criteria at "1"


FINANCIAL RISK RATING North Bristol NHS Trust


Insert the Score (1-5) Achieved for each 


Criteria Per Month


Risk Ratings
Reported    Position - 


August 13


Normalised Position - 


August 13*







Appendix C


Sep-13


For each statement, the Board is asked to confirm the following: Y/N Comments


G4
Fit and proper persons as Governors and Directors (also 


applicable to those performing equivalent or similar functions)
Yes


Compliant. Existing processes sufficient. Maintaining watching brief 


on potential new requirements.


G5 Monitor guidance Yes


Compliant. As an aspirant Trust NBT is monitoring and complying 


where applicable with Monitor guidance. The trust is a member of the 


Foundation Trust Network, which provides strong guidance to 


aspirant FTs to support this.


G7 Registration with the Care Quality Commission Yes


Compliant. CQC registration is in place. Responsibility for validity of 


registration by location and by service is with Head of Clinical 


Governance. CEO is the approved individual for the organisation.


G8 Patient eligibility and selection criteria Yes
Compliant. Trust Board has considered the assurances in place and 


considers them sufficient.


P1 Recording of information Yes


Compliant. A range of measures and controls are in place to provide 


internal assurance on data quality. Further developments to pull this 


together into an overall assurance framework are planned.


P2 Provision of information Yes
Compliant. Information provision to Monitor not yet required as an 


aspirant FT. However in preparation for this the Trust undertakes to 


comply with future Monitor requirements.


P3 Assurance report on submissions to Monitor Yes


Compliant. Assurance reports not as yet required by Monitor since 


NBT is not yet a Foundation Trust. However, once applicable this will 


be ensured. Scrutiny & oversight of assurance reports will be 


provided by Trust's Audit Committee as currently for reports of this 


nature.


P4 Compliance with the National Tariff Yes
Compliant. NBT complies with national tariff prices. Scrutiny by 


CCGs, LAT and NTDA provides external assurance that tariff is 


being applied correctly.


P5 Constructive engagement concerning local tariff modifications Yes
Compliant. Trust Board has considered the assurances in place and 


considers them sufficient.


C1 The right of patients to make choices Yes
Compliant. Trust Board has considered the assurances in place and 


considers them sufficient.


C2 Competition oversight Yes


Compliant. Monitor have concluded and reported a Stage 2 review of 


the recent service transfers between NBT & UH Bristol FT for 


Urology, Breast care and Head & neck - with which the Trust has 


fully co-operated. The report was received after publication of this 


board paper and will be reviewed and responded to in detail.


IC1 Provision of integrated care Yes


Compliant. Range of engagement internally and externally. No 


indication of any actions being taken within the Trust that would be 


regarded as detrimental to care integration for the delivery of 


objectives outlined within the Licence.


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


The new NHS Provider Licence


North Bristol  NHS TrustBoard Statements 


(Monitor provider Licence)



http://www.monitor-nhsft.gov.uk/sites/default/files/publications/ToPublishLicenceDoc14February.pdf





Appendix D


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


For CLINICAL QUALITY, that: Response


1 Yes


2 Yes


3 Yes


For FINANCE, that: Response


4 Yes


For GOVERNANCE, that: Response


5 Yes


6 Yes


7 Yes


8 Yes


9 Yes


10


11 Yes


12 Yes


13 Yes


14 Yes


The board is satisfied that all executive and non-executive directors have the appropriate qualifications, experience and 


skills to discharge their functions effectively, including setting strategy, monitoring and managing performance and risks, 


and ensuring management capacity and capability.


The board is satisfied that: the management team has the capacity, capability and experience necessary to deliver the 


annual operating plan; and the management structure in place is adequate to deliver the annual operating plan.


The necessary planning, performance management and corporate and clinical risk management processes and 


mitigation plans are in place to deliver the annual operating plan, including that all audit committee recommendations 


accepted by the board are implemented satisfactorily.


An Annual Governance Statement is in place, and the trust is compliant with the risk management and assurance 


framework requirements that support the Statement pursuant to the most up to date guidance from HM Treasury  


(www.hm-treasury.gov.uk).


The Board is satisfied that plans in place are sufficient to ensure ongoing compliance with all existing targets as set out 


in the NTDA oversight model; and a commitment to comply with all known targets going forward.


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


Toolkit.


The board will ensure that the trust will at all times operate effectively. This includes maintaining its register of interests, 


ensuring that there are no material conflicts of interest in the board of directors; and that all board positions are filled, or 


plans are in place to fill any vacancies.


The board is satisfied that 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.


The board is satisfied that the trust shall at all times remain a going concern, as defined by the most up to date 


accounting standards in force from time to time.


The board will ensure that the trust remains at all times compliant with the NTDA accountability framework and shows 


regard to the NHS Constitution at all times.


All current key risks to compliance with the NTDA's Accountability Framework have been identified (raised either 


internally or by external audit and assessment bodies) and addressed – or there are appropriate action plans in place to 


address the issues in a timely manner.


The board has considered all likely future risks to compliance with the NTDA Accountability Framework and has 


reviewed appropriate evidence regarding the level of severity, likelihood of a breach occurring and the plans for 


mitigation of these risks to ensure continued compliance.


Board Statements North Bristol  NHS Trust
Oct-13


The Board is satisfied that, to the best of its knowledge and using its own processes and having had regard to the TDA’s 


oversight model (supported by Care Quality Commission information, its own information on serious incidents, patterns 


of complaints, and including any further metrics it chooses to adopt), the trust has, and will keep in place, effective 


arrangements for the purpose of monitoring and continually improving the quality of healthcare provided to its patients.


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


registration requirements.
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Executive summary: 
Southmead Hospital Redevelopment Project (SHRP) 
Overall status is GREEN.  The key concern is the need to conclude the commercial settlement in 
respect of contract variations and derogations with Carillion.  A paper on the settlement is on the 
private Board agenda. 
 
MOVE 
Overall status is AMBER.  Although the project is on track, there is a need to simplify and hence de-
risk what is an overambitious and complex handover process.  This requires conclusion of the 
commercial settlement with Carillion 
 
Jigsaw programme 
Overall status remains RED.  It is predicted that this will improve to amber in November.  The 
securing of monies for the Pathology 2 scheme and a reduction in project scope has brought the 
programme within its financial envelope (albeit the level of contingency funds available is now 
minimal).  However, the programme is complex and completion without any negative impact on 
Phase 2 of the PFI scheme or the Frenchay site is vulnerable to delays in any given scheme.  Formal 
programme and project management arrangements have been strengthened.  Additional project 
management and subject matter expert resources have been recruited 
 
Frenchay disposal: 
Overall status is GREEN.  Confirmation is awaited of the date of the meeting of the South 
Gloucestershire District Council planning committee in early November. 
 
The attached highlight reports also include 


• A summary timetable for SHRP (NB A3 size) 







 


• A RAG rating and brief commentary for each of the Jigsaw projects. 
 
In response to questions at previous Board meetings regarding the contract with Carillion, the 
following can now be confirmed 


• The Independent Tester is responsible for issuing the Certificate of Practical Completion 
as/when (s)he is satisfied that all Tests for Completion (as specified in the contract between 
NBT and Carillion) have been passed 


• All costs of meeting the requirements of changes in building regulations (NHS and industry 
wide) coming into effect after 26/2/2010 will need to be met by NBT 


• There are no provisions in the contract with Carillion for the market testing of ‘hard’ facilities 
management services and hence no potential financial gain for NBT. 


 
 


Action required: 
The Board is asked to note this report. 
 


Key risks: See highlight reports 
Impact on patients: Improved quality of environment 
Impact on staff: Improved quality of environment; positive changes in clinical 


and organisational practice 
Trust aims: Aim 3: we will provide leading edge services in high quality 


environments 
Care Quality Commission outcomes: Outcome 10: safety and suitability of premises 
NHS Constitution: Principle 7: high quality care and care environment; high 


quality and safe working environment 
Financial issues: See highlight reports 
Equality issues: Incorporated in scheme design process 
Legal/regulatory issues: Incorporated in scheme design process 
 








              
       


Highlight Report 
 


 Date: 26 Sept 2013 
Author: Sue Evans  
SRO: Sasha Karakusevic     


Period: 01-30 Sept 2013 
Report Number: 13 


Status summary:  Programme on track overall, although some areas of slippage which need 
to be addressed.  Delay to commercial deal is a risk which brings overall rating to amber. A 


Key Issues: Approval to commercial deal with Carillion is critical to Move Team’s ability to move all services  into new hospital on day 1 and to avoid complex and costly 
early patient moves into the new hospital or incur delay costs 
Time, quality, risk and financial control update 


Programme RAG Quality 
Move programme on track but there is a risk that some service areas will not 
be available on day 1 if approval to variations is not granted.  Work 
underway to progress agreement within Trust. 


A Communication plans proceeding well.  Move Maker recruitment process 
launched to recruit volunteers over Move period.  Campaign partner appointed. 


Approval to change some of the early handover dates is required to avoid 
delay costs or complex patient moves and double running.  Action underway 
to address.  Trust is on target to meet other handover dates.  


A Active community engagement continues with other 100 stakeholders 
participating in month. 


Equipment procurement proceeding following hiatus due to prioritisation 
process.  On track with exception of integrated theatre proposal which is 
awaiting formal Trust approval in order to secure favourable offer. 


A Work undertaken on falls by single room working group commended.  This will 
have significant positive impact on managing risk in new hospital. 


Key programme risks relate to re-supply project which requires intensive 
resource. Pathway from order to use to be clarified for all product flows. 


A From Jan 2014, regular updates on build readiness, risk to completion and 
potential for snags impact on handover will be presented to Executive Team. 


Appointment of Harrow Green removers now completes the suite of partners 
to the project. Now allows completion of order of moves and commencement 
of detailed departmental planning ready for Directorate peer reviews in Dec. 


G Generic pre-occupation plan in place setting out initial sequence of all activities 
to prepare the hospital for patients 


Beneficial access (BA) due to commence for IM&T on 4th October after 
successful pre BA meeting between NBT and Carillion. Important milestone. 


G Generic clinical and non-clinical service level plans ready for testing and 
refinement. 


Top Risks Score Mitigation 


Failure to agree commercial deal will impact on move plans and opening 16 Active discussions with Trust Board to progress urgent agreement. 


Resupply project workstream has significant workload to complete prior to 
Move in a tight timeframe. Flows into/out of the service yard are a particular 
concern due to the volume of traffic and the space restrictions in this area 
between phase 1 and 2. 


16 ARUP review of all delivery traffic in progress to allow modelling and new 
delivery schedule. Appointment of Project Manager. Potential for off site 
storage. 


IT provision not in place in time to properly test the machines leading to 
delays in the project schedule 


15 Early engagement with IT and senior direction for the placement of order.  
Some slack has been allowed in the project schedule 


Financial controls 


Move budget of £1.62m in 2013/14.  Sept assessment forecasts small overspend but more work needed to refine costs. Double running cost estimates awaited.  
 


130902 Move Project Board Highlight Report 








North Bristol NHS Trust 
Minutes of the North Bristol NHS Trust meeting held on 26 September 2013 


 
Present: Mr P Rilett (Chairman) Mr M Lawton 
 Dr C Burton   Mr R Mould   
 Mr M Coupe   Mr N Patel  
 Mr K Guy   Ms C Phillips 
 Mr H Hayer   Prof A Waterman-Pearson 
 Mrs S Jones   Mr S Wood 
 Mr S Karakusevic  Mrs A Young 
     
In Attendance: Mr T Bartlett  Mr C Puckett 
 Mr P Cresswell  Ms A Robinson 
 Mr D Davies  Mr N Stibbs 
                         
Observers: Two members of the public   
    
Apologies: There were no apologies   
 


  ACTION 
179/13 
 
 
 
 
180/13 
 
 
 
181/13 


WELCOME 
 
The Chairman welcomed Andrea Young to her first Board meeting 
as chief executive 
 
QUESTIONS FROM THE PUBLIC 
 
There were no questions from the public. 
 
QUESTIONS FROM HEALTHWATCH 
 
There were no questions from Healthwatch representatives 


 


   
182/13 MINUTES  
   
 The minutes of the meeting of 25 July 2013 were agreed as an 


accurate record.  
 


 


183/13 MATTERS ARISING/ACTION LOG  
  


Harry Hayer reported that the figure given for staff turnover in 
minute 171/13 had been incorrect and he would provide the 
correct data in his quarterly report to the October Board meeting. 
 


 


 i)     Closed Actions  
 
The Board reviewed the Action Log and agreed that Actions 36, 
38, 44 and 45, 49 to 52, 54, 58 to 63, 65, 68 and 70 had been 
completed and would, therefore, be closed. 
 
The following items were discussed in more detail: 
 


 


1 | P a g e  
 







 (ii)    Action 67 (Minute 156/13 refers)  
   
 Graphs revised and the issue was, therefore, closed.  
   
 (iii)   Action 73 (Minute 165/13 refers)  
   
 Harry Hayer said that the executives would take forward the 


actions on the Acute Services Review and report to the 
Development Committee to provide assurance to the Board. 


 


   
 (iv)   Action 74 (Minute 167/13 refers)  
   
 To be reported on at the October meeting. 


 
(v)    Action 76 (Minute 170/13 refers)  
 
Closed. 
 
(vi)   Action 77 (Minute 176/13 refers) 
 
Harry Hayer reported that a systematic review of the actions 
following the clinical directorate conference was underway and he 
would report back to the October meeting. 
 
(vii)   Action 66 (Minute 156/13 refers) 
 
Chris Burton said that the actions on reducing the incidences of E 
Coli would be taken through the Infection Control Committee so 
the Board action was, therefore, closed. 
 


MC 
 
 
 
 
 
 
 
 
 
HH 


184/13 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


PATIENT STORY 
 
Sue Jones verbally provided a story regarding 51 year old ‘John’ 
who was learning disabled and autistic, which demonstrated the 
safeguarding efforts and the clinical systems involved when 
looking after challenging patients. When admitted he was on 
medication for neuroleptic malignant syndrome and from the Acute 
Assessment Unit he was sent to Ward 15 with two ‘specials’. To 
provide treatment he had to be prevented from leaving and a 
Deprivation of Liberty application was made.  
 
Ward 15 had 15 other acutely unwell patients and the environment 
that he had to be nursed in was far from ideal. He exhibited 
extremely challenging behaviour; shouting, breaking objects, 
throwing objects out of the window and undressing. The noise that 
he made from his side room even made the sister in charge check 
on his state from time to time to ensure herself that the nursing 
staff were not harming him. Using skills learned from the Learning 
Disabilities nurse the ward staff were helped to understand the 
effects of autism and helped him to understand his environment. 
After twelve days staff were ready to plan his discharge and it was 
clear that he would be unable to return immediately to his former 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


2 | P a g e  
 







 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
185/13 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


home so a multi-agency best interests meeting was called. 
Unfortunately John cut his hand badly and refused to allow 
dressings to be applied. Under sedation and restraint and the 
constant overview of the safeguarding team his hand was put into 
a cast. Using the LD nurse skills it was realised that John had no 
stimulation in the side room and some toys were brought in 
despite the possibility of them being broken or used to harm staff. 
 
John was finally discharged to a learning disabled acute 
assessment hospital in Essex but failed to settle in the first week. 
A further facility was then found which had proved successful and 
plans were now being made for him to return to his Bristol facility. 
Ward staff had demonstrated all the 6 ‘Cs’ signifying excellent 
care and that they were capable of managing complex, vulnerable 
adults and keep them safe in difficult circumstances. Clearly there 
had been a big impact on other patients but the skill of the team 
managed by the sister and keeping them informed had meant no 
complaints were received from them or their relatives. 
 
The Board noted the report and its illustration of delivering 
excellent care tailored to the individual. 
 
QUALITY REPORT 
 
Sue Jones introduced the Quality report giving the latest quality 
dashboard and said that it had a new design and layout and was 
progressing towards the integrated performance report. She 
highlighted: 


• The appendix on nutrition which detailed the plan to appoint 
nutrition champions and bedside record checks by matrons 
to ensure improvement and timeliness for assessment. She 
also reported that day cases had been removed from the 
data to improve the relevance of the records. There was 
anecdotal evidence that assessments were being done but 
not recorded which may distort the true level of compliance. 


• The performance on the WHO checklist should read 85% 
compliance and she agreed with Mr Mould that this was not 
an acceptable level and the work on never events would 
address the issue. There was a degree of difficulty in fast 
case theatres and effort needed to be put in to improve the 
performance but from observation the checklist was 
implemented more often that it was being recorded. The 
Theatre Programme Board would progress the issue 
particularly aligning with the changes needed for the new 
hospital. 


• The rate of falls benchmarked very well against comparable 
trusts but a rapid response team had been established to 
improve performance further 


 
Chris Burton referred to the mortality data and said that the Quality 
Committee had reviewed more detailed information at specialty 
level and some areas were above the national average. He would 
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review this through the Quality and Risk Management Committee.  
 
He also referred to the data on patient records which noted that 
they were on target for availability to clinical staff. He was 
receiving anecdotal information that suggested that the quality of 
the records was not as good as it should be and some of the 
areas that managed their own records were the poorer 
performers. The difficulties with urology related to information 
issues with the transfer of services and would resolve themselves 
when the service was fully transferred. Noting the apparent rise in 
mislabelling of samples the Quality Committee had been told that 
week that this was due to improved measurement.  


 
In answer to Nick Patel, Sue Jones said that the NQAT and safety 
walkrounds undertaken by matrons to check on records, hygiene 
and cleanliness etc. were all part of the safety culture and training 
for the new supervisory sister role would include peer reviews. 
 
Referring to the Friends and Family Test results Sue Jones noted 
that much more effort was needed to raise the number of returns 
from ED patients and the matron was working with the Public and 
Patient Involvement lead to achieve this. 
 
Sue Jones said that there were specific plans to improve quality 
surveillance which included the establishment of a review panel of 
clinical staff in various specialties overseen by a Quality 
Surveillance Manager to provide targeted scrutiny and 
harmonising the data and information infrastructure to enable 
development of integrated reports that identified themes across 
areas. Andrea Young noted that there was a huge change in the 
transparency required of the services operated by the Trust and 
questioned whether the front line staff understood the position. It 
was agreed that the first reaction of clinical staff tended to be 
protective and more work was needed to change this culture. 
 
The Board noted the Quality Report. 
 
CONTROL OF INFECTION REPORT 
 


CB 
 
 


 
 
 
 
 
 
 


Chris Burton presented the Infection Control report for August. 
There had been no cases of MRSA and only two incidences of C 
Diff. Deep cleaning, the introduction of probiotics and a tightening 
of all controls appeared to have been the reasons for the latter. 
Because there had been no case of C Diff at the Frenchay 
intensive care unit for some time it had been decided that the risks 
of decanting for deep cleaning outweighed the risks of C Diff. and 
a continuation of existing tight controls had been agreed. He 
referred to the graph showing catheter associated urinary tract 
infections and noted that in future it would show Trust and non-
Trust infections. 
 
 


 
 
 
 
 
 
 
 
 
 
CB 


4 | P a g e  
 







 
Chris Burton reported on the incident of a pseudomonas infection 
which had led to the death of a premature baby due to sepsis. The 
Trust was working closely with Public Health England on the 
subject of pseudomonas in neonatal intensive care units. The 
investigation had revealed no breaches of procedure or standards 
with no evidence of transfer of the bacterium between staff and 
patients or from the NICU environment or any water source. 
Pseudomonas was present in much lower levels in the water 
supply than was common in most units but was not of the strain 
that had infected the baby. It was difficult, therefore, to understand 
the causal factor. 
 
Chris Burton reported that mandatory training of infection 
procedures was well on target and was delivered robustly by the 
infection control staff. E Coli incidences were rising, as they were 
nationally, but it was not a health care acquired infection and 
nursing care by keeping people hydrated was the best remedy. 
 
In September, Chris Burton reported that there had been one case 
of MRSA on a surgical ward and two cases of C Diff but the 
monthly ‘run rate’ of C Diff was still much less than earlier in the 
year. 
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The Board resolved to note the report  
 
SERIOUS INCIDENTS 
 
Sue Jones presented a summary of the serious incidents reported 
in July and August. She highlighted: 


• No incident report breaching the deadline in August but one 
in July. 


• Six new incidents in July and six in August. 
• the appointment of a working group to review cancer. 


tracking and surveillance in urology and plastics to identify 
a potential loss of a patient to follow-up. 


• one safeguarding incident reported in July and two in 
August. 


• a never event of a retained swab, similar to the one five 
months previously. This one had happened at the end of a 
eleven and a half hour operation when a needle had been 
found to be missing. An x-ray had revealed its presence 
and the patient whilst still under sedation had had to be 
opened up again. Neither the x-ray nor the checklist count 
had revealed a missing swab. An internal risk review 
meeting had been set up and the actions proposed were 
outlined in the report 


 
Sue Jones also reported that the action plan would be a live 
document and its progress monitored through the Q&RMC. A final 
action plan would arise from the root cause analysis (RCA). Harry 
Hayer referred to the airline and car industries which set out 
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standard operating procedures (SOPs) in fine detail and then 
identified and managed the risks. He questioned whether clinical 
staff had committed to action and not just agreed with the findings. 
Sue Jones said that SOPs were in place and the competency 
review of theatre staff was being focussed on within safety work. 
 
Andrea Young said that the RCA was important but the plan 
needed to address the cultural changes needed to eliminate the 
conditions within which never events occurred. The impending 
staff attitude survey may throw up issues on the outcomes of the 
actions and it would be important to reflect on what went well with 
the actions from the first event and the interaction between the 
two. Actions would need unpacking by the Theatre Programme 
Board. 
 
Avril Waterman-Pearson questioned whether there was an 
appetite for confidential reporting of surgical incidents similar to 
the former national CEPOD. Sue Jones said that a newsletter had 
been suggested regarding near misses but there was no national 
system being discussed. 
  
The Board noted the report and approved the never event action 
plan. 
  
CORPORATE GOVERNANCE UPDATE 
 
Harry Hayer presented a report on the discussion regarding the 
corporate governance arrangements at the recent Board 
Development session. It set out who had the prime responsibilities 
for assurance and delivery with the Board commissioning its 
committees to undertake appropriate assurance and the chief 
executive discharging the delivery responsibilities through the 
executives and clinical infrastructure.  
 
Mike Coupe noted the difference between assurance and delivery 
and their importance but said that delivery was informed by 
planning. There was danger in a mechanistic view that Board 
committees should only look at assurance. Harry Hayer said that 
much planning would be done in the executive arm  
 
Whilst there was a suggestion that there should be no 
infrastructure for the board committees it was agreed that the 
Q&RMC would retain its current structure. It was also agreed that 
the Audit Committee should review the system once it had been in 
place for a while. 
 
The Board approved the public/private session guidance and the 
general view of the governance structure outlined within the 
Development session report. 
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189/13 NON-EXECUTIVE VACANCY 
   
 Harry Hayer reported that interviews for the non-executive 


vacancy would be held on 2nd October.  
 
 
 


190/13 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


191/13 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


192/13 
 
 


FOUNDATION TRUST UPDATE 
 


Mike Coupe reported that the timeline for applying for Foundation 
Trust (FT) status was still being discussed with the Trust 
Development Authority. Monitor, however, had announced that it 
expected all non-FTs to have had a visit from the Chief Inspector 
of Hospitals prior to application. The process for these visits was 
likely to take three months so FT status for North Bristol, which 
was not on the list for an early inspection, was unlikely to happen 
until 2015. The Trust, meanwhile, would be continuing to 
undertake tasks specific to becoming an FT and others that the 
Board wished to undertake to improve its governance and quality 
of its services. It was expected to choose a critical friend who had 
been through the FT appointment process to scrutinise the Trust’s 
progress. 
 
The Board noted the report. 
 
NORTH BRISTOL/UNIVERSITY HOSPITALS BRISTOL 
PARTNERSHIP BOARD 
 
The Board noted the items covered at the Partnership Board 
meeting of 18 September and Harry Hayer highlighted:; 
 


• NBT hosted three Operational Delivery Networks and he 
and Sasha Karakusevic would be working to assure the 
Board that the most was being made of these for patient 
benefit 


• The transfer of the Cleft Lip and Palate service to UHB had 
been agreed and was likely to take place in the Summer of 
2014. 


• The strategy for the Partnership Board would be discussed 
in Board to Board sessions 


• The arterial centre for vascular services would be a 42 bed 
unit in the Brunel Building and NBT would sub-contract 
other vascular work to UHB, the Royal United Hospital and 
Weston 


 
Harry Hayer reported that Avril Waterman-Pearson would be 
taking over the chairmanship of the Partnership Board for the next 
six months. 
 
The Board noted the report. 
 
SOUTHMEAD HOSPITAL REDEVELOPMENT PROGRAMME 
 
Mike Coupe presented the highlight reports from the 
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Redevelopment Programme, the Move Project, the Jigsaw 
‘Project’ and the Frenchay Disposal Project. He emphasised that 
the new hospital construction was generally on programme and 
the Trust Development Authority financial support for the 
Pathology Phase 2 construction had mitigated the risks to the 
overall PFI scheme. 
 
Handover dates for parts of the site appeared to be unnecessarily 
tight and these were being discussed with Carillion and a peer 
review of the Trust’s Move project was being undertaken with 
Pembury in late October. The biggest risk to the Move and Jigsaw 
projects was the Hospital Resupply Project and to the Jigsaw 
Project only the reprovision of corporate offices and the 
operational delivery of sterile services. The resupply project was 
the plan to deliver all the right items to the right place in the 
hospital in a managed inventory system. Capital constraints meant 
that the office accommodation was now subject to a proposal to 
share space and an audit had identified significant current 
underutilisation. The challenge would be to change the culture.  
 
Mike Coupe said that a Frenchay disposal was being developed 
and local residents were being met the following Monday to seek 
an amicable solution but the Trust was believed to be in a strong 
legal position. 
 
Catherine Phillips confirmed that the TDA had approved the 
business case for the Pathology Phase 2 scheme and the 
Department of Health had approved financing. 
 
Peter Rilett noted that the relocation of the neuropsychiatry 
service was rated as red and whether it could remain in the 
Burden Institute at Frenchay. Chris Burton said that more 
discussion was needed with the directorate which felt that it should 
be co-located with the rest of neurosciences. Sasha Karakusevic 
would be putting the question and proposals to the Executive 
Team in October with all the other remaining issues. 
 
Nick Patel questioned the provision of a fire certificate and Simon 
Wood said that this was the responsibility of Carillion to ensure at 
handover that the building complied with all regulatory issues. It 
was agreed that clarification be sought as to whether the fire 
certificate was needed before or after practical completion and 
that the provision of all registrations be part of the Move project. 
 
The Board noted the report and the issue about compliance with 
all regulations and registrations of the new building. 
 
ACTIVITY AND PERFORMANCE REPORT 
 
Sasha Karakusevic presented the report on the Trust’s patient 
activity in August 2013 and noted from the NTDA Accountability 
Framework paper later in the meeting that the Trust’s Governance 
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Risk Rating had improved from 5.5 to 2 within a year. Four hour 
Emergency Department waits, referral to treatment times (RTT) 
and C Diff cases, however, still posed challenging problems. The 
ED achieved only 93% in August against the 95% target and 
although the overall RTT times were meeting the target some 
specialties such as spinal and orthopaedics were not. Revised 
plans were being finalised to address the backlogs and patients 
were being sent to the Spire and to Emerson’s Green. Cancer 
services had achieved its targets in the first quarter and in July 
and August. 
 
Regarding the ED waits Sasha Karakusevic noted the graph 
showing the improvement in the use of beds since the beginning 
of 2013. The challenge, however, was that the number of 
breaches in ED had yet to reduce significantly and discussions 
had taken place with the South Gloucestershire partnership group 
particularly regarding the additional funding received for the urgent 
care system. The measure of success would be the four hour 
target but underneath would be the ability to keep people at home 
or progress quickly through the hospital. Key elements of the plan 
were to add capacity in primary care and to pilot ways of 
establishing a seven day service, additional domiciliary capacity in 
community elderly services and additional support for psychiatric 
liaison services. Key appointments had been made in these areas. 
Simon Wood pointed out that the NBT element of the additional 
funding was conditional on the Trust achieving 75% influenza 
vaccine rate of front line staff or a robust plan to do so. In answer 
to Peter Rilett, Sasha Karakusevic said that the ED issues were 
due both the volume of patients and complexity. The 11% rise in 
July attendances in ED were probably a little higher that the 
national increase in ED attendances.  
 
Rob Mould questioned the number of red ratings for workforce 
issues and Harry Hayer agreed to report more fully in the quarterly 
report at the next Board meeting along with the number of staff 
who had attended iCARE briefings. 
 
The Board noted the report. 
 
FINANCE REPORT 
 
Catherine Phillips presented a report on the finance position as at 
the end of August showing a surplus of £900,000, which was 
adverse to plan by £1.6 million. She expressed confidence, 
however, in the forecast for achieving the targeted year outturn 
because directorates were developing more robust savings plans 
for later in the year. Income was £2.2 million above contract 
although private patient income was below its target. Cash was 
£12 million below its planned level but this was due to an overdue 
single payment of £7 million from NHS England which had now 
been paid, a £1.6 million overspend on income and expenditure 
and £3 million of accelerated capital expenditure. Mark Lawton 
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reported that the Finance and Performance Committee would take 
a more detailed forecast of directorates’ CRES forecasts in 
November. 
 
Rob Mould questioned whether the commissioners could afford to 
pay the additional money for higher than planned activity and 
Catherine Phillips said that the Trust was only £1 million up on last 
year’s position and Sasha Karakusevic’s description of the shared 
agenda with the CCGs was the key element. The emergency and 
frail elderly agenda was critical and finance was another spur for 
joint work. 
 
The Board noted the Finance Report. 
 
NTDA ACCOUNTABILITY FRAMEWORK AND BOARD 
STATEMENTS 
 
Andrea Young noted that the Foundation Trust Project Board had 
chosen to continue to report against the TDA Accountability 
Framework. The August score against the Governance Risk 
Rating was 2 and against the Finance Risk Rating was 3. The 
Board was recommended to continue to declare compliance with 
all Monitor licence conditions and for discussion was the proposal 
to answer ‘no’ to Board Statement 10 regarding sufficient plans to 
ensure compliance with all existing targets. Whilst it was agreed 
that plans were in place there couldn’t be complete confidence yet 
that they would work. It was agreed, therefore, to continue to 
answer negatively and reconsider the position in October. 
 
The Board considered and approved the responses to the 
Monitor Provider Licence and the 14 board statements, including 
the decision to respond ‘no’ to number 10 as set out above. 
 
CHAIRMAN’S REPORT 
 
The Chairman reiterated the Board’s thanks to Marie-Noelle Orzel 
for her roles on the Board as chief executive and director of 
nursing. 
 
CHIEF EXECUTIVE’S REPORT 
 
Andrea Young reported: 


• That the Trust had been awarded South West employer of 
the year for apprenticeships 


• Eight consultants had been appointed in September – four 
anaesthetists, three acute medical and one renal surgeon 
bringing refreshing energy to the Trust 


• That she had perceived a very good cross-cutting 
ownership of issues to do with the Move to the new hospital 


• That the Cooperation and Competition Panel had 
considered that the Trust had not fully evidenced the 
benefits against the loss of competition for the transfer of 
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services with UHB although the Trust’s consultant body 
strongly believed that the clinical benefits were clear. 


 
MAJOR TRAUMA NETWORK 
 
Harry Hayer introduced a report from the Major Trauma network 
on the first quarter of 2013/4. It showed a very good performance 
although he agreed that the dashboard could be more user 
friendly. The Board agreed the team should be congratulated on 
its work  
 
QUALITY AND RISK MANAGEMENT COMMITTEE 
 
The Board received the report from the meeting of the Quality and 
Risk Management Committee held on 5th August and noted that it  
had discussed the key issues of: 
 


• Its forward plan and meeting schedule; 
• Its assurance on cancer service through a ‘deep dive’; 
• Its assurance on bedside clinical documentation; 
• Its assurance on actions regarding the national 


requirements for end of life care and 
• The complaints annual report for which it required a more 


robust format and inclusion of issues that the Public Health 
Service Ombudsman had highlighted about complaints 
processes 


 
The Board noted the report. 
 
DEVELOPMENT COMMITTEE 
 
Harry Hayer presented the report from the Development 
Committee meeting held on 13 September and noted that it had 
discussed the key issues of:  
 


• Its terms of reference; 
• The Acute Services Review; 
• The Road to 2014 critical path update; 
• The interim estates strategy 
• The three year business planning approach 
• A call to action on NHS England documents which required 


NBT’s strategy to take into account the CCG strategies and 
to address gaps between strategy and business plans 


 
The Board noted the report. 
 
CHARITABLE FUNDS COMMITTEE 


 
 
 
 
 
 
 
 


 
SK 


   
 The Board noted the report from the meeting of the Charitable 


Funds Committee held on 5 September and noted that it had 
discussed the key issues of: 
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• The Trust’s investment performance  
• The Trust’s dividend performance 
• The cash flows 
• A replacement charitable funds finance system 
• An update on funds merger and de-restricting of funds for 


the new hospital 
 
The Board noted the report. 
 


202/13 
 
 
 
 
203/13 
 
 
 
 
204/13 
 
 
 
 
205/13 


FINANCE AND PERFORMANCE COMMITTEE REPORT 
 
There were no comments from the Finance and Performance 
Committee meeting held on 23 September. 
 
NATIONAL STAFF SURVEY 
 
Harry Hayer reported that the national staff survey questions 
would be circulated to about 800 staff in the next few days. 
 
DIRECTOR OF NURSING 
 
The Board noted that the recruitment to the substantive Director of 
Nursing post would begin in October. 
 
NEXT MEETING 
 
The next meeting will be held on Thursday 31 October 2013 in the 
Board Room, Trust Headquarters, Frenchay Hospital, 
commencing at 11.30am. 
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Southmead Hospital Redevelopment Project Highlight Report 
 


 
Date: 30 Sept 2013 
Author: Martin Warren 


Period: 1 – 30 Sept ‘13  
Report No.112 


SRO: Mike Coupe 
Status summary: Construction and fit out are on programme. 


 
G 


Key Issues:  Finalising the variations and costs included in the proposed commercial deal with Carillion.  
Time, quality, risk and financial control update 


Time RAG Quality RAG 
Construction is generally on programme with fit outs internally 
substantially complete. 4 X-Ray machines have been delivered 
and installed as well as the first MRI scanner 


 
G 


IM&T and equipment prioritisation complete to bring costs 
into budget but deliver key requirements. Final approval 
expected at October Estates and Asset Mgt Group. 


G 


Recent review undertaken on all 3rd party occupants. Some areas 
require further action by Facilities team.  A Staff and visitors continue to give positive feedback about 


the building.  G 


The Move Team has reviewed plans to vacate and 
decommission buildings within Phase 2 footprint to achieve 
revised dates to be agreed as part of commercial deal.  


A 
The quality of the facility both internally and externally  
remains high as areas complete.   G 


Risk of NBT delay in decommissioning has emerged due to new 
legislation relating to vacuum system. Discussions proceeding 
with Carillion to mitigate risk 


 
A 


Progress on Phase 2 RDD continues to meet Carillion 
construction requirements.  G 


Building Research Establishment final response on CCL fire 
strategy is under discussion with Carillion. Resolution of this 
remains a potential area of dispute but is not expected to delay 
hospital opening. 


A 
ED, AAU & Project Staff are delighted with the quality of the 
design and finishes in the whole Emergency Zone G 


Top Risks Score Mitigation 
Pathology scheme construction commences too late to clear 
Phase 2 site on time 


15 Following NTDA approval the Pathology contractor is a priority to 
appoint and urgent need to finalise a commercial deal with Carillion 
including revised Phase 2 handover dates 


Trust do not handover buildings to Carillion by due dates 15 Robust review of  ‘jigsaw’ projects has commenced and dedicated 
resource for Corporate Offices solutions 


Solution to Sterile Services provision during phase 2 of PFI 12 Deliver the agreed off site solution 
Financial  
Committed costs for unidentified asbestos at £200k.  
Trust Board approved variations to date: £578k plus variation enquiry costs (less any savings from commercial deal) 
Future variation costs for strategic changes to phase 1 estimated at £300-£400k (plus variation enquiry costs).  
Phase 2 risk reserve cost (for delay, strategic changes etc) is estimated at £1.8m but new legislation relating to decommissioning of vacuum 
system may add additional cost and this is being assessed. 
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Report to: Trust Board Agenda item:  6.6 
Date of Meeting: 31st October 2013 
Report Title: Quality and Risk Management Committee 
Status: For information discussion assurance approval 


x  x  
Prepared by: Nick Stibbs 
Board Sponsor: Robert Mould 
Appendices: Summary Report 
 
Executive Summary:  
 
A summary of the meeting held on 7 October is attached as an Appendix to provide the 
Trust Board with assurance that the Q&RMC is conducting its business in a robust 
manner. It also provides an opportunity for board members to cross reference the 
assurance and risk issues covered with information received directly at the Board and 
within the normal course of duties. 
 
Key issues discussed included: 


1. Joint Clinical Ethics Advisory Group 
2. Behavioural Governance Policies 
3. Full Capacity Policy 
4. Francis Report approved for report to Board with amendments 
5. Annual Reports 


 
Action Required:  
Trust Board is requested to:  


• Review the work of the Quality and Risk Management Committee and discuss 
any appropriate issues. 


 
Key Risks: Demonstration of an adequate process for assuring the 


Board that objectives can be achieved and governance 
processes and compliance issues are dealt with is 
important for the safety of patients, the Trust’s own 
health as an organisation and for those outside bodies 
with statutory obligations to oversee health care 


Impact on Patients: Indirect impact on the safety of patients and 
demonstration to patients and the public of the Trust’s 
ability to maintain that safety. 


Impact on Staff Supports staff in their operational work. 
Link to Trust Objectives:  Service of exemplary quality and safety 


Leading edge services in high quality environments 
Great place to work 


Care Quality Commission 
outcomes: 


Impacts on all CQC registration and other bodies’ 
standards. 


NHS Constitution: Quality of care and environment 
Respect, consent and confidentiality 
Compliant and redress 
All staff rights 


Financial Issues: No extra financial issues 
Legal/regulatory Issues: Considered as part of compliance 
Equality Issues considered No impact assessment taken but equality issues part of 


Committee’s assessment of all reports 
 


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


section' of any meeting. 
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Appendix 


 
Summary of Quality & Risk Management Committee Meeting 7th October 2013 


 
1. Decisions Requested/Made 


 
1.1 The current report on serious incidents was not considered helpful in 


understanding any themes or specific issues that might be relevant to the 
organisation as a whole. A revised version will be drafted and reviewed at the 
next meeting 
 


1.2 Leadership ‘walkrounds’ were to be reviewed to clarify the objectives and simplify 
the standard questions so that an analysis of themes can be identified and 
actions suggested.  


 
1.3 The Committee received and approved the terms of reference for a joint 


UHB/NBT Clinical Ethics Advisory Group. It would provide ethical advice to 
clinical staff on individual cases, an ethics input into Trust policies on patient care 
and input into clinical ethics education and training for medical and allied health 
professionals. The Trusts faced similar issues and the establishment of the group 
would be mutually beneficial and an efficient way of sharing knowledge, expertise, 
experience and resource in terms of university representation. The Group would 
report to the Quality and Risk Management Committee on important issues and 
provide it with an annual report. 


