
North Bristol NHS Trust 
Board Meeting 

Thursday 27 September 2012 
Board Room, Trust Headquarters, Frenchay Hospital 

 
AGENDA FOR PUBLIC SESSION 

 
1. APOLOGIES 
 
2. TO RECEIVE QUESTIONS FROM MEMBERS OF THE PUBLIC 
 
3. TO RECEIVE QUESTIONS FROM LINKS REPRESENTATIVES 
 
4. MINUTES 
 
 Minutes of the Trust Board meeting held on 26 July 2012   Enc 
 
5. MATTERS ARISING 
 

(i) Relationship between the Redevelopment Project and 
the Building our Future Programme (Minute 145/12 refers)  HH/Verbal 
 

(ii) Increase in Staff in the last twelve months (Minute 152/12 refers) HH/Verbal 
 
6. GOVERNANCE, QUALITY AND SAFETY 
 
 6.1 Quality Report        SJ/Enc 
 6.2 Safeguarding Children Annual Report    SJ/Enc  
 6.3 Progress with Implementing the Histopathology Action Plan CB/Enc  
 6.4 Cancer Services Annual Report 2011-12    CB/Enc  
   
7. STRATEGY 
 
 7.1 Academic Health Science Network     CB/Enc 
 7.2 New Innovation Strategy for NBT     HH/Enc 
 7.3 Redevelopment Project Highlight Report    DP/Enc 
 7.4 FT Project Update       MNO/Enc 
 7.5 Acute Services Review      MNO/Verbal 
 
8. SERVICE DELIVERY AND PERFORMANCE 
 
 8.1 Management Information Reports: 
      

8.1.1    Activity and Performance Report    DJ/Enc 
8.1.2 Infection Control Report     CB/Enc 
8.1.3 Finance Report      SWe/Enc 
8.1.4    Building our Future Executive Summary   HH/Enc 
 

9. INFORMATION 
 

9.1  GRMC Report        MNO/Enc 
9.2 Charitable Funds Report and Accounts    SWe/Enc 

 
 

P.T.O. 
 
10.   COMMUNICATIONS  
 

10.1 Chairman’s Report       PR/Verbal   
10.2 Chief Executive’s Report      MNO/Verbal 



 
11. ANY OTHER BUSINESS 
 
12. NEXT MEETING 
 



North Bristol NHS Trust 
Minutes of the PUBLIC MEETING of North Bristol NHS Trust Board held on 

26 July 2012 
 

Present:  
 
Peter Rilett (Chair) 
Dr Chris Burton (Medical Director) 
Tricia Down (Attending for the Director of Projects)     
Ken Guy (Non Executive Director) 
Harry Hayer (Director of Organisation, People and Performance 
Gareth Howells (Attending for the Director of Nursing) 
Stephen Hughes (Vice Chair) 
David Jarrett (Attending for the Director of Operations) 
Mark Lawton (Non Executive Director) 
Robert Mould (Non Executive Director) 
Marie-Noelle Orzel (Chief Executive) 
Professor Avril Waterman Pearson (Non- Executive Director) 
Steve Webster (Director of Finance) 
Simon Wood (Director of Facilities) 
 
In Attendance:  
 
Liam Nevin (Trust Secretary)  
Tasha Swinscoe (Joint Acting Director of Operations) 
Sue Lewis (Secretariat) 
Three members of the public 
Colin Puckett – Chairman of Staff Side  
 
Apologies:  
 
Nick Patel 
Martin Bell  
David Powell 
 
Some agenda items were considered out of sequence with the published agenda. 
The minutes record the order in which items were actually considered.     
 

  ACTION 
138/12  TO RECEIVE QUESTIONS FROM MEMBERS OF THE PUBLIC   
   
 No questions were received  
   
139/12  TO RECEIVE QUESTIONS FROM LINK REPRESENTATIVES  
   
 No questions were received.  
   
140/12 MINUTES  
   
 The minutes of the 28th June were amended to reflect that Ken  
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  ACTION 
Guy and Andrew Nield were not present but that Mark Lawton 
was. Subject to these amendments the minutes were agreed as 
an accurate record.  

   
141/12 MATTERS ARISING  
   
 (i) The Chairman introduced new staff present for the benefit of 

the public. 
 

   
 (ii) In relation to minute 134/12 Harry Hayer noted that the 

reference to AHSCs should be to AHSN (Academic Health 
Science Networks). A report would be presented to the next Board 
meeting. 

HH 

   
 (iii) Harry Hayer noted that in relation to minute 120/12 the current 

number of completed appraisals was very low. Chris Burton 
advised that he had written to medical directors and was of the 
opinion that this was partly a recording issue. However, he would 
be examining the situation on a monthly basis. 

 

   
 (iv) Chris Burton advised that the Updated Action Plan on the 

Bristol Histopathology Service would be presented to the 
September Board and comments should be sent to him by the end 
of August. 

 
CB 
All 
 

   
142/12 QUALITY REPORT  
   
 Gareth Howells introduced the report which noted that HMSR 

remained below the national expected rate of 100 with a further 
reduction this month in the rolling mean to 85.6 using the Dr 
Foster age adjusted case mix. 
 
Marie Noelle Orzel noted that the increase in EWS calls in 
2011/12 compared to 2010/11 should be denoted by a green 
arrow. 
 
In accordance with the recommendation, the Board duly noted the 
report.     

 

   
143/12 PATIENT EXPERIENCE REPORT/DASHBOARD QUARTERLY 

REPORT 
 

   
 Gareth Howells introduced the report and advised that it was an 

evolving dashboard and the contents were an amalgamation of all 
patient feedback currently collected.  
 
Marie- Noelle Orzel noted that it was necessary to identify how 
representative the feedback was and further work was required to 
align the information contained within the dashboard. This 
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  ACTION 
includes reporting the family and friends question and triangulating 
the Trust results to those collected via NHS Choices website.    
 
Harry Hayer noted that complaints had risen and compliments 
declined. Gareth Howells advised that the increase in complaints 
was partly due to problems with Cerner implementation and that a 
detailed analysis of complaints had been considered by the Board 
at its last meeting. It was also noted that the Trust scored well in 
the national In Patients Survey. 
  
There being no further debate the Board noted the report and the 
intention that the dashboard measures be considered on a 
quarterly basis. 

 
 
 
 
 
 
 

   
144/12 MEDICAL REVALIDATION ACTION PLAN  
   
 The report was introduced by Chris Burton who advised that; 

(i) It would be necessary to submit, in September, a list of 
the quarter when its relevant employees would 
revalidate between 2013 and 2016 

(ii) The Medical Staff Appraisal Revalidation Policy would 
be completed and signed off by the end of September; 

(iii) A lot of work had been done on supporting appraisers 
and a decision would be made shortly on the purchase 
of software for Revalidation. 

(iv) Work on the Remediation Policy was proceeding in 
accordance with the timetable. 

 
Robert Mould queried where this work fitted into the governance 
structure. Chris Burton advised that it had been handled as a 
project to date but he would discuss the matter with Harry Hayer 
and agree the mapping of the governance arrangements through 
the Workforce Strategy and Governance Committee.  
 
There being no further debate, the Board noted the progress and 
approved the actions to implement Revalidation by December 
2012.     

 
 
 
 
 
 
 
 
 
 
 
 
CB and 
HH 
 

   
145/12 REDEVELOPMENT PROJECT HIGHLIGHT REPORT  
   
 Tricia Down presented the report and advised that a Move Project 

Team had now been established.  
 
Robert Mould stated that it was important the responsibility for 
project delivery did not sit with the Move Project Team. Avril 
Waterman-Pearson stated that the project must be led by the 
Directors. The Chair endorsed this view and stated that ownership 
of the plan should sit with the Chief Operating Officer and design 
with David Powell and Tricia Down. 
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  ACTION 
 
Tricia Down agreed to present a report to the September report 
with proposals for governance and the relationship between the 
project and the Building our Futures programme.     
 
There being no further questions, the Board noted the report.  

 
TD 
 

   
146/12 FOUNDATION TRUST PROJECT UPDATE  
   
 Marie Noelle Orzel introduced the report which set out the 

milestones leading to submission of the LTFM in September. 
 
There being no questions, the Board noted the report.   

 

   
147/12 DEFINING AND EMBEDDING NBT VALUES   
   
 Harry Hayer introduced the report and advised that there had 

been 2,000 responses to the staff survey resulting in four 
organisational values now being proposed. If the Board endorsed 
these values they would define expectations of board behaviours. 
Robert Mould stated that the values needed to mapped against 
the Big 5 Objectives. 
The Chair commended Harry Hayer on the response rate and 
endorsing Robert Mould’s comments also stated that compliance 
with the values should also feature in the appraisal process.    
 
There being no further debate, the Board resolved; 

(i) To adopt four values; putting patients first, working well 
together, striving for excellence, and recognising the 
person. 

(ii) That the values be embedded in everything that the 
Trust does. 

(iii) That the outcomes of the survey be communicated to 
everyone who took part. 

    

 
 
 
 
 
 
 
 
 
 
 
HH 

   
148/12 BRISTOL HEALTH PARTNERS QUARTERLY REVIEW. 

 
Harry Hayer gave a verbal briefing and advised the Board that 
there were three proposals that were now formed; 

(i) The impact of health on the built environment 
(ii) Avoiding hospital admissions 
(iii) Musculoskeletal  

 
Simon Wood advised that the Bristol Property Board was seeking 
to bring together public sector organisations with property 
interests.  
Harry Hayer agreed to alert partners to this opportunity. 
 

 
 
 
 
 
 
 
 
HH 
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  ACTION 
There being no further debate, the Board noted the update. 

   
149/12 PROPOSAL FOR THE CLINICAL RECONFIGURATION OF 

UROLOGY SERVICES 
 

   
 Chris Burton introduced the report and advised that a project 

board comprised of representatives of the Trust, the PCT, 
University Hospital Bristol, and laypersons had prepared the 
proposals. These had been approved by the CCGs and were now 
being referred to the acute trusts prior to submission to the 
Overview and Scrutiny Committees in the autumn. 
In response to a question from Colin Puckett, Chris Burton 
advised that the likely date for implementation would be March 
2013.      
 
Having considered the report, the Board resolved to approve the 
proposal and support its endorsement by the Overview and 
Scrutiny Committees and then through the process of 
implementation. 

 

   
150/12 PATHOLOGY REVIEW UPDATE    
   
 Chris Burton introduced the report and advised that the review 

was still a work in progress. Work to date had not realised 
substantial savings but it was expected that savings would be 
sufficient to make the project commercially viable. A full business 
case would be ready for October. 
Steven Hughes stressed the need to finalise the commercial terms 
for providing the service to third parties as a delay would threaten 
commercial viability.  
Steve Webster advised that pricing and phasing would be subject 
to a Board report in October.      
 
There being no further debate, the Board noted the report.  

 
 
 
 
 
 
 
 
SW 

   
 MANAGEMENT INFORMATION REPORTS   
   
151/12 
 
 
 
 
 
 
 
 
 
 
 

Activity and Performance 
 
David Jarrett introduced the Activity and Performance Report. He 
advised that over the last three weeks ED performance was 92% 
and this was consistent with the revised trajectory. It was expected 
that 95% performance would be sustainably delivered by 
September. 
It was noted that all directorates had now produced an action plan, 
and there was a Trust wide communication strategy on this issue.  
     
There being no further debate the Board noted the report 
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  ACTION 
152/12 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
153/12 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
154/12 
 
 
 
 
 
 
 
 
 
 
155/12 
 
 
 

Workforce Strategy and Organisational Development 
  
Harry Hayer introduced the report and noted that as it contained 
some formatting errors the correct version would be uploaded onto 
the Trust website. 
It was proposed that the key issues and actions contained within 
the Workforce and Strategy Delivery Tracker, and the Workforce 
Metrics be reported to the Board on a quarterly basis.  
The Chair requested that the performance data be reported on 
exception basis.     
Chris Burton requested that at its next meeting the Board be 
advised of the reasons for the increase in staffing over the last 
twelve months. 
 
There being no further debate,subject to the actions specified in 
the preamble above, the Board noted the report. 
 
Infection Control Report 
 
Chris Burton introduced the report and advised the Board on 
current performance and trajectories in respect of MRSA, MSSA, 
C Difficile, e Coli, Norovirus, hand hygiene, and mandatory 
training. All targets were being met or exceeded with the exception 
of the following: 
 

 MSSA was one case above target trajectory for the year 
 E Coli cases were five above trajectory for the year 
 Hand hygiene was running at 94% compliance against a 

target of 95% 
 Infection control mandatory training compliance was 

currently 81% against a target of 85%    
 
The Board noted the report.    
  
INFECTION CONTROL ANNUAL REPORT 
 
Chris Burton introduced the report and explained the trends over 
the last year and the remedial measures taken to address cases.  
It was noted that tightening of infection control procedures had 
been particularly effective in relation to MRSA and MSSA. 
 
In noting the report the Board commended its comprehensive 
coverage and the good progress made and further resolved that 
the report be published on the Trust’s website 
 
Finance Report 
 
Steve Webster introduced the report and advised that income was 
currently below plan by £1.1 million. The use of contingencies 

 
 
 
 
 
 
 
 
 
HH 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Head of 
Marketing 
and PR 
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  ACTION 
 
 
 
 
 
156/12 
 

beyond the short term was not sustainable and this issue was 
being addressed with Directors. 
 
There being no further debate, the Board noted the report    
 
 Building our Future Executive Summary 
     
The Board noted the report        

   
157/12   COMMUNICATIONS  

 The Chief Executive made the following announcements: 
 

(i) Dr James Stevens had been appointed as a Consultant 
Neurologist. 

(ii) The Maternity Team had achieved their CNST level 3 
assessment and had secured the Best Example of 
Service User Involvement Award from the All Party 
Parliamentary Group. 

(iii) The Pharmacy Team had secured runner up position in 
the Royal Pharmaceutical Society Care Awards   

(iv) The Chief Operating Officer would take up his duties on 
the 27th September and the Interim Director of Nursing 
on the 13th August. 

 

 

   
 INFORMATION  
   
158/12 
 
 
 
159/12 
 
 
 
 
 
160/12 
 
 
161/12 
 
 
 
162/12 
 

The Trust Annual Audit Letter 2012/13 
The Board noted that an unqualified opinion had been issued by 
the Auditors. 
  
R and I Innovation Performance 
In relation to the Research Strategy progress it was noted that 
there had been a fall in patient recruitment with a potential loss of 
income as a consequence. Efforts were underway to bring this 
back on track. 
    
Emergency Planning Annual Report  
This was received and noted by the Board.  
 
Report of the Governance and Risk Management Committee  
The report of the Governance and Risk Management Committee 
of the 4th July 2012 was received and noted. 
 
 Draft Annual Report 2011/2012  
 
A copy of the draft annual report was received whereupon it was 
resolved that Board members provide comments to the 
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  ACTION 
Communications Team by the 20th August in order that a final 
version be produced in advance of the annual meeting.   

   
163/12 ANY OTHER BUSINESS  
   
 No other business was conducted.  
   
164/12 NEXT MEETING  
   

 Thursday 27th September 2012, in the Board Room, Trust 
Headquarters, Frenchay Hospital. 

 

   
 RESOLUTION  

   

 That representatives of the press and other members of the public 
be excluded from the remainder of this meeting having regard to 
the confidential nature of the business to be transacted, publicity 
on which would be prejudicial to other public interest (section (2) 
Public Bodies (Admission to Meetings) Act 1960. 

 

 
 



North Bristol NHS Trust - Quality Indicators

NOTE:  Validation by clinical teams can alter scores retrospectively. Charts show position at the time report was produced

Of the 372  sets of notes reviewed in July 36 sets were high EWS scoring. Of 
these, 31 sets were scored correctly. In August 443 sets were reviewed - 333 
out of 36 were correct (92%).  All patients who had shown signs of 
deterioration had care escalated for medical review.

With subsequent validatation there were 167 falls in June and 176 fall in july. 
There are 139 falls reported in August a reduction of 37 since August.  Falls 
continue on a downward trajectory

No falls resulted in serious injury during July however there were 5 serious falls
in August.  RCA investigations are in progress to identify if there were common 
causal factors which can be addressed.

The number of cases with EWS scored correctly in August was 92%There were 16 confirmed calls in July and 7 calls in August.  The rolling mean 
is 1.2 against a national average of 2.5

In July 252 out of 372 and in August 311 of 443 cases were correctly 
completed according to the oxygen prescribing policy. This is a steady 
improvement since April last year with 70% being correctly recorded in August
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North Bristol NHS Trust - Quality Indicators

NOTE:  Validation by clinical teams can alter scores retrospectively. Charts show position at the time report was produced

Rolling year cumulative relative risk  has reduced to 84.3The rate was 11.3 in July reducing further to 10.5 patients per 10,000 beddays 
in August.  There were 32 patients with grade 2+.  There were 2 patients with a 
grade 3 PU.

At the end of August the number of wards achieving silver or gold on the 
nutrition element has increased to 85.4%.  That is for the 35 of 41 wards so far 
audited over the year. NQAT audit is carried out on 3-4 wards per month

The falls rate in August has reduced to 4.2 per 1000 beddays.  The rolling 
mean is 5.2

This new audit across all wards begain in Oct 2011.The sample size is much 
larger that the NQAT with 500+ records being audited per month. In August 
310 patients were screened for malnutrition out of 549 sampled = 56%.  
(Sample not taken in Jan/Feb due to Cerner)

The upper confidence level remains within an acceptable range below the 
national average
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North Bristol NHS Trust - Quality Indicators

NOTE:  Validation by clinical teams can alter scores retrospectively. Charts show position at the time report was produced

Shows total numbers of patients with an infection compared to total number of 
operations. In June 20% of colorectal patients had a surgical site infection post 
operatively 30 days after surgery. (5 out of 24 patients)

 Compliance with cather care bundle is at 74.8% in July and 69.9% in Aug. 
Targeted work to improve & maintain compliance  towards overall aim is 
underway on all wards

Of the 17 patients asked in NQAT audits during July, 6 patients said they had 
been told their discharge date.  In August 35 patient wewre told there 
discharge date out of 59 asked = 60%

Catheter insertion for the cather care bundle was 91.8% in July and 85.7% in 
Aug -  with work ongoing to further improve compliance.
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Report to Trust Board – September 2012 
 

Title: Learning Disability - Highlight report 

Purpose of paper: To inform the Board on  the progress with CQC indicators in the learning 
disability action plan 

 

For Discussion 

Executive Summary:   

The Learning Disability 
Strategy 2012 – 2015 was 
ratified in June.  

Aim: People with a Learning Disability (LD) will receive equal access to 
personalised health care from all NBT services. 

Aligned to Monitor Compliance Framework 2012/13 

Tool for Identification of 
patients with LD is in place  

LD screening tool developed and being embedded. Used frequently in 
Maternity to identify borderline cases.  

Q1 – 68 patients with LD, 23 newly identified. 

Reasonable adjustments are 
being made to patient 
pathways. 

First pathway is Percutaneous Endoscopic Gastrostomy (PEG) to be 
finalised in January 2013. 

Easy read information is 
available to patients 

NBT easy read information available: 

Complaints, X Ray, Going to Hospital, Healthy eating, LD Nurse Service, 
Anaesthetic, Pre Assessment and Discharge. 

Medication – awaiting final formatting 

Maternity- currently being mapped. 

Family carers are being 
supported 

Carers Strategy published December 2011, Carers Support scheme 
introduced, to be evaluated November 2012. 

Staff receive training in LD 
awareness 

LD Awareness included within induction and safeguarding mandatory 
updating. 

E learning module to be ready December 2012. 

LD competencies have been developed for all new qualified nurses and 
midwives within their preceptorship programme. 

LD Advisors recruited and trained – ongoing development support being 
provided. 

Since March 2012 LD and MCA training has been delivered to all rotating 
doctors in training, which has been well received. 

Targeted training package for employed medical staff has now been 
developed but has yet to be implemented. 

People with LD and their 
families/carers are involved 
in planning and 
development of NBT health 
services. 

The LD Liaison Nurses network widely with LD community groups and 
organisations and use feedback to inform NBT developments.  

Carer representatives have been recruited as members to the Patient 
Experience Group. 

Representatives from SG and Bristol LD Partnership Boards recently 
joined the NBT LD Operational Group membership. 

LD audit and analysis is 
used within routine public 
reports. 

Fortnightly report from IT of all Outpatient DNA’s.  LD Nurses follow up 
DNA’s. 

LD Consent process audited May 2012. Action plan in progress reporting 
too overarching Safeguarding Committee Re-audit 2013. 

LD Patient stories are reported within Board Reports since March 2012. 



 
Action Required 

 

The Trust Board is asked to note the contents of this report  

Key Risks: Poor understanding of Mental Capacity Act may mean legislation not adhered to. 

Impact on Patients: Diagnostic overshadowing may mean LD patients are denied access to appropriate care 
and treatment. 

CQC Outcome: Outcome 1: Respecting and 
involving people who use services 

Outcome 2: Consent to care and 
treatment 

Outcome 4: Care and welfare of 
people who use services  

Outcome 7: Safeguarding people 
who use services from abuse 

Responsible Committee: 
Overarching 
Safeguarding 
Committee 

Financial Issues 
considered: 

N/A Equality Impact 
Assessment: 

Considered 
throughout 

Legal Issues Legal issues are considered 
throughout. 

Sustainability 
Assessment Completed: 

No 

 

 
Presented by: Sue Jones – Director of Nursing 
Prepared by: Alison West – Senior Nurse, Clinical Service Development 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 
Learning Disability Patient Story - September 2012 

 

Brief Outline 

Mary (not her real name) with moderate learning disabilities in her 60’s was admitted to hospital 
for a total hip replacement.  She was very frightened of hospitals and in particular of being put 
to sleep and needles.  

A best interest meeting was held with the consultant as Mary did not have capacity to consent 
to the proposed treatment. A desensitisation plan was developed and implemented by the LD 
liaison nurse, the care home and ward staff to reduce anxiety about the hospital.  This 
involved: 

 Visits to the hospital with her support worker and the liaison nurse, which gradually 
increased interaction with the hospital. Starting with visiting the coffee shop and 
eventually the ward.  

 Easy read information was produced to support Mary’s understanding and prepare her 
for pre-operative assessment and this went well.  

 The consultant and anaesthetist were aware of Mary’s particular needs and the trigger 
words which could make her anxious. 

 The ward sister allocated the same side room to Mary that she had already visited. 

Unfortunately the operation had to be put on hold due to Mary’s health and it was 18 months 
before it finally went ahead. She was first on the list for theatre and was supported by the 
support worker and LD Liaison Nurse whilst being anaesthetised. The operation was a success 
and Mary was discharged a few days later back to her care home. There had been good 
discharge planning involving the hospital ward physiotherapist and the LD community team 
physiotherapist. 

Good Practice 

Identification of reasonable adjustments and implementation of an effective de-sensitisation 
plan with multidisciplinary team work and communication.   

The implementation of the mental capacity act – regular reviews of capacity assessment and 
involvement of consultant within this process. 

Good discharge planning and handover. 

Difficulties/Problems 

The care home were not able to support Mary as much as they would have liked, this caused 
some concern for the ward as it would have been useful to have a member of her care staff 
available to support with physio on the ward and to help explain things to Mary.   

Patient/family feedback 

Despite the fact that Mary had deep seated anxieties about hospitals and operations, she did 
co-operate while she was an inpatient.  

Since her discharge no problems have been raised regarding the surgery. She will attend a 
follow-up outpatient appointment in due course.  

Recommendations 

During admission planning, LD Nurse will discuss with medical team feasibility of scheduling 
any operations early in week to avoid the immediate post op period occurring over the weekend 
when extra support is less available. 

 
 



 
 

 
 

Report to Trust Board – Sept 2012 
 

Title: Quality Report to Board 

Purpose of paper: 
To inform the Board on progress with measures of the quality of clinical 
services provided by the Trust and progress with the priorities set out in the 
Trust’s Quality Account. 

 

For Discussion 

Executive Summary:   

NBT mortality rate is lower 
than the national average 

 

HSMR – rate remains below the national expected mortality rate of 100 
with a further reduction in August in the rolling mean to 84.3 using the Dr 
Fosters age adjusted casemix.  

HSMR shows only hospital deaths whereas SHMI also includes deaths 
occurring within 30 days of discharge. HSMR focuses on 56 diagnosis 
groups (about 80% of in hospital deaths) where as SHMI includes all 
diagnosis groups (100 % of deaths) 

SHMI – the latest Quarterly report shows the upper confidence level for 
NBT has remained below the national average. 

The rolling mean rate of 
cardiac arrest calls is 1.2 per 
1000 discharges.  

Preventing Deterioration – Cardiac arrest rates remain well below the 
national average of 2.5 per 1000 discharges.  There has been a decrease 
in confirmed arrest calls since last month 7 calls in August compared to 
16 calls in July. 

Overall falls continue to 
reduce - by 25.7% since 
April. 

Falls – There were no serious falls in July however there were 5 grade 4 
falls in August. There were 139 reported falls in August – a decrease of 
37 from the previous month.  

Pressure ulcer incidence 
has decreased to 10.5 from 
11.3 patients per 10,000 bed 
days  

Pressure Ulcers: 30 patients were reported with grade 2 pressure ulcers 
in August compared to 32 in July.  There were 2 patient with 1 grade 3 in 
Aug compared to 1 patient with grade 3 in July. There was 1 grade 4 
pressure ulcer in July 0 in August  

NQAT nutrition achievement 
has been maintained, but 
rate of screening has 
reduced 

Nutrition - The number of wards rated silver or gold for nutrition has 
maintained at 85.4%. However an audit sampling 500+ patient notes per 
month shows rate of screening is below target. In August 310 patients 
were screened for malnutrition out of 549 sampled = 56%. 

There is an improvement in 
patients who know their 
discharge date 

NQAT audit – 60% of patients knew their discharge date in August 
compared to 35% in July. Clinical teams are working to improve 
communication with patients on expected discharge. 

20.1% of colorectal patients 
had an SSI at 30 days post 
surgery 

Surgical site infections (SSI) – measures have been piloted in 
colorectal capturing SSI’s at 30 days post procedure.  Testing is 
continuing to develop improvement measures  

Catheter acquired urinary 
tract infections measures 
have been defined 

CAUTI – Targeted work is underway to improve compliance with catheter 
care measures - monitored via COIC. CAUTI incidence is now being 
captured through laboratory systems and reviewed using recognised 
surveillance definitions. This will inform baseline measurements.   

Good progress is being 
made with the Learning 
Disability Action Plan 

An update on the progress made with implementing the learning disability 
action plan is included as a highlight report. (Appendix 2) 



 
 

Action Required 
 

The Trust Board is asked to note the contents of this report  

Key Risks: Non-achievement of CQUIN targets could result in the Trust receiving financial penalties  

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 

CQC Outcome: O16 – assessing & monitoring 
quality of services 

Responsible Committee: GRMC  
Quality Committee 

Financial Issues 
considered: 

As indicated in regard to incentive 
payments/penalties. 

Equality Impact 
Assessment: 

Considered 
throughout 

Legal Issues Legal issues are considered 
throughout. 

Sustainability 
Assessment Completed: 

No 

 

 
Presented by: Sue Jones –Director of Nursing 
Prepared by: Lesley Le-Pine – Head of Clinical Governance 
 Phil Martin – Information Analyst  



 

 
 
                                                                                            

Report to the Trust Board – September 2012 
 

Title:   Safeguarding Children Report 

Purpose of paper:  To fulfil the statutory requirement to report annually to 
the Trust Board on safeguarding children performance 

For Approval 
 

Executive Summary: 
 
Child protection is a part of safeguarding and promoting welfare.  This refers to the activity that 
is undertaken to protect specific children who are suffering, or likely to suffer significant harm.  
The safeguarding children agenda at NBT is managed and monitored by the Safeguarding 
Children Group and reported through the Safeguarding committee through to Governance and 
Risk Management Committee. Named professionals are responsible for ensuring that the Trust 
meets it’s statutory responsibilities in respect of safeguarding children.  
 
A number of actions have been completed from the work programme for 2012/13 and include:  

 Establishing peer review / reflective practice in directorates 
 Reviewing and updating the Safeguarding Children Policy. 
 Updating the Child Protection Pages on trust Intranet. 
 Undertaking Serious Case Review (SCR) audits 
 Transferring the flagging system for children for whom there are safeguarding concerns 

from PAS to Cerner Millenium. 
 Developing and implementing Safeguarding Children Preceptorship Programme for 

newly qualified health visitors and school health nurses 
 
Training compliance at levels 1, 2, 3 and 4 are being maintained at between 85 and  90%. 
These figures are reported quarterly to Bristol and South Gloucestershire Safeguarding Children 
Boards.  
 
Multi-agency Risk Assessment Conference (MARAC’s) are held in Bristol and South 
Gloucestershire and provide a structured multi-agency forum for the sharing of information 
regarding high risk victims (and their children) of domestic abuse.  There has been an increase 
in the numbers of high risk victims of domestic abuse discussed at MARAC’s. 
 
In the past 12 months one Serious Case Reviews was completed for Bristol, report published 
September 2012. 
 
In June/July 2012 an announced CQC/Ofsted Inspection of Safeguarding and Looked After 
Children Services took place in South Gloucestershire. The contribution of health agencies 
across South Gloucestershire to keeping children and young people safe was judged as 
adequate.  

 
Key Actions for the forthcoming year   
 Identify safeguarding children links to the shadow Clinical Commissioning Groups. 
 Maintain training requirements and ensure lessons learnt from SCRs are included in all 

training. 
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 Monitoring of SCR Action Plans and Audits and ensuring these are completed on time. 
 Audit the process for reporting to the Local Authority children who are inpatient for over 

12 weeks (Section 85 Children Act 2004). 
 Ensure all actions from CQC/Ofsted reports are implemented. 

 
 

Action Required:  
 

The Board is asked to note the report for information 
 

Impact on Patients: 
 
CQC Outcome:    Outcome 7     
Responsible Committee:   Safeguarding Committee 
Financial Issues considered:  No 
Equality Impact Assessment Completed:  No 
Legal Issues Considered:   No  
Sustainability Assessment Completed: No 

 
Presented by:  Sue Jones, Director of Nursing 
Prepared by:  Anne Fry and Ann Fenton-Jones 
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Safeguarding Children Annual Report to Trust Board - September 2012 

 
Introduction 
 
Safeguarding Children is a statutory responsibility under the Children Acts 1989 and 2004.  
Section 11 of the Children Act 2004 applies to a number of NHS organisations including NHS 
Trusts and NHS Foundation Trusts.  It is a statutory requirement to report to the Trust Board 
annually on safeguarding children performance (Working Together to Safeguard Children 2010, 
Care Quality Commission and Lord Laming Report, 2009) 
 
Review of Actions completed over the last year 
 
The NBT Safeguarding Children Group (SCG), reports to the Overarching Safeguarding 
Committee. Terms of Reference have been reviewed and agreed in 2011. Membership includes 
leads for safeguarding children from every directorate in the Trust, senior representatives from 
the Local Safeguarding Children’s Boards, HR, training, named and designated professionals 
and a GP. The SCG has a smaller operational group that meets monthly to implement and 
monitor the progress of the work programme. The work programme is presented and monitored 
quarterly by the SGC.  Actions completed over the last twelve months include: 
 

 Safeguarding Children Training at all levels have been maintained between 85 – 95%.  
 North Bristol NHS Trust Safeguarding Children Policy has been reviewed and updated. 
 Named Professionals continue to support Peer Review and Reflective Practice in 

Directorates outside of and including Women’s and Children’s Directorate. 
 All SCR Action Plans and Audits are now monitored by the SCG. 
 A system for flagging children with safeguarding concerns is in place and has transferred 

to Cerner. 
 The child protection page on the intranet has been revised and updated. 
 We continue to support Multi-Agency Risk Assessment Conferences for domestic abuse 

in Bristol and South Gloucestershire. 
 We continue to send out Police Domestic Abuse Incidents to frontline professionals on a 

daily basis (South Gloucestershire). 
 Safeguarding children preceptorship programme developed for newly qualified health 

visitors, now evaluated and will be extended to school nurses. 
 CQC / Ofsted Inspection of Safeguarding and Looked After Children took place in South 

Gloucestershire and North Somerset during June/July 2012. 
 The child protection supervision model delivered to health visitors and school nurses has 

been reviewed and changes have been made to the format of supervision. 
 Named professionals from across Bristol and South Gloucestershire submitted a joint 

response regarding effect of the potential merger of acute services on safeguarding 
children. 

