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North Bristol NHS Trust
Minutes of the Trust Board Meeting held in public on
30 July 2015 in Seminar Room 5, Learning and Research Building, Southmead
Hospital
Present:
Mr P Rilett
Prof N
Canagarajah
Mr K Guy
Mr R Mould

Chairman

Ms A Young

Chief Executive

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

Dr C Burton
Mrs S Jones
Mr S Karakusevic

Ms E Redfern
Mr A Willis

Non-Executive Director
Non-Executive Director

Mrs C Phillips
Ms A Robson
Mr S Wood

Medical Director
Director of Nursing
Director of Strategy and
Transformation
Director of Finance
Interim HR Director
Director of Facilities

Deputy Director of
Operations
Trust Secretary

Mrs C Lang

In Attendance:
Ms R James
Mr E Sanders

Mr N Stibbs

Acting Head of Marketing
and Communications
Corporate Services
Manager

Observers: Ms Alison Moon, Director of Transformation and Quality, Bristol CCG, Mr Colin
Puckett, Trade Union Chairman, and one member of the public
Action
TB/15/07/01

Apologies and Declarations of Interest
Apologies were received from Mr Harry Hayer, Director of People and
Organisation Health, Ms Kate Hannam, Director of Operations and Mr
Mark Lawton, Non-Executive Director
No interests were declared in the papers presented.

TB/15/07/02

Questions from Members of the Public
There were no questions from the public.

TB/15/07/03

Minutes of the Trust Board meeting held on 4 June 2015
The minutes were approved as a true and correct record of the
meeting subject to the following amendments:
Minute 15/05/12
-

substitute the word ‘record’ for ‘note’ and the words ‘pain
assessment and effectiveness of pain relief’ ’and drug reviews’
in the first paragraph

-

seventh paragraph to end ‘….said part of the design of that
area included designated space for assessment with an
expected stay of up to 15 minutes.’

-

fifth sentence of the penultimate paragraph to read ‘….28
nurses had been recruited, some of whom were experienced
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staff returning to NBT.’
TB/15/07/04

Action Log
The Trust Board agreed the closure of actions as indicated and
considered the following actions:
Action No 1 – The Director of Facilities reported that the position of
parking availability signs was still being considered and they would
need to be two placed on both the roads leading to the roundabout at
the junction of Beaufort and Southmead Ways.

TB/15/07/05

Chairman’s Business
The Chairman reported that he had no new information to give to the
Board that month.

TB/15/07/06

Chief Executive’s Report
The Chief Executive presented her report for the month and reported
that the application to become an emergency and urgent care
vanguard had not been accepted but a proposal to be an acute care
vanguard with University Hospitals Bristol had been given support
from the local system. Discussions were taking place with the Trust
Development
Authority
regarding
interim
support
for
a
communications lead.

TB/15/07/07

Patient Story
The Director of Nursing and Quality presented a patient story taken
from her face book and which illustrated the Trust’s ability to cope with
patient dependents and whole hospital cooperation. It involved a
young mother brought into the A&E Department at Southmead by
ambulance at 8.00 am one morning suffering from abdominal and
chest pains and carrying her five week old breast feeding baby. The
staff in ED were delighted to look after the baby and the mother was
also able to breast feed her until she was given morphine and sent to
the Acute Medical Unit. Her husband brought in some expressed milk
for the baby to feed on for the following eight hours. Whilst the mother
was under observation the Maternity Department sent a cot, nappies,
cotton wool, bottles, teats and formula. The mother was asked to sign
a disclaimer regarding the care of her baby and a friend was able to
come into the hospital to help. When told that she would have an
operation the mother was able to express 100 mls of breast milk when
the morphine wore off and she was given short acting opiates prior to,
and for, her operation which meant that she was able to feed her baby
normally. The story illustrated that it was possible for babies to come
into hospital with their mother and there were options for pain killing
for breast feeding mothers. The mother herself commented that at no
time had any staff questioned the presence of the baby and they had
accommodated her as best as possible. It also illustrated that the baby
friendly accolade for the Maternity Department which it had held for
ten years extended loosely to the whole hospital.
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TB/15/07/08

CQC Unannounced Inspection – Progress on Actions
Sue Jones, Director of Nursing and Quality, presented a paper setting
out the actions from the unannounced CQC inspections of the
Emergency Department on 7, 8 and 18 May 2015 and the outcome of
the risk summit held on 22 June. She described some of the actions
across the Trust to improve general patient flow and those which were
driving up quality in the Emergency Zone services.
She noted that there were now daily meetings between the
Emergency Department (ED) and the newly formatted Acute Medical
Unit (AMU) teams to agree priorities and the AMU itself was providing
a better pathway for patients and reducing outliers. Pain assessment
in the ED was done within 20 minutes with records reviewed daily and
nurse shift patterns had been flexed to account for the normal daily
patient activity. Ambulatory nursing care was subject to daily auditing
and documentation was reviewed weekly. Numbers of patients waiting
and length of wait time were recorded on the ED dashboard and
patients were stratified into three categories when they waited in the
Crossroads area following triage.
Sue Jones acknowledged that new ways of managing and
documenting the risks for mentally ill patients were being looked at for
the interim period until a mental health consultant was appointed.
June had been the first full month of achieving the four hour waiting
time target in ED since June 2013 and the July data suggested it was
likely to be achieved in the current month. The definition of escalation
stages were being reviewed with the ED team as it appeared that
black escalation was sometimes declared when only one patient was
involved.
Andrea Young, Chief Executive, said that the level of detail in the
dashboard was beginning to articulate what patient experience was
like in the ED. It was showing significant improvements and also
telling managers where there were problems.
Liz Redfern, Non-Executive, noted that the Quality and Risk
Management Committee had been informed of an issue with the
reliability of data being recorded and Sue Jones said that the time to
assessment had been recorded from when a nurse was assigned to a
patient. This was being rectified and the next run of data, the following
week, would have the correct timings. She would be obtaining
assurances from the data analyst that this had been implemented.
The Board discussed the issue of when to inform CQC that the Trust
believed it had complied with all the requisite actions and
recommendations and recognised that achievement of the four hour
standard in itself was only a partial indicator of patient experience. It
was agreed that the Board should make the decision when to declare
compliance.

TB/15/07/09

Integrated Performance Report
The Chief Executive presented the Integrated Performance Report
(IPR) to the end of June 2015 and expressed cautious optimism about
the Trust’s latest performance. As reported by the Director of Nursing
not only had the improvement trajectory for the four hour A&E target
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been exceeded but the national target had also been met for the first
time for two years. Early July performance had been similarly good.
Good progress had been made by the Medicine specialties in making
reductions in their backlog of waiting patients but the final position of
achieving only four out of eight cancer targets in May and a similar
unvalidated position in June was not good enough. The number of
overdue complaints had been reduced greatly and all overdue cases
were expected to be cleared by the end of July.
Rosanna James, Deputy Director of Operations, referred to the
Referral to Treatment (RTT) paper that was tabled and said the Trust
had exceeded its trajectory, especially in Medicine, but surgical
specialties had not met their service level agreement plans in the first
three months of the year. All trajectories had been reviewed in the
light of the first quarter’s results and informed by the IMAS modelling
tool and reviewed by the Director of the Intensive Support Team who
had provided initial feedback but from whom a full report was awaited.
Details had been discussed by the Finance and Performance
Committee (F&PC) but the detailed capacity and demand modelling
had shown a deterioration in the overall backlog reduction to 3,850
patients waiting over 18 weeks at the end of 2015/16. Further plans
would be progressed to bring the expectation for the end of the year to
below 3,200 patients
The net change for ten specialties added more than 1,000 patients to
the trajectory. The main areas contributing to this were Neurology,
Neurosurgery, Gastroenterology, Urology, Neuropsychiatry and Renal.
The outpatient model for Neurology indicated a waiting list growing by
40 cases per week with mitigation focused on new consultant posts
from October. Similarly, neurosurgery was growing by nine cases per
week with mitigation focused on additional clinics and new consultant
posts from January 2016. The inpatient waiting list, however, was
growing more quickly and even with the planned increases in the
independent sector further sub-contracted work would be required.
Gastroenterology’s outpatient model showed the waiting list growing
by seven patients a week. Mitigation was focused on additional clinics
and replacing a newly resigned consultant post for which initial
recruitment had been unsuccessful. Urology had suffered from the
retirement of a very experienced surgeon but once all substantive
vacancies were filled there would be no capacity problem. The
outpatient model for Neuropsychiatry indicated waiting list growth by
12 patients per week with mitigation focused on additional clinics,
closure to out of area referrals and a reduction in ‘did not attend’ rates.
Renal would be losing three registrars from July and the new
appointments secured to date would only partially cover the loss.
Rosanna James also referred the Board to the table setting out the
risks to the delivery of the plans and the mitigating factors.
Andrew Willis, Non-Executive, questioned how realistic the mitigations
were to achieve the new target for reducing the backlog and Rosanna
James said that the modelling suggested that the Trust could
accommodate a 4% growth in activity. Peter Rilett, Chairman,
questioned the likely response from the Trust Development Authority
(TDA) to the new plan. Rosanna James said it would be unwelcome
but assurance could be given regarding the governance around the
plans.
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Chris Burton, Medical Director, commented that the plans to reduce
RTTs included using the private sector for operations and as work was
pushed out to independent contractors the NHS lost its own staff to
undertake theatre orientated work because there was only a limited
supply of experienced staff. Rosanna James agreed but noted that the
NHS’s case work was always going to be more complex. She was in
discussions to contract for all day lists with other providers.
The Chairman pointed out from the meeting of the F&PC that the
Trust had undertaken more day case and less elective inpatient work
than planned which suggested that more complex work was left in the
backlog. The Board agreed, however, to approve the RTT plans for
submission to the TDA with the assumptions to be well articulated by
RJ
the executives.
From the IPR, Rosanna James noted that ambulance turnaround
times had improved significantly, diagnostic waiting times were 0.3%
below target due to CT and MRI waits but both were improving and
cancelled operations on the day had increased due mainly to a lack of
theatre time.
Chris Burton referred to the cancer summary and said performance
had been poorer in quarter 1 compared to last year’s quarter 4. The
two week wait from urgent GP referral was failing largely because of
pressure on skin referrals. Demand and capacity work was being
undertaken along with analysis and work with commissioners to
address high patient cancellations and did not attend rates. Rob
Mould questioned the reasons for the rates and Chris Burton said that
the Trust was experiencing up to 50 breaches a month and
cancellations by patients did not reset the clock. The Trust needed to
work with primary care colleagues because it appeared that some
patients were unaware that they were on a cancer pathway. The
majority of patients breaching the 62 day RTT and 31 day decision to
treat were on the urology pathway because of capacity issues and
care pathways involving other organisations.
Regarding patient safety and effectiveness Sue Jones reported that
no serious injuries had occurred due to any patient fall in June. The
early warning trigger tool showed only one ward flagging as red with
Gate 8A and the AAU showing significant improvements in scores.
Chris Burton reported on the incidence of C Diff which had reached 25
cases at the end of the first quarter. Each case was being investigated
and emphasis was placed on cleaning with a high level of dust being
reported on wards and equipment. There appeared to have been no
connections between the cases and work was continuing with
commissioners to consider lapses of care that may contribute to
contraction of C Diff. In terms of cleaning staff Simon Wood said that a
review had been carried out concentrating on recruitment, training with
a new manager in post, leadership regarding both management and
supervision and auditing. An auditing team had been introduced and
improvements in standards were expected in the next four to six
months.
Chris Burton reported that Pseudomonas aeruginosa had been found
within a number of taps in the Intensive Care Unit. These had been
decontaminated but costing of the replacement of taps and
washbasins with units that complied with the latest control of infection
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standards such as those that had been put into the Neonatal Intensive
Care Unit was being undertaken. Other augmented care areas might
have to be converted.
In terms of patient experience Sue Jones reported that the national
patient survey results were being used for improvement in all
directorates and a video kiosk had been placed in the Brunel atrium to
capture the latest answers to some of the national survey questions.
Directorates were on target to achieve improvements in the
complaints process and Neurosciences had again achieved a 99%
score for patients who would recommend the service to others.
Anne Robson, interim Director of People and Organisation Health,
referred to the Well Led section and noted that 199 whole time
equivalent staff had been appointed in June and a task and finish
group had met to establish an action plan and prepare a trajectory to
monitor the reduction in agency spend. Sickness absence remained
above target and directorates had been set monthly targets on which
to report.
Catherine Phillips reported that the Trust was financially £3.3 million
adverse to plan to the end of June with the primary drivers for this
being lower than planned elective income and unidentified savings.
The risks that the RTT plans held for the Trust also needed to be
financially estimated. She noted that the TDA had requested the Trust
earlier in the week to give consideration to improving its planned
deficit position of £26 million. The executives and the Board had
considered some ideas but could not see a way of achieving a better
position in 2015/16. The Board noted that the Trust would be making
an application for cash support from the TDA and agreed should
discuss the issue at its ‘away days’ in early September.
The Board discussed the Compliance Statement regarding plans to
attain targets and agreed that because of the RTT and Cancer
positions it should continue to answer negatively to statement 10 until
the TDA had signed off the plans.
TB/15/07/10

Complaints Annual Report 2014/15
The Board received, reviewed and approved the Complaints Annual
Report for 2014/15 subject to some minor errors that Ken Guy, NonExecutive would discuss with Sue Jones.
KG/SJ

TB/15/07/11

Safeguarding Children Annual Report 2014/15
The Board received the annual report for 2014/15 on safeguarding
children. Liz Redfern expressed some surprise that arrangements for
reporting incidents of female genital mutilation (FGM) in under 18s
had only been developed during the year although it was recognised
that Maternity services had been recording incidents in health care
records for considerably longer and other incidents would have been
reported through Safeguarding. It was noted that collating and
submitting anonymised details of FGM to the Department of Health
had become mandatory in September 2014.
The Board noted the report.
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TB/15/07/12

Medical Revalidation Annual Report 2014/15
Chris Burton presented the annual report on medical revalidation in
2014/15 noting that 98% of doctors had completed their revalidation
standard by the end of June 2015. He reported that there was work to
do on assuring consistency of the quality of appraisals.
The Board noted the content of the report and approved the
CB
submission of the statement of compliance to NHS England.

TB/15/07/13

Staff Surveys Action Plan
Anne Robson presented a report outlining the progress made on the
actions approved by the Board in February 2015 regarding the 2014
national attitude survey of staff and the consultant survey undertaken
in November 2014. She noted that the further local staff survey
planned for September/October would not be followed through since
there was already in place the quarterly staff Friends and Family test
and the annual national survey. A meeting of heads of Human
Resources was being held to discuss how the Trust might sample staff
opinion and recommendations would be taken to the Workforce
Committee.
Anne Robson reported that she was in conversation with a third party
regarding equality training for Board members and of recent
importance were recommendations for appropriate leadership
behaviours for staff well-being and feedback on the twelve hour shift
system to be taken to the Workforce Committee. A Team Brief pilot
had been approved by the Management Team as essential messages
from its meetings to all staff.
The Board noted the report.

TB/15/07/14

Capital Planning Progress Report
Simon Wood presented the report updating the Board on capital
projects and outstanding issues in the Brunel Building and on the PFI
Phase 2. He reported that although some of the critical care and
theatre ventilation may not be correct the facilities were being used
except where there were contraindications for specific patient
conditions.
Andrew Willis questioned whether the routine maintenance
programme was funded adequately and was being followed as
planned and it was agreed to ask the Finance and Performance
SW
Committee to investigate.
The Board noted the report.

TB/15/07/15

Quality and Risk Management Committee Report
Liz Redfern, who had chaired the Quality and Risk Management
Committee meeting of 20 July 2015, presented its report and
highlighted the really useful deep dive into workforce planning which
over the past year had been underpinned by the national Skills for
Health ‘Six Step’ rational planning method. A draft Quality Strategy
had been approved for further consultation around the Trust.
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The Board noted the report.
TB/15/07/16

Finance and Performance Committee Report
Andrew Willis presented the report from the meeting of the Finance
and Performance Committee held on 23 June 2015 and gave a verbal
report on the meeting of 28 July 2015. From the latter he highlighted
the plans to speed up the publication of monthly data that would allow
a more efficient flow through of up to date operational information from
directorates to F&PC and the Board. Neuroscience and Medicine were
commended for their efforts that had almost achieved identifying their
CRES targets and the expectation that by the end of August this
would be achieved.
The Board noted the June and July reports.

TB/15/07/17

Trust Management Team Report
The Chief Executive presented the report from the meetings of the
Trust Management Team held on 16 June and 21 July 2015.

TB/15/07/18

Charitable Funds Committee Terms of Reference
The Board received and approved the revised terms of reference of
the Charitable Funds Committee

TB/15/07/19

Remuneration and Nominations Committee
Andrew Willis presented the report from the Remuneration and
Nominations Committee meeting held on 25 June 2015.

TB/15/07/20

West of England Academic Health Science Network
The Board received and noted the eighth quarterly report from the
West of England Academic Health Science Network Board

TB/15/07/21

Any Other Business
The Chairman reported that the Annual Public Meeting would be held
at 6.30 pm on Tuesday 22 September.

TB/15/07/22

Date of Next Meeting
The next meeting would be held on Thursday 24 September 2015 at
in Seminar Room 4, Learning and Research Centre, Southmead
Hospital
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Trust Board (Public Session)
Action Log 2014

North Bristol NHS Trust

Status
A Agenda - this meeting
O Open
C Closed

ACTION LOG
Minute Ref

Action
No.

TB/15/01/7

1

TB/15/07/09

17

27-Nov-14 TB/14/11/13

57

27-Nov-14 TB/14/11/13

58

27-Nov-14 TB/14/11/13

59

26-Mar-15 TB/15/03/10

11

Meeting
Date
22-Jan-15

30-Jul-15

30-Jul-15
30-Jul-15

TB/15/07/08

16

TB/15/07/11

18

Owner Review Date Status Info.
(s)
Delay whilst new parking scheme
Investigation to be undertaken on available car
SW
30-Apr-15, 4implemented in MSCP and new sign to be
Jun-15, 30parking spaces sign at entrance to public multi-storey
O placed ahead of car park entrance
car park
Jul-15 & 24Sep-15
Agency usage paper to Board in September
Trajectory of reduction in agency expenditure to
AR
24-Sep-15
O
F&PC in September
To be discussed by Workforce Committee in
Draft objectives for Equality to be brought to Board in AR
30-Apr-15 &
O July and Board in September
March
29-Oct-15
To be discussed by Workforce Committee in
Action plan for moving the Trust to Equality Delivery AR
30-Apr-15 &
O July and Board in September
System 2 grade 'achieving' (green) required.
29-Oct-15
Harry Hayer to lead a Board training session
Appointments Panel members to be given diversity
AR
30-Apr-15 &
O at end of April meeting. Postponed to a later
training
29-Oct-15
Action

Overarching strategy to be approved by Board at first SK
June meeting
Board to decide when ED complies with all CQC
compliance standards
Minor changes to Safeguarding Children Annual
Report to be made

AY

4-Jun-15, 25Jun-15 & 26Nov-15
24-Sep-15

SJ

24-Sep-15

O
A
C

session
Postponed to September and then further
postponed from Board away days
Item 8

North Bristol NHS Trust

Trust Board (Public Session)
Decision Log 2015

DECISION LOG
Meeting Minute
No. Decision
Date
Ref
22/1/15 TB/15/01/14 1 F&PC decision to approve transfer of cellular pathology from UHB to NBT ratified
Action plan response to CQC and updated ED improvement plan in response to warning notice approved for submission
26/3/15 TB/15/03/08 2 with accompanying letter
26/3/15 TB/15/03/09 3 Board compliance statement 10 to continue to be negative
4/6/15 TB/15/05/09 4 2014/15 Final Accounts and Letter of Representation approved
4/6/15 TB/15/05/10 5 2014/15 Charitable Funds Accounts and Letter of Representation approved
4/6/15 TB/15/05/20 6 SOC for Sherston and Kendon car parks approved
30/7/15 TB/15/07/09 7 RTT trajectory approved for submission to TDA with an articulation of the assumptions behind the projection
30/7/15 TB/15/07/09 8 Board compliance statement 10 to continue to be negative
30/7/15 TB/15/07/12 9 Medical Revalidation Annual Report approved for submission to NHS England
10
11
12
13
14
15
16
17
18
19
20

Report to:

Trust Board

Date of Meeting:

24 September 2015

Report Title:
Status:

Agenda item:

6

Chief Executive’s Report
Information

Discussion

X
Prepared by:

Eric Sanders, Trust Secretary

Executive Sponsor (presenting):

Andrea Young, Chief Executive

Appendices (list if applicable):

None

Recommendation:
The Trust Board is asked to note the contents of the report.

Assurance

Approval

North Bristol NHS Trust
Trust reviews its forecast financial position and
seeks to improve its position. The Trust following
negotiations with the TDA has agreed a revised
control total of £24.5m. The Trust’s financial position
will now be reported against this target.

1. Purpose
1.1.

To present an update on local and national issues
impacting on the Trust, and to provide an update on
consultant appointments and documents which have
been signed or sealed.

5. Updated Risk Assessment Framework Published

2. Background
2.1.

The Trust Board should receive a report from the
Chief Executive to each meeting detailing important
changes or issues in the external environment (e.g.
policy changes, quality and financial risks in the
health economy, PBR new tariffs etc.).

2.2.

Following the implementation of a revised approach
to Flash Reporting, the Chief Executive report is now
more focused on the external environment.

3. New Models of Care – Vanguard Application
3.1.

3.2.

Monitor, published its updated risk assessment
framework (RAF) on 25 August 2015. The RAF is
used by Monitor to assess risks to financial
sustainability and governance to ensure providers
are meeting their requirements under the Continuity
of Services (CoS) licence conditions and the
foundation trust governance licence condition 4.

5.2.

The main change introduced in the new RAF
include:

5.2.1. An income and expenditure (I&E) margin
measure and a variance from plan I&E measure.

The Trust, alongside University Hospitals Bristol
NHS Foundation Trust and Weston Area Health
NHS Trust, had submitted an application to become
an acute care vanguard, as part of the New Models
of Care programme.

5.2.2. Combining the existing CoS risk rating with the
I&E to produce a single financial sustainability risk
rating. An override mechanism would apply if
performance against one of the measures were
rated ‘1’.

Unfortunately the application was not successful.
The Trust and its partners will continue discussions
about how they can continue to work together to
improve services for the population they serve.

5.2.3. A value for money measure within governance
ratings to reflect the challenging circumstances
faced by the sector and to reiterate the
importance of delivering value for money.
Performance will be assessed on a qualitative
basis and will feed into the overall governance
rating.

4. Revised Control Total
4.1.

5.1.

The NHS Trust Development Authority (TDA) has
written to all NHS Trusts requesting that, due to the
overarching financial position of the NHS, that the

This document could be made public under the Freedom of Information Act 2000.
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5.2.4. Strengthening of the Accounting
Memorandum to include ensuring that:
•

•

Officer

the foundation trust delivers efficient and
economical conduct of its business and
safeguards financial propriety and regularity
throughout the organisation
financial considerations are fully taken into
account in decisions by the NHS foundation
trust.

6.4.

The Health Secretary announced a number of
measures to assure the security of confidential
medical information during his speech.

6.5.

This will include a review of standards of data
security for patients’ confidential data across the
NHS to be carried out by the Care Quality
Commission (CQC).

6.6.

The National Data Guardian for health and care,
Dame Fiona Caldicott, will contribute to this review
by developing clear guidelines for the protection of
personal data against which every NHS and care
organisation will be held to account. She will provide
advice on the wording for a new model of consents
and opt-outs to be used by the care.data programme
that is so vital for the future of the NHS.

6.7.

The work will be completed in January with
recommendations on how the new guidelines can be
assured through CQC inspections and NHS England
commissioning processes.

5.2.5. The revised document can be found here.
6. Health Secretary outlines vision for use of technology
across NHS
6.1.

6.2.

6.3.

On 2 September 2015, Jeremy Hunt, Secretary of
State for Health, announced that all patients will be
able to access and interact with their GP record
online within 12 months.
The Health Secretary stated his ambition to get a
quarter of smartphone users – 15% of all NHS
patients – routinely accessing NHS advice, services
and medical records through apps by the end of the
next financial year.

7. Acceleration of Cancer Diagnosis

In addition, by the end of 2018 all doctors and
nurses will be able to access the most up-to-date
lifesaving information across GP surgeries,
ambulance services and A&E departments, no
matter where a patient is in England. By 2020 this
will include the social care system as well.

7.1.

The government has pledged that from 2020, people
with suspected cancer will be diagnosed within 28
days of being referred by a GP.

7.2.

According to the Independent Cancer Taskforce, set
up as part of the NHS’s Five Year Forward View to
examine how to improve cancer care and survival
rates, the target to diagnosis all suspected cancer
cases within 28 days could help save up to 11,000
lives a year.
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7.3.

7.4.
•

•
•
•
•

7.5.

7.6.

Mr Hunt also announced new measures to develop a
tailored recovery package for everyone surviving
cancer. A more personalised treatment plan and
better support to live well, with and beyond the
disease.
New measures to help
treatment and care include:

personalise

8. GS1 Implementation
8.1.

In May 2014, the Department of Health published
the NHS eProcurement Strategy, a policy document
supporting the new Procurement Efficiency
Programme. It outlined actions recommended to
improve NHS efficiency and effectiveness through
enhancing data and information, and required the
consistent deployment of GS1 standards.

8.2.

The Carter Review into efficiency will require the
NHS to achieve more with less. North Bristol NHS
Trust has appointed GS1 UK (the owners of the
standards and barcodes) to undertake a study (The
Discovery Project) designed to support the Trust.

8.3.

As an input to this study, the GS1 Team will carry
out interviews and workshops supplemented by
documentary evidence, analysis and observation
with a number of Trust personnel likely to be
affected by the eProcurement Strategy. For each
function, GS1 UK will carry out an overview of the
Strategy, People, Master data, Process and
Technology elements. This is basically about the
Tracking of products to give a greater traceability to
enhance patient care through the use of bar codes.

8.4.

The Study was undertaken on the 15-17 September
2015. The output will enable NBT to produce a
Board approved plan demonstrating how they will
drive the adoption of GS1 standards through the
Trust as part of the NHS eProcurement Strategy.
The key aspect for trusts is to understand how to
drive value and improved patient safety out of the

people’s

around 20,000 additional people a year having
their cancers genetically tested to identify the
most effective treatments, reducing unnecessary
chemotherapy sessions
by 2020, patients will be able to access online
information about their treatment and tests results
access to physical activity programmes,
psychological support and practical advice about
returning to work
help for those suffering with depression to make
sure they have the right care at the right time
by 2017, there will be a new national quality of life
measure to help monitor how well people live
after their treatment has ended, so priorities for
improvements can be identified
The government has committed to spend up to £300
million more on diagnostics every year over the next
5 years to help meet the new 28 day target.
The NHS will identify 5 hospitals across the UK to
pilot the new target before the programme is rolled
out nationally by 2020.
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not
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9. Recent Consultant Appointments
9.1.

The following consultant appointments have been
made since 19 May 2015:

Interview
Date

Name

Role

Start Date

2 June 2015

Nirosha De
Zoysa

Anaesthetics

TBC

2 June 2015

Timothy
Howes

Anaesthetics

1 September
2015

2 June 2015

Mihaela
Onofrei

Anaesthetics

3 August
2015

14 July 2015

Abiramy
Jeyabalan

Respiratory
Medicine

TBC

14 July 2015

James Dodd

Respiratory
Medicine

TBC

10. Recommendations
10.1. The Trust Board is asked to note the contents of the
report.
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1. Purpose
1.1

This report provides the Trust Board with an update on actions
taken by North Bristol NHS Trust to address the concerns raised
by the Care Quality Commission in its follow up inspection of the
Emergency Department on 7, 8 and 18 May 2015.

1.2

More widely it sets out the overall status of the whole Action plan
and also outlines further steps planned in the lead up to the Risk
Summit called by NHS England for 9th October 2015.

2.

performance standards to drive up the quality of experience for
patients. This started with the Trust’s ‘Onwards Together’ week,
which was run collaboratively with CCGs, local authorities and
community providers. The success of that week, together with
actions taken within the Emergency Zone, provided early signs of
improvement and growing confidence regarding the issues of
safety and quality of care in the ED generally and during times of
surge.
2.4 At their unannounced visits on 7, 8 and 18 May, the CQC
recognised a number of improvements. However, ongoing
concerns, particularly the ability to maintain quality of care when
under significant pressure led the CQC to retain the Warning Notice
and the overall rating of Emergency and Urgent Care as
‘Inadequate.’

Background

2.1 The Trust was subject to a full CQC inspection as part of the routine
programme, which was conducted in November 2014. This was
undertaken at a time of significant organisational change, 6 months
following the move into the Brunel building. It also came at a time of
increasing pressure in Emergency Departments across the country
during the Winter Period of 2014-15 and in the face of recognised
system-wide challenges within the South Gloucestershire and
Bristol health community in managing the flow of patients into and
out of acute hospital settings.

2.5 At the time of the May 2015 unannounced inspections, the Trust
had just commenced a significant change programme that is now
managing the medical take outside of the ED. Medical patients
referred as an emergency by their GP are being managed in the
newly formed Acute Medical Unit (AMU) and do not divert to ED
unless they are in need of resuscitation. These improvements
resulted in the formal opening of the new AMU on 1st July 2015.

2.2 Following the inspection, a Warning Notice was issued by the CQC
in respect of the Emergency Department, dated 16 December
2014, requiring compliance with key quality indicators by 26
January 2015. An improvement plan was produced and submitted
to the CQC, indicating that full compliance was not achievable until
1 April 2015.

2.6 The final report, reflecting the CQC inspection was published by the
CQC on Friday 17 July 2015 and is available at;
http://www.cqc.org.uk/sites/default/files/new_reports/AAAD6953.pdf
2.7 Consequently NHS England convened a Risk Summit which took
place on 22nd June 2015. At the Risk summit the Trust and all
partners confirmed further actions and commitment to improve.
Following this the CQC decided not to take further enforcement
action pending delivery of these actions.

2.3 There has been considerable service improvement work
undertaken in conjunction with partners across the health and
social care community that are addressing the A&E 4 hour
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3.

Emergency Department Improvement Actions

Improved Patient Flow & Impact on Safety

Leadership and Quality Assurance

3.7 A wide programme has been running for many months to improve
patient flow and discharges across the whole Trust. This has
delivered the most consistent achievement of 95% of emergency
patients being seen within 4 hours since July to September 2011,
with the standard achieved for the months of June, July and August
2015. There have also been no 12-Hour Trolley Waits since
February 2015.

3.1 A refreshed Medicine Directorate leadership team has overseen
changes to the emergency zone, which has been consultant-led
with the oversight and support of the Clinical Director and General
Manager. This has included the creation of the Acute Medical Unit
(AMU) from 1st July and the ongoing review of the Ambulatory
Emergency Care (AEC) Unit. In addition, the Emergency
Department Matron’s role has been expanded to take responsibility
across the entire emergency zone. These leadership changes are
driving improved team working, clarity of patient flow
responsibilities and more effective management of staffing.

Table 1 – 4 Hour Urgent Care Standard (June 13-August 15)

3.3 A dashboard has been developed to summarise the key daily
quality measures within the Emergency Zone. It includes a range of
safety measures reflecting the full implementation of Nursing Care
Assessment documentation within ED and Ambulatory Emergency
Care (AEC), covering areas of concern raised by the CQC,
including pressure area care and pain assessments and
management.
3.4 This is reviewed the following day by a multidisciplinary team within
the Medicine Directorate to assess the safety of care and to swiftly
rectify and learn from any issues identified.

3.8 In addition to the above, specific actions focusing on improving
patient flow and safety within the Emergency Zone include;
• More timely triage of Ambulance Handovers of patients, in
Majors area. Quicker handover within the majors area
(previously this was undertaken at a desk within the outer
corridor area) means that patients are assessed more safely and
that the clinical handover, which includes pain assessments, is
more seamless. Majors’ cubicles 1 and 2 are prioritised for this
purpose. The improvement in handover times is illustrated
below;

3.5 The weekly dashboard and accompanying quality report is
reviewed at each week’s Acute Flow meeting, at which operational
and clinical leads agree improvement actions.
3.6 This is reported every 2 weeks to the Trust Board via an internal
‘Flash Report’ and shared with commissioners, the Trust
Development Authority and the Care Quality Commission to
provide assurance and opportunity for further scrutiny.
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• The improved patient flow has meant that the allocation of
additional nursing staff from outside ED to manage patient
volumes, or the urgent attendance of doctors from other
specialties under the Internal Professional Standards has been
un-necessary. This means a more consistent reliance upon
specialist ED skills and less disruption for other specialties.
• There have been reduced numbers of patients waiting in the
Corridor area and when waits do occur the patients are clearly
differentiated, post initial assessment and this supports safer
care (e.g. those waiting for Majors, those that are under
observation pending discharge etc.).

Table 2 – Ambulance Handover Delays (Sept 14-August 15)

Table 4 – Analysis of Patients in Corridor (Sep 14-Aug 15)

• The establishment of the Acute Medical Unit on 1 July, ensures
that patients are provided with high quality acute medical care
with early expert assessment and treatment of acute medical
illnesses. This has significantly reduced ‘medically diverted’
patients into ED, ensuring they are cared for in the right location
more quickly and reducing the number of patients within the ED.
Table 3 – Non Clinical Diverts to ED (Sept 14 to August 15)

Non Clinical Diverts

(Defined as Identified Via AAUCiss or
Expected Event or Presenting Compliant)
1000
500

• Nurse team based working is in place within the Majors area –to
smooth workload and improve continuity of care. Through
reviewing shift patterns, the number of consultant rounds within
the Majors area has increased to 4 per day from 3 previously.

201508

201507

201506

201505

201504

201503

201502

201501

201412

201411

201410

201409

0
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• A daily operational meeting of the ED and AMU nurse and
consultant and in charge with the Clinical Site manager is
undertaken to agree priorities and tasks for the day to manage
patients safely and efficiently

admission into the main bed base. Balancing these risks is an
important topic for board consideration.
3.11

Caring for Patients within the Ambulatory Emergency Care (AEC)
department
3.9

3.10

3.11

The Trust joined the AEC Network at the start of 2015/16 and
since the May Inspection has hosted a network team visit.
Recommendations from the on site assessment regarding
operational management, workforce issues and data reporting
have been incorporated into the AEC re-design.

Caring for Patients with Mental Health needs

Improvements in the delivery and documentation of nursing care
assessments have been demonstrated through the daily audits,
senior nursing leadership and closer supervision in that area.
This has addressed the most pressing areas of concern
identified at the last ED inspection to deliver fundamental
nursing care standards.
To address the privacy and dignity issues within AEC and the
sub optimal location of major’s post assessment patients in the
Corridor area, the Trust will reconfigure the AEC in September
and accommodate medicine and respiratory ambulatory care
within the AMU to release space for ED observational medicine
patients. The impact on overall LOS, implications for the bed
model and any mitigation that may be needed, is presently being
modelled and will form part of the on-going winter preparedness
work.
Within this redesign the SAU will remain in the space of AEC
and a resolution for ambulatory care is needed in the medium
term. These plans are positive in addressing the current safety
risks but they do have a potential knock on impact on patient
flow and the performance against the 4 hour and elective target
due to the loss of 8 beds from the medicine bed base. This
potentially restricts the advances of ambulatory emergency care
which is required to ensure patients are streamed for treatment
in the most appropriate area and minimising the risk to

3.12

The challenges around provision of specialist external mental
health support, including inpatient beds when needed are a local
and national problem. The Trust has engaged actively with
system wide developments, for example through joining a Bristol
wide group with UHB, CCG and other partners e.g. Local
Authorities to look at service provision and streamlining
processes.

3.13

With respect to ensuring that patients with mental health needs
are cared for safely whilst remaining in the Trust’s care, various
actions have been implemented;

•

The Mental Health Liaison Team, has been established as its
own specialty within the Medicine directorate, with a Trust-wide
remit. This includes the appointment of an additional consultant
to lead the MHLT, for which the permanent appointment is
anticipated following interview on 22nd October 2015. In the
interim a Locum has been fulfilling this role to ensure pace of
improvement is delivered.
Extended Mental health practitioner cover is in place, ensuring
provision between 8am and 6pm, 7 days per week. Resource
has been provided to extend this to a 7am until 9pm working
model from beginning of November 2015, which mirrors the
service level provide at UH Bristol.

•
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•

•

3.14

4.

These changes have improved the pace of initial assessment
and the MHLT reviews patients daily at 9am and 1pm to allocate
resources on the basis of patient need across the Trust.
Patients with the most significant mental health care needs are
cared for within the Majors area of ED, or the AEC, as this is the
safest location with the greatest concentration of skilled staff for
this purpose.

Overall CQC Action Plan Delivery

4.1 Delivery of actions designed to address all the CQC’s formal
Compliance Actions and individual ‘must do’ and ‘should’ Do’
issues identified has continued, monitored by the bi-monthly CQC
Operational Delivery Group.
4.2 This has prioritised the ‘Must Do’ actions whilst maintaining an
overview of the whole range. Progress delivery by month for ‘must
do and ‘should do’ actions is shown below.

However, we remained concerned about the times taken to
assess and admit patients requiring a MH admission to an AWP
facility as demonstrated by the table below regarding long waits
within ED.

Table 6 – Overall Action Plan Delivery
Must Do (n,34)

Table 5 – Long Waits for Mental Health assessments

3.15

% Actions

201406
201407
201408
201409
201410
201411
201412
201501
201502
201503
201504
201505
201506
201507
201508
Grand Total

100%

Number breaching in ED where
Performance
Average
Total Number in ED
Number in ED over Longest time Average hrs
Number
wait for mental health is assigned
against 4 hr
total time
attendances over 4 hours
12 hours
in ED (hrs)
in ED
admitted
as principle breach reason
target
in NBT
35
18
12
3
12.8
5.7
48.6%
14
8.8
33
16
14
3
14.1
5.3
51.5%
17
8.2
32
15
10
3
17.8
5.2
53.1%
11
8.0
51
23
17
2
17.6
5.2
54.9%
25
11.2
39
16
10
1
12.6
4.8
59.0%
21
12.1
36
12
8
1
15.6
4.5
66.7%
18
9.0
35
10
8
2
13.4
4.5
71.4%
17
8.8
33
12
10
2
20.8
5.3
63.6%
14
9.2
35
16
13
2
18.7
5.2
54.3%
15
10.2
41
17
17
0
10.9
5.2
58.5%
16
7.6
42
23
20
4
21.9
6.2
45.2%
13
8.0
36
10
8
1
16.0
4.3
72.2%
16
8.8
42
11
10
2
25.3
4.5
73.8%
26
9.5
50
15
14
4
21.0
5.0
70.0%
24
8.2
59
22
23
4
22.6
5.3
62.7%
29
12.1
599
236
194
34
25.3
5.1
60.6%
276
9.5
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40%

4
10
16

20%
0%

5
5
18

4
4

4
2
10

Potential Delay

17

4

6

9

May
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July

Overdue

18

On track
Completed

August

Should Do (n,41)
100%

% Actions

Month of year

Under the tri-partite winter planning guidance the Trust has been
alerted that CCGs are to be given additional funds ahead of the
winter specifically to improve mental health and expect plans to
be ratified by System’s Flow.

80%
60%
40%
20%
0%

2
6

3
5

23

21
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June

2
4
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6
1
10
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4.5 Finalisation of the Discharge workstreams and medicines storage
actions will take until the end of October and significant progress
towards the end stage will be achieved by that point. Progress in
developing the Discharge to Assess Pathway 1 is ramping up as
the engagement and related contracts are developed. The
increases seen to date for South Gloucestershire patients are
shown below. The Bristol patients ‘soft launch’ took effect from 20
July but new homecare contracts were not in place until midAugust.

4.3 The overdue actions are shown below, as reflected in the
Integrated Performance Report for September.

Table 7 – Discharge to Assess Pathway 1 Activity

Month
May
June
July
August
Sept. 1st - 17th

Number
referred
26
32
53

Number
discharged
26
30
48

40
31

38
31

4.6 It is important to flag that there is also current concern about the
ability of the system to respond at scale and pace to the
potential models which have been agreed. Delayed transfers of
care are significantly above the required national target of 3%
which will impede NBT ability to manage during periods of peak
demand and increased admissions modelled through the winter.

4.4 Prior to the Risk summit the Trust the aforementioned redesign is
intended to address the patient mix issue within the AEC, which as
noted in the table above will enable this action to be closed, with
the ongoing daily and weekly review of fundamental nursing
standards

5.

Assurance Activities

5.1 In addition to the management actions outlined above, additional
assurance activities are as follows;
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• The assurance activities that will scrutinise and test the
effective delivery of these improvements.

• Ongoing liaison with the Regional Inspection Team, led by Cath
Campbell, including review meetings conducted on 19 June
2015 and scheduled for 25 September 2015 and submission of
supporting information.
• Spot check review undertaken by the Nurse Director, Head of
Quality and Safeguarding for South Gloucestershire CCG within
the Emergency Department on 27 July 2015 and provided
verbal feedback to the CCG Quality Sub Group on 14 August
2015.
• This provided positive assurance on many of the improvements
across the Emergency Zone, with the main remaining areas of
concern centring on the AEC, for which corrective actions are in
progress. A further review is planned towards the end of
September.
• Desktop review undertaken on 15 September 2015 by the Trust
Development Authority’s Quality Manager to test the adequacy
of assurance evidence for the Trust’s overall CQC Action Plan.
Formal feedback is currently awaited
• A follow Up Risk Summit has been called by NHS England for 9
October 2015 to review progress.
• At some point the CQC will undertake a further unannounced
inspection of the Emergency Department.

