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    Agenda Item 17 


Capital Jigsaw Programme Highlight Report 
 


 
Date: 17 Sept 14 
Author: Steve Brown 


Period: Aug - Sept 
2014  


SRO: Andrea Young 
Status summary: Excellent progress – 19/30 projects now complete G 


Key Issues: Delay to start of Neuro CRC project due to Brace issues. Frenchay Decommissioning timeline delayed against original programme. 
Remaining Programme progressing well with 6 projects in delivery-stage.  
Time, quality, risk and financial control update 


Time RAG Quality RAG 
1. Neuro CRC appointment cannot be confirmed until JJB 


surrendered at Frenchay and Collaboration Agreement for 
Neuro CRC in Elgar agreed between parties 


R 
Internal Post-Project Review completed for Phase 1 of 
Corporate Offices – positive quality observations/feedback G 


2. Frenchay Decommissioning programme delayed due to 
remaining occupation by services  A Post-project Review completed for Interim Neurosciences 


CRC project  G 


3. Offsite Records revised solution not yet approved which 
puts required timeframe for vacation of Frenchay buildings at 
risk   


A 
Post-project Review completed for Clinical Research Centre 
project – extremely positive feedback from patients and 
staff on the quality of the facility 


G 


4. Estates Management Service relocation plans 
unaffordable which puts required timeframe for vacation of 
Maples Building on Southmead site at risk 


A 
Highwood Pavilions now fully complete for new Bristol 
Enablement Centre – excellent feedback from 3 combined 
teams and patients  


G 


Top Risks/Issues Score Mitigation 
1. Neuro CRC: Project cannot proceed due to lack of agreement 


between Brace and other parties on how clinical space 
operates over 20-year timeframe 


16 Detailed negotiations between NBT, MS, PD, University of Bristol 
and Brace charity to develop approved Collaboration Agreement 


2. Frenchay Decommissioning: Delay to programme will 
increase costs to complete works from contractor – may 
exceed budget agreed  


6 Close management of programme. Clear plan for decant of all 
services from existing Frenchay locations to enable full 
decommissioning programme to take place 


3. Offsite Records: Additional running costs for interim solution 
creates cost pressure to Facilities Directorate 


6 Secure approval of revised long-term solution by teams and then 
via EAM/FPC in November 


4. Elgar Wards: Short-term reduction in beds during works 
programme puts additional pressure on patient flow 


6 Develop contingency plan and ensure that Malvern Ward is 
available for use if required 


Financial  
Cost-pressures in a number of projects, notably Frenchay Decommissioning, Corporate Offices and Disablement Services  
 








North Bristol NHS Trust Trust Board (Public Session) 
Action Log 2014


Meeting 
Date


Minute Ref Action 
No. 


Action Owner Review Date 
(s)


Status Info.


26-Jun-14 107/14 41 Trajectory for cancer performance to be included 
within IPR in July


SK 25-Sep-14 O To be included from September 2014


31-Jul-14 TB/14/07/09 44 Present an analysis of attendances to understand the 
source and therefore whether any action could be 
taken to reduce the numbers being seen in the 
Emergency Department.


SK 25-Sep-14 O


31-Jul-14 TB/14/07/09 46 Review the plan and trajectory to bring the 
malnutrition target back into compliance at a faster 
pace than currently planned


SJ 25-Sep-14 O


31-Jul-14 TB/14/07/09 47 Investigate the possibility of applying to become a 
Burns Centre


CB 25-Sep-14 O


31-Jul-14 TB/14/07/09 48 Raise the delay to signing the s106 agreement 
(relating to Frenchay Hospital redevelopment) with 
South Gloucestershire Council


AY 25-Sep-14 O


30-Jan-14 13/14 9 Future work programme of Development Committee 
to be reviewed at a Board Development session


HH 25/09/2014 
& 27-Nov-14 


O To be reviewed at Development 
Committee in September and postponed 
to October


24-Apr-14 65/14 30 Tracked actions in BR&R to be rated amber where 
actions are on trajectory, rather than red.


PC 27-Nov-14 O Will be incorporated into BRAR update 
for November Board.


31-Jul-14 TB/14/07/04 43 Raise the issue of local regeneration with Bristol City 
Council when she next met with the Director of 
Strategic Change


AY 27-Nov-14 O


31-Jul-14 TB/14/07/09 45 Investigate the increase in falls per 1000 bed days 
and report back to the Board


SJ 25-Sep-14 A Item 11


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







North Bristol NHS Trust Trust Board (Public Session) 
Decision Log 2014


Meeting 
Date


Minute 
Ref No. Decision


30/1/14 8/14 1 Updated Board Risk & Assurance Register approved
30/1/14 13/14 2 Terms of Reference of Development Committee approved
27/2/14 25/14 3 Board Compliance Statement 10 approved as positive, will feature for discusiosn with TDA at IDM mext week.
27/2/14 34/14 4 April meeting to be held at Southmead
27/2/14 31/14 5 Terms of Reference for Move and Transformation Board and Move Delivery Group approved
27/3/14 44/14 6 Board Compliance Statements approved.
27/3/14 50/14 7 PFI Operational Management Structure approved.
24/4/14 62/14 8 Board Compliance Statements approved.
24/4/14 67/14 9 Annual Governance Statement approved subject to amendments on external scrutiny, inclusion of Development 


Committee details and other minor changes
29/5/14 87/14 10 Adoption of revised SOs, SFIs and SoD approved
29/5/14 88/14 11 Content of Quality Account approved, noting that comments from stakeholders and final external audit opinion are awaited.
29/5/14 90/14 12 Final Accounts approved for submission to Department of Health
26/6/14 107/14 13 Board compliance statements approved
26/6/14 108/14 14 Final version of 2013/4 Quality Account approved
26/6/14 109/14 15 Draft 2013/4 Annual Report approved
26/6/14 110/14 16 Draft 2014/5 Trust Objectives approved with minor amendments
26/6/14 115/14 17 Refreshment proposals for NBT's charity brand and visual identity approved
26/6/14 116/14 18 Strategic planning process confirmed


19
20
21
22
23
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Report to: Trust Board Agenda item:  10 


Date of Meeting: 25  September 2014 
 
Report Title: Falls post Brunel move. 


Status: For information discussion assurance approval 
x x   


Prepared by: Dr Seema Srivastava & Jan Lynn 


Board Sponsor: Sue Jones, Director of Nursing & Quality 


Appendices: N/a 
 
Executive Summary:  
 
There has been an increase in the rate of falls since the move to the Brunel building and an 
increase in the number of falls causing serious harm, 14 for June July and August compared to 6 
for the same period last year.   
 
An increase in falls was an expected risk that involved significant planning and preparation for the 
move to a single room environment.  This included learning from the experience of other trusts 
when moving into a single room environment.  The falls group very significantly reduced the risk 
and the rate of falls prior to the move, and planned for the new environment. 
 
This paper provides an update on the current position, the learning from those incidents and further 
action to reduce the risk of falls for patients in single rooms and for patients with cognitive 
impairment. 
 
Situation 
The single room environment has changed the way in which patients are observed, and the en-
suite bathroom has created a new risk in managing privacy and dignity whilst keeping high risk 
patients safe. 
 
Since May 20th 2014 to date the total number of falls is 701. The total rate of falls has increased by 
19% comparing May to August 2014 with the same months last year.  There has been 14 falls 
causing serious harm since the move to Brunel and in the same period last year there were 6. 
These resulted in the following injuries; 9 hip fractures, 3 femoral fractures, 1 humeral fracture, 3 
intracranial haemorrhages (2 of these in the same patient with serious facial fractures). 
 
The most common harm from a serious fall is a fractured neck of femur, older patients being 
particularly at risk.  
 
Whilst the number of serious falls is of concern the rate per 1,000 bed days rose to just above 8 per 
1,000 in June and has since reduced to 6 per 1,000, a more acceptable level. 
 
 
 
 
 


This document could be made public under the Freedom of Information Act 2000. 
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any meeting. 
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Background 
In preparation for the move to the Brunel Building, the Falls Group developed a new Falls Policy 
and the following new interventions to prevent falls: 


• New Intentional Rounding tool implemented Trust wide  
• New simplified Cerner Falls Risk Assessment  
• New Falls Care plan with prompts for cohorting patients to provide “line of sight” and 


prompts for identifying confusion and supervision for toileting. 
• New bed rail and falls alert bedside magnetic signs  
• New labels for nursing staff to alert medical staff that the patient is at risk of falls and 


requires Medication review, Blood Pressure review and cognitive impairment review. 
 
There have been 14 Falls SIs in the period 1st June – 30th August 2014 compared to 6 in the same 
time period last year.    
 
Assessment 
Analysis of the falls showed 9 of the falls involved a cognitively impaired patient. 13 involved issues 
with staff not recognising the need for observation of the patient within their bed-space or toilet 
and/or not recognising the need of the patient to have assistance when mobilising in single rooms.  
 
3 falls involved issues with equipment - bed rails/height and a shower chair.  A Safety Alert has 
been issued and staff have been asked to take immediate action to ensure patients are not left 
unobserved during bathroom use where there is a falls risk.  
 
2 of the falls were unavoidable (these were not confused patients).  
 
Two patients have subsequently died, however it is not confirmed whether this was attributable to 
the fall. This will be determined at Coroner’s inquest.  
 
Almost 20% of the Falls Questionnaires within the incident report have incomplete data reported by 
staff. The mandatory fields required to be submitted for any fall are contained in a questionnaire, 
which is a subset of data attached to the incident form.  Currently 20% of staff are submitting the 
form without completing the mandatory questionnaire.  We are working with the software company 
to resolve this. 
 
With the data available: 


• 60% occurred in single rooms and this is likely to be an underestimation.   
• 9% of nursing shifts were unfilled where a patient has fallen.  .  
• 36% percentage of patients falling also had cognitive problems compared to 47% last year, 


however this is an underestimation given the volume of missing Falls Questionnaire data. 
 
Recommendation 
 
The following actions are in progress. 


• The Fall’s group chaired by Dr Srivastava supported by the Deputy Director of Nursing are 
driving improvement actions. 
 


• Directorate Governance meetings review falls on a monthly basis and agree actions as 
necessary on a local level, followed up at Executive Review Meetings. 


• Training for all new and existing nursing and AHP staff on Falls, delirium and dementia. 


• The inappropriate use of shower chairs for transfer was immediately stopped.  A rapid roll 
out of training for nursing staff on “shower chairs” is planned and alternative manual 
handling equipment will be provided for the safe transfer of patients from bed to chair or 


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 







    


toilet (Arjo Stedy).  The manual handling team are leading this work. 


• Reviewing the AIMS form with Uylesses to ensure all Falls questions are mandatory and 
can be extracted through to our information systems.  


• The acuity and dependency of all inpatients is being measured through September and will 
be recorded at least twice per year.  Falls Risk, confusion and cognition are included on the 
acuity tool with appropriate weighting for an organisation with 75% single rooms 


• Review the Business Case for the Flexible Falls Team to support observation of patients 
and deliver training to ward staff on Falls Prevention.  


• Progress the change in practice a falls team can offer through the dementia lead nurse who 
is working with 2 high risk wards, reviewing the way they practice and implementing ‘line of 
sight’ taking forward the benefits a falls team could offer. 


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


 


Key Risks: Serious falls result in increased length of stay, further increase risk of 
infection and risk of death 


Impact on Patients: Falls causing harm result in a poor patient experience, increased pain 
and discomfort to patient, delays to discharge, distress to relatives 


Impact on Staff Contributes to overall pressures through delayed patient flow 
Link to Trust Objectives:  Objective 1 - We will provide services of exemplary quality 
CQC Key Questions Safe, Effective, Caring, Responsive 
NHS Constitution: Principle no. 7 - The NHS is accountable to the public, communities and 


patients that it serves 
Financial Issues: Falls increase service costs to increased length of stay and additional 


treatment/surgery 
Legal/regulatory Issues: Not applicable 
Equality Issues considered Considered throughout 
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Development Committee Terms of Reference 
  


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


• Organisation Development 


• Research and Innovation 


• Workforce Management 


• Estates and Capital planning 


• Strategy and Business Development 


• Clinical Information & Technology Systems 


• Road to 2014 Critical Path 


  


Date Adopted 28 November 2013 


Review Frequency Annual 


 


Core Accountabilities 


Terms of reference drafting Trust Secretary 


Review and approval Development Committee 


Adoption and ratification  Trust Board 


 


1. Authority 


1.1. The Trust’s Board of Directors hereby resolves to establish a committee of the Board 
to be known as the Development Committee (the Committee).   


1.2. The Committee is a standing committee of the Trust’s Board of Directors (the Board).  
Its constitution and terms of reference shall be as set out below, subject to amendment 
at future Board meetings. 


1.3. The Committee is authorised by the Board to act within its terms of reference.  All 
members of staff are directed to co-operate with any request made by the Committee. 


1.4. The Committee is authorised by the Board to instruct professional advisers and 
request the attendance of individuals and authorities from outside the Trust with 
relevant experience and expertise if it considers this necessary or expedient to the 
exercise of its functions. 


1.5. The Committee has no delegated authority for the approval or variation of approved 
sums for capital business cases.  The Trust Scheme of Delegation sets out the basis 
of authority allocated elsewhere within the Trust.     







Development Committee Terms of Reference Approved by the Trust Board 
June 2013 
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2. Membership and attendance at meetings 


Membership 


2.1. The membership of the Committee shall consist of: 


• two Non-Executive Directors of the Trust (one of whom will chair the 
Committee) 


• Director of Facilities 


• Director of Organisation, People and Performance 


• Medical Director 


• Director of Strategy and Planning 


 


Quorum 


2.2. Quorum will be achieved through the presence of at least half of the members, 
including at least one Non-Executive Director. 


2.3. Deputies may attend by exception, but they must be fully briefed and will not count 
towards the quorum 


Attendance 


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


• Head of Marketing and Communications; 


• Associate Director of the Project Management Office (PMO) 


• Staff Side Chairman (to be invited) 


 


2.5. The Committee may invite other persons to attend a meeting so as to assist in 
deliberations. The Committee Chairman shall be notified of this prior to the meeting. 


 


 


3. Roles and responsibilities 


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


• to provide assurance to the Trust Board on the key functions as outlined in the 
“purpose” statement above, including through oversight of detailed duties 
delivered through sub-groups  


• to oversee the development of Trust strategy for Trust Board scrutiny and 
approval 


• to review and approve further progression, or the cessation of Strategic Outline 
Cases and Outline Business Cases (N.B. no value limit as this is not approval 
to commit capital funds) 
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4. Conduct of business 


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


• agreement of agendas with Chairman and attendees and collation of papers 


• taking the minutes 


• keeping a record of matters arising and issues to be carried forward, within an 
action log 


• advising the Committee on pertinent issues and areas 


• provision of a highlight report of the key business undertaken to the Trust Board 
following each meeting, in the public session where possible.  


 


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


 


Frequency 


4.2. Meetings will normally be held every month.  This frequency will be reviewed in July 
2014. Additional meetings may be held on an exceptional basis at the discretion of 
the Chairman of the Committee. 


4.3. Meetings will normally last no longer than 2 ½ hours. 


 


Notice of meetings 


4.4. An agenda of items to be discussed will be forwarded to each member of the 
Committee and any other person required to attend, no later than five working days 
before the date of the meeting.  Supporting papers will be sent to Committee 
members and to other attendees as appropriate, at the same time. 


4.5. In normal circumstances, a minimum notice period of two weeks must be given for 
any other meetings of the Committee.  Emergency meetings can be arranged, at 
shorter notice, if this is approved and evidenced as such, by the majority of the 
members of the Committee.  


 


 


5. Reporting 


5.1. Formal minutes of Committee meetings will be recorded; and will normally be 
confirmed as accurate at the next meeting of the Committee. 


5.2. The Chairman of the Committee will present a report to the next meeting of the Trust 
Board, drawing attention to any issues that require disclosure to and consideration by 
the Board.  
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6. Review 


6.1. The Committee will review these terms of reference annually.   


6.2. The Committee shall conduct an annual self-assessment on the performance of its 
duties as reflected within its terms of reference and report any conclusions and 
recommendations for change to the Board. 


6.3. As part of this assessment, the Committee will consider whether or not it receives 
adequate and appropriate support in fulfilment of its role and whether or not its current 
workload is manageable. 


 


 


 








 
 


Report to: Trust Management Board Agenda item:  19 
Date of Meeting: 25 September 2014 


 


Report Title: West of England Health Science Network 
Status: For information discussion assurance approval 


x  x  
Prepared by 
Presented by: 


AHSN 
Andrea Young, Chief Executive 


Appendices Quarterly report 
Executive Summary:  
 
The fourth quarterly report of the work by the West of England Academic Health Science 
Network is attached for information. 
 
Action Required:  
 
The Trust Board is requested to note the report 
 
Key Risks: Provides assurance that the Trust is part of a strong network of organisations 


offering insight into best methods for patient safety and experience and 
evidence based clinical practice. 


Impact on 
Patients:  


Impact on improved treatment patterns and pathways in the future 


Impact on Staff: Better methods of treating patients and greater job satisfaction in the future. 


Link to Trust 
Objectives/CQC 
Fundamental 
Standards 


Potential links to all objectives and CQC standards 


NHS Constitution: All areas are relevant. 


Financial Issues: Financial issues of developments not considered by the Trust at this stage. 


Legal/regulatory 
Issues: 


Fully considered. 


Equality Issues 
considered: 


Trust policies are required to have EIAs undertaken and would be applied to 
any changes arising out of AHSN research. 
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Frenchay Disposal Highlight Report 


 
Date:      17 Sept  2014 
Author:  Philip Morgan 


Period: 
18th Aug 14 –17th Sept14 


SRO:                      Tricia Down   
Status summary: Section 106 in an agreed format, remaining activities running late 
due to longer than anticipated occupation of some buildings. Marketing progressing 


 
A 


Key Issues: Completing the Section 106 Agreement; progressing asbestos surveys and developing disposal strategy for TDA and Board approval 


 


 


Time, quality, risk and financial control update 


Time RAG Quality RAG 


Planning Permission. A satisfactory resolution to grant planning permission was 
achieved on December 10th at a special planning committee. Pressure is now being 


exerted on SGC to conclude the Agreement which is in agreed format. 
 


G 


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


 
G 


Site Vacation. NBT have been progressing the relocation of operational services 


which is largely complete save for the legacy services. However substantial more 
services have been retained on the site which is causing serious disruption to the 


Briggs & Forrestor contract. 


A 


The developers of the site will be governed by the Planning 


Permission which has rigorous quality design parameters    
 


 


G 


Town or Village Green Application. Deferred A   


Site Remediation.  
   Decommissioning                          In delay due to the retention of services 


   Demolition & Asbestos Removal  Asbestos surveys to commence shortly 
   Principle Utilities                           Deferred pending marketing strategy                            


   Roads and infrastructure              Deferred pending marketing strategy                    


 


A 


 
 
 
 


 


Marketing.  


Frenchay Park House. Bids have been received and negotiations will commence 
shortly with the preferred bidder. 


Main Site A marketing exercise has been carried out on the main site to help inform 


the disposal strategy. A report will be presented to the October Trust Board meeting 
 


G 


 


 


Top Risks Score Mitigation 


 Delay in signing the S106 to the extent it delays a disposal 


 Adverse geotechnical issues becoming apparent during surveys 


 Unidentified asbestos quantities have financial and programme risks 


9 
 
 


 Experienced legal team have been appointed 


 Complete comprehensive surveys on vacation of the site  


 Complete comprehensive surveys on vacation of the site  


Financial 


The Trust have tendered all works related to the remediation of the site to ensure that all bidders for the development land submit competitive bids that do not overstate 
the risks for remediating the land. Commencing discussions for the disposal of the Listed Building with prefer bidder. Develop SOC and OBC for the disposal of the main site 
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Report to: Trust Board Agenda item:  12 
Date of Meeting: 25 September 2014 


 
Report Title: Revised Governance and Assurance Structure and 


Approach 
Status: For information discussion assurance approval 


   X 
Prepared by: Eric Sanders, Trust Secretary 
Executive Sponsor (presenting): Andrea Young, Chief Executive 
Appendices (list if applicable): Appendix 1 - Proposed Revised Governance 


Structure 
Appendix 2 - Risk Assessment of Revised Structure 


 
Executive Summary:  


The Trust’s current governance structure has changed over recent years however still 
doesn’t provide full clarity on how all aspects of the business are delivered. There is also 
the possibility of a lack of assurance oversight due to the current configuration of the Trust 
Board’s assurance committees. 


A revised approach separates the Trust’s “delivery” and assurance functions and ensures 
that the entirety of the Trust business is transacted in a clear and open structure. A revised 
structure is included in Appendix 1. 


The rationale for the change includes a mitigation of a number of risks, including the lack 
of comprehensive oversight of the organization by the Trust Management Team, which 
should be the leadership group for all aspects of delivery. 


The proposed structure, underpinning TMT, will be subject to change as the exact 
functions of the groups are agreed, however it is considered to be broadly in line with TMT 
need. 


 
Action Required:  


The Trust Board is asked to approve the proposed changes to the governance and 
assurance processes and structures within the Trust. 


 
Key Risks: Workload pressure on TMT mitigated through clear 


cycles of business and delegated authority. 
Impact on Patients: A more comprehensive oversight of delivery should 


ensure improved operational and quality performance. 
Impact on Staff: The prioritisation of workforce issues through a dedicated 


committee will ensure staff experience is improved. 
Link to Trust Objectives:  The structure has been designed to deliver all of the 


Trust’s objectives. 
Care Quality Commission 
outcomes: 


The structure has been designed to ensure that issues 
affecting quality and regulatory compliance are 
considered alongside operational business. 
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NHS Constitution: An improved focus on business planning will support 
compliance with the NHS Constitution, specifically 
through compliance with RTT standards. 
 