 
Overview of Activity September 2011 – September 2012 
 
Table 1 shows the level of Safeguarding children activity by locality in the community. 
 
Table 1:Activity Grid for Community Child Health Partnership (CCHP) Nursing Staff 
 
Bristol  quarter 1      2012/13  activity 
 No of WTE Health 

Visitors 
No of Children 
Subject to a plan 

No of Child in Need 
or Vulnerable 

East &Central 22.56 69 67 
North 20.29 57 133 
South 25.58 70 225 
Total  66.43 196 425 
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 No of WTE School 
Health Nurses 

No of Children 
Subject to a plan 

No of Child in Need 
or Vulnerable 

East & Central 5.75 107 56 
North 7.92 84 117 
South 5.99 108 107 
Total 19.66 299 280 
    
    
South Gloucestershire quarter 1    2012 /13 activity 
    
 No of WTE Health 

Visitors 
No of Children 
Subject to a plan 

No of Child in Need 
or Vulnerable 

North 20.55 41 116 
South 16.28 35 75 
Total  36.83 76 191 
    
 No of WTE School 

health Nurses 
No of Children 
Subject to a plan 

No of Child in Need 
or Vulnerable 

North 6.99 54 27 
South 6.36 59 53 
Total 13.35 113 80 
 
Table 2: Activity Grid for Community Midwives 
 
Bristol  quarter 1 2012 activity 
 Maternity Staff 

(WTE) 
CHIN (Child in Need)  
No. of Referrals 

 

Area 1 15.0 65  
Area 5 + 
Bishopston 

16.25 38  

    
Total  31.25wte 103  
    
    
South Gloucestershire quarter 1 2012 activity 
    
 Maternity Staff 

(WTE) 
CHIN (Child in Need)  
No. of Referrals 

 

Severnvale 16.2 27  
Kingswood 12.15 23  
    
Total  28.35 50  
    
North Somerset quarter 1 2012 activity 
 Maternity Staff 

(WTE) 
CHIN (Child in Need)  
No. of Referrals 

 

Clevedon & 
Portishead 

6.4  0  

Total 6.4 0  
 
The 4 main categories of the above referrals are as follows: 

Female genital Mutilation  44 
Domestic Abuse   36 
Mental Health   22     
Drug & Alcohol Abuse  18 
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Supervision – Health Visitors and School Health Nurses 

It is a mandatory requirement for health visitors and school health nurses to have one to one 
supervision at a minimum of every four months. Additional safeguarding children supervision is 
provided to staff with a child protection caseload. The health visitor and school health nurse 
supervision model has been reviewed and changes have been made to delivery format of 
supervision. This includes redirecting the focus in supervision to the assessment, analysis and 
action planning carried out by the individual practitioner on vulnerable children. Papers regarding 
this change have been submitted to the Safeguarding Children Group and CCHP Clinical 
Governance Committee. All Health Visitors and School Health Nurses will continue to receive 
formal supervision every 4 months for all of the cases on the activity grid above. 

They also have open access to the 7 members of the Child Protection Supervision Team and 
the Named Professionals.  
 
In the past twelve months (September 2011 – August 2012) there were 36 Court statements 
completed by this group of Staff (Bristol :24 South Glos:12 statements).  Other Safeguarding 
Activity in the same 12 month period includes attendance at 1042 Child Protection Conferences 
in Bristol and South Gloucestershire.  Community Paediatricians have undertaken 1609 
Strategy discussions across Bristol and South Gloucestershire. 
 
Supervision – Maternity Staff 
 
In addition to monthly multi-professional safeguarding meetings with CYPS, three multi-
professional workshops, attended by Named Professionals, are held throughout the year giving 
medical and midwifery/nursing staff the opportunity to present, discuss and reflect on cases that 
have been challenging. Recently this has included teenagers, women who abuse substances 
and a case, highlighted by the Trust as an example of good practice, where a woman had 
learning difficulties and was able to return home with her baby and successfully and safely 
parent, with the support of her family. 
 
Domestic abuse 
 
Domestic Abuse remains an essential element of the women’s first health and social needs 
assessment when pregnant. Recent research (UWE 2011) has identified that midwives have 
now embraced routine screening and are creative in making opportunities to screen a pregnant 
women for Domestic Abuse.  
 
Maternity care assistants have received training in Domestic Abuse as part of their 
Apprenticeship for Health programme. 
 
Learning 4 Health will have an on line learning package for Domestic Abuse. There will be 
different levels and it will be suitable for Midwifery staff to complete. The Community Midwifery 
manager has participated in the development of this platform.  
 
Police Incident Reports 
Police attending any incident in the community which is categorised as domestic abuse carry 
out a risk assessment. This information is shared in the form of a Police Incident Report with 
other agencies including North Bristol NHS Trust. 
 
Police Incident Reports are cascaded daily to Health Visitors in Bristol via the Public Health 
Department at NHS Bristol. In South Gloucestershire these reports are cascaded to Health 
Visitors and School Nurses daily by the Safeguarding Children Team in North Bristol NHS Trust.  
Between 1st September 2011 and 31st August 2012 a total of 1443 Police Domestic Abuse 
Incident Reports were received from South Gloucestershire and cascaded to Health Visitors, 
School Nurses and General Practitioners. 
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Female genital mutilation (FGM) 
 
FGM is now identified as a safeguarding issue - all pregnant women who have been identified 
as having experienced FGM are notified to CYPS for information. When a baby girl is born there 
is a system in place for alerting Health visitors and GPs that she may be at risk of FGM.  The 
Community Midwifery manager has participated in delivery of multi disciplinary training and 
awareness sessions, utilising opportunities to raise awareness and enabling identification of 
newborn who may be at risk. 
 
Prison services and Maternity Care 
 
Midwives may encounter women whose partner is detained in custody or prison. These women 
may choose not to disclose this information. Community midwives have received brief training 
and information advising of support services that are available to woman and their families 
during this time.  
 
North Bristol NHS Trust maternity services are provided to women who are detained at HMP 
Eastwood Park located in South Gloucestershire. It is a female closed prison with occupancy of 
365 prisoners. Within the grounds of the prison there is a juvenile unit, which takes young 
women from the age of 17 to the day before their 18th birthday when they are transferred into 
mainstream prison life. Eastwood Park also has a mother and baby unit which opened in 2005 
and houses 12 women and 13 babies. The infants can stay until they are 18 months old. 
  
Many of the women within the prison have had little or no regular contact with health services 
prior to entering the prison. It is estimated that 90% of the prisoners in Eastwood Park have a 
diagnosable mental health problem, a personality disorder, or a substance misuse problem or 
other complex problems with elements of all of these. Community Midwives continue to work 
with the prison services and other health care providers to ensure that women receive an 
equitable service- at times this is challenging due to Prison regimes. 
 
Service Improvements 
 
Improvements to documentation to support complex and challenging cases and have introduced 

 Parenting Assessment proforma- to assist in providing greater detailed documentation 
often required for Child Protection that result in legal proceedings.  

 Family Life Events sheet- to assist in documentation of contacts with a family or other 
service providers. Particularly relevant as pregnant woman hold their own hand held 
records. This information is passed onto the Health Visitor when care is transferred from 
the maternity service to the health visiting service. 

 
Research 
 
In partnership with the NSPCC, Southmead Maternity Services are one of 19 Units in the 
Country participating in the two year research study aimed at reducing Non-Accidental Head 
Injury (NAHI) in infants.  Midwives and MCA’s have been trained to deliver an 8 minute DVD to 
new parents prior to transfer home on the safe handling of their newborn and coping strategies 
to safely care for a baby when tired/stressed. Parents sign an ‘I Promise’ charter and are given 
a leaflet to reinforce the messages on the short film.  A similar study in the US demonstrated a 
reduction in NAHI of 49%.   
 
MARAC 
 
Multi-agency Risk Assessment Conference (MARAC’s) are held in Bristol and South 
Gloucestershire and provide a structured multi-agency forum for the sharing of information 
regarding high risk victims (and their children) of domestic abuse.  Bristol hold two meetings per 
month and South Gloucestershire currently hold one. 100% attendance by members of the 
Safeguarding Team has been achieved.  The MARAC process jointly agrees a risk 
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management/safety plan that provides professional support and reduces the risk of harm. The 
process also aims to reduce repeat victimisation and asses whether the perpetrator poses a 
significant risk to any particular individual or the general community.  The work involves 
information gathering prior to the meeting, attendance at the meetings (4-6 hours) completion of 
any specific actions for NBT Staff and information dissemination.  Protocols are available.  They 
provide clear guidance on the MARAC process, the involvement of local agencies and establish 
accountability, responsibility and reporting structures for MARAC.  
 
There is a move to have the victims who are discussed at MARAC flagged on North Bristol NHS 
Trust IT system. This is being reviewed and discussed by the Safeguarding Adults and Children 
Groups. 
 
There has been an increase in numbers of cases of High Risk Victims of Domestic Abuse 
discussed at MARACs in Bristol and South Gloucestershire. Below is a table showing 
comparison between Quarter 1 in 2011/12 and 2012/13. This has resource implications for the 
Child Protection Supervisors attending and gathering information from health professionals. 
 
Quarter 1 MARAC activity data for South Gloucestershire 
 
April 2011 22 cases April 2012 24 cases 
May 2011 19 cases May 2012 43 cases 
June 2011 34 cases June 2012 27 cases 
Total 75 cases  94 cases 
 
Quarter 1 MARAC activity data for Bristol 
 
April 2011 43 cases April 2012 53 
May 2011 40 cases May 2012 57 
June 2011 44 cases June 2012 56 
Total 127 cases  166 cases 
 
Local Safeguarding Children’s Boards 
 
NBT is represented at the Bristol and South Gloucestershire Local Safeguarding Children 
Boards by the Clinical Director, Women’s and Children’s Health or a Named Nurse for NBT and 
has a 100% attendance rate.  
 
NBT submits quarterly data to Bristol and South Gloucestershire under the following 
performance indicators; training, capacity and staffing, activity, common assessments, health 
assessments for Looked After Children, and identifying risk factors in A&E and Minor Injuries 
Departments. 
 
NBT Training Compliance 
 
The target for safeguarding children training is 90% across all levels. Current levels are: 

 Level 1 training 93%  
 Level 2 training 86% 
 Level 3 training 92% 
 Level 4 training 100% 

 

From November 2011 the new intercollegiate system of training has been adopted by NBT 
(Intercollegiate Document, Safeguarding Children and Young people, September 2010). Using 
the new standards staff showing non compliance will be targeted via emails, copied to their line 
manager. A revised training matrix has been included in the Safeguarding Children Policy.  
There is a drive for Directorate ownership of safeguarding training for staff through the 
Safeguarding Children Group. 
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Serious Case Reviews (SCR) 
 
A SCR is undertaken whenever child has died, when a child sustains a potentially life 
threatening injury or serious and permanent impairment of physical and/or mental health and 
development through abuse or neglect. The Trust is required to complete an Individual 
Management Review (IMR) which is incorporated into an overview report from all the agencies 
and informs the Serious Case Review (SCR). The IMR is a detailed piece of work that has to be 
completed within six weeks. The IMR process requires the organisation to look openly and 
critically at individual and organisational practice, to establish whether there are lessons to be 
learnt about our internal systems. The SCR establish whether there are lessons to be learnt 
about the way local professionals and agencies work together to safeguard children both in this 
specific case and more widely in other work. These reviews have significant resource 
implications for the professionals who currently undertake them.  
 
Since October 2011 one SCR has been undertaken and completed in Bristol. This was 
published on 4th September following criminal proceedings in May 2012. There was recognition 
from North Bristol NHS Trust individual management report that professional’s needed to 
provide a more sustained and authoritative challenge to families and other agencies. This has 
already been addressed through training, changes to the supervision model and the 
preceptorship programme for newly qualified health visitors and school health nurses. 
 
An action from the Health Overview Report from SCR child A and Child Z (South 
Gloucestershire September 2011) recommended awareness raising regarding domestic abuse 
within all unscheduled care (Accident and Emergency and Minor Injuries Units). A programme 
of training has commenced for nursing staff in 2012. 
 
Implementation of Cerner Millenium IT System in North Bristol NHS Trust 
 
CERNER computer system was introduced December 2011 which has caused  safeguarding 
children communication issues for Accident & Emergency and  Yate and Southmead Minor 
Injuries Units. These are being addressed directly by the Named Professionals and Cerner 
Team. 
 
Care Quality Commission / Ofsted Inspection of Safeguarding and Looked after Children 
Services (South Gloucestershire) 
 
This announced inspection took place between 25th June and 6th July 2012. The purpose of this 
inspection was to evaluate the contribution made by relevant services including health towards 
ensuring children and young people are properly safeguarded.  
 
The joint CQC / Ofsted report has been received; the contribution of all health agencies serving 
South Gloucestershire in keeping children and young people safe was graded as adequate.  
 
Safeguarding children actions to be implemented within the next three months are:   

 North Bristol NHS Trust should ensure that clinical and non-clinical staff in hospital 
based paediatric services and minor injuries unit have access to regular, planned 
supervision and reflective practice opportunities. 

 North Bristol NHS Trust should ensure that nationality, first language and religion are 
fully documented. 

 
Looked After Children Team actions to be implemented immediately are: 

 North Bristol NHS Trust should ensure that the annual independent reviewing officers’ 
report includes how effectively the health of looked after children is addressed in 
statutory reviews  
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Within three months:  
 North Bristol NHS Trust and CCHP should ensure that looked after children and care 

leavers are fully engaged in the development and delivery of the Being Healthy agenda. 

 North Bristol NHS Trust should ensure that the provision of healthcare to looked after 
children is subject to an effective whole system approach and quality assured 
performance management framework.  

The more detailed CQC health report is not yet published.   Early indications are that North 
Bristol NHS Trust will be expected to provide regular, planned child protection supervision for 
clinical and non-clinical staff in community therapy teams such as speech and language 
therapists, occupational therapists and physiotherapists,.  
 
Progress on the Munro Review of Child Protection 

 
http://www.official-documents.gov.uk/document/cm80/8062/8062.pdf 
http://www.education.gov.uk/munroreview/downloads/GovernmentResponsetoMunro.pdf 

 
Following recommendations by Professor Eileen Munro the statutory guidance Working 
Together to Safeguard Children (2010),  Managing Cases: the Framework for the Assessment 
of Children in Need and their Families and Statutory Guidance on Learning and Improvement 
are currently being revised and consulted on by Department for Education. . These documents 
contains the Statutory guidance for all provider organisations on their roles and responsibilities 
in child safeguarding. The consultation period for these documents closes in September 2012 
and North Bristol NHS Trust has submitted a response to all three documents. 

 
Key actions for forthcoming six months 
 

 Identify safeguarding children links to the shadow Clinical Commissioning Groups. 
 Maintain training requirements and ensure lessons learnt from SCRs are included in all 

training. 
 Monitoring of SCR Action Plans and Audits and ensuring these are completed on time. 
 Audit the process for reporting to the Local Authority children who are inpatient for over 

12 weeks (Section 85 Children Act 2004). 
 Ensure all actions from CQC/Ofsted report are implemented. 
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Dear Robert, 

 

Inquiry into Histopathology Services in Bristol 

 

Thank you for inviting the Panel to review the steps taken to address the recommendations 

made in the Inquiry Report we submitted in December 2010. 

 

We conducted interviews in Bristol on 29 February and 1 March 2012. We are very grateful 

to everyone who came to see us and for the arrangements made for us to revisit the 

Histopathology Department. We were very pleased to have been able to talk to patients and 

relatives as well as members of staff from both Trusts. 

 

We have come to three broad conclusions. 

 

1) Both Trusts (UHBT and NBT) are to be congratulated on all that has been achieved so 

far. We have seen evidence of a genuine commitment to implement our 

recommendations and evidence of real progress.  

We are greatly encouraged by: 

a)  The appointment of Dr Rob Pitcher as the Clinical Lead for Cellular Pathology. We 

are impressed by his experience, ability and commitment. Dr Pitcher has worked 

extremely hard and effectively to bring about necessary changes and a great deal has 

been done in a short time, but we are reassured to see that he is also sensitive to the 

fact that it takes time to adjust to new work cultures and environments. We were very 

pleased to learn that Dr Pitcher has also been appointed to be the Clinical Lead for the 

Bristol Pathology Review. 

b)  The appointment of six new consultants, four of whom we met. It is particularly 

favourable that three of the appointments are in the specialty areas of respiratory and 

paediatric histopathology, given that these were the two specialties about which the 

original concerns were raised. 

c)  The establishment of two new consultant posts. Given the very challenging financial 

outlook, the funding of these posts is evidence of the commitment of the Trust Boards 

to strengthen and improve the histopathology service in Bristol. 

d)  The steps that have been taken towards the integration of the service across the two 

trusts. 

e)  The partial upgrading of the BRI histopathology department. 

f)  The introduction of process redesign and the Lean methodology. 
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2)  Although much has been done, there is still much to do. We recommend a focus on 

the following issues: 

a)  Keep up the momentum of change and improvement. Culture and attitudes cannot be 

transformed quickly and it is transformation that is required. 

b)  Resolve the staffing issues in breast histopathology as soon as possible and repatriate 

to NBT the work currently being done by Source Bioscience. This is of vital 

importance. 

c)  Make the decision about the future of pathology services in Bristol as soon as 

possible. The Panel has no view on its location(s) other than, as we recommended, 

histopathology should operate as a unified service with diagnostic reliability and 

clinical effectiveness as dominant criteria.  

d)  Fully implement the introduction of sub-specialty teams so that single teams of 

specialist pathologists are providing histopathology services across Bristol 

e)  Continue the review of MDTs to ensure that the teams are functioning reliably and 

effectively across the city. 

f)  Implement and audit the agreed procedure for double reporting. 

g)  Keep consultant staffing under review. We anticipate that further consultant posts will 

be required to ensure a timely diagnostic service in which the histopathologists 

confine their practice to areas of specialist competence proven by quality assurance 

and audit. 

h)  Continue to develop the network for paediatric and perinatal pathology with Oxford 

and Southampton. 

i)  Fund further upgrading of the BRI Department. We recognise that it is important to 

keep in mind the longer term schemes likely to be required following the Bristol 

Pathology Review. 

 

3)  It is imperative that the Trust communicates to the public and to patients the progress 

which is being made and provides as much detailed supporting evidence of progress 

as possible. Because of some adversarial relationships that have developed, it may 

have been difficult to share information as openly as is desirable. However, it is vital 

that a way is found to overcome this problem. It is not enough to make progress — 

progress must be seen and felt – particularly by service users.  

 

We again wish to congratulate both Trusts on all that has been achieved. We hope that good 

progress will continue to be made and that this will be demonstrated to and acknowledged by 

everyone. 
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Finally, unless the Trust wishes to consider inviting us to return for a further review of 

progress, we suggest that the Inquiry Panel is formally disbanded. 

 

Yours sincerely, 

 

Jane Mishcon 

 

Professor Sir James Underwood 

 

Ken Jarrold CBE 

 

Margaret Spittle OBE 

 

Michael Summers 
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HISTOPATHOLOGY ACTION PLAN 2012‐13 – ARISING FROM THE INQUIRY REVISIT 

Version  Date  Reviewer  Comment 

Version 11  2012.06.19  Rob Pitcher  Amended following discussions with Lis Kutt and Sean O’Kelly 

Version 12  2012.06.20  Rob Pitcher  Further information added and date amended following discussion with Sean O’Kelly 

Version 13  2012.07.25  Rob Pitcher  Updated for Divisional Board UHB, NBT and BCPF 

Version 14  2012.08.30  Rob Pitcher  Monthly update 

Version 15  2012.09.05  Lis Kutt   Monthly update reformatted  

 

Ref No  Actions  Timescale  Responsible 
person/body 

Progress  Complete  Evidence 

Section 
Lead:  

Original Inquiry action plan: while 43 of the 44 of the actions from the initial action plan developed from the recommendations of the Histopathology 
Inquiry have been completed there is one outstanding where further work is required. This is also referred to in the further work identified by the inquiry 
team during their revisit. 

  Develop Service Structure and Proposition for 
integrated cellular pathology service 
 

(Expected 
October 
2012; see 
item 2.0 
below)  

Proposition: 
Rob Pitcher. 
Decision: 
NBT and 
UHBristol 
Trust Boards 

 These issues are being considered as part 
of the wider Pathology Services Review 
being led by NHS Bristol.  

 The Clinical Lead for Cellular Pathology is 
also the clinical lead for Severn Pathology 

   

Section 
Lead:  

The Inquiry team revisited Bristol on the 29th February and the 1st March and recommended focus on a number of issues. The following actions are 
intended to take the identified issues forward. Their overarching recommendation is to keep up the momentum of change and improvement. 
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Ref No  Actions  Timescale  Responsible 
person/body 

Progress  Complete  Evidence 

1.0 
Resolve the staffing issues in breast histopathology as soon as possible and repatriate to NBT the work currently outsourced 

1.1 
 

Recruit to vacant posts at NBT 
 

Sept 2012
 

Rob Pitcher  3 candidates offered posts following interviews in 
May 2012. 2 have started with the 3rd starting in 
September 
 

Y    Y 

1.2  Develop expertise of existing consultant with 
an expressed interest leading to independent 
reporting 
 

Sept 2012
 

Rob Pitcher  Currently in progress with participation in the 
breast EQA scheme, exposure to breast work and 
attendance at specialist meetings 
 

Y   Y 

1.3  Develop plan for repatriating work  Aug 2012  Rob Pitcher  Plan agreed and repatriation commenced  Y  Y 

2.0 
Make the decision about the future of pathology services in Bristol as soon as possible with diagnostic reliability and clinical effectiveness as dominant criteria to enable 
histopathology to operate as a unified service  

2.1  NBT to develop detailed proposal for a 
consolidated pathology service  under the 
aegis of the Bristol and Weston Pathology 
Review  

October 
2012 

NBT 
Pathology 
Board 

As proposed lead provider NBT has a project 
developing this proposal. This includes the 
provision of a central laboratory for cellular 
pathology 
 
The external advisory panel in July agreed good 
progress had been and was supportive of 
proposal. Further work being undertaken before 
Trust Boards in November 

N   
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Ref No  Actions  Timescale  Responsible 
person/body 

Progress  Complete  Evidence 

3.0 
Fully implement the introduction of sub‐specialty teams 

3.1  Identify teams and members 
 

July 2012  Rob Pitcher  Teams and members identified 
 

Y   Y 

3.2  Finalise 2012‐13 work programmes for each 
team 

July 2012  Rob Pitcher  Draft work programmes have been produced for 
majority of teams 

Y  Y 

3.3  Implementation of work programmes   September 
2012  

Rob Pitcher  Further discussions have taken place but this will 
not be complete across all sub‐specialties and 
across NBT and UHBristol in July ‐ revised date of 
completion by end of September 2012. This is 
due to a combination of new staff starting and 
absence of key team members. 

N   

4.0 
Continue the review of MDTs to ensure that the teams are functioning reliably and effectively across the city. 

4.1  Continue audit of ‘deferred’ patient 
discussions at MDTs at both Trusts.  Report 
results to relevant internal meetings.  Follow 
up any issues that arise from the audit.   

Ongoing  Dany Bell 
(NBT) 
&Hannah 
Marder 
(UHB) 

  Y  Service 
Delivery 
Group 
performance 
reports  
 

4.2  Cancer Manager at UHB to continue attending 
NBT Cancer Committee.  Medical Director NBT 
to continue attending UHB Cancer Board.   

Ongoing  Dany Bell 
(NBT) 
&Hannah 
Marder 
(UHB) 

  Y  Minutes from 
meetings 
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Ref No  Actions  Timescale  Responsible 
person/body 

Progress  Complete  Evidence 

4.3   Cross‐city meetings to continue.   
 

Ongoing  Dany Bell 
(NBT) 
&Hannah 
Marder 
(UHB) 

  Y  Minutes from 
meetings 
 

4.4 
 

Continue monitoring of MDT attendance, 
sharing results with managers 
 
 

Ongoing  Dany Bell 
(NBT) 
&Hannah 
Marder 
(UHB) 

  Y 
 

Audits of 
member 
attendance  

5.0 
Implement and audit the agreed procedure for double reporting. 

5.1  Modify the existing protocol in the light of 
guidance from the RCPath 

 

July 2012 
 

Rob Pitcher  Guidance  issued in August in draft form 
 

Y  BCPF minutes 
June 2012 

Double 
reporting.msg

 
 

5.2  Harmonise categories of work where double 
reporting is mandated across both NBT and 
UHBristol 

 

June 2012
 

Rob Pitcher  Categories identified  
 

Y  Y 
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Ref No  Actions  Timescale  Responsible 
person/body 

Progress  Complete  Evidence 

5.3  Introduce a general rule that all first diagnoses 
of malignancy are double reported with some 
documented exceptions 
 

Sept 2012
 

Rob Pitcher  Depends on successful recruitment  
 

Y  Y 

5.4  Audit adherence to the revised protocol  2012‐13 
 

Rob Pitcher  Included in audit programme  Y  Y 

6.0 
Keep consultant staffing under review 

6.1  Review consultant staffing on an annual basis 
 

Sept 2012
 

Rob Pitcher  Completed for current year 
 

Y  Y 

6.2 
 

Include as part of the annual report and take 
forward any proposed changes through Trust 
process 
 

July 2012 
 

Rob Pitcher  A new consultant post has been agreed in each 
Trust and a Consultant Senior Lecturer has been 
appointed at the UoB with 4 clinical sessions 

Y  Y 

6.3  Ensure annual job planning process is 
completed 

Sept 2012  Rob Pitcher  Progress with job planning has slipped due to 
problems with analysing workload information. 
This work is now underway in August and 
September with executive review of completed 
job plans at UHBristol to take place on 26th 
October 2012.  

  Consultant 
work diaries 
Consultant 
workload 
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Ref No  Actions  Timescale  Responsible 
person/body 

Progress  Complete  Evidence 

7.0 
The histopathologists should confine their practice to areas of specialist competence proven by quality assurance and audit. 

  Policy on Specialist Reporting: Approach to 
diagnoses outside ones field of expertise 
 

Mar 2012 
 

Rob Pitcher  This is agreed 
 

Y  Policy doc 

  EQA participation 
 

Annually 
March 
2013 

  Monitored 
 

Y  Y 

  Specialist team audits  Annually 
March 
2013 

  Correlation audit  to compare the reporting of 
the original biopsy sample with reporting of the 
resection specimen post surgery  

Correlation audit to compare the results of 
cytology with the results of subsequent biopsies 
from the same site 

Y   Y  

8.0 
Continue to develop the network for paediatric and perinatal pathology with Oxford and Southampton. 

8.1  Identify and progress areas of practice in the 
network where benefits can be realised 

October 
2012 

Craig Platt  Share audit results and define common research 
interests 
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Ref No  Actions  Timescale  Responsible 
person/body 

Progress  Complete  Evidence 

9.0 
Fund further upgrading of the BRI Department. We recognise that it is important to keep in mind the longer term schemes likely to be required following the Bristol 
Pathology Review. 

9.1  Fund and develop  hot reporting rooms with 
microscopes and networked computers at BRI 
 

Sept 2012 
– Linked 
transfer 
of Breast, 
Urology 
and H&N 
services  
which is 
due 
Spring 
2013 
 
 

Lisa Galvani 
 

Planned works involve creation of 
accommodation for audit clerks and visiting 
Consultants from NBT.  
 
Works including fitting out the rooms with 
equipment and the decoration of offices has now 
been completed.  
 
 

Y   Y 

9.2  Fund and develop  hot reporting rooms with 
microscopes and networked computers at 
NBT 
 

Sept 2012
 

NBT lead 
 

The conversion is now complete with only the 
offices now requiring fitting out  
 

Y   

9.3   Provide access to each Trust’s Ultra system 
from all reporting consultants computers at 
both NBT and UHBristol 
 

June 2012
 

Mark Orrell, 
Wayne 
Tainton, 
John Siggins 
 

Several issues have been identified in trying to 
provide this however, an interim solution has 
been identified in principle  
 

Y    
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Ref No  Actions  Timescale  Responsible 
person/body 

Progress  Complete  Evidence 

9.4   Support is required from IT at both NBT & 
UHBristol to roll out interim solution through 
departments 
 

Sept 2012  Martin Bell 
NBT & 
Andrew 
Hooper UHB 

Continuing IT technical problems have delayed 
the roll out of the identified solution above 
 
A temporary workaround is to have a single 
computer that can access other Ultra system; this 
has been implemented at UHBristol.  

