
Trust Board Meeting in Public 
Thursday 27 September 2018 

10.00 – 13.00 
Seminar Room 5, Learning and Research Centre, Southmead Hospital 

A G E N D A 

No. Item Purpose Lead Enc. Time 

SECTION 1 – OPENING BUSINESS 
1.1 Welcome and Apologies for Absence: Information Chair  Verbal 10.00 

1.2 Declarations of Interest Information Chair Verbal 10.02 

1.3 Patient Story Information Director of Nursing Verbal 10.05 

1.4 Minutes of the Public Trust Board Meeting 
Held on 2 August 2018 

Approval Chair Enc. 10.25 

1.5 Action Chart from Previous Meetings Review Trust Secretary Enc. 10.30 

1.6 Matters Arising from Previous Meeting Information Chair Verbal 10.32 

1.7 Chair’s Business Information Chair Verbal  10.35 

1.8 Chief Executive’s Report Information Chief Executive Enc. 10.40 

SECTION 2 - QUALITY 
2.1 Care Quality Inspection Action Update Assurance Director of Nursing Enc. 10.45 

2.2 Nurse Staffing Report Assurance Director of Nursing Enc. 11.00 

SECTION 3 – STRATEGY AND PLANNING 
3.1 Winter Plan Update Review Chief Operating 

Officer 
Enc. 11.10 

3.2 Sustainable Development Management 
Plan 

Approval Director of 
Facilities 

Enc. 12.00 

SECTION 4 – PERFORMANCE AND FINANCE 
4.1 Integrated Performance Report – August 

2018 
Review Chief Executive Enc. 12.10 

4.2 Perform Update Information Medical Director Enc. 12.20 



No. Item Purpose Lead Enc. Time 

SECTION 5 - ASSURANCE 
5.1 Charity Committee Report Assurance Committee Chair Enc. 12.30 

5.2 Medical Revalidation and Appraisal 
Annual Quality Report 

Assurance Medical Director Enc. 12.35 

SECTION 6 - PEOPLE 
6.1 Staff Survey Update Review Director of 

People & 
Transformation 

Enc. 12.40 

6.2 Workforce Race Equality Standard 
(WRES) Submission and Draft Action Plan 

Approval Director of 
People & 
Transformation 

Enc. 12.55 

SECTION 7 – CLOSING BUSINESS 
7.1 Any Other Business Information Chair Verbal 

7.2 Questions from the Public in Relation to 
Agenda Items 

Information Chair Verbal 

7.3 Date of Next Meeting:  Thursday 29 November 2018, 10.00 a.m. Southmead Hospital 

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



 Minutes of the Trust Board Meeting held in public on  
2 August 2018 in Seminar Room 5  

Learning and Research Building, Southmead Hospital 

Present: 
Ms M Romaine Chair 
Mr R Mould 
Ms J Davis 
Mr J Everitt 
Mr T Gregory 
Prof J Iredale 
Dr Liz Redfern 

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

Mrs A Young 
Ms H Blanchard 

Ms E Barker 
Dr C Burton 
Mr N Darvill 
Ms K Hannam 
Ms N Mowatt 

Ms L Perry 

Mr S Wood 

Chief Executive 
Interim Director of 
Nursing & Quality 
Chief Operating Officer 
Medical Director 
Director of Informatics 
Director of Partnerships 
Director of Operational 
Finance 
Deputy Director of 
People 
Director of Facilities 

In Attendance: 
Mr S Lightbown 

Ms L Storey 

Director of 
Communications 
Interim Trust Secretary 

Apologies: 
Ms Jacolyn Fergusson, Director of People and Transformation 
Mrs C Phillips, Director of Finance  

Observers:  
One councillor,  
One members of staff 
One member of the pubic 

Action 
TB/18/8/1 Welcome 

The Chair opened the meeting and explained that it was a meeting held in 
public and not a public meeting and that questions relating to the agenda 
items would be taken at the end of the meeting. 

The Chair welcomed: 

• Helen Blanchard to her first Board Meeting in Public as the Interim
Director of Nursing and Quality.

• Nicky Mowatt, Director of Operational Finance, deputising for
Catherine Phillips, Director of Finance.

• Liz Perry, Deputy Director of People, deputising for Jacolyn
Fergusson, Director of People and Transformation.

TB/18/8/2 Declarations of Interest 

Resolved:  The Board received and noted the updated Directors’ 
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Register of Interests. 

TB/18/8/3 Minutes of the Trust Board Meeting Held on 31 May 2018 

The minutes of the Trust Board Meeting held on 31 May 2018 were 
approved as a true and correct record subject to the following 
amendments: 
• Minute TB/18/5/11, Page 7 - Care Quality Inspection Action Plan:

Second bullet – insert “including negligible” prior to “use of extra beds 
on wards …” 

• Minute TB/18/5/21, Page 10 – Audit Committee Report: Third
sentence – replace “start of the PFI scheme” with “the inception of
Financial Special Measures”.

Resolved:  The Board approved the minutes of the Trust Board 
Meeting Held on 31 May 2018. 

TB/18/8/4 Action Log and Matters Arising 

The Board reviewed the updated action log and noted that action 12 
regarding a request that the capital planning report include schemes that 
required PFI variations and specific data on critical schemes including 
Gate 24 and bathroom conversions had been completed and could be 
closed. 

Resolved:  The Board received and approved the updated action log 
and noted that there were no other matters arising. 

TB/18/8/5 Chairman’s Report 

Michele Romaine, Chair, reported on a very positive first month as Chair 
of the Trust having officially started on the 1st July. The Chair had spent 
considerable time in the hospital visiting departments and meeting staff 
and had noted her surprise at  the volume of work undertaken including 
the preparation of 3,000 meals a day and receiving 10,000 blood samples 
each day.   In addition a number of conversations with other health 
organisations in the system had taken place. 

Resolved: The Board received and noted the Chair’s report. 

TB/18/8/6 Chief Executive’s Report 

The Board received the Chief Executive’s report and Andrea Young, Chief 
Executive highlighted the following additional items: 

• That the Trust was delighted that the new Secretary of State for
Health, Matt Hancock, had spoken positively about his sister’s
experience as a patient at the hospital in the Intensive Treatment Unit.
The Board was advised that Matt Hancock would be invited to visit the
hospital to meet with staff and to hear about the hospital’s work on
digital transformation.
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• Earlier in the week the hospital had welcomed over 200 junior doctors.  
The Board was advised that the hospital performed well for junior 
doctor induction.  

 
Resolved:  The Board received and noted the Chief Executive’s 
report. 

TB/18/8/7 Integrated Performance Report  
 Andrea Young, Chief Executive, introduced the monthly Integrated 

Performance Report (IPR) representing data to the end of June 2018.  
The following was highlighted: 
• A disappointing position with regard to access. Whilst the June 

position against the 4 hour standard at 87.25% was close to the 
trajectory of 87.41%, toward the end of June and into July the Trust 
had struggled to sustain delivery. 
 

• The Trust had not met the agreed recovery trajectory for Referral to 
Treatment (RTT) incomplete performance for June (86.05% against a 
trajectory of 86.39%).  
 

• The Trust had delivered five out of the seven cancer standards in 
May.  The Trust had not met the 62 day standards at 80.35% (target 
85%) and had not delivered the Trust’s trajectory of 86.41%.  The two 
week wait breast standard had also been narrowly missed (92.68% 
against the national standard of 93%). 

 
• Improvement plans were in place for all access standards falling short 

of targets and there was a requirement to stay focussed on RTT times 
and Emergency Department performance. 

 
• The Trust was beginning to see some impact of the health and 

wellbeing work with marginal improvement in sickness (3.67% 
compared to 3.77% the previous month, and in retention (1.00% in-
month turnover compared to the previous month 1.10%). 

 
• Quality performance was sustained with overdue complaints reduced 

to 10 or less which was the target that the Trust had set itself. 
 

• Pay expenditure was now above budget due to the ongoing temporary 
staffing use. 
 

In relation to Responsiveness Evelyn Barker, Chief Operating Officer 
reported the following: 
 
• ED performance for June was 87.25%, a slight decrease from the May 

position of 88.96%.  The June position was a marginal 
underperformance to the Trust trajectory, reporting at 0.16% below 
the 87.41% trajectory.  The quarterly trajectory had been achieved 
and the Trust would receive sustainability and transformation funding 
as a result.   
 

• There had however been deterioration in Emergency Department 
performance since the end of June as a result of the impact of the 
sustained hot weather with over 300  attendances on some days.  
There had been increases in both majors and minors.  Most breaches 
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had related to Emergency Department assessment as opposed to 
waiting for a bed and there had been no medical outliers in June.  
Ambulance arrivals had increased by 10% since June 2017 and a shift 
in postcode demographics from North Somerset had been identified.  
Despite the increase in activity there had been no 60 minute handover 
delays nor any 12 hour trolley waits for several months consecutively. 

 
• There had been a gradual increase in stranded patients >21 days and 

delays in transfer of care had increased to 5.51% in June.   
 

• The underperformance in Referral to Treatment (RTT) was largely due 
to underperformance in plastic surgery and urology.   

 
• The Trust had failed to achieve the 1.00% target for diagnostic 

performance in June with actual performance at 1.94%.  The four test 
types reporting underperformance in month were cystoscopy, DEXA 
scan, colonoscopy and gastroscopy.   

 
• The cancer position had been reported by the Chief Executive and it 

was explained that the continued increase of late tertiary transfer 
patients from elsewhere in the region and the clearing of the 
associated backlog had continued to impact on urology performance. 

 
Questions and Comments in relation to Responsiveness: 
 
• A question was raised as to whether the increase in Emergency 

Department attendances from North Somerset was linked to the 
change of service at Weston Area Health NHS Trust.  In response it 
was explained that there had been an increase in ambulance 
attendances from both South Gloucestershire and Weston-Super-
Mare and that a meeting with the South West Ambulance Trust was 
scheduled for the 6th August 2018 to look at the increase in activity.  
The Board was further advised that the Emergency Department 
activity at Weston Area Health NHS Trust had also increased. 
 

• A question was raised as to when the urology performance would 
improve.  In response it was explained that it was anticipated that it 
would be the end of December before the backlog of urology 
diagnostic patients would be back on track.  Clarity was given that of 
May’s urology breaches, 12 were transferred from other providers for 
treatment, of which eight were beyond day 62 of their pathway prior to 
being received at North Bristol Trust, accounting for four additional 
breaches. 

 
• The good benchmarking analysis relating to ED four hour 

performance, RTT incomplete, cancer 62 day standard and diagnostic 
six week performance contained within the report was noted. 

 
In relation to Safety and Effectiveness, Helen Blanchard, Interim Director 
of Nursing reported the following: 
 
• June’s nursing workforce position, including bank and agency, showed 

a further reduction in substantive whole time equivalent Registered 
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Nurses and a static Healthcare Assistant position.  The decline in 
substantive staff and bank fill had resulted in an increased agency 
usage position and the Trust had exceeded its agency cap.  In 
response, divisions were reviewing nurse staffing and looking at new 
roles and the use of physiotherapists and occupational therapists to 
supplement nursing care.  The Trust was also considering the options 
around international recruitment. 

• The incidents of falls per thousand bed days was 5.1 which
represented, excluding April, a continual improvement from October
2017.  

• There had been no Never Events in month although there had been
one in July which would be reported through the Quality and Risk
Management Committee later in August.

Chris Burton, Medical Director highlighted the following issues: 

• The improvement in the past two months for safety and
responsiveness might indicate a correlation with a reduction in bed
occupancy.  In month, 100% of patients over 60 years with a fractured
neck of femur had been admitted to an acute orthopaedic ward within
four hours which was a 10.30% improvement to performance reported
in May 2018 and was the best performance since the Brunel building
opened.

• There had been an increasing rate of incident reporting for medication
errors which was due to the introduction of the new Datix system.  It
was explained that such a rise in reporting showed a better reporting
culture which was a positive position to be in.

• The report included a table on the running total of protocol progress
for Chemocare. It was explained that Chemocare was an electronic
system for prescribing chemotherapy agents with all high risk drugs to
be prescribed through the system to provide safe care and good
information about who was receiving the medication. An important
safety measure was progress to get all of the protocols onto the
system by the end of Quarter 2 2018/19.

• Mortality figures showed that there had been fewer than expected
deaths month on month.

Questions and Comments in relation to Safety and Effectiveness: 

• A question was raised about the number and process of structured
judgement reviews into deaths.  In response the Chris Burton, Medical
Director referenced page 45 of the report and explained that the Trust
aimed to review all deaths (either screened or full case note review)
within three months of the death.  The Trust completion rate from April
2017 to 31 March 2018 was 66.9%.  The Quality and Risk
Management Committee was responsible for the scrutiny of the
process and it was explained that recent work had shown that the
Trust’s protocol resulted in a more structured judgement review than
other local Trusts and an agreement had been made at the committee
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to make a reduction in the number of full case note reviews.   
 
The Chair, Michele Romaine, noted that such reviews were a good 
discipline and provided valuable information on what the Trust could 
learn more broadly on the care of patients in the organisation. 
 

• A question was raised as to what the national target was for patients 
admitted directly to a stroke unit and it was explained that the target 
was four hours with the Trust’s performance for Quarter 1 2018/19 at 
53.84% which was a 13.33% improvement on that reported in the 
same quarter the previous year.  It was further explained that there 
were a number of plans to improve the performance both internally 
and also externally through the Sustainability and Transformation 
Partnership.  The Trust Management Team had agreed an investment 
into increased therapists working at weekends and it was highlighted 
that the Trust performed well on patients thrombolysed within one 
hour as this was undertaken in the Emergency Department.   
 
It was noted that there were issues for other providers in the area and 
the Trust was working with the Bristol, North Somerset and South 
Gloucestershire (BNSSG) Clinical Commissioning Group (CCG\), 
University Hospitals Bristol NHS Foundation Trust and Weston Area 
Health NHS Trust on establishing whether there was a more effective 
way of delivery stroke care locally.  It was explained that there would 
be a deep dive into stroke care by the Quality and Risk Management 
Committee to better understand the Trust’s position. 

 
In relation to Research and Innovation, Chris Burton, Medical Director 
reported the following: 
 
• The actual cumulative recruitment figures for 2018/19 had reduced 

from the previous year because a large study had wound down.  
Several large recruiting studies had been targeted for expedited set 
up and were scheduled for opening in the summer which would 
mitigate the shortfall.   
 

• The Board noted that recent National Institute of Health Research 
grants totalling £1.25m had been awarded. 

 
In relation to Quality Experience, Helen Blanchard, Interim Director of 
Nursing  reported the following: 
 
• The response rates to the Friends and Family Test were variable and 

not on target.   The focus of the conversation was being shifted to why 
there were not more patients saying that they would recommend the 
Trust as a place to be treated.   
 

• The response rate to complaints required improvement with 53% (61 
cases) completed within the agreed timescale in June.  It was noted 
that the Trust was overwhelmed by the number of complaints being 
managed under the formal process which was preventing the Trust to 
be responsive.  To address the issue work was ongoing to have more 
direct contact and greater due consideration as to whether a written 
formal complaint process was required.  In addition, a complaints 
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workshop with representatives from divisions would be held. 
 
Questions and Comments in Relation to Quality Experience: 
 
• The Board noted that communication was in the top three issues 

regarding complaints but never with a single theme. 
• A question was raised about the responsiveness of Friends and 

Family Test Process back to the wards and it was agreed that this 
would be checked and reported back to the Quality and Risk 
Management Committee.  

 
In relation to CQUINs the Board noted the requirement to deliver the 
improvement of health and wellbeing of staff which would be shown 
through the results of the staff survey.  The Board requested that future 
reports include narrative to support the CQUINs table. 
 
In relation to Facilities, Simon Wood, Director of Facilities reported that 
there was a requirement to refine the process of linking the cleaning 
teams to the discharge plans to ensure their effective deployment. 
 
In relation to Well Led, Chris Burton, Medical Director highlighted the 
medical appraisal and revalidation information and noted that appraisal 
compliance in June 2018 (55%) was lower than it was in June 2017.  
Assurance was given that action was being taken to improve the position. 
The Medical Revalidation and Appraisal Annual Quality Report would be 
received at the Workforce Committee at the end of August. 
 
In relation to Workforce, Liz Perry, Deputy Director of People reported the 
following: 
 
• The main focus was on a workforce of the right size and skill mix and 

on resilience.  It was noted that sickness absence and turnover had 
improved but the numbers for sickness absence either not reported 
correctly or not known, were increasing which was being addressed. 
 

• Statutory/Mandatory training was running at 86% compliance and 
focus was on areas of non-compliance which included manual 
handling. 
 

• The number of appraisals completed at 16% was less than would be 
expected at the current point in the appraisal window.  Work to 
improve the process had included amendment to the appraisal 
documentation and a focus on the appraisal conversations.  It was 
apparent that whilst the conversations were being held, they were not 
being reported on.  Work was underway with the communications 
team to address this. 

Questions and Comments in Relation to Workforce: 
 
• It was noted that appraisals were best undertaken when they formed 

an ongoing dialogue as opposed to a discussion at the end of the 
year.  The Board questioned how confident the Trust could be that 
staff were being trained in the appropriate skills to hold the ongoing 
appraisal discussions.  In response it was explained that the appraisal 

 
 
 
 
 
 
 
 
 
HB 
 
 
 
 
HB 
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window ran from the start of the financial year to the end of October 
and emphasis was placed on the importance of ongoing 
conversations.  It was acknowledged that there was variable 
performance in relation to this and was an area listed for leadership 
training. 
 

• The high percentage of vacancies was noted (10.0% vacancy factor at 
June).  It was further noted that whilst the Board often focussed on 
nursing and medical vacancies, there were also high vacancy rates in 
estates (10.2% in June) and administrative and clerical (9.2%).  It was 
questioned whether there was a specific issue in Bristol relating to 
recruitment to these groups.  The Board was advised that there were 
specific problems relating to pay rates for electricians which made 
recruitment problematic and that opportunity for administrative and 
clerical workers was buoyant in Bristol. 

 
• A question was raised as to whether the Trust was reliant on staff that 

might be affected by the implementation of Brexit.  It was explained 
that the Workforce Committee received a quarterly report which 
focussed on medical and nursing staff and it was agreed that the 
report should be extended to cover all staff groups in future.  

 
Nicky Mowatt, Director of Operational Finance reported on the financial 
positon for the end of June and highlighted the following: 
 
• A deficit of £6.7m, which was £0.1m favourable to the planned deficit.  

The position assumed receipt of £2.4m of Sustainability Funding. 
 

• Contract income was £3.7m favourable to plan, driven mainly by over-
achievement on on-elective activity. 
 

• Non pay was £2.4m adverse to plan reflecting above plan spending in 
a number of areas, mainly clinical supplies as well as under delivery of 
savings.   

 
Andrea Young, Chief Executive presented the Monitor Provider Licence 
Statements and Board Compliance Statements which had been self-
assessed for submission to NHS Improvement.  The Board was reminded 
that it had previously changed its response to Compliance Statement 10 
to compliant from non-compliant.  The Board was recommended to 
maintain a compliant response on the basis that the Trust had a winter 
plan with contingencies together with a clear understanding of what was 
driving the Emergency Department performance and that it would 
continue to test compliance in the coming months.  The Board endorsed 
the proposal to report compliance against the self-assessments. 
 
A question was raised as to whether there was any intelligence in relation 
to the Trust’s next Care Quality Commission Inspection.  Andrea Young, 
Chief Executive explained that the Trust would have an annual inspection 
with the data set request being sent six weeks in advance of an 
inspection.  It was noted that the Trust had undergone three inspections in 
a row during the winter period and that the timing of the last report in 
Mach 2018 would suggest that the timing of the next inspection might not 
be during the winter period. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
JF 
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Resolved:  The Board received and noted the report and approved 
the compliant status of the Monitor Provider Licence and Board 
Compliance statements. 
 

TB/18/8/8 2017 Care Quality Commission Published National Inpatient Survey 
Results 

 

  
Helen Blanchard, Interim Director of Nursing and Quality presented the 
2017 Care Quality Commission (CQC) published national inpatient survey 
results and highlighted the following: 
 
• The results showed clear improvements in patient experience with two 

aspects remaining in the ‘better than expected’ zone when compared 
to other Trusts in the survey.  These were noise at night and given 
enough privacy to discuss condition and treatment. 

• For the remainder of the criteria the Trust had had been judged as 
being ‘about the same as’ other trusts taking part in the survey. 

• The Board noted the CQC had identified significant improvement in 
ten areas compared to the other 148 trusts taking part in the survey. 

• In addition, an NBT commissioned Picker Europe Ltd survey provided 
detailed analysis which ranked the Trust as 23rd out of 81 Trusts with 
the Trust being the 15th most improved Trust with 3.1% fewer patients 
on average reporting a problem. 

• The Patient Experience Group would be responsible for taking 
responsibility for overseeing the improvement actions. 

• The Quality and Risk Management Committee had received a report 
on the survey findings and had been encouraged to see the 
improvement made considering how busy the hospital had been. 

 
Questions and Comments: 
 
• The Board noted that the demographic characteristics for respondents 

was 92% white and suggested that this required reflecting upon in 
order to ensure that the survey was representative of the Trust’s 
population. 
 

• The Board noted it’s thanks to those who had responded to the 
survey. 

Resolved:  The Board received and noted the 2017 Care Quality 
Commission Published National Inpatient Survey Results 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

TB/18/8/9 Trust Management Team Report  

 Andrea Young presented the report of the meeting of the Trust 
Management Team held on 17 July 2018 and highlighted the following 
areas of discussion: 
 
• The meeting had received the headline Perform dashboard data.  
• The focus of discussion had been on the recent Emergency 

Department Performance and the bed model. 
• A comprehensive five year capital plan had been reviewed which had 

been compiled with the divisions. 
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• The divisions were improving their identification of capacity 
requirements. The meeting had received a number of business cases 
for approval including the appointment of a full time urologist 
specialising in penile cancer and urethral reconstructive surgery and a 
business case for an additional three respiratory consultants to 
address the growing non-elective demand.  Clarification was given 
that the business cases related to cost pressures not in the business 
plan. 

 
Resolved:  The Board received and noted the report. 
 

TB/18/8/10 Quality and Risk Management Committee Report  

 The Board received the report from the Quality and Risk Management 
Committee meeting held on the 19th July 2019. 
 
Helen Blanchard, Interim Director of Nursing and Quality gave an update 
on the Never Event and highlighted the following: 
 
• A patient on a low level of oxygen had returned to the ward and the 

oxygen tubing had been reconnected to the air flowmeter.  Had a high 
concentration of oxygen been required this would have been an issue. 

• No harm had been sustained to the patient who had been fully 
advised. 

• National guidance had been issued to reduce the risk of harm caused 
from oxygen tubing being connected to air flowmeters. This included 
either the removal of air flowmeters or their identification by the use of 
a red cap.  The Trust had implemented the guidance but the incident 
had raised the question of how the Trust could be assured that once 
implemented the action remained in place.  A review was being 
undertaken into this question in relation to all Never Events in order to 
provide assurance to the Quality and Risk Management Committee on 
the consistency of actions. 

 
The Committee had noted it’s thanks to Liz Redfearn, Committee Chair 
who would be leaving the Trust at the end of August. 
 
Resolved:  The Board received and noted the report. 
 

 

TB/18/8/11 Workforce Committee 
 
The Board received the report from the Workforce Committee meeting 
held on the 21st June 2018.  The following issues were highlighted by the 
Committee Chair, Tim Gregory, Non-executive Director: 
 

• The Committee had received an IM&T overview report as the 
responsibility for assurance on IM&T issues had transferred to the 
committee from the Finance and Performance Committee.  The 
Committee had agreed that in addition to focussing on the IM&T 
change programme there was a requirement to also look at routine 
performance and risk.  
 

• An update had been received on Service Line Management and the 

 

10 | P a g e  
 



North Bristol NHS Trust 

requirement for the Board to understand this in more detailed had 
been reiterated. 

 
• The terms of reference of the committee had been reviewed and it 

had been noted that a review was required of committee membership. 
 

• A report was received on the Trust’s progress towards meeting its 
duties under the Workforce Race Equality Scheme. 

 
• A report was received on Freedom to Speak Up and a discussion had 

been held about the next steps which would aspire to be best in class. 
 

Questions and Comments 
 
The Board requested further information on the discussion regarding the 
Freedom to Speak Up report and was advised that the meeting had 
considered that the Freedom to Speak Up Guardians were not reflective 
of the wider workforce and there was therefore a requirement to include a 
broader range of staff.   
 
In addition the meeting had agreed that further consideration was required 
about inclusivity.   

 
The meeting had noted that it had been twelve months since the 
implementation of the current framework and it was an appropriate time to 
reflect on further development.  It was explained that the Freedom to 
Speak Up report was presented by a member of the Human Resources 
Team and further consideration should be given to the Guardian’s 
presenting the report. 

 
The Board was advised that there had been a small but increasing 
number of cases brought to the Freedom to Speak Up Guardians and the 
meeting had reflected that the number of cases might be reflective of the 
existence of other mechanisms to address issues. 
 
Resolved:  The Board received and noted the report. 
 

TB/18/8/12 Finance and Performance Committee Report  

 The Board received the report from the Finance and Performance 
Committee Meeting held on the 5th July 2018.  The following issues were  
highlighted by the Committee Chair Rob Mould, Non-executive Director: 
 
• A business case to outsource the Trust’s temporary staffing solution to 

NHS Professionals had been reviewed.  The Committee concluded 
that further work was required to provide assurance that the proposal 
would meet the organisation’s needs. 
 

• Approval was given to the Home is Best stroke business case which 
aimed to reduce the length of stay and improve the quality of care for 
stroke patients. 

 
• A business case pipeline tracker had been received and it had been 

agreed that it should become a standing agenda item. 
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Resolved:  The Board received and noted the report. 
 

TB/18/8/13 Health and Safety Annual Report 
 
Simon Wood, Director of Facilities presented the Health and Safety 
Annual Report for 2017/18.  The following issues were highlighted: 
 
• A reportable dangerous occurrence had occurred in the Public Health 

England Pathology Category three laboratories where there had been 
a short temporary loss of containment.  Whilst this had not posed any 
danger it had the potential to and work was ongoing to reduce the 
likelihood of this occurring again.  Visibility on the outcome of the work 
progress would be presented to the Quality and Risk Management 
Committee in November 2018 once the issues had been addressed. 
 

• Violence and aggression toward staff continued to remain a high 
cause of incidents and there was a requirement to make 
improvements in this area.  Work was under way to improve the 
Trust’s conflict avoidance training and the security team had changed 
their attire from yellow high visibility jackets to blue which had been 
proved to be less confrontational.  In addition, security staff now wore 
body cameras.   

 
Questions and Comments 

 
• The Board requested information governance assurance in relation to 

the introduction of the body worn cameras. 
 

• Clarification was sought on the what was causing the needlestick 
injuries and it was explained that this related to overfilling sharps bins 
and the Health and Safety Committee was overseeing action to 
address this which included staff training.  The Board noted that it 
would be useful to include graphs to support the narrative. 

 
• Chris Burton, Medical Director noted that future reports should include 

reference to radiation protection. 
 

Resolved:  The Board received and noted the report. 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
SW 

TB/18/8/14 Informatics Progress Report  

 Neil Darvill, Director of Informatics presented the progress report on the 
eleven IM&T Programmes and the Digital Strategy.  The following was 
highlighted: 
 
• The consultation on the Digital Strategy was nearing conclusion. 

 
• At the beginning of July the Emergency Department had gone live 

with the Electronic Patient Record System after a period of using 
paper records.  The migration to the electronic system had been 
considered a success by all stakeholders and positive feedback had 
been received from primary care and clinical commissioning group 
colleagues regarding the quality of discharge information as a result of 
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the change.  Shortly following the go live there had been some system 
outages and the Emergency Department team had been very keen to 
return to the electronic system. 
 

Resolved:  The Board received and noted the report. 
 

TB/18/8/15 Capital Planning Report  

 Simon Wood, Director of Facilities, presented the monthly Capital 
Planning Report and highlighted the following: 

• The report was presented in a revised format which included sections 
on variations under the PFI contract and also two items where STP 
bids had been made: the conversion of the assisted bathrooms to 
bedrooms and the MRI at Cossham. 
 

• After many months the PFI completion works were now showing as a 
green RAG status with two ambers and a new contractor was in place. 

 
• Asbestos removal was under way. 

 
• A contract for PFI landscaping works would be ready shortly for 

signing. 

Questions and Comments: 

• The Board noted that there was no key for the colour coding for the 
capital projects table and requested that this be included and be 
consistent with other RAG ratings used by the Trust. 
 

• Clarification was given that assisted bathroom conversions into 
bedrooms was RAG rated red because the work was out to tender 
and it was unlikely that the scheme could progress prior to the final 
appointment of Bouygues by the Trust Hospital Company.  This would 
result in a delay and a potential risk to the winter plan.  The Board 
requested clarification regarding the risk and associated mitigations. 

 
• The Board noted the high number of capital projects and questioned 

whether the team could deliver the work.  Simon Wood, Director of 
Facilities explained that the PFI work was monitored by the Trust and 
that critical infrastructure schemes were under way with the Trust’s 
own project managers brought in to drive the work at an improved 
rate. 

 
• The Board questioned where the implications of capital bids relating to 

charitable expenditure were discussed and was advised that such 
matters were discussed at the Capital Planning Group on which the 
Charity Manager sat. 

 
Resolved:  The Board received and noted the report. 
  

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
SW 
 
 
 
 
 
 
 
 
SW 
 
 

TB/18/816 Questions from the Public  
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Jo Byron addressed the Board and raised a number of issues in relation 
to her experiences running Zumba classes on Trust premises.  These 
included issues of access to the building, invoicing inaccuracies on behalf 
of the Trust and delays in addressing issues once raised.  Ms Byron 
suggested that the Trust might as a gesture of goodwill waive their 
January 2018 invoice for use of premises. 
 
Resolved:  The Chair noted Ms Byron’s comments and requested 
that the issues be addressed outside of the meeting by the Simon 
Wood, Director of Facilities. 
 

 
 
 
 
 
 
 
 
SW 

TB/18/8/17 Date of Next Meeting  

 The next meeting would be held on Thursday 27 September 2018 at 
10.00 a.m. in Seminar Room 5, Learning and Research Centre, 
Southmead Hospital. 
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Report To: Trust Board Meeting in Public Agenda 
Item: 

1.5 

Date of Meeting: 27 September 2018 

Report Title: Trust Board Action Chart 

Report Author & Job 
Title 

Linda Storey, Interim Trust Secretary 

Executive/Non-
executive Sponsor 
(presenting) 

Linda Storey, Interim Trust Secretary 

Purpose: 
 

Approval/Decision Review To Receive 
for 
Assurance 

To Receive 
for 
Information 

  X  

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

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

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

 

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

Actions as at 
19/09/2018 

Blue (Completed and will be removed from chart for next iteration) 4 
Green (Status updated and on track within timescale) 1 
Amber (Status not updated/completed and/or the deadline passed.) 0 
Red (Status not updated/completed and/or deadline passed by more 
than one month). 

0 

 
 
 
 



 
Strategic 
Theme/Corporate 
Objective Links 

Links to all strategic themes. 

Board Assurance 
Framework/Trust Risk 
Register Links 
 
 

No specific links to the Board Assurance Framework. 

Other Standard Reference None noted. 

Financial implications  None noted. 

Revenue Total 
£’000 

Rec 
£’000 

Non Rec 
£’000 

Income    

Expenditure    

Savings/benefits    

    

Capital  

                                           

Other Resource 
Implications 

None noted. 

Legal Implications 
including Equality, 
Diversity  and Inclusion 
Assessment 

None noted. 

 

Appendices: None. 
 



 
PUBLIC BOARD ACTION CHART POST 2 AUGUST 2018 TRUST BOARD MEETING 
 

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

Minute 
Reference 

Agenda Item Agreed Action No. Responsibility Deadline for 
Completion 
of Action 

Item for Future 
Board Meeting 

Action Status RAG 

 Minutes from 31 May 2018 
TB/18/5/12 Capital Planning Capital planning report to 

include schemes that 
require PFI variations and 
specific data on critical 
schemes including Gate 
24 and  bathroom 
conversions. 

12 Simon Wood 
Director of Facilities 

02/08/18 Yes.  Part of 
Capital Planning 
Report. 

Completed. 
Information included in 
the report to the Board 
for 02/08/18. 

Blue 

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

Performance 
Report 

Check the responsiveness 
from the Friends and 
Family Test process back 
to the wards and report 
back to the Quality and 
Risk Management 
Committee 

14 Helen Blanchard 
Interim Director of Nursing 

27/09/2018 No.  
For reporting to 
the Quality & 
Risk 
Management 
Committee 

Completed. 
Once the patient 
receives a  FFT text or 
voice message   
requesting feedback 
and they respond, it 
immediately enters the 
Envoy Platform.  This   
can be accessed by 
the ward or department 
/ speciality team  once 
they log into the 
system   

Blue 

TB/18/8/7 Integrated 
Performance 
Report 

CQUIN narrative to be 
included in future. 

15 Helen Blanchard 
Interim Director of Nursing 

27/09/208 Yes.  Part of 
future Integrated 
Performance 
Reports. 

Will be included in IPR 
from November Board 
onwards. 

Amber 

 



Minute 
Reference 

Agenda Item Agreed Action No. Responsibility Deadline for 
Completion 
of Action 

Item for Future 
Board Meeting 

Action Status RAG 

TB/18/8/7 Integrated 
Performance 
Report 

Well-led: Workforce 
Committee report 
regarding Brexit issues to 
include all staff in future. 

16 Jacolyn Fergusson 
Director of People & 
Transformation 

18/10/18 No. On track for inclusion in 
next report to Workforce 
Committee Scheduled 
18/10/18. 

Green 

TB/18/8/13 Health and 
Safety Annual 
Report 

Provide assurance to the 
Board regarding the 
information governance 
processes in place to 
manage data captured 
through the new body 
worn cameras used by 
security staff. 

17 Simon Wood 
Director of Facilities 

30/08/18 Yes. Completed. 
Private Board Meeting 
was advised on 
30/08/18 that 
appropriate information 
governance  processes 
had been followed. 

Blue 

TB/18/8/15 Capital Planning Risk clarification including 
mitigations regarding the 
risk to the Winter Plan if 
the refurbished bathrooms 
were not delivered in time 
for Winter. 

18 Simon Wood 
Director of Facilities 

30/08/18 Yes. Completed. 
Private Board Meeting 
was updated on 
30/08/18.  

Blue 



 
 

Report To: Trust Board Meeting in Public Agenda 
Item: 

1.8 

Date of Meeting: 27 September 2018 

Report Title: Chief Executive’s Report 

Report Author & Job 
Title 

Linda Storey, Interim Trust Secretary 

Executive/Non-
executive Sponsor 
(presenting) 

Andrea Young, Chief Executive 

Purpose: 
 

Approval/Decision Review To Receive 
for 
Assurance 

To Receive 
for 
Information 

   X 

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

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

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

 

Executive Summary 
 
The report sets out information in relation to the visit to the Trust by Matt Hancock, Secretary of 
State for Health and Social Care at which he announced the new digital platform, 
TalkHealthandCare, which is aimed at improving the conversation between NHS and social 
care staff and the leadership of the NHS.   In addition, an update is given on the work of the 
Healthier Together Sustainability and Transformation Partnership, information on the new UK 
Code of Governance and its relevance to the NHS together with links to two key  posts which 
the Trust is recruiting to: the Director of Corporate Governance/Trust Secretary and for a Non-
executive Director.  
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Strategic 
Theme/Corporate 
Objective Links 

Be one of the safest trusts in the UK: 
• Achieve an overall CQC rating of 'Good'. 
Create an exceptional workforce for the future: 
• Improved scores achieved in the staff survey in the health and 

wellbeing categories, so that exceeding the average of all 
trusts. 

Play our part in delivering a successful health and care 
system: 
• Contribute to the STP refresh and work with partners to agree 

plans to restore financial balance to the BNSSG health 
system. 

Board Assurance 
Framework/Trust Risk 
Register Links 
 
 

Information in the report links to the following Board Assurance 
Framework risks: 
No. SIR1: regarding internal flow.  Score 5 x 3 = 15. 
No. SIR5: regarding engagement with key stakeholders.   
Score 4 x 3 = 12. 
No. SIR7: Management capacity, capability and succession 
planning.  Score 2 x 2 = 4. 

Other Standard Reference Information supports CQC Well Led assessment. 

Financial implications None noted. 

Revenue Total 
£’000 

Rec 
£’000 

Non Rec 
£’000 

Income    

Expenditure    

Savings/benefits    

    

Capital  

                                           

Other Resource 
Implications 

No other resource implications associated with this report. 

Legal Implications 
including Equality, 
Diversity  and Inclusion 
Assessment 

None noted. 

 

Appendices: Appendix 1:  Healthier Together Sponsoring Board Meeting 
Paper. 
Appendix 2:  NHS Providers Briefing: The New UK Code of 
Corporate Governance. 
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1. Purpose 
 To present for information an update on local and national issues impacting on the 

Trust.   
2.  Background 

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

3. New Secretary of State for Health and Social Care Visit to North Bristol NHS 
 Trust 

3.1  In my last report I described how the new Health and Social Care Secretary 
Matt Hancock had praised Southmead Hospital’s ICU for saving the life of his 
sister following a serious accident last year.  The great care we provide was 
recognised at national level on the 10th September when Matt Hancock 
visited the Brunel building.  He spoke to staff directly as part of the launch of 
his new digital platform, TalkHealthandCare, which is aimed at improving the 
conversation between NHS and social care staff and the leadership of the 
NHS. Staff can use the platform quickly and easily to post ideas, questions 
and challenges for Government.  The new Secretary of State also took the 
opportunity of his visit to show his gratitude and pay tribute to the staff who 
had cared for his sister. 