 
1.4 In the light of lessons to be learned from the Mid Staffordshire Hospitals NHS 


Trust and its subsequent Francis reports and changes to legislation on bribery, 
three of the Trust’s policies relating to individual and organisational behavioural 
governance have been revised. The Q&RMC approved the new Standards of 
Business Conduct and Raising Concerns policies with amendments and the 
Counter Fraud and Corruption policy was approved by the Audit Committee.  


 
1.5 The Committee also reviewed a policy to set out the actions required to minimise 


the risk of patients being left with little attention in the Emergency Department 
corridors when it was experiencing periods of Black escalation. With some 
amendments it was decided the policy should be formally ratified by the Trust 
Management Team and the Clinical Risk Committee. 


 
2. Assurance Reports directly reviewed by G&RMC 
 


2.1 Elsewhere on the board agenda is a report outlining the achievements to date, 
the current work and the on-going work plan on the recommendations from the 
Francis Report. The Committee reviewed the responses to the recommendations 
mapped against the new CQC regime key questions and the approach taken as 
part of the Trust’s drive to constantly improve. It also noted the two further reports 
from Sir Bruce Keogh and Don Berwick which will be taken into account in future 
actions. The Committee approved its publication and the actions. 


 
2.2 The Committee reviewed the annual report from the Health and Safety Committee 


and noted the work on stress, the reduction of Legionella, new policies and 
training packages developed, reviews of policies and introduction of safer 
devices. No enforcement actions had been received, the British Safety Council 
audit had awarded the Trust three out of five stars, significant improvements had 
been seen in repeat audits of directorates and RIDDOR incidents had fallen.  
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2.3 The Committee reviewed the annual report from the Director of Infection 
Prevention and Control and noted work undertaken to reduce health care 
acquired infection. The Trust had incurred 84 cases of C Difficile, a rise of five 
against the previous year and five cases of MRSA against eleven the previous 
year. The target to reduce the incidence of MSSA to 26 cases was achieved. The 
report also discussed the outbreak of Pseudomonas aeruginosa in the NICU in 
which one baby had died and the actions to bring it under control. 


 
2.4 The Committee reviewed the annual report on safeguarding children and noted 


the actions on undertaking serious case reviews, mapping peer reviews in 
directorates and recovering training compliance levels. 


 
2.5 The Committee also reviewed the annual report on safeguarding adults 


incorporating reports on Dementia and Learning Disabilities. It highlighted the 
numbers of staff trained in safeguarding which was just below the target figure at 
the end of the year for all levels with expectation that 90% would be achieved 
within the first quarter of 2013/14. An adult safeguarding lead post had been 
established. A peer review of dementia care had been completed which recorded 
significant progress and feedback had been incorporated into the latest Dementia 
Plan. 120 staff had received specific training as dementia champions. Since 
December 2012 all persons with learning disabilities who were admitted to 
hospital had been assessed within 48 hours  


 
3. Assurance Reports from Sub-Committees 
 


3.1 Clinical Risk Committee 
  


No incidents had breached the two day reporting deadline in July or August and 
the committee was confident that issues were being escalated appropriately. The 
backlog of incidents to be uploaded to the Ulysses Safeguard system was 
reducing and the submission of RCA reports with sign-off by directorate 
management teams was improving. 


 
3.2 Control of Infection Committee 
  


There had been no cases of MRSA bacteraemia and screening of patients was 
above the target. MSSA bacteraemia cases were within the target trajectory and 
the trust-wide compliance of infection control training was at 87%. 


 
3.3 Patient Records Committee 
 
 Fortnightly meetings are taking place to ensure merging of patient records in 


chronological order continues smoothly. 
 
3.4 Risk and Compliance Committee 


 
All but one directorate is now logging risks on the RiskWeb system and work is 
being undertaken with the NHS Litigation Authority to understand its new system 
of assessing risks and setting premiums. 
 


4. Key Risk Areas 
 


4.1 Risk Management Process 
 


Currently risks tend to be identified and scored on a reactive basis. Effective risk 
management is forward looking and seeks to identify risks to meeting objectives. 
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As part of the planning process for 2014/5 the approach to assessment of risk  in 
directorates will need to be reviewed  


 
4.2 Health and Safety 
 


The Health and Safety Committee has identified four potential risks which it will 
be addressing in 2013/4: 
 
• Poor self-monitoring of health and safety compliance by wards and 


departments 
• the number of reported RIDDOR incidents 
• continuing staff attendance at health and safety related mandatory training 
• work related stress due to the amount of change within the Trust 


 
4.3  Infection Control 
 


C Diff cases, as reported to the Board remained above target. 
 
4.4. Safeguarding Issues 
 


Maintenance of training in all safeguarding aspects will be challenging In the run 
up to, and immediate post launch, of the new hospital and an overall integrated 
training plan is being devised. All policies will need reviewing to ensure they are 
compatible with processes required for the new hospital. Ensuring best practice in 
caring for dementia sufferers is embedded in every setting will be a challenge. 


 
4.5 Clinical Risks 
 


Two never events were reported in August relating to the same patient involving a 
retained needle and a retained swab. An internal risk review meeting was held 
with immediate actions to improve communication and engagement.  
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Report to: Trust Board Agenda item:  6.5 


Date of Meeting: 31 October 2013 


 


Report Title: Board Risk & Assurance Register – Quarterly Update 


Status: For information discussion assurance approval 


  x x 


Prepared by: Paul Cresswell, Trust Secretary 


Executive Sponsor (presenting): Andrea Young, Chief Executive 


Appendices (list if applicable):  Appendix A – BR&AR Risk Tracker  


 Appendix B – BR&AR Action Tracker  


 Appendix C – Full BR&AR 


Executive Summary:  


This report summarises the quarterly update of the Board Risk & Assurance Register 
(BR&AR), which assesses ‘board owned’ risks that may affect delivery of the Trust’s ‘big 5’ 
objectives and the controls and assurances in place to mitigate them. 
 
Movements in BR&AR since July 2013 
 
Appendix C reports the full BR&AR. Revisions to the July 2013 position are shown in red 
font for ease of reference and illustrate the dynamic nature of the risk profile and mitigating 
actions being undertaken. The actions shown within the BR&AR are targeted to reduce 
these risks.  
 
The overall risk profile for the Trust as reflected in the BR&AR risk profile has improved 
since July,  
 
Key Risk Changes (Appendix A); 
 
No new risks have been added to the BRAR for this quarter. 
 
Reductions in risk score; 


 IBP2 (performance): from 16 to 12. 


 SR3.1 (Delivery of Operating Plan in time): from 12 to 8 


 SR3.5 (Rehab bed provision): from 9 to 6 


 SR3.6 (Sustainability of SGCHS services): from 9 to 4. 


 SR3.7 (legal risks from competition requirements): reduced from 9 to 6. 


 IBP9 (cost control): reduced from 9 to 6. 


 IBP10 (Monitor downside risks): reduced from 12 to 6. 


 SR5.2 (achieving FT status): from 12 to 9. 
 
These reflect the improvements seen in the Trust’s Governance Risk Rating and its 
Financial Risk Rating, as reported elsewhere in the board agenda. In addition other risks 
relating to transfer of services (current and future) and future achievement of FT status 
have reduced as greater certainty over the management of the issues in those areas has 
been obtained in the last quarter. 
 
Increases in risk score are evident; 


 IBP1 (quality standards): from 8 to 12.  


 SR4.1 (Workforce stress/performance issues): from 12 to 16. 


 IBP11: (Workforce restructure in line with plan): from 9 to 12. 
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These risks reflect the potential impact of the staff consultations currently underway and 
the extent of workforce reconfiguration required between now and opening of the new 
hospital at Southmead in 2014. Mitigation actions are in place to manage this significant 
change programme efficiently and to support staff during its completion. Quality 
governance systems are in place to track any adverse indicators that flag potential risks to 
patient quality. 
 
Action Status  (Appendix B) 


 Actions Closed : 15 


 New Actions: 27 


 Green Actions:16 


 Amber actions: 10 


 Red actions: 1 
 
The red action relates to quality assuring IT actions required in relation to changes in 
Disaster Recovery arrangements within the context of Frenchay closure.  
 
New Hospital Risk Reporting 
 
‘At the July 13 BR&AR update a question was asked about how ‘New Hospital’ risks linked 
into the Trust’ risk management process. The diagram below explains how these report 
through the PMO and into an appropriate risk forum. 


High scoring New Hospital Risks (‘20+’) are fast-tracked to the Associate Director of PMO 


to ensure they are responded to quickly.  


 
 
Reporting of Operational Risks (Appendix A) 
 
There are 10 ‘bottom up’ operational risks scoring 16 or above identified for highlight 
reporting to the Board. These are flagged for Trust Board until reduced below 16. 
Mitigation actions are in place and overseen as set out below. 
 


Oversight Responsibility Risks 16+ 


Quality & Risk Management Committee 1 


Programme Management Office (Executive Review themes) 6 


Move Project 3 


 
 


 


Action Required:  


The Trust Board is requested to:  


 consider the adequacy of risks, controls, assurances and actions reported 


 approve the updated BR&AR 


 note the operational risk scores now included within the Risk Tracker and the 
oversight of these via QRMC, MOVE and PMO respectively. 
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Key Risks: The BR&AR defines and assess the principle strategic 
risks facing the Trust, as well as the controls and 
assurance in place to mitigate these.  
Failure to demonstrate effective strategic risk 
management undermines the Trust’s reputation and 
also the FT application process. 


Impact on Patients: The effective management of risk helps to improve the 
safety of patient care. 


Impact on Staff: Workforce risks and actions are reflected in the BR&AR 
– particularly objective 4. 


Link to Trust Objectives:  The BR&AR is specifically mapped against all of the 
Trust’s Big 5 objectives. 


Care Quality Commission 
outcomes: 


All regulatory requirements are generally relevant. 


NHS Constitution: All regulatory requirements are generally relevant. 


Financial Issues: Reflected within relevant risks. 


Legal/regulatory Issues: The Board Risk & Assurance Register and underlying 
risk management systems underpin Board statement 
nos. 7, 8, 9 and 10 within the NTDA’s Accountability 
Framework 


Equality Issues considered: Not relevant within this corporate framework. 
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The contents of this report relate only to the matters which have come to our attention, 


which we believe need to be reported to you as part of our audit process.  It is not a 


comprehensive record of all the relevant matters, which may be subject to change, and in 


particular we cannot be held responsible to you for reporting all of the risks which may affect 


the Trust or any weaknesses in your internal controls.  This report has been prepared solely 


for your benefit and should not be quoted in whole or in part without our prior written 


consent. We do not accept any responsibility for any loss occasioned to any third party acting, 


or refraining from acting on the basis of the content of this report, as this report was not 


prepared for, nor intended for, any other purpose.  
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Introduction to our review 


The Quality Account 


The Quality Account is an annual report to the public from providers of  


NHS healthcare about the quality of  services they deliver. The primary 


purpose of  the Quality Account is to encourage boards and leaders of  


healthcare organisations to assess quality across all the healthcare services 


they offer. It allows leaders, clinicians, governors and staff  to show their 


commitment to continuous, evidence-based quality improvement, and to 


explain progress to the public. 


 
The Trust's responsibilities 


All providers of  NHS healthcare services in England are required by 
section 8 of  the Health Act 2009 to publish a Quality Account for each 
financial year which must include prescribed information set out in the 
NHS (Quality Account) Regulations 2010, the NHS (Quality Account) 
Amendment Regulations 2011 and the NHS (Quality Account) Amendment 
Regulations 2012 (collectively referred to as “the Regulations”). The 
Department of  Health has issued guidance on the form and content of  
annual Quality Accounts (which incorporates the legal requirements in the 
Health Act 2009 and the Regulations). 


In preparing the Quality Account, the Directors are required to take steps 
to satisfy themselves that: 
• the Quality Account presents a balanced picture of  the Trust’s 


performance over the period covered 
• the performance information reported in the Quality Account is 


reliable and accurate 
• there are proper internal controls over the collection and reporting of  


the measures of  performance included in the Quality Account, and 
these controls are subject to review to confirm that they are working 
effectively in practice 


• the data underpinning the measures of  performance reported in the 
Quality Account is robust and reliable, conforms to specified data 
quality standards and prescribed definitions, and is subject to 
appropriate scrutiny and review 


• the Quality Account has been prepared in accordance with 
Department of  Health guidance. 


The Directors are required to confirm compliance with these 
requirements in a statement of  Directors’ responsibilities within the 
Quality Account. 


 
The auditor's responsibilities 


We are required by the Audit Commission to perform an independent 
assurance engagement in respect of  the Quality Account for the year 
ended 31 March 2013 and certain performance indicators contained 
therein as part of  our work under section 5(1)(e) of  the Audit Commission 
Act 1998. 


Our responsibility is to form a conclusion, based on limited assurance 
procedures, on whether anything has come to our attention that causes us 
to believe that: 
• the Quality Account is not prepared in all material respects in line with 


the criteria set out in the Regulations 
• the Quality Account is not consistent in all material respects with the 


sources specified in the NHS Quality Accounts Auditor Guidance 2012/13 
issued by the Audit Commission on 25 March 2013 (“the Guidance”) 


• the indicators in the Quality Account identified as having been the 
subject of  limited assurance, are not reasonably stated in all material 
respects in accordance with the Regulations and the six dimensions of  
data quality set out in the Guidance. 
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Introduction to our review (continued) 


We read the Quality Account and conclude whether it is consistent with 


the requirements of  the Regulations and to consider the implications for 


our report if  we become aware of  any material omissions. 


We read the other information contained in the Quality Account and 


consider whether it is materially inconsistent with the documents specified 


in the Regulations. 


We consider the implications for our report if  we become aware of  any 


apparent misstatements or material inconsistencies with these documents. 


Our responsibilities do not extend to any other information. 


This report to the Board summarises the results of  this independent 


assurance engagement, and is made solely to the Board of  Directors of  


the Trust in accordance with Part II of  the Audit Commission Act 1998 


and for no other purpose, as set out in paragraph 45 of  the Statement of  


Responsibilities of  Auditors and Audited Bodies published by the Audit 


Commission in March 2010. 


This report to the Board is provided in conjunction with our signed 


limited assurance report, which is published with the Trust's Quality 


Account which enables the Board of  Directors to demonstrate that they 


have discharged their governance responsibilities by commissioning an 


independent assurance report in connection with the indicators. 


To the fullest extent permissible by law, we do not accept or assume 


responsibility to anyone other than the Board of  Directors as a body and 


the Trust for our work or this report save where terms are expressly 


agreed and with our prior consent in writing. 


 


Assurance work performed 


We conducted this limited assurance engagement under the terms of  the 
Audit Commission Act 1998 and in accordance with the Guidance. Our 
limited assurance procedures included: 
• evaluating the design and implementation of  the key processes and 


controls for managing and reporting the indicators 
• making enquiries of  management 
• testing key management controls 
• limited testing, on a selective basis, of  the data used to calculate the 


indicator back to supporting documentation 
• comparing the content of  the Quality Account to the requirements of  


the Regulations 
• reading the documents. 


 
Limitations 


Non-financial performance information is subject to more inherent 
limitations than financial information, given the characteristics of  the 
subject matter and the methods used for determining such information. 


The absence of  a significant body of  established practice on which to 
draw allows for the selection of  different but acceptable measurement 
techniques which can result in materially different measurements and can 
impact comparability. The precision of  different measurement techniques 
may also vary. Furthermore, the nature and methods used to determine 
such information, as well as the measurement criteria and the precision 
thereof, may change over time. It is important to read the Quality 
Account in the context of  the criteria set out in the Regulations. 


The scope of  our assurance work has not included governance over 
quality or non-mandated indicators which have been determined locally by 
the Trust. 
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Qualified conclusion 


Basis for qualified conclusion 


The Quality Account did not fully comply with the requirements set out 


in the Regulations as the data made available by the Information Centre in 


relation to the following issues was not reported: 


 the number and rate of  patient safety incidents reported within the 


reporting period, and the number and percentage of  such patient 


safety incidents that resulted in severe harm or death; and 


 a comparison of  the number of  patient safety incidents and the 


percentage of  these that resulted in severe harm or death with: 


 the national average; and 


 with those trusts with the highest and lowest, for the reporting 


period. 


We were unable to complete our testing of  the percentage of  patients 


risk-assessed for venous thromboembolism as of  the 20 sets of  patient 


notes that we requested only 18 were obtained. As a result we are unable 


to conclude on the accuracy, validity, relevance and timeliness dimensions 


of  data quality for this indicator. 


Our limited assurance opinion 


Based on the results of  our procedures, with the exception of  the matters 
reported in the paragraph above, nothing has come to our attention that 
causes us to believe that, for the year ended 31 March 2013: 
• the Quality Account is not prepared in all material respects in line with 


the criteria set out in the Regulations 
• the Quality Account is not consistent in all material respects with the 


sources specified in the Guidance 
• the indicators in the Quality Account subject to limited assurance have 


not been reasonably stated in all material respects in accordance with 
the Regulations and the six dimensions of  data quality set out in the 
Guidance. 


 


 


Key messages 


We would like to highlight the following key message arising from our 
review: 
• The Trust should ensure that the NHS Quality Account Regulations 


and Department of  Health requirements are fully complied with. 
 
Acknowledgements 


We would like to thank the Trust staff  for their co-operation in 
completing this review. 
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Compliance with regulations 


 


Requirement 


 


Work performed 


 


Conclusion 


 


Compliance with regulations We reviewed the content of the Quality Account against the 


requirements of  'the Regulations’ set by the Secretary of State, as 


described  in: 


• the National Health Service (Quality Accounts) Regulations 2010 


• the National Health Service (Quality Accounts) Amendment 


Regulations 2011 


• the National Health Service (Quality Accounts) Amendment 


Regulations 2012. 


 


There were a number of areas in which the Trust did not 


disclose the mandatory information; in this case data provided 


by the Information Centre: 


• the percentage of records including the patient's General 


Medical Practice Code 


• responsiveness to the personal needs of patients 


• the percentage of people who were admitted to hospital and 


who were risk assessed for venous thromboembolsim (the 


Trust provided its own figure) 


• rate per 100,000 bed days of C.difficile infection (the Trust 


only reported the number of cases) 


• number of patient safety incidents and the number and 


percentage of such incidents that resulted in  severe harm 


or death (the Trust reported the number of serious incidents 


based on its own data) 


• where available, comparison  of the numbers, percentages, 


values, scores or rates of the trust with the national average 


and with those trusts with the highest and lowest. 


 


The Quality Account was amended to reflect these 


requirements, with the exception  of the required patient safety 


incident disclosures. 


 


We checked that the Quality Account had been prepared in line with the requirements set out in the Regulations. 
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Consistency of  information 


Requirement 


 


Work performed 


 


Conclusion 


 


Consistency with other sources of 


information 


We reviewed the content of the Quality Account for consistency with 


specified documentation, set out in the auditor's guidance provided 


by the Audit Commission. This includes the board minutes for the 


year, feedback from commissioners, and survey results from staff 


and patients. 


Nothing has come to our attention that causes us to believe 


that, for the year ended 31 March 2013, the Quality Account is 


not consistent in all material respects with the sources 


specified in the Guidance. 


Other checks We also checked the Quality Account: 


• to check the consistency of indicator commentary with the 


reported outcomes 


• to check that Directors' Assertions on controls are consistent with 


disclosures in the Annual Governance Statement. 


Overall, we concluded that: 


• the indicator commentary was consistent with the reported 


outcomes 


• Directors' Assertions on controls are consistent with 


disclosures in the Annual Governance Statement. 


 


We checked that the Quality Account is consistent in all material respects with the sources specified in the Department of  Health guidance. 
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Data quality of  reported performance indicators 


Selecting performance indicators for review 


The Trust is required to obtain assurance from its auditors over two indicators. 


The first is the number of  patient safety incidents that occurred within the Trust, and the percentage of  such incidents that resulted in severe harm or 
death. 


The Audit Commission requires that we then select one further indicator from the subset of  three mandated indicators applying to this type of  Trust. 


In line with the auditor guidance, and with the agreement of  the Trust, we have reviewed the following indicators:  
• patient safety: the percentage of  patient safety incidents resulting in severe harm or death 
• venous thromboembolism: the percentage of  adult inpatients risk-assessed for venous thromboembolism (VTE). 


We undertook substantive testing on two indicators in the Quality Account to report on whether there is evidence to suggest that they have not 
been reasonably stated in all material respects in accordance with the Regulations and the six dimensions of  data quality set out in the Department 
of  Health guidance. 
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Data quality of  reported performance indicators (continued) 


Indicator & Definition 


 


Indicator 


outcome 


Work performed 


 


Conclusion 


 


Percentage of patient safety incidents 


resulting in severe harm or death. 


 


Number of patient safety incidents resulting in 


severe harm or death at a trust reported through 


the National Reporting and Learning Service 


(NRLS), divided by the Number of patient safety 


incidents reported at a trust reported through the 


NRLS. 


Not 


disclosed, 


only the 


number of 


severe 


patient 


incidents 


We reviewed the process used to collect data 


for the indicator. We then tested a sample of  


20 patient safety incidents, including instances  


resulting in severe harm or death, in order to 


ascertain the accuracy, completeness, 


timeliness, validity, relevance and reliability of 


the data, and whether the calculation is in 


accordance with the definition. We also 


checked that the indicator presented in the 


Quality Account reconciled  to  the underlying 


data. 


Based on the results of our procedures , nothing has come 


to our attention that causes us to believe that, for the year 


ended 31 March 2013, the number of serious incidents has 


not been reasonably stated in all material respects. 


However, the requirement is to report the number of 


patient safety incidents and the percentage of these that 


are serious incidents i.e. resulting in severe harm or death. 


The latter has not been disclosed. 


As noted on page 7, the  Information Centre figures 


relating to patient safety incidents have not been disclosed 


in the Quality Account. 


Venous thromboembolism 


 


Per cent of all adult inpatients that have had a 


VTE risk assessment on admission to hospital 


using the clinical criteria of the national tool. 


95% We reviewed the process used to collect data 


for the indicator. We then tested a sample of  


20, in order to ascertain the accuracy, 


completeness, timeliness, validity, relevance 


and reliability of the data, and whether the 


calculation is in accordance with the definition. 


We also checked that the indicator presented 


in the Quality Account reconciled  to  the 


underlying data. 


The Trust was only able to obtain the patient notes for 18 


of the 20 in our sample within the required timescale. As a 


result, we were unable to fully complete our testing and 


therefore had to qualify the  conclusion in relation to the 


accuracy dimension of data quality. 


VTE assessment forms were provided for each of the 18 


patients  other than for one patient who self discharged 


before the assessment could be undertaken. 
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Fees 


Fees for the audit of the Quality Account 


Service Fees £ 


For the audit of the Quality Account 2012/13 £10,000 (included in the scale 


fee) 


Our fee assumptions include: 


 our fees are exclusive of VAT  


 supporting information for disclosures in the 


Quality Report is supplied by the Trust, by the 


agreed dates and in accordance with the agreed 


timeframe 


 the Trust ensures management and staff are 


available when required to help us locate 


information and to provide explanations. 
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Action plan 


Rec 


No. Recommendation Priority Management response 


Implementation date & 


responsibility 


High/ Medium/ 


Low (Best 


Practice) 


1 Compliance requirements 
Ensure that all Quality Account 
Regulations are complied with including 
disclosure of relevant information received 
from the Information Centre 


High An action plan is in place to ensure all Quality Account 


regulations when they are published for the 2013/14 


accounts, are complied with.  


Head of Clinical Governance 


  


April 2014 


2 Performance indicator testing 
Ensure that, where requested, patient 
notes are provided in good time so that the 
required testing can be undertaken and 
appropriately concluded. 


High On the proviso that there is clear instruction from 


auditors on what element of patient notes are required 


and the audit is undertaken in a timely manner in 


accordance with Trust production schedules for the 


Quality Account – the specified patient records will be 


provided in the required timeframe. 


 


It has been agreed with the auditor that, where possible, 


the bulk of the required testing will be undertaken as 


part of the interim audit. This flexibility will help give the 


Trust the time to address any issues i.e. to find any 


patient notes that are not immediately available. 


Head of Clinical Coding 


  


May 2014 
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Report to: Trust Board Agenda item:  8.2 
Date of Meeting: 31 October 2013 
Report Title: NBT/UHB Partnership Programme Board  


– 17 October 2013 
Status: For information discussion assurance approval 


x  x  
Prepared by: Harry Hayer 
Executive Sponsor (presenting): Harry Hayer, Director of Organisation, People & 


Performance 
Appendices (list if applicable): Appendix 1 – Summary of PPB Meeting held on 17 


October 2013. 
Executive Summary:  
 
The NBT/UHB Partnership Programme Board (PPB) Meeting last met on 17 October 
2013. 
 
Items covered by the PPB on 18 September were :- 
 


• Review of Partnership Agreement 2010 
• Bristol Acute Services Review – Next Steps 
• Lessons Learned from Service Transfers 
• Severn Pathology/Histopathology 
• Vascular Services 
• Centralisation of Specialist Paediatrics 
• Pay, Terms and Conditions 
• Cleft Service Transfer 


 
The attached note sets out a summary of the items discussed.  
 
The PPB is now chaired by Professor Avril Waterman-Pearson). 
 
The next meeting of the PPB will take place on 16 December 2013. 
 
Action Required:  
 
The Trust Board is requested to NOTE this paper. 
 
Key Risks: The inability to work in close and constructive partnership 


with UHB presents service and financial risks 
Impact on Patients: Partnership working will enhance the patient experience 


in the city 
Impact on Staff: The two Trusts employ in excess of 17,000 staff. 


Effective partnership working will result in improved staff 
productivity, morale and utilisation 


Link to Trust Objectives:  All 
Care Quality Commission 
outcomes: 


As relevant 


NHS Constitution: All 
Financial Issues: Financial issues are fully considered 
Legal/regulatory Issues: As relevant 
Equality Issues considered: As relevant 
 


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


section' of any meeting. 
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Agenda Item 6.3 
Report to Trust Board – September 2013 


 
 


Title:   Monthly Infection Control Report  


Purpose of paper:  To update Trust Board on Infection Control performance 


To Note 


Executive Summary:  
 


 
  Apr May Jun July Aug Sept Oct Nov Dec Jan Feb Mar 


Hand Hygiene month  G G G G R G          
MRSA screening 


(elective) month G G G G G G       
 


  
MRSA screening 


(emergency) month G G G G G R     
 


   
Mandatory 


training  month G G G G 
 
G G     


 
  


 
 
 
MRSA         


• There has been 1 reported case of MRSA bacteraemia in September 
attributable to the Trust. This was a complex trauma patient. Investigation 
continues to determine where the MRSA was acquired. Learning to date has 
concerned invasive device management. 


 
MRSA Non Elective Screening 
 MRSA non elective screening in September was 88.8% against a target of 


90%. This target has not been missed previously in 2013 and work is 
underway to investigate the location of problems and underlying cause. 


 
 
 


    
  Q1 July Aug Sept Q2   


 


MRSA month  G G R 
 YTD  G G R 


MSSA month  G R R 
 YTD  G G G 


E-coli month  R R R 
 YTD  R R R 


C.diff month  R G R 
 YTD  R R R 


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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MSSA  
• There were two cases of MSSA bacteraemia attributable to NBT in       


September. 
• There have been a total of 9 cases in 2013/14 (target: fewer than 21 cases) 


 
Clostridium difficile   


• 5 cases attributable to the Trust in September 2013. A full investigation into 
each case is being undertaken to establish cause and ensure agreed Trust 
policies were followed. 


• A total of 30 cases to date for 2013/14 against a target for the year of 42. 
• During 2013 there is evidence of reducing numbers but the target remains 


challenging. 
• Cross infection in the Trust remains rare. 
• The deep clean programme will continue to completion in October. 
• Use of probiotics for patients on antibiotics has been rolled out to all ward 


areas. 
 


E-Coli 
• There were 12 cases of E-coli bacteraemia during September 2013 


attributable to the Trust, 50 cases to date 2013/14 against an internally set 
target of 75 cases. There is no national target set for this infection. 


 
Catheter Associated Urinary Tract Infection (CAUTI) 


• EColi infection is a common cause of catheter associated UTI. However there 
are other bacteria that cause CAUTI and EColi bacteraemia occurs for 
reasons other than CAUTI. 


• The Trust audits cases of CAUTI monthly as one element of the National 
Safety thermometer. Further monitoring is required to understand the 
variation in this data and how the data can be used to drive improvement. 


• Previously described High Impact Interventions that reduce CAUTI continue 
to be monitored and results appear on the ward level quality synopsis. 


• A CAUTI group has been established with appropriate clinical leadership to 
develop the improvement work to minimise CAUTI.  


 
Hand Hygiene  


• Hand hygiene audit compliance was at 95% for September, achieving 
compliance. 
 


Norovirus 
• In September no wards were placed under restricted access due to confirmed 


Norovirus. 
 


Incidents 
There have been two unrelated cases reported of patients with TB admitted to 
the Trust. The infection prevention and control team are collaboratively 
investigating each case with Occupational Health and the Medical 
Directorate. Public Health England has been informed. 


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


 
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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Key Risks: 


• Non achievement of DH 2013/14 C.diff trajectory of 42  
• Non achievement of DH 2013/14 MRSA bacteraemia trajectory of 0 
• Non achievement of MRSA emergency screening target which is set at 90%    
• Infection control mandatory training compliance 


 
Impact on Patients: Patients deserve the highest level of professional standards. 
 
CQC Outcome:    Outcome 8 (regulation 12)  
Responsible Committee:    Control of Infection Committee 
 
Presented by: Chris Burton Medical Director /DIPC 
Prepared by: Samantha Matthews – Clinical Matron IPC                                                


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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		To Note

		MRSA

		 There has been 1 reported case of MRSA bacteraemia in September attributable to the Trust. This was a complex trauma patient. Investigation continues to determine where the MRSA was acquired. Learning to date has concerned invasive device management.

		MRSA Non Elective Screening

		 MRSA non elective screening in September was 88.8% against a target of 90%. This target has not been missed previously in 2013 and work is underway to investigate the location of problems and underlying cause.

		MSSA

		Catheter Associated Urinary Tract Infection (CAUTI)

		 EColi infection is a common cause of catheter associated UTI. However there are other bacteria that cause CAUTI and EColi bacteraemia occurs for reasons other than CAUTI.

		 The Trust audits cases of CAUTI monthly as one element of the National Safety thermometer. Further monitoring is required to understand the variation in this data and how the data can be used to drive improvement.

		 Previously described High Impact Interventions that reduce CAUTI continue to be monitored and results appear on the ward level quality synopsis.

		 A CAUTI group has been established with appropriate clinical leadership to develop the improvement work to minimise CAUTI.

		Hand Hygiene

		 Hand hygiene audit compliance was at 95% for September, achieving compliance.

		 In September no wards were placed under restricted access due to confirmed Norovirus.

		Incidents

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

		Impact on Patients: Patients deserve the highest level of professional standards.
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Executive summary 


Overall review of 


financial 


statements 


Purpose of this Letter 


Our Annual Audit Letter ('Letter') summarises the key findings arising from the 


following work that we have carried out at North Bristol NHS Trust ('the Trust') 


for the year ended 31 March 2013: 


• auditing the 2012/13 accounts (Section two) 


• assessing the Trust's arrangements for securing economy, efficiency and 


effectiveness in its use of resources (VFM conclusion - Section three) 


• reviewing the Trust's Quality Account (Section four). 


 


The Letter is intended to communicate key messages to the Trust and external 


stakeholders, including members of the public. 


 


We reported the detailed findings from our audit work to those charged with 


governance in the Audit Findings Report on 4 June 2013. 


 


Responsibilities of the external auditors and the Trust 


This Letter has been prepared in the context of the Statement of Responsibilities 


of Auditors and Audited Bodies issued by the Audit Commission (www.audit-


commission.gov.uk). 


 


The Trust is responsible for preparing and publishing its financial statements, 


accompanied by an Annual Governance Statement. It is also responsible for 


putting in place proper arrangements to secure economy, efficiency and 


effectiveness in its use of resources (Value for Money). 


Our annual work programme, which includes nationally prescribed and locally 


determined work, has been undertaken in accordance with the Audit Plan that 


we issued on 26 March 2013 and was conducted in accordance with the Audit 


Commission's Code of Audit Practice ('the Code'), International Standards on 


Auditing (UK and Ireland) and other guidance issued by the Audit Commission. 


 


Audit conclusions 
The audit conclusions which we have provided in relation to 2012/13 are as 


follows: 


 


• an unqualified opinion on the accounts which give a true and fair view of the 


Trust's financial position as at 31 March 2013 and its income and 


expenditure for the year 


• an unqualified conclusion in respect of the Trust's arrangements for securing 


economy, efficiency and effectiveness in its use of resources 


• a qualified limited assurance report in respect of the Trust's Quality Account 


as not all mandatory reporting requirements were complied with and, in 


relation to the venous thromboembolism performance indicator,  specific 


supporting evidence was not available in a small number of cases. 


• a group assurance certificate, issued to the National Audit Office, in respect 


of Whole of Government Accounts. This only highlighted one issue for the 


group auditor to consider. As all issues in excess of £250,000, including intra-


NHS imbalances, had to be reported to the group auditor, we reported that 


£594,000 of non-contracted activity had not been allocated to PCTs. This 


was reported for information, not as an error. 
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Overall review of 


financial 


statements 


Key areas for Trust attention 


The Trust should focus on the following key areas to improve its underlying 


arrangements in the forthcoming and future periods. 


 


- There was a £6.3 million shortfall  (25.2%) against the planned CIP for 


2012/13. The shortfall was covered by the use of central contingencies, non-


recurrent savings and other mitigating actions. 


o Where recurrent savings are not implemented as agreed, take action to 


bring back on track or identify other recurrent savings. 


o Reports should also provide an explanation of why savings are not 


delivered by the planned date. 


o Reports on performance against savings plans should provide more detail 


on the more significant savings schemes. 


- At the time of our review, the Trust still had to identify £7.4 million of savings 


(risk adjusted) for 2013/14. Further schemes continue to be identified to 


address this shortfall. The shortfall has now reduced to £6.9 million. 


o The Trust needs to ensure that risk adjusted savings that meet the annual 


requirement are identified and implemented promptly. 


- The Trust relies heavily on temporary staff (some 10% of total staffing). Most 


of this spend is on bank, rather than agency, staff. New controls have been put 


in place to reduce both bank and agency costs. 


o The Trust should ensure that the revised bank and agency controls are 


fully applied. 
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Audit of  the accounts 


Significant findings 


 


Audit of the accounts 


The key findings of our audit of the accounts are summarised below: 


 


Preparation of the accounts 


The Trust presented us with draft accounts on 22 April 2013, in accordance 


with the national deadline. Appropriate working papers were made available 


from the start of the audit fieldwork, which commenced on that date.   


The accounts and working papers were of a good standard. 


Issues arising from the audit of the accounts 


We did not identify any adjustments affecting the Trust's retained surplus 


position .  The draft accounts reported a retained surplus of £7.002 million. The 


audited accounts showed  an unchanged position.   


Although not impacting on the reported surplus, there were two adjusted 


misstatements and two unadjusted misstatements, neither of which were 


material. 


Annual Governance Statement and Annual Report 


Both the Annual Governance Statement and the Annual Report  complied with 


Department of Health requirements. 


 


 


 


 


Conclusion 


Prior to giving our opinion on the accounts, we are required to report 


significant matters arising from the audit to 'those charged with governance' 


(defined as the Audit Committee at the Trust). We presented our report to 


the Audit Committee on 4 June 2013 and summarise only the key messages 


in this Letter. 


 


We issued an unqualified opinion on the Trust's 2012/13 accounts on 4 June 


2013, meeting the deadline set by the Department of Health (DH).  Our 


opinion confirms that the accounts give a true and fair view of the Trust's 


financial affairs and of the income and expenditure recorded by the Trust.   
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Audit of  the accounts (continued) 


Significant findings 


Financial performance 2012/13 


The Trust's Performance against its statutory targets is set out in the table 


below: 


Target Actual Met? 


Surplus/ (deficit) £7 million £7.02 million Yes 


Capital cost absorption 


rate 


3.5% 3.5% Yes 


Capital resource limit Not over  Underspend 


£4,373,000 


Yes 


External finance limit Not over Undershoot 


£3,988,000 


Yes 


• The Trust agreed a recovery plan with the SHA five years ago and this has 


resulted in the Trust achieving its break even duty in 2012/13. The recovery 


plan included planned financial support of £4.452 million in 2012/13. 


 There was a £6.3 million shortfall  (25.2%) against the planned cost 


improvement  programme for 2012/13. The shortfall was met through the 


use of central contingencies, non-recurrent savings and other mitigating 


actions. 


 The underspend against the capital resource limit was due to slippage of the 


capital programme. Expenditure will be incurred in 2013/14. 
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Value for Money  


Overall review of 


financial 


statements 


Value for money conclusion 


The Code of Audit Practice 2010 (the Code) describes the Trust's responsibilities 


to put in place proper arrangements to: 


• secure economy, efficiency and effectiveness in its use of resources 


• ensure proper stewardship and governance 


• review regularly the adequacy and effectiveness of these arrangements. 


  


We are required to give our VFM conclusion based on the following two criteria 


specified by the Audit Commission which support our reporting responsibilities 


under the Code: 


 


The Trust has proper arrangements in place for securing financial 


resilience. The Trust has robust systems and processes to manage effectively 


financial risks and opportunities, and to secure a stable financial position that 


enables it to continue to operate for the foreseeable future. 


 


The Trust has proper arrangements for challenging how it secures 


economy, efficiency and effectiveness. The Trust is prioritising its resources 


within tighter budgets, for example by achieving cost reductions and by improving 


efficiency and productivity. 


 


Key findings 


Securing financial resilience 


We have undertaken a review which considered the Trust's arrangements against 


the three expected characteristics of proper arrangements as defined by the Audit 


Commission: 


• Financial governance 


• Financial planning  


• Financial control. 


  


Our work highlighted that: 


• The assumptions made in developing the long term financial model and the 


2013/14 budget were reasonable, although at the time of our review, the 


Trust still had to identify £7.4 million of savings (risk adjusted) for 2013/14. 


However, further schemes continued to be identified to address this 


shortfall. 


• There was evidence of good internal engagement with directorates, involving 


the Programme Management Office (PMO) and the Trust's executive team, 


in setting the budget for 2013/14.  


• There was a £6.3 million shortfall  (25.2%) against the planned CIP for 


2012/13. The shortfall was covered by the use of central contingencies, non-


recurrent savings and other mitigating actions. 


• The Trust implemented a new patient administration system (Cerner) in 


November 2011. There were implementation problems that affected the 


Trust's ability to accurately report activity and income accurately in 2011/12 


and into 2012/13. The Trust has taken action to address the issues giving rise 


to these problems throughout 2012/13 and now has  appropriate 


arrangements in place to report data accurately. Additional costs were 


incurred in resolving the issues. The potential lack of robust activity 


information may have an impact on contract discussions for 2013/14 and 


beyond as, although the Trust is satisfied that its data is robust, 


demonstrating this to commissioners may be challenging. 
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Value for Money (continued) 


Overall review of 


financial 


statements 


Challenging economy, efficiency and effectiveness 


We have reviewed whether the Trust has prioritised its resources to take 


account of the tighter constraints it is required to operate within and whether it 


has achieved cost reductions and improved productivity and efficiencies. 