6. Recommendation
6.1 Trust Board is recommended to discuss and note;
• The actions taken to improve the safety of care in the
Emergency Zone.
• The improvements seen in patient flow and ambulance
turnaround times.
• Progress against the whole CQC Action Plan.
This document could be made public under the Freedom of Information Act 2000.
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Access – During August the Trust achieved the 4 hour A&E target with performance at 95.5% for the third
month in a row in line. For the RTT backlog NBT exceeded its trajectory for 2015/16 RTT incomplete
performance 4,033 vs. a target of 4,341. For August, all bar four specialties (Endocrine, Gastroenterology,
Neuropsychiatry and Clinical immunology) met the revised backlog numbers and % incomplete performance.
The Trust achieved 98.77% diagnostics against the 99% within 6 weeks target and continues to plan for
sustainable delivery from December 2015.
The final position of cancer targets in July showed the Trust had delivered on 5 of the 8 cancer waiting
targets (an improvement from 3 in June). The un-validated August position currently has the Trust passing 5
of the 8 key targets with validation work ongoing into September.
Safety – The Trust Falls rate at 5.14 per 1,000 bed days is the lowest since September 2013. For C.
Difficile the year to date 34 reported cases is significantly higher than the Trust target and the Trust has
reported 2 MRSA cases year to date, with one under arbitration review.
Patient Experience – The improvement in complaints management continues with 8 cases overdue at the
end of August, the lowest in 4 years. The quality of complaint investigation and management is improving.
Workforce -There were 322 wte starters in August whilst the number of live vacancies has reduced. Sickness
absence remains above Trust target, although overall since, January there has been a slight downward trend.
The cost of Agency spend increased during August.
Finance - For the year to date the Trust is £6.5m adverse to plan with the primary drivers being lower than
planned elective income of £2.9m, pay overspends of £3.1m coupled with a small non-pay underspend of
£0.5m. Enhanced management of agency expenditure linked to recruitment to of vacancies is being detailed
in line with new NHS guidance.
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Section Summary
Improvements & Actions
August’s 4 hour A&E performance was 95.5% against a target of 95% and has therefore exceeded the planned trajectory and the national standard for the third
month in a row. Attendances were 6,942 overall vs. a 2014/15 average of 7,114, non-elective admissions were 4,254 overall vs. a 2014/15 average of 3,759. The
Urgent Care Recovery Plan (UCRP) and its four work streams detail the actions by both the Trust and partners to continue to perform against the 4hr standard.
The NBT Internal Flow Priorities include:

Reducing LOS and shifting discharge times forward earlier in the day to improve flow. Actions include: Better Board Rounds project, the SAFER checklist,
supported by ward level metrics and dashboards (0.5 day length of stay reduction across medical wards), minimising delays for internal services such as
pharmacy, transport, deep cleans etc.

Reconfiguration of the AAU to an Acute Medical Unit by 1st July, followed by implementation of an acute frail elderly unit on 1st September

Revision of the Ambulatory Emergency Care model (AEC) due in September

Expansion of Discharge to Assess, reduction in bed days associated with complex (DToC) patients building on the system’s capacity & demand model for
the external resource required (POC, placements etc.) to deliver a step change in the number of patients on the LHPD and hence improve 4hr sustainability
due to the targeted reduction in bed occupancy.
The Trust exceeded its trajectory for 2015/16 RTT incomplete performance 4,033 vs. a target of 4,341. The following specialties make up the majority of the
incomplete backlog; T&O & Spines (42%), General Surgery (14%), Neurosurgery (9%), Neurology (9%) and hence are the main focus for RTT recovery plans.
We continue to perform above our spinal Orthopaedic trajectory for patients waiting over 52 weeks for treatment (clearance January 2016), the Adult Epilepsy
Surgery Programme (AESP) 52 week breaches for August were 73 (planned clearance to a sustainable WL size March 2017). Sub specialty Neurosurgery IMAS
modelling was completed in August to provide a revised 52 week forecast for non Epilepsy Patients (to be shared at September F&PC) given the imbalance in inpatient capacity (especially for craniotomy and Neuro Surgical spinal work).
ED Breach Trends
The principle reason for breaches in August was bed availability (41%), followed by waits for ED assessment (19%). Since the reconfiguration of the AMU
Medicine for the first time is meeting the BNSSG target of less than 20% of expected patients being diverted to ED. Breaches were spread more evenly
throughout the week in comparison to previous months, but the drop in weekend discharge numbers mean Monday’s FLOW issues on Sunday and into
Monday’s. The total number of medically fit for discharge days was 4,969, equating to 160 occupied beds across the month (an increase on last month’s 145
occupied beds).
Areas of Concern
The system continues to monitor the effectiveness of all actions being undertaken, with weekly and daily reviews. The main risks identified to the Urgent Care
Recovery Plan are as follows:
UCRP Risk 4: Lack of community capacity and/ or scope to provide Discharge to Assess pathways to reduce the size of the LHPD. The SG launch is on track to
deliver in October, the impact of the Bristol D2A plans still requires clarification and has been escalated at System’s flow level.
UCRP Risk 5: Appropriate nursing and therapies staffing within NBT to enable flow given vacancy rates and hot spots such as AMU
UCRP Risk 6: LoS reductions and bed occupancy targets in the bed model are not met leading to performance issues
UCRP Risk 7: Temporary closure of Elgar beds for refurbishment for 12 weeks from July 2015. The Trust is seeking to combat this through improvements in its
own LOS and use of escalation capacity – the bed model indicates September and October are likely to be our most pressured months
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Board Sponsors
Director of Operations
Sponsor XXXX

August 2015

Access Standard
Emergency Attendances – waits
under 4 hour standard vs total
attendances (95% target)

Against
national
target

95.5%

Against
NBT
Trajectory

Trend from
last month

Performance
to be
achieved
by… (as per
trajectory)

Most recent
quarter’s
performance
(Quarter 1 Apr June)
against national
target

Quarterly Trend (Q4 vs Q1)

N/A

Achieving

84.4%(Q4) to 91.1% (Q1)

86.3%

84.6%

Not met in
15-16

84.4% (Q4) to 86.1% (Q1)

94.1%

92.3%

Feb 2016

91.1% (Q4) to 93.3% (Q1)

80.8%

81.7%

Not met in
15-16

80.6% (Q4) to 80.3% (Q1)

Trust wide Referral to
Treatment Backlog

4033

4341

Not met in
15-16

4141 (Q4) to 3869(Q1)

Cancelled Operations – same
day - non-clinical reasons (0.8%
target)

1.4%

Referral to Treatment - %
incomplete pathways <18 weeks
(92% target)
Referral to Treatment - % within
18 weeks of GP referral for nonadmitted patients (95% target)
Referral to Treatment - % within
18 weeks of GP referral for
admitted patients (90% target)

Cancelled Operations – 28 day
re-booking breach (0 target)

3

Oct 2015

1.83% (Q4) to 1.33% (Q1)

Aug 2015

15 (Q4) to 7(Q1)

Please note: Subsequent validation by clinical teams can alter scores retrospectively. Data is correct at time of publication.
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Overall
XXXXXAugust’s performance
against
XXXX the 4 hour target was
95.5% with waiting for a bed being
the main cause of breaches.
The actions in the URCP aim to
reduce overall bed occupancy to
allow the trusts to better cope with
variation in ED attendances and
admissions throughout the week.

In August breaches were spread
more evenly across the week than
in previous months. Monday’s
remain a concern following the
reduced emergency discharge
levels across Saturday and
Sunday.
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Performance
on Ambulance
XXXXX
turnaround
times
(15 minutes to
XXXX
offload) has significantly improved
this year in comparison to 2014/15
- August performance was 98.7% .
We are re-casting internal
trajectories against a zero
tolerance to 15 minute handover
delays.
Emergency admission numbers
across the last 6 months have
remained largely static.
Patient numbers in the ED corridor
have fallen to pre winter levels.
Driving down this indicator is a key
focus of the ED Quality
improvement plan. Key
developments include modification
of the consultant led rapid
assessment model, double triage,
redesign of AEC due in September
and the overall UCRP to improve
flow.

Responsiveness
XXXX
Length of Stay and Discharge
XXXXX
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Commentary
The number of patients with
XXXX
Length of Stay over 14 days
XXXXX
continued the reducing trend since
XXXX
June. Weekly reviews by senior
nursing staff of all patients over 10
days is underway.

COO22
035

Delayed Transfers - in month total

BNSSG commissioned modelling
of complex discharges C&D
reinforced URCP plans to reduce
overall leaving hospital patient
database numbers, in light of the
disproportionate impact this
patient cohort has on occupied
bed days. The main cause of
MFFD delayed days remains wait
for assessment.
The system’s agreed approach is
expansion of Discharge to assess
pathways
For the month of August the total
number of medically fit for
discharge days was 4,969, up
from 4,488 in July, however, this
represented a drop between
months in the DTOC percentage
rate - hence the two indicators
need to be viewed together to
judge impact on bed occupancy.
The DTOC level remains above
the national target of 3.5%. As yet
we are not assured community
and social care plans will meet this
target across the rest of the year

Responsiveness
XXXX
Emergency Department Dashboard
XXXXX
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Commentary
XXXX
XXXXX
XXXX

Time to initial assessment and time to treatment data is undergoing
further validation and is expected to worsen once fully cleansed.

Responsiveness
XXXX
Patient Flow Work stream
XXXXX
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Commentary
Patients remaining in beds over
Commentary
14days throughout August has
XXXX
increased
XXXXX slightly.

COO25
002

COO25
001

XXXX

Emergency patients discharged within 2
midnights

Percentage discharge pre 12pm

Bristol CCG’s and Bristol’s new
HomeCare package providers were
introduced mid August. The impact
on performance will be monitored
through LOS KPIs and the total
number of MFFD days. SG D2A roll
out at scale will not occur until
October 2015. In the mean time there
has been step change take up in the
SG Sirona D2A pathway one, where
we are regularly achieving maximum
discharges daily.
The AEC project has concluded the
need to relocate medicine and
respiratory ambulatory care outside
the AEC footprint, leaving surgery
ambulatory care in situ – with a go
live in September.
The Complex Acute Unit (CAU) go
live planned for 1St September with
the express aim of reduce over 75’s
LOS.
Pharmacy support for the discharge
lounge is to be expanded to increase
patient throughput. Transport KPIs
have been reviewed and updated
and the role of transport liaison
officer, in post since July, is showing
early signs of positive impact on
improving discharge.

XXXX
Responsiveness
XXXXX
Referral to Treatment All Specialties
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Commentary

XXXX
Following
XXXXX the planned re-fresh of
RTT trajectories in Q1, the forecast
XXXX
backlog position has changed from
2,759 to 3,896 by 31st March 2016.
Overall there was no change to 16
out of 26 specialties including T&O
(including spines 42% of the
backlog as of June 2015).
However, there were small
changes in 4 specialities (<50
patients) and significant
deterioration in 6 specialties:
Neurology, Neurosurgery,
Neuropsychiatry, Renal, Urology
and Gastroenterology.
For August, all bar four specialties
(Endocrine, Gastroenterology,
Neuropsychiatry and Clinical
immunology) met the revised
backlog numbers and %
incomplete performance.
The Trust will return to NADM
compliance in Qtr 4 of 15/16, but
will not meet the ADM or
incomplete target in year due to
the size of the T&O &
Neurosciences over 18 weeks
back log.

.

Responsiveness
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Diagnostics 6 week wait
(Orange = Improvement Trajectory)

Commentary
Commentary
There were 279 patients waiting
XXXX
over 52 weeks for treatment
XXXXX
(incompletes) at the end of August
XXXX
– 215 in spinal surgery, 16 in
neurosurgery and 73 in neurology
(AESP). The 52 week spinal
position remains on trajectory to
clear by the end of Jan 2016.
The AESP 52 week clearance is
not until November 2016.
The diagnostic target was not met
in August at 98.77% but is above
the expected improvement
trajectory. At a Trust level we have
committed to returning to
sustained delivery by December
2015.
Echocardiography has exceeded
its recovery trajectory (December
2015) at 100%. All cardiac testing
is under a independent review at
present to recommend workforce
and operational changes to
enhance the services resilience
given a significant proportion of the
service is reliant on agency staff
and sub-contracting.
As predicted the CT position did
not met the 99% standard
(95.97%)
Further Diagnostic IMAS modelling
is now complete in all modalities
and action plans in place to
address shortfalls as needed.

Responsiveness
XXXX
Cancer
XXXXX Summary Dashboard
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July 15

August 2015

Standard

Final
July 15
position

Against
National
Target
Aug 15

Patients seen within 2 weeks of an
urgent GP referral (93% target)

93.6%

93%

98%

96.1%

90.5%

90%

Patients with breast symptoms
seen by specialist within 2 weeks
(93% target)

Patients receiving first treatment
within 31 days of cancer diagnosis
(96% target)

Against
NBT
Trajectory

Trend
from
last
month

Q1
Performance
(Apr – Jun
15) against
National
Target

Quarterly Trend – Q4 vs
Q1 (un-validated
position)

92.5% (Q4) to 92.2% (Q1)

n/a

96.1% (Q4) to 99%(Q1)

95.2% (Q4) to 89.1% (Q1)

Patients waiting less than 31 days
for subsequent surgery (94%
target)

97.1%

88%

n/a

93.0%(Q4) to 90.8% (Q1)

Patients waiting less than 31 days
for subsequent drug treatment
(98% target)

100%

100%

n/a

100% (Q4) to 100% (Q1)

Patients receiving first treatment
within 62 days of urgent GP
referral (85% target)

83.8%

80.8%

Patients treated 62 days of
screening (90% target)

78.3%

92.6%

Patients treated within 62 days of
consultant upgrades (90% target)

98.1%

100%

Please note: Validation is still on-going for August figures.

84.6% Q4) to 77.4%(Q1)

n/a

90.7% (Q4) to 91.8%(Q1)

n/a

84.9% (Q4) to 83.8% (Q1)

Responsiveness
XXXX
Cancer
XXXXX
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Commentary
XXXX
The
final position of cancer targets
XXXXX
in
July
XXXX showed the Trust had
delivered on 5 of the 8 cancer
waiting targets. The 2WW target
was failed in June partially due to
national problems with a new ereferral system but this position
was recovered in July and a pass
in August is also anticipated.

COO16
004

COO013
009

COO15
005

Performance on the 62 day
pathway deteriorated in Q1 15/16.
This is predominantly due to
problems in the Urology pathway
which is receiving increased focus
from the management team.
Performance against this target in
July was 83.8% and in August
once final validation is complete is
likely to be between around 81%
against a 85% target.
In July and August the 2 week wait
breast referral target continues to
be met, however the Trust
continues to struggle with the 31
day treatment target predominantly
due to capacity issues in Urology.
.

Responsiveness
XXXX
Cancer
XXXXX
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XXXX
The
national deadline for validated
XXXXX
th
August
XXXX data is 4 September and
the team internally are working
towards this. The ‘unvalidated’
position currently has the Trust
passing 5 of the 8 key targets.
The Trust has passed the 31
subsequent drug treatment target
every month in the past year. The
actual number of patients treated
against the screening and
consultant upgrade targets is
relatively small and can be seen to
fluctuate due to a small number of
breaches in this pathway.

In addition to work on the urology
pathways the lung and upper GI
pathways have been mapped
between NBT and UHBristol to try
to address delays. Clinical
discussions are also occurring to
map the pathway for gynaecology
patients to attempt to expedite this
pathway across the Trusts.

XXXX
Responsiveness
XXXXX
Cancer
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Referral to Treatment 62 Day PTL: Number of patients treated within the specified period including
tertiary referrals (irrespective of when referral received)
Number of patients

Number of Days

No. of
Patients
Treated in
the Period

Mean
Wait

Max Wait

With
-in
31

32 38

39 48

49 62

63 76

77 90

91 104

After
104

Breast

35.5

42

82

12

3.0

6.0

11.
5

2.0

1.0

0.0

0.0

Colorectal

13.5

56

92

0.0

1.0

2.5

8.0

1.0

0.0

1.0

0.0

Gynaecology

2.0

67

89

0.0

0.0

0.0

1.0

0.5

0.5

0.0

0.0

Haematology

8.0

39

117

4.0

2.0

1.0

0.0

0.0

0.0

0.0

1.0

Lung

4.0

71

161

0.0

0.0

0.5

2.5

0.0

0.5

0.0

0.5

Sarcoma

0.5

75

75

0.0

0.0

0.0

0.0

0.5

0.0

0.0

0.0

Skin

21.0

33

61

9.0

1.0

8.0

3.0

0.0

0.0

0.0

0.0

Upper GI

4.0

52

89

2.0

0.0

0.0

1.0

0.5

0.5

0.0

0.0

Urology

25.5

82

202

5.0

1.0

0.5

6.5

2.0

2.5

0.5

7.5

TOTAL - Excluding Breast
Symptomatic

114.0

54

202

32.

8.0

18.5

33.5

6.5

5.0

1.5

9.0

Commentary
XXXX
All
patients on a cancer pathway
XXXXX
are
actively tracked by the cancer
XXXX
services team using detailed
Patient Tracking Lists and potential
delays to pathways are escalated
to directorate teams and clinical
colleagues.
If a patient breaches a cancer
waiting times treatment target the
pathway for the patient is reviewed
to identify the reason for the
breach (which is recorded on the
cancer register) and the clinical
team are asked to comment on
any potential risk this delay has
had on the patient care or potential
outcomes. Actions, risks or
queries are actioned as
appropriate within the directorate
or the wider cancer services team.
The table illustrates the timeframe
patients on a 62 day pathway were
treated in and further internal
analysis of all the patients that wait
beyond 62 days is conducted post
validation.

XXXX
Responsiveness
XXXXX
Cancer
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Commentary
XXXX
The
table illustrates the timeframe
XXXXX
patients
XXXX on from their decision to
treat date until the date of actual
treatment.

Decision to Treat to Treatment 31Day PTL: Number of patients treated within the specified period
including tertiary referrals (irrespective of when referral received)
Number of Patients
No. of
Patients
Treated
in the
Period

Number of Days

% of patients
treated who
are Urgent GP
referrals

No of
patients
treated
who are
Urgent
GP
referrals

Mean
Wait

Max
Wait

Wit
hin
31

32 -38

39 48

49 62

63
76

Aft
er
76

Brain

15

0

0

3

8

15

0

0

0

0

0

Breast

51

64.71

33

13

39

49

1

1

0

0

0

Colorectal

18

61.11

11

12

29

18

0

0

0

0

0

Haematology

18

44.44

8

4

34

17

1

0

0

0

0

Lung

3

0

0

0

0

3

0

0

0

0

0

Sarcoma

4

25

1

8

17

4

0

0

0

0

0

Skin

38

55.26

21

12

39

36

1

1

0

0

0

Upper GI

2

100

2

0

0

2

0

0

0

0

0

Urology

62

45.16

28

22

117

47

3

2

4

5

1

TOTAL

211

49.29

104

14

117

191

6

4

4

5

1

XXXX
Responsiveness
XXXXX
Outpatients Work stream
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sponsor Director
XXXX of Operations
Booking- Clinic Utilisation. The
Commentary
performance data is unchanged
XXXX
although there is a small improvement
XXXXX
in clinic template utilisation. We
XXXX
continue to assess clinic suitability for
inclusion in this metric to improve
accuracy.
DNA Rates: Although DNA rates are
above expectations the reminder
service has been successful and has
been assessed as providing a 4.3%
improvement in DNA rates. Reminders
have been issued to 30% of all
appointments. The service has to be
paused in the cut over to Lorenzo but
will be restarted once Lorenzo is
established and specialties will be
required to opt out of the service for
specific reason rather than opt in.
Call Answer Times. The number of
calls received in August has dropped
during the holiday period which is the
most likely reason for the improved
metrics.

XXXX
Responsiveness
XXXXX
Outpatients Work stream
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Commentary
Commentary
XXXX
XXXXX
Attendances
XXXX
The total number of
Outpatient attendances has
increased from last year by
11%. This figure has fallen
marginally short of the total
August SLA but the SLA for
procedures has been
exceeded.
Notes
The delivery and availability of
notes within clinics greatly
impacts on quality and patient
experience.
COO 040
999

Centralised Outpatients is
recruiting to a small team of
administrators who will look to
ensure an improved note
delivery rate. The team will
assist whilst we implement
Lorenzo and proceed with
electronic document
management.

Responsiveness
XXXX
Cancelled
XXXXX
Operations
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COO007
002

Cancelled Operations
(Orange = Performance Trajectory)

COO08
003

Cancelled operations 28 day re-booking breach
(Orange = Improvement Trajectory
Target is 0)

Commentary
XXXX
July’s
rate of cancelled surgery on
XXXXX
the
day
XXXX was above trajectory
(1.4% vs. 1%) – the majority of
which was due to bed availability
and lack of theatre time.
Specialties are trialing to schedule
sessions according to average
minutes per procedure to reduce
lost time and overruns.
Mediroom turnover and downtime
between cases continues to be a
focus; the Theatres Board is to
oversee a Mediroom Efficiency
Improvement plan.

COO0010
999

Number of urgent operations cancelled
for the second time (target is 0)

There were 3 patients who were
unable to have their operation
rebooked within 28 days in June.
This equates to lost income of
approximately £15k.

Responsiveness
XXXX
Theatres Work stream
XXXXX
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Commentary
Commentary
Commentary
.Average cases per day and average
XXXX
session utilisation are based on the
XXXXX
Directorate SLA plans and the RTT
XXXX
recovery trajectory. During August,
average cases per day was broadly in
line with the YTD performance during
15/16 but below SLA levels. In month
this equates to a £3.3 million
underperformance vs. SLA, primarily
within MSK, mainly in in-patient activity
as day case activity exceeded plan at a
Trust level.
Elective Theatre Utilisation increased to
71.2%, primarily due to improvements in
Neuro.
•
•

DOST 01
003

•

•

•

24 unplanned cancelled sessions
took place this month, the highest this
year driven primarily by annual leave.
The 98% cross cover list target was
not overall at a Trust level.
67 patients were cancelled during
August (1.4% vs an internal target of
1%) with Bed Availability and case
complication accounting for 54% of
the total.
7 cases were lost to Consultant
unavailability, 2 cases to Consultant
sickness and 1 to nursing staff
sickness - (14% in total).
Late starts remain low - 2.1% overall

XXXX
QUALITY
XXXXX

PATIENT SAFETY & EFFECTIVENESS
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SRO Chris Burton Medical Director & Sue Jones Director of Nursing
Section Summary
Improvements & Actions
The Trust Falls rate at 5.14 per 1,000 bed days is the lowest since September 2013. Falls causing serious
harm however have remained. Further improvement as part of our sign up to safety work includes a falls nurse
who will focus on training and support in the Medicine Directorate, picking up the area of greatest risk for falls
causing serious harm.
Progress continues with CQC actions, 87% of which are complete or on track.
Trends
Improving incident reporting remains a key priority of the clinical risk team, and directorates. A new newsletter
and feeding back what happened as a result of reporting. Incidents that are minor have increased in numbers
reported, more work is now required to encourage reporting of those that are negligible or no harm.
Areas of Concern
The WHO checklist requires further validation this month, with the resourcing required for Lorenzo the
Directorate have recognised that the normal review to take off cancelled cases was not so robustly managed,
and expect this figure to improve. The breakdown by directorate and by theatre is driving further improvement.
VTE has reached 94.8%, actions implemented last month include additional notes administrators in the
outpatient gates, improving typing turnaround and a decrease in temporary folders.

Safety
XXXX
Summary
Dashboard
XXXXX
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Patient Safety Dashboard

Standard
(target)
Never Event Occurrence by
month (0 target)

Safety Thermometer – overall
compliance (94% internal
target, 92% external target)
Malnutrition Screening (90%)
Hand Hygiene Compliance
(95%)
MRSA (0 per month trajectory)
C-Difficile (<5 per month)
MSSA (<1.5 per month)
Venous Thromboembolism
Screening (95%) one month in
arrears
Dementia (find/assess/refer
CQUIN) (90%) one month in
arrears

August 2015
Performance
against
national
target /
contract

0

93.1%

Against NBT
Trajectory

Trend from
last month

Performance to
be achieved by..
(as per trajectory)

Most recent
quarter’s
performance
(quarter 1 Apr –
June 15 against
national target

Quarterly Trend (Q4 vs Q1)

n/a

Managed via
Quality
Committee

n/a

Achieving

92.6% (in Q4) to 93.8% (in Q1)

June 2015

81.4% in (Q4) to 86.9% (in Q1)

85.6%

1 event (in Q4) to 1 event (in Q1)

n/a

Managed via
Infection
Control

1

n/a

Achieving

4

n/a

Achieving
quarterly

14 cases (in Q4) to 21 cases (in Q1)

0

n/a

Achieving

5 cases (in Q4) to 5 cases (in Q1)

93.5%

n/a

Managed via
Thrombosis
Committee

n/a

Achieving

96.9%

94.7%

96.1% (in Q4) to 95% (in Q1)
0 cases in 2014/15

94.6% (in Q4) to 94.1% (in Q1 to date)

92.6% (in Q4) to 91.8%(in Q1)

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

Safe Staffing
XXXX
XXXXX Workforce Ward Early Warning Trigger Tool (QUESTT)
Nursing
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Commentary
Commentary
QUESTT is RAG rated with wards
XXXX
scoring 12 and above recorded as Red.
XXXXX
4 wards have not completed in August
2015 These areas are being reviewed
XXXX
by the Heads of Nursing and Matrons to
ensure any concerns are reviewed and
monthly submission occurs.
This month no wards flagged over 12,
and the 2 areas which did flag last month
demonstrated an improvement based on
vacancies being filled and an
improvement in the % of unfilled shifts .
The Heads of Nursing are now reviewing
a dashboard which will assist them to
triangulate the quality data , with staffing
and the QUESTT tool .

One ward which has remained in the
amber range for the past 6 months has
been :
Gate 8B ( Renal ) The Head of Nursing
and Matron are working closely with the
ward sister to review and manage the
triggers causing this to ensure that there
is a more rapid improvement and that it
is sustained.
The Ward sister is new in post and
recruitment to the vacancies is well
underway, with start dates in the next 3
months . Sickness is being robustly
managed and learning from RCA’s being
shared with the multi disciplinary teams.

Safe Staffing
XXXX
XXXXX Workforce
Nursing
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Apr 14

May 14

June 14

July 14

Aug-14

Sep-14

Oct-14

Nov-14

Dec-14

Jan-15

Feb-15

Mar -15

Apr-15

May-15

June-15

July-15

Aug-15

Ratio of Registered : Unregistered Ward Nurses (Target 60:40)

57:43

59:41

58:42

57:43

56:44

57:43

58:42

58:42

58:42

58:42

58:42

59:41

57:43

57:43

56:44

55:45

55:45

Commentary
Commentary
XXXX
Nursing spend on the inpatient
XXXXX
wards has decreased very slightly
XXXX
this month but the wte usage
remains in excess of the funded
level by 10%. This is of concern
as all funded establishments have
been reviewed as part of the 15
/16 Budget setting process. The
increase is due to high levels of
absence in month and the
numbers of patients requiring
‘Enhanced care’. This is being
triangulated against the Safe care
(acuity/dependency) electronic
tool which is now being completed
twice daily on all wards.
The ‘Enhanced care’ policy and
implementation plan is being
refreshed following testing in the
Medicine Directorate.
All Directorates have now
produced a temporary staffing
trajectory that was reviewed at the
DPRs with the aim to reduce non
framework agency spend to
maximum of 5% by Q3 / Q4 . In
addition each HoN is attending a
monthly challenge panel with
Deputy Directors of Nursing,
Finance and HR to present their
temporary staffing trajectory and
discuss further actions to reduce
spend.

Safe
XXXXStaffing
Nursing
XXXXX Workforce
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This
month has seen a reduction in
Commentary
overall fill rates which is linked to both
XXXX
the new staffing establishments in place
XXXXX
and the difficulties in obtaining temporary
staff cover for vacancies . This is
XXXX
expected to improve over the next 2
months with the intensive recruitment
which has taken place.
Red flagged areas for August with less
than 80% fill rate are:
Cotswold Ward: There was a reduced
fill rate for Night CA’s with Night RN fill
at 100% . At times particularly at
weekends a lower bed base means that
shortfall can be supported and Delivery
Suite provide support if required .
Mendip Ward- The fill rate at night for
RM was 65% . Birth centre did close on
4 occasions as there was insufficient
staff to maintain safety, Staff were redeployed to delivery suite to provide intra
partum care to all labouring women
when this happened.

August Data
2015

Day shift
RN/Midwife Fill rate %

Cossham
Riverside Unit
Southmead

97.4%
98.6%
92.8%

Night Shift
CA Fill rate %
96.8%
118%
127.2%

RN/Midwife Fill rate
95.0%
106.5%
94.5%

CA Fill rate
100%
156.3%
134.6%

The numbers of hours Registered Nurses (RN) and Care Assistants (CA), planned and actual, on both day
and night shifts are collated manually by each gate/ department every month. This data is uploaded on
UNIFY for NHS Choices and also on our Website showing overall trust position and each individual gate
level. Further commentary for these areas and the breakdown for each of the ward areas are available
now on the external webpage.

NICU- Unit fill rates continue to improve
with recruitment , with only the night CA
shift showing a low fill rate . A daily
SBAR is completed to ensure acuity of
babies did not exceed staffing levels and
additional RN utilised if required.
Percy Phillips- The fill rate for Night
CA is at 69.8%. The staff were utilised
from within the midwifery unit, to ensure
safety, based on a risk assessment of
all the areas by a senior midwife
coordinator.
Recruitment rolling programme
continues nearing full recruitment for
midwife :birth ratio 1:32.

Safe
XXXXStaffing
Acuity
& Dependency
XXXXX
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Required Hours of Care V Actual Nursing
Hours Rostered

Guidance
from NICE and from NHS
Commentary
England
have
clearly stated that safe
XXXX
staffing is not just about numbers it is
XXXXX
also about the acuity and
XXXX
dependency (A&D) of patients..
Since March 2015 all inpatient wards
excluding Midwifery have been
recording patient A&D twice a day
using the SafeCare Module on
Health Roster.
The first graph shows the Directorate
compliance with using the tool. The
second provides the actual hours of
care required based on the Shelford
tool in relation to the planned
rostered hours on the inpatient units.
The pie chart gives the patient A&D
types at a trust wide level.
The data shows that the actual hours
rostered are greater than the
required hours. With the current
vacancies and fill rates this is
unlikely to be the case. This is
evident in all directorates with the
exception of W&C which show that
the required hours of care is greater
than the planned. It is however noted
that this is one of the least compliant
areas for data input. This is being
reviewed with the Heads of Nurses
and at the E rostering Operational
group. It is believed that the
accuracy of this data will continue to
improve as additional staff are
trained to use the SafeCare module.

Safe Staffing
XXXX
XXXXX
Maternity
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DON52
999

Midwife to Birth Ratio
Dec
14

Jan
15

Feb
15

Mar
15

Apr
15

Ma
y
15

Jun
15

Jul15

Aug15

1:39

1:37

1:35

1:35

1:34

1:32

1:32

1:32

1:32

DON51
999

No beds
on wards
13%

DON53
999

Commentary
This report provides information
XXXX
about
midwifery staffing and will
XXXXX
track for the board, the occasions
XXXX

when Delivery Suite is unable to take
new admissions and why.
The Midwife to birth ratio has
remained at 1:32 for the fourth
month.
A rolling programme of recruitment
was introduced in April 2015
Midwifery new starters between 14th
September to 16th November:
6 will be in community
5 will be in Percy Phillips
7 will be in CDS
3 will be in Mendip Birth Centre
1 will be in QAU
3 to be assigned a location
The improved staffing has also
reflected in the number of times the
Delivery Suite has closed. Since Oct
2014 (when 10 WTE midwives were
employed) and June 2015 (when
11wte were added to the
establishment) the trend of closures
has remained persistently low in
comparison to prior to Oct 2014

Acuity and number of midwives
required is monitored for delivery
suite 4 hourly during the 24 hour
period (The Birthrate plus acuity
tool).

Quality & Patient Safety
XXXX
XXXXX
Additional
Safety Measures
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Serious incidents
Four Serious incidents were reported to
STEIS in August 2015:
• 2 x Falls
• 1 x Pressure Ulcers Grade 3
• 1 x Unexpected death
One patient died post fall. The
unexpected death was a patient who fell
at home following dialysis.
The incident is being investigated by the
GP, the transport service and NBT. The
Commissioning Support Unit team is coordinating the investigations.
Serious Incident Rate
The rate of serious incidents per bed
days shows a reduction from 0.28 to
0.14 per 1000 bed days. This Is a
positive demonstration of continued
improved management of serious
incidents.
Incident Reporting
Overall incident reporting continues to
decrease across the Trust. An increase
in reporting is desirable to demonstrate a
pro-active approach to patient safety in
line with comparative Trusts. Actions
aligned to the CQC action plan are in
progress to promote a proactive
approach to reporting. A patient safety
newsletter is now in circulation to provide
another avenue for feedback Trust wide
on developments made as a result of
incident reporting.

Quality & Patient Safety
XXXX
XXXXX
Additional
Safety Measures
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Incident reporting deadlines
One SI investigation has breached the
submission deadline by 16 working days,
this was a communication issue
between clinical directorates. The
Clinical Risk team is working with
directorates to support improvements in
processes.

Top Types of SI’s over 12 months

NBT Actual impact for incidents reported last 6 months

New Alerts
Closed Alerts
Open alerts (within
target date)
Breaches of Alert
target

Patient
Safety

Facilities

Medical
Devices

1
1

0
0

2
2

0

1

1

0

0

0

Falls and Pressure Ulcers remain the
most prevalent Serious incident types
Other SI’s include:
Missed diagnosis
3
Delay treating deteriorating patient 2
Incorrect Test Results
2
Lost to Follow Up
2
Wrong site surgery
2
12 Hour trolley breach
1
Infection Control
1
Retained Foreign Object
1
Surgical complication
1
Unexpected Admission to NICU
1
Unintended Damage to Organ
1

Actual impact

Data Reporting basis
The data is based on the date a serious incident is
reported to STEIS. Serious incidents are open to being
downgraded if the resulting investigation concludes the
incident did not directly harm the patient i.e. Trolley
breaches. This may mean changes are seen when
compared to data contained within prior months’ reports.

Minor incidents reports continue to
increase and rate highest. Negligible
incidents continue to reduce as does
overall incident reporting. The clinical
risk team review all moderate, severe
and catastrophic actual impact incidents
on a daily basis.
The new Patient Safety Newsletter has
been approved for distribution this
month.

CAS Alerts
Alerts are compliant within deadlines.

Safety
XXXX
XXXXX
Harm
Free Care
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XXXX
Harm Free Care
XXXXX
The trusts ‘harm free’ rate in August
XXXX
is 93.2% against the national
average rate of 93.9%.
The highest harm incidence was
Pressure Ulcers with 4.5% which
increased this month and is an ongoing
need for vigilance and early action.

Overall Falls
The Trust-wide falls rate was lower in
August, 5.14 per 1000 bed days
representing 148 falls, compared to a
rate of 6.42 in July. This is the lowest
falls rate since September 2013. It is
important to ensure that all falls incidents
are still being reported robustly.
There have been a further 4 serious
injury falls in August with 3 hip fractures
and one subdural haematoma requiring
surgery.

Three out of the four SIs Falls were in
Medicine. The Trust’s new Falls Nurse
will be focusing on this Directorate to
provide training and support with
delivering the Falls Prevention Bundle
reliably.

Safety
XXXX
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Harm
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Pressure
Ulcers
Commentary

Pressure ulcer incidence for July has
XXXX
increased slightly to a rate of 9.94 per
XXXXX
10,000 bed days. This is due to the
XXXX
increase in reported incidents of hospital
acquired grade 2 pressure ulcers.
The Trust reported no grade 4 pressure
ulcers, sustaining the year to date
internal trajectory of zero cases.
There was one Trust reported grade 3
pressure ulcer within the Medical
Directorate. The patient was admitted
with a grade 2 pressure ulcer to their
heel which deteriorated to a grade 3
preliminary causes are delays in
implementing preventative measures
after identifying patient at high risk of
pressure ulcers.

DON55
999

During August there were 32 Trust
reported grade 2 pressure ulcers
relating to 27 patients. Assessment of
each case has identified that the
pressure ulcers have predominantly
affected heels and elbows. Patient
assessment continues as part of the
ongoing programme of training.

VTE (one month in arrears)
The Trust’s performance has
deteriorated to 93.5% for July,. Since the
month end close it has improved to
94.8%, although still below target.
The delay in notes being received by
coding remains a key factor. There are 3
main actions that will address this as part
of the broader notes management action
plan, which involve additional
administrators at the hospital gates, (now
in place), quicker typing turnaround and
reduction in temporary folders.

Safety
XXXX
XXXXX
Additional
Safety Measures
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Cardiac
Arrest Calls
Commentary

The rolling mean of cardiac arrest calls is
XXXX
0.58 per 1000 discharges (0.43 for
XXXXX
August, (7 confirmed calls), which
XXXX
remains well below the national average
rate of 1.9 per 1000 discharges (which is
recalculated quarterly). There continues
to be a reduction in numbers year on
year.

Dementia
The current figures confirm continuing
compliance with CQUIN requirements,
which reflect the ongoing good quality of
patient review and referral. The dementia
trainer has been instrumental in
maintaining the levels achieved to
support completion of the daily audit.

Catheter Compliance
Catheter care is audited using the
national ‘saving lives’ audit tool, which
measures 10 different components.
August compliance has improved
towards the peak achievement for the
past 12 months.

Deeper analysis of the overall
compliance scores has confirmed that
catheter care delivery shows high levels
of compliance (above 90%) but the
issues pulling down the overall score
relates to the Daily Documentation of the
need for the catheter and recording that
the catheter bag has been correctly
changed.
The Trust is reviewing the calculation
basis to ensure that it in line with
national quality improvement
methodology

Safety
XXXX
XXXXX
Additional
Safety Measures
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WHO Checklist Compliance
(Orange = Stretch Target)

WHO Checklist
Commentary
Reported compliance with checklist in
XXXX
July has fallen to 94.7%, with the rolling
XXXXX
12 month compliance rate at 96.06%.
XXXX
This drop in the previously improving
trend is being looked at through Theatre
Programme Board to test the data and to
ensure that this is rectified for September
and beyond.
The headline figure (blue line) covers 2
out of the 3 checklist questions being
responded to correctly. This usually
indicates (from prior audits) a lack of
evidence, rather than non completion
and is followed up and then corrected if
warranted. The red line tracks all 3
questions being completed. The gap
between the two should close over time
upon follow up of exceptions with clinical
teams.
Main directorate breakdowns are;
• Gynaecology 100%.
• Surgery 97.6%
• Musculo-Skeletal 98.2%,
• Neurosciences 93.8%

Nutrition
Trust wide compliance for July was
85.6% (target 90%), with the rolling year
at 82.2%.
The daily list of patients admitted the
previous day who has not had their
nutrition risk assessment continues to be
reviewed by the ward sisters which then
enables ward nurses to ensure
assessment is achieved within the 48
hours.
.
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Incidents involving high risk drugs

Missed
Doses
Commentary
Missed
XXXX Doses data is available in
arrears. Results for July show further
XXXXX
improvement. The aim is to return to
XXXX
13/14 performance.

Themes
August 14 – July 15

MD14
999

Safety work has been shortlisted for
the Patient Safety Awards (July
2015), the Pharmaceutical Care
AWARDS (June 2015) and the
“I love my Pharmacist” Award
(October 2015) run by the Royal
Pharmaceutical Society.

MD16
999

Incidents
The Medication Safety Officer (MSO)
is Pharmacist Jane Smith. NBT has
a multidisciplinary “Medication Safety
Subgroup” to review all drug related
incidents from eAIMS. There is feed
back to reporters and managers to
improve accuracy of reports. Data is
shared via a dashboard through the
Medicines Governance Group.

Type of Medication Error
August 14 - July 15

Major incidents
No “major” incidents were reported in
July.

Actual Impact
Near Miss/Insignificant
Minor/Moderate
Major/Catastrophic

Total

Aug-14 Sep-14
84
11
1
96

94
7
2
103

Oct-14 Nov-14 Dec-14
68
10
0
78

103
16
0
119

46
29
0
75

Jan-15 Feb-15 Mar-15 Apr-15 May-15 Jun-15
72
31
1
104

72
31
0
103

69
36
0
105

70
43
0
113

82
24
0
106

63
24
0
87

Jul-15
76
39
0
115

Themes/ Types / High risk drugs
The most common causes of
incidents are shown and reflect the
past year.

XXXX
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XXXXX
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XXXX
MRSA
XXXXX
Year to date there have been 2
XXXX
reported cases.
The Trust has requested arbitration
related to one case. The second
occurred within Women's Health and
the investigation Identified a need to
tighten compliance with MRSA
admission screening protocols and
management of peripheral cannulae.
C. Difficile
4 Trust responsible cases for August
which is a reduction from previous
months. Year to date 34 reported
cases which is significantly above
the Trust target. The Trust’s
preliminary review of quarter one
cases (21) has identified 13 lapses in
care. Further review with the
Commissioners will confirm final
numbers. The Trust is being
supported by the TDA infection
control lead in its improvement work.
MSSA
0 Trust responsible cases for
August. Year to date 10 Trust
reported cases against an internally
set target for 2015/16 of 18 cases.