Financial Issues: None associated with the proposals. 
Legal/regulatory Issues: None identified with the proposals. 
Equality Issues considered: None identified with the proposals. 
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1. Purpose 
1.1. To present a proposal to vary the governance structure of the Trust and refocus the 


approach to assurance through the assurance committees to improve the 
management and leadership of the Trust. 


2. Background 
2.1. The Trust has varied its structure in recent years, resulting in a current structure 


which is complex and has a number of areas of risk which should be addressed. 
These areas include: 


2.1.1. The Accountable Officer being exposed to a risk that the key risks and control 
systems within the Trust are not being managed effectively; 


2.1.2. A lack of separation between the delivery and assurance functions which may 
result in a lack of clarity about the information being provided and how this is 
utilised; 


2.1.3. The Trust Management Team (TMT) is unsighted on quality and other  issues, 
except those raised through the Integrated Performance Report (IPR) or 
adhoc reports; 


2.1.4. A lack of clarity on how information flows from Ward to Board and vice versa 
across the whole spectrum of information; 


2.1.5. Insufficient focus on business planning. This includes dividing the annual 
business cycle and the scrutiny of business cases through Strategic Outline 
Case to Full Business Case; 


2.1.6. The current structure does not describe how the entirety of the Trust’s 
business is being managed and therefore leaves the Trust open to challenge 
from the NHS Trust Development Authority and Care Quality Commission.  


2.2. A Trust Board Development session was held on Thursday 28 August 2014 where a 
revised approach to managing delivery and assurance was proposed. This paper 
takes forward the discussion and provides a further level of detail to support the 
proposal to amend the structure. 


3. Responsibilities of the Trust Board 
3.1. The responsibilities of the Trust Board are largely strategic and supervisory, having 


as its key functions to:  


• set the strategic direction, define objectives and agree plans; 
• monitor performance and ensure corrective action is taken; 
• ensure financial stewardship; 
• ensure high standards of corporate and clinical governance;  
• appoint, appraise and remunerate executives; 
• ensure dialogue with external bodies and the local community; 


3.2. It is the responsibility of the Chief Executive, through the Executive Directors and 
management structure, to define how the objectives and strategic direction will be 
delivered. They do this through defining systems and processes which are designed 
to deliver the required outcome. 


4. Monitoring Performance and Seeking Assurance 
4.1. Given the separation in responsibilities as described above, the Trust Board should 


define a system for monitoring performance against the objectives, usually through 
defined Key Performance Indicators, and should seek assurance that the systems 
and processes, instigated by management, are robust and effective. 


4.2. Monitoring of performance is through the IPR which is presented in summary, to the 
TMT and then to the Trust Board. The Trust Board should then seek assurance 
about the following: 
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4.2.1. The effectiveness of the performance management system including data 
quality, interpretation of measurement standards, escalation of issues/risks, 
and the timeliness of data presented; 


4.2.2. That the performance targets presented are a mix of local and nationally 
agreed targets which give a clear view of how the organisation is performing; 


4.2.3. Detail behind individual performance targets including action plans to correct 
performance and the assumptions under pinning performance trajectories; 


4.2.4. That action plans are monitored to ensure completion and that they have 
addressed the underlying issue. 


4.3. Performance in this context relates to quality, operational, workforce and financial 
performance. 


4.4. As performance delivery is only one element of how the organisation functions, the 
Trust Board should seek additional assurance about how the entirety of the 
functions of the Trust is being delivered. This includes, but is not limited to: 


Infection control Health & Safety – Fire, radioactive 
material, slips/trips/falls, safety of staff 
and contractors 


Appraisal and revalidation Business planning and budget setting 


Clinical outcomes by specialty and 
consultant 


IT implementations 


Privacy and dignity Internal and external communications 


Regulatory compliance Workforce planning 


Safeguarding Children’s and Adults Staff engagement 


Nutrition Service Line Reporting 


Quality assessment of CRES projects Commercial development 


Medicines management/storage Contract management (Commissioning 
and PFI)  


CQUIN delivery Clinical claims management 


Patient transfer Emergency planning and response  


Patient information External stakeholder engagement 


Complaints and patient feedback 
management  


Capital planning and delivery 


Incident reporting Data quality 


Risk management Bed/capacity management 


Medical records  


4.5. These processes will be allocated to one of the assurance committees and where 
they cut across multiple functions i.e. data quality, each committee will be asked to 
review the process from their specific area of focus. 


5. Sources and Priorities of Assurance 
5.1. In seeking assurance the Trust Board should consider a wide range of sources to 


ensure that a balanced view is considered. It is important to distinguish between 
assurance and reassurance, with the following common definitions for the two areas: 
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Assurance – ‘confidence based on sufficient evidence, that internal controls are in 
place, operating effectively and objectives are being achieved’ (Building the 
Assurance Framework: A Practical Guide for NHS Boards (2003), Department of 
Health) 


Reassurance – the process of telling others that risks are controlled without 
providing reliable evidence in support of this assertion 


5.2. Sources of assurance should include: 


5.2.1. Executive and Non-Executive Director quality walk arounds. These should 
include all in-patient, outpatient and other clinical areas; 


5.2.2. Reports and presentations from specialists within the hospital which describe: 
• Key aims of the process; 
• How the process is delivered and by whom; 
• What policies and procedures are in place to guide and manage the 


process; 
• How the process meets any national guidance or compliance 


requirements i.e. NICE; 
• Results of any internal or external assessments; 
• Actions plans to address any identified gaps from assessments; 
• Performance of the system i.e. performance against any KPI; 
• Assumptions used in the planning process; 


5.2.3. Internal or external audit reports commissioned by the Trust or external 
agencies; 


5.2.4. Visits or reports from other external accreditation or review bodies; 
5.2.5. Reports from independent sources commissioned by the Trust as required; 
5.2.6. Patient stories and other forms of patient feedback; 
5.2.7. Staff concerns and feedback; 


5.3. To ensure that risk and priority areas are timetabled appropriately the following 
should be considered: 


5.3.1. Risk score and risk strata (Strategic, operational, project). For example risks 
with a high score and which are on the Board Assurance Framework should 
be prioritised over operational risks with a lower score; 


5.3.2. Relevance to upcoming events. For example business planning should be 
reviewed prior to the annual business planning round; 


5.3.3. Concern from the Trust Board based on information received; 


6. Implementing the Revised Approach to Assurance 
6.1. To deliver this revised approach the following actions would need to be taken: 


6.1.1. The Quality & Risk Management Committee and Finance & Performance 
Committee will receive a report to each meeting which will provide a more 
granular level of detail on financial, operational or quality performance. The 
information will build on the detail presented to the Trust Board in the 
Integrated Performance Report and will allow the Committees to scrutinise 
performance and identify areas for future deep dives. 


6.1.2. The rest of the agendas will then consist of deep dive reviews into processes, 
as scheduled from the list in section 4.4, and flexible time to allow for urgent 
or high risk areas to be considered.   


6.1.3. A mechanism for facilitating Non-Executive Director walk arounds will be 
developed to run in parallel to those in place for the Executive Directors. 
These walk arounds will be open to all Non-Executive Directors and will 
provide facilitated access to all areas of the Trust. The process will be led by 
Clinical Governance and will include observations of care, opportunities to 
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meet with patients and staff to discuss concerns and gain a thorough 
understanding of how the services operate. These visits will be aligned with 
any areas where the Trust Board or Committee has sought additional/specific 
assurances.  


6.1.4. The Audit Committee, Quality & Risk Management Committee, Finance & 
Performance Committee and Development Committee1 would be asked to 
prioritise the processes in section 4.4 for review and scrutiny, and identify 
which systems may require more in-depth review by the Internal Auditors. 


6.1.5. As scheduled within the cycles of business, the Trust Secretary, will work with 
the in-house specialists to develop the reports and presentations to the 
assurance committees to ensure that these provided the right level of detail. 
Where external or independent review was required this would also be 
commissioned by the Trust Secretary or a suitable alternative senior 
manager. 


6.1.6. The risk management review and moderation function is currently led by the 
Quality & Risk Management Committee. In the revised structure this would 
also be incorporated into the functions of the Finance & Performance 
Committee. The two committees would then undertake risk review and 
moderation for their areas of responsibility. 


7. Management Delivery 
7.1. If the Trust Board chooses to instigate the above approach this would require the 


structure for the management of the organisation to be refined so as to ensure that 
the Chief Executive, as the Accountable Officer, through the Trust Management 
Team, and the Executive Directors have a comprehensive view of how the Trust is 
managed. 


7.2. This would require a realignment of the governance structure so that all delivery 
groups, those defined as being tasked with delivering a key process or project, 
report through the Trust Management Team, to the Trust Board. 


7.3. A comprehensive delivery function should have a focus on the following: 


• Business Planning; 
• Performance Management; 
• Recovery & CRES Delivery 


(finance); 
• Capital; 


 


• Quality; 
• Health & Safety; 
• IM&T; 
• Programme Management; 
• Workforce; 


7.4. A revised structure chart is presented in Appendix 1. This ensures that there is a key 
group to monitor and oversee, on behalf of the TMT, the management of these key 
areas of delivery. 


7.5. If agreed these groups would be reviewed in line with the following principles: 


• All groups have clear Terms of Reference and cycles of business for the year 
ahead; 


• There is a clear process for regular reporting and for escalation of concerns to 
TMT; 


• All groups have adequate delegated authority to be able to manage issues within 
their scope; 


• There is a understanding of group interdependencies and these are managed; 
• Duplication is removed and overlap is minimised, unless beneficial; 


1 Subject to the decision of the Trust Board on the future of the Development Committee. 
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7.6. A communication programme would then be developed to ensure that the senior 
managers of the organisation have a clear view of how the governance and 
assurance processes work within the Trust. Information would also be developed on 
the Trust intranet site so that any new starters would be able to access the 
information. 


7.7. Finally the Trust has considered commissioning an external review of the 
governance arrangements, both corporate and clinical, in relation to the Board 
Governance Assurance Framework and Quality Governance Assurance Framework 
assessments. It is proposed that following a period of settling in, suggested to be six 
months, that this work is undertaken to provide external assurance that the new 
structure is fit for purpose. 


8. Appraisal of the Proposal 
8.1. The proposal comes at a time following considerable change for the Trust and 


following recent governance reviews. However the proposal is informed through the 
learning and experience of other Trusts, who have successfully been through the 
governance reviews undertaken by Monitor as part of the NHS Foundation Trust 
application process, and is in line with good governance practice in the NHS and 
commercial organisations. 


8.2. The other options considered prior to making the described proposal included: 


8.2.1. Take no action and retain the status quo; 
8.2.2. Retain the current structure, but undertake the same review as described 


within section 7.5. 


8.3. Neither to the options above mitigated the risks identified and have therefore not 
been taken forward in detail. 


8.4. The advantages of implementing the structure as described include: 


8.4.1. The Accountable Officer will be able to clearly articulate how integrated 
governance is enacted within the Trust; 


8.4.2. The Trust Board will receive a higher level of assurance, from the information 
and approach described, that the management of the Trust is effective, or 
where improvements are required; 


8.4.3. The approach drives continuous improvement in the processes in operation, 
through the detailed nature of the review process; 


8.4.4. There will be clearly articulated flows of information from Ward to Board; 
8.4.5. There will be clear oversight of the management function of the Trust, where 


key issues are managed, and how risks and issues are escalated; 
8.4.6. There will be flexibility for the Trust Board to seek assurance on emerging 


issues; 


8.5. The risks with the revised structure include: 


8.5.1. Due to the increase in the number of groups reporting to the TMT, its 
workload becomes too large for it to effectively manage the organisation; 


8.5.2. Groups with delegated authority make incorrect decisions or decisions based 
on partial information and with partial expertise; 


8.5.3. Individuals are required to attend multiple groups thus impacting on their 
workload capacity; 


8.6. A breakdown of current controls and further mitigating actions are presented in 
Appendix 2. The mitigating actions are considered sufficient to address the identified 
risks.  
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9. Recommendation 
9.1. The Trust Board is asked to approve the proposed changes to the governance and 


assurance processes and structures within the Trust. 


 


 


Eric Sanders 
Trust Secretary 
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Appendix 1 
North Bristol NHS Trust – Proposed Revised Governance Structure 


Statutory 
& 
Assurance 


 Delivery  


 
 
 
 
 


 
*The Development Committee has been retained in the structure as its future is subject to a separate paper due to be presented to the Trust Board on 25 September 2014. 
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Appendix 2 
Risk Assessment of Revised Structure 


The revised structure would contain a number of risks to the Trust and these would need to 
be managed as follows: 


Risk Description Current Controls Risk Further Mitigations 


S L Score 


The TMT workload is 
too big for it to 
effectively manage 
the organisation 


Delegated authority 
to individuals and 
groups 


Groups and 
individuals already in 
place, although 
reporting lines are 
different 


 


4 3 12 Review delegated authority to 
groups reporting to TMT  


Clarify reporting and 
escalation mechanism 


Cycle of business developed 
for the TMT and agenda 
closely managed 


Additional TMT meetings 
scheduled if required for 
adhoc or significant issues. 


Groups with 
delegated authority 
make incorrect 
decisions 


Terms of Reference 
specify membership 


4 1 4 Membership of groups will be 
reviewed in line with their 
duties to ensure there is a 
balance of skills and 
knowledge to deliver a 
balanced perspective. 


Administration support will be 
reviewed to ensure that this 
is fit for purpose and where 
training is required this will be 
implemented. 


Individuals are 
required to attend 
multiple groups thus 
impacting on their 
workload capacity 


Line management 
arrangements 


3 2 6 Membership reviewed to 
ensure balance of time 
commitments across 
structure 


Annual review of groups will 
highlight any attendance or 
quoracy issues 


 


 


 


 








 
Report to: Trust Board Agenda 


item:  
14 


Date of Meeting: 25 September 2014 
 


Report Title: NBT Development Committee – Review & Future 
Options 


Status: For 
Information 


Discussion Assurance Approval 


  x  
Prepared by: Avril Waterman-Pearson, Harry Hayer 
Board Sponsor: Avril Waterman-Pearson (Chair) 
Appendices: Review & Future Options Paper 
 
Executive Summary:  
 
In setting up the NBT Development Committee as a formal sub-committee of the 
Trust Board in June 2013, provision was made in the terms of reference endorsed 
by the Trust Board, to carry out a review of the Committee after 12 months. The 
attached paper provides a summary review and options for the future. 
 
 
Action Required:  
 
The Trust Board is requested to CONSIDER the review of the Development 
Committee and APPROVE one of two options presented by the Chair of the 
NBT Development Committee. 


 
 


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


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


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


Leading edge services in high quality environments 
Great place to work 


Care Quality Commission 
outcomes: 


All 


NHS Constitution: All 
Financial Issues: As necessary 
Legal/regulatory Issues: As applicable 
Equality Issues considered No impact assessment taken but equality issues part of 


Committee’s assessment of all reports 
  


 
 







 
 


NBT Development Committee – Review and Future Options 
 
Introduction 
 
1.1 The NBT Development Committee was formed in 2013. It succeeded the 


‘Building our Future’ Committee, its predecessor formed 4 years earlier.  
 
1.2 The Development Committee was established by the Trust Board to provide 


assurance on two key aspects of the Trust’s work :- strategy development 
and organisation development. These functions, whilst the responsibility of 
the Trust Board, are not covered by any other sub-committee.  


 
1.3 The terms of reference of the Development Committee are attached in 


Appendix 1. These provide for a review of the Committee in the summer of 
2014 – represented by this paper.  


 
Coverage 
 
2.1 Over the last 14 months, the Development Committee has addressed the 


following items :- 
 


• Service Transfers 
• NBT/UHBristol Partnership 
• Strategy 
• Capital Planning 
• Workforce 
• MOVE programme 
• OBC or Business tenders  
• Organisation Development  
• Research and Innovation 
• Clinical Information & Technology Systems 


 
 
Limitations of Assurance Role 
 
3.1 The Trust Secretary has proposed a more clear separation between 


delivery/governance and assurance, with the former being overseen by the 
Chief Executive and Trust Management Team – and the latter being provided 
for by a small number of Trust Board sub-committees, one of which is the 
Development Committee. 


 
3.2 In holding responsibility for the Development Committee, the Committee’s 


Chair has reached the view that it is becoming increasingly difficult to provide 
the Trust Board with assurance without the committee receiving a regular 
schedule of reports/metrics from the groups that undertake the work in the 
areas that the committee is supposed to provide assurance on, in order for 
there to be full oversight of all relevant delivery groups. In its last year BoF 
became more strategic but still received reports and in its first format, the 
Development Committee continued to receive reports to enable it to gain such 
oversight. However, since it ceased to receive regular reports it now struggles 
to fulfil any meaningful assurance role. Its reduction in adding value to the 
work of the Trust is reflected in the attendance of its members, and has led to 
three of the last four meetings being cancelled. 







 
 
3.3 The changes to governance proposed by the Trust Secretary are timely in 


that they permit a comprehensive recasting of the three non-statutory Trust 
subcommittees’ roles. In the chair’s view, the continued existence of the 
Development Committee with its current terms of reference is highly 
questionable. 


 
4. Recommendation 
 
The Chair of the Development Committee is asking the Trust Board to consider 
two options :- 
 
Option 1 
 
The Development Committee should be dissolved, with the Trust Board taking 
over the direct responsibility of gaining assurance on all matters relating to 
strategy, planning, workforce and organisation development. This would 
require the Board to create more time for such oversight.  
 
Option 2 
 
The Development Committee should continue to operate, and as such, it 
should receive a suite of reports and assessments from the various delivery 
groups on which to base its assurance. This will require a periodic assessment 
of reports/analysis that it wishes to receive. This option also requires the 
Board to more actively commission the Development Committee to undertake 
assurance on its behalf on the functions for which it has oversight. 
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NB - Changes to this worksheet will read across to the 'Master Summary' tab


Jigsaw Change Programme - Monthly Project Progress
Source - Individual Project Dashboards Last updated - 170914


Project Last time This time Project Summary


1 Learning & Research phase 2 G 
Completed


2 Pathology phase 2 newbuild A G
Vinci programme sees 9th January 2015 completion. Concerns remain over tightness of programme. 


3 Pathology Phase 1 Reconfiguration G G
Main package tenders being appraised. Expecting to appoint preferred contractor in October.


4 Neuropathology (Interim Solution) G 
Completed


5 Clinical Research Centre (OS) A 


Completed


6 Clinical Research Centre - Neurosciences (Elgar) G R
FBC approved by Trust Board for in July. Delay caused by revised BRACE conditions to space and 
surrender of JJB not signed.


7 Corporate Offices G G
Additional phase in completing works to ensure CHB is fully agile to support Trust in reducing estate 
running costs 


7a  L&R shell fit-out G
Full Business Case presented for approval in September.  Costs within target capital allocation. Likely 
March 2015 occupancy


7b Modification of existing offices 
Completed


7c Burden First Floor G
Preferred Contractor identified. Works to start October. Completion February 2015.


8 Disablement Services/Wheelchairs/CAC  


Completed


9 Neuropsychiatry relocation  
Completed


10 Breastcare & Wellbeing Centre A 
Completed


11 Beaufort House decant for Breast Care Centre 
Completed


12 Southmead decommissioning incl ACIS G 
Completed


13 Southmead Demolitions G G
On programme. 


14 Frenchay interim 68 beds - Elgar House G G
External works completed. Internal works underway. Anticipated completion date November 2014. 
On Programme


15 Sherston Buildings  
Works now completed and building handed-over. 


16 Relocation of HITU and Headway G G
Preferred Contractor identified. Works to start October. Completion February 2015.


17 Frenchay decommissioning and disposal A A
Works Package 1 (Decommissioning) Programme delayed. SOC for overall disposal submitted for 
Trust Board approval September 2014. Disposal Strategy to be agreed in October 2014 Trust Board


18 Offsite Records Storage and Retrieval A A
Interim solution at Frenchay now enacted and fully completed. New CIO working with senior user to 
re-consider requirements in light of recent moves. Full Business Case anticipated November 2014 to 
deliver Frenchay decantg in spring 2015


19 Outstanding Service Delivery Decisions 
Completed


Capital Projects Team SRO - Andrea Young







SRO - Simon Wood


20 SSD 
Completed. Move over to Southmead to be managed via separate governance process.


21 Estates maintenance relocation G G
SRO - Simon Wood PM - Karen Shrimpton
Interim move successfully completed. Long-term solution to be managed via Estates and separate 
governance process.


22 Car Park barriers and infrastructure G G
SRO - Simon Wood PM - Chris Rumley
Infrastructure to be incorporated as part of the overall Masterplanning works - to be managed via 
separate governance process moving forward


23 Creche 
Completed


24 Retained Estate Masterplan G G
SRO - Simon Wood PM - Chris Rumley
Infrastructure to be incorporated as part of the overall Masterplanning works - to be managed via 
separate governance process moving forward


25 Re-supply Project 
Completed


26 Cook chill to retained estates 
Completed


SRO - as listed


27 Centralised Admin Team 
Completed


28 Centralisation of Specialist Paediatrics 
Completed


29 Cleft service transfer to UHB G G


SRO - TBC PM - Kevin Hunter
Formal confirmation received from UHB on full service transfer to take place on 29th August 2014. 


30 Disaster Recovery 
Completed


Facilities Managed Projects 


Other Directorate Managed Project





		Aug EAM - Project Prog. (RAG)






 
 
 
 


Report to: Trust Board Agenda item:  16 
Date of Meeting: 25th September 2014 


 
Report Title: Charitable Funds Committee summary 
Status: For information discussion assurance Approval 


x  x  
Prepared by: Jane Ibbunson, Head of Fundraising; Andrew Moroz, Financial 


Controller 
Board Sponsor: Nick Patel, Non Executive Director 
Appendices: none 
 


Executive Summary:  
The Charitable Funds Committee met on the 26th August and the key issues discussed are 
summarised below. 