 


Our work highlighted that: 


• The Trust has identified consistently high 'length of stay' for patients in 


comparison to other similar bodies via the beds model, which has been 


identified as a significant saving opportunity for the Trust. The Trust has 


identified this as a cross cutting theme and established a length of stay group 


to identify a programme of actions to deliver savings. 


• Quality impact assessments are prepared for each savings plan so that 


planned savings do not impact significantly on the quality and provision of 


services. 


• The Trust continues to challenge the way activities are delivered. This is the 


basis for many of the projects covered by Building our Future and, now, the 


PMO. 


• The Trust makes good use of benchmarking including reference costs, Dr 


Foster (which enables healthcare organisations to benchmark and monitor 


performance against key indicators of quality and efficiency) and south-west 


non pay indicators. 


 


Overall VFM conclusion 


On the basis of our work, and having regard to the guidance on the specified 


criteria published by the Audit Commission, we are satisfied that in all 


significant respects the Trust put in place proper arrangements to secure 


economy, efficiency and effectiveness in its use of resources for the year ending 


31 March 2013. 
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Overall review of 


financial 


statements 


Introduction 


For 2012/13 there is a requirement for the Trust to obtain external audit 


assurance on its Quality Account. In order to provide this assurance we have 


undertaken limited assurance procedures in accordance with guidance issued by 


the Audit Commission to assess whether: 


 
• the Quality Account is prepared in all material respects in line with the criteria 


set out in the Regulations 
• the Quality Account is consistent in all material respects with the sources 


specified in the NHS Quality Accounts Auditor Guidance 2012/13 issued by the 
Audit Commission on 25 March 2013 ('the Guidance') 


• the indicators in the Quality Account identified as having been the subject of 
limited assurance, are reasonably stated in all material respects in accordance 
with the Regulations and the six dimensions of data quality set out in the 
Guidance. 


 


Key findings 


We provided the Trust with a report setting out the detailed findings of our work 


on 21 June 2013. The key matters arising from our work are: 


• The Quality Account did not fully comply with the requirements set out in 


the Regulations as the data made available by the Information Centre in 


relation to the following issues was not reported: 


• the number and rate of patient safety incidents reported within the 


reporting period, and the number and percentage of such patient safety 


incidents that resulted in severe harm or death; and 


• a comparison of the number of patient safety incidents and the 


percentage of these that resulted in severe harm or death with: 


o the national average; and 


o with those trusts with the highest and lowest, for the reporting 


period. 


 


 


Quality Account 


Key findings (continued) 


• testing of venous thromboembolism could not be completed as 


evidence of assessments for two of the 20 patients that we selected was 


not provided. 


• the Quality Account was consistent with other sources such as Board 


papers, patients surveys and staff survey 
 


Conclusions 


We provided a qualified limited assurance opinion on the Trust's Quality 
Account, in accordance with requirements, on 21 June 2103 as a result of 
the  findings from our work. 
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Appendices 


Appendices 
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Fees 


Per Audit plan 


£ 


Actual fees  


£ 


Trust audit 113,740 113,740 


Charitable fund audit 4,050 4,050 


Total audit fees 117,790 117,790 


Appendix A:  Reports issued and fees 


We confirm below our final fees charged for the audit. 


Reports issued 


Report Date issued 


Audit Plan March 2013 


Audit Findings Report June 2103 


Quality Account  Report June 2103 


VfM – Financial Resilience Report May 2013 


Annual Audit Letter June 2013 
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Level 0 Level 1 Level 2 Level 3 Level 4 Level 5 Total Elgar NeuroPsy Total


Brunel (see notes )


Staff Group Band Wte Wte Wte Wte Wte Wte Wte Wte Wte Wte


Registered (RN) Band 7 2.00 2.00 4.00 6.00 3.00 3.00 20.00 2.00 1.00 23.00


Band 6 10.45 7.20 14.40 21.60 10.80 10.80 75.25 5.35 1.00 81.60


Band 5 52.25 29.94 96.13 104.82 72.08 45.10 400.31 24.06 8.96 433.33


Non Registered (HCA) Band 4 10.45 5.32 20.02 21.29 13.43 7.99 78.50 10.65 0.00 89.15


Band 3 11.98 11.90 21.47 31.50 18.81 18.43 114.08 13.31 2.66 130.05


Band 2 9.04 11.90 21.47 26.17 18.81 18.43 105.81 13.31 2.66 121.78


Band 1 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00


Total Nursing 96.16 68.27 177.48 211.38 136.92 103.74 793.96 68.67 16.28 878.91


Beds 64 60 128 191 104 96 643 68 10 721


Cost per bedday 152 110 135 109 129 104 121 94 163 119


Wte per bed 1.50 1.14 1.39 1.11 1.32 1.08 1.23 1.01 1.63 1.22


% Trained 67% 57% 65% 63% 63% 57% 62% 46% 67% 61%


% HCA 33% 43% 35% 37% 37% 43% 38% 54% 33% 39%


No of patients per RGN- days 5 8 6 7 6 8 7 9 5 7


No of patients per RGN- nights 6 10 8 10 8 9 9 9 5 9


No of patients per RGN - average 5 9 7 8 7 9 8 9 5 8


Notes


1. Total excludes Women and Children beds of 162


2. Total excludes critical care 42 beds


3. Total excludes 16 seated assessment beds


Appendix 2. Staffing summary by Floor -inpatient beds excluding Critical Care








 
 


Report to: Trust Board Agenda item:  9.3 
Date of Meeting: 31st October 2013 
Report Title: Review of outcome of Quality Account Audit 2012/13 


& actions to Improve for 2013/14 
Status: For information Discussion assurance approval 


 X  X 
Prepared by: Paul Cresswell, Trust Secretary & Lesley Le Pine, 


Head of Clinical Governance 
Presented by: Sue Jones, Director of Nursing 
Appendices (list if applicable): N/A 
 
Executive Summary:  
 
Qualified External Audit Conclusion – Quality Account 2012/13 
Attached is the ‘qualified conclusion’ report provided by Grant Thornton in relation to the 
2013/14 Quality Account. 


The report has been reviewed in detail within the Trust by the Head of Clinical 
Governance, the Trust Secretary, the Director of Nursing, discussed subsequently with 
Grant Thornton along with the Director of Finance and a report made to the Audit 
Committee on 2nd October.  


The Trust Board was alerted to this opinion in July 2013. 


The two key issues are also summarised within the Annual Audit Letter and some further 
explanatory narrative is provided below. 
 
 
Qualified Conclusion – causal factors 
The two factors that caused the qualification related to the unavailability of notes for 
auditing and the lack of provision of up to date information on serious incident data. The 
Audit Committee was made aware of the mis-communication that gave rise to the former 
and that the findings regarding the latter had been accepted. 
 
The Audit Committee was assured that the Quality Account will be produced and audited 
in time for it to be reviewed at the same time as the Committee reviews the Financial 
Accounts for 2013/14. This will require strengthened internal processes, the Board seeing 
a first draft for comments in April and an earlier conclusion of the audit testing during the 
interim external audit.  
 
The Committee was also advised that an escalation process has been agreed with the 
auditors where if they are experiencing any difficulties they will alert the Director of Nursing 
directly to resolve them. 
 
Action Required:  
 
The Board is requested to note the External Audit opinion and its basis and the actions to 
implement the lessons learned. 


 
Key Risks: Reputational damage due to the qualification opinion, meaning 


that the Quality Account may be deemed unreliable despite the 
narrow aspects of the whole document upon which the 
qualification is based. 
Risk of repetition in 2014/15 if effective process not agreed and 
complied with between Trust and auditors. 


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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Impact on Patients: The aim of a well-designed and compliant Quality Account is to 
inspire confidence by explaining to patients and the public how the 
Trust commits to and delivers high quality health care and 
continuous improvement. 


Impact on Staff: None directly. 
Link to Trust Objectives:  Objective 1 - We will provide services of exemplary quality 


Objective 5 – We will be a strong, financially healthy organisation 
Care Quality Commission 
outcomes: 


Outcome 16 - Assessing and monitoring the quality of service 
provision 


NHS Constitution: Principle (no. 7) - the NHS is accountable to the public, 
communities and patients that it serves. 
Right - to expect NHS bodies to monitor, and make efforts to 
improve continuously, the quality of health care they commission 
or provide. This includes improvements to the safety, 
effectiveness and experience of services. 


Financial Issues: No additional issues arising from the qualification itself. The audit 
requirements are set out nationally. 


Legal/regulatory Issues: Compliance with national requirements for the Quality Account, as 
audited. 


Equality Issues 
considered: 


Quality Account outputs cover all patients & service users equally. 


 


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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 Capital Enabling Projects Jigsaw Highlight Report 
 


 Date: 2 October 2013 
Author: Tricia Down 


Period:  
To end Sept 2013 


SRO: Mike Coupe    
Status summary:  Biggest risks remain projects that impact on PFI Phase 2.  
Overall programme risk remains red due to number and complexity of projects 
and remaining time available to implement but all targeted to complete on time. 


R 


Key Issue: Additional project management support in place to support delivery of projects with roles reshuffled within projects team to create 
more dedicated programme manager role to provide robust project and programme management. Corporate decision making must conclude 
on final locations for inpatient and outpatient services plus disablement services business case in October. 
 
Time, quality, risk and financial control update 
Time Quality  
There are programme risks associated with two thirds of the projects 
within the capital programme.  The most critical of these are those 
which will affect completion of the PFI scheme, notably pathology phase 
2, disablement services, resupply project and the Breast Care Centre.  
Those which affect clearance of Frenchay include corporate offices and 
relocation of inpatient and outpatient services.  Robust programme 
management is essential to avoid delay impacts. 


Design Group reviews will be established for key projects at relevant 
stages.  In addition, project team ‘walk-about’ reviews will be 
introduced as buildings approach completion to ensure quality of the 
final product meets required standards. 
 


RAG ratings – these are set out for each project in a separate appendix. 


Top Risks Score Mitigation 
Pathology: Delay to handover of Lime Walk etc 15 Robust programme management required to maintain programme. 
Resupply: provision of consolidation services and equipment 15 Project organisation in place to drive project forward.  
Disablement Services et al: Unable to handover  to CCL 15 Agreement to FBC in October essential. 
Financial 
Prioritisation process for capital jigsaw now complete and outcomes included in Trust’s capital plan. ‘Most likely’ cost for the Jigsaw plan is 
£71.9m against December LTFM of £59.3m.  Cost variance relates to 7 new projects added to the capital jigsaw as a result of changes in 
strategic direction (Frenchay interim inpatients and outpatients, clinical research services intended for Brunel and records storage resulting 
from decision not  to implement EDM) or where schemes had not been identified previously (crèche and resupply). These revised costs have 
been included in the review of the overall capital plan affordability in a separate paper to the Board. 


  


8.1 SHRP3 Jigsaw Highlight Report -v3(td).docx 








APPENDIX 1 
 


NBT/UH BRISTOL PARTNERSHIP PROGRAMME BOARD 
(PPB) AGENDA 


Thursday 17th October 2013 
10.00-12.30 


Room 5, Learning and Research Building, Southmead Hospital 
 


NBT UH Bristol 
Avril Waterman-
Pearson (Chair) 


Andrea Young Iain Fairbairn Robert Woolley 


Chris Burton Catherine Phillips Emma Woollett Deborah Lee 
Robert Mould Harry Hayer Sean O’Kelly Paul Mapson  
                      


1. Apologies: 
Dr Sean O’Kelly, Paul Mapson 
  


 


4. PART 1 - STRATEGIC 
 
4.1 Review of Partnership Agreement (Nov 2010) 
 
Agreed : Partnership Board will meet quarterly (from bi-monthly). This will be supplemented 
by Executive-to-Executive time; Board-to-Board meetings to be scheduled. 
 
4.2 Bristol Acute Services Review (BASR) – Next Steps     
 
A joint Chief Executive statement has been provided to Bristol and S.Glos Overview and 
Scrutiny Committees. BASR reports that have been shared with clinicians and CCGs will be 
released by UHBristol to the Health Service Journal and Nursing Times under a Freedom of 
Information request. The emphasis on taking the BASR forward will be to enact the service 
transfers underway and to learn the lessons of those completed.  Both Trusts are individually 
embarking on a strategic review and conversations will continue on areas of common interest.  
 
4.3 Lessons Learned : Severn Pathology, Breast, Urology, ENT/Head & Neck 
 
The PPB committed to undertake a post-transfer benefits assessment exercise on the tri-partite 
transfers earlier this year. A workshop on ENT/Head &Neck led by UHBristol is scheduled for 4 
November. Breast and Urology assessments are pending. Further work will be undertaken on 
lessons learned from Severn Pathology development.  
 
4.4 Histopathology / Severn Pathology / OSC Meeting 
 
Dr Chris Burton reported back from the meeting of the Bristol Health Scrutiny Committee on 9 
October. 
 


 
 
HH/ALL 
 
 
 
 
RW/AY  
 
 
 
 
 
 
 
HH/DL 
 
 
 
 
CB/SO’K 


 
5. PART 2 - OPERATIONAL 
 
5.1 Vascular Review 
 
Good progress on the development of a vascular centre at Southmead and a vascular network  
across Bath, Bristol and Weston. Work is underway to map pathways and to construct a business  
case for approval by all Trust Boards in January 2014. New arrangements to be operational in  
July 2014.  
 


 
 
HH 
 
 
 
 
 







5.2 Centralisation of Specialist Paediatrics 
 
Good progress being made on the transfer to take place in May 2014. Alder Hey invited by  
UHBristol to provide independent view of medical staffing requirements and implications  
following separation of adults/paediatrics specialist services. Financial implications for both  
Trusts remain as work in progress, 
 
5.3 Pay, Terms and Conditions 
 
Information exchange of Trust developments 
 
5.4 Cleft Services 
 
Good progress on transfer of cleft services from NBT to UHBristol. 
 


DL 
 
 
 
 
 
HH 
 
 
 
DL/CB 
 


6. NBT Update 
 
Director of Nursing recruitment underway 
 


AY 
 


7. UH Bristol Update 
 
Director of Workforce & OD (Sue Donaldson) and Chief Nurse (Karen Knowles) appointments 
made 
 


RW 
 


8. Any Other Business   


9. Future Meeting Dates 
 


December 16th, 09.00 – 11.30am - Boardroom, UH Bristol 
February 17th 02.00-4.30pm - Boardroom THQ, FHY 
April 14th 1.00-3.30pm - Boardroom, THQ, UH Bristol 
June 19th 2.30-5.00pm - NBT – room TBC 
August 20th 10.00-12.30pm - Boardroom, THQ, UH Bristol 
October 15th 2.00-4.30pm  - NBT – room TBC 
December 8th 1.00-3.30pm - Boardroom, THQ, UH Bristol 
 


 


 








North Bristol NHS Trust Trust Board (Public Session) 
Action Log 2013


Meeting 
Date


Minute 
Ref


Action 
No. 


Action Owner Review 
Date (s)


Status Info.


31/1/13 12/13 9 Board to have written activity and performance reports that 
have trend information similar to Patient Experience 
Dashboard


SK 28/2/13, 
25/4/13, 


27/6/13 & 
31/10/13


O Whole report being reviewed for 2013/4 
meetings. New committee structure 
approved in Summer has informed 
information needed for Board. Execs, 
Development Committee and Board 
development session have approved 
format for view in October in private 
session


25/4/13 92/13 39 Board Development session to be used to discuss 
relationship of Research Committee and Bristol Health 
Partners & also the key short and medium term objectives 
for research strategy. To include organogram of Research 
and Innovation structure across South West.


HH 31/10/13 O To be discussed at Board Development 
session on 29 October. 


25/7/13 167/13 74 Legal responsibility within the PFI contract for changes 
required for new legislation to be checked.


MC 26/9/13 & 
31/10/13


O Postponed to October


26/9/13 192/13 81 Clarification that all certifications for new hospital will be 
completed to come to Board through the Move project 


MC 31/10/13 O


26/9/13 198/13 84 Board's congratulations on major trauma performance to 
be conveyed to Team


SK 31/10/13 O


25/4/13 79/13 35 Friends and Family test results to Board to include 
benchmarking


SJ 30/5/13, 
27/6/13, 


25/7/13 & 
26/9/13


C Included in September report 


27/6/13 132/13 53 Francis Inquiry actions to be reported on in October SJ 31/10/13 A Item 6.4


27/6/13 133/13 55 Audit Committee to approve revised Standing Orders and 
revised board agenda approach applied


PC 31/10/13 C Approach approved at Audit Committee 
2/10/13 


27/6/13 133/13 56 Executives to advise on how a commercial group will fit 
best into governance structure


M-NO 28/11/13 O


27/6/13 134/13 57 Complaints, compliments, quality data and inpatient survey 
results to be triangulated


SJ 28/11/13 O Will be covered in Integrated 
Performance Report for November.


25/7/13 155/13 64 Nutrition and VTE narrative to form an appendix in next 
Quality report


SJ 26/9/13 C Nutrition exception report included in 
September papers, VTE data shows 
adequate performance throughout the 
year


ACTION LOG
Status
A Agenda - this meeting
O Open
C Closed







North Bristol NHS Trust Trust Board (Public Session) 
Action Log 2013


Meeting 
Date


Minute 
Ref


Action 
No. 


Action Owner Review 
Date (s)


Status Info.
ACTION LOG


Status
A Agenda - this meeting
O Open
C Closed


25/7/13 156/13 66 Further thought to be given to reducing cases of E Coli CB 31/10/13 C Ideas to be taken through Control of 
Infection Committee


25/7/13 156/13 67 MRSA non-elective screening graph axis parameters to be 
revised to show range of data variation more clearly.


CB 26/9/13 C Completed


25/7/13 158/13 69 Themes behind complaints required in Board reports SJ 31/10/13 A Item 6.1


25/7/13 160/13 71 Draft terms of reference of Finance and Performance 
Committee to be revised and co-ordinated with 
Development Committee taking account of changing 
emphasis discussed at Board in September


AY/PC 26/9/13 & 
28/11/13


O


25/7/13 163/13 72 Mechanism for Move risks being reported to Board to be 
described within next BRAR update.


PC 31/10/13 A Item 6.5


25/7/13 165/13 73 Development Committee to take forward the next steps on 
the Acute Services Review


HH 26/9/13 C Executives to progress the issue and 
take assurance to Development 
Committee


25/7/13 167/13 75 Schedule of business cases to be enlarged for future new 
hospital development reports


MC 26/9/13 C Completed


25/7/13 170/13 76 Any feedback on format of Finance Report to be given to 
Catherine Phillips


All 26/9/13 C Completed


25/7/13 176/13 77 Actions from clinical directorate conference to be reported 
in September


HH 26/9/13 & 
28/11/13


O Systematic review being undertaken 
with next steps to be devised for 
November report


26/9/13 185/13 78 Work on mortality dtat to be taken through Q&RMC CB 30/1/14 O
26/9/13 186/13 79 CAUTI graphs to reflect Trust and non-Trust infections CB 28/11/13 O
26/9/13 188/13 80 Audit Committee to review adequacy/clarity of governance 


structure once finalised & enacted.
PC/KG 24/4/14 O


26/9/13 193/13 82 Quarterly Workforce Report to October Board meeting to 
include details on appraisals, agency costs, sickness 
b  d li  ith t i i  f  h di t t  


HH 31/10/13 A Item 7.2


26/9/13 195/13 83 Statement to TDA on ongoing compliance with targets to 
be reassessed in October 


Board 31/10/13 A Item 7.6







North Bristol NHS Trust Trust Board (Public Session) 
Decision Log 2013


Meeting 
Date


Minute 
Ref


No. Decision


31/1/13 8/13 1 Format and content of reporting the Board Risk and Assurance Register approved.
31/1/13 9/13 2 Professional Standards Authority standards for Board members adopted
31/1/13 13/13 3 Postponement of start of pension auto-enrolment for up to three months approved 
31/1/13 13/13 4 Trust to contribute 1% of opted out employee's salary to AQPS from October 2012 to September 2017, 2% from October 


2017 to September 2018 and 3% from October 2018 onwards
31/1/13 19/13 5 Proposed responses to the 15 board statements within the SOM approved
28/2/13 32/13 6 Risk Management Strategy approved with one amendment
28/2/13 33/13 7 SFIs approved with one amendment
28/2/13 39/13 8 15 Board statements for SOM approved with a correction to SHMI figure.
28/3/13 59/13


9
Revenue and Capital Budget for 2012/13 approved as work in progress with final budget to Board in May or in April if 
contract with CCGs concluded.


28/3/13 64/13 10 SOM Board statements approved
25/4/13 76/13 11 Approval given for CAUTI and Surgical Site Infection reports to be included in Infection Control Report 
25/4/13 81/13 12 Risks, controls, assurances and actions considered adequate and updated BR&AR approved
25/4/13 82/13 13 Revised G&RMC terms of reference and Annual Report approved
25/4/13 84/13 14 Audit Committee Annual Report approved
25/4/13 93/13 15 SOM Board statements approved
30/5/13 102/13 16 Annual Governance Statement approved subject to changes noted in Action Log
30/5/13 109/13 17 New corporate governance arrangements approved subject to development work between proposed executive pair and 


committee chairman
30/5/13 109/13 18 Finance Committee to scrutinise all business cases that require Board approval
30/5/13 113/13 19 Healthy Futures Programme pledge endorsed


30/5/13
115/13 20 Formalisation of  Estates Strategy to be postponed to 2014/15 to include Acute Services Review and Healthy Futures 


conclusions
30/5/13 117/13 21 Revised revenue budget approved
30/5/13 119/13 22 Responses to 14 Board statements for TDA approved
27/6/13 132/13 23 Proposed actions on Francis Inquiry findings approved
27/6/13 133/13 24 New arrangements for corporate governance approved
27/6/13 133/13 25 Business case proposals to remain responsibility of Development Committee but Finance Committee to advise on Outline 


Business Cases and Full Business Cases


DECISION LOG







North Bristol NHS Trust Trust Board (Public Session) 
Decision Log 2013


27/6/13 133/13 26 Rob Mould to chair Q&RMC with Ken Guy as deputy, Mark Lawton to chair F&PC with Peter Rilett as deputy and Avril 
Waterman-Pearson to chair DC with Nick Patel as deputy


27/6/13 134/13 27 Recommendations for action on inpatient survey results approved
27/6/13 139/13 28 2013/4 Business Plan approved for circulation to staff
27/6/13 146/13 29 June Monitor Provider Licence and Board Statement responses approved
25/7/13 161/13 30 Corporate calendar  approved
25/7/13 162/13 31 Public/private session guidance approved
25/7/13 163/13 32 Updated BR&R approved
25/7/13 166/13 33 Marie-Noelle Orzel given authority to sign AHSN Voting Members Agreement
25/7/13 174/13 34 July responses to Monitor Provider Licence and 14 Board statements approved
26/9/13 187/13 35 Never Event action plan approved
26/9/13 188/13 36 Public/privatesession guidance reapproved
26/9/13 195/13 37 September responses to Monitor Provider Licence and 14 Board statements approved
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Report to: Trust Board Agenda item:  6.2 
Date of Meeting: 31st October 2013 


 
Report Title: Safe Staffing 
Status: For information discussion assurance approval 


x  x  
Prepared by: Helen Richardson and Sue Jones 
Executive Sponsor (presenting): Sue Jones:  Director of Nursing 
Appendices (list if applicable): • Appendix 1 – Safe Staffing report 


• Appendix 2 - Current ward staffing ratios  
• Appendix 3 – unsafe staffing reports by quarter. 
• Appendix 4 – Brunel summary staffing 


Executive Summary:  
 
Following the publication of the Francis Report, 2013 and the new nursing strategy: 
Compassion in Practice, there is now a requirement post that all NHS organisations will 
take a 6 monthly report to their Board on the nurse and midwifery staffing levels, stating 
whether they are adequate to meet the needs of their patient population.  
 
This is the second such report; the first was in February 2013. 
 
This paper sets out the current status with regard to safe nursing staffing within the Adult 
inpatient areas and outlines the future nursing workforce for the Brunel Building. In 
preparation for move to the new hospital investment has been made in the role of the 
Supervisory Sister and a standardised shift pattern has been implemented. 
 
Midwifery staffing will be presented in a future report to Board.  
 
This report confirms that staffing levels are designed to deliver safe care and that this is 
continually reviewed at both Trustwide and individual ward/department level. 
 
The Non-Medical Clinical Workforce work stream led by the Director of Nursing monitors 
and quality assures changes to the nursing workforce and any cost improvement plans.  


 
 
Trust Board is requested to: Note the contents of this report and the assurance that safe 
staffing levels are reviewed, prioritised and being managed through the transition to the 
delivery of services within the Brunel Building as well as for all other areas. 


 
Key Risks: Financial risk of achievement within the planning 


assumptions for the new hospital 
Impact on Patients: Safe staffing levels are essential to ensuring patients 


experience a high quality service whilst in the Trust’s care. 
Impact on Staff: Ensuring safe staffing levels enables teams to deliver care 


effectively with the right support. 
Trust Objectives:  Patient Experience and Safety 


Great place to work 
To be strong and financially healthy 


CQC outcomes: Outcome 13 - Staffing 
NHS Constitution: The right to be treated with a professional standard of 


care, by appropriately qualified and experienced 
Staff; in a properly approved or registered organisation 
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that meets required levels of safety and quality. 
Financial Issues: Close monitoring through PMO and Exec reviews 
Legal/regulatory Issues: As noted above for CQC & NHS Constitution 
 
Safe Staffing: NBT Assurance Update    Appendix 1 
 


1. SUMMARY  
This paper sets out the current status with regard to safe nursing staffing and plans to 
measure acuity and dependency within the Adult inpatient areas.  The nursing workforce 
plans for the new Hospital are also confirmed. 
 
Midwifery staffing will be presented in a future report to Board.  


2. BACKGROUND 
The provision of safe nurse staffing levels is fundamental in meeting essential care 
needs for patients in addition the evidence base nationally and internationally, 
demonstrates the link between greater ratios of registered nurses and improved 
outcomes for patients.1    


The Safe Staffing Alliance is promoting a minimum ratio of 1 Registered Nurse to 8 
patients, whilst national Department of Health guidance due for publication this year 
supports applying the right skills to patients building on benchmarking, acuity and 
dependency work.  
 
The Picker national staff and patient surveys ask whether there are enough nurses on duty 
and the Francis Inquiry recommends publishing staffing levels at ward level. Salford 
Hospital NHS Foundation Trust are currently publishing expected and actual staffing levels 
at ward level on a daily basis.   
 
Royal College of Nursing Best Practice Principles2 recommend using two or more 
recognised workforce planning methods to increase validity and more recently the Keogh 
and Berwick reviews have also commented on nurse staffing. 
 
The Keogh review, ambition 6 states that Nurse staffing levels and skill mix will 
appropriately reflect the caseload and severity of illness in the patients they are caring for 
and be transparently reported by Trust Boards. 
 
The Berwick report, recommendation 4 states that Government, Health Education England 
and NHS England should ensure that sufficient staff are available to meet the NHS’s 
needs now and in the future and that Healthcare organisations should ensure that staff are 
present in appropriate numbers to provide safe care at all times and are well supported. 


 
3. CURRENT STAFFING PROFILE - Appendix 2. 
 
The registered to unregistered ratio and Nurse Per Occupied Bed is detailed in the 
appendix.  Variation is, as expected, in lower dependency and rehabilitation wards. 
Developments implemented now in support of the new hospital skill mix include a 12 hour 
standardised shift pattern. This has eliminated the shift overlap and added a short shift, 
useful for training and to support times of increased need. 


1 Rafferty et al (2007)  Outcomes of variation in hospital nurse staffing in English Hospitals: cross sectional 
analysis of survey data and discharge records.  International Journal   of Nursing Studies 44(2) pp175-182 
2 Royal College of Nursing (December 2010) Guidance on safe staffing levels in the UK 
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The change to standardised shift patterns has been successful, with greater job 
satisfaction and continuity of care for patients.  In addition this change secured the 
affordability of Supervisory Sisters.  Their role provides leadership, supervision and 
support, communicating with patients and families, working alongside junior staff, 
monitoring record keeping and essential nursing practice and working closely with medical 
staff and the multi-disciplinary team.   The roll out has included an education programme 
expected to secure level 3 accreditation. 


The Assistant Practitioner role at band 4 is well established in the Trust; we have ensured 
a highly skilled support workforce to the Registered Nurse and have plans to further 
increase numbers of Assistant Practitioners in the new hospital. 
 
In addition to core staffing levels there are also other specialists that provide clinical 
support to the wards including the pain team, the palliative care team, the hospital at night 
team and other specialist nurses.  
Finally it is important to note that ward establishments now have an allowance of 24% for 
annual leave, sickness absence, other types of leave, training and development.  It is 
expected that this allowance will significantly reduce the requirement for bank and agency. 
 
Clinical Nurse Specialist’s activity has also been reviewed.  The review highlighted the 
need for administrative support, and where a skill mix could support administrative support 
rather than appointing another specialist this has been the approach 
Review Mechanisms 
E Rostering is now being used proactively to look ahead at staffing gaps, and will be used 
to plan for the deployment of staff where there are gaps.  Matrons review staffing daily and 
make adjustments according to need across the hospital.  There is Matron cover at the 
weekend and their role is vital to balancing risk and supporting wards.   
Any staff member may also submit a clinical incident report if they are concerned about 
staffing levels. The numbers of unsafe staffing reports so far this year have been minimal 
in most clinical areas when reviewed by individual ward. The challenges managed on a 
daily basis including unpredictable calls on extra bed capacity, and areas that have had 
higher levels of vacancies.     
 
Unsafe staffing reports by quarter can be seen in Appendix 3.  
 
The Medical Directorate have seen an increase in reports over the last quarter, however 
their bed base is large and their reports are in low numbers across most of their wards.  
The Acute Assessment Unit had 11 reports, attributable to a number of vacancies that 
proved difficult to fill.  This is now an improving picture, and a recruitment strategy for 
nursing is planned for the new hospital to make this more sustainable. It should also be 
noticed that Core Clinical improved this quarter after recruiting to both Critical Care and 
Theatres.  
 
The Heads of Nursing will continue to work with the Director of Nursing to deliver 
workforce transformation and provide a check and balance to the quality of care delivery.  


 
4. BRUNEL BUILDING WORKFORCE PLAN – Appendix 4 
 
The Nursing and Midwifery Workforce Strategy and planning towards the new Hospital 
began in 2010-11 and formed the basis of the work programme for the Nursing and 
Midwifery Direct Patient Care project and more latterly the Non-Medical Clinical Workforce 
work stream. 
Methods used include audit commission benchmarking, informal benchmarking with other 
relevant Trusts and professional judgment in a bottom up approach.  Acuity and 
dependency was piloted a year ago using the Safer Nursing care Tool, and will be used 
biannually to confirm or support skill mix change.  This has been delayed with the change 
of host website for the safer nursing care tool and is now planned for Decmber. 
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The aim has been to achieve a ratio of registered nurses to unregistered healthcare 
support workers of 60:40.  This is greater than was planned in 2010/11, and just under the 
65:35 recommended by the Royal College of Nursing.  For the Brunel Building the ratio is 
62:38.  This ratio acts as a guide and wards that have a higher acuity have a greater ratio 
whilst rehabilitation wards have less registered nurses and more support workers. 
Nurse per occupied bed or (WTE per bed) is also considered in setting skill mix.  The 
standard recommended is 1.34 per occupied bed.  This ratio is higher that the audit 
commission benchmarking average, and has been aspirational.  It has also been 
recognised in the acuity and dependency work that the higher the acuity the nearer to 1.3 
required and lower acuity and dependency is nearer to 1.1.  The average NPOB for the 
Brunel Building is 1.23.  This represents an affordable model, backed up by support from a 
Supervisory Sister and with the support of a housekeeper and extended ward clerk and 
reception hours.  Affordability is measured in cost per bed day now and in the future model 
using the in house Goofy Tool.  
The Brunel building has economies of scale, each Sister manages 32 beds, and each 
matron manages 128 beds.  The skill mix includes 100 band 4 Assistant Practitioners and 
an increase in band 6 nurses. 
The Brunel building has 75% single rooms and managing the risk to patient safety in single 
rooms has also be factored in to the skill mix changes made within affordability.  There is a 
single room working group, and the falls group has been instrumental in highlighting and 
working through risks. 
 


5. RECOMMENDATION 
 
The Board is asked to note the contents of this report and the assurance that safe 
staffing levels are reviewed, prioritised and being managed through the transition to 
the delivery of services within the Brunel Building as well as for all other areas. 
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Trust Exec approve Variation 16


Project Co Funders approve Variation 16


Commercial Deal (derrogations) - Trust Board Approval


Project Co Funders approve Commercial Deal


Final date for all remaining Variations


Risk Assessment to the Trust Board of reaching Practical Completion (handover) - Jan


Risk Assessment to the Trust Board of reaching Practical Completion (handover) - Feb


Risk Assessment to the Trust Board of achieving Move dates and Phase 2 handovers - Mar


Risk Assessment to the Trust Board of achieving Move dates and Phase 2 handovers - April


Phase 1 Construction


Technical Commissioning


Cause & Effect Commissioning


Independant Tester reviews


Project Co provide written notice to the Trust of Completion of Works (latest date)


Medical Gases AP checks & Trust Phamacist checks / Validation


Beneficial Access for Bed Wash (Oral Surg / Isotope / Pharmacy Dispensary now B*)


Beneficial Access to MER / SER's for IT set up


Beneficial Access to req'd Cat B/B* (Imaging)+PET rooms to enable IT connectivity / CES checks


Beneficial Access for Cat D equipment (Active PACS system)


AGV: Commissioning with Wireless network


Phase 1 Handover - Main Hospital (PRACTICAL COMPLETION)


Project Co provide Snagging Notice  (latest date)


Independant Tester verify Snagging Notice (latest date)


Latest Issue of Snagging Programme


Completion of all Snagging


AGV: Testing & Training


Trust Operational Commissioning (equipping, cleaning, pre-stock, training, etc) & Decant


Jigsaw Projects required for Critical PFI Phase 2 Decommissioning: -


- Learning & Research 2


- NBT Patient Research Services (Oral Building)


- Corporate Offices


- Disablement Services Centre


- Breast Service


- Off-Site SSD


- Re-Supply


- Cook / Chill to Retained Estate


Decommission vacated buildings (incl IT) for handover to CSL


Trust Handover Phase 2 Works Area 1 


Trust Handover Phase 2 Works Area 2


Trust Handover Phase 2 Works Area 3
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24/10/2013 / 8.1 SHRP5 Jigsaw RAG for Oct Trust Bd v2 td.xls


Decision making timetable for critical capital Jigsaw business cases
The figure below shows the capital or revenue schemes that need to be developed to release the development site for phase 2 PFI or to clear Frenchay for disposal.
Dates for submission of business cases at key stages are shown via the coloured boxes, with the key (at bottom of sheet) identifying business case approver. NOTE CAP COSTS ARE ESTIMATED OUTTURN -NOT LTFM BUDGET.  THEY ARE PURELY TO PROVIDE AN INDICATION OF SCALE - NOT TO BE RELIED ON. REFER TO SEPARATE FINANCIAL SPREADSHEETS Requires external appointment or agreement to internal resource
The potential need for NTDA approval for each scheme is indicated to the right of the spreadsheet THEY DO NOT INDICATE FUNDER AND EXCLUDE REVENUE COSTS


Scheme Pre Mar-13 Mar-13 Apr-13 May-13 Jun-13 Jul-13 Aug-13 Sep-13 Oct-13 Nov-13 Dec-13 Jan-14 Feb-14 Mar-14+
Date OBC 
approved


Date FBC 
approved Approver Approver NTDA


Indic cap 
cost £k


Overall 
project Issues Redevelopment Board/Trust Board Commentary - Aug 2013 Proj Mgr


Estates 
Lead


Constr'n 
Mgr Finance Mgr IT Lead


Commissi
oning


Procureme
nt Other


B/C, OBC FBC Risk
1st tier 2nd tier


Capital Projects Team
Southmead related schemes


1 Learning & Research phase 2 FBC - approved



RPB TB 9100 G On time and budget On time and budget. SB AB Provelio JW JH KS MJM


2 Pathology phase 2 OBC - approved
Proceed 
decision



FBC approved



Jul-13


Path 
Brd TB NTDA 28100 R Project transferred to Cap Projects 4/13. Risks FBC approval, construct'n times


FBC approved. Awaiting NTDA approval by Sept.  Risk if project cannot proceed by 
Sept.as this will delay Carillion phase 2 works. BH tbc Provelio BH/LW tbc tbc tbc


3 Neuropathology interim B/C CPMG n/a 500 A Design proposals being developed but risk that the interim solution could be expensive. BH tbc tbc JW tbc tbc tbc


4 NBT patient research services (Oral bldg) OBC - approved



FBC CPMG TB 850 G Scheme has been redesigned to meet budget. Ext appt RS RS JW JH KS/RS KS


5 Neuroscience patient research services (Elgar) OBC - approved



FBC CPMG TB 300 A Interim accom reqd; Risk of getting charities funding.
Interim accommodation will be required until scheme is ready.  Full funding from 
charities required. SB PF PF JW tbc PF PF


6 Corporate Offices & Exec Suite
OBC (RedPB) - 
not approved


X
Red Bd TB Continue with planning but stop the tendering process


Proposed system build not proceeding given capital constraints. Replaced by proposal to 
share admin space. Will be challenging change management issues to deal with in 
timescale. Ext appt tbc tbc JW tbc tbc tbc


Space 
planner


6b L&R fit out OBC FBC CPMG TB 800 A
Designs have been developed for fit out of the ground floor shell and core. To be costed 
by contractor. MDW PM Provelio JW JH tbc tbc


6c Offices refurb OBC FBC CPMG n/a 1200 A


Existing offices will require refurbishment and alteration if the proposal to share use of 
admin space is agreed.  These schemes will need to be developed and costed. PCA to 
pick up change management requirements. Ext appt tbc tbc JW tbc tbc tbc


7 Disablement Services/Wheelchairs/CAC
OBC - 


approved



FBC CPMG TB? 350 G Scheme approved and being developed. Ext appt AB AB JW PL tbc tbc


8 Estates maintenance relocation B/C CPMG n/a 600 A
Proposals being developed but there are limited options and space reduction is proving 
challenging. KS CR AP JW tbc KS KS


Space 
planner


9 Neuropsychiatry relocation
X OBC not 


approved
Review of 
strategy FBC Red Bd TB 800 G


Directorate business case coming to August Redevelopment Board to confirnm clinical 
requirement for service to be based at Soutmead. SB PF PF JW JH KS KS


10 Breastcare & Wellbeing Centre OBC - approved



FBC approved



Jul-13 CPMG TB 4600 G
FBC approved. Contractor appointed.  Cost of roof to be confirmed and seek to reduce 
cost of scheme. JA PF Gleeds JW DW tbc tbc


11 Beaufort House decant for Breast Care Centre B/C - approved



CPMG n/a 500 G Most areas now complete. KS n/a n/a JW n/a n/a n/a


12 Southmead decommissioning incl ACIS FBC CPMG TB 2344 A
Tenders for decomissioning plan to be returned for review. Concern that the new 
legislation re vacuum decommissioning could delay handover to Carillion. PM CJS H&K JW CH n/a n/a


13 Southmead Demolitions
Tender 


approval CPMG TB 500 A Tenders for demolitions to be returned for review, PM CJS
Craddy 
Pitcher JW CH n/a n/a


14 Interim offices scheme (pending ph2 completion) CPMG n/a 0 No budget available. Not proceeding
Not proceeding unless change management for shared use of admin spaces cannot be 
delivered in time. MDW n/a n/a JW n/a n/a n/a


Frenchay Related Schemes


15 Frenchay interim IP solution
OBC - not 
approvd


X
OBC FBC CPMG TB 1300 G


Need confirmation from Commissioners/LAT to funding prior to being able to 
authorise Funding from CCGs confirmed.  Business case for preferred option to be approved. SB AB AB tbc tbc KS KS


16 Frenchay interim OP/therapies & OP contingency OBC CPMG n/a 300 A
Now only Pain 'Hub' - limited requirement. Space planning exercise taking place 
summer 2013 prior to OBC development. Dates TBC.