Safety
XXXX
XXXXX Control
Infection
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Pseudomonas
Commentary
The
Trust has previously reported a
XXXX
higher than usual incidence of
XXXXX
Pseudomonas aeruginosa in the
XXXX
Intensive Care Unit. This has now
resolved with a sustained reduction
in reports within the ICU. The
incident group continues to progress
relevant actions.
Water testing in other augmented
care settings has taken place as
stated in national guidance. No areas
outside ICU have reported an
increased incidence of infection but
work has been undertaken in the
other augmented care areas to
remove pseudomonas colonisation
from water supplies. There is
continued surveillance of infection
rates and consideration of additional
actions through the incident group.
National and Regional
benchmarks
Rates of C.difficile are below the
national benchmark in latest
available data but that does not
include the more recent increased
rates reported above.
Hand Hygiene
The Trust Hand Hygiene compliance
is within the Trust standard. Control
of Infection Committee continues to
focus on ensuring sustainable
performance.

Safety - Sterile Services Department – Theatre Tray Set Production activity
XXXX
and
Non-Conformance Rates
XXXXX
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SSD Non-Conformance

Commentary

Commentary
XXXX

XXXXX

The monitoring of sterile services is
XXXX
regulated via our Notified Body
(British Standards Institute).
The latest BSI revalidation was
undertaken in August.
The
department passed this audit with no
issues identified.
Production – Tray set production for
August dropped by just over 500
compared to the previous month .
(July – 12784) (August – 12279) This
is a normal trend for the time of year.

Reasons for NonConformance
Other i.e. locked set
Missing item
Torn wrap
Contaminated
Missing tape
Wrong item
Checklist issues
Extra
Wet
Damaged
Assembly
Tracking issue
Labels
Sterility
Turn round

August 2015
%

Kit Numbers

99.92%
99.67%
99.56%
99.77%
99.88%
99.92%
100.00%
99.94%
99.95%
99.97%
99.99%
99.91%
100.00%
99.98%
100.00%

6
34
69
16
18
13
0
6
2
7
0
6
0
1
0

DOFA 5
999

Non-conformances – The total
figure for the month of August
dropped when compared to the
previous month. (July – 212) (August
–
178).
The
average
nonconformance total per month since
the beginning of the year is 186 –
missing instruments and torn wrap
account for approximately 50% of all
theatre non-conformances reported.
.
.

Facilities Management
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Cleaning performance against the 49 Elements of The National Specifications for Cleanliness in the NHS
XXXXX
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Very High Risk Areas

Includes: Wards, ICU, Theatres, NICU, AAU, ED,
RDU etc.

High Risk Areas

Includes: Wards, Inpatient & Outpatient
Therapies, Neuro OPD, Cardiac/respiratory OPD,
Imaging Services etc.

Significant Areas

Includes: Audiology, Plaster rooms, Cotswold
OPD, Sherston OPD etc.

Low Risk Areas

Includes: Brecon unit, Christopher Hancock, Data
Centre, Seminar Rooms, Office Areas, L&R (nonlab areas) etc.

•
•
•

North Bristol Trust have increased the NHS 49 elements to 52
36 of these elements are managed by Soft FM i.e. Domestics Services and Estates
13 of the elements are managed by Nursing only and 3 are jointly managed by Nursing & Domestic Services

There have been a number of
challenges to the original FM
operational plan since moving in to
the Brunel building, impacting on
cleaning effectiveness in some
areas.
After review and some restructuring
a new plan is in place for service
improvement. The plan focuses on
three areas; Recruitment, Training
and Leadership. Auditing of cleaning
performance has been separated
from the operational cleaning team to
ensure the greatest level of scrutiny.
This was forecast to have an effect
on cleaning scores as greater
scrutiny was applied which can be
seen in the current performance
scores. A significant recruitment
campaign is halfway through using
values based criteria setting higher
standards. The FM training function
has been overhauled, a new
manager appointed and new training
programme in place. There is
increased induction and mentoring of
new starters. An OD programme for
team leaders and other middle
managers is in place. There has
been increased engagement and
meetings with staff. All these
changes are starting to take effect
and early improvements are being
seen in critical areas.

Effectiveness
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XXXX
Standardised mortality remains low
XXXXX
at NBT as shown by measures of
XXXX
HSMR and SHMI. We continue to
track raw mortality as an early
marker of progress.
The Dr Foster analysis of HSMR by
day of admission does not show
excess mortality in NBT at
weekends.

XXXX
QUALITY
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Section Summary
Improvements & Actions
The improvement in complaints management continues with 8 cases overdue at the end of
August, the lowest in 4 years. The quality of complaint investigation and management is
improving.
Trends
FFT top ward performer was 6B in Neurosciences continuing their excellent results and approach
that seeks and uses patent feedback very proactively. This month they achieved 100% would
recommend, a response rate of 37%, and a net promoter score of 84.
Areas of Concern
Response rates for inpatients have dropped in month to 15%, following a coding error for
daycases. This has resulted in work with the quality observatory to move some outpatient results
to inpatient, and work to ensure high volume daycases are contributing to FFT.

Caring
XXXX
XXXXX & Family Test Trustwide Position
Friends

42

Board Sponsor
Board
SponsorXXXX
Director of Nursing
NBT % Patients would recommend
National % Patients would recommend
NBT % patients would not rec
……… National Response Rate
NBT Response Rate
National % Patients would not recommend
Response Rate Target

The Net Promoter Score (NPS) whilst no longer a
Commentary
national
requirement is still measured to provide
greater
XXXXgranularity of patient experience.
Inpatients
XXXXX
• 96% would recommend
•XXXX
1% would not recommend
• The Net Promoter Score is 76
• Response rate has fallen to 15%.
The response rate has fallen dramatically due to a
coding error identified by the Quality Observatory
during early August. Work has been undertaken
to resolve the discrepancy Admitted day case
activity has been moved into the Inpatient FFT
from the Outpatient FFT . Resulting in a decrease
in response rate for Inpatients and an increase in
response rate for Outpatients. In addition some
high volume day case areas were identified as not
participating in FFT, this has been addressed
which will lead to an increase in response rates
going forward.
• The Trust is ranked 131/170 nationally for %
recommend and 103/170 for response rate
(July 2015).
Emergency Department
• 94% of patients would recommend NBT.
• 5% would not recommend, a sharp increase
from last month (2%).
• The Net Promoter Score is 77.
• Response rate has fallen to 4% and needs to
be addressed within the directorate.
• The Trust is ranked 19/141 trusts for %
recommend and 18/141 (best) for would
not recommend (July 2015), however
response rate is 121/141
Maternity – Overall
• 95% of patients would recommend.
• 2% would not recommend.
• The Net Promoter Score is 68
• The response rate has fallen to 9% again.
Out Patient & Day Case
• 92% of patients would recommend
• 2% would not recommend
• The Net Promoter Score is 63
• 100% would recommend at Cossham OPD and
imaging, Gate 5 MDC, Gynae, and the Pain
Clinic.
• Gate 24 – improved their would not
recommend down to 5% from 16% last
month.

XXXX
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NBT % Patients would recommend

NBT % patients would not recommend

Response Rate Target

NBT Response Rate

Medicine
Commentary
• 94% would recommend, 1% would not.
XXXX
• Net promoter score = 68
• Response rate 22%
XXXXX
• High performer in Medicine is 28b with
XXXX
100% recommend, NPS 81.0, RR 48.8%,
closely followed by 32B
MSK
• 93% would recommend, 2% would not.
• Net promoter score = 67
• Response rate 30%
• High performer in MSK is 26A with 95%
recommend, NPS 80.0 and response rate
of 34%.
Neurosciences
• 97% would recommend, 3% would not.
• Net promoter score = 82
• Response rate 30%
• NBT FFT Ward Top Performer is 6B
with 100% would recommend, NPS 84
and response rate of 37%.
Surgery
• 98% would recommend, 1% would not.
• Net promoter score 84
• Response rate 15%
• High performer in Surgery is 33b with
98% would recommend, NPS 83 and
response rate of 44%
Directorates have been provided with their
FFT comments analysis (the last six
quarters) in addition to General Medicine,
General Surgery and MSK being given
individual Directorate reports for the National
Inpatient Survey 2014 to determine their
patient experience action plans.
.
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NBT % Patients would recommend

NBT % patients would not recommend

Response Rate Target

NBT Response

Rate

Renal
Commentary
• 100% of patients would recommend.
XXXX
• Net promoter score = 75
• Response rate = 9%
XXXXX
The response rate has improved but needs to
XXXX
continue to 30%+.
Women & Children’s
Previously there were no responses from
Cotswold Ward where survey cards were
posted but not received. Further
investigation to be carried out. Low
responses rate for maternity was addressed
last month but has fallen again this month
and needs action.

Response Rate Delivery/Post Community
Response Rate Post Inpatient/Antenatal _ _ _ _ Response Rate Target
% Patients would recommend Post Inpatient/ Antenatal
% Patients would recommend Delivery/ Post Community

% Not recommend Post Inpatient/Antenatal
% Not recommend Delivery/Post Community

Maternity – Ante Natal
• 98% of patients would recommend, 0%
would not.
• Net promoter score = 76
• Response rate 8%.
• Nationally % would recommend - NBT is
ranked 58/136 trusts (July 2015)

Maternity – Delivery
• 95% of patients would recommend, 2%
would not.
• Net promoter score = 65
• Response rate 1%
• Nationally % would recommend - NBT is
ranked 52/136 trusts (July 2015).
Maternity – Post Natal – Inpatient
• 94% of patients would recommend, 6%
would not
• Net promoter score = 46
• Response rate 8%
• Nationally % would recommend – NBT is
ranked 46/136 (July 2015)
Maternity – Post Natal – Community
• 93% of patients would recommend, 2%
would not
• Net promoter score = 76
• Response rate 12%
• Nationally % would recommend - NBT is
ranked 71/136 (July 2015)
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XXXX

The number of complaints and concerns
XXXXXfor August were 58 and 93
received
XXXX
respectively.
These figures broadly
reflect prior years’ seasonal trends but
also continue to show a swing from the
more serious formal complaints to issues
that can be progressed under the
concerns route.
The total number of overdue complaints
at the end of August reduced to 8 cases,
a further improvement from July and the
lowest month end level for over 4 years.
Of these all cases from the previous
quarter were cleared and just one case
related to the previous month.
There continues to be a concerted push
to achieve zero overdue complaints at
each month end and ongoing work to
support directorates in achieving good
quality and timely complaint
investigations and responses continues.
Enquiry numbers (686) saw an decrease
in August reflecting the summer holiday
period. Activity remains well below the
peak of last year post the Brunel move,
and numbers are closer to the levels
seen after the problems with the
introduction of Cerner and before the
move to the Brunel Building last year.
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XXXX

The top 3 categories of complaint for
XXXXX
August, continue to reflect the ongoing
XXXXCommunication, Clinical care and
trend;
Delays and Cancellations. In particular
communication concerns saw a further
increase reflecting the reporting of lower
level issues. Many of these have arisen
from the need to reallocate or delay
booking clinic appointments in
preparation for the introduction of
Lorenzo.
ACT has visited more directorates to
provide support and identify and share
good practice. These visits are also
providing useful information in respect of
the ongoing complaints “Toolkit”
development.

Parliamentary Health Service Ombudsman (PHSO) Cases
Q3 14/15 Q4 14/15 Q1 15/16

Jul-15

Aug-15

New Cases referred to PHSO

2

4

1

1

1

No. of cases fully upheld

0

0

0

0

0

No. of cases patially upheld

0

1

0

0

0

No. of cases not upheld

0

0

0

0

1

£500

£250

Nil

Nil

Nil

Corrective Actions
Compliant within timescales

N/A

N/A

N/A

1

1

Non- complient

N/A

N/A

N/A

N/A

N/A

Fines levied

Sep-15

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

All written responses continue to be fed
back to the directorates to inform style
and good practice in responding to
complainants.
The Patient Experience feedback forms
available in the Brunel Atrium continue to
provide useful additional feedback and
account for some of the increase seen in
the concerns recorded for August,
particularly in respect of clinic
appointment delays.
1 new case was reported for
investigation by the PHSO in August.
1 investigation was concluded by the
PHSO last month and was not upheld –
8 cases remain under consideration by
the Ombudsman.

XXXX
Well
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Section Summary
Improvements & Actions
 The number of live trust vacancies dropped from 546.26 wte (end of July) to 457.07 wte (end of August). There were 322 wte starters in August.
 Preparations have been made for the National Staff Attitude Survey in Q3, which is due to go live end of September and will close in early December. All
eligible staff will be surveyed.
 Compliance in Fire training has been sustained and there is overall compliance with statutory and mandatory training, despite the concern regarding the
impact of the additional requirement to undertake Lorenzo training.
 As part of the Directorate 2016/17 Business Planning Process which starts in September, Workforce Planning ‘how to/user guides’ and templates along
with further training events have been prepared and made available to Directorate Managers.
 The North Bristol National Skills Academy Excellence Centre now has 30 employer partners working together to promote entry into NHS careers and
support apprenticeships, work based learning and role development.
• HEE audit of Talent for Care the national Bands 1-4 strategy – NBT scored Gold for the quality of the work programme.
• The learning & development Agreement education contract monitoring process has started with assessment and inspections over the next quarter
• Non-medical education placement evaluations are scoring high for NBT at 88% satisfaction average score from our Students.
• Launch of new personalised MLE training passports anticipated in November 2015 with a communications campaign gearing up next month.
• The proposal for joint working with NBT and University Hospitals Bristol for Health Care Science Apprenticeship arrangements was approved by joint
Executive Directors last month and is now supported by HESW and the NBT Excellence Centre.
Trends
 There is an improving position in statutory and mandatory training, including the additional 3 topics added earlier this year.
 Sickness absence remains above Trust target, although overall since, January there has been a slight downward trend.
 Appraisal rates for August showed an improvement in the number completed (70%) compared to just over 55% the previous month.
Areas of Concern
 Sickness absence rates slowly improve but not at the pace anticipated. Directorate management teams are reinforcing the message to managers that
application of the sickness absence policy is a key driver to reducing absence levels. Training and toolkits continue to be made available.
 Regular sampling by HR across clinical directorates of each step and stage of the sickness absence process is to be introduced from September with the
results feedback to directorates aimed at delivering improvements.
 The cost of Agency spend increased during August. The Trust Development Authority (TDA) and Monitor recently wrote to NHS trusts giving clear
guidelines on the use of agency nursing staff to help reduce agency spend. The new rules set out by Monitor and the TDA apply to all NHS trusts and
come into effect from 19th October. In line with these changes the Trust, together with local NHS partners, will no longer use agencies that are not part of
the approved framework of suppliers for this region. A letter will be sent to all nursing staff, including agency staff outlining the details by the end of
September.
 The Nursing agency rules have set a ceiling for Trust expenditure on agency nursing based on the 2014/15 spend. The ceiling for NBT is set for Q3 and
Q4 2015/16 at 5% of the total nursing staff spend. With further planned reduction to 4% in 2016/17 and 3% from 2017/18. From 19th October reporting of
breaches of the use of non-framework agency will be in place with monthly reporting to the Trust Board via the integrated performance report (IPR).

XXXX
Well Led
XXXXX
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Standard
(target)
Turnover
(voluntary/perm staff)
Trustwide Sickness
Absence (target 3.8% in month July 15 figure
shown)

August 2015
Performance
against national
target / contract

Trend from last
month

Most recent
quarter’s average
performance
(Q1 Apr – Jun 15)

Quarterly Trend (Q4 vs Q1)

10.2%

9.68%

10.4% (in Q4) to 9.68%(in Q1)

4.2%

4.3%

5.1% (in Q4) to 4.3% (in Q1)

3.0% (in Q4) to 2.76% (in Q1)

Long Term Sickness
Absence % pro rata
(One month in arrears)

2.8%

3.0%

Short Term Sickness
Absence % pro rata
(One month in arrears)

1.5%

1.6%

474.4

469.0

502.1 (in Q4) to 469.0 (in Q1)

225.3

213.0

236.7 (in Q4) to 213.0(in Q1)

89.5%

87.5%

2.2% (in Q4) to 1.6% (in Q1)

WTE Bank (usage)

WTE Agency (usage)

Mandatory Training
Compliance (Target
85%) (one month in
arrears)

86.3% (in Q4) to 87.5% (in Q1)

Well
XXXXLed
Key
Workforce Indicators
XXXXX
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Turnover
Commentary

DOHR01
999

XXXX

Included: permanent staff who have
XXXXX
resigned voluntarily & fixed term staff
XXXX
who
left before the end of their contract.
Excluded: bank workers, locums, junior
doctors, service transfers, expected end
of fixed term contracts, retirements,
dismissals, redundancies, and internal
movements/transfers.
Following a reduction in early summer,
Trust turnover levels have stabilised at
10.2%.
Reasons for leaving will continue to be
analysed at both Trust and Directorate
level.

Turnover from Voluntary Resignations
Period

% Turnover

Sept 14 – Aug -15

10.2%

Aug 14 – July 15

10.2%

July 14 – June 15

8.75%

June 14 – May 15

9.90%

May 14 – Apr 15

10.4%

Apr 14 – Mar 15

10.5%

Mar 14 – Feb 15

10.4%

Feb 14 – Jan 15

10.5%

Jan 14 – Dec 14

10.3%

Dec 13 – Nov 14

10.1%

Nov 13- Oct 14

10.1%

Oct 13- Sept 14

9.8%

The 4 main reasons for staff voluntary
leaving the Trust include :
•
•
•
•

Work-life balance (19.35 wte)
Relocation (12.65 wte)
Retirement (11.59 wte)
To undertake further education
(9.68 wte)

Work is underway to improve and raise
awareness the Trust’s attraction and
retention material for perm/ftc staff and
bank workers. This includes reviewing,
updating and raising the profile of the
‘mytrust’ benefits scheme, long service
awards, flexible retirement options and
promoting and improving access to
‘Zest4Life’.

Well
XXXXLed
Recruitment
XXXXX
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Board
Director of People & Organisation Health
Board Sponsor
Sponsor XXXX
Reported
Vacancies
(wte)

Planned New
Entrants with start
dates (wte)

TOTAL
PIPELINE
(wte)

Registered Nurses

146.88

121.35

171.59

Non-Reg Nurses

127.53

63.45

93.04

Medical & Dental

27.00

12.00

12.00

AHP

14.84

18.69

31.07

Admin & Clerical

38.61

32.81

47.21

Healthcare Scientists

6.00

15.00

18.50

Add. Clinical Services

5.80

9.00

15.04

Add. Professional &
Scientific

4.60

1.35

1.35

Estates & Ancillary

85.83

7.29

13.29

TOTAL

457.09

280.94

403.09

As at 1st September
2015 Vacancy
Table

Trust wide Vacancy Rate (Orange = Trajectory)

Recruitment
Commentary
• 457.09 wte vacancies were reported on
XXXX
the 1st of September. A drop 89.31wte
XXXXX
since the previous month.
•XXXX
2 Corporate Induction events took place

in August with a further 2 in September
and October scheduled which will enable
an improvement in the number of new
entrants joining the Trust.

Overall
• 322 wte starters were recorded during the
month of August.
• The Trust vacancy position now stands at
5.9% (of the 7,601 wte staff in post).
• The vacancy trajectory target for the
financial year end has been adjusted to
2.36%. This is a more realistic position by
the end of March 2016. The Workforce
Committee in October & November will
review and comment on performance,
trajectory and the target.

Vacancy Table
• The TOTAL PIPELINE column reflects all
new starters even if a start date hasn’t yet
been agreed.
DOHR 12
999

Registered Nurses
• 39.81 wte new registered nurses started
during August reducing the vacancy
position for the fourth month in a row.
• The next nursing open day is planned for
October.
• Early planning taking place for a third
cohort of Spanish nurses in late
2015/early 2016.
Non-Registered Nursing
• Vacancy positon increased for the second
month in row now standing at 127.53 wte.
• HCA Open Day taking place on 23rd
September – widely advertised across the
city and targeting experienced health care
workers to give an injection into the
organisation in readiness for the winter.

Well
XXXXLed
Sickness
XXXXX Absence
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Board Sponsor XXXX
Director of People & Organisation Health
DOHR09
056

Sickness
Absence
Commentary

Sickness absence levels remain above
XXXX
3.8% and the in month target for July
XXXXXthere is an overall downward
although
XXXX
trend
(which is usually the case over the
summer months).
September’s Workforce Committee
supported the further development of two
proposals put forward to invest in
additional Physiotherapist capacity to
provide treatment to NBT staff and an
Employee Assistance Programme (EAP)
which provides a 24/7 access to
telephone and online counselling, advice
and information services, online
resources and some face to face
counselling running along side an face to
face counselling service (which currently
OH provide).
Directorate management teams are
reinforcing the message to managers
that application of the existing sickness
absence policy is a key driver to manage
and reduce absence levels. Training and
toolkits continue to be made available.

Reasons for absence
85% of sickness cases logged with Ask
HR are long term cases. The majority of
these cases continue to be attributed to
stress and anxiety, followed by musculo
skeletal conditions. 17 cases are being
managed under stages 2 & 3 of the short
term sickness absence procedure.

Note : sickness absence trajectory has
been calculated using seasonal adjusted
averages over the last 3 years aiming for
target of 3.8% by March 16.

Well
XXXXLed
Pay
XXXXX
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Board Sponsor XXXX
Director of People & Organisation Health
Bank
and Agency
Commentary

August saw a slight decrease in Bank
XXXX
and Agency usage compared to July.
XXXXX
Tighter
agency authorisation rules have
XXXX
been
reinforced along with closer
working with Heads of Nursing and Ward
staff aimed at reducing agency
expenditure (particularly non-Framework
agencies).
It is anticipated that demands will also
decrease due to improvements in
staffing levels on the wards as a result of
the ongoing intensive recruitment
activity.
Agency use of healthcare support staff
and Facilities staff has reduced but there
has been a slight increase in agency
usage for admin & clerical staff (mainly
Medical Secretaries).
Recruitment activities are starting to
show an increase in the number of
workers recruited to the Trust’s Bank.

Pay Expenditure
The graph illustrates ‘bank’ pay has
decreased whilst agency pay has
increased.
There has been little change to
substantive pay. Leavers on higher pay
points are being replaced by starters on
lower points reflecting agenda for
change expectations. The high number
of August new entrants will be reflected
in September pay.
Agency expenditure forward forecast is
as detailed within the nursing agency
paper.

Well
XXXXLed
Mandatory
XXXXX
Training
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Board Sponsor XXXX
Director of People & Organisation Health

Mandatory
CommentaryTraining
Mandatory
XXXX training compliance is
continuing to make good progress in all
XXXXX
areas with an increase of compliance for
XXXX
all
top tier subjects.
Only Information Governance and
Equality & Diversity remain under the
target but month on month compliance is
increasing and if these continue along
this trajectory it is anticipated they should
reach the targets by the New Year.
Directorates have been asked to ensure
compliance rates are maintained. This
will be managed through Directorate
Performance Review (DPR) meetings.

Mandatory Training

Compliance
July 2015

Child Protection

93.3%

Infection Control

89.4%

Fire

87.1%

Waste Management

88.9%

Information
Governance

72.6%

Equality & Diversity

65.8%

Manual Handling

86.5%

Health & Safety

91.2%

Non medical Appraisal Compliance
August 2015

All staff groups receive automated
reminders of when a mandatory topic is
about to expire. This should increase
awareness amongst some groups who
were previously difficult to reach.
Updates can be completed either at
face-to-face sessions or via e-learning.
Many of the e-learning modules have
been updated recently to ensure they are
current and more user friendly.
Appraisal Completion – non medical
staff
Directorates have been working to
improve completion rates to over 90%.
As a result completion rates for August
have increased to over 70% compared to
just over 55% the previous month.
Clinical directorates have shown
improvement with both Neuro & Surgery
reporting over 90% completion rate for
the month.
.

Well Led
XXXX
XXXXX Workforce
Medical
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Board Sponsor XXXX
Medical Director
Commentary
Commentary
XXXX
The medical appraisal chart shows
XXXXX
the compliance with the
XXXX
requirement for all doctors to have
not exceeded 15 months since
their last appraisal.
The small number of individuals
missing this deadline are targeted
by directorate appraisal leads as
necessary.
Clinical Fellows on short term fixed
contracts may have difficulty
keeping up to date with appraisal
dates. This group are being
targeted for additional support by
the revalidation support manager
and appraisal lead.

XXXX
Well Led
XXXXX
Care Quality Commission Action Plan Delivery Progress
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Board Sponsor XXXX
Director of Nursing
Commentary
Commentary

Must Do (n,34)
100%

% Actions

80%

XXXX

4
10

5
5

4
4

10

60%
40%

18

Overdue
Potential Delay

17

On track

16
18

20%
0%

4
2

4

6

May

June

Completed

9
July

August

Should Do (n,41)
100%

% Actions

80%
60%

2
6

3
5

2
4
15

23

6
1
10

Overdue

21

Potential Delay

40%

On track
20

20%
10

12

May

June

24

Completed

August

Total NBT actions required to deliver CQC Actions specified above
Actions
Total actions completed
‘Green’ Actions (on track)
Potential Delay/ Insufficient evidence
Overdue

TOTAL
132
35
2
23

Compliance Action (CA) Progress
Priority focus is to ensure delivery of
the CAs and Enforcement Action.
‘Must do’ exceptions (red) are listed
on the following page.

0%
July

•XXXXX
There were 75 actions set by
CQC, of which 34 were ‘must do’
XXXX
and 41 designated as ‘Should
Do’.
• Progress month by month since
submission of the Action Plan is
shown for each category in the
tables opposite.
• NBT’s Action Plan set out 192
total actions to deliver the above,
summarised within the 2nd table.
69% have been completed, a
further 18% are ‘on track.’
• Evidence is being validated for all
actions falling due by each of the
bi-monthly CQC Operational
Delivery Group meetings.
• The TDA undertook a desktop
review of assurance evidence at
the Trust on 15th September and
will provide feedback shortly.

%
69
18
1
12

XXXX
Well Led
XXXXX
Care Quality Commission Action Plan Delivery Exceptions
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Board Sponsor XXXX
Director of Nursing
Ref

1C

3.1

Action

Ensuring that the
discharges of medical
and surgical patients
are always planned
effectively to avoid
delaying discharge
when medically fit to
leave.

Mental Health Liaison
in ED

Lead(s)

Head of
Transformation
– Patient Flow
& Discharge

CD/ED
Consultant

Action
Date
31/07/15

30/04/15

5.1/2

Care for patients in
AEC & future use

CD/ED
Consultant

31/05/15

19.1

Ensure that all
medicines are stored
safely and
appropriately and
records relating to
administration are
accurate.

Deputy
DoN/Medicines
Management
Lead

01/07/15

Issues / Revised Action

Significant work undertaken in line with Urgent
Care programme. Critical components are;
1. Discharge Lounge utilisation - w.e.f. 17/8/15
all patient transport is mandated via the DL,
which will improve its use by wards/specialties.
2. Discharge documentation in Lorenzo action date 31/10/2015
3. Discharge to Assess pathways rollout 31/10/2015
4. Integrated Discharge Service Go Live 31/10/2015.
Impact & achievement of the compliance
action set for 31/10/2015.
Plan agreed, delays with AWP post now
resolved and interview date set for
22/10/2015. In meantime arrangements to
ensure patients receive safe care whilst
awaiting mental health assessments are in
place, which includes locum consultant cover
for the leadership post. Further details in the
separate CQC paper appearing on the
September Board agenda.
Nursing Assessments and documentation fully
in place and audits underway to confirm,
outcomes included in ED Quality Dashboard.
Task and finish group has clarified preferred
option for AEC, which will be considered as
part of review with Medicine senior team at
September Board.
The Medicines Governance Group has
overseen and agreed the storage approach in
Brunel - ensuring that sufficient temperature
controls, physical storage and operational
practicalities are in place. An order has been
placed for additional metal cabinets and
arrangements being negotiated with Carillion
for installation but delayed beyond original
planned date.

Revised
Date
31/10/15

Commentary
Commentary

XXXX

The
four overdue ‘Must Do’ actions
XXXXX
are reported in the table opposite.

XXXX

Revised action dates are proposed
and for the two relating to ED these
will be further reviewed at the Board
with the Senior Management Team
for Medicine in September 2015.
There remain 2 ‘Must Do’ actions
that are deemed to be at risk
(potential delay),
•
24/09/15

•

30/09/15
(review &
close
when
AEC use
finalised)
31/10/15

24. Ensure that all patients’ medical
records are available when the
patient is being seen and reliance on
temporary records is reduced to a
minimum.
66. Enable and facilitate emergency
department staff to undertake
mandatory and essential clinical
training and professional training and
development.

ED Warning Notice – Actions
• Quality Dashboard – updated and
data quality checks included as
part of standard reporting
• Nursing Documentation audits
undertaken within ED & AEC and
reported via online tool with real
time feedback.
• Weekly review of Quality
Dashboard including time-based
metrics at Acute Flow Group.
• Meeting with CQC scheduled for
25 September 2015.
• Next Risk Summit date set by
NHS England for 9 October 2015.

XXXX
FINANCE
XXXXX
SRO
Catherine Phillips Director of Finance
Board Sponsor XXXX
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Summary
For the year to date the Trust is £6.5m adverse to plan
• The primary drivers for the adverse to plan were lower than planned elective income of £2.9m and together
with pay overspends of £3.1m coupled with a small non-pay underspend of £0.5m. Underlying non-pay is
£0.6m over spent, the difference has arisen due to the level of reserve support provided YTD.
• The cash balance is £8.4m, which includes £29.3m of the revolving working capital facility drawn down from
the Department of Health.
• Capital expenditure totals £9.0m which is £6.3m below the plan for the year to date.
• The Trust is rated red by the Trust Development Authority (TDA) as a result of the planned and forecast
deficit.
• The Trust has resubmitted its financial plan for the year, improving the deficit to £24.5m

Areas of concern
•

•
•

Elective inpatient performance continues to be lower than plan. It is essential that activity levels continue to
increase to planned levels as soon as possible to meet plan as well as a mitigation plan to recover
underperformance
Pay expenditure was £3.1m overspent for the year, primarily reflecting a combination of above plan use of
agency and bank coupled with overspends resulting from additional agency costs.
Non Pay expenditure was £0.2m underspent for the Year. This reflects overspends on Drugs, M&S and
implants offset by underspends on planned private sector activity.

Actions
•
•

Continue the improvement in elective activity to planned levels and develop recovery plan.
Enhanced management of agency expenditure linked to recruitment to of vacancies within establishment
and a reduction in agency expenditure .

Finance
XXXX
Statement
XXXXX
of Comprehensive Income
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Board Sponsor XXXX
Director of Finance
Commentary
Commentary
XXXX
Assurances
XXXXX
The
XXXXfinancial position for June
YTD shows a deficit of £20.8m
compared with a planned budget
deficit of £14.3m. This represents
an adverse position to plan of
£6.5m for the year to date.
Key Issues
Contract income is £3.6m
adverse to plan. This was driven
by lower than planned elective
activity, primarily within Trauma
and Orthopaedics and Spinal
Surgery offset to some extent by
favourable activity levels in
Neurosurgery.
Pay was £3.1m adverse to plan,
driven by high agency usage for
the year.
Actions Planned
Improvement
in
theatre
throughput
and
productivity
through recruitment to vacant
posts and improvement in
session utilisation.
Closer management of rostered
nurse establishment to ensure
that rosters are managed to
agreed levels and focus on
reducing agency spend.

Finance
XXXX
Statement
XXXXX
of Financial Position
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Board Sponsor XXXX
Director of Finance
Commentary
XXXX
Assurances
XXXXX
XXXX
The £29.3m interim revolving
working capital support facility
has now been fully drawn down
as per plan, and the available
limit has been increased to
£44m.
Concerns & Gaps
Better Payment Practice Code
(BPPC) is below the required
95% with 81% of payments made
within 30 days.
Actions Planned
Effective daily cash monitoring to
ensure the Trust is able to stay
within the cash limits set under
the revolving working capital
facility.

Finance
XXXX
Financial
XXXXX Risk Ratings
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Board Sponsor XXXX
Director of Finance
Commentary
XXXX
Assurances
XXXXX
The
Trust has secured assurance
XXXX
from the TDA that it will make
sufficient cash available to meet
its obligations, subject to the
implementation of the Financial
Sustainability Plan.
Concerns & Gaps
The Trust has a red rating on the
TDA risk assessment criteria as a
result of the actual deficit for
2014/15. This will continue into
2015/16.
The risk rating against Monitor’s
Continuity of Service rating is the
lowest score of 1.

Finance
XXXX
Rolling
XXXXXCash Flow Forecast, In Year Surplus, & Capital Programme Expenditure
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Board
Director of Finance
Board Sponsor
Sponsor XXXX
Commentary
Commentary
XXXX
The
Trust has resubmitted its
XXXXX
financial
XXXX plan for the year which
has improved the planned deficit
by £1.5m, to £24.5m. This follows
a requirement by the TDA for all
NHS trusts to improve their
financial position for the current
year.
Assurances
The Trust’s cash balance is
presently £8.4m. The £29.3m
interim revolving working capital
support facility has now been
fully drawn down as per plan, and
the available limit has been
increased to £44m.
Planned capital expenditure for
the year is £30.5m. £9.0m spend
year to date is £6.3m below plan.

Actions Planned
Application to the Independent
Trust Financing Facility (ITFF)
has been submitted to the Trust
Development Authority for
consideration in October 2015.

Finance
XXXX
Savings
XXXXX
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Board Sponsor XXXX
Director of Finance
Commentary
XXXX
Assurances
XXXXX
XXXX
Savings review meetings are in
place
to
ensure
in
year
implementation and development
of future years plans.
Concerns & Gaps
The first graph shows the in-year
delivery of the savings schemes
prior to any pipeline schemes
being implemented.
There remains a level of
unidentified
recurrent
savings
which needs to be identified. There
is a recurrent shortfall of £2.0m
compared to the recurrent target of
£41.2m, with a further £3.5m
shortfall brought forward from
14/15. Overall recurring shortfall is
£5.5m.
Actions Planned
Focus on savings programme
delivery coupled with identifying
additional schemes.

REGULATORY VIEW
XXXX
XXXXX Commentary
Overall
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Board Sponsor XXXX
Chief Executive Officer

Summary
The Governance Risk Rating (GRR) for ED 4 hour performance continues to be a challenge through 2015/16, Actions to improve and sustain this standard are set out earlier
in this report. A recovery plan is in place for RTT (please see Key Operational Standards section for commentary). Cancer figures are undergoing final validation therefore,
whilst indicative, the figures presented are not necessarily reflective of the Trust’s finalised position. However, the indicative position shows that we passed 5 of 8 of the
Cancer targets. Any subsequent updates will be flagged next month.

We are 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 2015-16 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.

CQC reports history (all sites)
Regulatory Area

Jan
15

Feb
15
Red

Mar
15

Finance Risk Rating
(FRR)

Red

Red

Board non-compliance
statements

1

1

1

Prov. Licence noncompliance statements

0

0

CQC Inspections

RI

RI

Apr
15
Red

May
15

Jun
15

Jul
15

Location

Standards
Met

Report
date

Overall

Requires
Improvement

Feb-15

Child and adolescent
mental
health wards (Riverside)

Good

Feb-15

Specialist community
mental
health services for children
and young people

Requires
Improvement

Feb-15

Community health services
for children, young people
and families

Outstanding

Feb-15

Southmead Hospital

Requires
Improvement

Feb-15

Cossham Hospital

Good

Feb-15

Frenchay Hospital

Requires
Improvement

Feb-15

Aug
15

Red

Red

Red

1

1

1

1

1

0

0

0

0

0

0

RI

RI

RI

RI

RI

RI

Regulatory View
XXXX
XXXXX Provider Licence Compliance Statements at August 2015
Monitor
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Board Sponsor XXXX
Chief Executive Officer

Self-assessed, for submission to NTDA

Ref
Ref

Criteria
Criteria

Comp
Comp
(Y/N)
(Y/N)

Comments where non compliant or at risk of non-compliance
Comments where non compliant or at risk of non-compliance

Yes
Yes

Existing processes sufficient. All Executive and Non-Executive Directors have completed a self assessment
Existing
processes
sufficient.
New requirements
have been
discussed
and
processes
are being
put in place
and no
issues have
been identified.
A Fit and Proper
Person
Policy is
being
developed
for approval
in
to ensure compliance
with
the
new
regulations.
September 2015.

G5
G7

Fit and proper persons as
Fit and proper persons as
Governors and Directors (also
Governors and Directors (also
applicable to those performing
applicable to those performing
equivalent or similar functions)
equivalent or similar functions)
Having
regard
to monitor
Registration
with
the Care
Guidance
Quality Commission

Yes
Yes

The Trust Board has regard to Monitor guidance where this is applicable
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
G7

Registration
with and
the Care
Patient eligibility
Quality
Commission
selection
criteria

Yes

P1
G8

Patient eligibility and
Recording
of information
selection criteria

Yes
Yes

P2
P1

Provision ofofinformation
Recording
information

P3
P2

Assurance report on
submissions
to Monitor
Provision
of information

Yes
Yes

P4
P3

Assurance report on
Compliance with
the National Tariff
submissions
to Monitor

Yes

Constructive engagement
Compliance
with tariff
the National Tariff
concerning local
modifications
Constructive engagement
The right of patients to make
concerning local tariff
choices
modifications

Yes

CQC registration
is in place.
The Trust the
received
a rating
Requires
Improvement
its inspection in
Trust Board
has considered
assurances
in of
place
and considers
themfrom
sufficient.
November 2014. A number of compliance actions were identified which are being addressed through an
action Plan. The Trust Board receives regular updates on the progress of the action plan through the IPR.
A range Trust
of measures
andconsidered
controls arethe
in assurances
place to provide
internal
on data
quality. Further
Board has
in place
and assurance
considers them
sufficient.
developments to pull this together into an overall assurance framework are planned through strengthened
Information Governance Assurance Group.
Information
to Monitor
not yetare
required
astoanprovide
aspirant
FT. However
in preparation
for this
the Trust
A rangeprovision
of measures
and controls
in place
internal
assurance
on data quality.
Further
comply
with
future Monitor
requirements.
developments to pull this undertakes
together intotoan
overall
assurance
framework
are planned through strengthened
Information Governance Assurance Group.
Assurance provision
reports not
yet required
Monitor
NBT is FT.
not However
yet a Foundation
Trust. for
However,
Information
to as
Monitor
not yet by
required
assince
an aspirant
in preparation
this theonce
Trust
applicable this will be ensured.
Scrutiny
& oversight
of assurance
will be provided by Trust's Audit
undertakes
to comply
with future
Monitorreports
requirements.
Committee as currently for reports of this nature.
NBT complies
withnot
national
prices.
by CCGs,
providesTrust.
external
assurance
Assurance
reports
as yettariff
required
by Scrutiny
Monitor since
NBT LAT
is notand
yetNTDA
a Foundation
However,
once
that tariff
is beingofapplied
correctly.
applicable this will be ensured. Scrutiny
& oversight
assurance
reports will be provided by Trust's Audit
Committee as currently for reports of this nature.
NBT complies
national
tariff prices.the
Scrutiny
by CCGs,
LATand
andconsiders
NTDA provides
external assurance
Trustwith
Board
has considered
assurances
in place
them sufficient.
that tariff is being applied correctly.

Yes
Yes

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

C2
C1

The right of patients to make
Competition oversight
choices

Yes
Yes

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

IC1
C2

Provision of integrated care
Competition oversight

Yes
Yes

Range of engagement internally and externally. No indication of any actions being taken detrimental to care
Trust Board has considered the assurances in place and considers them sufficient.
integration for the delivery of Licence objectives.

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.

G4
G4

P4
P5
P5
C1

Yes

XXXX
Regulatory
View
XXXXXCompliance Statements at August 2015
Board
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Board Sponsor XXXX
Chief Executive Officer

Self-assessed, for submission to NTDA
No.

Criteria

1

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

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

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

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

Comp
(Y/N)

Yes

No.

8

Yes

12

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

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

5

Criteria

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

An Annual Governance Statement is in place, and the trust is compliant
with the risk management and assurance framework requirements that
support the Statement pursuant to the most up to date guidance from HM
Treasury (www.hm-treasury.gov.uk).
The board is satisfied that plans in place are sufficient to ensure ongoing
compliance with all existing targets (after the application of thresholds) as
set out in the relevant GRR; and a commitment to comply with all known
targets going forwards.
The trust has achieved a minimum of Level 2 performance against the
requirements of the Information Governance Toolkit.
The board will ensure that the trust will at all times operate effectively.
This includes maintaining its register of interests, ensuring that there are
no material conflicts of interest in the board of directors; and that all board
positions are filled, or plans are in place to fill any vacancies.
The board is satisfied that all executive and non-executive directors have
the appropriate qualifications, experience and skills to discharge their
functions effectively, including setting strategy, monitoring and managing
performance and risks, and ensuring management capacity and
capability.
The board is satisfied that: the management team has the capacity,
capability and experience necessary to deliver the annual operating plan;
and the management structure in place is adequate to deliver the annual
operating plan.