3.2 This year at NBT we have made a big commitment to listen to staff more and 
as part of this we are encouraging our staff to join the TalkHealthandCare 
discussion.  

4. Sir Robert Francis Appointed as Chair of Healthwatch England 
4.1 Sir Robert Francis QC has been appointed the new Chair of Healthwatch 

England.  He will formally take up the post from Monday 1st October 2018, 
replacing Jane Mordue who has been Chair since December 2015. The 
appointment has been welcomed as Sir Robert is a respected advocate of 
patient safety and a driving force for improvement across health and social 
care. 

4.2 Healthwatch England is the independent champion for people who use health 
and social care services.  Healthwatch England makes sure that those 
running services and the government, put people at the heart of care by 
understanding the needs, experiences and concerns of people who use 
health and social care services and to speak out on their behalf. 

5. Sustainability and Transformation Partnership (STP) – Healthier Together 
Improving Health and Care in Bristol, North Somerset and South 
Gloucestershire 
5.1 In my last report I advised that the Healthier Together Sponsoring Board was 

working on developing a report that could update all Partner Boards on the 
priorities and status of the Healthier Together Sustainability and 
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Transformation Partnership.  I am pleased to attach the first report in 
Appendix 1.  The report will be a standing item in my Chief Executive’s 
report. 

5.2 Partner Boards are asked to note the information in the report, to note the 
emerging forward programme and to feedback on the value of the report 
together with suggestions for future content and reporting arrangements. 

5.3 Good progress has been made on a number of fronts. The report sets out the 
Healthier Together Workforce Goals for 2018 to 2020/21 together with the 
Bristol, North Somerset and South Gloucestershire system urgent care 
strategy which includes the response to the national five year forward view.  
This is summarised by the “strategy on a page” at Appendix 2 of the report. 

6. System Work – Aspirant Integrated Care System 
6.1 The Healthier Together Sustainability and Transformation Partnership is in 

week four of an eleven-week Aspirant Integrated Care System (ICS) 
programme.  ICSs have evolved from STPs and take the lead in planning 
and commissioning care for their populations and providing system 
leadership. They bring together NHS providers and commissioners and local 
authorities to work in partnership in improving health and care in their area.  

6.2 The key areas of focus for the programme have been defined by a subgroup 
of system leaders.  The shortlisted topics are: 

• Sharpening and communicating our vision. 
• System leadership and governance. 
• Vision through to execution. 
• System finances and single plan. 
• Care redesign. 
• Population Health Management. 

 
 Workshops will be designed around these areas to progress the work. 

7. New UK Code of Governance 
7.1 The Financial Reporting Council has published the new UK Corporate 

Governance Code which comes into force from 1 January 2019.  Annual 
reporting compliance with the code is a listing requiring for companies with a 
premium listing in equity shares.  

7.2 The code is of interest to Trust Board’s because it is a benchmark of good 
corporate governance on which the NHS bases its corporate governance 
framework.  Our Audit Committee will be reviewing the new code at its 
meeting in October. 

7.3 The new code emphasises the need for organisations to build trust by 
fostering strong relationships with their key stakeholders and requires 
organisations to set and develop a corporate culture that is aligned with the 
organisation’s purpose and its strategy, which promotes integrity and values 
of diversity. 
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7.4 NHS Providers have produced a briefing of the key changes to the code 

which is attached at Appendix 2.  
9. Consultant Appointments 
 I am pleased to announce the following recent consultant appointments made: 

Interview Date Appointee Specialty 

28 August 2018 Dane Rayment Consultant Neuropsychiatrist 

4 September 
2018 

Jayne McKinlay Consultant in Emergency Medicine 
(MOD)* 

11 September 
2018 

Christopher 
Williams  &  
Zoe Jones 

Consultants in Acute Medicine 

* Appointed through the Trust’s recruitment process and will retain employment with the MOD until 
such time as she leaves the MOD when she will take up a substantive post with NBT.  Whilst 
employed by MOD, she will hold honorary status with NBT. 

10. Director of Governance/Trust Secretary Recruitment 

  A search is underway with Gatenby Sanderson for a Director of Governance/Trust 
Secretary.  The closing date for applications is 8th October 2018 and the link to the 
details is given below: 

 https://www.gatenbysanderson.com/job/director-of-corporate-governance-trust-
secretary-at-north-bristol-nhs-trust-in-bristol.8408 

11. Non-executive Director Recruitment 

 A search is also underway with NHS Improvement for a Non-executive Director.  
Details of the role and responsibilities can be found on the NHS Improvement and 
the Cabinet Office websites.  See links below:  

 https://improvement.nhs.uk/news-alerts/non-executive-director-x-2-north-bristol-
 nhs-trust/ 
 https://publicappointments.cabinetoffice.gov.uk/appointment/nbt-2neds/ 
 
12. LHCRE 

The One South West Local Health and Care Record Exemplar Partnership (One 
South West LHCRE) consists of the six Sustainability & Transformation Plan (STP) 
and Integrated Care Systems (ICSs) areas in the South West region of England: 

• Cornwall • Gloucestershire 
• Devon • Bristol, North Somerset and South 

Gloucestershire 
• Somerset • Bath/North East Somerset, Swindon and 

Wiltshire 
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These STPs/ICSs have come together to progress a collaborative programme of 
work which develops an information sharing environment to support the entire 
region’s health and care services. By working together, rapidly sharing learning and 
expertise at scale, the One South West LHCRE partners will accelerate the 
adoption and spread of the region’s digital health and care capabilities.  

We are a Wave 2 LHCRE! 

On the 7 Aug we were informed by NHS England that the One South West LHCRE 
programme has been selected as one of three further regions to be awarded 
funding. What this means is that the One South West LHCRE has access to £2m in 
capital funding in this financial year (2018/19). At this point there is no guarantee 
that funding for subsequent years will be available national LHCRE Leadership 
have indicated that they anticipate further capital in year two and a capital/revenue 
mix in year three,  with a likely total of circa £5m over the three years. 

13. Recommendation 
 The Trust Board is recommended to receive the report for information. 
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Information 
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Purpose: 
The purpose of this paper is to share the progress report for presenting to partner 
Boards on the priorities and status of the Healthier Together Sustainability and 
Transformation Partnership.   
 
Issue / summary: 
Partner Boards / committees will be asked to: 
 

• Note the information in this report 
• Note the emerging forward programme 

Provide organisational feedback to the Programme team about the value of this 
report and suggestions for future content and reporting arrangements. 
 
This report will be produced on a bi-monthly basis.  
 
Recommendations: 
 
The Sponsoring Board is asked to: 
 

• Note the report content. 
• Consider taking this report into partners’ next Board / governing body 

meeting. 
• Note the intention to provide a similar report every 2 months. 
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HEALTHIER TOGETHER UPDATE REPORT TO PARTNER BOARDS 
JULY 2018 

1. INTRODUCTION

The purpose of this report is to brief partner Boards on the priorities and status of the 
Healthier Together Sustainability and Transformation Partnership. This is the second 
of these reports. 

Since the last report in May, the Healthier Together programme has continued to 
make good progress.  As well as successfully completing a collaborative approach to 
the annual planning round, the partnership has run a major conference for partners 
and close external stakeholders which has accelerated the development of plans in 
10 key areas that will make a significant difference to citizens and service users 
across our area. 

2. 2018/19 ANNUAL SYSTEM PLAN

System NHS and community interest company partners have worked more closely 
together than before in preparing our annual operating plans for 2018/19.  As a result 
we have been able to take account of, and start to align, individual organisation 
planning assumptions including activity, finance and key performance trajectories. 

This has been possible through greater transparency of planning information from 
the outset and agreement of core planning principles for the system. 

Planning work has been led by the System delivery oversight group (SDoG).  The 
system made good progress in 2017/18 – improving the overall financial and key 
performance positions against 2016/17.  SDoG has facilitated a more joined up and 
consistent approach to planning across system partners for 2018/19. This has 
delivered plans to further improve the NHS financial position and further performance 
improvement in some areas.  Partners have contributed to achieving a “single 
version of the truth” at system level for key planning components including a system 
financial planning total, single activity plan and single set of key performance 
trajectories.  This provides a sound basis on which to build more consistent delivery.  

Figure 1 shows the system (NHS organisations) progress towards financial recovery 
over the past year, and as planned for 2018/19, against our original STP “do nothing” 
forecast. 
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Figure 1 

 
 
The overall system financial position improved by £25.2m in 2017/18 compared to 
the 2016/17 out turn.  We now have a plan that is £27.4m away from the sum of our 
NHS control totals. 
 
Our community interest companies (CiCs) have contributed to the development of 
plans and are sharing their high level finance, activity and performance information. 
Local authorities are not yet formally part of these system planning arrangements but 
they have expressed a willingness to share high level information and contribute in 
future. 
 
Four task and finish groups were established to work on BNSSG wide savings areas 
and these are progressing with schemes aimed at reducing non-elective acute length 
of stay and excess bed days now agreed and working towards implementation. 
 
 
The system-wide (NHS) financial position summary is as follows: 
 

o All 5 core NHS bodies signed up to Control Totals 
o Control totals excluding Provider Sustainability Fund (PSF) 

/Commissioner Sustainability Fund (CSF) £56.1m deficit; which is 
£11.6m deficit including PSF/CSF. This position will be a £21.7m 
improvement in underlying finances year on year and requires £108m 
of savings, which is greater than £97m delivered in 17/18. 

-£250.0
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-£150.0

-£100.0
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£0.0
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Core Footprint- Comparison to Long Term 
Model 

Actual Control Total Do Nothing - 1617 Actual Do Nothing - Initial
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Organisation 
Plan excl 
PSF/CSF 

UH Bristol 3.0 
NBT (34.6) 
Weston (12.4) 
AWP (55%) (2.1) 
Core Providers (46.1) 
CCG (10.0) 
Core Footprint Total (56.1) 
 
 

• Full alignment of financial and activity plans between commissioner and 
provider, excluding CCG acute care QIPP plans 

• Planning gap remains for Specialised Commissioning and major acute 
providers 

• Activity growth higher in emergency and lower in planned care due to current 
trends and impact of referral management. Agreed £4.6m shared investment 
plans to reduce demand on acute beds via SDOG 

• Meeting Mental Health Minimum Investment Standard 
 
 
3. HEALTHIER TOGETHER CONFERENCE 21 JUNE 

On 21 June almost 300 people from across the Healthier Together partnership and 
our close external partners joined system leaders at our first big event as Healthier 
Together.  The objectives for the event were: 

• Celebrate our progress so far as an STP 
• Understand the challenges and recognise the opportunities to address them 

collectively 
• Come together to shape solutions to achieve the ambition 
• Leave feeling that we can be advocates of the vision in our teams and 

organisations 
 

Delegates heard about further development of our system vision and key challenges. 
Professor Sir Muir Gray provided an engaging keynote address that challenged the 
system to think about population health and optimising value in clinical intervention.  
 
10 STP priority areas were chosen to participate in sharing their challenges, vision 
and emerging future plans in a market place and in seminars. The areas were: 

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

These are consistent with the work areas listed in the previous report. The feedback 
from the event will be used to shape the STP plans for the next 12 month phase. 
These plans are being considered by the Sponsoring Board at its 2 August meeting. 
More detail on each of these areas and the emerging plans can be found in the 
library section of the Healthier Together website. 
https://bnssghealthiertogether.org.uk/  

 
 
4. BIDS FOR CAPITAL AGAINST NATIONAL FUND 

In the November 2017 Budget the Government announced an additional £4bn of 
Capital funding for the NHS for the period up to 2022/23. This money is on top of the 
current NHS Capital Budget of £4.8bn per annum. 
 
The £4bn was part of a package of reform in the Naylor Review which identified 
£10bn requirement for the NHS. The STP capital bidding route will be the main route 
through which to seek new public capital going forward.  £425m was committed last 
financial year. c.£800m has been recently announced, including the successful 
£7.5m bid to consolidate mental health estates in Bristol. 
 
£1.8bn of the STP public capital remains uncommitted and bids were invited by 
NHSI/NHSE in May. 
 
Healthier Together STP was required to submit to NHSI/NHSE by 29 June 2018: 

• Prioritised Wave 4 Capital Bids to cover major estates and facilities projects, 
equipment and certain elements of IT across the STP footprint. 

• An STP estates strategy including a consolidated capital programme. 

Expressions of Interest were invited by the Healthier Together team with a deadline 
of 18 May 2018;  35 schemes were submitted from across BNSSG.  A Prioritisation 
Panel was convened on 25 May, chaired by James Rimmer, Chief Executive of 
Weston Area Health Trust, to consider the proposals against a range of criteria. The 
panel which was also made up of senior finance and estates leads from across the 
system recommended 14 schemes to be worked up for submission to NHSE/I by 29 
June 2018. 
 
The Prioritisation Panel re-convened on Monday 25 June to review the developed 
bids.  The panel considered: 

• the maturity of the bid 
• the strategic fit of the scheme with the vision of Heathier Together 
• the financial viability of the scheme 

 

https://bnssghealthiertogether.org.uk/
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The NHSE/I bid documentation called for proposals with a complex mix of: 
• economic value for money as defined by the Treasury 
• financial impact on NHS organisations and whole system 
• impact on Transformation, Service Need, Consistency with STP Plans, 

Patient Benefit & Demand 
• Schemes under the different financial regimes of NHS Foundation Trusts & 

Trusts, NHS England (replacement for ETTF), Primary Care and Community 
Interest Companies 

This has understandably led to some different presentation of both financial and non-
financial benefits.  The panel therefore felt that a range of schemes should be 
recommended, representing both an assured financial return and a strategic fit. 

Proposals are now being reviewed by NHSE/I colleagues as part of a national 
process.  Successful bids are likely to be announced in the autumn. 

A summary of the ranked submitted bids is shown in appendix 1. 

 
5. WORKFORCE STRATEGY 

In May the Sponsoring Board received the Healthier Together Workforce Strategy 
which had been developed by a group drawn from across the BNSSG health and 
social care partnership, and also including third sector organisations and staff side 
representation. 
 
The strategy is intended to be a living document that will continue to develop as our 
plans for system transformation continue to take shape.  In this initial stage, the 
strategy is focussed on the key clinical workforce supply pipeline. 
 
The workforce programme is focussed on addressing the future supply of 
appropriately trained staff in a sustainable and transformational way through 
partnership working. 
 
The vision, goals and ways of working for the workforce programme were reviewed 
by the Sponsoring Board on 31 May. The three goals for the next 2-3 years are 
summarised in the diagram below, with a focus on significant increases in supply at 
entry level, registered practitioner roles, and in advanced practice.  The goals are 
intended to support all Healthier Together workstreams, and are underpinned by 
some key enablers such as workforce planning and training passports. 
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Workforce Strategy Goals  

 
 
 
A baseline assessment has been undertaken to understand our workforce gaps. 
Registered nursing and entry level health and social care vacancies are the most 
numerically significant gap.  There are 546 FTE registered nurse vacancies across 
acute and community health organisations, and a further 203 (pro-rata) in AWP 
(June 2018) plus significant registered nurse vacancies in primary care and 7.8% 
registered nurse vacancies in social care (2017 data). 
 
The headlines by sector are summarised below. 
 
Social Care 

• BNSSG Social care has the highest vacancy rates across social care in the 
South West, with a care worker vacancy rate of 10.9%, representing 1,300 
vacancies. The high turnover rate of 37.7% means more than a third of the 
workforce leave every year, presenting a significant recruitment challenge.  
1.9% of the workforce for care workers are agency staff.  

• 19% of all care worker roles across BNSSG were non UK born, with 9% born 
in the EEA (non UK). This reliance on the EEA as a source of care home 
workforce indicates potential issues for the future if there are changes to free 
movement within Europe.  
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• 15% of local authority employed carers and 59% of independent sector do not
have any appropriate care qualifications.

NHS and Community Providers 
• There is a well-documented national vacancy problem for registered nursing,

which is impacting on BNSSG in hospital, community and primary care
settings.

• BNSSG has difficulty in recruiting medical staff, including consultants, middle
grades and doctors in training, in certain specialties, particularly care of the
elderly and emergency department.

• High sickness and vacancy levels are linked to agency spend, with particular
hot spots being registered nursing in the acute and community sectors.

• The high proportion of staff reaching retirement age is a particular risk in the
context of existing high vacancy and turnover levels, with 29% of all NHS and
community staff in BNSSG being over 50.

Primary Care 
• The range and quality of primary care workforce data is more limited than for

other sectors.
• Only 6% (3,082) of the BNSSG health and social care workforce work in

primary care.
• There are 5% fewer GPs in BNSSG WTE compared with 2012.
• Whilst GP age profiles across BNSSG overall are better than the national

median in BNSSG, North Somerset has an older age profile, presenting a
potential future risk to supply.

• More GPs are choosing to work part-time and/or have portfolio careers.
• The primary care Registered Nursing workforce has seen a 4% increase in

WTE. Over 50% of the current nursing workforce is over 50 years.

Our overarching aim is to attract, support and develop a workforce that is 
skilled, committed, compassionate and engaged. We recognise that 
unprecedented workforce gaps will undermine service transformation, and our 
objective is to ensure there are sufficient numbers of staff with the right skills to 
deliver our new models of care.  In order to do this, our objective is to develop 
sustainable approaches to reducing the gap between workforce supply and demand.  

Our specific objectives are as follows: 
• Develop a sustainable pipeline of entry level health and social care workers

through the creation of career pathways and frameworks that attract and
retain staff from school through to advanced practice.

• Considerable expansion of the numbers of registered clinicians both in post
and in the pipeline through a robust business case to identify the most cost
effective approaches to increasing supply

• Significant increase in the capacity and capability of advanced practice skills,
through the development of a common framework and competencies across
BNSSG, underpinned by apprenticeship routes to enable progression

• All organisations are enabled to become model employers for recruitment,
retention and health and well being
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• Workforce planning to ensure that new models of care have robust and 
realistic staffing models with a focus on improved career pathways, reduced 
vacancies and more integrated services through joint working.  

• Staff are enabled to move between organisations through the ‘passporting’ of 
training and development, underpinned by common competences.  This is 
supported by common recruitment processes and checks. 

• Equality and diversity is a theme which runs throughout our goals and vision. 

The specific work packages being put in place to deliver these objectives are 
summarised in the strategy diagram.  
 
The workforce programme benefits from a significant funding stream from Health 
Education England (around £1m in total in 2017/18) that is supporting the Healthier 
Together workforce team resource and funding some of the work programmes. 
 
 
6. URGENT CARE STRATEGY 

At its June meeting the Healthier Together Executive Group signed off the new 
BNSSG system urgent care strategy. This has been developed over recent months 
with a wide range of stakeholders including staff, clinicians, service users and 
members of the public. It is attempting to set out the future ambition and key 
objectives for addressing one of our system’s most enduring challenges. 
 
Appendix 2 shows the urgent care “strategy on a page” and plan on a page, 
including the key drivers of our challenges, opportunities to transform, our ambitions 
for the future and the emerging solutions, including our local response to the national 
five year forward view  “seven pillars” of urgent and emergency care: 
 

1. NHS 111 Online 
2. NHS 111 Calls 
3. GP access 
4. Urgent Treatment Centres 
5. Ambulance services 
6. Hospital services 
7. Hospital to home 
 

Arrangements to start implementing the strategy are now being put in place at a 
system level as one of the STP 10 priority areas. 
 
 
7. HEALTHY WESTON PROGRAMME DEVELOPMENTS 

The Healthy Weston programme is now entering its second phase. The first phase of 
the work produced a commissioner led strategic context; a well-received process of 
public engagement; overnight closure of the A&E department at Weston Hospital 
and generation of a number of opportunities and ideas for addressing the local 
system challenges which are now being assessed and prioritised for implementation. 
New governance arrangements have been put in place for the second phase and the 
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first meeting of the newly established Healthy Weston Steering Group was held on 
19th June 2018.  The next phase is focussed on developing the key change 
proposals for the local population and specifically those that will require public 
consultation.  BNSSG CCG has the formal statutory responsibility in the system for 
publically consulting on the proposals. The scope of the Pre-Consultation Business 
Case (PCBC) was confirmed at the meeting on 19 June, and the more detailed 
governance arrangements to support the next phase of work agreed. The PCBC will 
focus on proposals for realising the ambition to see a vibrant and dynamic future for 
Weston General Hospital at the heart of a local, integrated care system.  The 
Healthy Weston Programme is therefore working to identify proposals that can 
address a number of long standing issues, including clinical and financial 
sustainability of some services as well as continuing to meet the health and care 
needs of local people. 
 
McKinsey’s have been appointed to support the CCG in the development of the 
PCBC following a procurement process, and the PCBC is expected to be presented 
to the CCG governing body for a decision to consult in the autumn. 
 
8. WORKING TOWARDS AN INTEGATED SYSTEM OF CARE 

The Healthier Together Chairs reference group met for the second time in May. The 
group has begun to explore ideas and options for developing system governance 
arrangements that would support the partnership to begin to work towards 
establishing an integrated care system as defined in recent NHSE/I policy. These 
discussions are still at a very early stage but will help to define some of the key steps 
and build on work that the STP executive group started at its recent development 
session. In particular, there is a desire to enable the system in the short term to 
progress our joint system planning arrangements for 2019/20. Boards will be kept 
informed and be appropriately involved in any further developments as they emerge. 
 
9. RECOMMENDATIONS 

The Board is asked to: 
• Note the information in this report 
• Provide feedback from organisation boards to the Programme team about the 

value of this report and suggestions for future content and reporting 
arrangements, as appropriate. 

 
Robert Woolley, Joint STP Lead Executive 
Julia Ross, Joint STP Lead Executive 
Laura Nicholas, Healthier Together Programme Director 
 
July 2018 
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Healthier Together Ranked capital proposals submitted to NHSE/I 29 June 2018 

Bid 
Reference 

Capital spend 
(k) 

Maturity of 
Bid 

Cost 
Saving 

(1=Low; 
2=High) 

Strategic 
Fit 

(1=Low; 
2=High) 

Rank 
Final 

Recomm-
endation 

Digital Enabler 23 CCHP IT 1,252 M 1 2 1 1 

Digital Enabler 5 Replacement of Information Technology Infrastructure  - Weston 10,043 M 1 2 2 2 

Digital Enabler 25 NSCP & BCH - Mobile Working for Corporate Services 1,549 L U 1 

Acute Estate 16 12 additional beds through conversion of assisted bathrooms 1,580 H 2 1 1 3 

Acute Estate 21 Combined Heat & Power (District Heating)  6,881 H 2 1 2 4 

Acute Estate 2 Weston Hospital – infection control improvements 1,600 M 1 1 

Integrated Primary & Community 
Care 26a North Somerset - Primary Care - Weston Villages 241 H 1 2 1 5 
Integrated Primary & Community 
Care 26b North Somerset - Primary Care - Central Weston 2,911 M 1 2 1 5 
Integrated Primary & Community 
Care 29 Thornbury - Primary and Community Development 9,402 M 1 2 3 7 
Integrated Primary & Community 
Care 3 Weston Hospital Site - Children’s and Young People’s (CYP) Hub  14,830 M 1 2 4 8 
Integrated Primary & Community 
Care 28b 3 Frailty Hubs across BNSSG - North Somerset 5,424 L 2 2 5 9 
Integrated Primary & Community 
Care 28c 3 Frailty Hubs across BNSSG - South Gloucestershire 5,893 L 2 2 6 9 
Integrated Primary & Community 
Care 28a 3 Frailty Hubs across BNSSG - Bristol 7,007 L 2 2 7 9 
Integrated Primary & Community 
Care 10a Use of technology to support locality development - Care Home Digital 700 U U 2 

Access to Diagnostics 20 
Provision of 3T MRI scanner at South Bristol Community Hospital [Estate enabling 
work, MRI via charity] 400 H 2 1 1 12 

Access to Diagnostics 12 Cossham locality support centre expansion for Imaging Suite  4,200 M 2 1 2 12 

73,913 

Appendix 1 
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Urgent care strategy on a page 

 

Appendix 2 
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Urgent care delivery plan 
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Briefing: the new UK Code of Governance 
Summary 

The Financial Reporting Council (FRC) has published the new UK Corporate Governance Code (the code) 
which comes into force from 1 January 2019.  Annual reporting compliance with the code is a listing 
requirement for companies with a premium listing in equity shares.  The code will be of interest to all trust 
board members as a benchmark of good corporate governance which is tried and tested not least as the 
Code of Governance for NHS Foundation Trusts has historically been updated in line with the Code.  This 
briefing summarises key changes set out in the code. 

Key points 

The new UK code stresses the need for organisations to build trust by fostering strong relationships with 
their key stakeholders.  It requires organisations to set and develop a corporate culture that is aligned with 
the organisation’s purpose and its strategy, which promotes integrity and values diversity. 

The new code is based on key general principles and on more specific provisions in common with 
previous iterations of the code.  However in the new code there is greater emphasis on the application of 
the principles with clear, meaningful reporting to stakeholders.  The code also places an onus on 
stakeholders to assess explanations of non compliance carefully, not adopt a tick-box approach. It is also 
more concise and should prove to be easier to apply and report on. 

The relevance of the new code to the NHS is twofold: 

• First it represents the latest thinking on the application of good corporate governance which is a tried,
tested and trusted framework for the leadership and direction of organisations in the UK, so it should be
of interest to all board led organisations

• Secondly the Code of Governance for NHS Foundation Trusts, last revised in 2014, has been based on
the UK Code and traditionally has been revised with each new iteration of the UK Code.

Key changes 

The main changes in the updated code include: 

Workforce and stakeholders: There is a new provision to promote greater board engagement with the 
workforce to understand their views. The code asks boards to describe how they have considered the 
interests of stakeholders when performing their duty to promote the success of the organisation. 

Culture: The new code places far greater emphasis than ever on the need for boards to create a culture 
which aligns the organisation’s values with strategy.   Importantly the code asks boards to assess how the 
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board leads in generating and preserving value over the long-term, a significant move from achieving 
short term gain. 

Succession and diversity: The code emphasises the need for boards to have the right mix of skills and 
experience to ensure constructive challenge and to promote diversity.  It stresses the need to refresh 
boards and for robust succession planning.   It also asks that meaningful consideration is given to the 
length of term that chairs remain in post, so that a clear division of power exists between chair and chief 
executive.  

The new code strengthens the role of the nomination committee in succession planning and ensuring a 
diverse board. It stresses the importance of external board evaluation including reports to the nomination 
committee on details of the contact the external board evaluator has had with the board and individual 
directors. 

Remuneration: The new code emphasises that remuneration committees should take into account 
workforce remuneration and related policies when setting director remuneration.  It also warns that 
formulaic calculations of performance related pay should be rejected in favour of the application of 
discretion when deciding pay awards. 

In summary 

In our view, the new code represents a significant change that should have a positive impact on the 
application of corporate governance in the UK.  We will be speaking to colleagues in NHS Improvement 
about the prospect of updating the code for NHS foundation trusts to ensure it is also relevant for NHS 
trusts and in line with the UK Code of Governance.  The code can be found on The Financial Reporting 
Council’s website. 

Contact info 

For further information on the code, or to discuss its implications for your trust, please 
contact John Coutts, Governance Advisor, NHS Providers at john.coutts@nhsproviders.org 

https://www.frc.org.uk/getattachment/88bd8c45-50ea-4841-95b0-d2f4f48069a2/2018-UK-Corporate-Governance-Code-FINAL.pdf
https://www.frc.org.uk/getattachment/88bd8c45-50ea-4841-95b0-d2f4f48069a2/2018-UK-Corporate-Governance-Code-FINAL.pdf
mailto:john.coutts@nhsproviders.org


Report To: Trust Board Agenda 
Item: 

2.1 

Date of Meeting: 27th September 2018 

Report Title: CQC Compliance – Assurance update 

Report Author & Job Title Paul Cresswell, Associate Director of Quality Governance 

Executive/Non-executive 
Sponsor (presenting) 

Helen Blanchard, Interim Director of Nursing & Quality 

Purpose: Approval/Decision Review To Receive for 
Assurance 

To Receive for 
Information 

X X 

Recommendation: The Trust Board is requested to; 
• Review progress in delivering the CQC Action Plan submitted

following the 2017 inspection report publication, noting the plans
to address the currently outstanding actions.

• Note the feedback provided from the most recently conducted
‘monitor’ visits by the CQC looking at Urgent & Emergency Care
& Medical Care and Diagnostic Imaging service lines.

• Review the outline plans for a more proactive assurance and
improvement approach to support the Trust objective of
achieving a ‘Good’ rating when next inspected.

• Review the plans and timescales set out for self-assessment,
gap analysis and actions in relation to the Well Led and Use of
Resources domains.

• Note that the outcomes of the annual KPMG Internal Audit of
CQC compliance have been reviewed at the September Quality
& Risk Management Committee and will be tracked through the
Internal Audit follow up process and Audit Committee.

Report History: • This report went in an earlier form to the Quality Committee on
4th September 2018 and subsequently to the Quality and Risk
Management Committee on 20th September 2018. It has been
updated to reflect feedback from both meetings.

• 

Next Steps: • Ongoing tracking of action delivery and to address those
currently overdue.

• Establishment of a forward programme of peer review for CQC
compliance with initial testing of approach.

• Agreement of Well Led framework self-assessment and
supporting work and similar for Use of resources.

• Agreement of Engagement & Comms plan to staff
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Executive Summary 

The Trust has made good overall progress in delivering actions set out in response to the CQC 
Inspection Report for the November 2017 Inspection. 

There are 5 currently outstanding actions. Work has been progressed in each of these areas but 
needs to be finalised to close the action, as explained in the report. 

The six overarching themes identified from the CQC report have been reviewed against the 
related outcome metrics and demonstrate good progress in three areas and greater challenges in 
the other three. The main risk to achieving a CQC ‘Good’ rating (RAG rated red in this report) is 
the continued poor performance against the ED 4-Hour performance standard.  

A key component of the Clinical Governance Improvement Programme that is now commencing, 
is establishing a proactive assurance and improvement approach for essential quality and safety 
checks at the point of care and accountability for their outcomes and actions. This will drive 
ongoing quality and the Trust’s ability to be ‘CQC ready’ at any time. 

The engagement visits with CQC in July 2018 within the Medicine Division – focusing on medical 
Care and Urgent & Emergency Care and in August 2018 within the Core Clinical Services 
Division – for Diagnostic Imaging Services, were both positive with good feedback received in the 
resultant letter – see Appendices A & B. 

Preparation for future inspections includes the trust-wide domains for ‘Well Led’ and Use of 
Resources.’ Plans are being developed to ensure that self-assessments are undertaken in 
advance of a future inspection, led by the Board Secretary (with the Board) and the Director of 
Finance, with PMO support, respectively. At this point in time the trust has not received any 
notification of when this is likely to be but the absence of a formal Provider Information Request 
(PIR) – the trigger for a full inspection – makes this seem unlikely in the next 3 months. Ad-hoc 
targeted inspections may however be undertaken at any time. 

It is also important to help all staff from ‘Floor to Board’ to be well prepared at any time for a CQC 
inspection, rather than attempting to ‘pass the test’ on a given date. The engagement and 
communications approach to support this is therefore vital in setting the right tone whilst aligning 
to existing key messages already being promoted within the trust – for example within the 
Perform Programme and in preparation with management teams for the informal service line 
visits conducted with the CQC to date. An engagement plan will be developed with the 
Communications team for this purpose, first discussion w/c 24th September to take this forward.  

Strategic 
Theme/Corporate 
Objective Links 

• CQC inspections cover a remit that spans all 8 of the Trust’s
strategic themes.

This report supports the Corporate Objectives; 
• ‘Reduce measurable harm’, ‘Achieve a CQC rating of ‘Good’

Board Assurance 
Framework/Trust Risk 
Register Links 

• Links to Risk of non-compliance with CQC standards (risk rated 12)

Other Standard 
Reference 

Multiple other standards are referenced throughout the CQC 
Fundamental Standards. 

Financial implications None specifically linked to the oversight of the Action plan. Any costs 
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associated with individual actions are taken forward on a case by 
case basis through business planning procedures. 

Other Resource 
Implications 

The implementation of a robust ‘peer review’ quality review regime 
will require time commitment from the areas under review and review 
teams to complete and feedback outcomes. Plus the ongoing tracking 
of improvement actions. 

Legal Implications 
including Equality, 
Diversity  and Inclusion 
Assessment 

There are no specific legal implications in the way the overall 
assurance monitoring regime is applied. The requirements to comply 
with CQC Fundamental Standard are set out in; 
• Health and Social Care Act 2008 (Regulated Activities)

Regulations 2014 (Part 3) (as amended)
• Care Quality Commission (Registration) Regulations 2009 (Part

4) (as amended)
Appendices: Appendix A: CQC Feedback Letter – Urgent & Emergency Care 

Monitor Visit 04/07/2018 
Appendix B: CQC Feedback Letter – Diagnostic Imaging Visit 
30/08/2018 

1. Purpose
1.1 This report is to provide assurance to the Quality & Risk Management Committee upon delivery of 

agreed CQC actions from the 2017 inspection and the development of a robust plan to ensure the 
Trust is better prepared to achieve an overall rating of ‘Good,’ when next inspected, in line with the 
Operational Plan for 2018/19. 

2. Background
2.1 The Trust was most recently inspected by the CQC in November 2017, with a rating of ‘Requires 

Improvement’ being the overall outcome. 
2.2 As required, an Action Plan to address the Requirement Notices (’Must Do’ actions) and the other 

‘Should Do’ actions was submitted to the CQC on 19th April 2018.  
2.3 As agreed at Trust Management Team, the Quality Committee is responsible for overseeing delivery of 

the agreed actions and providing assurance via TMT to the Trust Board.  
2.4 In addition, the Trust’s Quality & Risk Management Committee, chaired by a Non-Executive Director, 

provides objective scrutiny on behalf of the Board, outside of the line management structure.   
2.5 The CQC does not formally monitor delivery of actions outside of their inspection process and assess 

whether ‘Must Do’ actions have been met when next inspecting the service line concerned. 

3. Action Plan Delivery
3.1 A weekly review meeting is in place to track progress of actions immediately due and those approaching 

their due date and to assess ongoing confidence in delivery.

3.2 The CQC action plan references existing operational action plans in order to avoid duplication. 

3.3 Actions are closed upon receipt of suitable supporting evidence and this is stored on a central database 
for audit purposes. Any actions not closed by their due date are rated ‘red.’ For those where doubt 
exists of their deliverability by the agreed date they are rated ‘amber’ and those on track are ‘green.’ 
Completed actions are ‘blue.’ 

3.4 The current position is summarised below (for actions due at the end of July 2018, where evidence has 
been reviewed and validated); 
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3.5  The overdue actions and their next steps are as follows; 

MD5 – Improving specialist assessment in ED for patients with Mental Health problems – the trust 
has been actively engaging with a CCG led programme called CORE24 that is about mental health support 
provision into acute emergency settings. This has not progressed as fast as originally envisaged but is the 
key driver for a sustainable out of hours service that is more responsive than the current on call 
arrangement with AWP Mental Health Trust. 

MD19 & SD36 - provide security for all confidential patient records and information – a single SOP 
for inpatient and outpatient areas has been drafted and regular checks included in the weekly safety checks 
for each area and for inclusion in the new peer review regime that needs to be implemented as part of the 
Clinical Governance Improvement Programme.  

MD21 – Safe Staffing – existing review mechanisms are in place and monitored robustly. The new action 
is to review the use of the Safe Care system and its use alongside other safe-staffing information to 
demonstrate daily decision-making. A draft SOP including these requirements is out for review. 

SD29 - The trust should ensure that family members are not used to help in translation services – 
the required action in terms of providing clear and accessible guidance to staff is nearly finalised. 
Communications will be issued early in September and sustained on an ongoing basis to ensure guidance 
is readily available to staff. 

Theme / Service Regulation 
No. of Actions Completed On track Risks overdue Overdue / Concern 

Must Should Must Should Must Should Must Should Must Should 

Person-centred care Regulation 9  6 2 n/a 1 n/a 2 n/a 1 n/a 

Dignity and respect Regulation 10  2 0 n/a 0 n/a 2 n/a 0 n/a 

Safe care and treatment Regulation 12  6 3 n/a 3 n/a 0 n/a 0 n/a 

Safeguarding 
service users from abuse and 
improper treatment 

Regulation 13 2 0 
n/a 

2 
n/a 

0 
n/a 

0 
n/a 

Premises and equipment Regulation 15 1 1 n/a 0 n/a 0 n/a 0 n/a 

Patient Records  Regulation 17 4 2 n/a 1 n/a 0 n/a 1 n/a 

Staffing Regulation 18 2 0 n/a 1 n/a 0 n/a 1 n/a 

Urgent & Emergency Services n/a  1 n/a 0 n/a 1 n/a 0 n/a 0 

Medical Care n/a 13 n/a 11 n/a 2 n/a 0 n/a 0 

Surgery n/a 16 n/a 10 n/a 4 n/a 1 n/a 1 

End of Life Care n/a 5 n/a 4 n/a 1 n/a 0 n/a 0 

Outpatients n/a 7 n/a 4 n/a 1 n/a 1 n/a 1 

23 42 8 29 8 9 4 2 3 2 
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3.6 Overarching Themes 

Within the CQC Action Plan there are 6 key themes for action that collectively address the Action Plan (36 
actions). The primary actions that will drive the biggest impact (criteria: more than 2 actions affected, at 
least one being a ‘Must Do’ action) are as follows; 

Theme Must Do 
Actions 

Should Do 
Actions 

Key Indicators to Track Current Position 

1. Improving Patient
Flow & reducing
DTOCs and
Ambulance
handovers.

MD1, 2, 3, 
4, 8 

SD1 •Reduced Bed
Occupancy – 95%

•ED 4 Hr – 90% (both by
30/9/18)

•Reduce DTOC to 3.4%
(31/8/18)

• Improved 15-minute
Time to Triage

•Mainly achieved but
>95% recently

• 4 Hour performance
remains challenging

•DTOC >5.5% (7/18)

•Meeting 85% target

2. Reducing and
improving safe use
of escalation
capacity, with
suitable patients’
privacy & dignity.

MD6, 7, 9, 
10, 11, 16 

None •Reduced Bed
occupancy – 95%

•Use of 1 & 2 up on
wards (no. of times)

•Appropriate Use of other
escalation capacity

•As above
•Significantly reduced &

on pre-emptive basis
only

• 18/19 Winter Plan &
Escalation Policy
agreed.