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


 
Key Risks: Without a system to monitor governance processes the Board 


would lack assurance that the North Bristol NHS Trust Charitable 
Funds for which the North Bristol NHS Trust is Corporate Trustee 
was managed in line with its set purposes.  


Impact on Patients: None 
Trust Objectives:  None 
CQC outcomes: Not applicable 
NHS Constitution: Not applicable 
Financial Issues: None 
Equality Issues: None 


 
Other Legal/regulatory 
Issues: 


None 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 







 
 


1. Fundraising 
 


• The Committee received the fundraising update 


• Donations for the first quarter and for the two major appeals are on target 
 


• The move to Brunel has impacted on unsolicited donations but it is too soon to tell 
whether this is a long term trend 


 
• The 2014 Christmas Cracker scheme will be launched on Friday September 12th 


2014. 
 


2. Fresh Arts 
 


• The committee received an annual report and update from the Arts Programme 
Manager, the Committee endorsed its continued support for this valuable initiative. 
 


3. Ethical Investment and Fundraising 


 
• The Committee agreed to develop an ethical fundraising policy that is consistent with 


an ethical approach to Investment. The fundraising team is to propose a register of 
sectors and industries which, if NBT were to accept support from may present a 
reputational risk.  


 


4. Working with other charities 
 


• The Committee approved guidelines on how will we work with other charities at 
Southmead and the Brunel building. This is it to protect the charity from having to 
compete with other charities wishing to fundraise. 


 


5. Charity Strategy 
 


• The first draft of a Charity strategy was tabled for discussion. The strategy covers the 
three main roles of the charity – donation management, fundraising and distribution 
of funds. Comments will be incorporated and a second draft presented at the 
November meeting. 


 
 
 
 
 
 
 


6. Investment performance 







 
 


• Investment performance was in line with plan. Members of the Trust Finance team 
will meet with the Charitable Fund investment broker prior to the next committee to 
discuss and review investment strategy. 


 
 


7. Fund Classification 
 


• A review of the level of restricted funds compared to unrestricted was requested by 
the Trusts auditors, as they believe the level of restricted funds is too high relative to 
what they would expect from their experience in other charities.  A first draft of the 
proposals will be taken to the November Committee meeting. 
 
 


8. Annual Report 
 


• The Committee approved the final content of the 2013/14 Charitable Funds Annual  
Report. The Head of Fundraising will advance the report to the publishing stage.  


 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
  
 







 
 
 
 
 
 








 
 
 


Report to: Trust Board Agenda item:  13 
Date of Meeting: 25 September 2014 


 
Report Title: Trust Board Cycle of Business 2014/15 
Status: Information Discussion Assurance Approval 


   X 
Prepared by: Eric Sanders, Trust Secretary 
Executive Sponsor (presenting): Peter Rilett, Chairman 
Appendices (list if applicable): None 
 
Executive Summary:  
The Trust Board should approve an annual cycle of business which identifies the reports 
which will be regularly presented for consideration. The annual cycle is one of the key 
components in ensuring that the Trust Board is effectively carrying out its role in leading 
the Trust. 


The cycle of business has been developed based on the previous year’s cycle of business, 
a review of other Trust’s approaches, and through a comparison with the Trust’s Standing 
Orders, Standing Financial Instructions and Scheme of Reservation and Delegation. The 
cycle of business is therefore considered to be a comprehensive description of the regular 
business to be transacted by the Trust Board. 


The Trust Board will receive other reports throughout the year on areas of risk or interest 
and will be kept under regular review to ensure that the Trust Board is receiving accurate 
and timely reports on its own business and the external environment within which it 
operates. 


 
Action Required:  
The Trust Board is asked to approve the Annual Cycle of Business 2014/15 


 
Key Risks: By not describing how the Trust Board will deliver its 


business throughout the year, there is a risk that core 
business is not transacted or workload at Board meetings 
will not be balanced. 


Impact on Patients: None identified 
Impact on Staff: None identified 
Link to Trust Objectives:  The cycle of business will ensure that all of the objectives 


are monitored throughout the year. 
Care Quality Commission 
outcomes: 


None identified 


NHS Constitution: None identified 
Financial Issues: Monitoring of financial performance is a core element of 


the cycle of business. 
Legal/regulatory Issues: None identified 
Equality Issues considered: None identified 
 


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 
 
 








Appendix 


FINANCE & PERFORMANCE COMMITTEE 


MINUTES OF MEETING HELD ON 5th SEPTEMBER 2014 


 
Present:    Mark Lawton, Chair 
 Andrea Young, Chief Executive 
 Peter Rilett, Trust Chair 
 Catherine Phillips, Director of Finance 
 David Shannon, Director of Operational Finance 
          Sasha Karakusevic, Director of Strategy and Transformation 


 
In Attendance: Ian Triplow, Associate Director of PMO 
  
  
  ACTION 
1. Apologies:  Andrea Young 


 
 


2. Minutes of Last Meeting 
 
The meeting was convened to review the progress on the recovery 
plan, a review of previous minutes  was not undertaken.  A formal 
review of actions will be made at the Finance and Performance 
Committee in September  


 


   
4. Financial Sustainability Plan   


 
 
 
 
 
 
4.1 
 
 
 
4.2 
 
 
 
4.3 
 
 
 
 
4.4 
 
 
4.5 
 
 


The committee reviewed the draft financial sustainability plan 
paper outlining the financial assumptions and planned trajectory.  
 
Actions  
 
Request that the Plan outlines the current headcount by staff and 
function to be outlined and the impact of the proposals on the 
workforce over the planning period. 
 
The plan should include any opportunities to bring additional car 
parking capacity (including flat level car parking) onto the 
Southmead site.   
 
The plan should focus on throughput of activity in theatres and 
reduction in emergency length of stay and a plan to review the use 
of the IST to flex the bed base.  
 
 
The opportunities to discharge flat over 7 days should be reviewed 
alongside the plan. 
 
Plans for implementation of SLR and general operational 
efficiencies needs to be detailed to ensure assurance of delivery. 
 


 
 
 
 
 
DS 
 
 
 
DS / SL 
 
 
 
SL 
 
 
 
 
SL 
 
 
DS 
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4.6 


 
Workstream leads to be invited on rotation to future Finance and 
Performance committees to outline progress against plans and 
trajectories.   
 


 


5. Any other business 
There was no other business identified  
 


 


6. Date of Next Meeting 
 
3.00pm, Monday 22nd September 2014 
 


 


 








 
 
 


Report to: Trust Board Agenda item:  11 
Date of Meeting: 25 September 2014 


 
Report Title: Complaints Annual Report 2013/14 
Status: For information discussion assurance approval 


  X X 
Prepared by: Steve Sykes, Advice & Complaints Team Manager 
Executive Sponsor (presenting): Sue Jones, Director of Nursing 
Appendices (list if applicable): Complaints Annual Report 2013/14 
 
Executive Summary:  
 
The 2013/14 Annual report was reviewed by the Quality and Risk Management Committee 
in July and is presented to the Board for review and approval. 
 
The key messages in this year’s report are: 


• Formal complaint numbers have fallen which goes against the nationally reported 
trend, however overall numbers have increased; 


• Considerable progress was made responding to complaints within the negotiated 
timescale, but some ground was lost after December 2013, and more action is 
still required to reach acceptable levels; 


• Patients and visitors ability to communicate directly with the area of the Trust they 
wish to contact is not as effective as it should be and numbers of reported issues 
have continued to cause concerns; 


• The processes for learning from, and resolving complaints effectively, has 
sustained an improvement (cases referred back that could have been avoided or 
“avoidable returns” have continued to decrease). 


 
Parliamentary Ombudsman Cases 
 
During 2013/14, the Trust is aware of 22 complainants who contacted the Ombudsman 
where they subsequently decided to review the actions of the Trust and call for the 
complaints file. Of these cases, 15 were closed by the Ombudsman without further 
investigation; and 7 remain open. At the time of writing 2 closed cases were partially 
upheld, and further action was taken by the Trust to issue a more detailed apology and in 
1 case some compensation was paid. 


 
 
Action Required:  
The Trust Board is requested to review and approve the Annual Complaints report 
2013/14. 


 
Key Risks: The key risks of failure in the service are: 


• Damage to good reputation of the Trust; 
• Failure to share lessons across all areas of the Trust; 
• Insufficient monitoring of themes within complaints to ensure all 


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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concerns are addressed and improvements made; 
• Inconsistent directorate complaints processes, and a lack of effective 


deputies during leave period, which impact on response times. 
• Increased numbers of overdue responses & failure to respond in the 


negotiated timescale.  
Impact on 
Patients:  


The complaints process fulfils the Trust’s duties to ensure the principles of 
good complaint handling, and that appropriate remedies are followed to 
help ensure the NHS Constitution is upheld in respect of complaints. The 
risks above compromise this service. 


Impact on Staff: The attitude and communication approach of staff is a critical factor in 
many complaints. Also the response to complaints requires quick 
turnaround to meet stipulated timescales and this places pressure on 
those who hold the relevant information. 


Link to Trust 
Objectives:  


All objectives are relevant. 


CQC outcomes: Outcome 17: Complaints (Regulation 19). 


NHS Constitution: Patient Rights; 
• to have any complaint you make about NHS services acknowledged 


within three working days and to have it properly investigated. 
• to discuss the manner in which the complaint is to be handled, and to 


know the period within which the investigation is likely to be completed 
and the response sent.  


• to be kept informed of progress and to know the outcome of any 
investigation into your complaint, including an explanation of the 
conclusions and confirmation that any action needed in consequence of 
the complaint has been taken or is proposed to be taken.  


• to take your complaint to the independent Parliamentary and Health 
Service Ombudsman or Local Government Ombudsman, if you are not 
satisfied with the way your complaint has been dealt with by the NHS.  


• to make a claim for judicial review if you think you have been directly 
affected by an unlawful act or decision of an NHS body or local 
authority.  


• to compensation where you have been harmed by negligent treatment. 
Financial Issues: None directly, although poor complaints responses may contribute to an 


increased likelihood of a clinical negligence claim, or alternative means of 
compensation being sought. 


Legal/regulatory 
Issues: 


As noted above, CQC and PHSO are the key regulators. Commissioners 
also take a keen interest in the Trust’s handling of complaints.  


Equality Issues 
considered: 


The complaints process is accessible to all. 


 
 
    


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. Introduction  
1.1. This Annual Complaints and Compliments Report provides an overview of the activity and 


progress made during the year 1st April 2013 to 31st March 2014. The key messages in this year’s 
report are: 


• Formal complaint numbers have fallen which goes against the nationally reported trend, 
however overall numbers have increased; 


• Considerable progress was made responding to complaints within the negotiated timescale, 
but some ground was lost after December 2013, and more action is still required to reach 
acceptable levels; 


• Patients and visitors ability to communicate directly with the area of the Trust they wish to 
contact is not as effective as it should be and numbers of reported issues have continued to 
cause concerns; 


• The processes for learning from, and resolving complaints effectively, has sustained an 
improvement (cases referred back that could have been avoided or “avoidable returns” have 
continued to decrease); 


2. Accountability 
2.1. The Board of Directors has corporate responsibility for quality of care and the management and 


monitoring of complaints and improvements. The Chief Executive, as the accountable officer, 
delegates responsibility for the management of complaints to the Director of Nursing and Head of 
Clinical Governance. 


2.2. Formal complaints are fully investigated with comprehensive and personally written responses 
provided by the Chief Executive. 


2.3. The Director of Nursing has responsibility at Board level for all complaints, and is chair for the 
Patient Experience Group which has strong patient and public representation. 


3. The Complaints Process 
3.1. The Trust’s complaints procedure is designed to conform to the “The Local Authority Social 


Services and National Health Service Complaints (England) Regulations 2009”, which govern 
complaints handling, and reflect their importance. It also reflects the Parliamentary and Health 
Service Ombudsman’s Principles of good complaint handling.  


3.2. Complaints are centrally managed on a day-to-day basis by the Advice and Complaints Team 
(ACT) on behalf of the Chief Executive. ACT log and acknowledge the reported issues, decide on 
which of the hospital’s directorates need to investigate, and disseminate the information 
accordingly. ACT then pull together information received as part of the investigation process and 
prepare the final reply letters for the Chief Executive to approve and sign. 


3.3. ACT also: 
• Keep a record of compliments received across the Trust; 
• Monitor responses and escalate overdue cases; 
• Manage any returned complaints or concerns; 
• Arrange reconciliation meetings (attending and digitally recording the details); 
• Provide quarterly reports for Trust Board and the Patient Experience Group; 
• Undertake local training; 
• Support directorate actions in respect of quality and learning from complaints; 
• Where trends or themes are identified to issue alerts to enable appropriate interventions; 
• Monitor Actions Plans arising from Moderate or High risk complaints to ensure learning in 


accordance with CQC outcome 17. 
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3.4. Recognising that not all issues received can be categorised as an enquiry or formal complaint, 


ACT progress some issues as “concerns”. This less formal complaint category is responded to 
directly by the ACT manager. 


3.5. NBT does not operate a Patient Advice and Liaison Service (PALS). Instead the “Advice” element 
of the service is managed by ACT who respond to telephone or email requests for information. 


3.6. On behalf of the Trust, ACT’s key priorities in handling complaints and concerns are to: 
• Create a culture that encourages and welcomes patient and service user feedback with a 


commitment to avoid any discrimination against complainants, or the patients on whose behalf 
they are acting;  


• Provide equality of access with clear and widely available information on how complaints and 
concerns can be made and how they are handled, in language and formats that are 
appropriate to the complainants’ needs; 


• Provide complainants with sufficient support to enable them to participate fully in the 
complaints process; 


• Promote a timely, positive, open and flexible dialogue with the complainant to allow for a 
meaningful investigation; 


• Provide a full and understandable response; 
• Maintain accountability and confidentiality; 
• Act on feedback to assist directorates to improve the Trust’s services; 
• Gather evidence of learning and follow-up actions where appropriate. 


4. Numbers of complaints received During 2013/14 
4.1. The total number of complaints received during the year was 757. The Trust is required to submit 


statistics on all formal complaints, and the table below indicates the total number received 
compared with the previous three years. 


(Fig. 1) 


Complaints By 
Directorate 


Total Number 
of complaints 


2010/11 


Total Number 
of complaints 


2011/12 


Total Number 
of complaints 


2012/13 


Total Number 
of complaints 


2013/14 
Cap Projects 0 0 0 0 
Clin Gov 1 4 0 2 
CCS 50 53 74 49 
Facilities 16 20 13 12 
Finance 0 1 1 1 
IM&T 9 14 13 11 
Medicine 172 188 165 176 
M/S 103 124 132 121 
Neuro 55 77 85 77 
OPS 3 6 2 5 
Renal 11 13 11 5 
SGCHS 0 16 21 21 
Surgery 118 185 207 193 
W&CH 73 72 108 84 
Totals 611 773 832 757 
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4.2. Complaints are categorised according to the requirements of the Department of Health. Appendix 


1 shows the breakdown of complaints by category for 2013/14 with an indication of the totals 
received and the change in numbers from the previous year. The most significant numerical 
changes are in respect of the following categories: 


• All aspects of Clinical Treatment - 51 cases 


• Communication and Information + 38 cases 


• Delay and Cancellation Inpatient - 11 cases 


• Delay and Cancellation Outpatient - 22 cases 


• Issues with Medical Records - 11 cases 


4.3. Communication issues continue to be a factor in many complaints. The increase in this as the 
central issue of the complaint is being tackled by the Trust’s iCARE initiative, which is designed to 
make staff consider their approach and communication from the patients’ perspective; this 
delivered a reduction in the trend over the final quarter of the year.  


4.4. The difficulties in tracking and obtaining patient notes continued to improve during the year as the 
difficulties experienced with the patient information system in 2012/13 were resolved. 


5. Performance Statistics - Complaints and Concerns 
(Fig. 2) 


 


5.1. The number of complaints received in 2013/14 decreased by 9% over the previous year. The 
month by month level of returns during 2013/14 can be seen in Fig. 2 above. 


5.2. Informal complaints (concerns) received in 2013/14 increased by 32%. This reflects the increase 
in lower level complaints such as infrastructure and parking issues, some of which directly 
resulted from the age of the Frenchay Hospital Buildings and the impact of the construction works 
on the Southmead site. 


5.3. The monthly numbers received for both complaints and concerns (see Fig 3 below) maintained 
the broad seasonal variations seen in previous years. 
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(Fig. 3) 


 


 The directorates that received the most complaints were Medicine (176), Musculo Skeletal 
(121) and Surgery (193) which reflects their relative size and patient throughput. The actual 
performance of each directorate is shown in the table above. Relative numbers have seen 
and increase for Medicine and reductions for Musculo Skeletal and Surgery. The increase 
in complaints and concerns for Medicine did not reveal any particular trend. 


5.4. The Trust’s performance for responding to complaints and concerns for the last 2 years is shown 
at Appendix 2. Although a great deal of progress was made in 2013/14 year, the numbers of 
overdue responses remain disappointing, particularly for those complaints outstanding more than 
10 days. The plan of action in place to address this has been reviewed and strengthened. 


6. Returns 
6.1. If a complaint or concern is not satisfactorily answered, the complainant is always invited to 


contact ACT to ensure their further concerns can be fully addressed. These “returned” issues are 
logged and the reasons recorded.  


6.2. Overall returns increase by 4.9% to 107 (102) but those concerns that were due to unaddressed 
or unresolved issues; and therefore could be considered as avoidable, continued to reduce to just 
21 cases or 19.6% of all returns, (Fig.4 overleaf refers).. 
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6.3. ACT’s performance for acknowledging complaints and concerns has remained consistently high 
and well above the 95% target. The need to formally write to acknowledge the actual issues 
which will be investigated and responded to has not significantly affected timescales, see the 
table below: 


(Fig.5) 


Acknowledgements (Target 95%) 2011/12 2012/13 2013/14 


Average time (including telephone and email contact) 99.41% 98.66% 99.27. % 


 


7. Advice Service 
7.1. This service has seen a sustained decrease in calls over the last year after resolution of the 


problems the introduction of Cerner caused in 2011/12 and 2012/13. The broad monthly variation 
for last year was maintained (see Fig 6 overleaf).  


7.2. The 3 most common categories of enquiry were for the following reasons: 


• Complaints Advice /How to Complain (1,469) 


• General Advice (1,108) 


• Cannot Contact Staff or Department / No Call Back (783) 


7.3. The numbers of people unable to make contact with the correct area with the Trust is a serious 
concern and highlights a need for improved customer training. This is being tackled through the 
introduction of the Trust’s iCARE programme: 


I am responsible for: 
Communication that’s effective 
Attitude that’s positive 
Respect for patients, carers and colleagues 
Environment that’s conducive to care and recovery 
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(Fig.6) 


 


8. Learning Lessons 
8.1. The Trust embraces the ethos of learning from all complaints and concerns where possible and in 


particular the significant issues reported. During the year some significant lessons have been 
learned and examples of changes made to procedures and practices are given below: 


• Bladder care for women in the maternity unit was revised to include guidance for staff on the 
provision of care for women who are transferred home with an indwelling catheter; 


• Two information leaflets for breast care patients have been created, the first informs patients 
of the variety of clinics that may be running, why some patients may appear be seen before 
others, and how the notice board is now updated every 30 minutes. The second explains the 
clinic process, advises what to expect and how long they may be in clinic.  It also gives an 
opportunity to use the telephone to contact friends or relatives; 


• Changes have been made in the policy detailing how consent is sought from patients with a 
learning disability; 


• Change in practice introduced - staff now work in teams allocated to specific patient bays. All 
the nursing documentation is undertaken within the bay by the nurses, thus ensuring there is a 
member of staff present at all times.  


• Creation of an electronic database and system for ensuring English translations of patient 
medication information is available within pharmacy and provided with any medicines as 
appropriate when they are dispensed; 


• Sutures are counted as they are put in, so that nurses then know how many to look for when 
removing them. 
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• A new leaflet was introduced for patients in plaster after surgery, which contains advice 


regarding postoperative complications and what to look out for, with useful phone numbers 
and links for further advice.  


9. Second Stage Reviews 
9.1. Local Resolution Meetings (LRMs) are non-confrontational, and are aimed at allowing the 


complainant and the Trust, to explore issues in a more dynamic way than can be achieved via 
correspondence. Complainants are welcome to attend with a friend or family for support and the 
Trust will ensure that senior staff are present to allow their concerns to be addressed and any 
agreed actions/outcomes to be taken forward. A digital recording of the meeting is provided as 
confirmation of the discussions and the agreed actions.  


9.2. During the year 65 LRMs were arranged and held and increase of 17 on 2012/13. 


10. Ombudsman Referrals 
10.1. If after attempts at local resolution the complainant remains dissatisfied, they may ask the 


Parliamentary Health Service Ombudsman to consider their case. During 2013/14, the Trust is 
aware of 22 complainants who contacted the Ombudsman where they subsequently decided to 
review the actions of the Trust and call for the complaints file. Of these cases, 15 were closed by 
the Ombudsman without further investigation; and 7 remain open. At the time of writing 2 closed 
cases were partially upheld, and further action was taken by the trust to issue a more detailed 
apology and in 1 case some compensation was paid. 


11. Compliments 
11.1. Over the year, ACT recorded 6729 compliments. This is slightly less than in the previous 2 years 


as can be seen by the table below. A full breakdown of compliments by directorate over the last 4 
years is shown at Appendix 3. 


(Fig.6) 


Compliments Received 2010/11 2011/12 2012/13 2013/14 


Total 9,062 7,120 6,822 6729 


12. Key Risks 
12.1. The Trust continues to use a robust system to manage complaints and affect learning. However, 


it is important to build on this and ensure complaints and concerns remain as low as possible. 
The actions currently being undertaken will be extended to ensure risks are minimised and the 
complaints process is as accessible and professionally managed for all patients and visitors. 