Design completed for pain and LEEP service in Malvern Ward but subject tp confirmation 
from Outpatient theme that these cannot be accommodated in existing accommodation. SB tbc tbc tbc tbc tbc tbc


Space 
planner


17 Relocation of cleft/SLT/HITU/Headway
OBC -


 not approvd
X Updated 


OBC FBC CPMG TB 1200 A
Discussions underway regarding transfer of cleft service to UHB.  Options for HITU (NBT 
service) and Headway (charity) SB PF tbc tbc tbc tbc tbc


18 Frenchay disposal strategy Strategy FBC date TBC Dev C/CPMG TB NTDA 22000 A
Strategy being developed.  Managed through Frenchay Redevelopment Task Group. 
Planning determination expected in September. PM CJS CJS tbc CH n/a n/a


19 Paediatric service transfer to UHB


Cleft service transfer to UHB


Facilities Managed Projects


20 SSD Options
   


OBC approved
FBC 


approved



CPMG TB 5500 A
Note business case is £4m therefore NTDA approval not required, £1.5m for 
instrumentation FBC approved.  Timescales tight but project has moved from red to amber status. NJ PF PF tbc tbc PJ PB?


21 Car Park barriers and infrastructure
Barriers B/C  
not apprvd


X
OBC - barriers OBC car parks FBC date TBC CPMG TB 1768 G


Business case for parking barriers and pay machines issued to CPMG but cost refinement 
required.  Final proposals to be reissued for approval. CR CR CCL/CR tbc tbc CR CCL


22 Travel Plan incl. interim parking
Strategy, B?C 


approved



FBC?
RPB/


CPMG TB 800 G Interim parking proposals agreed by Redevelopment Board.  Plans to progress. CR CR tbc tbc tbc


23 Creche OBC? CPMG TB 580 A Design to be developed and costed and business case submitted for 60 place nursery. AJ CR CR tbc tbc tbc tbc


24
Retained Estate Masterplan, signage, surfacing etc


OBC        Redev 
Bd Redev Bd CPMG 500 G


Signage plans underway as required for phase 1.  Tenders to be sought for design work 
for phase 2 car parks CR CR AP tbc tbc


25 Re-supply Project ? ? ? ? Redev Bd TB 720 R
Project manager now appointed to progress plans. Rated as high risk as service is 
business critical and plans are not yet in place. SWo CR tbc tbc tbc tbc tbc


26 Cook chill to retained estates ? ? ? ? CPMG n/a 200 A Newly identified requirement from Facilities. Project to initiate. CL ? ? ? ? ? ?


Other Directorates


27 IM&T Warehouse OBC? Redev Bd CPMG ? A


Project manager appointed.  Risk due to time needed to sign new lease. Linked to PCA 
theme re medical records flow plus management of records within hospital that was 
deisgned for 'paper lite'. PG CR tbc tbc tbc PG PG


28 Centralised Admin Team
OBC        Redev 


Bd  Redev Bd CPMG 30 G Susan Philpot leading for OP Scheme agreed and underway. SP tbc tbc tbc tbc tbc tbc


Key Purple B/C - Business case (below £500k), strategy, decision point, options - for approval by CPMG or successor
Blue OBC (all values) - option appraisal and preferred option - for approval by CPMG or successor
Yellow FBC (£500k+) - final fully costed/tendered solution - for approval by CPMG, then Trust Board 
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Capital Jigsaw monthly progress review against projects
Key Improving position against last month


Deteriorating position against last month


No change


Scheme
Indic cap 
cost £k Time Quality Finance


Overall 
movement 
since last 


report  Commentary


Capital Projects Team
Southmead related schemes


Learning & Research phase 2 9100 G G G


On time and budget.  Generator relocation to be agreed and costs to be 
confirmed.  May need to defer ground floor fit out for corporate offices until 
practical completion


Pathology phase 2 23000 R G G


Trust Board and NTDA approval granted. Small prog delay forecast (1 wk) due to 
approvals timetable but programme remains very tight and remains red until 
contract agreed. Contractor appointment in progress. Developing 
decommissioning & demolition options for Lime Walk to improve programme 
position. Separate contract required for phase 1 fit out.


Neuropathology interim 500 G A G
Discussions progressing with service regarding minimal cost interim solution from 
PFI opening to pathology phase2 completion.


NBT Clinical Research Centre (Oral bldg) 900 G G G Tenders returned and being evaluated. Soon to appoint contractor.


Neuroscience Clinical Research Centre (Elgar) 1300 G A R


Position changing regarding funding from charities which moves finance to red 
rating.  Under negotiation.  Design issues emerging related to upholding Trust 
design principles with the charities.


Corporate Offices & Exec Suite 2500 A A A


Mott Macdonald project manager appointed.  Will re-test office requirements 
and develop proposals to deliver final and interim office solutions. Includes L&R 
fit out, existing accommodation refurbishment and interim office solutions.


Disablement Services/Wheelchairs/CAC 350 R G A
Programme to complete works remains tight.  Costs of alteration of building 
increasing and being discussed with landlord. FBC approval in Oct essential.


Estates maintenance relocation 600 A G G Proposals being developed but limited locations available.


Neuropsychiatry relocation 800 A G G
Awaiting corporate decision on final locations for small number of schemes. 
Imperative to make decision in October to progress alteration works.


Breast care & Wellbeing Centre 4600 A A A


Programme, quality and cost control remains challenging.  New process 
instigated with external advisors to ensure rigour given to project management 
especially around programme management.  


Southmead decommissioning 3144 G G G


Decommissioning tenders plan due in period and cost estimates appear 
favourable.  Risk over vacuum decommissioning remains and discussions 
proceeding with Carillion.
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Scheme
Indic cap 
cost £k Time Quality Finance


Overall 
movement 
since last 


report  Commentary


Southmead Demolitions 500 G G G Tendering proceeding according to plan.


Offsite Storage and Retrieval (records) 1000 A G G
Some risk emerged around costs but these are being mitigated.  Plan allows for 
clinical and corporate paper records but does not include electronic solutions.


Frenchay Related Schemes


Frenchay interim Inpatient solution 1300 A G G
South Glos OSC issued a negative opinion on use of Elgar House.  Project must 
proceed to ensure safe service maintained for patients.


OP services - Pain Mgt, Clinic, LEEP (incl admin) 300 A G G
Awaiting corporate decision on final locations for small number of schemes. 
Imperative to make decision in October to progress alteration works.


Relocation of HITU & Headway (charity) 1000 A G G
Awaiting corporate decision on final locations for small number of schemes. 
Imperative to make decision in October to progress alteration works.


Frenchay disposal strategy 22000 A G G
Managed through Frenchay Site Redevelopment Task Group. Separate highlight 
report available.


Facilities Managed Projects


SSD 5500 A A A
Project progressing according to programme but risks around readiness for 
move. Construction contractor to be selected.


Car Park barriers and infrastructure 1872 A G G
Business case for parking barriers and pay machines approved. Equipment being 
procured.


Travel Plan incl. interim parking 800 G G G
Progressing against programme. Awareness campaign for final solutions delayed 
and needs to be progressed.


Crèche 600 A A A
Concerns over where to locate nursery need to be bottomed out and business 
case for preferred option issued.


Retained Estate Masterplan, signage, surfacing 
etc 500 G G G


Signage plans underway as required for phase 1.  Tenders to be sought for design 
work for phase 2 car parks


Re-supply Project 1000 R A A


Concerns over amount of work required to develop project.  Off-site 
consolidation and equipment capital to be finalised.  Programme delay remains a 
risk.


Cook chill to retained estates 200 A A A
Greater visibility of progress in installing cook chill facilities required to be 
provided.
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Report to: Trust Board Agenda item:  9.1 
Date of Meeting: 31st October 2013 


 
Report Title: Audit Committee 
Status: For information discussion assurance approval 


x  x  
Prepared by: Nick Stibbs 
Board Sponsor: Ken Guy 
Appendices: Summary Report 
 
Executive Summary:  
 
The Audit Committee met on 2nd October and the key issues discussed are listed below 
with details set out in the appendix: 


 
1. Ernst and Young Report on the future PFI contract management 
2. Management of National Clinical Audits 
3. Processes for producing the Quality Account to ensure unqualified external audit 


opinion in future. 
4. Counter Fraud and Corruption Policy 
5. Procurement Self-Assessment Report 
6. Cost-Effectiveness of Procurement Services 
7. Protocol for Non-Audit work by auditors 
8. Annual Audit Letter 
9. Consolidation of Charitable Funds Accounts 
10. Internal Audit Recommendations 


 
 
Action Required:  
Trust Board is requested to:  
• Note the contents of this report 


 
Key Risks: Without a system to monitor governance processes the 


Board would lack assurance that the organisation was a 
going concern and achieving its targets 


Impact on Patients: All systems monitored by the Audit Committee relate 
directly and indirectly to the delivery of patient care 
outcomes and good experience 


Impact on Staff All systems monitored by the Audit Committee relate to 
the provision of care by staff 


Link to Trust Objectives:  Services of exemplary quality and safety 
Strong, financially healthy organisation 


Care Quality Commission 
outcomes: 


Outcomes 1, 4, 6, 7, 8, 9, 16 and 21 


NHS Constitution: Quality of care and environment 
Financial Issues: As indicated in the report 
Legal/regulatory Issues: Considered throughout 
Equality Issues considered Considered throughout 
 


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


Ernst and Young Report on PFI Contract Management 
 
The Head of Capital Planning presented a report from Ernst and Young on:  
 


• the proposed PFI contract administration 
• the commercial and operational risks associated with the main PFI contractor’s 


performance 
• the management of potential claims 


 
and the management actions to be taken on the recommendations. 
 
The Audit Committee was pleased to note that the overall conclusion was that no critical 
issues that other trusts had been exposed to in PFI schemes could be identified. It was 
also noted that progress against the action plan would be monitored by the Estates and 
Asset Management Capital Planning Group which, in turn, would report to the Audit 
Committee on any exceptions. 
 
Management of National Clinical Audits 
 
The Committee received a report from the Chairman of the Clinical Audit 
Committee and the Clinical Audit and Assurance Manager on the processes 
around the management of national clinical audits. This included their 
assessment against the Trust’s priorities and monitoring of their progress. 
The Trust currently participated in all but one national clinical audit, for which 
the approach and benefit was being queried with HQIP (the national 
oversight body) and changes to it were being suggested. 
 
The Clinical Audit Committee had identified a number of general issues around 
progressing audits which it was pursuing: 
 


• the occasional difficulty in accessing medical records 
• the lack of oversight of the quality of data inputted by clinicians 
• inconsistent follow-up by directorate management teams 
• and the need for greater training and education 


 
Quality Account  
 
The Committee received the Auditors’ report on the 2012/13 Quality Account (reported 
elsewhere on the Board agenda) and noted the qualification. Stronger escalation 
procedures had now been agreed if issues on the financial and quality accounts arose in 
future and the Audit Committee would review the Auditors’ report on the Quality Account 
for 2013/14 at the same time as it reviewed the financial accounts for 2013/14. 
 
Counter Fraud and Corruption Policy 
 
With the addition of one item to the definitions list and names and contact numbers for 
staff to report suspicions a revised Counter Fraud and Corruption policy was approved. It 
would be publicised to all staff following approval of two other behavioural policies by the 
Quality and Risk Management Committee. 
 
Procurement Self-Assessment Report 
 
The Committee received a report from the Director of Purchasing and Supply giving the 
results of the consortium’s self-assessment against standards produced by the 
Department of Health. Each of the 18 standards were graded against three levels and the 
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consortium achieved full compliance against the building/awareness (level 1) of eleven 
standards and full compliance against the achieving/good progress (level 2) of seven of 
these. It was at least partially compliant against all but one standard to level 2. From this 
assessment a set of priorities would be developed for the next year and the Audit 
Committee would be informed of progress in six months’ time.  
 
Cost Effectiveness of Procurement Services 
 
The Audit Committee noted that the costs of the consortium to the Trust were the 
equivalent of 0.25% of the total establishment against a national average of 0.4%.  As a 
percentage of turnover and per order raised it was one of the lowest in the South West and 
against a number of comparable trusts in England. 
 
Protocol for Non-Audit Work by Auditors  
 
The Committee’s approved a protocol with two additions for the potential commissioning of 
the auditors to undertake non-audit work. 
 
Annual Audit Letter 
 
The Committee received the Annual Audit Letter which is reported elsewhere on the Board 
agenda.   
 
Consolidation of Charitable Funds Accounts 
 
The Committee will receive a report on the implications of the consolidation of the 
Charitable Funds accounts with the Trust’s financial accounts for 2013/14 at its next 
meeting. 
 
Internal Audit Recommendations 
 
The Audit Committee approved proposals to improve the benefit that Internal Audit 
recommendations should bring to the Trust and to strengthen the oversight of clearance of 
outstanding actions. This included the production and review of versions of the Internal 
Audit Interim Report for the Quality and Risk Management, Finance and Performance and 
Development Committees.  
 
 
21/10/13 
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Report to: Trust Board   Agenda item:  7.2 
Date of Meeting: 31st October 2013  


 
Report Title: Workforce Report – Quarter 2 : 13/14 
Status: For information discussion assurance approval 


x  x  
Prepared by: Robert Baker,  


Associate Director, Human Resources & Development  
Executive Sponsor (presenting): Harry Hayer, Director of Organisation, People & 


Performance 
Appendices (list if applicable): Appendix 1 (Workforce commentary and metrics) 


Appendix 2 (Workforce consultations)  
 
Executive Summary:  
To provide the Trust Board with a quarterly update and assurance on current workforce activity and 
delivery against objectives. 


Key messages include :  
 
Staffing Levels 
 


• Staffing levels have slightly increased in the 6 months to October 2013.  
 


• E-rostering reports are showing under-utilisation of contracted hours. This has been raised 
with senior nurses and may be as a result of standardisation of nursing shifts.  Increased 
focus is required on leave during school holidays.  


 
• Bank usage continues to rise, and will exceed £30m on current trajectory by the end of the 


year (9% of NBT paybill). Accurate workforce plans and a successful recruitment strategy 
will reduce NBT’s reliance on Bank. 


 
Staff Turnover 
 


• Staff turnover (excl. service transfers) has been gradually increasing from 11% to 12% in 
the last 12 months, accelerating in the last 2 months.  


 
• Highest turnover rates are in healthcare assistants (18%) and allied health 


professionals/scientific and technical staff (16%). An exit assessment is underway. 
 
Staff Sickness Absence 
 


• NBT has a peer average rate (4.06% over a rolling 12 months).  
 


• Highest areas are in Facilities (5.1%) and Musculoskeletal Services (5.1%). The highest 
staff group is healthcare assistants (6%). 95 directorate teams have sickness absence of 
6% or more. 10% of NBT staff have had 4+ episodes of sickness absence in the last 12 
months. 


 
 
Staff Statutory and Mandatory Training 
 


• NBT is compliant (>85%) in child protection and infection control training. Fire training is the 
lowest of all key training programmes (70%). Lowest compliance directorates are Medicine 
and Musculoskeletal Services. Considerable variation exists by directorate. Hot spot areas 
will be targeted. 
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Workforce Consultations  
 


• Appendix 2 illustrates the number of current and completed workforce consultations as at 
October 24th.  


 
 
 
Action Required:  
 
Trust Board is asked to note this report. 
 


 
Key Risks: Financial and performance-related risks 
Impact on Patients: The Trust’s workforce and organisation development 


strategy and associated matters directly affect the 
provision of patient care and treatment. 


Impact on Staff: The Trust’s workforce and organisation development 
strategy and associated matters directly affect staff and 
the Trusts commitment to it’s equality objectives  


Link to Trust Objectives:  The Trust’s workforce and organisation development 
strategy and associated matters directly support the Trust’s Big 
5 objectives and strategic imperatives. . 


Care Quality Commission 
outcomes: 


CQC Outcomes 12,13,14 


NHS Constitution: Underpins Staff and Patient NHS Constitution Pledges  
Financial Issues: Considered and outlined within the report and appendices 


attached. 
Legal/regulatory Issues: The Trust must ensure that it meets the requirements of 


employment  law, statutory legislation and statutory public 
sector equality duty (Equality Act 2010) and has 
a statutory duty to empower, engage and support staff 
(NHS Act 2006) and demonstrate evidence of this.   


Equality Issues considered: To meet Trust’s equality objectives.  
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Report to Trust Board – October 2013 6.1 –  APPENDIX 4 


Report Title Summary of Serious Incidents (SIs) reported in September 2013  


Status For Information Discussion Assurance  Approval 


    


Prepared by Pauline Crossley – Clinical Risk Manager  
Lesley Le-Pine – Head of Clinical Governance 


Board Sponsor Sue Jones – Director of Nursing 
 


Executive Summary:   
This report advises the Trust Board of Serious Incidents currently under investigation, the rate of 
Serious Incident reporting, actions taken and learning implemented. 
 


Three new Serious Incidents were reported in September;   
• 1 serious fall  in which the patient sustained a subdural bleed 
• 1 unexpected death  
• 1 lost to follow up – delay in treatment 


 


One Never Event  
Following discussions with Local Area Team for NHS England – the incident of retained swab and needle 
reported in August, will be recorded as two separate never events. This will be included in the Trust action 
plan for management of Never events, as reported at the last meeting. The action plan has been shared 
with and is supported by commissioners and the Trust Development Authority. 
 


Theatre Improvement Plan 
This month: 
Theatre Programme Board in place.  Key performance indicators agreed and progress against the 
improvement plan will be reported to commissioners and the Trust Development Agency. Theatre specific 
safety culture questionnaire being issued this month to all theatre staff, surgeons and anaesthetists. The 
second theatre newsletter has been published and includes summaries of the never events and key 
learning points. 
Next month: 
Theatre safety culture questionnaire results received and will be reviewed and themes analysed to drive 
further improvement activities.  Incident review panel to be commissioned, a new process to review 
Serious Incidents objectively and independently using the RCA and any other information of relevance. 
 


Incident reporting deadlines 
All incidents in September met the 2 day deadline for reporting incidents to Commissioners. 
All incident Root Cause Analysis investigation reports met the 45/60 day completion deadline for 
submission to Commissioners.   
 


Safeguarding Incident 
There were 5 safeguarding incidents reported during September.   
  


Whistleblowing Incidents 
There were no whistleblowing incidents reported as Serious Incidents during September    
 


Specific themes identified  this month  
Following a number of lost to follow up incidents, particularly in Urology, some of which are pre transfer of 
service to NBT, a review of cancer tracking and surveillance in Urology is underway 
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Action Required 
The Board is asked to note the contents of this report. 
 


Key Risks: Reporting incidents and completion of root cause analysis (RCA) investigations for serious 
incident within timescales is set in the contract with Commissioners and can result in financial 
penalties for the Trust if timescales are breached. 


Impact on 
Patients: 


Actions implemented following RCA investigations and sharing of lessons learned should 
reduce occurrence of similar incidents, thus improving patient safety, patient confidence and 
helping to maintain the positive reputation of the Trust.   


Trust Objectives Services exemplary of quality & safety, 
No waits no delays CQC Outcomes O21: Incidents 


NHS Constitution Considered as applicable Equality Issues: Considered throughout 


Financial Issues: As indicated in regard to incentive 
payments/ penalties. 


Other Legal/ 
regulatory Issues 


Considered throughout. 


 


Page 2 of 4 







Appendix 1 SERIOUS INCIDENT TRACKING & DASHBOARD 
 


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


Date 
2 day 
deadline  


Directorate Description Additional info  


2013/27215 28/07/13  NO Medicine  Adult safeguarding Referred to safeguarding 10/09/13 – reported on STEIS 18/09/13 
2013/24608 04/09/13 YES Medicine Adult safeguarding  
2013/27619 5/09/13 YES Medicine Adult safeguarding  
2013/27599 04/09/13 YES Medicine Adult safeguarding  
2013/28902 28/08/13 YES Medicine Adult safeguarding  
Open  - BREACHES  
No current open incidents breaching deadlines 
RCA - Closures September 2013  
STEIS No  Incident 


Date 
Directorate Description 45/60 day RCA 


deadline  
Additional info  


2013/19320 06/03/13 Medicine/ Surgery  Fluid overload  03/09/2013 Submitted 02/09/2013 
2013/19437 30/06/13 Operations  Critical care transfer  05/09/13 Submitted for closure 05/09/2013 
2013/19937 03/07/13 Renal Patient Fall  10/09/13 Submitted for closure 10/09/2013 
2013/20570 24/06/13 Medicine/ Surgery  Delay in treatment  16/09/2013 Submitted for closure 17/09/2013 
Open Serious Incidents  - CURRENT WITHIN TIMESCALE 
STEIS No  
 


Incident 
Date 


2 day 
deadline  


Directorate Description 45/60 day RCA 
deadline  


Additional info  


2013/24188 13/03/13 YES Medicine  Medication Error  22/10/2013 Presented at October CRC 
2013/24329 07/07/13 YES Surgery  Delay in treatment  22/10/2013 Presented at October CRC 
2013/24288 19/08/13 YES CCS Retained foreign body x 2 post op Never Events  12/11/2013 To be presented at November CRC 
2013/24538 20/08/13 YES Surgery  Delayed follow up and treatment  23/10/2013 Presented at October CRC 
2013/24864 23/08/13 YES Musculo-skeletal  Patient Fall  28/10/2013 Presented at October Falls group  


NEW -  Serious Incidents reported September 2013 
STEIS No  Incident 


Date 
2 day 
deadline  


Directorate Description 45/60 day RCA 
deadline  


Additional info  


2013/26406 17/07/13 YES CCS Hypoxic arrest f 11/11/13 November CRC  
2013/27033 08/09/13 YES Medicine  Patient Fall  18/11/13 November CRC 
2013/28007 09/09/13 YES Surgery  Lost to Follow up  26/11/13  May be subject to recall – clinicians opinion  


 


Summary of main actions/ Learning Implemented 
• Development of flow chart for Newly Identified Anaemia 
• Quick reference guides for CSM’s particularly to support new CSM’s in decision making to be developed  
• Full audit trail of sample transfers (time of collection, time of transfer to shuttle, time of delivery to laboratory). 
• Full Capacity Protocol for ICU to ensure actions are taken by the Directorates, ED and site Team to support time scale on RAG rating. 
• MSK work underway to rationalise kit available in theatre. 
• Develop concise RCA for all Wrong Blood in Tube incidents 
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Serious Incidents Dashboard                
 


  


Serious Incidents Rate per 1000 Bed Days Oct 2012 - Sep 2013
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*SI Count and *SI Rate by Directorate per 1000 Bed 
Days Oct 2012 to Sep 2013
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SI Count SI Rate  
There has been a slight update to the August 2013 data due to a previous SI, which is 
reported and investigated under a single RCA and reference number, now being included as 
two never events rather than one single incident. 
 


The bars count of SIs by Directorate since October 2012, but take no account of 
activity level, hence medicine appears high. Green diamonds show the SI rate per 
1000 bed days. CCS appears to be an outlier, due to low number of bed days.  
*Please note this excludes Infection Control and SGCH data 


 


Occurence of Never Events by Incident Date
Oct 12 - Sep 13
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Number of Serious Incidents Closed and Open Breaching 
deadlines


Oct 2012 - Sep 2013
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Closed Open Breaching Deadlines  
 X2 retained swabs x1 retained microscopic-needle In September 4 Serious Incidents were closed & 0 remained open beyond deadline. 


 
 


a low number of bed days  in 
CCS, therefore rate is high. 
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		Executive Summary:

		Action Required






 
 
 


Report to: Trust Board Agenda item:  6.4 
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Appendix 2 – Detailed Action plan 
 


Executive Summary:  


Current Position 
‘The business of the hospital was more important than the patients,’ Robert Francis QC 
 
Prevention of another failing in care such as that seen at Mid Staffs requires Board level 
leadership that promotes a culture of safety, effectiveness, compassion and openness; 
with systems in place that detect and act upon problems.  For North Bristol Trust our 
mission of ‘excellent healthcare personally delivered,’ our values being delivered through 
iCARE and our positive safety culture provides a strong platform for the post Francis 
actions and improvements.  
 
We have plans in place to strengthen quality surveillance, embrace new ways of 
complaints handling and learning, and our Patient Experience strategy is under review, 
with the aim to ensure patient experience drives service and quality improvement.  
Fundamental to all of this is ensuring our workforce is supported to deliver safe and 
effective care.   
 
Key successes include; the implementation of Supervisory Sisters ensuring that patients 
and frontline staff have access to clinical leadership every day and the roll out of iCARE as 
the vehicle to champion our values with all staff groups. The impact of this is that care and 
compassion is embraced by the whole organisation not just the nursing workforce.  The 
strongest value of our staff is putting patients first, this is achieved in an environment that 
values and supports staff to work well together. 
 
Approach taken and broader communication of ‘Francis review’ 
The Board has reviewed both the first Robert Francis Report (April 2010) and the Public 
Inquiry Report (February 2013).   


A further report was reviewed at the June 2013 meeting of the Board and members agreed 
that the recommendations arising from the Francis Report would be addressed as part of 
the Trust’s overall programme of improvement, rather than treating it as a ‘silo’ with its own 
set of working groups. It was agreed at that meeting that an assessment would be 
presented to the October Board. 
The Trust’s responses to the recommendations have been mapped, as closely as 
possible, against the new Care Quality Commission (CQC) regime key questions; 
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• Is the service caring?  
• Is the service safe and effective?  
• Is the service responsive to what people say?  
• Is the service well led?  


The first version of this report was reviewed at the Quality & Risk Management Committee 
on 7th October 2013. Comments made at that time have been reflected within this version. 
 
Of the evaluations currently undertaken they break down as follows; 


• Green – 22 themes (“Good Progress”) 
• Amber – 16 themes (“Some demonstrable progress”) 
• Red (“Insufficient persuasive evidence”)  - one theme; 


 


Complaints 
o Accessible complaints process 
o Actively promote feedback of experiences and views 
o Accessible advocacy for complainants 


 
Next Steps & Broader Engagement 
In order to take these actions forward it is essential that they are owned appropriately by 
the organisation and that operational leads and implementation timescales are agreed that 
are realistic and sufficiently defined to effectively track delivery. 


We propose to introduce periodic short presentations for departmental managers to 
cascade to their teams; and to be posted on the Trust’s internet site.  These presentations 
will describe the progress being made, the gaps recognised and the plans to improve 
further.  


This will support the need to provide a public response as required by the letter from the 
Secretary of State to all NHS bodies in March 2013.  


In addition, the Bristol Health, Wellbeing and Adult Care Scrutiny Committee has 
announced that it will review the Francis Inquiry response plans of all NHS trusts within its 
catchment at a meeting set for 21 January 2014.  The Care Quality Commission will be 
invited to contribute to this review. 
 
Further Considerations 
Two further reports have been published in recent months.  Both are highly significant and 
both are pertinent to the conclusions and recommendations made in the Francis Report.   
These are: 


• “Review into the quality of care and treatment provided by 14 hospital trusts in 
England”, by Professor Sir Bruce Keogh KBE, July 2013 


• “A promise to learn – a commitment to act”, by Don Berwick and the National 
Advisory Group on the Safety of Patients in England, August 2013 


In addition the developing CQC Inspection regime is much more rigorous and will require 
strong governance at board and directorate level to provide confidence that the Trust 
meets the CQC standards. 


Action Required:  


The Trust Board is requested to; 
a) Scrutinise the assurance provided by achievements to date, the current work in  


progress and the on-going work plan. 
b) Approve the proposed future actions and the requirement for agreeing ownership 


& delivery timescales, with oversight through QRMC. 
c) Approve the proposed approach to informing staff and the public of the ways that 


the Trust is responding to the recommendations arising from the Francis Report.  
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Key Risks: Potential for loss of focus due to significant organisational 
change NBT is undergoing. 
Risk of ‘change fatigue’ if a separate ‘Francis initiative’ was 
launched as a silo activity on top of everything else. 
Both these risks are mitigated through the approach 
outlined within the paper. 


Impact on Patients: Fundamental to patient safety, experience and outcomes 
and the importance of listening to patients, carers and 
frontline staff. 


Impact on Staff: Wide-ranging implications for the way staff deal with 
patients, for overall culture and values whilst undertaking 
this work and potentially for training and development at all 
levels. 


Trust Objectives:  All of the Big 5: 
• Patient Experience and safety 
• No waits no delays 
• Services will be leading edge and provided in high 


quality environments 
• To be a financially strong organisation 
• Great place to work 


Care Quality Commission 
outcomes: 


5,7,8,13,14 and 17 


NHS Constitution: The right to be treated with a professional standard of 
care, by appropriately qualified and experienced staff, in a 
properly approved or registered organisation that meets 
required levels of safety and quality. 
The right to be treated with dignity and respect, in 
accordance with human rights. 
Staff can raise any concern with their employer, whether it 
is about safety, malpractice or other risk, in the public 
interest; 
maintain the highest standards of care and service, taking 
responsibility not only for the care 
personally provided, but also for their wider contribution to 
the aims of your team and the NHS as a whole; 
Staff can report any genuine concern about a risk, 
malpractice or wrongdoing at work which may affect 
patients, the public, other staff or the organisation itself, at 
the earliest reasonable opportunity; 
Staff should aim to take up training and development 
opportunities provided over and above those legally 
required. 


Financial Issues: Potential implications 


Legal/regulatory Issues: CQC, GMC, NMC, Monitor 
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Appendix 1 
 
Robert Francis Report 2013: NBT assurance update 


 
Background 


1. The Trust Board considered a paper in October 2012, which anticipated the findings of 
the Mid-Staffordshire Public Inquiry Report by Robert Francis QC (the Francis Report).  
The paper introduced the Chief Nursing Officer’s draft Strategy for Nursing and Trust 
plans for introducing the role of Supervisory Ward Sister. 


2. The Board agreed a further set of steps in February 2013.  These were to:    


• start to implement a specific work plan for nursing 
• adopt iCARE as a vehicle to implement the Trust’s values 
• continue to implement the Quality Strategy and ensure that outcomes and patient 


experience are reflective of the Trust’s safety culture 
• implement the Friends and Family Test 
• continue the recovery plan for the complaints process 


 


3. The Care Quality Commission (CQC) has indicated that its inspection approach will 
focus on the following key questions: 


• is the service caring?  
• is the service responsive to what people say?  
• is the service safe and effective?  
• is the service well led?   


 
4. At the June 2013 meeting of the Board, members agreed that the recommendations 


arising from the Francis Report would be addressed as part of the Trust’s overall 
programme of improvement.  It would not instigate new specific task working groups. 


5. The detailed review of the 290 recommendations of the Francis Report was to be 
addressed in the following steps: 


• stage 1 – review each recommendation and categorise them according to the 
level of response required from the Trust.   


• stage 2 (early July) - confirm the accuracy of proposed service leads, through 
sharing of the database of recommendations with service area leads; requesting 
their review of all recommendations; and seeking feedback of what has already 
been done in the Trust to deliver levels of assurance against any of the 
recommendations. 


• stage 3 (July-August) - Confirm ownership of each recommendation formally.  
Confirm existing assurances and oversight arrangements and complete a gap 
analysis.   Develop action plans to address gaps, including timelines to delivery 


• stage 4 (September onwards) - Embed delivery of the action plans into the Trust’s 
wider development programme and design facility for reporting back on progress 
to the Board and its committees. 


 


6. Progress on delivery of these stages has been slowed by the size of the conflicting 
pressures on key staff and annual leave during the summer.  Stages 2 and 3 are 
mainly completed in discussion form and need to be considered more widely before 
the finalised priorities and planned actions can be agreed. 
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Analysis of the Recommendations arising from the Francis Report 
7. Of the 290 recommendations arising from the Francis Report, 116 are regarded as 


being either directly attributable to NHS trusts, or being recommendations aimed at 
other organisations, but for which acute trusts can prepare. 


8. The recommendations have been categorised loosely along the lines of the key 
questions identified by the CQC.   


9. An initial assessment of assurances in place and plans for improving assurances has 
been carried out.  Further work, at local level is needed to get a clearer picture of the 
assurances in place, so as to guide more accurately the priorities and plans for future 
improvements.  Critically, the actions planned will need to reconcile the current state of 
localised excellence and localised understanding with the need to have a Trust-wide 
drive to improve and a Trust-wide improvement in understanding.   


10. It should be noted that the RAG rating is unavoidably based on a subjective 
assessment of the progress being made by the Trust.  It should be clear that further 
progress is needed to complete and embed the Trust’s response to the spirit of many 
of the recommendations.  Further work is also needed to develop complete planning; 
and to cascade new and re-stated principles to all staff and contractors working for the 
Trust. 


11. The summary conclusions from the initial assessment are reported in the table at the 
end of this report. Key themes are grouped together to produce a more coherent plan. 
Of these one is regarded as showing “insufficient persuasive evidence”, and rated as 
red.  This is the section relating to complaints, including issues such as the 
accessibility of the complaints process and promotion of feedback of experiences and 
views from service users 


 


Further developments 
12. Two significant reports have been issued recently: 


• “Review into the quality of care and treatment provided by 14 hospital trusts in 
England”, by Professor Sir Bruce Keogh KBE, July 2013 (the Keogh Report) 


• “A promise to learn – a commitment to act”, by Don Berwick and the National 
Advisory Group on the Safety of Patients in England, August 2013 


13. Both are pertinent to the conclusions and recommendations made in the Francis 
Report. 


14. The Keogh Report identified six common barriers to delivering high quality care, 
summarised as: 


• failure to commit to involve patients comprehensively in planning for their care 
and for developing services 


• lack of visibility of quality at the Leadership level, due, to a large extent, to the 
lack of access to useful data.   


• the temptation to read too much in to the various measures of mortality, including 
HSMR and SHMI, which are “clinically meaningless and academically reckless” to 
use as measures to quantify actual numbers of avoidable deaths 


• issues associated with working in geographical, professional or academic 
isolation. 


• in-built resistance to valuing and supporting frontline clinicians, particularly junior 
nurses and doctors 


• the resistance to migrating from a culture of denial and blame, to one of genuine 
transparency and “no blame”. 
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15. “A promise to learn – a commitment to act”  presents the results of a study of “the 
various accounts of Mid Staffordshire, as well as the recommendations of Robert 
Francis and others, to distil for Government and the NHS the lessons learned, and to 
specify the changes that are needed” 


16. The report concludes that:  “The most important single change in the NHS in response 
to this report would be for it to become, more than ever before, a system devoted to 
continual learning and improvement of patient care, top to bottom and end to end.” 


17. Both reports have identified a number of recommendations that complement and 
supplement the Francis Report recommendations.  The Trust will need to consider 
these as part of the development of its overall programme of improvement. 


 


Next steps 
18. More detailed assessment, planning and prioritising of actions needs to be developed 


during November and December.  Achieving this requires broader engagement and 
ownership, across the Trust, than can be achieved through the centralised approach 
that has been taken for this stage of the review. 


19. The next steps, to be taken in November and early December are: 


• identified lead managers to complete the analysis of the key recommendations 
that the Trust can address locally, to confirm the assurances in place, 
developments planned and areas where further action is still needed. 


• Directors and management to identify specific priorities and actions to improve 
assurance of coverage against the Francis Review. 


• Trust Board to approve the formal position statement to be published, before the 
end of December, once guidance has been received from the Department of 
Health. 


• QRMC to assess the impact on the Trust of the two further reports  by Professor 
Sir Bruce Keogh KBE and by Don Berwick 


• Communication across directorates and specialities. A short PowerPoint 
presentation of Trust’s position and progress has been produced, for cascade to 
directorates and specialties.  This has been trialled successfully and will be 
shared from end of October.  Feedback will be requested and sought.  This 
feedback should give the Board a clearer understanding of the impact of the key 
messages on local working arrangements and priorities. 


• Integration into overall quality assurance plan. There are many strands to the 
requirements around improving quality delivery and quality assurance. These 
include the new CQC regime, the Monitor Quality Governance Framework 
(QGAF) action plan, responding to internal audits on directorate and corporate 
governance and the actions set out within this paper. Integration into a coherent 
and deliverable programme is needed. 


External scrutiny 
20. External scrutiny of the Trust’s response to the Francis report and its 


recommendations will start in earnest in December 2013.  The Government’s response 
to the Francis report stated that all NHS hospitals are expected to respond annually on 
their progress in addressing the report’s recommendations.  In addition,  


“all NHS hospitals should set out how they intend to respond to the Inquiry’s 
conclusions before the end of 2013.”    


21. The Bristol Health, Wellbeing and Adult Care Scrutiny Committee has announced that 
it will review the plans of all NHS trusts within its catchment at a meeting set for 21 
January 2014.  The Care Quality Commission will be invited to contribute to this 
review. 
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Appendix 2 
 
Recommendations 
group 


Assessment Assurance Actions needed 


Is our service caring? 


NHS Constitution and 
staff contracts: 


• Constitution as first 
point of reference 
(recommendation 03) 


• Core values of 
Constitution sacrosanct 
(rec. 04, 05, 07, 08, 
191) 


• Obligations to 
transparency, openness 
and candour (rec 05, 
178) 


• Sanctions for failing to 
meet these 
expectations (rec 183) 


The Trust’s values are clearly mapped to the NHS Constitution.  Other NBT 
initiatives are also delivering the spirit of the Constitution, if not in its name.  
These include iCARE, Forget-me-not, Striving for Excellence, and Putting 
Patients First. 


The rights and obligations set out in the NHS Constitution are considered in 
reports to the Board and Committees.  However, there is little visibility of the 
message and impact of the NHS Constitution on the Trust’s staff, patients and 
carers.   


The Trust’s three behavioural governance policies have been reviewed and 
updated to take account of the key messages from the NHS Constitution, the 
Bribery Act and related guidance.  These policies, which are currently in draft, 
include the Policy Code of Conduct for all staff and the Policy for Raising 
Concerns, including Whistleblowing.  A separate, specific Code of Conduct for 
healthcare support workers has been adopted. 