3. Basic safety checks
– wards, other areas

MD12,13 SD3, 5, 7, 
8, 10, 11, 
23, 24, 25, 
35 

•Revamping matrons
walkrounds – new ward
peer reviews & real time
feedback/action -
Synbiotix

•Part of Clin. Gov.
Improvement project to
review existing tools and
support new regime.

4. Statutory &
Mandatory training

MD22 SD2, 15, 
31, 37 

•Compliance >85% •At 7/2018 average
compliance >85%, some
individual subjects below

5. Improving
understanding and
application of MCA
& DoLS

MD 14, 15 SD16 •Staff trained
•Staff competence

assessments
•Audit of documentation
•MCA/DoLS incidents

•Actions are on track in
line with plan but
concerns about the
impact this has yet
achieved in practice
mean this remains a risk

6. Medical Records –
Completion, secure
storage

MD19, 20 SD6, 36 • Improved completion of 
Lorenzo Risk 
Assessments 

•Compliance with records
SOP (Synbiotix audits)

•Now tracked in Lorenzo
on routine basis.
Compliance improving.

•Secure management of
records needs further
improvement.

4. Ongoing CQC Engagement Approach & Future Inspections

4.1  As previously advised, the CQC remit for all providers now includes a more frequent ongoing 
engagement approach. This encompasses more frequent formal interactions at the corporate level and 
direct engagement with clinical service line leads outside of formal inspections and includes conducting 
staff focus groups. 
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4.2 The first three visits have been undertaken with service leads, as planned. These went well and the 
feedback letters were positive. The first two have previously been reviewed at Quality Committee, the 
most recently conducted is provided at Appendix 2. The forward plan is as follows; 

Date Service Status Notes 
11/04/18 Women's & Children's, inc. 

Gynaecology 
Completed Feedback letter previously circulated 

25/04/18 Cossham (all services) Completed Feedback letter previously circulated 
04/07/18 Urgent & Emergency Care & 

Medical Care 
Completed Feedback letter attached (Appendix A) 

30/08/18 Diagnostic Services Completed Feedback letter attached (Appendix B) 

Nov. 2018 Critical Care & End of Life Care To confirm details with 
CQC 

Very sizeable visit – realistic in single 
day? 

Mar. 2019 Surgery & Outpatients To confirm details with 
CQC 

Switch with Surgery as CC not recently 
inspected? 

4.3 The Associate Director of Quality Governance continues to liaise with the CQC and frontline teams to 
agree the approach and to support the logistics and information required for each visit. 

4.4 In addition to the service line visits, at a corporate level the CQC interact through; 
• Ad-hoc concerns/requests
• Monthly calls – CQC Lead (ADQG)
• Quarterly Meetings – MD, DoN, ADQG
• Twice Yearly Board observations

4.5  Formal inspections will be undertaken as follows; 
• Annual – Well Led & Use of Resources (planned)
• Annual – Service Lines (unannounced)
• Ad-Hoc – specific concerns, or thematic

5. Strengthening Quality Governance – Proactive Assurance

5.1 It is a Trust objective to achieve a CQC outcome of ‘Good’ at the next inspection. Experience at NBT 
as well as other organisations demonstrates that the safety domain is the most challenging to achieve 
this in at Trust level and requires a relentless commitment in day to day delivery of essential safety 
procedures, checks and actions. This, coupled with demonstrable learning and quality improvement, 
provides the bedrock for a good rating. 

5.2 Prior to the opening of Brunel the Trust had established an ongoing ward based quality review approach 
known as NQAT (Nursing Quality Assessment Tool) but this has not been in place since that time. We 
are currently looking at the best way of delivering something similar and ensuring that these play a role 
alongside other ongoing safety checks to drive assurance and improvement work. 

5.3 More widely, strong clinical governance is an essential core requirement and an improvement 
programme that will take both the CQC actions from the last inspection and the findings of an external 
review conducted by GE Healthcare earlier in 2018 is about to commence. The programme content is 
currently being refined and will drive improvements in corporate and divisional clinical governance, 
working hand in hand with divisional leadership teams and governance leads. 
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6. Well Led & Use of Resources Domains

6.1 The CQC inspection regime has two other ‘corporate’ focused domains – ‘Well Led’ (as previously) and 
now ‘Use of Resources’ (new for 2018). The Trust’s approach to these is as follows; 

6.2 Well Led Domain – CQC Meeting 
Following completion of the inspection report and Action Plan for the 2017 inspection a review meeting 
was completed with Mary Cridge, Head of Hospital inspection, CQC and the Trust’s local inspector, 
Marie Cox on 11th June 2018. This was helpful in clarifying the basis of conclusions reached for the 
Trustwide ‘Well Led’ section of the inspection and to support good preparation for the next inspection. 

The Trust Secretary is leading on a refreshed self-assessment against the ‘Well led’ Key Lines of 
Enquiry, with the board and supported by the Associate Director of Quality Governance in key 
overarching clinical governance that fed into this assessment. This work will include consideration of the 
approaches undertaken at other organisations. 

Key outputs from this are currently envisaged as follows; 
• Mid December 2018 – first review at Executive Team meeting
• Jan 2019 – Quality Committee (as part of overall CQC update).
• Jan 2019 – QRMC (part of overall CQC update).
• Early 2019 – progress tender for required 3  -yearly external Well Led review
• April/May 2019 – external review conducted.

6.3 Use of Resources Domain 
A new Use of Resources (UoR) domain has been added to every Trust’s inspection framework following 
the conclusion of a national consultation early 2018. The UoR rating will be determined by NHS 
Improvement and ‘signed off’ for inclusion as part of our CQC rating. It ranks equally alongside the 
existing 5 domains.  

The ‘Trigger’ for timing of the review will be the Provider Information request (PIR) instigated by the 
CQC as part of the overall inspection preparation. NHSI will also get in touch with the trust’s CEO too, 
with the UoR assessment usually completed BEFORE the Well Led review – giving at least one month’s 
notice of an upcoming assessment. 

There are 5 key areas of review, each of which has a number of subsidiary Key Lines of Enquiry 
(KLOE) in a similar format to the other 5 domains. The areas are; 

• Clinical Services
• People
• Clinical support services
• Corporate services, procurement, estates and facilities
• Finance

The approach to reviewing this new framework and ensuring the Trust is fully prepared for the 
evaluation, is being led by the Director of Finance and supported by the PMO in pulling the data and 
overall framework together. The planned timelines for this work are; 

1. 15th October 2018 – first Exec team quarterly update against the Model Hospital Metrics.
2. 22nd October 2018 – Initial self-assessment and gap analysis against the Use of Resources Key

Lines of Enquiry (KLOEs).
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3. At the Executive Team meeting the next steps and timings for TMT and board review will be agreed,
along with the links into the GIRFT programme and business planning process.

7. KPMG Internal Audit of CQC Compliance

7.1 The September Quality & Risk management Committee reviewed an internal audit report 
issued by KPMG and approved by the Trust following their inspection of CQC compliance 
within the Women’s & Children’s and Critical Care services.  

7.2  The overall rating was “Partial assurance with improvements required,” particularly for 
MCA/DOLS and for some aspects within Women’s & Children’s services. The Intensive 
Care Unit compliance was viewed as good during the review. 

7.3 No high priority recommendations were raised. There were 12 medium priority 
recommendations and 5 low priority recommendations. Responses were obtained from the 
clinical leads relevant to each one with action dates to deliver the improvements agreed. 

7.4 The leads are responsible for delivering assurance that actions have been implemented and 
this will be followed up by the Internal Auditors as part of their follow up process. In advance 
of that we have cross-referenced these with the existing CQC Action Plan from the 2017 
inspection and considered their inclusion within the development of a new ward 
accreditation process. 

7.5 Actions will be tracked internally and progress reported to KPMG as part of their ongoing 
audit follow up process, which has oversight via the Trust’s Audit Committee. 

8. Recommendations

8.1 The Trust Board is requested to; 

• Review progress in delivering the CQC Action Plan submitted following the 2017 inspection
report publication, noting the planned actions to address the currently outstanding actions.

• Note the feedback provided from the most recently conducted ‘monitor’ visits by the CQC
looking at Urgent & Emergency Care & Medical Care & Diagnostic Imaging service lines.

• Review the outline plans for a more proactive assurance and improvement approach to
support the Trust objective of achieving a ‘Good’ rating when next inspected.

• Review the plans and timescales set out for self-assessment, gap analysis and actions in
relation to the Well Led and Use of Resources domains.

• Note that the outcomes of the annual KPMG Internal Audit of CQC compliance have been
reviewed at the September Quality & Risk Management Committee and will be tracked
through the Internal Audit follow up process and Audit Committee.
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Mrs Andrea Young
Southmead Hospital
Southmead Road
Bristol
BS10 5NB

13 July 2018

Follow up letter – CQC monitor visit of medical services and the emergency
department

Reference number: ENQ1-5476428532

Dear Mrs Young,

We write to you to provide a summary of the CQC monitor visit to the medical
services and the emergency department on 4 July 2018. During this visit we spoke
with managerial, nursing and medical staff, had a tour of three medical wards at
Southmead Hospital and conducted two focus groups.

We would like to thank you for the time and effort your staff put in to facilitate the
visit. Everyone we spoke with was kind, friendly and proud of their service.

We spoke with the senior team within medical services who described in detail
the changes that had occurred since the last CQC inspection in November 2017
and the impact these changes were having on staff morale and wellbeing. They
discussed that because of the hard work put in by everyone at all levels, that the
hospital was experiencing the first ‘summer’ in years. They were proud to 
demonstrate to us that although activity levels were higher than they had been 12
months previous, the hospital was in a better position. Including not using one up
and two up beds on wards or using interventional radiology for several months.
They were clear that most of these gains were attributed to the hard-working staff
on the wards and the changes in attitude and mindset demonstrated over the last
six months.

Care Quality Commission
Citygate
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They discussed initiatives that were ongoing in the hospital and the impact these 
had on patient flow and experience. This included a frailty service in ED and 
direct access to 32a and Elgar wards to promote fast turnaround of patients 
which was having a positive impact on length of stay. However, recognised that 
staff vacancies were still a challenge to the division. 
 
This was corroborated in a medical service focus group where 17 nursing staff 
and one doctor attended. We spoke about the challenges of staffing in the 
hospital and the impact this had on patient discharge and ultimately patient 
experience. We discussed the impact that having an extra nurse on some of the 
wards overnight had on the flow the following morning. However, staff were 
confident that the appointment of a staff retention nurse was going to have a 
positive impact on the staffing situation. We also discussed the positive impact 
recruitment events were having. 
 
We also discussed how the hospital “felt different” and better than it has done for 
a long time. Staff commented that they felt more uplifted, positive and had 
capacity to begin to think about innovation and improving how they work, rather 
than fighting against ongoing operational pressures.  We discussed the impact 
the PERFORM workstream was having on staff and described the behavioural 
changes it promotes as “contagious”. 
 
We appreciated the challenge on our methodology and processes by one of the 
medical staff following the focus group. It was a refreshing conversation and we 
will take learning away from what was discussed to plan future inspections.  
 
We also spent time on Elgar Ward one and spoke with the matron and one of the 
two ward sisters. They were keen to show us what they were doing to enrich 
patient’s experiences on the ward and enhancing their recovery until they were 
ready to be discharged. We were told about how the dining room was used as a 
memory café and was used by the arts team to engage patients into being more 
active. We were told about the use of photos on the walls based on patient’s 
interests acted as positive stimulation and a reminiscence tool. We were told of 
the good work the healthcare assistants are doing in their role as activity 
coordinators and the positive impact they were having on patient’s wellbeing. 
Also, of the time school children came to the wards to spend time with patients. 
 
We were told about the plans for a potting shed, an interactive projector, and an 
internet cafe to enable more activities and engagement. 
 
We spent time on wards 27b and 32a where we discussed the impact that 
PERFORM was having on flow and the improvements made to the board round 
and discharge processes. There was a clear focus on multidisciplinary working 
during board rounds and a proactive approach to discharge. We also discussed 
the winter plan and how feedback and learning was being used to develop this 
year’s plan.  
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Finally, we spent time with the ED team where we discussed the impact that
having beds in the hospital is having on flow through the emergency department
and recognised the successes around this. We discussed how there was still
crowding in the department, but this was due to patients waiting to be seen rather
than patients waiting for a bed. Staffing remained a concern in the emergency
department, particularly for medical staff to maintain a consistent service
overnight. The rollout of the electronic records was described as “amazing” and 
we were told about times where discharge letters had been sent before the
patient had left the department because of this. We were told about how
adjustments were being made to support patients living with dementia and
learning difficulties such as the dementia cubicles and the plans for the sensory
room.

We spoke with nine staff in the ED focus group. Staff described a positive
working culture in the department and how the team had developed and
embedded since the move from the old hospital sites. They described how
positive teamworking was building resilience and how proud they were to work
for a high performing department. We discussed the challenges of “walking on a 
tightrope” in the emergency department with the challenges of managing patients 
with ill mental health and spikes in activity. We were also told about a project
ongoing in the department to develop patient information for ED patients to set
realistic expectations and to describe processes in the department. This included
a patient focus group to seek feedback on the effectiveness of this project

We would like to thank you and your team again for facilitating the visit. We are
looking forward to the next visit at Southmead Hospital.

This visit does not replace any published reports nor does it replace any
ongoing regulatory action against the trust. This visit was for our
information to enable CQC to monitor services.

Yours sincerely

Carl Crouch
Hospital Inspector
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Mrs Andrea Young
Southmead Hospital
Southmead Road
Bristol
BS10 5NB

10 September 2018

Follow up letter – CQC monitor visit of the diagnostic imaging department

Reference number: ENQ1-5731884050

Dear Mrs Young,

We write to you to provide a summary of the CQC monitor visit to the diagnostic
imaging service on 30 August 2018. During this visit we spoke with managerial,
radiographer and medical staff, had a tour of the department and conducted a
focus groups.

We would like to thank you for the time and effort your staff put in to facilitate the
visit. Everyone we spoke with was kind, friendly and proud of their service.

We spoke with the senior team within diagnostic imaging service who described
in detail how proud they were of their staff and the recognition of the hard work
they put in to deliver a service. The managers described how they felt part of the
wider hospital, with regards to service development, and how the benefit of
designing a department fit for purpose has improved the patient pathway and
outcomes. There were clear governance processes in place to escalate concerns
and disseminate information appropriately.

However, the management team recognised the impact that continual increased
activity was having on their ability to deliver a timely service. They discussed how
efficiencies gained through pathway development and by the hard work on the
ground meant that the patient felt little impact of this. We were shown positive
data identifying continual compliance with performance targets in MRI, CT and
ultrasound.
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Although this was not the focus of the visit, the managerial team spent time
talking with us about the utilisation of interventional radiology. They discussed
how they had been involved in the management of risks and how they had
contributed to the winter plan. They also described how interventional radiology
was high on the agenda of the executive team.

We had a tour of the department which highlighted to us how some of these
efficiencies described above made a difference to patient care. For example, in
the design of the emergency department imaging department. We also spent
time with the porter team during this tour who discussed the challenges and the
rewards for working within a demanding service. We were also shown the
development in patient information available in the waiting room on the television
screens.

We had a focus group which staff from all modalities and supporting functions
attended. They were an engaged group who demonstrated a caring nature
towards each other and their patients. It was good to see how a few questions
from us prompted discussion between themselves and raised ideas to improve
the service further. They discussed how they found the pace of work which was
expected of them challenging and described an element of goodwill to ensure a
consistent service. We discussed the role of the imaging support worker in detail,
and the impact they can have on the patient experience.

Most staff in the focus group raised concerns about unrealistic expectations set
by other services such as in primary care. There was also a concern around the
lack of development for radiographer staff which has led to staff leaving for other
hospitals to develop their careers. This included progression into modalities and
radiographer led reporting. Additionally, there were concerns raised about how
isolated some of the radiographers felt and how lessons could be learnt from
others more efficiently. They felt that this isolation meant change took longer to
embed.

However, staff felt positive about a recent consultation on senior staffing roles in
the modalities, and felt that they had been listened too.

We would like to thank you and your team again for facilitating the visit. We are
looking forward to the next visit at Southmead Hospital.

This visit does not replace any published reports nor does it replace any
ongoing regulatory action against the trust. This visit was for our
information to enable CQC to monitor services.

Yours sincerely
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Carl Crouch
Hospital Inspector
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Report Author & 
Job Title 

Carole Tookey, Deputy Director of Nursing 

Executive/Non-
executive Sponsor 
(presenting) 

Helen Blanchard, Director of Nursing 

Purpose: Approval/Decision Review To Receive 
for 
Assurance 

To Receive 
for 
Information 

X 

Recommendation: • Assurance regarding current position against the
expectations and actions o f  t h e  NQB expectations,
NICE guidance and self-assessment of the NHS
Improvement recommendations.

• A review of all divisional ward skill mixes was
undertaken in July/August 2018. This review, led by the
Interim Director of Nursing, was to understand the
baseline staffing position across the wards and clusters
and will be followed up again in the next few months.
This follow up deep dive, will seek further assurance
about funded establishments, rosters, spend and the
practice of rostering temporary staff

Report History: • Six monthly Safe Staffing report, last presented to Trust
Board in February 2018

Next Steps: • Six monthly update

Executive Summary 
This paper has reviewed the approach North Bristol NHS Trust takes to manage safe 
nurse staffing. This includes the triangulated approach of the NQB expectations (July 
2016) for safe staffing and has demonstrated the outcomes of the actions which have 
progressed over the past 6 months. Current actions to support recruitment and 
retention and how staffing is managed daily to support safe and quality patient care is 
also included. The further embedding of the Model Hospital benchmarking into practice 
via the Nursing and Midwifery Workforce Group will continue to identify opportunities to 
bring costs back into line with funded budgets.  
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Strategic 
Theme/Corporate 
Objective Links 

• Be one of the safest trusts in the UK
• Treat patients as partners in their care
• Create an exceptional workforce for the future

Board Assurance 
Framework/Trust Risk 
Register Links 

Effective nurse staffing directly impacts on the direct 
delivery of safe and quality patient care and experience 

Other Standard 
Reference 

CQC Regulation 18: Staffing  
Impacts on all regulations associated with quality and 
patient care 

Financial implications Nil at present:  

Revenue Total 
£’000 

Rec 
£’000 

Non 
Rec 

£’000 
Income 

Expenditure 

Savings/benefits 

Capital 

Other Resource 
Implications 

Recruitment of sufficient band 5 Registered Nurses to fill 
the vacancy deficit 

Legal Implications 
including Equality, 
Diversity  and 
Inclusion Assessment 

• EDS2 Improved patient access and experience and
represented and supported workforce

Appendices: Nil 

1. Purpose

The purpose of this paper is to provide the Board with a 6 monthly report on Nursing and 
Midwifery staffing and to provide assurance that the Trust has a clear validated process 
in place for monitoring and ensuring safe staffing in line with current national 
recommendations.   

2. Background

Following the Francis report, the National Quality Board (NQB) published
guidance that set out the expectations for safe nursing and midwifery staffing,
in order to deliver high quality care and the best possible outcomes for patients.
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The Lord Carter Review (2016) highlighted the importance of ensuring that 
workforce and financial plans are consistent in order to optimise delivery of clinical 
quality and use of resources.  

The National Quality Board (NQB) publication Supporting NHS providers to deliver the 
right staff, with the right skills, in the right place at the right time: Safe, sustainable and 
productive staffing (2016) outlines the expectations and framework within which 
decisions on safe and sustainable staffing should be made to support the delivery of 
safe, effective, caring, responsive and well-led care on a sustainable basis. 

Over the last 9 months, as part of a suite of specialty resources which underpin the 
overarching NQB staffing improvement resource, NHS Improvement have released Safe, 
Sustainable and Productive Staffing Improvement resources for:  

• Adult Inpatients in Acute Care (January 2018)
https://improvement.nhs.uk/documents/584/FINAL_Adult_In-patient_Safe_Staffing.pdf

• Maternity Services (January 2018)
https://improvement.nhs.uk/documents/1353/Safe_Staffing_Maternity_final_2.pdf

• Urgent and Emergency Care, June 2018)
https://improvement.nhs.uk/documents/2972/Safe_Staffing_UEC_FINAL_18_JUNE_2018L.pdf

• Neonatal Care (June 2018)
https://improvement.nhs.uk/documents/2978/Safe_Staffing_Neonatal_FINAL_PROOF_27_June_2018.pdf

2.4 The adult inpatient resource builds on the National Institute for Health and Care 
Excellence (NICE) guidelines on safe staffing for nursing in adult inpatient wards, and is 
informed by NICE’s comprehensive evidence reviews of research, and subsequent 
evidence reviews focusing specifically on staffing levels and outcomes, flexible staffing  
options and shift work. 

2.2 In February 2018, NHS Improvement shared with North Bristol Trust information 
designed to support CIP delivery by providing direction to where the most material 
efficiency opportunities for the Trust may exist. The ‘potential productivity opportunity’ 
has been derived from the Model Hospital comparing the Trust with selected peer Trusts. 
The opportunities that are discussed will be picked up through the Nursing and Midwifery 
Workforce Group. 

3. NQB Expectations:  A Triangulated Approach to Staffing Decisions

The NQB three expectations (right staff, right skills, right place and time) support
an approach to determining safe staffing levels based on patients’ needs, acuity
and risks, monitored from ‘ward to board’.  This triangulated approach to staffing
decisions, rather than making judgments based solely on numbers or ratios of staff
to patients, is supported by the CQC.

NQB Expectation One: Right Staff (Workforce Plans)
A review of all divisional ward skill mixes was undertaken in July/August 2018.
This review, led by the Interim Director of Nursing, was to understand the
baseline staffing position across the wards and clusters and will be followed up
again in the next few months. This follow up deep dive, will seek further
assurance about funded establishments, rosters, spend and the practice of
rostering temporary staff. Actions are already being undertaken to ensure the
delivery of safe staffing whilst also working to deliver this within funded budgets.

The methodology used for these reviews includes patient acuity (completed 3
times per day), professional judgment, ward quality metrics and the national
resource tools available and evidence based guidance from Royal Colleges
including the Royal College of Nursing.  The Trust also compares local staffing
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with metrics available from an appropriate peer group within the Model hospital 
dashboard, recognising that the specific ward design for the Brunel Wards also 
needs to be appropriately benchmarked.  

In line with all Trusts, NBT reports Care Hours per Patient Day (CHPPD) on a 
monthly basis.  CHPPD is calculated by adding the total monthly hours worked of 
registered nurses and health care assistants on the rosters (which includes the 
hours delivered by temporary staff) divided by the total patient bed days (sum of 
the patient count at midnight accumulated over a month). Table 1, below, shows 
our July 2018 position taken from the Model Hospital and demonstrates a position 
above the national average and in the top quartile. This currently conflicts with our 
internal data and a piece of work is in progress to understand this position and will 
be reported through the Nursing and Midwifery Workforce Group. 

Table 1: CHPPD comparison, nationally (blue), peer (grey) and NBT in (black). 

The Model Hospital also uses a measure called Weighted Activity Unit (WAU) which 
shows the Trust spend on Nursing and Midwifery staff, based on ESR data (so 
excludes temporary staffing costs), compared to the total NHS clinical activity provided 
by the Trust within the 2016/17 financial year (last year available). Table 2 shows the 
NBT position which shows us just above the lowest quartile (lower being more cost 
efficient). This position is reflective of the ongoing vacancy position.  
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Table 2: WAU based on 2016/17 financial position, NBT (black), national (green/red), 
peers (grey). 
 
Divisional Changes and Escalation 
As a consequence of the February 2018 Safe Staffing paper, a number of skill mix 
changes were agreed and funded from April 2018. An ongoing challenge over the past 
6 months has been the safe care and experience of additional patients, either in 
agreed escalation beds or for short periods in ED/AMU corridors.  Each day, any 
additional staffing requirements to support this, are assessed and approved by the 
identified Head of Nursing along with the Director/Deputy Director of Nursing.  
 
Other areas of bed escalation used are:  
 

• Interventional Radiology in Core Clinical Services – They are funded to be 
opened at the weekends during the winter of 2017/18.  The staffing is assessed 
in line with NHSI guidance and professional judgement. Whilst this location has 
been used less in the summer of 2018, 10 of the 18 bed spaces are made 
available in OPEL 3 escalation. 

 
• Medirooms in ASCR - Escalation beds are included in Trust escalation model, 

with additional beds becoming available and staffed appropriately as the 
hospital escalation model increases.   

 
 NQB Expectation Two: Right Skills 

 
Mandatory Training, development and education 
The Trust is committed to ensuring that clinical staff have the appropriate training and 
the right competencies to support the models of patient care within services.  The 
clinical Induction programme was further reviewed in September 2017 ensuring the 
relevant level of training is provided and where possible this has been completed in the 
clinical area where the member of staff will be working.   
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Working as a Multi Professional Team 
The Trust has demonstrated a commitment to investing in new roles and skill mix 
reviews which enables registered nurses to spend more time to focus on clinical duties 
and decisions about planning and implementing nursing care.  

The 2015 Shape of caring report recommended changes to education, training and 
career structures for registered nurses and care staff, in light of this NBT has continued 
with the development of its workforce in support of this report.  Assistant Practitioner 
roles have been well embedded within NBT and the role is continuing to be developed 
throughout the hospital with a number using it as a stepping stone into further 
education to commence degree level nurse education. 

In April 2017 the Trust as part of the Bristol, North Somerset and South 
Gloucestershire Sustainability and Transformation Plan along with Bath commenced 
as a pilot site for the National Nursing Associate role with ongoing recruitment for 
programmes starting in 2018/19. 

The NHS Improvement Resource recommends taking account of the wider 
multidisciplinary team who may or may not be part of the core ward establishment 
including allied health professionals, advanced clinical practitioners, administrative 
staff and volunteers.  It is recognised that the range of specialist and advanced 
practitioners at NBT provide expert advice, intervention and support to ward based 
teams, along with the ‘link nurse‘ model which is in place for certain specialties e.g. 
Tissue viability, Diabetes.   

The delivery of high quality care depends on strong and clear clinical leadership, and 
well led and motivated staff.  In order for this to be achieved at ward level the sisters 
are supervisory, this enables them to be visible to patients, staff and visitors and to 
work alongside staff as role models, monitor performance and deliver training.  It has 
been very challenging to maintain this particularly within the Medical Division when 
they have been required to work clinically to support their wards when there is a 
shortfall of nursing staff.  The administrative requirements of the role are supported by 
a ward administrator working across 3 wards.  

A new programme to pilot the roles of Occupational Therapists and Physiotherapists to 
supplement the band 5 ward workforce is being developed after being successfully 
implemented at the RUH.  

Following NHSI support, a programme to implement the Advanced Care Practitioner 
(ACP) role into NBT is in development. This brings a blended approach to senior 
clinical decision makers into Urgent and Emergency care to support vacancies in the 
medical rotas. These practitioners can be a blend of nurses and therapists trained to 
Masters level and undertaking an approved Royal College of Emergency Medicine 
competency programme supervised by our consultant colleagues. Whilst this 
programme is in its infancy and will not release qualified practitioners for a number of 
years, it has been shown to have a positive impact on locum doctor spend and 
continuity of care in other Trusts in the country. Recruitment of qualified ACPs to 
support care delivery will be initiated shortly. 

Recruitment and Retention  
Over the past 6 months there has been a continued focus in the activity of both 
Registered and Unregistered Nurse recruitment including:  
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• Open days for Registered Nurses, these are well led by the Divisions and
enable the opportunity for staff to be shown around wards and departments
and to be interviewed and offered posts on the day

• Specialist Divisional adverts
• Support from Cohesion (an external company) in the recruitment of both

unregistered and registered nurses to address the vacancy gap
• A Business Case for International Recruitment is being progressed to address

the vacancy gap in the band 5 workforce

Each Division has a detailed understanding of their vacancies and they track both 
recruitment and turnover closely to ensure that they are proactively recruiting and 
positively impacting on retention of existing staff.  Additional recruitment resource is in 
place in ASCR given the ongoing use of agency staff in Theatres, Medirooms and 
Intensive Care to support the filling of vacancies and retention of staff.  Medicine have 
recruited a Matron into a fixed term post to focus, not only on recruitment but retention 
of existing staff and facilitating movements within the division by request. 

There is a Trust Wide Retention Steering Group in place with agreed actions and a 
number of ongoing projects in place supported by senior nurses, People Partners and 
managers, which reports to the Workforce Committee.  

NQB Expectation Three: Right place and time 

Each month the Trust submits the ward planned and actual staffing levels including Care 
Hours Per Patient Day (CHPPD) via Unify. The nursing and midwifery fill rates (showing 
the percentage of unfilled shifts) and CHPPD (internal data) for the Trust for the past 6 
months can be viewed in Table 3 . 

Feb-18 Mar-18 Apr-18 May-18 Jun-18 Jul-18 Aug-18 
RN Day 96.1% 94.9% 96.6% 97.1% 94.0% 91.5% 90.1% 
HCA 
Day 103.5% 101.9% 106.1% 102.8% 105.5% 103.2% 100.6% 
RN 
Night 99.1% 98.1% 99.2% 98.5% 96.7% 95.8% 94.9% 
HCA 
Night 111.0% 109.9% 114.5% 113.8% 115.6% 109.1% 107.7% 
CHPPD 8.7 8.6 8.8 9.2 9.2 8.8 8.6 

Table 3: Fill Rates and CHPPD for last 6 months 

When there is a shortfall of registered nurses, on occasions unregistered staff are 
being utilised to ensure safe staffing. In addition the greater than 100% fill rates in 
HCA numbers are due to additional Healthcare Assistants utilised to provide 
enhanced care.  

Managing staffing on a daily basis 
NBT uses the Safe Care live Acuity tool available on Health Roster to ensure that there 
is an appropriate system and process in place for the safe deployment of staff and to 
manage the organisational staffing resources on a day to day basis.  Twice daily safe 
staffing meetings occur between Divisions, overseen by a Head of Nursing for the 
week, where real time data of actual staffing levels and patient acuity can be viewed 
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and staff redeployed as required. A Safe Staffing SoP, currently in final draft format, 
has been developed which articulates the process and standard approach utilised to 
manage safe staffing across the divisions on a daily basis. 

The sunburst, table 4 below, is an example of one element of the information that is 
utilised, triangulated with staffing numbers and professional judgement. Safe Care 
works by taking the planned hours from the rota including any extra shifts filled and 
balances this against the Acuity and Dependency census period and results in a rating 
based on the utilisation of these 2 figures. This ranges from dark green where the 
acuity and dependency matches the hours available on the roster, to light green, 
amber and then red, which identifies a significant deficit in required hours and places 
the area as high risk. The staffing meetings assess this level of risk and move staff 
between clinical areas to balance the risk across the organisation.  

Table 4: An example of the Safe Care Live Wheel 

Efficient employment minimising agency usage 
NBT has clear plans in place and is working towards an ongoing reduction in the use 
of agency nursing staff in line with the NHS Improvement agency rules.  Non-
framework agency nurse approval is via the Director and Deputy Director of Nursing or 
on call Executive out of hours. 

The monitoring of temporary staffing fill rates is undertaken by the Heads of Nursing to 
ensure that there is no negative impact on patient care and safety.  All staff are 
encouraged and supported to complete incident forms if they have any concerns 
regarding safe staffing.  In November 2017 across BNSSG the use of a neutral vendor 
was implemented in order to further reduce agency spend through improved pay rates 
below the NHSI cap, with framework agencies.  This is being closely monitored by 
Executive level leads across BNSSG as the current arrangement is not meeting the 
demand to support the vacancy position or the pay position, where agency registered 
nurses are being paid below NHSI the price cap. 
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Table 5 and 6 (below) taken from dashboard produced by Geometric Results 
International (GRI) who are the neutral vendor for agency supply, demonstrates that a 
large volume of the agency supplied to the Trust is in Tier 3 and 4 with 76% of the 
Trust’s agency usage being above the NHSI agency cap. This contrasts with 
performance at other local acute Trusts where at the RUH this is 30%, UHBristol 50% 
and at Weston 56%. A meeting to further explore this will be arranged with GRI led by 
the Interim Director of Nursing and also discussed at the strategic meeting next week. 

Table 5: NBT Agency hours by Tiers (tier 1 is cheapest) 

Table 6: Agency hours supplied above agency cap (the legend on the above graphs is 
incorrect – shows dates rather than tiers) 

The recruitment of both registered and non-registered nurses to the temporary staffing 
bank continues and staff, who are supported by the Clinical Lead to ensure new 
starters and existing staff are supported with revalidation and maintaining of high 
professional standards. 

Feedback  
Current analysis of patient feedback is via complaints, concerns, letters of appreciation 
and friends and family feedback.  Staff are encouraged to report unsafe staffing 
incidents via electronic reporting, the use of the ‘happy app’ in certain areas and via 
the ‘Freedom to Speak up Guardians’.    

Gynaecology - Cotswold Ward 

9 



Cotswold Gynaecology Ward is currently staffed for 19 beds.  It also has a 10 bed Day 
Case unit, with the majority of gynaecology procedures being performed as a Day 
Case or in Outpatients.  In times of escalation within the Trust, a number of beds are 
made available. The number of beds is yet to be agreed and dependent on the current 
bed modelling, to meet the increasing demands of maternity services and support the 
organisational winter plan. The ward is staffed according to the acuity and dependency 
of the patients.   

Breast and Urology surgical lists take place on a weekly basis in line with demand. 
The service provides a weekly afternoon Emergency Gynaecology Clinic in addition to 
ambulatory ward attendees either as a self-referral or referred by their GP. 

4. Risks to Safe Nurse and Midwifery Staffing

Although both registered and unregistered nurse recruitment has been substantial 
over the past 6 months, the high number of vacancies and the additional capacity 
beds across the Trust, it is still challenging to fill all of the vacancies with the current 
applicants.   

Vacancies remain the biggest risk to the delivery of a robust winter 2018/19 model for 
the organisation. The RN and HCA vacancies are included below in table 7 which was 
the ESR position at the end of August 2018. A pipeline of new starters are arriving over 
the next two months but this will still leave a gap between the current vacancies and 
funded WTE. 

Table 7: End of August 2018 Vacancies as WTE and as a % of each divisional 
Workforce 

The current risks on the Divisional risk registers are displayed in Table 8. The work to 
reflect the nursing workforce concerns as risks needs to be addressed and will be 
progressed over the next 3 months and reviewed through the governance of the 
Nursing and Midwifery Workforce Group 

Risk 
Number 

Division Risk Score Title 

212 Medicine 4 Elgar RN Staffing Gaps 
465 W&C 8 Summer Community Midwifery Staffing 
428 W&C 9 Maternity Sonography Service 
261 Medicine 9 HCA Vacancies impacting on care delivery 
299 W&C 15 NICU staffing gaps 
93 W&C 16 NICU staffing resulting in cot closures 
306 W&C 15 NICU RN specialist training 

Table 8: Divisional Risks related to Nurse Staffing 

Division Funded WTE RNs Vacancy WTE RNs % Vacant Funded WTE HCAs Vacancy WTE HCAs % Vacant

ASCR 690.9 103 15% 248.8 46.4 19%
Medicine 477.6 105 22% 387.9 43.3 11%

NMSK 203.1 34.6 17% 169.6 19.8 12%
W&C 282.5 Over 2.9 0 116.5 10.9 9%
CCS 47.7 6.8 14% 52.5 2.3 4%
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5. Conclusion

This paper has reviewed the approach North Bristol NHS Trust takes to manage safe 
nurse staffing. This includes the triangulated approach of the NQB expectations (July 
2016) for safe staffing and has demonstrated the outcomes of the actions which have 
progressed over the past 6 months. Current actions to support recruitment and 
retention and how staffing is managed daily to support safe and quality patient care is 
also included. The further embedding of the Model Hospital benchmarking into practice 
via the Nursing and Midwifery Workforce Group will continue to identify opportunities to 
bring costs back into line with funded budgets.  

6. Recommendations

This report has demonstrated to the Trust Board that the Annual assessment of nurse 
staffing in line with business planning and against the triangulated approach to staffing 
of the NQB expectations has taken place.   

The Trust Board is asked to note: 

1. Assurance regarding current position against the expectations and actions o f
t h e  NQB expectations, NICE guidance and self-assessment of the NHS
Improvement recommendations.