Comp
(Y/N)

Yes

Yes

No

Yes

Yes

Yes

Yes

IPR / Board Additional Reporting Schedule 2015
XXXX
Board
Sponsor All Executive Directors
XXXXX
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Board Sponsor XXXX

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

February

March

•
•
•
•

•
•
•
•
•

•
•
•
•

•
•
•

Other qualitative aspects of patient experience report
External Reporting – Coroners Report
Flu Vaccination Rates – added to IPR cycle
Cancelled Operations – reasons for cancellations – added
to IPR cycle
Non Medical Appraisals – last month for reporting for
year
Tariff – NBT V Dr Foster removed whilst data queries
raised with Dr Foster
Compliments – moved from monthly to quarterly cycle

IPR Measure: Research & Innovation
Periodic IPR Measure: Clinical Audits
Facilities cleaning schedule
Sterile Services
Pay bill chart – to be revised

Safeguarding Adults & Children
Medical Notes – added to IPR cycle
Length of Stay – page to be developed
Delayed Transfers – page to be developed

April

May

June

•
•
•
•
•

•
•
•

•
•
•

Other qualitative aspects of patient experience report
Clinical Audit
Additional Patient Flow KPIs
Theatre Productivity KPIs
Outpatients KPIs

•

•
•
•

IPR Measure: Research & Innovation
Complaints – monthly trends
Carers Report – quarterly
Expanded Medicines Management section
Staff Survey Results
Vacancy Reporting
CQC action plan & progress

July

August

•
•
•

•
•
•

Other qualitative aspects of patient experience report
Staff Survey Results
CQUINs

September

IPR Measure: Research & Innovation (page 43)
Carers Report – quarterly (page 46)
IPR Measure: Non Medical Appraisals (page 60)

October

November

•
•

•
•
•

Safe Staffing – 6 monthly report
CQUINs

Clinical Legal claims/inquests (6 monthly)
Clinical Audit
Acuity & Dependency

December

IPR Measure: Research & Innovation
Clinical Legal claims/inquests (6 monthly)
Carers Report – quarterly

66

Report to:

Agenda item:
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Date of Meeting:

Report Title:
Status:

Mis-reporting of Cervical Pathology by Locum Consultant Pathologist
Information

Discussion

Assurance

Approval

x
Prepared by:

Dr Rob Pitcher (Clinical Lead for Cellular Pathology), Dr Penelope Tidbury (Investigation Lead)

Executive Sponsor (presenting):

Chris Burton

Appendices (list if applicable):

Appendix 1 The Royal College of Pathologists’ system of categorisation for discrepancies
Appendix 2 NPSA definitions of degree of harm
Appendix 2 Employing locum consultants in cellular pathology (Draft)

Recommendation:
The board is asked to note the findings of this investigation and accept that it is now closed from an NBT perspective as agreed with
PHE and NSHE. Further investigations into the cervical work reported by the locum consultant in other trusts are being carried out
by NHSE and the NBT Comms team are maintaining contact to ensure that NBT is aware if the matter moves into the media arena. A
final letter to patients to share the broad findings of this investigation will be agree and sent out prior to this information moving into
the public arena.
Executive Summary:

North Bristol NHS Trust
1. Purpose
The approach taken has followed the guidance from the Royal
College of Pathologists on conducting an investigative audit of
cellular pathology practice (1)

To inform the board of the results to date of an investigation in to
the reporting of a locum Consultant Cellular Pathologist in the
NBT Cervical Screening Programme.

3. Methodology
2. Background

All the cases of cervical pathology taken as part of the NHS CSP
(i.e. excluding cervical polyps) were identified. These were
reviewed by external pathologists identified through outsourcing
companies with the criteria that they must be regular reporters of
cervical biopsies. Those cases where a discrepancy with the
original report was identified underwent a second review by
Dr Steve Ferryman, the CSP Quality Assurance pathologist in the
West Midlands. Where both reviewers were in concordance with
the identified discrepancy the cases were considered to be errors.
Dr Ferryman then categorised the error using the RCPath system
as described in Appendix 1.

An audit comparing the grading of cervical abnormalities at
colposcopy with the findings in the biopsies taken subsequently,
raised concerns that a number of reports on cervical pathology by
a locum Consultant during 2014 had ‘under called’ the
pathological appearances. An initial review of a sample of the
Consultants work indicated that a full investigation needed to be
undertaken. A ‘Duty of Care’ investigation has been done
following the guidance from the NHS Cervical Screening
Programme (CSP).
In addition the Medical Director at North Bristol NHS Trust (NBT)
requested that an investigative audit into the pathology practice of
the locum Consultant (out with the cervical screening programme)
at NBT should be performed.

115 cases of other pathology reported by the locum were
randomly selected. These were reviewed by an internal
consultant pathologist. Cases where a discrepancy was identified
were reviewed by a second internal pathologist. Where a
discrepancy was identified in both reviews and where the
reviewers diagnoses agreed the original diagnosis was
considered an error. These errors were then categorised using
the RCPath system. All the pathologists reviewing this work meet
the suggested criteria in the RCPath guidance and similarly the
categorisation of errors also involved pathologists who meet the
criteria.

The doctor under investigation worked at NBT for 2 periods in
2014 (06/01/2014 – 04/04/2014 and 06/05/2014 – 04/07/2014).
During his time with us he reported 1783 biopsies. Of these there
were 329 cervical biopsies.
The audit has looked at aspects of the locum’s work: • All the cases of cervical pathology reported by the locum
• A review of 115 cases of non-cervical pathology selected
randomly

This document could be made public under the Freedom of Information Act 2000.
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4. Results
Cervical Pathology

Other Pathology

The analysis of 329 histopathology cases of cervical pathology
reported by the locum showed 223 reports in which the external
review agreed with the original diagnosis but 106 specimens that
had been incorrectly reported. The errors are categorised in the
table below.

The review of the 115 cases of non-cervical pathology
demonstrated a total of 8 specimens with errors in a total of 7
cases as follows: -

Category Number %
A
B1
B2
B3
C
D
E
Total

0
30
44
32
0
0
0
106

0
9
13
10
0
0
0
32

Undercall
28
42
30

Overcall
1
2
2

Category Number %
A
B1
B2
B3
C
D
E
Total

Other

1 Missed CGIN

3
0
2
3
0
0
0
8

2.6
0
1.7
2.6
0
0
0
6.9

The number of B1 and B2 errors is considered to be more than
would be usually expected from a Consultant cellular pathologist.
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In considering the non-cervical biopsy error rate it is appropriate
to make a comparison with error rates determined as part of the
Independent Inquiry in Histopathology in Bristol in 2010. The
anonymised error rates identified are as follows: % errors by Pathologist
Category
A
B1
B2
B3
C
D
E
Unclassified

A
0
1.3
3.8
5.1
0.7
0.7
0.5
0

B
0.3
0.7
2.6
4.4
1.0
0
0.7
0

C
1.3
0.6
4.2
5.8
1
0.2
1.8
0

D
0.7
1.2
2.1
4.6
1.4
0
0.9
0.2

E
0.3
0.8
0.3
4.2
0.8
0
0.3
0

6. Evaluation of Harm
All patients where there has been a change of diagnosis have
been informed. The patients concerned were either under the
care of the University Hospitals Bristol FT colposcopy clinic (63
patients) or North Bristol NHS Trust colposcopy clinic (43
patients). All cases have been reviewed at a multidisciplinary
meeting containing clinicians and pathologists and further
management has been planned.

F
0.2
0.7
2
4.2
0.5
0.2
1.9
0

Where the amended result required a new screening test, those
patients have been informed by letter and a new appointment for
screening provided at the appropriate time. Patients where the
amended result required review at a colposcopy clinic have been
recalled and reviewed by a specialist colposcopist.
Assessment of the degree of harm caused by this incident:
Harm has been evaluated according to the National Patient
Safety Agency (NPSA) guidelines (Appendix 2).

The locum consultant under review does not show error rates that
are higher than this sample of cellular pathologists in specialties
out with the Cervical Screening programme.

The degree was determined and agreed by a team composed of
the Lead Colposcopists of both Trusts, the Hospital Based
Programme Coordinator for Cervical Screening at NBT and the
Regional Head of the South Screening QA Service.
The results of this meeting are summarised in the following table.
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Explanation of results:
Harm as
assessed at
27.8.15
No harm
Low Harm

No harm but
could amend
(pregnant)
Low Harm
but could
amend
(pregnant)
Moderate
Harm.
Delay in
diagnosis
(not
pathology)
Severe
Harm
unknown

Grand Total

Southmead

St
Michael

Grand
Total

Explanation

33

54

87

7

4

11

2

2

2

1

1

43

2

1

1
1

1

1

1

63

106

One patient has suffered an outcome classified as severe harm.
Harm resulted from delay in diagnosis that was only in part due to
this individual’s pathologists reporting (3 months delay). This case
has been subject to root cause analysis.

Women who have
had an extra smear
or biopsy during
their management
which would have
been avoided if
original diagnosis
correct
Awaiting final
assessment

One patient has suffered moderate harm, in part due to the
discrepancy from this pathologist, resulting in a delay in diagnosis
of early stage cervical cancer.
In both these cases the degree of harm has been assessed taking
into account the likely impact the diagnosis and treatment will
make on their future lives.
11 patients have suffered low harm because they had extra tests
or appointments at colposcopy that would not have been
necessary if the original diagnosis had been correct.

Awaiting final
assessment

87 women have come to no harm as they required no change in
their management as a result of the change in diagnosis.

See explanation
below

4 women are pregnant and are still being assessed but are not
thought to have come to any significant harm.
One woman has moved abroad and was aware she needed
assessment in colposcopy. We have no details of any treatment.

Delayed diagnosis
of cancer
Moved abroad for
treatment.
Referred to
colposcopy in
London.

One woman is awaiting colposcopy assessment in London.
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7. Actions
NBT is currently not using any locum consultant pathologists.
Where we have insufficient resource to meet demand we are
outsourcing pathology to private pathology providers.

The Doctor investigated in this review is no longer providing
service at NBT.
The Responsible Officer for the doctor has been informed of the
findings of the investigation to date.
The Responsible Officer at NHS England South has been
informed of the findings.

Recommendations
The doctor has been referred by the Medical Director for
investigation by the General Medical Council and action has been
taken on his registration by an Interim Orders Panel.

The board is asked to note the findings of this investigation.
Further investigations into the cervical work reported by the locum
consultant in other trusts are being carried out by NHSE and the
NBT Comms team are maintaining contact to ensure that NBT is
aware if the matter moves into the media arena. A final letter to
patients to share the broad findings of this investigation will be
agree and sent out prior to this information moving into the public
arena.

The Royal College of Pathologists have confirmed that the
investigative audit carried out by NBT justify a Duty of Care review
and that the process has been carried out appropriately.
The Cervical Screening Quality Assurance team have contacted
other providers of screening pathology to determine if this doctor
has been involved in reporting elsewhere.
The locum agency has contacted other employers where they
have previously placed this doctor.
NBT policy for employing and inducting locum consultant
pathologists has been updated (attached). Monitoring of quality
of work is not simple as the quantity of monitoring required to pick
up low levels of error could result in more work than is beneficial
from employment of the locum. However the new policy requires
review of a sample of the locum’s work in the initial phase of their
employment.

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

6

North Bristol NHS Trust

Appendix 1 The Royal College of Pathologists’ system of categorisation for discrepancies
Category

Description

A

Inadequate dissection, sampling or macroscopic
description

C

This would represent a failure to answer the clinical
question (if clearly expressed on the request form),
despite that answer being evident from the material
available; or a failure to indicate that a specimen is
clearly inadequate to answer the clinical question.

Where relevant, this should be assessed against
guidance such as the College datasets and tissue
pathways. It should be remembered that the
pathologist issuing the final report may not have
dissected, described and sampled the specimen.
This category also includes failure to request further
work (e.g. histological levels, immunostains) where
these are clearly required to make a diagnosis.
B

Discrepancy in clinical correlation

D

Failure to seek a second opinion in an obviously
difficult case
This could imply over-confidence or may be indicative
of dysfunctional relationships within a department. It
is important that any second opinion is clearly
evidenced within the report.

Discrepancy in microscopy

E

1. A diagnosis which one is surprised to see from any
pathologist (e.g. an obvious cancer reported as
benign).

Discrepancy in report
This would include typographical errors and internal
inconsistencies or ambiguities in the report which
should have been corrected before authorisation. It
would also include cases where there is a suspicion
that reports may have been allocated to the wrong
patient, case mix-ups etc.

2. A diagnosis which is fairly clearly incorrect, but
which one is not surprised to see a small percentage
of pathologists suggesting (e.g. a moderately difficult
diagnosis, or missing a small clump of malignant cells
in an otherwise benign biopsy).
3. A diagnosis where inter-observer variation is
known to be large (e.g. disagreements between two
adjacent tumour grades, or any very difficult
diagnosis).
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Appendix 2 NPSA definitions of degree of harm
Death:

No harm:

Any patient safety incident that directly resulted in the death of

Impact prevented – any patient safety incident that had the

one or more persons receiving NHS-funded care

potential to cause harm but was prevented, resulting in no harm to
people receiving NHS-funded care.
Impact not prevented – any patient safety incident that ran to
completion but no harm occurred to people receiving NHS-funded
care.
Low:
Any patient safety incident that required extra observation or
minor treatment and caused minimal harm, to one or more
persons receiving NHS-funded care
Moderate:
Any patient safety incident that resulted in a moderate increase in
treatment and which caused significant but not permanent harm,
to one or more persons receiving NHS-funded care
Severe:
Any patient safety incident that appears to have resulted in
permanent harm to one or more persons receiving NHS-funded
care
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Appendix 3 Policy / Procedure: Employing locum consultants in cellular pathology
1.

Purpose

2.4

Most locums are employed through agencies.

The purpose of this policy is to describe the approach
adopted in cellular pathology when there is a need to
employ locum consultant pathologists.

2.5

At NBT locums are employed through NBT eXtra. They
work with a master vendor agency. Current experience is
that the master vendor agency does not have suitable
histopathologists on their books and locums are often
supplied to them by other agencies having been identified
during direct discussions with those other agencies.

3.

Process

2.

Introduction

2.1

On occasion there is insufficient consultant resource to
maintain the turnaround times agreed in the cellular
pathology quality standards. This can be due to a number
of reasons including, failure to recruit, unplanned leave
and unplanned increases in workload. In these
circumstances it may be necessary to temporarily increase
capacity. There are several ways to approach this
including use of locums, outsourcing work, and extra work
by existing pathology staff. This policy deals with the first
of these, the use of locums.

2.2

2.3

Once the need for a locum has been established the
following process should be followed.

3.1

Identifying a suitable locum: Request information on
suitable locums from NBT eXtra.

3.2

Speak directly to the agencies on the availability of locums
and seek the following

The development of specialist reporting has made
employing locums more complex. Firstly it affects the
need for locums as there is less capacity for cross cover
from substantive colleagues within the smaller specialist
teams. Secondly most locums work as generalist
histopathologists and may have limited experience in
some of the smaller specialist areas of practice.
Locums fall into several broad categories. Some are
career locums who have chosen to work in this way.
Others are substantive consultants who undertake locums
in periods of leave. Yet others are at a time of their
consultant career, either at the beginning or towards the
end. Each raises different issues.

3.3

•

CVs – these need to be screened to assess whether
the potential locums have the required experience and
can demonstrate appropriate skills

•

References – these need to be read to assess the
overall capability of the locum and the suitability for
the job they are being asked to do

•

Seeking more information – if there is insufficient
information in the CVs and references additional
information should be sought

Interviews – if there is insufficient information from the
above an interview should be considered. Telephone
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•

interviews are acceptable and appropriate. A record of the
interview should be kept.

•

Dr needs to have at least level 2 child protection and
safeguarding adults certification.
The Drs Disclosure and Barring Service (DBS) check
must be within 1 year

3.4

Having identified a suitable locum inform NBT eXtra so
they can arrange the contracts.

4.

Role of NBT Extra

4.3

4.1

All Locums that are booked through NBT eXtra are
sourced through Core Clinical Services Framework
agencies. Before any locum is allowed into the Trust the
compliance of the doctor will be checked by the booking
centre team and the Directorate where the doctor could
possibly be working.

The booking centre will check the compliance and details
on the CV, then the CV is sent to the Directorate who will
check the experience and skills on the CV to ensure they
are suitable, on many occasions the Locum will have a
short telephone interview depending on Directorate, where
they will discuss experience and skills at the required level.

4.4

Once the Directorate is happy then the Locum will be
offered the role and will complete the On Line Induction
prior to arriving for the locum’s first shift. NBT eXtra also
sends out Orientation Checklist and feedback form for
completion by the department on the Locums first day on
the assignment.

5.

Induction of the locum

5.1

Before a locum starts he Head BMS or designated deputy
will organise the required IT access for the locum as well
as ensuring workspace and equipment is available.

5.2

When a locum starts

4.2

The details will consist of the following documents –
•
•
•
•
•
•
•
•
•
•

An agency check list filled in and sent along with every
CV.
Attached to the CV should be two references within
the last 6 months.
A copy of the Drs passport (front cover and photo
page)
Any visa documents if required
In date copy of the Drs certificate of fitness
A copy of the Drs bloodwork’s sent along with all CVs.
A copy of the Drs GMC certificate and annual
retention letter.
The Dr needs to be entered onto the specific register
for pathologists
A copy of the Drs Life Support certificates.
The Dr needs to have at least 3 months UK
experience within the last 12 months at the same
grade of post they are being put forward for. Or a
satisfactory written explanation of any gaps in
employment.

•

The clinical lead or designated deputy will meet the locum
and give an overview of the service, the standards we
strive to achieve and the overarching policies that describe
the service. Checks will be made regarding participation
in continuing professional development and in External
Quality Assessment (EQA).
•

The Head BMS or designated deputy will explain how
the laboratory functions and how the locum will need
to interact with the laboratory

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.

10

North Bristol NHS Trust
•

The specialist team leads or a deputy designated by
them for which the locum will be working will induct
the locum into the specific practices of that team
including the use of proformas.

7.

Post employment assessment

7.1

The specialist team leads for those areas in which the
locum has worked will provide their view on the
performance of the locum

•

The locum will be introduced to laboratory and clerical
/ secretarial teams as well as consultant colleagues,
particularly those working within the same specialty.

7.2

The weekly analysis of supplementary reports will be
collated across the whole period the locum works for the
service

•

An induction programme will be arranged and records
maintained of items covered.

7.3

The relevant documentation covering the period of
employment of the locum will be kept by the clinical lead
for cellular pathology.

6.

Monitoring the locum’s performance

6.1

Each specialist team lead or designated deputy will identify
types of diagnoses that need discussion with colleagues
above those described in the double reporting policy.

6.2

The team lead will arrange to review final reports to ensure
the content meets standards of the department.

6.3

For a defined period, normally four weeks, a review of the
slides of 10% of cases reported by the locum will be
undertaken. A risk-based approach will be taken and this
value may be greater in some specialties.

6.4

Supplementary reports on cases reported by locums
should be collated on a weekly basis and analysed by the
specialist team leads

6.5

When errors or a poor pattern of performance is identified
or if the quality of work or behaviour falls below expected
standards this must be brought to the attention of the
locum and the clinical lead for cellular pathology.
Continued performance issues must be escalated to the
Clinical Director and Medical Director, if required.
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Approval
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Rachel Ferris, Project Manager WEGMP
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Recommendations:
1) Board to note and endorse the aims and objectives of the national 100,000 Genomes Project.
2) Board to approve the inclusion of North Bristol Trust as a Local Delivery Partner (LDP) in the WE Genomics Medicine Partnership
3) Board to note requirement to sign the WEGM partnership agreement in October 2015
4) Board to agree the NBT share of project costs of £14,000.
Executive Summary:
This report describes the aims and duration of the national 100,000 Genomes Project. It explains the procurement process for the
establishment of Genomics Medicine Centres (GMCs) in England in order to deliver the 100,000 Genomes Project and describes the
establishment of the West of England Genomic Medicine Partnership (WEGMP) as a vehicle through which to achieve GMC status in the west
of England.
It describes the commitment required from North Bristol Trust in order to fulfill the role of a GMC Local Delivery Partner (LDP) and the expected
deliverables.

North Bristol NHS Trust

It highlights that an overall financial commitment of £100,000 shared between each of the Local Delivery Partners has been proposed to meet
project costs between October 2015 and the full commencement of service delivery. Of this £14,000 has been calculated as the NBT share.
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1.1. This report outlines the 100,000 Genomes Project
and the ambition to transform patient care through
the introduction of personalised medicine.

2.2. The human genome was sequenced and published
for the first time in 2003, taking 13 years to achieve
at a cost of over £2bn. Advances in technology mean
that human genomes can be sequenced in under a
day for less than £1,000.

1.2. It describes the partnership that has been
established in the West of England to secure, via a
formal procurement process, a Genomics Medicine
Centre for the population of the West of England and
seeks endorsement form the board for the inclusion
of NBT as a Local Delivery Partner.

2.3. By sequencing the genome it is possible to predict
how well a person will respond to a treatment or find
a treatment that will work best for them, allowing
targeted therapy which is more cost-effective and
with improved outcomes. Genomic medicine will also
support further research into new and better
treatments and drugs.

1.3. It explains the procurement process, timescales and
deliverables in respect of the Genomes 100k project
and identifies the commitment and activities required
of NBT to fulfil the latter and seeks approval from the
board for the latter.

2.4. The 100,000 Genomes Project was officially
launched in 2013. It aims to sequence 100,000
genomes of about 75,000 people by the end of 2017
(The number of genomes is higher than the number
of people because some patients will have both a
blood sample and a tumour sample taken).

1.4. It outlines the financial commitment required to
support the project phase of this project between
October 2015 and January 2106 and seeks approval
from the board for the share of costs identified.

2.5. The 100,000 Genomes Project will focus on
sequencing the genomes of people and their
relatives that have a Rare Disease (RD) or cancer.

1. Purpose

2.6. The Project is being delivered by Genomics England
Ltd (GEL) which is a company wholly owned and
funded by the Department of Health. GEL have
established a procurement process through which to
designate a number of Genomics Medicine Centres
in England to deliver the project.

2. Background
2.1. The human genome is the complete set of
information contained in almost every cell in the
body. Genomics is the study of the complete genetic
code (genome) and how it works- a broader concept
than ‘genetic’ which studies the way particular
features or diseases are inherited.

2.7. A Wave 1 process was implemented in 2013 and 11
Centres were identified. The West of England was
not successful in Wave 1.
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2.8. A second Wave was announced on the 31st July
2015 with the following procurement timetable:
Date

Stage

30/07/2015

PQQ issued

20/08/15 (10 – 1pm)

Face to face meetings with potential
suppliers

21/08/2015 by 5pm

Deadline for any Supplier
questions/clarifications

28/08/2015 at 12:00 noon

Deadline for submitting Stage One
PQQ Applications

18/09/2015

Results for Stage One PQQ released

18/09/2015

Stage Two ITT issued

22/09/15

Potential Provider Information Day 2 - for applicants to
understand the next stages in the Procurement

20/10/2015 at 12:00 noon

Deadline for submitting Stage Two
ITT Application

w/c 2/11/2015

Site visits

04/12/2015

Results for Stage Two ITT released

15/12/2015

Contract award

01/01/2016

Contract begins - samples to be provided for
analysis from this date

01/01/2016

Commencement of services

Medicine Partnership (WEGMP) was established in
April/May 2015 with initially four Local Delivery
Partners and a range of other partners from across
the west of England health community.
3.2. WEGMP
now comprises
5
LDPs:
RUH,
Gloucestershire, NBT, UHBristol and Weston Area
Health Trust. The Lead Organisation is UHBristol. If
WEGMP successfully meets the procurement
requirements, UHBristol will sign the contract with
NHSE and subcontract for the delivery of the service
with the other LDPs.
3.3. In addition to the LDPs, WEGMP also comprises a
wide range of academic and commissioner partners
including the universities of Bristol, Bath and the
West of England, the West of England AHSN and
Bristol, North Somerset, South Gloucestershire, Bath
and North East Somerset, Gloucestershire and
Wiltshire Clinical Commissioning Groups.
3.4. To test the capacity and capability of the WEGMP
component organisations to deliver a high quality
GMC, WEGMP set up a partnership board and 7
working groups to review capacity and provide
information for the first round of the procurement
process. NBT is represented on all of these groups.
3.5. WEGMP successfully submitted the Pre-Qualifying
Questionnaire (PQQ) on the 28th August 2015 and
results will be confirmed on the 18th September
2015. It is anticipated that WEGMP will successfully
pass the pre-qualification round and will then
participate in the second stage of the procurement

3. WEGMP
3.1. In anticipation of the announcement of a Wave 2
procurement process a West of England Genomics
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process which concludes on the 20th October 2105.
If successful the GMC will be required to commence
delivery from January 6th 2016.

sampling. The RD and Cancer working Groups set
up by WEGMP are currently engaging widely with
clinicians to clearly develop plans to secure the
required numbers for recruitment.

3.6. NBT has a pivotal role to play in the partnership and
the location of the Bristol Genetics Laboratory at
Southmead Hospital is a specific strength of the
partnership.

3.11.
Payment is for made for successful samples
only.
3.12.
Each LDP is required to sign a Partnership
Agreement confirming support for the principles of
the Project and commitment to delivering the
contract as noted above. NBT via Rosemary Quinn
has played a lead role in drafting this document on
behalf of the Contract and Commercial Working
Group.

3.7. Although the 100,000 Genomes Project is scheduled
for completion by the end of 2017, GMCs are
required to commit to the long term transformation
agenda and to work closely with commissioners to
commission new pathways of care and enable the
introduction of targeted therapy. Thus the GMC is
expected to continue beyond the life of the project.

3.13.
The partnership board will approve the
wording/format of the partnership agreement before
it is passed to component organisations for signing.
This is expected to be ready in October 2015.

Workload and Performance
3.8. WEGMP will be required to deliver approximately
5,000 viable blood and tumour samples over a 2
year period from 06-01-2016 to 31-12-17. Of that
2,000 samples will be derived from patients with
cancer and 3,000 from RD patients and relatives.

Project Costs
3.14.
Initial Project costs including a project
manager, travel and expenses for the Chair and
communications support have been met by
UHBristol.

3.9. The payment for each viable sample is £200.
Performance is managed in accordance with a
number of Key Performance Indicators issued with
the GMC contract. UHBristol as the Lead
Organisation is held accountable overall for contact
performance but performance management will be
across all LDPs.

3.15.
As the project has developed work has been
undertaken to scope the support required across all
LDPs and identify costs. A proposal has been put
together by the chair outlining a required investment
of £100,000. The NBT proposed share has been
assessed on the basis of operating income and is
£14,000.

3.10.
To achieve the required number of samples,
clinicians in each of the LDPs will be required to
recruit, inform, arrange consent and blood/tumour
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4. Summary
Next Steps

4.1. The 100,000 Genomes Project provides an exciting
opportunity, by sequencing the genomes of around
75,000 people, to introduce targeted therapy and
transform the way that healthcare is delivered in the
future.

3.16.
WEGMP is preparing to submit the second
stage of the procurement process: Invitation to
Tender (ITT) 2 by October 20th 2015.
3.17.
The service then requires testing in order to
rapidly mobilise and commence service delivery from
January 6th 2016. An operational readiness event is
planned for 16th October as the first step to test
readiness.

4.2. Involvement in this is of significant strategic
importance to NBT for the transformational
opportunities offered and also to strengthen the
position of the Bristol Genetics Laboratory in the
South West.

3.18.
Steps are being taken to support the
appointment of a project manager on a 2-year fixed
term basis to commence at the beginning of January
2106 (possibly earlier to allow handover from the
interim project manager).

4.3. NBT is already working as a partner in WEGMP and
has contributed via membership of the partnership
board and associated groups to the submission of
the pre-qualifying questionnaire at the end of August
2015.
4.4. A contribution to project costs is necessary to enable
WEGMP achieve the forthcoming deadlines for the
procurement process and to move rapidly to deliver
the service in January 2016.

5. Recommendations
5.1. The Board is asked to note and endorse the aims of
the 100,000 Genomes Project as described in
Section 2 of this report.
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5.2. The Board is asked to approve the inclusion of North
Bristol Trust as a Local Delivery Partner (LDP) in the WE
Genomics Medicine Partnership as described in Section 3
of this report.

5.3. The Board is asked to note the requirement to sign the
WEGM partnership agreement in October 2015 as
described in 3.12 and 3.13 of this report.

5.4. Board to agree the NBT share, £14,000 of project
management costs as described in section 3.15 of this
report.
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1. Purpose & background

4. Capital Projects

1.1 The attached report updates on progress and issues in relation
to the PFI Phases 1 & 2 and as well as Capital Projects.

4.1 The largest delay to the PFI Phase 2 Works Area relates to the
Limewalk Building, which cannot be vacated until after
Pathology 2 is complete

2. PFI Phase 1

4.2 The consequence of this is that Carillion will be unable to
undertake the road infrastructure works for the new Southmead
Way before the completion of the rest of PFI Phase 2. The
resultant delay disruption and costs are still being assessed by
the Project Team with Carillion.

2.1 The key risks and challenges are set out on the attached report
under Phase 1 Compliance Issues.
2.2 The Trust’s Technical Compliance Manager now manages
regular meetings with Carillion on doors, theatres and all critical
issues to both monitor progress and resolve issues.

4.3 Senior level engagement with Vinci continues to try to improve
the Pathology programme position.

3. PFI Phase 2

4.4 Conditional contracts were exchanged earlier this month for the
sale of the main Frenchay site.

3.1 Carillion have discovered a sequencing problem with their
construction programme and are reviewing all construction and
commissioning activities to try and mitigate any further delays.
The results of this exercise should be known by the end of
September

4.5 The Fresh Arts Festival took place in the Brunel Building on
18/19 September with additional eye catching features installed
around the site earlier in the week
5. Recommendations
5.1 The Trust Board is asked to note the current position and
actions.

3.2 The Sherston & Brecon buildings are now decommissioned.
The decision was taken to remove the demolition of these from
the PFI contract. The demolition together with the development
of a new car park will be managed by the Trust.
3.3 Carillion have finally removed all asbestos from the site. The
overall assessment & impact of Carillion delays is still to be
completed by the Trust when the final quantities of unidentified
asbestos are confirmed.
3.4 Carillion have proposed offering the Trust beneficial access in
advance of completion to part of the Avon Way Car Park and
the extension to the Service Yard. This will enable the Trust to
open a temporary staff car park on site and close the Park &
Ride services by the end October 2015. This continues to be
discussed both with Carillion and within the Trust to achieve the
optimum solution next month.

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

PFI Phase 2 Key Issues
Delay to Phase 2:
Carillion have discovered sequencing problems during their
construction. They are reviewing all construction and
commissioning activities to confirm the actual completion date
by the end of September
Carillion have offered the Trust beneficial access in advance of
completion to part of the new Avon Way Car Park. This should
enable the Trust to open a temporary staff car park on site
along with the full service yard. This will enable closure of the
Park & Ride services by the end October 2015 as planned. The
full mechanics of this implementation are in development by
Estates
Delay to Pathology
The extent of the Pathology Phase 2 delay is still uncertain, but
delayed completion probably means moves will be in the 2nd
quarter of 2016. The works to create the new Southmead Way
will therefore take place after the proposed completion date for
the rest of PFI Phase 2
PFI Phase 2 Progress
Handover of Works Areas: The Trust has attempted to handover
all works areas to the Independent Tester, with the exception of
Limewalk. The date for Limewalk to be vacated still depends on
completion of Pathology 2.
Sherston & Brecon: The Trust will undertake the demolition of
these and the area has been removed from the contract
Removal of Asbestos: All asbestos has now been removed from
the Carillion site.
Construction Progress: Good progress is being made on the
erection of Phase 2 of the Brunel building, but due to a resequencing of the construction, Carillion are now reviewing their
overall programme. Level 2 slabs of the office sleeve are complete.
Window installation is progressing. The Avon Way Car Park and
Service Yard extension are making good progress. Road formation
works for the main square are not as far advanced but are now in
hand following removal of all asbestos from the area.

On
track
R

G
G

G

Capital Planning Report
15 September 2015
Capital Projects
Frenchay Decommissioning: Phase 2 works delayed and costs
increasing pending decision on closure of SSD
Frenchay Disposal of Main Site: FBC approved at June Trust Board and
issued to TDA. Outcome expected September. Conditional exchange of
contracts with Redrow achieved on 4 September.
Frenchay Public Open Space: Registration as Village Green and
Transfer to Winterbourne Parish Council are being progressed.
Frenchay Park House disposal: FBC approved by Trust Board.
Exchange of contracts delayed pending agreement with SGC of the
extent of S106 works which form part of the sale and purchase
agreement.
Beckspool House Car Park - SOC approved at EAMCPG for issue to
September FPC.
Pathology 1: Telelift witnessed in August but system will not be brought
into use till 2016 as affected by CL3 works in Phase 2. Lower ground
floor complete. First floor works have completed as far as possible
pending Genetics move. Work commenced in Ground Floor Labs
Immunology Area. Phase 1 Works will fully complete in June 2016
Pathology 2: Revised programme due 17th Sept for main works (excl.
CAT 3). More traction with contractor around snagging works but
concern continues regarding M&E commissioning. Updated CAT 3
Programme following Compliance Review extends completion to Feb
2016. Options on beneficial access still under consideration but linked to
contractor programme and day 1 works requirements. Forecast
significant overspend largely due to delays, and impact on Trust costs.
Sherston and Brecon: Buildings are decommissioned. The safety
precautions to protect BCRM and Cotswold from possible vibration and
dust have yet to be agreed before demolition can start. The Trust will
now manage the demolition and construction of the car park.
Bath Renal Satellite Unit: SOC approved by Trust Board. Procurement
options being reviewed. Project team being developed. OBC planned for
November EAMCPG
Gloucester House - Business case development pending further
discussions with AWP
Women & Children Accommodation: Feasibility review of W&C
accommodation to go to October EAMCPG
Fresh Arts: Engagement with dementia patients: singing for the brain
sessions started 10 September for six weeks with patients on Gate 28
wards on Tues. and Thurs. afternoons
Fresh Arts Festival: 18th & 19th September in the Brunel building;
choirs, music, visual arts, writing, knitting and creative workshops and a
visit and exhibition by students from Tsukuba University, Japan to learn
more about arts and health and contribute to the Spaces for Dementia
project

On
Track

Top PFI Unmitigated Failure Categories August 2015
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PFI Phase 1 Compliance Issues
Issue
Next Action Required
Action
Theatre Flooring Staining
NBT A 30 day trial of cleaning regime will be
undertaken in 2 theatres with NBT FM
before additional cost can be calculated.
Paired theatre impact on
shared prep

NBT

NBT to review THC Comms and investigate
designer's interpretation of theatre design

Amber

Drainage

Programme working well, although with a
CCL few access difficulties in 4 bed bays. Now
74% complete

Amber

Critical Care & Theatre
Ventilation

CCL

Door Review

Doors Review 95% complete, proposals to
CSL be presented to Liaison Committee 21st
September

Amber

Planned Preventative
Maintenance (PPM)

Joint working group set up. PPM planner
v3 issued to NBT for review. CSL to issue
CSL Statutory compliance dashboard in monthly
report. Document sharing/stakeholder sign
off system being developed.

Amber

R

R

G
G
Hoist maintenance

G
G

Ventilation Grill
Maintenance

Toilet Pod Floor

G

R.A.G
Status
Amber

key:

Annual compliance certificates & reports
now received for Trust review

Programme working well for single
rooms. Access to 4-bed bays more
CSL difficult, solution for testing in bays being
sought between Clinical Site Management
(CSM) & Guldmann. 88% complete
Replacement programme underway on 40
grills. 9 grills in 4-bed bays & access
CCL
difficult. 2hrs per grill required in a vacant
4-bed bay.
Seven ensuites currently listed as defects.
CCL Sample floor replaced in Gate 9 room 39
(W04-5-433) and ready for sign off.
Red

No plan to resolve

Amber

Solution agreed and programme in place

Green

Implementation complete

Amber

Amber

Amber

Amber
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Recommendation:
The Trust Board is requested to approve the application to the Independent Trust Financing Facility for cash support of £35.8m for the 2015/16
financial year.

1. Purpose
1.1. This paper details the process for application of cash
support for the 2015/16 financial year and requests
the approval of the Trust application for £35.8m to
the Independent Trust Financing Facility (ITFF).
2. Background
2.1. The Trust planned to make an application to the
ITFF during the 2014/15 financial year for cash
support. This was not required as the in-year deficit
reduced from the planned level of £34m to £19.7m.
This cash deficit was managed during the year as
cash brought forward from the prior year was
sufficient to meet its cash obligations in year.
2.2. Cash support is required for the current financial
year of £35.8m. During the current year the trust has
been able to access a revolving working capital
facility of up to £44m; this will provide sufficient
working capital prior to submission and approval of
the application.

3. Main Report Content
3.1. The application for cash support for the 2015/16 year
totals £35.8m. The request is for public dividend
capital (PDC) which does not incur an ongoing
interest charge but will incur a 1% arrangement fee.
3.2. The application is supported by a Long Term
Financial Model (LTFM) which was reviewed by the
Board at its seminar in September 2015.
3.3. The cash requirement for the year is in excess of the
revised deficit for the year. The table below outlines
the main components of the £35.8m.
£m
Revised Planned Deficit

24.5

Revenue Loan Repayment

0.9

Cash commitments brought
forward from 2014/15

4.9

2.3. The original planned cash requirement for the year
was £37.3m, this has reduced following the reduction
in the Trust planned deficit by £1.5m from £26m to
£24.5m.

Capital
repayment
Sculpting)

(PFI

3.6

Increase
balance

cash

1.9

2.4. The detailed application and LTFM tables were
reviewed at the Finance Performance Committee in
August 2015.

Total Cash Requirement

in

minimum

35.8

North Bristol NHS Trust
3.4. In addition to the in-year deficit of £24.5m there are a
number of other items which result in a further cash
requirement. These include:
•

Annual repayment of the revenue loan

•

Cash paid in 2015/16 for expenditure incurred
towards the end of the 2014/15 financial year.

•

Contractual payment for the capital repayment of
the PFI

•

An increase in the minimum level of cash the
Trust is required to hold form £1m to £2.9m.

3.5. The application is scheduled to be presented to the
ITFF by the Trust Development Authority (TDA) at
its meeting in October.
3.6. Whilst the Trust has applied for PDC funding there
remain a number of funding options available to the
ITFF including permanent PDC, repayable PDC or
loan funding. Any conditions on the funding provided
and the final form of financing will be confirmed to
the Trust by the TDA after the October committee
meeting.
4. Recommendations
4.1 The Trust Board is requested to approve the
application to the Independent Trust Finance Facility for
£35.8m of cash financing for the 2015/16 financial year.
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Recommendation:
The Trust Board is asked to:
•Discuss the actions required in order to implement the Nursing agency rules in the timescale set.
•Approve and Note the key operational, quality and financial risks to the RTT and ED targets with implementing these rules and support the
control and mitigation in place.

North Bristol NHS Trust
2.1 The spending and use of agency registered nursing
staff at NBT has continued to escalate, with spend in
2014/15 at £6.7 million. Following approval of a further
60 Registered nurse posts in May 2015 and with high
numbers of registered nurse vacancies, recruitment to
substantive posts whilst intensive is yet to make a
substantial impact on agency reduction in view partly
due to increased fill rates and also with ‘double
running’ of staff due to supernumerary periods.

1. Purpose
The purpose of the paper is to inform the Trust Board of the plan
to implement the national recommendations of the nursing agency
rules 1 . The current agency usage is identified and the actions
being taken forward during 2015/16 aimed at reducing agency
usage and spend with a particular focus on stopping the use of
non-framework agencies from 19th October 2015. The
implementation of these rules will be within the context of
providing safe care.

2.2 The Nursing agency rules have set a ceiling for Trust
expenditure on agency nursing based on the 2014/15
spend. The ceiling for NBT is set for Q3 and Q4
2015/16 at 5% of the total nursing staff spend. With
further planned reduction to 4% in 2016/17 and 3%
from 2017/18.

2. Background
On the 1st September 2015 Monitor and the NHS Trust
Development Authority (TDA) jointly launched a set of rules for
nursing agency spending. In June the Health Secretary, Jeremy
Hunt MP, released a statement outlining the requirement to
clampdown on agency usage. The statement highlighted that
tackling agencies would be part of a package of measures that
will help to cut costs while improving frontline care. The action
would help the NHS bring down spiralling agency staff bills, which
cost the NHS £3.3 billion last year (2014-15).

2.3 The vacancy census for registered nurses at the 1st
September has reduced to 139 wte. In September 49
registered nurses commence in areas across the Trust
where agency is often utilised to replace shortfall, with
an additional 22 registered midwives and health
visitors also commencing. The nursing vacancy
pipeline remains good with the Trust ensuring that they
are recruiting to turnover, which in turn will support and
build resilience within teams, enhance retention and
ensure that safe staffing is maintained.

The Trust is expected to have a formal governance procedure in
place with the appropriate clinical and financial input to authorise
spending on agency staff, taking into account any impact on
patient care or quality. Trust Boards have full responsibility for
nurse staffing in line with both the NICE (2014) 2 and NQB (2013) 3
guidance.