 


Good 
progress 


o Design communications exercise to 
raise staff and patients’ awareness 
of the content and implications of 
the NHS Constitution. 


o Promote updated behavioural 
governance policies to all staff and 
contractors working with the Trust 


 


Training and 
development (values and 
attitudes): 


• Basics first (rec 185, 
187) 


• Revised knowledge and 
skills framework (rec 
186, 196) 


Training and development plans are linked to appraisal.  The annual appraisal 
includes review of the professional portfolio.  There is also triennial review of 
timely completion of programmes, assessment and accreditation.  Proof of 
learning and competence is evidenced, including mandatory and statutory 
passport requirements. 


The Learning and Development team is reviewing coverage of; and developing 
sessions on the Nursing and Midwifery Council Code of Practice, received in 
training through both university and NBT. 


Portfolio development training sessions for RNs and HCSWs will be launched 
at the start of the academic year, 2013/14. 


The Trust scores well on staff appraisals being completed, but not so well on 
their effectiveness.  The Learning and Development team seeks immediate 
feedback on appraisal effectiveness, as well as annual feedback on appraisal 
experience (seeking response from 10% of appraises) 


Good 
progress 


o Reinforce message, already in 
managers training, that the annual 
appraisal includes review of 
professional portfolio and to include 
feedback on care and attitude 
evidenced by patient and carer 
feedback. 


o Update the appraisal model to take 
account of the NHS Constitution 
and Duty of Candour – to include 
paperwork, website, training 
support 


o Confirm quality assurance process 
is in place for effective appraisals 
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Appendix 2 
 
Recommendations 
group 


Assessment Assurance Actions needed 


• Compassionate care 
(rec 185, 186) 


 


The Trust is enhancing its culture of caring through: 


• the introduction of the iCARE programme as a vehicle to embed our values, 
support the cultural transformation into to the new hospital and promote a 
culture that puts patients first and foremost.   


• newly developed Trust values, which resulted from an extensive period of 
staff and patient engagement. 


• Specific events, such as the May 2013, Nurses Week seminars: with guest 
international speaker focusing on the Art of Nursing; and the Trust Safety 
Conference, June, 2013 with national speakers, showcasing the Trusts 
safety programme, designed to maximise frontline staff attendance. 


• Learning and Development programmes actively seek to use experiences 
such as iCARE, ‘6 C’s’ and patient stories, in delivering learning 
opportunities 


Good 
progress 


o Develop targets and KPIs for 
measuring effectiveness and impact 
of iCARE 


o Review appraisal training to ensure 
commitment for care and 
compassion is in syllabus. 


 


Individualised care: 


• ward nurse time to 
supervise (rec 195) 


• staff accessible to 
patients and carers (rec 
195) 


• patient focused transfer 
and discharge (rec 239) 


Supervisory Ward Sisters have been introduced from September 2013.  This 
provides sisters and charge nurses with the time to lead patient care, role 
model, working alongside staff and students and support relatives and carers. 


The introduction of iCARE across all staff should improve the awareness of 
need to focus on the individual. 


Good 
progress 


o Transfer and discharge policy to be 
reviewed to ensure compliance with 
expected practice identified by 
Francis Report. 


• identified key nurses 
(rec 199) 


• senior clinician in 
charge of care (rec 236) 


 


Lead nurses are identified, for each shift, in each ward.  The introduction of the 
grade specific smart scrub uniform that differentiates registered nurses from 
Health Care Support Workers will also help recognition for patients and carers. 


It is not certain that the Trust will apply the principles of the named nurses and 
named clinical leads.  The nurse “In charge” is identified for each ward area on 
each shift; every patient should know who is looking after them.  For patients 
whose care is complex, their care should be coordinated by a named individual 
professional. 


Some 
demonstrable 
progress 


o Determine Trust policy.  If named 
nurses route not to be followed, 
determine how patients and carers 
will be given a clear indicator of who 
to take their concerns to. 


o Ensure advice and information for 
patients includes a guide to 
recognising key people providing 
their care.   
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Appendix 2 
 
Recommendations 
group 


Assessment Assurance Actions needed 


• effective teamwork (rec 
237, 238) 


 


The Trust is encouraging better teamwork and interaction, e.g. through iCARE 
and “Forget Me Not”.  Safeguarding standards are in place for specific 
vulnerable groups.  But, triangulating other KPIs (e.g. patient dementia 
assessment) indicates progress still to be promoted. 


The controls and assurances around ward rounds and board rounds are being 
improved considerably.  Required attendees and frequency of rounds is being 
formalised in SLAs; and Consultants’ input recognised in the agreed PA 
record. 


Good 
progress 


o Evaluate effectiveness of wave 1 
and adapt/further  promote roll-out 
of iCARE and safeguarding 
principles 


o Ensure all vulnerable patients are 
cared for according to the relevant 
safeguarding procedures, led by 
specifically trained staff 


o Emphasise need for comprehensive 
delivery of on-admission and on-
going assessments for patients who 
may be vulnerable. 


Is our service responsive to what people say? 


“Being Open”: 


• Open, honest and 
truthful (rec 173, 
175) 


• Immediate 
disclosure when 
adverse events 
happen (rec 174) 


 


Delivering “openness” - The Trust follows the existing Being Open Policy in its 
approach to informing patients and relatives of adverse events.   


The Trust also follows its comprehensive incident reporting policy and guide lines 
and has an established approach to conducting Root Cause Analysis (RCA) 
reviews.  The Trust recognises that the RCA process needs to be better 
supported. 


Board reporting of Serious Incidents and all other incidents transferred into public 
session with suitable anonymisation from early in 2013. 


Some 
demonstrable 
progress 


o Deliver reviews of policies and 
processes for addressing adverse 
events across the Trust. 


o Seek feedback on satisfaction with 
the way the Trust has handled the 
adverse events process 


o Improve process and support to 
RCA process 


• Procedural 
compliance with 
NPSA guidance on 
openness (rec 180) 


• Duty of candour (rec 
181, 182) 


Promoting “openness” – Being Open Policy not yet reviewed and updated to 
ensure compliance with the recommendations of the NPSA.  Need to address 
policies and processes covering incidents, complaints and claims first. These 
reviews are in progress. 


The Patient Experience Group is well established and chaired by the Director of 
Nursing.  Informative reports are produced for the Board by this group.  Patient 
Experience Group Members have active roles on other governance committees 
including quality committee and Clinical Risk Committee. 


Some 
demonstrable 
progress 


o Review and update the Being Open 
Policy 


o Publicise the updated policy across 
the Trust and to service users. 


o Work with PEG members in a 
similar way, valuing their 
contribution 
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Appendix 2 
 
Recommendations 
group 


Assessment Assurance Actions needed 


• Disclosures to 
others (rec 182, 
274) 


The Trust has a good track record in its dealings with the Coroner.  Review 
records are comprehensive and well ordered.  The Trust does not get criticised by 
the coroner on the quality of its evidence. 


The Trust also has a good track record for reporting “Never Events”, SUIs, and 
SIs. 


Good 
progress 


 


Complaints 
transparency and 
response: 


• Accessible 
complaints 
information for all 
(rec 38, 39, 40, 118, 
119, 120, 121, 255) 


Informal reporting arrangements are already in place for sharing details of 
complaints with the CQC.  Commissioners also have access to complaints data. 


Board reports are available to the public. 


However, the Trust does not provide a public-focused report on the range and 
trends in complaints.  


Some 
demonstrable 
progress 


o Introduce quarterly analysis of 
trends and focus of complaints, 
giving a more detailed perspective 
than is currently reported to Board. 


• Focus on actuals, 
rather than statistics 
(rec 40, 121) 


 


Teams addressing adverse events are not joined up within the Trust.  Identifying 
trends, hot-spots and risk areas suffers as a result, as does the opportunity to 
disseminate learning. 


Board reports are presented on a quarterly basis.  However, these focus mainly on 
numerical data; and do not seek to analyse the patterns and trends.   


Patient stories are provided at each Trust Board meeting. 


Trust education programmes use patient experience e.g. through stories, results of 
RCA reviews, feedback and input of the Patient Panel. 


Some 
demonstrable 
progress 


o Implement a Trust wide review of 
culture and design of management 
of response to adverse events 


• Accessible 
complaints process 
(rec 109, 110, 113, 
254) 


• Actively promote 
feedback of 
experiences and 
views (rec 111, 256) 


• Accessible 
advocacy for 


Patient surveys in 2012 and 2013 indicated a very low level of satisfaction with the 
accessibility of the complaints service at NBT. 


Various avenues exist for entering a complaint.  However, informal feedback from 
nurses indicates that the culture is not in place and that 4Cs (complaints, 
concerns, comments, compliments) is not visible. 


 The complaints process is showing signs of recovery in terms of reducing the 
backlog of overdue responses.  Plans are in place to process map ‘life of a 
complaint’, and to respond much more proactively, using iCARE, and the findings 
of the forthcoming Hart review. 


Insufficient 
persuasive 
evidence 


o Review complaints process, with 
specific reference to Patients’ 
Association Standards and 
Complaints Management 
Scorecard. 


o Ensure continued improvement to 
eliminate backlog.  


o Introduce periodic audit of 
complaints handling using the 
scorecard. 
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Appendix 2 
 
Recommendations 
group 


Assessment Assurance Actions needed 


complainants (rec 
116, 117) 


 Feedback from patients - The Friends and Family Test is established, plans are in 
place to further improve response rates, and to use the narrative data intelligently. 


o Need to improve take-up of FFT in 
certain areas. 


• Treat all comments 
and complaints 
seriously (rec 112, 
113, 114) 


Trust policies require concerns and comments raised by patients and carers to be 
treated as complaints.  Complaints that indicate a serious incident will be treated 
as such.  However, this needs to be proven to be effective. 


Some 
demonstrable 
progress 


o Identify assurance processes that 
show all relevant concerns and 
comments are addressed 
appropriately. 


Incident reporting and 
whistleblowing: 


• Encouraging 
reporting (rec 12, 
160) 


• No gagging clauses 
(rec 179) 


The Trust is within the upper quartile of reporters in the NRLS and has a relatively 
high reporting rate for adverse incidents. 


The revised Policy Code of Conduct for all staff and Policy for Raising Concerns, 
including Whistleblowing incorporate the NHS Constitution expectation that staff 
should report incidents and concerns. 


Gagging clauses not in use at NBT. 


Good 
Progress 


o Ensure the new policy on raising 
concerns, including whistleblowing 
is promoted to all Trust staff 


• Seeking and 
encouraging 
reporting of 
experiences from 
trainees (rec 158, 
159, 160, 161) 


The Learning and Development team is contributing to national work on evaluating 
the learning experience for non-medical trainees. 


Monitoring of delivery of the Learning and Development Agreement between the 
Trust and University of the West of England (UWE) provides a two way review of 
shared responsibilities of the University. college and training provider and the 
employer’s responsibilities. 


Annual contract monitoring of UWE for non-medical learners includes feed-back 
on the student learning experience, as does the annual GMC trainees survey  


Some 
demonstrable 
progress 


o Work with the NMC as they 
establish a systematic mechanism 
to capture learning from student 
nurses. 


• Giving feedback 
(rec 12) 


The Trust is in the process of implementing an improved incident reporting and 
management system.  This includes a function for reporters to review the 
responses and actions proposed by the responsible managers.  The process 
encourages reporters to check actions. 


Some 
demonstrable 
progress 


o Ensure new system and new 
arrangements for reporting are 
publicised once it is implemented. 


• Comprehensive 
NRLS reporting (rec 
98, 99) 


• Reporting infections 
(rec 106) 


The Trust complies with the mandatory reporting requirements with regards to 
serious incidents, and also with infection rates.  This includes complaints that 
indicate previously unreported serious incidents. 


The current position where there are two separate systems for reporting incidents 
presents a risk that certain reports will be lost.  However this is being replaced with 


Good 
progress 
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Appendix 2 
 
Recommendations 
group 


Assessment Assurance Actions needed 


the new single incident reporting system. 


• Transparent 
measures of cultural 
health (rec 198) 


The Early Warning Trigger Tool (EWTT) "Quest" is being adopted for use by ward 
sisters to do early warning signs assessment at ward level.  Aligned assessments, 
including NQAT are already in place. 


"iCARE" will contribute to developing the positive culture, but is not a measuring 
tool. It includes transparent and highlighted indicators of good practice and active 
discouragement of bad practice. 


Good 
progress 


o Carry out effectiveness review of 
introduction of Quest assessment. 


Is our service safe and effective? 


Healthcare Support 
Workers (HCSW’s): 


• Standard role 
description (rec 207) 


• Identifiable grades 
(rec 208) 


The Trust migration to a smart scrub uniform will begin ahead of the new hospital, 
phasing in nursing staff first.  All HCSWs will wear grey scrubs which are clearly 
distinguishable from the blues worn by RNs. 


The Director of Nursing is holding “drop-in” sessions for HCSWs to explain the 
expectations and development plans for HCSWs. 


Learning and Development facilitates networks and support for HCSWs and has 
led on the development of the generic job descriptions and relevant training 
programmes. 


Good 
progress 


o The Trust is involved in 
national work following the 
Cavendish review into 
HCSW’s. 


• Registration of 
HCSWs (rec 209, 
213) 


• Code of conduct for 
HCSWs (rec 210) 


Codes of practice, specific to HCSWs, have been in place since 2004.  These 
continue to evolve with the role and programme. 


The Trust has worked with Skills for Health in the development and launch of the 
new HCSW National Code of Practice.  The new Code of Conduct specific to 
HCSWs has been adopted by the Trust.  This is referred to in the Trust’s main 
Policy Code of Conduct. 


Good 
progress 


 


• Common standards 
and training for 
HCSWs (rec 211) 


The Trust is at the forefront of a number of initiatives to clarify the role and 
development of clinical and support workers outside of the GMC and NMC. 


The strategy and training programme specific to HCSWs is in place and includes 
all aspects of recruitment, and training and development to each role. 


Clinical managers have contributed to the development of core job descriptions 
and dovetailing of relevant nationally recognised training standards through the 
Trust’s apprenticeship & vocational diploma training programmes at levels 2 to 4. 


The Trust has led on the development of the Assistant Practitioner grade core job 


Good 
progress 
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Appendix 2 
 
Recommendations 
group 


Assessment Assurance Actions needed 


description and development programme; and works in partnership with the 
University and colleges in training level 4 practitioners to the competence levels 
required by their role descriptions. 
The Trust employs around 300 apprentices, including roles in nursing, pathology, 
pharmacy, maternity, nursery nursing, business administration, IT.  Around 150 
apprentices qualify, at levels 2 and 3 each year.  
 
In March 2013, the Learning and Development team received its first Ofsted 
inspection , which concluded that the service was “Good with outstanding features 
for learner outcomes”.  The team also won the Trust’s ‘Excellence’ award for 
Vocational Education in 2013. 


The Trust has been awarded the macro ‘Employer of the Year’ in the South West 
in the National Apprenticeship Service awards for 2013. 


Infection Control: 


• All to remind all (rec 
240) 


Mandatory infection control training compliance levels meet the target set. 


Hygiene assessments and audits are carried out and a joint cleaning group has 
been created to help the Trust and the domestic service to work together.  
Responsible visiting information is given to visitors, including the request that 
those that have been ill in past 48 hours do not visit. 


Hand-wash and hand gel facilities are readily available for patients, staff and 
visitors 


Good 
progress 


 


Performance 
reporting: 


• Consistent and 
robust Quality 
Accounts (rec 37, 
246, 247) 


• Accurate public 
statements (rec 176, 
177) 


• Competent Boards 
(rec 221, 245, 249) 


• Anonymised 


Quality accounts – audit, publication and dissemination of the annual Quality 
Account is compliant with regulation. 


The Trust Quality and Safety Strategy was refreshed and approved by the Board 
in June 2012.  The Framework of Care, which builds upon the quality strategy, 
was adopted at the same time. 


The proposed new format of the Trust Integrated Governance Report; and 
associated committee reporting will be designed to ensure that the delivery of key 
quality performance targets and objectives remains visible at the higher levels of 
the Trust. 


The FT preparation Quality Governance Assurance Framework has been 
reviewed and an action plan is being implemented and reviewed at Foundation 
Trust Project Board. 


Good 
progress 


o Develop the hierarchy of the 
Integrated Performance Report to 
clarify how Quality Strategy is 
measured and reported against at 
directorate & Trust level. 


o Improve data governance controls 
over the data atlas 
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Appendix 2 
 
Recommendations 
group 


Assessment Assurance Actions needed 


reporting (rec 252) 


• Quality assurance of 
reported data (rec 
245, 248, 262, 264, 
269) 


Information governance – The NHS Trust Development Authority (NTDA) 
Accountability Framework sets out clear regulatory oversight.  A built in assurance 
process underpins this. 


The Trust scores well in the annual Information Governance Toolkit assessment. 


One of the non-executive Board directors has quality assurance experience in 
industry.  He uses this background to challenge data and statistics presented to 
the Board; seeking to triangulate sources of evidence and challenging where the 
reported results do not appear to stack up. 


Information governance is delivered through compliance with IMT policies, 
information sharing protocols and Caldicott and Data Protection policies.  
Information on STEIS and NRLS is redacted and contains no patient identifiable 
information. 


Board data does not have any clear form of quality assurance set out & the Trust 
does not have a clearly defined data quality strategy or coherent assurance 
structure. 


Some 
demonstrable 
progress 


o Agree design and ownership 
principles to develop Data Quality 
strategy & related assurance 
mechanisms. 


o Strengthen the governance 
mechanism for critical review and 
evaluation of data quality, including 
periodic use of internal & external 
assessors. This should inform 
board confidence in data it reviews. 


• Transparent and 
accessible statistical 
information (rec 
260, 262, 263, 264) 


The Trust has established a service quality summary tool for all clinical areas, 
including wards. This includes the NQAT, but goes further.  A new quality indicator 
tool, which also focuses on safe staffing is being piloted. 


Mortality statistics are reviewed proactively at Directorate mortality meetings and 
Trust wide.  Global Trigger Tool reviews have commenced. 


Commissioners’ quality and performance reviews are now combined to ensure all 
issues are seen in context rather than in silos. 


Some 
demonstrable 
progress 


o Develop & implement staffing 
indicator tool and governance 
around it. 


Service planning: 


• Registered older 
persons’ nurse (rec 
200) 


• Food and drink 
provision for older 
patients (rec 241) 


Care of older patients - The Trust has implemented the "Forget me not" project for 
caring for patients with dementia.  Nurse champions have been appointed across 
the Trust. 


A comprehensive dementia training programme in place, including face to face 
delivery and an e-learning package on the MLE. 


The Trust has also implemented a range of measures in an effort to reduce the 
occurrence of patient falls.  The regular check on patients at risk of falling 
(intentional rounding) should highlight where assisted feeding is needed.  


Some 
demonstrable 
progress 


o Consider whether the separate 
processes for assessing the needs 
of all older patients: dementia, 
nutrition and hydration, falls need to 
be ‘joined up’ in some way for a 
more holistic view. 
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Appendix 2 
 
Recommendations 
group 


Assessment Assurance Actions needed 


 However, the Trust is missing the Framework of Care target for ensuring that 95% 
of at-risk patients receive a malnutrition screening risk assessment.  


• Public and 
transparent impact 
assessments ahead 
of service change 
(rec 286) 


The Trust has introduced a process of Quality Impact Assessments, led by the 
Director of Nursing, for all significant service change proposals.   


The Executive Review Process and Project Management Office scrutiny process 
deliver a more detailed level of assurance monitoring than before. 


Some 
demonstrable 
progress 


o show impact of QIA process. 


o Revisit process to streamline & 
improve focus and accountability for 
2014/15 budget setting. 


Standard procedures: 


• Clinical involvement 
in devising 
procedures (rec 11) 


• Compliance with 
patient safety alerts 
and ‘safe staffing’ 
guidance (rec 41, 
93) 


Clinicians in the Trust have a good tradition of involvement in the setting of 
procedures. 


The Nursing Framework of Care provides a care strategy that overlies all patient 
pathway procedures.  The key objectives will be made more visible in the 
proposed revised integrated performance report. 


The Trust is investigating models that can be used to determine safe staffing 
levels without being too technical or time consuming to complete. 


The Trust is introducing the “15 steps” approach to determining ward safety ‘at a 
glance’ 


Good 
progress 


o Review Policy on Policies to 
emphasise the involvement 
expected of clinicians and the 
process for reporting fundamental 
disagreement with the procedures 
planned, or in place. 


• Oversight of 
administration of 
medicines (rec 242) 


 


Medications on ward - Comprehensive missed dose audits are completed weekly.  
Delayed and omitted doses are a key target area for monitoring by the clinical 
pharmacy team. An investment bid case for EPMA has been submitted to the DH 
innovation fund 


The Trust’s pharmacy team is also a world leader in medicines reconciliation 
within 24 hours.  Significant benefits to patient safety and recovery speeds as a 
result. 


The Learning and Development team is working with pharmacy to develop 
education support material including e-learning to support safe medications 
administration 


Good 
progress 


o Promote the Pharmacy Patient 
Safety Awards, 2013 presentation 
to all clinical and ward staff. 


o Devote new section of intranet (or 
internet) site to presentations such 
as those given to the Quality 
Conference in June; and any future 
initiatives shortlisted for local, 
regional or national awards. 


• Automatic recording 
of routine 
observations (rec 
243) 


Bids have been submitted for electronic ward white-boards and bed side reporting 
technology.  But little progress has been made. 


Some 
demonstrable 
progress 


o Maintain review of these as 
potential capital schemes, or 
subjects for investment bids from 
potential external sources. 
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Appendix 2 
 
Recommendations 
group 


Assessment Assurance Actions needed 


• Patient access to 
information (rec 
244) 


The recommendation focuses on a commitment to the right principles for 
developing and implementing new patient information systems. NBT scores highly 
against the Information Governance Toolkit and has strong clinical leadership 
through the Chief Clinical Information Officer CCIO and the Clinical IT Systems 
Board - chaired by the Medical Director. 


Patients are provided with copies of their medical records, or extracts from them, if 
requested. 


The desire for patients to have prompt on-line access to their full medical record is 
unlikely to be delivered in the short/medium term due to a lack of available capital 
to pursue potential solutions (e.g. Electronic Document Management system). 


Some 
demonstrable 
progress 


o Identify alternative arrangements, 
including the potential to access 
external funding sources that may 
become available following SoS 
recent announcements of funding to 
drive national agenda. 


Serious incidents, 
inquests, and root 
cause analysis: 


• Sharing of 
information about 
SUIs and their 
investigation (rec 
42, 44, 45, 94, 100) 


• independent 
investigations (rec 
44, 115) 


Incidents are reported on the national STEIS and NRLS systems.  CQC and 
commissioners have access to these.  However, the definition of SIs, SUIs, and 
never events is not clearly understood in the key clinical environments.  Guidance 
appears not to be generally available. 


The Serious Incident report is now routinely reported in public board sessions with 
effect from April 2013. 


Some 
demonstrable 
progress 


o Review approach to training front-
line staff and the processes for 
responding to and reporting 
significant adverse events. 


• learning from 
incidents (rec 44) 


The learning is not clearly visible across the Trust.  Teams addressing the various 
iterations of adverse events are not joined up.  If statistical, hot-spot and trend 
analysis of adverse events is carried out, the results are not readily available. 


The Board receives patient story at each meeting; and iCARE training is based on 
real experiences. 


Some 
demonstrable 
progress 


o Set strategy and protocol for 
making learning from adverse 
events highly visible to NBT staff 
and the NBT public.  This should 
link with the improved reporting 
recommended specific to 
complaints handling 


• working with the 
coroner (rec 273, 
278, 279, 280) 


The Trust has a good record with the Coroner.  However the inquest process is 
changing and could result in significant increase in workload.  This is being 
assessed in a separate project. 


Good 
progress 
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Appendix 2 
 
Recommendations 
group 


Assessment Assurance Actions needed 


Training and 
development (training 
design): 


• Sharing of lessons 
across all agencies 
(rec 153) 


• Accrediting trainers 
and training 
placements (rec 
156) 


• No compromise to 
patient safety (rec 
162, 163) 


• Proficiency in 
English language 
(rec 172) 


• Standards of 
appraisal and 
support (rec 193, 
194) 


• Revalidation of 
nurses (rec 229) 


Accreditation of training service providers; appraisal process and duty to care – 
progress in this area is likely to be dependent on developments in the colleges. 


Core learning & development activity is under the guidance and strategy of 
Learning & Development Department at NBT.  The Trust has a Learning and 
Development Agreement contract with the University for all learners on placement 
with NBT. 


Recruitment processes include skills based testing including literacy, numeracy 
and values based assessment centres in the Trust and in the university.  Trust 
staff are involved in pre-registration selection of student nurses; and for foundation 
programme doctors. 


Patient safety and clinical competence training is delivered by Clinical Skills, 
Human Factors and Simulation, and Resuscitation training teams led by Patient 
Safety and Resuscitation training lead in the Learning and Development team. 


Good 
progress 


 


Is our service well led? 


Fitness to manage: 


• Suitable candidates 
(rec 79, 81, 217) 


• Shared code of 
ethics for senior staff 
(rec 215, 218) 


• Emphasis on safety 


The revised Policy Code of Conduct is going through the approval process.  
Directors are subjected to an annual review and appraisal process; and the 
separate BGAF review exercise is addressing the fitness of the individuals and the 
group to deliver what is expected of them 


 


Good 
progress 


o Re-energise the BGAF review 
process 
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Appendix 2 
 
Recommendations 
group 


Assessment Assurance Actions needed 


(rec 216) 


• Preventing 
reappointment (rec 
84, 218) 


• Training directors 
(rec 86) 


 


The Trust is introducing a revised Committee structure to support Board 
governance and improve clarity and accountability. 


Non-executive directors are to be invited to attend Executive Safety Walkabouts. 


Board development sessions recommenced in March 2013. Planned sessions 
include specific focus on quality, safety and patient experience. 


The Trust is nominating senior staff to take part in the national leadership 
programmes 


Good 
progress 


 


• Nursing 
representation (rec 
202, 204, 205, 232) 


 


The Trust is well supported by clinicians in the executive roles.  The Trust has 
determined that it is therefore less necessary to focus on appointing a clinically 
experienced NED. 


Good 
progress 


 


Training and 
development 
(leadership): 


• Leadership training 
for nurses and 
clinical staff (rec 
197, 214) 


The Trust is working with directorates to improve governance at directorate level.  
The Board committee restructure is the first part of the process to cascade better 
governance to the front line. 


Leadership for performance coaching is being introduced for senior managers, 
This is supported through both external and internal accredited and quality 
assured training and an internal network of coaches to drive a more embedded 
and sustainable culture of leadership and delivery. 


Comprehensive leadership development and management skills programmes are 
available, to leaders at all levels.  Institute of Leadership and Management 
programmes are available, ranging from Team Leader training to Certificate in 
Leadership; and Management and Coaching accredited to levels 3, 5 and 7 are 
available. 


Supervisory Sisters programme involves action learning, coaching and optional 
accreditation with UWE Bristol Business School.   


Good 
progress 
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Report to: Trust Board  Agenda item:  7.4 
Date of Meeting: 31st October 2013 


 
Report Title: Capital Expenditure Plan 2013/14 


 
Status: For information discussion assurance approval 


   X 


Prepared by: Mark Ross, Financial Controller 
Board Sponsor: Catherine Phillips, Director of Finance 
Appendices: Yes 
 
Executive Summary:  


 
The Board approved a capital plan in March although it was noted that there was 
uncertainty in particular concerning the timing of the Pathology scheme and the cost of 
some of the PFI enabling schemes. A contingency of £7m was included in the plan for that 
reason. 
 
Work has been ongoing since the Board meeting to refine the plan. In September the 
Pathology scheme was approved by the NHS Trust Development Authority (NTDA) and 
work concluded internally in agreeing the cost of the PFI enabling schemes. 
 
The Capital Planning and Monitoring Group (CPMG) and the Finance & Performance 
Committee have considered the expenditure and funding in detail and signed off the plan 
at their meetings on the 7th and 24th October.   
 
A summary of the 2013/14 expenditure plan is shown in Appendix 1. The total value of 
expenditure for 2013/14 is £43.7m which is the same as the March Board. However, the 
detail making this up is significantly different. 


 
 
Action Required:  


The Board are asked to approve the updated capital plan for 2013/14 
 
 
Key Risks: Unaffordable capital programme leading to a cash shortfall.  


Impact on Patients:  


Trust Objectives:  To be a strong financially healthy organisation. 


Care Quality Commission 
outcomes: 


None 


NHS Constitution:  


Financial Issues: Yes 


Equality Issues: No 


Other Legal/regulatory Issues: Yes 







 
 
Appendix 1 – Planned Capital Expenditure – 2013/14 
 


2013/14
£000


EXPENDITURE


1. Routine expenditure 720


2. Jigsaw schemes


Southmead related schemes 15,338
Frenchay related schemes 650
Facilities managed projects 4,200
Other Directorates 1,280


Sub total Jigsaw scheme costs 21,468


3. Medical equipment 11,044


4. IM&T 6,772


5. 2012/13 schemes 1,710


6. Other 2,030


Total non-routine expenditure 43,024


Total expenditure 43,744  
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Report to: Trust Board Agenda item:  7.3 
Date of Meeting: 31st October 2013 


 
Report Title: Finance Report to the Trust Board for the six months ended 


30th September 2013 
 


Status: For information Discussion assurance approval 
X    


Prepared by: Mark Ross, Financial Controller 
Board Sponsor: Catherine Phillips, Director of Finance 
Appendices: No 
 
Executive Summary:  


 
• Draft accounts have been prepared for the six months to September and the overall 


position is a £1.6m surplus, which is £1.5m adverse to plan, compared with £1.6m 
adverse last month. 


• Non achievement of savings is £2.9m for the year to date. 
• Income is favourable to plan by £2.8m.   


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


 
Key Risks: The Trust does not deliver the required level of savings 


and stay within budget, putting at risk delivery of the 
Trust’s financial plan.   


Impact on Patients: Delivery of year one of the medium term financial plan 
secures the patient benefits identified in the Integrated 
Business Plan of the Trust. 


Trust Objectives:  To be a strong, financially healthy organisation. 
Care Quality Commission 
outcomes: 


None 


NHS Constitution: Delivery of the budget supports compliance with the NHS 
constitution. 


Financial Issues: Yes 
Equality Issues: No 
Other Legal/regulatory 
Issues: 


Yes 
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1. Overview of Financial Performance 


 
The I&E position at month 6 is a year to date surplus of £1.6m which is £1.5m adverse to 
plan. This is driven by adverse expenditure variances mainly as a result of a shortfall of 
savings against plan. 
 
Whilst the savings programme is currently forecasting a shortfall for the year we expect 
the mitigating actions being taken will enable the Trust to achieve the planned I&E surplus 
for the year of £5.6m. 
 
The year to date and current year forecast Financial Risk Rating (FRR) score for the Trust 
is a 3.   


 
 


1.1. Statement of Comprehensive Income 


The overall income and expenditure position is shown in the table below: 
 


Prior year 
actual to 30 
September Budget Actual


Variation from 
budget 


(Adverse) / 
Favourable


In-month 
variance 


(Adverse) / 
Favourable


£m £m £m £m £m


Income


218.6 Contract Income 227.8 231.2 3.4 1.1
37.2 Other Operating Income 29.7 29.2 (0.5) (0.1)
0.1 Donations income for capital acquisitions 0.2 0.1 (0.0) (0.0)


255.9 Total Income 257.7 260.5 2.8 1.1


Expenditure


167.6 Pay 166.7 169.6 (3.0) (0.4)
70.6 Non Pay 75.7 77.1 (1.4) (0.6)


238.2 242.4 246.7 (4.3) (1.0)


17.7 Earnings before Interest & Depreciation 15.3 13.7 (1.6) 0.1
6.9% 5.3%


11.8 Depreciation & Amortisation 11.6 11.6 (0.0) 0.0
(0.0) Interest receivable (0.0) (0.0) (0.0) (0.0)
0.6 Interest payable 0.8 0.8 (0.0) (0.0)
2.6 PDC Dividend 0.5 0.5 0.0 0.0


2.8 Retained Surplus / (Deficit) for accounting purposes 2.4 0.8 (1.6) 0.1
1.1% 0.3%


Add back items excluded for NHS accountability


0.3 IFRIC 12 (prior year)
(0.1) Donations income for capital acquisitions (0.2) (0.1) (0.0) (0.0)
0.9 Depreciation of donated assets 0.9 0.9 0.0 0.0


3.9 Adjusted Surplus / (Deficit) for NHS accountability 3.1 1.6 (1.5) 0.1
1.5% 0.6%


Position as at 30th September
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2.1.1 Income 
 
Contract income is £3.4m favourable to plan. 


Other operating income is £0.5m adverse, with private patient activity adverse in most 
areas.   
 
 
2.1.2 Expenditure 


Pay is £3.0m adverse for the 6 months, £0.4m of which is in-month.  The adverse variance 
is largely a result of unachieved savings.     
 
Non-pay is £1.4m adverse year to date, of which £0.6m is in-month.  The primary reasons 
for this are increases in independent sector and consumables costs.  Directorates are 
reviewing this and the actions needed to bring costs into line with budget.   
 
 
2.2 Efficiency Savings 


Savings are £2.9m below the plan to date.   
 
The graphs below show that for the first six months of this year, Directorates overall have 
not achieved the required level of savings.   
 
The second graph shows the overall probability adjusted forecast savings. The latest 
forecast is £6.2m below the target of £24.3m.  This graph also shows that our gross 
savings total is below the target.   


 
Given the impact of the shortfall on savings on the overall variance, it is imperative that 
further savings are identified and delivered. 
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3 Statement of Cash flow 


 
Cash is £15.5m below plan. The main reasons for this are: 
 


• Shortfall in planned surplus of £1.6m   
• Temporary shortfall  in Transitional income compared with plan - £4m 
• Outstanding debt with Commissioners relating to overperformance  - £4m  
• The receipt of Public Dividend Capital of £1.7m which was approved last year will 


be later in the year than anticipated.  
 
There are actions focused on each of these and it is anticipated that the forecast cash 
position will be achieved. 
 


Plan Actual


Variance from 
plan cash inflow 


/(outflow)
£m £m £m


Earnings Before Interest, Depreciation and 
Amortisation 15.1 13.6 (1.5)


Less effect of Donated Assets (0.2) (0.1) 0.0 


(Increase)/Decrease in Inventories 0.0 1.4 1.4 
(Increase)/Decrease in Receivables 5.6 (15.7) (21.3)
Increase/(Decrease) in Payables (0.5) 10.2 10.7 
Increase/(Decrease) in Provisions 0.0 (1.3) (1.3)
Net Cash Inflow/(Outflow) from Operating 
Activities 20.1 8.1 (12.0)


Interest received 0.1 0.1 0.0
Interest Paid on Long Term Loan (0.5) (0.5) 0.0
Net Cash Inflow/(Outflow) from Returns on 
Investment and Servicing of Finance (0.5) (0.5) 0.0


Cash (Payments)/Receipts for Capital Purchases (7.4) (9.5) (2.1)
Dividends paid 0.0 0.0 0.0
Net Cash Inflow Before Financing 12.2 (1.9) (14.1)


Financing
Loans Received/(repaid) (0.7) (0.7) 0.0
Net Cash Inflow From Financing (0.7) (0.7) 0.0


Increase (decrease) in Cash 11.5 (2.6) (14.1)


Opening cash balance 39.2 39.2 0.0


Closing cash balance 51.8 36.3 (15.5)


STATEMENT OF CASH FLOWS AS AT 30TH SEPTEMBER 2013
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Forecast cash balances for the year ahead are shown in the graph below.  
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4. Statement of Financial Position 


Variance
Mar-13 Plan Actual from plan


 (Adv) / Fav
£m £m £m £m


Non Current Assets
186.7 Property, Plant and Equipment 183.3 183.8 (0.5)
1.0 Intangible Assets 1.0 0.8 0.2


187.7 Total non-current assets 184.3 184.6 (0.3)


Current Assets
8.1 Inventories 8.1 6.8 1.4
9.2 Trade and other receivables NHS 5.7 21.7 (15.9)
12.8 Trade and other receivables Non-NHS 12.8 16.3 (3.5)
39.2 Cash and Cash equivalents  51.8 36.3 15.5
69.3 Total current assets 78.5 81.1 (2.6)


257.0 Total assets 262.8 265.6 (2.9)


Current Liabilities (< 1 Year)
2.9 Trade and Other payables - NHS 2.9 4.2 1.3
51.9 Trade and Other payables - Non-NHS  54.1 60.0 6.0
1.4 Borrowings  1.4 1.4 0.0
3.5 Provisions 3.5 2.3 (1.2)
59.7 Total current liabilities 61.9 68.0 6.1
9.6 Net current assets/(liabilities) 16.6 13.1 3.5


197.3 Total assets less current liabilites 200.9 197.7 3.2


2.0 Trade and other payables 2.0 2.1 0.1
31.8 Borrowings 31.4 31.4 0.0
1.5 Provisions 1.5 1.4 (0.1)


162.0 TOTAL NET ASSETS 166.0 162.8 3.2


CAPITAL & RESERVES
211.7 Public Dividend Capital 213.4 211.7 1.7


(133.7) Income and expenditure reserve (133.7) (133.7) 0.0
0.0 Income and expenditure account - current year 2.4 0.8 1.6
84.0 Revaluation reserve 84.0 84.0 0.0


162.0 TOTAL CAPITAL & RESERVES 166.1 162.8 3.3


STATEMENT OF FINANCIAL POSITION AS AT 30TH SEPTEMBER 2013
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5. Capital 


Having been ahead of plan for the first 5 months, capital expenditure is now 
broadly in line with plan.  
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Local issues: 
 
Recruitment and Retention Premia (RRP) 
A consultation exercise with JUC has been launched on the timing of RRP removal.  
 
Flu Vaccinations  
The 2013 flu vaccination campaign is now under way and vaccinations will be given during October.  This year, 
NHS organisations have been set a target of vaccinating 75% of front line staff.  Failure to achieve this target 
may impact on the ability to receive winter pressures money next year.  A number of Trust vaccinators have 
been trained to support the vaccination programme. 
 
Transition Centre 
There is a central HR team now in place to support an increase in the numbers of 'at risk' staff due to 
organisational change.  Over the coming month the team will be working to develop and train a network of 
Transition Managers across the Directorates who will manage a portfolio of cases assisting staff into new roles 
across the Trust and the wider BNSSG area. 
 
Value Based Recruitment 
The Trust has been piloting an assessment centre model to replace traditional interviews.  This model is linked 
to iCARE and the Trust's values - staff are recruited on not just their technical ability but their behaviours and 
values.   
 
Recruitment Strategy 
A task and finish group has been set up to produce an interim recruitment strategy to address the balance of 
the on-going needs to recruit to posts across the Trust and the need to redeploy 'at risk' staff into vacant posts.  
The strategy will be for a time limited period to take us into and beyond the new hospital and will be put forward 
for ratification by the Executive team in October.  
 
NHS Jobs 2 
Following a delay, the revised version of NHS Jobs is scheduled to go live on 3rd December 2013.  NBT 
intends to pilot a small number of recruitment campaigns through the new software during this December and 
January and will then evaluate the user experience and whether it can maintain the recruitment service across 
the Trust before a final decision is made about how this is rolled out. 
 