2. A review of all divisional ward skill mixes was undertaken in July/August 2018.
This review, led by the Interim Director of Nursing, was to understand the
baseline staffing position across the wards and clusters and will be followed up
again in the next few months. This follow up deep dive, will seek further
assurance about funded establishments, rosters, spend and the practice of
rostering temporary staff.
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Report To: Trust Board Agenda 
Item: 

3.2 

Date of Meeting: Thursday 27th September 2018 

Report Title: Sustainable Development Management Plan 2018-19 (SDMP) 

Report Author & Job 
Title 

Tanya Saker, Environmental Management System Coordinator 

Executive/Non-executive 
Sponsor (presenting) 

Simon Wood, Director of Estates, Facilities and Capital Planning 

Purpose: Approval/Decision Review To Receive for 
Assurance 

To Receive for 
Information 

x 

Recommendation: • Trust Board is asked to approve the annual Sustainable Development
Management Plan (SDMP).

Report History: • Trust Management Team – 21 August 2018
• Sustainable Development Steering Group

Next Steps: • The SDMP will be published on the Trust’s website
• Progress report to Trust Board expected March 2019

Executive Summary 
The SDMP reports progress on NBT’s aspiration to be a leader in the field of sustainable healthcare and 
sets out plans for the year ahead. This plan replaces the SDMP 2017/18. 

NBT is assessed on progress towards sustainable development by; 
• The Care Quality Commission within the inspection area of “well led” for which NBT was

highlighted for its SDMP in 2018. 
• The Clinical Commissioning Group within the requirements of the NHS Standard Contract
• Public Health England / NHS England (SDU) assessed annually by the sustainability content of

the Trust’s annual report (NBT is currently ranked 7th in the UK)
• National Sustainable Development Assessment Tool (SDAT) for which NBT has achieved 39%

Highlights from 2017/18 include recognition from the CQC praising good practice to improve healthcare 
sustainability, maximising use of our green spaces on site and many staff health and wellbeing projects. 

Last year the Trust spent £6.2 million on energy due to both increased energy costs and energy 
consumption, mostly as a result of extreme weather and associated increased demand. Plans for 2018-19 
include: energy efficiency improvements; undertaking a complete energy review linked with; the 
forthcoming STP-wide Climate Change Adaptation Plan and risk assessment; ensuring sustainability is 
incorporated in Trust business planning processes; updating the Travel Plan; preparing a Biodiversity 
Management Plan; delivering a recycling campaign in clinical areas and engaging our staff on 
sustainability through the Green Impact scheme. 

Please see the SDMP at appendix 1. 



Strategic Theme/Corporate 
Objective Links 

• Change how we deliver services to generate affordable capacity to
meet the demands of the future - Deliver the financial plan to achieve
an improved year end deficit of £18.4m

• Play our part in delivering a successful health and care system -
Contribute to the STP refresh and work with partners to agree plans to
restore financial balance to the BNSSG health system

• Create an exceptional workforce for the future - Improved scores
achieved in the staff survey in the health and wellbeing categories, so
that exceeding the average of all trusts

• Be one of the safest trusts in the UK - Achieve an overall CQC rating of
'Good'

Board Assurance 
Framework/Trust Risk 
Register Links 

• Risk of non-compliance with the NHS Standard Contract which requires
a Trust Board approved Sustainable Development Management Plan
(SDMP).

Other Standard Reference • Compliance with the National Sustainability Strategy (2014-2020)
• Compliance with the National Climate Change Adaptation Programme

(2018-2023)
• Compliance with Health Technical Memoranda 00-07
• Compliance with NHSI guidance on SDMP reporting (2018)

Financial implications • Costs associated with the delivery of the SDMP will be addressed
within separate business cases going forward.

• Sustainability measures over recent years have saved or avoided costs
of over £4.64M.

• Potential penalties for noncompliance with NHS Standard Contract

Other Resource 
Implications 

• The Sustainable Development Unit is resourced to manage the delivery
of the SDMP

• Additional resources required for specific work programmes within the
SDMP will be addressed within separate business cases going forward

Legal Implications 
including Equality, 
Diversity  and Inclusion 
Assessment 

• Compliance with legal obligations which include but are not limited to;
Climate Change Act (2008), Environmental Protection Act (1990), Civil
Contingencies Act (2004) and Public Services (Social value) Act 2012.

• The SDMP has been prepared in consultation with the Sustainable
Development Steering Group which includes a wide range of
stakeholders (staff, contractors, specialist advisors, stakeholders,
patient panel, trade unions and local community interest groups).

• The SDMP supports better health outcomes (for patients and staff) and
improved patient access and experience through various work streams
and individual projects outlined within the SDMP.

Appendices: • Sustainable Development Management Plan 2018-19 (SDMP) report
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Foreword 

As a healthcare provider North Bristol NHS Trust (NBT) recognises how important it

is for us to make sure we are committed to sustainability in everything we do. 

Sustainable Development is about embracing every opportunity to make a

difference environmentally, socially and financially to create an organisation that is

fit for the future and that support the well-being of our staff, our patients and our

wider community. 

 

To do this we know we need to reduce our impact on the environment recognising

that climate change will affect all of us.  We must also continue to improve our

efficiency and reduce waste to ensure we are building a really sustainable

organisation. 

 

This Sustainable Development Management Plan (SDMP) outlines the progress we

are making towards these goals and how we are embedding sustainable

development in NBT in line with the national benchmarking tool.  It showcases our

achievements for 2017/2018 and sets out our aspirations for the year ahead. 

 

The health and well-being of our staff continues to be a priority for NBT and in the

past year we have seen the social and environmental benefits of a number of

initiatives such as the herb garden, the lavender project, staff lunchtime walks and

numerous travel smart initiatives promoting active travel (e.g. roadshows, bike

maintenance sessions, and our staff bike loan scheme).  

 

We have made much progress towards a regional climate change adaption plan

and have delivered real financial benefits for the organisation from our re-use

initiatives such as  Warp-It ,an innovative programme to recycle wheelchairs and

the decision to make sure we carry out a sustainability assessment for all  capital

projects over £100,000. 

 

Looking forward to 2018/2019, we plan to build on this year’s success, expanding

our staff health and well-being programme to deliver exciting projects such as the

staff and patient allotment, green gym, and pathway to well-being map. We are also

taking significant steps to drive forward energy reductions through investment in our

carbon abatement programme 

 

 

 

 A n d r e a  Y o u n g   

Chief Executive

M i c h e l e  R o m a i n e  

Chair



Contents 

                                                            

1.  Introduction                  

2.  Drivers for Change                                   

3.  Our Vision                                      

4.  Governance                                  

5.  Communication and Engagement  

6.  Sustainable Development Assessment Tool (SDAT)   

7.  Key Areas of Focus                                  

    7.1  Corporate Approach                                 

    7.2  Asset Management and Utilities     

    7.3  Travel and Logistics                                 

    7.4  Adaptation    

    7.5  Capital Projects                                  

    7.6  Green Space and Biodiversity                 

    7.7  Sustainable Models of Care                            

    7.8  Our People                                                              

    7.9  Sustainable Use of Resources                                

           -  Energy                                                              

           -  Waste and Recycling                                         

           -  Anaesthetic Gases, Pharmaceuticals and  

              Medical Devices                                                                                

           -  Water 

           -  Fuel                                                                       

    7.10  Carbon Emissions                                                 

8.   Reporting                                                                       

9.   Risks and Opportunities                                              

10. Finance  

    10.1   Charitable Funds       

11. Key Performance Indicators                      

12. Contact us                                                                      

                                                   

        

                                          

1 

2 

3 

4 

5 

6 

7 

7 

8 

9 

10 

11 

12 

13 

14 

15 

16 

17 

 

18 

19 

19 

20 

23 

24 

24 

25 

26 

27 

 

                                                   

          



North Bristol NHS Trust (NBT) is one of the largest acute hospital trusts in the UK with an annual turnover

of £550 million and is a centre of excellence for health care in the South West. The Trust employs

approximately 7,860 staff and serves a local population of 911,000 people in the Bristol, North Somerset

and South Gloucestershire area.  

The Trust consumes a significant quantity of natural resources on a annual basis, with energy costs for

gas, electricity and oil exceeding £6,000,000 a year, with an additional £650,000 spent on

water and £700,000 on waste. The Trust also uses substantial quantities of petrol (fuel), food, paper and

numerous clinical products and pharmaceuticals. As a result, the Trust has a sizeable carbon footprint,

contributing to the effects of climate change and its associated impacts, both locally and globally.  

Climate change is described by the World Health Organisation (WHO)  as "the biggest global threat to

health facing the twenty first century". Defined as the change in climatic patterns largely attributed to the

increased levels of atmospheric carbon emissions produced by the use of fossil fuels, it is predicted to

increase the number of heat and cold related illness and deaths, increase the amount of food, water and

vector-borne diseases (e.g. malaria), increase incidences of skin cancers and sun burn, increase the

health impacts of respiratory disease from poor air quality and aero-allergens and likely bring about an

increase in mental health issues as a result of local social impacts.  

The Trust recognises this critical relationship between the natural environment, the impacts of climate

change, the wider determinants of health and the resulting increased demand on our services. By

embedding sustainable development we will mitigate our own contribution to climate change, as well as

adapting to the impacts of climate change across our sites and services to deliver a truly sustainable

healthcare service fit for the future.  

1. Introduction
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As a healthcare provider, the Trust is committed to protecting the natural environment for the benefit of

human health and to deliver sustainable healthcare.  Sustainable healthcare in the NHS is driven through

national and international policy, legislative and mandated requirements and healthcare specific

requirements from the Department of Health and NHS England.  

 

The Intergovernmental Panel on Climate Change (IPCC) and the World Health Organisation (WHO)

have laid forth very clear guidelines to ensure sustainable development is adopted into law, policy and

practice. These guidelines set out the need to mitigate and to adapt to the impacts of climate change in

order to realise the wider co-benefits for health.  

 

The importance of sustainable development is reflected within national legislative drivers and mandated

sustainability reporting within the public sector.  This is the case for the NHS through the NHS Standard

Contract, and in line with the HM Treasury Sustainability Reporting Framework and the NHS Estates

Return Information Collection.  

 

The Carter Report (2016) reinforced the need for action, highlighting the inefficient use of energy and

natural resources as a major concern which require attention. These areas of work are identified within the

NHS Sustainability Strategy (2014-2020) and laid out the requirements for all NHS trusts to have a Trust

Board approved Sustainable Development Management Plan (SDMP). 

 
 
2. Drivers for Change
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We aspire to be a leader in the field of sustainable healthcare through committed leadership,

innovation, culture change and system wide engagement and development. 

 

We are committed to embedding sustainable development across our sites and services as laid out

within our Sustainable Development Policy.  

 

We will deliver our Sustainable Development Policy commitments through our SDMP by; 

 
 
3. Our Vision

Maximising the environmental, financial and health opportunities

associated with sustainable development and the co-benefits to our

staff, patients and the local community. 

 

Valuing the importance of protecting our natural environment for the

benefit of the physical and mental health and well-being of our

community, now and in the future. 

 

Striving to improve staff and patient experience by moving towards more

sustainable models of care and workplace practices.  
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The Sustainable Development Management Plan (SDMP) is approved by Trust Board on an annual basis,

with a six monthly progress report submitted half way through the year. Sustainable development is

championed by the Trust's Chair Michele Romaine and Director of Estates, Facilities and Capital Planning,

Simon Wood. 

 

The executives chair the steering group which meets quarterly. The steering group consists of specialist

Public Health Advisers, Senior Management, our PFI partner and representatives from the local community,

Patient Panel and Trade Unions. The group drives forward the sustainable development agenda at the

Trust by setting objectives, reviewing progress and delivering assurance on a regular basis. 

 

The Sustainable Development Unit (SDU) is a small group of specialist advisors providing advice and

support across the Trust to assist in the delivery of sustainable development. The SDU sits within the

Sustainable Health and Capital Planning (SHCP) Service within the Facilities Division.  To further support

the delivery of the policy commitments, the Trust has an active network of Environmental Awareness Reps

(EARs) and Green Impact teams spread throughout the organisation to raise awareness, engage and

enthuse the wider workforce. 

NBT Trust Board 
 

 
Trust Management Team  

Sustainable Development Steering Group 
Directorate of Estates, Facilities and Capital Planning 

Sustainable Health and Capital Planning Service 
Sustainable Development Unit 

Environmental Awareness Reps / Green Impact Teams 
 
 

Trust Chair - Michele Romaine 
Executive  Director - Simon Wood 

 

 
 
4. Governance
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Our aspiration to be a leader in the field of sustainable healthcare requires

system-wide engagement and development through simple and effective

communication. This is achieved through a busy communications strategy

adopting various channels to communicate with staff and patients, notably

through our website and social media outlets, annual reports and numerous,

innovative engagement events and opportunities throughout the year such as;  

 

- NHS Sustainability Day  

- Clean Air Day (with University Hospitals Bristol NHS Trust) 

- Fairtrade Fortnight 

- Green Impact Awards  

- NHS Forest Conference 

- TravelSmart Roadshows 

- Bicycle maintenance sessions  

- Travel to Work Survey 2017/18 

- Cycle to work day 

- Weekly fruit and veg stall from The Community Farm  

- Southmead Hospital Lavender Project events 

- Staff lunchtime walks (2 x a week) 

- Insect hotel building with staff 

- Wildflower planting with staff and volunteers 

 

Some national events such as Clean Air Day are often celebrated in partnership

with our local NHS Trusts. During 2017, NBT and University Hospital Bristol

NHS Foundation Trust promoted the  "Switch off when you drop off" campaign,

encouraging patients and visitors to turn off their vehicle engines when idling on

healthcare sites in the city.  

 

The Trust recognises that encouraging our staff to take simple actions everyday

will deliver social, environmental and economic benefits for the Trust. These

simple actions and activities are promoted through the Trust's Green Impact 

Award Scheme which is now in its third year. Green Impact also promotes other

campaigns which deliver social (health) and financial benefits such

as  "Operation TLC", "Get Fit Take the Stairs" and "TravelSmart".   

 

Looking ahead, the Trust will be participating in the forthcoming Sustainable

Health and Care Week which is a new, national, week-long programme of

events  in June promoting various themes across the sustainability agenda. 

 
 
5. Communications and
Engagement
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The Sustainable Development Assessment Tool (SDAT) is the national bench

marking system on behalf of Public Health England and NHS England.  

 

The assessment determines progress against the implementation and delivery of

sustainable development across the health and care system.  SDAT replaces the

Good Corporate Citizen Assessment (GCCA) with a more streamlined system

aligned to the UN Sustainable Development Goals. 

 

The tool is designed to help the NHS and other health and care organisations

understand their work, measure progress and help create the focus of and action

plans for their management plans (SDMP).  

 

SDAT consists of ten modules which are assessed against four cross-cutting

themes; governance and policy, core responsibilities, procurement and supply

chain and working with staff. During 2017/18, North Bristol NHS Trust achieved

an overall score of 39%. 

North Bristol NHS Trust  SDAT Assessment 2017/18

 
 
6. Sustainable Development
Assessment Tool (SDAT)
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The Trust values the importance of protecting our natural environment for the benefit

of the physical and mental health and well-being of our community, including our

patients and staff, now and in the future.  

 

The Trust Vision recognises the great potential of our organisation by empowering our

skilled and caring staff to deliver high-quality, sustainable services in state-of the-art

facilities. The vision is delivered through our Trust Strategy throughout which sustainable

development is embedded.  Our Sustainable Development Policy was adopted by Trust

Board in 2017 and underpins the delivery of the strategy.  

 

The policy recognises the importance of sustainable development to ensure the efficient

use and delivery of our services and the prevention of avoidable illness to achieve a

healthy, resilient and sustainable healthcare service fit for the future. The policy commits

NBT to promoting health and well-being through the delivery of social, economic and

environmental sustainability. The policy also provides a framework to set objectives and

targets to enable the Trust to manage its impact on the environment and demonstrate

continual social, economic and environmental improvement. Progress against these

objectives and targets are reported within the Trust's SDMP. 
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7. Key Areas of Focus
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7.1 Corporate Approach 

This section outlines the Trust's progress against the key areas of the Sustainable

Development Assessment Tool (SDAT) in more detail. Each area is allocated a

percentage score which is provided in the top right hand corner of the page. See above

right.  

 

We have We will

Ensured responsibility and accountability for
sustainable development is clear at NBT. 
 
Reviewed our sustainability impacts and developed
an ambitious Sustainable Development
Management Plan (SDMP) to reduce negative
impacts and maximise benefits (as required by the
NHS Standard Contract). 
 
Reported SDMP key performance indicators to the
board  6 monthly encompassing the measurement
of areas such as social value, procurement, use of
resources, carbon and air pollution. 
 
Communicated our SDMP to staff, patients, visitors
and the local community. 
 
 

Ensure sustainable development and social value
are a material consideration in all business cases
through the requirement of Sustainability Impact
Assessments. 
 
Work with volunteers and other members of our
local community in the delivery of our sustainable
development objectives. e.g. working with the
Southmead Development Trust. 
 
TARGET: Deliver training for Environmental
Awareness Reps



 
55%

 
45% 55%

The Trust is committed to reducing the sustainability impacts from our

operational assets, buildings, critical infrastructure and equipment essential for

the smooth running of the Hospital.  

 

The Trust's Critical Retained Infrastructure Scheme Programme (CRISP) oversees the

replacement of these assets and equipment. Once installed, these assets are

maintained through the Planned Preventive Maintenance schedule (PPM). This is a

cyclic schedule used to manage maintenance activity with the objective of maintaining

safety, efficiency and keeping loss of service through break-downs or emergency

maintenance activity to a minimum. 

 

Currently, all critical infrastructure works in excess of £100,000 require a Sustainability

Impact Assessment (SIA) as part of the business case. These assessments identify

both the positive and negative sustainability impacts of the planned infrastructure

works (or equipment purchase) and mandate any sustainability mitigation or

enhancement opportunities as part of the decision-making process. Looking ahead,

we anticipate all business cases will require an SIA regardless of cost.  

 

As a result of the implementation of the SIAs, the Trust should begin to see

sustainability improvements across the Trust delivering more efficient equipment,

products and services and considering the full life cycle costs of any significant asset

purchase. Similarly, the Planned Preventive Maintenance schedule should be able to

focus on maintaining new energy efficient equipment, rather than trying to maintain

ageing assets which are no longer sustainable to run and at higher risk of failure.  

 

 
 
7.2 Asset Management and Utilities
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We have We will

Monitored our energy use across all sites over
time.  
 
Developed ways of generating our own onsite
renewable energy through solar PV, heat pumps
and biomass.  
 
Implemented significant sub-metering for electricity
within the Brunel Building to better help the
management of demand.  
 
Required all new capital projects business cases
undertake a Sustainability Impact Assessment.  
 
 
 

Develop plans to reduce our energy demand and
to improve energy efficiency.  
 
Require all business cases going forward
undertake a Sustainability Impact Assessment 
regardless of cost.  
 
TARGET: Have a clear policy and process for
our estates strategy that clearly
demonstrates our commitment to
sustainability.  
 
 
 
 



The Trust is committed to reducing the impacts of our travel and transport.  

 

Active travel plays a significant part in both reducing traffic on the roads whilst also

promoting health and wellbeing through exercise and improving local air quality.  

 

The Trust runs the TravelSmart scheme aimed at encouraging staff, patients and visitors

to travel sustainably where they can. TravelSmart promotes cycling, walking, public

transport and lift-sharing as alternative ways to travel to work. 

 

Towards the end of  2017/2018, the Trust commissioned a scoping report from Lift

Share to identify staff commuting hot spots and opportunities for cycling, walking and

car-sharing. The data collected will be used to inform the Trust's Travel Plan, due to be

updated during 2018/2019. 

 

Next year will see the launch of a Trust-wide lift share campaign, to enhance the Trust's

aspirations to achieve the Travel West Gold Accreditation Award. The Trust will also be

installing 6 electric vehicle charging points with the capacity to charge 12 cars onsite.  

 
58%

 
42%

58%

 
 
7.3 Travel and Logistics
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We have We will

A Sustainable Travel Coordinator who is supported
with training, access to CPD events, and local /
national forums for sharing best practice.  
 
Delivered 6 TravelWest Roadshows promoting
sustainable travel options in the region.  
 
Provided 24 Dr Bike maintenance sessions, for
staff. 
 
Undertaken 190 staff travel plans to help staff get
to work more sustainably.  
 
Carried out a patient and visitors travel survey. 
 
Run a sustainable travel photography competition. 
 
Participated in the TravelWest  travel to work
survey 2018. 
 
Published a "Let's Walk North Bristol" map to
promote walking from the surrounding areas to and
within our site. 
 

Install 12 electric vehicle charging points at
Southmead Hospital. 
 
Extend the provision of personal travel plans to
patients and visitors. 
 
Deliver 24 Dr Bike maintenance sessions
throughout the year. 
 
Promote lift sharing as part of national lift share
week. 
 
Expand "Let's Walk North Bristol" to the wider
Southmead area.  
 
TARGET: Review and update our Travel Plan
to include targets for electric vehicle
infrastructure and charging, public transport
monitoring and use, centralisation and
electrification of NBT fleet.  
 
 
 
 
 



The Trust is committed to adapting to the impacts of climate change by

working to deliver a healthy, resilient and sustainable healthcare system ready

for changing times and climates.  

 

During 2017/18,  the Trust has been working with regional Sustainability and

Transformation Programme healthcare partners to develop a joint Climate Change

Adaptation Plan. The plan identifies the shared risks and opportunities in our region,

including the anticipated health impacts and serves to prioritise actions and deliver

shared opportunities to achieve regional benefits.  

 

The plan sits within the wider Bristol, South Gloucestershire and North Somerset

STP Estates Group and aims to reduce our combined impact on the environment,

reduce our organisational running costs, ensure our business continuity plans are in

place and reduce health inequalities.  

 

North Bristol NHS Trust has already implemented a number of schemes on site to

promote adaptation through sustainable design and infrastructure, notably through

the development of the Brunel Building which includes sustainable urban drainage

and energy efficient design. The Trust has also been working to promote patient and

staff resilience through health and wellbeing via the provision of access to high

quality green space and the natural environment. 

 

Consideration is also given to the secondary impacts of climate change, such as the

effects of severe weather on our infrastructure, supply chain and vital resources

such as medical equipment, water, energy, fuel and food to ensure continuity of

service in times of scarcity. 

 
55%

 
45% 38%

 
 
7.4 Adaptation

Ensu 
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We have We will

Developed local protocols aligned to national heat
wave plans and cold weather plans in relation to
the Civil Contingencies Act, Climate Change Risk
Assessment and National Adaptation Plan.  
 
Developed a draft Climate Change Risk
Assessment (CCRA) to highlight risks to continuity
and resilience of supply, which is reviewed
annually.  
 
Prepared and trained our workforce to deal with
different extreme weather scenarios such as staff
know how to keep clinical and ward areas cool in
the event of hot weather and how to report high
indoor temperatures.  
 
 

Complete our Climate Change Adaptation Plan
(informed by our Climate Change Risk
Assessment) which is linked to the SDMP and
resilience planning.  
 
Ensure the outcomes of the adaptation plan are
fed into the wider Bristol, North Somerset and
South Gloucestershire regional Estates Strategy,  
 
TARGET: Embed the effects of climate change
into our organisation's risk register. 



 
60%

 
40%

60%
The Trust is committed to reducing the sustainability impacts from our

buildings, critical infrastructure and equipment essential for the smooth running

of the hospital.  

 

The Trust's Capital Programme ensures the delivery of services and enables resources

to be managed more effectively through critical infrastructure and material

improvement works across our Estates.  The programme ranges from major demolition

and construction works through to refurbishment projects as well as energy efficiency

projects and the purchase of critical medical equipment.  

 

Sustainable development is considered as part of the business case for all capital

projects in excess of £100,000. The Sustainability Impact Assessment identifies the

sustainability risks and opportunities for each project and outlines how we will mitigate

or enhance these impacts going forward. One such example is the Bath Renal Unit

refurbishment, which has adopted a centralised dialysis system that will significantly

reduce the quantity of plastic waste and transport emissions from the dialysis process

in the future.  

 

Over the past year, the Trust's Brunel Building has been recognised for its sustainable

design credentials;  

 

     -  European Healthcare Design Awards (Winner), 2017 

     -  Building Better Healthcare Awards (Winner), 2017 

     -  Healthcare Estates Awards (Winner), 2017 

 

Looking ahead to 2018-2019, sustainable development will be embedded within the

Estates Strategy which will be further supported by a sustainable development design

brief for all major new builds and refurbishments at the Trust.  

 

 
 
7.5 Capital Projects 
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We have We will

Designed new buildings and access routes to
buildings with embedded green space and used
green space constructively (green roofs and
planting). 
 
Successfully implemented and undertaken eight
Sustainability Impact Assessments for all new
capital projects over £100,000.  
 
Achieved three major sustainable design awards
for the Brunel Building. 
 

Expand the Sustainability Impact Assessments to
include all capital projects regardless of cost. 
 
Ensure contractors are assessed against
sustainability as part of the tender process for
capital projects. 
 
TARGET: Complete 15 Sustainability Impact
Assessments for capital projects over the
next 12 months  
 



The Trust is committed to protecting and enhancing the natural environment,

including the prevention of pollution.  

The Kings Fund report in 2016 found “Increasing people’s exposure to, and use of green

spaces has been linked to long-term reductions in overall reported health problems

(including heart disease, cancer and musculo-skeletal conditions); it has also been linked

to reduced levels of obesity and high physical activity, and higher self-rated mental

health". 

The Trust recognises the value of the natural environment which plays a key role in our

health, improving patient recovery rates and patient experience.  As a result, the

inclusion of green infrastructure across the hospital estate is vital as a resource going

forward.  

These green spaces also provide an important habitat for wildlife which contributes to

Bristol’s wider biodiversity network. Managing our green spaces effectively can lead to

improved biodiversity, improved air quality, noise reduction, provide essential shading

during times of extreme heat and also reduce local surface water flooding.  

During March 2018, the Urban Buzz project, along with volunteers from local medical

delivery company Bunzl, helped sow wildflower meadows in the Women's and Children's

Quarter of Southmead Hospital. The volunteers also planted numerous native primroses,

cowslips and birds-foot trefoil to provide additional food sources for local pollinators.  

During 2018/19, the Trust will be developing a Biodiversity Management Plan, identifying

the priority areas and opportunities for improvement across the estate. 

33%

67%

 33%
7.6 Green Space and Biodiversity
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We have
Promoted the health benefits of our green
spaces to our staff, patients and the wider local
community through various health and well-
being activities e.g. Lunchtime walks, the Herb
Garden and the Lavender Project. 

Worked with Avon Wildlife Trust and Urban
Buzz to improve biodiversity on the estate in
line with local strategic plans. 

Hosted the annual NHS Forest Conference, at
Southmead Hospital showcasing the green
space onsite. 

Planted fruit trees as part of the Southmead
Hospital Community Orchard.

Provide space for the cultivation of food through
the planned allotment, providing opportunities for
staff and volunteers to get involved with growing
onsite, before extending the project to patients
and the local community. 

Provide staff with opportunities  in the
maintenance of green spaces and biodiversity
such as building insect hotels, bird and bat boxes
etc. 

Undertake an ecological survey to the rear of the
Brunel Building. 

TARGET: Prepare a Biodiversity Management
Plan for the Southmead site 

We will



The Trust is committed to improve staff and patient experience by moving

towards more sustainable models of care and workplace practices. 

 

It is increasingly important to consider the environmental and social impact of how our

services are delivered to ensure long term financial, social and environmental

sustainability is achieved as part of the Five Year Forward View and local STP.

Transforming the way we deliver our healthcare services provides an opportunity to

take a whole systems approach to sustainability and the long term health co-benefits

which sustainable models of care can deliver. 

 

By enabling patient and clinician-led service redesign, we hope to encourage our

patients to live well through self-management and by providing the right support,

prevention, early intervention and acute and specialist rehabilitation. We can further

promote patient health and reduce the pressures on our services and their associated

environmental impacts in the longer term. 

 

Over the last year, we have launched our Hospital at Home service, which provides a

team of specialist nurses giving personalised care for surgical patients in their own

home as an alternative to being treated in one of our hospital beds. Benefits include

faster patient recovery time in a familiar comfortable setting and reduced associated

environmental impacts such as resource use, energy, waste, etc.  

 

In the coming year, we aspire to further embed innovative sustainable models of care

through the One NBT change programme finding more efficient, smart and joined-up

ways of working and through specific projects such as EDMS, My Pregnancy App and

the E-referral system. 

 

 
10%

 
90%

10%

 
 
7.7 Sustainable Models of Care
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We have

Embedded sustainable models of care within the
Sustainability Impact Assessments for all new
capital projects. This enables the Trust to identify
new models of care which have sustainability
benefits, as well as raising awareness amongst
staff about what sustainable models of care should
deliver.  
 
Launched the Arts on Referral programme for 
patients suffering with cancer, chronic pain and
dementia.  
 
Worked with the Cardiologist's Kitchen to promote
healthy eating and adopted meals in the staff
restaurant.  
 
Identified 7 new sustainable models of care
through the capital planning group. 
 

We will

Embed sustainable models of care through the
One NBT Change programme, which promotes
smarter, more efficient ways of delivering our
clinical services and improving patient flow.  
 
Launch "My Pregnancy" App. 
 
Launch the E-Referral system. 
 
TARGET: Identify 15 new sustainable models
of care over the next 12 months. 



4
 

53%
57%

The Trust aspires to be a leader in the field of sustainable healthcare through

system wide engagement and development.  

 

The Trust recognises that our workforce is key to ensuring we operate sustainably, and

as such, every single member of staff has an important role to play in helping us

achieve this.  The Trust's Sustainable Development Policy outlines individual staff

responsibilities to ensure efficient resource use through simple, everyday actions. 

 

The Sustainable Health and Capital Planning Service guides the Trust to embed

sustainability across our sites and services. From supporting sustainable development

governance through to policy development, planning and audit processes, the service

also engages with staff to encourage them to adopt sustainable habits such as energy

conservation, sustainable commuting and behaviour change.  

 

To further support staff development and understanding, the Trust has developed an

on-line sustainable healthcare training package to provide a good introduction to

sustainable development in a healthcare setting and inform staff about what they can

do to embed sustainable practices in the workplace.  

 

Towards the end of 2017/18, a full time Sustainable Healthcare and Engagement role

was agreed to build on the environmental and health and wellbeing improvements and

financial savings achieved through the previous 2 years of the Trust’s staff award

scheme Green Impact. A significant number of new clinical teams have been recruited

which is evidence of a growing awareness of how staff working in these areas can use

small sustainability actions to improve their own health and well-being, improve the

patient environment and therefore experience, and avoid unnecessary resource

consumption.  

 
 
7.8 Our People
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We have

Launched a Trust wide staff wellbeing programme
to promote personal resilience through the
provision of; 
-  Health and well-being workshops 
-  Personal resilience courses  
-  Schwartz Round  workshops 
 - Fast access to Physio Direct  
-  Launched the Happy App 
 
Secured funding for the Pathway to Wellbeing
programme; 
 - The Green Gym 
 - Map 
 - App 
 - Distance way-markers  
 
 
 

Deliver the Pathway to Well-being programme 
  - The Green Gym 
  - Map 
  - App 
  - Distance way-markers  
 
Secure funding and establish the staff and
patient allotment at Southmead Hospital. 
 
TARGET: Launch Green Impact year 4, with the
aim of recruiting at least 2 teams in each division
across the Trust.  
 

We will



 
15%

 
85%

15%
We are committed to working with our key suppliers and contractors to reduce

the environmental impact of the goods and services we use.  

 

The NHS spends in excess of £40 billion each year on critical natural resources to

deliver services.  

 

Our demand for resources is not something the Trust can control directly given

resource use increases with patient contact, however using our influence through the

procurement processes we can embed social value (environmental improvements,

local social capital and economic value) to encourage our suppliers to adopt

sustainable practices for the products and services they provide. 

 

Looking ahead, our capital business planning process requires all projects over

£100,000 to consider sustainable resource use for any key decision. The Trust needs

to work with the Bristol and Weston Purchasing Consortium and suppliers to address

the use of single-use items and encourage more suppliers to provide recyclable

packaging. 

  

 
 
7.9 Sustainable Use of Resources
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We have

Monitored our resource consumption (see overleaf). 
 
Maintained our Silver Food for Life (patient meals
and Bronze Food for Life (staff meals).  
 
Continued to work with Bristol and Weston
Purchasing Consortium (BWPC)  to embed
sustainability into the procurement process. 
 
Recycled  155 wheelchairs  through the Wheelchair
Recycling Project which achieved savings of £82,
024 during 2017/2018. 
 
Reused unwanted items of furniture and equipment 
through the Warp-It programme, achieving total
savings of £81,162, avoided 11,317kg of waste and
saved 35,977 CO2e (kg) since the project
commenced. 
 
 

We will

Ensure FM  product and service contracts include
sustainability within the specification and as part
of the tender process to reduce consumption and 
promote efficiency of use. 
 
Address the increasing energy consumption issue
through a complete review of all energy systems 
across our sites.  
 
Launch a recycling campaign for clinical areas to
raise awareness and promote good waste
segregation to improve recycling rates. 
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The Trust is committed to reduce the environmental impacts of energy. 

 

During the last year we have seen an increase in gas consumption due to the extended

cold weather experienced in early 2018. A similar trend was experienced with both

electricity and heating oil, due to increased electrical load within our buildings.  The

reduction in solar power generation has been due to issues with some of the panels. 

 

Denotes progress against corporate targets (2% year on year)

 
 
i) Energy Consumption 
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The Trust is committed to reducing the environmental impacts of waste.  

 

Waste and recycling has seen some big changes over the last year, with the majority of

the Trust's waste now being recovered to energy rather than going to landfill. The 

remaining waste to deep landfill is primarily offensive waste. Recycling rates have fallen

due to low quality recyclates and mixed media waste such as medical packaging and

coffee cups no longer being accepted following changes in the global market for plastic

recycling. As a result, the Trust has implemented a recycling campaign to ensure staff

are aware of the changes going forward.  

 

The switch from landfill to energy recovery has achieved significant carbon savings for

the Trust (please refer to section 7.9). 

 
 
ii) Waste and Recycling 
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The Trust has a target to reduce the use of anaesthetic gases by 2% year on

year. The consumption of anaesthetic gases, pharmaceuticals and medical

devices varies with the numbers of patients the Trust treats throughout the

year, however since 2009/10, our carbon footprint has significantly reduced

from 6,474 tCO2e  to 3,702 tCO2e  compared to 2017/18, which amounts to a

reduction of 2,772 tonnes.  

 

Anaesthesia using desflurane and nitrous oxide gases causes the most global

warming and sevoflurane the least. At NBT, we have seen a steady decline in

both desflurane and nitrous oxide since 2013/14. Going forward, intravenous

anaesthesia is an alternative for some patients and has a lower life cycle

carbon footprint.  
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iii) Anaesthetic Gases, Pharmaceuticals and
Medical Devices
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Water Consumption (m3) 2012-2018
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The Trust is committed to reducing the environmental impacts of water

consumption. 

 

Water consumption has been slowly reducing in line with the Trust's target of

2% reduction year on year since 2014, however, the last year has seen an

increased spike due to the opening and operation of the onsite sterilisation

service at Southmead Hospital and the installation of humidification within

specialist clinical areas in the Brunel Building.  

 

The increased daily flushing regime in clinical areas within the Brunel Building,

specifically those within areas of augmented care (e.g. intensive care), together

with the onsite sterilisation service which is processing a greater volume of

reusable medical equipment for theatres are responsible for the increase in

water consumption.  
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Grey Fleet Mileage (km) 2012-2018

Grey fleet (Business mileage) is monitored through the staff expenses scheme.

Data for 2017/18 shows an ongoing reduction in staff using their own vehicles for

business use.  To reduce the impact of emissions from vehicles used for business

mileage the Trust provides 3 hybrid pool cars, which travelled 11,243 miles in

2017/18. 

 
 
iv) Water Consumption 

 
 
v) Fuel Consumption 
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26%

 
74%

26%

The Trust is committed to reduce our carbon emissions. 

 

NHS England has set an ambitious goal to reduce carbon dioxide equivalent

emissions across building energy use, travel and the procurement of goods and

services by 28% by 2020. North Bristol NHS Trust has adopted this target and

progress is documented in the chart below.  

 

Over the last year, the Trust has seen a decrease in the organisational carbon

footprint. This is primarily due to the switch in waste disposal from landfill to energy

recovery. Carbon emissions from waste are expected to fall further next year as

part of the Trust's planned recycling campaign.  

 

The Trust's Carbon Abatement Plan has been included within the annual Critical

Retained Infrastructure Scheme Programme (CRISP) and energy efficiency works

prioritised across the site within the next twelve months. The improvement works

are being led by the Sustainable Health and Capital Planning Team, with further

improvement works due to be undertaken during 2019/2020. 

Organisation Carbon Footprint  (tCO2e) 2013 - 2020 

 
 
7.10 Carbon Emissions
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We have We will
Measured our carbon impact core emissions such
as energy, water, waste and anaesthetic gases and
we analyse trends over time to help validate
performance and ensure lessons are learnt.  
 
Reported key performance indicators to the Board
on a regular basis (at least 6 monthly)
encompassing the measurement of areas such as
social value, procurement, use of resources, carbon
and air pollution. 

TARGET: Develop plans to reduce our carbon
emissions in line with the NHS Sustainable
Development Strategy and the Climate Change Act
(2008). 



The Trust's carbon footprint is divided into core emissions (energy, waste, water,

etc), supply chain emissions (through the procurement of goods and services)

and community emissions (those emissions resulting from our staff, patient and

visitor travel). 

 

The Trust's supply chain represents the most significant proportion of the carbon

emissions, with emissions increasing inline with patient demand (contact).  