N    

 



North Bristol NHS Trust Department of Cellular Pathology

Pathology Key Performance Indicators
CELLULAR PATHOLOGY NBT 2012-13
No Description Source Measure Target Evidence and person providing 

it
Jan-12 Feb-12 Mar-12 Apr-12 May-12 Jun-12 Jul-12

1 Histology turnaround time: small 
specimens 7 days from being 
taken to report being available 
to requestor

RCPath 
KPI

% of small specimens with a report status of 
final within 7 days of being taken

>90% by 
4th Qtr 
2012-13

Monthly monitoring Quality 
Managers

53 59 62 60% 59% 66% 71%

2 Histology turnaround time: big 
or/and complex 10 days from 
being taken to report being 
available to requestor

RCPath 
KPI

% of big or complex specimens with a report 
status of final within 10 days of being taken

>90% by 
4th Qtr 
2012-13

Monthly monitoring Quality 
Managers

64 68 75 66% 72% 71% 71%

3 NG Cytology turnaround time: 
samples 7 days from being 
taken to report being available 
to requestor

KPI % of samples with a report status of final within 
7 days of being taken

>90% by 
4th Qtr 
2012-13

Monthly monitoring Quality 
Managers

86% 73% 80% 81% 86% 76% 87%

4 Cervical Cytology: Meet national 
14 day target

CQIN % of cervical smears where women have 
received their results within 14 days

98% Monthly monitoring Cervical 
Cytology Lead

99.6 99.8 99.2 99.7 88.15 85.66 97.27

5 Prospective monitoring of 
histopathology cases 
outstanding after 20 days

RCPath
beyond 
ISO 
15189 (IX)

RED - no monthly reports produced
AMBER - monthly report shows some reports 
outstanding without good reason
GREEN - monthly report show no reports 
outstanding after 20 days

Monthly monitoring
Quality Managers

6 All multidisciplinary meetings 
(MDTs) supported by the input 
of a Consultant Histopathologist

RCPath 
KPI

% of meetings where consultant 
histopathologist is present

>90% by 
4th Qtr 
2012-13

Cancer Services 100 Q1

7 Ensure appropriate slides will 
be available and reviewed for 
MDTs to prevent delayed or 
incorrect diagnosis.

CQUIN % of cases for MDT where slides are available 
and reviewed where report status is final

>90% by 
4th Qtr 
2012-13

Cancer services 90 Q1

External assessments of the service
8 Accreditation: CPA 1 Cellular Pathology:

RED accreditation not held
AMBER conditional approval
GREEN full accreditation (no conditions)

This is 
mandatory - 
it must 
always be 
green or 
amber

monthly (to illustrate any 
changes) and noting that 
ongoing current status is 
available on CPA website

9 Accreditation:Status of progress 
in addressing and resolving any 
conditions that have been 
applied by CPA 

1a By pathology discipline:
RED no progress or action being taken
AMBER targets set but not all being achieved
GREEN targets set and on or ahead of target to deliver

Monthly (when there is 
anything to report)

File: 6.3 Progress with Implementing the Histopathology Action Plan App 3
Sheet: KPI RAG SUMMARY Page 1 of 2
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10 Accreditation: HTA 2a overall grading based on performance against individual 

inspection results: e.g. 
RED: majority are fail or have conditions
AMBER: minority are fail and others have conditions
GREEN: no fails, minority have conditions

11 External assessment: Breast 
Screening SWRQAT

2a overall grading based on performance against individual 
inspection results: e.g. 
RED: majority are fail or have conditions
AMBER: minority are fail and others have conditions
GREEN: no fails, minority have conditions

12 External assessment: Cervical 
screening programme 
SWRQAT

2a overall grading based on performance against individual 
inspection results: e.g. 
RED: majority are fail or have conditions
AMBER: minority are fail and others have conditions
GREEN: no fails, minority have conditions

13 External assessment: Bowel 
cancer screening programme 
SWRQAT

2a overall grading based on performance against individual 
inspection results: e.g. 
RED: majority are fail or have conditions
AMBER: minority are fail and others have conditions
GREEN: no fails, minority have conditions

14 NEQAS schemes 2a Grading based on performance against individual tests: 
RED: majority fail
AMBER: minority are fail
GREEN: no fail

15 Have completed a User 
Satisfaction Survey

RCPath 
KPI        4 
RCP 
beyond 
ISO 
15189 
(XII) inc 
RCP D (I)

RED - results not documented or implemented 
AMBER - results documented but not 
implemented
GREEN - results documented and  
implemented 

Completed 
for annual 
report

Annual Survey. 

File: 6.3 Progress with Implementing the Histopathology Action Plan App 3
Sheet: KPI RAG SUMMARY Page 2 of 2



 
 
 
 
Integrated Governance Committee for Bristol, 
North Somerset and South Gloucestershire 
PCTs. 
To be held on 25th July 2012  

 
Agenda Item 7.1  
Histopathology Action Plan Update Report 
 
1. Purpose 

 
To report to the Committee on the progress made in delivery the Histopathology 
Action Plan and recommend closure of the commissioner group overseeing this. 
 

2. Background 
 

Following the Inquiry Report to University Hospitals Bristol Foundation Trust 
(UHBristol) the Trust developed an action plan to delivery the recommendations. 
The action plan also incorporated issues from a Care Quality Commission (CQC) 
inspection.  
 
The commissioners have been chairing a group to gain assurance from UHBristol 
and to a lesser extent North Bristol Trust (NBT) on delivery of the action plan. This 
group has been chaired by the Director of Quality and Governance since October 
2011. There has also been regular reporting by the Trusts to the Bristol Health 
Overview Scrutiny Committee and more recently to South Gloucestershire. 
 
In the spring of this year the UHBristol was revisited by both the Inquiry Panel and 
the CQC. 
 
A meeting of the commissioner groups was held on the 13th June 2012 from which 
there is a recommendation from the Chair to close the group. 
 
 

3. Assurance on delivery of the action plan 
 

3.1 Commissioner Assurance 
 
At each meeting the commissioner has received and scrutinised an updated action 
plan. There has been evidence of delivery for all actions and the evidence is located 
in an electronic library accessible to the commissioner if needed. Any delays and 
exceptions have been challenged and scrutinised. 
 
On the 13th June an updated action plan was presented (appendix one) which 
identified that all actions were completed bar one i.e. develop a service structure 
and proposition for an integrated cellular pathology service. This action can only be 
delivered with implementation of the Severn Pathology service by NBT. 
 

If you need this document in a different format telephone the PCT on 0117 9002289 
 Page 1 of 3 
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The commissioner is satisfied that the action plan has been delivered and that there 
is evidence to substantiate this. 
 
3.2 Inquiry Panel Revisit 
 
The panel revisited on the 29 March and subsequently wrote to the UHBristol Chief 
Executive (Appendix Two). They commended both trusts on the work done so far as 
well as outlining the priorities as they saw it for the ongoing work. 
 
3.3 CQC Re-visit 
 
The CQC re-visited on 10 May to follow on action in relation to a number of 
outcomes and improvement actions served following their review of Histopathology 
in September 2011. The report is available on the CQC website and it concluded 
that all three outcomes were being met. 
 
3.4 Conclusion 
 
It is considered that there is assurance from three sources that the Histopathology 
actions plan has been satisfactorily delivered. 
 

4. Prospective Assurance 
 

4.1 Rationale 
 
Not withstanding the assurance provided retrospectively and outlined in section 
three, it is considered that before the commissioner closes the action plan group a 
framework for prospective assurance is needed. This is to ensure that: 
 

 The actions already taken are sustained 
 The required outcomes as part of the Severn Pathology Project are delivered 

including the one outstanding action 
 The priorities outlined by the Inquiry Panel (outlined in their letter appendix 2) 
 Key performance indicators for the histopathology service addressing the 

concerns of stakeholders and issues from the Inquiry are closely monitored. 
 
4.2 Prospective Assurance Plan 
 
The following assurances exist or will be put in place: 
 

 The Director of Quality and Governance (Chair of the Commissioner 
Histopathology Action Plan Group) is also chair of the Pathology Project 
Review Board and as such can directly ensure that the requirements of the 
Inquiry are integrated into the Severn Pathology Project 

 A forward looking histopathology action plan will be established to 
accommodate the priorities outlined by the Inquiry at their revisit and will be 
monitored for delivery by both trusts through their monthly quality letter and 
contract review meetings 
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 A suite of histopathology key performance indicators will be agreed and 
monitored for delivery by both trusts through their monthly quality letter and 
contract review meetings. 

5. Recommendation 
 

The Integrated Governance Committee is asked to note the assurance on the 
delivery of the action plan and agree to close the commissioner group in the context 
of a clear framework for prospective assurance being in place. 
 

Lindsey Scott Director of Quality and Governance  
15th July 2012 

 



 
 

Rob Pitcher 1 2012.09 

Report to Trust Board September 2012 
 

Title: Update on progress with implementing the histopathology action plan 

For Discussion and Approval  

Executive Summary:  
 
The inquiry in to histopathology at the University Hospitals Bristol FT was published 
in December 2010. The recommendations were followed up with over sight from 
Commissioners, Trust Boards and Local Authority Overview and Scrutiny 
Commissions. 
 
In February 2012 the inquiry panel revisited UHBristol and noted the progress with 
implementing their recommendations though also noted that there was more to do. A 
further action plan has been written since their revisit and this paper updates the 
board on progress with this action plan. 
 
In light of the progress with the action plan, the comments of the inquiry panel revisit, 
assurance from the CQC that their standards are being met and the continued review 
of the quality of pathology services by commissioners, the Board is invited to discuss 
whether it wishes to return over sight of actions in pathology service improvement to 
usual governance structures or to continue to receive direct reports to the Board. The 
Board will continue to receive reports regarding pathology services development 
through the Severn Pathology proposals. 
 
 
 
Action Required:  

1. To note progress against the histopathology action plan. 
2. To consider future governance arrangements for cellular pathology quality. 

 
 

Action Required:  To note progress with the action plan and consider the proposal 
for providing board assurance that the quality of cellular pathology services are 
maintained.  
 
Impact on Patients: Poor quality pathology services may have a significant impact 

on patient outcomes. 
 
CQC Outcome: 4, 6, 13, 14, 16        
 
Presented by: Chris Burton Medical Director   
Prepared by:   Rob Pitcher Clinical Lead for Cellular Pathology 
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Title: Update on progress with implementing the histopathology action plan 

Purpose of paper: For the board to discuss progress with implementation of the 
histopathology action plan.  

To seek agreement from the Trust Board to return monitoring 
of the action plan and quality of the histopathology service to 
the normal governance structures of the trust. 

Background 

Cellular Pathology in Bristol has been under intense scrutiny following the publication 
of the Independent Inquiry into Histopathology Services at University Hospitals Bristol 
NHS Foundation Trust (UHBristol) in December 2010. A series of actions was taken 
forward to address the recommendations in the report. Progress was regularly 
reported to the Medical Director at NBT and to NHS Bristol. Progress has also been 
reported directly to the NBT trust board. 

The Inquiry Panel revisited at the end of February 2012 to review the steps taken to 
address their recommendations. In a letter to the Chief Executive at UHBristol 
(Appendix 1) they came to 3 conclusions that: - 

1. They saw evidence of a genuine commitment to implement the 
recommendations and evidence of real progress.  

2. Although much has been done, there is still much to do. 
3. It is imperative that the Trust communicates to the public and to patients the 

progress which is being made 

The full action plan is presented in Appendix 2. 

 One item remains outstanding from the previous Trust action plan. This relates 
to full integration of the cellular pathology services and is taken as part of the 
Severn Pathology project which is reported separately to the board. 

 From the action plan the board should note the progress made with recruiting 
pathologists with expertise in reporting breast pathology and the intention to 
repatriate the work currently being outsourced. 

 Work is continuing on development of subspecialty teams. 

 NBT and UHBristol are working together to ensure good functioning of cancer 
MDTs. The medical directors have been meeting with cancer leads regularly to 
ensure communication about all aspects of cancer care pathways. At NBT 
there is continued review of availability of pathology slides for MDT discussion. 
Less than 0.5% of patients have a decision deferred by more than one weekly 
MDT because of unavailability of pathology slides. Continued monitoring in this 
area has ensured early identification if problem areas have arisen and these 
have been promptly managed by the pathology leadership team. 

 The RCPath has produced draft guidance on double reporting of 
histopathology. The current intention is to use more extensive double reporting 
for first diagnoses of cancer than is recommended in the draft RCPath 
document. 

 Work continues on assessing quality of pathology services in accordance with 
the Severn pathology project. A quality dashboard is shown in Appendix 3. 
Audit activity in the department has substantially increased. 
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Future Governance 

There is a requirement for sound governance of this action plan. 

Proposal 

 The Bristol Cellular Pathology Forum, a monthly meeting of pathologists and 
senior scientists from NBT and UHBristol includes a formal minuted 
business meeting at which the new action plan is a standing agenda item.  

 Papers for the meeting will be regularly sent to the Pathology Sciences 
Management Team (PSMT) and the Core Clinical Services Directorate 
(CCSD). 

 The agendas of the PSMT and the CSSD will have a governance section 
which will include the New Histopathology Action Plan. Every 3rd month 
there will be a written progress report which will include a report from cellular 
pathology on the actions it owns with the intervening months being 
exception reporting. This report will also be provided to the Trust Medical 
Director. 

 Any specific areas of concern will be communicated directly to, the Medical 
Director by the Clinical Lead for Cellular Pathology 

 

Approach of UHBristol 

This process mirrors the approach of UHBristol who have agreed that the action plan 
in their organisation will be ‘owned’ by the Division of Diagnostics and Therapies 
being a standing item on their agenda with a more detailed discussion every 3rd 
months. The action plan is also a standing item on the business meeting agenda of 
the Bristol Cellular Pathology Forum, a joint meeting across NBT and UHBristol. 

 

The view of NHS Bristol 

NHS Bristol has decided that on going commissioner oversight of the quality of 
pathology services will be through their regular performance management meetings 
with the Trusts and through the monthly quality letters. The NHS Bristol plans are 
contained within the document attached at Appendix 4.  
 
 
Presented by: Chris Burton Medical Director   
Prepared by:   Rob Pitcher Clinical Lead for Cellular Pathology 
 



 

 
 

Report to Trust Management Team July 2012  
 
Title:   Cancer Services  Annual Report 2011 - 2012 

Purpose of paper: To provide a summary of activities relating to provision of services to 
patients with cancer during 2011/12.  

For information 
 
Executive Summary: In 2011/12 NBT Cancer Services have continued to strive to provide 
excellent services for patients by: 
 

- Ensuring timely treatment meeting the nationally set targets  
- Completing and implementing action plans following National Cancer Quality Accreditation 

(Peer Review) 2011. 
- Preparation for 2012 Peer Review of Breast, Lung, Specialist Urology, Penile, Head and 

Neck (led by UHBristol), Colorectal, Brain and CNS, Sarcoma, Skin, Psychological support, 
Complementary Therapies, Chemotherapy, Acute Oncology, Specialist Palliative Care and 
Gynae diagnostics. 

- Continuing work toward compliance with NICE improving outcomes guidance 
- Implementation of the Cancer Improving Outcomes Strategy 
- Participation in the national cancer clinical audits 
- Collection of accurate pathway information to inform service developments 

  
Action Required: To discuss summary of activities related to provision of cancer services   
 
Key Risks: 
 
Challenges for 2012 will be:  
 Maintaining Performance against Cancer waiting time targets 
 Delivery of actions required to meet Peer Review measures 
 Delivery of centralised services for Head and Neck and Breast Cancers as required by 

Improving Outcomes Guidance  
 
 
Impact on Patients: Patients expect the highest quality of care for cancer   
CQC Outcome: 1, 4, 6 
   
 
Presented by: Chris Burton Medical Director /DIPC 
Prepared by:   Dany Bell/Gail Kemp 

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

any meeting. 
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1.    Executive Summary 
 
1.1 North Bristol NHS Trust is one of the largest providers of health care to patients 

with cancer in the South West. Improving care for patients with cancer is a priority 
for the Trust. Improved services will be delivered by: 

 
- Achieving national waiting time’s targets for patients with cancer 
- Delivering action plans following National Cancer Quality Accreditation (Peer 

Review) 2011 
- Preparation for the 2012 Peer Review process that will include the following 

specialities: 
 Breast, 
 Lung,  
 Specialist Urology and Penile 
 Head and Neck (led by UHBristol) 
 Colorectal 
 Brain and CNS 
 Sarcoma 
 Skin 
 Psychological support 
 Complementary Therapies 
 Chemotherapy 
 Acute Oncology 
 Specialist Palliative Care 
 Gynae diagnostics. 
 

- Further progress implementation of the Cancer Improving Outcomes Strategy 
- Participation in national cancer clinical audits 
 
1.2 Specialist cancer nursing continues to develop. Professional leadership of cancer 

nurse specialists is provided by the Lead Cancer Nurse. This report outlines 
developments in nursing during the past year. 

  
1.3 Multidisciplinary team (MDT) working is a corner stone of high quality decision 

making and planning the care of individual patients diagnosed with cancer. Over 
the past year MDTs have been reviewed and many have been redesigned to 
ensure that best practice standards are being met. Improved audio visual 
technology has provided clinicians with more effective access to clinical 
information required to make high quality decisions. Where appropriate video 
conferencing facilities are used to link with clinical teams across the cancer 
network. 

 
1.4 The national Cancer Improving Outcomes Strategy was published in Jan 2011 

building on the Cancer Reform Strategy Dec 2007. This annual report highlights 
areas of work across the Avon Somerset Wiltshire Cancer Services (ASWCS) 
network and within NBT to progress this national strategy.  

 
1.5 North Bristol NHS Trust recruits significant numbers of patients to Cancer Clinical 

trials. In 2012 the cancer trials team was reviewed and transferred to the 
Research and Development management structure. A review of resources has 
been undertaken and team structure redefined. It is believed that this will ensure 
high level recruitment to trials can be sustained. 
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2.     Lead Professionals for Cancer Services 
 
2.1  Core Cancer Services Team  
 

 Lead Cancer Clinician – Alastair Whiteway, Consultant Haematologist 
 Lead Cancer Nurse/Lead Cancer Manager – Dany Bell (on secondment 

to Head of Operations role June – November  2012) 
 Acting Cancer Manager (May to November 2012) – Gail Kemp 
 Acting Lead Cancer Nurse (May to November 2012) – Elizabeth Potter 
 Survivorship Project Administrator -  Larissa Moffatt 

 
2.1.1 There are 12 tumour specific teams within NBT and a Palliative Care Team.  

Each has a named lead clinician as required by national quality measures.   
 

 Breast Cancer – Ajay Sahu 
 Lung Cancer – Martin Plummeridge 
 Colorectal Cancer – Alan Roe 
 Upper Gastro-intestinal Cancer – Kit Armstrong 
 Urological Cancers – Edward Rowe 
 Penile Cancer – David Dickerson 
 Gynaecological Cancer diagnostics lead – Tracy-Louise Appleyard 
 Head and Neck Cancer – David Baldwin 
 Sarcoma Soft Tissue Cancer – Paul Wilson 
 Haematological Cancers – Sophie Otten 
 Neurological Cancers – David Porter 
 Skin Cancers – Antonio Orlando 
 Palliative Care – Rebecca Tunstall 

 
2.1.2 Other posts linked with the Cancer Services team  

 
 Cancer Analyst – Sue Barrand 
 MDT Co-ordinators/Data Clerks 

 
3.0 Waiting Times Performance  
 
3.1 Rapid treatment of cancer is a key priority. There is evidence that early treatment 

improves outcomes. Early intervention also alleviates anxiety for patients. In 
September 2000 the NHS Cancer Plan set out targets for maximum waiting times 
from referral to diagnosis and treatment. 

  
2 week wait – 14 days from receipt of referral to first appointment 93% 

Breast non-symptomatic 2 week wait - All patient referred with breast 
symptoms should be seen within 2 weeks 

93% 

62 days from receipt of urgent referral to first definitive treatment 85% 

31 days from decision to treat to first definitive treatment for those who have 
not come into system via 2 week wait   

96% 

Consultant Upgrade – 62 day pathway from decision to Upgrade 90% 

Screening – patients referred via the screening programme treated within 
62 days 

90% 

31 day subsequent treatment – from decision to treat to second or 
subsequent treatments 

94% 

North Bristol NHS Trust has sustained performance through 2011/12 and met 
all targets at year end. 
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3.2 New Targets    
 
The Cancer Reform Strategy has been superseded by the Improving Outcomes 
Strategy for Cancer but set a direction for cancer services including further 31 day 
subsequent treatment targets in Chemotherapy, palliative care, radiotherapy and 
active monitoring. These are to be delivered by the end of 2012. 
 
Table 1 – Activity and Performance for 1st April 2011- 31st March 2012 

Month 2ww 62 
day 

62 day 
screen
ing 

62 day 
consultant 
upgrade 

31 
day 

31 day 
subsequent 
drug treatments 

31 day 
subsequent 
surgery 

April  884 79 3 3 163 9 53 
May  1,014 88 2 5.5 195 11 76 
June  993 121.5 3 13 219 12 63 
July  792 84 2.5 4.5 192 5 88 
August  1,103 71 4.5 1.5 184 14 93 
September  884 111 7.5 4.5 219 18 79 
October 1,028 84.5 6 2.5 208 11 62 
November 1,035 100 7 3 217 10 86 
December 817 85 9 9.5 202 10 67 
January 962 87.5 5.5 7.5 184 7 82 
February 1,103 73 4.5 3 170 10 74 
March  1,209 89.5 5 2.5 176 12 77 
Total 11,824 1,074 59.5 60 2,329 129 900 
Breaches  728 127 2 2.5 52 0 20 
% 
performance 

93.84 88.18 96.64 95.83 97.77 100 97.74 

Target 93% 85% 90% 90%  96% 98% 94% 

 
NB. The half treatments represent patients who are shared between organisations. 
 
4552 patients were treated and 3523 of these were first treatments for a new cancer 
diagnosis. It will be a challenge for 2012 to ensure capture of all subsequent 
treatments against new targets such as palliative care and active monitoring as these 
are not currently available for all tumour sites. Processes are being developed to 
capture this date in a timely way. 
 
Table 2 – Breast 2ww and non 2ww referrals with symptoms seen within 14 days  
Month 2ww referral 

numbers 
Symptomatic 
non 2ww 
referrals 

Total referrals 
to be seen in 
14 days 

Performance 
%  

April 2011 169 129 298 97.65% 
May  230 100 330 98.48% 
June  150 108 258 98.45% 
July  124 53 177 97.74% 
August 231 81 312 98.72% 
September 146 62 208 98.08% 
October 220 107 327 98.47% 
November 232 110 342 98.54% 
December 126 85 211 100.00% 
January 2012 258 75 333 93.39% 
February 232 131 363 98.90% 
March 204 106 310 100.00% 
Totals  2,322 1,147 3,469 98.16% 
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The implementation of the new patient administration system in December 2011 
caused some difficulties with electronic data capture. Rigorous manual processes 
have been introduced to ensure that information about cancer pathways is reliably 
tracked. This ensured that there was no impact on the timeliness of care received by 
patients as a result of Cerner implementation process. Delivery of care against these 
targets continues to be monitored carefully during 2012/13 with monthly reports to 
the Trust board. 
 
4.           MDT’s (multi-disciplinary team meetings) and Data Collection  
 
4.1 National guidance requires that each cancer tumour site team manages patients 

using a multidisciplinary meeting involving all relevant professionals to discuss 
and plan best treatment. The functioning of MDT’s is subject to review in an 
annual rolling programme known as the National Peer Review programme. 

 
4.2 In recent years there has been growth, redesign and improvement made to 

MDT’s. Terms of reference and duties of Chairman of meetings have been 
refreshed. Administrative support from MDT co-ordinators as been introduced as 
outlined in national standards. New technology has been introduced to display 
information about patients more effectively during the meeting including display of 
radiology and pathology. Video conferencing facilities have improved 
communication with teams across the network which is especially important for 
specialist MDTs that consider patients referred from other acute Trusts. 

 
4.3 NBT continues to meet the national requirements for reporting data by the 15th of 

each month as described in the cancer reform strategy. 
  
4.4 Approximately 10,000 patient discussions take place each year across cancer 

MDT’s at North Bristol NHS Trust. With additional targets and national audit 
datasets, the demand for data and the depth of the data required continue to 
increase. This is a challenge for the current infrastructure for data capture. 
Improved interfaces between Cerner and the Cancer system should achieved 
more effective capture of some clinical data in the future. Improvements to the 
Somerset Cancer Register have made using this system easier this year though 
changes to national requirements continue and the data capture systems often 
lag behind the change. The Sarcoma team are using the internal CISS system to 
capture clinical information pending developments in the Somerset Register to 
meet their needs. 

 
5. Cancer Reform Strategy 
 
5.1 The Cancer Reform Strategy set out the programme of activity required from Jan 

2008 to Dec 2012. 
 
5.2 The key themes within the Cancer Reform Strategy also feature within the 2011 

Improving Outcomes Strategy for Cancer: 
 

 Preventing cancer 
 Diagnosing cancer earlier 
 Ensuring better treatment 
 Living with and beyond cancer 
 Delivering care in the appropriate setting 
 Using information to improve quality and choice 
 Stronger commissioning 

 6
 



 
5.3 The Strategy set out a work programme and targets for achievement expected 

within specified time frames. North Bristol NHS Trust worked with commissioners, 
the ASWCS network and other acute Trusts to set priorities for the local health 
community. The work programme is managed for the health community by the 
BNSSG Cancer Programme Board. 
 

5.4 BNSSG Cancer Programme Board work plan with NBT involvement: 
 
Preventing cancer and early diagnosis 

 Local Early Diagnosis and Awareness Campaigns – Dany Bell has been 
network cancer manager representative on this group. 

 Campaigns 
o Sun Awareness campaign 
o Bowel Cancer Campaign 
o National Lung Cancer Awareness Campaign 
o Breast Awareness Campaign 
o Smoking cessation campaign 
o Education on screening for GP’s and patients 
o GP education on referring symptoms for 2ww 

 
Ensuring better treatment 

 Maintenance of performance against waiting times 
 Full implementation of the NICE Improving Outcomes Guidance (IOG) for 

all tumour sites. 
 Laparoscopic surgery in colorectal cancer (NBT a front runner with 2 

consultant LAPCO trainers) 
 Provision of some oral chemotherapy treatments in lung cancer at NBT 
 Improved planning for chemotherapy delivery across BNSSG 
 National Project on Treatment Summaries 
 Development of Acute Oncology & Cancer of Unknown Primary Services 

 
Living with and Beyond Cancer 

 Survivorship initiative (NBT pilot site) 
 Improving patient experience – annual national survey rolled out 
 Improving patient information – national Information Prescription roll out. 

NBT accepted as wave 1 site in collaboration with UHBristol 
 Psychological support – NBT clinical psychologist chairing ASWCS group 

 
Delivering care in the most appropriate setting 

 Increasing access to diagnostics in primary care 
 Reducing length of stay and unnecessary hospital admissions 
 Outreach follow-up 
 Telephone follow-up 

 
6.    Achievements in 2011/2012 
 
In addition to meeting the challenges of meeting old and new targets and Peer 
Review measures NBT won two awards in 2011/12 
 

o The Survivorship National Project - NBT won an Excellence in Health 
Care Award for most successful service improvement. 

 

 7
 



o National Survivorship Pilot - NBT won Best Adult Poster for 
demonstrating what the pilot had achieved, particularly with self-
management. 

 
6.1 Trust wide achievements 
 
6.1.1 Achievement of waiting times targets 
 
This requires constant vigilance. In 2011 the Tracking and Escalation Policy was 
reviewed and a new Access Policy developed. 
 
Transfer of patients between trusts remains an area where delays can be introduced 
in a patient pathway. This occurs in tertiary referrals both in and out of NBT and 
when patients are referred from screening programs. NBT staff work hard to ensure 
good communication with other trusts and collaboration with them to ensure the most 
effective pathways possible. 
 
Monthly meetings are held to review progress in cancer pathways and escalate any 
concerns to senior management teams. 
 
6.1.2 Survivorship pilot 
 
North Bristol NHS Trust was accepted as a pilot site for the Survivorship pilot, by the 
NHS Improvement Team in January 2009 (one of 17 across the country). The project 
was launched in April 2009. 
 
The project consists of testing a model of long term support for survivors of cancer. 
This includes self management programs and a review of follow up plans to ensure 
that patient needs are met. This project has been undertaken in collaboration with 
NHS Bristol, the Voluntary sector and the University of the West of England. 
 
Following completion of the first year, North Bristol NHS Trust together with 3 other 
sites were asked to extend their pilot to undertake a full economic review for 
consideration of adoption in other sites. 
 
The breast, colorectal, urology and haematology teams have been involved. 
 
The self management program consists of: 
 

 Big clinic days which are information and support days including healthy diet, 
exercise, complementary therapy information, financial advice and other 
areas of support 

 10 week course run by Penny Brohn Cancer Care (one day a week) with a 
focus on self help techniques and relaxation with more in depth information 
and support on diet etc 

 Residential weekend retreat at Penny Brohn for people who cannot attend a 
10 week course 

 5 week course (half day once a week), developed by the clinical psychology 
team and run with the nurse specialists, giving more focus to individual needs 
and a personalised plan to cope with “living with cancer” 

 
Follow-up: 
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Teams have looked at the current follow-up model which is geared to a medical 
assessment for detecting recurrence. The aim has been to reduce face to 
face consultations and develop a supportive, patient centred model of care. 
 
Funding from Macmillan has supported development of a database for collecting the 
information needed by the survivorship pilot e.g. capturing the holistic needs 
assessment and attendance at self management programmes etc. 
 
The NHS Improvement team approached NBT to develop a remote monitoring 
component to this system and we have collaborated with Bath and some London 
Trusts to develop this and are now part of a national project to roll out our remote 
monitoring solution. 
 
This project has created a great deal of enthusiasm and interest locally and nationally 
and we have been approached by many Trusts to share our work and have been 
visited recently by the Kings Fund. 
 
We have presented at national conferences to share our learning. 
 
6.1.3 Information prescriptions – high quality information at each step of the way. 
 
It is very important that patients with cancer have access to high quality information 
to help them make appropriate choices about their treatment. North Bristol NHS Trust 
has been accepted as a first wave site for piloting a national initiative described as 
information prescriptions. This work carried out in collaboration with the ASWCS 
network has attracted external funding support for six months.  A steering group has 
been formed to develop an implementation plan, identify key facilitators and arrange 
training of appropriate personnel. A sustainability and communication strategy has 
also been developed. 
 
The urology nurse specialists have worked with service users and volunteers to 
create an area in urology outpatients, designed by an artist and funded from 
charitable funds, which is supported by trained volunteers to help patients navigate 
the Information Prescription System. 
 
6.1.4 Patient experience capture 
 
All teams undertake patient experience surveys at least annually to help improve the 
quality of experience for patients. A number of focus groups have also been run with 
support from the University of West of England to obtain a more detailed 
understanding of the patient experience of cancer services. The national cancer 
patient experience survey is also used and this years results are awaited. 
 
6.1.5 Financial advice and support from Citizens Advice Bureau 
 
The implications of long term treatment for many cancer patients can cause 
significant financial concerns. NBT has entered a collaborative project with NHS 
Bristol, University Hospitals Bristol and Macmillan to provide financial advice to 
cancer patients. Advisors in-reach into the Trust 3 days a week and also see NBT 
patients at St Peter’s Hospice and the Downend clinic. 
 
 
6.2 Tumour specific activities 
 
6.2.1 Breast: 
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 Implementation of 23 hour ambulatory care for mastectomy 
 Nurse led follow-up and hormonal therapy clinic to release consultant time. 
 Further developments in oncoplastics 
 One of the highest data complete trusts in the National Mastectomy and 

reconstruction audit 
 Piloted outreach nurse led assessment at Yate 
 Regular Patient Newsletters and Breast Awareness Sessions 
 Introduced Look After Yourself sessions for patients with breast cancer 

supported by input from a homeopathist, dietician, reflexologist and the Bristol 
Cancer Help Centre 

 A quarterly patient workshop which is a support session for those 6 months 
post breast surgery 

 Drop in sessions for ethnic minorities with breast cancer in conjunction with a 
local development worker. 

 Host for annual regional educational event for breast care nurse specialists. 
 National Survivorship project – led on electronic holistic assessment work 
 

During 2011 it was necessary to send pathology specimens to an external pathology 
provider due to vacancies in breast pathology in NBT. This ensured a high quality 
service but extended the wait for results by a short time. Following successful 
recruitments it will be possible to start providing the pathology service in NBT during 
2012.  
 
6.2.2 Colorectal: 

 Protocol developed to allow specialist nurse requesting of some CT scans. 
 Electronic Triage of fast track referrals to appropriate test or consultant 

consultation has reduced burden on central appointments. 
 Bi-Annual study day on colorectal cancer run at NBT 
 Training and roll out of laparoscopic surgery 
 National Survivorship project - implementing remote nurse led surveillance to 

reduce follow-up appointments. 
 Participation in electronic patient experience capture pilot 
 

Peer review - 90.2% compliant for the MDT and 100% for locality  
 
Peer review comments: 

 The North Bristol MDT is an effective team. The provision of secondary 
colorectal care is excellent with a high level of laparoscopic surgery being 
undertaken by one of the team and the remaining members undergoing 
training and preceptorship. 