Apprenticeships 
NBT won the 'Macro Employer of the Year' in the South West in the National Apprenticeship Service Awards in 
September.  NBT is also featured in an HSJ article focussing on  our Apprenticeship  programme and our 
partnership with Job Centre Plus in helping  people get back to work. 
 
iCARE  
600 staff have attended an iCARE session since it was launched last month. A further 26 sessions / 377 staff 
booked for October.  
 
 
 
 
 
 
 
  
 
 
 
 
 
 
 
 


Appendix 1                                                                                              Quarterly Workforce Report - October 2013 Commentary 


 
 
Key Messages from the Tables  
 
As per executive summary in covering paper.  
 
 
National Issues: 
 
National Staff Attitude Survey 
 
The  2013 survey has now been launched.  Survey packs have been distributed to approximately 1,000 staff across 
the Trust.  
 
2014/15 Pay Round 
 
NHS Employers have submitted information to the Pay Review Bodies for Agenda for Change staff and Doctors and 
Dentists for next year's pay round.   
 
Based on employers feedback, they have called for further reform of Terms and Conditions for both AfC and medical 
staff which would support 7/7 working in a financially sustainable way.   
 
They have also proposed a clearer link between Consultant pay progression and performance.   
 
NHS Employers have acknowledged that NHS organisations are facing unprecedented financial and efficiency 
challenges and call for restraint of the paybill. 
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Pay Bill  


Note :  
 
Staff Group Turnover : The chart excludes those staff subject to service transfers to give a more accurate representation of turnover. 
 
There is a small increase in overall turnover when the transferred staff are excluded.  The Additional Professional, Scientific and Technical and support staff in Additional Clinical Services both still show a significant general trend upwards, whilst 
Estates, Ancillary and medical show corresponding decreases. 
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Bank Costs (£'s)  in Quarter 
2 2013/14 A&C Locum Med Staff N & M Other Staff 


Groups WLI Totals
Agency Costs (£'s)  


in Quarter 2 
2013/14


A&C Locum Med 
Staff N & M Other Staff 


Groups Totals


W&C 77,251 80,014 377,377 34,361 241 569,244 W&C 982 9,532 71,505 82,019


Clinical Gov 14,629 7,501 22,130 Clinical Gov 3,696 3,696


CCS 39,964 41,129 222,883 103,551 114,192 521,718 CCS 31,645 200,811 12,969 245,426


Facilities 86,276 8,418 1,226,225 5,537 1,326,456 Finance 331 331


Finance 7,092 7,092 Medicine 88,045 509,995 598,041


IM&T 46,138 8,835 54,974 Musculo-Skeletal 31,434 155,121 186,556


Medicine 60,045 178,552 1,181,351 3,354 1,423,302 Neurosciences 3,685 225,935 229,620


Musculo-Skeletal 29,118 96,601 348,019 130 473,868 Operations 4,510 4,510


Neurosciences 37,904 22,032 370,380 369 430,686 Renal 1,319 1,319


Operations 43,959 6,470 50,429 Surgery 6,202 144,562 150,765


Renal 3,166 1,854 161,337 4,231 170,588 Totals: 5,010 170,544 1,313,759 12,969 1,502,282


S Glos 116 31,326 6,496 37,938


Strategic 11,205 11,205 Commentary : 
Surgery 139,310 87,336 425,521 15,379 2,174 669,720 Based on current activity projected bank costs likely to exceed £30m annually. 
HR&D/OD/R&I 48,552 40,787 4,578 93,916 Usage covering activity,  vacancies and rostering practice. 
Totals: 644,724 507,517 3,173,869 1,415,011 122,143 5,863,264


Workforce Metrics - Temporary Staffing : Q2, 2013/14  







Drop-off in Annual Leave hours recorded from 30th September through to the 27th October 2013. 
 
W/c 28th October (half term), annual leave levels are planned to increase 25.2% week-to-week before reverting to slightly lower than usual levels. 
 
The October half term spike indicates ward areas are not allocating leave evenly across the year with some weeks having an 'uplift' well over the current set level of 21.7% (which will result in a shortage 
of substantive staffing and a reliance on temporary staffing to fill shifts while some weeks well under the 21.7% will have periods where filling substantive hours is an issue. 
 
Staffing in post is funded with a 21.7% uplift to cover absence and ensure safe staffing levels can be maintained while factoring in Annual Leave, Sickness, Study and Other Absences. Going over 21.7% 
risks staff shortages and additional pressure on temporary staffing to cover unfilled shifts. The wards below are over this 21.7% during the October half-term are at risk of staffing shortfalls.  
 
 
 
  


Workforce Metrics - E-Rostering  


Commentary  
 
Reduction in Annual Leave hours recorded from 30th September through to the 27th October 2013. 
 
October half term (28/10) annual leave levels are planned to increase by 25.2%. 
 
The October half term 'spike' indicates wards are not allocating leave evenly across the year with some weeks having an 'uplift' well over the current set level of 21.7% (which will result 
in a shortage of substantive staffing and a reliance on temporary staffing to fill shifts while other weeks are under the 21.7% will have periods where filling substantive hours is an issue). 
 
E-Rostering shows an under utilisation of contracted hours in some areas which is currently being investigated and raised with Directorate Management teams to address.  
 
 
  
 


Workforce Metrics - E-Rostering  







Directorate Sickness Absence 
League Table August 2013


2013-08 YTD 
13/14


Rolling  
12 mths


 Chief Executive 2.00% 1.32% 1.50%
 Finance 1.89% 1.19% 1.67%
 Capital Projects 0.15% 1.07% 1.67%
 HR&D/OD/R&I 3.22% 2.86% 2.60%
 Clinical Governance 3.74% 2.98% 2.63%
 Surgery 2.62% 2.98% 3.41%
 Information Management 4.40% 3.76% 3.62%
 Renal and Transplant 3.09% 3.31% 3.70%
 Women and Childrens 3.31% 3.25% 3.79%
 Operations 1.36% 2.05% 3.84%
 Medicine 3.04% 3.49% 4.01%
 South Glos 4.37% 3.83% 4.20%
 Core Clinical Services 4.26% 4.25% 4.33%
 Neurosciences 4.81% 4.67% 4.92%
 Musculoskeletal 5.23% 5.06% 5.13%
 Facilities 5.04% 5.12% 5.19%
Total 3.78% 3.78% 4.06%
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Workforce Metrics -  Absence August 2013 


the latest figure for August shows an absence rate of 3.78% - slightly above the 
target figure of 3.5%.  This absence rate is slightly lower than the same period 
last year. 


Commentary  
 
Overall year to date sickness absence performance remains on target - 3.8% . 
 
The results of a recent investigation into sickness absence conducted in the summer revealed there were 95 directorate 
teams with a sick absence in excess of 6% between the period June 12 to May 13.     
 
Of these 57 were in excess of 8% with 30 having a sickness rate in excess of 10%.  
 
6,280 staff had sickness in the period between June 12 – May 13.  Of these 919 had 4 or more absence (10.7% of 
staff) 
 
Nearly 20% of staff in Neurosciences had 4 or more absences. 
 
Across the Trust nearly 20% of Additional Clinical Support staff had 4 or more absence. 
 
682 staff (7.9% of all staff) have a Bradford factor in excess of 500 points.   To get to 500 points you need 4 absences 
totalling 31 days, 5 absences totalling 20 days etc. 
 
13 teams in Core Clinical have 5 or more staff scoring over 500 points 
 
Of 15 staff scoring over 8,000 points, one third are in Histopathology, including top scorer of 17,172 points (made up of 
18 absences in the year, 53 calendar days). 
 
Investigation results have been shared with General Managers and suggest Overall sickness levels are being let down 
by the key hotpots identified.  The investigation points to where management intervention is urgently required, as 
dealing with the extreme cases would have an effect on overall sickness. 
 
The analysis should be used by Directorates to identify areas and within that individuals where action should be being 
taken to ensure that sickness is managed and whether there are underlying reasons that the numbers of absences in 
some departments are so much higher than others. 
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Workforce Metrics -  Absence August 2013 


the latest figure for August shows an absence rate of 3.78% - slightly above the 
target figure of 3.5%.  This absence rate is slightly lower than the same period 
last year. 


Commentary  
 
Overall year to date sickness absence performance remains within target (3.8%) at 3.78%. 
 
The results of a recent investigation into sickness absence conducted in the summer revealed there were 95 directorate 
areas with a sick absence in excess of 6% between the period June 12 to May 13.     
 
Of these 57 were in excess of 8% with 30 having a sickness rate in excess of 10%.  
 
6,280 staff had sickness in the period between June 12 – May 13.  Of these 919 had 4 or more periods absence (10.7% 
of staff). 
 
Nearly 20% of staff in Neurosciences had 4 or more periods of absence. 
 
Across the Trust nearly 20% of Additional Clinical Support staff had 4 or more periods of absence. 
 
682 staff (7.9% of all staff) have a Bradford factor in excess of 500 points.   To get to 500 points you need 4 absences 
totalling 31 days, 5 absences totalling 20 days etc. 
 
The result of the investigation has been shared with Directorates which suggests overall sickness levels are being 
affected by the key hotpots identified.  Management intervention is quickly needed as extreme cases have an effect on 
overall sickness levels. 
 
The analysis will be used by Directorates to ensure that sickness is managed. 
 
Flu Vaccine Progress : shows the Trust is ahead of schedule at the moment (see below) 
 
 
 
 
 







Directorate Complete 2012 pos
Finance 86% 92%
South Glos 84% 48%
Musculoskeletal 82% 54%
Renal 80% 78%
HR&D/OD/R&I 79% 90%
Surgery 77% 43%
Clinical Governance 74% 81%
Medicine 73% 82%
Facilities 72% 86%
Core Clinical Services 69% 55%
Neurosciences 63% 54%
Chief Executive 63% 59%
Capital Projects 62% 84%
Women and Children’s 61% 71%
Information Management 55% 79%
Operations 48% 51%
Total 70% 65%
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Health & Safety Compliance  


Health&Safety Target Trend


Performance has improved slightly and the figure is almost compliant at 
84.5% 


Manual Handling performance has improved slightly over the last quarter 
and stands at 82% 
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Manual Handling Compliance  


ManualHandling Target Trend
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Fire Training Compliance  


FireSafety Target Trend


The fire training figure has plateaued at 76.5%  
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Child Protection Compliance  


ChildProtection Target Trend


The child protection figure has improved and is compliant at 85.4% 
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Infection Control Compliance  


InfectionControl Target Trend


Infection control training has remained compliant at 86.7% 


Workforce Metrics - Statutory and Mandatory Training/Appraisal Compliance 


Appraisal Compliance (as at 10th October 2013) for non medical staff 


Non Medical Appraisal target = 90% by November  
 







Manual handling Infection Control Child Protection
 Capital Projects 96%  Capital Projects 100%  Capital Projects 100%
 Information Management 94%  Finance 98%  Information Management 93%
 HR &D/OD/R&I 91%  Information Management 97%  HR&D/OD/R&I 93%
 Clinical Governance 88%  Clinical Governance 97%  South Glos Community Health Services 91%
 Renal and Transplant 88%  HR&D/OD/R&I 97%  Chief Executive 90%
 Chief Executive 88%  South Glos Community Health Services 95%  Clinical Governance 90%
 Operations 87%  Renal and Transplant 95%  Facilities 90%
 South Glos Community Health Services 85%  Operations 94%  Operations 89%
 Finance 85%  Chief Executive 88%  Finance 88%
 Core Clinical Services 84%  Women and Childrens 87%  Core Clinical Services 85%
 Facilities 83%  Core Clinical Services 87%  Renal and Transplant 85%
 Women and Childrens 82%  Neurosciences 87%  Surgery 84%
 Surgery 81%  Surgery 86%  Neurosciences 84%
 Neurosciences 79%  Facilities 85%  Women and Childrens 80%
 Medicine 76%  Medicine 82%  Musculoskeletal 79%
 Musculoskeletal 74%  Musculoskeletal 82%  Medicine 79%
Trust Total 82% Trust Total 87% Trust Total 85%


Fire Safety Training Compliance Health & Safety Compliance
 Information Management 95%  Capital Projects 100%
 HR&D/OD/R&I 93%  Information Management 93%
 Clinical Governance 91%  HR&D/OD/R&I 93%
 South Glos Community Health Services 91%  South Glos Community Health Services 91%
 Chief Executive 90%  Chief Executive 90%
 Finance 84%  Clinical Governance 90%
 Operations 83%  Facilities 90%
 Capital Projects 83%  Operations 89%
 Women and Childrens 81%  Finance 88%
 Renal and Transplant 80%  Core Clinical Services 85%
 Facilities 80%  Renal and Transplant 85%
 Surgery 76%  Surgery 84%
 Core Clinical Services 76%  Neurosciences 84%
 Neurosciences 74%  Women and Childrens 80%
 Musculoskeletal 71%  Musculoskeletal 79%
 Medicine 70%  Medicine 79%


Workforce Metrics - Mandatory Training - League Tables August 2013


Commentary 
 
Infection Control & Child Protection currently meet the Trust's target of 
85% with Manual Handling & Health & Safety very close behind.  
 
Further work will be targeted at band 8's and those Clinical Directorates 
who are below Trust average.  





		Commentary

		Workforce Data

		Bank and Agency

		E-Rostering Leave
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Quality dashboard - Appendix 2


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


 Compliance reported across 56 theatres is at 88.5%  for September NBT harm free rate Apr-Aug = 92.6%, National - 92.8%


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


There were 8 confirmed calls in September.  The rolling mean is 0.85 
compared to national average of 2.5. 


In hospital mortality - Rolling 12 month relative risk = 94.6 as expected and 
below the national average
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Preventing Deterioration - Confirmed Cardiac Arrest calls  
- Rate per 1000 discharges 


Confirmed arrests National Ave
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Safety Thermometer - Harm free care rate 
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WHO - Surgical Checklist 


Source: Theatre synopsis 







North Bristol NHS Trust - Quality Indicators


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


The rate per 1000 beddays is 4.4 for September with a rolling mean of 5.4Compliance with the catheter care bundle was at 74% in September with a 
sample size of 376 audited records.


There was 1 fall resulting in serious injury during September


VTE chart


Rate per 10,000 bed days was 11.7. In September there were 35 patients with 
grade 2+ PU's.  There were 2 patients with 1 grade 3 PU each.  No patients 
had a grade 4.  cQUIN aim is to achieve 15% reduction and sustain 
reduction.35 patients with grade 2 plus, including 2 grade 3


VTE performance for August is 95.8%. The DoH submission is 29th of the 
month. This measure is therefore reporting 1 month in arrears when all patient 
coding has been completed.


The CQUIN for dementia screeing and referral achieved 92% in August. 
Reporting 1 month in arrears when all patient coding has been completed
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Cquin - Tissue Viability - Patients with grade 2 +Ulcer 
/10,000 beddays 


Actual TargetSource AIMS 
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Falls - Rate per 1000 Bed days 
 Source - safeguard/AIMS 
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Severe Falls (Level 4 +) 
 Source - safeguard 
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 CAUTI - Ongoing care compliance 
(source - clinical Audit) 


Audit score Target
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VTE - Rate of Risk Assessment 


 Actual Target
Source - IP Coding 
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Screening & referral for Dementia  
Actual TargetSource -audit 







North Bristol NHS Trust - Quality Indicators


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


In September 55.3% of patients were recorded on Cerner as screened for 
malnutrition


1.06% of 137099 samples were rejected in September. This means 1455 tests 
had to be repeated. Higher numbers in Qtr 2 are as a result of a complete data 
set from all pathology departments, which was not available in Qtr1. 


Death/severe harm as a result of inadvertant transfusion of ABO-incompatible 
blood components is reportable as a Never Event. Sample labelling work is 
now monitoring closely all wrong blood in tube incidents to ensure labelling 
practice errors are fed back to clinical teams where they occur.
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Report to: Trust Board Agenda item:  7.6 
Date of Meeting: 31 October 2013 


 
Report Title: NTDA Accountability Framework & Board statements 
Status: For information discussion assurance approval 


  x x 
Prepared by: Paul Cresswell, Trust Secretary 
Executive Sponsor (presenting): Andrea Young, Chief Executive 
Appendices (list if applicable): • Appendix A – Governance Risk Rating 


• Appendix B - Financial Risk Rating 
• Appendix C - Compliance with Monitor provider 


licence requirements  
• Appendix D - Board statements. 


Executive Summary:  
 
1. Internal Assurance reporting against Accountability Framework KPIs & 


Monitor Compliance Framework (Appendices A & B) 
 
The September 13 GRR score is 2.5 – AMBER/RED (worsened from Aug 13 score of 
2.0) 


• Last 3 quarters were; Dec 12 (4.5 RED), Mar 13 (4.0 RED), June 13 (3.0 
AMBER/RED), so there is an overall improving trend. 


• The ‘red’ areas for September are; 
• 3C (All Cancers: 31-day wait from diagnosis to first treatment). Target 96%, 


actual 95.8% (N.B. data validation is still in progress and this may well 
prove to be ‘green’ once validation is completed by the end of October). 


• 3E (A&E 4 hour waits) - the Board Performance report explains the position and 
actions to improve. 


• 4A (Clostridium Difficile) continues to exceed the 2013/14 in year trajectory and 
thus remains rated red. The trajectory is 42 (split 12,10,10,10 by quarter) for 
2013/14. The Control of Infection report explains the position and planned 
actions. 


 
The September 13 FRR (Normalised) score is 3 – GREEN, with all components scored 
3 or 4 aside from the I&E surplus margin %. 
 
The draft Integrated Performance report includes the reporting of the recommended board 
assurance statements as one of the final pages. In the meantime the Board should take 
account of both the GRR and FRR as well as the more detailed information in the separate 
performance reports (i.e. quality, infection control, finance, activity & performance targets 
and Road to 2014) to underpin the board statements. 
 
2. Compliance with Monitor Provider Licence Conditions (Appendix C) 
 


• The recommended statements to be included in the month end return to the NTDA 
are reported. The Trust continues to declare compliance with all Licence 
Conditions. Since the last board report one of the prior actions has been 
implemented (C1 - Ensure updated website information on NHS Constitution is 
made available). 


 
The remaining key actions to strengthen assurances are; 


• G4 - Maintain watching brief on Government requirements to strengthen ‘fit and 
This document could be made public under the Freedom of Information Act 2000. 


Any person identifiable, corporate sensitive information will be exempt and must be discussed under a 'closed 
section' of any meeting. 
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proper’ persons test for directors in light of Francis Inquiry and respond to 
requirements once known.  


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


 
3. Board Statements  (Appendix D) 


 


• Based upon the assurances in place that underpin each statement it is 
recommended that all questions are answered ‘yes’ with the possible exception of 
Statement 10 “The Board is satisfied that plans in place are sufficient to 
ensure ongoing compliance with all existing targets as set out in the NTDA 
oversight model; and a commitment to comply with all known targets going 
forward.”  


• With respect to statement 10, the September board debated the basis for a 
continued response of ‘no’ at some length. This again needs to be considered in 
light of current reported position and the degree of confidence the board has that 
plans are in place to improve the remaining ‘red areas.’ 
 


Action Required:  
 


The Trust Board is requested to:  
 


• Note the Trust’s current FRR and GRR scores and related actions.  
• Discuss and approve responses to the Monitor Provider Licence, as set out 


above, for the September month-end submission to NTDA. 
• Discuss and approve responses to the 14 board statements, with particular 


attention to statement 10, as set out above, for the September month-end 
submission to NTDA. 
 


Key Risks: Persistently adverse performance against key metrics 
relating to clinical quality or financial performance 
demonstrate either detrimental delivery of care or poor use 
of resources, either of which will also undermine the Trust’s 
Foundation Trust application. 


Impact on Patients: None directly – these are corporate returns to facilitate 
scrutiny of the Trust by the NTDA. 


Impact on Staff As above 
Link to Trust Objectives:  All Trust Big 5 objectives are relevant. 
Care Quality Commission 
outcomes: 


Overall CQC compliance reflected in Board statement no. 2. 


NHS Constitution: Board statement number 5 commits to “having regard to 
NHS Constitution at all times.” 


Financial Issues: Reflected within board statement nos. 4,6,7 & 10 
Legal/regulatory Issues: Accountability Framework applies to all non-Foundation 


Trusts as part of NTDA pipeline. 
Equality Issues 
considered: 


N/A 


 


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


section' of any meeting. 
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APPENDIX C - NORTH BRISTOL NHS TRUST - BOARD RISK ASSURANCE REGISTER STRATEGIC RISKS - OCTOBER 2013


First 


Raised


C L Total C L Total


Sue Jones/Chris 


Burton


31/12/2013


3 12


1) Ensure actions now established  to improve 


practice within theatres deliver required outcomes, 


including greater compliance in using  the '5 steps to 


safer surgery', including the WHO Checklist. Engage 


with TDA to provide evidence of improvement 


actions.


2) Address CCG/LAT concerns re Never Events and 


provide assurance that effective systems are in place 


to prevent recurrence. 


3) Implement Quality Surveillance Group, supported 


by new Quality Surveillance Manager post to identify 


and drive rapid response to  quality issues.


4 2 8


Sue Jones


Sue Jones/Chris 


Burton


31/12/2013


31/12/2013


Lead When
Target Risk 


Objective 1 - We will provide services of exemplary quality
- Increase the level of patient satisfaction, putting NBT in the top 25% of NHS Trusts by 2017/18


- Deliver a mortality rate, putting NBT in the top 25% of NHS Trusts by 2017/18


IBP 1 Mar-12 Quality :There is a risk 


that, whilst delivering 


such a large amount of 


change, the Trust allows 


its quality and safety of 


patient care to slip


1) Trust’s clinical leaders are involved in 'Road to 


2014' & its predecessor Building our Future (BoF) 


transformational change programme at both the 


steering group level and within individual projects to 


ensure each project achieves the stated aim of 


maintaining or improving quality levels.


2) PMO function & weekly executive review scrutiny 


role within which a Quality Impact Assessment 


process is in place to review all individual CRES 


schemes above £200k and all cross cutting 


workstreams, signed off by Medical Director and 


Nursing Director.


3) Quality focus as part of directorate executive 


review process.


4) Quality measures are reviewed within clinical 


directorates service and associated governance 


arrangements, including Executive Review Meetings, 


Quality Committee, Governance and Risk Mgt 


Committee and Board Quality Report.


5) Patient Experience Group (PEG) scrutiny and 


input. 4 Improvement areas agreed for 2013/14 - 


reviewed and approved through Quality Committee 


and QRMC.


6) Friends 7 Family Test review by location to identify 


issues/trends.


7) QUEST early warning trigger tool in use at ward 


level.


October 2013


Internal Assurances


1) Quality report to Board tracks on-going performance 


against Quality Priorities. Positive assurance in most 


areas. Patient Story starts every public board meeting - 


maintains focus.


2) Francis Progress report to June 13 Board, further 


assurance update to Oct 13 Board)


External Assurances


1) Quality Account for 12/13 received qualified external 


audit opinion. These do not impact the overall validity of 


the Quality Account or its core messages. Strengthened 


13-14 review process & escalation protocol agreed with 


External Auditors at Audit Committee 2/10/13.


2) Monitor QGF review by PWC (March 12) rated NBT 


within acceptable Monitor scoring parameters. Follow up 


review April 13 found good progress in many areas, with 


further work to do in others.


3) CCG Quality reviews do not highlight any major 


quality concerns.


4) NTDA Oversight


Quality concerns raised around C-Diff review, ED 


performance (see details below), compliance with WHO 


checklist and learning from recent Never Events.


5) Internal Audit review of Directorate Governance


'Amber' rating, actions required to improve consistency 


and clarity of directorate assurance mechanisms.


4


Ref Risks Controls Board Assurance Source(s) /  Status 
Current Risk 


Actions to Address Gaps in Control or Assurance
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APPENDIX C - NORTH BRISTOL NHS TRUST - BOARD RISK ASSURANCE REGISTER STRATEGIC RISKS - OCTOBER 2013


First 


Raised


C L Total C L Total


Lead When
Target Risk 


Ref Risks Controls Board Assurance Source(s) /  Status 
Current Risk 


Actions to Address Gaps in Control or Assurance


SR 1.1 Apr-13 Quality: There is a risk 


of Hospital Acquired 


infections exceeding 


trajectory, particularly in 


respect of C-Difficile.


1) Infection Control Team  works across the Trust to 


educate, engage and advise proactively as well as 


responding to outbreaks. 


2) Director of Infection Control (Medical Director) has 


Trust responsibility for strategy and delivery of 


effective infection control policy, practice and 


outcome.


3) Control of Infection Committee reports to GRMC 


and provides monthly highlight reports to Trust Board 


outlining performance against trajectories, key 


actions and challenges.


4) Regular promotion of the need for strong infection 


control procedures is embedded in Trust (e.g. 


standard screensaver messages, daily email to all 


staff outlines IC position. Regular communications via 


message of the Day, Friday 5 etc.)


5) Re-establishment of IC Link Practitioners in wards 


to focus on compliance and deep clean programme 


completed.


October 2013


Internal Assurances


1) Monthly Board reporting - C-Diff above trajectory for 


13/14, although monthly run rate in Q2 has improved 


from Q1.


2) COIC Highlight reporting to GRMC


3) Patient Flow workstream of PMO to ensure 


sustainably patient flows that do not distract from 


operational performance.


External Assurances


1) Accountability Framework oversight with Trust 


Development Authority.


2) Clinical Quality Review Meeting (CQRM) with Clinical 


Commissioning Groups (CCGs)


3) NTDA Peer review from Infection Control lead - 


completed June 13 & actions agreed & implemented.


4) Quality Account & Assurance provided by External 


Auditors of its content.


4 4 16


1) ED Performance Action Plan is relevant as it aims 


to improve capacity & patient flow (see actions under 


IBP 2) which should reduce infection risk.


Assessment of recently introduced use of probiotics 


will occur as part of existing assurance reporting. Risk 


score reflects challenges in meeting a monthly 


trajectory that means no more than 10 infections are 


found per quarter.


See IBP 2 actions See IBP 2 


actions


4 3 12
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APPENDIX C - NORTH BRISTOL NHS TRUST - BOARD RISK ASSURANCE REGISTER STRATEGIC RISKS - OCTOBER 2013


First 


Raised


C L Total C L Total


Lead When
Target Risk 


Ref Risks Controls Board Assurance Source(s) /  Status 
Current Risk 


Actions to Address Gaps in Control or Assurance


SR 1.2 Apr-13 Patient Experience: 


There is a risk that 


patients experience 


poor care that is 


unresolved, either at the 


time, or in response to 


concerns or complaints.


1) Patient Experience module within NQAT, 


2) Complaints Policy, operational policies, 


procedures and practice, including the role of the 


Advice & Complaints Team (ACT).


3) Executive walkarounds & thematic reviews  


4) Patient Experience Group & role of Patient Panel 


to provide ongoing feedback and insight into patient 


stories/issues.


5) Clinical Directorate review of complaints & 


inclusion within Consultant revalidation process.


6) Customer Service training & inclusion within  


Corporate Induction.


7) Trust Values place patient experience at the core, 


first one 'putting patients first' - rollout programme 


underway following approval at Trust Board in 2012.


8) iCARE rollout from August 2013, project managed.


October 2013


Internal Assurances


1) Quality report to Trust Board provides quarterly 


highlights of patient experience metrics, including 


complaints. Backlog of overdue responses continues to 


reduce, although further improvement still needed.


2) Patient stories at every Trust Board.


3) Friends & Family objective feedback data collected, 


analysed and published in line with DH requirements.


4) iCARE rollout is on track with planned trajectory of 


staff attendance.


External Assurances


1) Accountability Framework oversight with Trust 


Development Authority.


2) Clinical Quality Review Meeting (CQRM) with Clinical 


Commissioning Groups (CCGs)


3) National Inpatient & Outpatient Surveys


4) Staff Survey (quality of care questions)


5) Parliamentary Health Service Ombudsman oversight 


of serious complaints & periodic review of processes.


6) Quality Account & Assurance provided by External 


Auditors of its content.


3 3 9


1) Eliminate backlog of overdue complaints, complete 


'life of a complaint' review and re-assess central and 


local resources to drive proactive approach to 


resolving and learning from complaints.


2) Review PHSO national complaints report through 


PEG and identify key themes to seek external 


involvement for example using the Patient 


Association to help staff to think differently and drive 


improvement work.


3) Rollout iCARE programme & build in metrics to 


evaluate initial impact with staff. Also consider how 


longer term impact will be measured.


Sue Jones


Sue Jones


Sue Jones/ 


Management 


Team


31/12/2013


31/12/2013


31/12/2013


2 2 4


IBP 2 Mar-12 Performance: There is 


a risk that Trust’s 


performance could 


degrade, and it could 


fail to meet its national 


access and outcome 


targets, including 


reporting risks relating to 


the Cerner system 


implementation.


1) Direct operational controls for ED flow & 


Patient Discharge: 


1) Continued implementation of ED recovery plan.


2) Application of Winter Funding monies into key 


posts.


3) involving Winter Plan agreed with partners.


4) Routine tracking using 'Green to Go' systems.


2) Monitoring Controls


a) Emergency Access group & Performance & 


Activity Group- directorate elective targets.


b) ED Recovery plan


c) Monthly Cancer Delivery group.


d) Exec review meetings embedded, which include 


activity & performance reviews & Cancer services 


now added into ERM regime.


October 2013


Internal Assurances


1) Performance & Activity reports & TDA Accountability 


Framework reports to Board. ED waits remains 


problematic, Cancer waits improving with no failure 


against target in last 2 quarters. 


2) QRMC deep dive review of cancer services 


assurance conducted Aug 13.


External Assurances


1) Monthly reporting on all targets to TDA & data quality 


scrutiny. GRR score now at 2, ,improving trajectory over 


pasts 4 quarters.


2) South Glos 'system flow' partnership facilitates wider 


stakeholder collaboration.


3) Integrated Quality & Performance meeting with 


commissioners (mthly) - cancer improvement plan 


agreed & monitored as part of routine scrutiny.


4 3 12


1) Continue to track delivery of trajectory against ED 


Recovery Plan and seek assurance that real time 


review of operational performance data is routinely 


applied to manage patient flow more effectively.


2) Follow up Cancer Services 'deep dive' assurance 


review to be performed at QRMC in December 2013 - 


to incorporate recent peer review feedback plus 


operational issues around patient follow up.


Sasha 


Karakusevic


Chris Burton


31/12/2013


31/12/2013


4 2 8


Objective 2 - We will ensure no unnecessary waits or delays


-Maximum wait of 4 hours in the Emergency Department and Minor Injury Units before being treated, admitted or discharged on a routine basis


-Maximum wait of 18 weeks between GP referral and treatment on a routine basis


-Maximum wait for  cancer care meeting national NHS standards on a routine basis


-Reductions in lengths of stay consistent with the optimum functioning of the new hospital
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APPENDIX C - NORTH BRISTOL NHS TRUST - BOARD RISK ASSURANCE REGISTER STRATEGIC RISKS - OCTOBER 2013


First 


Raised


C L Total C L Total


Lead When
Target Risk 


Ref Risks Controls Board Assurance Source(s) /  Status 
Current Risk 


Actions to Address Gaps in Control or Assurance


IBP 3


IBP 4 Mar-12 Emergency Planning 


& Business 


Continuity: There is a 


risk of business 


interruption through a 


significant event (e.g. 


pandemic flu) and this 


will test the emergency 


preparedness of the 


Trust.


1) The Trust regularly reviews and tests its Business 


Continuity Plan and Emergency Response Plan, both 


internally and on a multi agency basis. Oversight via 


Contingency Planning Steering Group which reports 


to QRMC.


2) External training in conjunction with partner 


agencies (e.g. Emergo via the HPA)


3) Internal training delivered to key staff and 


executives in handling Emergency Incidents.


4) Emergency Planning Unit’s Five Year Plan is in 


place to develop and maintain new plans and to 


review existing plans against latest legislation & 


guidance.


5) Directorate Business Continuity Self-assessments


October 2013


Internal Assurance


Annual Board paper on Emergency Planning & Business 


Continuity - July 2012.  


External Assurances


1) SHA self assessment review - the SHA  signed NBT 


off as green for preparedness and response March 


2012. Unclear who will oversee this from 1st April 13, 


possibly the LAT.


2) Completion & learning from 'live' exercises & 


communication cascades. Exercise Exodus successfully 


completed May 2013


4 2 8


1) Directorates who have not submitted Business 


Continuity Self-Assessment to be contacted, 


highlighting potential unacceptable risk to the 


organisation. New BC Template circulated to assess 


resilience around the MOVE period and into the new 


hospital


BC lead will re-audit and Peer review BC Plans 


following completion of new template.


2) From Q3 the ERM review process will incorporate 


BCP as a key line of enquiry covering both the move 


period and also the post move new hospital 


environment.


Simon Wood


Simon Wood


30/09/2013


30/11/2013 3 2 6


Mar-12 Capacity: The Trust’s 


bed-base reduces from 


1145 to 1060 on the 


opening of the new 


hospital in 2014.  There 


may, therefore, be too 


much or too little 


available capacity in the 


new hospital when it 


opens.


1) The new hospital has been designed to have 


generic space planning to allow for different service 


configurations to be accommodated.  


2) Patient Flow workstream & associated activities & 


review through Executive Review process, now 


embedded through PMO facilitated regime.


3) Partnership working across BNSSG health and 


social care agencies and implementation of rehab 


review, overseen by Urgent Care Board.


October 2013


Internal Assurances


1) Governance structure for Operating Plan 


2) Availability of retained estate is tracked within 


Programme to continually assess position. 


3) PMO reporting into Trust Board within Road to 2014 


updates. Outpatient & Theatre themes provide 


assurance that capacity will be sufficient. Bed real time 


data (patient flow theme) provides increasing confidence 


around bed base.


4) Base case within LTFM & IBP April 13 reflects current  


capacity requirements.


External Assurances


Funding support agreed with BNSSG CCGs aligned to 


approved recovery Plan overseen via Urgent Care 


Board.


4 2 8


Continue to strengthen the operational tracking and 


management of patients to improve flow through and 


discharge from the hospital and increase confidence 


that bed base in Brunel Building will be sufficient.


Sasha 


Karakusevic


31/12/2013


4 2 8
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APPENDIX C - NORTH BRISTOL NHS TRUST - BOARD RISK ASSURANCE REGISTER STRATEGIC RISKS - OCTOBER 2013


First 


Raised


C L Total C L Total


Lead When
Target Risk 


Ref Risks Controls Board Assurance Source(s) /  Status 
Current Risk 


Actions to Address Gaps in Control or Assurance


SR 3.1 Aug-12 Operating Plan: Failure 


to deliver necessary 


service changes to 


operate effectively in 


new hospital.


1) Operating Plan delivery aligned within Move 


Project Board with specific responsibility for delivery 


allocated to COO. 


2)  PMO function owned internally in place of historic 


reliance upon external support.


3) Executive review process embedded 


4) Staff consultation programme now underway.


October 2013


Internal Assurance


1) Operating Plan clearly linked to other critical 


workstreams.


2) 'Road to 2014' updates to Trust Board - improving 


RAG assessments against workstreams, gap in 


programme timescales to hospital opening reduced to 


zero.


3) Critical path mapped for all projects based upon 


detailed underlying plans.


4 2 8


No Gaps - continued implementation of existing 


controls and oversight arrangements to assure 


progress is on track.


N/A N/A


4 2 8


3 3


Objective 3 - Provide leading edge services in high quality environments


-This year, NBT will complete the major elements of the redevelopment of the  Southmead Hospital site


IBP 5 Mar-12 New Hospital Timing: 


There is a risk that the 


new hospital could be 


delivered late or that the 


decanting and 


decommissioning of the 


old hospital is delayed.


Any delay would put at 


risk the timing for the 


receipt of the proceeds 


from the sale of the 


Frenchay site.


1) Programme control -  Capital enabling schemes 


governed through 'Jigsaw' and approved through 


EAMCPG and Finance & performance Committee. 


Progress tracked operationally through the 'Jigsaw 


Project Team.'


2) Move Project Team governs commissioning & 


moving in process. Move Master Programme 


incorporates 'jigsaw' and maps relative critical paths.


3) Programme financing linked into overall capital 


programme via EAMCPG with oversight/assurance 


at Finance & performance Committee. 


October 2013


Internal Assurances


1) Programme governance - 


EAMCPG reports to Development Committee. 


Development Committee Programme Highlight reports 


provided monthly to Board alongside Move, Frenchay & 


Jigsaw reports for context. New hospital build remains 


on time & budget. 


2) Move Project reporting arrangements & integrated 


plan in place.


3) Critical path mapped and reviewed at Trust Board. 


4) Jigsaw' (capital) Business case approvals in line with 


required schedule to ensure site clearance. These are 


progressing & assured through Finance & Performance 


Committee for fit within available capital. TDA approval 


of Pathology phase 2 & supporting finance means 


funding is secured.


Independent/external assurances


(Internal & external) incorporated into governance 


structure - such as PMO review, Internal Audit & expert 


peer review from other 'PFI Trusts'. Overall approach 


agreed by Audit Cttee, first (positive assurance) report 


provided April 13 following peer review by Pembury 


Trust.


Further assurance reviews planned;


Pembury#2, Internal Audit of programme governance & 


OGC Gateway.


3 3 99


No gaps, controls & assurance systems are in place 


& will flag exceptions as required. Controlled risk 


score remains relatively high due to complexity, scale 


and pace of programme.


N/A N/A
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First 


Raised


C L Total C L Total


Lead When
Target Risk 


Ref Risks Controls Board Assurance Source(s) /  Status 
Current Risk 


Actions to Address Gaps in Control or Assurance


SR 3.4 Jan-13 Frenchay: Potential 


delay or failure to 


realise Frenchay land 


sale receipts - financial 


impact.


1) Financial mitigation strategies for cashflow impact 


of any delayed sale and/or change in sale value.


2) Engagement with Local and national planning 


authorities to anticipate and respond to queries or 


concerns raised during the application process.


3) Engagement of external advisors to support 


planning process & tactical advice.


4) Frenchay review group including Chair & NED 


input to support/advise and scrutinise planning 


strategy and progress.


October 2013


Internal Assurances


1) IBP & LTFM submitted/reviewed by TDA April 2013.


2) DoF assessment that as non FT this is a reduced risk 


as the trust has no cashflow issues. It is purely as an FT 


that this becomes an issue - to strengthen liquidity ratio.


3) Planning application submitted. Initial rejection by 


Local Authority (Sept 13) but various process being 


worked through to respond to the issues raised.


4) EAMCPG & Finance/Performance  Committee 


oversight of programme and impact of any delayed 


receipt.


External Assurances


1) TDA review process & feedback around FT 


application and financial implications of this risk 


materialising. 


2) Additional resource from SHA/TDA at end of 12/13 


has improved Trust's cash position & reduced this risk.


3) CCGs have formally accepted ownership for 


commissioning & delivery of health & social care facility 


at Frenchay. 