Organisation Carbon Emission Proportions (tCO2e) 2017/2018

Organisation Carbon Footprint by Patient Contact  (tCO2e) 2017/2018

Energy Carbon Emissions (tCO2e) 2014 - 2018
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Waste and Recycling Carbon Emissions (tCO2e) 2015-2018

Water and Sewerage Carbon Emissions (tCO2e) 2008 - 2018

Anaesthetic Gas Carbon Emissions  (tCO2e) 2014 - 2018
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North Bristol NHS Trust has an obligation to report progress on sustainable

development in line with national reporting requirements.   

The NHS Standard Contract requires the Trust to take all reasonable steps to

minimise adverse impacts on the environment. The contract specifies that North

Bristol NHS Trust must demonstrate progress on climate change adaptation,

mitigation and sustainable development and must provide a summary of that

progress in the annual report. 

In addition to the Standard Contract requirements, NHS Trusts have an obligation

to complete the HM Treasury sustainability reporting template on behalf of NHS

England and Public Health England. 

During 2016/17, the Trust received a Certificate of Excellence for its sustainability

report in 2016/17 and was ranked 7th out of 441 NHS organisations nationwide.  

The Department of Health requires Trusts to report ERIC (Estates Return

Information Collection) data. ERIC data comprises essential statistics on waste,

energy and water from Estates and Facilities. The 2017/18 return requires more

detailed data collection in relation to fleet mileage and electric vehicle usage than in

previous years. 

The national Sustainability Strategy requires Trusts to report on progress against

sustainable development in a Trust Board approved SDMP. Progress against the

SDMP is reported to the Steering Group quarterly and Trust Board 6 monthly,

before final approval and publication in September each year. North Bristol NHS

Trust's annual SDMP report is available on the Trust website:

www.nbt.nhu.uk/sustainablehealthcare 

8. Reporting
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Risks and opportunities related to sustainable development are managed by the

Sustainable Health and Capital Planning service through the Environmental

Management System within the Directorate of Estates, Facilities and Capital

Planning.  

 

Significant risks and opportunities associated with compliance obligations,

objectives and targets and project delivery are reported directly to the Director of

Estates Facilities and Capital Planning and FM Board through the management

review process. These risks and opportunities are also communicated to the

Sustainable Development Steering Group and to Trust Board twice a year.  

 

Significant sustainability risks are recorded on the Trust's risk register and managed

accordingly. Going forward, a number of significant risks identified through the

Climate Change Adaptation Plan will be added to the Risk Register to ensure they

are mitigated as part of the Trust Estate Strategy. There is also an opportunity as

part of the Sustainability Transformation Programme (STP) Estates group to

explore joint work across the region to reduce combined costs. 

 

 

 

 

 

The Trust strives to adopt innovative ways to embed sustainable development

within our services to deliver environmental, social and financial benefit. The current

financial impact of each key area (energy, waste and water) is documented

overleaf. Data for fleet transport is not currently available.  

 

Over the coming years, the Trust aims to significantly reduce its carbon emissions

and improve energy efficiency across the estate. During 2018/19, the Trust will

invest £315,000 in the carbon abatement programme. 

 

 

 
 
9. Risks and Opportunities
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10. Finance



 

To further support innovative sustainable healthcare projects, the Southmead

Hospital Charity has established a charitable fund to deliver a range of

sustainability and health and wellbeing projects for the benefit of patients, visitors

and staff.  

 

The fund aims to promote social cohesion and personal resilience through the

prevention of avoidable illness through access to green space.  Innovative 

engagement projects such as the Lavender Project, the Green Gym, and other

engagement activities such as a staff and patient allotment and improving green

spaces on our sites will promote health and wellbeing. 
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10.1 Charitable Funds  
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11 . Key Performance Indicators



 
 
Contact us

We welcome your views.... 

 

We are continually striving to improve sustainable development here at North Bristol NHS Trust and would

welcome your views on how we can do this. Please send any comments, ideas, suggestions or feedback

you may have to: 

 

Sustainable Development Unit 

Sustainable Health and Capital Planning 

North Bristol NHS Trust 

Trust Head Quarters 

Southmead Hospital 

Bristol 

BS10 5NB 

Please recycle this document after use

 0117 4148523 /4145422 

 

 sustainabledevelopment@nbt.nhs.uk 

 

 www.nbt.nhs.uk/sustainablehealthcare 
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Target lines 
Improvement trajectories 
 
 
 
Performance improved 
 
Performance maintained 
 
Performance worsened 
 
 
 
 
 
  
 
 
 
 
 
 
 
 

Unless noted on each graph, all data shown is for period up to, 
and including, 31 August 2018. 
   
All data included is correct at the time of publication.  
Please note that subsequent validation by clinical teams can alter 
scores retrospectively.  

Abbreviation Glossary 
ASCR Anaesthetics, Surgery, Critical Care and Renal 
CCS Core Clinical Services 
CEO Chief Executive 
Clin Gov 
GRR 

Clinical Governance 
Governance Risk Rating 

HoN Head of Nursing 
IMandT Information Management 
Med Medicine 
NMSK Neurosciences and Musculoskeletal 
Non-Cons Non-Consultant 
Ops Operations 
RAP Remedial Action Plan 
RCA Root Cause Analysis 
WCH Women and Children's Health 
MDT Multi-disciplinary Team 
PTL Patient Tracking List 

NBT Quality Priorities 2018/19 
QP1 Eliminate delays in hospital to improve patient safety 

and reduce bed occupancy (‘home is best’) 

QP2 Enhance the way patient involvement and feedback 
is used to influence care and service development 

QP3 Continue improving the quality of end of life care 
across all specialities 

QP4 Strengthen learning and action by embedding quality 
governance at specialty, cluster and Divisional level 

QP5 
Demonstrate a stronger clinical understanding and 
application of the Mental Capacity Act and 
Deprivation of Liberty Standards 









4 4 EXECUTIVE SUMMARY 
August 2018  

ACTIVITY 
The Trust continues to be very busy and in August delivered 13231 elective admissions and 4692 emergency admissions (pre-validation). Emergency 
admissions continue to rise and were 1.73% higher in August than in July. 
 
ACCESS 
August’s position against the 4 hour standard was 78.76%, underachieving against the Trust trajectory of 86.82%. ED attendances in month were fewer than 
July, but were 16 patients per day higher than the equivalent period in 2017. The majority of 4 hour breach reasons were attributable to a wait for ED 
assessment. ED junior doctor gaps have been filled with the August change over but it takes some time for the new staff to become familiar with the NBT 
systems. There was higher pressure on transfers in to the hospital as bed occupancy increased to over 95% for the first time in three months. 
 
Capacity to meet demand remains challenging in a number of services. The Trust has not met the agreed recovery trajectory for Referral To Treatment (RTT) 
incomplete performance for August (85.56% vs trajectory of 86.57%). The waiting list backlog trajectory has also not been achieved for the first time this year at 
3755 against a plan of 3686. The Trust has not achieved the trajectory for the number of patients waiting greater than 52 weeks from Referral to Treatment 
(RTT) in August (50 vs trajectory of 27).  The greatest number of long waiters remain in Orthopaedic Spinal and Musculo-skeletal specialties.  The Trust has 
reviewed its trajectory for 52 week waiters and is anticipating backlog clearance by the end of March 2019.  
 
There have been in month delivery issues for all three Endoscopy test types. This has resulted in the Trust not meeting the national standard (1.00%) for 
diagnostic performance with actual performance of 2.44% in August. The Trust has delivered 2 of the 7 national cancer targets in July – Two Week Wait Breast 
and 31 Day subsequent Drug Treatment. The Trust’s Two Week Wait has reported 90.29% in July (standard 93%). NHS Digital are reporting NBT performance 
against the 62 Day standard as 78.95% against the National Standard of 85%.   
 
SAFETY 
Reduction in pressure ulcer incidence is a focus of safety improvement work. In August there were 17 reported Grade 2 pressure injuries and the Medicine 
Division reported 1 Grade 3 pressure injury and 1 at Grade 4 in month. There was 1 reported case of MRSA in August and 6 cases of C.Difficile. The infection 
control team are working on an improvement plan. Nursing staff levels continue to be monitored closely and one ward triggered the Quality Effectiveness and 
Safety Trigger Tool (QuESTT). 
 
PATIENT EXPERIENCE 
The number of overdue complaints has been maintained at 10 in August. Friends and Family response rate and percentage who recommend both improved in 
the Emergency department. NHS Choices ratings for Southmead Hospital is 4.5 stars and Cossham Hospital 4 stars (max 5). 
 
WORKFORCE 
The Trusts intention is to  minimise the need for temporary staff. The Trust vacancy factor was 10.6% in August and this together with relative reduction in 
availability of bank staff in the summer resulted in increased Agency expenditure to £908k against the NHSI Target level of £376k. In-month sickness rate in July 
was 4.14%. 
 
FINANCE 
The Trust has planned a deficit of £18.4m for the year in line with the agreed control total with NHS Improvement. At the end of August, the Trust is reporting a 
deficit of £12.5m which is £2.7m adverse to plan. The Trust has a savings target of £37.7m, of which, £27.2m has been identified. The Trust financial risk rating 
on the NHSI scale is 3 out of 4. 
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12 Hour Trolley Waits
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Key Operational Standards Dashboard

Safety Thermometer - Hospital Compliance
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Emergency Department QP2 *12.79% *23/137 20.67% 22.07% 15.00%  18.11% 18.01% 21.37% 19.69%
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8 8 RESPONSIVENESS 
SRO: Chief Operating Officer 

Overview 
Urgent Care 
August’s position against the 4 hour standard was 78.76% against the agreed trajectory of 86.82%. In month ED attendances have fallen from those seen in 
July but, reporting at 7690, are 508 patients more than in August 2017. Acuity in the ED was high in August with Majors patients accounting for 57.44% of all 
attendances. Bed occupancy has been challenged in month, reporting 95.21%.  
 
Planned Care 
Referral to Treatment (RTT) - In month, the Trust has not achieved the Trust  RTT trajectory of 86.57%, with actual performance at 85.56%. The number of 
patients exceeding 52 week waits has marginally increased from July (46) with August reporting 50, the majority of which (48) were owing to capacity issues. 
The Trust is working towards delivery against a remedial action plan, specifically focusing on the challenged sub-specialties within MSK, Ortho-spinal and in 
Plastic Surgery. The Trust has reviewed its trajectory for 52 week waiters and whilst the monthly profile of delivery may differ, is still anticipating backlog 
clearance by the end of March 2019.  
 
Cancelled Operations - In month, there was one breach of the 28 day re-booking target. No operation in August was cancelled for a subsequent time. 
 
Diagnostic Waiting Times - The Trust has failed to achieve the 1.00% target for diagnostic performance in August with actual performance at 2.44%. Seven 
test types have reported in month underperformance; Cystoscopy, Colonoscopy, Gastroscopy, Flexible Sigmoidoscopy, Urodynamics, Neurophysiology and 
Non-Obstetric Ultrasound. There has been a recognised need in Urology to review bladder cancer patients that have had a delayed follow up; all identified 
patients have been added to a waiting and, with the additional clinic capacity brought online by the Urology service, cystoscopy performance has improved in 
month.  Endoscopy test types have been impacted in August by annual leave and other workforce constraints; it is anticipated that these modalities will deliver 
against standard by the end of September. 
 
Cancer 
Cancer performance in July has achieved two of the seven standards. The Trust’s Two Week Wait has reported 90.29% in July against the National standard 
of 93% with 215 breaches against 2214 referrals; 84% of TWW breaches were owing to patients declining appointments offered within two weeks. The Trust 
failed the 62 day screening target with a performance of 86.08% against the target of 90% owing, in the majority, to complex diagnostic pathways. Capacity 
issues in the Trust are the reason for the Trust not achieving the 31 Day first treatment standard, reporting 95.83% against National standard of 96%. The 
Trust failed the 31 day subsequent treatment target in July 2018 for patients requiring surgery with a performance of 83.49% against the 94% standard. The 
Trust has nationally reported a fail against the 62 day National standard for July 2018 with a performance of 78.95% against target of 85%. The Trust has 
recorded an internal performance of 77.35% which is a fail against standard and internal trajectory for the month. The Trust has identified the reason for the 
reporting discrepancy and is working with Commissioners to resolve. 
 
Areas of Concern  
The system continues to monitor the effectiveness of all actions being undertaken, with daily and weekly reviews. The main risks identified to the Urgent Care 
Improvement Plan (UCIP) are as follows: 
• UCIP Risk: Lack of community capacity and/or pathway delays fail to meet bed savings plans as per the bed model. 
• UCIP Risk: Length of Stay reductions and bed occupancy targets in the bed model are not met leading to performance issues. 
• UCIP Risk: Gaps in workforce lead to extended waits for assessment within the ED. 



9 9 QUALITY PATIENT SAFETY AND EFFECTIVENESS 
SRO: Medical Director and Interim Director of Nursing 

Overview 
 
Improvements 
No Root Cause Analyses for Serious Incidents breached their August 2018 reporting deadline to commissioners.  
 
Number of deaths in hospital is below the Dr Foster ‘expected’ rate. 
 
Performance against fractured neck of femur standards  and most stroke measures is good despite a sustained increase in activity. 
 
 
Areas of Concern 
The incidence of pressure ulcers is of concern. We have seen two grade 3 and one grade 4 pressure ulcers this year. Whilst we are on trajectory to achieve 
a 20% reduction in grade 2 pressure ulcers this year, performance is very variable. A Quality Improvement programme is being instigated with the aim to 
sustainably improve standards of practice and remove variation in pressure ulcer prevention. 
 
Nursing has seen an increase in vacancies, and remains reliant on both framework and non framework high cost agencies. A programme of work is in place 
looking at effective use of our current workforce, new roles, overseas recruitment, recruitment and particularly retention. 
 
The Trust reported six cases of C. Difficile in month and a recovery plan is being worked on for the infection. 
 
There was a single case of MRSA bacteraemia in August. 
 



10 10 QUALITY EXPERIENCE 
SRO: Interim Director of Nursing 

Overview 
 
Improvements 
The number of overdue complaints (10) at the end of August continues to meet the CCG contractual commitment, reflecting the Trust’s ongoing improvement 
work. There were also fewer complaints and concerns received in August than in July. 
 
Friends and Family response rates in August have increased in two of the four monitored areas, with Outpatients remaining static to July and Inpatients 
reducing.  
 
The percentage who would recommend to family and friends has dropped in three of four monitored areas although ED has reported a 4% increase in people 
who would recommend.  
 
Areas of concern 
Of the cases closed in August 2018, 84 (60%) were completed within the agreed timescale,  remaining below our ambition and is a continued focus for our 
improvement work.  
 
Work continues in supporting staff in the use off  FFT feedback to improve quality of care and to complete the feedback loop with ‘you said, we did.‘ This has 
focused on Maternity, Facilities, Outpatients and within the ASCR Division in two pilot areas.   
 
 



11 11 WELL LED 
SRO: Director of People and Transformation and Medical Director 

Overview 
Strategic Priority 4. Create an exceptional workforce for the future 
Vacancies 
There was a slight increase in the Trust vacancy factor in August 2018, predominantly due to a net loss of nurses in Bands 2, 5 and 6.  The junior doctor 
vacancy gap reduced following the August rotation. The winter workforce plan to bridge the vacancy gap is under development and due for sign off in October. 
In addition, a dedicated piece of work is also underway with the divisions to review the increase in pay spend and develop actions plans to address this. 
 
Turnover 
The number of staff leaving the Trust saw a small decrease in August compared with July. Overall in 2018/19 11% less staff have left for voluntary reasons 
between April and August than in the same period in 2017/18. Progress against corporate objective: 
• Reduction in proportion of leavers with less than one year service: Year to date more staff have left with less than one years service than the same 

period last year, 118 WTE vs 101 WTE. 
• Reduction in proportion of leavers with reason ‘work life balance’: Year to date more staff have left due to work life balance than the same period last 

year, 152 WTE vs 132 WTE. 
The Retention Steering Group continues, with a specific focus on nursing (registered and unregistered) and those staff leaving with their first year of 
employment. As an example, the flexible working pilot project will be launched by the end of September in three inpatient wards and focuses on the use of 
flexible working options to improve work life balance and retention. The pilot will impact on rosters being built from October onwards. In addition, the revised 
HCA recruitment assessment centre is now live in its pilot period. The Perform work on improving flow through the hospital is expected to contribute to 
improving staff retention. 
 
Health and Well-being 
Sickness 
Sickness absence increased in July 2018 to 4.1%, from 3.9% in June with an increase in both long and short term sickness. Overall the Trust has lost 1900 
less FTE days to sickness between April and July 2018/19 than in the same period in 2017/18. Progress against corporate objective: 
• Reduction of proportion of sickness attributed to ‘Stress / Anxiety / Depression / Other psychiatric illnesses’: FTE days lost in the period April – 

July in 2018/19 is lower than the same period in 2017/18, however, the reduction of FTE days lost for this reason is not currently on target to meet the 
corporate the overall objective. 

As part of the preparation for delivery of the winter plan, the health and well being offer to staff is under review to increase resilience and support. 
Engagement, led by People Partners,  is currently underway within divisions and corporate areas on how our activity can be developed to fully meet staff 
needs for Winter. 
 
Strategic Priority 5. Devolve decision making and empower clinical staff to lead 
OneNBT Perform continues and is focusing on flow within the Medicine Division, the sustainability plan is well into implementation. The Perform Academy 
have reintroduced boot camps following the summer period, which will include new starters, existing staff and our partner organisations. From September the 
NBT Perform Academy will be fully leading the work, with a full team in place by October. 
 
Mandatory and Statutory Training 
Mandatory and statutory training compliance is running at an average of 86% again in August across the top 8 topics allocated against Trust wide compliance 
and remains above the standing target of 85%. 
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FINANCE 

SRO: Director of Finance 
Overview 

 
The Trust has planned a deficit of £18.4m for the year in line with the control total agreed with NHS Improvement.  
  
At the end of August, the Trust reported a deficit of £12.5m which is £2.7m adverse to the planned deficit. 
 
The Trust has repaid £0.9m of loan financing in August, this brings the total Department of Health borrowing to £170.5m. 
 
The Trust has a savings target of £34.7m for the year, of which £27.2m has been identified. 
 
The Trust is rated 3 by NHS Improvement (NHSI).   
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RESPONSIVENESS 
 

Board Sponsor: Chief Operating Officer 
Evelyn Barker 
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Responsiveness - Board Sponsor: Director of Operations 

Urgent Care 
ED performance for August was 78.76%, 
8.06% under the agreed trajectory but a 
2.38% improvement to July’s 
underperformance. Year to date 
performance is 4.05% improved to the 
same period, April to August, last year.  
 
ED attendances in August remain high at 
7690. This is an increase of 16 attendances 
per day  when compared with August 2017, 
with an average of 248 per day attending in 
month in August 2018. Acuity remained 
high with majors patients accounting for 
57.44% of all in month ED attendances. 
 
During August, on average, there have 
been six Medicine patients bedded outside 
of the core medicine bed base. This is a 
85.70% improvement to the average of 44 
seen at the start of the 2018/19 year. 
 
 

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

Majors / Minors  
Year to date there has been a 1.89% 
decrease in the number of minors 
patients treated within the four hour 
target when compared to the same 
period, April to August 2017. August 
2018 reports a 7.43% improvement in the 
number of minors patients achieving the 
four hour standard compared to July 
2018. 
 
Majors performance against the four hour 
standard for August, at 67.38%, is a 
0.99% improvement to July 2018 and a 
9.82% improvement to the 57.56% 
reported in August 2017.  
 
4 Hour Breaches 
The primary cause of delays in month is 
due to the wait for ED assessment, rather 
than wait for bed. The workforce review 
and weekly executive meetings has 
revealed there are no longer gaps in the 
ED rota however, the Trust is unable to 
consistently deliver against the increased 
ED attendances. The Trust is developing 
a new staffing model with the intent to 
address the wait for ED assessment 
which occurs into the evening. 
 
At an average of 53 breaches per day in 
month, August reports 348 fewer 
breaches than in July. Despite an 
average of 20 less breaches per day 
compared to July, the Trust’s position in 
August is reflective of the staffing 
pressures in the emergency department.  

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

Attendances, Admissions and 
Occupancy 
ED Attendances in August, at 7690, are 
fewer than the number of attendances 
reported in July and average at 248 
attendances per day. 

Attendances in August 2018 are 7.07% 
higher than those of August 2017, 
equivalent to 508 additional attendances 
in month.  

Year to date there has been a 3.96% 
increase in ED attendances and while 
minors attendances have remained 
broadly static, with a marginal increase 
of 0.43%, majors attendances have 
seen a significant increase of 1409 
attenders when comparing April-August 
2017/18 to April-August 2018/19. An 
overall 6.94% increase, this averages to 
an additional nine attendances per day, 
every day, across the four month period. 

The conversion rate has risen to 38.05% 
in August from 35.98% in July. This is 
the third month of continuous increase 
from June 2018, and is reflective of the 
higher acuity being seen in the ED. 

Emergency admissions, at 4701, has 
maintained a static position to July, with 
six fewer admissions in August. 

Bed occupancy has risen in August, 
reporting at 95.21%. Although just 
breaching the 95% standard, bed 
occupancy in August 2018 is 3.09% 
improved to the year start position of 
98.29% and is also 2.10% favourable to 
the August 2017 position. 
 Responsiveness – Board Sponsor : Chief Operating Officer 

QP1 
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Responsiveness - Board Sponsor: Director of Operations 

Ambulance Handovers 
August 2018 saw 2625 ambulance 
attendances, one fewer ambulance 
attendance per day than reported in 
July.  
 
Delays against the 15 minute handover 
target have increased in month with 
86.25% of patients handed over to 
Trust staff within 15 minutes of 
ambulance arrival. This is a 0.54% 
decrease on July’s reported position 
and is the second consecutive month 
where performance against this 
standard has fallen below 90%. The 
Trust has met the trajectory* of 86% for 
the month despite an additional ten 
ambulance attendances per day in 
month compared to August 2017. 
 
Ambulance handovers within 30 
minutes of arrival at the Trust has not 
met the proposed trajectory of 99% in 
August  with actual performance of 
98.82%.  This position confirms the 
Trust’s fifth continuous month of 
performance against this metric 
reporting in excess of 98.5% and is a 
15.30% improvement to August 2017. 
 
There was one 60 minute handover 
breach in month, occurring on Sunday 
19 August where attendances rose to 
34 higher than the average of the 
Saturday and Monday surrounding. 
 
12 Hour Trolley Waits 
August reports a static performance 
with no 12 hour trolley breaches in 
month.  
 

Responsiveness – Board Sponsor : Chief Operating Officer *The recovery trajectory is provisional until agreement is reached with SWASFT.  
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Responsiveness - Board Sponsor: Director of Operations 

DToCs and North Bristol Operational 
Standards 
There was a  further increase in the 
DToC position in August to 6.5% with 
an significant increase in the numbers 
attributed to ‘Bristol’. DToC numbers 
attributable to ‘North Somerset’ have 
also noted a small increase in month.  
 
The main increase in DToCs recorded 
for Bristol Social Work relate to the 
capacity available for social work 
assessment and allocation owing to 
workforce issues within the team. This 
was also compounded by annual leave 
and the time taken for the interim 
arrangements to be put in place. 
 
In addition, the DToCs relating to 
pathway one for Bristol have increased 
as there has been a lack of capacity 
within the reablement service to support 
the care element of the pathway. 
 
The increase for North Somerset is 
attributed to the gaps in provision 
including those who are plus size and 
with complex requirements. 
 
 
 
 

*Owing to submission and data availability dates, the latest month DToC position is unvalidated. 

QP1 

QP1 QP1 

Responsiveness – Board Sponsor : Director of Partnerships 
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Responsiveness - Board Sponsor: Director of Operations 

North Bristol Operational 
Standards 
The performance in August has  
remained challenged, particularly for 
patients awaiting residential 
placements. Homecare, although 
improved from July, is impacted in 
August by the lack of capacity in the 
homecare market.  There is a direct 
correlation between the lack of 
packages of care and the increase in 
choice recorded delays, as patients 
declined interim beds as an option 
for discharge. The managing 
expectations protocol has been 
reviewed again and new patient 
information will be circulated to all 
wards and discharge teams. 
 
There continues to be a cohort of 
stroke patients that remain in the 
NBT bed base beyond the period 
where they have acute needs, as is 
reflected within the ‘other’ 
categories. This is being reviewed 
through the stroke development 
group with the aim to code where 
there is a requirement for an external 
provider to deliver a service  and to 
highlight any gaps in service. 
 
The escalation framework has been 
agreed and is being utilised within 
the IDS as part of the daily review of 
stranded patients. The stranded list 
is discussed weekly at the Whole 
System Operational Group (WSOG)  
with partners. 
 
 

*Heat map data is unvalidated Responsiveness – Board Sponsor : Director of Partnerships 

Operating 
Standards

Delay Reason 31 May 07 Jun 14 Jun 21 Jun 28 Jun 05 Jul 12 Jul 19 Jul 26 Jul 02 Aug 09 Aug 16 Aug 23 Aug 30 Aug

D2A Pathway 1 5 10 6 12 5 5 8 7 10 6 5 6 14 14
D2A Pathway 2 14 9 8 4 9 4 12 13 12 8 5 7 10 11
D2A Pathway 3 0 3 1 1 2 3 1 1 5 2 2 2 2 1
Awaiting MDT Ward Decision 38 38 26 28 20 24 27 23 25 28 23 22 22 28
Further Care - NHSE Commissioned 0 1 1 3 0 0 0 0 2 1 1 0 0 0
Residential Placements - N&RH (All  funders) 11 7 17 9 4 3 10 3 9 10 10 9 5 4
Homecare (All  Funders) 12 11 8 8 6 11 12 5 10 6 8 8 7 5
Managing Expectations (Choice) 0 1 2 1 3 2 2 1 2 2 2 1 1 3
Rehab 0 0 0 0 0 0 0 0 0 0 0 0 0 0
Social Care (Assessment) 8 13 14 12 13 21 21 20 19 7 8 9 9 9
Internal Hospital Delay 7 4 6 3 7 10 7 7 3 4 4 4 5 4
Further Care - CCG Commissioned 0 0 0 0 0 0 0 0 0 0 0 0 0 0
Other Categories 10 9 10 12 7 14 15 12 9 7 8 8 5 14
Not Suitable 0 0 0 0 0 0 0 0 0 0 0 0 0 0

105 106 99 93 76 97 115 92 106 81 76 76 80 93

D2A Pathway 1 1 5 3 1 0 5 6 8 5 5 6 5 6 6
D2A Pathway 2 5 9 12 6 3 7 5 4 11 14 11 12 10 11
D2A Pathway 3 2 3 4 2 1 0 0 1 0 0 3 0 1 1
Awaiting MDT Ward Decision 5 4 5 6 9 9 5 4 9 6 4 6 11 7
Further Care - NHSE Commissioned 3 3 2 3 6 4 2 1 1 2 3 4 3 1
Residential Placements - N&RH (All  funders) 10 11 11 10 8 14 8 13 10 12 9 16 16 18
Homecare (All  Funders) 7 16 21 20 14 11 14 19 15 14 10 12 12 14
Managing Expectations (Choice) 3 5 8 7 3 4 6 8 6 5 7 8 7 6
Rehab 0 0 0 0 0 0 0 0 0 0 0 0 0 0
Social Care (Assessment) 0 3 1 0 3 2 4 8 8 6 10 10 14 10
Internal Hospital Delay 6 8 3 7 9 8 10 13 10 10 7 7 5 9
Further Care - CCG Commissioned 0 1 1 1 0 2 0 1 0 1 0 0 0 0
Other Categories 7 6 11 12 11 10 12 12 15 15 13 12 9 9
Not Suitable 0 0 0 0 0 0 0 0 0 0 0 0 0 0

49 74 82 75 67 76 72 92 90 90 83 92 94 92

Within

  Total (within)

Exceeds

Total (exceeds)
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Responsiveness - Board Sponsor: Director of Operations 

Referral to Treatment (RTT) 
The Trust has not met the RTT trajectory 
in month with performance of 85.56% 
against trajectory of 86.57%. 
 
The speciality of greatest concern across 
a number of standards (RTT, Cancer 
and Diagnostics) continues to be 
Urology. 
 
Urology performance has failed to 
achieve the internal trajectory of 87.75% 
with performance of 80.56%. Reasons 
for underperformance are multifactorial, 
but in the main relate to the impact of 
Junior Doctor shortages, Cancer Nurse 
Specialist sickness and a growth in 
referrals c.180 per month. Improvement 
action plans are in place and the 
specialty is being provided with intensive 
support by the COO.  A return to 
standard is anticipated at the end of 
2018/19 - beginning of 2019/20. 
 
The Trust has not achieved the RTT 
backlog trajectory in month, reporting 
3755 against trajectory of 3686. August 
is the first month the backlog trajectory 
has not been met this year. 
 

Responsiveness – Board Sponsor : Chief Operating Officer 
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Referral to Treatment 52 Week Waits 
The Trust has reported a total of 50 
breaches in  August 2018. These 
patients were within the following 
specialties: 
14 Orthopaedic Spinal; 
25 MSK; 
8 Plastic Surgery; 
2 Urology; and 
1 Clinical Immunology and Allergy. 
Root Cause Analyses have been 
completed for all patients, with dates for 
patients’ operations being agreed at the 
earliest opportunity and in line with the 
patient’s choice. 
 

The Epilepsy and Neurosurgery contract 
performance notice was lifted by NHSE 
Specialised Commissioning with both 
Neurosurgery and Epilepsy continuing to 
report a position of no 52ww in August.  
 

Ortho-Spinal have met trajectory of 15 in 
month while MSK have not achieved the 
trajectory of seven, reporting 26 patients 
waiting 52ww. Plastic surgery have, in 
August, reported eight patients waiting 
52ww. The Trust has reviewed its 
trajectory for 52ww and whilst the 
monthly profile of delivery may differ, is 
still anticipating backlog clearance by the 
end of March 2019.   
 

The Trust has classed patient choice as 
any patient choosing to wait beyond 52 
weeks when two reasonable offers with 
three weeks advance notice have been 
made prior to week 28 in their pathway. 
The patients will have been clinically 
reviewed as per best practice guidance 
that the most appropriate course of 
action is for them to continue to wait as 
per their choice. 

Responsiveness – Board Sponsor : Chief Operating Officer 
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Cancellations 
The same day non-clinical cancellation 
rate in August was 1.25%, 0.20% higher 
than the 1.05% reported in July and does 
not meet the national standard of 0.8%.   
The August position is 0.07% improved 
to June 2018 which reported the highest 
cancellation rate year to date of 1.32%.  
 
In month there were no urgent 
operations cancelled for a subsequent 
time.  
 
There was one operation that could not 
be rebooked within 28 days of 
cancellation in August 2018. Initially 
cancelled owing to a lack of ward bed, 
the operation could then not be rebooked 
within 28 days owing to capacity.  
  
A root cause analysis has been 
completed for this case to fully 
understand the reasoning and to ensure 
that there was no patient harm.  
 
 
 
 

Responsiveness – Board Sponsor : Chief Operating Officer 
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Diagnostic Waiting Times 
The Trust has failed to achieve the 1.00% target for diagnostic performance in August with 
actual performance at 2.44%.  
 
Seven test types have reported in month underperformance; Cystoscopy, Colonoscopy, 
Gastroscopy, Flexible Sigmoidoscopy, Urodynamics, Neurophysiology and Non-Obstetric 
Ultrasound.  
 
Cystoscopy test position, although underperforming at 19.33%, is 6.97% improved to the July 
position of 26.30%.  
 
Endoscopy have reported in month capacity issues attributable to both summer annual leave 
and nursing shortages impacting the ability to cover lists. These issues are ongoing, despite 
mitigating actions being taken by the Trust.  It is anticipated that this test type will meet 
standard by the end of September. 
 
Colonoscopy have reported a further fall in performance in August. At 15.10% with 61 
breaches, this is an increase of 5.10% to July’s reported position.  
 
Gastroscopy is reporting 49 breaches in August with performance of 11.09%, a 7.06% increase 
to July’s position.  
 
Flexible Sigmoidoscopy has breached the 1% standard for the second consecutive month this 
year with August performance of 4.09% and seven breaches.  
 
Urodynamics have reported two breaches in August with performance at 1.65%. 
 
Neurophysiology reported a single breach in August 2018, taking the test’s performance to 
1.37%. 
 
At 42 breaches for August 2918, Non-Obstetric Ultrasound performance reports at 1.13%.  
 
Sleep Studies have achieved no breaches in August, the fifth continuous month of complete 
compliance for this test type.  
 
CT, Echocardiography, MRI and Urodynamics have, along with Sleep Studies, all continuously 
reported within the required 1% standard for the year to date, April – August 2018.  

Responsiveness – Board Sponsor : Chief Operating Officer 
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*Where data is unavailable, an average of the previous fortnight’s performance is calculated for chart purposes. 

Responsiveness – Board Sponsor : Chief Operating Officer 

Clinic Letter Typing 
Three of the five Clinical Divisions’ 
average typing turnaround time 
continues to report within the contractual 
obligation.  
 
Women and Children’s are the only 
Division to achieve a full compliment of 
contract compliant specialties in month. 
For the sixth continuous month, the 
Division have met the standard with 
August 2018 reporting an average typing 
time of four days. 
 
There are, at month end, 14 specialties, 
of the 33 monitored, which will require a 
reduction in current typing turnaround 
time to meet the 2018/19 contractual 
standard.  
 
Continuing to report the longest typing 
delays, Urology have reported an 
increase of five days to the specialty 
turnaround time in month. The August 
position of 45 days, is 57 days improved 
to the average position at the start of the 
year when April reported typing time of 
102 days.  Compliance with contractual 
standard is anticipated for urology by the 
end of October. 
 
Discharge Summaries  
80.90% of discharge summaries were 
available on ICE within 24 hours in 
August 2018. Static to July’s position, 
this is mainly attributable to the rotation 
of the F1 Doctors - early indications 
anticipate that the position will recover 
and improve in Quarter 3 2018/19. 
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Cancer 
The  nationally reported cancer position 
for July 2018 shows the Trust achieved 
two of the seven  Cancer Waiting 
Times Standards. 
 
The Trust failed the TWW standard with 
performance of 90.29%. The Trust saw 
2214 TWW referrals in July, which was 
a 10% increase on June, and there 
were 215 breaches, of which the 
majority were in Skin (122), and  
Colorectal (28).  
 
Of the 215 TWW breaches; 181 
declined appointments offered within 
the 14 day period or were unable to 
attend during this timeframe. The 
remaining breaches were due to 
capacity issues, mainly in plastic 
surgery. 
 
The Trust passed the breast non-
symptomatic TWW standard with a 
performance of 98.12% against the 
93% target. This was a significant 
improvement from the June position. 
 
The Trust failed the 31 day first 
treatment standard with a performance 
of 95.83% against the 96% target. 
There were 11 breaches in total; four in 
Skin, two in Sarcoma, and five in 
Urology. Of these 11 breaches; Seven 
were due to lack of surgical capacity 
within the timeframe and the remaining 
four were due to administrative delays 
in booking the patients for the 
procedure. 

Responsiveness  - Cancer - Board Sponsor: Director of Operations Responsiveness – Cancer – Board Sponsor : Chief Operating Officer 
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The Trust has nationally reported a fail against the 62 day National standard for July 
2018 with a performance of 78.95% against target of 85%. The Trust however has 
recorded an internal performance of 77.35% which remains a fail against this standard 
and is also a fail against the internal trajectory of 85.04%. NHS Digital have launched the 
new reporting system for Cancer this month and the discrepancies have been identified 
due to the change in this system. Additional scrutiny and support from cancer services 
management and business intelligence have been identified to enable accurate reporting 
for August. 
 
In June, 39 patients breached the 62-day standard, 22 of which started their pathway at 
NBT. Of these 22 patients, 20 had their first appointment at NBT after day seven. Delays 
in radiology contributed to three of these breaches and were wholly accountable for two 
other breaches. 
 
Urology breaches accounted for 72% of total Trust breaches for July, with all internal 
breaches on the prostate pathway.  
 
Capacity issues in joint oncology clinics, template biopsy and robotic theatres continue 
to limit the ability to meet the 62 day standard in Urology. Urology have implemented a 
cancer RAP and monthly meetings are held between the department and cancer 
services. The trajectory for Urology now shows the standard being met in December 
following improvements to biopsy capacity reducing up to ten breaches per month.  
 
The Urology service is also currently undergoing intensive support with the Chief 
Operating Officer to address issues regarding workforce, administrative processes, 
performance and complaints.  
 
The continued increase of late tertiary transfer patients from elsewhere in the region and 
the clearing of the associated backlog has continued to impact on Urology performance. 
Of June’s Urology breaches, 15 were transferred in from other providers for treatment, 
14 of of which were beyond day 62 of their pathway prior to being received at NBT, 
accounting for seven additional breaches.  
 

NB: The charts show the breakdown of breach reasons for both whole and shared 62 day breaches for the month. 
Breakdown of breach reason may not match total published performance due to time of which data was captured. Data 
is extracted from a live system. 

Responsiveness – Cancer – Board Sponsor : Chief Operating Officer 
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The Trust transferred five patients to 
treating providers later than day 38 of 
their pathway. All of these patients were 
complex diagnosis that required 
multiple tests and one required change 
from agreed treatment plan. 
 
Weekly PTL monitoring and meetings 
continue to highlight patients who have 
been delayed on their pathways and to 
expedite diagnostics and treatment 
decisions. 
 
The Trust passed the 31 day 
subsequent treatment for patients 
receiving anti-cancer drugs with a 
performance of 100%. 
 
The Trust failed the 31 day subsequent 
treatment target in July 2018 for 
patients requiring surgery with a 
performance of 83.49% against the 94% 
standard.  
 