 The weekly meetings alternate between the sites and there is good team 
working and integration across the two hospitals, with strong leadership from 
the Lead Clinician and Clinical Nurse Specialist.  

 The documentation is good. The Clinical Nurse Specialist is dynamic and the 
process for nurse led triage of referral works well, as does the nurse led 
endoscopy service providing good access for patients, and nurse led follow 
up clinics.  

 The imaging service is well developed with a radiographer led service for 
barium enema which is well supported by the clinicians.  

 
6.2.3 Brain and CNS Tumours (Neuro) 

 Focus group work continues with Brain Tumour User’s to understand their 
experiences. 
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 Support for regional patient support group 
 Collaboration with R&D to partially fund a 3rd CNS to improve recruitment into 

neuro-oncology clinical trials 
 Redesign of the MDT to meet the NICE Improving Outcomes Guidance and 

utilise video conferencing links with Cheltenham and Bath 
 Design of a website in conjunction with IM&T to provide a link to an electronic 

referral proforma 
 Redesign of clinics to ensure relevant members of the MDT are available to 

meet the different needs of patients according to their diagnosis and stage of 
treatment. 

 Implementation of Living Well education events for patient groups 
 
6.2.4 Lung: 

 Hosting of a Lung Cancer Support group set up in collaboration with 
University Hospitals Bristol 

 Nurse-led follow-up clinic for lung cancer patients 
 Support of pleural drain service to enable palliative patients with recurrent 

pleural effusions to remain a home 
 Electronic triage of fast track referrals for suspected lung cancer 
 Hosts for a network mesothelioma MDT and development of regional service 
 Development of combined staging and tissue diagnosis with neck node USS  
 Development of Living Well programme to ensure maximum quality of life 
 Implementation of nurse led oral chemotherapy clinic 

 
Peer review - MDT 81.5% compliant 
 
Peer review comments: 

 The team have worked hard to develop a patient orientated pathway with 
diagnosis and OPA close to home, with a co-ordinated and appropriate 
approach to management of referrals. 

 Cohesive service now aligned on one site 
 Mesothelioma MDT and regional mesothelioma service  

 
6.2.5 Haematology: 

 Implementation of integrated laboratory information system to improve 
diagnostic acuity. 

 Appointment of a consultant pharmacist to undertake oral chemotherapy 
prescribing and clinics. 

 Implementation of nurse led follow-up 
 
6.2.6 Skin: 

 Expanded nurse led clinics for patients with low grade skin cancers and 
providing histology results 

 Self help leaflets for patients developed 
 Patient information packs for skin cancer patients 
 Sun awareness promotion 
 Health awareness days in local industries on skin cancer prevention and risks 
 Introduction of single form for all skin cancer referrals with electronic triage 
 Parallel clinics between plastics and dermatology introduced in a new Skin 

Cancer Centre 
 Clinics redesigned to ensure a daily skin cancer service 
 

Peer review: 83.3% for the MDT  
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Peer review comments: 
This is a highly motivated and mutually supportive MDT with effective leadership and 
a clear vision for service development.  

 There is good CNS representation. 
 There are established pathways and guidelines in place.  
 The review team noted the plans for a single Bristol wide skin service. In 

particular plans to have a single point of entry for all cancer referrals and 
combined dermatology and plastic clinics. 

 There is real time data collection during the MDT and the Somerset 
Information System is used for collection of data. 

 There is clear engagement with patients 
 The MDT has a clear vision for an integrated skin cancer service and 

combined clinics for Dermatology, Oncology and Plastic surgery. 
 There are also plans in place to review outpatient accommodation following 

feedback from patients regarding the privacy in some areas. 
 Good histopathology support and rapid reporting. 
 Good access to local radiology services. 
 Same day excision for suspected skin cancer. 
 Good engagement and support from the Trust's management teams. 

 
6.2.7 Urology: 

 Setting up of the patient information group to gain views of User’s on patient 
information in urological cancers 

 Prostate Cancer Support Group run by patients, supported by CNS 
 Development of nurse led follow-up clinics for bladder and kidney as well as 

established clinics for prostate cancer  
 Nurse led telephone follow-up for prostate cancer 
 Nurse led prostate biopsy clinics to give histology results 
 CNS at oncology clinics to support patients with progressive disease 
 Participation in survivorship project  
 Improved support for patients with penile cancer 

 
Peer review: 93% compliant for the MDT 
 
Peer review comments: 

 The review team met with a fully constituted and committed MDT that benefits 
from a good surgical skill-mix amongst team members and is justifiably proud 
of the specialist service they deliver.  

 Good leadership is evident, members of the team work in a cohesive manner.  
 The team undertake complex procedures and benefit from laparoscopic skills 

and access to the Da Vinci robot. 
 There are good pathways of care in place with patients benefiting from rapid 

access prostate assessment clinics and haematuria clinics. 
 There is a good level of data collection taking place supported by audit. 
 The MDT is committed to audit and there is good recruitment to trials. 
 Commitment to achieving targets, admirable but maybe difficult to maintain - 

currently weekend working in place 
 
6.2.9 Upper GI: 

 Regional upper GI cancers support group led and developed by NBT CNS 
 Staff training sessions provided by User’s from the Upper GI support group 
 Volunteer service from Upper GI User’s  
 Implementation of Nurse led clinic 
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 Implementation of Living Well sessions for patients. 
 
6.2.10 Sarcoma 
 

 Development of service since recent specialist commissioning designation. 
 Evidence of Good Team Working amongst consultant members of staff 

 
7.  Cancer Nursing 

 
7.1 The Lead Cancer Nurse manages the cancer nurse specialists that sit within 

the relevant clinical directorates supporting specialty teams. 
 
7.2 The role of cancer site-specific nurse specialists is diverse and expanding 

beyond traditional nursing boundaries. National guidance puts particular 
emphasis on nurse specialist roles. Core roles include information giving and 
support and ensuring each patients pathway runs smoothly. This latter activity 
is crucial for ensuring timely care within nationally set targets. Providing out 
patient follow up services and supporting provision of acute oncology care are 
new roles described in national initiatives.  

 
7.3 The process of Peer Review uses a considerable amount of CNS’s time 

ensuring compliance against Peer Review measures such as patient 
experience surveys, audit, development of patient information, running of 
support groups, involvement of User’s in development of services. 

 
7.4 Cancer nurses lead the work on self-management programmes working with 

the clinical psychologists and doctors. 
 
7.5 Priorities for cancer nursing 
 
The leadership for cancer nursing, focuses on 6 key areas so that nurses can 
develop their cancer knowledge and skills. 

 Leadership 
 Workforce 
 Education and training 
 Recruitment and retention 
 Research and development 
 Clinical care 

 
Within these key areas the Lead Cancer Nurse highlighted the following a priority for 
North Bristol NHS Trust: 

 
 Clinical supervision to support professional growth, development and  

leadership – this is now mandatory within peer review psychological 
support measures 

 Succession planning by providing development opportunities 
 Establishing the educational and training opportunities that are available 

and identifying future needs 
 Identifying measures for demonstrating learning through practice and 

evaluating the impact on quality of care 
 Developing close links with Education and Training departments in acute 

and primary care 
 Pursue the development of multidisciplinary education and training in 

cancer and palliative care 
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 Development of network guidelines for CNS cancer specific teams 
 Ensure information for patients and families is available and provided in 

accessible formats and language 
 
The clinical nurse specialist forum for cancer clinical nurse specialists and palliative 
care nurse specialists has looked at a number of these issues and as a result the 
following have been implemented: 
 

 A model of clinical supervision run by clinical psychology team for CNS’s in 
cancer and palliative care 

 Training and education programs developed and run by individual teams on 
their specific cancer site 

 Input into courses at UWE to Masters level 
 Strong collaborative relationship with UWE with joint articles being published 

and development of courses and study days to meet needs of our workforce 
in cancer and palliative care 

 Input into pre registration education at UWE 
 Development of e-learning packages  
 Succession planning in rarer cancer sites 
 Support for student nurses on ward placements with development of 

information packs 
 Support and education to junior doctors 
 Active engagement and leadership of the acute oncology agenda and 

implementing a nurse led model of care 
 
 
8.   Research/Clinical Trials 
 
8.1 The National Cancer Research Network has a wide ranging portfolio of high 

quality trials and studies backed by appropriate resources. Local clinicians 
consider which studies are relevant to patients cared for at North Bristol NHS 
Trust. As there is limited chemotherapy and no radiotherapy provision within the 
trust patients requiring these services are referred to Bristol Haematology and 
Oncology Centre (BHOC).  

 
8.2 NBT Clinical Trials Unit has been effective in increasing the number of patients 

recruited into trials run in the BHOC by regularly attending multi-disciplinary team 
meetings (MDT’s) to highlight patients that would be suitable for studies. The 
Trust has been innovative in developing its portfolio, supporting many hormonal 
therapy trials, as well as focusing on cancer prevention/screening trials.  It also 
supports the development of genetic databases, looking at the possible role of 
genetic factors in patient’s response to treatment and their predisposition to 
cancer.  

 
8.3 The cancer trials team is integrated within the MDT infrastructure, regularly 

attending MDT’s, out-patient clinics, team meetings, site specific groups, network 
meetings and consumer groups.  They are responsible for promoting entry of 
patients into clinical trials, increasing the number of patients recruited in line with 
the NHS Cancer Plan, and supporting patients through this process. 

 
8.4 North Bristol NHS Trust is one of the main recruiters to clinical trials for the 

cancer network. 
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9. NICE Improving Outcomes Guidance 
 
9.1 The National Institute for Clinical Excellence (NICE) produced Improving 

Outcomes Guidance for all the tumour groups by December 2005. In Bristol the 
outstanding actions are: 

 
 Final implementation of the centralisation of Head and Neck cancers, 

Urological Cancers and the Breast Service is due in March 2013. 
 The centralisation of haematological pathology is still under discussion within 

the ASWCS network. 
 
 
10 Summary of Priorities for 2012/2013 
 

 To maintain performance against waiting times 
 To continue to implement Improving Outcomes Strategy  
 Continue to comply with national data requirements 
 Continue to comply with national audit requirements and undertake local 

and network audit 
 Continue to capture patient experience including participating in the 

national patient experience survey and act on the results 
 Implement the Acute Oncology Service Guidance 
 Second year evaluation of Citizens Advice project 
 Participate in next phase of national pilots implementing and rolling out 

remote surveillance in key tumour groups 
 Work with finance on potential QIPP from survivorship work and agree 

appropriate tariff for redesigned pathways 
 Prepare for Peer Review assessment September 2012 and planned peer 

review topics 2013 
 Develop action plans post Peer Review assessment of services and 

implement 
 



 
 

 1  

Report to Trust Board September 2012 
 

Title: Update on development of the West of England Academic Health 
Science Network 

To Note 

Executive Summary:  
 

 North Bristol NHS Trust sits within the geographical foot print of the West of 
England AHSN 

 
 The Government sees AHSNs being a key part of the future NHS architecture 

 
 All organizations providing NHS commissioned services are required to be a 

member of an AHSN. Other partners include universities, public health, 
primary care and local authorities. 

 
 There will be 14 AHSNs covering England and the WofE AHSN will be at the 

smaller end of the spectrum judged by population covered. 
 
Key functions:  

 Enforce adoption of NICE quality standards and guidance 
 Rapid adoption of new technologies including pharmaceuticals where 

the evidence is supportive 
 Work with industry so that NHS makes a contribution to UK GDP 

 
 LETB could become part of AHSN 

 
 Other structures such as leadership development and quality improvement 

programmes to be considered. 
 

 Structure and priorities for development of WofE AHSN being considered by 
steering group chaired by Robert Woolley. Workshop in Bristol on 24th 
September. 

 
 Steering group has elected to aim for authorization in wave 2 to provide time 

for a fully worked up plan. This would lead to authorization in June/July 2013 
 

 DH central funding for AHSN infrastructure over 5 years 
 

 Set up costs to be supported by SHA 
 
Action Required:  

1. To note development of the AHSN and discuss NBT contribution 
 
Impact on Patients: Purpose of AHSN is to support delivery of best practice care. 
 
CQC Outcome: 1, 4, 6, 9, 16        
 
Presented by: Chris Burton Medical Director   
 



North Bristol NHS Trust - Innovation Strategy: 2012 – 2017 
High Level Delivery Plan 

 
 Aim 1 Aim 2 Aim 3 Aim 4 Aim 5 Aim 6 Aim 7 
 Actively participate 

in Bristol Health 
Partners. 

Actively participate 
in the local 

Academic Health 
Science Network. 

Embed an 
innovation culture 
within all parts of 
the organisation. 

Deliver the high 
impact innovations 
which account for 

£2.1m CQUINs 
 

Advance 
innovations in 

Severn Pathology 

Deliver high impact 
innovations in our 

Specialist Services. 

Advance 
innovations in 
patient safety 

NBT Lead Director of Org, 
People & 
Performance  
 

Director of Org, 
People & 
Performance  

Innovation Manager  Head of Business 
Planning  

Innovation Manager Innovation Manager Medical Director/ 
Director of Nursing 

Activities Actively participate in 
the Innovation 
Working Group. 
 
Establish NBT’s 
governance 
arrangements with 
Bristol Health 
Partners. 
 
Target funding and 
competition 
opportunities. 
 
Support Health 
Integration Teams. 
 

Support the local 
AHSN bid. 
 
Actively participate in 
the development of 
the local AHSN and 
delivery of its 
strategy 
 
‘Hard-wire’ 
innovation into 
educational & 
training programmes 

Build an innovation 
infrastructure 
 
Apply for & carry out 
NIHR funded project 
'Profiling innovation 
management in the 
NHS.’ 
 
Monitor changes in 
our innovation 
culture. 

Scope activity in 
assistive 
technologies 
(telehealth), fluid 
management during 
surgery and reducing 
inappropriate face-to-
face contacts. 
 
Set targets for these 
activities with our 
commissioners for 
2013/14 onwards. 

Work with Severn 
Pathology to develop 
& deliver their 
research and 
innovation strategy. 
 
Supply business 
intelligence on 
initiatives & funding 
in Stratified 
Medicine. 

Scope current 
innovative activity. 
 
Horizon scan for  
innovations in 
medium to long term 
to sustain centres of 
excellence 
reputation. 
 
We will identify and 
work with a clinical 
lead/ subject expert 
to deliver our targets. 

Establish a Quality 
Innovation Group to 
consider safety 
innovations in current 
workstreams. 
 
Horizon scan for 
potential innovations 
in medium to long 
term.  
 
We will identify and 
work with a clinical 
lead/ subject expert 
to deliver our targets. 

Key risk Inaction or 
duplication of effort if 
NBT governance 
arrangements not 
clear. 
 

External partners do 
not support bid 
 
 

Ideas are not aligned 
with NBT’s 
objectives. 
 
. 

If realistic stretch 
targets are not set, 
we risk not receiving 
our performance 
payments. 
. 

Severn Pathology 
R&I vision not big 
enough. 
 
 

Ideas are not aligned 
with NBT’s 
objectives. 
 

Ideas are not aligned 
with NBT’s 
objectives. 
 

Resources 
 

To be clarified with 
governance 
arrangements. 

Funding available but 
amounts & uses not 
yet known. 

£134k if NIHR project 
funded. 
Innovation Delivery 
Channels &  
Innovation Librarian  

Some of £2.1m may 
be for pump-priming  
 
Exec & Managerial 
Leads 

Innovation Manager 
& Severn Pathology 
innovation leads. 

Innovation Manager 
& specialist service 
innovation leads. 

Innovation Manager 
& patient safety 
innovation leads. 



 
  Aim 1  Aim 2  Aim 3  Aim 4  Aim 5  Aim 6  Aim 7 
  Actively participate in 

Bristol Health 
Partners.  

Actively participate in 
the local Academic 
Health Science 

Network.  

Embed an innovation 
culture within all parts 
of the organisation. 

Deliver the high 
impact innovations 
which account for 
£2.1m CQUINs 

 

Advance innovations 
in Severn Pathology 

Deliver high impact 
innovations in our 
Specialist Services. 

Advance innovations 
in patient safety 

2012/3 Q2  IWG Terms of 
Reference agreed. 

 1st round HITs: 
Dementia, 
Diabetes & 
Musculo-skeletal 
applications due in 
July & Sept. 

 2nd round HITs: 
EoI due in Sept 

 EoI due July  
 Decision on EoI & 

final guidance 
received Aug. 
Decision to submit 
in Round 1 or 
defer to Round 2. 

 Round 1: Full 
prospectus due 
Sept. 

 Working party set 
up to build 
innovation 
infrastructure with 
clear processes, 
decision points, 
resources and 
rewards so that all 
staff can 
contribute to 
innovation activity.  

 Leads identified 
for each CQUIN 

 Scoping report out 
for internal 
consultation. 

 Advise Severn 
Pathology R&I 
Leads on their 
Strategy 

 Severn Pathology 
R&I Strategy 
accepted July. 

 Identify innovation 
leads in Specialist 
Services. 

 Scope current 
innovative activity.  

 Establish a Quality 
Innovation Group  

 Identify innovation 
leads in specific 
patient safety 
areas. 

 Scope current 
innovative activity. 

2012/3 Q3  Agree IWG 
activities for 
coming year. 

 2nd round HITs: 
Full application 
due in December. 

 Round 1 panel 
interviews. 

 Round 1 decision 
in Nov to 
designate or 
resubmit. 

 Submit full NIHR 
application if 
invited. Assists 
delivery of Aims 5, 
6 & 7. 

  Innovation group 
set up. 

 Group runs 
workshop to 
address 
challenges. 

 Review 
challenges. 

 Review challenges 
eg sustainability of 
innovations, ‘nil by 
mouth’ practices 

2012/3 Q4  NBT's governance 
arrangements for 
Bristol Health 
Partners 
established. 

 Establish AHSN or 
Round 2 EoI 

 Round 2 Panel 
interviews 

 Start NIHR project, 
 Innovation culture 

monitored 
annually. 

 Targets agreed 
with 
commissioners. 

  Run workshop to 
address 
challenges. 

 Run workshop to 
address 
challenges 

2013/4  1st round HITs 
established. 

 3rd round HITs 
call  

 Round 2 decision 
May.  

 Innovation training 
plan written and 
approved by L&D 
Committee. 

 Innovation 
infrastructure 
established. 

 Delivery plans & 
monitoring in place 
under usual 
arrangements. 

 Severn Pathology 
established. 

 Incorporate into 
innovation 
infrastructure. 

 Incorporate into 
innovation 
infrastructure. 

2014/5  2nd round HITs 
established. 

 4th round HITs call  

  NIHR project 
ends. Plan roll-out 
& dissemination. 

 Additional high 
impact innovations 
may be added 
each year. 

   

2015/6  3rd round HITs 
established 

 5th round HITs call  

      

2016/7  1st round HITs 
self-financing 

 6th round HITs 
call.  

      

 



 
 
 

Report to the Trust Board 27th September 2012   
 

Title: New Innovation Strategy for NBT  

Purpose of paper:  For the Trust Board to endorse the new Innovation 
Strategy.  

For Endorsement  

Executive Summary:  
 
 The draft Innovation Strategy and high-level Delivery Plan was approved 

by TMT on 21st August 2012 and we would now like them to be endorsed 
by Trust Board. 

  
Summary  
 The Director of Organisation, People and Performance asked the 

Innovation Manager to write an Innovation Strategy for the Trust following 
the publication of two linked reports in December 2011 (Innovation, Health 
& Wealth DH, The UK Life Science Strategy BIS). 

 
 Innovation is the conversion of knowledge and ideas into a benefit, which 

may be for commercial use or for the public good. The benefit may be new 
or improved products, processes or services. 

 
 Strategic management of innovation creates competitive advantage 

through reputation enhancement and by offering sustainable, high quality 
services 

 
 An NBT Innovation Strategy was developed in consultation with 

approximately 30 stakeholders across NBT, Bristol, the South West and 
DH through one to one interviews, review of drafts etc 

 
 Mission: To provide exceptional healthcare, personally delivered and to 

provide business sustainability through innovating at an appropriate scale 
and pace to maximise benefits for patients. 

 Aims:  
1. Actively participate in Bristol Health Partners  
2. Actively participate in the local Academic Health Science Network  
3. Embed an innovation culture within all parts of the organisation.  
4. Deliver the high impact innovations and ‘push’ technologies defined 

in Innovation Health and Wealth that are relevant to NBT. 

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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Any person identifiable, corporate sensitive information will be exempt and must be discussed under 

a 'closed section' of any meeting. 
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5. Advance innovations in Severn Pathology 
6. Deliver high impact innovations in our major specialities.  
7. Advance innovations in patient safety. 

 
 Monitoring: The high level Delivery Plan was approved by TMT on 21 

August.  TMT and Trust Board will receive quarterly reports demonstrating 
progress against this plan. 

 
Action Required:  The Trust Board is requested to endorse the first 
Innovation Strategy for NBT. 
 
Key Risks:  The Trust will lose one fifth of its CQUINs 
payments (one fifth is approximately £2.1 million) if the high impact 
innovations defined in Innovation Health and Wealth, that are relevant to the 
Trust, are not delivered. 
 
Organisations with a poor innovation culture are less flexible when framing 
and dealing with external and internal change. Business sustainability is 
optimised when the innovation culture is good. 
 
Impact on Patients: Patients will benefit from rapid adoption of better 
services and products and streamlined clinical pathways.  
 
CQC Outcome:     
Responsible Committee: to be decided but within Organisation, People & 
Performance Directorate.   
Financial Issues considered: YES    
Equality Impact Assessment Completed:   
Legal Issues Considered: YES     
Sustainability Assessment Completed:  
 
Presented by: Harry Hayer, Director of Organisation, People and 
Performance.  
 
Prepared by: Dr Elizabeth Dymond, Innovation Manager  



 
 
 
Innovation Strategy: 2012 – 2017 

1 Mission 
 
To provide exceptional healthcare, personally delivered and to provide business 
sustainability through innovating at an appropriate scale and pace to maximise 
benefits for patients. 
 
Aim 1: Actively participate in Bristol Health Partners in which world-class clinical 
services, research, innovation, education, training and informatics are strategically 
and operationally integrated.  
 
Aim 2: Actively participate in the local Academic Health Science Network with 
Bristol Health Partners and other organisations as appropriate to deliver local 
priorities within the NHS Outcomes Framework1 by improving the identification, 
adoption and spread of innovative healthcare across the network. 
 
Aim 3: Embed an innovation culture within all parts of the organisation.  
NBT will build an innovation infrastructure with clear processes, decision points, 
resources and rewards so that all staff can contribute to innovation activity. This will 
build on existing Innovation Delivery Channels and accelerate adoption of innovation,  
new strategies and new ways of working 2. 
 
Aim 4: Deliver the high impact innovations and ‘push’ technologies defined in 
Innovation Health and Wealth that are relevant to NBT. 
The high impact innovations account for one fifth (£2.1 m) of our CQUINs payments. 
They relate to: assistive technologies (tele-health/medicine/care), fluid management 
during anaesthesia and reducing inappropriate face-to-face contacts.  
 
Aim 5: Advance innovations in Severn Pathology 
Research & Innovation will work with Severn Pathology to develop and deliver their 
research and innovation strategy paying particular attention to developments in 
Stratified Medicine. 
 

                                                 
1 The NHS Outcomes Framework 2012–13 
http://www.dh.gov.uk/prod_consum_dh/groups/dh_digitalassets/documents/digitalasset/dh_1
31723.pdf Accessed 24/06/2012 
2 Innovation and Research Strategy for Growth Dec 2011 
http://www.bis.gov.uk/assets/biscore/innovation/docs/i/11-1387-innovation-and-research-
strategy-for-growth.pdf Accessed 22/08/2012 
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Aim 6: Deliver high impact innovations in our specialist services.  
Working specifically with these leading-edge services to further increase their 
innovation activity will enhance NBT’s reputation as an innovative organisation and 
spread the culture for innovation internally. Our specialist services are: 
Neurosciences, Orthopaedics, Children’s Burns, Plastic Surgery, Renal & Transplant, 
Trauma, HIV and CCHP (Community Children’s Health Partnership). 
. 
Aim 7: Advance innovations in patient safety. 
This will build on NBT’s existing, nationally recognised, work and use innovation 
methods and processes to discover and adopt better, safer practices. 
 

2 What is innovation? 
 
Innovation is the conversion of knowledge and ideas into a benefit, which may be for 
commercial use or for the public good. The benefit may be new or improved 
products, processes or services. 3 
 
Innovation is about delivering value through the implementation of new ideas; 
whether those ideas are adopted or entirely new. It is essentially about weaving 
together different knowledge strands – clinical, technical, market, financial and so on 
– to create value.4 
 
The collective value of NHS innovation is in delivering high quality, efficient and 
cost‐effective services that meet the needs of those who use them. 
 
Strategic management of innovation creates competitive advantage through 
reputation enhancement and by offering sustainable, high quality services.5 
 
 

3 National context 
 
Innovation is recognised as essential to the future of the NHS for three important 
reasons: 

 Innovation improves and extends lives 
 Innovation connects and drives quality and productivity in the NHS 
 Innovation will support the UK economy as the NHS remains a major investor 

and wealth creator in the UK.6 

 

                                                 
3 Bristol Health Partners definition 
4 Open Collective Innovation: the power of the many over the few. J Bessant, K Mőslein. 
Advanced Institute of Management Research (AIM) 2011. 
5 AWP innovation Strategy 2011 - 2013 
6 Innovation in the NHS – call for evidence 
(http://www.dh.gov.uk/en/Healthcare/Qualityandproductivity/Innovation/index.htm accessed 
11/10/11) 
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The demand, nationally and internationally, to do more health care with less resource 
means that ‘business as usual’ is no longer an option. However, it is difficult to find a 
problem for which innovation is not the solution.  
 
These points are made again in the two linked reports on healthcare innovation 
published in December 2011: from the Department of Health - Innovation Health and 
Wealth: Accelerating Adoption and Diffusion in the NHS 7 and from the Department 
for Business Innovation and Skills – Strategy for UK Life Sciences 8 
 
 
Key issues for NBT originating from these reports are: 
 
 Academic Health Science Networks (AHSN) will be created for more effective 

identification and diffusion of innovation and best practice, the AHSN will build on 
existing collaborations and bring together the commissioners and providers in the 
local NHS, higher educational institutions, and other partners including public 
health and social care, to work with industry to deliver innovation.9 This will focus 
specifically on: 

o The high impact innovations and push technologies 
o Leading local work in the NHS on innovation 
o Supporting knowledge exchange networks 
o Delivering research to time and target 
o Supporting industry research 
o Pump priming innovation projects, similar to the Regional Innovation Fund 
o Running Small Business Research Initiative and similar competitions for 

innovations from industry 
o Applying improvement science and the Change Model being developed 

by the NHS Commissioning Board 
o Providing consistent advice on intellectual property management to the 

local NHS and universities 
o Identifying and supporting the development, testing and 

commercialisation of ideas that have the potential to become best practice 
o Work with procurement teams to support systematic adoption and spread 

across partners 
 
 CQUIN payments will depend on innovation delivery. From April 2013, 

delivering the specified high impact innovations will become a pre-qualification 
requirement for CQUIN (Category 2). In 2012/13, CQUIN (Commissioning for 
Quality and Innovation) performance payments are worth 2.5% of total contract 
value ie £10.5 million for NBT. One fifth of this, £2.1 million, is set against the 
high impact innovations. The specified high impact innovations relate to:  

o assistive technologies (tele-health/medicine/care),  
o fluid management during anaesthesia,  
o child in a wheelchair in a day – no CQUIN for NBT here 

                                                 
7 Innovation Health and Wealth: Accelerating Adoption and Diffusion in the NHS. DH 2011 
8 Strategy for UK Life Sciences. Department for Business Innovation & Skills 2011 
9 AHSN guidance. http://www.dh.gov.uk/health/2012/06/ahcn/ Accessed 21/06/12 
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o increasing national & international healthcare activity – dropped for this 
year  

o reducing inappropriate face-to-face contacts,  
o supporting people with dementia – we already have a CQUIN here 

 
 Stratified medicine (eg right drug, right patient, right dose, right time based on 

the patient’s genetic profile) is a key growth area for UK plc with significant 
funding from the Technology Strategy Board, MRC and major charities. With the 
expertise of Bristol Genetics Laboratories (BGL), NBT can position itself to exploit 
appropriate opportunities with Bristol Health Partners. This area is undergoing 
significant local change with the formation of Severn Pathology and national 
change as expressed most recently by the Human Genomics Strategy Group. 10 

 
 

4 International context 
 
Healthcare innovation management systems in the USA grapple with the same 
issues as those in the UK.11 

 
As with Harvard Catalyst12, Harvard’s translational research collaboration, the key 
elements for success in innovation already exist at NBT and Bristol Health Partners, 
including the academic insights and clinical expertise necessary to increase health 
benefits in the populations we serve and beyond. However, we do not have a 
systematic way for innovators from disparate disciplines to  

 Find each other and form teams  
 Share tools and technologies  
 Receive support and/or advanced training and education in the principles and 

practice of innovation  
 Obtain seed funding to embark upon new areas of investigation  

 
5 Pan – Bristol context 
 
The Healthy Futures programme, previously known as the Bristol Health Services 
Plan, supports integrating and consolidating acute services between NBT and 
UHBristol to improve patients’ experience and concentrate expertise. NBT and 
UHBristol also have a formal Partnership Agreement.  
 
Clinical priorities and enabling programmes of work were defined at the Health 
Community Summit (Jan 2012) by Bristol, North Somerset and South 
Gloucestershire representatives of the:  Clinical Commissioning Groups (CCG), NHS 

                                                 
10 Building on our inheritance. Genomic technology in healthcare. Human Genomics Strategy 
Group. Jan 2012. 
11 Innovation Infrastructures at Health Systems. Advisory Board 2009 
12 (http://catalyst.harvard.edu/ accessed 20/2/12) 
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Providers, Social Enterprises, Social Services, PCT Cluster, SHA and Bristol 
University. (See Appendix 2) 
 
NBT is an active partner of Bristol Health Partners. Bristol Health Partners 
comprises the 4 NHS Trusts, 2 universities and city council in Bristol. It is based on 
the Academic Health Science Centre (AHSC) model and is a vehicle for sharing 
strategic direction and adopting and diffusing research findings through the partners 
more rapidly. Professor Peter Mathieson is the Director. It is playing a key role in 
AHSC/AHSN delivery in the area. A primary activity of Bristol Health Partners is the 
establishment of Health Integration Teams (HITs). The HITs will be aligned with the 
priorities of the partners and with the research and service delivery strengths in 
Bristol. In doing so they will integrate and harness combined strengths across all 
partners in creating a whole health system approach to the delivery of health 
services, research and education.   

The Bristol and Bath Science Park opened in Autumn 2011 at Emersons Green on 
the outskirts of Bristol and includes an Innovation Centre for early stage businesses 
and industry/academia collaborations. Also, Bristol Temple Quarter Enterprise Zone 
in the centre of Bristol, was officially opened in April 2012. The new zone will span 
173 acres of land around Bristol Temple Meads train station and it’s anticipated that 
this will create 17,000 new jobs and bring 400 new companies to the city over the 
next two decades. Creative Harbour is part of this development and will house 
business incubators for start-up companies as well as collaboration and teaching 
space, an innovation showcase and a new shared inward investment service. 