12.2. The key risks of failure in the service are: 


• Continued good reputation of the Trust; 


• Failure to share lessons across all areas of the Trust; 


• Insufficient monitoring of themes within complaints to ensure all concerns are addressed and 
improvements made; 


• Inconsistent directorate complaints processes, and a lack of effective deputies during leave 
period, which impact on response times. 


  


Annual Report 2013-14 (V-Draft) 







 


Annual Complaints Report  
2013/2014 


 


 
13. Conclusion 
13.1. North Bristol NHS Trust continues to be proactive in its management of complaints, concerns and 


enquiries, responding in a personal and meaningful way from the patients’ perspective. Recent 
independent audits of complaints have confirmed the process is robust, and provided further 
opportunities to strengthen the process. 


13.2. Patients’, relatives’ and carers’ views remain very important to NBT and the feedback has been 
effective in influencing change and improving practices across all disciplines and in all clinical 
areas.  


13.3. The flexible approach employed by ACT in using the concerns route to answer informal 
complaints, and the initiative agree the scope of any investigation with the complainant, has seen 
a continued decrease in the numbers of cases where complainants return with unresolved issues. 
As the Trust has been successful in resolving complaints with the first response this confirms the 
complaints process remains effective for most complainants. 
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Admission/discharge/ 
transfer (47) +8 


Aids/Appliances/ 
Access etc (8) -3 


All Aspects Of Clin 
Treatment (353) -51 


Attitude Of Staff 
(61) -12 


Codes of openness 
Complaints (0) No Change 


Communication/Infor-
mation (149) +38 


Complaints Handling (0) -1 


Consent to Treatment (4) 
+3 


Delay/Cancellation 
Inpatient (57) -11 


Delay/Cancellation 
Outpatient (29) -22 


Failure to follow agreed 
procedure (1) -1 


Hotel Services Inc Food 
(3) -1 


Independent Sector 
Purchased by Trust (0) No 


change 
Mortuary & Post Mortem 


Arrangements (0) No 
change 


Other (12) -12 


Patients Privacy/Dignity 
(2) -5 


Patients 
Property/Expenses (10) +4 


Patients Status 
Discrimination (1) +1 


Personal Rec. Inc. 
Med/Comp (8) -11 


Policy & Comm Dec of 
Trust (0) -1 


Transport (Ambulance & 
Others) (4) +2 


Numbers of Complaints Received 
By Category 2012/13 to 2013/14 
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Trust Returns Response times 2013/14 


 


            


Trust Returns Response times 2012/13 


 


 
Note:   the variation on total numbers reported reflects that some complaints are not responded to until after the end of the 


reporting year.
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Compliments Received – Totals by Directorate for Each Quarter 
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2 Executive Summary 
 


 


 


Elective care performance over August has meant that we have not met our national RTT targets or internal 


improvement trajectories in the 3 RTT pathways. Whilst we have fallen 3.7% below our internal improvement 


trajectory for admitted care in August, we are 0.4% below for non-admitted pathways and 2.2% below on 


incompletes. We continue to be committed to delivering our improvement plans and clearing the existing 


backlogs. Our detailed specialty level RTT plans set out that all specialties (with the exception of Orthopaedics) 


should meet both admitted and incompletes targets by the end of 14/15. At the end of August there were 147 


patients waiting in excess of 52 weeks, of which 144 were spinal patients. An action plan for recovery is in place.  


 


During August, our 4hr A&E performance dropped to 82%, from 85.9% in July, and remains of significant 


concern. Attendances and admissions remain elevated and our early month performance was significantly 


impacted by the closure of our Seated Assessment area, due to building issues. We continue to work with 


external partners system wide to identify and resolve issues which are impacting upon performance in this area.  


 


Despite pressures within the hospital of increased activity, quality of care is being sustained. Overall falls rates 


have shown improvement, numbers of concerns have fallen (although formal complaints remain elevated post-


move), C-Diff rates remain below trajectory,  and the improvements seen against WHO checklist compliance in 
earlier months have continued against the agreed performance trajectory.  
 
Turnover in August remains  at over 14%  which has led to higher than planned recruitment, bank and induction 


activity. Bank and Agency usage in August whilst high has shown a slight improvement compared to July.  


 


For the year to date, the Trust has a deficit of £20.1m, which is worse than plan by £6.7m.  This is driven by 


commissioner income which is below plan by £10.4m. Activity remains lower than plan in August. It is essential 


that activity levels increase to ensure we achieve our plan for the year. The current forecast annual savings 


shortfall is £1.8m excluding pipeline schemes. The cash balance is £20m, external cash support will be required 
within the next two months. 
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Key / Notes 
 


Unless noted on each graph, all 


data shown is for period up to, 


and including, 31st August 2014.   


 


All data included is correct at the 


time of publication. Please note 


that subsequent validation by 


clinical teams can alter scores 


retrospectively.  


 


 


All target lines: 


All improvement trajectories: 


 


 


Directorate/Group 


Abbreviation Glossary 


 


CCS Core Clinical Services 


CEO Chief Executive  


Clin Gov Clinical Governance 


IM&T Information Management 


Med Medicine  


MSK Musculoskeletal 


Non Cons Non-Consultant 


Ops Operations  


Renal Renal, Transplant & 


Outpatients 


Surg Surgery 


W&Ch Women’s & Children’s 
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4 KEY OPERATIONAL STANDARDS  


SRO   Sasha Karakusevic   Chief Operating Officer 


Section Summary  
Areas of Concern 


Performance on the 4 hour standard remains concerning. During August the Trust faced continuing operational 


difficulties with the building. There was an increase in elective bed use and in delayed discharges all of which 


had a negative impact on patient flow. 


 


RTT performance in August is slightly below both national target and internal trajectory. This is due primarily to 


10% below plan elective activity, a recent reporting upgrade, and a delay in waiting list initiatives beginning in 


neurology.  


 


Trends 


The principle reason for breaches remains availability of beds for admission.  This in influenced by delays in 


discharge, high levels of admission through ED and increasing elective activity. 


 


Improvements 


Ambulance handover delays, length of stay and pre-operative bed days are improving. 


 


Actions 


 Changes in bed allocation are underway to increase assessment space and ring fence elective beds.   


 The Emergency Care Intensive Support Team and TDA have visited the Trust to review systems.  


Recommended actions are being incorporated in to the Trust plan.   


 The Trust is working with system partners on updates to the integrated plan.   


 Management arrangements have been strengthened to provide additional focus. 
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5 Key Operational Standards  


Summary Dashboard 
Board Sponsor   Sasha Karakusevic  


 


                                     Quarter 1 
                               Aug 2014                 July  2014              Apr – Jun 2014                        
 
  
Emergency Attendances – waits under 4 hour standard vs total attendances  
                                                                                                                         
 
Referral to Treatment - % incomplete pathways <18 weeks  
 
 
 
Referral to Treatment - % within 18 weeks of GP referral for non-admitted  
                            patients  
 
 
 
Referral to Treatment - % within 18 weeks of GP referral for admitted patients  
     
 
Cancelled Operations – same day - non-clinical reasons  
 
 
Cancelled Operations – 28 day re-booking breach 
 
 
 
 


Please note: Subsequent validation by clinical teams can alter scores retrospectively. Data is correct at time of publication.  
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6 Key Operational Standards  


Urgent Care  
Board Sponsor   Chief Operating Officer 


 
Commentary 


Performance  was significantly 


below projected levels in August. 


This was influenced by building 


issues and an increase in 


discharge delays together with 


increased pressure on elective 


beds, all of which have had a 


negative impact upon patient 


flow. At the end of August, we 


were 11.5% above YTD 


contracted non-elective activity 


levels and 2.9% above 


contracted YTD attendances for 


A&E.  


 


Unfortunately, there was a 


breach of the 12 hour standard 


during the month. 


 


Activity levels overall dropped on 


the previous month, but planned 


increases in the elective program 


placed more pressure overall on 


bed availability. 


 


Reviews have been undertaken 


by ECIST and the TDA and 


recommendations will be 


incorporated in to future plans.   


 


The priorities for attention are 


increasing the number of 


weekend discharges and bringing 


forward discharge during the day. 
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7 Key Operational Standards  


Urgent Care   Admission Rates  
Board Sponsor   Chief Operating Officer 


 
Commentary 


 


Emergency attendances remain 


on an upward trend although 


there was a small reduction in 


August.  The number of patients 


admitted via the emergency 


department remains too high. 


This is mainly related to the 


availability of assessment beds.  


 


In September, a reconfiguration 


of the surgical and AAU bed base 


should lead to more GP expected 


patients being sent direct to AAU, 


by-passing ED and this should 


improve the position. 


 


Joint work with the ambulance 


service has led to a reduction in 


ambulance handovers delays.  


 


The ED Rapid Assessment 


model in majors, is continuing to 


perform well ensuring a senior 


review and plan is delivered early 


in the patient journey.  
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8 Key Operational Standards 


Length of Stay  
Board Sponsor   Chief Operating Officer 


 
Commentary 


 


The pattern of activity remains 


consistent with previous reports.   


August saw a continued 


improvement in the over 14 day 


LOS.  


 


Length of stay for all patients not 


discharged home remains above 


the national average.  The 


number of patients on the 


Leaving Hospital Database is 


being actively discussed with 


system partners.  There appears 


to be a lack of places available in 


nursing homes, particularly for 


people with dementia. 
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Commentary  


XXXX 
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9 Key Operational Standards 


Length of Stay  
Board Sponsor   Chief Operating Officer 


 
Commentary 


 


Elective length of stay increased 


during August principally related 


to complexity of casemix, but 


remains below expected Dr 


Foster figures 


 


Non-elective stay rose slightly 


and is still above expected levels.  


 


The key focus is to drive a LOS 


reduction in number of patients 


staying 2 midnights or fewer 


(ECIST recommendation) and 


continuing to work with external 


partners to reduce the time spent 


in hospital for those medically fit 


for discharge (MFFD).  
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Commentary  


XXXX 
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10 Key Operational Standards 


Discharges / Transfers   
Board Sponsor   Chief Operating Officer 


 
Commentary 


 


There has been an increase in 


delays during July and August 


with the main reason for delay 


being nursing home placement. 


 


The Trust is working with 


partners on this but there is 


unlikely to be an immediate 


improvement in capacity. 
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11 Key Operational Standards 


Beds  
Board Sponsor   Chief Operating Officer 


 
Commentary 


 


Bed occupancy increased in 


August.  This is in keeping with 


figures in earlier slides. 


 


Overall, the day case rate is 74% 


and this is in line with the 


projections for the new hospital.  


Teams are working to optimise 


the day surgery pathway in the 


Brunel building and a further 


update will be provided in 


November. 


 


Non-elective pre-operative days 


are improving.  This is a measure 


of the time taken to receive 


significant investigations or 


procedures following admission.  


This will be benchmarked once 


comparable data is available for 


July and August. 


 
 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 







 


 


 


 


 


12 XXXX 


XXXXX 
Board Sponsor XXXX 


Commentary  


XXXX 


XXXXX 


XXXX 


12 Key Operational Standards 


Tariff per Bed Day  
Board Sponsor   Chief Operating Officer 


 
Commentary 


 


The Trust continues to recover 


less income per day than peer 


organisations.  The main cause 


for this is the impact of long stay 


patients.   


  


 


  


 


 


 


 


 


. 


 


 







 


 


 


 


 


13 XXXX 


XXXXX 
Board Sponsor XXXX 


Commentary  


XXXX 


XXXXX 


XXXX 


13 Key Operational Standards  


Cancer  
Board Sponsor   Medical Director  


 
Commentary 


 


The Trust achieved targets for 


four of eight key cancer indicators 


in August including the two week 


urgent GP referral (93.6% 


achieved). The Trust also 


achieved in five other cancer 


markers that are low volume and 


so not recorded on the 


dashboard.  


 


  


 


 


 


Please note: At the time of publication, August’s figures were still subject to on-going validation and, 
whilst indicative, do not reflect the Trust’s finalised position for August. Please refer to the commentary 


within the section for further explanation. Any subsequent updates will be flagged in next month’s report.  
  
 







 


 


 


 


 


14 XXXX 


XXXXX 
Board Sponsor XXXX 


Commentary  


XXXX 


XXXXX 


XXXX 


14 Key Operational Standards  


Cancer  
Board Sponsor   Medical Director 


 
Commentary 


 


The Trust over performed against 


the agreed trajectory for 62 day 


target (78.4% against plan 


76.6%). Urology continues not 


to meet the national target 


but has over performed against 


both 62 day (60.6% against plan 


45.8%) and 31 day (93% against 


plan 78.6%) trajectories. 


 


At Trust level 31 day 


performance is at 95.6% against 


a target of 96%. Further 


validations are taking place but it 


is currently forecast that this 


improvement since July will 


nevertheless be just short of the 


standard. Cancer Delivery 


Group is meeting fortnightly to 


evaluate performance against 


plan.  


 


The failure to meet the 31 day  


subsequent drug treatment target 


was due to delay to one patient 


in a low volume, otherwise this  


target has been met consistently 


during this year and it is  


anticipated that this will continue. 


 


 


 







 


 


 


 


 


15 XXXX 


XXXXX 
Board Sponsor XXXX 


Commentary  


XXXX 


XXXXX 


XXXX 


15 Key Operational Standards  


Cancer  
Board Sponsor   Medical Director 


 
Commentary 


 


The breast service has recovered 


and met all targets for cancer 


patients. The target for seeing 


symptomatic patients without 


cancer within 2 weeks has not 


been met and the reasons for 


increase in patients not wishing 


to accept appointments within the 


time frame is being explored.   


 


The two week Urgent GP 


Referral target has been met for 


the last two months.  


 


The Consultant Screening target 


for August was achieved 


(91.7%) as was the Consultant 


Upgrade target (92.3%).  


 







 


 


 


 


 


16 XXXX 


XXXXX 
Board Sponsor XXXX 


Commentary  


XXXX 


XXXXX 


XXXX 


16 Key Operational Standards  


Referral to Treatment   All Specialties  
Board Sponsor   Chief Operating Officer 


 
Commentary 


Our main objective is to reduce 


the backlog of patients waiting 


more than 18 weeks as quickly 


as possible. Performance in 


August against this indicator 


(incomplete pathways) is slightly 


adverse due to a recent reporting 


upgrade and the delay in starting 


waiting list initiatives in 


neurology. A plan is expected 


imminently from the neurology 


specialty to recover this 


performance. 


 


This drop in performance is also 


partly due to being below our 


planned levels of elective activity.  


At the end of August 2014, we 


were 10% behind our YTD 


elective and day-case activity 


plans.  


 


The number of patients waiting 


more than 6 weeks for a 


diagnostic test fell in August in 


line with the improvement 


trajectory for both CT and MRI 


scans held by the Imaging . 


However, this was partly offset by 


a rise in the number of patients 


waiting for an echocardiogram 


due to staff shortages. The 


specialty are working through a 


plan to recover this position. 
 







 


 


 


 


 


17 XXXX 


XXXXX 
Board Sponsor XXXX 


Commentary  


XXXX 


XXXXX 


XXXX 


17 Key Operational Standards  


Referral to Treatment    Below Target Specialties 
Board Sponsor   Chief Operating Officer           


Commentary 


 


These charts provide additional 


information on the numbers of 


patients treated beyond 18 


weeks in specialties that did not 


achieve the standard overall. 


 


 


  


 







 


 


 


 


 


18 XXXX 


XXXXX 
Board Sponsor XXXX 


Commentary  


XXXX 


XXXXX 


XXXX 


18 Key Operational Standards  


Referral to Treatment   Specialty Level  
Board Sponsor  Chief Operating Officer 


 
Commentary 


 


Both admitted and non-admitted 


performance will continue to be 


below target for a number of 


specialties over the following 


months as specialties 


concentrate on treating as many 


long-waiters as possible to 


reduce the overall backlog. 


 







 


 


 


 


 


19 XXXX 


XXXXX 
Board Sponsor XXXX 


Commentary  


XXXX 


XXXXX 


XXXX 


19 Key Operational Standards Referral to Treatment    


Specialty Level & 52 week waits  
Board Sponsor  Chief Operating Officer 


Commentary 


It is projected that the overall 


backlog of patients waiting longer 


than 18 weeks will start to 


decrease from quarter 3 onwards 


when theatres are excepted to 


return to previous efficiency 


levels.  


 


147 patients were waiting longer 


than 52 weeks at the end of July, 


of which 144 were waiting for 


spinal surgery, 1 for 


neurosurgery, 1 for plastic surgery 


and 1 for respiratory medicine. 


The Trust continues to work with 


NHS England and local 


commissioners on the future plans 


for spinal surgery. We plan, 


following agreement from the 


TDA, to close our Spine waiting 


list to non-urgent referrals, 


effective from early Autumn (exact 


date to be agreed). Revised triage 


systems are being put place to 


mitigate clinical risks around 


closure.  


    


The 52 week breaches in the 


other specialties were due to non-


adherence to the health 


community’s access policy. The 


trust will be launching a new RTT 


training strategy in October which 


will include a re-launch of the 


Access Policy Trustwide.    


.       







 


 


 


 


 


20 XXXX 


XXXXX 
Board Sponsor XXXX 


Commentary  


XXXX 


XXXXX 


XXXX 


20 Operational Data 


Cancelled Operations  
Board Sponsor   Chief Operating Officer 


 
Commentary 


 


96 patients had their operation 


cancelled on the day of surgery 


in August. Pressure on beds 


continues to be the main 


contributor to this, causing nearly 


40% of all cancellations. 


Availability of theatre kit has 


improved with this now only 


relating to 20% of the total 


number.  


 


12 patients did not have their 


operation re-scheduled within 28 


days – 5 in general surgery, 2 in 


orthopaedics, 2 in plastic surgery, 


1 in urology and 1 in 


neurosurgery. All of these could 


not be booked due to constraints 


in capacity and the need to book 


more clinically urgent patients.   
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XXXXX 
Board Sponsor XXXX 


21 
 


QUALITY   PATIENT SAFETY & OUTCOMES  
SRO  Chris Burton  Medical Director & Sue Jones  Director of Nursing  


 
Section Summary  


Areas of Concern 


The risks associated with poor 4 hour performance remain of concern. Risks are mitigated, documented and 


have been discussed at system review meetings. The first 12 hour trolley breach was of concern and the Root 


Cause Analysis is specifically reviewing clinical practice. 


 


One trajectory MRSA bacteraemia in August 2014.  


 


Trends 


The falls rate per 1,000 bed days has shown improvement and is now 6.7 per 1,000 but is yet to return to the 


pre move levels of between 5 and 6 per 1,000 bed days. The numbers causing serious harm are expected to 


reduce as the work progresses to improve practice in the single room environment. 


 


C-Diff infections remain within the annual plan.  


 


HSMR is classified ‘as expected’.  


 


Malnutrition improvement trajectory of 60% was exceeded for August 2014 by 4 of our 7 Directorates. Trust-


wide the compliance was 59.3%, just 0.7% below trajectory.  


 


Improvements 


Compliance with the WHO checklist remains on trajectory for improvement.  


 


Actions 


Work is underway with the CCG to further document risks of harm associated with Emergency Pressures using 


the Four Quadrants of Harm: Adverse Events, Routine Data, Point of Care and Case note review.  
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XXXXX 
Board Sponsor XXXX 


22 


Patient Safety Dashboard                                            


                                 Quarter 1                                                                                     


                              Aug 2014                   July 14                                     Apr - Jun 2014                       


 


Never Event occurrence by month (against 0 target) 
 
Safety Thermometer  - overall compliance (94% internal target) 


 
Malnutrition Screening Compliance 
 
Hand Hygiene Compliance 
 
                                        


             July  2014          June 2014    Q1 Apr – Jun 14 
 


Catheter Compliance  
 
Venous Thromboembolism Screening Compliance 
 
Dementia (find/assess/refer CQUIN)   
                                                        14/15 Yearly Trajectory     Aug 2014                 July 2014                               Q1 Apr - Jun 2014 
 
MRSA – trust attributed 
 
C-Difficile  - trust attributed 
 
MSSA – trust attributed 
 
E-Coli – trust attributed 


Quality    


Patient Safety Summary Dashboard  
Board Sponsors   Director of Nursing & Medical Director  


 


Please note: Subsequent validation by clinical teams can alter scores retrospectively. Data correct at time of publication.  







XXXX 


XXXXX 
Board Sponsor XXXX 


23 Quality   Patient Safety 


Additional Safety Measures 
Board Sponsor   Director of Nursing  


 
Commentary 


 


Incident reporting deadlines 


All serious incidents in August 


met the 2 day deadline and all 


RCA investigation reports met 


the 45/60 day completion 


deadline.  


 


No serious incident reports have 


breached reporting deadlines for 


11 consecutive months. 
 


 


 


Never Events 


One  Never Event occurred in 


August in plastic surgery where a 


patient  with multiple skin lesions  


had the wrong skin lesion 


removed. The lesion that was 


removed was clinically 


reasonable to remove but was 


not the lesion for which the 


patient had consented. The 


patient was fully informed and a 


full RCA investigation is 


underway.   


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


CAS ALERTS   Issued August 2014                                                         
(including Patient Safety, Medical Device & Estate Alerts) 
 


RED Alerts remaining open and not 


met the deadline for completion 


0 


AMBER Alerts remaining open but within 


the deadline for completion 


3 


GREEN Alerts completed within deadline 8 







XXXX 


XXXXX 
Board Sponsor XXXX 


24 Quality   Patient Safety 


Additional Safety Measures 
Board Sponsor   Director of Nursing  


 
Commentary 


 


Serious incidents 


13 serious incidents were 


reported in August;   


• x6 falls,   


• x2 Pressure Ulcers,  


• x1 maternal death,  


• x1 incorrect line insertion,  


• x1 sharps injury  


• x1 never event 


 


 


Serious Incident Rate 


For August the rate was 0.47 per 


1000 bed days.  