There were 18 breaches in total; Eight 
of which were in skin and ten in urology. 
All 18 breaches were due to lack of 
theatre capacity within the specified 
timeframe.  
 
The Trust failed the 62 day screening 
target with a performance of 86.08% 
against the target of 90%. There were 
nine breaches in total, all of which were 
in breast. One breach was due to 
patient choice, one was due to late 
referral from the screening centre, one 
was due to delay for treatment in 
Weston, two were due to capacity for 
surgery and four were due to complex 
diagnostic pathways. 

Responsiveness – Cancer – Board Sponsor : Chief Operating Officer 



28 

Responsiveness - Board Sponsor: Director of Operations 

ED 4 Hour Performance 
NBT ED performance in August 2018 is 
78.76%, 5.17% under the national 
position of 83.93%. Performance has 
improved July to August both Nationally 
and for NBT with NBT reporting a 
3.26% improvement to the National’s 
0.47%. 
  
RTT Incomplete 
RTT performance in July 2018 reports 
at 85.56%. A 0.83% decrease to July’s 
position, this is the lowest performance 
reported by the Trust year to date. 
National performance has decreased 
0.02% in July, reporting 87.78% and 
continues, year to date, to follow a 
similar trend pattern to that of NBT in 
2017/18. 
 
Cancer – 62 Day Standard 
NBT has reported 78.95% performance 
and have outperformed the national 
position, 78.19%, by 0.76% in July 
2018. This is the second consecutive 
month where NBT have outperformed 
the National position although both 
positions are decreased to the 
performance reported in 2017/18. 
 
DM01 
NBT has, in August 2018, not achieved 
the National standard of 1% with actual 
performance of 2.44%. NBT’s position 
remains favourable to the NBT 2017/18 
position and also to the England 
2018/19 position to date. The National 
position for July 2018, is 2.84%. 

Cancer performance is reported a month in arrears. 
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ED 4 Hour Performance 
In August, NBT report at position #102 
out of 134 reporting Type 1 positions. 
Local peers are reporting at positions 
#50, with performance of 88.0%, and 
#98, with performance of 79.3%.  
 
RTT Incomplete 
RTT performance in July 2018 reports 
NBT at position  #129 of  177 reported 
positions. Although in the bottom half of 
the pack, NBT’s position is similar to 
those of the two local peers who place 
at positions #108 and #121, with 
performance at 88.9% and 87.3% 
respectively.  
 
Cancer – 62 Day Standard 
At position #77 of 142 reported 
positions, NBT report performance of 
78.9%. Local peer one reported July 
performance of 85.6%, placing at 
position #31 while local peer two 
reported at #18 with performance of 
87.2%. 
  
DM01 
NBT reports at position #117 of 199 
reported diagnostic positions with 
performance of 1.8%, outperforming 
both local peers. Local peer one places 
at position #119 with performance of 
2.1% while local peer two places at 
#152 with performance of 5.0%. 
 

Responsiveness – Board Sponsor : Chief Operating Officer 



30 30 

Safety and Effectiveness 
 

Board Sponsors: Medical Director and Interim Director of Nursing 
Chris Burton and Helen Blanchard 
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Early Warning Trigger Tool 
Of the wards which have submitted 
their audit data, one has  triggered the 
early warning trigger tool in August; 
Gate 7a, with a score of 15. This has 
triggered a Head of Nursing review 
with the Matron concerned. 
Compliance as we transition across to 
the new audit data tool, Synbiotix,  
continues to have an impact on 
reporting. The transition will be 
completed by the end of September 
2018. 
 
Safe Care Live  
(Electronic Acuity tool) 
The acuity of patients is measured 
three times daily at ward level. The 
latest data demonstrates that rostered 
hours are more aligned to required 
hours in Medicine, Women and 
Children’s and ASCR this month. 
Required hours versus rostered hours 
in NMSK remains slightly higher.  
 
Professional judgement is one pillar of 
three utilised to maintain safe staffing 
levels, the other two being numbers of 
staff on the shift and the safe care 
data. 
 
Staff are redeployed between clinical 
areas and Divisions following twice 
daily staffing meetings involving all 
Divisions, to ensure safety is 
maintained where a significant shortfall 
in required hours is identified, to 
maintain patient safety.  
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Nursing Workforce 
August’s nursing workforce position, 
which includes bank and agency, 
shows a further reduction in 
substantive WTE registered nurses. 
Continually declining since March 
2018, due to increasing vacancies and 
gaps in bank and agency fill. The HCA 
position has declined slightly over the 
same time period with a 25WTE 
reduction associated with a similar 
rise in bank HCAs used.  
 
Agency Nursing 
Agency usage has marginally 
increased from July to August and 
reports at 7% of  nursing workforce. 
There is still a reliance on non 
framework agency usage and this is 
being addressed with the neutral 
vendor for agency provision. The 
decline in substantive staff has 
resulted in an increased agency 
usage position particularly over the 
summer.  
 
Actions in place 
Cohesion continue to support the 
recruitment of the HCA band 2s and  
some band 5 registered nurses to 
support the existing band 5 pipeline. 
 
A nursing and midwifery workforce 
group has been established to agree 
action around establishments, 
effective rostering, use of temporary 
staff, opportunities for new roles and 
international recruitment, and 
recruitment and retention. Deep dives 
into use of all temporary staff have 
been instigated. 

Apr-18 May-18 Jun-18 Jul-18 Aug-18 Sep-18 Oct-18 Nov-18 Dec-18 Jan-19 Feb-19 Mar-19
Agency 36 44 55 63 85
Bank 195 210 202 196 194
Substantive 1942 1927 1905 1887 1868
Total 2173 2180 2161 2146 2147
Agency 0 0 0 0 0
Bank 224 236 247 248 250
Substantive 947 940 937 936 922
Total 1171 1176 1184 1184 1171

HCA

Worked WTEs

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

Safe Staffing - Board Sponsor: Interim Director of Nursing 

August 2018 Day shift Night Shift 
  RN/RM Fill rate CA Fill rate RN/RM Fill rate CA Fill rate 
Cossham 85.0% 100.0% 81.4% 90.3% 
Southmead  90.2% 100.6% 95.0% 107.8% 

August 2018 Care Hours Per Patient Day (CHPPD) 
  Cumulative Pt  census CHPPD RN CHPPD CA Overall 
Cossham 51 23.3 13.9 37.2 
Southmead  29138 5.0 3.5 8.5 

Southmead Nursing and Midwifery Fill Rates and Care Hours 
per Patient Day (CHPPD) 
Nursing and Midwifery fill rates for August show an increase in night 
duty fill rates but an decrease in day duty from last months figures. 
The patient census increased by 1968 therefore the CHPPD reflect 
this with an decrease of 0.8hrs. 
 

Wards below  80% fill rate are: 
CDS: Reduced fill rates for CA on nights at 73.9%. Fill rates are low 
due to a combination of sickness and the flexible use of staff 
between the unit and CDS at Southmead. 
Mendip: Staff within the birth centre have been moved due to the 
acuity on CDS. Women's services are closely monitored to ensure 
safety across the unit. 
NICU: Reduced fill rates for CA 71.9% on days and 61.5% on 
nights; NICU staffing remains closely monitored on each shift. In 
order to maintain safety the unit has been closely supported by the 
CDS coordinator and staff sent to support as necessary. The 
recruitment and training of new staff  continues. 
Cotswold: Reduced fill rates for RN 77.4% on days. This is due to 
changes in roster and additional CA have been used as is reflected 
in the fill rate. 
ICU: Reduced fill rates for RN 73.2% on days. These reflect 
decreased acuity on the unit over the period (assessed at individual 
patient level) relative to the ‘normal’ acuity levels upon which 
budgeted staffing levels are set. Staff  have been redeployed to  
support other units. 
 

Ward over 175% fill rate: 
33A: Increased fill rates for CA 208% on days and 188% on nights. 
This is due to the current acuity of burns patients on the unit. 
34b:  Increased fill rates on days and 185% on nights. This is due to 
the increased dependency on the ward requiring enhanced care. 
 

Cossham Midwifery Fill Rate and CHPPD: 
The integrated team rota for Cossham birth suite commenced in 
March 2018. The manually collected data indicated that fill rates this 
month have significantly improved in relation to the planned 
presence in the physical location. The unit was not closed due to 
the ongoing support of the sister  working clinically on days and the  
home birth midwives. There was a significant increase in census 
(29 last month to 51) with the subsequent effect on the CHPPD 
decreasing by 57.9hrs. 
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Maternity Staffing 
In August 2018 the maternity unit closed 
on three occasions due to high activity 
and acuity. No women were transferred 
during this time. 
  
Midwife to Birth ratio – new tool from 
South West Maternity Clinical Network 
used to calculate monthly variance in 
future, hence revised figure of 1:33 for 
August (RCM Recommendation 1-29).  
Updated safer staffing paper being 
prepared for submission to Trust Board. 
 
A multidisciplinary project group 
continuing work to address the increase 
in induction of labour rate in line with 
emerging national evidence and 
guidelines which also has a focus on the 
patient experience. 
 
Better births work streams are underway 
to implement BNSSG local maternity 
systems four key themes: 
• Personalised care 
• Continuity of carer  
• Safer care  
• Better postnatal care 
 
The Local Maternity System Delivery 
Board overseeing all work streams will 
take place on 05 September 2018 
 
CNST re-imbursement has been advised 
and resources required to maintain 
Maternity Safety Standards will be 
submitted in a safer staffing paper to the 
Trust Board. 

Safe Staffing - Board Sponsor: Director of Nursing 

‘My Pregnancy @ NBT’ smartphone app launched on 04 May 2018 to replace patient information leaflets and 
give women and families access to evidence based care ‘on-the-go’ wherever and whenever they choose. 

 

Mar-18 Apr-18 May-18 Jun-18 Jul-18 Aug-18 Trend
494 516 523 511 534 543

01:30 01:30 01:30 01:30 01:30 01:33
59.4% 56.6% 55.8% 56.0% 56.1% 56.4%
27.8% 30.3% 29.6% 29.1% 28.5% 31.2%

Emergency caesarean birth rate 16.9% 17.2% 17.3% 18.0% 17.3% 17.1%
34.5% 35.5% 33.9% 34.1% 35.0% 33.1%

Total births in midwife led environment 20.5% 18.9% 17.8% 17.8% 19.9% 19.3%
Cossham BC 6.6% 3.1% 4.1% 5.7% 6.1% 6.4%
Mendip BC 13.3% 15.2% 13.3% 11.5% 12.9% 12.1%
Home 0.6% 0.6% 0.4% 0.6% 0.9% 0.4%
CDS 78.9% 80.1% 81.3% 81.0% 79.2% 80.4%

One to one care in labour 97.4% 97.4% 98.1% 96.9% 97.0% 95.7%
Actual 2 0 1 4 0 1
Rate 0.40% 0.00% 0.40% 0.80% 0.00% 0.20%

Birth 
location

Stillbirth

Birth  
Total Births

Induction of labour rate

Normal birth rate
Caesarean birth rate

Midwife to birth ratio
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Eight serious incidents were reported to 
STEIS in August 2018: 
3 x Unexpected potentially avoidable injury 
1 x Delayed Treatment 
1 x Delayed Treatment of Deteriorating 
Patient 
1 x Medication Error 
1 x Unexpected Death 
1 x Surgical/Invasive Procedure 
 
Three Serious Falls were identified at 
Corporate SWARM for investigation through 
the QI process with review at the Trust Falls 
Group 
 
  
 
SI & Incident Reporting Rates 
Look back exercise July 2018: 
 
  
We conducted a review of all incidents 
reported as ≤ moderate harm reported in 
July 2018 to ensure that all potential serious 
incidents were identified. 
 
No additional SIs were identified. 
 
Incident reporting has seen a slight 
increase in August to 38.9 per 1000 bed 
days after a reduction in reporting for July. 
  
Serious incidents  rate in August was 0.36. 
 
SI Rate by 1000 Bed Days: 
CCS* - 0.31 
ASCR - 0.30 
WCH - 0.34 
Med - 0.27 
NMSK - 0.15 
 
*CCS Bed Base Interventional Radiology only 
 
 
 

Quality and Patient Safety - Board Sponsor: Interim Director of Nursing 
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Incident Reporting Deadlines for 
RCA submission 
No serious incidents breached their 
August 2018 reporting deadline to 
commissioners.  
 
Top SI Types in Rolling 12 Months 
Serious Falls (by Corporate 
SWARM) remain the most frequently 
reported SI. These are monitored 
through the Trust Falls Group. 
 
The next most frequent SIs are: 
Delayed Treatment, 
Falls (reported externally to STEIS)  
 
 
*Other Categories:  
2 Screening Issues 
2 Infection Control 
2 Medication Error 
1 Equipment Failure 
1 Adverse Media Event 
1 Missed Diagnosis 
1 Operating without Valid Consent 
1 Wrong Site Surgery 
1 Delay to Act on Test Results 
1 Delayed Treatment of Deteriorating patient 
 
 
 
  
 
 
 
 
 
 
 
 

Data Reporting basis 
SI 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. 
 
Central Alerting System (CAS): 
3 new alerts reported, with  none breaching alert target dates. 
 
One previously issued Patient Safety Alerts remains in breach 
of its deadline:  
 
2017/006: Confirming removal or flushing of lines and 
cannulae after procedure  
 
The Medication Safety Officer is leading on the 
implementation of associated actions. Progress and 
completion will report to Patient Safety and Clinical Risk 
Committee.  
 

Quality and Patient Safety - Board Sponsor: Interim Director of Nursing 
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Harm Free Care 
The ‘harm free’ care reporting 
includes both overall harm free care 
and the new harm rates which are 
reflective of ‘hospital acquired harm’. 
This month shows 98.17% for harm 
free care compliance adjusted for 
hospital acquired harm.  
 
Falls 
Of the 183 falls in August, two were 
severe, nine were moderate, 35 low 
and 137 no harm. One hundred and 
ten falls occurred within the Medicine 
division. 
 
While there has be a slight with-in 
month increase, the trend is still below 
six per 1000 bed-days.  
 
There is increasing concern about the 
number of questions and frequency of 
audits for inpatient falls on synbiotix. 
The Trust will be reviewing both of 
these factors next month to ensure a 
balance of meaningful data collection 
to facilitate learning and time lost to 
data processing. 
 

Safety - Board Sponsor: Interim Director of Nursing 
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Pressure Injuries 
Pressure injury incidence per 
thousand bed days increased this 
month to 0.67 per 1000 bed days. 
 

2018/19  Trust objectives  for the 
reduction of pressure injuries remain 
a zero tolerance for Grade 4 and 3 
and a 20% reduction (164 cases) for 
Grade 2. 
 
In August, pressure injuries were 
reported as: 
Grade 4: 1 
Grade 3: 1  
Both were pressure ulcers on the 
heels and occurred within the Medical 
division. These injuries are not related 
to a medical device.  
 
Grade 2: 17 reported injuries to 17 
individual patients. 53%  to heels; 
31% sacrum/buttocks; 16% medical 
devices. 
 
The Trust, led by the Medical 
Division, is undertaking a Quality 
Improvement project, utilising the 
perform methodology to reduce NBT 
acquired pressure injuries. The 
project is due to conclude within the 
next 12-16 weeks. 
  
VTE Risk Assessment 
Timely VTE Risk Assessments above 
the 95% national standard have 
continued.  

Safety - Board Sponsor: Interim Director of Nursing 
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Malnutrition 
Screening for malnutrition in August 
was 82.02%, a disappointing decline 
following the last 4 months of 
improvement with medicine seeing the 
a decline from the high 80s in July to 
mid-70s in July. This is being 
addressed by their Head of Nursing.  
 
Development of the work plan for the 
launch of MUST as the Trust’s 
malnutrition screening tool continues. 
 
 
WHO Checklist Compliance 
Measured compliance with the WHO 
checklist was 97.7% in August.  
WHO safer surgery list compliance is 
led by the theatre management team, 
linking with each speciality cluster, the 
programme is reporting into theatre 
board. 
 
 
 

Safety - Board Sponsor: Interim Director of Nursing 
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Fractured Neck of Femur in 
Patients aged 60 years and over 
Patients admitted to an acute 
orthopaedic ward within four hours 
Performance remains above 80% in 
August 2018. Performance in 2018/19 
is being sustained at an improved 
level from previous years and 
significantly above the National 
average. 
 
Patients medically fit to have 
surgery have surgery within 36 
hours 
Performance remains better than the 
England average despite a sustained 
increase in admissions for fractured 
neck of femur over the last two years. 
  
Patients assessed by an 
Orthogeriatrian within 72 hours 
August 2018 reports 97.40% of 
patients seen by an Orthogeriatrian 
within 72 hours. Performance against 
this measure is consistently high, and 
rising, reporting above 93% for the 
last two years.  
 
 
 

Safety - Board Sponsor: Medical Director N.B. Data is reported in arrears. 
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Stroke 
Number of stroke patients admitted 
August 2018 has reported 77 patients 
admitted for stroke in month, showing 
a sustained increase against previous 
years activity. Year to date, there has 
been a 10.07% increase in the number 
of patients admitted having had a 
cerebro-vascular accident compared 
to 2017/18. 
 
Patients scanned within one hour 
64.8% of patients were scanned within 
one hour in August. This reduced 
performance is thought likely to be due 
to pressures within the emergency 
zone but remains significantly better 
than the England average 
 
Patients thrombolysed within one 
hour 
In August 2018 66.7% of patients were 
thrombolysed within one hour, which 
remains better than the England 
average. 
 
Patients admitted to a stroke unit 
within four hours 
August’s data indicates a significant 
fall in the number of patients reaching 
Stroke Unit within 4 hours to 31.5%.  
Work is underway to validate this data 
and develop an improvement plan.  
Previous data indicates that patients 
who fail this standard usually fail by a 
very small margin. 
 
 
 

Safety - Board Sponsor: Medical Director N.B. England performance is the latest available position published on SSNAP. 
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Severity of Medication Error 
Number of overall incidents reported 
dropped this month. Need to continue 
to promote positive reporting culture 
 
High Risk Drugs 
Pharmacy  are working with the Datix 
team to confirm the appropriate 
categorisation of the high risk drug 
incidents currently reported as ‘other’. 
 
Missed Doses 
Percentage of missed medication 
doses remains within target. Stroke 
wards 7a and 7b best performing 
wards for missed doses at 0.1%, well 
under the 1.95% target 
 
Chemocare Protocols 
The number of protocols going live 
continues to increase  from 50 to 53 in 
month. The number required has 
increased by one as new treatments 
become available. 
 
 

Safety - Board Sponsor: Medical Director 
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82

Build  in progress

Protocol progress to date 
06/09/2018

Queries 

Released to LIVE 
Validated - ready for release

Trials to be built
Lung to be built

Built corrections required 

To be built

Submitted for validation

To be built no network protocol
To be built  - no current NBT use

TOTAL
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Safety - Board Sponsor: Medical Director 
 

MRSA 
There was one reported cases  of 
MRSA bacteraemia in August, bringing 
the Trust total to six cases since April 
2018.   
This case occurred within the Medical 
Division. RCA is under way but as yet 
no specific source has been identified. 
  
 
C. Difficile 
The Trust  objective for 2018/19 is 
fewer than 42 cases. There were six 
reported in August. The clostridium 
difficile steering group will review 
themes and trends taking in to 
consideration both good practice and 
areas for in improvement at the 
September meeting and this will form 
the basis of a Trust action plan. Actions 
will be reviewed as part the steering 
group and  monitored  by Control of 
Infection Committee. 



44 44 E. Coli 
There were five cases of E. Coli 
bacteraemia reported in August. The 
focus remains on the insertion and 
ongoing management of urinary 
catheters for the NBT action plan.  
 
MSSA 
There was one reported case of MSSA 
bacteraemia in August occurring within 
the ASCR division. 
 
Hand Hygiene  
Hand Hygiene compliance reported as 
98% in August.   
The infection prevention and control 
team have recently joined a NHSI 
initiative for developing national policy 
for hand hygiene representing the 
South region. 

Safety - Board Sponsor: Medical Director 
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Learning from Deaths 
The completion rate of  Mortality Case Reviews from June 2017 to 31 
May 2018 is at 64.3%.  
 
In this report time period (01 April - 31 May 2018) there has been one 
death where the overall care was judged as poor. This is undergoing a 
RCA and learning outcomes will be shared. There have been no deaths 
of patients with learning disabilities in this time period. 
 
The new mortality review system has now gone live with the introduction 
of screening of all cases of deceased patients  for all specialties. There 
will now be a focus on ensuring completion of full case note review for  all 
deceased patients with learning disability; cases where there have been 
significant concerns about care raised by family or staff and cases where 
patient were admitted electively and then died. 
 
 

Effectiveness - Board Sponsor: Medical Director 
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Quality Experience 
 

Board Sponsor: Interim Director of Nursing 
Helen Blanchard 
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Caring - Board Sponsor: Director of Nursing   
N.B. NHS England FFT Official stats publish data one month behind current data presented in this  IPR. 
        May 2018, South West region has been split to SW (North) and SW (South). NBT is now plotting against SW (North).  

QP2 QP2 

QP2 QP2 

Owing to technical issues, NHS England have not published 
maternity FFT data for November 2017. 

Friends and Family Test 
Response Rates against quality contract 
targets are: 
 
 
 
 
 
 
 
 
Changes to the wording of FFT text and IVM 
messages from 01 July 2018 have 
contributed towards  an average 3.14% 
increase in the response rate across the  
four monitored patient groups. Combined 
with the handing out of cards in the hospital 
detailing how to give feedback, which 
commenced in month, has led to August 
reporting the highest response rate in the 
ED for over two years. Maternity have also 
reported an improvement  with August 
showing the best response rate in 21 
months, since December 2016.  
 
The inpatient response rate has fallen in 
month, as anticipated based on the trend 
from last year. The reported decrease is 
1.43% favourable to the reported July – 
August 2017/18 position. 
 
Outpatients have reported a slight decrease 
in the responses received. At less than a 
percent fewer than last month, the response 
rate average for the last two months in 
3.79% higher than the 14.06% reported in 
June with NBT remaining above the local 
target, National and Regional performance 
against this metric. 
 
Work is continuing to improve use of the 
feedback to drive quality improvement work; 
Key focus areas are Maternity, Facilities, 
Outpatients and within the ASCR Division. 
 
 

ED 15% 22.07%
Inpatients 30% 18.03%
Outpatients 6% 17.62%
Materni ty (Birth) 15% 22.30%

FFT Response 
Rate

NBT ActualTarget
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Friends and Family Test against NBT 
2020 Objective: 
 
 
 
 
 
 
 
 
At the July 2018 meeting of the Patient 
Experience Group it was agreed to extend 
the Trust’s 2020 objective across all care 
groups except the emergency department.   
Based on national figures achieving a target 
of 95% would result in NBT being within the 
top 4% of Trusts in England, achieving a 
target of 90% would result in the department 
being in around the top 40% of Trusts in 
England. 
  
The inpatient ‘would recommend to friends 
and family’ score is being enhanced by the 
day case results being combined (as per 
Department of Health instruction) into the 
nationally reported figures. Currently 
inpatients are achieving 92.40% and day 
cases are achieving 95.14%. The patient 
experience team have targeted wards and 
departments to advise and assist in 
improvement strategies which includes the 
use of qualitative data. 
  
Key themes from FFT in August 2018: 
 
 
 
 
 
 
 
 
 
 
N.B. Staff = Staff Attitude 

 
 
 
 
 
 
 
 
 
 
 
 

Caring - Board Sponsor: Director of Nursing   

Owing to technical issues, NHS England have not published 
maternity FFT data for November 2017. 

QP2 QP2 

QP2 QP2 

N.B. NHS England FFT Official stats publish data one month behind current data presented in this  IPR. 
        May 2018, South West region has been split to SW (North) and SW (South). NBT is now plotting against SW (North).  

Staff 1298 Waiting Time 59
Cl inica l  Treatment 665 Communication 45
Care 549 Staff 26
Waiting Time 295 Cl inica l  Treatment 22
Communication 171 Care 12
Environment 89 Discharge 8
Staffing Levels 17 Environment 7
Discharge 17 Staffing Levels 2
Catering 15 Catering 2

Positive Negative

ED 90% 90.23%
Inpatients 95% 93.33%
Outpatients 95% 93.98%
Materni ty (Birth) 95% 93.33%

FFT Recommend 
Rate

Target NBT Actual
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Good care was given from the first second to 
the last second I was in. I was updated by nice 

friendly staff who advised all the time what was 
going on. The doctor always informed me what 
they were doing re table reduction to bring on 

a seizure. When I did have a seizure the staff on 
duty were straight in sorting me out. 

1 - Inpatient - 7a 

 The quality of service and 
speed/facilities were second to 

none. Thank you. 
1 - ED - Adult 

The waiting time was over two hours 
and a half. We had to abandon the 

wait and go back home. 
3 - ED - Adult 

I was left in room after surgery 
with no nurse buzzer! I asked a 
nurse about 6.30/7pm for meds 
coz I was in a lot of pain over an 
hour later I’m crying coz I never 
got the pain killers. I then had to 

scream for a male nurse to get the 
pain killers. I then discharged my 

self. 
5 - Inpatient - 32b 

I was discharged without any 
understanding of what had happened 

in my procedure or result and no 
contact with the doctor at all. I was told 

6 week for an appointment follow up 
and waited 3 months. I took time off 

work, paid for parking and was told my 
appointment was cancelled. This is the 
second time it has been cancelled and I 

still know nothing. 
5 - Outpatient - Gynaecology 

Recovery at home meant 
recovery was quicker. At 

home in my normal clothes, 
psychologically this also 

helped. Staff were efficient 
and friendly. 

1 – DC - Gate 21 
Doctor was very gentle and put 

me at ease! 
1 – OP - Radiology 

I felt ignored several times. I was 
told by a consultant on a 

Wednesday what treatment I 
required, despite asking several 

times on the Wednesday, Thursday 
and Friday my  treatment/ 

medication was not provided until 
my discharge on the Saturday. 

3 - IP - 34a 

I was seen extremely quickly, I was told 
what was going on and kept in the loop at 
every stage, everyone was friendly and in 

particular the nurse who put my cannula in 
was very good and put me at ease as I was 

pretty scared about having that done.  
1 - ED - Adult 

I attended the hospital in agony 
and am at home in the same 

agony, I wasn’t given any help or 
compassion. The receptionists are 

rude and just seem to be not 
bothered. That was the comments 
from all the people in the waiting 
room. We were there as patients 
that needed and expected help, 

We didn’t choose to be there but 
your staff do as a job, if they don’t 

like their jobs they shouldn’t be 
there. 

4 - ED - Adult 

Friends and Family Test 
“Please tell us the main reason for the answer you chose.” 

Would you recommend? 1. Extremely Likely 2. Likely 3. Neither Likely nor Unlikely 4. Unlikely 5. Extremely Unlikely 6. Don’t know 

Midwives were rude, medication was not given on 
time which was vital to my recovery. On the day of 
discharge the midwife threw my medication on the 

bed and said you are free to go, not telling me 
whether the community midwife will be coming to my 
parents house or my house as I was going to stay with 
my parents for a few days. I wasn’t given a brief down 

by the midwife before departure neither was I told 
what medications were in the bag. Absolutely 

disgusting service. 
 5 - IP - Maternity 

 

My medical notes hadn’t been 
dictated and so the 

information on file was from 
an injury sustained in 2011. 
My appointment time was 

13:45 and wasn’t seen for X-
Ray until 15:20 

4 - OP - T&O 

I found the staff nurse on the day shift very 
dismissive of my plan for pain management. This 

plan had been agreed with the registrar 
responsible for my care, taking into account my 

particular reactions to various medications. I have 
a chronic condition and know what works best for 
me, but she was reluctant to adopt an appropriate 

person centred approach leaving me feeling 
disempowered and unwilling to approach her 

with any problems I had. 
3 - IP - Cotswold 

Attended surgical hot clinic which is 
good in theory but needs tweaking 
to improve process, waiting times 
and communication with patients. 
Medical team I saw lovely but so 

rushed as appeared understaffed. 
Thank you. 
2 - IP - 32b 



50 50 Complaints and Concerns 
In August 2018 there were 56 complaints 
(a decrease of 11) and 74 concerns (a 
decrease of 11) received. In total, 129 
complaints and concerns were 
received. 821 enquiries were also 
managed by the Advice and Complaints 
team, which is similar to quick resolution 
activity managed by PALS services 
within other NHS organisations. 
 
Compliments 
The number of compliments returned to 
ACT for recording for August was 693. 
 
NHS Complaints National Guideline 
Targets 
The three day acknowledgment for 
complaints was achieved (100%).   
   
Overdue Cases  
The number of complaints that were 
overdue at the end of the month met the 
CCG target of 10 in August. 
 
Complaint Mandatory Compliance 
Of the cases closed in August 2018 (to 
account for late responses), 84 (60%) 
were completed within the agreed 
timescale.    
The exceptions were: 
 
• 18 x 1-10 days overdue. 
• 16 x 10-20 days overdue. 
• 23 x greater than 20 days overdue. 

 
This may be indicative of availability of 
clinicians and staff to respond to issues 
during this summer month and will be 
monitored with the Divisions Experience 
Manager and Deputy ACT Manager   

 
 Caring - Board Sponsor: Director of Nursing   

QP2 QP2 

QP2 QP2 
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Complaint Handling 
The top three categories of complaints in 
August reflect the ongoing trend of 
appointment issues, communication 
(including staff attitude), poor 
nursing/medical care. Some of this 
information correlates with FFT data. The 
advice and complaints team work closely 
with divisions to inform good practice in 
responding to complainants. 
 
NHS Choices Web posts  
For August 2018 Southmead Hospital 
Overall Rating from the NHS Choices 
home page is 4.5 stars against 261 
reviews. Cossham Hospital is also 4.5 
stars against 13 reviews. 
  
In August 2018 the star ratings given 
were: 
  
6 x 5 stars 
1 x 3 stars 
1 x 2 stars 
1 x 1 stars 
  
The advice and complaints team provide 
feedback comments to each reviewer, 
usually within a day of receipt. 
 
Ombudsman Cases 
No new cases were either referred to the 
Ombudsman or closed by them in 
August 2018. 

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

Caring – Quality Experience - Board Sponsor: Director of Nursing   

QP2 QP2 

Q3 17/18 Q4 17/18 Q1 18/19 Jul-18 Aug-18
New Cases referred to PHSO 2 0 1 1 2
No. of cases fully upheld 0 1 0 0 0
No. of cases partially upheld 0 0 0 0 1
No. of cases not upheld 2 2 0 0 1
Fines levied 0 500 0 0 0
Corrective Actions Compliant within timescales 0 0 0 0 0
Non- compliant 0 0 0 0 0

Parliamentary Health Service Ombudsman (PHSO) Cases
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Research and Innovation 
 

Board Sponsor: Medical Director 
Chris Burton 
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Research and Innovation 
Q1 recruitment performance was 
impacted by a change in how some 
studies are reflected nationally. The 
process changes research and 
innovation implemented to improve trial 
set up and recruitment to time and 
target have resulted in a clear 
improvement in performance with NBT 
now predicting an above average 
performance across both of the metrics 
the DoH monitors. 
 
NBT continues to see success with the 
development of non-medic PIs and 
academic leaders. Nikki Cotterill has 
been appointed by UWE as Associate 
Professor of Long Term Conditions 
(Continence Care) and is the Trust’s 
first clinical academic nurse.  
 
NBT currently holds 13 NIHR research 
grants worth £16.3m with a further six  
NIHR grants currently in set-up worth a 
total of  £2.95m, this includes the 
recently awarded grant:  
Prof Marcus Drake, NIHR HTA, £1.7m - 

Proper Understanding of Recurrent 
Stress Urinary Incontinence 
Treatment in women (PURSUIT) 

 
The department has, via the 
Southmead Hospital Charity, received a 
generous legacy donation of £130k to 
be used in support of research at NBT. 
This money will be used to run a call for 
applications from NBT staff to 
undertake small research projects (up 
to £20k). 
 
 
 Effectiveness - Board Sponsor: Medical Director 
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Facilities 
 

Board Sponsor: Director of Facilities 
Simon Wood 
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Very High Risk Areas 
 
Target Score 98% 
Audited Weekly 

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

High Risk Areas 
 
Target Score 95% 
Audited Fortnightly 
 

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

Significant Areas 
 
Target Score 90% 
Audited  Monthly 
 

 
Include: Audiology, Plaster rooms, Cotswold Out Patient 
Department 

Low Risk Areas 
 
Target Score 80% 
Audited  Every 13 weeks 
 

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

Operational Services Report on 
Cleaning Performance against the 
49 Elements of PAS 5748  v.2014  
(Specification for the planning, 
application, measurement and 
review  of cleanliness in 
hospitals) 
Cleaning scores in August have 
remained above target across the 
four risk categories.  
 
Approximately 200 Deep Cleans 
were requested per week. 
Performance against the 4hr 
completion SLA was at over 97%.  
 
Communication and staff 
engagement remains a key theme. 
In addition to regular initiatives the 
engagement programme the ‘Happy 
App’ is live across facilities and now 
allows all staff to send direct  
messages to their heads of service 
and the senior FM team. 
 

Facilities Management - Board Sponsor: Director of Facilities   
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Well Led 
 

Board Sponsors: Medical Director and Director of People and Transformation 
Chris Burton and Jacolyn Fergusson 
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Well Led - Board Sponsor: Director of People and Transformation  

Overall worked WTE and pay 
expenditure increased in August. 
 
There was a small increase in bank 
use of administrative and clerical and 
unregistered nursing staff groups.  
Agency use saw a more significant 
increase with an additional 22 WTE 
registered nurse agency staff being 
used. Administrative and clerical also 
saw a small increase in agency use. 
 
Across nursing and midwifery overall 
number of filled shifts increased in 
August reflecting an increase in overall 
demand. This aligns to the increased 
worked wte and spend. 
 
Across eRostered nursing areas the 
top five reasons for shift requests is as 
follows: 
1. Vacancy - 52% 
2. Sickness - 13% 
3. Additional Capacity - 12% 
4. Enhanced Care - 10% 
5. Annual Leave - 2% 
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Bank and Agency 
Both bank and agency expenditure has 
increased this month as the high demands 
during the summer period has continued.  
This has been reflected throughout the 
BNSSG consortium. For eRostered areas 
(~5000 substantive staff) August saw  
requests to cover annual leave increase by 
12%. 
 
Work continues within BNSSG to reduce 
agency reliance and expenditure. GRI  
(neutral vendor) are continuing to source 
more agencies onto the neutral vendor 
contract, whilst working with current 
suppliers in reducing agency rates. 
 
There has been a significant increase in 
demand for RMNs, hence an increased 
demand for non framework. GRI are 
working with registered agencies to 
increase fill rates. NBT eXtra are currently 
planning a number of recruitment drives to 
increase numbers in core staff groups e.g. 
RMNs, in advance of the winter period. 
 
We are reviewing our criteria for requesting 
RMN’s to establish alternative solutions.  
 
  
 
 
  
 

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

Staff Group
2016/17 

Year End 
2017/18 

Year End Aug-18
% Change 
2016/17 to 

Date

Add Prof Scientif ic and Technic 211.5 216.0 207.9 -1.6%

Additional Clinical Services 1,344.4 1,436.2 1,402.4 4.0%

Administrative and Clerical 1,368.5 39,944.0 1,374.7 0.0%

Allied Health Professionals 358.9 353.1 369.3 2.9%

Estates and Ancillary 672.6 653.0 674.0 0.2%

Healthcare Scientists 348.7 341.9 337.0 -3.4%

Medical and Dental 874.3 894.1 914.4 4.5%

Nursing and Midw ifery Registered 2,002.9 1,985.5 1,926.9 -3.8%

Grand Total 7,181.8 7,228.6 7,206.4 0.3%
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Nurse/HCA Recruitment  
To determine the longer term 
approach to HCA recruitment, all 
vacancies are now under review as 
part of an HCA workforce planning 
exercise. A new HCA assessment 
centre format has been implemented 
to reduce turnover of new recruits. 
 
There is continued focus on attracting 
Band 5 nurses, with two components:  
 
1. A comprehensive recruitment 

campaign programme of open 
days, external nursing career 
events and related advertising 
planned for Q3 to maximise 
substantive recruitment for winter. 
This is underway and will be 
reviewed with each division 
monthly.  
 

2. A long term strategic and 
operational nurse resourcing plan 
to ensure the continued and 
maximised supply of new recruits 
to address areas with high 
vacancies and / or turnover over 
the next 12 months.  

  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Well Led - Board Sponsor: Director of People and Transformation  

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

Staff Group Vacancy 
Factor Jul-18

Vacancy WTE 
Jul-18

Vacancy 
Factor Aug-18

Vacancy WTE 
Aug-18 Variance

Add Prof Scientific and Technic 6.3% 10.6 7.1% 11.8 0.7%
Additional Clinical Services 12.0% 185.7 12.2% 187.8 0.2%
Administrative and Clerical 8.8% 129.2 9.0% 132.8 0.2%
Allied Health Professionals 8.9% 33.6 7.9% 29.8 -1.0%
Estates and Ancillary 10.1% 74.9 10.4% 78.4 0.2%
Healthcare Scientists 4.5% 15.4 6.2% 21.3 1.7%
Medical and Dental 9.2% 90.9 7.5% 75.1 -1.7%
Nursing and Midwifery Registered 12.9% 279.3 13.5% 292.3 0.6%
Trust 10.5% 819.7 10.6% 829.3 0.1%
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Turnover 
The number of staff leaving the Trust 
remained at the same level in August 
as in July.  The greatest loss of WTE 
staff was seen in registered and 
unregistered nursing and midwifery. 
 