6 NBT context 
NBT has applied to become a Foundation Trust and is on course to achieve this in 
2013. NBT is building a new hospital at Southmead under the PFI initiative and re-
developing community and rehabilitation services at Frenchay. The new hospital is 
ahead of schedule for opening in 2014. This section summarises NBT’s strategy and 
then describes current ‘innovation delivery channels’ at NBT. 
 
NBT’s strategy identifies three main service categories. The Trust’s strategic 
approach to each of these services is different 13.  
 

 
 
Category 1: Specialist services with regional, national and international 
profile / catchment  
Historically, NBT has been a regional centre for neurosurgery, renal, plastic 
surgery and burns and orthopaedics. NBT was also designated a Regional 
Major Trauma Centre in 2012. Strategically NBT aims to build up these 
specialties to become an effective and internationally recognised tertiary 
provider.  
 
To achieve this aim the following strategic initiatives will be pursued:  

                                                 
13 North Bristol NHS Trust Integrated Business Plan Jan 2012 
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 Expansion into new fields, technological advancement, research 
development, alliances with universities and enhancement of services;  

 Increased autonomy and control for these specialties, allowing 
protection and ownership of resources and a degree of freedom to 
develop;  

 Radical productivity improvements with introduction of best practice 
and benchmarked performance targets and techniques;  

 Creation of dynamic and business orientated management teams.  
 
The strategic approach for these services will be a combination of:  

 Competition – using the natural competitive nature of specialist 
services to drive improvement and innovation;  

 Knowledge sharing – learning from, alliance-building and networking 
with other peer-group units and services – nationally and 
internationally – to share learning and best practice;  

 Designation – achieving designation as a regional specialist centre.  
 
 
Category 2: Secondary care services with cross-Bristol interest  
NBT and UHBristol have been working together to identify those specialties 
with high volume / high frequency services where consolidation onto one site 
would drive quality improvement and financial efficiencies.  
 
The overarching strategy in Category 2 is to drive integration and 
rationalisation, where this leads to better clinical outcomes or greater 
efficiency / productivity. NBT will achieve this through: 

 Working in close collaboration with UHBristol, through the joint 
Partnership Board, to identify the priorities for service reconfiguration 
and take forward a programme of service rationalisation across the 
city;  

 Working through the joint Partnership Board to identify and implement 
rationalisation and consolidation of support services;  

 Development of joint ventures / integrated networks / joint 
management arrangements using the mechanism within the 
partnership agreement;  

 Support for more directive commissioning from the new CCGs to 
rationalise services through a competitive route.  

 
The strategic approach for these services will be a combination of:  

 Collaboration – working with UHBristol and partner organisations in 
the local healthcare community to achieve rationalisation;  

 Bristol-wide engagement – engaging with all members of the local 
healthcare community through the Healthy Futures Board to drive 
forward improvements in outcomes for the benefit of the whole 
community.  

 
Category 3: Local healthcare services  
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The Trust’s strategy is to ensure that high volume / high frequency healthcare 
interventions are provided as locally as possible. By 2014, 40% of NBT’s 
outpatient activity will be delivered in community settings, alongside 
associated diagnostic services.  
 
The Trust aims to facilitate closer clinical working between secondary care 
clinicians and local GPs to develop agreed referral and follow-up protocols in 
support of Quality, Innovation, Productivity and Prevention (QIPP).  
 
There are some services that will benefit from greater integration across 
hospital, community and primary care (e.g. patients with long-term 
conditions). NBT will work with local GPs and community providers to develop 
shared pathways for groups of patients that transcend organisational 
boundaries. This assumes that specialist skills, traditionally only available in 
hospital, will be deployed to support more patients in their own home and in 
other community settings.  
 
The Trust will develop initiatives which enable these changes, including 
package costing and pricing for certain patient pathways, and the creation of 
patient-held records.  
 
The Trust’s strategic approach to these services will be:  
 Strategic leadership – the Trust needs to take strategic leadership over 

the pathways of its patients and where they interface with community 
services, particularly for long-term conditions, across the acute / 
community boundary;  

 Setting the pace of change – NBT is in the best position to drive through 
change in the local healthcare market through its relationship with the 
community providers.  

 
 
Innovation Delivery Channels at NBT 
Innovation at NBT is delivered through a number of ‘channels’ which predominantly 
concentrate on early or late stage innovation, process or product innovation and until 
now have operated largely in isolation from the other channels. These are the 
‘knowledge strands’ that must weave together to achieve our innovation mission. 
 

 Building our Future (BoF) is the major transformation programme leading 
the step-change in service delivery for the new hospital. The pathway 
mapping work is already recognised externally as innovative. BoF portfolios 
cover: acute services, theatres & surgery, in-patients, long term conditions 
and specialist teams, back office, the operating plan for the new hospital, non-
pay, medical staffing and several enabling work-streams. BoF is already 
delivering a procurement workstream, as mentioned in IHW and may also 
lead the High Impact Innovation on reducing inappropriate face-to-face 
contacts. 
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 Research and Innovation Adjacencies and overlaps between this strategy 
and the new Research Strategy14  will be clarified within both delivery plans 
and it is expected that the Innovation Manager will be responsible for 
delivering some aims from the Research Strategy. In particular, both 
strategies share the same first aim.  
 
The Innovation management role within Research and Innovation from 2006 

to date has largely focussed on product commercialisation and management 
of intellectual property due to national initiatives at the time, the model set up 
by NHS Innovations South West (one of 9 regional NHS innovation hubs), the 
available resources (0.6 wte Band 8a plus £10,000 budget). The focus on 
product innovation is now considered to be too narrow to meet current 
challenges. R&I will lead the ‘Metrics and Information’ actions and ‘Creating a 
System for Delivery of Innovation’ actions from IHW as they are defined. 

 
 Business Development exploits commercial opportunities based on core 

business and currently concentrates on: Severn Pathology, the Bristol 
Urological Institute and the Private Patients Unit. 

 
 The Learning & Development Strategic Framework is to: 

‘foster, develop and provide support for education and research of the highest 
possible quality,  which leads to excellence and innovation in the delivery of 
care, responds to service development and change within NBT and in the 
broader health care community, and  which enhances opportunity and 
improves the working lives of all staff within NBT’. 15 L&D will lead the 
Developing our People actions from IHW as they are defined. 

 
 Organisational Development There are particular adjacencies with the 

Workforce & OD Strategy (Jan 2012 draft) which recognises that the 
organisation’s performance relies on its health and, also, that business 
sustainability depends on the organisation’s culture for innovation and its 
longer term goals. (McKinsey’s Five Frames 16). 

 
 The Clinical Effectiveness Committee at NBT oversees NICE compliance as 

one of its duties. It is the key committee for ‘Reducing Variation and 
Strengthening Compliance’, one of the eight actions described in Innovation, 
Health & Wealth and its management of this has already been described by 
the regional NICE Lead as exemplary. 

 
 

                                                 
14 NBT Research Strategy 2012 - 2016 
15 NBT Learning and Development Strategic Framework 2010-2015 
16 Beyond Performance. Scott Keller & Colin Price. Wiley 2011 
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7 Scope of this strategy 
 
To set the focus for innovation activity at NBT and its management over the next five 
years. 
 
To work with all innovation delivery channels at NBT to deliver the innovation aspects 
of their strategies and work-streams so the whole is greater than the sum of its parts.  
 
 

8 Aims  
 
Aim 1: Actively participate in Bristol Health Partners in which world-class clinical 
services, research, innovation, education, training and informatics are strategically 
and operationally integrated. (based on Aim 1 from the Research Strategy) 

 Work with our partners to focus on and foster our priority areas of 
translational and applied health services research and innovation where we 
are, or have the potential to be world-leading. 
 

 Align our strengths with those across Bristol Health Partners to generate 
significant health gain and improvement in service delivery for our patients. 

o We will ensure that academic scrutiny and use of appropriate adoption 
tools (eg GAP from National Technology Adoption Centre17) provides 
the evidence to challenge conventional practice, maximises the 
dialogue between researchers and clinicians, identifies best practice 
and accelerates its adoption and delivers a step-change in clinical 
performance at NBT.  

 
 Maximise the reputational benefits of being a member of Bristol Health 

Partners. 
o We will attract the very best clinicians, researchers and innovators to 

work across the new campus, maximising the dissemination of 
knowledge and adoption and diffusion of innovation among staff and 
students, leading to better clinical delivery and health outcomes.  

 
 
Aim 2: Actively participate in the local Academic Health Science Network with 
Bristol Health Partners and other organisations as appropriate to deliver local 
priorities within the NHS Outcomes Framework by improving the identification, 
adoption and spread of innovative healthcare across the network. 
 
 
Aim 3: Embed an innovation culture within all parts of the organisation.  
NBT will build an innovation infrastructure with clear processes, decision points, 
resources and rewards so that all staff can contribute to innovation activity. This will 
build on existing Innovation Delivery Channels and accelerate adoption of innovation. 

                                                 
17 www.ntac.nhs.uk 
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 We will ensure that innovation is ‘hard-wired’ into educational curricula, 
training programmes and competency frameworks at every level so that staff 
can identify and articulate needs and help frame innovative solutions. 

 All types of innovation will be encouraged and directed to the most 
appropriate innovation delivery channel for strategic fit review.  

 We will monitor changes in our innovation culture with suitable tools and 
surveys eg Doblin ten measures of an Innovative Organisation 18, NIII 
Innovation Culture Survey19 

 We will rapidly adopt new strategies and new ways of working. 
 
Aim 4: Deliver the high impact innovations and ‘push’ technologies defined in 
Innovation Health and Wealth that are relevant to NBT. 
The high impact innovations account for one fifth (£2.1 m) of our CQUINs payments. 
They relate to: assistive technologies (tele-health/medicine/care), fluid management 
during anaesthesia and reducing inappropriate face-to-face contacts.  

 We will scope current activity in the high impact innovation areas that apply to 
NBT - assistive technologies (tele-health/medicine/care), fluid management 
during anaesthesia and reducing inappropriate face-to-face contacts.  

 We will identify and work with: the Executive lead, the managerial lead, the 
clinical lead/ subject expert to deliver our targets. 

 
Aim 5: Advance innovations in Severn Pathology 
Research & Innovation will work with Severn Pathology to develop and deliver their 
research and innovation strategy paying particular attention to developments in 
Stratified Medicine. 

 We will work with Severn Pathology to develop and deliver their Research 
and Innovation Srategy. 

 We will work with BGL and Bristol Health Partners to establish a clinical 
genetics & stratified medicine focussed Health Integration Team (HIT). 

 We will continue to engage with national developments in Stratified Medicine 
to ensure NBT and partners are best placed to contribute to and exploit 
opportunities. 

 
 
Aim 6: Deliver high impact innovations in our specialist services.  
Working specifically with these leading-edge services to further increase their 
innovation activity will enhance NBT’s reputation as an innovative organisation and 
spread the culture for innovation internally. Our specialist services are: 
Neurosciences, Orthopaedics, Children’s Burns, Plastic Surgery, Renal & Transplant, 
Trauma, HIV and CCHP (Community Children’s Health Partnership). 

 We will scope current innovative activity. 
 We will horizon scan for potential innovations in the medium and long term to 

sustain our reputation as centres of excellence. 
 We will identify and work with a clinical lead/ subject expert to deliver our 

targets. 
                                                 
18 www.doblin.com 
19 http://culturesurvey.institute.nhs.uk 
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Aim 7: Advance innovations in patient safety. 
This will build on NBT’s existing, nationally recognised, work and use innovation 
methods and processes to discover, sustain and adopt better, safer practices.20  

 We will establish a Quality Innovation Group. 
 We will scope current innovative activity. 
 We will horizon scan for potential innovations in the medium and long term  
 We will identify and work with a clinical lead/ subject expert to deliver our 

targets. 
 
 

 

9 Implementation 
 
A delivery plan will be drawn up to accompany this strategy. 
 
 

10 Review 
 
This strategy will be reviewed annually and the delivery plan updated accordingly. 
 
 

11 Reporting 
 
The Executive Lead for Innovation is Harry Hayer, Director of Organisation, People 
and Performance. The reporting route for the delivery plan is through Trust 
Management Team. 
 

                                                 
20 Account of the Quality of Clinical Services 2011/12 North Bristol NHS Trust. 
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Appendix 1 - Glossary 
 
Academic Health Science Centres (AHSC) aim to integrate some or all of the 
activities of their associated health care and higher education institutions, thereby 
strongly enhancing their ability to achieve their strategic goals (individual and 
collective). By integrating their clinical service, research and teaching strategically 
and operationally AHSCs deliver a “whole which is greater than the sum of the parts”. 
AHSC collaborations now apply to many of the most successful hospitals and 
medical schools nationally and internationally.21 
 
Academic Health Science Networks (AHSN) The AHSNs will present a unique 
opportunity to align education, clinical research, informatics, innovation, training and 
healthcare delivery. Their goal will be to improve patient and population health 
outcomes by translating research into practice and developing and implementing 
integrated health care services. Working with AHSCs, they will identify high impact 
innovatiosn and spread their use at pace and scale throughout their networks. These 
were first proposed in Innovation Health and Wealth and the first call for AHSN 
designation is expected in March 2012.22 
 
Bristol Health Partners comprises the 4 NHS Trusts, 2 universities and city council 
in Bristol. It is based on the Academic Health Science Centre (AHSC) model and is a 
vehicle for sharing strategic direction and adopting and diffusing research findings 
through the partners more rapidly. Professor Peter Mathieson is the Director. It is 
playing a key role in AHSC/AHSN delivery in the area. 
 
CQUINs Commissioning for Quality and Innovation – a payment framework to reward 
excellence, by linking income to the achievement of local improvement goals. 
 
Health Integration Team A primary activity of BRISTOL HEALTH PARTNERS will 
be the establishment of Health Integration Teams (HITs). The HITs will be aligned 
with the priorities of the partners and with the research and service delivery strengths 
in Bristol. In doing so they will integrate and harness combined strengths across all 
partners in creating a whole health system approach to the delivery of health 
services, research and education.   

Severn Pathology The consolidated pathology services across Bristol, North 
Somerset and South Gloucestershire (BNSSG) in a hub and spoke model, managed 
by NBT.23 
 
Stratified Medicine The management of a group of patients with shared disease 
characteristics but different molecular characteristics by using molecular diagnostic 
testing to select the best therapy in order to achieve the best possible treatment 
outcome for that group.24 
 

                                                 
21 NBT Research Strategy 2012-2016   
22 Innovation Health and Wealth: Accelerating Adoption and Diffusion in the NHS. DH 2011 
23 North Bristol NHS Trust Integrated Business Plan Jan 2012 
24 Building on our inheritance. Genomic technology in healthcare. Human Genomics Strategy 
Group. Jan 2012. 
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Appendix 2 – Priorities for the Healthy Futures Programme 
 
Clinical priorities and enabling programmes of work were defined at the Health 
Community Summit (Jan 2012) by Bristol, North Somerset and South 
Gloucestershire representatives of the:  Clinical Commissioning Groups, NHS 
Providers, Social Enterprises, Social Services, PCT Cluster, SHA and Bristol 
University.  
 
Clinical programmes are: 

• Information, advice, guidance and decision making: patient, referrer, 
provider (early wins/longer term gains) 

• Frail elderly: highest priority in relation to complexity and growing challenge 
(plan during 2012/13 for future years gain) 

• Long term conditions management: Cross cutting themes such as 
assistive technology and follow care, as well as specific pathways for cancer 
care and end of life care (early wins/longer term gains) 

• Urgent care system/pathways: improvements in the way patients access  
and utilise urgent care services  

• Productivity, efficiency and quality: Programme to support comprehensive 
adoption producing major gains for all (including Pathology) 

 
Enabling programmes are: 

• Demand and Capacity: Modelling the future demand and capacity 
requirements to inform the future decisions regarding investment in 
infrastructure  

• Financial and Incentives: Refining the financial system to incentivise the 
desired behaviours/actions (CQUINs, GP incentives, tariff unbundling) 

• IM&T: focussing on improving the communication of patient information 
between different parts of the health community (Connecting Care 
Programme) 

• Engagement and Communications: Developing communications and 
engagement mechanisms which enable effective system management   

• Organisational and service reconfiguration: Supporting changes to the 
current configuration of organisations in line with the changes in clinical 
services (e.g. North Somerset Integrated Care, NBT/UH Bristol service 
transfers)  

 



Decisions Required:

Key Issues:

Programme 2012/13 A M J J A S O N D J F M A M J J
Envelope & roofing G G G G G G
Ward block fit outs G G G G G G
Clinical block fit outs G G G G G G
Equipping G G G G G G
Commissioning  G G
Risk/Cost impacts  RAG
Summary: A
Type No. Mitigation Score

Operational F12

A detailed reconciliation against the agreed C sheets is under way in order to populate the IM&T database and ensure the correct budget is in place to 
procure and deliver the PFI 15

Commissioning P10
The Trust is actively planning the immediate priority projects including Cerner, BoF, Operational Planning and FT application. It is essential that there is 
sufficient resource and engagement from 2012 on what is needed to transform the services and to commission the new building. 15

Operational A6

Generic space planning allows for temporary mix changes and closure programme around Frenchay could be managed to allow time to resolve service 
transfer issues. Maintain close liaison with UHB and other organisations to ensure early warning signs are picked up and seek share of risk of delay with 
new host organisation.

12

Quality RAG
Summary: G
Design G
Clinical/functionality G
Technical A
Arts G
Sustainability G
Comms/involvement G
Asbestos/Ground 
Conditions

Cost £000 RAG

Unexpected ground 
conditions

0 G

Unidentified asbestos 200 (anticipated and allowed for in budget) G
Variations Cost £000 RAG
Error Corrections: 0 G
Strategic Decisions: 0 G3

Number
0

1 (Phase 1 demolitions)

The familiarisation site tours continue to generate new enthusiasm from staff particularly those curently based at Frenchay
Number

Service transfers out from NBT do not proceed as 
planned

The final date for the public launch is now dependent on commercial discussions between Carillion and one artist and is anticipated to be late Oct/early November
Several members of the Carilion team have transformed the Wordsworth Centre, a social and educational centre in Horfield as part of a community day.

Continue to refine designs in line with emerging requirements where in line with NBT clinical strategy
NBT Medical gas requirements are now agreed and require formal sign off by the Trust Medical Gas Committee

The Joint Commissioning Steering group has continued to meet and a joint Final Commissioning Plan is being developed

The outputs from the Operating Plan will help identify any inconsistencies in the current assumptions

Reviews are focusing on wayfinding, lock suiting and nurse call as well as Phase 2. All the outcomes are progressing to achieve acceptable results

Schedule of Trust supply IM&T equipment is found 
to be incomplete and Capital Plan could be 
inadequate to fund all Trust supply IM&T 
equipment
Staff unable to allocate sufficient time to engage 
with commissioning new building and delay the 
opening

Date:     
17/09/12

Report Number:  

Period: 15/08- 17/09

99

Construction work is on programme and the design reviews are now closing out Phase 2 elements

Risk

Works are on programme with final fix to elements of ceilings having commenced
The SPECT CT gamma camera has been selected

Southmead Hospital Redevelopment Project

Highlight Report

The quality of samples and feedback from site tours continue to meet the Trust requirements and expectations

0

Author: Martin Warren

None

On programme and the focus is now on internal fit out
The concourse roof glazing is substantially complete with good progress on rendering to clinical and ward block courtyards
Ward block fit outs are on programme

SRO: David Powell

7.3 Redevelopment Project Highlight Report



 
 

Report to the NBT Trust Board  
27 September 2012  

 
Title: Southmead Hospital Redevelopment Update 

Purpose of paper:  To provide an overview of issues and risks associated with the 
Southmead Hospital Redevelopment project. 

To note 

Executive Summary:  
 Construction work is on programme overall  
 Apart from minor details in Phase 1 the design process is focusing on Phase 2 elements.  
 Rectification works to the staff MSCP are progressing 
 Carillion’s claim for unidentified asbestos, which is a standard contractual requirement, has 

been agreed but not yet formally documented. 
 No claims have been received by the Trust. 
 
Action Required: The Trust Board is asked to Note the issues identified.  
 
Key Risks: 
The key risks identified for the period include: 

 Schedule of Trust supply IM&T equipment is found to be incomplete and Capital Plan 
could be inadequate to fund all Trust supply IM&T equipment. A detailed reconciliation 
against the agreed C sheets is under way in order to populate the IM&T database and 
ensure the correct budget is in place to procure and deliver the PFI 

 Service transfers between Trusts not proceeding to agreed timescales.  Contingency plans 
are being developed in the event that services are unable to transfer. 

 Staff not having sufficient time to engage with the service redesigns and workforce 
planning for development of the commissioning plan for the new hospital. The forthcoming 
major projects which could compete with resources are planned to peak prior to the new 
hospital commissioning process. 

Impact on Patients:  
 
Emerging costs that have not been allowed for could reduce available funding for patient care or 
could result in additional savings being required.  A successfully delivered design should bring 
significant benefits to patients, visitors and staff in terms of environment and functionality. 
 
CQC Outcome:   10 and 26   
Responsible Committee:   North Bristol Trust Redevelopment PB 
Financial Issues considered:  Yes 
Equality Impact Assess’t Completed: Yes   
Legal Issues Considered:   Yes  
Sustainability Assess’t Completed: No 
 
Presented by:   David Powell, Director of Projects  
Prepared by:   Martin Warren, Project Manager  

C:\Documents and Settings\nbc2068\Desktop\September 2012\7.3 Redevelopment Project Highlight Report.doc 



Joint statement issued by: 

Marie-Noelle Orzel, Chief Executive, North Bristol NHS Trust  

Robert Woolley, Chief Executive, University Hospitals Bristol NHS Foundation Trust 

North Bristol NHS Trust (NBT) and University Hospitals Bristol NHS Foundation Trust (UH 

Bristol) have agreed to establish a joint project to take forward detailed planning for the 

potential integration of both organisations and the establishment of a new single foundation 

trust with its own identity and vision. 

It was approved by NBT's board at their meeting on Thursday 26 July, endorsed by the 

Membership Council and approved by the board of University Hospitals Bristol NHS 

Foundation Trust on Monday 30 July. 

UH Bristol and NBT have considered the clinical and financial benefits of bringing together 

both organisations and believe that integration could achieve the following benefits for 

patients, staff and the wider Bristol, North Somerset and South Gloucestershire areas: 

a.    Improvements in healthcare by simplifying the way patients are treated when 

using the services of both organisations 

b.    Ease of implementing service changes between organisations  

c.    Helping Bristol fulfil its academic potential as a major research and teaching 

centre of excellence 

d.    Identifying areas of duplication in the combined workforce that could provide 

opportunities to reduce waste and improve efficiency savings 

Detailed work will now take place to assess these benefits and prepare business cases for 

the two Trust boards’ consideration in early 2013.  Subject to those business cases, their 

subsequent approval by the two Trust boards and the necessary regulatory and other 

approvals, integration of the Trust could happen by the end of 2013. 

Both Trusts’ Medical Directors and Nursing Directors have played a major part in the review 

by working with clinicians across both hospitals and community teams, to assess the 

opportunities to deliver effective and sustainable healthcare services.  In addition, the Finance 

Directors have worked closely together, to assess the clinical and financial benefits. 

This decision supports those plans already in development between the two organisations 

through the existing partnership agreement, including the planned centralisation of Head & 

Neck services and Specialist Paediatrics at UH Bristol and of Pathology Services in the 

Severn area, Urology and Breast Care Services at NBT. The planned building projects across 

the city including the new hospital at Southmead, the Frenchay Health and Social Care 

Centre, the redevelopment of the Bristol Royal Infirmary, the extension to the Bristol Royal 

Hospital for Children and Cossham Hospital will continue. 



The Bristol Acute Services Review was overseen by a project group made up of the chairs 

and chief executives of NBT, UH Bristol, NHS Bristol, North Somerset and South 

Gloucestershire Primary Care Trust Cluster, the lead for the South Gloucestershire Clinical 

Commissioning Group and the Project Director, Andrea Young (Director, NHS South of 

England).  The group was chaired by Professor Steve West (Vice-Chancellor, 

UWE).                                                

 



North Bristol NHS Trust 
 
FOUNDATION TRUST PROJECT BOARD 
 
Terms of Reference 
 

1. PURPOSE 

1.1 The Board hereby resolves to establish a Committee of the Board to be known as the  
Foundation Trust Project Board (“The FT Project Board”). 

1.2 The FT Project Board is a standing committee of the Trust Board (“The Board”). Its terms of 
reference shall be as set out below.   

1.3 The FT Project Board is responsible for; 

(i)  Overseeing the activities necessary to achieve Foundation Trust Status whether independently or 
in partnership with University Hospital Bristol as a single integrated acute trust. 

(ii)  Ensuring that the Foundation Trust Action Plan is managed consistently with the objectives of the 
Memorandum of Understanding (MoU) with University Hospital Bristol (UHB) 

 

2.   MEMBERSHIP AND ATTENDANCE AT MEETINGS 

Membership 

 

2.1  The FT Project Board shall be appointed by the Trust Board and shall consist of two non-
executive directors (one of whom shall be the Chairman), two Executive Directors and the Chief 
Executive. The Chief Executive shall be appointed Chair of The FT Project Board.   

2.2  Subject to 2.3 below the quorum for the meeting shall be two Executive Directors and one Non-
Executive Director. The Chief Executive shall count as an Executive Director for the purpose of a 
quorum.   
 
2.3  Either the Chief Executive or the Chairman must be in attendance.   
   
Attendance 
 
2.4 Meetings of the FT Project Board shall normally be  attended by:  

 The Trust Secretary 
  The Head of Marketing and Communications   

2.5 Meetings of the FT Project Board shall also be attended by any other person who has been invited 
to attend and assist with deliberations.   

2.6 The Trust Secretary shall be Secretary to the FT Project Board and provide appropriate support to 
the Chair and the other members.  

3. ROLES AND RESPONSIBILITIES 

Authority 
 
3.1 The FT Project Board is authorised by the Board to act within its terms of reference. All members 
of staff are directed to co-operate with any request made by the FT Project Board. 
 
3.2 The FT Project Board is authorised by the Board to instruct professional advisers and request the 
attendance of persons from outside the Trust with relevant experience and expertise if it considers it 
necessary or expedient to the exercise of its functions  
 
Duties 
 
3.3 The duties of the FT Project Board are; 

Page 1 
 



Page 2 
 

   

 To oversee the completion of the LTFM and the IBP and the due diligence process for 
a single integrated trust. 

 To oversee work programmes arising from the MoU with UHB, ensuring that they are 
properly resourced and co-ordinated. 

 To supervise project management and completion of the submission documentation 
for the Monitor Phase of the FT process. 

 To oversee Board Self Certification and the evidence requirements underpinning it, 

 To oversee Board Development arising from external and self assessments 

 To oversee membership development and governor elections 

 To oversee role development of the Council of Governors  

  
 
 

4. CONDUCT OF BUSINESS 

Frequency 

4.1 The FT Project Board shall meet monthly and its minutes shall be referred to the Trust Board. 

 

5. STATUS 

These terms of reference shall be reviewed annually by the Trust Board 
 
 
 
 



 

Report to the Trust Board – 27 September 2012 
 

Title: Foundation Trust Project Update 

Purpose of paper:  To provide an update on the FT project  

For information 

The FT Project is focusing on the following key activities: 

Ref Activity Date 

1 Update LTFM base case, downside and mitigated downside and IBP 
(as necessary)  

December 
Trust Board 

2 The Foundation Trust Action Plan, Project Timeline and Risk     Various 

 

The FT Project Board met on 12 July to consider the process for developing the LTFM (including 
CRES).  

Terms of Reference of the Foundation Trust Project Board 

It is proposed to expand the terms of reference of the Foundation Trust Project Board to incorporate 
an overview of the Acute Services Review. The proposed revised terms of reference of the FT 
Board and the press release announcing the project are appended    

Action Required: 

For information/decision 

The Trust Board is asked to note the paper and approve the draft terms of reference for the 
Foundation Trust Project Board 

Key Risks: 

If the Trust fails to meet its national access and outcome performance targets leading to a red 
governance rating by DH/Monitor, the FT application could be further delayed. 

The timetable for the FT application and the Acute Services Review need to be resolved with the 
Strategic Health Authority.   

Impact on Patients: 

Achieving Foundation Trust status will give patients a larger say in the running of the Trust. 

CQC Outcome:    N/A 
Responsible Committee:    FT Project Board 
Financial Issues considered:   Yes 
Equality Impact Assessment Completed:   N/A 
Legal Issues Considered:    Yes 
Sustainability Assessment Completed:  No 

Presented by: Marie-Noelle Orzel, Chief Executive 

Prepared by: Liam Nevin, Trust Secretary 
 

 

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

any meeting. 
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Report to the Trust Board – 27th September 2012 
 

Title: Activity and Performance Report 

Purpose of paper:  To present the current Trust position against new and existing performance 
targets/indicators to the Board. 

For Information 
 
Emergency Access 
 
The Trust met the locally agreed trajectory target every week in August except the Bank Holiday week 
and delivered the national standard for 3 continuous weeks.  
 

Week 
Commencing 

Weekly ED 
breach target 

Actual ED 
performance 

Actual 
Attendances 

Actual number 
of breaches 

04-Jun-12 96.0% 80.6% 1396 271 

11-Jun-12 96.0% 88.0% 1240 149 

18-Jun-12 96.0% 85.3% 1262 185 

25-Jun-12 92.0% 92.0% 1294 104 

02-Jul-12 92.0% 92.5% 1314 99 

09-Jul-12 92.0% 92.2% 1300 101 

16-Jul-12 92.0% 90.6% 1295 122 

23-Jul-12 92.25% 91.1% 1346 120 

30-Jul-12 92.5% 91.8% 1250 103 

06-Aug-12 92.75% 97.2% 1267 36 

13-Aug-12 93.0% 96.4% 1334 48 

20-Aug-12 93.3% 96.3% 1267 47 

27-Aug-12 93.7% 91.3% 1364 118 

03-Sep-12 94.0% 95.9% 1300 53 

10-Sep-12 94.5%       

17-Sep-12 95.0%       

24-Sep-12 95.0%       
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Key work streams are continuing throughout September and October to continue to improve and sustain 
our delivery of performance. 
 

i) Patient Flow 
 ECIST update review on 10th October where we will review our progress towards meeting the 

targets and improving patient flow.  
 The LOS group has developed information to monitor LOS down to ward level. This is now being 

used to track trajectory performance on a Directorate basis towards the LOS targets for elective 
and emergency care.  

 Attendance at the BNSSG 7 day working seminar has demonstrated some areas we could 
improve our 7 day coverage and so continue better patient flow across the week.  
 

ii) Discharge  
 A targeted over 40 days LOS audit commences on 18th September working with staff from 

therapies, both Social Services Departments and medical staff to unblock the reasons for 
patients who are currently staying the longest. 

 On 21st August a snapshot audit with ECIST for all patients with a LOS of 7 days and over, this 
will audit approximately 330 patients in hospital that day. 