4 3 12


Continue close liaison with Local Authority OSC and 


planning officers to review progress of consent 


application and respond effectively to issues, 


particularly the Town & Village Green Application 


(TVGA). End Nov. is next key deadline. Mike Coupe 30/11/2013


2 2 4


SR 3.5 Jan-13 Rehab. Services: 


Uncertainties around 


commissioning 


requirements for 


rehabilitation bed 


provision could mean 


services are not 


optimised for patients or 


the Trust.


1) Internal Project management resource and 


structure to review requirements and progress 


agreed solution. 


2) Assessment of service requirements and forward 


plans with key stakeholders to agree short term 


solution and respond to longer term commissioning 


proposals.


3) Existing contingency arrangements remain valid 


using Elgar House - now at 75% use for rehab 


provision.


October 2013


Internal Assurances


1) NBT involvement in the Rehab Review process 


(senior clinicians)


2) IBP & LTFM reflects current interim arrangements. 


External Assurances


1) Adequate interim solution agreed with lead 


commissioners.


3 2 6


Continued engagement with UHBristol and 


commissioners for longer term solutions.


.


Delivery of building changes required for interim 


solution provision along timeline required for new 


hospital opening.


Sasha 


Karakusevic


Mike Coupe


31/12/2013


31/3/2014


2 2 4


SR 3.6 Jan-13 SGCHS services: 


Inability to ensure 


sustainability of South 


Glos Adult Community 


health Services


1) Stakeholder engagement to optimise financial and 


clinical service options.


2) General Manager for SGCHS leading staff 


engagement and communications to maintain 


morale.


3) Due diligence process underway and on target.


4) Project plans in place and on track.


5) Contract progressing on time for signing off by all 


parties.


October 2013


Internal Assurances


1) Current costs covered under Business transfer 


Agreement.


2) Project plan is on track & Due Diligence progressing 


as required to date.


3) Exec Team oversight of NBT implications.
2 2 4


N/A - no control or assurance gaps. Existing 


arrangements to proceed with expectation of timely 


and effective handover to Sirona.


N/A N/A


2 2 4
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First 


Raised


C L Total C L Total


Lead When
Target Risk 


Ref Risks Controls Board Assurance Source(s) /  Status 
Current Risk 


Actions to Address Gaps in Control or Assurance


SR 3.7 Apr-13 Legal risk: Competition 


requirements of the 


NHS Act 2012 & 


consequent Monitor 


enforcement regime risk 


regulatory censure in 


respect of current 


service transfers 


1) NBT engagement with CCP (now CCD within 


Monitor) co-ordinated alongside that of UH Bristol & 


NHS Bristol.


2) Trust Participation in conference calls with CCD to 


identify requirements of Level II review process and 


this includes Bevan Brittan for legal advice.


3) NBT co-operated and responded in full to Monitor 


for benefits and cost analyses and hosted Site visit 


on 10 June 2013.


4) NBT liaising closely with CCGs & CSU to work on 


benefits realisation assessments and also to plan 


approach to future service changes to ensure 


competition and choice considerations are fully 


ingrained within plans. This will include regulatory 


compliance.


5) Benefits realisation strengthened within Vascular 


services project and inclusion of legal review also 


ensured. Project Manager was also responsible for 


recent service transfers & understands the legal 


issues.


October 2013


Internal Assurances


1) Feedback on the outcomes and rationale for the 


Monitor Stage 2 review provided to Trust Board via 


Flash report and verbally in September meeting. No 


formal sanctions from Monitor. Focus needed on 


ensuring benefits realisation form existing service 


changes and that future plans clarify at early stage the 


need to inform OFT of the plans.


2) Monthly compliance statement for Monitor Provider 


Licence includes assurances for board to confirm 


compliance.


External Assurances


Monitor Stage 2 review report provided to Trust & then 


issued publicly 27th September 13. Loss of choice 


regarded as potentially detrimental to further quality 


improvements. Commissioners instructed to ensure 


benefits delivered. No formal sanctions against Trusts.


3 2 6


Ensure that learning from outcomes of Monitor CCD 


report is embedded within future service change 


programmes and becomes a normal component of 


their delivery. Vascular services provides first 


opportunity to follow this through.


Andrea Young 31/12/2013


2 1 2


IBP 7 Mar-12 IT Projects:  risk that 


new systems are not 


implemented 


successfully such that 


their benefits are not 


maximised.


1) IT Projects are subject to project management 


processes. IMT PMO function oversees this. 


Strengthened post project evaluation requirements 


instigated by Head of IMT Programmes. 


2) Capital resource adequacy is reviewed through 


EAMCPG.


3) Clinical IT Systems Board & Chief Clinical 


Information Officer roles.


4) IMT Move project group reporting to Move 


Programme Board.


October 2013 


Internal Assurances


1) IMT Programme Board and subsidiary reporting to 


commissioners. 


2) Interim Head of IMT led key strategic progress on 


PACS/RIS, post 2015 EPR strategy, IMT departmental 


structure, development of individual IT strategy 


components.


3)  Substantive Chief Information Officer in post. IMT 


restructure completed, subject to final appointment 


pending.


4) IT project re-prioritisation exercise undertaken to 


ensure critical projects are delivered on time for new 


hospital and within available capital and revenue limits. 


Presentation made to Trust Board Sept. 13 by CIO.


3 3 9


N/A - no control or assurance gaps. Strengthened 


project management controls and post 


implementation reviews need to bed in and their 


effectiveness be assessed in practice to justify 


reduction in risk score.


N/A N/A


3 2 6


612


1) Business case to be developed and reviewed at 


CITS Board to set out options for reciprocal failover 


facility in line with the timescale for decommissioning 


the Frenchay server room. Difficulty to date in locating 


suitable accommodation for the DR equipment.  IT 


currently engaged with the Frenchay 


decommissioning team in finding accommodation 


David Davies 31/12/2013


3 2


IBP 6 Mar-12 IT infrastructure/ 


systems: The reliance 


on IT within the Trust is 


increasing.  Alongside 


an increasing reliance 


on IT comes an 


increased risk of IT 


1) External vulnerabilities to the system are regularly 


reviewed and tested.


2) Governance arrangements now operational. CITS 


Board includes responsibility for IT infrastructure 


strategy. IMT Move project group established 


reporting to Move Programme Board for new hospital 


systems & also covers legacy systems,


October 2013


Internal Assurances


1) IMT engagement with Move Project is in place & 


overall governance arrangements functioning routinely.


2) Independent/external assurances


 incorporated into governance structure - e.g. PMO 


review, Internal Audit & expert peer review from other 


4 3
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APPENDIX C - NORTH BRISTOL NHS TRUST - BOARD RISK ASSURANCE REGISTER STRATEGIC RISKS - OCTOBER 2013


First 


Raised


C L Total C L Total


Lead When
Target Risk 


Ref Risks Controls Board Assurance Source(s) /  Status 
Current Risk 


Actions to Address Gaps in Control or Assurance


SR 4.1 Aug-12 Workforce: Scale, pace 


and complexity of 


change at the Trust 


causes uncertainty 


and/or excessive work 


pressure with 


consequent impact on 


staff morale, stress 


levels and performance.


1) Consultation and communication with staff & staff 


side.


2) Workforce & OD Strategy & Work Programme in 


place. 


3) Hotspots within Staff Survey result tackled by 


directorate, area or issue, driven through Health & 


Wellbeing Group.


4) Approval & delivery of 'Road to 2014' 


presentations to staff. Use of internal commas. such 


as Friday 5 (e.g. 'myth busting').


5) Floor plans for new hospital published to all staff.


6) NBT Values Strategy linked to iCARE rollout plan.


7)  Formal consultation documents issued and 


programme underway.


8) Senior Leaders engagement event held October 


2013.


October 2013 


Internal Assurances


1) Quarterly Board reporting covers key outputs from 


work programme.


2) Internal staff Surveys & individual directorate 


analysis/actions.


3) Board approval (Mar 13) of recommendation to 


pursue staff pay strategy within context of Agenda for 


Change flexibilities & union liaison on this position.


4) Clarity of organisational structure removes one 


element of uncertainty for staff and reduces change in 


that respect.


External Assurance


1) National Staff Survey 2012. Weak results are 


reflected in current risk score but do not allow for impact 


of more recent assurances on AfC pay or organisational 


status, or clarity of new hospital floor plans.


2) TDA Oversight regime.


4 4 16


1) Analyse 2013 Staff Survey Scores & ensure poorly 


scoring directorates set clear improvement actions. 


2) Full workforce plans to be in place & staff 


consultations undertaken to provide certainty over 


future following new hospital occupation.


Harry Hayer


Harry Hayer


31/3/2014


31/12/2013


4 2 8


Objective 4 - We will develop a workforce equipped to create a patient centred culture
This year, NBT will develop and deliver proposals to increase:


- the number of staff feeling satisfied with the quality of their work and the patient care they are able to deliver, putting it in the top 20% of NHS Trusts by 2017/18 


- the number of staff feeling able to contribute to improvements in patient care, putting it in the top 20% of NHS Trusts by 2017/18


- the number of staff recommending the Trust as a place to work or receive treatment, putting it in the top 20% of NHS Trusts by 2017/18
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APPENDIX C - NORTH BRISTOL NHS TRUST - BOARD RISK ASSURANCE REGISTER STRATEGIC RISKS - OCTOBER 2013


First 


Raised


C L Total C L Total


Lead When
Target Risk 


Ref Risks Controls Board Assurance Source(s) /  Status 
Current Risk 


Actions to Address Gaps in Control or Assurance


SR 4.2 Jul-13 Quality of Care: 


Inconsistent staff 


understanding of what 


'good quality' care is 


from a patients 


perspective & risk that 


these expectations are 


not met.


1) Trust values implemented following wide 


consultation with staff and incorporated within 


widespread communications mechanisms. 


2) Leadership development (e.g. LEAD 2) focuses 


upon high quality leadership behaviours.


3) Quality initiatives and culture promoted across the 


Trust, including events such as the NBT Quality 


Conference in June 13.


4) Move plans for new hospital incorporate Quality 


Impact Assessments.


5) Professional conduct and competence, overseen 


by professional bodies and line management.


6) NQAT ward audits provide ongoing focus on care 


quality.


7) iCARE implementation in progress and on track 


with target trajectory for staff coverage.


October2013


Internal Assurances


1) Reviews of Francis Inquiry pre and post publication of 


final reports. Trust Board reports Feb 13, June 13 & 


October 2013.


2) Executive and NED involvement in walkarounds.


3) Trust Board Quality reports & Patient story / learning 


at every board as first item on agenda.


External Assurances


1) National Inpatient & Outpatient Surveys. Reported to 


Board June 13. Inpatient survey results had slightly 


worsened year on year, although areas of improvement 


focus from prior year had succeeded.


2) Results of Friends & Family Test - early results are in 


line with average at other Trusts.


3) National Staff Survey 2012. Weak results are 


reflected in current risk score but do not allow for impact 


of more recent assurances on AfC pay or organisational 


status, or floor plans


4) Monitor QGAF audit by PWC against Trust self-


assessment. Positive overall, actions to follow through. 


4 2 8


1) Roll out broader communications across 


directorates setting out NBT's response to Francis 


recommendations, based on pilot already undertaken 


in CCS.


2) Review of Monitor Quality Governance board 


questions scheduled in for Board Development plan 


for 2013/14.


Sue Jones


Harry Hayer/Sue 


Jones/Chris 


Burton


31/01/2014


31/12/2013


3 1 3
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APPENDIX C - NORTH BRISTOL NHS TRUST - BOARD RISK ASSURANCE REGISTER STRATEGIC RISKS - OCTOBER 2013


First 


Raised


C L Total C L Total


Lead When
Target Risk 


Ref Risks Controls Board Assurance Source(s) /  Status 
Current Risk 


Actions to Address Gaps in Control or Assurance


Efficiency savings: 


Target for the Trust is 


19%, or £92m, over the 


next three years; non 


delivery would put Trust 


viability at risk.


1) Exec review process (ERM) facilitated through 


PMO function embedded and driving greater clarify 


and ownership of required corrective actions.


2) Cross- cutting workstreams with strong operational 


ownership included as part of ERMs.


3) Key assumptions for LTFM remodelled in light of 


revised Monitor requirements and mapped across to 


Operating Plan model.


4) Staff engagement through 'Road to 2014' themes 


to ensure a common approach to change 


management is achieved.


IBP 9 Mar-12 Cost Control: the Trust 


has incurred cost 


pressures above 


inflation for each of the 


last three years.  The 


Trust is forecasting that 


it will be able to manage 


costs to within 0.25% of 


inflation.  There is a risk 


that the Trust does not 


control costs (outside 


savings plans) within its 


budget.


1) Budgetary control with oversight through 


directorate performance review meetings.  Remedial 


action plans will be implemented if there is any 


divergence from budgets.


2) Exec review progress facilitated through PMO 


function is embedded and driving greater clarify and 


ownership of required corrective actions.


3) Cross- cutting workstreams have stronger 


operational ownership, E-Rostering Project  rollout 


reinvigorated & bank & agency staffing going live 


during Oct/Nov.


October 2013 


Internal Assurances


1) Progress reported to board monthly in finance report.  


2) PMO workstreams included within 'Road to 2014' 


updates, with reduced number of red rated themes and 


increased number moving into amber or green.


3) Non Pay Theme has been released from ERM 


scrutiny mechanism into 'business as usual' mode as it 


is on track for delivery of savings targets.


4) Assurance through project workstream that £200k 


cost avoidance to be achieved for 13/14 through E-


Rostering, more in future years.


External Assurances


'Clean' external audits in recent years including 12/13 


provide overall confidence on effectiveness of financial 


forecasting, accuracy of accounting & 'going concern.'


3 2 6


No Gaps - continued implementation of existing 


controls and oversight arrangements to assure 


progress is on track.


N/A N/A


3 2 6


Objective 5 - We will be a strong, financially healthy, organisation
In 2013/14, NBT will develop and deliver proposals to achieve:


 - A Financial Risk Rating of ‘3’ or above on a routine basis, putting it in the top 25% of NHS Trusts by 2017/18


- A ‘green’ Governance Risk Rating on  a routine basis


IBP 8 Mar-12 October 2013 


Internal Assurances


1) Progress against directorate CRES & business plans 


is tracked and reported to Board.  Recent months have 


seen improvements in gross & probability adjusted plans 


for 13/14 (now 90%).


2) Key assumptions for LTFM linked to Operating Plan.


3) FT Project Board reviews detailed changes internally.


4) Board approval (Mar 13) of recommendation to 


pursue staff pay strategy within context of Agenda for 


Change flexibilities & union liaison on this position.


5) Top down workforce plans in place, work ongoing to 


join this up with detailed 'bottom up' plans across all 


services.


External Assurances


1) Internal Audit reviews are undertaken.


2) TDA Oversight/scrutiny at monthly reviews.


3) TDA & DH reviews of Financial Plans at key stages of 


FT submissions


4 4 16 4 2 8


1)  Progress through consultation process with Staff 


Side on flexible working patterns & delivery of other 


flexibilities available within Agenda for Change 


national framework.  


2) Strengthened directorate business planning 


framework to be agreed and implemented for 


2014/15, incorporating activity, workforce and finance 


components to provide cohesive overall picture.


3) Budget setting requirement for Cost Improvement 


Plans for 2014/15 to be established prior to start of 


new financial year to reduce risk of slippage. 


Harry Hayer


Mike Coupe/Harry 


Hayer/Sasha 


Karakusevic


Catherine Phillips


31/12/2013


31/12/2013


31/12/2013
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First 


Raised


C L Total C L Total


Lead When
Target Risk 


Ref Risks Controls Board Assurance Source(s) /  Status 
Current Risk 


Actions to Address Gaps in Control or Assurance


IBP 10 Jan-13


SR 5.3 Jul-13 Income Assumptions: 


Potential 


underachievement of 


assumed levels of 


income linked to 


achievement of CQUINs 


targets for 2013/14


1) Negotiation process with commissioners to set 


realistic/achievable CQUIN targets.


2) Internal review process within NBT to ensure 


targets are understood and owned.


October 2013


Internal Assurances


CQUIN achievement - Individual quality measures 


reported in quality or Activity & Performance report.


Separate financial review & risk assessment provided to 


October 2013 Board.


External Assurances


Review at  meetings with commissioners to agree basis 


& validate progress against targets.


4 3 12


Measurement and risk assessment of likely CQUINs 


achievement to be assessed and reported on an 


ongoing basis following first report to October Board.


Sue Jones 30/11/2013


3 2 6


Monitor downside 


Case risks: The 


potential risks identified 


within the downside 


case could materialise 


in practice meaning 


further savings or 


additional income is 


required to mitigate the 


impact.


1) Improved downside case within draft LTFM 


submitted to TDA in early April, driven through FT 


support process.


2) Mitigation actions are identified but would require 


significant further work to enact in practice, for 


example in relation to additional pay controls over 


and above current plans.


3) FT Project Board oversees the production and 


ongoing update of the LTFM, with underpinning 


project working groups and roles/responsibilities.


October 2013


Internal Assurances


1) FT Project Board approved LTFM & high level 


mitigation actions at its March 2013 meeting.


2) Trust Board reviewed and approved IBP & LTFM at 


its March meeting.


External Assurances


TDA & DH reviews of LTFM & IBP will follow as an 


automatic part of revised FT application timelines.


3 2 6


A strategic approach to Service Line Management is 


needed to engage directorates and set a framework 


that facilitates stronger ownership and autonomy 


within an agreed overall framework.  The 


implementation of EPS within 3 pilot directorates is a 


stepping stone towards this. 


The combination of new Trust Strategy, revised 


business planning approach and stronger directorate 


engagement and ownership of future plans are key 


enablers to tackling the downside risks that will be 


refreshed for revised IBP.


Catherine Phillips 


(EPS 


implementation/rev


iew)


Andrea 


Young/execs 


(SLM strategy & 


development plan)


30/11/2013


31/3/2014


3 2 6


IBP 11 Mar-12 Workforce: Trust is 


reducing its workforce 


from 7,992 WTEs to 


7,012 WTEs & intends 


to change to more 


flexible working  


arrangements.  There is 


a risk that the Trust will 


not able to achieve 


these plans.


1) The Trust meets monthly with its unions, and has a 


dialogue on future changes.  In this way, the risk from 


future changes is minimised.


2) Development of detailed Directorate 3 year 


workforce plans reviewed through Executive Review 


process/PMO.


3.) Strengthened pay controls for recruitment activity 


introduced December 2012.


October 2013


Internal Assurances


1) Development Committee, plus  working groups are 


actively progressing strategy and work programme.  


2) Trust Board oversight of developments via Road to 


2014 programme and finance & workforce reporting.
3 2 64 12


1)  Progress through consultation process with Staff 


Side on flexible working patterns & delivery of other 


flexibilities available within Agenda for Change 


national framework. 


2) Directorate workforce plans to be refined and 


performance managed to close gap between Trust 


level requirements and costed reduction plans. 


Changes to be reflected within revised IBP/LTFM 


submissions as FT timescales require.


Harry Hayer


Harry Hayer


31/12/2013


31/12/2013


3
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First 


Raised


C L Total C L Total


Lead When
Target Risk 


Ref Risks Controls Board Assurance Source(s) /  Status 
Current Risk 


Actions to Address Gaps in Control or Assurance


IBP 12 Mar-12 Competition: As 


competition for 


healthcare provision 


increases, there is a risk 


of loss of services to 


other providers (NHS, 


private or voluntary 


sectors) and/or non 


compliance with 


competition legislation. 


1) The Trust maintains its relationships with 


commissioners and other members of its healthcare 


community, so that any changes as a result of 


commissioning decisions or changes that might have 


an impact on NBT are identified early.  


2) Through Healthy Futures Programme Board, NBT 


ensures that its interests are considered when 


decisions affecting it are made.


3) NBT tries to influence patient choice through the 


publication of relevant metrics to enable patients to 


make an informed choice.


4) Role of Director of Strategy & Planning in 


developing and enhancing NBT's strategic market 


analysis and consequently the Trust Strategy.


October 2013


Internal Assurances 


1) Major tendering exercises  are reviewed/reported to 


private session of board. 


2) Loss of market share would be reflected in financial 


reporting each month & also in annual budget setting 


process.  


3) Engagement of legal advice when needed to ensure 


that service changes are legally compliant.


External Assurances


Monitor Stage 2 review report provided to Trust & then 


issued publicly 27th September 13. Loss of choice 


regarded as potentially detrimental to further quality 


improvements. Commissioners instructed to ensure 


benefits delivered. No formal sanctions against Trusts.


3 4 12


Within the context of changing NHS landscape 


ongoing horizon scanning to be undertaken to 


evaluate NBT's strategic and tactical choices for 


different services.


NBT Strategy to be developed in light of market 


analysis and overall horizon scan of external 


environment. Development process to be led by the 


Director of Strategy and Planning, with strong 


engagement of the Board and Clinical directorates to 


create a strategy that is truly owned by the 


organisation.


Mike Coupe


Mike Coupe


Ongoing


30/6/2014


3 2 6


SR5.2 Aug-12 Foundation Trust: 


Failure to successfully 


meet Monitor 


requirements - financial 


& quality, which would 


threaten the Trust's 


future as a healthcare 


provider.


1) FT Project board oversight of progress on 


standalone FT application, underpinning working 


group established.


2) Monthly board statements & Monitor provider 


licence conditions have board sign off and are 


reviewed within monthly Oversight review with NTDA.


3) Internal project management structure now in 


place instead of previous reliance upon external 


consultancy to support this.


4) BGAF and QGAF action plans and responsibilities 


in place and being monitored through FT Working 


Group o support compliance with Monitor/NTDA 


requirements.


October 2013


Internal Assurances


1) FT Project Board oversees project progress inc. FRR 


& GRR. 


2) Current Trust performance on Governance & 


Financial Risk Rating 


tracked.  Improving trajectory - FRR Green, GRR 


Green/Amber (Sept 13 TB paper).


3) Review of Trust's response to Francis Inquiry 


recommendations October 2013 provides assurance on 


many aspects of Quality governance, with focus on 


areas of improvement also needed.


External Assurances


1) TDA outline agreement to revised FT project 


timetable. 


2) First draft IBP & LTFM were submitted on time in 


early April.  Some feedback received from NTDA, which 


was positive.


3) DH & Monitor will provide external 


challenge/assurance once the formal process 


progresses.


4) PWC report (April 2013) on QGAF progress since 


2012 review. Some positive assurances and a number 


of actions to address.


5) Updated BGAF action plan approved by Project 


Board & links to Board development programme.


3 3 9


Governance risks -


1) Ensure progress on agreed actions to strengthen 


QGAF & align with Francis review/action plan 


presented to Board October 13 and outputs from draft 


Internal Audit report on Board & Divisional 


Governance.


2) Continue to review and strengthen the evidence 


base for the Board Governance Memorandum ahead 


of future external BGAF audit. 


3) IBP to be refreshed in line with revised NTDA 


guidance and agreed timelines, this will be driven by 


development of NBT Strategy for beyond 2014, 


hence revised target date.


FT Programme timeline Risks - revise programme 


in light of NTDA discussions, inc. impact of need for 


full CQC Inspection before progression. Clarify 


resource requirements to deliver milestones and 


update project management processes. 


Finance risks - as outlined in previous risks & 


actions. 


Performance risks - actions to reduce risks of non 


compliance with Infection control and ED 


Performance targets are outlined within SR 1.1 and 


IBP 2 respectively. 


Sue Jones


Andrea Young 


(Trust Secretary to 


action)


Mike Coupe


Mike Coupe


31/01/2014


31/01/2014


31/7/2014


30/11/2013


3 2 6
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Ref. Objectives & Risks Jan-13 Apr-13 Jul-13 Oct-13 Jan-14 Target


1 We will provide services of exemplary quality
IBP1 Quality & Safety standards slip 8 8 8 12 6


SR1.1 Infection Control risk, particularly in respect of C-Difficile N/A 16 16 16 12
SR2.2 Poor patient experience remains unresolved, either at the time, or in response to concerns or complaints. N/A 9 9 9 4


2 We will ensure no unnecessary waits or delays
IBP2 Poor performance against national targets 16 16 16 12 12
IBP3 Capacity in new hospital may be inaccurate/insufficiently flexible 16 16 16 8 8
IBP4 Risk of business interruption due to significant event 8 8 8 8 6


3 Provide leading edge services in high quality environments
IBP5 Delay in new hospital opening 9 9 9 9 9


SR3.1 Failure to deliver Operating Plan on time to across all NBT services 16 12 12 8 8
SR3.4 Potential delay or failure to realise Frenchay land sale receipts - financial impact. 16 8 12 12 6
SR3.5 Commissioning uncertainties for rehabilitation bed provision could mean services are not optimised for patients or the Trust. 9 9 9 6 4


SR 3.6 Inability to ensure sustainability of South Glos Adult Community health Services 9 9 9 4 4
IBP6 Risk of IT system vulnerability affecting service delivery. 12 12 12 12 6


IBP7 Unsuccessful IT Projects/failure to realise planned benefits. 9 9 9 9 9
SR 3.7 Legal risk: Competition requirements of the NHS Act 2012 & consequent Monitor enforcement regime risk regulatory censure in 


respect of current service transfers 
N/A 9 9 6 3


4 We will develop a workforce equipped to create a patient centred culture
SR4.1 Workforce: Scale, pace & pressure of change causes stress & poor performance 16 8 12 16 8
SR 4.2 Quality of Care: Inconsistent staff understanding of what 'good quality' care is from a patients perspective & risk that these 


expectations are not met.
N/A N/A 8 8 3


5 We will be a strong, financially healthy, organisation
IBP8 Risk that efficiency savings are not fully achieved over next 3 years. 20 16 16 16 10
IBP9 Costs not controlled within agreed budgets. 12 9 9 6 6


IBP10 Monitor downside Case risks could materialise in practice 12 12 12 6 4
IBP11 Inability for Trust to reduce/restructure workforce in line with plan. 16 9 9 12 6
IBP12 Competition: Loss of services and related income to competitor providers. 6 12 12 12 6
SR5.2 Failure to achieve Foundation Trust requirements/status 12 12 12 9 6
SR5.3 Income Assumptions: Potential underachievement of assumed levels of income linked to achievement of CQUINs targets for 


2013/14
N/A N/A 12 12 6


Oversight Risks Apr-13 Jul-13 Oct-13 Jan-14 Target


Directorate Moderated Risks


QRMC Patients  from ED/Theatre/wards who require critical care interventions with urgency (ED lifesaving) are left in ED or placed in 


recovery, leading to failure to provide specialist care
N/A 16 16 3


Programme Moderated Risks


PMO Underlying assumptions that underpin the new hospital are not deliverable within the time frames by the Themes (LOS/ Efficiency/ 


Storage/IM&T/Workforce/Clinical Models)
N/A 20 20 9


PMO Without a clear bed plan for the new hospital and retained estate the Theme cannot plan how to support the model and also how 


Patient Transport/ Transfer in between the new hospital and retained estate could work.
N/A 16 16 3


PMO Specialties may not meet LOS targets set out within bed model and therefore be unable to operate within allocated affordable bed 


base, also outlined within the model.
N/A 16 16 6


PMO The Output of the modelling work is disputed delaying progress in space allocation and trajectories. 3 outliers have been identified 


to whom 1.4 million of the savings are attributed. Gynae, midwifery, plastics.
N/A 16 16 3


PMO Medical workforce theme. Current Job plans do not reflect model baseline and savings cannot be demonstrated without further 


validation. There is a risk at this stage savings could show a reduction.
N/A N/A 16 6


PMO The ICE upgrade is now due to take place in October but could be postponed again which means the bundles will be delayed by at 


least two months to allow for a pilot of the bundles on ICE.
N/A N/A 16 12


MOVE Failure to agree commercial deal will impact on move plans and opening N/A N/A 16 3


MOVE Resupply project workstream has significant workload to complete prior to Move in a tight timeframe. Flows into/out of the service 


yard are a particular concern due to the volume of traffic and the space restrictions in this area between phase 1 and 2.
N/A 16 16 6


MOVE Off site location of Sterile Services Department (SSD) N/A 16 12 4


N.B. Once a risk reduces below 16 it is shown at the reduced score for one update and then removed from this tracker.


APPENDIX A - Board Risk & Assurance Register - Risk Tracker - OCTOBER 2013


'Board owned' Risks


Moderated Operational Risks 16+


Action completed or on track


Moderate concerns on progress


Major concerns on progress







RiskRef. Actions (updated for those not closed at July 2013 Trust Board meeting)) Action Date Exec lead Jan-13 Apr-13 Jul-13 Oct-13


1 We will provide services of exemplary quality
IBP1 Ensure actions now established  to improve practice within theatres deliver required outcomes, including greater compliance in 


using  the '5 steps to safer surgery', including the WHO Checklist. Engage with TDA to provide evidence of improvement actions.
31/12/2013 CB/SJ N/A N/A


IBP1  Ensure issues identified in external audit of Quality Account are addressed and systems established for 13/14 process. 31/07/2013 SJ N/A N/A N/A closed
IBP1 Address CCG/LAT concerns re Never Events and provide assurance that effective systems are in place to prevent recurrence. 31/08/2013 SJ N/A N/A N/A


IBP1 Implement Quality Surveillance Group, supported by new Quality Surveillance Manager post to identify and drive rapid response to  


quality issues.


31/12/2013 CB/SJ N/A N/A N/A N/A


IBP2  Follow up Cancer Services 'deep dive' assurance review to be performed at QRMC in December 2013. 31/12/2013 CB N/A N/A N/A N/A
SR1.1 Implement key actions arising from recent NTDA Infection Control Peer review. 31/08/2013 CB N/A N/A N/A closed
SR1.2 Eliminate complaints backlog through targeted actions. Provide support across directorates and process map complaints journey 


and source additional support.


30/09/2013 SJ N/A N/A


SR1.2 Eliminate backlog of overdue complaints, complete 'life of a complaint' review and re-assess central and local resources to drive 


proactive approach to resolving and learning from complaints.


31/12/2013 SJ N/A N/A


SR 1.2 Review PHSO national complaints report through PEG and identify key themes to seek external involvement for example using the 


Patient Association to help staff to think differently and drive improvement work.


31/12/2013 SJ N/A N/A N/A


SR 1.2 Rollout iCARE programme & build in metrics to evaluate initial impact with staff. Also consider how longer term impact will be 


measured.


31/12/2013 SJ N/A N/A N/A


2 We will ensure no unnecessary waits or delays
IBP2 Continue to track delivery of trajectory against Recovery Plan and seek assurance that real time review of operational performance 


data is routinely applied to manage patient flow more effectively.


31/12/2013 SK N/A N/A


IBP2 Cancer targets improvement actions;


QRMC deep dive review in early August to review quality assurance processes.


Early actions taken to respond if issues identified within SI reviews.


Governance review to revisit  effectiveness of operational controls and reporting.


Review with CCGs to agree robustness and ongoing improvement aims


31/08/2013


CB N/A N/A N/A


closed


IBP3 Further implementation of Recovery plan and input and development of actions via Urgent Care Board and BNSSG Programme to 


ensure improvements are delivered in community provision and discharge timescales.


30/09/2013 MNO/SK N/A N/A closed


IBP3 Continue to strengthen the operational tracking and management of patients to improve flow through and discharge from the 


hospital and increase confidence that bed base in Brunel Building will be sufficient.


31/03/2014 SK N/A N/A N/A N/A


IBP4 Directorates who have not submitted Business Continuity Self-Assessment to be contacted, highlighting potential unacceptable risk 


to the organisation. New BC Template circulated to assess resilience around the MOVE period and into the new hospital. BC lead 


will re-audit and Peer review Plans within new template. Audit training completed & process to be instigated in next 2 months.


31/12/2013 SWo N/A N/A N/A


IBP4  From Q2 the ERM review process will incorporate BCP as a key line of enquiry covering both the move period and also the post 


move new hospital environment.


30/11/2013 SWo N/A N/A


3 Provide leading edge services in high quality environments
SR 3.1 Closure of current gap (c4 mths beyond required delivery date) to align 'bottom up' project plan to new hospital opening date.. 31/07/2013 MC N/A N/A N/A closed


SR3.4 Maintain close liaison with Local Authority OSC and planning officers re consent application and respond effectively to issues,  


particularly the Town & Village Green Application (TVGA). End Nov. is next key deadline.


30/11/2013 MC


SR 3.5 Continued engagement with UHBristol and commissioners. 31/12/2013 SK
SR 3.5 Hold 2nd stakeholder event to set out criteria and potential options for interim rehabilitation provision and then recommend to 


CCGs for them to approve via OSC. 


31/08/2013 MC N/A N/A N/A closed


SR 3.5 Delivery of building changes required for interim solution provision along timeline required for new hospital opening. 31/03/2014 MC N/A N/A N/A N/A


SR3.6 Respond to  SGCHS procurement process and manage implications for service. 31/12/2013 SK N/A
SR3.7 Obtain Monitor (CCD) draft report, analyse implications for NBTs services and agree changes plus communications approach prior 


to its public release.


31/07/2013 MNO/CB N/A N/A N/A closed


SR3.7 Clarify implications of above report for future 'mergers' - e.g. Vascular and Severn Pathology. Obtain legal advice as necessary. 31/08/2013 HH/CB N/A N/A N/A


SR3.7 Ensure that learning from outcomes of Monitor CCD report is embedded within future service change programmes and becomes a 


normal component of their delivery. Vascular services is first opportunity to follow this through.


31/03/2014 AY N/A N/A N/A N/A


IBP 6 Consideration to obtaining appropriate internal & external assurances on NBT's current DR position. Approve via CITS Board. Action 


to be placed on the new Head of IM&T Infrastructure as an appraisal objective.  Appraisal scheduled for the 25th July.  Target date 


for delivery of positioning paper October 2013.


31/10/2013 DD N/A


IBP6 Business case to be developed and reviewed at CITS Board to set out options for reciprocal failover facility in line with the timescale 


for decommissioning the Frenchay server room. Target now end December 2013.


31/12/2013 DD N/A N/A


IBP 7 Complete full restructure at all levels of IM&T to create clear distinction between systems developments, projects & handover to 


'business as usual and service functions. Restructure complete the new Head of Service Management is currently establishing 


procedures for handover of projects and developments to service.  Proposed timescale for delivery October 2013.


31/10/2013 DD N/A closed


IBP 7 Introduce more rigorous post project evaluation requirements to strengthen project management discipline within new functional 


lines. Action to be placed on the new Head of IM&T Programmes as an appraisal objective.


30/09/2013 DD N/A N/A closed


4 We will develop a workforce equipped to create a patient centred culture
SR4.1 Analyse 2012 Staff Survey Scores & ensure poorly scoring directorates set clear improvement actions. 30/09/2013 HH closed
SR4.1 Analyse 2013 Staff Survey Scores & ensure poorly scoring directorates set clear improvement actions. 31/03/2014 HH N/A N/A N/A N/A
SR4.1 Full workforce plans to be in place & staff consultations undertaken to provide certainty over future following new hospital 


occupation.


31/12/2013 HH N/A N/A N/A


SR4.2 Implement iCARE initiative to provide a systemised basis for further embedding a culture of care and compassion - seeking to 


match staff and patient expectations of good quality care.


31/03/2014 SJ N/A N/A N/A


SR4.2 Review of Monitor Quality Governance board questions scheduled in for Board Development plan for 2013/14. 31/12/2013 SJ N/A N/A N/A
SR4.2 Provide full analysis and updated response to Francis Inquiry recommendations for October Trust Board, ahead of national 


response likely to be required by end of 2013.


31/10/2013 SJ N/A N/A N/A closed


SR4.2 Roll out broader communications across directorates setting out NBT's response to Francis recommendations, based on pilot 


already undertaken in CCS.


31/01/2014 SJ N/A N/A N/A N/A
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5 We will be a strong, financially healthy, organisation
IBP8 LTFM refresh will be undertaken in line with requirement to submit updated version to NTDA by end of September 2013.  This will 


take account of new Monitor model & underlying assumptions which are due for publication imminently.


30/09/2013 CP N/A N/A closed


IBP8 Strengthened directorate business planning framework to be agreed and implemented for 2014/15, incorporating activity, 


workforce and finance components to provide cohesive overall picture.


31/12/2013 MC/SK/


HH


N/A N/A N/A N/A


IBP8 Budget setting requirement for Cost Improvement Plans for 2014/15 to be established prior to start of new financial year to reduce 


risk of slippage. 


31/12/2013 CP N/A N/A N/A N/A


IBP9 Project reporting to focus on £200k savings achievement for 2013/14 and actions set to rectify any shortfalls identified. 30/09/2013 SJ N/A N/A N/A


IBP9 Non Pay workstream is delivering well overall, maintain tracking for next quarter to confirm release into 'business as usual' mode 


for end of September.


30/09/2013 BB/CP N/A N/A closed


IBP10 A strategic approach to Service Line Management is needed to engage directorates and set a framework that facilitates stronger 


ownership and autonomy within an agreed overall framework.  The implementation of EPS within 3 pilot directorates is a stepping 


stone towards this. 


31/03/2014 AY/ 


Execs


N/A N/A N/A N/A


IBP10 A robust Service Line reporting process is required to review financial viability and drive behaviours in clinical directorates. An initial 


pilot was being undertaken of the 'EPS Engage' system in 3 directorates for implementation by end of October and evaluation by 


end of March 2014.


31/03/2014 BB/CP N/A N/A


IBP 8 &11 Consult with Staff Side on flexible working patterns & delivery of other flexibilities available within Agenda for Change national 


framework. 


30/09/2013 HH


IBP11 Directorate workforce plans to be refined and performance managed to close gap between 'top down' Trust level requirements 


and 'bottom up' costed reduction plans. Changes then reflected within revised IBP/LTFM submissions.


30/09/2013 HH N/A N/A


IBP12 Within the context of changing NHS landscape ongoing horizon scanning to be undertaken to evaluate NBT's strategic and tactical 


choices for different services.


Ongoing MC N/A N/A N/A


IBP12 NBT Strategy to be developed in light of market analysis and overall horizon scan of external environment. Development process to 


be led by the Director of Strategy and Planning, with strong engagement of the Board and Clinical directorates to create a strategy 


that is truly owned by the organisation.


30/06/2014 MC N/A N/A N/A N/A


SR5.2 Ensure progress on agreed actions to strengthen QGAF & align with Francis review/action plan presented to Board October 13 and 


outputs from draft Internal Audit report on Board & Divisional Governance.


31/01/2014 SJ N/A


SR 5.2 FT Programme timeline Risks - revise programme in light of NTDA discussions, clarify resource requirements to deliver milestones 


and update project management processes.


31/12/2013 MC N/A N/A N/A


SR 5.2 IBP to be refreshed in line with revised NTDA guidance and agreed timelines, this will be driven by development of NBT Strategy for 


beyond 2014, hence revised target date.


31/07/2014 MC N/A N/A N/A


SR 5.3 Measurement and risk assessment of likely CQUINs achievement to be assessed and reported on an ongoing basis, following first 


report to October Board.


30/11/2013 SJ N/A N/A N/A


N.B. Items shown in red font are changes from the July 2013 Version of the BR&AR.