1
2

https://www.gov.uk/government/publications/nursing-agency-rules
https://www.nice.org.uk/guidance/sg1

2.4 Current Usage of Non Framework agencies

3

http://www.england.nhs.uk/wp-content/uploads/2013/11/nqb-how-toguid.pdf

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

North Bristol NHS Trust
An analysis for Nursing, in the four months since April 2015 has
shown that the Trust has used an average of 66 wte non
framework agency staff every week at a total cost £1,9m. The
table below provides a directorate breakdown of where the usage
occurred.
NON FRAMEWORK AGENCY WTE APRIL TO
JULY 2015
Directorate
Medicine
Core Clinical(includes
Theatres)
Surgery
Musculo Skeletal
Women & Children
Neurosciences
Renal
Total

Average WTE
24
22
7
5
5
3
1
66

The Trust is working through a weekly ‘Agency Spend Task and
Finish Group’ on a number of actions to reduce the demand for
non-framework agency usage.
3

Main Report

The task and finish group made up of Nursing, HR and Finance
was set up with the brief to work collaboratively to identify and
progress interventions that would reduce the demand for agency
staff. . These interventions include:
3.1 Non-Framework agencies : From the 19th October 2015, the
Trust will need to cease using non-framework agencies to fill
shifts. Each area has assessed the impact of doing this and

reported back their risk assessments and contingency plans to the
Directorate Performance Review Meetings.
In order to manage this proposed rule the Trust will be informed
on the 17th September which agencies have been approved for
framework use. ITU/Theatres/NICU will need particular support to
develop and implement plans to move away from the use of nonframework agencies within this timescale. Some of the nonframework usage in Theatres is for Anaesthetic Assistants who
work as Operating Department Practitioners. The Monitor/ TDA
agency rules do not currently extended to Allied Health
Professionals although the trust recognises that in time they will
be included and therefore this remains part of the reduction in
agency plan.
3.2 Communicate & Engage Staff : To raise awareness and
inform staff, a letter to staff from the Director of Nursing will
be issued after the 17th September following the publication of
the Framework agencies to outline the trust’s position and
intentions going forward in tackling non framework agency
usage and spend.
3.3 Recruitment : A projection of registered nurse vacancies,
sickness and maternity leave and turnover demonstrated the
requirement to recruit 490 registered nurses/ registered
midwives during the financial year. Intensive recruitment has
taken place with 230 wte registered nurses/ registered
midwives having commenced between April and end of
August 2015. There is a further 175 wte in the pipeline due to
commence in the next 3 months. In order to continually
monitor the pipeline, the recruitment team validate and update
start dates every week. See appendix 1 for registered and
non registered nursing vacancy & recruitment pipeline
information by directorate.
3.4 Partnership Agreement : BNSSG Trusts are meeting on the
22nd September with the intention of sharing best practice,
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working together to reduce agency usage and stop the use of
non-framework agencies from the 19th October. Any approach
will also need to include the support of Bath and Gloucester.
Initiatives include exploring a single but competitive bank rate
and additional bank incentives.
3.5 Bank & Agency Authorisation Controls : DMT’s are
working to current controls for bank and agency shift requests
with appropriate level of sign off authority.
3.6 Expanding Bank and Increasing Bank Rates - Work is in
progress to increase the number of bank workers to grow
capacity, but this is unlikely to support the current level of
demand without providing some additional incentives. Actions
such as increasing the basic pay rates and for nursing staff
removing the ‘lower’ band 5 pay rate have already been
implemented and is further being reviewed to help incentivise
staff movement from agency to bank.
3.7 Further EU Recruitment – Following assessment of the
projected recruitment for the next 6 months for Registered
Nurses, there is a requirement for a further recruitment
campaign to take place to Spain in the autumn. This is based
on the highly successful retention of this group of staff.
3.8 Absence and Leave Policies:
Annual Leave - increased awareness and accountability for
annual leave that is not administered in line with the requirements
of the Trust policy: Heads of Nursing, General Managers,
Assistant General Managers, Matrons and Supervisory Ward
Sisters will be briefed.
Sickness Absence - support and training for directorate
managers in using the sickness absence policy
3.9 Challenge Panel - a challenge panel for agency staff
expenditure has been scheduled for September (22nd). The

panel consists of Associate Director of HR&D, Finance Head
of Business Planning and the Deputy Director of Nursing.
Initially the panel will focus on nursing spend, Heads of
Nursing, along with Finance & HR Partners will be required to
attend and provide information that supports their agency
expenditure, management of sickness and use of e rostering.
Nursing Interventions
3.10 E-Rostering – Ensuring the use of E-Rostering to provide
better operational workforce control for nursing managers and
also to enable better use of substantive nursing through
optimal deployment.
3.11 SafeCare - Optimising the use of SafeCare as a tool to
inform shift by shift deployment decision for inpatient nursing
staff on the basis of patient need.
3.12 Specialing –The Trust has been one of the 12 Trusts
selected by the TDA for a 90 day innovation programme for
improving the experience of patients receiving one to one care
and reducing cost, this project is due to commence on the 25th
September.
3.13

Standardised Periods of Supernumerary Status

In order to manage and ensure a standardised approach to
supernumerary status on a ward and within specialist areas,
standard times have been set for newly registered nurses, EU
nurses, new nurses to the trust and internal transfers.
3.14

Staff Retention and Well-being

The trust employed a nurse recruitment and retention
manager in April 2015 for a 1 year fixed term contract. This
post has been invaluable in coordinating nurse recruitment
initiatives, managing the EU Nurse recruitment, leading and
implementing the nurse recruitment open days and providing
a ‘welcome and drop in’ service for all new registered nurse
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new starters. The Deputy Director of Nursing now opens the
clinical induction programme, welcoming new staff to the
Trust. Registered Nurse turnover rates from April until August
2015 now stands at 4.91%. The trust undertook an all nurse
staff survey reviewing the standardised shift patterns. This
generated a very high response rate with the actions required
in order to improve staff well-being whilst working these shifts
now underway.
4

Risks for the Organisation
Based on these recommendations the Trust has reviewed all
areas where there is use of non-framework agencies. There
are risks which are highlighted. This will be exceptionally
challenging in the high use areas including:
Theatres
Most of the theatre agency usage is non-framework and is
used to manage vacancy shortfall in Scrub, Anaesthetic and
Medirooms. Theatres have a dedicated ‘Team Theatre‘
recruitment project underway and have scrub nurses in the
pipeline due to start and some Anaesthetic Assistants due to
complete their course in November. However there still
remains a national significant shortfall in the Anaesthetic
assistant staff group. The additional risk is to the achievement
of the RTT trajectory as the increase in theatre lists requiring
more staff are due to come in line in November.
See Appendix 2 for Theatre staffing trajectory.
Intensive Care Unit
Recruitment to Intensive care had been strong, however the
challenge has been due to the different dependency
requirements which are needed to be flexed to safely care for

patients and with the planned increases of bed capacity at one
bed per month currently underway. The use of Non framework
agency has increased over the past 3 months in order to
manage this, along with funding approval for more registered
and non-registered nurses. The challenge is that the current
framework agencies cannot meet the demand of ICU
registered nurses. If sufficient nurses cannot be found then
bed capacity has to be reduced in order to manage patient
safety. This will put both the ED and RTT targets at risk if staff
cannot be obtained.
See Appendix 3 for ICU staffing trajectory.
Interventional Radiology
Interventional Radiology is currently utilised as an extra
capacity area at night which supports the internal bed flow and
achievement of the 4 hour ED target. In order to staff this area
at night, bank and agency staff are utilised. As this is
sometimes very last minute the ability to obtain bank staff is
not often possible and non-framework agency is frequently
used. To mitigate this Core Clinical Services Directorate are
currently reviewing possibilities of further substantive
recruitment to cover this.
Acute Medical Unit (AMU)
The AMU has a large number of registered nurse vacancies
(10 wte) and Band 4 Assistant Practitioners (8 wte) 12
registered nurses are due to commence in September and
early October with further staff recruited to cover vacancies.
The current vacancy shortfall has been managed through the
use of bank and agency (high use of non-framework agency)
and through moving staff from within the Medical Directorate.
The risk for this area is the high number of newly registered
nurses who have been recruited, ensuring that they have the
right skills to manage the high dependency and complexities
of the patients being admitted and providing adequate support
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Mitigation:

in order to retain staff. If this area does not have sufficient staff
there is likely to be a direct impact on the 4 hour ED target.
The use of non-framework agency has been supporting this
area of the past 6 months.

The numbers of vacancies and registered nurses within the
recruitment pipeline is an improving picture for most
specialities.

Neonatal Intensive Care Unit ( NICU)
NICU is a high user of non-framework agency to cover some
vacancies, although registered nurse vacancies have reduced
they do require agency to cover experienced non-registered
vacancies in the short term. Whilst staff have been recruited
they are still undergoing training. There is also the frequent
requirement to increase the numbers of cots being utilised
based on demand. In order to mitigate the risk of reverting to
non-framework agencies to manage this there will need to be
some enhanced initiatives to encourage staff to join the bank.
Elgar reopening
Elgar is due to reopen 34 beds in November 2015 in order to
support winter capacity. There is a risk that staffing this ward
with permanent staff may be challenging as staff have been
moved to the Brunel building whilst the refurbishment has
taken place and are now settling into different environments.
Recruitment is being monitored and maintained for this ward.
All areas
Whilst recruitment for registered nurses to general areas has
gone well over the past 6 months there is a risk that with the
volume of the unregistered nurse vacancies (125 wte) on 1st
September that in order to ensure patient safety, registered
nurses may be utilised to cover unregistered nurse shortfall. In
order to mitigate against this there has been an increase in
assessment centres, an additional trust induction programme
in September and a health care assistant open day planned
for the 24th September.

These risks have been discussed at length at TMT and at the
Directorate Performance meetings. The implementation
required has been supported by the Directorates who are now
working through plans to manage these risks within these key
areas.
5

Non Compliance
The expectation from Monitor and TDA is that the Trust will
stick to the rules, whilst patient and staff safety is expected to
be prioritised, overriding of the rules is expected to be rare.
They do acknowledge that there may be exceptional local
circumstances where the rule on the agency ceiling might be
suspended or flexed. The ceiling set for NBT is 5% for Q3/Q4
15/16. Based on the YTD expenditure figure of 9% and
August 2015 when it was 11%, the Trust have applied for an
increase in the ceiling to 6%. This increase requested is
supported by the classification ceiling which would have been
expected based on NBT’s lower level of spend in 14/15
(6.8%).
If a trust has to override the framework rule they must report
on a shift level basis via the monthly return. The nursing
agency rules have a graduated plan set out with how Monitor/
TDA intend to approach non-compliance in a way that
supports trusts in articulating the issues and developing
solutions.
A monthly trajectory for reduction of agency cost was
submitted for the next 6 months based on new starters,

This document could be made public under the Freedom of Information Act 2000.
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Next steps:

projected leavers, and activity changes which demonstrate
achievement within the ceiling of 6% by March 2016.
The actions to achieve this will be monitored via the
Workforce Committee and each Directorate will report current
position monthly.
6

Review the bank and local framework agency rates
jointly with the BNSSG Trusts on 22nd September.

•

Once the Framework agencies have been approved
on the 17th September, the trust will ensure that staff
on non-framework agencies are informed that the
Trust will be stopping the use of these agencies and
they will need to join a framework agency and/or NBT
Xtra in order to continue to work at NBT.

•

Tight Controls and Director Level approvals for any
non-framework agency in all areas will be put in place
following implementation on the 19th October.

•

From 19th October reporting of breaches of the use of
non-framework agency will be in place with monthly
reporting to the Trust Board via the integrated
performance report (IPR).

•

There will be monthly management of the agency
reduction trajectories by Directorate.

•

Operationalising the implementation of the nursing
agency rules is being worked through each
Directorate to ensure that there is clear process in
place within the timescale required.

Financial Impact
The trajectory outlined in Appendix 4 is in line with the
requirement to reduce the level of agency premium within the
current year by £1.3m. This reduction needs to be achieved
whilst not compromising the delivery of elective activity.
There is a further financial risk to the Trust by incurring
agency placement fees when transferring non-framework
agency staff to substantive or bank positions with the trust.
For example charges could range from 13% to 15% of a band
5 salary (eg around £3k). The costs can be mitigated by
individuals moving from non-framework to local framework
agencies and then onwards to bank and substantive posts
after 12 weeks.

7

•

Summary
The trust has been working for some time in preparing for
implementation of these rules, with the main priority being to
ensure intensive recruitment to current vacancies and
turnover. This is part of the Trust’s commitment to reduce
temporary staff and improve quality through safe staffing
levels.
The actions above describe the action plan underway within
the Trust for implementing a sustained reduction in the use of
both non framework and framework agency.
The trust has submitted a request to the TDA for an increase
in the agency ceiling to 6% along with a monthly trajectory to
achieve this over the next 6 months.

8

Recommendations
The Trust Board is asked to:
•

Discuss the actions required in order to implement the
Nursing agency rules in the timescale set.

•

Approve and Note the key operational, quality and
financial risks to the RTT and ED targets with
implementing these rules and support the control and
mitigation in place.

This document could be made public under the Freedom of Information Act 2000.
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Appendix 1 (Registered & Non Registered Nursing Vacancies & Recruitment by Directorate)
The table below outlines the registered and non-registered vacancy level as at the 1st September and the pipeline of starters during
September to November.

Vacancies

Registered Nurse/Midwives/Health Visitors
Starters

st

@ 1 Sept
Directorates
Core Clinical Services

18.50

Medicine

33.93

Musculoskeletal

15.81

Neurosciences

10.84

Renal & Transplant

11.95

Surgery

16.55

Women & Childrens

39.40

Grand Total

146.88

Sep

Oct

Nov

Start Date
tbc

8.00

8.00

1.80

9.00

20.88
3.00
7.00

10.80

0.10

7.00

2.00

2.00

5.00

3.00
3.80
26.22
68.90

1.00

4.00
11.25
46.05

9.00

7.00
1.28
3.18

20.45
53.45

Vacancies
st

@ 1 Sept

Non-Registered Nurse Starters
Start
Date
Sep
Oct
Nov
tbc
Totals

Totals
26.80

26.26

13.53

2.00

4.00

19.53

40.78

39.63

11.00

5.00

7.60

23.60

12.00

6.50

5.00

2.00

3.00

10.00

14.00

7.96

11.52

1.00

5.00

17.52

4.00

19.38

1.00

1.00

4.00

6.00

14.80

3.17

1.00

3.00

0.80

4.80

59.21

24.63

2.60

5.19

7.79

171.59

127.53

45.65

29.59

89.24

14.00

st

Data as at 1 Sept
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Appendix 2 (Theatres)
The table and chart below outlines the 2015/16 staffing trajectory for Theatres (data presented at DPR 17th Sept)

Red=Target, Green = Actual

This document could be made public under the Freedom of Information Act 2000.
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Appendix 3 (ICU)
The table and chart below outlines the 2015/16 staffing trajectory for ICU (data presented at DPR on the 17th September)

Overall

Apr-15 May-15 Jun-15

Contracted WTE in post
Turnover (actual known leavers)
Turnover (predicted)
Maternity Leave
Confirmed starters
Total WTE in post
Target WTE (funded
establishment )
Workforce Gap/vacancies
Recruitment Pipeline
Total projected wte in post
Revised workforce gap

Jul-15

Aug-15 Sep-15

Oct-15 Nov-15 Dec-15

Jan-16

Feb-16 Mar-16

Total

152.34

153.34

153.34

159.34

164.34

168.34

0.00

0.00

0.00

0.00

0.00

-2.00

-4.00

-3.00

-1.00

-3.00

-4.00

-2.00

0.00

0.00

0.00

0.00

0.00
-5.20
3.00
148.14

0.00
-5.20
4.00
148.14

0.00
-5.80
9.00
153.54

0.00
-7.80
6.00
156.54

0.00
-8.80
7.00
159.54

-3.60
-9.80
11.33
181.47

-3.60
-8.30
5.00
182.80

-4.25
-8.00
1.80
187.85

-4.25
-8.00
0.00
191.10

-4.25
-8.00
0.00
194.35

-4.25
-8.00
0.00
197.60

0.00 -19.00
-4.25 -28.45
-8.00
1.00 48.13
201.85

169.18

169.18

169.18

169.18

171.62

173.72

175.82

190.25

190.25

190.25

190.25

190.25

21.04
0.00
148.14
-21.04

21.04
0.00
148.14
-21.04

15.64
2.00
155.54
-13.64

12.64
2.00
158.54
-10.64

12.08
1.00
160.54
-11.08

7.85
15.60
185.67
11.95

0.00
7.50
2.20

0.00
7.50
1.30

0.00
7.50
-0.50

0.00
7.50
-0.50

0.00
7.50
-0.50

161.09
7.50
0.50
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Appendix 4
The table below outlines the trajectory submitted to the Trust Development Authority.
Trajectory of Nursing Agency
Trust Position (£'000)

Apr-15

Total Nursing Agency costs
Total Nursing costs
%
5% of Nursing costs monthly phasing

585

May-15
578

Jun-15
854

Jul-15
947

Aug-15
949

Sep-15
868

Oct-15
777

Nov-15
499

Dec-15
474

Jan-16
405

FeN-16
386

Mar-16

Total

357

7,679

8,143

8,025

8,705

8,873

8,458

8,672

8,616

8,425

8,425

8,403

8,376

8,363

101,483

7.2%

7.2%

9.8%

10.7%

11.2%

10.0%

9.0%

5.9%

5.6%

4.8%

4.6%

4.3%

7.6%

434

431

421

421

420

419

418
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Approval

Sustainable Development Management Plan (SDMP)

Recommendation:
Trust Management Team are asked to review, comment on and adopt the draft annual Sustainable Development Management Plan before submission
to Trust Board for approval. In line with the recommendations of the national NHS Sustainability Strategy, every Trust must have a board-approved
Sustainable Development Management Plan. Comments will be needed at TMT or at the latest by 23rd September.

Executive Summary
[Only complete it paper is greater than 5 pages]

North Bristol NHS Trust
1. Purpose
3. Main Report Content
The NHS Sustainable Development Strategy (2014-2020),
Sustainable, Resilient, Healthy People and Places, requires NHS
organisations to have a Board approved Sustainable
Development Management Plan (SDMP) in place.

The SDMP details how North Bristol NHS Trust is contributing to
the national NHS Sustainability Strategy vision.
To support the delivery of the vision and in line with the national
strategy recommendations, the management plan has adopted a
modular approach which focuses on specific key work areas.
These modules are summarised below.

This report introduces our Sustainable Development Management
Plan (SDMP) to Trust Management Team for subsequent
approval by Trust Board.
The SDMP will be updated for Trust Board approval on an annual
basis and made available as a public document as part of our
ongoing Sustainable Development work at NBT.

Climate Change and Health
The plan provides an introduction to climate change and its likely
impacts on human health and the associated challenges we will
face as a healthcare provider as costs escalate, scarce resources
diminish and weather patterns become more unpredictable.

2. Background
The national strategy describes the purpose of the health and
care system as being to continually improve health and wellbeing
and deliver high quality care when necessary. The strategy
addresses the challenge of how we go about this now and for
future generations within available financial, social and
environmental resources.

Adaptation and Mitigation
The plan addresses the need for climate change adaptation and
mitigation measures and details our proposed responses to this,
including the development of a climate change adaptation plan.

Understanding these challenges and developing plans to achieve
improved health and wellbeing and continued delivery of high
quality care is the essence of sustainable development.

Sustainable Models of Care
One of the key elements of climate change adaptation is to review
the way we deliver our healthcare service by transforming the way
we work to adopt more sustainable models of care.

North Bristol Trust has taken significant steps in the last few years
on the journey towards our aspiration to be a leader in the field of
sustainable healthcare.

By taking account of the environmental and social impacts of our
service models, we can support the development and delivery of
more integrated and sustainable models of care in the future.

The SDMP documents these actions and sets out what we intend
to achieve in the coming 12 months.

This document could be made public under the Freedom of Information Act 2000.
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engagement and development. This section of the plan details
how we intend to achieve this through staff engagement and
training. The Green Impact scheme, which is due to be launched
in October 2015 during Healthy Cities week is one example of
how we plan to adopt sustainable models of care through the
promotion of the strong links between sustainability and health &
wellbeing.

Sustainable models of care ensure our patients live well through
self-management and enablement and support. Sustainable
Models of Care also include preventative strategies to achieve
both environmental and health improvement outcomes or “cobenefits”. For example, the prevention and early intervention
through living well, education & provision of healthy food choices
and the promotion of active travel both improves the health and
wellbeing of patients, staff and the community but also reduces
the impact on the environment.

Healthy, Sustainable and Resilient Communities
Our aim is to deliver a healthy, resilient sustainable healthcare
service ready for changing times and climates. A significant
element of this module is the delivery of our new hospital
development, which once completed will be one of the most low
carbon hospitals in Europe.

Delivering the Vision
The plan sets out how NBT will deliver the vision, through our
sustainable development governance structure which includes our
Executive Leads, our Steering Group, our Momentum Group, the
Sustainable Development Unit and our network of Environmental
Awareness Reps. The plan documents how and when we will
communicate environmental and sustainability information to our
stakeholders.

Alongside our new facilities we will be working in partnership with
our local sustainability networks to share best practice and
explore further opportunities to collaborate on the sustainable
development agenda to ensure resilience within our community.

Corporate Vision and Governance

Sustainable and Clinical Care Models

As a Trust, we aim to manage our environmental impacts and
deliver continuous environmental improvement and performance
across our healthcare service. We will achieve this by utilising the
Good Corporate Citizen Assessment model and the international
Environmental Management System ISO14001 to drive forward
environmental improvements across our sites and services.

The plan outlines our aim to adopt more sustainable and clinical
care models across our healthcare service. This section sets out
some of the examples of sustainable models of care already in
place, but places greater emphasis on us to identify opportunities
to further maximise sustainable clinical and care models within
our organisation. We hope to achieve this through the
appointment of a board level clinical lead who will sit on the
Steering Group.

Leadership, Engagement and Development
NBT aims to embed sustainability into everyday practices through
committed leadership, culture change and system wide
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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progress against our objectives and targets and report against
them within the annual SDMP.

Carbon Hotspots
As a Trust we are committed to monitoring and reducing our
carbon emissions in line with the national NHS target of 34%
reduction by 2020. NHS England has identified the key areas or
“carbon hotspots” across the healthcare service where we should
prioritise our carbon reduction activities.

We have already gathered a significant amount of metric data,
however there remain a few gaps for which we need to begin
collecting information in order to fully assess our performance.
2015 will act as a baseline year for our data collection to enable
us to garner an accurate picture across our sustainability agenda
following the redevelopment of Southmead Hospital and
associated changes to our services. Where we are obliged to
report against an earlier baseline (e.g. NHS performance towards
the Climate Change Act target where 2013 is the baseline), we
will include previous year’s data but on the understanding that we
are measuring our progress from the 2015, post Southmead
development position.

These carbon hotspots include;
•
•
•
•

Commissioning and procurement
Travel and Transport
Energy and Water
Waste and Recycling

The SDMP includes a section addressing each of our priority
carbon hotspot areas outlined above detailing what we have
achieved so far, our plans for the future and the associated
measurements we will be undertaking to assess our performance
improvements.

4. Summary
The SDMP will be our Trust Board approved public-facing
document which details our progress and commitment towards
the national Sustainability Strategy.

Metrics

The actions detailed within the SDMP will be delivered through
the Sustainable Development Governance structure laid out within
the document and in accordance with our Environmental Policy
and associated communications procedure.

The Sustainability Strategy recommends the NHS adopts an
integrated approach to metrics where the progress in sustainable
development can be clearly seen. Metrics such as these enable
benchmarking without creating burdensome collection processes.
They also provide a firm base to identify milestones and future
development, and support the achievement of the goals of the
national Strategy.

5. Recommendations
Trust Management Team are asked to review, comment on and
adopt the draft annual Sustainable Development Management
Plan prior to submission to Trust Board for final approval. This is
to bring NBT in line with the recommendations of the national
NHS Sustainability Strategy to have a Board-approved plan.

NBT has identified the sustainability metrics relating to our carbon
hotspots which have been laid out within the sustainability
dashboard. These metrics will be used to monitor and track our

This document could be made public under the Freedom of Information Act 2000.
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Foreword
North Bristol NHS Trust is one of the largest healthcare providers,
employers and consumers in the region. As such, we recognise the
environmental impact of the healthcare service we provide to our local
community and the potential co-benefits of minimising this impact.
As a healthcare provider, we must adapt and react to climate change
and maximise every opportunity to improve economic, social and
environmental sustainability where we can.
This Sustainable Development Management Plan outlines our
contribution towards the NHS Sustainability Strategy and our vision to
be a healthy, resilient sustainable healthcare service ready for
changing times and climates, both now and for future generations.

Andrea Young
Chief Executive

1

Peter Rillett
Chairman
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NHS Sustainability Strategy 2014 - 2020
Sustainable, Resilient, Healthy People and Places
NHS England’s Sustainability Strategy, “Sustainable, Resilient, Healthy People and Places”
describes the vision for a sustainable healthcare system through reducing carbon emissions,
protecting natural resources, preparing communities for extreme weather events and
promoting healthy lifestyles and environments.
The strategy supersedes the NHS Carbon Reduction Strategy (2009), and requires the NHS
to adopt an integrated, aligned and coordinated approach to deliver sustainability in a
changing climate. The strategy goes beyond the NHS to the wider social care and public
health system and beyond carbon reduction to include other areas of sustainable
development such as climate change adaptation and sustainable models of care, placing
much greater emphasis on our relationship not only with staff but with contractors, suppliers,
patients, visitors and the surrounding community.
The NHS Sustainability Strategy requires NHS Trusts to prepare a Board approved
Sustainable Development Management Plan.

Figure: Sustainable, Resilient, Healthy People and Places, Sustainable Development Unit, 2014

Vision
A sustainable health and care system which works within the available environmental and social resources protecting and improving health now
and for future generations. This means working to reduce carbon emissions, minimising waste and pollution, making the best use of scarce
resources, building resilience to a changing climate and nurturing community strengths and assets.
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Climate Change and Health
Climate change is the change in climatic patterns largely attributed to
the increased levels of atmospheric carbon produced by the use of
fossil fuels.
Described as the biggest global threat to health facing the twenty first
century by the World Health Organisation and more recently in The
Lancet, (2015), climate change is predicted to have far-reaching
consequences to weather systems, global temperatures, food
scarcity, water scarcity and cause changes to communicable disease
patterns and biodiversity.

It is predicted climate change will increase the number of heat /cold
related illness and deaths, increase the amount of food, water and
vector borne diseases, increase skin cancers and sunburn, increase
the health impacts of respiratory disease from poor air quality and
aeroallergens and likely bring about an increase in mental health
issues as a result of local social impacts caused by climate change.
As a Trust we will face pressures to keep our services running during
extreme weather events and associated fuel, water and food
shortages and face increased demand on our services from the
associated health impacts of climate change.

Figure: Health and climate change; policy
responses to protect public health. The Lancet,
June 2015. An overview of the links between
greenhouse gas emissions, climate change, and
health.
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Climate Adaptation and Mitigation
As a Trust, we must become resilient to the effects of climate change
and adopt adaptation and mitigation measures to prepare for and
reduce the impacts of a changing climate on our healthcare service.
Climate change adaptation is the understanding and implementation
of resilience measures to enable us to prepare for the effects of
climate change.
We will achieve this by ensuring our Business Continuity plans
consider and plan for the vulnerabilities of our healthcare service, our
staff and our patients to climate impact risks. Consideration will also
be given to the secondary impacts of climate change, such as the

effects of storms on our infrastructure and access to our supply chain
and vital resources such as medical equipment, water, energy, fuel
and food to ensure continuity of service in times of scarcity.
Climate change mitigation measures are actions which limit the
effects of climate change by reducing the amount of carbon and
greenhouse gases we release into the atmosphere. Our carbon
mitigation measures are detailed within this SDMP.
By adopting climate change adaptation and mitigation measures we
will become a healthy, resilient, sustainable healthcare service ready
for changing times and climates.

Sustainable Models of Care
One of the key elements of climate change adaptation is to review
the way we deliver our healthcare service so we can achieve more
sustainable clinical and care models.
We aim to deliver exceptional care within the resources available.
This has always been a challenge and will become increasingly so as
costs escalate, scarce resources diminish and weather patterns
become more unpredictable.
To be prepared for it is increasingly important to consider the
environmental and social impact of how our services are delivered.
Figure; Sustainable Development Unit (2014) Sustainable resilient healthy places and people;
Sustainable, Clinical and Care Models

Transforming the way we deliver our healthcare service provides an
opportunity to take a whole systems approach. Sustainable models of
care can include ensuring our patients live well through selfmanagement, enablement and support and prevention and early
intervention. By taking account of the environmental and social
impacts of our service models, we can support the development and
delivery of more integrated and sustainable models of care in the
future. For example, by providing care closer to home, we can reduce
patient travel emissions, improve local air quality and reduce
congestion and it is often more convenient for the patient.
Sustainable models of care also include preventative strategies to
achieve both environmental and health improvement outcomes or
“co-benefits”.
Prevention and early intervention through living well, education and
provision of healthy food choices and the promotion of active travel
both improves health and wellbeing of patients, staff and the
community, but also reduces the impact on the environment.
6
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Delivering the Vision
This Sustainable Development Management Plan sets out how we
will deliver the vision of the National Sustainability Strategy at North
Bristol NHS Trust.

Sustainable Development Governance
The Director of Estates, Facilities and Capital Planning, Simon Wood
has been appointed as the Executive Lead for Sustainability,
supported by Liz Redfern, Non-Executive Director.

Photo: NBT Environmental Awareness Reps (EARs) at our Environmental Policy launch, May 2015

Simon Wood, Director of Estates, Facilities and Capital Planning

The Sustainable Development Momentum Group is chaired by the
Sustainable Development Manager. This working group meets
monthly and is responsible for the delivery of the Sustainable
Development Management Plan, Good Corporate Citizen
Assessment and monitoring environmental improvement across all
work areas.

Liz Redfern, Non-Executive Director

The Sustainable Development Steering Group is chaired by the
Sustainability Lead, Simon Wood.
The group meets quarterly and includes Executive and NonExecutive Director’s (NED’s), our Special Advisor on Public Health
and Sustainability and the Sustainable Development Unit. The
Steering Group drives forward the sustainable development agenda
at NBT.
7
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The Sustainable Development Manager manages a small team of
specialist advisors working towards sustainable development,
including the implementation of the Environmental Management
System ISO14001.
The Trust has approximately 170 Environmental Awareness
Representatives (EARs), who act as Sustainability Champions within
their specific work areas.

Communication
As part of our Environmental Management System we have
developed a communications strategy outlining how we will
communicate with our stakeholders on our sustainable
development agenda.
The communications strategy outlines our methods of
communication, both internally and externally to the Trust. Our
strategy also includes our sustainable development brand
including our logo and icons which we have developed to help
communicate our information in a simple and effective way in
order to engage stakeholders such as staff, patients and the
local community on sustainability issues.

Reporting
The National Sustainability Strategy requires us to report on our
sustainable development progress in a Board approved Sustainable
Development Management Plan (SDMP). This SDMP will be updated
on an annual basis.
We are also required to report our progress on sustainable
development through the Good Corporate Citizen Assessment on a
six monthly basis, annual ERIC returns and within the HM Treasury
annual Chairman’s report, which includes a section on Sustainability.
For the first time in 2015, Bristol Clinical Commissioning Group now
requires NBT to report on sustainability as part of our Contract.

8

We are committed to….


Managing our environmental impacts and delivering
continuous environmental improvement and performance
across our healthcare service

We have…








Adopted an Environmental Policy
Established a Governance Structure for Sustainable
Development at North Bristol NHS Trust
Appointed an Executive Director Lead for Sustainability.
Appointed a Non-Executive Director Lead for Sustainability
Appointed an Expert Advisor on Sustainability and Public
Health
Appointed an Environmental Management System Coordinator to implement ISO14001 across the Directorate of
Estates, Facilities and Capital Planning
Actively benchmarked our progress with other NHS Trusts
using the Good Corporate Citizen Assessment on a 6 monthly
basis

We will…
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Report against our Environmental Policy commitments,
objectives and targets on an annual basis
Implement ISOI14001 within the Directorate of Estates,
Facilities and Capital Planning
Identify, utilise and develop avenues to share good practice
Actively communicate our plans with stakeholders
Engage with our patients and the public on sustainable
healthcare
Aspire to be a leader in sustainable healthcare

CASE STUDY: Good Corporate Citizen Assessment
The Good Corporate Citizen assessment model was developed for Trusts
to benchmark progress on sustainable development, not just by measuring
fuel bills or waste but by evaluating sustainability across the board in
financial, social and environmental terms.
The assessment allows Trusts to measure how well their activities support
sustainability both inside the organisation and outside in the community.
By now the Trust should be achieving a score of 50% in each area and by
2020 a score of at least 75%.
The assessment for 2015 highlights that the Trust has significant work to do
to make progress in procurement, community engagement, models of care
and adaptation.

70
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50
40
%

Corporate Vision and Governance

30
20
10
0

2011
2012
2013
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2015

Leadership, Engagement and
Development
We are committed to…


Embedding sustainability into everyday practices through
committed leadership, culture change and system-wide
engagement and development

We have…







Trust Board support for the sustainable development agenda
Developed a Sustainable Healthcare brand for NBT
Demonstrated commitment to sustainability nationally, by
participating in NHS Sustainability Day 2015
Engaged staff, patients and visitors on the links between
sustainability, health and wellbeing
Included sustainability within our staff induction programme
Recruited a substantial network of Environmental Awareness
Representatives (EARs), TravelSmart Reps and Health and
Wellbeing Champions across our organisation

We will….
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Expand our Steering Group membership to better represent
areas across Trust’s activity
Participate in NHS Sustainability Day 2016
Develop a multi-level training programme for staff on
sustainability
Develop a Sustainability Engagement Strategy
Launch Green Impact during Healthy Cities Week in October
2015
Promote healthy eating through the provision of a weekly fruit
and veg stall at Southmead

CASE STUDY: NHS Sustainability Day 2015
In line with our commitment to engage stakeholders and the wider
local community on sustainability and the links to health and
wellbeing, we held our first Sustainability Fair in the new Brunel
Building to mark the annual NHS Sustainability Day on 26th March
2015.
We hosted other Bristol NHS organisations and stallholders
promoting the links between sustainability and wellbeing to raise
awareness of the work they have been doing to improve their
sustainability or giving advice to visitors, patients and staff on how
they can reduce their environmental impacts at home. We recruited
an additional 25 environmental awareness reps to boost our existing
network of staff across the Trust who assist us with implementing
change and raising awareness.
Bristol Community Farm provided a fresh fruit and veg stall on the
day promoting healthy eating and the importance of using locally
grown organic food to reduce the environmental impact of the food
system.

Healthy, Sustainable and Resilient
Communities
We are committed to …


Delivering a healthy, resilient sustainable healthcare
service ready for changing times and climates

We have …..








Completed Phase 1 of an exceptional new low carbon hospital
building for the south west on our Southmead site.
Co-established the Bristol Health and Sustainability Network to
collaborate and explore opportunities for embedding
Sustainable Development in a healthcare setting in Bristol with
our local NHS neighbours
Implemented business continuity and resilience plans,
including extreme weather and personal resilience plans for
staff
Established an active Health and Wellbeing programme for
Trust staff through Zest for Life, delivering health and wellness
roadshows promoting activities and providing opportunities
supporting staff to create positive changes in their health and
wellbeing
Represented NBT on the Bristol Health Partnership and the
Bristol Food Policy Council (Chair)

We will….




11

Complete Phase 2 of our new hospital development which will
include climate change adaptation specifications
Prepare a Climate Change Adaptation Plan
Update our Estate Strategy to ensure climate change
adaptation specifications are included with all major projects or
refurbishments

CASE STUDY: Southmead Hospital Re-Development
The Southmead Hospital re-development programme set out to
deliver an exceptional low-carbon hospital building which includes the
following sustainable design elements;
•
•
•
•
•
•
•
•
•
•
•
•

Rated BREEAM ‘Excellent’ (Healthcare)
20% Renewable energy
Strict energy consumption targets
Natural ventilation
Maximising insulation
Maximising natural daylight
Maximising orientation, solar shading and glazing technology
to control solar gain
Water efficient appliances
Grey water recycling system
Green roof and Sustainable Urban Drainage systems (SUDs)
Increased public transport and accessibility
Provision of secure cycle parking and new cycling facilities

Sustainable Clinical and Care Models

CASE STUDY: Preventing Illness by Tackling Cold Homes

We are committed to….

NBT has been working with local partners to find ways to prevent
hospital admissions caused by cold draughty homes.



Adopting sustainable clinical and care models across our
healthcare service

We have…







Adopted “Patient View”, a telemedicine system to enable our
patients to access their results online instead of travelling to
the hospital to receive results face to face
Established community based renal units across the city at
Cossham and South Bristol to improve renal patient comfort,
facilitate access and to reduce patient travel
Established a community based birth centre at Cossham to
ensure patient comfort, enable mums-to-be to opt for more
natural led births and reduce patient travel
Ensured our new hospital development has maximised the
sustainability co-benefits of the built environment and patient
comfort e.g. access to green space, natural daylight, thermal
comfort, privacy and noise reduction through sustainable
design
Begun working with stakeholders to prevent the health risks
and maximise the health co-benefits of reducing climate
change specifically community based projects e.g. reducing
illness and death associated with cold homes

We will…
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Identify opportunities to further maximise sustainable clinical
and care models within our organisation
Identify a Clinical Lead for developing Sustainable Models of
Care
Develop Board level training on the concept of Sustainable
Healthcare

BRE believe cold, draughty homes cost the NHS £850million+ per
year through increased admissions of those who are suffering from
fuel poverty.
There is mounting research demonstrating that the effects of fuel
poverty (cold, draughty homes) increase the risk of falls, strokes,
COPD, asthma, social isolation and thus place additional pressures
on the NHS.
On 5th March 2015 NICE issued formal guidance (NG6) on excess
winter deaths and morbidity and the health risks associated with cold
homes.
Recommendation 7 stated:
And



Discharge vulnerable people from health or social care
settings to a warm home.

Working with our discharge case managers, outpatient teams,
occupational therapy and the Centre for Sustainable Energy (CSE),
NBT will be looking at ways of promoting PITCH - Preventing Illness
by Tackling Cold Homes which enables healthcare professionals to
refer patients to CSE for energy efficiency improvements in their own
homes.
By creating warm homes for patients, we
hope to make patients more comfortable
and conducive to recovery and thus
prevent re-admissions. This will free up
valuable bed space, CO2 travel reduction,
CO2 inpatient stay reduction (energy and
waste) and provide not only
environmental, but financial and social
benefits too.

We are committed to…

Carbon Hotspots
The NHS Sustainability Strategy reports that the health of the
environment and of people is damaged by pollutants released and
resources used in delivering care.



We have…


The Intergovernmental Panel on Climate Change Assessment Report
5 (IPCC AR5)1 released in September 2013 reinforces
the scientific basis for taking action to accelerate progress on
reducing man-made carbon emissions to protect health both
now and in the future.
To protect the wellbeing of the UK population the NHS has set an
ambitious goal to reduce carbon dioxide equivalent emissions across
building energy use, travel and procurement of goods and services
by 34% by 2020. Given the progress already made between 1990
and 2013 there is still a 28% reduction required to align with the
Climate Change Act target of a 34% reduction by 2020.
NHS England has identified the key areas or “carbon hotspots”
across the healthcare service where we should prioritise our carbon
reduction activities.
Figure: Carbon
Hotspots
Module,
Sustainable,
Resilient,
Healthy People
and Places
Sustainable
Development
Unit, 2014

Monitoring and reducing our carbon emissions

Established the Sustainable Development Momentum Group
to drive forward our commitment to identify and reduce our
carbon emissions from our known carbon hotspots;





Commissioning and procurement
Travel and Transport
Energy and Water
Waste and Recycling

We will…


Establish the baseline data of our carbon footprint, including
energy use, procurement, waste, water, travel and transport



Set objectives and targets in line with our Environmental
Policy

Metrics 2015
Total carbon emissions are commonly used as a performance
indicator to measure an organisation’s success in reducing its
contribution to climate change. Carbon equivalent (CO2e) is a way to
express all greenhouse gases emissions in a standardised unit.
By using carbon emissions factors (expressed in kg CO2e), we can
easily calculate the carbon emissions or ‘footprint’ associated with
our activities, such as energy consumption (kwh) or travel (miles).

Total carbon emissions
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Tonnes

CO2e

Commissioning and Procurement
Working with our partners Bristol and Weston Purchasing
Consortium (BWPC), we are committed to…


Monitoring and reducing the impact of the goods and
services we procure and engage with our suppliers and
contractors to do the same

CASE STUDY: Supporting Fairtrade
As part of our environmental, ethical and social responsibility, we are
keen to ensure the products we buy meet Fairtrade standards where
possible. The Fairtrade standard guarantees environmental
protection of local ecosystems and rainforests, as well as strict
controls on waste, carbon emissions and water use. Fairtrade is an
excellent anti-poverty tool as well as supporting sustainable farming
methods across the globe.

We have…






Identified a Sustainable Procurement Lead at BWPC
Established a Sustainable Procurement Policy working group
with BWPC and local healthcare providers
Included sustainability requirements within the tendering
process where applicable
Included sustainability specification within our contracts where
applicable
Begun working with suppliers to reduce our carbon footprint

We will…





Prepare a Sustainable Procurement Policy with BWPC
Ensure BWPC are represented on our Sustainable
Development Steering Group and Sustainable Development
Momentum Group
Support BWPC with the delivery of their Sustainable
Procurement Policy where applicable
Report our sustainable procurement data as contractually
required by Bristol’s Clinical Commissioning Group and NHS
England

Metrics 2015

Procurement carbon emissions (e-class
data)
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Tonnes

CO2e

In February 2015, we received the Silver Fairtrade Business Award
for our work promoting Fairtrade products in our staff restaurant at
Southmead Hospital.
The award acknowledges our commitment to buy fairly traded
products and the good work our Catering Team has done in the
restaurant to raise awareness amongst staff and promote Fairtrade
products through the sales of Fairtrade chocolate (Divine, Green &
Blacks and Cadbury’s), bananas, tea, coffee and fruit juice.