 Improving our data and information on delayed discharges by developing a new system that 
enables us to collect and present the data we need to properly understand the position with 
delays for patients on each ward every day. 

 
iii) Ambulance Hand-Over 

 
 In order to achieve the ambulance handover delays targets to reduce handover delays to 15 

minutes and eliminate all over 2 hour delays we have changed the use of the Clinical Decision 
Unit (CDU) to a handover bay and a seated assessment area called the Emergency Delivery 
Area (EDA). 

 
18 Week Referral to Treatment Time  
The targets for admitted and non-admitted 18 weeks RTT have been achieved for the months of July 
and August 
 
The 90% admitted target has been met by all specialties in July and August apart from Neurosurgery 
and Trauma and Orthopaedics who have until September and March respectively to deliver the target as 
agreed through the contract with commissioners. 
 
Progress is being made by the RTT Cerner Recovery Group in the validation of the admitted 18 week 
backlog. Speciality teams now have until the end of September to fully validate the outstanding backlog. 
The RTT project team have now refocused their attentions to the non-admitted backlog.  
 
Cancer 
The Trust has failed the 62 day first treatment standard for July. There were small numbers of breaches 
in 3 specialties but large numbers of shared breaches in Urology. Communication has been sent to 
referring hospitals about the importance of referring in a timely manner.  
 
All other targets were met in July but it should be noted that the Urology department continues to have 
difficulty in the delivery of sustained performance. A performance improvement plan has been developed 
and implemented by the department and will be monitored through the Cancer Delivery Group.  
 
August performance is still being validated  
 
Diagnostics 
The 6 week diagnostic target has been met for the months of July and August. 
 
 



Stroke Management  
The stroke target of 80% of stroke patients spending 90% of their stay in a designated stroke bed was 
was met in July but failed in August. The main reason for breaches in August was a consequence of 
stroke patients in the Trust not being referred to the stroke team. 
 
The stroke team plan to do an 'education blitz' for the trust on actions to take when faced with a patient 
with the primary diagnosis of stroke, also related to what action to take when a patient has a stroke 
whilst an inpatient for another condition. 
 
Cancelled Operations  
The number of elective operations cancelled on the planned day of surgery continues to be low and is 
well within the target of 0.8% of all elective cases. Validation is on-going of the 28 day re-booking target 
and failing specialities have been asked to produce a recovery plan. 
 
Action Required:  
No action required. 
 
The Trust Board is asked to: 
Note the content of the report. 
 
Key Risks: 
None delivery of operational performance may invoke financial penalty and reputational damage. 
 
Impact on Patients:  
 
 Timely access to services is very important to patients. 
 
CQC Outcome:    Performance indicators.  
Responsible Committee:    PPFC 
Financial Issues considered:   Yes 
Equality Impact Assessment Completed:  No 
Legal Issues Considered:    Yes 
Sustainability Assessment Completed:  No 
 
 
Presented by: David Jarrett , Acting Director of Operations 
 
Prepared by :  Daniel Bates, Information Analyst 



 
 

Apr-12 M ay-12 Jun-12 Jul-12 Aug-12 Sep-12 Oct-12 Nov-12 Dec-12 Jan-13 Feb-13 M ar-13 YTD 11/12 Q1 Q2 Q3 Q4

Admitted  18 weeks 90% 90.0% 90.1% 90.5% 90.2% 91.0% 90.3% 91.3% 90.2%

Non Admitted 18 weeks 95% 97.8% 97.4% 97.1% 97.6% 97.4% 97.5% 97.7% 97.5%

Incomplete 18 weeks 92% 73% 67% 61% 60% 59% 64% 88% 65%

TWW GP Referrals > 93% 96.4% 95.2% 95.0% 95.2% 95.4% 93.9% 95.6%

TWW Breast Symptoms > 93% 100.0% 97.9% 100.0% 100.0% 99.4% 97.8% 99.2%

62 Day First Treatment from 
GP Referral

> 85% 87.9% 86.8% 89.1% 83.9% 87.2% 88.1% 88.1%

62 Day First Treatment from 
Consultant Screening

> 90% 100.0% 100.0% 100.0% 100.0% 100.0% 96.6% 100.0%

62 Day First Treatment from 
Consultant Upgrade

> 90% 100.0% 100.0% 66.7% 100.0% 83.3% 95.2% 80.0%

31 Day First Treatment from 
Diagnosis

> 96% 98.9% 97.1% 96.2% 96.4% 97.0% 97.7% 97.7%

31 Day Secondary 
AntiCancer Drug Treatment

> 98% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0%

31 Day Secondary Surgery 
Treatment

> 94% 97.3% 100.0% 98.6% 94.1% 98.3% 97.8% 98.7%

31 Day Secondary 
Radiotherapy Treatment

> 94% No cases 100.0% No cases No cases 100.0% 100.0% 100.0%

31 Day Secondary Palliative 
Care

> 94% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0%

31 Day Secondary Active 
M onitoring

> 94% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0%

Cancelled Ops for non-
clinical reasons < 0.8% 0.7% 0.4% 0.8% 0.4% 0.5% 0.6% 0.6% 0.6%

Cancelled Ops rebooking 
within 28 days > 95% 86.2% 84.2% 71.9% 81.8% 76.9% 79.7% 89.3% 80.0%
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Apr-12 M ay-12 Jun-12 Jul-12 Aug-12 Sep-12 Oct-12 Nov-12 Dec-12 Jan-13 Feb-13 M ar-13 YTD 11/12 Q1 Q2 Q3 Q4

A&E 4 hour wait 
 (SM D , F R E & YA T E)

> 95% 92.6% 91.2% 91.0% 94.2% 96.4% 93.1% 94.4% 91.6%

A&E 4 hour wait  SM D > 95% 100.0% 99.5% 99.9% 100.0% 100.0% 99.9% 100.0% 99.8%

A&E 4 hour wait  F R E > 95% 89.6% 87.2% 86.9% 91.6% 94.7% 90.0% 92.0% 87.9%

A&E Unplanned 
reattendance rate  T OT A L

< 5% 4.8% 4.7% 4.9% 4.6% 4.1% 4.6% 4.2% 4.8%

A&E Unplanned 
reattendance rate  SM D

< 5% 5.3% 5.4% 4.4% 4.8% 3.3% 4.6% 4.5% 4.6%

A&E Unplanned 
reattendance rate  F R E

< 5% 4.8% 4.7% 5.2% 4.7% 4.6% 4.8% 4.1% 4.8%

A&E Left dept without 
being seen T OT A L

< 5% 2.8% 3.4% 3.1% 2.5% 1.9% 2.7% 2.8% 3.1%

A&E Left dept without
 being seen SM D

< 5% 1.2% 2.2% 1.8% 1.3% 0.6% 1.4% 1.4% 1.8%

A&E Left dept without
 being seen  F R E

< 5% 3.6% 4.3% 4.0% 3.3% 2.5% 3.5% 3.3% 4.0%

A&E Initial assessment 95th 
percentile (15 mins) T OT A L

< 15 120 124 118 131 101 120 96 123

A&E Initial assessment 95th 
percentile (15 mins)  SM D

< 15 80 59 9 38 28 98 101 98

A&E Initial assessment 95th 
percentile (15 mins)  F R E

< 15 121 124 118 131 101 120 96 124

A&E Time to  treatment 
median (60 mins)  T OT A L

< 60 85 90 88 94 71 85 63 88

A&E Time to  treatment 
median (60 mins)  SM D

< 60 44 61 56 59 43 53 35 54

A&E Time to  treatment 
median (60 mins)  F R E

< 60 114 118 118 123 91 112 77 116

A&E Ambulance Handover 
times > 15 mins

0 399 636 581 539 435 2590 4064 1616

Overall Elective LOS < 3.90 3.56 3.30 4.00 3.44 4.09 3.67 3.75 3.28

Elective Pre-op LOS < 0.3 0.10 0.11 0.09 0.15 0.07 0.10 0.23 0.09

Overall Emergency LOS < 5.26 5.89 5.58 5.57 5.66 5.16 5.56 5.43 5.79

Acute Emergency LOS < 4.6 5.03 4.86 4.81 4.88 4.41 4.80 4.80 4.90
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Apr-12 M ay-12 Jun-12 Jul-12 Aug-12 Sep-12 Oct-12 Nov-12 Dec-12 Jan-13 Feb-13 M ar-13 YTD 11/12 Q1 Q2 Q3 Q4

6 Week Diagnostic Waits > 99% 99.9% 99.7% 99.4% 99.7% 99.8% 99.7% 99.9% 99.7%

Revascularisation - 11 weeks 100% 100% 100% 100% 100% 100% 100% 100% 100%

C&B Sufficient appointment 
slo ts

> 96% 98% 98% 98% 98% 98% 98% 97% 98%

18 Week Direct Access 
Audio logy

> 95% 100% 100% 100% 100% 100% 100% 100% 100%

High Risk TIA > 60% 61% 61% 60% 81% 77% 67% 73% 61%

Stroke M anagement 90% on 
Stroke Unit

> 80% 74% 75% 70% 85% 79% 76% 83% 73%

Delayed Transfers < 2% 2.31% 3.06% 2.81% 1.91% 1.97% 2.42% 2.71% 2.72%

Daycase Rates > 72.7% 75.2% 75.4% 75.4% 74.5% 75.9% 75.3% 74.0% 75.4%
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Report to Trust Board – September 2012 
 

Title:   Monthly Infection Control Report  

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

To Note 

Executive Summary:  
  April May Jun July Aug Sept Oct Nov Dec Jan Feb Mar 

MRSA month                         
 YTD                        

MSSA month                        
 YTD                        

Ecoli month                        
 YTD                        

Cdiff month                        
 YTD                        

Hand Hygiene month                        

MRSA screening 
(elective) month                        

MRSA screening 
(emergency) month                        

Mandatory 
training  month                        
 

MRSA        
 2 MRSA bacteraemia reported in August 2012 were community acquired 

and not attributable to the Trust.  
 In 2012/13, 1 MRSA bacteraemia has been recorded against the Trusts 

target for the year of 6 cases. 
 Elective MRSA screening compliance for August 2012 is 99%. 
 Emergency MRSA screening for August 2012 is 92% (target 90%). 

 
MSSA  

 There were 4 MSSA bacteraemia in August 2012 none attributable to NBT. 
 In 2012/13, 9 cases have been recorded which is an improvement on last 

years position, the Target for the year is 26 cases.  
 
Clostridium difficile    

 There were 7 C.difficile cases during August 2012, of these all were 
attributable to the Trust. There has been an increase in CDiff numbers in the 
past 2 months. 

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�


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

a 'closed section' of any meeting. 
 
 
 

2

 There is no evidence of cross infection. Continued improvement is needed in 
early isolation of symptomatic patients and prompt sampling. The DIPC has 
written to clinical teams asking that all infection control practice is tightened. 

 A total of 26 cases for 2012/13 have been reported for the Trust against a 
target for the year of 61 cases. 
  

E-Coli 
 There were 24 cases of E-coli bacteraemia during August 2012 of which 9 

were attributable to the Trust. There have been 33 cases reported to date in 
2012/13. This is an improvement on last years position but there is significant 
risk of not achieving the 20% reduction required to meet this years target. 
There are no nationally set targets in this area and reductions are difficult as 
this infection is not caused by cross infection in hospitals.  

 
Norovirus 

 In August there were no ward closures due to confirmed Norovirus.  
 
Incidents 

 1 on-going incident in August relating to a period of increased incidence of 
pseudomonas within NICU with 8 babies affected of whom 7 had skin 
colonisation only. The incident is being managed in line with the Trusts 
incident management policy with support from the Health Protection Agency. 
 

Mandatory Training  
 Infection Control mandatory training compliance has increased to 83% (target 

85%). Continued action is required from directorates to ensure improvement 
stays on trajectory a directorate breakdown is attached. 

  
Hand Hygiene 

 In August 2012, Trust wide compliance was 96% (target 95%). 
 

Action Required: Trust Board are asked to note the report and the Directorate 
actions required to maintain and improve infection control performance. 
 
Key Risks: 

 Non achievement of DH MRSA bacteraemia trajectory of 6 
 Non achievement of MRSA emergency screening target which is set at 90%    
 Non achievement of DH C.diff trajectory of 61 
 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:  Helen Richardson Assistant Director of Nursing  
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C.Difficile Cases: Trust Attributable 

Trust Attributable CDiff SHA Performance Target

Apr 10 to Aug 2012 
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Trust Attributable E.Coli SHA Performance Target

* validated from Jun 2011 
Apr 10 to Aug 2012 
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Infection Control Training by Clinical Directorate
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Infection Control Training by Clinical Directorate
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Table 1

Finance Report August 2012 - Summary Income & Expenditure Statement

 
Variation from 

budget
In-month 
variance

Plan Budget Actual
Adverse / 

(Favourable)
Adverse / 

(Favourable)
£'000 £'000 £'000 £'000 £'000

Income

442,493 PCT Income 182,019 180,556 1,463 641
79,123 Other Operating Income 30,764 30,721 43 (53)

521,616 Total Income 212,783 211,277 1,506 588

Expenditure

333,161 Pay 137,846 138,924 1,078 608
154,035 Non Pay 61,066 61,649 583 (116)

Variance to planned savings (2,809) 2,809 749
Reduce non-recurrent spend and release of 
provisions & contingency 2,511 (3,150) (5,661) (2,252)

487,196 198,614 197,423 (1,191) (1,012)

34,420 Earnings before Interest & Depreciation 14,169 13,854 315 (423)

21,214 Depreciation & Amortisation on Purchased Assets 8,839 8,839 0 0
(50) Interest receivable (21) (34) (13) (2)

1,132 Interest payable on loans 472 472 0 0
5,124 PDC Dividend 2,135 2,135 0 0

7,000 Net Surplus / (Deficit) 2,744 2,442 302 (426)

6,702 Impairments 0 0 0 0

North Bristol NHS Trust

Position as at 31st August



580 Below the line impact of IFRIC 12 242 242 0 0
1,500 Donated Assets 676 676 0 0

(1,782) Surplus /( Deficit) after impairments 1,826 1,524 302 (426)



Table 2

Overall Variance by Directorate for the Five Months Ended 31st August 2012

(Favourable) / Adverse

M1 M2 M3 M4 M5 M6 M7 M8 M9 M10 M11 M12 YTD 

Core Clinical Services 89 90 700 115 670 1,664

Medicine 175 175 (49) (512) 253 41

Musculo 17 17 99 1,909 346 2,387

Neuro 127 127 384 653 776 2,066

Renal (44) (44) (249) 273 55 (9)

South Glos Community HS 37 37 (56) 23 26 66

Surgery 82 81 54 663 354 1,234

Womens & Childrens 52 52 283 506 108 1,001

Facilities 16 16 6 129 134 300

Corporate Directorates (7) (7) 152 147 109 394

Other (554) (554) (948) (3,530) (3,257) (8,842)

Total (12) (13) 376 376 (426) 302

= > 2 % adverse variance 

= Adverse to plan by up to 2% adverse variance 

= On plan or favourable 

 £000's



Analysis of activity over months 1 to 5 Table 3
Total Activity 

April May June July August Cumulative
Daycases Activity 12/13 3,107 3,713 3,094 3,631 3,682 17,227

Activity 11/12 3,061 3,390 3,814 3,529 3,703 17,497
% change since prior year 2% 10% (19)% 3% (1)% (2)%

Elect IP Activity 12/13 1,023 1,200 1,014 1,240 1,158 5,635
Activity 11/12 1,154 1,232 1,316 1,288 1,264 6,254
% change since prior year (11)% (3)% (23)% (4)% (8)% (10)%

Non-Elect IP-S/stay Activity 12/13 2,092 2,222 2,042 2,135 2,267 10,758
Activity 11/12 2,136 2,193 2,171 2,192 2,116 10,808
% change since prior year (2)% 1% (6)% (3)% 7% (0)%

Non-Elect IP-L/stay Activity 12/13 2,001 2,179 1,986 2,046 2,029 10,241
Activity 11/12 1,979 1,999 2,008 1,963 2,028 9,977
% change since prior year 1% 9% (1)% 4% 0% 3%

OP-New Activity 12/13 9,698 11,387 9,258 10,537 9,925 50,804
Activity 11/12 8,100 9,351 9,686 8,712 9,723 45,570
% change since prior year 20% 22% (4)% 21% 2% 11%

OP-FUp Activity 12/13 19,436 23,334 19,804 22,430 21,416 106,421
Activity 11/12 19,865 22,193 23,299 20,637 22,821 108,815
% change since prior year (2)% 5% (15)% 9% (6)% (2)%

OP-Procedures Activity 12/13 836 1,149 1,081 1,154 1,072 5,292
Activity 11/12 1,090 974 1,215 1,123 1,191 5,593
% change since prior year (23)% 18% (11)% 3% (10)% (5)%

Total days April May June July August
2011/12 30 31 30 31 31
2012/13 30 31 30 31 31

Workings days April May June July August
2011/12 18 20 22 21 22
2012/13 19 22 19 22 22

Activity per day

April May June July August Cumulative
Daycases (per working day) Activity 12/13 164 169 163 165 167 828

Activity 11/12 170 170 173 168 168 849
% change since prior year (4)% (0)% (6)% (2)% (1)% (3)%

Elect IP (per working day) Activity 12/13 54 55 53 56 53 271
Activity 11/12 64 62 60 61 57 304
% change since prior year (16)% (11)% (11)% (8)% (8)% (11)%

Non-Elect IP-S/stay (per day) Activity 12/13 70 72 68 69 73 351
Activity 11/12 71 71 72 71 68 353
% change since prior year (2)% 1% (6)% (3)% 7% (1)%

Non-Elect IP-L/stay (per day) Activity 12/13 67 70 66 66 65 335
Activity 11/12 66 64 67 63 65 326
% change since prior year 1% 9% (1)% 4% 0% 3%

OP-New (per working day) Activity 12/13 510 518 487 479 451 2,445
Activity 11/12 450 468 440 415 442 2,215
% change since prior year 13% 11% 11% 15% 2% 10%

OP-FUp (per working day) Activity 12/13 1,023 1,061 1,042 1,020 973 5,119
Activity 11/12 1,104 1,110 1,059 983 1,037 5,292
% change since prior year (7)% (4)% (2)% 4% (6)% (3)%

OP-Procedures (per working day) Activity 12/13 44 52 57 52 49 254
Activity 11/12 61 49 55 53 54 272
% change since prior year (27)% 7% 3% (2)% (10)% (7)%



Table 3a
Pay Variance Analysis

Directorate Medical £'000

Qualified 

Nursing £'000

Healthcare 

Assistants   

£'000 Other £'000

Waiting List 

Payment 

£'000 Total £'000 Directorate

Medical 

£'000

Qualified 

Nursing 

£'000

Healthcare 

Assistants   

£'000 Other £'000

Waiting List 

Payment 

£'000 Total £'000

Core Clinical Services (230) (76) (87) 72 41 (280) Core Clinical Services (28) (22) (12) 38 21 (3)

Medicine 49 (217) 318 (30) 16 136 Medicine 31 (2) 133 (5) 4 161

Musculo 20 103 116 (49) 29 219 Musculo (22) 43 55 2 26 104

Neurosciences 44 30 399 41 43 557 Neurosciences 19 (74) 132 26 0 103

Renal (85) 11 (93) (13) 0 (180) Renal (10) (10) (5) 2 0 (23)

South Glos Adult Community 0 16 13 (55) 0 (26) South Glos Adult Community 2 (10) 36 (20) 0 8

Surgery 258 116 75 (76) (22) 351 Surgery 139 17 17 (24) (24) 125

Women and Childrens 29 26 (77) 182 35 195 Women and Childrens 9 22 (17) 34 5 53

Other Directorates 106 106 Other Directorates 0 0 0 80 0 80

Total 85 9 664 178 142 1,078 Total 140 (36) 339 133 32 608

Month 1 to 5 2012/13 Month 5 2012/13

Adverse / (Favourable) Adverse / (Favourable)



Table 3b

Whole Time Equivalents (WTEs) Analysis

Worked WTE by Directorate

Worked Worked Worked Worked Worked Worked Funded Variance
Feb-12 Mar-12 May-12 Jun-12 Jul-12 Aug-12 WTE WTE

Core Clinical Services 1,976 1,976 1,981 1,978 1,984 2,004 2,052 (48)
Medicine 1,000 1,009 1,014 1,009 994 993 972 21
Musculoskeletal 433 430 434 437 444 447 452 (5)
Neurosciences 506 532 509 505 523 524 483 41
Renal Services 282 282 284 281 291 288 287 1
South Glos Community Health Services 325 325 330 330 337 327 359 (32)
Surgical Services 669 669 686 684 693 703 674 29
Women and Childrens 1,290 1,300 1,297 1,300 1,294 1,299 1,315 (16)

Clinical Directorates Sub-Total 6,480 6,522 6,536 6,524 6,558 6,584 6,594 (10)

Chief Executive 19 19 21 19 21 25 24 1
Clinical Governance 56 56 61 59 58 55 55 0
Facilities 775 775 725 722 729 747 744 3
Finance 143 142 128 128 131 132 131 (0)
HR 234 234 240 240 247 253 245 8
Information Management 207 200 212 219 211 208 214 (6)
Operations 81 79 67 62 64 63 62 1
Projects 12 13 16 18 20 20 20 0
Ring Fenced Funding 29 29 49 50 49 50 50 (0)

Total 8,036 8,069 8,054 8,042 8,088 8,135 8,140 (5)

Facilities reduction in staff from April 2012 due to outsourcing of Laundry

Transfer of Receipt and Distribution staff from Finance to Facilities in April 2012

Transfer of Resuscitation Training from Core Clinical Services to HR Directorate in April 2012

Transfer of Cancer Nurses from Operations Directorate to Surgery Directorate in April 2012

Current Month : Aug-12

7,500

7,600

7,700

7,800

7,900

8,000

8,100

8,200

8,300

8,400

8,500

Feb-12 Mar-12 May-12 Jun-12 Jul-12 Aug-12

W
T
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s

Month

TREND TOTAL WORKED AND FUNDED WTEs

Funded

Worked



NORTH BRISTOL NHS TRUST Table 4
Savings by Directorate as at August 2012
2012-2013

Total Probability Probability
Gross Adjusted adjusted 

Directorate Savings  Target 
(2012/13) Savings Savings

gap

% of Target % of Target

 £000  £000  £000  £000  £000  £000 %  £000  £000  £000  £000  £000 %  £000 

Core Clinical Services 4,986     2,174   612    211    222  3,218   65% 2,174   536    100    17    2,828   57% 2,158        
Medicine 4,426     781      1,591 1,554 -   3,925   89% 781      1,341 931    -   3,053   69% 1,373        
Musculo-skeletal 2,178     294      974    649    8      1,925   88% 294      787    331    2      1,414   65% 764          
Neurosciences 1,648     765      234    236    66    1,301   79% 765      200    109    19    1,093   66% 555          
Renal 1,086     497      155    120    -   771      71% 497      134    58      -   689      63% 397          
South Glos Community HS 377        390      4        10      -   404      107% 390      3        5        -   398      105% (21)           
Surgery 2,949     810      1,038 587    -   2,435   83% 810      768    293    -   1,872   63% 1,077        
Women and Children's Health 2,961     2,133   432    400    20    2,985   101% 2,133   361    190    6      2,689   91% 272          

Clinical Directorates 20,611   7,843   5,040 3,765 316  16,965 82% 7,843   4,132 2,018 44    14,037 68% 6,574        

Facilities 1,554     813      145    455    142  1,555   100% 813      116    248    28    1,205   78% 349          
Chief Executive 42          42        -     -     -   42        100% 42        -     -     -   42        100% -           
Clinical Governance 156        156      -     -     -   156      100% 156      -     -     -   156      100% -           
Finance 388        357      -     -     -   357      92% 357      -     -     -   357      92% 31            
Human Resources 365        316      -     45      -   361      99% 316      -     23      -   338      93% 27            
IM&T 1,002     300      20      285    -   605      60% 300      18      135    -   453      45% 550          
Operations 182        121      60      -     -   181      99% 121      42      -     -   163      90% 19            

Non-clinical Directorates 3,689     2,105   225    785    142  3,256   88% 2,105   176    405    28    2,713   74% 976          

Central Projects 4,300     4,140   -     -     -   4,140   96% 4,140   -     -     -   4,140   96% 160          

Contingency (3,600)    -       0% -       -     -     -   -       0% (3,600)      

Total 25,000   14,088 5,265 4,550 458  24,361 97% 14,088 4,308 2,422 72    20,890 84% 4,110        

 Im
plem

ented

 M
ost Likely 

 In-progress 

 F
urther 

 Total 
Gross Savings                       Probability Adjusted Savings            Im

plem
ented

 M
ost Likely 

 In-progress 

 F
urther 

 Total 



Table 5

CAPITAL EXPENDITURE MONITORING REPORT 2012/13 - AUGUST 2012

March TB
Full year CAPITAL EXPENDITURE PLAN Project Plan Actual Variance

Plan Director to August to August from plan
£'000 £'000 £'000 £'000

Expenditure

567 Cossham Renal Dialysis Unit D Powell 400 0 400
8,224 Pathology Ph IIA/Learning & Research D Powell 1,179 18 1,161
280 Childrens community services N Curtis 180 6 174

1,410 Frenchay site preparation D Powell 40 3 37
250 Directorate schemes S Watkinson 75 127 (52)
500 PPU Contingency D Powell 30 0 30
535 Riverside single sex works N Curtis 20 6 14

4,275 IM&T M Bell 927 2,245 (1,318)
2,900 Medical equipment (excluding leasing) C Burton 200 501 (301)
500 Facilities expenditure S Wood 180 236 (56)

1,003 Contingency CPMG 163 59 104
300 Donated assets 75 74 1
720 Other  233 74 159

21,464 TOTAL GROSS  CAPITAL EXPENDITURE 3,702 3,349 353

Funding

21,339 Purchased assets depreciation  (excl car park) 8,839 8,839 0
1,200 PDC 0 0 0

0 Land sales 0 0 0
300 Donations 74 74 0

22,839 Total funding 8,913 8,913 0

1,375 Surplus of capital funding 5,211 5,564 353
 

520 Capital loan repayments 520 520 0

855 Cash surplus from capital items 4,691 5,044 353



Table 6

Variance
Mar-12 Plan Actual from plan Full year Plan

Closing balance  Plan
£'000 £'000 £'000 £'000 £'000

Non Current Assets
216,191 Property, Plant and Equipment 211,711 210,780 931 209,727
1,463 Intangible Assets 1,281 1,236 45 1,200

217,654 Total non-current assets 212,992 212,016 976 210,927

Current Assets
7,512 Inventories 7,512 7,346 166 7,512
10,224 Trade and other receivables NHS 11,995 22,596 (10,601) 9,250
11,741 Trade and other receivables Non-NHS 7,138 13,751 (6,613) 11,015
28,300 Cash and Cash equivalents  34,449 25,380 9,069 33,549
57,777 Total current assets 61,094 69,073 (7,979) 61,326

0 Non-current assets held for sale 0 0 0 0
57,777 Total Current assets 61,094 69,073 (7,979) 61,326

275,431 Total assets 274,086 281,089 (7,003) 272,253

Current Liabilities (< 1 Year)
3,328 Trade and Other payables - NHS 8,435 8,604 169 5,825
52,578 Trade and Other payables - Non-NHS  43,824 54,514 10,690 49,629
1,420 Borrowings  1,420 1,420 0 1,420
4,033 Provisions 2,667 256 (2,411) 2,667

0 Other liabilities 0 0 0 0
61,359 Total current liabilities 56,346 64,794 8,448 59,541
(3,582) Net current assets/(liabilities) 4,748 4,279 469 1,785

214,072 Total assets less current liabilites 217,740 216,295 1,445 212,712

2,106 Trade and other payables 2,106 2,102 (4) 2,106
32,717 Borrowings 32,717 32,809 92 31,297
1,831 Provisions 1,831 1,831 0 1,831

177,418 TOTAL NET ASSETS 181,086 179,553 1,533 177,478

CAPITAL & RESERVES
211,744 Public Dividend Capital 212,944 211,744 1,200 212,944

(117,507) Income and expenditure reserve (117,507) (117,507) 0 (117,507)
0 Income and expenditure account - current year 1,826 1,524 302 (1,782)

83,181 Revaluation reserve 83,823 83,792 31 83,823

177,418 TOTAL CAPITAL & RESERVES 181,086 179,553 1,533 177,478

NORTH BRISTOL NHS TRUST
STATEMENT OF FINANCIAL POSITION AS AT 31 AUGUST 2012



Table 7

Variance
from plan

£'000 Plan Actual
Cash inflow 
/(outflow)

£'000 £'000 £'000

34,420
Earnings Before Interest, Depreciation and 
Amortisation 14,169 13,854 (315)

Less effect of Donated Assets 0 0 0

0 (Increase)/Decrease in Stock 0 166 166
1,700 (Increase)/Decrease in Debtors 2,832 (14,382) (17,214)

(1,647) Increase/(Decrease) in Creditors (4,586) 5,130 9,716
(1,366) Increase/(Decrease) in Provisions (1,366) (3,777) (2,411)

33,107
Net Cash Inflow/(Outflow) from Operating 
Activities 11,049 991 (10,058)

50 Interest received 21 34 13
(1,135) Interest Paid on Long Term Loan 0 0 0

(1,085)
Net Cash Inflow/(Outflow) from Returns on 
Investment and Servicing of Finance 21 34 13

(21,429) Cash payments for Capital Purchases (6,121) (3,945) 2,176
0 Cash receipts from Asset Sales 0 0 0

(5,124) Dividends paid / payable 0 0 0
5,469 Net Cash Inflow Before Financing 4,949 (2,920) (7,869)

Financing
0 Donated Capital Receipts 0 0 0
0 Temp PDC Drawn Down 0 0 0
0 Temp PDC repaid 0 0 0

1,200 Permanent PDC Drawn down 1,200 0 (1,200)
(1,420) Loans Repaid 0 0 0

(220) Net Cash Inflow From Financing 1,200 0 (1,200)

5,249 Increase (decrease) in Cash 6,149 (2,920) (9,069)

28,300 Opening cash balance 28,300 28,300 0

33,549 Closing cash balance 34,449 25,380 (9,069)

NORTH BRISTOL NHS TRUST
STATEMENT OF CASH FLOWS AS AT 31ST AUGUST 2012

Full year 
Plan



Table 7a

Sep-12 Oct-12 Nov-12 Dec-12 Jan-13 Feb-13 Mar-13 Apr-13 May-13 Jun-13 Jul-13 Aug-13
£'000 £'000 £'000 £'000 £'000 £'000 £'000 £'000 £'000 £'000 £'001 £'002

EDITDA 3,525 2,806 3,832 2,332 3,398 3,443 5,328 1,802 3,465 4,329 3,323 3,326 

Less donated asset income (non-cash) (300)

Movement in Stock (Increase)/Decrease

Movement on Debtors (Increase)/Decrease 5,988 (779) (790) 792 100 307 (675) 810 (1,453) (3,143) (3,418) 775 

Movement on Creditors Increase/(Decrease) (174) (174) (174) (174) (174) 870 420 (174) (174) (174) (174) (174)

Movement in Provisions Increase/(Decrease)

Net Cash Inflow/(Outflow) from Operating Activities 9,339 1,853 2,868 2,950 3,324 4,620 4,773 2,438 1,838 1,012 (269) 3,927 

Interest received 4 4 4 4 4 4 4 42 47 47 44 46 

Interest Paid on Long Term Loan (580) (555)

Net Cash Inflow(Outflow) from Returns on Investment and Servicing 
of Finance (576) 4 4 4 4 4 (551) 42 47 47 44 46 

Cash payments for Capital Purchases (1,421) (1,699) (1,732) (1,907) (2,587) (2,627) (3,335) (6,035) (718) (855) (1,414) (1,865)

Cash receipts from Land Sales

Dividends paid (2,362) (2,562)

Net Cash Inflow Before Financing 4,980 158 1,140 1,047 741 1,997 (1,675) (3,555) 1,167 204 (1,639) 2,108 

Financing

PDC Received 600 600 
PDC Repaid

Donated Capital receipts

Temp PDC Drawn Down

Temp PDC Repaid

Loans Repaid (710) (710)
Net Cash Inflow From Financing (710) 600 (110)

Increase (decrease) in Cash 4,270 158 1,140 1,647 741 1,997 (1,785) (3,555) 1,167 204 (1,639) 2,108 

OPENING CASH BALANCE 25,380 29,650 29,808 30,948 32,595 33,336 35,333 33,549 29,994 31,161 31,365 29,726 

CLOSING CASH BALANCE 29,650 29,808 30,948 32,595 33,336 35,333 33,549 29,994 31,161 31,365 29,726 31,834 

NORTH BRISTOL NHS TRUST
CASHFLOW FORECAST FOR 12 MONTHS FROM 31ST AUGUST 2012
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NORTH BRISTOL NHS TRUST Table 9

Finance Report August 2012 - Key Financial Performance Indicators

Actual Actual Planned
Individual scoring 

required 

Mar-12 Aug-12 Mar-13
for overall rating 

of 3
Financial Metrics - Indicators used to derive financial risk rating

EBITDA  margin % 7.2 6.6 7.0 5.0
EBITDA % achieved % 94.2 97.8 100.0 70.0

Net return after financing % 2.7 4.9 3.6 -0.5

I&E Surplus margin (net of 
dividend)

% 1.4 0.7 1.4 1.0 

Liquidity Ratio Days 21.1 26.7 26.6 15.0

Weighted Average 3.5 3.6 3.8 3.0
Overall FRR 4 4 4 3

Items Highlighted fail to achieve the Threshold required for the Trust to achieve Foundation Trust status



 
 
 

Title:  Finance Report to the Trust Board for the five months 
ended 31st August 2012. 