 
 


Report to Trust Board – October 2013 6.1 –  APPENDIX 3  
Report Title Patient Experience Report – Quarter 2, July to September 2013 
Status For Information Discussion Assurance  Approval 


    


Prepared by Juliet Winter – Patient & Community Engagement Manager  
Steve Sykes – Advice and Complaints Manager 


Presented by Sue Jones – Director of Nursing 
 


For Information 
Executive Summary:   
Slight dip in response rate. 
 
 
Top Themes 
 
 
CQUIN Target for Qtr. 4 is to 
increase to 20%.  Paper to go 
to Nov TMT outlining action. 
 
Net promoter score remains 
fairly constant. 
 
 
 
 
 
 
Renal and WCH scoring 
highest on net promoter score 
[above 71].   
Renal and WCH scoring 
highest on response rates 
[above 15%].   


The Friends & Family Test score for September for North 
Bristol NHS Trust is 66 This is based on 14% responses 
 
Positive – staff and quality of care 
Negative – staffing levels and food 
 
Table 1 & 2 – Trust Friends & Family Test Indicator  
Majority of wards continue to exceed expectations re response rates.  
ED response rate has dipped.  Action being taken by ED  to rectify low 
response e.g. FFT champion for each shift, pushing handing out cards 
from point of reception and throughout patient journey, explore 
displaying information on Pro-vision screen, possible temporary post to 
assist ED. 
 
Out of 871 responses: 
- 627 ‘Extremely likely to recommend us’ – Proactive 
- 190 ‘Likely to recommend us’ – Passive 
- 54 ‘Neither likely or unlikely’  to ‘Extremely unlikely’ - Detractor 
 
Table 3 & 4 – Directorate Friends & Family Test Indicator  
Average net promoter score for England is 65 and for our Local Area 
Team BNSSSG cluster it is 71.  Worst performing Directorate is Neuro 
 
All wards have exceeded the 15% target apart from Medicine.  This is 
due to ED only achieving a 3.79% response rate.   
 


NHS Choices now displays a 
series and overall star rating 
for each hospital. 


 


Table 5 - NHS Choices  
Table 5 shows the star rating for Cossham, Frenchay and Southmead 
Hospitals as at the beginning of October 2013. Frenchay maintained a 
score of 4 stars, Southmead and Cossham 3½ stars. 
 
 


100% of wards are rated by 
patients as good 


 


Table 6 - NQAT Patient experience measure  
Table 6 shows that 100% of wards audited are achieving silver or 
above.  Patients are rating their experience with a score at 99% or 
above consistently during the year 


From Oct 1st Maternity has 
implemented FFT   


 


Table 7 – Maternity Ward Feedback Cards 
A very low response for Ward Feedback Cards [12 responses], though 
all 12 women would recommend the service.   


Of those asked, 98% of neuro 
patients recommend Neuro  
Ward 20 Pre Op Assessment 
clinic  


Table 8 – Neuro Ward Feedback Cards – Out of 268 patients 
attending this clinic, 204 patients completed a Feedback Card giving 
this clinic a response rate of 76%.  Of those 204 patients, 98% said 
they would recommend the service. 







 
 


Community Physio net 
promoter score 97 with a 17% 
response rate  


 


Table 9 – South Gloucestershire Community Services - Physio  
Response rate and net promoter scores have gradually improved over 
Qtr. 2. 


Carers now being targeted for 
1:1 support on wards 


 


Table 10 – Carer Referrals  
Number of referrals on Frenchay site increased significantly.  Referrals 
at Southmead remained consistent [Carer Liaison Worker was away 5 
weeks over summer].  Referral pathway agreed with new CALS team 
and with Learning Disabilities nurse. Quarterly Carer Awareness 
Training for ward based volunteers commenced September 2013. 


Clinical directorates 
Complaints have decreased 
compared with the same Qtr 
last year. 


 


Table 11 - Complaints received 
163 complaints were received compared with 199 for the same period 
last year. Every directorate showed a decrease or remained static 
except renal.  


The number of overdue 
complaint responses have 
decreased. 
 


 


Table 12 – Overdue Complaints responses  
Table 9 shows numbers of complaints responses overdue for all clinical 
directorates as at the end of Qtrs 4 and 1.  Highest are Surgery [21] 
and Musculo Skeletal [23].  
Qtr1 has seen a continuation of the reduction in the number of 
complaints overdue per month, and is the lowest for 12 months.  The 
Director of Nursing continues to drive improvement of processes to 
reduce overdue responses exceeding the negotiated timescales. 


Action Required 
 


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


Key Risks: Non-achievement of patient experience CQUIN targets and poor results in the 
National Patient Survey could impact negatively on the Trust. 


Overdue complaints reinforce the patient perspective of poor service. 
Impact on Patients: All measures relate to the delivery of patient care, achievement helps to build 


confidence in Trust service provision and assure the public/other key stakeholders 
that the Trust is meeting quality and safety standards 


Trust Objectives Services exemplary of 
quality & safety, No waits 
no delays 


CQC Outcomes Q1:Respect & Involvement, Q4: 
Care & Welfare, Q16; Quality of 
Services Q17: Complaints 


NHS Constitution Considered as applicable Equality Issues: Considered throughout 
Financial Issues: As indicated in regard to 


incentive payments/ 
penalties. 


Other Legal/ 
regulatory 
Issues 


Considered throughout. 


 







Patient Experience Dashboard 
Table 1 – Qtr 1 - Trustwide Friends & Family Indicator Results Table 2 – Qtr 1 NHS Choices Scores for “would recommend a friend” 


  
Breakdown of the net promoter score since April.  Score remains constant.  Action to improve 
will form part of paper to go to Nov TMT. 


Breakdown of the response rates since April.  There was a significant dip in August due to annual 
leave, with some improvement in September.  HONs tasked to take action with low performing wards 


  


Table 3 – Friends & Family Indicator overall results by Directorate Table 4 –  Family & Friends Indicator breakdown of responses 


  
Breakdown by directorate net promoter scores.  Renal have scored high on net promoter along with 
WCH, both exceeding the BNSSSG average.  As above a paper will go to TMT suggesting action to 
address. 
 


Breakdown of directorate response rates.  All exceed 15% target apart from Medicine.  This is due 
to ED and some lower response rates from medicine wards.  Action being taken to address the 
shortfall in ED 







 


Table 7 - Ward Feedback Card results for Maternity Table 8 – Outpatient data for Neuro Outpatients 


Patients Who Would Recommend Us
Q4 2012/13 - Q2 2013/14


0%
10%
20%
30%
40%
50%
60%
70%
80%
90%


100%


Q4 12/13 Q1 13/14 Q2 13/14


Yes No Not sure Not recorded
 


 
 


 
100% recommendation from the 12 ward feedback cards returned for Maternity.  From October 
Maternity has implemented the FFT.  This requires a significant increase. 


99% of patients asked would, recommend Ward 20 Pre-Op Assessment Clinic.   
 


 Table 5 – Qtr 1 NHS Choices Scores for “would recommend a friend” Table 6 - NQAT Patient Experience Measure 


 


 
 


Snapshots from the NHS Choices Website as at 8th October 2013. Star ratings have remained 
static – Cossham Birth Unit will have a FFT score in Qtr. 3. 


Shows Trust position at month end, percentage of wards where latest patient survey element of 
NQAT scored at Silver of Gold (80%+) 


 







  
Table 9 – Outpatient data for SGCHS Physio Table 10 – Number of referrals  for 1:1 support for carers by ward area 
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Excellent promoter score and  response rates have increased Range of wards where carer referrals have been received has increased. 
  


Table 11 – Total Complaints by Directorate – Qtr2 This Year And Last Table 12 –Overdue Complaint Responses (Qtr1 13/14 & Qtr2 13/14) 
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Qtr 2 shows a decrease in complaints received compared with same period last year. ACT is 
working with directorates to deliver quick responses to “immediate problems” where possible, or 
manage straightforward issues as concerns rather than formal complaints. 


Snapshot of position at end of Qtrs 1 and 2. All directorates have made good progress in reducing 
their outstanding complaints.  The Director of Nursing is continuing to monitor closely. 40 
complaints were outstanding in total for the medical directorates down from 60 at the end of Qtr1. 


 
 
 







  
Table 13 – Qtr2 Top 5 Themes  Table 14 – Compliments Received Qtr 4 (2012/13) 
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Complaints received in Qtr 2 categorised by Ombudsman themes.  Notably the percentage of staff 
attitude complaints has increased from 8% and Discharge issues have increased to replace 
Personal Care.  National benchmarking data not available. 


757 compliments have been reported for Qtr 2, A significant decrease of 425 compared to last year. 
However ACT is still receiving September compliments, so numbers will increase.  Neuro Qtr2 
numbers were up as they were last Qtr and have exceeded 2012/13 levels. 
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		For Information

		Action Required






Committee Report Template for Trust Board 
 
Report to: Trust Board Agenda 


item:  
 


Date of Meeting: 31/10/2013 


 


Report Title: Development Committee – 16/10/2013 


Status: For 
Information 


Discussion Assurance Approval 


  x  


Prepared by: Ian Triplow 


Board Sponsor: Avril Waterman-Pearson(Chair)  / Mike Coupe / Harry Hayer 


Appendices: Summary Report 


 


Executive Summary:  


 
This briefing provides a summary of the meeting of the Development Committee 
held on 16/10/2013.  
 
It also provides opportunity for Board members to cross reference the strategic and 
development issues covered with information received directly at the Board and 
within the normal course of duties. 
 
Key issues discussed included: 
 


1. Weston Area Health Trust 
2. Centralisation of Specialist Paediatrics  
3. 2 year Workforce and Affordability Plan 
4. Road to 2014 Critical Path update 
5. Quarterly Workforce Report 
6. Estates, Assets Management and Capital Planning Group 
7. Clinical IT Systems Group 


 


 
Action Required:  


Trust Board is requested to:  


 Review the work of the Development Committee and discuss any 
appropriate issues 


 


 
Key Risks:  
Impact on Patients: Demonstration of an adequate process for assuring the 


Board that objectives can be achieved and governance 
processes and compliance issues are dealt with is 
important for the safety of patients, the Trust’s own 
health as an organisation and for those outside bodies 
with statutory obligations to oversee health care 







Impact on Staff: Indirect impact on the safety of patients and 
demonstration to patients and the public of the Trust’s 
ability to maintain that safety. 


Link to Trust Objectives:  Supports staff in their operational work. 


Care Quality Commission 
outcomes: 


Service of exemplary quality and safety 
Leading edge services in high quality environments 
Great place to work 


NHS Constitution: Impacts on all CQC registration and other bodies’ 
standards. 


Financial Issues: Quality of care and environment 
Respect, consent and confidentiality 
Compliant and redress 
All staff rights 


Legal/regulatory Issues: No extra financial issues 


Equality Issues considered Considered as part of compliance 


 No impact assessment taken but equality issues part of 
Committee’s assessment of all reports 







 
Appendix A 


 
Summary of Development Committee Meeting held on 11/10/2013 


 


1. Decisions Made / Requested 
 


  No decisions are requested from the Board this month 


2. Assurance Reports Directly reviewed by Development Committee 
 


  Weston Area Health Trust (WAHT) 
o The WAHT procurement process has been suspended and no 


information has been published on revised timelines. 
o It was noted that WAHT were seeking support in the short term to 


stabilise at risk services and that this presented an opportunity to 
develop a long term relationship with Weston outwith the 
procurement process but that this carried with it risk in respect of 
opportunity costs and dilution of focus on the core NBT agenda. 


o It was agreed that NBT should offer short term support where 
practicable but should not proceed further until WAHT had 
responded positively to the Severn Pathology offer, the 
centralisation of services on the Southmead site had been 
completed and the TDA had confirmed its support.  


 Centralisation of Specialist Paediatrics 
o The committee was updated on the project, highlighting that work 


is continuing. 
o There needs to be agreement on how any stranded costs are 


shared between UHB and NBT. 
 


3. Assurances Received from Sub-Groups 
 


 2 Year Workforce and Affordability Plan 


 The model was useful in showing how the strategy is working and the 
gap closing 


 The need to demonstrate the overall redeployment and redundancy 
position was touched on 


 Need to highlight the position without compromising the consultations, 
and ensure details are distributed after these are finalised 


 
Road to 2014 Critical Path Group 


 Update on the RAG rating criteria 


 An update was also provided on the overall plan, and the plan to 
achieve the move date 


 There was agreement to postpone the Road to 2014 survey in line with 
consultation timetables 


 
Quarterly Workforce Update 


 Turnover has increased but HH assured the committee that this is being 
monitored 


 The appraisal completion rate remains adrift of the Trust’s target of 
90%, and continues to be a considerable challenge to some 
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Directorates, but is mostly well managed 


 Sickness absence levels are an improvement on the same period last 
year 


 There has been an improvement in compliance figures for statutory and 
mandatory training 


 E-rostering roll out continues across ward areas and some non-ward 
areas e.g. Domestics 


 
Estates, Assets Management and Capital Planning Group 


 EAMCPG has now been formally established and replaces  CPMG and 
the SHRP Board 


 As a consequence of the receipt of capital funds for Pathology 2 and the 
review of scheme costs, the Trust’s capital programme is now within 
allocation 


 Although the Board had agreed to delay formal development of the 
Trust’s estates strategy until Q3 2014/15, preliminary work on the capital 
programme for the next five years had been initiated 


 Full business cases for Disablement Services and the Clinical Research 
Centre would be submitted to the October Board for approval 


 A new set of business case templates has been agreed: all business 
cases will now include a section on how any revenue increases resulting 
from capital charges would be offset by corresponding efficiency gains 
 


Clinical IT Systems Group 


 Group is becoming more functional and has improved focus and grip on 
the overall programme  


 ICE upgrade was completed successfully however the PACS system 
has been delayed 


 Pathology LIMS preferred provider has been selected 


 IT access to the new building has started 
 


 Key Risk Areas Discussed: 
 


 Centralisation of Specialist Paediatrics 


 External Royal colleges are reviewing the risks around the Brunel 
building adult ED being next to a Paediatric MIU 


 There were concerns about the turnover of senior staff in the BRCU, but 
HH assured the committee that mitigations are in place and being 
managed with focussed recruitment and directorate plans 


 
2 Year Workforce and Affordability Plan 


 Outstanding issues for the work around medical workforce, facilities and 
PCA 


 
Road to 2014: Critical Path Update 


 In terms of slippage, Staff Consultations are the most crucial concern, 
followed by Cerner, and then third party issues 
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Estates, Assets Management and Capital Planning Group 
The ‘new look’ capital programme does include any material contingency 
allowances 


 








 
 


 


Current staffing profile by ward      Appendix 2 
 


Directorate Ward Beds Registered / 
unregistered % 


Nurse to 
bed ratio Comment 


Surgery 
  
  
  
  
  
  


204 28 64/36 1.16   


U 32 63/37 1.06   


Short Stay 27 73/27 0.76 Monday to Friday  


203 28 64/36 1.1   


207 29 77/23 1.2  AAU 


Woodlands 19 68/32 1.15   


104 11 68/32 1.57 Burns unit 


Musculo 
  
  
  
  


Severn 28 56/44 1.03   


Chew - Short 
stay 21 62/38 0.77 Monday to Friday 


Frome  28 56/44 1.03   


202 28 53/47 1.19   


201 28 48/52 1.09   


Medicine 
  
  
  
  
  
  
  
  
  
  


3 29 51/49 1.1   


K 21 57/43 1.24   


205 27 53/47 1.14   


4 Elgar House 29 53/47 1.07   


103 27 76/24 1.33 Includes CCU 


206 29 56/44 1.26   


Acute 
Cardiology Unit 
Southmead 


22 75/25 1.24   


C Ward  21 57/43 1.55   


D ward 15 65/35 1.58 Includes HDU 
beds x3  


106 26 56/44 1.12   


AAU 62 72/28 1.39   


Neurosciences 
  
  


Elgar Ward 1 24 50/50 1.38   


18&19&12 44 56/44 1.53   


1,2,3,4 67 74/26 1.74 Includes HDU 


Renal 
  


T  32 65/35 1.68   


Carrington 12 56/46 2.25   


 
 
 
 
 
 
 


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 
 
 



http://www.nbt.nhs.uk/Default.htm






 
Unsafe Staffing Incidents     Appendix 3 


 
 
 


Unsafe Staffing Incidents by Directorate
Jan 13 - Sep 13
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Frenchay Disposal Highlight Report 
 


 
Date:      9 Oct, 2013 
Author:  Philip Morgan 


Period: 1 – 30 Sep 2013 SRO:  Mike Coupe   
Status summary: Planning Application progressing satisfactorily G 


Key Issues: Ensuring that the a positive planning decision is made by  autumn 2013 by the Local Authority 
 
 
Time, quality, risk and financial control update 
Time RAG Quality RAG 
Planning Permission The local planning authority has now completed their 
consultations including the District Valuer (DV) in respect of S106 financial 
commitments. Meetings are on-going with the DV to clarify some aspects of his 
report. Also negotiations are progressing with the case officer to agree the S106 
contributions in light of the DV’s report. 
The Planning Authority has confirmed that a special planning meeting will be 
convened early in November to hear the application 


G 


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


G 


Site Vacation. NBT have been progressing the relocation of operational services by 
May 2014. This activity is outside the scope of this report and managed by a separate 
Project Lead. The interim retained services will be accommodated in the 
decommissioning of the site. 


A 


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


G 


Town & Village Green Application. The Trust has been served a notice 
confirming that a Town & Village Green Application has been registered. The Trust 
has engaged a QC and submitted a robust rebuttal within the deadline set by the 
process.. The date of the Inquiry is awaited. 
This process is mutually exclusive to the planning application process 


A 


 


 


Top Risks Score Mitigation 


• Planning permission delayed creating delay to disposal programme 9 • Regular contact through workshops to resolve officer concerns. 


• Onerous S106 requirements eroding net receipt 9 • Demonstrate high abnormal costs to the District Valuer (DV). 


• The T&VGA impacts on the planning application process 9 • Make representations to the Case Officer and escalate if 
necessary 


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


6 • Appoint legal advisors to assist in challenging the application in 
order to reduce/remove the application area but also revisit the 
abnormal cost plan already submitted to the DV to reflect any 
financial impact. 


Financial 
Planning consultants have been appointed through a competitive tender process and enquiries have been sent out for the appointment of legal advisors. 
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North Bristol NHS Trust 
Board Meeting 


Thursday 31 October 2013 


11.30am, Board Room, Trust Headquarters, Frenchay Hospital 


 
AGENDA FOR PUBLIC SESSION 


 


1. APOLOGIES FOR ABSENCE: Sasha Karakusevic, Robert Mould, Catherine Phillips 
 


2. TO RECEIVE QUESTIONS FROM MEMBERS OF THE PUBLIC 
 


3. TO RECEIVE QUESTIONS FROM HEALTHWATCH REPRESENTATIVES 
 


4. MINUTES 
Minutes of the Trust Board meeting held on 26 September 2013  Enc 
 


5. ACTION LOG         Enc 
 


6. QUALITY, SAFETY AND RISK MANAGEMENT 
6.1 Patient Story (verbal) and Quality Report    SJ/Enc 
6.2 Safer Staffing        SJ/Enc 
6.3 Infection Control Report      CB/Enc 
6.4 Francis Inquiry Recommendations – Assurance Assessment SJ/Enc 
6.5 Board Risk and Assurance Register     AY/Enc 
6.6 Quality and Risk Management Committee Report (7/10/13)  RM/Enc 
 


7. FINANCE AND PERFORMANCE 
 7.1 Activity and Performance Report     KB/Enc 
 7.2 Workforce Report       HH/Enc 
 7.3 Finance Report       NB/Enc 
 7.4 Capital Programme Update      NB/Enc  


7.5 Finance and Performance Committee report (23/10/13)  ML/Verbal 
 7.6 NTDA Accountability Framework- Board Statements  AY/Enc 
 
8. STRATEGY AND DEVELOPMENT 


8.1 Southmead Hospital Redevelopment Highlight Reports  MC/Enc 
8.2 NBT/UHB Partnership Board      HH/Enc 
8.3 Foundation Trust Update      MC/Verbal 
8.4 Non-Executive Vacancy      HH/Verbal 
8.5 Development Committee Report (10/10/13)    AWP/Enc 
 


9. STATUTORY COMMITTEES 
9.1  Audit Committee Report (2/10/13)     KG/Enc 


 9.2  Annual Audit Letter       CP/Enc 
9.3  Quality Account 2012/13      SJ/Enc 


 
 







 


10. CHAIRMAN’S REPORT 
 


11. CHIEF EXECUTIVE’S REPORT 
 


12. ANY OTHER BUSINESS 
 


13. DATE OF NEXT MEETING : Thursday 28th November 2013 








 
 


 
 


Report to Board – October 2013 
 


Title:  Clinical Quality Report 
 


Purpose of paper: The purpose of this report is to provide the board with essential 
information about the quality of care provided during September 2013 


Prepared by: Lesley Le Pine – Head of Clinical Governance 


Presented by: Sue Jones Director of Nursing 


For information 
 
1. SUMMARY  


This report advises the Trust Board of the Trusts performance against the quality strategy, 
covering clinical effectiveness / outcomes, patient experience and patient safety during 
September 2013. 
 
The National Quality Dashboard shows that North Bristol Trust is performing as expected in all 
areas apart from in meeting the 4 hour target for discharge from the emergency department 
which is presented in more detail elsewhere in the board papers.  
 


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


 
 
 
2. PERFORMANCE AGAINST KEY TARGETS 


2.1       CLINICAL EFFECTIVENESS / OUTCOMES 


The latest data for the Hospital Standardised Mortality Ratio (HSMR) for the rolling 12 
months mean is 94.6 this indicates the rate is below the nationally expected rate of 100.  
The new Summary Hospital-Level Mortality Indicator (SHMI) is 96.2 (January to December 
2012) this is within expected limits. 
 


RAG* status against key 
quality workstreams 


Rag 
status 
 


 RAG  
Status* 


Mortality Green Falls Green 


Cardiac Arrests Green VTE Green 


WHO Checklist Amber Patient records Green 


Safety Thermometer Green Mislabelled samples Amber 


CAUTI Amber Nutrition Amber 


Pressure Ulcers Amber Improving documentation at the Bedside Green 


6.1 Appendix 1 
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The charts show the rolling mean of cardiac arrest calls is 0.85 per 1000 discharges, this remains 
well below the national average of 2.5 per 1000 discharges.  There were 8 confirmed calls in 
September and VTE compliance for assessment threshold of 95% has been met.  


 
2.2       Safety Alerts 
There is one outstanding NPSA Alert in facilities in regard to Overhead and Mobile Patient 
Hoists, which is 7 weeks past deadline.  This has been escalated for action. 
 
 
3. PATIENT EXPERIENCE 


The Patient Experience Report for Quarter 2 is provided in appendix 2 


3.1  Advice and Complaints 
 
During September there were a total of 58 Complaints whilst advice activity was 33,229 patients 
in month.  2 cases were accepted by the Ombudsman for review, 9 cases were returned for a 
further response and 3 local resolution meetings took place with patients and families.  The 
response rate to complaints is improving and is the lowest for 12 months.  The complaints team 
dealt with 649 general enquiries in September. 
 
3.2  Patient Surveys 
 
The Friends and Family test net promoter score for September is 66, with a response rate of 
14%.  Directorates are using ward based information to triangulate against other indicators and 
Ward Sisters are using the narrative comment for direct improvement. 
 
3.3  Dementia CQUINs   
Screening and referral for assessment was 92% in September, (the threshold is 90%). 
 
Concerns/Gaps: Referring patients is variable due to small numbers.  Most carers outside of 
Care of Elderly wards are not being reached. 
 
Actions Planned: F2’s have begun dementia screening as a quality improvement project. There 
are plans for in-house memory café with Alzheimer’s Society and a Dementia Care Practitioner 
appointment is in progress. 
 
4. PATIENT SAFETY 


 
The Trust encourages the reporting of incidents including near miss and no harm incidents.  In 
September a total of 1,089 incidents were reported 997 were patient safety incidents, of these 3 
were serious incidents and 994 were low harm or no harm. 
 
There are a number of Trust wide targets in respect of patient safety and progress against the 
key ones are detailed below.  Some are cQUIN targets as well and a more detailed cQUIN report 
is contained in the Board papers this month.  
 
4.1 Theatre Safety 
 
The World Health Organisation (WHO) Surgical Safety Checklist is used across 56 theatres.  
Compliance has gone up slightly 88.5% for September however this remains below the standard 
expected and data entry on Surginet remains incomplete.   
 
Concerns/Gaps: Data is not being used for improvement, compliance has not improved. 
Actions Planned:  The Theatre Improvement plan includes quality KPIs that cover the 5 steps.  
The improvement plan is covered in the Serious Incident report. 
 
4.2 Falls 
 
Falls continue to reduce compared to the same period last year.  There was 1 serious fall in 
September. The falls rate per 1000 bed days is 4.4 with a rolling mean of 5.4.   


2 
 







 
Concerns/Gaps: None identified 
Actions Planned: Serious Falls incident team reviewing all RCA’s to identify lessons for 
improvements in practice, and work on-going to ensure the recognised risk with increased side 
rooms in the Brunel Building is well managed. 
 
4.3   Hospital Acquired Pressure Ulcers 
 
Pressure ulcer incidence for September was 11.2 patients per 10,000 bed days. The CQUIN 
target is a 15% reduction in incidence in first 6 months and for this to be maintained. 35 patients 
were reported with grade 2+ pressure ulcers in September.  The incidence rate has not yet 
stabilised on a downward trajectory. There were 2 patients with 1 grade 3 ulcer each. No patients 
had a grade 4 pressure ulcer.  
 
Concerns/Gaps: The Trust review process of grade 4 pressure ulcers.  
Actions Planned – Continue the review of themes and trends from RCAs to target improvement 
actions.  Review the current process of reporting grade 4 pressure ulcers, to include the 
accountability of the directorate. 
 
4.4 Nutrition Screening 
 
Further to the highlight report presented last month September’s nutrition screening rate 
recorded on Cerner remains low Trust wide at 55.3%.   
 
Concerns/Gaps: Data inputted in an adhoc field is being lost to the record and some nursing 
staff identified who lack confidence in using Cerner - supervisory sisters are addressing this.  
Actions Planned; Target for improvement set with each individual Matron.  Specific training 
planned for those not confident with Cerner. Ward sisters meeting to review the performance 
dashboard for each ward. 
 
4.5  Catheter Acquired Urinary Tract Infection (CAUTI) 
Compliance with on-going care achieved 74% in September, from a sample of 376 records.  
 
Concerns/Gaps: No improvement seen in compliance with care bundles within directorates 
Actions Planned: Re-establishment of the Trust CAUTI working group to drive the programme 
using improvement methodology.   
 
4.6      Safety Thermometer 
 
The ‘Harm free rate’ across the four harms measured in September was at 92.6% compared to 
the national rate of 92.8%. Prevalence across all 4 harms is proactively managed at ward level. 
 
5. ADDITIONAL QUALITY ACCOUNT PRIORITIES 


The Trusts Patient panel selected 4 priorities; improving nutrition assessment (already covered in 
this report), improving the availability of patient records for appointments, bedside record keeping 
and reducing sampling errors. 
 
5.1 Patient records  
 
In the final part of the Patient Notes improvement project, spot audits were carried out from May 
to August in Orthopaedics, Rheumatology and Spinal. Results showed a 99.8% on time delivery 
rate. Out of the 1086 notes, 27 were delivered on the day. 10 of these were late bookings, 17 
were notes booked in advanced. The missing notes that did not arrive at all were due to 
inaccurate tracing. 
 
Concerns/Gaps: commencement of spot audits routine were delayed. To date, the focus has 
been on Women’s/Children’s Directorate, moving on to Urology commencing 21st October.  
Actions Planned Recent workshops taken place to appraise new processes for patient notes 
movement in the Brunel Building and also to understand the common problems/ weaknesses 
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associated with case note tracking. Feedback obtained has helped identify and confirm specific 
issues which will potentially reduce the number of unavailable notes in the future. 
 
 
5.2 Sampling errors 
Sampling errors rate at baseline is 1.1%.  1.06% of 137099 samples were rejected in September. 
This means 1455 tests had to be repeated.  The working group is now collating data on wrong 
blood in tube incidents (WBITs). 
 
Concerns/Gaps: New intake of Junior doctors has contributed to increased errors in quarter 2. 
Actions Planned: Clinical areas with high rates of error presented at Quality Committee. New 
posters, ‘toilet tips’ and ‘right first time’ prompts being rolled out.  Clinical skills’ training is being 
revised to incorporate new best practice information.  RCA’s to be introduced for all WBITs. 
 
5.3 Bedside Record Keeping 
 
Bedside record keeping audits indicate that improvement is being sustained. CQC follow up visit 
assessed wards as compliant and meeting the required standards.  
 
Concerns/Gaps: None identified.   
Actions Planned; Maintenance of standards monitored via matrons audits reporting to Nursing 
and Midwifery Governance Committee (NMGC). 
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Appendix 5


NORTH BRISTOL NHS TRUST


2013/14 CQUINs FORECAST - SUMMARY


Total 
available 


£'000
Best Case 


£'000


Most 
likely 
£'000


Worst 
case £'000


National Schemes 2,140.0 2,140.0 1,649.6 998.7
Other BNSSG Schemes 5,280.0 5,280.0 3,366.0 2,244.0
Specialised Services schemes 2,800.0 2,712.5 2,275.0 2,100.0


TOTAL 10,220.0 10,132.5 7,290.6 5,342.7


100% 99.1% 71.3% 52.3%







App5.2


2013/14 CQUINs - National Schemes (applies to all commissioners)


Goal 
No. Description Detail Measurement


% of total 
contract 
value


Approx 
value 
based on 
£10.2m 
total 
£'000


Best Case 
£'000


Most 
likely 
£'000


Worst 
case £'000


1.1 Friends and Family test Phased  roll-out of test To cover maternity services by end of October 0.0375 160.5 160.5 160.5 160.5


1.2 Friends and Family test Increased response rate
To improve response rate from Q1 to Q4 and to achieve at 
least  20% response rate by end of year 0.0500 214.0 214.0 214.0 0.0


1.3 Friends and Family test Improved performance on staff test
2013/14 staff survey to have a better result than the 12/13 
survey (or to remain in the top quartile) 0.0375 160.5 160.5 0.0 0.0


2.1 NHS Safety Thermometer
Reduce number of grade 2-4 
pressure ulcers


Reducing number of pressure ulcers by 15% in first 6 
months and to maintain this performance over second 6 
months 0.1250 535.0 535.0 535.0 267.5


3.1 Dementia Case finding


90% of patients aged 75 and over to whom case finding is 
applied, the assessment of these patients and the referrals 
onwards to specialist services 0.0750 321.0 321.0 80.3 0.0


3.2 Dementia Clinical leadership


Confirmation of named lead clinician and planned training 
programme for dementia and confirmation by the need of 
the year that this training programme has been carried out 0.0125 53.5 53.5 53.5 53.5


3.3 Dementia Carers support
Demonstrate monthly audit of carers of people with 
dementia to ensure they feel supported 0.0375 160.5 160.5 160.5 160.5


4.1 VTE Risk assessment
95% of adult inpatients to have a VTE assessment on 
admission fro every month 0.0625 267.5 267.5 267.5 178.3


4.2 VTE Root Cause Analysis
Number of Root Cause Analyses carried out on cases of 
hospital associated thrombosis - 5 per month 0.0625 267.5 267.5 178.3 178.3


TOTAL NATIONAL SCHEMES 0.5000 2,140.0 2,140.0 1,649.6 998.7


Forecast achievement







Appendix 5.3


2013/14 CQUINs - Other schemes (BNSSG only)


Target type Description Detail Measurement


% of total 
contract 
value


Approx 
value 
based on 
£10.2m 
total 
£'000


Best Case 
£'000


Most 
likely 
£'000


Worst 
case £'000


High Impact 
Innovation


Intra Operative Fluid 
Management


Introduce IOFM technology based 
on locally agreed OPCS codes. 
Detail outstanding and to be 
agreed with commissioners


To achieve 80% use for agreed and relevant cohort of 
patients for Q4. 0.2500 660.0 660.0 330.0 0.0


High Impact 
Innovation Child in a Chair in a day


To reduce wait time for the 
delivery of wheelchairs for children 
with a maximum wait of 18 weeks 
for the highest level of complexity Wait time for each level of complexity to be reduced 0.2500 660.0 660.0 660.0 660.0


System 
change Patient flow


Reduce number bed days 
associated with patients staying 
more than 14 days


4% reduction on bed-days - from 219k to 210k (first 9 
months of 13/14 compared to first 9 months of 12/13) 0.4000 1,056.0 1,056.0 0.0 0.0


System 
change End of Life Care


To increase effectiveness in helping 
people to achieve their referred 
place of death


Series of milestone developed by the BNSSG EOL group 
including writing, implementing and reporting progress 
against an EOL Improvement plan 0.1000 264.0 264.0 264.0 264.0


Local 
indicator ECIST recommendations


Series of recommendations to 
improve patient flow and 4 hour 
performance 


Provision of information to evidence progress being made 
to improve NBT's patient flow processes including 7 day 
working, CALS, etc. 1.0000 2,640.0 2,640.0 2,112.0 1,320.0


TOTAL OTHER BNSSG SCHEMES 2.0000 5,280.0 5,280.0 3,366.0 2,244.0


Forecast achievement







Appendix 5.4


2013/14 CQUINs - Other schemes (NHS England)
Description Detail Measurement % of total 


contract 
value


Approx 
value 
based on 
£10.2m 
total 
£'000


Best Case 
£'000


Most 
likely 
£'000


Worst 
case £'000


Dashboards Provision of information for specific 
services 


Quarterly provision of information through NHS England website 0.2500 350.0 262.5 262.5 262.5


Neurosurgery To ensure patients receive optimal 
outcomes from neurosurgery shunt 
surgery


To reduce to 10% or less the number of new shunts requiring revisions 
within 30 days of insertion due to infection


0.2000 280.0 280.0 280.0 280.0


NIC Improved access to breast milk in 
preterm infants


Increase percentage of preterm babies who are fed on breast milk at 
discharge from NIC


0.2500 350.0 350.0 175.0 175.0


NIC Timely discharge 60% of babies born between 30 and 34 weeks who receive 3 days or less 
in intensive/high dependency care are discharged before 36 weeks


0.2500 350.0 350.0 175.0 175.0


HIV Proportion of patients diagnosed 
with HIV registered with and 
disclosed to their GPs


70% by end of financial year 0.1250 175.0 175.0 175.0 175.0


Renal dialysis Increase use of renal patient view To maintain 2012/13 performance 0.1250 175.0 175.0 175.0 175.0


Renal transplant Cold ischaemic time DBD donor transplants with a cold ischaemic time under 18 hours 0.2500 350.0 350.0 350.0 350.0


Renal transplant Increase use of renal patient view Increase of 15% from March 2013 0.1250 175.0 175.0 175.0 175.0


CAMHS Tier 4 Optimising LOS Provide information on care pathways(Q1), monitor LOS for each part of 
pathway (Q2), 85% patients to have received interventions within 
timescales (Q3), 95% patients to have received interventions within 
timescales (Q4)


0.1250 175.0 175.0 175.0 87.5


CAMHS Tier 4 Physical healthcare and well-being 
of patients


Physical screening to be implemented and demonstration of 
improvements in screening processes


0.1250 175.0 175.0 87.5 87.5


Islet Audit workshop Full participation on audit workshop and production of provider report 0.0500 70.0 70.0 70.0 70.0


Major trauma Improving outcomes in major 
trauma orthopaedics injuries


a) 100% of patients have definitive cover of severe open lower limb 
fractures within 72 hours and b) 90% of patients have one or more long 
bones stabilised witan 24 hours of injury


0.1250 175.0 175.0 175.0 87.5


TOTAL OTHER NHS ENGLAND SCHEMES 2.0000 2,800.0 2,712.5 2,275.0 2,100.0


Forecast achievement
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Appendix 2       North Bristol NHS Trust 


WORKFORCE CONSULTATIONS – CURRENT AND COMPLETED as at 24 October 2013  


Area Current Consultations Completed Consultations 
 


Corporate (Finance) Finance restructure  
Theatres • Standardisation of shifts for Theatres and 


Medirooms 
• Theatres and Medirooms B7 co-ordinators 


 


Outpatients (nursing) Outpatient/Medical Day Care nursing  
Outpatients (admin) Outpatients admin centralisation  
Medicine ED/AAU/SAU admin  
Nursing/admin (all Directorates) Inpatient ward nursing and admin  


 
Matrons and supervisory sisters 


Womens and Childrens • Centralisation of Specialist Paediatrics (TUPE) 
• Standardisation of nursing shifts - midwifery 


Church House TUPE 


Radiology • Modality Leads and B7 reconfiguration 
• Radiology Porters: working patterns 


 


Radiology booking team centralisation: 
Southmead 


Pharmacy Working patterns  
Physiotherapy  Physiotherapy Outpatients centralisation: 


Southmead 
Facilities  Hotel Services frontline consultation • SSD 


• Hotel Services Management consultation 
• Nursery Management consultation 
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Executive Summary:  
 
The quality report for the month of September has been reformatted using the key quality 
strategy headings of Clinical Effectiveness / Outcomes, Patient Experience and Safety.   
 
Of particular note is the continued success in falls reduction, the current rate is 4.4 per 
1,000 bed days, this represents sustained improvement. 
 
The World Health Organisation (WHO) checklist compliance remains of concern, however 
the theatre safety improvement plan will ensure actions are achieved and the improvement 
plan will be driven through the Theatre programme board.  Actions to respond to the never 
events are covered in the Serious Incident report and have been supported by and agreed 
with our commissioners and the Trust Development Authority. We will report progress to 
them through our routine performance review meetings. 
 
Nutrition Assessment remains of concern; each Matron has a trajectory and plan for 
improvement that includes ensuring all staff are trained in Cerner and using electronic 
records correctly. 
 
Complaint response rates are the best they have been for a year, and showing 
encouraging signs of improvement. 
 
This month the report also includes the schedule of forecasts for the various CQUIN 
schemes at the halfway stage of the year. This has been assessed as follows; 
 


   


Total 
available 


£'000 
 


Best 
Case 
£'000 


Most 
likely 
£'000 


Worst 
case 
£'000 


National Schemes 
 


2,140.0 
 


2,140.0 1,649.6 998.7 
Other BNSSG Schemes 5,280.0 


 
5,280.0 3,366.0 2,244.0 


Specialised Services schemes 2,800.0 
 


2,712.5 2,275.0 2,100.0 


  
TOTAL 10,220.0 


 
10,132.5 7,290.6 5,342.7 


        
   


100% 
 


99.1% 71.3% 52.3% 
        


 


Action Required:  
Trust Board is requested to note the contents of this 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. 
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Key Risks: Quality Strategy objectives may not be achieved this will 
impact on CQUINs agreed with commissioners. 
 


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


Impact on Staff Effective scrutiny and improvement aims in relation to relevant 
quality measures provide staff with information needed to 
support the delivery of excellent healthcare.  


Link to Trust Objectives:  Services exemplary of quality & safety, No waits no delays 
CQC outcomes: O16 – assessing & monitoring quality of services 
NHS Constitution: Considered as applicable 
Financial Issues: As indicated - incentive payments/ penalties. 
Legal/regulatory Issues: Considered throughout. 
Equality Issues considered Considered throughout 
 


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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