 


The increase in serious incidents 


rate for June, July and August is 


attributable to falls. 


 


 


 
 


. 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


General Incidents  Inc Never Event 4 


Falls 6 


Pressure Ulcers  2 


Infection Control 0 


Safeguarding 0 


Whistleblowing 0 


Total 12 







 


 


 


 


 


25 XXXX 


XXXXX 
Board Sponsor XXXX 


Commentary  


XXXX 


XXXXX 


XXXX 


25 Quality  Patient Safety 


Safety Thermometer  catheter on-going care  falls  pressure ulcers  VTE   
Board Sponsor   Director of Nursing 


Commentary 


 


Commentary 


Safety Thermometer captures 


‘Harm events’ as a National point 


prevalence audit held every 3rd 


Wednesday each month. 


 


Harm Free Care 


The Trusts ‘harm free’ rate in 


August fell to 93.5% from  95.7% in 


July, the national rate is 93.5%. 


The highest harm incidence (3.6%) 


was Pressure Ulcers, 3.0% of 


which were community acquired. 


 


Overall Falls 


The rate per 1000 bed days is 6.7 


for August with a rolling mean of 


5.8.  


 


Of the 195 reported falls in August, 


6 falls resulted in serious injury.  


 


The number of serious falls has 


increased since move to Brunel. 


Analysis or serious fall has shown 


a contributory factor is with ward 


staff not recognising the need for 


observation of the patient whilst  


toileting  or needing assistance 


when mobilising in single rooms.  


An alert has gone out to all nursing 


staff for immediate action. A 


separate paper on falls is included 


in Trust Board papers. 
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Commentary  


XXXX 


XXXXX 


XXXX 


26 Quality   Patient Safety  


Safety Thermometer   
Board Sponsor   Director of Nursing  


 
Commentary 
 


Pressure Ulcers  


Pressure ulcer incidence for 


August has increased to 9.8 


patients per 10,000 bed days. 26 


patients had a grade 2 pressure 


ulcer.   


 


There have been two Grade 3 


and no Grade 4 Pressure Ulcers 


in August.  All patients were 


identified as high risk and Root 


Cause Analyses have been 


undertaken.  


 


VTE  (one month in arrears) 


Compliance in June was 94.8% 


so a fail has been submitted. July 


figure at time of report was 


94.0%. Movement of notes is a 


factor, however reduction in 


completion of  risk assessments 


in some clinical areas is also 


contributing. This will be 


addressed with Clinical Directors 


at Quality Committee in 


September. 


 


Catheter Compliance 


Compliance in August has 


improved to 89%. A catheter 


acquired urinary tract infection 


(CAUTI) work plan to address 


performance with this aspect of 


care is in progress. 


 
.   


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 
 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 







 


 


 


 


 


27 XXXX 


XXXXX 
Board Sponsor XXXX 


Commentary  


XXXX 


XXXXX 


XXXX 


27 Quality   Patient Safety  


Additional Safety Measures  
Board Sponsor   Director of Nursing  


 
Commentary 


 


The rolling mean of cardiac arrest 


calls is 0.9 per 1000 discharges. 


The national average rate has 


fallen to 1.8  per 1000 discharges.  


There were13 confirmed calls in 


August. 


 


Screening for Dementia  
(one month in arrears) 


Screening for all three questions 


has improved for July; 
Q.1  Screening to find patients with 


dementia was 92.8% 


Q.2 Patients assessed and 


investigated was 84.8.% 


Q.3  Of those patients identified 


with dementia, those referred on to 


specialist services was 66.7% 


 


CQUIN requires all questions 


scoring >90% for three 


consecutive months. A change to 


the way investigations are 


requested has improved 


compliance with Q2. The 


mandatory question added to the 


electronic  discharge summary 


(active from 6th August) is not 


shown in these figures but should 


improve question 3. Questions 2 


and 3 are relevant to very small 


numbers of patients.  


.  
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XXXXX 
Board Sponsor XXXX 


Commentary  


XXXX 


XXXXX 


XXXX 


28 Quality   Patient Safety  


Additional Safety Measures  
Board Sponsor   Director of Nursing  


 
Commentary 
 


WHO Checklist 


Reported compliance of checklist 


in August was at 89.6% with a YTD 


compliance of 90.4%.  


 


A trust-wide improvement 


trajectory has been set, which 


sees the trust reach 100% 


compliance by October 2014..  


 


 


 


 


 


 


 


 


Nutrition 


The overall compliance Trust-wide 


was 59.3% for August .  


 


Neurosciences, Renal, CCS and 


Women’s and Children’s are 


compliant with their 60% August 


target of screening on Cerner 


within 48 hours.  


 


Daily flow/management meetings 


undertaken in Neuro and 


Orthopaedics highlight the nutrition 


screening by checking which 


patients were admitted directly to 


the ward within the previous 48 


hours.  


 







 


 


 


 


 


29 XXXX 


XXXXX 
Board Sponsor XXXX 


Commentary  


XXXX 


XXXXX 


XXXX 


29 Quality   Patient Safety    


Infection Control  
Board Sponsor   Medical Director 


 
 


MRSA 


1 reported case for August. This 


is disappointing with the last 


reported case September 2013. 


Initial findings of the RCA 


indicate the patient was admitted 


with a deep seated MRSA 


infection which became 


septicaemic. A full root cause 


analysis is under way.  


 


C.Difficile 


3 Trust responsible cases for 


August. 


A total of 20 cases reported year 


to date remains within the annual 


trajectory. 


 


MSSA 


2 cases of MSSA bacteremia 


occurred in August. A total of 10 


cases reported year to date 


which is higher than the expected 


trajectory. Each case is being 


investigated to determine 


themes.  


 


E Coli 


5 cases of E.Coli bacteremia 


reported in August. The year to 


date total is 19 cases, and on 


trajectory for achieving the 


internally set target of 70 cases. 


 


 


. 


 







 


 


 


 


 


30 XXXX 


XXXXX 
Board Sponsor XXXX 


Commentary  


XXXX 


XXXXX 


XXXX 


30 Quality   Patient Safety     


Infection Control  
Board Sponsor   Medical Director 


 
Commentary 


 


The infection control programme 


for 2014/15 continues to prioritise 


the management of C-diff 


infection.  


 


Hand Hygiene 


The Trust Hand Hygiene audit for 


August is 94.9% which is a slight 


improvement on last month’s 


compliance rate of 92.1%, but 


remains below the required 


compliance of 95%.  


 


Directorates are required to 


produce action plans for 


improvement to be presented at 


the September Control of 


Infection Committee. 


 


Norovirus 


There were no areas during 


August placed under restricted 


access due to Norovirus.  


 


 


 


 


 


 


 


 


 







 


 


 


 


 


31 XXXX 


XXXXX 
Board Sponsor XXXX 


Commentary  


XXXX 


XXXXX 


XXXX 


31 Quality   Patient Safety  


Medicines Management   Medicine Reconciliation & Missed Doses  
Board Sponsor   Medical Director 


 
Commentary 


 


Medicines Reconciliation and 


Missed Doses data is available 


one month in arrears.  


 


Medicines Reconciliation 


The 95% target has been  


consistently achieved from 


February 2011. 


 


Since the MOVE to the new 


Brunel Hospital, services to the 


emergency zone have been 


extended to carry out the 


medicines reconciliation process 


earlier in the patient’s attendance 


both during the week and at 


weekends.  


 


Missed Doses  


Missed drug doses continued to 


be managed. 


 


However, actions are still under 


review following the MOVE to 


Brunel and review of practices in 


the new working environment. 


 


 


We will be showcasing our work 


at the West of England Academic 


Health Science Network Annual 


Conference in October 2014. 


 


.  


. 


 


 


 







 


 


 


 


 


32 XXXX 


XXXXX 
Board Sponsor XXXX 


Commentary  


XXXX 


XXXXX 


XXXX 


32 Quality   Patient Outcomes / Effectiveness 


Mortality  
Board Sponsor   Medical Director 


 
Commentary 


 


Mortality statistics remain within 


the ‘expected’ range. HSMR has 


previously been rebased annually 


to reflect the general 


improvement in mortality in NHS 


Trusts over time. Dr Foster are 


suggesting that they may soon be 


able to rebase more frequently. 


The latest remodelled HSMR for 


NBT would be 90.4. 


 


The Summary Hospital Mortality 


Indicator (SHMI) data is some 


months behind but on the whole 


reflects the HSMR. We would 


therefore expect it to fall with the 


next publication reflecting the 


quarter to March 2014. 


 


Deaths in low risk groups NBT: 


0.59/1000 spells (national rate 


0.66/1000 spells) this is within 


the ‘expected range’ 


 


HSMR weekend admissions: 104 


HSMR weekday admissions: 96 


Both described ‘as expected’. 


 


Raw mortality in August 2014 


returned to previous years rate 


and will continue to be monitored 


closely.  


 







 


 


 


 


 


33 XXXX 
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33 
 


QUALITY   PATIENT EXPERIENCE 
SRO   Sue Jones   Director of Nursing 
 


Section Summary  


Areas of Concern 


Formal complaints are still elevated, which has also impacted upon our ability to reduce the 


number of overdue complaints as quickly as we would like.  


Trends 


Numbers of concerns have dropped from 70 in July to 35 in August. This is related to the filling of 


a post within the Advice and Complaints Team which focuses on resolving low level issues before 


escalation to concern.  


 


Improvements 


The Emergency Department have largely maintained their response rate performance. The 


results are now more indicative of the patient experience, some describing good care and others 


commenting on long waits. 


 


Actions 


Healthwatch feedback from their thematic review in August reflected a positive impression of the 


welcoming environment. They picked up access issues, and comments about food and 


entertainment. This correlates with the ‘you said’ ‘we did’ feedback cards at the front entrance of 


Brunel that flag new building issues, including parking and access.  


 







 


 


 


 


 


34 XXXX 


XXXXX 
Board Sponsor XXXX 


Commentary  


XXXX 


XXXXX 


XXXX 


34 Quality  Patient Experience  


Friends & Family Test   Inpatients and Emergency Department  
Board Sponsor  Director of Nursing  


 
 
 
 


A significant level of annual leave 


taken in August has impacted on 


this month’s FFT results. 


 


We see a slight decrease of 


3.14% from July in ED’s 


response rate  (RR) of 19.66% .  


Their Net Promoter Score (NPS) 


is 45.9 which is just short of the 


target of 46. 


 


Wards show a response rate of 


26.45% and a Net Promoter 


Score of  61.5. The top achieving 


area is Gate 33a with a RR  of 


35.6% and NPS of 70.7.  Others 


include Gate 7a, Gate 8a, Gate 


28b and Cotswold. 


 


The top positive themes which 


patients have commented upon 


in August are: our staff (422 


comments); the general quality of 


care (297); and the nursing care 


(89). Negative themes raised 


included food/catering (60 


comments), facilities/patient 


entertainment (53), and staffing 


levels (29). We are taking actions 


to address these areas and 


expect to see these proportions 


drop in future months.     


 
 


The Inpatient’s Friends and Family Test score for July for North Bristol NHS Trust is 62.  This is based on 26.45% responses. 


The Emergency Department’s Friends and Family Test score for August for North Bristol NHS Trust is 45.9.  This is based on 19.66% responses. 







 


 


 


 


 


35 XXXX 


XXXXX 
Board Sponsor XXXX 


Commentary  


XXXX 


XXXXX 


XXXX 


35 Quality   Patient Experience  


Friends & Family Test   Net Promoter Score Regional Comparators 
Board Sponsor   Director of Nursing   


Commentary 


 


We have ranked 10th  in the 


South West with a Net Promoter 


Score of 39 for ED. 


 


 


 


 


 


 


 


 


 


 


 


 


We have ranked 8th in the South 


West with a Net Promoter Score 


of 72. 


 


 


 


 


 


 


 


 


 


 


NB: Data is one month in arrears 


for receipt of regional Friends 


and Family ranking 
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XXXXX 
Board Sponsor XXXX 


Commentary  
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XXXXX 


XXXX 


36 Quality   Patient Experience 


Friends & Family Test   Maternity Unit  
Board Sponsor   Director of Nursing 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


Maternity’s Net Promoter Score is 


65 (exceeding the indicative TDA 


target of 60). Their response rate 


is 19.8%, which exceeds the 


agreed CCG target of 15%.   


 


  


 


In the Southwest for Q2 we 


ranked 10th for the response 


rate. 


 


 


 


 


 


 


 


NB: Data is one month in arrears 


for receipt of regional Friends 


and Family ranking 


 
 


The Maternity 
Friends and Family 
Test score for Aug 
for North Bristol 
NHS Trust is 65.  
This is based on 


19.8% responses. 
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XXXXX 
Board Sponsor XXXX 


Commentary  


XXXX 


XXXXX 


XXXX 


37 Quality  Patient Experience  


Complaints & Concerns  
Board Sponsor   Director of Nursing  


 
Commentary 


 


The numbers of complaints 


received  remained high in 


August. The ability of the Advice 


and Complaints Team (ACT) to 


respond is improving with a 


vacant post now been filled. This 


post provides focussed support to 


resolving low level issues before 


they become a concern or 


complaint and has reduced 


concern numbers from 70 


recorded in July to 35 recorded  


in August. 


 


Formal complaints increased to 


94 cases (from 86) and concerns 


decreased to 35 (from 69). 


 


Increases  are being seen in the 


following  complaints themes: 


• parking  


• the whole patient journey 


• Scheduling of appointments 


with multiple changes 


• basic nursing care 


• unreturned calls/poor 


communication 


• issues with the medi-rooms 







 


 


 


 


 


38 XXXX 


XXXXX 
Board Sponsor XXXX 


Commentary  


XXXX 


XXXXX 


XXXX 


38 Quality   Patient Experience 


Complaints & Concerns 
Board Sponsor   Director of Nursing  


 
Commentary 


 


Overdue complaints remained 


high in August with increases in 


MSK, Neuro, Surgery and 


W&CH. Additionally Facilities had 


a large increase in formal 


complaints related to the Brunel 


Building and hospital 


infrastructure.  


 


General enquiries received by 


ACT have reduced slightly, but 


are still double the level prior to 


the hospital move. 


  


The Health Service Ombudsman 


are undertaking preliminary 


investigations for 2 cases in 


August. They also notified the 


Trust of 3 complaints where their 


investigation did not uphold the 


complainants case. 


In 1 case they have asked the 


Trust for an action plan to look at 


how clinicians are asked to 


prioritise responding to 


complainants. We plan to take 


this forward in work planned with 


the Patient’s Association.  


 


 


 


 


 


 


 


 


 







 


 


 


 


 


39 XXXX 


XXXXX 
Board Sponsor XXXX 


Commentary  


XXXX 


XXXXX 


XXXX 


39 Quality Specialised Pathways   


Fractured Neck of Femur (NOF) Indicators  
Board Sponsor   Chief Operating Officer 


Of the ‘Fractured Neck of Femur 


Standards’ for August: 


• 100% of fractured NOF patients 


were assessed by an 


Orthogeriatrician within 72 


hours, compared to the national 


average of 67% 


• 100% of fractured NOF patients 


were assessed for antiresorptive 


therapy need, compared to the 


national average of 87.4% 


• 100% of fractured NOF patients 


were offered a multidisciplinary 


falls assessment, compared to 


the national average of 91.6% 


  


The number of NOF cases with one 


or more pressure ulcer(s) continues 


to demonstrate a downward trend; 


32 occurrences during the period 


September 2012 - August 2013 


compared to 21 during the period 


September 2013 - August 2014.  


 


80% of all NOF patients were 


admitted to an acute orthopaedic 


ward within 4 hours in August; 


continuing an upward trend since 


April.  


  


The multidisciplinary team continue 


to critically review all deaths and 


monitor all aspects of performance 


at the monthly trauma board. 


  


We are still actively seeking to 


recruit a clinical orthogeriatric 


fellow. 
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XXXXX 
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40 Quality 


Specialised Pathways   Stroke Indicators  
Board Sponsor   Chief Operating Officer 


 
Commentary 
The target is for 80% of stroke 


patients to spend at least 90% of 


their stay on a stroke unit. This 


target has been met consistently 


across all quarters of the 2013-14 


financial year and the first quarter 


of 2014-15. In August 2014, 85.4% 


of stroke patients spent at least 


90% of their hospital stay on a 


stroke unit despite continued 


pressure on beds and late referrals 


from other specialties. 


  


The Trust has also achieved the 


60% TIA target of treating all 


patients with a high risk within 24 


hours. In August 2014 we saw 


69.6% of high risk patients within 


24 hours. This target was also 


consistently achieved across 2013-


14 and Q1 2014-15. We still 


continue to meet the target despite 


experiencing difficulty contacting 


patients due to wrong or lack of 


contact details or because patients 


have not been advised of the 


clinical urgency to be seen within 


one day and decide to delay their 


appointment due to prior 


arrangements. 


 


60% of NBT’s stroke patients were 


thrombolysed (given medication to 


break down and disperse blood 


clots) within 1 hour in August.  
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        Met Target         CQUIN being finalised       Not met target 


2014-15 CQUINS – National Schemes  
Title  Description  Q1 


Performance  
Comment  IPR  


Page Ref 


Friends and 
Family Test 


Staff Friends and Family Test from 
April 2014 


Questionnaire sent out to all staff 


34-36 


Early implementation in 
Outpatients and Day Case by 
October 2014 


On track to be rolled out to outpatient 
and daycase areas from October 
onwards 


Increase response rates in 
Emergency Dept (ED) and 
Inpatients (IP)  


The ED response considerably 
improved in June but was not enough 
to secure the quarter's target 


Further increase to response rates 
in Inpatients (IP) only in March 
2015  


On track to be achieved in March 


NHS Safety 
Thermometer  


Reduction in number of pressure 
ulcers for Nov 2014-March 2015 
compared to Nov 2013-March 
2014 


Achievable based on performance for 
2014/15 to date 26 


Dementia 


To identify, assess and refer on 
dementia patients 


The target was partly achieved for 
quarter 1 and an action plan is in place 
to improve performance in future 
months 


27 Confirmation of clinical lead and 
implementation of training 
programme 


Achieved 


Provision of support for dementia 
carers 


To be audited 


Quality    


CQUINS 2014-15 National Schemes  
Board Sponsor    Director of Nursing  
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        Met Target         CQUIN being finalised       Not met target 


2014-15 CQUINS – Local Schemes  
Title  Description  Q1 Performance  Comment  


Maternity 
Increase quality of post-natal care and 


improvement of breast-feeding rate at 


handover to community services 


  Detail of measurement to be agreed 


Cancer Treatment 
Summaries 


To produce cancer summaries following 


successful completion of surgical treatment 


  On track to be achieved - 


measurement from quarter 2 onwards 


Discharge Summaries 
To improve timeliness and quality of 


discharge summaries 


  Action plan to be finalised, working in 


conjunction with commissioners and 


other local providers 


End of Life care 
To improve identification of end of life patients 


and increase level of support to the patient 


and carer 


  Action plan to be finalised, working in 


conjunction with commissioners and 


other local providers 


Personalised Care Planning 


To increase the number of personalised care 


plans agreed with patients with long term 


conditions 


  Plan to roll out to a number of 


specialties by the end of quarter 2 


Sepsis  
Reduction in incidence of Sepsis 


 


  Action plan being developed.  


7 day working 
Emergency admissions to be assessed by an 


appropriate consultant within 14 hours of 


admission 


  Baseline needs to be established 


System wide with Sirona 


Implementation of Sirona model relating to 


virtual wards 


 


  Action plan to be finalised, working in 


conjunction with commissioners and 


community providers 


 


Quality    


CQUINS 2014-15 Local Schemes  
Board Sponsor    Director of Nursing  
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        Met Target         CQUIN being finalised       Not met target 


2014-15 CQUINS – NHS England Specialist Services Schemes  


Title  Description  Q1 
Performance  


Comment  


Genetics 
Access to array Comparative Genomic 
Hybridization (CGH) fro prenatal 
diagnosis 


  Detail to be finalised 


CAMHS  
CAMHS 5 days review of unplanned 
admission 


  Achieved for quarter 1 


Specialised cancer 
Long term follow-up in specialised 
cancer care 


  Achieved for quarter 1 


NICU 


Improved access to maternal breast milk in 


pre-term infants 


  Achieved for quarter 1 


Improve growth in preterm babies   Achieved for quarter 1 


Orthopaedics 
Develop network for adult services 


including regional audits and MDTs for 


complex cases 


  Detail to be finalised 


Critical care 
Increase effectiveness of rehabilitation 


following critical care stay 


  To be monitored from quarter 


2 onwards. Processes not 


fully implemented 


HIV 


Increase GP registration and 


communication 


  Detail to be finalised 


Development of IT system to support 


implementation of antiretroviral system 


  Quarterly milestones 


achieved 


Quality    


CQUINS 2014-15 NHS England Specialist Services Schemes  
Board Sponsor    Director of Nursing 
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44 National Clinical Audits September 2014  
Board Sponsor  Medical Director 


 


 


Title  Audit Outcome Summary 


2014/2015 Quality 
Account Changes 


In relation to the Quality Account for 2014/2015 the following national clinical 
audits have been removed by Healthcare Quality Improvement Partnership (HQIP): 
• National Adult Bronchiectasis Audit has been postponed at the request of the 


British Thoracic Society (BTS) 
• UK Parkinson’s Audit. Data is not being collected during 2014-15 
• National Audit of Seizure Management (NASH). Data is not being collected 


during 2014-15 


HQIP has advised the removal 
of three national clinical audits 
listed on 2014/2015 Quality 
Account. 