In addition to the retention steering 
group’s actions the People and 
Transformation team are continuing 
to support retention initiatives 
including: 
 
• Taking ‘Itchy Feet’ phone calls 

from staff - with a high success 
rate in terms of staff remaining in 
post following the call. 
 

• Increasing Manager Advice 
sessions to five per week from 
September. 
 

• Developing a new on-line Bullying 
and Harassment course. 

Well Led - Board Sponsor: Director of People and Transformation  

Staff Group Turnover 
Jul-18

Leavers 
WTE 

Jul-18

Turnover 
Aug-18

Leavers 
WTE 

Aug-18
Variance

Add Prof Scientific and Technic 0.48% 1.0 1.81% 3.8 1.34%
Additional Clinical Services 2.40% 34.3 2.17% 30.7 -0.22%
Administrative and Clerical 1.48% 20.2 0.93% 12.7 -0.55%
Allied Health Professionals 0.00% 0.0 0.95% 3.4 0.95%
Estates and Ancillary 0.52% 3.5 0.88% 5.9 0.36%
Healthcare Scientists 1.18% 4.0 0.89% 3.0 -0.29%
Medical and Dental 0.61% 2.6 0.47% 2.0 -0.15%
Nursing and Midwifery Registered 1.25% 24.2 1.35% 26.0 0.10%

Trust 1.33% 89.8 1.30% 87.6 -0.03%

Rolling 12 Months Jul-18 Aug-18 Variance
Total Turnover 16.36% 16.40% 0.04%
Voluntary Turnover 12.53% 12.55% 0.03%
Stability 84.96% 85.22% 0.27%
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Sickness 
Both long and short term sickness 
increased in July compared with June. As 
part of the approach to improve sickness 
absence and support staff the People and 
Transformation Team have developed a 
range of new and updated resources to 
support managers with absence 
management: 
  
• On-line sickness training which has 

been accessed by 113 managers in the 
last six months. 

 
• Focussed, bite-sized absence 

workshops to consolidate learning on 
specific areas:   

• Setting adjusted targets within 
the short term process. 

• Preparing the report for the 
Stage 3 sickness meeting. 

• Carrying out review / final 
review meetings as part of the 
long term absence process 

• AWOL process in a one page 
flowchart. 

• Discussion template for use 
when conducting long term 
sickness review meetings. 

• Briefing sheet on the ill-health 
retirement process. 

 
• September ‘Tip-toes’ theme on 

‘attendance and absence’. 
 

• Current mini research project on long 
term sickness seeking feedback from 
staff who have returned on what we can 
learn from their experience and what 
new interventions can we develop. 

Well Led - Board Sponsor: Director of People and Transformation  
N.B. Due variance in calculation method the in month sickness absence for NBT in the 
comparator may differ slightly from what is internally reported. 
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In Month Sickness Absence by Staff Group 

Well Led - Board Sponsor: Director of People and Transformation  

Trust Rolling 12 Month Average 
Acute 2017/18 3.99%
Acute - Large 2017/18 4.15%
North Bristol NHS Trust 2017/18 4.40%

Staff Group Variance Jun-18 Jul-18
Add Prof Scientific and Technic 0.09% 2.32% 2.40%
Additional Clinical Services 0.84% 5.52% 6.36%
Administrative and Clerical -0.03% 4.37% 4.35%
Allied Health Professionals 0.86% 2.99% 3.85%
Estates and Ancillary 0.76% 5.56% 6.32%
Healthcare Scientists -0.58% 2.41% 1.83%
Nursing and Midwifery Registered 0.06% 3.84% 3.90%
Medical and Dental -0.18% 0.88% 0.71%

Trust 0.22% 3.92% 4.14%

Rolling 12 Month Sickness Absence Jun-18 Jul-18 Variance
Total Absence 4.25% 4.24% -0.02%
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MaST 
Statutory / mandatory training 
compliance is an average of 86% 
across the "Top 8" topics used for IPR 
reporting. E-learning is averaging 5400 
completions a month for all training 
topics, MaST training consists of 76% 
of these completions. 
 
Appraisals 
The new appraisal graph shows the 
completion of appraisal over the 
2018/19 window against a trajectory 
that assumes the delivery of appraisals 
equally in each month over throughout 
the window. 
 
For the 2019/20 window, a review of 
this years appraisal completion will 
inform trajectory that reflects lower 
number of appraisals in early months 
as senior leaders are appraised and 
objectives are cascaded down to wider 
teams with a higher appraisal 
requirement in the latter months of the 
window. 
 
 
 
 

Well Led - Board Sponsor: Director of People and Transformation  

Training Topic Variance Jun-18 Jul-18
Infection Control 0.55% 86.79% 87.34%
Health and Safety 0.45% 90.66% 91.11%
Waste 0.14% 88.46% 88.60%
Information Governance 0.62% 83.40% 84.02%
Child Protection -2.15% 87.86% 85.71%
Equality and Diversity -0.01% 83.68% 83.67%
Fire 0.48% 86.30% 86.78%
Manual Handling -0.20% 81.09% 80.89%
Total 0.01% 86.01% 86.02%
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Finance 
 

Board Sponsor: Director of Finance 
Catherine Phillips 
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Statement of Comprehensive Income 
Assurances 

The financial position at the end of August shows a deficit of £12.5m, 
£2.7m adverse to the planned deficit. 

The position includes the loss of £0.6m of Sustainability Funding due 
to below target A&E performance. 

The Trust’s position against the NHSI control total is measured 
excluding PSF, and is £2.1m adverse to plan. 
 
Key Issues 

Contract income is £0.6m favourable to plan reflecting a £3m over-
achievement on non-elective activity offsetting underperformance in 
elective inpatient activity and critical care (£1.7m and £0.7m 
respectively). 

Pay is £1.1m adverse to plan. Under-delivery of CIP together with 
overspends on nursing and medical staff are being offset by 
vacancies and budgets set aside for specific investments later in the 
year. 

Non pay is £0.9m adverse reflecting above plan spend in a number 
of areas as well as under delivery of savings. 

Finance costs (excluding depreciation on donated assets) are £0.2m 
favourable. 

The plan for both Other Income and Pay have been adjusted to 
reflect the impact of the Agenda for Change pay award and the 
associated funding. 

The forecast outturn shows a risk that the Trust could struggle to 
achieve the control total and a number of mitigating actions are 
currently being put in place to deliver the required improvement.  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
  
 

Finance- Board Sponsor: Director of Finance 
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Statement of Financial Position 
Assurances  
The Trust repaid £0.9m of loan financing in 
August.  This brings total Department of Health 
borrowing to £170.5m.  
 
The Trust ended the month  with cash of £13.3m, 
compared with a plan of £15.0m.  The large period 
end balance is required in order to meet 
contractual payments prior to receipts being 
received from commissioners in September. 
 
Concerns and Gaps  
The level of payables is reflected in the Better 
Payment Practice Code (BPPC) performance for 
the year which is 86% by volume of payments 
made within 30 days against the target of 95%.   
 
Actions Planned 
The focus continues to be on maintaining 
payments to key suppliers, reducing the level of 
debts and ensuring cash financing is available. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
  
 

Finance- Board Sponsor: Director of Finance 
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Rolling Cash Forecast, In-year 
Surplus/Deficit, Capital Programme 
Expenditure and Financial Risk 
Ratings 
The overall financial position shows a 
£12.5m deficit, £2.7m adverse to plan. 
 
Capital expenditure was £3.2m 
compared to a plan of £5.7m for the 
year to date.  This is due to a timing 
difference of in year expenditure, 
however the expenditure for the year is 
expected to be on plan. 
 
Assurances and Actions Planned  
Ongoing monitoring of capital 
expenditure with project leads. 
 
Cash  for our planned deficit for the 
year to date has been made available 
to the Trust via DH borrowing 
 
Concerns and Gaps  
The Trust is rated at 3 (a score of one 
is the best) in the overall finance risk 
rating metric.   
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Savings 
Assurances  
The savings target for 2018/19 is £34.7m 
(£37.7m recurrently) against which £27.2m 
has been identified at the end of August.  
 
Concerns and Gaps 
The graph shows the phased forecast in-
year delivery totaling £27.5m which is 
below the required level for the year by 
£7.5m. Savings delivery as at the end of 
August is £5.6m adverse against a plan of 
£9.9m. £23.6m is rated as green or amber. 
 
Actions Planned  
Continued monitoring of actions required to 
deliver required savings in 2018/19. 
 
Improve the rate at which ideas and 
opportunities are being turned into full 
plans for delivery. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
  
 Finance- Board Sponsor: Director of Finance 
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Regulatory 
 

Board Sponsor: Chief Executive 
Andrea Young 
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Regulatory View - Board Sponsor: Chief Executive Officer 
 

 

The Governance Risk Rating (GRR) for ED 4 hour performance continues to be a challenge, actions to improve and sustain this standard are set out 
earlier in this report. A recovery plan is in place for RTT incompletes and long waiters (please see key operational standards section for commentary). In 
quarter monthly cancer figures are provisional because the Trust’s final position is finalised 25 working days after the quarter end.  

We are scoring ourselves against the Single Operating Framework (SOF). This requires that we use the performance indicator methodologies and 
thresholds provided and a Finance Risk Assessment based upon in year financial delivery. 

Board compliance statement number 4 (going concern) warrants continued Board consideration in light of the in year financial position (as detailed 
within the Finance commentary). The Trust has trajectories for any performance below national standard and scrutinises these through the Monthly 
Integrated Delivery Meetings. 

CQC reports history (all sites) 

* These services are no longer provided by NBT. 

Location Standards Met Report 
date 

Overall Requires 
Improvement Mar-18 

Child and adolescent mental 
health wards (Riverside) * Good Feb-15 

Specialist community 
mental 
health services for children 
and young people * 

Requires 
Improvement Apr-16 

Community health services 
for children, young people 
and families * 

Outstanding  Feb-15 

Southmead Hospital Requires 
Improvement Mar-18 

Cossham Hospital Good Feb-15 

Frenchay Hospital Requires 
Improvement Feb-15 

Regulatory Area Sep-17 Oct-17 Nov-17 Dec-17 Jan-18 Feb-18 Mar-18 Apr-18 May-18 Jun-18 Jul-18 Aug-18
Finance Risk Rating 
(FRR) Amber Amber Amber Amber Amber Amber Amber Amber Amber Amber Amber Amber

Board non-compliant 
statements 1 1 1 1 1 1 1 1 0 0 0 0

Prov. Licence non-
compliant statements 0 0 0 0 0 0 0 0 0 0 0 0

CQC Inspections RI RI RI RI RI RI RI RI RI RI RI RI
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Monitor Provider Licence Compliance Statements at August 2018 

Self-assessed, for submission to NHSI 
 
 Ref Criteria Comp 

(Y/N) Comments where non compliant or at risk of non-compliance 

G4 

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

Yes 
A Fit and Proper Person Policy is in place. 
All Executive and Non-Executive Directors have completed a self assessment  and no issues have been 
identified.  Further external assurance checks have been completed on all Executive Directors and no issues 
have been identified. 

G5 Having regard to monitor Guidance Yes The Trust Board has regard to Monitor guidance where this is applicable. 

G7 Registration with the Care Quality 
Commission Yes 

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

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

P1  
Recording of information Yes 

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

P2  
Provision of information Yes Information provision to Monitor not yet required as an aspirant Foundation Trust (FT). However, in 

preparation for this the Trust undertakes to comply with future Monitor requirements. 

P3 Assurance report on 
submissions to Monitor Yes 

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

P4  
Compliance with the National Tariff Yes NBT complies with national tariff prices. Scrutiny by CCGs, NHS England and NHS Improvement provides 

external assurance  that tariff is being applied correctly. 

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

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

C2 Competition oversight Yes Trust Board has considered the assurances in place and considers them sufficient. 

IC1 Provision of integrated care Yes Range of engagement internally and externally. No indication of any actions being taken detrimental to care 
integration for the delivery of Licence objectives. 

Regulatory View - Board Sponsor: Chief Executive Officer 
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Board Compliance Statements at August 2018 

 Self-assessed, for submission to NHSI 
 
 

 
No. Criteria Comp 

(Y/N) No. Criteria Comp 
(Y/N) 

1 

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

Yes 8 

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

Yes 

2 The board is satisfied that plans in place are sufficient to ensure ongoing 
compliance with the Care Quality Commission’s registration requirements. Yes 9 

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

Yes 

3 
The board is satisfied that processes and procedures are in place to 
ensure all medical practitioners providing care on behalf of the Trust have 
met the relevant registration and revalidation requirements. 

Yes 10 

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

Yes 

4 
The board is satisfied that the Trust shall at all times remain an ongoing 
concern, as defined by the most up to date accounting standards in force 
from time to time. 

Yes 11 The Trust has achieved a minimum of Level 2 performance against the 
requirements of the Information Governance Toolkit. Yes 

5 
 
The board will ensure that the Trust remains at all times compliant with 
regard to the NHS Constitution. 
 

Yes 12 

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

Yes 

6 
All current key risks have been identified (raised either internally or by 
external audit and assessment bodies) and addressed – or there are 
appropriate action plans in place to address the issues – in a timely 
manner. 

Yes 13 

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

Yes 

7 
The board has considered all likely future risks and has reviewed 
appropriate evidence regarding the level of severity, likelihood of it 
occurring and the plans for mitigation of these risks. 

Yes 14 

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

Yes 

Regulatory View - Board Sponsor: Chief Executive Officer 
 

 



Report To: Trust Board Agenda 
Item: 

4.2 

Date of Meeting: 27th September 2018 

Report Title: Perform Update 

Report Author & Job 
Title 

Matt Dixon, Perform Programme Lead 
Jacolyn Fergusson, Director of People and Transformation 

Executive/Non-
executive Sponsor 
(presenting) 

Dr Chris Burton; Medical Director & Deputy CEO 

Purpose: Approval/Decision Review To Receive 
for 
Assurance 

To Receive 
for 
Information 

X 

Recommendation: 1. Review the progress made by the Perform programme against
success criteria and other measures for assurance.

2. Note the proposed future plans to embed Perform into the Trust’s
fundamental way of working

Report History: • This report has not been considered by other committees
• This is an ad hoc report to the public Trust Board
• Future reports to the public Trust Board will be quarterly starting

from November 2018

Next Steps: • Quarterly report to Trust Board from November 2018

Executive Summary 

We recognised that the way patients flow through our hospital has long been a challenge. 

We have worked with PricewaterhouseCoopers LLP to co-create, plan and deliver a programme 
called Perform to have a positive impact on patient flow within the Trust. 

Perform has been live within 17 of the Trust’s 26 inpatient wards, as well as the Clinical Site 
Management Team and the Integrated Discharge Service since 16th April. The remaining 9 
wards went live on 21st May. We have seen some positive outcomes on performance which has 
been demonstrated within dashboards and anecdotally from our Partners at the most recent 
Multi Agency Discharge Event. We also hope to see improvements in the staff survey result for 
2018 across all five areas we are looking to improve upon. 

The Trust has committed to embracing Perform long term and embedding it into the Trust’s 
fundamental way of working. 

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

meeting. 



 
Strategic 
Theme/Corporate 
Objective Links 

• Change how we deliver services to generate affordable 
capacity to meet the demands of the future 
Corporate objectives:  
− Improve the flow of patients through the hospital by 

ensuring a maximum bed occupancy of 95% 
 
• Create an exceptional workforce for the future 

Corporate objectives:  
− Increase the overall engagement score in the staff survey 

from 3.72 to national average (3.78 in 2017) 
− Improved scores achieved in the staff survey in the health 

and wellbeing categories, so that exceeding the average 
of all trusts 

Board Assurance 
Framework/Trust Risk 
Register Links 
 
 

Workforce Committee Risk Register: 
• Inability to ensure safe/sufficient staffing within clinical and 

corporate teams: score 12 
• Inability for organisation to deliver necessary organisational 

change and business as usual performance within agreed 
resources: score 12 

Other Standard Reference We would expect the use of Perform and any associated 
improvement in performance to be viewed favourably by our 
regulators, specifically NHS Improvement and the Care Quality 
Commission. 

Financial implications  Not applicable                                           

Other Resource 
Implications 

 Not applicable 

Legal Implications 
including Equality, 
Diversity  and Inclusion 
Assessment 

Equality and diversity assessment references: 
• People report positive experiences of the NHS. 
• Training and development opportunities are taken up and 

positively evaluated by staff. 
• Staff report positive experiences of their membership of the 

workforce. 
 

Appendices: Appendix 1: Our vision for patient flow 
Appendix 2: Delivery of performance against success criteria 
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1. Purpose 

 
1.1 The purpose of this report is twofold: 

 
• To present the progress made by the Perform programme against success criteria 

and other measures for assurance. 
• To demonstrate the proposed future plans to embed Perform into the Trust’s 

fundamental way of working. 
 
2. Background 

We recognised that the way patients flow through our hospital has long been a challenge 
and in the last year alone we have seen a 9% increase in the demand for unplanned care 
which is some way above the national average. During the 2017/18 financial year, 
100%+ bed occupancy and associated pressures in the Emergency Department had 
become the norm year-round and it was agreed that significant action must be taken to 
improve the operation of our hospital for our patients and our staff. 

In order to create the sustainable shift required in the way the hospital operates, we 
recognised that it was only by working together that we would be able to unlock patient 
flow, but also that behavioural change had to be at the centre of the solution. We 
recognised that we did not have the internal capability or capacity to do this alone and 
therefore invited around 50 potential partners to propose how we would co-create, plan 
and deliver a solution together to our challenge. PricewaterhouseCoopers LLP (“PwC”) 
responded to our offer and they proposed a programme called Perform, which had seen 
success at a number of other hospitals across the country in improving performance. 

Perform was well aligned with what we needed as it is predicated on a coaching 
approach that creates sustainable behavioural change but it would also tackle a large 
number of areas at once to create coordinated change in parallel. Having spoken to 
Trusts who had implemented Perform and receiving positive feedback, we commissioned 
PwC to work with us to deliver the programme for a 5 month period between March and 
July 2018. 
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3. Our Perform journey and outcomes 

 
3.1 What is Perform? 

 

 

 

 

 

 

 

 
 

The premise of Perform is by giving individuals and teams a structured routine to work 
efficiently together and the tools and capability to solve problems, these multiple small 
changes add up to a big difference in efficiency. The ten Perform elements seen in the 
wheel above are introduced and coached in sequence by specially trained Perform 
Coaches. 
 

3.2 What did we do? 

We were clear that in order to have a positive impact on patient flow, inpatient wards 
should be our starting point as well as the teams who coordinate discharges. An initial 
piece of diagnostic work was undertaken in order to review performance by Division and 
Specialty and identify the opportunity available for improvement. Alongside this, a 4-
month programme plan was developed which encompassed planning, delivery of 
Perform in two waves and sustainability for the future.  

A vision for patient flow within the Trust was also developed by the Executive Directors 
and clinical Divisions as follows: 

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

 

Perform is a set of 10 management tools and 
techniques that allow teams to work together to 
achieve a common goal through; 

• Setting a vision and making progress 
visible 

• Adopting structured routines and 
practices 

• Embedding a culture of continuous 
improvement  

• Developing our workforce, their capability 
and confidence and recognising 
improved performance. 
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By doing all of this we will maximise the opportunity of our specialities to deliver 
exceptional care and enhance our reputation as a Surgical Centre of Excellence.” 

A graphical representation of our vision which we have promoted around the hospital can 
be found in Appendix 1. 

Following planning, Perform was introduced in over a period of 14 weeks to all 23 
inpatient wards within the Brunel building, in addition to the two wards within the newly 
rebranded Elgar Enablement Unit and the Cotswold gynaecology ward. The coaching 
was delivered in two waves, with 17 wards in wave 1 starting on 16th April 2018 and the 
remaining 9 wards in wave 2 which started five weeks later. To support a Trust-wide 
improvement and improved liaison with our external partners, Perform was also 
introduced to the Clinical Site Management Team and the Integrated Discharge Service 
from 16th April. Each of these 28 areas had a dedicated Perform coach for at least ten 
weeks and these coaches were a mixture of PwC’s experienced Perform coaches and 10 
NBT staff who were seconded to the programme to learn about Perform and be trained 
up as Perform Coaches to sustain the performance into the future. 

The end state of the deployment on 24th July 2018 was that all 28 areas had undertaken 
a 10 week programme of coaching in Perform, had embraced the methodology and 
performance had improved across the Trust (see section 3.3). Following the Perform 
waves and recognising that total behavioural change takes longer than 10 weeks, work 
was continued in order to sustain the improvement and this work goes on to this day, with 
plans for the next 6 months  in terms of where we focus our coaching resource for the 
best improvement in patient flow. The Perform Academy was created and built 
throughout the deployment and finalised with PwC’s support during August 2018 and 
now stands on its own to take Perform forwards within the Trust. 

We realised early on into the programme that Perform can be applied to more than 
patient flow and the Trust Board committed to “embedding Perform into the DNA of the 
organisation,” recognising that this will take a significant period of time with continued 
investment. Some detail is included later in this report around the actions we are taking to 
embed Perform further. 
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3.3 Outcomes 

In order to measure the success of the programme in improving operational performance 
and patient flow through the hospital, three success criteria were agreed to be measured 
between 18th June 2018 and 9th September 2018 against a baseline of the same period 
in 2017. They were as follows: 

• An improvement in the number of occupied beds at midnight from a baseline of
851 to a target of 808.

• An improvement in total weekly morning (AM) discharges from a baseline of 182 to
a target of 224.

• An improvement in the total number of patients with a length of stay of 7 days or
greater from a baseline of 468 to a target of 312.

We have improved significantly against our 2017 baseline for all of these measures, 
especially in our average number of occupied beds at midnight and our measure of the 
number of patients with a length of stay of 7 days or greater. For specific improvement 
numbers please refer to appendix 2. 

In August 2018, commissioner and external community partners commented during a 
joint Multi-Agency Discharge Event (MADE) that they had seen a shift in culture and 
efficiency in the inpatient wards within the Trust. Other feedback also indicated that 
wards were proud to show the partners what they had achieved and that in general 
processes were much more slick than when the partners had visited 6 months prior. 
These changes have been attributed to the Perform work. 

As well as external comments around the improvement seen, we have felt an energy and 
“buzz” within the Trust that we have not felt for a while, along with positivity about the 
impact of Perform. A sample of quotes and anecdotes from NBT staff who have 
embraced Perform are included in appendix 3. 

3.4 Further outcomes we expect – impact on our staff survey 

We have committed to improving our staff survey scores in five key areas. We have set 
out below how we expect Perform will positively impact on all five of these key areas: 

• Workload and resources
If empty beds are the norm, particularly first thing in the morning, workload will be
more manageable for all members of staff and resources will be used more
efficiently.
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• Management and leadership development 
Perform is predicated on a coaching approach that adds capability and adoption of 
this approach will not only allow leaders to get the best out of their teams but also 
to develop themselves. 
 

• Mandatory & Statutory Training  
If time is released through improved operational performance and decreased 
workload, more time will be available for essential training. 
 

• Staff Health and Wellbeing 
We expect improved efficiency to have a positive impact on staff sickness and 
retention by staff feeling more in control of their roles and with a greater ability to 
problem solve. 
 

• Communication & Engagement 
By staff understanding the part they play in a busy but efficient hospital, we expect 
to see engagement scores increase along with increased levels of communication 
at all levels. 

 

4. What steps are we taking to embed Perform into the DNA of the Trust? 
 

4.1 As well as the roll out of Perform to the operational areas who needed it most, we have 
taken steps to begin implementing the Trust Board’s vision of Perform being part of the 
Trust’s DNA. Some of the steps we have taken are as follows: 

• We have created and are expanding an internal Perform Academy to sustain the 
work we have done so far and drive the use of Perform to the next level. This 
Academy is led and delivered by NBT members of staff who have been seconded 
into the Academy and are trained as Perform coaches. This investment represents 
the commitment of the Trust to embed Perform deeply and widely into the 
organisation and as well being responsible for delivering change through the 
programme, this represents a fantastic development opportunity for the individuals 
who are members of the Academy. 

• An introduction to Perform as the NBT way of working is included in corporate 
induction for all members of staff. A similar introduction is also included in 
induction days for Junior Doctors. 
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• Perform will be included in all formal Leadership and Management Training
courses which are run internally by the end of the 2018/19 financial year.

• The Perform behaviours will also be included into appraisals for leaders and
managers in the organisation by the end of the 2018/19 financial year and we are
looking to include the Perform behaviours and experience of coaching teams into
leadership job profiles to aid recruitment during the same time period.

• Perform ‘Bootcamp’ training events are being run monthly by the Perform
Academy and are open to all members of staff to attend. These one-day
introductions to Perform are an efficient way to make staff comfortable with the
Perform tools and techniques and see them in action in a competitive team
environment. We have had overwhelmingly positive feedback so far from the
events with around 1,200 members of staff having attended or booked on to attend
(around 14% of our workforce). We are also including our partners in attendance
at bootcamps.

• The Trust Management Team; comprising Executive Directors and Divisional
Leadership, have committed to drive the Perform agenda forward within the
Trust’s Clinical Divisions and Corporate areas.

• We have planned a reinvigorated Perform communications and engagement plan
from 1 October to accelerate the impact of Perform before the worst of winter is
upon us and when we have additional Academy resource in place.

4.2 In addition to the above actions, we are awaiting feedback from Non-Executive Directors 
on other measures which will identify how Perform is embedding into the DNA of the 
Trust. We will track and report progress against these measures along with existing 
agreed measures and take action to improve any performance which we deem to be 
lagging behind. 

5. Recommendations

5.1 Note the progress made by the Perform programme against success criteria and other 
measures for assurance. 

5.2 Note the proposed future plans to embed Perform into the Trust’s fundamental way of 
working 
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Appendix 1: Our vision for patient flow 
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Appendix 2: Delivery of performance against success criteria 

Three success criteria were agreed to be measured between 18th June 2018 and 9th September 2018 against a baseline of the 
same period in 2017. They were as follows: 

• An improvement in the number of occupied beds at midnight from a baseline of 851 to a target of 808. 
• An improvement in total weekly morning (AM) discharges from a baseline of 182 to a target of 224. 
• An improvement in the total number of patients with a length of stay of 7 days or greater from a baseline of 468 to a target of 

312. 

The actual performance improvements are shown below. “Current” indicates our average performance during the measurement 
period of 18th June 2018 to 9th September 2018 and the percentages show our level of achievement against the targeted 
improvement. 

 

 

 

 

 

 

 

 
 

Total weekly AM 
discharges

Baseline Target Current

182 224 198

38%

  

69%

Total patient with 
LOS 7+ days

Baseline Target Current

468 312 360
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Appendix 3: Perform anecdotes 
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Recommendation: The Board are asked to note Charity activity and the work of 
Southmead Hospital Charity (SHC) Committee. 

Report History: This is a standard item following the SHC Committee meeting. 

Next Steps: N/A 

Executive Summary 

This paper reviews the items discussed at the SHC Committee meeting on 22nd August 2018. 

Strategic Theme/Corporate Objective 
Links 

4. Create an exceptional workforce for the future
5. Devolve decision making and empower clinical
staff to lead 

Board Assurance Framework/Trust 
Risk Register Links 

N/A 

Other Standard Reference N/A 

Financial implications Any financial implications are outlined in the body of 
the report.  

Other Resource Implications Any resource implications are outlined in the body 
of the report.  

Legal Implications including Equality, 
Diversity  and Inclusion Assessment 

N/A 

Appendices: None 
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1. Purpose
This paper reviews the items discussed at the Southmead Hospital Charity (SHC) Committee
meeting on 22nd August 2018.

2. Background
The Southmead Hospital Charity Committee meets once a quarter to discuss the strategic
direction, income generation, charity management, funding and application requests and
financial management of Southmead Hospital Charity.

3. Main Detail of Report
3.1 Terms of Reference

The Committee’s Terms of Reference were reviewed and discussed. 
A revised version will be presented at the next meeting. 

3.2 Southmead Hospital Charity Strategy  
The Charity team will be engaging with stakeholders over the next three months, in 
preparation for a new Charity strategy. Completion is due in Q4 in order to align with any 
refresh of the new Trust strategy.  

3.3 Extension of Graham Pelton Contract 
The Charity team will be continuing to work with Graham Pelton Consulting until the end of 
this financial year. Funds have already been set aside for this within the Charity’s existing 
pay budget.  

3.4 Income 
Income for Q1 is higher than forecast by £189k split between £16k for the Prostate Cancer 
Care Appeal and £172k for all other income. Community income continues to flourish. 

3.5 Recruitment 
Following the strategic review of the Charity and its resources by Graham Pelton and the 
subsequent approval at the March SHC Committee meeting the following appointments 
have been made. 
Adrian Brown has been promoted to the new role of Corporate and Community Manager.  
Anita Lewis has been promoted to the new role of Income and Fund Co-ordinator.  
Aislinn Billings has been recruited to the new post of Development and Trusts Officer.  
Due to internal promotion the posts of Corporate and Community Officer and Corporate and 
Community Assistant are now vacant. Interviews are due to take place in September for 
these roles.  

3.6 Future activity 
The Charity’s focus continues to be the Prostate Cancer Care Appeal. The Development 
and Trusts team have started to approach funders to support the £450k remaining to 
complete the Appeal. 
The Committee approved the request of £35k to support this year’s Christmas Cracker 
appeal which forms part of the Charity’s Christmas activity. 
A legacy pipeline of all known legacies is now complete and the Development and Trusts 
team have started to re-engage with outstanding cases.  

3.7 Funding and application requests 
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. 



Applications received for equality and diversity were not approved.  
It was agreed that the General Funds Committee would have a grant of £50k to approve 
projects throughout the hospital.   

3.8 Transactions over £10,000 
2 items required approval and were agreed. 

3.9 Capital requests 
There were no capital requests for this period. 

3.10 Investments 
The Charity’s investment report was reviewed. 

4.0 Recommendations 
No recommendations were made. 

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

meeting. 
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Executive Summary 
North Bristol Trust is the designated body supporting the revalidation and appraisal of 667 
doctors in a number of grades. Well established processes are in place to quality assure the 
appraisal process and to identify doctors who have missed their appraisals. 

The Trusts appraisal systems were last inspected by NHS England in September 2015 and 
received an “Excellent” rating in all domains. The next full inspection is due in 2020. A shorter 
visit took place by NHS England in February 2017. The NHS England team were happy with the 
current progress with no recommendations made as a result. 
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Strategic 
Theme/Corporate 
Objective Links 

The Medical Revalidation and Appraisal Annual Quality Report 
supports the strategic theme of creating an exceptional workforce 
for the future. 

Board Assurance 
Framework/Trust Risk 
Register Links 
 

Failure to submit the Medical Revalidation and Appraisal Annual 
Quality Report by the deadline will result in the Trust failing to 
discharge its statutory responsibilities.  

Other Standard Reference Medical Profession (Responsible Officers) Regulations 2010 
(amended 2013) and the GMC (Licence to Practice and 
Revalidation) Regulations 2012. 

Financial implications N/A 

Other Resource 
Implications 

No other resource implications identified within this report.   

Legal Implications 
including Equality, 
Diversity  and Inclusion 
Assessment 

No specific legal implications associated with this report. 

 
Appendices: Appendix A: Designated Body Statement of Compliance 
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1. Introduction 
 

Legislation supporting the licencing of doctors (Revalidation) was introduced in April 2013, 
so systems in place are now in their 6th year. 
 
At the 31st March 2018; 667 doctors had a prescribed connection to North Bristol NHS Trust 
meaning that NBT is their designated body for the purposes of medical revalidation. Each 
year every doctor must complete an appraisal that meets the GMC requirements. The fifth 
year of revalidation, detailed in this report, covers the period from 1st April 2017 - 31st March 
2018.  
  
NBT supports appraisal and revalidation for consultants, academics, clinical fellows, 
specialty doctors, associate specialists and a small number of Trust locums. There are also 
a further 10 doctors who complete annual appraisals at NBT but maintain a connection to 
another designated body in line with GMC designated body rules. Doctors in training grades 
maintain a connection to Health Education England for revalidation. 
 
NBT also provides an appraisal service for the Community Child Health Partnership staff that 
transferred from NBT to Sirona Care & Health in 2016. NBT charge Sirona for this service. 
The Trust also appraise and revalidate a further 8 NBT retired consultants; all of whom are 
charged for this service.     
 

2. Purpose of the Paper 
 
The purpose of this report is to communicate the results of an annual organisational audit of 
the Trust’s progress with revalidation which cross references the Medical Profession 
(Responsible Officers) Regulations 2010 (amended 2013) and the GMC (Licence to Practice 
and Revalidation) Regulations 2012. This will enable the Trust Board to make a statement of 
compliance (Appendix A) that must be returned to NHS England before the 28th September 
2018. Each compliance statement is referenced below.   
 

3. Governance Arrangements (Compliance Statement 1) 
 
Revalidation roles at NBT 
 
The revalidation team at NBT: 

• Responsible Officer: Dr Chris Burton Medical Director 
• Deputy Responsible Officer & Revalidation Lead for NBT: Dr James Calvert 
• Revalidation Support Manager: Nick Standen  

  
Within each division there is an appraisal lead that provides a link between the revalidation 
team, the divisional management team and the doctors within the division. ASCR has three 
appraisal leads and Neuro-MSK has two. Core Clinical Services is currently in need of a new 
lead but have yet to identify a nominee for this role which is reimbursed at 0.5 SPA. 
 
The Trust also provides a lay member who attends the bi-annual revalidation steering group.        
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Meetings 
 
Medical revalidation steering group 
The revalidation team, directorate appraiser leads and other identified individuals who 
support the revalidation and appraisal processes meet twice a year at the revalidation 
steering group to discuss current processes and possible improvements.   
 
 
Appraisal system 
 
Every doctor has an annual appraisal due date on the Trust’s appraisal system. A doctors 
due date will remain the same each year regardless of when the individual last completed 
the appraisal to ensure that the required 5 annual appraisals take place over the 5 year 
revalidation cycle. 
 
The Trust continues to use the PReP appraisal software for all medical appraisals to ensure 
compliance and quality assurance. The PReP system was originally purchased in 2012 as a 
joint procurement with University Hospitals Bristol NHS Foundation Trust (UHB) and Avon 
and Wiltshire Mental Health Partnership (AWP). The current contract expires in November 
2018. 
 
A formal tendering exercise will be required due to the cost and length of the new contract 
(between 3-5 years). The NBT Revalidation Team are currently in discussion with their 
counterparts at UHB and Weston and members of the Bristol & Weston Purchasing 
Consortium regarding a tender process.  
 
A number of system demonstrations have taken place as part of an informal process to view 
the options available on the market. A system specification has been drafted. A business 
case is in progress with NBT finance. The formal tendering process has not yet started as at 
25/05/2018 as the business case has yet to be approved. The cost of the tender will be at 
the same or lower cost as the present contract. There is a possibility that the current contract 
with PReP could be extended to the end of March 2019 to maintain the system for the full 
length of the current appraisal cycle and to allow additional time to finalise the tender 
process.    
 
Reporting of appraisal progress 
 
Two reports are produced each month by the Revalidation Support Manager: 
 

1. Revalidation appraisal figures report 
 
Issued to the Responsible Officer / Deputy Responsible Officer / Deputy Medical Director / 
Trust People Business Partners / Information Management Department. 
 
The report highlights the following: 
 

• Number of appraisals that were due by the current point in the appraisal year 
and % that have been completed  

• Number of appraisals in the current appraisal year that are: 
 Completed 
 Missed 
 Due date not yet set (for doctors who joined NBT in the past month) 
 Not due yet 
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The report also contains the following metrics for the Trusts Integrated Performance Report: 
 

• Rolling % of doctors, by grade, who completed an appraisal within the past 15 
months 
 

• Total number of revalidation recommendations made in each of the past 12 
months. 
 

a. No. of positive recommendations 
b. No. of deferrals 
c. No. of non-engagement recommendations 

 
2. Missed appraisal report 

 
This report is issued to Clinical Directors / Directorate Appraiser Leads / Trust HR Business 
Partners / General Managers 
 
The report is presented by directorate and highlights all the individual doctors who have 
passed their appraisal due date without a completed appraisal and any reasons given for the 
delay.  
 
 
Process of escalation for a missed appraisal 
 
Where an appraisal is delayed and highlighted in the above report there is an escalation 
process in place as detailed below. This process was updated in September 2016 and 
agreed by the Joint Local Negotiating Committee (JLNC).  
 
There is a 1 month gap between each stage.  
 
Stage 1: Letter to the doctor from the directorate appraiser lead offering support and 
guidance 
 
Stage 2: Letter to the doctor from the Deputy RO requiring action within three weeks 
 
Stage 3: Letter to the doctor from the RO requiring actions within three weeks or 
confirmation of the reasons why this is not possible 
 
Stage 4: A meeting is arranged between the doctor and the Deputy RO to identify the 
reasons for the missed appraisal and the necessary actions required to complete. A form is 
also issued to the GMC which triggers a non-engagement communication letter to be sent 
from the GMC instructing the doctor that they must meet the requirements within 8 weeks. 
 
Failure to meet this GMC deadline can result in a non-engagement recommendation being 
made which will put the doctor’s license to practice at risk. 
 
This process is currently under review as NHS England no longer accepts that appraisals 
can be completed within 15 months since the previous appraisal took place. Appraisals 
should now be completed by their 12 month due date. The Trusts Revalidation Steering 
Group have discussed a new escalation process with a reduced timescale. This will need to 
be approved at the JLNC before it is put in place.        
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Maintaining an accurate list of prescribed connections (Compliance Statement 2) 
 
To ensure that the list of doctors with a prescribed connection to North Bristol NHS Trust is 
accurate, the following processes are in place:   
 
Doctors joining NBT 
 
The Medical Personnel team inform the Revalidation Support Manager each month of 
doctors joining the Trust. The Revalidation Support Manager assesses whether NBT should 
be the doctor’s designated body as per the GMC guidelines. The doctor is then added to the 
Trusts designated body via an online database GMC-Connect.  
 