CASE STUDY: NBT’s Award Winning Travel Plan

Travel and Transport

We have developed a comprehensive travel plan to assist and
support staff with the move into the new hospital.

We are committed to…


Monitoring and reducing the environmental impact of our
travel and transport operations

We have….








Established a Travel Strategy Group
Produced an Award Winning Travel Plan
Established our TravelSmart programme to support staff
Run regular TravelWest Road Shows
Undertaken annual travel to work surveys
Installed vehicle tracking / monitoring on some Trust vehicles
Installed a rapid electric charging point at Southmead Hospital

We will…





Establish the baseline data for travel and transport
Set objectives / targets in line with our Environmental Policy
Continue to support staff to make sustainable travel choices
Install electric vehicle charging points during Phase 2

Metrics 2015
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Business Travel

Miles

Patient Transport

Miles

Grey Fleet

Miles

Staff Commute – Single occupancy vehicle

%

Staff Commute – Cycling

%

Staff Commute - Bus

%

Staff Commute – Walk

%

The aims and objectives of our Travel Plan are:




To reduce the number of single occupancy vehicle journeys
made to the hospital by private car
To improve travel choices and make them safe and accessible
to all
To encourage healthy, environmentally sustainable travel
choices

A number of measures have been adopted to encourage staff to find
alternative ways of getting to work without their cars.
As result of our travel plan, our annual staff travel survey undertaken
in September 2014 reported 20% of staff were travelling to work by
bicycle. This is an improvement on the 8% recorded in 2005.

Energy and Water

CASE STUDY: Renewable energy at Southmead

We are committed to…

The new hospital development at Southmead has enabled us to
review our energy demand and look to alternative renewable energy
generation on site. Our new hospital includes a biomass boiler
designed to deliver 20% of our energy demand for the new Brunel
Building. We have further invested in additional renewable energy
generation across the site.



Monitoring and reducing energy and water consumption

We have…



Established an Energy Conservation Group
Adopted energy conservation measures through sustainable
design within the new hospital development
 Sourced 100% of our electricity to Southmead from a mixture
of renewable sources including wind and solar power
 20% of our energy supply to the Brunel Building is renewable
supplied by our biomass boiler which burns wood chip
supplied by a local supplier
 The new Brunel Building includes water efficient appliances, a
grey water recycling system and a green roof which reduces
surface water runoff
We will…






Prepare an Energy Policy
Establish the baseline data for energy and water consumption
Set objectives / targets in line with our Environmental Policy
Undertake energy efficiency improvements
Undertake a comprehensive lighting review

Metrics 2015
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Electricity

KWh

Gas

KWh

Heating Oil

KWh

Renewable

KWh

Water

M3

•

Pathology Phase I and Phase II buildings have two
photovoltaic systems on the roof (photo below).

•

A smaller PV system is also installed on top of Elgar House.

NBT will continue to explore opportunities to expand the use of
renewable energy technology across the Trust Estate.

CASE STUDY: Decommissioning of Frenchay Hospital

Waste and Recycling
We are committed to….


Monitoring and reducing the amount of waste we produce

Prior to moving into the new hospital development, the Trust wanted
to ensure that emptying the decanted buildings at both Frenchay and
Southmead was done sustainably with as much re-use and recycling
as possible.

We have…







Implemented a Waste Policy across the Trust
Implemented a mandatory waste training package
Embedded sustainability criteria and specifications of our
waste management contract
Implemented comprehensive waste / recycling segregation
Introduced the offensive waste stream for non-infectious
patient waste in some areas including Cossham Hospital
Installed three food waste digesters in our new hospital

We will…








Establish baseline data for waste and recycling
Set objectives / targets in line with our Environmental Policy
Expand the offensive waste stream Trust-wide including our
community sites.
Run trials for re-usable sharps containers to both reduce
waste and the occurrence of needle stick injuries
Investigate alternative disposal routes for IV drip disposal and
pharmaceuticals
Implement better segregation of gypsum waste
Introduce a Trust wide re-use project

Metrics 2015
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Incineration

Tonnes

Autoclaving

Tonnes

Landfill

Tonnes

Recycling

%

We teamed up with auctioneers Hillditch and BCL services to identify
items for re-sale or reuse. The remaining unwanted items were
broken down into their component parts, maximising the amount of
materials that could be sent for recycling. This approach also used
significantly fewer skips (270 instead of the anticipated 802 for a job
this size) which saved the Trust money and reduced transport
emissions.
Of the 2,768 tonnes of potential resources left behind, 86% has been
recycled or re-used. In recognition of this achievement, NBT was
shortlisted and was Highly Commended at the National Recycling
Awards 2015.

Food and Catering

CASE STUDY: Food for Life Silver Award

We are committed to….

We have achieved The Soil Association’s Silver Food for Life
Catering Mark through the sourcing and provision of locally grown,
organic and seasonal food to our patients;



Monitoring and reducing the environmental impacts of the
food we serve to our patients and staff

We have…




Achieved the Silver Food for Life Catering Mark for our patient
meals
Achieved a Silver Fairtrade Award in our staff restaurant in the
2015 Fairtrade Business Awards
Won the national NHS Sustainability Day Award for
Sustainable Food in 2015

We will….







Working with the Soil Association to develop a Food and Drink
Strategy
Establish the baseline data for food consumption
Set objectives / targets in line with our Environmental Policy
Aim for bronze Food for Life Award for our staff meals
Maintain our Silver Food for Life Award for patient meals
Maintain our Silver Fairtrade Award in our staff restaurant

Metrics 2015
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Locally sourced

%

Organic

%

Seasonal

%

Fairtrade

%











Sourced food from within 50 miles of Bristol
Our milk comes from a herd of 350 Holstein Friesians grazing
on 500 acres of pasturelands at the family run Gundenham
Dairy Farm in Wellington, Somerset
Our ice cream comes from Marshfield Farm near Bath.
All our meat is local and farm assured
All our beef mince for patients is organic
All our Wiltshire ham is farm assured
All our cheese is sourced from a local producer in Somerset.
All our eggs are free range.
All our fish and fish dishes are sustainably sourced and MSC

Biodiversity
We are committed to…


Protecting the natural environment, including the
prevention of pollution

We have…






Ensured sustainable urban drainage systems are included
within the specification of the hospital redevelopment
A comprehensive ecological survey of the Southmead site as
part of the hospital redevelopment
Created a large green roof on the new Brunel Building
Developed a wild flower meadow at Cossham Community
Hospital
Created high value green space onsite to improve staff and
patient wellbeing and biodiversity

We will…







Undertake an ecological survey and develop a biodiversity
action plan
Monitor any pollution incidents across the Trust estate
Plant 700 additional new trees / shrubs as part of Phase 2
Create a wetlands area as part of Phase 2
Develop a pollution prevention and response procedure in line
with our Environmental Management System
Investigate opportunities to establish a staff allotment, herb
garden and other potential growing projects on Trust land to
improve biodiversity and further enhance staff wellbeing

Metrics 2015

Establish baseline
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CASE STUDY: Planning for Biodiversity
We recognise the value of our green space as an important resource
and habitat for wildlife contributing to Bristol’s wider biodiversity
network. There is mounting research and evidence that access to
green space provides health, social, environmental and financial
benefits.
Our Southmead Hospital redevelopment set out to deliver a diverse
green environment as part of our vision to create the most
sustainable hospital in the UK, including;
 A substantial green roof on top of our new Brunel Building
 A comprehensive landscaping programme to include multiple
gardens for patients and staff, including a green roof terrace
 A new wetlands area at the southern end of the site
 An extensive planting programme of approximately 700 trees
and shrubs.

Metrics 2014/2015
INDICATOR

KPI

2014/2015 Data

Target/s

Tonnes CO2e

Data incomplete*

28% reduction by 2020**

Electricity
Gas
Heating Oil

KW/h
KW/h
KW/h

37,218,967
52,399,499
1,559,671

Establish 2015 Baseline

Renewable

KW/h

11,000 (PV cells)

Establish 2015 Baseline

M3

289,418

Establish 2015 Baseline

Miles
Miles
Miles

Data incomplete*
Data incomplete*
997,429

Establish 2015 Baseline

%
%
%
%
Tonnes
Tonnes
Tonnes

45.5
20
12
10.5
220.5
613.1
1209.8

Recycling

%

44

Local
Organic
Seasonal
Fairtrade

%
%
%
%

20.6
2.3
7.6
3.5

Trust Carbon Footprint (energy, waste, water,
transport and procurement e-class data)

Water
Business Travel
Patient Transport
Grey Fleet
Staff commute – Single occupancy vehicles
Staff commute – Cycling
Staff commute – Public transport
Staff commute – Walking
Incineration
Autoclaving
Landfill

*Data is currently unavailable ** Climate Change Act target of a 28% reduction by 2020, based on a 2013 baseline.
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Establish 2015 Baseline

Establish 2015 Baseline

Establish 2015 Baseline

Establish 2015 Baseline

Image: Southmead Hospital Pathology Building
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North Bristol NHS Trust
cancer diagnoses and responsible for ensuring they
were dealt with within the two week standard.

1. Purpose
1.1. To present an update from the Committee following
its meeting held on 14 September 2015.

3.3. The Committee noted that all cancer patients had
access to a specialist nurse and that North Bristol
dealt with the largest number of cancer patients in
the South West although they were primarily
surgical.

2. Background
2.1. As a formal Committee of the Trust Board, the
Committee is required to report after each meeting to
highlight the key discussions, risks identified,
decision taken and future business. The following
report provides this update to the Trust Board.

3.4. Quality of services was discussed at fortnightly
delivery team meetings and the bi-monthly Cancer
Committee which also discussed any matters of
concern brought to the attention of the cancer senior
management team.

3. Business Undertaken – Deep Dive
3.1. The Committee undertook a deep dive into the
systems and processes which helped to assure the
quality of the Trust’s cancer services. The meeting
was attended by the lead clinician and nurse and the
Cancer Services Manager.

3.5. The aims of the MDTs and their support teams were
to ensure cancer and suspected cancer patients
were appropriately reviewed and discussed at key
points in their pathway and the NBT support staff
monitored all NBT cancer patients and helped
national and local audits.

3.2. Below these three staff the lead nurse manages the
Wellbeing Centre Manager and has professional
responsibility for the 34 whole team equivalent
specialist cancer nurses working in their respective
directorates and specialties and the palliative care
specialist nurses. The Services Manager manages a
Performance Manager who is responsible for a Data
Quality lead, four wte members of a fast track team,
eight wte multi-disciplinary team (MDT) co-ordinators
and two wte apprentices. Work with directorates is
mainly done through the heads of nursing. The fast
track team was now the first point of call for General
Practitioners when referring patients for potential

3.6. All the separate cancer specialties were subject to
the national peer review process and the cancer
services team had a co-ordinating role.
3.7. The cancer services team plays a key role in driving
the Trust’s ambitions in a facilitating, leading and
influencing role with both directorates and other
Trusts. It also helps introduce new national guidance
such as the recent NICE issue on suspected cancers
which will need co-ordination with health
commissioners and GPs.
3.8. On a national basis the Trust was rated yellow in a
‘RAG’ rating of green, yellow, amber and red. The
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midwives. There were a number of areas of
identified good practice and three priorities
for 2015/16: support for women with
complex issues, support for junior staff and
achieving 1:15 ratio of supervisors to
midwives.

actions that were in place would place it in the green
zone. The 62 day target was the main risk and there
was much focus on urology services with extra
theatre lists planned for November.
3.9. Annual Reports
3.9.1.

The Committee received a brief presentation
on the Annual Reports from the Antenatal
and Newborn Screening Services (ANSS)
and Monitoring the Standards of Supervision
and Midwifery Practice.

3.9.2.

In essence the ANSS report is an
assessment against national guidance for
Trusts to assess and develop their services
in relation to the national standards for
Antenatal and Newborn Blood Spot
Screening Programme. The Trust takes part
in all six national screening programmes.
The previous audit had only been
undertaken three month’s previously so that
there were a number of recommendations
still outstanding. The three areas for
concern were delays in reviewing local
guidelines, a lack of formal training for
screening and delay in implementation of an
electronic tool.

3.9.3.

3.9.4.

The Committee also received the annual
report from the specialist palliative care
team which recorded a year on year
increase in referrals of both malignant and
non-malignant diseases and in complexity of
patients. The year had also seen a big
transformation in working especially with
Macmillan and such a small team was now
looking at succession planning.

3.10. Other Business
3.10.1. The Committee noted the actions being
taken to address the concerns raised by the
Inpatient Survey from 2014. These have
been triangulated with more recent FFT
comments and analysis of topics of
complaints. Also noted were the learning
and recommendations from the Patients
Association
analysis
of
complaints
processes and well received training
package. These would form the basis of
further actions which would be reported to
the Committee in November.

The annual Local Supervisory Audit is a self
and peer review with the LSA audit team
undertaking a sampling technique for
verification. It was noted that the Trust met
all the standards for statutory supervision of

3.10.2 The committee received a summary of
executive and non-executive walkrounds

This document could be made public under the Freedom of Information Act 2000.
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3.10.6 The Committee considered that no further
external advice was required given that the
TDA and Commissioners were closely
involved with the actions. An invitation to the
CQC to revisit should be considered
following the risk summit meeting in early
October.

performed in 2015. There was discussion
about the number of formal visits each
Board member should make and it was
agreed that a forward plan should be
received by the committee at its next
meeting and a schedule of cancelled
meetings along with the list of executed
ones and their themes.

3.10.7. A draft annual report from the Quality and
Risk Management Committee was received
and some additions suggested. The Report
is attached as an appendix.

3.10.3 The Clinical Audit Strategy and Delivery
Plan for 2015 was endorsed.
3.10.4 The training compliance for safeguarding
was noted and the figure for volunteers was
awaited although most Move Makers had
received it in 2014.

4. Key Risks Identified and Impact
4.1. The Committee considered the following key risks:

3.10.5 The Committee received the latest update
on the actions taken to improve the safety of
care in the Emergency Department (ED)
and progress against the whole CQC action
plan. There was discussion about what the
Board would wish to see to be confident that
the CQC could lift its warning notice. The
executives felt that the ambulatory
emergency care unit would need to be clear
to receive patients at all times, the number
of patients waiting in the corridor to have
reduced significantly and a consistent
mobilisation of other ward staff in times of
pressure. There had to also a level of
confidence that when the ED was crowded
all patients received adequate care.

4.1.1.

Judging by some of the extreme risk entries
it was felt that some directorates needed
further support in describing and scoring
risks. It was also considered that the Clinical
Risk Committee could increase its
challenges to some of the risks it reviewed.

4.1.2.

Comments and follow-up actions were
requested on a number of the extreme risks
for report to the next meeting and it was
agreed that a predictor for achievement of
mitigating factors could be added to the
action or control columns.

4.1.3.

It was noted that there was a lack of risks
regarding workforce and given the need for
greater activity, it was believed that the
issue of recruitment should appear on the
risk register.
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4.1.4.

4.1.5.

The focus of the IM&T Department in recent
months has understandably been based on
the implementation of the Lorenzo patient
administration system and this has meant
that staff have been deployed from the
development of systems elsewhere. The
Committee
was
reminded
of
this
shortcoming in the Antenatal and Newborn
audit.
It was agreed that evidence for compliance
with all approved processes for governance
by the sub-committees that had formerly
reported to the Q&RMC should be reviewed
at the next meeting.

5. Key Decisions
5.1. The Committee approved the Clinical Audit Strategy
and Delivery plan for 2015 and the draft Annual
Report with some minor changes.

8.1.2.

The capacity to undertake reviews and
formulate policies

8.1.3.

Outcome of the due diligence review of
independent sector providers

8.1.4.

Volunteer training on safeguarding

8.1.5.

Mechanism for routine
management of risks

8.1.6.

Assurance that contracts and outcomes with
independent sector are monitored

8.1.7.

Evaluation and schedule of walkrounds

8.1.8.

The action plan from the Patients
Association report and training experience

8.1.9.

Outcomes from a sub-group regarding
actions on Freedom to Speak

checking

8.1.10. Quality Account development plan
8.1.11. Adult Safeguarding Annual Report

6. Exceptions and Challenges

8.1.12. Sub-Committee compliance

6.1. There were no exceptions or challenges identified.

9. Recommendations

7. Governance and Other Business

9.1. The Committee is asked to consider the activities of
the Committee and note the assurance provided.

7.1. There is no other business to report.
8. Future Business
8.1. The Committee will be considering the following
issues in the next 3-6 months:
8.1.1.

of

The contents of the new quality report
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NORTH BRISTOL NHS TRUST

Quality and Risk Management Committee Annual Report 2014/15

1.

Introduction

This is the fourth Annual Report presented by the Quality and Risk Management Committee
of the Trust. The Committee was set up by the Board in 2010 to be the executive committee
responsible for the management of risk, governance and assurance. In 2013 the Board
approved changes to the terms of reference that converted the Committee to a Board
assurance vehicle with greater emphasis on quality governance. Further changes to the
governance of Board committees affecting the Q&RMC were made in 2014 and are
described below.
2.

Remit and Terms of Reference

The 2010 Terms of Reference for the Committee were revised in 2011 to reflect the needs of
a Foundation Trust and standardisation of the format for all Board committee terms of
reference. They were approved by the Board in February 2012. The board review of the
effectiveness of corporate governance within the Trust in 2013 concluded that the
Committee should provide its main assurance on quality measures in the Trust and be
chaired by a non-executive. The change of chairmanship was instigated for the meeting in
August 2013 and terms of reference were revised and approved. In September 2014 the
Board approved a modified approach to assurance based on more detail built upon the data
received by the Board through its Integrated Performance Report. This allowed the
Committee to scrutinise quality more greatly and identify areas for ‘deep dives.’ The
approach also freed up time that had formerly been spent on reports from delivery groups to
concentrate on assurance. The new terms of reference added Workforce, Health and Safety
and Clinical Risk Management and named 20 specific areas on which it provided Board
assurance. The Terms were approved by the Board in October 2014 and in the five months
the Committee or the Board has seen assurance evidence for eleven of the specific areas as
well evidence from other areas.
Risk Management and assurance processes have continued to increase in significance for
health organisations to ensure that the way that they offer services do not harm patients and
provide high quality, affordable health benefits. The regulatory bodies for Trusts and
Foundation Trusts require local organisations to demonstrate effective systems of internal
control. The Quality and Risk Management Committee oversees the processes that assure
North Bristol NHS Trust’s Board that these systems are effective in practice for quality
control. The Audit Committee has an independent role in scrutinising these systems to
provide the Board with assurance on their effectiveness.
The Quality and Risk Management Committee meets quarterly, with two additional
intervening meetings. It met on its six scheduled occasions during 2014/15. Following each
meeting a report was made to the Board on the key decisions and actions that had been
taken and the risks and assurances the Committee had reviewed.
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3.

Membership

All meetings of the year were chaired by Mr Robert Mould, Non-Executive Director. The
Committee includes the Medical, Nursing and Facilities directors and other executives at
differing times of the year following changes to the terms of reference including, the Chief
Operating Officer, the Director of People and Organisation Health and the Director of
Strategy and Transformation. The second non-executive was, initially, Mrs Sue Sundstrom
then Prof Avril Waterman-Pearson and, from 1 February 2015, Dr Liz Redfern. Other
executives and non-executives may attend if they wish. The attendance schedule for the
year is attached (Appendix 1) and demonstrates the changes that have been made in the
year.
A number of senior Trust staff actively supported the Committee through attendance at
meetings. This includes the Head of Internal Audit (Audit South West) the Trust Secretary,
the Associate Director of Quality Governance and the Risk & Compliance Managers, who
normally attend. The Assistant to the Trust Secretary provides support to the Committee and
other staff who have been attended during 2014/15 include the General Manager of
Medicine, a Charge Nurse, the Pathology Services Manager, a biomedical scientist, the
Head of IM&T, the lead consultant for falls, the head of nursing for Musculo-Skeletal
services, the Clinical Director and General Manager for Core Clinical Support Services and
the clinical lead and the matron for the Emergency Department. Deputies for executives
have attended when necessary. Papers for each meeting are sent out electronically in an
easily referenced PDF form and printed copies made available to attendees.
4.

Assurance Issues

A number of key actions and decisions around assurance issues were approved by the
Committee during 2014/15:4.1 Actions on External Visits
At every meeting the Committee has received reports on the actions taken following
recommendations from, or publications by, outside agencies. These have included:
•
•
•
•
•
•

the national inpatient survey (2013)
the Information Commissioner’s Office
the inspections performed by the Care Quality Commission at Southmead,
Thornbury, Cossham and Riverside
a lay review of actions on a patient’s complaint
CQC’s intelligent Monitoring report
Internal Audit

The results of the national inpatient survey, carried out in 2013, were published in
April 2014 having been considered by the Patient Experience Group (PEG). The
Committee noted that the results were little different to the previous year and the
Trust compared unfavourably with other Trusts on 23% of the questions. Given the
imminent move into Brunel the Committee was happy to accept PEG’s
recommendations to concentrate action on three issues in 2014/15 which had not
necessarily received the lowest scores. These were: a welcome booklet for Brunel,
finding a member of staff to talk to and discharge planning. Progress on
implementing the actions was monitored.
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Work on an expected CQC inspection began in the Trust with an initial report to the
Committee in July 2014 on the preparations and the expected format of the visit. The
actual main inspection took place a few days before the November meeting of the
Committee and a follow-up visit to the Emergency Department (ED) the previous
evening. Immediate questions had been raised on three issues on the first day of
inspection with two of them adequately answered by the end of the visit. A matter
concerning how patients were cared for in the Emergency Department whilst waiting
prompted the unannounced follow-up visit on one of the busiest evenings for the
department. A verbal report was given to the Committee.
Given the poor performance of the ED against the four hour standard, monitoring of
the action plans to address the recommendations of the CQC and its warning notice
regarding the ED were added to the existing action plan in March 2014 and continue
into 2015 until the notice is lifted. The Committee also noted that two areas of the
Trust were rated as outstanding and all staff were considered to be caring. The
action plan had been shared with the Trust Development Authority and agreed with
the commissioners and some actions were required of them to improve the flow of
patients through the Trust.
The Committee received a report regarding a complex complaint involving the clinical
psychology department. It affected the overall governance of the department’s
professional staff, the oversight and publication of peer reviews, the management of
such complex investigations and the clarity of and support for, the executive lead
role. A lay reviewer had been commissioned to report on the process and the
Committee supported the recommendations and proposed actions.
A plan to bring in the Patients Association to sample the Trust’s procedures around
some complaints cases and then provide training to appropriate staff was approved.
For some time the process of complaints had been considered to be very slow and
the quality of responses poor. Transformational changes were required and the
Committee agreed that monitoring of the effects of the training be done through the
Quality Committee. A plan to eliminate the backlog of complaints by the end of July
2015 was subsequently enacted.
4.2 Assurance Dashboard
The latest assurance dashboard showing current performance against all regulatory
agencies (as at 30 June 2015) is attached as Appendix 2. This version of the
dashboard illustrates only the main organisations and some of the information
against each entry. The full version is available from the Associate Director of Quality
Governance.
4.3 Policies
The majority of policies, following a revision of the Trust’s governance in 2014, are
now approved through the Trust Management Team. Prior to this, however, QRMC
did approve two policy revisions. Firstly, to the management of External Agency
Reviews and secondly, for the management of Legal Claims and Coroners’
Investigations.
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4.4 Leadership Walkrounds
Executive ‘walkrounds’ were introduced as scheduled visits in 2011 and nonexecutives were invited to join them in 2013. Around the time of the move of services
into Brunel, however, a number of scheduled visits were cancelled. Once
departments were embedded the Q&RMC approved a revised set of objectives for
such visits based on patient safety and experience in the clinical areas. A new set of
questions based on Institute of Health Innovation principles were devised. The
involvement of non-executives was not requested at the beginning but they were
invited to join them from October 2014. Proposals for a separate regime of nonexecutive visits were put to the non-executives and in January 2015 a revised
programme and procedure was approved. There was recognition, however, that not
all non-executives could commit themselves to a full scheduled programme.
4.5 Assurance ‘Deep Dives’
The Committee has had a system for some time to regularly review service ‘hotspots’
to assure itself that issues were being addressed:
• In October 2014 it looked specifically at the Falls issue which had deteriorated
since the move into Brunel although it remained just below the national
average. Most of the serious falls were by acutely confused patients and
happened at night. Patients identified as at risk were being placed in the four
bed bays and bed sensors were to be trialled again having been found to
have mixed results in the first pilot.
• In January 2015 a deep dive was held on Theatres concentrating on its
programme to address a number of operational, environmental, clinical and
financial concerns. The directorate had improved its performance on the
WHO checklist and safety briefings and the development of a dashboard was
identifying areas needing management input. There were plans to grow the
workforce to enable the surgical specialties to increase their throughput and
joint work was needed to improve the efficiency of theatres. Good practice in
some surgical specialties was being spread to others.
• The third deep dive was of the Emergency Department and the actions being
taken to address the CQC concerns. In particular, the Department was
developing a dashboard, firstly to allow ease of auditing a number of
processes but, more importantly, to enable real time information on patients
waiting in the department. The Committee ended the year seeking assurance
from the Department that the escalation procedures when the pressure on
the department was increasing were working properly and that data was
accurate.
4.6 CQC Intelligent Monitoring
During 2013/14 the CQC developed an Intelligent Monitoring model to help it assess
risks to the quality of care offered by hospitals and to prioritise its inspection activity.
This followed on from the former Quality Risk Profile which was regularly reported to
Q&RMC. For most trusts it gives a priority banding but where an inspection is
imminent or the Trust has been inspected within the previous twelve months no
banding is given. The ongoing risk scoring remains valuable, however, as a

4

comparison against the Trust’s internal risk and performance systems. Changes to
the model are made every three months so there is sometimes a time lag between
the publication of evidence and the response in the model by which time an issue
has already been addressed.
4.7 Patient Confidentiality
In March 2014 a breach of patient confidentiality incident was reported to the Board
and the Information Commissioner. The Committee heard that the commissioners
had confirmed their review and closure of the serious incident on the national
reporting system, a disciplinary investigation with the staff member had commenced
and the Director of Nursing had shared the learning from the incident with other
directors of nursing in the South West. In July 2014 the Information Commissioner’s
Office (ICO) Decision Notice had been received and the committee noted that it
confirmed that no formal regulatory or enforcement action was to be taken and was
supportive of the actions the Trust had taken. The Committee approved the actions
to be taken on the three recommendations by the ICO.
4.8 Internal Audit Updates
During the year the Internal Auditors kept the Committee up to date with progress on
closing long outstanding recommendations and implementation of more recent
recommendations from its audit reviews that had been pertinent to quality and risk
issues. At the beginning of the year the oldest audits had dated back to 2010/11. By
the end of the year only three recommendations from 2012/13 remained, closure of
which was being pursued by the Audit Committee.
4.9 Quality Strategy and Safety Improvement
During the year the Committee received reports on bringing together all the work
being undertaken on patient safety under one framework. There was discussion
about how ambitious the safety improvement programme should be and the focus of
the plans for taking part in the national Sign up to Safety campaign. An action plan
for the latter was drawn up for submission to the national campaign in December
2014 and a patient safety improvement lead appointed. The development of a
‘Quality and Safety Faculty’ beginning in January 2015 would enable the broader
pledges of the campaign to be progressed.
At the end of the year the Committee looked forward to the development of a regular
Quality Report and the finalisation of the Quality Strategy in line with the Trust’s
overall strategy timetable.
4.10 Other Issues
Other key issues monitored and noted by the Committee during the year were:
• a never event
• potential ligature points in Brunel
• Cases of aspergillus in NICU
• a forward plan
• Incidents, claims and complaints data extraction
• Organ donation annual report
• Medical records systems
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•
•
•
•
•
•
•
•
•
•
•
5.

Cancer Services update
Elimination of 52 week waiters
Friends and Family Test guidance
Annual Complaints Report
Clinical Audit activity
development of an External Review Dashboard
A&E Department survey (2014)
Deep Dive schedule
Committee effectiveness survey
Cycle of business
Terms of Reference

Risk Management

A number of key actions and decisions around risk management were approved by the
Committee in 2014/15:5.1 Risk Systems
The Trust has now embedded the computer system risk module RiskWeb and most
directorate risk leads have been trained in its use and the assessment of risk using
the NPSA scoring matrix. A changeover in the structure of sub-committees is
discussed elsewhere in the report.
The Clinical Risk, Health and Safety and Risk Compliance Committees moderate the
risk scoring and any risk that scores 16 and over is reported to the Q&RMC and the
Board. Q&RMC has also reviewed 13 risks, some in terms of moderation (see
below). Operational risks of 16 or over are reported in the quarterly updates to the
Board within the Board Risk & Assurance Register. These systems also contribute to
the Board’s monthly requirement to make its statements of assurance to the Trust
Development Authority.
5.2 Blood Safety for Transfusions
The Committee considered the risks around the physical distance between Pathology
Services and the points of use in Brunel and the Obstetric Department for blood
transfusions and the mitigating actions. The assessment of risk was approved early
in 2014 but subsequently reduced following the actions that had been put in place.
5.3 Blood Refrigerators
The Committee noted that the remote alarm system for blood refrigerators in Brunel
was not robust. The Pathology Department had instigated mitigating measures but
the Committee approved the risk assessment.
5.4 Nutritional Risks
The Committee noted that only two thirds of patients were recorded as having had a
risk assessment for nutrition. This had improved during the summer of 2014 but was
still below the level recorded prior to the implementation of the Cerner patient
administration system. Ward sisters were to be advised about the importance of
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recording assessments and executives were to seek individual ward performance
during their walkrounds.
5.5 Accident and Emergency Department
The issues regarding the Emergency Department are considered elsewhere in the
report but the Committee noted that some of the new measures to be monitored on a
daily basis would give the Board assurance that clinical outcomes were not being
jeopardised.
5.6 Theatres
The Committee discussed with the Clinical Director and General Manager from Core
Clinical Services, the risks around the efficiency of the theatres in Brunel and the
measures being put in place to improve performance. These are discussed above.
6.

Governance

The Committee began the year with a substantial sub-committee structure which was
marginally changed in year and then later, a new governance structure, approved by the
Board, realigned the delivery structure through the Trust Management Team. In July an
Information Governance Group was formed and reporting from the Patients Record Group
was transferred to the CITS Board. The committees at the beginning of the year were:6.1 Clinical Risk
The Clinical Risk Committee discusses the clinical risk register at each of its
meetings updating the latest actions and scores on current risks and accepting or
denying new risks and their ratings. It is an integral part of the Trust’s overall risk
management system and also views all root cause analyses of incidents. In April
2014 Q&RMC approved a revised terms of reference.
6.2 Risk and Compliance
The Risk and Compliance Committee advises staff on the scoring of risks and
moderating them where thought necessary. It maintains a close scrutiny of the
external reviews dashboard and specific individual reviews that were either of high
Trustwide importance, or potential concern.
6.3 Safeguarding
The overarching Safeguarding Committee identified risks and oversaw actions
regarding the provision of mental health act administration to NBT and mental health
liaison services across Bristol. It flagged up the much greater requirements for
deprivation of liberty because of a court judgement and for overall safeguarding
because of the Care Bill and further requirements from the government regarding the
Jimmy Savile enquiries.
6.4 Quality
Much of the work undertaken by the Quality Committee is reported to the Board
directly through the Integrated Performance Report such as performance on the
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WHO checklist, complaints, pressure ulcer incidence and deeper clinical issues such
as nasal gastric tube positioning. Other issues considered included investigating
differences in frequency of cardiac arrests between the two hospital sites and the
development of measures for sepsis management.
6.5 Control of Infection
The Control of Infection Committee meets monthly and reports both to Q&RMC and
on the Integrated Performance Report. During the year it highlighted progress on
issues such as tracking supplementary theatre instruments and monitoring audit
processes for standards of environmental cleanliness. It was pleased to report on the
lessening incidence of MRSA and C Diff but a rising incidence for MSSA.
6.6 Health and Safety
The Health and Safety Committee meets quarterly and regularly reviews the nonclinical risks and health and safety policies of which eight were reviewed. During the
year it identified the issue of a lack of management of work related stress identified
by the staff survey, appointment of responsible and deputy responsible persons for
natural gas safety and progress and closure of all actions requested by the Health
and Safety Executive from its visit regarding the transport of radioactive materials.
6.7 Patient Records
The Committee has provided assurance on information governance awareness and
mandatory training procedures and its reporting responsibilities were transferred to
the CITS Board.
6.9 Contingency Planning Steering Group
The Contingency Planning Steering Group meets quarterly.
6.10 Information Governance Group
The first meeting of the IGG considered its terms of reference and the clarity of who
were Information Asset Owners and their responsibilities.
From September 2014, with the change in terms of reference of a number of the board
committees, most of the committees that reported through Q&RMC switched their
responsibilities to the Trust Management Team or its sub-committees. These include all the
groups mentioned above except for the Risk and Compliance Committee.
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Appendix 1

Schedule of Attendances – Six Meetings

Dr Chris Burton
Mr Harry Hayer
Mrs Sue Jones
Mr Sasha Karakusevic
Mr Rob Mould (Chairman)
Ms Liz Redfern
Mr Peter Rilett
Mrs Sue Sundstrom
Mr Jez Tozer
Prof Avril Waterman-Pearson
Mr Simon Wood

Five/6
Two/3
Six/6
Five/6
Six/6
One/1
One/1
One/1
One/1
Two/2
Three/6

N.B. Membership of the Committee changed twice in the year to reflect the revision of the terms of
reference and changes in the Board’s non-executive membership.
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Regulatory Dashboard
Regulatory Agency

Care Quality Commission
(CQC)

Appendix 2
1) Rating at
last
inspection

2) Current
regulator
rating

3) Current
internal
assessment

Date of Visit

Date of Report

Rating Achieved

Action Plan
Progress (%)

Action Plan
Completion
Date

Unannounced Planned
Review - Frenchay

Green

Green

Green

22/3/11 &
24/3/11

09/05/2011

Compliant and meeting all
essential standards with
four minor concerns

95% (and
ongoing
actions)

Jan-12

Special - Dignity and
Nutritional Standards

Green

Green

Green

09/05/2011

Jul-11

Compliant with one
concern

100% (and
ongoing
actions)

Jan-12

95% (and
ongoing
actions)

Jan-12

Review

Unannounced Planned
Review - Southmead

Green

Green

Green

Sep-11

Nov-11

Compliant and meeting all
essential standards with
above concern actioned
and four minor concerns

Special - Termination of
Pregnancy Processes

Green

Green

Green

22/03/2012

Jun-12

Good

N/A

N/A

Special - Bed Management
and Discharge

Green

Green

Green

15/5/12 &
16/5/12

Jun-12

Good

N/A

N/A

Unannounced Planned
Review - Frenchay

Green

Green

Green

Jun-12

Jul-12

Compliant and meeting all
essential standards with
two minor concerns

100%

31/10/2012

100%

14/08/2012

Unannounced Planned
Review - Riverside
National Report Controlled Drugs
Unannounced Inspection Riverside Unit (follow up
on June 12 inspection)

Routine Inspection Southmead

Amber

Green

Green

14/06/12

Jul-12

Non-compliant on consent
procedures and
maintenance of accurate
records

N/A

N/A

N/A

Jul-12

Jul-12

N/A

100%

Sep-12

Jan-13

Compliant on Outcome 2 Consent to care and
treatment AND Outcome
21 - Records

N/A

N/A

Feb-13

Compliant on 7/8
Outcomes assessed.
Action required on
Outcome 21 - Records.

100%

31/05/2013

Green

Amber

Green

Green

Green

Green
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02/01/2013

01/01/2013

Regulatory Agency

1) Rating at
last
inspection

2) Current
regulator
rating

3) Current
internal
assessment

Date of Visit

Date of Report

Rating Achieved

Action Plan
Progress (%)

Action Plan
Completion
Date

Green

Green

Green

31/07/2013

Aug-13

Compliant on Outcome 21
- Records

N/A

N/A

Unannounced Inspection Cossham

N/A

Green

Green

18-20/11/14

Dec-13

Compliant on all 6
assessed Outcomes

N/A

N/A

Unannounced Inspection Riverside

Green

Green

Green

09/12/2013

Jan-14

Compliant on all 4
assessed Outcomes

N/A

N/A

Feb-12

Overall improvement on
previous survey, still
areas to work on

Actions now
subsumed into
PMO
'Outpatients'
Theme

30/04/2014

Feb-13

2011 compared with 2012
Survey:
61/73 No difference
2/73 Better
10/73 Worse

50%

Feb-14

Feb-14

2012 compared with 2013
Survey:
58/60 Same
1/60 Better
1/60 Worse

50%

Mar-15

Feb-15

Requires Improvement
ED: Inadequate – Warning
Notice issued

45%
completed
36% on track
18% overdue

Dec-15

Feb-15

2013 compared with 2014
Survey:
41/60 Same
5/60 Better
14/60 Worse

Quality
Committee
paper July 15

Quality
Committee
paper July 15

Jun-15

Inadequate – Warning
Notice not fully met

Need
assessment

Awaiting info
(once final
report rec’d)

Review
Follow-up Inspection Southmead

National Outpatient
Survey 2011

National Inpatient Survey
2012

National Inpatient Survey
2013

Announced &
Unannounced Inspection Trustwide

Amber

Amber

Amber

Amber

Amber

Amber

Amber

Amber

Green

N/A

Green

N/A

Amber

N/A

Amber

5-7 Nov, 17
Nov 2014

th

National Inpatient Survey
2014

Red

Red

Amber

N/A

Unannounced, Focused
Inspection - ED

Red

Red

Amber

7 , 8 , 18
May 2015

11

th

th

th

Regulatory Agency

Medicine and Healthcare
Products Regulatory
Agency (MHRA)

Strategic Health Authority
(Local Supervising
Authority)

Review

1) Rating at
last
inspection

2) Current
regulator
rating

3) Current
internal
assessment

Date of Visit

Date of Report

Rating Achieved

Action Plan
Progress (%)

Action Plan
Completion
Date

Wholesale Dealers License

Amber

Green

Green

Aug-11

Sep-11

Three 'others' findings

100%

Sep-12

Research and Innovation
inspection

Red

Green

Green

Jun-11

Aug-11

Four major, nine minor
findings and some
observations

100%

Dec-12

Blood Transfusion
inspection

Red

Green

Green

20 March 2012

08/06/2012

Four major

100%

31/12/2012

Blood Transfusion
inspection (update on
March 12 visit)

Green

Green

Green

10/01/2013

11/01/2013

Two 'Other' findings

0%

01/05/2013

Registration

Green

Green

Green

N/A

N/A

N/A

N/A

N/A

RQCL Licensing

Green

Green

Green

05-Aug-10

11/10/10

Licence granted

100%

N/A

GCP Routine Inspection of
a Neuroscience Study

Green

Green

Green

26-27 Feb
2013

Awaiting

Minor observations and
suggestions

Self-Assessed Annual
Blood Bank Compliance
Report 2013-14

Amber

Amber

Amber

N/A

April-14

Number of nonconformances, including
blood tracking

100%

Sep-14

Blood Transfusion
inspection

Green

Amber

Amber

10-Mar-15

May-15

No Critical, 2 Major and 6
Other findings

Currently
unknown

Feb-16

0%

60%

Self-Assessed Annual
Blood Bank Compliance
Report 2014-15

Amber

Amber

Amber

N/A

April-14

Blood tracking and
transfusion training
continue to be main areas
of non-compliance

Supervision of Midwifery
Practice Audit

Green

Green

Green

24/05/2011
and 10/01/12

22/06/12

Good
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31/12/2012

Regulatory Agency

NHS Litigation Authority

Quality Network for
Inpatient CAMHS (QNIC)

British Standards
Institution (BSI)

ISO Management Systems

1) Rating at
last
inspection

2) Current
regulator
rating

3) Current
internal
assessment

Date of Visit

Date of Report

Rating Achieved

Action Plan
Progress (%)

Action Plan
Completion
Date

Assessment

Green

Green

Green

17/18 Nov
2011

14/12/11

Level 2

75%

31/12/2012

Maternity Assessment

Green

Green

Green

Jan-10

Feb-10

Level 2, 2010

100%

Jun-12

Maternity Assessment

Green

Green

Green

28/29 June
2012

Jul-12

Level 3, 2012

40%

31/03/2013

Year 1: Accreditation
review
Year 2: Self review only
Year 3: Peer review visit

Amber

Green

Green

Feb-12

31/07/2013

Accredited until April 2015

N/A

N/A

Green

Green

Green

02/02/2012

Mar-12

5 minor non-conformities
raised

100%

31/08/2012

Green

Green

Green

12-13/09/2012

21/09/12

2 minor non-conformities
raised

100%

31/12/2012

Green

Green

Green

10-11/04/2013

12/04/2013

5 minor non-conformities
raised

100%

30/09/2013

Green

Green

Green

8&
10/10/2013

20/10/2013

2 minor non-conformities
raised

0%

28/02/2014

Amber

Green

Green

16 and
17/03/2011

Apr-11

Continued with 5 minor
non-conformities

100%

30/09/2011

Amber

Green

Green

14 and
15/03/12

Apr-12

Continued with 1 major, 2
minor non-conformities
and 5 observations

100%

19/06/2012

Green

Green

Green

08 and
9/10/13

Jan-13

0 non conformities and 4
observations

N/A

N/A

Green

Green

Green

25-26 Feb-14

Feb-14

0 non-conformities, 1
observation

N/A

N/A

Green

Green

Green

15-16 Apr-15

Apr-15

0 non-conformities, 6
observations

N/A

N/A

Review

ISO Accreditation of Sterile
Services (CSSD)

BCRM Inspection
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Regulatory Agency

Review

1) Rating at
last
inspection

2) Current
regulator
rating

3) Current
internal
assessment

Date of Visit

Date of Report

Rating Achieved

Action Plan
Progress (%)

Action Plan
Completion
Date

Green

Green

Green

01/07/2010

15/09/10

Certified

N/A

N/A

Green

Green

Green

01/06/2014

Jun-14

Certified - 3 minor nonconformities raised

N/A

N/A

Green

Green

Green

N/A

N/A

Certified

N/A

N/A

Green

Green

Green

25-26/01/2012

Feb-12

1 minor non-conformity
raised

100%

31/05/2012

Green

Green

Green

01/08/2012

Aug-12

2 minor non-conformities
raised

100%

30/11/2012

Green

Green

Green

08/01/2013

Jan-13

0 non-conformities raised

N/A

N/A

Green

Green

Green

23/07/2013

Jul-13

0 non-conformities raised

N/A

N/A

Green

Green

Green

3-4/12/2013

Dec-13

2 minor non-conformities
raised

100%

31/05/2014

Green

Green

Green

01/07/2014

Jul-14

2 minor non-conformities
raised

100%

30/11/2014

Green

Green

Green

11/03/2015

Mar-15

1 minor non-conformity
raised

0%

30/11/2015

Green

Green

Green

03/05/12

29/08/12

46 criteria fully compliant,
2 criteria partially
compliant

50%

31/12/2012

Green

Green

Green

Aug-10

Sep-10

Compliant

100%

31/12/2010

Green

Amber

Green

26-28/10/12

12/10/2012

12 Serious Concerns

Dec-13

16/25 MDTs Green. 9 RED
– 70% compliance NOT
achieved. 6 Serious
Concerns.