New National 
Clinical Audit Action 
Plans reviewed & 
accepted by the 
Committee 


The following action plans were approved and accepted by the Clinical Audit 
Committee and will be monitored on a six-monthly basis to monitor progress and 
completion. 
• National Carotid Endarterectomy Audit 2013 (listed on Quality Account) 
• National Cardiac Arrest Audit 2013 (listed on Quality Account) 


At the September Committee 
meeting two of the national 
clinical audit reports & action 
plans that were reviewed were 
accepted. 


Action Plans initially 
rejected at previous 
Clinical Audit 
Committee 
meetings 


At the September meeting the revised Action Plans for the following National 
Audits were approved (to be reviewed on a six monthly basis to monitor progress 
and actions): 
• National Audit of Renal Colic (Emergency Department) 2012 (listed on Quality 


Account) 
• National Oesophago-gastric Cancer 2013 (listed on Quality Account) 
• BTS Bronchiectasis Audit 2012 (listed on Quality Account) 
• National Kidney Vascular Access Audit 2012 (listed on Quality Account) 


At the September Committee 
meeting four of the national 
clinical audit action plans that 
were initially rejected by the 
Committee due to weaknesses 
were accepted. 


Clinical Audit Committee (CAC) meets bi-monthly and is responsible for reviewing and maintaining oversight of the 


Trust’s eligibility and participation in National Clinical Audits and for quality checking, signing off and monitoring the 


action plans put in place in response to audit outcomes. CAC report to the Quality Committee, which is chaired by the 
Medical Director. A summary of recent  audit outcomes can be found below.  
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HUMAN RESOURCES   


SRO   Harry Hayer   Director of People & Organisation Health 


Section Summary  


Areas of Concern 
Turnover in August  remains  at over 14%  which has led to higher than planned recruitment, bank and induction activity. 
Bank and Agency usage in August whilst high has shown a slight reduction compared to July.  
Sickness absence remains over 4%. 


Trends 
Turnover: Despite the number of leavers  falling during  the period from April to July, turnover (calculated on a previous rolling 12 months) 
continues to show an upward trend  up to and including August. 
As above, the demand for bank and agency remains high . 


Improvements 
Recruitment (& Values Based Recruitment)  the pipeline supply for registered and non –registered nursing  remains strong  which has led to a 
particular reduction in non-registered nursing vacancies. 
Bank & Agency, plans to reduce agency spend  in Facilities Management (FM) show  improvement.  
Staff Friends and Family Test quarter 2 survey response rate for 3 week (out of 4) is over 16%  and is expected to reach over 20% by the time 
the survey closes (19th September). This compares to 8% for Q1 . 


Actions 
Recruitment open days  have been planned for Theatres and AAU to address  identified staff shortages . 
A trust wide Retention  Strategy and Plan is being finalised aimed at reducing the number of staff leaving and managing and planning for 
turnover. 
A Sickness Absence Strategy is being put in place to control and reduce absence rates  with a number of further transformational 
recommendations going to the Workforce Committee. 
Plans are in place to launch the next annual NHS Staff Attitude Survey which will go live at the end of September.  
The Workforce Committee on the 29th September will consider a new set of workforce metrics. It will also scrutinise Workforce  and Sickness 
absence controls and the Staff Retention Plan. 
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46 Human Resources  


Key Workforce Indicators  
Board Sponsor   Director of People & Organisation Health  


 
Turnover (by headcount)  


 


Number of monthly leavers over 


the last 12 months have been 90 


(Sept 13), 70, 99, 85, 67, 58, 139, 


215, 120, 109, 98 & 105 (Aug 


14). This includes fixed term and 


permanent staff, but excludes 


medical and dental.   


 


 


Sickness Absence  


HR have reviewed all staff on 


long term sickness entering half 


or nil pay and with high Bradford 


factor scores. Action is being 


taken to effectively manage these 


staff. 
 


 


 


 


 


 


 


 


 


 


Note: the monthly sickness absence and 


turnover charts include August data. 


However, due to payroll cut off dates and 


the timing of this report, our internal 


information systems are still being 


updated at time of publication. This 


means that August’s data will be further 


updated once the payroll system has 


closed and the figures will change. 


These changes will be reflected in next 


month’s report.   
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47 Human Resources  


Key Workforce Indicators  
Board Sponsor   Director of People & Organisation Health 


 
Commentary 


Although the chart shows a slight 


reduction in demand for agency 


and temporary staffing in August, 


demand is still high due to 


specialling and usage in FM 


(plans are in place to reduce 


usage in these areas). 


 


Nursing, FM & HR are working 


together to ensure e-rostering is 


being used correctly and that 


temporary bank staff are being 


recruited to avoid agency costs. 


 


A nursing review is underway to 


look at how we manage patients 


who need specialling.  The aim of 


the project is to design a process 


for assessing and managing the 


need for specialling which will 


ultimately reduce the need for 


agency staff. 
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48 Human Resources  


Mandatory Training – reported by exception 
Board Sponsor   Director of People & Organisation Health 


Mandatory Training 
 


Following MOVE, overall compliance 


of mandatory training is seeing a 


downward trend with another slight 


decline for July.  


Year on year comparison between 


2013 and 2014 indicates 34% increase 


in DNA rates. Reasons given are move 


to new ward/team and new duty roster. 


 


HR have targeted specific areas of low 


compliance to encourage take 


up. Learning & Development (L&D) 


alongside training providers and 


subject matter experts are reviewing 


capacity, content and quality of 


programmes. 


 


Information Governance has moved to 


an annual update requirement from 


August 2014 following a risk 


assessment.  A programme of training 


sessions, including a new e-learning 


package will be launched imminently. 


 


A communications campaign called 


“Safe Staff = Safe Patients” is about to 


launch reinforcing the importance and 


relevance of undergoing training and 


reminding staff about how to access 


training and on-line learning. 


  


Staff who are non-compliant will 


receive a letter outlining that they will 


be expected to complete the on line 


training within 3 months.   


 


A full review of all mandatory training 


will undertaken by the Workforce 


Committee. 
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49 Human Resources  


Training & Appraisals  
Board Sponsor   Director of People & Organisation Health 


 


 Commentary 
 


iCARE 


 


iCARE sessions at induction 


were well-received. iCARE 


sessions for existing staff were 


reinstated at the end of July.  


 


Appraisals 


 


This year’s appraisal round 


commenced at the end of June.  


Take up has so far been slower 


than planned.  HR has introduced 


streamlined appraisal 


documentation for  managers and 


staff to use and are working with 


Directorates to ensure that plans 


are in place to achieve 


compliance by the end of 


November.  
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50 Safe Staffing 


Nursing Workforce  
Board Sponsor  Director of Nursing 


 
Commentary 
 


From May 2014 the numbers of 


hours of Registered Nurses (RN) 


and Care Assistants (CA), 


planned and actual, on both day 


and night shifts have been 


collated manually by each gate 


each month. This data has been 


uploaded on UNIFY for NHS 


Choices and also provided on our 


Website by overall trust position 


and at each individual gate level. 


 


The overall Trust % fill rate for  


August was 94%- 100%.  


 


In August none of our ward areas 


flagged as ‘Red’ (<80% fill ). 


 


This month has demonstrated the 


balance created to safely staff 


our wards while managing our 


turnover and recruitment. The fill 


rate is representative of the 


summer annual leave rates of 


merged units and the limitations 


of Bank and Agency supply. 


 
 
 


 


 


   


 
  


 


 


 
 


 


July 2014 Day shift Night Shift 


  RN/Midwife Fill rate % CA Fill rate % RN/Midwife Fill rate CA Fill rate 


Riverside Unit 99.8% 99.3% 100.0% 100.0% 


Southmead  94.2% 98.2% 96.6% 100.0% 
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51 Safe Staffing   


Nursing Workforce   
Board Sponsor  Director of Nursing  


Commentary 


 


Nursing spend on the inpatient 


wards has decreased slightly this 


month. 


 


Overspends post new hospital  


are associated with: 


•  Rostering in excess of funded 


establishment  


•  ‘Specialling’   


 


The Heads of Nursing (HoN) are 


critically reviewing their pay 


budgets and rostering practice. 


To assist reductions with 


specialling costs  a robust risk 


assessment and authorisation 


process is being developed  for 


implementation in September 


 


The Shelford acuity/dependency 


tool is being  applied during 


September and will provide 


evidence based data regarding 


staffing levels required assisting 


any skill mix reviews. 


 
HoNs are also reviewing the job 


plans and cost efficiency of their 


Clinical Nurse Specialists. 


Ratio of Registered : Unregistered Ward Nurses  (Target 60:40) 
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52 Safe Staffing Nursing Workforce   Ward Early Warning Trigger Tool 


(QUESTT) Board Sponsor  Director of Nursing 


Commentary 
QUESTT is RAG rated with those 


wards scoring 7 – 12 being in an 


Amber status.  Those wards scoring 


12 and above are recorded as Red.  


 


Completion  rates for August have 


dropped to 31% from last month 


(44%). Compliance, and actions to 


improve compliance rates, continues 


to be monitored through NMGC. 


 


4 Wards flagged ‘Red’ for July: Gates 


31a&b (AAU), 7a, 9a, and 25b. These 


were largely due to staff vacancies 


which were being actively recruited to.     


 


5 wards flagged ‘Red’ for August: 


 


AAU: vacancy rates, formal 


complaints, unusual operational 


demands on service exceeding 


capacity (16) 


 


Gate 26b (MSK): vacancy rates, 


sickness absence and formal 


complaints. (13) 


 


Gate 34a (Surgery): unfilled shifts, 


sickness absence, cleanliness audits 


and appraisal rates. (15) 


 


Gate 34b (Surgery): hand hygiene, 


cleanliness audits, unfilled shifts, 


sickness absence and appraisal rates. 


(18) 


 


Gate 37 (ICU): unfilled shifts, sickness 


absence levels, cleanliness audits and 


an ongoing investigation (12) 


Questions Used for Ward Early Warning Trigger Tool Assessment 


Q1: New or no line manager in post (within last 6 months)  Q9: 2 or more formal complaints in a month (wards) or 3 or more 
(A&E or OPD) or 1 or more (CCU & ICU)  


Q2: Vacancy rate higher than 3%  Q10: No evidence of resolution to recurring themes  


Q3: Unfilled shifts is higher than 6% Q11: Unusual demands on service exceeding capacity to deliver 
(e.g. national targets, outbreak)   


Q4: Sickness absence rate higher than 3.5% Q12: Hand hygiene audits not performed   


Q5: No monthly review of key quality indicators by peers (e.g. 
peer review or governance team meetings)  


Q13: Cleanliness audits not performed  


Q6: Planned annual appraisals not performed   Q14: Ward/department appears untidy  


Q7: No involvement in Trust-wide multi-disciplinary meetings 
  


Q15: No evidence of effective multidisciplinary/multi-
professional team working   


Q8: No formal feedback obtained from patients during the month 
(e.g. questionnaires or surveys)  


Q16: Ongoing investigation or disciplinary investigation (including 
RCA's & infection control RCA's)  
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53 Human Resources 


Medical Workforce 
Board Sponsor  Medical Director  


Commentary 
 


The medical appraisal chart 


shows the rolling compliance with 


the NHS England requirement 


(NHS England Medical Appraisal 


Policy; Annex G) for all doctors to 


have not exceeded 15 months 


since their last appraisal.  The 


doctors who are not in 


compliance with this requirement 


are being managed within a 


process of escalation and 


resolution and will be the subject 


of the missed appraisal audit. 


  


Revalidation recommendations 


continue to be made in 


accordance with the 


requirements of the GMC. 


 


  


Professional Investigation / Action  


One investigation has been initiated in to a doctor self-prescribing minor 


medication. Exclusion has not been considered necessary. 
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54 FINANCE   


SRO   Catherine Phillips   Director of Finance  


Section Summary  


Summary 
 For the year to date, the Trust has a deficit of £20.1m, which is worse than plan by £6.7m.  This is driven by 


commissioner income which is below plan by £10.4m.   
 The current forecast annual savings shortfall is £1.8m excluding pipeline schemes. 
 The cash balance is £20m, external cash support will be required within the next two months. 
 The Trust is rated red by the Trust Development Authority (TDA) with a continuity of service rating of 1. 


 


Areas of concern 
 Activity remains lower than plan in August.  It is essential that activity levels increase to ensure we achieve 


our plan for the year.   
 Pay expenditure was £2.4m adverse to plan in August. The overspend related to nursing pay, the use of 


agency and bank increasing over the past two months.  
 


Actions 
 A plan to recover activity has been developed in line with the RTT recovery trajectory and will be 


implemented.    
 Review and reduce  the use of temporary additional staff in a number of areas, reducing expenditure to 


budgeted levels. 
 To ensure implementation of agreed savings schemes.  
 To ensure cash support is accessed through the TDA  as required.   
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55 


Commentary 
 


Assurances  


The Trust has agreed a deficit 


budget of £34m for 2014/15 with 


the TDA and a trajectory to 


develop  and implement a 


recovery plan. 


 


Concerns & Gaps  


Income  from commissioners is 


significantly below plan for  


quarter one as a result of 


operational pressures relating to 


the move to the new hospital.  


This has resulted in an adverse 


variance of £10.4m.  


Pay expenditure has increased 


above budgeted levels in each of 


the last three months. 


 


Actions planned  


 
Implementation of recovery plans 


for elective activity 


 


Implement actions to reduce and 


recover the pay overspends 


across the Trust   


 


 
 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 
  
 


Finance 


Statement of Comprehensive Income 
Board Sponsor   Director of Finance 


 


 In month 


variance (Adv)/ 


Fav 


Budget £m Actual £m


Variation from 


budget (Adv) / 


Fav £m


£m 


Income 


467.3 Contract Income 182.4 172.0 (10.4) (2.6)


81.9 Other operating income 37.6 39.6 2.0 2.0


Donations income for capital acquisitions 0.4 0.4 0.0 0.0


549.2 Total Income 220.4 212.0 (8.4) (0.6)


Expenditure


353.2 Pay 137.0 139.4 (2.4) (0.6)


170.2 Non-Pay 72.0 68.3 3.7 0.7


6.6 PFI Operating costs 2.8 2.4 0.4 0.4


530.0 Total Expenditure 211.8 210.1 1.7 0.5


19.2 Earnings before Interest & depreciation 8.6 1.9 (6.7) (0.1)


3.50% 0.90%


19.0 Non PFI Depreciation & Amortisation 8.1 8.1 0.0 0.0


(0.1) Non PFI Interest receivable (0.1) (0.1) 0.0 0.0


1.3 Non PFI Interest payable 0.5 0.5 0.0 0.0


31.9 PFI Interest 13.3 13.3 0.0 0.0


0.6 PDC Dividend 0.2 0.2 0.0 0.0


(33.5)
Retained Surplus / (Deficit) for accounting 


purposes
(13.4) (20.1) (6.7) (0.1)


-6.1% -9.5%


Add back items excluded for NHS 


accountability


(1.3) Donations income for capital acquisitions (0.4) (0.4) 0.0 0.0


0.8 Depreciation of donated assets 0.3 0.3 0.0 0.0


(34.0)
Adjusted Surplus / (Deficit) for NHS 


accountability
(13.5) (20.2) (6.7) (0.1)


Annual Plan 


2014.15


Position as at 31 August 2014 
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56 


Commentary 


 
Assurances  
The Trust currently has adequate 
cash to meet its obligations in the 
short term, with a balance of 
£20m at the end of August. 
Temporary cash support has 
been agreed with the Trust 
Development Authority. 
   


Concerns & Gaps  


 


The current income 


underperformance will adversely 


impact the cash position on 


completion and settlement of the 


quarterly activity reconciliation.   


 
The Trust has paid 87% of all 
invoices within 30 days.   
 


Actions planned  


Effective daily cash monitoring to 


identify when external support is 


required. 


 


Embed debt management within  


commissioner discussions.  


 


Review invoice approval 


processes to identify 


opportunities to improve 


payments to suppliers. 


 


 


 
 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 
  
 


Finance 


Statement of Financial Position 
Board Sponsor   Director of Finance 


 


 
31 March 2014          


Actual £m 


31 August 


2014     Plan 


£m


31 August 


2014    Actual 


£m


Variance above 


/ (below) plan 


£m


31 July 


2014    


Actual £m


Non current assets


480.4 Property, Plant  and Equipment 507.5 494.8 (12.6) 493.5


0.8 Intangible Assets 0.6 0.8 0.2 0.8


481.2 Total non-current  assets 508.1 495.7 (12.4) 494.3


Current  Assets 


6.3 Inventories 6.3 6.6 0.3 6.7


23.4 Trade & other Receivables NHS 23.4 10.2 (13.2) 9.2


11.9 Trade & other non-receivables Non-NHS 11.9 17.5 5.6 16.6


44.0 Cash and Cash equivalents 4.9 20.4 15.5 24.0


85.5 Total Current Assets 46.4 54.7 8.2 56.5


566.7 Total Assets 554.6 550.3 (4.2) 550.8


Current liabilities  (< 1 year)


7.7 Trade & other payables – NHS 7.7 8.0 0.3 7.7


70.9 Trade & other payables – Non-NHS 51.6 70.8 19.1 75.0


1.4 Borrowings 1.4 1.4 0.0 1.4


7.0 PFI l iability (current) 7.0 7.0 0.0 7.0


87.1 Total current liabilities 67.8 87.2 19.4 91.0


(1.6) Net current assets / (liabilities) (21.3) (32.5) (11.2) (34.5)


479.7 Total Assets less current liabilities 486.8 463.2 (23.7) 459.8


8.1 Trade payables and deferred income 8.1 8.2 0.1 5.5


424.0 PFI l iability 423.0 424.0 1.0 424.0


20.9 Borrowings 20.9 20.9 0.0 20.9


26.6 Total Net Assets 34.8 10.0 (24.7) 9.4


Capital and Reserves


213.8 Public dividend capital 235.3 217.3 (18.1) 213.8


(83.4) Income & Expenditure reserve (242.9) (242.9) (0.0) (242.9)


(159.5) Income & Expenditure account – current year (13.4) (20.1) (6.7) (17.2)


55.7 Revaluation reserve 55.7 55.7 0.0 55.7


26.6 Total Capital and Reserves 34.8 10.0 (24.7) 9.4
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57 


Commentary 
 


Assurances 


The Trust has secured assurance 


from the TDA that it will make 


sufficient cash available to meet 


its obligations, subject to the 


development of a financial 


recovery plan. 


 


Concerns & Gaps  


The Trust has a red rating on the 


TDA risk assessment criteria 


because it is forecasting a deficit 


for 2014/15, has a planned 


shortfall in savings for the year 


and requires cash support. 


 


The risk rating against Monitor’s 


Continuity of Service rating is the 


lowest score of 1.   


 


Actions planned  


Daily cash monitoring and liaison 


with the TDA to ensure cash is 


drawn down as it is required. 


 


 


 
 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 
  
 


Finance 


Financial Risk Ratings  
Board Sponsor   Director of Finance 
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Commentary 
 


Assurances   


The TDA have confirmed that 


temporary cash will be made 


available as needed during the 


year.  Current cash balances are 


adequate to meet short term 


requirements. 


 


Expenditure on essential 


schemes continues and in the 


current month was close to plan. 


 


Concerns & Gaps  


 


Increasing capital expenditure 


and the Trust’s financial position 


mean that the cash balance will 


reduce significantly and 


temporary borrowing will be 


required. 


 


Actions planned  


Assessment of capital 


expenditure required to ensure 


only high priority essential 


schemes are undertaken given 


the Trust’s liquidity position. 


 


Cash will be monitored closely on 


a daily basis to ensure there is 


sufficient liquidity. 


 


 


 
 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 
  
 


Finance   
Rolling Cash Flow Forecast, In Year Surplus, & Capital Programme Expenditure 
Board Sponsor   Director of Finance 
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Commentary 
 


Assurances  


Weekly savings review meetings 


are in place to ensure in year 


implementation and development 


of future year’s plans.  


 


Concerns & Gaps  


There is a shortfall in savings 


identified for the year of £1.8m.  


However pipeline schemes of 


£2.2m  are in development which 


is sufficient to achieve the in year 


savings target.  


 


 


 


Actions planned   


Weekly savings review meetings 


in place with Directorates to 


ensure delivery of plans.  


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 
  
 


Finance   


Savings 
Board Sponsor   Director of Finance 
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60 NHS TDA/Monitor  Well-Led Framework  
SRO   Andrea Young   Chief Executive Officer 
 


 
 


Monitor, CQC and the NHS TDA published the Well-Led statement of intent in May 2014, and will be working with Trusts to define 
the detail which sits under this. The Trust needs to consider the evidence which supports a statement of compliance and it is 
proposed that this exercise is undertaken at the Trust Board development session on 30 October 2014. Statements of compliance 
will then be presented in the IPR on a monthly basis.  Alignment between the Well-led framework and CQC key lines of enquiry 
are shown below. 


CQC Well-Led Framework: key lines of enquiry NHS TDA / Monitor Well-Led Framework: Key Questions 


Line of enquiry W1: Is there a clear vision and a credible 
strategy to deliver high quality care to patients and are 
the risks to achieving this understood?  
  


Q1 Does the board have a credible strategy to provide high quality, 
sustainable services to patients and is there a robust plan to deliver?  
Q2 Is the board sufficiently aware of potential risks to the quality, 
sustainability and delivery of current and future services?   


Line of enquiry W2: Do the governance arrangements 
ensure that responsibilities are clear, quality and 
performance are regularly considered and problems are 
detected, understood and addressed?   


Q6 Are there clear roles and accountabilities in relation to board governance 
(including quality governance)?  
Q7 Are there clearly defined, well-understood processes for escalating and 
resolving issues and managing performance?  
Q9 Is appropriate information on organisational and operational performance 
being analysed and challenged?  
Q10 Is the board assured of the robustness of information?   