Purpose of paper:   To report the year to date financial position and to highlight 
key issues. 

 
For Information 

Executive Summary: 

 
 Draft accounts have been prepared for the 5 months to August. 
 The position overall is a shortfall of £0.3m.  This shortfall is after releasing £5.7m of 

contingency reserves, and provisions. These resources were intended to be used for 
investment in improvement, change and restructuring over the next two years. 

 Pay and non-pay is £1.7m overspent for the year to date, with pay overspending by 
£0.6m in August. 

 Performance against savings has slipped further and we are now £2.8m adrift from our 
phased plans.   

 Income is £1.5m below plan. 
 Our position excluding the release of reserves is £6m adverse to plan.   
 Action needs to be taken to improve the underlying position – achieving planned levels 

of income, controlling costs within budget and making the required savings. 
 
Action Required:  The Trust Board is asked to note the key risks and issues as 

follows: 
 
There is some risk that the Trust will fall short of its £7m planned surplus for 2012/13, but 
a much more significant risk is that it will use non-recurring reserves in an unplanned way 
to underpin surplus performance, and achieve a much lower recurrent surplus than the 
£11m which is built into our medium term financial plan. . 
 
Impact on Patients:  Failure of the Trust to achieve its target surplus will have  
                                   a negative impact on the Trust. 
 
CQC Outcome: None  
Responsible Committee:  Finance Committee 
Financial Issues considered: Yes 
Equality Impact Assessment Completed: No   
Legal Issues Considered: Yes  

 Sustainability Assessment Completed:          No   
 
Presented by: Steve Webster Director Finance & Information 
Prepared by:  Mark Ross, Financial Controller.  

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

section' of any meeting. 
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NORTH BRISTOL NHS TRUST 

 
FINANCE REPORT TO TRUST BOARD  

 
APRIL 2012 to AUGUST 2012 

 
1. Summary Financial Performance 
 

 

KPIs

Retained Surplus Before 
Impairment (£m) Amber

Capital Expenditure (£m) Green

Debt repayment (£m) Green

Better payment performance Amber

Financial risk rating Green

Year to date

 
 

 
Notes on scoring: 
 
 Retained surplus.  This is the bottom line on the Trust’s income and expenditure account excluding 

impairment.  Green is ahead of the £7m plan, amber is adrift in the year to date position but forecasting an 
outturn on plan, red is adrift in the year to date with a high risk of not achieving the year end plan. 

 
 Capital expenditure.  This is capital expenditure compared with plan.    Green is on plan or underspent, 

amber is overspent in the year to date but forecasting an outturn on plan or underspent. Red is adrift in 
the year to date with a high risk of overspending the year end plan.  

 
 Debt repayment.  Whether the trust is on track with making its debt repayments.  Either green, red or 

amber according to the level of risk. 
 
 Payment performance.   The total number of invoices paid within 30 days expressed as a % of the total.  

Green is 95% or above, amber 80% to 95%, and red is below 80% 
 
 Overall risk rating under the FT rating system.  Green is a risk rating of 3 or above for the year to date and 

plan.  Amber is less than 3 year to date but a planned 3 or above.  Red is a 2 or 1 risk rating year to date 
and plan. The calculation of risk rating scores is set in table 9. 
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2. Overall position   

(1)
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Apr-12 May-12 Jun-12 Jul-12 Aug-12 Sep-12 Oct-12 Nov-12 Dec-12 Jan-13 Feb-13 Mar-13

£
m

Month

Retained Surplus (Before Impairment) Actual vs Budget

Plan Actual

 
 
   

£'000 % £000's %

Income 588 1.4% 1,506 0.7%

Pay 608 2.2% 1,078 0.8%

Non-pay (116) (0.9%) 583 1.0%

Variance to planned savings 749 n/a 2,809 n/a

Reduce non-recurrent spend 
and release of contingency (2,252) n/a (5,661) n/a

Depreciation & financing (2) (0.1%) (13) (0.1%)

Retained surplus (426) (110.6%) 302 11.0%

In month variance before 
impairment

Year to date variance before 
impairment

(Fav)/ adv (Fav)/ adv
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2.1 Income 
 
As in previous months, the issues with Cerner continue to have an impact on the income 
analysis and we have made estimated adjustments for this. Our adjusted estimate 
suggests that we are £1.5m below plan. 
 
The table below summarises the PCT income variances for the first 5 months of the year, 
based on actual income for month 4 and an extrapolation for month 5.   
 

BNSSG
Other 

Commissioners
Adjustment 

for NBT plan Total
SLA SLA
£m £m £m £m

(Adv) / Fav (Adv) / Fav (Adv) / Fav (Adv) / Fav

M4 variance against plan excluding QIPP targets (2.0) 0.2 (2.6) (4.4)
Variance against QIPP targets 1.2 1.2

(2.0) 0.2 (1.4) (3.2)

Add back contract underperformance fo BNSSG 2.0 2.0
Income rebate for NICE costs 0.5 (0.5) 0.0
Month 4 0.5 0.2 (1.9) (1.2)

Extrapolation for month 5 (1.5)

 
 
 
Income is significantly under the plan as a whole, by £4.4m excluding QIPP targets. The 
key area of underperformance is elective activity which is £4.4m under plan and £2.4m of 
this is in orthopaedics.  This is reflected in the low elective activity levels summarised in 
table 3.  
 
The nature of the BNSSG contract is such that the value of the SLA will be paid 
irrespective of underperformance.  The level of underperformance against the BNSSG 
contract to month 4 is £2m.  This is expected to be recovered over the rest of the financial 
year. 

 
As part of the Cerner recovery plan the actions to resolve the key specific problem area 
with recording and billing are being identified with Directorates, Information and Finance. 
 
 
2.2 Pay expenditure 
 
Cumulatively the pay overspend is £1.1m.  The position has worsened in August by £0.6m 
– a very significant movement in one month.  The major overspends in the month are in 
Medicine, Musculoskeletal, Neurosciences and Surgery.  A further factor this month is that 
Core Clinical have filled vacancies in pathology and radiology which has slowed down 
their underspend from the first four months.   
 
These directorates make up £0.5m of the in-month movement.  The biggest single area of 
overspending in the month is in nurse specialling at £0.16m.  The costs of wards not 
closed in line with plans is a further  £0.12m and medical staff agency costs account for 
£0.1m of the overspend.   These factors are reflected in the general rise in the costs of 
agency nurses which is running at an average of £0.24m per month compared with a third 
of that in the same period last year.  All of these areas need to be tackled by the 
directorates to bring expenditure back in line with budgets.   
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A breakdown of variances across staff groups is shown below and a more detailed 
analysis by Directorate in Table 3a.   
 
 

Staff groups % of total pay budget for

£000's

 the year to date by staff 
group

Medical staff 85 1.2%

Qualified Nursing & Midwifery 9 0.0%

Healthcare Assistants 664 6.3%

Waiting list initiatives 142 n/a

Other staff 178 0.2%

Total staff 1,078 0.8%

Year to date variance (Fav) / Adv
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2.3 Non-pay expenditure 
 
The overall position is overspent by £0.6m with a slight improvement in-month.  However, 
this in month improvement is due to a change in budget profiling to align the phasing of the 
budget for sub-contracted orthopaedics with directorate plans.  The trend of spending 
does not appear to have changed significantly. 
 
The graph below shows the pattern of actual spend. 
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2.4 Efficiency Savings 
 
Savings are £2.8m below the plan to date. The graph below shows that each month we 
continue to fall further behind the plan. Nearly every Directorate is showing adverse 
variances against their phased planned savings.  Core Clinical and Medicine make up half 
of the Directorate shortfall but significant improvement is needed in all areas.   
 
The second graph shows the overall probability adjusted forecast savings. This also 
shows that each month we are falling further below the target. The latest forecast is £4.1m 
below the target of £25m.  This graph also shows that our gross savings total is now below 
the target – a £1.7m worsening in the month.    
 
Improving performance in the delivery of savings over the remainder of the year is critical 
to achievement of the overall planned outturn and needs management attention in nearly 
all Directorates. 
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3.  Forecast 
 
Overall the forecast surplus remains at £7.0m. 
 
However, this is dependent on very significant unplanned use of reserves and 
contingencies which are intended to be used for investment in change and restructuring 
over the next two years. There is therefore a serious opportunity cost if we have to 
continue to use these resources to cover under plan financial performance. In addition, 
these resources are not available recurrently. 
 
 
4.  Capital and balance sheet 
 
Actual spend is close to plan for the 5 months but is skewed by the high level of spend on 
Cerner. There is slippage on the Pathology and Learning & Research schemes which 
offsets this.     
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The trust is short of its cash plan for the current year by £9m.  £3m of this relates to the 
phasing of transitional income and will be recovered in month 6.  A further £3m is due the 
release of provisions in the income and expenditure account which does not have a cash 
benefit.  The remaining £3m is due to unplanned levels of debtors.  
 
The level of debtors in total is high at £17.2m but £6.6m of this relates to one invoice 
raised in August which has now been paid. Amounts due over 3 months old remain very 
high at £2.6m and significant attention is now focussed on reducing this.  
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Cumulative performance against the BPPC continues improve towards the target of 95%.  
This month we achieved 92.3% giving 91.3% for the year to date.   
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5.  Financial risk ratings 
 
The weighted average for August is 3.6 which gives us an overall financial risk rating of 4.   
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Trust Board – September 2012 
 

Title: Building our Future Programme – Progress Report 

Purpose of paper:  This paper outlines progress on the Building our Future Programme 
up to September 2012. The Trust Board is asked to note this report.  

For Information 

Programme Overview: 

Operating Plan 
 
A significant number of the Building Our Future team remain focussed on producing the key 
programme deliverable – the Operating Plan. This is in essence the ‘manual’ for how 
services in the new hospital and across the community teams will work, and describes how 
the Trust will deliver on its ‘patient promises’ i.e. ‘Right Place, Right Time, First Time’ 
 
Version 1 of the Operating Plan was signed off, subject to affordability, by the Trust 
Management Team in August. This was a critical milestone for the project. Phase 2 of the 
Operating plan project began in August and runs until December 2012, this phase will 
produce the following outcomes:- 
 
 Assess and agree the affordability of the Operating Plan, followed by further review and 

iteration of models and their proposed costs in areas that are not affordable to achieve a 
plan that is affordable overall. 

 
 A space allocation plan to confirm the allocation of physical resources such as theatres, 

beds, outpatient clinics across NBT estate and office space, including identification of 
surplus unstaffed capacity. 

 
 Detailed workforce plans for all in-scope areas.  
 
 Implementation plans for all areas in Phase 1 of the Operating Plan. The plan will include 

implementation resources, deliverables, tasks, milestones, contingencies and a 
recruitment strategy. 

 
 Operating plans (level to be defined but including high level clinical models, workforce, 

capacity and cost) for areas excluded from Phase 1. The responsibility for developing 
these plans needs to be agreed.  

 
 Address any gaps in the plans including how some of the models work together (e.g. pre-

operative assessment and outpatients) and to check key assumptions are consistent 
between different clinical areas (e.g. assumptions between theatres and facilities on when 
theatres will be cleaned given three session day working).  

 
This phase has called for a more methodical programme management approach which has 
been applied including lessons learned, detailed scope definition, refreshed reporting 
detailed resource and project planning.. 
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Non-Operating Plan Projects 
 
Work continues on projects that are not directly within the Operating Plan. The Productive 
Ward project team have rolled out to 23 wards and are on target to roll out to a further 5 by 
the end of September. This project has continuously met all its milestones and should be 
rolled out to all wards by March 2013. Productive Theatre facilitators are now in post and 
have begun to roll out the “Knowing How We Are Doing” module. 
 
Programme Wide Update 
 
The Programme Director has been consulting with stakeholders to define the most effective 
programme structure. The intention of this review is to ensure resources/functions are 
structured to provide assurance and enhance the delivery capability at a time of significant 
change at NBT.  In response to the amount of change and specifically the Price Waterhouse 
Cooper report on Cerner implementation, the Trust will be setting up an independent 
Programme Management Office. Moving to Phase 2 of the Operating Plan presents an 
opportunity to leverage key team member’s skills and knowledge and to review how these 
can be best applied as we move from a design phase, to implementation and then the actual 
move to the new hospital. Allocation of resources across projects and programmes is 
currently being reviewed due to staff turnover and some projects being insufficiently 
resourced. 
 
 
Impact on Patients: The ‘Building our Future’ Programme will be central to improving 
patient safety, quality and experience.  
 
CQC Outcome:     

Responsible Committee:  Building our Future Programme Board 

Financial Issues considered: N/A 

Equality Impact Assessment Completed: Each programme of work in ‘Building our 
Future’ will require an equality impact 
assessment. 

Legal Issues Considered: N/A  

Sustainability Assessment Completed: N/A 
 
 
Presented by:    
 
Harry Hayer, Director of Organisation, People & Performance 
 
Prepared by:    
 
Corrina Casey, Acting Deputy Director of Programmes, Building Our Future 



Governance & Risk Management Committee     
 
Terms of Reference 
 

1. PURPOSE 

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

1.2 The Committee is a standing committee of the Trust’s Board of Directors (the Board). Its 
constitution and terms of reference shall be as set out below, subject to amendment at future 
Board meetings. 

1.3 It is responsible for Governance and Risk Management for the Trust. 

 

2. MEMBERSHIP AND ATTENDANCE AT MEETINGS 

Membership 

2.1 The Committee shall be appointed by the Trust Board and shall consist of two non-executive 
directors (NED) and all the executive directors. The Chief Executive shall be appointed Chair 
of the Committee.  

2.2 Each member must nominate a deputy to attend in their place when they are unable to. 

2.3 A quorum shall be shall be at least half the members being present, including at least one 
NED.  

Attendance 

2.4 Meetings of the Committee shall normally be attended by: 

 The Head of Compliance; 

 The Head of Internal Audit; 

 The Trust Secretary; 

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

2.5 The Trust Secretary shall be Secretary to the Committee and shall attend to take minutes of 
the meeting and provide appropriate support to the Chair and Committee members. 

 

3. ROLE AND RESPONSIBILITIES 

Authority 
 

3.1 The GRMC is authorised by the Board to act within its terms of reference.  All members of 
staff are directed to co-operate with any request made by the GRMC. 

3.2 The GRMC is authorised by the Board to instruct professional advisers and request the 
attendance of individuals and authorities from outside the Trust with relevant experience and 
expertise if it considers it necessary or expedient to the exercise of its functions. 

3.3 The GRMC is authorised to obtain such internal information as is necessary and expedient to 
the fulfilment of its functions. 
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 Duties 

3.3 The duties of the Committee can be categorised as follows: 

Governance Structures 

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

 Reviewing, at least annually, the sub-committee structure that reports into the 
Governance & Risk Management Committee to confirm that it is consistent with the 
needs of the organisation. 

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

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

Regulatory Compliance 

3.5 The Committee shall assure itself that all regulatory requirements are complied with, with 
proven and demonstrable assurance, and immediate and effective action is taken where this is 
identified as deficient. 

3.6 The Committee shall monitor and assure itself that it can with confidence, and evidence, 
assure the Trust Board, patients, public, and other stakeholders (e.g.: CQC, SHA, DoH, 
commissioners) that the Trust is complying with its regulatory requirements and meeting its 
targets, and can evidence this. 

3.7 The Committee shall embed the culture of compliance within the organisation, so that it 
happens as part of normal business, and not as a separate activity, contributing directly to a 
well run organisation and the quality of patient care. 

3.8 The Committee shall ensure compliance with the Care Quality Commission registration 
requirements and standards.  The Committee shall also monitor key areas of compliance, 
such as NHS insurance (NHSLA General Risk Management Scheme and CNST), the NHS 
Constitution, and other key areas of compliance as they arise. 

3.9 To have the lead responsibility for the following NHSLA Risk Management Standards Criteria; 

 2.4 Claims Management 
 2.5 Investigations 
 2.6 Analysis & Improvement 
 2.7 Learning Lessons from Claims 
 2.10 Being Open 
 3.9 Supporting Staff Involved in an Incident, Complaint or Claim 

and to ensure that all requirements are understood, translated into Trust policy and adhered to 
in practice. This entails; 

 ongoing policy development and review,  
 implementation of the policy,  
 monitoring compliance with the policy, and  

the development, review and implementation of action plans.Risk Management 

3.10 The Committee shall ensure The Trust has robust risk management systems and processes in 
place.  Appropriate risk management systems and processes will remove, reduce, avoid, 
prevent or manage risks, whilst enabling innovation, to ensure the best possible patient care. 

3.11 In particular, the Committee will: 

 Ensure that an up to date risk register is maintained, and that all staff are able to access 
the risk register to raise concerns and know that concerns will be reviewed and addressed.  

 Ensure that the Board Risk & Assurance Register (BR&AR) provides an effective source of 
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 Act as the forum for risk to be discussed, and ensure that where serious concerns are 
raised, action is taken, and that action plans are carried through to completion, and the 
reporting loops closed.  In doing so, ensuring that there are robust links with Clinical and 
non-Clinical Directorates to ensure a culture of quality and risk management is present 
throughout the organisation. 

Safety 

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

 
 
 

4. CONDUCT OF BUSINESS 

Frequency 

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

Committee Effectiveness 

4.2 The Committee shall conduct an annual self-assessment and report any conclusions and 
recommendations for change to the Board. 

4.3 As part of this assessment, the Committee shall consider whether or not it receives adequate 
and appropriate support in fulfilment of its role and whether or not its current workload is 
manageable. 

Other matters 

4.4 The minutes of the Committee shall be formally recorded by the Trust Secretary. A highlight 
report of the key business undertaken will be submittted to the Trust Board following each 
meeting in the public session where possible. The Chair of the Committee shall draw to the 
attention of the Board any issues that require disclosure to the full Board. The Committee shall 
also raise any significant concerns around risk, governance or assurance directly with the 
Board in a timely manner. 

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

4.6 The Committee will receive reports from each of the following sub-committees in order to 
obtain assurance on the effective delivery of their Terms of Reference: 

 Quality Committee 

 Drugs & Therapeutic Committee 

 Clinical Risk Committee  

 Risk & Compliance Committee 

 Patient Experience Group  

 Patient Records Committee  

 Health & Safety Committee  

 Control of Infection Committee  

 Safeguarding Committee  

4.7 The Committee shall be supported administratively by the Trust Secretary, whose duties in 
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 Agreement of agendas with Chair and attendees and collation of papers 

 Taking the minutes 

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

 Advising the Committee on pertinent issues/areas 

 
 
 
 

5. STATUS 

5.1 These terms of reference should be reviewed annually by the Trust Board. 

5.2 Approved by the Trust Board on  tbc 

5.3 Next Review Date: February 2013 

 
 



 
 
 

Report to Trust Board – September 2012  
 

PUBLIC SESSION 
 

Title: Governance and Risk Management Committee Report 
 
Purpose of paper:  To report the key decisions, assurances and risk issues 

addressed at the meeting of the Governance and Risk 
Management Committee (G&RMC) held on 5th September 
2012. 

 
For Discussion and Approval 

 
Executive Summary: A summary of the meeting is attached at Appendix A to 

provide the Trust Board with assurance that the G&RMC is 
conducting its business in a robust manner. It also provides 
opportunity for board members to triangulate the assurance 
and risk issues covered with information received directly at 
the Board and within the normal course of their duties. 

 
 Key areas discussed included; 

 
HealthAssure – a presentation on the outputs from this new 
software giving continuous assurance about compliance with 
CQC standards, Hygiene Code requirements and NHSLA 
standards was given 
 
Revised Sub-Committee Structure – approval was given for 
revised reporting to G&RMC affecting the Quality Committee 
and setting up a Risk and Compliance Committee. The revised 
sub-committee structure is shown within Appendix B and 
updated Terms of Reference are attached at Appendix C for 
approval. 
 
Board Risk and Assurance Register – a draft of the register 
was approved for further development for its first quarterly 
report to the Board in September, this is a separate item on the 
board agenda. 
 
Risk Management Strategy – work continues to align the risk 
management systems to Monitor requirements and a strategy 
and policy will be developed for approval at the November 
Board meeting. 

 
Action Required:  Trust Board is requested to:  
 

Review the work of the Governance and Risk Management 
Committee and discuss any appropriate issues 
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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 
providers. Failure to follow adequate procedures could bring 
financial penalties. 

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. 

Quality and Safety  
Standards: 

Impacts on all CQC registration and other bodies’ standards. 

Financial Issues 
considered: 

There are no extra financial 
issues. 

Equality Impact 
Assessment: 

None 
Undertaken 

Legal Issues Considered as part of 
compliance issues. 

Sustainability 
Assessment 
Completed: 

An inherent 
part of the 
assurance 
process. 

 
Presented by:  Marie-Noelle Orzel, Chief Executive & Chairman of G&RMC 
Prepared by:  Nick Stibbs, Corporate Services Manager & Paul Cresswell, Head of 

Compliance 



   

  
Summary of Governance and Risk Management Committee Meeting 

5 September 2012 
 
1. Decisions Requested / Made 

 
Exec. 
lead 

 
1.1 
 
 
 
1.2 

 
The Committee requests Trust Board approval of a revised subcommittee 
structure shown in Appendix B and the revised Terms of reference, shown at 
Appendix C. 
 
The Committee approved; 
 

a) a revised reporting structure to rationalise the direct responsibilities of 
G&RMC and to include the Drugs and Therapeutics Committee, a 
new Risk and Compliance Committee and the Quality Committee 
through which four sub-committees will report (see appendix A) 

b) the setting up of a Risk and Compliance Committee to oversee the 
system of risk management and the Trust’s regulatory compliance 
position 

c) the draft of the first Board Assurance and Risk Register (separate 
paper to Board) 

d) the approach to the new risk management strategy which includes 
implementing a new ‘RiskWeb’  module to the existing system used to 
manage incidents, complaints and claims, a regularly updated Board 
risk register, a review of risk register entries and a proportionate 
approach to training of staff in the implementation of the strategy 

e) G&RMC will review at every meeting all risks scored at 16 and above 
and all with a likelihood score of five. 

f) the terms of reference for the Patient Experience Group including the 
co-opting of key advisors 

g) the results of the effectiveness survey, which showed that there is a 
lack of understanding of the work of the G&RMC at directorate level. 
An action plan will be developed which will include an invitation to 
sub-committee chairmen to attend a G&RMC meeting  

 
 

 
MNO 
 
 
 
 

 
2. Assurance Reports Directly reviewed by GRMC 

 
Exec. 
lead 

 
2.1 

 
Ofsted/Care Quality Commission 
 
The summary of the Ofsted/CQC report on their inspection of Safeguarding 
and Looked After Children’s services in South Gloucestershire was noted. 
There were a considerable number of positive aspects for both health and 
social services. There were two shortfalls for NBT in Safeguarding that were 
required to be implemented within three months and an immediate 
requirement for the partnership of South Gloucestershire, the health 
commissioners and NBT for Looked After Children. A detailed action plan will 
be developed for report to the next meeting. 
 
The report from a similar inspection of North Somerset services is awaited. 
 
 

 
 
 
 
 
 
 
 
 
 
SJ 
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2.2 
 
 
 
 
 
 
 
2..3 
 
 
 
 
 
 
2.4 
 
 
 
 
 
 
2.5 

NHSLA – CNST Assessment 
 
A summary of the assessor’s feedback on the Maternity CNST Level 3 
achievement was reviewed and the plans to achieve the level in the two 
criteria that had not been assessed and to sustain the level overall were 
noted. The directorate will report progress on the plans to the new Risk and 
Compliance Committee. 
 
NHSLA – Risk Management Standards 
 
The Committee received a progress report on the project to achieve the 
general Level 3 NHSLA assessment for NBT. It confirmed support for the 
project and noted that the greatest current risk referred to compliance of live 
patient records holding all the information the Trust required.  
 
Medicines Assurance 
 
The Committee noted the quarterly assurance report on the key legislative 
and policy requirements relating to use of medicines and the implementation 
of actions arising from the inspection in January of the Unlicensed Aseptic 
Preparation services. 
 
Central Alerts System 
 
The quarterly report on patient safety alerts showed that all the first quarter 
alerts had been dealt with within their timeframe. One alert from a previous 
quarter remained open beyond its deadline at 30 June but had since been 
completed.  

 
 
 
 
 
 
 
 
 
 
 
 
 
SJ 
 
 
 
 
 
 
CB 
 
 
 
 
 
SJ 

 
 
3. Assurances Received from Sub-Committees Exec. 

lead 
 
3.1 
 
 
 
 

 
Patient Experience Group 
 
Ward Feedback Cards and the Analysis Tool have been adopted by 95% of 
all wards and results in the first quarter have been very positive. 

 
 
 
 
SJ 
 

3.2 Patient Records Committee  
 
 
 
 
 
3.3 
 
 
 
 
3.4 
 
 
 
 
 

 
The baseline score for the Information Governance assessment achieved a 
score of 88% which was deemed ‘satisfactory’ and a merge policy for 
information held on the Cerner, ICE and Pathology systems approved. 
 
Clinical Audit Committee 
 
The Clinical Audit annual training report and role descriptions for directorate 
clinical leads had been approved. 
 
Control of Infection Committee 
 
The number of MRSA and MSSA incidences of bacteraemia were well within 
their target trajectory and MRSA screening for both elective and emergency 
services was greater than the local targets. 
 

 
 
SWe 
 
 
 
 
SJ 
 
 
 
 
 
CB 
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3.5 
 
 
 
 
 
 
3.6 

Cancer Services Committee 
 
The terms of reference for a one to one pilot with Macmillan for a cross city 
project had been signed off and waiting times for services were being 
sustained. 
 
 
Clinical Effectiveness Committee 
 

 
 
 
CB 

 NCEPOD studies were being responded to within required timescales. CB 
 

 
 
4. Key Risk Areas Discussed: 

 
Exec. 
lead 

4.1 Winterbourne View  
 
The Committee noted the executive summary of the Serious Case Review 
(SCR) of the Winterbourne View Care Home published on 6 August. Although 
the Department of Health has yet to publish its response it has been agreed 
that the local Clinical Commissioning Groups explore with NBT how A&E 
services can detect instances of re-attendance from same locations or of 
individuals. Individual recommendations from the SCR will be reviewed in 
detail by the Adult Safeguarding Group. 
 

 
 
 
 
 
 
 
 
SJ 
 

4.2 
 
 
 
 
 
 
 
 
 
 
 
4.3 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Child K  
 
The Committee noted a summary of the Serious Case Review published on 4 
September of the death of Child K which had been commissioned by the 
Bristol Safeguarding Children’s Board. An Individual Management Review of 
NBT’s service provision highlighted the need to improve practitioners’ abilities 
to provide a more sustained and authoritative challenge towards parents and 
multi-agency colleagues and a need to review information transfer between 
community midwifery and the health visiting service. Actions will be monitored 
by the Safeguarding Children Group and the overarching Safeguarding 
Committee. 
 
Patient Experience Group 
 
There are concerns about: 
 
lack of communication with patients about the discharge process  
the cleaning of bed tables, consistency of nutritional screening, training of 
staff in assisting patients to eat and drink, food intake recording and 
calculation of staffing levels 
completion by some directorates of inpatient and outpatient survey action 
plans 
In addition the Group questioned the merit of the Friends and Family Test 
which the Department of Health require all Trusts to implement from April 
2013. 
 

 
 
 
 
 
 
 
 
 
 
SJ 
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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. 
 5 



   

 
 

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. 
 6 

 
4.4 
 
 
 
 
 
4.5 
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4.8 

Patient Records Committee 
 
The Committee has identified as a potential issue/risk the system for looking 
at and checking patient test results in ICE which is slow and does not help to 
facilitate clinicians’ work 
 
Clinical Audit Committee 
 
A review of audits in the first half of 2011/12 revealed that less than half of 
them included action plans although actions may have been taken and only a 
little over half of them had a formal written report. A large number of projects 
had been abandoned in 2011/12 which had represented 161 hours of Quality 
Improvement Clinical Audit staff time. Many of the abandonments were due 
to a lack of communication on progress from project leads. 
 
Gaps in specialty audit lead representation are being addressed. 
 
Control of Infection Committee 
 
Trust-wide infection control training compliance remains at 81% and whilst 
the number of incidents of C Diff bacteraemia was within the target trajectory 
at the time of the report it has subsequently moved above target and a 
reduction is a key activity for the Committee. 
 
Cancer Services Committee 
 
Work is taking place with the National Systemic Anti-Cancer Therapy dataset 
team to investigate ways of collecting data on chemotherapy without an 
electronic prescribing system 
 
Clinical Effectiveness Committee 
 
The nasogastric feeding policy has failed to gain approval a third time due to 
lack of clarity over its audit processes. 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
SJ 
 
 
 
 
 
 
CB 
 
 
 
 
 
CB 
 
 
 
 
CB 
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Report to the Trust Board on 27th September 2012  
 

Title: Annual Accounts and Annual Report of the North Bristol NHS 
Trust Charitable Funds for the year ending 31st March 2012  

Purpose of paper:    
 
The North Bristol NHS Trust Charitable Funds Annual Accounts and Annual 
Report were approved by the Trust’s Charitable Funds Committee on 10th 
September 2012 and are attached for the information of the Trust Board. 