75%

31/03/2014

RQCL Certification

Clinical Equipment
Services (CES) Registration

BSI CES Inspection

NHS Strategic Health
Authority Library Leads

Peer Reviews

Self-Assessment and Peer
Review

Cancer Services: SelfAssessments, Internal
Validation, External
Validation

Amber

Amber

Green

14

Oct-13

1) Rating at
last
inspection

2) Current
regulator
rating

3) Current
internal
assessment

Date of Visit

Date of Report

Rating Achieved

Action Plan
Progress (%)

Action Plan
Completion
Date

Neonatal Unit

Green

Green

Green

02/12/2010

Jan-11

Compliant

100%

30/06/2011

Learning Disabilities

Green

Green

Green

Jan-11

Jan-11

Compliant

100%

31/07/2011

Dementia

Green

Green

Green

16/11/2011

Jan-12

No overall 'rating' given.
Just recommendations

75%

31/12/2012

Severn Major Trauma
Network

Green

Green

Green

13 March
2015

Awaiting
report

Areas commended, work
required in rehabilitations

0%

31/03/2014

Regulatory Agency

Review

th

National Cancer Patient
Experience Survey 2012-13

Amber

Amber

Green

N/A

Aug-13

No overall 'rating' given.
Comparison to other
Trusts- performing worse
compared to other Trusts
across most survey
questions.

National Cancer Patient
Experience Survey 2013-14

Amber

Green

Green

N/A

Aug-14

Significant improvement
on previous year.

Final Accounts

Green

Green

Green

May-12

Jun-12

Unqualified

N/A

N/A

Green

Green

Green

Jun-12

Jun-12

Unqualified

N/A

Amber

Amber

Green

May-13

Jul-13

Qualified

N/A
Actions
complete as
can be until
2013-14
account

Green

Green

Green

May-14

Jul-14

Unqualified

N/A

N/A

Green

Amber

Amber

May-15

24/6/2015

Qualified

25%

31/08/2015

TBC

Surveillance waiting times
within target - therefore
JAG accreditation will be
in place after October
submission - awaiting
confirmation as per

N/A

N/A

Quality Health

External Auditors (Grant
Thornton)

Joint Advisory Group
(JAG) on GI Endoscopy

Quality Account

Accreditation

Amber

Green

Green
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SelfAssessment
30/10/13

May-14

Regulatory Agency

Review

1) Rating at
last
inspection

2) Current
regulator
rating

3) Current
internal
assessment

Date of Visit

Date of Report

Rating Achieved

Action Plan
Progress (%)

Action Plan
Completion
Date

16.11.13

Clinical Pathology
Accreditation (CPA)

Inspection

Green

Green

Green

15 Dec 2014

Dec 2014

Accredited – no actions,
few recommendations

N/A

N/A

Genetics Accreditation

Green

Green

Green

28/29 March
2012

2 Apr 2012

8 NCs for correction in 12
weeks and 2 observations

100%

31/08/2012

Cellular Pathology
Accreditation

Amber

Green

Green

Mar-12

Mar-12

2 critical Non Conformities
and 10 other NCs (2012)
and conditional approval

100%

30/09/2012

Microbiology
Accreditation

Green

Green

Green

Mar-12

Mar-12

4 NCs for correction in 12
weeks

100%

Aug-12

Immunology Accreditation

Green

Green

Green

Mar-12

Mar-12

6 NCs for correction in 12
weeks

100%

Jun-12

Haematology
Accreditation

Amber

Green

Green

Feb-12

Feb-12

12 NCs for correction in 12
weeks

100%

Feb-13

Clinical Biochemistry
Accreditation

Green

Green

Green

28 and
29/03/12

02/04/12

6 NCs for correction in 12
weeks

100%

31/05/2012

Cellular Pathology
Inspection

Green

Green

Green

Sep-14

Sep-14

Passed and ISO offered

100%

Haematology Inspection

Green

Green

Green

Nov-14

Nov-14

Passed and ISO offered

Microbiology Inspection

Green

Green

Green

Dec-14

16

th

Passed, ISO not offered

Regulatory Agency

Review

1) Rating at
last
inspection

2) Current
regulator
rating

3) Current
internal
assessment

Date of Visit

Date of Report

Rating Achieved

Action Plan
Progress (%)

Action Plan
Completion
Date

NHS Cervical Screening
Programme

Cytology Training Centre
Assessment

Green

Green

Green

Jun-14

Jun-14

Full compliance and
approval granted

N/A

N/A

NHS Bowel Cancer
Screening Programme

Bowelscope assessment

Green

Green

Green

Jul-14

Jul-14

No issues to prevent
conducting bowelscope in
future

100%

01/12/2014

Public Health England

Breast Screening Service
Quality Assurance Visit

Green

Green

Green

1 July 2015

Awaiting
report

Significant areas of praise,
no major concerns noted

Royal College of
Paediatrics & Child Health
(RCPCH)

Invited service review of
planned paediatric
emergency care transfer
to UHB

N/A

Green

Green

Nov-13

Dec-13

Satisfied that future
arrangements are sound
and well managed. 3 small
recommendations.

100%

May-14

South Glos Safeguarding
Children Board (SGSCB)

Mandatory SelfAssessment against
Section 11 of the
Children's Act 2004

N/A

N/A

Green

N/A

Dec-13

Full compliance across all
9 Standards

N/A

N/A

Bristol CCG

Requested Child
Safeguarding Peer Review
between NBT and UHB.

N/A

Amber

Green

07-Nov-13

Submitted to
CCG Dec-13

5/9 Topics rated Amber.
4/9 rated Green.

0%

Apr-14

NHS England

Self-assessment against
NHS Core Standards on
Emergency Preparedness
& Resilience Response

N/A

N/A

Green

N/A

Jan-14

Fully compliant

80%

Apr-14

South West Regional
Quality Assurance
Reference Centre

Quality Assurance

Amber

Green

Green

24 and
25/04/12

01/05/12

One immediate action, 30
four month actions

100%

01/09/2012

Down’s syndrome
screening Quality
Assurance Support
Service (DQASS)

Quality Assurance Laboratory Screening
Performance

Green

Green

Green

April 2013

Satisfactory performance,
no actions required

N/A

N/A
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st

1) Rating at
last
inspection

2) Current
regulator
rating

3) Current
internal
assessment

Date of Visit

Date of Report

Rating Achieved

Action Plan
Progress (%)

Action Plan
Completion
Date

Inspections

Green

Green

Green

March 2010
and 11-13
October 2011

June 2010 and
January 2012

Health provision excellent

100%

30/06/12

Bristol Inspection

Green

Green

Green

Nov 2011

Dec-11

Satisfactory

100%

31/07/12

South Gloucestershire
Inspection

Green

Green

Green

25 Jun - 6 Jul
2012

10/08/12

Adequate

100%

10/11/2012

South West Association of
Training Providers Ltd Inspection

Green

Green

Green

25-Feb-13

05-Apr-13

Good

0%

31/10/2013

Health Education South
West:
Severn Postgraduate
Medical Education

Quality management visit
of NBT PGME provision

N/A

Green

Green

22-Nov-13

03-Dec-13

No formal rating, positive
report, good practice
identified

100%

Apr-14

Avon Fire and Rescue
Service

Certification and
inspections

Green

Green

Green

N/A

N/A

Certified

N/A

N/A

Independent
Safeguarding Authority

Advisory

Green

Green

Green

N/A

N/A

N/A

N/A

N/A

LA - Joint Overview and
Health Scrutiny
Committee

Advisory

Green

Green

Green

N/A

23/04/2012

N/A

N/A

N/A

Local Authority - South
Gloucestershire

Weights and Measures
Inspection (follow-up to
LACORS Medical Weighing
Project)

Green

Green

Green

Mar-10

Apr-10

N/A

100%

Dec-10

Audit

Green

Green

Green

May-12

Jun-12

3 stars - 83.5%

100%

Jun-14

Audit

Green

Green

Green

Dec-14

Jan-15

5 Stars

100%

Regulatory Agency
HM Inspectorate of
Prisons

Review

Ofsted

British Safety Council
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Regulatory Agency

Review

1) Rating at
last
inspection

2) Current
regulator
rating

3) Current
internal
assessment

Date of Visit

Date of Report

Rating Achieved

Action Plan
Progress (%)

Action Plan
Completion
Date

Green

Green

Green

N/A

N/A

25 complaints referred to
HSO in 2011/12. None
upheld

N/A

N/A

Amber

Amber

Green

20-Oct-11

10-Jan-12

Significant risk assessment

95%

31/10/2012

Amber

Amber

Green

06-Jun-13

22-Jul-13

Significant risk assessment

10%

Mar-14

Parliamentary and Health
Service Ombudsman

Advisory

Pharmacy Regional
Quality Control
Laboratory

Audit of Unlicensed
Aseptic Dispensing Unit

Advertising Standards
Authority

Compliance requirement

Green

Green

Green

N/A

Investigation
01/11/2011

Not proceeded with

N/A

N/A

Legionella Inspection

Amber

Green

Green

07/02/2011

10/03/2011

Six Priority 1s, Seven
Priority 2s and Two
Priority 3s.

100%

10/06/2011

Autoclave Inspection

Green

Green

Green

01/04/2012

May-12

Compliant

N/A

N/A

Legionella Inspection

Green

Green

Green

01/04/2012

May-12

Compliant

N/A

N/A

Nuclear and Radioactive
Waste Disposal Inspection

Green

Green

Green

12/02/2014

Local Authority Bristol

Catering Inspection

Green

Green

Green

Jul-13

Jul-13

5 Star

N/A

N/A

Local Authority South
Gloucester

Catering Inspection

Green

Green

Green

Oct-13

Oct-13

5 Star

N/A

N/A

Storage and use of human
tissue licensing and
inspections

Green

Green

Green

Nov-10

N/A

N/A

N/A

Human Tissue Act

Green

Green

Green

Licence granted

N/A

N/A

Health and Safety
Executive (HSE)

Human Tissue Authority
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100%

Action Plan
Progress (%)

Action Plan
Completion
Date

Licence granted

100%

Dec-14

N/A

Renewed

N/A

N/A

06/12/2012

26/02/2013

Interim

100%

Dec-13

Green

N/A

Letter 8/3/12

N/A

100%

03/05/2012

Green

Green

N/A

28-Apr-14

Matters for concern
identified

100%

23/06/2014

Green

Green

Green

N/A

N/A

N/A

100%

31/03/2013

Requested review into
Complaints Management

N/A

Amber

Green

03-Apr-14

Good practice identified, 9
recommendations made

50%

Oct-14

Department for Business
Innovation and Skills

Standard for Advice and
Support Services

Amber

Green

Green

Oct-12

Nov-12

Accreditation

N/A

N/A

General Pharmaceutical
Council

Registration as a
Pharmacy

Green

Green

Green

22-Aug-13

Aug-13

Compliant

N/A

N/A

Royal Society for Public
Health (RSPH)

Information Standard
Compliance

Green

Green

Green

15/11/2012

03/01/2013

Four non-conformities
raised

100%

13/12/2012

Regulatory Agency

Human Fertilisation and
Embryology Authority

1) Rating at
last
inspection

2) Current
regulator
rating

3) Current
internal
assessment

Quality and Safety of
organs Regs

Green

Green

Green

Licence granted to
27/12/12

Quality and Safety (Tissues
and Cells) Regs

Green

Green

Green

Licence granted

Human Tissue Act

Green

Green

Green

Sept-14

Sept-14

Licence renewal

Green

Green

Green

N/A

Licence - interim check

Green

Green

Green

Amber

Green

Coroner's Regulation 28
Report

Amber

Incident reporting

Review

Date of Visit

Date of Report

Rating Achieved

Coroners

NHS England / BNSSSG
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Regulatory Agency

Home Office

Review

1) Rating at
last
inspection

2) Current
regulator
rating

3) Current
internal
assessment

Date of Visit

Date of Report

Rating Achieved

Action Plan
Progress (%)

Controlled Drug Licence
for possession of Schedule
1-4 drugs

Green

Green

Green

N/A

08/03/2013

Compliant, Licences
granted until 8/3/2014

N/A
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Action Plan
Completion
Date
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NORTH BRISTOL NHS TRUST

Quality and Risk Management Committee Annual Report 2014/15

1.

Introduction

This is the fourth Annual Report presented by the Quality and Risk Management Committee
of the Trust. The Committee was set up by the Board in 2010 to be the executive committee
responsible for the management of risk, governance and assurance. In 2013 the Board
approved changes to the terms of reference that converted the Committee to a Board
assurance vehicle with greater emphasis on quality governance. Further changes to the
governance of Board committees affecting the Q&RMC were made in 2014 and are
described below.
2.

Remit and Terms of Reference

The 2010 Terms of Reference for the Committee were revised in 2011 to reflect the needs of
a Foundation Trust and standardisation of the format for all Board committee terms of
reference. They were approved by the Board in February 2012. The board review of the
effectiveness of corporate governance within the Trust in 2013 concluded that the
Committee should provide its main assurance on quality measures in the Trust and be
chaired by a non-executive. The change of chairmanship was instigated for the meeting in
August 2013 and terms of reference were revised and approved. In September 2014 the
Board approved a modified approach to assurance based on more detail built upon the data
received by the Board through its Integrated Performance Report. This allowed the
Committee to scrutinise quality more greatly and identify areas for ‘deep dives.’ The
approach also freed up time that had formerly been spent on reports from delivery groups to
concentrate on assurance. The new terms of reference added Workforce, Health and Safety
and Clinical Risk Management and named 20 specific areas on which it provided Board
assurance. The Terms were approved by the Board in October 2014 and in the five months
the Committee or the Board has seen assurance evidence for eleven of the specific areas as
well evidence from other areas.
Risk Management and assurance processes have continued to increase in significance for
health organisations to ensure that the way that they offer services do not harm patients and
provide high quality, affordable health benefits. The regulatory bodies for Trusts and
Foundation Trusts require local organisations to demonstrate effective systems of internal
control. The Quality and Risk Management Committee oversees the processes that assure
North Bristol NHS Trust’s Board that these systems are effective in practice for quality
control. The Audit Committee has an independent role in scrutinising these systems to
provide the Board with assurance on their effectiveness.
The Quality and Risk Management Committee meets quarterly, with two additional
intervening meetings. It met on its six scheduled occasions during 2014/15. Following each
meeting a report was made to the Board on the key decisions and actions that had been
taken and the risks and assurances the Committee had reviewed.
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3.

Membership

All meetings of the year were chaired by Mr Robert Mould, Non-Executive Director. The
Committee includes the Medical, Nursing and Facilities directors and other executives at
differing times of the year following changes to the terms of reference including, the Chief
Operating Officer, the Director of People and Organisation Health and the Director of
Strategy and Transformation. The second non-executive was, initially, Mrs Sue Sundstrom
then Prof Avril Waterman-Pearson and, from 1 February 2015, Dr Liz Redfern. Other
executives and non-executives may attend if they wish. The attendance schedule for the
year is attached (Appendix 1) and demonstrates the changes that have been made in the
year.
A number of senior Trust staff actively supported the Committee through attendance at
meetings. This includes the Head of Internal Audit (Audit South West) the Trust Secretary,
the Associate Director of Quality Governance and the Risk & Compliance Managers, who
normally attend. The Assistant to the Trust Secretary provides support to the Committee and
other staff who have been attended during 2014/15 include the General Manager of
Medicine, a Charge Nurse, the Pathology Services Manager, a biomedical scientist, the
Head of IM&T, the lead consultant for falls, the head of nursing for Musculo-Skeletal
services, the Clinical Director and General Manager for Core Clinical Support Services and
the clinical lead and the matron for the Emergency Department. Deputies for executives
have attended when necessary. Papers for each meeting are sent out electronically in an
easily referenced PDF form and printed copies made available to attendees.
4.

Assurance Issues

A number of key actions and decisions around assurance issues were approved by the
Committee during 2014/15:4.1 Actions on External Visits
At every meeting the Committee has received reports on the actions taken following
recommendations from, or publications by, outside agencies. These have included:
•
•
•
•
•
•

the national inpatient survey (2013)
the Information Commissioner’s Office
the inspections performed by the Care Quality Commission at Southmead,
Thornbury, Cossham and Riverside
a lay review of actions on a patient’s complaint
CQC’s intelligent Monitoring report
Internal Audit

The results of the national inpatient survey, carried out in 2013, were published in
April 2014 having been considered by the Patient Experience Group (PEG). The
Committee noted that the results were little different to the previous year and the
Trust compared unfavourably with other Trusts on 23% of the questions. Given the
imminent move into Brunel the Committee was happy to accept PEG’s
recommendations to concentrate action on three issues in 2014/15 which had not
necessarily received the lowest scores. These were: a welcome booklet for Brunel,
finding a member of staff to talk to and discharge planning. Progress on
implementing the actions was monitored.
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Work on an expected CQC inspection began in the Trust with an initial report to the
Committee in July 2014 on the preparations and the expected format of the visit. The
actual main inspection took place a few days before the November meeting of the
Committee and a follow-up visit to the Emergency Department (ED) the previous
evening. Immediate questions had been raised on three issues on the first day of
inspection with two of them adequately answered by the end of the visit. A matter
concerning how patients were cared for in the Emergency Department whilst waiting
prompted the unannounced follow-up visit on one of the busiest evenings for the
department. A verbal report was given to the Committee.
Given the poor performance of the ED against the four hour standard, monitoring of
the action plans to address the recommendations of the CQC and its warning notice
regarding the ED were added to the existing action plan in March 2014 and continue
into 2015 until the notice is lifted. The Committee also noted that two areas of the
Trust were rated as outstanding and all staff were considered to be caring. The
action plan had been shared with the Trust Development Authority and agreed with
the commissioners and some actions were required of them to improve the flow of
patients through the Trust.
The Committee received a report regarding a complex complaint involving the clinical
psychology department. It affected the overall governance of the department’s
professional staff, the oversight and publication of peer reviews, the management of
such complex investigations and the clarity of and support for, the executive lead
role. A lay reviewer had been commissioned to report on the process and the
Committee supported the recommendations and proposed actions.
A plan to bring in the Patients Association to sample the Trust’s procedures around
some complaints cases and then provide training to appropriate staff was approved.
For some time the process of complaints had been considered to be very slow and
the quality of responses poor. Transformational changes were required and the
Committee agreed that monitoring of the effects of the training be done through the
Quality Committee. A plan to eliminate the backlog of complaints by the end of July
2015 was subsequently enacted.
4.2 Assurance Dashboard
The latest assurance dashboard showing current performance against all regulatory
agencies (as at 30 June 2015) is attached as Appendix 2. This version of the
dashboard illustrates only the main organisations and some of the information
against each entry. The full version is available from the Associate Director of Quality
Governance.
4.3 Policies
The majority of policies, following a revision of the Trust’s governance in 2014, are
now approved through the Trust Management Team. Prior to this, however, QRMC
did approve two policy revisions. Firstly, to the management of External Agency
Reviews and secondly, for the management of Legal Claims and Coroners’
Investigations.
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4.4 Leadership Walkrounds
Executive ‘walkrounds’ were introduced as scheduled visits in 2011 and nonexecutives were invited to join them in 2013. Around the time of the move of services
into Brunel, however, a number of scheduled visits were cancelled. Once
departments were embedded the Q&RMC approved a revised set of objectives for
such visits based on patient safety and experience in the clinical areas. A new set of
questions based on Institute of Health Innovation principles were devised. The
involvement of non-executives was not requested at the beginning but they were
invited to join them from October 2014. Proposals for a separate regime of nonexecutive visits were put to the non-executives and in January 2015 a revised
programme and procedure was approved. There was recognition, however, that not
all non-executives could commit themselves to a full scheduled programme.
4.5 Assurance ‘Deep Dives’
The Committee has had a system for some time to regularly review service ‘hotspots’
to assure itself that issues were being addressed:
• In October 2014 it looked specifically at the Falls issue which had deteriorated
since the move into Brunel although it remained just below the national
average. Most of the serious falls were by acutely confused patients and
happened at night. Patients identified as at risk were being placed in the four
bed bays and bed sensors were to be trialled again having been found to
have mixed results in the first pilot.
• In January 2015 a deep dive was held on Theatres concentrating on its
programme to address a number of operational, environmental, clinical and
financial concerns. The directorate had improved its performance on the
WHO checklist and safety briefings and the development of a dashboard was
identifying areas needing management input. There were plans to grow the
workforce to enable the surgical specialties to increase their throughput and
joint work was needed to improve the efficiency of theatres. Good practice in
some surgical specialties was being spread to others.
• The third deep dive was of the Emergency Department and the actions being
taken to address the CQC concerns. In particular, the Department was
developing a dashboard, firstly to allow ease of auditing a number of
processes but, more importantly, to enable real time information on patients
waiting in the department. The Committee ended the year seeking assurance
from the Department that the escalation procedures when the pressure on
the department was increasing were working properly and that data was
accurate.
4.6 CQC Intelligent Monitoring
During 2013/14 the CQC developed an Intelligent Monitoring model to help it assess
risks to the quality of care offered by hospitals and to prioritise its inspection activity.
This followed on from the former Quality Risk Profile which was regularly reported to
Q&RMC. For most trusts it gives a priority banding but where an inspection is
imminent or the Trust has been inspected within the previous twelve months no
banding is given. The ongoing risk scoring remains valuable, however, as a
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comparison against the Trust’s internal risk and performance systems. Changes to
the model are made every three months so there is sometimes a time lag between
the publication of evidence and the response in the model by which time an issue
has already been addressed.
4.7 Patient Confidentiality
In March 2014 a breach of patient confidentiality incident was reported to the Board
and the Information Commissioner. The Committee heard that the commissioners
had confirmed their review and closure of the serious incident on the national
reporting system, a disciplinary investigation with the staff member had commenced
and the Director of Nursing had shared the learning from the incident with other
directors of nursing in the South West. In July 2014 the Information Commissioner’s
Office (ICO) Decision Notice had been received and the committee noted that it
confirmed that no formal regulatory or enforcement action was to be taken and was
supportive of the actions the Trust had taken. The Committee approved the actions
to be taken on the three recommendations by the ICO.
4.8 Internal Audit Updates
During the year the Internal Auditors kept the Committee up to date with progress on
closing long outstanding recommendations and implementation of more recent
recommendations from its audit reviews that had been pertinent to quality and risk
issues. At the beginning of the year the oldest audits had dated back to 2010/11. By
the end of the year only three recommendations from 2012/13 remained, closure of
which was being pursued by the Audit Committee.
4.9 Quality Strategy and Safety Improvement
During the year the Committee received reports on bringing together all the work
being undertaken on patient safety under one framework. There was discussion
about how ambitious the safety improvement programme should be and the focus of
the plans for taking part in the national Sign up to Safety campaign. An action plan
for the latter was drawn up for submission to the national campaign in December
2014 and a patient safety improvement lead appointed. The development of a
‘Quality and Safety Faculty’ beginning in January 2015 would enable the broader
pledges of the campaign to be progressed.
At the end of the year the Committee looked forward to the development of a regular
Quality Report and the finalisation of the Quality Strategy in line with the Trust’s
overall strategy timetable.
4.10 Other Issues
Other key issues monitored and noted by the Committee during the year were:
• a never event
• potential ligature points in Brunel
• Cases of aspergillus in NICU
• a forward plan
• Incidents, claims and complaints data extraction
• Organ donation annual report
• Medical records systems

5

•
•
•
•
•
•
•
•
•
•
•
5.

Cancer Services update
Elimination of 52 week waiters
Friends and Family Test guidance
Annual Complaints Report
Clinical Audit activity
development of an External Review Dashboard
A&E Department survey (2014)
Deep Dive schedule
Committee effectiveness survey
Cycle of business
Terms of Reference

Risk Management

A number of key actions and decisions around risk management were approved by the
Committee in 2014/15:5.1 Risk Systems
The Trust has now embedded the computer system risk module RiskWeb and most
directorate risk leads have been trained in its use and the assessment of risk using
the NPSA scoring matrix. A changeover in the structure of sub-committees is
discussed elsewhere in the report.
The Clinical Risk, Health and Safety and Risk Compliance Committees moderate the
risk scoring and any risk that scores 16 and over is reported to the Q&RMC and the
Board. Q&RMC has also reviewed 13 risks, some in terms of moderation (see
below). Operational risks of 16 or over are reported in the quarterly updates to the
Board within the Board Risk & Assurance Register. These systems also contribute to
the Board’s monthly requirement to make its statements of assurance to the Trust
Development Authority.
5.2 Blood Safety for Transfusions
The Committee considered the risks around the physical distance between Pathology
Services and the points of use in Brunel and the Obstetric Department for blood
transfusions and the mitigating actions. The assessment of risk was approved early
in 2014 but subsequently reduced following the actions that had been put in place.
5.3 Blood Refrigerators
The Committee noted that the remote alarm system for blood refrigerators in Brunel
was not robust. The Pathology Department had instigated mitigating measures but
the Committee approved the risk assessment.
5.4 Nutritional Risks
The Committee noted that only two thirds of patients were recorded as having had a
risk assessment for nutrition. This had improved during the summer of 2014 but was
still below the level recorded prior to the implementation of the Cerner patient
administration system. Ward sisters were to be advised about the importance of
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recording assessments and executives were to seek individual ward performance
during their walkrounds.
5.5 Accident and Emergency Department
The issues regarding the Emergency Department are considered elsewhere in the
report but the Committee noted that some of the new measures to be monitored on a
daily basis would give the Board assurance that clinical outcomes were not being
jeopardised.
5.6 Theatres
The Committee discussed with the Clinical Director and General Manager from Core
Clinical Services, the risks around the efficiency of the theatres in Brunel and the
measures being put in place to improve performance. These are discussed above.
6.

Governance

The Committee began the year with a substantial sub-committee structure which was
marginally changed in year and then later, a new governance structure, approved by the
Board, realigned the delivery structure through the Trust Management Team. In July an
Information Governance Group was formed and reporting from the Patients Record Group
was transferred to the CITS Board. The committees at the beginning of the year were:6.1 Clinical Risk
The Clinical Risk Committee discusses the clinical risk register at each of its
meetings updating the latest actions and scores on current risks and accepting or
denying new risks and their ratings. It is an integral part of the Trust’s overall risk
management system and also views all root cause analyses of incidents. In April
2014 Q&RMC approved a revised terms of reference.
6.2 Risk and Compliance
The Risk and Compliance Committee advises staff on the scoring of risks and
moderating them where thought necessary. It maintains a close scrutiny of the
external reviews dashboard and specific individual reviews that were either of high
Trustwide importance, or potential concern.
6.3 Safeguarding
The overarching Safeguarding Committee identified risks and oversaw actions
regarding the provision of mental health act administration to NBT and mental health
liaison services across Bristol. It flagged up the much greater requirements for
deprivation of liberty because of a court judgement and for overall safeguarding
because of the Care Bill and further requirements from the government regarding the
Jimmy Savile enquiries.
6.4 Quality
Much of the work undertaken by the Quality Committee is reported to the Board
directly through the Integrated Performance Report such as performance on the
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WHO checklist, complaints, pressure ulcer incidence and deeper clinical issues such
as nasal gastric tube positioning. Other issues considered included investigating
differences in frequency of cardiac arrests between the two hospital sites and the
development of measures for sepsis management.
6.5 Control of Infection
The Control of Infection Committee meets monthly and reports both to Q&RMC and
on the Integrated Performance Report. During the year it highlighted progress on
issues such as tracking supplementary theatre instruments and monitoring audit
processes for standards of environmental cleanliness. It was pleased to report on the
lessening incidence of MRSA and C Diff but a rising incidence for MSSA.
6.6 Health and Safety
The Health and Safety Committee meets quarterly and regularly reviews the nonclinical risks and health and safety policies of which eight were reviewed. During the
year it identified the issue of a lack of management of work related stress identified
by the staff survey, appointment of responsible and deputy responsible persons for
natural gas safety and progress and closure of all actions requested by the Health
and Safety Executive from its visit regarding the transport of radioactive materials.
6.7 Patient Records
The Committee has provided assurance on information governance awareness and
mandatory training procedures and its reporting responsibilities were transferred to
the CITS Board.
6.9 Contingency Planning Steering Group
The Contingency Planning Steering Group meets quarterly.
6.10 Information Governance Group
The first meeting of the IGG considered its terms of reference and the clarity of who
were Information Asset Owners and their responsibilities.
From September 2014, with the change in terms of reference of a number of the board
committees, most of the committees that reported through Q&RMC switched their
responsibilities to the Trust Management Team or its sub-committees. These include all the
groups mentioned above except for the Risk and Compliance Committee.
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Appendix 1

Schedule of Attendances – Six Meetings

Dr Chris Burton
Mr Harry Hayer
Mrs Sue Jones
Mr Sasha Karakusevic
Mr Rob Mould (Chairman)
Ms Liz Redfern
Mr Peter Rilett
Mrs Sue Sundstrom
Mr Jez Tozer
Prof Avril Waterman-Pearson
Mr Simon Wood

Five/6
Two/3
Six/6
Five/6
Six/6
One/1
One/1
One/1
One/1
Two/2
Three/6

N.B. Membership of the Committee changed twice in the year to reflect the revision of the terms of
reference and changes in the Board’s non-executive membership.
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Regulatory Dashboard
Regulatory Agency

Care Quality Commission
(CQC)

Appendix 2
1) Rating at
last
inspection

2) Current
regulator
rating

3) Current
internal
assessment

Date of Visit

Date of Report

Rating Achieved

Action Plan
Progress (%)

Action Plan
Completion
Date

Unannounced Planned
Review - Frenchay

Green

Green

Green

22/3/11 &
24/3/11

09/05/2011

Compliant and meeting all
essential standards with
four minor concerns

95% (and
ongoing
actions)

Jan-12

Special - Dignity and
Nutritional Standards

Green

Green

Green

09/05/2011

Jul-11

Compliant with one
concern

100% (and
ongoing
actions)

Jan-12

95% (and
ongoing
actions)

Jan-12

Review

Unannounced Planned
Review - Southmead

Green

Green

Green

Sep-11

Nov-11

Compliant and meeting all
essential standards with
above concern actioned
and four minor concerns

Special - Termination of
Pregnancy Processes

Green

Green

Green

22/03/2012

Jun-12

Good

N/A

N/A

Special - Bed Management
and Discharge

Green

Green

Green

15/5/12 &
16/5/12

Jun-12

Good

N/A

N/A

Unannounced Planned
Review - Frenchay

Green

Green

Green

Jun-12

Jul-12

Compliant and meeting all
essential standards with
two minor concerns

100%

31/10/2012

100%

14/08/2012

Unannounced Planned
Review - Riverside
National Report Controlled Drugs
Unannounced Inspection Riverside Unit (follow up
on June 12 inspection)

Routine Inspection Southmead

Amber

Green

Green

14/06/12

Jul-12

Non-compliant on consent
procedures and
maintenance of accurate
records

N/A

N/A

N/A

Jul-12

Jul-12

N/A

100%

Sep-12

Jan-13

Compliant on Outcome 2 Consent to care and
treatment AND Outcome
21 - Records

N/A

N/A

Feb-13

Compliant on 7/8
Outcomes assessed.
Action required on
Outcome 21 - Records.

100%

31/05/2013

Green

Amber

Green

Green

Green

Green
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02/01/2013

01/01/2013

Regulatory Agency

1) Rating at
last
inspection

2) Current
regulator
rating

3) Current
internal
assessment

Date of Visit

Date of Report

Rating Achieved

Action Plan
Progress (%)

Action Plan
Completion
Date

Green

Green

Green

31/07/2013

Aug-13

Compliant on Outcome 21
- Records

N/A

N/A

Unannounced Inspection Cossham

N/A

Green

Green

18-20/11/14

Dec-13

Compliant on all 6
assessed Outcomes

N/A

N/A

Unannounced Inspection Riverside

Green

Green

Green

09/12/2013

Jan-14

Compliant on all 4
assessed Outcomes

N/A

N/A

Feb-12

Overall improvement on
previous survey, still
areas to work on

Actions now
subsumed into
PMO
'Outpatients'
Theme

30/04/2014

Feb-13

2011 compared with 2012
Survey:
61/73 No difference
2/73 Better
10/73 Worse

50%

Feb-14

Feb-14

2012 compared with 2013
Survey:
58/60 Same
1/60 Better
1/60 Worse

50%

Mar-15

Feb-15

Requires Improvement
ED: Inadequate – Warning
Notice issued

45%
completed
36% on track
18% overdue

Dec-15

Feb-15

2013 compared with 2014
Survey:
41/60 Same
5/60 Better
14/60 Worse

Quality
Committee
paper July 15

Quality
Committee
paper July 15

Jun-15

Inadequate – Warning
Notice not fully met

Need
assessment

Awaiting info
(once final
report rec’d)

Review
Follow-up Inspection Southmead

National Outpatient
Survey 2011

National Inpatient Survey
2012

National Inpatient Survey
2013

Announced &
Unannounced Inspection Trustwide

Amber

Amber

Amber

Amber

Amber

Amber

Amber

Amber

Green

N/A

Green

N/A

Amber

N/A

Amber

5-7 Nov, 17
Nov 2014

th

National Inpatient Survey
2014

Red

Red

Amber

N/A

Unannounced, Focused
Inspection - ED

Red

Red

Amber

7 , 8 , 18
May 2015

11

th

th

th

Regulatory Agency

Medicine and Healthcare
Products Regulatory
Agency (MHRA)

Strategic Health Authority
(Local Supervising
Authority)

Review

1) Rating at
last
inspection

2) Current
regulator
rating

3) Current
internal
assessment

Date of Visit

Date of Report

Rating Achieved

Action Plan
Progress (%)

Action Plan
Completion
Date

Wholesale Dealers License

Amber

Green

Green

Aug-11

Sep-11

Three 'others' findings

100%

Sep-12

Research and Innovation
inspection

Red

Green

Green

Jun-11

Aug-11

Four major, nine minor
findings and some
observations

100%

Dec-12

Blood Transfusion
inspection

Red

Green

Green

20 March 2012

08/06/2012

Four major

100%

31/12/2012

Blood Transfusion
inspection (update on
March 12 visit)

Green

Green

Green

10/01/2013

11/01/2013

Two 'Other' findings

0%

01/05/2013

Registration

Green

Green

Green

N/A

N/A

N/A

N/A

N/A

RQCL Licensing

Green

Green

Green

05-Aug-10

11/10/10

Licence granted

100%

N/A

GCP Routine Inspection of
a Neuroscience Study

Green

Green

Green

26-27 Feb
2013

Awaiting

Minor observations and
suggestions

Self-Assessed Annual
Blood Bank Compliance
Report 2013-14

Amber

Amber

Amber

N/A

April-14

Number of nonconformances, including
blood tracking

100%

Sep-14

Blood Transfusion
inspection

Green

Amber

Amber

10-Mar-15

May-15

No Critical, 2 Major and 6
Other findings

Currently
unknown

Feb-16

0%

60%

Self-Assessed Annual
Blood Bank Compliance
Report 2014-15

Amber

Amber

Amber

N/A

April-14

Blood tracking and
transfusion training
continue to be main areas
of non-compliance

Supervision of Midwifery
Practice Audit

Green

Green

Green

24/05/2011
and 10/01/12

22/06/12

Good

12

31/12/2012

Regulatory Agency

NHS Litigation Authority

Quality Network for
Inpatient CAMHS (QNIC)

British Standards
Institution (BSI)

ISO Management Systems

1) Rating at
last
inspection

2) Current
regulator
rating

3) Current
internal
assessment

Date of Visit

Date of Report

Rating Achieved

Action Plan
Progress (%)

Action Plan
Completion
Date

Assessment

Green

Green

Green

17/18 Nov
2011

14/12/11

Level 2

75%

31/12/2012

Maternity Assessment

Green

Green

Green

Jan-10

Feb-10

Level 2, 2010

100%

Jun-12

Maternity Assessment

Green

Green

Green

28/29 June
2012

Jul-12

Level 3, 2012

40%

31/03/2013

Year 1: Accreditation
review
Year 2: Self review only
Year 3: Peer review visit

Amber

Green

Green

Feb-12

31/07/2013

Accredited until April 2015

N/A

N/A

Green

Green

Green

02/02/2012

Mar-12

5 minor non-conformities
raised

100%

31/08/2012

Green

Green

Green

12-13/09/2012

21/09/12

2 minor non-conformities
raised

100%

31/12/2012

Green

Green

Green

10-11/04/2013

12/04/2013

5 minor non-conformities
raised

100%

30/09/2013

Green

Green

Green

8&
10/10/2013

20/10/2013

2 minor non-conformities
raised

0%

28/02/2014

Amber

Green

Green

16 and
17/03/2011

Apr-11

Continued with 5 minor
non-conformities

100%

30/09/2011

Amber

Green

Green

14 and
15/03/12

Apr-12

Continued with 1 major, 2
minor non-conformities
and 5 observations

100%

19/06/2012

Green

Green

Green

08 and
9/10/13

Jan-13

0 non conformities and 4
observations

N/A

N/A

Green

Green

Green

25-26 Feb-14

Feb-14

0 non-conformities, 1
observation

N/A

N/A

Green

Green

Green

15-16 Apr-15

Apr-15

0 non-conformities, 6
observations

N/A

N/A

Review

ISO Accreditation of Sterile
Services (CSSD)

BCRM Inspection
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Regulatory Agency

Review

1) Rating at
last
inspection

2) Current
regulator
rating

3) Current
internal
assessment

Date of Visit

Date of Report

Rating Achieved

Action Plan
Progress (%)

Action Plan
Completion
Date

Green

Green

Green

01/07/2010

15/09/10

Certified

N/A

N/A

Green

Green

Green

01/06/2014

Jun-14

Certified - 3 minor nonconformities raised

N/A

N/A

Green

Green

Green

N/A

N/A

Certified

N/A

N/A

Green

Green

Green

25-26/01/2012

Feb-12

1 minor non-conformity
raised

100%

31/05/2012

Green

Green

Green

01/08/2012

Aug-12

2 minor non-conformities
raised

100%

30/11/2012

Green

Green

Green

08/01/2013

Jan-13

0 non-conformities raised

N/A

N/A

Green

Green

Green

23/07/2013

Jul-13

0 non-conformities raised

N/A

N/A

Green

Green

Green

3-4/12/2013

Dec-13

2 minor non-conformities
raised

100%

31/05/2014

Green

Green

Green

01/07/2014

Jul-14

2 minor non-conformities
raised

100%

30/11/2014

Green

Green

Green

11/03/2015

Mar-15

1 minor non-conformity
raised

0%

30/11/2015

Green

Green

Green

03/05/12

29/08/12

46 criteria fully compliant,
2 criteria partially
compliant

50%

31/12/2012

Green

Green

Green

Aug-10

Sep-10

Compliant

100%

31/12/2010

Green

Amber

Green

26-28/10/12

12/10/2012

12 Serious Concerns

Dec-13

16/25 MDTs Green. 9 RED
– 70% compliance NOT
achieved. 6 Serious
Concerns.