Line of enquiry W3: How do the leadership and culture 
within the organisation reflect its vision and values, 
encourage openness and transparency and promote 
delivery of high quality care across teams and pathways?  


Q3 Does the board have the skills and capability to lead the organisation?  
Q4 Does the board shape an open, transparent and quality-focused culture?  


Line of enquiry W4: How does the organisation ensure 
that patients’ views and experiences are the key driver 
for how services are provided, and that staff are involved 
and engaged?  


Q8 Does the board actively engage patients, staff, governors and other key 
stakeholders on quality, operational and financial performance?   
 


Line of enquiry W5: How does the organisation strive to 
continuously learn and improve, support safe 
innovation, and ensure the future sustainability of high 
quality care?   


Q5 Does the board help support continuous learning and development across 
the organisation?   
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61 Regulatory View 


Overall Commentary  
Board Sponsor   Chief Executive Officer 


 


  
 


 


Regulatory Area Sept 13 Dec 13 Mar 14 Jun 14 Jul 14 Aug 14 


Governance Risk Rating 2014-15 
Framework  


3 3 


Finance Risk Rating (FRR) See Finance Section – 
using new TDA 
Accountability Framework 
Guidance 


Red Red  


Board non-compliance statements 1 0 0 0 0 0 


Prov. Licence non-compliance 
statements 


0 0 0 0 0 0 


Care Quality Commission (CQC) Risk 
Category 


N/A 5 4 4 3 3 


CQC Inspections 1xG** 2xG N/A N/A N/A N/A 
*Follow up to Amber review within quarter to Mar-13 


Location Standards 
Met 


Report 
date 


Riverside  
(Follow up) 


All Jan-13 


Southmead 7 of 8 Feb-13 


Southmead  
(Follow up) 


All Aug-13 


Thornbury All Nov-13 


Cossham All Dec-13 


Riverside All Jan-14 


CQC reports history (all sites) 


Summary 


The Governance Risk Rating (GRR) for ED 4 hour performance remained ‘red’ throughout 2013/14, and continues to be a challenge into 2014/15. 


Actions to improve and sustain this standard are set out earlier in this report. In August 2014, all RTT standards failed. A recovery plan is in place 


(please see Key Operational Standards section for commentary). Cancer figures are undergoing final validation therefore, whilst indicative, the 


August figures presented are not necessarily reflective of the Trust’s finalised position. However, the indicative position shows that we passed 4 of 8 


of the Cancer targets. Any subsequent updates will be flagged next month. 


 


As first flagged in the April Board report, we are now scoring ourselves against the TDA Accountability Framework (AF) 2014-15. This requires that 


we use the performance indicator methodologies & thresholds provided to calculate scores for Quality and Delivery (an overall score based upon a 


subset of individual scores for each of the CQC domains of Caring, Effective, Responsive, Safe, Well-Led) and a Finance Risk Assessment based 


upon  in year financial delivery & Monitor’s Risk Assessment Framework. Details are provided over the following 2 pages. 


 


Board compliance statements – number 4 (going concern) and number 10 (ongoing plans to comply with targets) warrant continued board 


consideration in light of the financial budgets for 2014-15 and ongoing performance challenges as outlined within this IPR. The Trust is committed to 


tackling these challenges and revised recovery trajectories have been submitted to the TDA as outlined elsewhere in this report and are scrutinised 


on an ongoing basis through the monthly Integrated Delivery Meetings. 
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62 Regulatory View    


Governance Risk Rating   Quality & Delivery July 2014  
Board Sponsor   Chief Executive Officer 


 


 Effectiveness Domain – Metric  Standard  Weighting  Aug 14 


Hospital Standardised Mortality Ratio (DFI) 
84.86 (May 
14) 


Deaths in Low Risk Conditions 
84.92 (May 
14) 


Hospital Standardised Mortality Ratio - Weekday 
104 (May 
14) 


Hospital Standardised Mortality Ratio - Weekend 96 (May 14)  


Summary Hospital Mortality Indicator (HSCIC) 
98.91 (Dec 
13) 


Emergency re-admissions within 30 days following 
an elective or emergency spell at the Trust 


2.8% (e) 
13.3% (n-e) 


Effectiveness Total Score  


Responsiveness Domain – Metric Standard  Weighting  Aug 14 


Referral to Treatment Admitted 90% 10 81.5 


Referral to Treatment Non Admitted 95% 5 94.4 


Referral to Treatment Incomplete 92% 5 84.5 


Referral to Treatment Incomplete 52+ 
Week Waiters 


0 5 147.0 


Diagnostic waiting times 100% 5 92.9 


A&E All Types Monthly Performance 95% 10 82.1 


12 hour Trolley waits 0 10 1.0 


Two Week Wait Standard 93% 2 93.6 


Breast Symptom Two Week Wait 
Standard 


93% 2 84.9 


31 Day Standard 96% 2 94.7 


31 Day Subsequent Drug Standard 98% 2 90.0 


31 Day Subsequent Radiotherapy 
Standard 


94% 2 


31 Day Subsequent Surgery Standard 94% 2 94.2 


62 Day Standard 85% 5 78.6 


62 Day Screening Standard 90% 2 91.7 


Urgent Ops Cancelled for 2nd time 
(Number) 


0 2 1.0 


Proportion of patients not treated within 
28 days of last minute cancellation 


0 2 12.0 


Delayed Transfers of Care 3.5% 5 3.3 


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


  5 


Responsiveness Total Score 78 65 


Safe Domain – Metric  Standard  Weighting Aug 14  


Clostridium Difficile - Variance from plan 0 10 3 


MRSA bacteraemia 0 10 1 


Never events 0 5 1 


Serious Incidents rate 0 5 12 


Patient safety incidents that are harmful   5 <0.1% 


Medication errors causing serious harm 0 5 0 


CAS alerts 0 2 0 


Maternal deaths 1 2 1 


VTE Risk Assessment (1 month in arrears) 95% 2 94.0 


Percentage of Harm Free Care 92% 5 93.5 


Safe Total Score  46 22 
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63 Regulatory View    


Governance Risk Rating   Quality & Delivery July 2014  
Board Sponsor   Chief Executive Officer 


 


 Well Led Domain - Metric Standard  Weighting  Aug 14 


Inpatients response rate from Friends and 
Family Test 


30 2 26.5 


A&E response rate from Friends and 
Family Test 


20  2 19.7 


NHS Staff Survey: Percentage of staff who 
would recommend the trust as a place of 
work 


38% (Q1) 


NHS Staff Survey: Percentage of staff who 
would recommend the trust as a place to 
receive treatment  


61% (Q1)  


Data Quality of Returns to HSCIC 99.9% 


Trust turnover rate (July2014) 14.2% 


Trust level total sickness rate (July 2014) 4.29% 


Total Trust vacancy rate 2.59% 


Temporary costs and overtime as % of 
total paybill 


  


Percentage of staff with annual appraisal 11% 


Well Led Total  4 4 


Caring Domain – Metric Standard  Weighting  Aug 14 


Inpatient Scores from Friends and 
Family Test 


60 5 62 


A&E Scores from Friends and Family 
Test 


46 5 45.6 


Complaints 5 94 


Mixed Sex Accommodation Breaches 0 2 0 


Inpatient Survey Q 68 - Overall, I had a 
very poor/good experience (2013) 


2  21% 


Caring Total  12 


Domain  Score  Maximum  % of 
Maximum  


Quality 
Risk 


Rating by 
Domain* 


Responsiveness  65 78 83.3% 1 


Effectiveness  


Safe 22 46 47.8% 3 


Well Led  4 4 100% 1 


Caring  5 12 41.6% 3 


NBT TOTAL  8 


Sum of 


Domain 


scores  


Overall Quality 


& Delivery score 


5-10  2 


10-15 3 


15-20 4 


20-25 5 


NBT’s June 2014 Risk Rating = 2 


*Domain Performance (%)  Score  


0%-20%  5 


>20% <40%  4 


>40% <60% 3 


>60% <80% 2 


>80% 1 
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64 Regulatory View  


Monitor Provider Licence Compliance Statements at July 2014 
Board Sponsor   Chief Executive Officer 


  


Ref Criteria Comp 
(Y/N) 


Comments where non compliant or at risk of non-compliance 


G4 


Fit and proper persons as 


Governors and Directors (also 


applicable to those performing 


equivalent or similar functions) 


Yes Existing processes sufficient.  New requirements have been discussed and processes are being put in place 


to ensure compliance with the new regulations. 


 


G7 
Registration with the Care 


Quality Commission 
Yes CQC registration is in place. No outstanding non-compliance actions with CQC. The Trust is scheduled for 


inspection by the CQC in early November 2014. 


G8 
Patient eligibility and 


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


P1 
 


Recording of information 
Yes A range of measures and controls are in place to provide internal assurance on data quality. Further 


developments to pull this together into an overall assurance framework are planned through strengthened 


Information Governance Assurance Group. 


P2 
 


Provision of information 
Yes Information provision to Monitor not yet required as an aspirant FT. However in preparation for this the Trust 


undertakes to comply with future Monitor requirements. 


P3 
Assurance report on 


submissions to Monitor 
Yes Assurance reports not as yet required by Monitor since NBT is not yet a Foundation Trust. However, once 


applicable this will be ensured. Scrutiny & oversight of assurance reports will be provided by Trust's Audit 


Committee as currently for reports of this nature. 


P4 
 


Compliance with the National Tariff 
Yes NBT complies with national tariff prices. Scrutiny by CCGs, LAT and NTDA provides external assurance  


that tariff is being applied correctly. 


P5 


Constructive engagement 


concerning local tariff 


modifications 


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


C1 
The right of patients to make 


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


C2 
 


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


IC1 
 


Provision of integrated care 
Yes Range of engagement internally and externally. No indication of any actions being taken detrimental to care 


integration for the delivery of Licence objectives. 


 Self-assessed, for submission to NTDA 
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65 Regulatory View 


Board Compliance Statements at July 2014 
Board Sponsor    Chief Executive Officer 


 


 Self-assessed, for submission to NTDA 


  
No. Criteria Comp 


(Y/N) 


No. Criteria 
 


Comp 
(Y/N) 


 


1 


The Board is satisfied that, to the best of its knowledge and using its 


own processes and having had regard to the TDA’s oversight model 


(supported by Care Quality Commission information, its own 


information on serious incidents, patterns of complaints, and 


including any further metrics it chooses to adopt), the trust has, and 


will keep in place, effective arrangements for the purpose of 


monitoring and continually improving the quality of healthcare 


provided to its patients. 


Yes 8 


The necessary planning, performance management and corporate and 


clinical risk management processes and mitigation plans are in place to 


deliver the annual operating plan, including that all audit committee 


recommendations accepted by the board are implemented satisfactorily. 
Yes 


2 
The board is satisfied that plans in place are sufficient to ensure on 


going compliance with the Care Quality Commission’s registration 


requirements. 


Yes 9 


An Annual Governance Statement is in place, and the trust is compliant 


with the risk management and assurance framework requirements that 


support the Statement pursuant to the most up to date guidance from HM 


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


Yes 


3 
The board is satisfied that processes and procedures are in place to 


ensure all medical practitioners providing care on behalf of the trust 


have met the relevant registration and revalidation requirements. 


Yes 10 


The board is satisfied that plans in place are sufficient to ensure ongoing 


compliance with all existing targets (after the application of thresholds) as 


set out in the relevant GRR; and a commitment to comply with all known 


targets going forwards. 


No 


4 
The board is satisfied that the trust shall at all times remain a going 


concern, as defined by the most up to date accounting standards in 


force from time to time. 


Yes 11 


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


requirements of the Information Governance Toolkit. Yes 


5 
The board will ensure that the trust remains at all times compliant 


with regard to the NHS Constitution. 


 


Yes 12 


The board will ensure that the trust will at all times operate effectively. 


This includes maintaining its register of interests, ensuring that there are 


no material conflicts of interest in the board of directors; and that all board 


positions are filled, or plans are in place to fill any vacancies. 


Yes 


6 


All current key risks have been identified (raised either internally or 


by external audit and assessment bodies) and addressed – or there 


are appropriate action plans in place to address the issues – in a 


timely manner 


Yes 13 


The board is satisfied that all executive and non-executive directors have 


the appropriate qualifications, experience and skills to discharge their 


functions effectively, including setting strategy, monitoring and managing 


performance and risks, and ensuring management capacity and 


capability. 


Yes 


7 
The board has considered all likely future risks and has reviewed 


appropriate evidence regarding the level of severity, likelihood of it 


occurring and the plans for mitigation of these risks. 


Yes 14 


The board is satisfied that: the management team has the capacity, 


capability and experience necessary to deliver the annual operating plan; 


and the management structure in place is adequate to deliver the annual 


operating plan. 
Yes 
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66 IPR / Board Additional Reporting Schedule  
Board Sponsor   All Executive Directors  


 


66 


Measures & Reports overseen by Trust Board which fall outside monthly IPR reporting 
January February  March  


• Nursing Quality Assessment Tool (NQAT). Not included 
January 2014 


• Other qualitative aspects of patient experience report 


• IPR Measure: Research & Innovation  
• Periodic IPR Measure: Medical Appraisals & 


Revalidation 
• Days Spent Pre-procedure/investigation – added to 


monthly reporting cycle  
• Agency Staff as a % of Total Staff – added to monthly 


reporting cycle  
• Compliments received – quarterly  


• Periodic IPR Measure: Medical Appraisals & 
Revalidation  


• Safeguarding Adults & Children 
• Clinical Audits 
• Sickness Absence – broken down by long and short 


term  absences 


April  May  June  


• IPR Measure: Medical Appraisals & Revalidation  
• Nursing Quality Assessment Tool (NQAT) 
• Other qualitative aspects of patient experience report 
• Bed  Availability Model  
• E-rostering Metrics 


 


• IPR Measure: Research & Innovation  
• Compliments received– quarterly  
• Complaints – monthly trends  


 
 
 


• Safeguarding Adults & Children 
• #NOF – updates to section to show mortality 
• Clinical Legal claims/inquests (6 monthly) 


 
 


July  August  September  


• Nursing Quality Assessment Tool (NQAT) 
• Other qualitative aspects of patient experience report 


 
 


• IPR Measure: Research & Innovation  
• Compliments received – quarterly  
• Complaints – monthly trends  
• Delays and Transfers – added to monthly reporting 


cycle 
 


• IPR Measure: Non-Medical Appraisals  
• Safeguarding Adults & Children 


 
 
 
 
 


October  November  December  


• IPR Measure: Non-Medical Appraisals  
• IPR Measure: Research & Innovation  
• IPR Measure: Patient Led Assessments of the Care  


Environment (PLACE) – survey results  
• Nursing Quality Assessment Tool (NQAT) 
• Other qualitative aspects of patient experience report 


• IPR Measure: Research & Innovation  
• IPR Measure: Non-Medical Appraisals  
• Clinical Legal claims/inquests (6 monthly) 
• Compliments received – quarterly 
• Complaints – monthly trends 
• Theatre Productivity KPIs 
• Additional Mortality Measures  


• Safeguarding Adults & Children 
 
 
 
 








Trust Board Annual Cycle of Business


2014/15


* Indicates inclusion in the 


IPR
Private Only Private Only


Private Only


Tele con?
Private Only


Jul-14 Aug-14 Sep-14 Oct-14 Nov-14 Dec-14 Jan-15 Feb-15 Mar-15


Patient Story Story (SJ) Story (SJ) Story (SJ) Story (SJ)


Complaints Annual Report 13/14 (SJ)


Safeguarding Adults and Children Annual Reports 


2013/14 (SJ)


Surveys


Safe Staffing Update Report* (SJ)


Medical Revalidation and 


Appraisal Annual Report 


(CB)


Update Report* 


(SJ)


Update Report* (SJ) Update Report* (SJ) 6 Monthly Update Report (SJ) Update 


Report* (SJ)


Update Report* 


(SJ)


Update Report* 


(SJ)


Update Report* (SJ)


HSMR/SHMI


National Review of:


1. Operating 


Framework


2. Outcomes 


Framework


3. Risk 


Assessment 


Framework


Trust Update on timeline Draft Integrated Business 


Plan (AY)


Final IBP & LTFM 


(AY and CP)


Supporting strategies Define required 


supporting 


strategies (AY)


Research - Annual Review (HH)


Staff Engagement - Annual Review 


(HH)


External Stakeholder Engagement 


(ES)


Membership 


Strategy - Annual 


Review (AY)


Quality & Safety - 


Annual Review 


(SJ)


Annual Report and Accounts Annual Audit Letter (CP)


Quality Accounts Update Report (SJ) Quality Account 2015/16 


Priorities (SJ)


Key Projects and Developments Frenchay Update


Southmead Update


Frenchay 


Update


Southmead 


Update


Frenchay Update


Southmead Update


Frenchay Update


Southmead Update


Frenchay Update


Southmead Update


Frenchay 


Update


Southmead 


Update


Frenchay Update


Southmead Update


Frenchay 


Update


Southmead 


Update


Frenchay Update


Southmead Update


BGAF & QGAF QGAF Assessment 


Refresh (SJ & CB)


BGAF Assessment Refresh (ES)


Integrated Performance Report Monthly Update (AY) Monthly Update 


(AY)


Monthly Update (AY) Monthly Update 


(AY)


Monthly Update (AY)


Mid-year reforecast (AY)


Monthly 


Update (AY)


Monthly Update 


(AY)


Monthly Update 


(AY)


Monthly Update (AY)


Finance Recovery Plan/CRES 


Delivery (CP)


Recovery 


Plan/CRES 


Delivery (CP)


Recovery Plan/CRES 


Delivery (CP)


Recovery 


Plan/CRES Delivery 


(CP)


Recovery Plan/CRES Delivery (CP) Recovery 


Plan/CRES 


Delivery (CP)


CRES Delivery 


(CP)


2015/16 Plan 


(Draft) (CP)


Recovery 


Plan/CRES 


Delivery (CP)


Recovery Plan/CRES 


Delivery (CP)


(2015/16 Plan (Final) 


(CP)


Workforce Mid Year Report (HH)


Annual Education Report 13/14 


(HH)


PFI Contract Update Report (SW & CP) Update Report 


(SW & CP)


Update Report (SW & CP) Update Report (SW 


& CP)


Update Report (SW & CP) Update Report 


(SW & CP)


Update Report 


(SW & CP)


Update Report 


(SW & CP)


Update Report (SW & 


CP)


Commissioning Contract Update on 13/14 


close and 14/15 


agreement (CP)


Update on 


13/14 close 


and 14/15 


agreement 


(CP)


Update on 13/14 close 


and 14/15 agreement 


(CP)


Administration Committee Update Reports Board Development Plan 


2014/15 (PR)


Confirm NED Appointments (PR) Annual Cycle of 


Business 2015/16 (ES)


Declarations of Interests 


(ES)


Annual Governance Statement Mid Year Review (ES)


Stakeholder Engagement


Academic Health Science 


Network Report (HH)


Update Report (ES) Update Report 


(ES)


Effectiveness Reviews (including 


review of Terms of Reference and 


cycles of business)


Trust Board


Audit Committee


Quality & Risk Management


Finance & Performance


Remuneration & Appointments


Charitable Funds


Delivery


Board Risk & Assurance 


Framework


Update Report (ES) Update Report 


(ES)


Planning Capital Programme Mid Year 


Review (SW)


Emergency Preparedness Annual 


Report 13/14 (SW)


Research & Development Annual Report 2013/14 (HH)


Information Governance Mid Year Toolkit Review (CP)


Staff Survey


Health & Safety Annual Report 2013/14 (SW)


Governance / Risk/ 


Regulatory


Operational Performance


Strategy


Quality








 


North Bristol NHS Trust 
 


Minutes of the Trust Board Meeting held in public on  
31 July 2014 in the Cabot Seminar Room, Level 5, Brunel Building, Southmead 


Hospital 
 


Present:    
Mr P Rilett Chairman Ms A Young Chief Executive 
Mr N Patel  Non-Executive Director Mr Steven 


Haynes 
Head of Business 
Partners 


Mr M Lawton Non-Executive Director Dr C Burton Medical Director 
Mr R Mould  Vice-Chairman Ms Tricia Down Head of Capital Planning 
Prof A Waterman- 
Pearson  


Non-Executive Director Mr H Hayer Director of People and 
Organisational Health 


Mr K Guy Non-Executive Director Mrs S Jones  Director of Nursing and 
Quality 


  Ms Karen Brown Assistant Director of 
Operations 


In Attendance:    
Mr E Sanders Trust Secretary Mr T Bartlett  Head of Marketing & PR 
    


 
TB/14/07/01 Apologies and Declarations of Interest  Action 


 Apologies were noted from: 


• Catherine Phillips, Director of Finance (deputised by Mr 
Steven Haynes, Head of Business Partners) 


• Simon Wood, Director of Facilities (deputised by Mrs 
Katie Bowden) 


• Mr Sasha Karakusevic, Chief Operating Officer 
(deputised by Ms Karen Brown, Assistant Director of 
Operations) 


No interests were declared in the papers presented. 


The Chairman welcomed Eric Sanders, Trust Secretary, to his 
first meeting of the Trust Board. 


 


TB/14/07/02 Questions from Members of the Public  


 There were no questions from members of the public.  


TB/14/07/03 Questions from Healthwatch Representatives  


 There were no questions from representatives from 
Healthwatch.  


 


TB/14/07/04 Minutes of the Trust Board meeting held on 26 June 2014  


 The minutes were approved as a true and correct record of the 
meeting subject to the following amendments: 


106/14 Paragraph 3, amend the final sentence to read: 


 
 


1 | P a g e  
 







 


The family had commented positively on the openness and 
transparency of the Trust. 


107/14 Paragraph 1, amend the final sentence to read: 


The friends and family test had been extended to include staff 
periodically and because of the low response rate it would be 
focussed on increasing the response rate. 