Executive Summary:  
 
 A commentary on the Annual Accounts and Annual Report of the North 

Bristol NHS Charitable Funds for the year ending 31st March 2012  
 The Annual Report of the North Bristol NHS Trust for the year ending 31st 

March 2012 
 The Annual Accounts of the North Bristol NHS Trust for the year ending 

31st March 2012 
 
 
Action Required:  The Trust Board is asked to: 
 
Note the contents of the North Bristol NHS Trust Charitable Funds Annual 
Accounts and Annual Report.  
 
 
Key Risks: None 
 
 
Impact on Patients: None  
 
 
CQC Outcome: None    
Responsible Committee: Charitable Funds Committee    
Financial Issues considered: By the Charitable Funds Committee   
Equality Impact Assessment Completed: None  
Legal Issues Considered: None     
Sustainability Assessment Completed: None  
 
Presented by: Steve Webster  
 
Prepared by: Mark White  

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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TRUSTEES ANNUAL REPORT AND ANNUAL ACCOUNTS 

FOR NORTH BRISTOL NHS TRUST CHARITABLE FUNDS

FOR THE YEAR ENDING 31ST MARCH 2012
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CHAIRMAN’S STATEMENT

It is with great pleasure that I prepare this Statement as Chairman of the North Bristol NHS 
Trust Charitable Funds Committee. 

2011-2012 has again been a very difficult year for personal finances, with the UK economy 
continuing to shrink, interest levels remaining low and little sign of recovery from recession.

Against that backdrop, it is very pleasing to be able to report that donations to the Charity 
during 2011-2012 have risen by 12% on the same period last year. Legacy gifts have also 
increased year on year almost four-fold. For this the Charity offers it’s sincerest thanks to 
each and every person, young or old who has either donated directly to one of the Charity’s 
funds or partaken in events to raise money. 

The performance of the Charity’s investments has improved on the previous year, despite 
difficult investment trading conditions. We remain cautious about future performance of our 
investments as the UK economy continues to falter. Full details of Charity’s investment 
performance are set out within the Charity’s Annual Accounts at the end of the Annual 
Report.

As is very often the case, very many of the donations and legacies gratefully received by 
the Charity are made in recognition of the high quality of treatment given and care shown 
by our staff to patients, their families and friends. This year it is again gratifying to note this 
position and it is a measure of the success of the services provided by the Trust. 

Continuing on a further positive note the Charity has been able to support a number of 
significant and exciting developments during the past twelve months.

The South West’s first human milk bank has been officially opened at Southmead Hospital 
thanks to over £70,000 of donations to our Precious Drops appeal. The money has been 
used to create the milk bank at Southmead’s maternity unit which will supply donor breast 
milk to premature babies in the hospital’s neonatal intensive care unit. A range of 
fundraising events were held to raise the funds including a charity zip wire, dragon boat 
event, ice skating and a team which competed in the Bristol 10k. 

We have now completed our consolidation of the Bristol Urological Institution and have fully 
integrated their charity programme into our own. 

Over 600 runners braved windy and rainy conditions in September to raise money for the 
Bristol Urological Institute at Southmead Hospital. Each of the participants in the Run for the 
Future event helped boost donations to the fund which care for men with prostate cancer. 

Our ‘Mum’s the Word’ appeal for the Southmead Maternity Unit gathered pace with over 
100 mums, dads and children taking part in a four mile sponsored walk, and an appeal was 
launched for 1,000 photos to be donated to the charity to make up a mosaic picture which 
will be displayed in the maternity unit at Southmead Hospital. 

Our fundraising plans for the next twelve months include schemes to raise funds for Shine 
Together, a charity abseil which will support wards and departments across the hospitals 
and the return of ‘Run for the Future’, Bristol’s biggest family fun run on the Downs in aid of 
Prostate Cancer Care and Research at Southmead Hospital 

The overall registered purpose of the Charity is to ‘apply income for any charitable purpose 
relating to the National Health Service wholly or mainly for the services provided by the 
North Bristol NHS Trust’. 
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Therefore it is pleasing to report that during 2011-2012 there was a strong increase in 
expenditure in the area of Patient Welfare, rising by 22% on the previous year. This 
increase was boosted by a new initiative called ‘Christmas Cracker’.

The Christmas Cracker initiative saw £100,000 of donations being distributed to help 
patients and wards in the greatest need. The funds were distributed to 34 hospital 
departments and community services at North Bristol NHS Trust in a charitable Christmas 
advent countdown. Up to £5,000 was given each day in December to allow wards to buy 
equipment to help improve care and support for patients.

The Charity has always devoted a significant proportion of its available resources to 
research work, and once again in 2011-2012 there has been growth in this area. Compared
with 2010-2011 the Charity has increased spending in this area by nearly 11%. The charity 
continues to fund the salaries of key research staff carrying out important work in a number 
of areas of medical science and supports that work by giving funding towards equipment 
and facilities. 

We are delighted to be able to express our sincere thanks once again this year to all the 
Leagues of Friends and the WRVS who continue to provide a valuable and much 
appreciated service running several Hospital shops and coffee lounges. These efforts and 
the results of their fundraising have led to the Leagues of Friends purchasing many items of 
medical equipment and providing grants to individual Wards for the improvement of patient 
services.

The Charity looks to the coming financial year with continued hope for growth in income and 
a fundraising programme which targets funds to areas most in need.

Nick Patel 
Chairman
Charitable Funds Committee 
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TRUSTEES & TRUST BOARD

The Charitable Funds, registered Charity number 1055900, are administered and managed 
by the Trustee, North Bristol NHS Trust as a corporate body, which is represented by the 
Trust Board of Directors.

The Charity’s annual report and accounts for the year ended 31 March 2012 have 
 been prepared by the Corporate Trustee in accordance with Part VI of the Charities Act 
1993 and the Charities (Accounts & Reports) Regulations 2008. The Charity’s report 
and accounts include all the separately established funds for which the patients, their carers 
and the communities served by North Bristol NHS Trust are the sole beneficiaries. 

The Chairman of the Trust Board and the Non-Executive Directors are appointed by the 
NHS Appointments Commission.  Members of the Trust Board and Charitable Funds 
Committee are not individual Trustees under charity law but act as agents on behalf of the 
Corporate Trustee. The Trust appoints the Chief Executive and the Executive Directors. 

The members of the Trust Board for North Bristol NHS Trust who served during the year 
were:

Chairman                                 Peter Rilett 

Non- Executive Directors Ken Guy 
Stephen Hughes 
Robert Mould 
Andrew Nield 
Nick Patel 
Avril Waterman-Pearson 

Executive Directors 

Chief Executive Ruth Brunt 

Director of Finance and Information Steve Webster 

Medical Director Chris Burton 

Director of Nursing Marie Noelle Orzel 

Director of Operations Sue Watkinson 
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REGISTRATION WITH THE CHARITY COMMISSION

The Charitable Funds of Southmead Health Services NHS Trust and Frenchay Healthcare NHS 
Trust were registered with the Charity Commission according to the requirements of the 
Charities Act 1993, during 1996/1997 by means of individual declarations of trusts.  

Following the merger of Southmead Health Services NHS Trust with Frenchay Healthcare 
NHS Trust, to become North Bristol NHS Trust on 1st April 1999, the funds were re-
registered in the name of North Bristol NHS Trust Charitable Funds during 1999/2000 by 
means of individual supplemental deeds. These included funds in respect of the Blackberry 
Hill, Clevedon, Cossham, Frenchay, Southmead and Thornbury Hospitals.

At the end of 2007/2008 these hospital funds were merged and re-registered as the North 
Bristol NHS Trust Hospitals Fund. 

The full list of funds registered as subsidiary funds with the Charity Commission under 
North Bristol NHS Trust Charitable Funds are: 

North Bristol NHS Trust General Fund 
North Bristol NHS Trust Hospitals Fund 
North Bristol NHS Trust Cancer Fund 
North Bristol NHS Trust Community Fund 
North Bristol NHS Trust Research & Development Fund 

In accordance with guidance from the Department of Health, the Charity also administers 
Funds Held on Trust on behalf of South Gloucestershire PCT. 

Charitable funds received by the charity are accepted and held and administered as funds and 
property held on trust for purposes relating to the health service in accordance with the National 
Health Service Act 1977 and the National Health Service and Community Care Act 1990 and 
these funds are held on trust by the corporate body. 
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THE CHARITABLE FUNDS COMMITTEE

The North Bristol NHS Trust is the Corporate Trustee of the Charitable Funds governed by the 
law applicable to Trusts, principally the Trustee Act 2000 and the Charities Act 1993. 

The authority to administer the Trust’s Charitable Funds has been delegated by the Trust 
Board to the Charitable Funds Committee. The Committee meets on a quarterly basis to 
review reports on the management of the funds and to consider recommendations made by 
the Trust’s investment advisors concerning the Charity’s portfolio. Appropriate guidance 
issued by the Charity Commission concerning charity law and the role and responsibilities 
of Trustees has been made available to members of the Committee. 

During 2011/12 members of the Charitable Funds Committee were: - 

Chairman Nick Patel Non-executive Director 

Executive Director Steve Webster Director of Finance 

Other Members Prof Steve Harper Consultant Renal Physician

Mr Tim Bartlett Head of Marketing and PR 

Mr Timothy Draycott Consultant Women’s Health  

Mr Venkat Iyer Consultant Neurosurgeon 

  Mr David Porter Consultant Neurosurgeon 

Mr Simon Cawthorn  Consultant – Breast Care Centre 

  Mrs Katherine Lord  Head of Nutrition/Dietetics 

  Mrs Beverly Hennegan Cardiac Rehabilitation Service 
Manager

  Canon Chris Davies Head of Spiritual & Pastoral Care  
       

PRINCIPAL CHARITABLE FUNDS’ STAFF:

Administration and Accounting 

 Mark White          Charitable Funds Accountant 
 Barbara Jarvis Assistant Charitable Funds Accountant 
 Pat Willett    Charitable Funds Assistant 

Fundraising

 Trevor Reid Head of Fundraising 
 Cheryl Segger Fundraising Assistant 
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The Charitable Funds Administration and Accounting staff are employed by North Bristol 
NHS Trust to administer the North Bristol NHS Trust Charitable Funds on behalf of the 
Charitable Funds Committee.  The post holders are an integral part of the Trust’s finance 
structure liaising between the Charity Commissioners, Fund Holders and the Charitable 
Funds Committee and reporting through line management.  Whilst employed by North 
Bristol NHS Trust, the employment costs of these staff applicable to their involvement in the 
work of the Charity are charged to the Charity.

The Trust Board of Directors delegates the responsibility of authorising expenditure charged 
to the Charity in accordance with a defined banding structure which is contained in the 
Trust’s detailed Scheme of Delegation.  

PROFESSIONAL ADVISORS & OFFICERS DURING 2011/12:

Bankers:   

Royal Bank of Scotland 
Devonshire Square   
London EC2M 4XJ 

Citibank 
Canada Square 
Canary Wharf 
London E14 5LB 

Auditors:

Audit Commission
Westward House
Stoke Gifford 
Bristol BS34 8SR

Investment Fund Managers:    

Baring Asset Management Limited (to 20th March 2012) 

155 Bishopsgate 
London EC2M 3XJ 

Smith & Williamson Investment Management (from 20th March 2012) 

Portwall Place 
Portwall Lane 
Bristol BS1 6NA 

Investment Advisor: 

Mr Nicholas Hutchen LL.B (Hons) 
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Solicitors: VAT Advisors:  

Beachcroft Wansbroughs  VAT Liaison 
10-22 Victoria Street Liaison Court 
Bristol Vincent Road
BS99 7UD Worcester WR5 1BW
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CHARITY OBJECTIVES, GOVERNANCE & MANAGEMENT

CHARITY OBJECTIVES 

The overall registered purpose of the Charitable Funds is to ‘apply income for any 
charitable purpose relating to the National Health Service wholly or mainly for the services 
provided by the North Bristol NHS Trust’. It is the responsibility of the Trustee to ensure that 
all donations and legacies are utilised strictly in accordance with the purpose for which they 
were given. 

In order to achieve this, each ward and most departments have their own fund accounts.  
These accounts have been grouped together for registration purposes under one of the 
registered subsidiary funds.  Each of these registered funds has been designated a 
purpose to encompass the purposes of the individual fund accounts contained within the 
group. Details of the nature and purpose of each registered fund can be found within the 
Charity’s Annual Accounts set out at the end of Annual Report. 

The Trust Board has reviewed the Charity Commission’s general guidance on public benefit 
and applies this when setting the terms of reference for the Charitable Funds Committee. 
The Charitable Funds Committee takes account of the Charity Commission’s guidance on 
public benefit in setting or reviewing the guidelines for Fund Advisers, who are authorised 
to spend charitable funds. 

The objectives of the Charity are to enhance the services for patients and to provide 
additional facilities for staff and for research, in addition to that which the Trust is normally 
able to provide. This can include the purchasing and upgrading of equipment, 
improvements to the facilities for patients’ families and the provision of funding for research.  

Specific objectives for 2011/2012 included: 

 The creation of the Christmas Cracker Awards scheme whereby a total of £100,000 
was granted by the Charity against bids submitted from all corners of the Trust for 
medical and patient related equipment to be used in wards and departments.  

 The continuation of the Mums the Word fundraising appeal. 
 The purchase of items of medical equipment. 
 The continued provision of funding for research projects.  

These objectives were achieved during the year. 

GOVERNANCE

The corporate trustee fulfils its legal duty by ensuring that funds are spent in accordance 
with the objects of each fund and by designating funds the Trustee respects the wishes of 
our generous donors to benefit patient care and advance the good health and welfare of 
patients, their carers and the staff who look after them. 

Donations received and available for spending are allocated to specific funds within one of 
the registered subsidiary charities. For example there are charitable funds for most of the 
wards and departments within the Trust, which form part of the North Bristol NHS Trust 
Hospitals Fund.

Non-Executive Members’ of the Trust Board are appointed by the NHS Appointments 
Commission and Executive members of the Board are subject to recruitment by the NHS 
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Trust Board. Members of the Trust Board and the Charitable Funds Committee are not 
individual trustees under Charity Law but act as agents on behalf of the corporate trustee.

The charity has made available to all Board Members the Charity Commission booklet CC3, 
The Essential Trustee and Charities and Public Benefit.

Acting for the Corporate Trustee, the Charitable Funds Committee is responsible for the 
overall management of the Charitable Fund. The Committee is required to: 
 Control, manage and monitor the use of the fund’s resources for the public benefit, 

having regard for the guidance issued by the Charity Commission. 
 Provide support, guidance and encouragement for all its income raising activities whilst 

managing and monitoring the receipt of all income. 
 Ensure that ‘best practice’ is followed in the conduct of all its affairs fulfilling all of its 

legal responsibilities. 
 Ensure that the Investment Policy approved by the NHS Trust Board as Corporate 

Trustee is adhered to and that performance is continually reviewed whilst being aware of 
ethical considerations. 

 Keep the Trust Board fully informed on the activity, performance and risks of the charity. 

The accounting records and the day-to-day administration of the funds are dealt with by the 
Charitable Funds Team located at North Bristol NHS Trust, Christopher Hancock Building, 
Southmead Hospital, Westbury-on Trym, Bristol, BS10 5NB.  

MANAGEMENT 

Investment Income 

The Trustee invests the Charity’s funds for growth and income using appointed investment 
managers. The Charitable Funds Committee regularly reviews the performance of their 
investments.

Investment Policy 

In order to maximise income potential, the Charity invests to generate interest and when 
appropriate, dividends.  To achieve this, an official pooling scheme is operated in 
accordance with Charity Commission guidelines, for investments relating to the following 
funds:

North Bristol NHS Trust (Expendable Funds) Common Investment Fund 
North Bristol NHS Trust (Capital) Common Investment Fund 

To ensure that there are monies available to meet different demands on expenditure, the 
balances are held as short term and long-term investments. 

Short Term Balances 

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

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

Gains on Investments 

During the financial year receipts of dividends and interest, less governance costs 
amounted to £228,000 net and have been apportioned to individual funds using monthly 
average balances.

The financial year 2010/11 saw an improvement in the performance of the world’s stock 
markets. This improvement unfortunately has not been maintained during 2011/12 and has 
led to the funds suffering a net loss. As at 31st March 2012 that loss for the year was 
£165,000. This has resulted in the value of investments at 31st March 2011 of £9,049,000, 
after taking into account additions and disposals during the year, decreasing to £8,824,000 
at 31st March 2012.

Reserves Policy 

The Charity receives income in the form of donations and bequests/legacies. This income is 
banked as and when it is received. By its very nature, it is difficult to predict in advance the 
amount of income that the Charity is likely to receive, and therefore it is essential that the 
Charity maintain sums of money on reserve, to meet its requirements and to act as a buffer 
against stock market fluctuations. 

It is the policy of the Trustee to retain on reserve a minimum of 20% of the value of the 
Charity's investment portfolio in the form of unrealised and realised gains.  

Despite a reduced performance on the world’s stock markets during 2011/12 the Charity 
still holds reserves at 31st March 2012 amounting to £1,772,000 which is 20% of its 
portfolio value. 

The Trustee's representatives, acting on behalf of the Trustee, will review the reserves 
policy annually. 

Endowment Funds 

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

Unrestricted Funds 

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

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

Risk Management 

The Charity has identified and examined all major risks to which it is exposed and systems 
have been established to mitigate these risks. The most significant risks identified were 
continued losses from a fall in the value of the investments due to volatility in world equity 
markets. The investment performance is closely monitored by the Charitable Funds 
Committee and a reserve is maintained in accordance with the Reserves Policy. The risk 
register was reviewed by the Committee on 6th February 2012. 

Partnership Working and Networks 

The Charity supports and participates in the activities of the Association of NHS Charities. 
The organisation is for the larger NHS charitable organisations and ensues that we are kept 
informed and fully updated on all current and developing issues. Concerns are highlighted 
and the knowledge shared with similar organisations.

The patients of North Bristol NHS Trust are the main beneficiaries of the charity and the 
Trust is a related party by virtue of being corporate trustee of the charity. By working in 
partnership with the Trust, the charitable funds are used to best effect. When deciding upon 
the most beneficial way to use charitable funds, the corporate trustee has regard to the 
main activities, objectives, strategies and plans of the Trust.

We remain indebted to the work of all of the League of Friends affiliated to each of our 
hospitals, who raise thousands of pounds each year. The Trustee also collaborates with the 
WRVS who raise substantial funds through their shops and coffee lounges.  

Objectives and Strategy  

The Trustee has approved a ‘Mission Statement’ in order to focus on our objectives: 

In partnership with North Bristol NHS Trust we will enhance the provision of high quality 
patient care for the public benefit. The charity supports the provision of healthcare free at 
the point of need and cares for the staff, carers and families and patients by focusing on 
areas not covered or fully supported by central NHS funds. 

Making our vision happen involves all our partners, including the WRVS, the League of 
Friends, staff, patients, carers and the community. We invite you to join us to make this a 
reality.

If you want to know more about how to become involved or to take part in the fundraising or 
to make a donation please contact either the Fundraising Department on 0117 3236462 or 
the Charitable Funds Team  0117 3235541. 
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ANNUAL REVIEW

Our Activities

During the year, the funds continued to support a wide range of charitable and health 
related activities benefiting patients, their carers, and the staff who care for them. In general 
they are used to purchase the very varied additional goods and services that the NHS is 
unable to afford. For example charitable funds are used to purchase items of much needed 
medical equipment. 

The ward charitable funds receive many donations specifically given to thank the nursing 
staff that cares for the patients and these are used for charitable activities that will benefit 
staff. The charitable funds also enable consultants and other medical staff to attend 
courses, not funded by the NHS, which will update them on the new ideas and modern 
techniques in their specialties. 

The charity makes available funds to sponsor research in areas where the NHS Trust has 
considerable expertise with a view to developing new therapies for treating and caring for 
patients.

The Trusts Research & Development Team is responsible for assessment of the quality of 
the research as proposed, the quality of the research environment within which the 
research will be undertaken and the experience and expertise of the principal investigator 
and the other key researchers involved. They are responsible for ensuring that 
arrangements are in place for the research team to access resources and support to deliver 
the research as proposed, and that agreements are in place which specify responsibilities 
for the management and monitoring of research.

The Charity’s General Funds receive donations and legacies that can be used for any 
charitable purpose relating to the NHS. This flexibility has been used to fund a number of 
initiatives in support of the Trust’s goals and priorities during the year.

At Christmas, a time for being with friends and family, unfortunately some patients are not 
well enough to leave hospital. The Charity’s General Funds give grants to various front line 
wards and departments for the purchase of decorations and minor items of catering to 
enhance the Christmas period for such patients.

Grant Making Policy  

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

The General Funds – These will consist of gifts, donations and bequests 
received by the charity where other than naming a specific hospital, no particular 
preference as to their expenditure has been expressed by donors. Applications 
for grants are received from staff and groups within the Trust’s Hospitals.  Based 
on their knowledge of the Trust and its needs and goals, the Charitable Funds 
Committee agrees funding priorities and scores the applications for quality and 
value for money. Grants are targeted on projects in areas of the Hospital that do 
not have available specific Funds to pay for them.
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Specific Funds – These will consist of gifts, donations and bequests where the 
donor nominated a particular ward, department, or activity within one of the 
Trust’s Hospitals at the time their donation was made. Specific funds are 
overseen by Fund Holders who can authorise expenditure up to agreed levels, 
after which the Charitable Funds Committee must give approval. 

Our Future Plans 

The future direction of the charity continues to be shaped by changes in the NHS. The 
reconfiguration of services and the plans for the new North Bristol Hospital now being 
constructed will increasingly influence the priorities for spending charitable funds.

Our future plans are subject to and intrinsically linked to sufficient income being donated or 
received by the Charity. The Head of Fundraising and his team have been tasked with not 
only ensuring that current income levels are maintained but by establishing new fundraising 
campaigns, both of a minor and major nature, that the profile of the charity is raised so that 
increasing income levels are received in the coming years.

If the Charity can achieve its income goals it will enable it to commit for example to the 
upgrading of the Trust’s Maternity Department and to contributing, with the help of 
considerable funding from the WRVS, to enhancements to the treatment of dementia 
patients trust wide. Within the next two years as the new North Bristol hospital nears 
completion it will be able to play an important role in the provision of the high technological 
systems and equipment needed for a 21st century establishment. 

Achieving its income goals will also permit the Charity to support an annual Christmas 
Cracker Award to fund items of medical equipment within departments across the Trust as 
well as the well established Fresh Arts Programme. 

The review of achievements, performance and finances should be seen in the context of 
our vision to assist the NHS Trust to help its hospitals provide world class patient centred 
care and excellence in training, education and research.








































	1. Board Paper September 2012 - Agenda
	4.1 Minutes of the North Bristol NHS Trust Meeting Held on 26 July 2012
	6.1 Quality Report App 1
	6.1 Quality Report App 2
	For Discussion
	Action Required

	6.1 Quality Report Summary
	For Discussion
	Action Required

	6.2 Safeguarding Children Annual Report
	For Approval

	6.3 Progress with Implementing the Histopathology Action Plan App 1
	6.3 Progress with Implementing the Histopathology Action Plan App 2
	6.3 Progress with Implementing the Histopathology Action Plan App 3
	6.3 Progress with Implementing the Histopathology Action Plan App 4
	6.3 Progress with Implementing the Histopathology Action Plan
	6.4 Cancer Services Annual Report 2011-12 Summary
	For information

	6.4 Cancer Services Annual Report 2011-12
	CONTENTS

	7.1 Academic Health Science Network
	7.2 New Innovation Strategy for NBT Att
	7.2 New Innovation Strategy for NBT Summary
	For Endorsement 

	7.2 New Innovation Strategy for NBT
	1 Mission
	2 What is innovation?
	3 National context

	7.3 Redevelopment Project Highlight Report table
	7.3 Redevelopment Project Highlight Report
	To note

	7.4 FT Project Update - Acute Services Review Press Release
	7.4 FT Project Update - Project Board Terms of Reference
	1. PURPOSE
	1.1 The Board hereby resolves to establish a Committee of the Board to be known as the            Foundation Trust Project Board (“The FT Project Board”).
	1.2 The FT Project Board is a standing committee of the Trust Board (“The Board”). Its terms of reference shall be as set out below.  
	1.3 The FT Project Board is responsible for;
	(i)  Overseeing the activities necessary to achieve Foundation Trust Status whether independently or in partnership with University Hospital Bristol as a single integrated acute trust.
	(ii)  Ensuring that the Foundation Trust Action Plan is managed consistently with the objectives of the Memorandum of Understanding (MoU) with University Hospital Bristol (UHB)

	2.   MEMBERSHIP AND ATTENDANCE AT MEETINGS
	Membership
	2.1  The FT Project Board shall be appointed by the Trust Board and shall consist of two non-executive directors (one of whom shall be the Chairman), two Executive Directors and the Chief Executive. The Chief Executive shall be appointed Chair of The FT Project Board.  

	2.5 Meetings of the FT Project Board shall also be attended by any other person who has been invited to attend and assist with deliberations.  
	3. ROLES AND RESPONSIBILITIES
	 To oversee the completion of the LTFM and the IBP and the due diligence process for a single integrated trust.
	 To oversee work programmes arising from the MoU with UHB, ensuring that they are properly resourced and co-ordinated.
	 To supervise project management and completion of the submission documentation for the Monitor Phase of the FT process.
	 To oversee Board Self Certification and the evidence requirements underpinning it,
	 To oversee Board Development arising from external and self assessments
	 To oversee membership development and governor elections
	 To oversee role development of the Council of Governors 

	4. CONDUCT OF BUSINESS
	4.1 The FT Project Board shall meet monthly and its minutes shall be referred to the Trust Board.

	5. STATUS

	7.4 FT Project Update
	For information

	8.1.1 Activity & Performance Report Summary
	For Information

	8.1.1 Activity & Performance Report
	8.1.2 Infection Control Report Summary
	To Note

	8.1.2 Infection Control Report
	8.1.3 Finance Report table
	8.1.3 Finance Report
	8.1.4 Building Our Future Executive Summary
	For Information
	Programme Overview:
	Operating Plan
	Non-Operating Plan Projects

	9.1 GRMC Report - App C
	1. PURPOSE
	1.1 The Board hereby resolves to establish a Committee of the Board to be known as the Governance and Risk Management Committee (the Committee). 
	1.2 The Committee is a standing committee of the Trust’s Board of Directors (the Board). Its constitution and terms of reference shall be as set out below, subject to amendment at future Board meetings.
	1.3 It is responsible for Governance and Risk Management for the Trust.

	2. MEMBERSHIP AND ATTENDANCE AT MEETINGS
	2.1 The Committee shall be appointed by the Trust Board and shall consist of two non-executive directors (NED) and all the executive directors. The Chief Executive shall be appointed Chair of the Committee. 
	2.2 Each member must nominate a deputy to attend in their place when they are unable to.
	2.3 A quorum shall be shall be at least half the members being present, including at least one NED. 
	Attendance
	2.4 Meetings of the Committee shall normally be attended by:
	 The Head of Compliance;
	 The Head of Internal Audit;
	 The Trust Secretary;
	 Any other person who has been invited to attend a meeting by the Committee so as to assist in deliberations.
	2.5 The Trust Secretary shall be Secretary to the Committee and shall attend to take minutes of the meeting and provide appropriate support to the Chair and Committee members.

	3. ROLE AND RESPONSIBILITIES
	3.1 The GRMC is authorised by the Board to act within its terms of reference.  All members of staff are directed to co-operate with any request made by the GRMC.
	3.2 The GRMC is authorised by the Board to instruct professional advisers and request the attendance of individuals and authorities from outside the Trust with relevant experience and expertise if it considers it necessary or expedient to the exercise of its functions.
	3.3 The GRMC is authorised to obtain such internal information as is necessary and expedient to the fulfilment of its functions.
	3.3 The duties of the Committee can be categorised as follows:
	3.4 The Committee shall ensure an appropriate governance structure exists within the organisation, so that the organisation can be well run, well managed and well governed. This will be achieved by:
	3.5 The Committee shall assure itself that all regulatory requirements are complied with, with proven and demonstrable assurance, and immediate and effective action is taken where this is identified as deficient.
	3.6 The Committee shall monitor and assure itself that it can with confidence, and evidence, assure the Trust Board, patients, public, and other stakeholders (e.g.: CQC, SHA, DoH, commissioners) that the Trust is complying with its regulatory requirements and meeting its targets, and can evidence this.
	3.7 The Committee shall embed the culture of compliance within the organisation, so that it happens as part of normal business, and not as a separate activity, contributing directly to a well run organisation and the quality of patient care.
	3.8 The Committee shall ensure compliance with the Care Quality Commission registration requirements and standards.  The Committee shall also monitor key areas of compliance, such as NHS insurance (NHSLA General Risk Management Scheme and CNST), the NHS Constitution, and other key areas of compliance as they arise.
	3.9 To have the lead responsibility for the following NHSLA Risk Management Standards Criteria;
	 2.4 Claims Management
	 2.5 Investigations
	 2.6 Analysis & Improvement
	 2.7 Learning Lessons from Claims
	 2.10 Being Open
	 3.9 Supporting Staff Involved in an Incident, Complaint or Claim
	and to ensure that all requirements are understood, translated into Trust policy and adhered to in practice. This entails;
	3.10 The Committee shall ensure The Trust has robust risk management systems and processes in place.  Appropriate risk management systems and processes will remove, reduce, avoid, prevent or manage risks, whilst enabling innovation, to ensure the best possible patient care.
	3.11 In particular, the Committee will:
	3.12 The Committee shall hold the safety of patients, public and staff, as well as the reputation of the Trust, as a core value in assessing assurance, governance and risk.

	4. CONDUCT OF BUSINESS
	4.1 The Committee must consider the frequency and timing of meetings needed to allow it to discharge all of its responsibilities.  Meetings will be held at least four times per year, with additional meetings where necessary.
	4.2 The Committee shall conduct an annual self-assessment and report any conclusions and recommendations for change to the Board.
	4.3 As part of this assessment, the Committee shall consider whether or not it receives adequate and appropriate support in fulfilment of its role and whether or not its current workload is manageable.
	4.4 The minutes of the Committee shall be formally recorded by the Trust Secretary. A highlight report of the key business undertaken will be submittted to the Trust Board following each meeting in the public session where possible. The Chair of the Committee shall draw to the attention of the Board any issues that require disclosure to the full Board. The Committee shall also raise any significant concerns around risk, governance or assurance directly with the Board in a timely manner.
	4.5 The Committee will report to the Board annually on the performance of its duties as reflected within its Terms of Reference. The Audit Committee will also review GRMC’s Annual Report to the Board in order to inform its overall scrutiny of the Trust’s draft Annual Governance Statement prior to recommending it for Board approval.
	4.6 The Committee will receive reports from each of the following sub-committees in order to obtain assurance on the effective delivery of their Terms of Reference:
	4.7 The Committee shall be supported administratively by the Trust Secretary, whose duties in this respect will include:

	5. STATUS
	5.1 These terms of reference should be reviewed annually by the Trust Board.
	5.2 Approved by the Trust Board on  tbc
	5.3 Next Review Date: February 2013
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