75%

31/03/2014

RQCL Certification

Clinical Equipment
Services (CES) Registration

BSI CES Inspection

NHS Strategic Health
Authority Library Leads

Peer Reviews

Self-Assessment and Peer
Review

Cancer Services: SelfAssessments, Internal
Validation, External
Validation

Amber

Amber

Green

14

Oct-13

1) Rating at
last
inspection

2) Current
regulator
rating

3) Current
internal
assessment

Date of Visit

Date of Report

Rating Achieved

Action Plan
Progress (%)

Action Plan
Completion
Date

Neonatal Unit

Green

Green

Green

02/12/2010

Jan-11

Compliant

100%

30/06/2011

Learning Disabilities

Green

Green

Green

Jan-11

Jan-11

Compliant

100%

31/07/2011

Dementia

Green

Green

Green

16/11/2011

Jan-12

No overall 'rating' given.
Just recommendations

75%

31/12/2012

Severn Major Trauma
Network

Green

Green

Green

13 March
2015

Awaiting
report

Areas commended, work
required in rehabilitations

0%

31/03/2014

Regulatory Agency

Review

th

National Cancer Patient
Experience Survey 2012-13

Amber

Amber

Green

N/A

Aug-13

No overall 'rating' given.
Comparison to other
Trusts- performing worse
compared to other Trusts
across most survey
questions.

National Cancer Patient
Experience Survey 2013-14

Amber

Green

Green

N/A

Aug-14

Significant improvement
on previous year.

Final Accounts

Green

Green

Green

May-12

Jun-12

Unqualified

N/A

N/A

Green

Green

Green

Jun-12

Jun-12

Unqualified

N/A

Amber

Amber

Green

May-13

Jul-13

Qualified

N/A
Actions
complete as
can be until
2013-14
account

Green

Green

Green

May-14

Jul-14

Unqualified

N/A

N/A

Green

Amber

Amber

May-15

24/6/2015

Qualified

25%

31/08/2015

TBC

Surveillance waiting times
within target - therefore
JAG accreditation will be
in place after October
submission - awaiting
confirmation as per

N/A

N/A

Quality Health

External Auditors (Grant
Thornton)

Joint Advisory Group
(JAG) on GI Endoscopy

Quality Account

Accreditation

Amber

Green

Green
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SelfAssessment
30/10/13

May-14

Regulatory Agency

Review

1) Rating at
last
inspection

2) Current
regulator
rating

3) Current
internal
assessment

Date of Visit

Date of Report

Rating Achieved

Action Plan
Progress (%)

Action Plan
Completion
Date

16.11.13

Clinical Pathology
Accreditation (CPA)

Inspection

Green

Green

Green

15 Dec 2014

Dec 2014

Accredited – no actions,
few recommendations

N/A

N/A

Genetics Accreditation

Green

Green

Green

28/29 March
2012

2 Apr 2012

8 NCs for correction in 12
weeks and 2 observations

100%

31/08/2012

Cellular Pathology
Accreditation

Amber

Green

Green

Mar-12

Mar-12

2 critical Non Conformities
and 10 other NCs (2012)
and conditional approval

100%

30/09/2012

Microbiology
Accreditation

Green

Green

Green

Mar-12

Mar-12

4 NCs for correction in 12
weeks

100%

Aug-12

Immunology Accreditation

Green

Green

Green

Mar-12

Mar-12

6 NCs for correction in 12
weeks

100%

Jun-12

Haematology
Accreditation

Amber

Green

Green

Feb-12

Feb-12

12 NCs for correction in 12
weeks

100%

Feb-13

Clinical Biochemistry
Accreditation

Green

Green

Green

28 and
29/03/12

02/04/12

6 NCs for correction in 12
weeks

100%

31/05/2012

Cellular Pathology
Inspection

Green

Green

Green

Sep-14

Sep-14

Passed and ISO offered

100%

Haematology Inspection

Green

Green

Green

Nov-14

Nov-14

Passed and ISO offered

Microbiology Inspection

Green

Green

Green

Dec-14

16

th

Passed, ISO not offered

Regulatory Agency

Review

1) Rating at
last
inspection

2) Current
regulator
rating

3) Current
internal
assessment

Date of Visit

Date of Report

Rating Achieved

Action Plan
Progress (%)

Action Plan
Completion
Date

NHS Cervical Screening
Programme

Cytology Training Centre
Assessment

Green

Green

Green

Jun-14

Jun-14

Full compliance and
approval granted

N/A

N/A

NHS Bowel Cancer
Screening Programme

Bowelscope assessment

Green

Green

Green

Jul-14

Jul-14

No issues to prevent
conducting bowelscope in
future

100%

01/12/2014

Public Health England

Breast Screening Service
Quality Assurance Visit

Green

Green

Green

1 July 2015

Awaiting
report

Significant areas of praise,
no major concerns noted

Royal College of
Paediatrics & Child Health
(RCPCH)

Invited service review of
planned paediatric
emergency care transfer
to UHB

N/A

Green

Green

Nov-13

Dec-13

Satisfied that future
arrangements are sound
and well managed. 3 small
recommendations.

100%

May-14

South Glos Safeguarding
Children Board (SGSCB)

Mandatory SelfAssessment against
Section 11 of the
Children's Act 2004

N/A

N/A

Green

N/A

Dec-13

Full compliance across all
9 Standards

N/A

N/A

Bristol CCG

Requested Child
Safeguarding Peer Review
between NBT and UHB.

N/A

Amber

Green

07-Nov-13

Submitted to
CCG Dec-13

5/9 Topics rated Amber.
4/9 rated Green.

0%

Apr-14

NHS England

Self-assessment against
NHS Core Standards on
Emergency Preparedness
& Resilience Response

N/A

N/A

Green

N/A

Jan-14

Fully compliant

80%

Apr-14

South West Regional
Quality Assurance
Reference Centre

Quality Assurance

Amber

Green

Green

24 and
25/04/12

01/05/12

One immediate action, 30
four month actions

100%

01/09/2012

Down’s syndrome
screening Quality
Assurance Support
Service (DQASS)

Quality Assurance Laboratory Screening
Performance

Green

Green

Green

April 2013

Satisfactory performance,
no actions required

N/A

N/A
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st

1) Rating at
last
inspection

2) Current
regulator
rating

3) Current
internal
assessment

Date of Visit

Date of Report

Rating Achieved

Action Plan
Progress (%)

Action Plan
Completion
Date

Inspections

Green

Green

Green

March 2010
and 11-13
October 2011

June 2010 and
January 2012

Health provision excellent

100%

30/06/12

Bristol Inspection

Green

Green

Green

Nov 2011

Dec-11

Satisfactory

100%

31/07/12

South Gloucestershire
Inspection

Green

Green

Green

25 Jun - 6 Jul
2012

10/08/12

Adequate

100%

10/11/2012

South West Association of
Training Providers Ltd Inspection

Green

Green

Green

25-Feb-13

05-Apr-13

Good

0%

31/10/2013

Health Education South
West:
Severn Postgraduate
Medical Education

Quality management visit
of NBT PGME provision

N/A

Green

Green

22-Nov-13

03-Dec-13

No formal rating, positive
report, good practice
identified

100%

Apr-14

Avon Fire and Rescue
Service

Certification and
inspections

Green

Green

Green

N/A

N/A

Certified

N/A

N/A

Independent
Safeguarding Authority

Advisory

Green

Green

Green

N/A

N/A

N/A

N/A

N/A

LA - Joint Overview and
Health Scrutiny
Committee

Advisory

Green

Green

Green

N/A

23/04/2012

N/A

N/A

N/A

Local Authority - South
Gloucestershire

Weights and Measures
Inspection (follow-up to
LACORS Medical Weighing
Project)

Green

Green

Green

Mar-10

Apr-10

N/A

100%

Dec-10

Audit

Green

Green

Green

May-12

Jun-12

3 stars - 83.5%

100%

Jun-14

Audit

Green

Green

Green

Dec-14

Jan-15

5 Stars

100%

Regulatory Agency
HM Inspectorate of
Prisons

Review

Ofsted

British Safety Council
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Regulatory Agency

Review

1) Rating at
last
inspection

2) Current
regulator
rating

3) Current
internal
assessment

Date of Visit

Date of Report

Rating Achieved

Action Plan
Progress (%)

Action Plan
Completion
Date

Green

Green

Green

N/A

N/A

25 complaints referred to
HSO in 2011/12. None
upheld

N/A

N/A

Amber

Amber

Green

20-Oct-11

10-Jan-12

Significant risk assessment

95%

31/10/2012

Amber

Amber

Green

06-Jun-13

22-Jul-13

Significant risk assessment

10%

Mar-14

Parliamentary and Health
Service Ombudsman

Advisory

Pharmacy Regional
Quality Control
Laboratory

Audit of Unlicensed
Aseptic Dispensing Unit

Advertising Standards
Authority

Compliance requirement

Green

Green

Green

N/A

Investigation
01/11/2011

Not proceeded with

N/A

N/A

Legionella Inspection

Amber

Green

Green

07/02/2011

10/03/2011

Six Priority 1s, Seven
Priority 2s and Two
Priority 3s.

100%

10/06/2011

Autoclave Inspection

Green

Green

Green

01/04/2012

May-12

Compliant

N/A

N/A

Legionella Inspection

Green

Green

Green

01/04/2012

May-12

Compliant

N/A

N/A

Nuclear and Radioactive
Waste Disposal Inspection

Green

Green

Green

12/02/2014

Local Authority Bristol

Catering Inspection

Green

Green

Green

Jul-13

Jul-13

5 Star

N/A

N/A

Local Authority South
Gloucester

Catering Inspection

Green

Green

Green

Oct-13

Oct-13

5 Star

N/A

N/A

Storage and use of human
tissue licensing and
inspections

Green

Green

Green

Nov-10

N/A

N/A

N/A

Human Tissue Act

Green

Green

Green

Licence granted

N/A

N/A

Health and Safety
Executive (HSE)

Human Tissue Authority
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100%

Action Plan
Progress (%)

Action Plan
Completion
Date

Licence granted

100%

Dec-14

N/A

Renewed

N/A

N/A

06/12/2012

26/02/2013

Interim

100%

Dec-13

Green

N/A

Letter 8/3/12

N/A

100%

03/05/2012

Green

Green

N/A

28-Apr-14

Matters for concern
identified

100%

23/06/2014

Green

Green

Green

N/A

N/A

N/A

100%

31/03/2013

Requested review into
Complaints Management

N/A

Amber

Green

03-Apr-14

Good practice identified, 9
recommendations made

50%

Oct-14

Department for Business
Innovation and Skills

Standard for Advice and
Support Services

Amber

Green

Green

Oct-12

Nov-12

Accreditation

N/A

N/A

General Pharmaceutical
Council

Registration as a
Pharmacy

Green

Green

Green

22-Aug-13

Aug-13

Compliant

N/A

N/A

Royal Society for Public
Health (RSPH)

Information Standard
Compliance

Green

Green

Green

15/11/2012

03/01/2013

Four non-conformities
raised

100%

13/12/2012

Regulatory Agency

Human Fertilisation and
Embryology Authority

1) Rating at
last
inspection

2) Current
regulator
rating

3) Current
internal
assessment

Quality and Safety of
organs Regs

Green

Green

Green

Licence granted to
27/12/12

Quality and Safety (Tissues
and Cells) Regs

Green

Green

Green

Licence granted

Human Tissue Act

Green

Green

Green

Sept-14

Sept-14

Licence renewal

Green

Green

Green

N/A

Licence - interim check

Green

Green

Green

Amber

Green

Coroner's Regulation 28
Report

Amber

Incident reporting

Review

Date of Visit

Date of Report

Rating Achieved

Coroners

NHS England / BNSSSG
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Regulatory Agency

Home Office

Review

1) Rating at
last
inspection

2) Current
regulator
rating

3) Current
internal
assessment

Date of Visit

Date of Report

Rating Achieved

Action Plan
Progress (%)

Controlled Drug Licence
for possession of Schedule
1-4 drugs

Green

Green

Green

N/A

08/03/2013

Compliant, Licences
granted until 8/3/2014

N/A

21

Action Plan
Completion
Date

22

Report to:

Trust Board

Date of Meeting:

24 September 2015

Report Title:
Status:

Agenda item:

18

Finance & Performance Committee Report
Information

Discussion

x
Prepared by:

Nick Stibbs, Corporate Services Manager

Executive Sponsor (presenting):

Andrew Willis, Non-Executive Director

Appendices (list if applicable):

None

Recommendation:
The Trust Board is asked to:
• note the report from the meetings held on 28 July and 25 August 2015

Assurance
x

Approval

North Bristol NHS Trust
attendances had not been recorded. The latter
was to be rectified and about £500k income would
be charged to commissioners.

1. Purpose
1.1. This report outlines the business discussed at the
Finance & Performance Committee meetings held
on 28 July and 25 August 2015.

3.1.3. CRES plans of Medicine and Neurosciences

3.5. It was noted that Pay expenditure had risen due to
increases in agency use. The Committee was
informed that actions were in place to reduce
agency expenditure which included tighter
rostering, a consistent approach to agencies by
local NHS organisations and a letter to nonframework agencies by the end of August
informing them that they would no longer be used.
It was estimated this would save £300k a month. It
was noted that whilst Trusts did not employ their
own staff through agencies it was not unusual to
employ staff from other local NHS organisations
through them. For some specific staff groups it
might be necessary to offer premium rates of pay
to persuade them to become permanent members
of staff.

3.2. The details of the end of month financial positions
were discussed with a particular focus on the
income position and continued under performance
on elective activity, reductions in agency
expenditure, especially in nursing, and the
progress against in-year savings delivery plans.

3.6. Elective income was £2.8m below the planned
year to date level particularly due to lower levels of
activity in Trauma and Orthopaedics, Plastic
Surgery and General Surgery. There were plans in
place to increase orthopaedic and neurosurgery
activity.

3.3. The overall deficit position had risen to £5.4 m
above plan by the end of July primarily due to less
income and greater pay expenditure than planned.

3.7. It was noted that the shortfall in identified efficiency
schemes in 2015/16 was now £2.4m for recurring
schemes and given the £3.5m prior year recurring
shortfall it now totalled £5.9m.

2. Background
2.1. The Finance and Performance Committee meets
monthly and was established to provide assurance to
the Trust Board that there are robust and integrated
systems in place overseeing the Trust’s finance and
performance and that they are in line with the
organisation’s objectives.
3. Finance and Sustainability
3.1. The committee considered the following reports:
3.1.1. Months 3 and 4 Finance reports
3.1.2. Financial sustainability plan delivery

3.4. Outpatient activity appeared to have dipped
because of annual leave and because some
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September 2013.

3.8. The Committee reviewed the plans of the Medicine
and Neuroscience directorates showing shortfalls
of £0.26m for the former and around £0.75m for
Medicine.

had

been

recorded

since

4.3. The Committee received a report from the Deputy
Director of Operations on the initial feedback from
the IST check and challenge session on RTT
plans. It had recommended greater detail of
reporting at sub-specialty level and joint work with
the CCGs to raise trauma and orthopaedic activity.

3.9. Neurosciences was confident that more schemes
would be identified to close the gap including
further theatre efficiencies and repatriation from
the independent sector. By the end of July it had
identified a further £650k which would take it
beyond its saving target for 2015/16.

4.4. The first quarter target backlog reduction plans
had been met but extra independent sector
resources would be needed for trauma and
orthopaedics because of the failure to achieve the
case per working day projection, the known
capacity gap, the size of the waiting list and a
lower than expected take up of private capacity. By
the end of July it was achieving its backlog
trajectory but not keeping up with the service level
agreement although it was expected to be within
50 patients of its target by the end of August.

3.10. Because of Medicine’s over performance on
income, executives had agreed it to allow it to
raise its income target for the year by £1m and
offset its savings target.
4. Operational Performance
4.1. The Committee considered:
4.1.1. The summary of performance assurance
4.1.2. RTT Trajectories and Recovery and nonRTT services

4.5. There
were
further
concerns
regarding
gastroenterology and urology because of recent
consultant vacancies and activity in general
neurosurgery projected forward would mean an
increase in the waiting list which could only be
resolved by the addition of six extra neurosurgical
theatre lists.

4.1.3. the Lorenzo Project
4.2. The Committee reviews each month a
performance dashboard and over the two
meetings was pleased to note that the four hour
A&E waiting time standard had been achieved. By
the end of July the diagnostic wait standard had
also been achieved but for the first time since
December 2014 two urgent operations had been
cancelled twice, C Diff infections had risen to 30
against a year to date target of 28 and the first

4.6. The revised backlog trajectory for the end of the
year was now 3,200 patients provided the theatres
achieved their increased activity projections.
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£120,000
which
included
the
immediate
remediation actions, replacement equipment and
ongoing sampling costs.

4.7. Non-RTT activity referred to patients waiting to be
recalled to hospital for a further stage in a course
of treatment. Any patient who waited beyond their
planned date should be transferred to the active
waiting list with a new clock start.

5.4. The Committee reviewed and approved the outline
and full business cases for an electronic document
management proposal which would significantly
improve the availability of medical records for all
staff where and when needed and considerably
mitigate any risk to patient care.

5. Strategy
5.1. The Committee considered issues on:
5.1.1. Pathology Phase 2 Scheme
5.1.2. Pseudomonas

5.5. The capital cost of the scheme was estimated as
£911,000 with net revenue costs of £480,000 over
three years followed by savings of £1.2m in the
fourth year and more than £2m annual recurring
savings afterwards.

5.1.3. Electronic Document Management
5.1.4. RUH Renal Satellite Unit
5.2. The various issues arising out of the delay to the
Pathology Phase 2 scheme were discussed and
actions noted. As soon as the main works were
completed the Genetics Department would be
moved into the top floor even though the Category
3 Laboratory would not be finished.

5.6. The RUH is planning major changes to its site in
Bath which necessitate the replacement of NBT’s
Renal Satellite Unit by April 2017.
5.7. The Committee received a strategic outline case
with three possible procurement routes, two site
and two capacity options. The current 16 station
unit was unable to cope with local demand and the
directorate estimated that a 20 station unit would
be adequate for the next ten to twelve years.

5.3. An outbreak of pseudomonas aeruginosa in the
Intensive Care Unit had highlighted the fact that
the national infection control requirements for the
bacterium had been revised by the time the Brunel
building had been completed. The Committee was
informed of the actions being taken immediately
and the proposal to replace either the wash hand
basins and taps or the taps with a new backing
plate in all augmented care areas. Regular
cleaning of outlets and flushing of systems would
still have to take place. There was an expected
capital cost of £480,000 and revenue cost of

5.8. The Committee approved the case and the
development of an outline business case to be
considered at its October meeting. Capital costs
for a 24 station unit were estimated at £5.7m.
6. Governance and Commercial Issues
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6.1. The Committee noted that the Trust had overrun
(by 55 users) its licence with a company called
Attachmate which had supplied software.
Agreement had been reached to pay the company
£18,000 which would be treated as an overrun
against the contract.
7. Recommendations
7.1 The Trust Board is asked to:
•

note the report from the meetings held on 28 July
and 25 August 2015
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attendances had not been recorded. The latter
was to be rectified and about £500k income would
be charged to commissioners.

1. Purpose
1.1. This report outlines the business discussed at the
Finance & Performance Committee meetings held
on 28 July and 25 August 2015.

3.1.3. CRES plans of Medicine and Neurosciences

3.5. It was noted that Pay expenditure had risen due to
increases in agency use. The Committee was
informed that actions were in place to reduce
agency expenditure which included tighter
rostering, a consistent approach to agencies by
local NHS organisations and a letter to nonframework agencies by the end of August
informing them that they would no longer be used.
It was estimated this would save £300k a month. It
was noted that whilst Trusts did not employ their
own staff through agencies it was not unusual to
employ staff from other local NHS organisations
through them. For some specific staff groups it
might be necessary to offer premium rates of pay
to persuade them to become permanent members
of staff.

3.2. The details of the end of month financial positions
were discussed with a particular focus on the
income position and continued under performance
on elective activity, reductions in agency
expenditure, especially in nursing, and the
progress against in-year savings delivery plans.

3.6. Elective income was £2.8m below the planned
year to date level particularly due to lower levels of
activity in Trauma and Orthopaedics, Plastic
Surgery and General Surgery. There were plans in
place to increase orthopaedic and neurosurgery
activity.

3.3. The overall deficit position had risen to £5.4 m
above plan by the end of July primarily due to less
income and greater pay expenditure than planned.

3.7. It was noted that the shortfall in identified efficiency
schemes in 2015/16 was now £2.4m for recurring
schemes and given the £3.5m prior year recurring
shortfall it now totalled £5.9m.

2. Background
2.1. The Finance and Performance Committee meets
monthly and was established to provide assurance to
the Trust Board that there are robust and integrated
systems in place overseeing the Trust’s finance and
performance and that they are in line with the
organisation’s objectives.
3. Finance and Sustainability
3.1. The committee considered the following reports:
3.1.1. Months 3 and 4 Finance reports
3.1.2. Financial sustainability plan delivery

3.4. Outpatient activity appeared to have dipped
because of annual leave and because some
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3.8. The Committee reviewed the plans of the Medicine
and Neuroscience directorates showing shortfalls
of £0.26m for the former and around £0.75m for
Medicine.

had

been

recorded

since

4.3. The Committee received a report from the Deputy
Director of Operations on the initial feedback from
the IST check and challenge session on RTT
plans. It had recommended greater detail of
reporting at sub-specialty level and joint work with
the CCGs to raise trauma and orthopaedic activity.

3.9. Neurosciences was confident that more schemes
would be identified to close the gap including
further theatre efficiencies and repatriation from
the independent sector. By the end of July it had
identified a further £650k which would take it
beyond its saving target for 2015/16.

4.4. The first quarter target backlog reduction plans
had been met but extra independent sector
resources would be needed for trauma and
orthopaedics because of the failure to achieve the
case per working day projection, the known
capacity gap, the size of the waiting list and a
lower than expected take up of private capacity. By
the end of July it was achieving its backlog
trajectory but not keeping up with the service level
agreement although it was expected to be within
50 patients of its target by the end of August.

3.10. Because of Medicine’s over performance on
income, executives had agreed it to allow it to
raise its income target for the year by £1m and
offset its savings target.
4. Operational Performance
4.1. The Committee considered:
4.1.1. The summary of performance assurance
4.1.2. RTT Trajectories and Recovery and nonRTT services

4.5. There
were
further
concerns
regarding
gastroenterology and urology because of recent
consultant vacancies and activity in general
neurosurgery projected forward would mean an
increase in the waiting list which could only be
resolved by the addition of six extra neurosurgical
theatre lists.

4.1.3. the Lorenzo Project
4.2. The Committee reviews each month a
performance dashboard and over the two
meetings was pleased to note that the four hour
A&E waiting time standard had been achieved. By
the end of July the diagnostic wait standard had
also been achieved but for the first time since
December 2014 two urgent operations had been
cancelled twice, C Diff infections had risen to 30
against a year to date target of 28 and the first

4.6. The revised backlog trajectory for the end of the
year was now 3,200 patients provided the theatres
achieved their increased activity projections.
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4.7. Non-RTT activity referred to patients waiting to be
recalled to hospital for a further stage in a course
of treatment. Any patient who waited beyond their
planned date should be transferred to the active
waiting list with a new clock start.

5.4. The Committee reviewed and approved the outline
and full business cases for an electronic document
management proposal which would significantly
improve the availability of medical records for all
staff where and when needed and considerably
mitigate any risk to patient care.

5. Strategy
5.1. The Committee considered issues on:
5.1.1. Pathology Phase 2 Scheme
5.1.2. Pseudomonas

5.5. The capital cost of the scheme was estimated as
£911,000 with net revenue costs of £480,000 over
three years followed by savings of £1.2m in the
fourth year and more than £2m annual recurring
savings afterwards.

5.1.3. Electronic Document Management
5.1.4. RUH Renal Satellite Unit
5.2. The various issues arising out of the delay to the
Pathology Phase 2 scheme were discussed and
actions noted. As soon as the main works were
completed the Genetics Department would be
moved into the top floor even though the Category
3 Laboratory would not be finished.

5.6. The RUH is planning major changes to its site in
Bath which necessitate the replacement of NBT’s
Renal Satellite Unit by April 2017.
5.7. The Committee received a strategic outline case
with three possible procurement routes, two site
and two capacity options. The current 16 station
unit was unable to cope with local demand and the
directorate estimated that a 20 station unit would
be adequate for the next ten to twelve years.

5.3. An outbreak of pseudomonas aeruginosa in the
Intensive Care Unit had highlighted the fact that
the national infection control requirements for the
bacterium had been revised by the time the Brunel
building had been completed. The Committee was
informed of the actions being taken immediately
and the proposal to replace either the wash hand
basins and taps or the taps with a new backing
plate in all augmented care areas. Regular
cleaning of outlets and flushing of systems would
still have to take place. There was an expected
capital cost of £480,000 and revenue cost of

5.8. The Committee approved the case and the
development of an outline business case to be
considered at its October meeting. Capital costs
for a 24 station unit were estimated at £5.7m.
6. Governance and Commercial Issues
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6.1. The Committee noted that the Trust had overrun
(by 55 users) its licence with a company called
Attachmate which had supplied software.
Agreement had been reached to pay the company
£18,000 which would be treated as an overrun
against the contract.
7. Recommendations
7.1 The Trust Board is asked to:
•

note the report from the meetings held on 28 July
and 25 August 2015
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2015, to ensure that any issues were identified
prior to the go live over the weekend of 16
October 2015.

1. Purpose
1.1.

To present an update on the business transacted
by the Trust Management Team (TMT) at its
meetings held on 15 September 2015.

Use of Non Framework Agencies

2. Background
2.1.

The Trust Management Team is the key delivery
group in the Trust and consists of the Executive
Directors, Clinical Directors and General
Managers.

2.2.

It is good practice that all Committees which
report to the Trust Board should report after each
meeting.

3.5.

The trajectory for the reduction in agency spend
aligned with the recently issued national guidance
was discussed and debated. The trajectory,
developed by the directorate Heads of Nursing,
aimed to ensure a stepped reduction in spend to
ensure that safety was maintained across the
Trust.

3.6.

It was acknowledged that further review of any
operational impact was required to ensure that
operational improvement trajectories were not
impacted by the changes.

3. Business Undertaken
3.1.

The TMT focused its attention on the following
areas:

Business Planning Guidance

Lorenzo Implementation programme
3.2.

The implementation of the Lorenzo system was
scrutinised with the current programme
assessment presented to the TMT by the interim
Chief Information Officer.

3.3.

The key issued highlighted related to the
finalisation of the standard operating procedures
and the training of staff to use the new system.
Extra training resources, including staff and
training sessions, have been implemented to
support mitigation of this issue.

3.4.

The planned dress rehearsal was due to take
place over the weekend of Friday 18 September

3.7.

The TMT considered and agreed the business
planning guidance and timeline for the
development of directorate business plans. The
timeline proposes that all directorate business
plans are developed and then approved by the
end of February 2016.

3.8.

Feedback on the process by the TMT included
recognition that the Trust’s overarching strategy
was still under development but the constituent
elements were well enough developed to support
the development of the plans. In addition there
was a request for a more balanced approach to
the consideration of quality in the plans, to mirror
the emphasis on finance and operational delivery.
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5. Key Decisions

Seven Day Working
3.9.

5.1.

The Trust had completed a self-assessment on its
current arrangements for seven day working to
support a national data collection exercise. This
demonstrated that there was a mixed approach to
seven day working across the Trust.

5.1.1. The approach to the national staff survey
which included surveying all staff, instead of
the previous approach of only a representative
same, and offer surveys in both paper and
electronic format.

3.10. The directorates were asked to consider in more
detail the actions required to deliver seven day
working and include this in the business planning
process for 2016/17.

5.1.2. The investment in shared project resources to
deliver the Genomics bid.
6. Exceptions and Challenges

Sustainable Development Management

6.1.

3.11. The TMT discussed the key elements of the plan
which is a requirement of the NHS Sustainable
Development Strategy (2014-2020), Sustainable,
Resilient, Healthy People and Places.
3.12. The TMT recommended that the Trust Board
adopt the plan.

•
•
•

Due to the early date in the monthly cycle of the
meeting, a number of papers, which required
data, were distributed after the main set of
papers.
This
included
the
Performance
Assurance Framework, Finance Report and the
Lorenzo Programme Update.

7. Governance and Other Business

4. Key Risks Identified and Impact
4.1.

TMT approved the following:

7.1.

TMT recognised and discussed risks relating to:
the implementation of Lorenzo
achievement of the agency ceiling
sustainability of services at Weston Area
Health NHS Trust and potential knock on
impact to the Trust

The TMT received regular reports, in line with its
defined reporting schedule from the following subgroups:
•
•
•
•
•

Quality Committee
Health & Safety Committee
Research and Innovation Group
Workforce Committee Report
Estate, Asset Management and Capital
Planning Group
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8. Future Business
8.1.

The TMT will be focusing on the following areas
over the next three months:

•
•
•

Winter Planning 2015/16
Finalising the Trust Strategy
Financial and operational performance delivery

9. Recommendations
9.1.

The Trust Board is asked to note the update
provided on the work of the TMT.
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Charitable Funds Committee meeting held 2nd June 2015 and
11th August 2015
1.

•
The proposed work plan for 2015/16 was discussed. To
be reviewed in detail outside of the meeting to be returned to the
next meeting.
•

Fundraising and Fund Governance

Approved the request to fund a facilities staff event.

•
A transfer of £450,000 from charitable funds for the
refurbishment of the Brain Centre was approved following
completion of the Capital Scheme by the Trust.

•
Key appeals and other fund raising activities were
undertaken in period and reported upon.
•
Following discussions about future fundraising planning
and the strategy around clinical services fitting in with the capital
plan, the focus and priorities for the current financial year had
been agreed. This included requirements for the Cossham MRI
and a new Urology Robot. Proposals had been agreed.

•
A request was made for further directorate and clinical
representation at the committee with new members welcomed at
the August committee.
2.

•
It was agreed that an updated report will be sent to each
meeting with reporting on the current position.

Investment Monitoring

•
The committee was given a general update on the issues
affecting the economy following the November update by
representatives from Smith & Williamson.
This had been
requested since the portfolio performance had fallen below the
agreed benchmark of CPI +2% for the quarter.

•
It was reported that 83% of funds now have an
expenditure plan. Funds without a plan will only be approved if
they meet the original aim of the fund. The Committee approved
the spending plans.

•
The Committee reviewed the longer term performance of
the fund. Information presented showed that in the three year
period funds were at 23% compared to the benchmark of 11%.
The fall in the previous quarter had been regained quickly. The
Committee agreed to review the performance in the next quarter
to identify if any chance in the investment strategy was required.

•
It was agreed that the original aim of theatre funds needs
to be revisited, and the use of funds will be based on this aim.
Agreement occurred that one fund should exist for Brunel
Theatres. Further liaison with general managers and fund holders
will continue.
•
Following discussion with designated fund holders and
following investigation in those funds where the fund holder has
left, the funds should be grouped in directorate order and the
general managers informed of the position.

•
Smith & Williamson proposed a new benchmark at the
meeting. The Committee agreed that this is outside the
investment strategy and this would be debated and reported on
subsequently.
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3.

Financial Reporting

•
The annual accounts had been completed, in the
timeframe so that they could be consolidated in the main
accounts. The final accounts included the restricted/unrestricted
change. The revised fund structure is in the final accounts and a
restructuring statement (page 3) and disclosure notes provided.
•
The External Auditors gave an overview of the auditors
report and highlighted key issues. The auditors highlighted areas
for improvement and recommendations. The umbrella structure
recommendations are to be resolved in the next year.
•
The Committee agreed to recommend the approval of the
accounts and the letter of representation by the Trustees on the
4th June.
•
The General Fund balances were noted. The current
balance is sufficient to support commitments for at least 3 year if
no further donation were received.
•
The committee requested a review of CCHP funds held,
which may have to transfer with the service is transferred.
•
The cash flow forecast was presented. The cash balance
of £1.3m was highlighted. It was agreed that this would be
monitored over the next few months to ensure sufficient cash is
available to support larger commitments.
•
Amendments to the Terms of Reference for the Charitable
Funds Committee were considered and the final Terms of
Reference were approved.
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Embed business continuity within the organisation linking to assurance and audit data
Develop a BC exercise to test responsiveness within Brunel building for all Directorates
Review EPRR Training Needs Analysis (TNA)
Increase trainers to deliver ED training, particularly CBRN, to prevent single point of failure(SPOF)
Mini EMERGO sessions to enable staff to respond in anger in a controlled environment. Please Note: EMERGO is now not considered to
meet the criteria for a Live Exercise
 PPE & FFP3 awareness and technique training regarding Middle Eastern Respiratory Syndrome (MERS)
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North Bristol NHS Trust
Emergency Preparedness Resilience and Response
(EPRR)
Annual Report to Trust Board 2014/2015
24 September 2015
1

Purpose

1.1

The purpose of this paper is to provide an update to the Board on Emergency
Preparedness and Business Continuity
• Planning
• Response
• Identified lessons learned and
• Recommendations to improve organisational resilience.

2

Background

2.1

North Bristol NHS Trust is a “Category 1 Responder” under the Civil Contingencies
Act (CCA), 2004 and has a responsibility to ensure local arrangements are in
place should an emergency occur.

2.2

Together with other Category 1 Responders (i.e. Provider Organisations,
Emergency Services and Local Authorities) we are required to:
• Assess the risks of emergencies occurring and use this to inform
contingency planning
• Put in place emergency plans
• Put in place business continuity (BC) management arrangements
• Put in place arrangements to make information available to the public and
maintain arrangements to warn, inform and advise the public in the event of
an emergency
• Share information with other local responders to enhance co-ordination
• Co-operate with other local responders to enhance co-ordination and
efficiency.

2.3

Emergency Preparedness Resilience and Response (EPRR) remains a key
priority for the NHS and the requirements for EPRR is set out in the NHS
Commissioning Board planning framework (‘Everyone Counts: Planning for
Patients’), the NHS standard contract and through this the NHS Commissioning
Board Emergency Planning Framework (2013). These responsibilities are detailed
in the ‘NHS Commissioning Board Core Standards for Emergency Preparedness,
Resilience and Response (EPRR)’.
Under the Health and Social Care Act (2012), the NHS Commissioning Board
must be ‘properly prepared for dealing with an emergency’ and must monitor and
control all service providers to make sure they too are prepared.
Emergency Preparedness, Resilience and Response across the NHS continue
to be a core function of the NHS required in line with the Civil Contingencies Act
2004.
Accountability arrangements should be clear at all times and organisations must
continue to test and review their arrangements.
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All NHS organisations are required to maintain a good standard of preparedness
to respond safely and effectively to a full spectrum of threats, hazards and
disruptive events, such as
• pandemic flu
• mass casualty
• potential terrorist incidents
• severe weather
• chemical, biological, radiological and nuclear incidents
• fuel and supplies disruption
• public health incidents.
3

Main Report

3.1

The events/incidents the Trust responded to during 2014/2015:

3.1.1

Internal
1. Internal Critical Incident (Capacity & Flow)
a. 19 August 2014
b. 9 September 2014
c. 30 September 2014
d. 8 December 2014
e. 12 December 2014
f. 5 January 2015
g. 25 January 2015
h. 10 February 2015
2. Ebola Virus Disease (EVD) Viral Haemorrhagic Fever (VHF)
a. July – December 2014
b. VHF walk through x 3
3. IM&T Outage
a. Unplanned 31 August 2014
b. Unplanned 15 September 2014
c. Planned 21 January 2015
4. Industrial Action
a. 13 October 2014
b. 20 October 2014
c. 24 November 2014
5. Intermittent Power Outage due to Western Power impacting on the Southmead
Site (Retained & Brunel)
a. 8 December 2014
b. 14 January 2015
6. Business Continuity planning and preparation post Move
7. Seasonal Flu Campaign
a. October 2014 – February 2015

3.1.2

External
1. Major Incident Declared
a. 13 May (Coach crash Cornwall)
2. Major Incident Standby
a. 23 May 2014 (Chemical Biological Radiation Nuclear - CBRN)
b. 19 August 2014 (Coach crash Stroud)
c. 6 September 2014 (Fire in block of flats)
d. 9 February 2015 (Lansdowne lorry crash)
3. NATO Summit
a. 3-6 September 2014
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4. Kingswood burst water main affecting Cossham Hospital 25 September 2014
a. Dialysis
b. Birthing Suite
3.2

Incident / Event evaluation
 Awareness to all staff of terminology and escalation regarding Critical Incident
and Major Incident. Flow chart in the Major Incident Plan and Business
Continuity Management Plan.
 Need for early escalation. Escalation training for Clinical Site Management
Team and on call managers occurred in 2013.
 Need for live system to record bed state which is in planning for Brunel building
 All “patients” and staff evacuated within 20 minutes to identified safe zone
 Need for evacuation walkthrough exercises as staff feel less confident in the
new environment. (Action for Trust Fire Advisors)
 Excellent use of dynamic decision making and team work
 Contingency plans reviewed and improved with IM&T, EPRR and Head of
Operations
 59 contingency folders delivered to all identified areas
 All areas advised to review Business Continuity plans (BCP) post incidents
 Business Continuity Planning & Audit post Move
o 96 plans identified
o 56 received
o 40 remain outstanding
o 20 plans were reviewed by the EPRR Manager
 Lessons learned from patient transfers during Move have been used to
develop a regional evacuation & shelter template

3.3

Training
 Major Incident awareness sessions at induction since September 2010
 ED staff receive annual major incident and Chemical Biological Radiation
Nuclear (CBRN) update training
 7 managers staff attended on call/escalation training
 18 staff attended Majax - half day table top response to major incident
declared (September 2014)
 Personal Protective Equipment and FFP3 respirator fit testing for VHF
o ED
o 27B
o Medical Registrars
o Soft FM (Domestics)
 Decontamination Tent erected and checked pre & post Move
o 23 April 2014
o 22 August 2014
o 28 August 2014
o Monthly as per ED training schedule

3.4

Exercising





In hours communications cascade
Out of hours communications cascade
Ward Evacuation (Level 5) pre Move. 9 April 2014
NBT Move has been accepted as a live exercise for 2014
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3.5

Workshops
 Hospital Evacuation and requirement for multi-agency response
 Mass Casualty and casualty flow for Priority 3 casualties to enable admission
avoidance
 Fuel planning should the tanker drivers’ strike
 Pandemic Influenza

3.6

Assurance (Meeting our obligation of the CCA and Emergency Planning
Guidance)

3.6.1

By the end of year 2014 NBT has been involved in;
 1 communication cascade through SWASFT
 1 out of hours communication cascade through EPRR Manager
 3 Majax sessions
 2 Live exercises
o NBT Move
o Level 5 fire evacuation

3.6.2

Multi-agency co-operation and planning
 Simon Wood, Executive Lead for Emergency Planning is a member of the
BNSSSG Strategic Local Health Resilience Partnership (LHRP)
 Janette Midda, EPPR Manager is a member of BNSSSG Tactical LHRP
Group; as part of this membership chairs
o Avon & Somerset Acute Hospital subgroup

3.6.3

Assurance & Audit
 NHS England Assurance; an EPRR assurance questionnaire was completed in
November 2014 for NBT. As part of the assurance process NBT was required
to evidence every response and was rated green and signed off as having met
the assurance standards
 SWASFT CBRN Audit of NBT September 2014. NBT met the audit criteria
 British Safety Council Audit December 2014. NBT’s Strategy and Strategic
Business Continuity Plan was rated one of the best reviewed by the Council.

3.7

Future Planning

3.7.1

To continually review and maintain new and existing plans against latest guidance
and processes within Brunel Building.
Planning activity throughout the year includes
 Major Incident Plan
 Business Continuity Plan
 CBRN Plan
 Pandemic Flu Plan
 Communicable Diseases Plan
o Mass antibiotic collection points
 Mass Casualty regional planning
 Evacuation & Shelter
 Extreme Weather Plans
 Seasonal Flu planning
 Directorate based business continuity impact analysis reviews
 Continual programme of audit and review of business continuity arrangements
within Departments and Directorates.
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3.8

Training and Exercising

3.8.1

Training;
 On call managers new to on call for major incident/critical incident response
 On call manager update for major incident/critical incident response
 Control Room set up for on call executives and managers
 Consultants awareness for major incident response commenced July 2015
 Junior Doctors Induction August 2015
 Majax tabletop exercise for all staff
 CBRN update for ED staff
 Mini EMERGO sessions for
o ED staff
o Acute Medicine Unit (receiving ward)
o ICU
o Theatres
o Surgical Assessment Unit
 Control Room Loggist awareness

3.8.2

Exercises;
 BC table top exercise 9 October 2015 (fuel shortage and BC arrangements)

3.8.3

Workshops;
 Shelter – patients post evacuation
 Mass Casualty and Emergency Treatment Centres
o Accelerated discharge in a mass casualty event
 BC planning
 Fall from height in the atrium
 Lorenzo

4

Summary
 NBT met all external assurance criteria for the 2014 NHS England process
 Business Continuity planning and implementation, though rated green on
assurance and audit, remains a risk to the Trust and is on the Corporate Risk
Register.
 NBT continues to work with and support multi-agency Local Resilience Forum
colleagues

5

Recommendations
 Embed business continuity within the organisation linking to assurance and
audit data
 Develop a BC exercise to test responsiveness within Brunel building for all
Directorates
 Review EPRR Training Needs Analysis (TNA)
 Increase trainers to deliver ED training, particularly CBRN, to prevent single
point of failure(SPOF)
 Mini EMERGO sessions to enable staff to respond in anger in a controlled
environment. Please Note: EMERGO is now not considered to meet the
criteria for a Live Exercise
 PPE & FFP3 awareness and technique training regarding Middle Eastern
Respiratory Syndrome (MERS)

Prepared by Janette Midda, EPRR Manager
Presented by Simon Wood, Director of Facilities, Executive Lead EPRR
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