The Chief Executive was asked to raise the issue of local 
regeneration with Bristol City Council when she next met with 
the Director of Strategic Change. 


 
 
 
 
 
 
AY 


TB/14/07/05 Action Log  


 The Trust Board approved the closure of actions as noted on 
the action log. The Trust Board further considered the following 
action and approved its closure: 


Action No. 3 – This action was completed and included in the 
report presented from the Committee on the agenda. 


 


TB/14/07/06 Chairman’s Business  


 The Chairman highlighted that the calibre of recent consultant 
appointments had been very good, with a number of high 
quality applicants for the roles on offer. 


 


TB/14/07/07 Chief Executive’s Report  


 The Chief Executive reported that the Trust had been notified 
by the Care Quality Commission (CQC) of the date of its next 
inspection. The date was confirmed as 4 November 2014 and 
Eric Sanders, Trust Secretary would lead the process.  


The Bristol Post had run a story related to the Trust’s financial 
deficit which suggested that it may be acquired by a private 
organisation. The Trust had raised its concerns with the Bristol 
Post that this may be misleading and the headline of the online 
article had been amended. 


There had been 16 consultant appointments recently, including 
five in ITU and critical care and five anaesthetists. The 
additional ITU and critical care consultants would support the 
opening of the full ITU and critical care capacity available 
within the Brunel building. 


 


TB/14/07/08 Patient Story  


 The Director of Nursing and Quality presented the patient story 
which related to the care provided to the father of a member of 
staff. The story explained some of the difficulties of providing 
care with 75% of beds in single rooms.  


The elderly gentleman was being cared for following a fall but 
had become agitated and withdrawn when he was unable to 
see staff or orientate himself by normal daily tasks, for 
example breakfast, medicine rounds etc. The staff transferred 
the patient into a four bedded bay so that he had a greater 
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level of direct patient engagement and was closer to the nurse 
workstation. This had helped improve the quality of the care 
delivered and ensure that the patient was more settled. 


Additional learning from the story included putting patient notes 
at the end of the patient’s bed so that staff needed to go into 
the single rooms and engage with patients. 


The Trust Board noted the story and the lessons learnt. 


TB/14/07/09 Integrated Performance Report  


  The Chief Executive presented the report and highlighted: 


• Operational performance had been impacted on by the 
move into the Brunel building and due to issues with the 
operating theatres; 


• Reductions in the number of medical and urgent patients 
had been expected from June to reflect usual seasonal 
variations but these had not materialised and activity levels 
had increased; 


• The closure of the operating theatres following the move 
had had a significant impact on surgical activity and the 
delivery of the referral to treatment (RTT) standards. The 
Trust-wide level RTT standards were due to be achieved 
by the end of the year, when orthopaedics was excluded, 
to reflect the longer term issues with the management of 
the spinal service; 


The Assistant Director of Operations presented an update on 
the urgent care standards and highlighted: 


• The improvement trajectory had been discussed and 
agreed with commissioners; 


• The Trust was focusing on improving flow by ensuring that 
patient’s whose length of stay was greater than 14 days 
were being discharged to the most clinically appropriate 
location; 


• There had been an increase in daily attendances and the 
time of day of attendances had changed; 


• Due to the Seated Assessment Area being out of action, 
due to building related issues, performance in July 2014 
was expected to be below 90% against the 4 Hour ED 
standard; 


The Director of Nursing advised that the clinical risk associated 
with the high levels of attendances was being mitigated 
through the use of alternative facilities co-located to the 
Emergency Department and by nurses attending from wards. 


The Chairman questioned whether there had been an increase 
in ambulance handovers. It was confirmed that a revised 
handover and validation procedure was in place to ensure that 
handovers were not impacted. 


The Trust Board requested that an analysis of attendances 
was completed to understand the source and therefore 
whether any action could be taken to reduce the numbers 
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being seen in the Emergency Department. 


The Medical Director advised that there was a significant focus 
on the number of discharges to improve flow through the 
hospital. The productive ward work would also facilitate this 
through ensuring there was adequate “time to care”, and thus 
“time to discharge”. 


The Assistant Director of Operations presented an update on 
Referral to Treatment performance and highlighted: 


• The Trust was planning on failing the RTT standard for a 
defined period of time to support the achievement of a 
sustainable position. This was in line with the national 
strategy to improve waiting times; 


• The Trust was focusing on improving its productivity and 
utilising external capacity where available; 


The Chief Executive advised that the Trust Board had 
approved the suspension of the spinal service to new referrals 
to ensure that those patients already on the waiting list would 
be reviewed and treated as soon as possible. This decision 
would help the service mitigate the clinical risk associated with 
the growing backlog. The service would be suspended for 
between 12 and 18 months and a sixth spinal surgeon would 
be appointed to help reduce the backlog. This was noted as a 
regrettable decision but the focus had to be on prioritising the 
patients currently on the waiting list. 


The Medical Director presented an update on cancer 
performance and highlighted: 


• The Trust was only achieving one of the eight cancer 
standards; 


• The issues underlying the cancer standards were similar to 
those impacting on RTT performance; 


• It was expected that the Trust would achieve the 31 day 
standards from the end of August 2014, and the 62 day 
standards from the end of October 2014; 


• A new Cancer Manager was due to start at the Trust in 
August 2014 and would be reviewing current plans and 
trajectories with a renewed focus. 


 
The Director of Nursing advised that there had been an 
increase in the number of falls per 1000 bed days, which was 
believed to be due to a change in the bed base of the new 
Brunel building. The Trust Board requested that this increase 
was investigated with a report back to a future meeting. 
 
Compliance with the WHO Safer Surgical Checklist was 
improving with leadership through the Theatre Board, where 
there had been good clinical engagement. 
 
Mr Nick Patel, Non-Executive Director, questioned 
performance against the dementia target and what action was 
being taken to improve compliance. It was confirmed that a 
dementia team was in place which was delivering an action 
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SJ 
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plan to improve performance. 
 
The Chairman challenged the pace of change to deliver the 
malnutrition target, with the improvement trajectory requiring 
five months to achieve the target. The Director of Nursing was 
asked to review the plan and trajectory. 
 
The Medical Director presented an update on rates of infection 
and highlighted: 
 
• There had been seven cases of clostridium difficle in July 


2014; 
• MSSA infection rates were now back in line with the 


trajectory; 
• There had been no cases of MRSA; 
• Hand hygiene compliance had reduced and was being 


targeted by the Infection Control Team; 
 
The Director of Nursing advised that the response rate for the 
Emergency Department Friends and Family Test (FFT) had 
improved following the introduction of a dedicated 
administrator to support this. 
 
Mr Mark Lawton, Non-Executive Director, queried whether the 
overall FFT score had been impacted by the nil score for renal. 
The Director of Nursing was asked to investigate and update 
the Trust Board at its next meeting. 
 
The Medical Director advised that the action plan from the 
burns review had been completed and the service had now 
reopened. The Trust Board discussed the option of applying 
for accreditation as a Burns Centre and the Medical Director 
agreed to take this forward with specialised commissioners. 
 
The Director of Nursing advised that the Trust and 
commissioners were expected to agree the CQUIN targets 
within the next two weeks. 
 
The Director of People and Organisational Health provided an 
update on workforce performance and highlighted: 
 
• There had been an issue with data validation and therefore 


the most up to date data available was for May 2014; 
• Turnover was high and therefore bank and agency usage 


had been correspondingly high; 
• The implementation of values based recruitment was 


believed to be having a positive impact on recruitment 
rates; 


• A revised set of workforce metrics were being developed 
and would be presented to the Development Committee in 
September 2014; 


• Training compliance was expected to improve following the 
move into the Brunel building; 
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The Head of Business Partnering presented the financial 
performance and highlighted: 
 
• The deficit was £12m which was £4.9m worse than plan, 


and was primarily related to under recovery of income and 
under delivery of activity; 


• The position for June 2014 was showing an improved 
income position and was expected to be on plan; 


• Spend against pay was adverse to plan by £700k; 
• The in-year CRES target had almost been identified 


however a full year shortfall of £4.5m had been identified 
on a recurrent basis; 


 
The Chairman proposed that a detailed plan for 2015/16 
needed to be developed and this work was confirmed as being 
in development. 
 
The Trust Board noted the performance reported and the 
actions being taken to rectify underperformance. 


TB/14/07/10 Medical Revalidation and Appraisal Annual Quality Report  


 The Medical Director presented the report and advised that the 
Trust was required to report annually to NHS England on 
revalidation and appraisals. The Trust was undertaking further 
work on the development plan required under statement 2 and 
had engaged the Trust’s internal auditors to provide assurance 
on the process in place. 


Appraisal rates had improved to 98% for 2013/14. The 
remaining staff had plans in place to complete their appraisal 
or were leaving the Trust. 


The Trust Board noted the revalidation process described and 
approved the submission of the statements as presented in 
Appendix 1 to the report.  


 


TB/14/07/11 Quality & Risk Management Committee  


 Mr Robert Mould, Chairman of the Q&RM Committee, 
presented the report and highlighted that the Committee had 
focused its attention on the moderation of two key risks to the 
Trust. These related to the quality impact of the delays to 
deliver the 4 hour ED standard and risks relating to blood 
transport within the Trust. There had been a good level of 
discussion and debate which had resulted in confidence in the 
scores for the risks, and the actions being taken to mitigate 
these risks. 


The Trust Board noted the update provided. 


 


TB/14/07/12 Charitable Funds Accounts 2013/14  


 The Head of Business Partnering presented the Charitable 
Funds Accounts 2013/14 for approval by the Trust Board 
acting in its capacity as the Corporate Trustee for the charity. 
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The accounts had been considered by the Trust Board as part 
of the consolidated accounts and had also been reviewed as a 
standalone set of accounts by the Charitable Funds Committee 
and the Audit Committee. The external auditors had issued an 
unqualified opinion on the accounts. 


The Trust Board, acting as the Corporate Trustee, approved 
the Charitable Funds Accounts 2013/14. 


TB/14/07/13 Charitable Funds Committee  


 The Trust Board noted the report.  


TB/14/07/14 Finance & Performance Committee  


 The Trust Board noted the report provided by Mr Mark Lawton, 
Chair of the Committee. 


 


TB/14/07/15 Audit Committee  


 Mr Ken Guy, Chair of the Audit Committee, presented the 
report and advised that a revised protocol had been introduced 
to ensure that recommendations from internal audit, external 
audit and counter fraud reports were followed up and 
completed in a timely way. 


 


TB/14/07/16 Audit Committee Annual Report 2013/14  


 Mr Ken Guy, Chair of the Audit Committee, presented the 
annual report. 


The Trust Board discussed the report and agreed that a review 
of the categorisation of charitable funds was required to ensure 
that these were not overly restrictive on how the funds could 
be used. 


The Trust Board noted the Annual Report 2013/14. 


 


TB/14/07/17 Meeting Schedule Variation  


 The Chairman presented a proposal to vary the meeting 
schedule of the Board so that meetings in public were held 
every other month, with the released time used to undertake 
strategy and development activities. 


The Trust Secretary advised that the approach had been 
discussed with the NHS Trust Development Authority who had 
asked the Trust Board to ensure that openness and 
transparency would be maintained in decision making. 


The Trust Board discussed the proposal and agreed that 
balancing the Board’s time across strategic and operational 
activities was important. It was also agreed that additional 
publicity of the Trust Board meetings in public should be 
undertaken to improve public awareness and turnout. 


The Trust Board agreed to instigate the revised schedule of 
meetings from 1 August 2014 and review in March 2015. 
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TB/14/07/18 Southmead Hospital Redevelopment Jigsaw Highlight 
Report 


 


 The Trust Board noted the report.  


TB/14/07/19 Frenchay Highlight Report  


 The Trust Board discussed the report and noted that there had 
been a delay to signing the section 106 agreement. The Chief 
Executive was asked to raise this with the council to seek 
resolution. 


The Trust Board noted the report. 


 
 
AY 


TB/14/07/20 Any Other Business  


 
 
 


TB/14/07/21 


The Trust Board noted that two service transfers were due to 
be completed that day. These were the Cleft Lip and Palate 
service which was due to transfer to University Hospitals 
Bristol NHS Foundation Trust and the Breast Care Service 
which was due to transfer in the opposite direction. 


 Date of Next Meeting 
The next meeting would be held on Thursday 25th September 
2014 at 12.30 pm in Seminar Room 5, Learning and Research 
Centre, Southmead Hospital. 
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North Bristol NHS Trust 


Trust Board Meeting in Public 
Thursday 25 September 2014 


12.30pm, Seminar Room 5, Learning and Research Centre, 
Southmead Hospital 


Agenda 
1.  Apologies and Declarations of Interest: Nick Patel, Non-Executive Director 


2.  Questions from Members of the Public  


3.  Questions from Healthwatch Representatives  


4.  Minutes of the Trust Board meeting held on 31 July 2014  Enc 


5.  Action Log        AY/Enc 


6.  Chairman’s Business       PR/Verbal 
7.  Chief Executive’s Report      AY/Verbal  


8.  Patient Story         SJ/Verbal 


Performance 


9. Integrated Performance Report      AY/Execs/Enc 


Quality and Risk Management  


10. Falls Report        SJ/Enc 


11. Complaints Annual Report      SJ/Enc 


Governance and Regulation 


12. Governance and Assurance Proposal    AY/Enc 


13. Annual Cycle of Business      ES/Enc 


14. Development Committee      HH/Enc 


15. 
16. 


Finance and Performance Committee Report   ML/Enc 
Charitable Funds Committee  Report     NP/Enc 


Strategy and Development 


17. Southmead Hospital Redevelopment Jigsaw Highlight Report SB/Enc 
18. Frenchay Highlight Report      SB/Enc 
19. Academic Health Science Network Report    AY/Enc 


20. Any Other Business 


21. Date of Next Meeting 
Thursday 27 November 2014, 12.30pm, Southmead Hospital. 


 


Trust Board (public) – September 2014 








 
 
 


Report to: Trust Board Agenda item:  15 
Date of Meeting: 25th September 2014 


 
Report Title: Finance and Performance Committee  
Status: For information discussion assurance approval 


  X X 
Prepared by: David Shannon, Director of Operational Finance 
Executive Sponsor (presenting): Mark Lawton, Chairman, Finance and Performance 


Committee 
Appendices (list if applicable): Minutes 
 
Executive Summary:  
 
A special meeting of the Finance and Performance Committee (F&PC) was convened on 
5th September 2014 to review progress on the Recovery Programme. The minutes of that 
meeting are attached as an appendix. 
 
 


 
Action Required:  
The Board is requested to note the minutes of the F&PC meeting held on 5th 
September. 


 


 
Key Risks: Reporting on the business of the  Board committees is a key part of the 


Board’s method of gaining assurance about the efficacy of the Trust’s 
control systems 


Impact on 
Patients:  


There is no immediate impact on patients but issues discussed at the 
committee meeting feed into Trust plans  


Impact on Staff: There is no immediate on staff but issues discussed at the committee 
meeting feed into Trust plans. 


Link to Trust 
Objectives:  


All objectives are relevant. 


CQC outcomes: All CQC outcomes are potentially affected. 


NHS Constitution: All principles are taken into account in the deliberations of the committee. 


Financial Issues: Financial control is one of the two key elements of the work of the 
committee  


Legal/regulatory 
Issues: 


All NHS financial regulations are taken into account. 


Equality Issues 
considered: 


Equality and diversity issues were not directly considered in the meeting 
but are expected to be a part of individual projects. 


 
 
    


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 from West of England Health Science Network Board,  


11 June 2014 


1. Purpose 
This is the fourth quarterly report for the Boards of the member organisations of 
the West of England Academic Health Science network which includes the three 
health research active Universities, NHS Trusts and Foundation Trusts, 
Community Interest Companies who provide community health and social care 
and the seven Clinical Commissioning Groups. 


A similar briefing will be circulated to a wider range of partners and stakeholders 
following each quarterly meeting of the Academic Health Science Network Board.  
This report includes the High Level Deliverables from our Business Plan 2014/15. 


Board papers will be posted on our website http://www.weahsn.net 
 


2. Patient Safety  
i. We held a very well attended Patient Safety Engagement Event on 24 April 


2014 which had a strong patient delegation. 


ii. Each of the 15 Academic Health Science Networks in England is being 
invited to create a Patient Safety Collaborative, comprising all the main 
commissioners and providers of NHS services.  The West of England 
Academic Health Science Network has already adopted patient safety as 
our top priority and all organisations have nominated a senior 
clinician/executive to join our Patient Safety Collaborative Board which 
meets for the first time on 19 June and will be chaired by James Scott, 
Chief Executive of the Royal United Hospital Bath.   


iii. We have appointed a full time Patient Safety Programme Director, Cathy 
Howe, who joins us in August and are advertising for secondments for a 
Clinical Director and two Clinical Leaders; one from General Practice and 
one from community services. 


iv. We continue to regard our existing Patient Safety Programme as central to 
our work and have delivered workshops since April on: 


 Care and Treatment of Urinary Tract Infections 


 Falls Prevention 


 Getting Medicines Right. 


 


 



http://www.weahsn.net/about-us/board-papers/

http://www.weahsn.net/about-us/board-papers/
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v. We are working with Health Education South West on a programme of 
“Human Factors” training and capacity building which has a focus 
particularly on Bands 1 – 4 staff working in settings outside hospital.  The 
West of England Academic Health Science Network is continuing to 
support the South of England Mental Health Collaborative, which is led by 
Shaun Clee, Chief Executive of 2Gether NHS Foundation Trust.   


 
3. Evidence into Practice / Commissioning Evidence Based Care  


Our three Evidence into Practice schemes for 2014/15 are progressing well: 


a. Preventing Cerebral Palsy in pre-term babies 


All five obstetric units in the West of England are now signed up to delivering 
this programme during 2014/15 and have lead midwives.  Our 
implementation pack, which includes a standardised clinical decision tool, 
education resources and a training strategy, have been developed with the 
pre-term charity, Bliss.  The national audit tool for neonates called 
“Badgernet” is being amended to include a field about the use of magnesium 
sulphate in pre-term births which will allow a base line and benchmarking to 
take place across the country. 


b. Better outcomes in hip replacement. 


We are linking in with Professor Tim Briggs who is the national Orthopaedic 
Surgeon Lead for the “Getting it right first time” orthopaedic improvement 
programme.  Professor Briggs is endorsing our work and will speak at a local 
event in the West of England in the Autumn. 


c. Anti-Coagulation for Atrial Fibrillation and Stroke Prevention 


This scheme has a broad reference group which includes GPs and patient 
representatives and is testing our proposed approach with a small number of 
GP practices using Plan, Do, Study, Act cycles.  Anna Burhouse, the 
Academic Health Science Network Director of Improvement, presented all 
three Evidence into Practice schemes to the national NICE Board when it 
met in Cheltenham in May and we were warmly congratulated on this early 
work. 


 
4. Enterprise and Translation 


This workstream is making great progress: 


a. We have launched a second Small Business Research Initiative jointly with 
Wessex Academic Health Science Network on Medicines Adherence. 


b. Our first local challenge will be issued in July and is about Diabetes and 
Mental Health.  It is being sponsored by Bristol Clinical Commissioning 
Group. 


c. The South West Micro-electronics iNet and the Academic Health Science 
Network have also issued a joint challenge to local companies. 


d. Our database of companies who are active in health and life sciences now 
exceeds 320 companies and we are working with each Local Economic 
Partnership about how they can capitalise on health sector involvement. 
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e. We have created a Health Innovation channel called “HI” where companies 
can pitch their solutions to the NHS locally. 


f. Our first outreach event was in Swindon on 16 June and was attended by 
over 100 delegates.  It was on the subject of telecommunications and health. 


 
5. Patient and Public Involvement 


Our joint Patient and Public Involvement team, with the Local Clinical Research 
Network and the Collaboration for Leadership in Applied Health Research and 
Care (CLAHRCwest) is gathering strength and we have Patient and Public 
Involvement in all our programmes and on all our reference groups, as well as at 
Board level.  Our focus group with patient representatives was a central part of 
the selection process for our Patient Safety Programme Director. 


6. Building Capacity and Capability 


We are developing a proposal about building capacity and capability across the 
West of England and are convening a reference group from member 
organisations and partners to help us make this as good as it can be.  We are 
looking at entry level, delivery and leadership skills development across the 
spectrum of innovation, evidence into practice and patient safety.  We want to add 
value and not duplicate the good work that is already in place across the West of 
England.  We also want to tap in to the skills and knowledge base of our three 
universities and other local partners. 


7. Informatics 


We have appointed Nina Cross as the West of England Academic Health Science 
Network’s Informatics Lead.  Nina was previously the Chief Information Officer at 
the Royal United Hospital Bath.  Nina’s priority is to work with those communities 
who are undertaking feasibility studies on Connecting Data for Patient Benefit 
across different clinical and local authority systems.  This work is underway in 
Gloucestershire, Bath & North East Somerset and Swindon.  We are also working 
with the ‘Connecting Care’ programme in Bristol, North Somerset and South 
Gloucestershire. 


8. Engagement and Events 


 We have started producing a quarterly newsletter  


 Our Annual Report for 2013/14 is also available  


 This year’s Annual Conference will be on Thursday 16 October 2014 at the 
University of the West of England Conference Centre.  It is a joint event with 
the West of England Local Clinical Research Network.  Look out for details! 


 
Deborah Evans 
June 2014 



http://us8.campaign-archive2.com/?u=f0307060daac60c96aab19b07&id=c416c21772&e=4bc3aae1b1

http://us8.campaign-archive2.com/?u=f0307060daac60c96aab19b07&id=c416c21772&e=4bc3aae1b1

http://www.weahsn.net/network/wp-content/uploads/2013/01/West-of-England-Annual-report-2013-2014-Final.pdf