When a doctor joins the Trust; the Revalidation Support Manager issues a request to the 
individual doctor’s previous designated body to identify the date of the doctor’s most recent 
appraisal and details of any concerns relating to the individual. Returned forms are inserted 
into the individuals NBT appraisal portfolio for the doctor to access and any details of 
concerns are shared with the Trusts RO.        

 
Doctors leaving NBT 
 
The Medical Personnel team inform the Revalidation Support Manager when a doctor leaves 
the Trust. The doctor’s connection to NBT is removed via the online system GMC-Connect.    
 
Sharing Information (Compliance Statement 8) 
 
Information about a doctor’s fitness to practice is requested from the previous designated 
body when a doctor joins the Trust. The NBT appraisal system expects that a doctor 
declares their whole scope of work as required by the GMC. This ensures that the appraiser, 
revalidation support team and Responsible Officer can identify other places where the doctor 
works for the purposes of sharing fitness to practice information.  
 
During an appraisal doctors must include information from private practice including a 
statement of no concerns signed by the private employer. Appraisers do not proceed with 
the appraisal until this information has been included.      
 
 
Process of internal assurance 
 
Audit South West completed an audit of the Trusts revalidation and appraisal processes in 
February 2015 which received an overall green assurance opinion rating and a low impact 
assessment rating. 
 
NHS England also conducted a review (independent verification visit) of the Trusts appraisal 
and revalidation processes in September 2015. The review provided an ‘Excellent’ outcome 
which meets all core standards. Independent Verification Visits by NHS England will be 
carried out at least once per revalidation cycle (5 years). The next review at NBT is likely to 
take place around 2020. 
 
A shorter visit took place by NHS England in February 2017. The NHS England team were 
happy with the current progress with no recommendations made as a result.  
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Trust Policy and User Guide 
 
The NBT appraisal and revalidation policy and user guide was updated and signed off by the 
Joint Local Negotiating Committee (JLNC) in September 2016. 
 
The policy is going through an Equality Impact Assessment in June 2018.    
 
 
 
4. 2017/18 Medical Appraisal & AOA Results 

 
2017/18 Appraisal and revalidation performance data (Compliance Statement 5) 
 
The NHS England revalidation framework of quality assurance requires the Trust (as a 
designated body) to return an Annual Organisational Audit (AOA) to NHS England following 
the end of the 2017/18 appraisal year.   
 
The AOA was returned in May 2018 and includes the 2017/18 appraisal compliance for all 
doctors with a prescribed connection to the Trusts designated body at the 31st March 2018.  
 
At the 31st March 2018, the Trust declared that 667 doctors were connected to its designated 
body. This is a rise in 31 from last year.  
 
There were two additional groups of doctors completing appraisals on the NBT appraisal 
system who are not included in the 667 doctors mentioned above. These are: 
 

• Sirona employees (referenced in the introduction in section 1). Details of these were 
returned in a separate AOA report by Sirona.  

 
• 10 doctors who completed appraisals at NBT but who hold a prescribed connection 

to another designated body. These 10 doctors were all compliant with their 
appraisals and the details of this were returned in a separate AOA report by their 
designated bodies.   

 
The below details returned to NHS England within the AOA represent the 667 doctors with a 
prescribed connection to NBTs designated body.  
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AOA Appraisal Compliance 2017/18 

 

 
Only doctors with a prescribed connection to 
the Trusts designated body at the 31st March 

2018 are included within this data 
 

 
No of Doctors 

with a 
prescribed 
connection 

 

Completed 
Appraisals 

Approved 
incomplete or 

missed 
appraisals 

 
Unapproved 

incomplete or 
missed 

appraisals 

% Appraisal 
Completion  

 
Consultants  

(permanent employed consultant medical staff 
including honorary contract holders) 

 

439 417 22 0 94% 

 
Associate Specialists & Specialty Doctors 

 
 

47 40 7 0 85% 

 
Temporary and short term contract holders 

(temporary employed staff including locums who 
are directly employed, trust doctors and clinical 

fellows) 
 

173 149 20 4 86% 

 
Other doctors 

 (retired NBT doctors paying for a revalidation 
service) 

 

8 8 0 0 100% 

Total 667 614 49 4 92% 
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The 49 doctors with approved missed appraisals include those doctors that we know are on 
long term leave such as sickness and maternity. It also includes the doctors that were 
incomplete at the 31st March 2018 but who are being managed through the Trusts missed 
appraisal escalation process in order to ensure compliance.   
 
The 4 unapproved missed appraisals consist of doctors who recently joined the Trust just 
before the 31st March 2018 and have been unable to provide us with details of their previous 
appraisal. All four doctors have been assigned an appraisal due date within the next 6 
months to ensure that they can be compliant.  
 
 
Previous AOA data  
 
The below table presents the 2017/18 AOA appraisal compliance compared to previous 
years.  The slow improvement in compliance reflects on-going work being undertaken with 
directorate appraisal leads to ensure doctors complete their annual appraisal in a timely 
manner. A figure of 92% places us at the upper end of the performance range for similar 
organisations. 
 

AOA Appraisal Year No. of prescribed 
connections % of appraisals completed 

2017/18 667 92% 
2016/17 636 89% 
2015/16 636 88% 
2014/15 575 87% 
2013/14 519 87% 

 
 
Appraisers (Compliance Statement 3 & 4) 
 
New appraiser training:  
 
The number of appraisers required to support revalidation is monitored within each division 
based on the divisions number of appraisees. It is based on an appraiser conducting a 
minimum of five appraisals per year for which they receive 0.25 SPA per week.  
 
New appraiser training is provided where a drop in the number of appraisers in a division 
occurs or the number of appraisees rises. In 2017/18 Dedici Ltd provided new appraiser 
training for NBT doctors. The content of the training course had been reviewed by the 
revalidation support team to ensure they meet the GMC requirements and is nationally 
recognised for CPD.     
 
Existing appraiser training: 
 
Existing appraisers are expected to attend a half day update training session each year 
facilitated by an external training group: Effective Professional Interactions. The training days 
are supported by the Deputy Responsible Officer and the Revalidation Support Manager. 
The 2017/18 sessions focused on using appraisal to investigate and foster professional 
resilience in doctors in the early, middle and late stages of their careers. Next year appraiser 
training will focus on coaching skills. The topics chosen reflect issues arising from review of 
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appraisals being undertaken in the trust by the Deputy RO and a desire to use appraisers to 
help foster good professional practice in the hospital.  
 
 
Quality assurance of appraisals 
 
The following outlines the areas of quality assurance within the appraisal processes: 

Appraisal systems: 

• PReP allows the appraisal conversation to be summarised and captured 
electronically providing an audit trail of each individual step in the process    

• An appraisee is required to make mandatory pre-appraisal probity statements in the 
system 

• The appraisal inputs are required to be submitted to the appraiser prior to the date of 
appraisal. This provides the appraiser with sufficient time to review the content and 
return the form for editing if necessary.   

• Information regarding closed complaints, audits, quality improvement projects, Trust 
MLE training and formal HR concerns are included into the appraisal inputs for every 
doctor by the Revalidation Support Manager to ensure they are included for 
discussion with the appraiser. This provides assurance that all elements set out as 
needing discussion by the GMC during appraisal are included. 

Reports on clinical incidents are currently not being added to the appraisal inputs by 
the Revalidation Support Manager as a number of the reports generated from the 
Safeguard system were inaccurate. New reports are currently being created by the 
Datix team. Doctors are able to still add incidents to their portfolio themselves.  

• Any information that the Responsible Officer deems appropriate for inclusion into a 
doctor’s appraisal input is also sent to the Revalidation Support Manager to upload to 
the system. This is placed in the system with mandatory reflection required. This may 
include letters of advice sent as a result of disciplinary processes etc. 

• 360 feedback is collected through the Edgecumbe Doctor 360 tool which provide 
anonymous reports meeting GMC guidance for feedback        

 

For the appraisers: 

• Appraisers are required to reflect on their performance as an appraiser during their 
own appraisal. As part of completing an appraisal, the appraisee is required to 
complete an online questionnaire about the performance of the appraiser. These 
feedback results and comments are then anonymised and uploaded into the 
appraisers portfolio by the Revalidation Support Manager. 

• Appraisers will also attend the appraiser half day training days annually which will 
provide CPD and appraiser networking which will feed into their own appraisals.  

• Appraisers are also asked to attend any directorate appraiser meetings which are 
setup by the directorate appraiser leads. 

• During a doctor’s revalidation, the Deputy Responsible Officer reviews all appraisal 
inputs and outputs for that individual. The quality of the appraisal outputs are 
assessed and fed back to the appraiser with suggestions for improvement where 
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necessary. The Trust policy update includes a new process for any appraisers who 
are not meeting the expectations of the role.       

For the organisation: 

• User feedback on the systems in place is gathered during directorate appraiser 
meetings, steering groups and through the appraiser training days. 

• The monthly appraisal compliance reports provide a continuous audit of appraisal 
compliance. The revalidation team has also complied with every appraisal report 
required by NHS England to date which is requested four times per year.  

• The Trust has processes outside of the appraisals to investigate and manage 
complaints and incidents as they occur. The outcomes from these are included in 
appraisals for doctors to reflect on and learn from. 

• The Revalidation Support Manager contacts all specialty leads every 6 months to 
identify any low level concerns for doctors that have not been picked up by the Trusts 
formal processes. Any concerns received are shared with the RO.  

• Two key audits from Audit South West and the NHS England Independent 
Verification Visit            

 
Security and clinical governance  
 
The following levels of access have been provided to the users of PReP: 
 

• The PReP e-portfolio is accessed by a unique user name and password for each 
user 
 

• Responsible Officer and Deputy Responsible Officer has access to all e-portfolios 
through a user name and password 
 

• The following individuals have access to all individual e-portfolios for the purpose of 
providing individual system support and help; support to appraisers and to upload 
centrally produced supporting information:  
 

o Revalidation Support Manager 
 

• Appraisers only have access to their own agreed appraisee portfolios to view 
appraisal input forms and supporting information and to complete Output forms. 
Appraisees can change this at any time.   

 
PReP is supplied by Premier IT which is ISO 27001 compliant for Information Security 
Management.  Patient identifiable information is neither allowed nor required to be uploaded 
to individual’s e-portfolios.  
 
 
5. Revalidation Recommendations 
The number of revalidation recommendations due in the 2017/18 year remained low. 
Because revalidation is a 5 yearly process, the number of recommendations that will be due 
over the next 3 years is going to rise significantly as most doctors enter their second 
revalidation cycle.  
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Appraisal 
Year 

Revalidations 
Due Positive Deferral Non-

Engagement 

 
% 

Deferrals 
Made 

2017/18 45 35 9 1 20% 
2016/17 44 32 12 0 27% 
2015/16 202 172 30 0 15% 
2014/15 189 164 25 0 13% 
2013/14 96 86 10 0 10% 

 

Deferrals  

The percentage of deferrals made in the 2017/18 year has slightly reduced from last year. 
Because all doctors who were registered with a licence to practice in 2012 went through 
revalidation within the first three years; the majority of the revalidation recommendations due 
within the past year have been for non-consultant grade doctors.  

 

Grade of doctor No. of deferrals made 
Consultant 2 

Clinical Fellow 5 

Specialty Doctor/Associate Specialist 1 

Trust Locum Doctor 1 

 

A high number of recommendations due in the fifth year were made for clinical fellows. 
Clinical fellows remain the key target group for the Revalidation Support Team. Many clinical 
fellows come directly from a recognised training programme where the process of appraisal 
and revalidation is automatic through their training reviews (ARCPs). Other clinical fellows 
come from abroad and are unfamiliar with the requirements and importance for appraisal 
and revalidation. For these reasons, this group of staff are seemingly slow to prioritise the 
work needed for revalidation which has led to an increase in the percentage of deferral 
recommendations.  

A new process of delegating appraisers to clinical fellows upon their arrival has been put in 
place at the Trust to mitigate this. The appraiser is asked to advise the individual of their 
responsibilities following the information that the doctor has already received from the Trust 
during their induction. A deferral is an administrative action taken by the trust to allow a 
doctor to collect more information for their appraisal. It is not a disciplinary action and has no 
implications for a doctor’s licence to practice. 
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The reasons for the deferrals in the last appraisal year are listed below. 

    

2017/18 Reasons for Deferrals Number of 
Deferrals 

Insufficient evidence within previous appraisals or no previous appraisals 
completed. Deferral until a further appraisal can be complete.   0 

Failure to compete a full set of 360 colleague and patient feedback 
including the individual’s reflections on the results. 8 

Failed to complete upcoming appraisal by the revalidation deadline 0 

Unable to complete appraisal and 360 feedback due to maternity leave 0 

Doctor new to NBT - more time needed to engage with the NBT appraisal 
process. Revalidation date too soon after Trust start date.  1 

 

Non-engagement recommendation 
In May 2017, the Trusts first non-engagement recommendation was made for a clinical 
fellow. The non-engagement recommendation followed a deferral that was made by NBT 
earlier in October 2016 and the same individual was also deferred by his previous 
Designated Body in August 2015.     

The Trusts revalidation support team are confident that the individual was provided with 
every opportunity to complete the required actions in good time before the non-engagement 
recommendation was submitted to the GMC. The individual failed to complete the actions 
that were agreed following the second deferral in October 2016.        
 
The individual was provided with an opportunity to explain to the GMC the reasons why they 
had failed to engage with the process by the deadline. On the 7th June 2017, the GMC wrote 
to the Trusts Responsible Officer with their decision to withdraw the individuals licence to 
practice on the 12th July. The doctor was then offered a chance to appeal this decision. 
 
The doctor eventually complied with the revalidation requirements and decided to appeal the 
GMC decision. He was asked to provide a large portfolio of evidence to the GMC and 
required to collect statements and references from colleagues. On the 28th July, the GMC 
wrote to the Trusts Responsible Officer asking what recommendation would now be made 
for the doctor considering all of the available evidence.  
 
Following correspondence between the Trusts Responsible Officer and the GMC, the 
individual was granted a 12 month deferral with a new revalidation date in May 2018 and the 
appeal was withdrawn to allow for this to take place. The individuals licence to practice was 
not withdrawn on this occasion.  
 
The doctor ended employment with NBT in March 2018. He has been successfully 
revalidated in May 2018 by his new employer.    
 
 
6. Monitoring Performance (Compliance Statement 6) 
  
For the purposes of revalidation the following information is included in each doctor’s 
appraisal portfolio. The doctor is expected to reflect on the content of all these reports within 
their appraisal and discuss any outcomes with their appraiser: 
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a. Complaints (run from the Trusts Safeguard system)  
The advice and complaints team maintain a process by which doctors are informed of all 
incoming and outgoing correspondence concerning complaints with which they are involved. 
A retrospective report from the preceding 12 months is uploaded to the individual’s e-
portfolio eight weeks prior to their appraisal for reflection and discussion at appraisal.  
 

b. Incidents (run from the Trusts Safeguard system) - suspended 
The Trust’s eAIMS system contains a process where a doctor can be actively highlighted 
and an explanation of their involvement in an incident can be detailed. Due to some 
inaccurate data appearing in the reports, the revalidation support team have suspended 
adding incident reports into doctor’s portfolios until the new Datix reports are ready for use.  
Doctors must still include information on any incidents they have been involved in by adding 
this to their own portfolio.  
 

c. Clinical audit (produced by the Clinical Audit department) 
 
The Trust’s Clinical Audit department produces a report of all completed, registered clinical 
audits for each doctor.  A retrospective report from the preceding 12 months is uploaded to 
the individual’s e-portfolio eight weeks prior to their appraisal for reflection and discussion at 
the appraisal. 
 
 

d. Quality improvement projects (produced by the Quality & Safety Improvement 
Team) 

The Trust’s Quality Improvement department produces a report of all completed and ongoing 
registered quality improvement projects for each doctor.  A retrospective report from the 
preceding 12 months is uploaded to the individual’s e-portfolio eight weeks prior to their 
appraisal for reflection and discussion at the appraisal.  
 

e. Formal fitness to practice concerns (produced by the HR department) 
 
The Trust’s HR department maintain records of all doctors who are going through a formal 
management process due to fitness to practice concerns. A retrospective report from the 
preceding 12 months is uploaded to the individual’s e-portfolio eight weeks prior to their 
appraisal for reflection and discussion at appraisal. Concerns are only included into an e-
portfolio when they are closed or when formal remedial actions have been agreed with the 
individual.   
 

f. Formal HR concerns - Bristol University 
 
The University of Bristol HR department maintains a record of all formal concerns for doctors 
employed with the university. Those with honorary contracts with NBT are appraised and 
revalidated through the Trusts Designated Body. A transfer of information request is sent to 
the university eight weeks prior to their appraisal and a retrospective report from the 
preceding 12 months is uploaded to the individual’s e-portfolio for reflection and discussion 
at the appraisal.   
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g. Low level fitness to practice concerns; produced in a six monthly report from 
the individuals clinical manager 

 
Specialty leads are provided with a list of all doctors within their specialty every six months 
and are asked to make a statement, for each doctor, whether there are any low level fitness 
to practice concerns (not in a formal management process).  Where a concern is identified 
an exception report is produced where more detail is provided and this is uploaded to the 
individual’s e-portfolio for reflection and discussion at appraisal. Concerns are only included 
in an e-portfolio if the specialty lead is able to confirm that the individual has been made 
aware of the concern. 
 
 

h. Formal HR concerns - Sirona 
Sirona Care & Health HR department maintains a record of all formal concerns for doctors 
employed with Sirona. NBT Provides an appraisal and revalidation service for these doctors. 
A transfer of information request is sent to Sirona eight weeks prior to their appraisal and a 
retrospective report from the preceding 12 months is uploaded to the individual’s e-portfolio 
for reflection and discussion at the appraisal.   

 
 
7. Responding to Concerns and Remediation (Compliance Statement 7) 

 
The NBT Medical Staff Remediation Policy and User Guide describes the approach of the 
Trust to the identification, classification and response to the performance issues of members 
of the medical staff for whom North Bristol Trust is the designated organisation. 

 
Remediation programmes are designed to meet the needs of the individual doctors and as 
such are not formally laid out in the policy or user guide. The Trust also has methods of 
responding to complaints and incidents as they occur.   
 
 

8. Recruitment and Engagement Background Checks (Compliance Statement 9) 

All pre and post-employment checks at NBT comply with the NHS Employment Check 
standards which apply to all applications for NHS positions and staff in ongoing NHS 
employment. The NHS standards are regularly reviewed to ensure ongoing compliance. The 
relevant regulations with which NBT complies are described below:  

All NHS providers are required to be registered with the Care Quality Commission (CQC) 
and, as part of this registration are required to comply with the Health and Social Care Act 
2008 (Regulated Activities) Regulations 2010 and the Care Quality Commission 
(Registration) Regulations 2009.  

The CQC's Essential Standards of Quality and Safety outline core standards which must be 
met, including robust recruitment practices in place. NHS providers should therefore provide 
evidence of compliance with the NHS Employment Check Standards as part of the CQC's 
regulatory framework. The NHS Employment Check Standards are also embedded in the 
Crown Commercial Service, National Agency Framework Agreement and there are annual 
audit checks of agencies, to assure compliance with the standards. 
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9. Development, Concerns and Corrective Actions (Compliance Statement 10) 
 
Development 
 

• The missed appraisal escalation process has been reviewed and changed to reflect 
that NHS England no longer accepts a 3 month delay to appraisals. This new 
process will be taken to the JLNC before it is put in place. 

 
• The Datix system is currently being developed to accurately report on complaints and 

incidents for medical appraisal and revalidation. The Datix system may also be used 
for HR formal concerns which can also feed into the appraisal process.   
 

 
10. Actions Required 

  
The board is asked to accept the report and consider the Statement of Compliance 
(Appendix A) to decide if there is sufficient assurance for this to be signed and 
returned to the Trusts Revalidation Support Manager.  
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Appendix A 
Designated Body Statement of Compliance 

 
The board of North Bristol NHS Trust can confirm that 

• an AOA has been submitted, 
• the organisation is compliant with The Medical Profession (Responsible 

Officers) Regulations 2010 (as amended in 2013) 
• and can confirm that: 

1. A licensed medical practitioner with appropriate training and suitable capacity 
has been nominated or appointed as a responsible officer;  

Comments: 

2. An accurate record of all licensed medical practitioners with a prescribed 
connection to the designated body is maintained;  

Comments:  

3. There are sufficient numbers of trained appraisers to carry out annual medical 
appraisals for all licensed medical practitioners;  

Comments:  

4. Medical appraisers participate in ongoing performance review and training / 
development activities, to include peer review and calibration of professional 
judgements (Quality Assurance of Medical Appraisers1 or equivalent);  

Comments:  

5. All licensed medical practitioners2 either have an annual appraisal in keeping 
with GMC requirements (MAG or equivalent) or, where this does not occur, 
there is full understanding of the reasons why and suitable action taken;  

Comments:  

6. There are effective systems in place for monitoring the conduct and 
performance of all licensed medical practitioners1 (which includes, but is not 
limited to, monitoring: in-house training, clinical outcomes data, significant 
events, complaints, and feedback from patients and colleagues) and ensuring 
that information about these matters is provided for doctors to include at their 
appraisal;  

Comments:  

 

1 http://www.england.nhs.uk/revalidation/ro/app-syst/ 
2 Doctors with a prescribed connection to the designated body on the date of 
reporting. 
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7. There is a process established for responding to concerns about any licensed 

medical practitioners1 fitness to practise;  

Comments:   

8. There is a process for obtaining and sharing information of note about any 
licensed medical practitioner’s fitness to practise between this organisation’s 
responsible officer and other responsible officers (or persons with appropriate 
governance responsibility) in other places where the licensed medical 
practitioner works;3  

Comments:  

9. The appropriate pre-employment background checks (including pre-
engagement for locums) are carried out to ensure that all licenced medical 
practitioners have qualifications and experience appropriate to the work 
performed; 

Comments:  

10. A development plan is in place that ensures continual improvement and 
addresses any identified weaknesses or gaps in compliance.  

Comments:  

 
 
Signed on behalf of the designated body 
[(Chief executive or chairman (or executive if no board exists)]  
 
Official name of designated body: _ _ _ _ _ _ _ _ _ _ _ 
 
Name: _ _ _ _ _ _ _ _ _ _ _  Signed: _ _ _ _ _ _ _ _ _ _ 
Role: _ _ _ _ _ _ _ _ _ _ _ 
Date: _ _ _ _ _ _ _ _ _ _ 
 
 

 

3 The Medical Profession (Responsible Officers) Regulations 2011, regulation 11: 
http://www.legislation.gov.uk/ukdsi/2010/9780111500286/contents 
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Report To: Trust Board Agenda 
Item: 

6.1 

Date of Meeting: 27 September 2018 

Report Title: NHS Staff Survey Preparation 

Report Author & Job 
Title 

Guy Dickson, Head of People Strategy 

Executive/Non-
executive Sponsor 
(presenting) 

Jacolyn Fergusson, Director of People & Transformation 

Purpose: 
 

Approval/Decision Review To Receive 
for 
Assurance 

To Receive 
for 
Information 

  X  

Recommendation: The Board is asked to  
• Review the proposed approach to the 2018 staff survey for 

assurance. 
• Note the progress made against 2017 areas of focus. 

Report History: A similar report was shared with Workforce Committee on 27 August 
2018 

Next Steps: • Implement staff survey communication and roll out plan ahead of 
staff survey launch on 1 October 2018. 

• Continue work in the five areas of priority and communicating 
successes. 

 

Executive Summary 
The purpose of this report is to provide the Board with an update on the preparation for the NHS 
Staff Survey 2018, including progress made since the results of the 2017 survey.  
 
Good progress has been made in the five key areas identified of the 2017 survey, as described 
in the report, and we believe that the indications are that, overall, engagement continues on an 
upward trend through activity including Perform, Winter Planning, the staff Health and Wellbeing 
Programme, etc. It is however recognised that recent pressures in the hospital over the summer 
period have the potential to challenge the progress made in these positive movements in 
workforce mood. 
 
A communication plan has been prepared to share the action taken together with achievements 
since the 2017 survey results and to deliver the 2018 staff survey. 
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Strategic 
Theme/Corporate 
Objective Links 

Strategic Theme:  
Create an exceptional workforce for the future 
 
Corporate objectives:  

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

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

• Improve staff retention - increase retained staff from 
84.9% in 2017-18 to 90% in 2018-19 

Board Assurance 
Framework/Trust Risk 
Register Links 
 
 

Workforce Committee Risk Register: 
• Inability to ensure safe/sufficient staffing within clinical and 

corporate teams: score 12 
• Inability for organisation to deliver necessary 

organisational change and business as usual performance 
within agreed resources: score 12 

Other Standard Reference Health and Wellbeing CQUIN is assessed using the staff survey 
results. 

Financial implications N/A                                           

Other Resource 
Implications 

Existing resource will be mobilised to roll out the communication 
plan.  Time will be required to be provided for staff to complete 
the survey. 

Legal Implications 
including Equality, 
Diversity  and Inclusion 
Assessment 

EDS2 Objective:  Representative and Supported Workforce 

 

Appendices: Appendix 1: NHS Staff Survey 2018 – full timetable 
Appendix 2: Update for Staff on Actions – Infographic 
Appendix 3: Example Divisional feedback infographics: NMSK, 
ASCR, CCS 
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1. Purpose 
 
1.1 The purpose of this report is to provide an update to the Trust Board on the preparation 

for and action plan to deliver the NHS Staff Survey 2018. It also provides an update on 
action taken following last year’s results. 

 
2. Background 
 
2.1 The NHS Staff Survey is an annual survey that all Trusts are required to take part in. The 

results benchmark Trusts against their peers and provides a valuable measure of staff 
engagement and perceptions across a variety of important areas relating to individuals 
experience of their workplace/employer.  

 
2.2 The results of the survey, along with the outcomes from our other engagement tools such 

as the Friends and Family Test and the Happy app, will help inform and continuously 
develop our OneNBT Engagement Strategy and other strategic approaches e.g. inclusion 
and staff health and well-being.  

 
2.3 The 2017 Staff survey was a full survey and sent out to all staff.  The proportion of trust 

employees responding to the 2017 survey was vastly improved from previous years and, 
at 46%, better than the national average for acute trusts of 44%.  In total 3,703 staff had 
their say.  The full survey results confirmed that we made progress in many areas, 
although we still lagged behind comparator trusts.  Overall the size of changes were not 
large since 2016 – both in improvements and areas where we had worsened.  However, 
it is also true that in many areas, we were close to the comparator average and fairly 
modest increases could see us comparing more favourably.   

 
2.4 A one-page infographic summary of the results was shared with staff, highlighting areas 

of strength, and five key themes for improvement action.  This was complemented with a 
video message from the Chief Executive and communicated via Message of the Day, 
Friday 5, cascade emails and posters.  These are available online here. 

 
3. Progress from the 2017 NHS Staff Survey 

3.1 The five key areas for improvement from the 2017 NHS Staff Survey were agreed at the 
Workforce Committee at its meeting on 20 February 2018. These themes were 
consistent with the strategic pieces of work already underway within the Trust and this 
section of the report provides an update on each in turn:  

 
• Workload and Resources 
• Mandatory & Statutory Training 
• Staff Health & Wellbeing 
• Management Development 
• Communication & Engagement 
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3.2 Progress on each of these areas is also summarised in a one-page infographic (shown in 
Appendix 2) which will be shared with staff as described below in sections 4 and 5.  This 
is to ensure that staff can see that their views are resulting in action; that they are aware 
of the positive work taking place in line with the areas of concern that they raised and 
results so far; and to encourage them to once again have their say in the 2018 Staff 
Survey. 

 
3.3 There has been good progress in all areas identified and we are hopeful that this will be 

reflected in the results of the next survey.  However, the survey does only measure 
feeling at one point in time and much will depend on the demands facing the hospital 
later this year.   

 
 
3.4 Workload and resources  
 
3.4.1 A large scale Winter Feedback review was undertaken and actions taken to improve for 

next winter, with an Operational Winter Plan now in place and feedback to staff provided 
via a communications campaign including posters. 

 
3.4.2 Our OneNBT Perform programme is underway with the aim to improve patient flow – 

helping to optimise what managers and their teams do, how they do it, and the tools they 
use; which in turn will make better use of resources.  Over 1000 staff have attended 
Bootcamps, and more have been involved in the new way of working with more regular 
meetings and clearer objectives.  A Perform Academy is now set up to ensure that 
OneNBT Perform is for every member of staff and is part of our new way of working. 
Perform becoming part of our DNA at NBT.  

 
3.4.3 Staff involved in Perform are telling us that it is making a difference and there is some 

early evidence to show that the methodology and work on Perform is having a positive 
impact across the Trust, most notably that we are more regularly coming into empty beds 
in the morning, whilst seeing and treating more patients than ever. 

 
3.4.4 As well as a significant improvement in bed occupancy, there had been an improvement 

in 4-hour performance, and a reduction in the number of outliers. We have also seen an 
improvement in our ability to recover more quickly when times are tough and emergency 
services are under pressure. In May, there was a 10.2% increase in ED performance 
compared to the previous year, and in June on one day, ED was the best performing 
Trust in the country against the four-hour target. August and September has been 
particularly testing within the hospital and for ED. 

 
3.4.5 In the last few months, we have also seen a complimentary effect on other work streams 

and an energy and a desire to make change happen, so much so that the Perform team 
has a significant waiting list for new areas to roll out to. 
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3.4.6 We have a lot more to do to sustain the work that has been done but we are committed 

to getting it right and to support this we have formed the Perform Academy. It is the 
Board’s ambition to embed Perform more widely into the Trust’s culture and DNA and in 
order to do this we have internally appointed further new Perform coaches to join the 
Academy from a range of professions and backgrounds to support this work. 

 
3.4.7 However, it is also important to acknowledge that we have seen significant summer 

pressures over July and August that has been reflected in performance and the mood 
across the Trust.  It is evident in Happy App, where numbers of red negative mood 
reports have spiked above neutral and positive ones for the first time since March 2018, 
as shown in the blue circle.  These have recovered somewhat during September: 

 
 
 
 
 
 
 
 
 
 
 
 
 
3.5 Mandatory & Statutory Training 
 
3.5.1 An ongoing review of mandatory and statutory training remains underway, working with 

our partners in other local acute trusts.  Corporates teams are making changes to ensure 
this is more appropriately available (e.g. Manual Handling). 
 

3.5.2 Mandatory training completion is regularly reported and is being monitored by 
management teams and by the JCNC Sub Group on a monthly basis. 
 

3.5.3 Completion has been steadily increasing, we are now at 87% having passed our target of 
86%, we’re now seeking to keep up the progress and further exceed the target. 
 

3.5.4 All new eLearning courses being developed are being designed to run on mobile device 
(Mobile Phones / Tablet etc.). This should lead to more eLearning completions and a 
possible rise in compliance. 
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3.6 Staff Health & Well Being 
 
3.6.1 The programmes put in place last year are continuing – e.g. Schwartz Rounds, Wellbeing 

and Resilience Workshops, Fast Access Physio.  These are being monitored and 
evaluated through the Wellbeing Steering Group. 
 

3.6.2 Additional interventions have been put in place including an Employee Assistance 
Programme, Mood & Food groups, Mental Health First Aid training, and increasing the 
availability of Fast Access Physio. 

 
 

3.6.3 We think these interventions are starting to really have an impact.  In particular, days lost 
due to absences for Stress and Musculoskeletal reasons are showing a consistent 
reduction.  In March, April and May 2018 these absences reduced by 11% from the 
equivalent period in 2017, and in May, June and July 2018, they reduced by 3% 
compared to the equivalent period in 2017, despite the pressures in the hospital this 
summer.  

 
3.7 Management Development 

 
3.7.1 We have a firm plan to begin leadership development later on this year, in particular 

focussing on supporting frontline and middle managers. 
 

3.7.2 As part of this, we have put in place a key resource to lead delivery of this programme; 
Head of Learning and Organisational Development who will be in post from 1 October 
2018. 
 

3.7.3 A leadership steering group has been established to lead and monitor the delivery of this 
framework, which consists of OneNBT Leadership, OneNBT Management, and OneNBT 
Perform.  The work done through this forum includes: 

• Identifying key development outcomes, management populations, timelines, 
budgets and delivery methods 

• Maximising the use of apprenticeships levy to deliver 40 management 
apprenticeships a year, potentially working with UHB and Weston. 

• Re-launching the NBT coaching network, preparing to be able to offer increased 
in-house coaching opportunities. 

• Increased support to managers from the People and Transformation team, 
including managers induction, regular tips and hints, drop in sessions and case 
reviews. 
 

3.7.4 The OneNBT Perform programme has developed managers through coaching 
approaches in the ward setting and continues to do so. 
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3.8 Communications & Engagement  

 
3.8.1 We conducted a large scale Winter Feedback listening exercise and communicated the 

results back. 
 

3.8.2 A week of ‘thank you’s’ event took place, including a charity funded meal for all staff to 
say thank you. 
 

3.8.3 Charitable funds have provided support to improve our intranet portal, which will 
revolutionise our communications channels. 
 

3.8.4 Through our Perform Bootcamps, staff took the opportunity to tell us what they thought 
‘One NBT’ should look like. 
 

3.8.5 We have rolled out Happy App into more areas of the Trust over the past few months 
including Facilities, with plans to roll out more. 
 

3.8.6 We have launched “Being OneNBT”, a randomised coffee trial across the trust during 
August and September, designed to connect staff across the organisation. 
 

3.8.7 Reformatted Executive Listening Events, where Executives join small local team 
meetings. These give teams the opportunity to say what’s on their minds, both good and 
bad, so that we as leaders are better connected. More information is here.  
 

3.8.8 We have launched a new NBT WhatsApp group – enabling staff to access key 
information in a quick and digestible format. 
    

3.8.9 We recently ran a “Making OneNBT Happen” event. 
 
3.8.10 Our new Chair has visited many parts of the organisation, working alongside operational 

staff and sharing her early experiences of being part of NBT through a video blog. 
 
 
4. Divisional Staff Survey Responses 

 
4.1 As well as a corporate approach to hearing what staff have had to say and taking action, 

it is important that this happens at a divisional level too. Divisional Management Teams 
have reviewed the results for their area, and worked with teams to agree priorities and 
actions to take which are pertinent to their particular areas. 
 

4.2 Listed below are the areas of priority for each division, and the actions taken.  A sample 
of the divisional summary infographics is shown in Appendix 3 
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Area Issues / Priority Area 

 
Actions Taken 

Neurosciences 
and 
Musculoskeletal 

Summarised in infographic 
 
• Staff experiencing challenging 

behaviour from patients or 
service users  

 
 
• Staff confidence in reporting 

errors, near misses or 
incidents  

• Number of staff receiving high 
quality appraisals  

• Staff satisfaction with the 
quality of work & care they are 
able to deliver  

• Staff feeling unwell due to 
work related stress 

 

• Rolled out physical intervention 
training (Maybo) on a ‘train the trainer’ 
basis and undertaken first cohort of 
training for front line staff 
 
 
 

• Ensured good levels of take up 
through actively promoting the 
wellbeing initiatives (e.g. MHFA 
training)  

• Supported the simplification of the 
Appraisal Documentation 

• Have progressed appraisals well to 
date (2nd Highest completion rate to 
date – after Facilities) 

• Reviewed discharges and improved 
staff feedback opportunities through 
rolling out Happy App 

• Encouraged reporting of Datix through 
team meetings and briefings.  

 
Anaesthesia, 
Surgery and 
Critical Care 

Summarised in infographic, 
themes for action: 
 
• Improve Staff Health & Well 

being 
• Simplify appraisals for staff & 

managers 
• Increase Management and 

Leadership Development  
• Improve Communication and 

Engagement   
• Improve Staff Culture 

 

• Introduce Mental Health First Aiders 
• Piloted ASCR staff well-being drop in 

sessions to 30 staff 
• ICU are currently running after shift 

debriefs to check in on staff wellbeing.   
• Encouraging return to work interviews 

& recording on e-rostering 
• Promoted Trustwide wellbeing 

initiatives e.g. Psychological resilience 
training, Employee Assistance 
Programme resulting in greater 
awareness 

• Provided Mental Health Awareness 
training 

• Made Appraisal paperwork easy to 
use & simple to understand - positive 
feedback received. 

• Online appraisal training streamlined, 
resulting in greater manager 
confidence. 

• Continued Band 7 management 
development programme with 50 
managers 

• ASCR Weekly News introduced 
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• Happy App launched in ICU and 
Breast, now covering 50% of ASCR.  

• Joy in work project launched, staff 
trained as facilitators. 

 
Core Clinical 
Services 

Summarised in infographic 
 
• Staff Health and Wellbeing 
• Communication and 

Engagement 
 
• Appraisals and Support for 

Development 
• Equal opportunities for career 

progression  
• Improve job satisfaction and 

seek greater involvement in 
work issues  

 

• A “positive management” approach to 
sickness absence returners to improve 
and maintain attendance.   

• More proactive support for staff, better 
OH referrals, management support 
provided earlier cycle to meet with 
staff and look to provide support. 

• Coaching of managers in relation to 
employee issues for a more proactive 
approach. 

• Appointed into senior roles with a 
stronger focus on staff engagement.  

• Review of leavers since Jan 2016 has 
been undertaken to look at reasons 
and give better understanding of 
attrition rates and reasons to better 
inform actions going forward.  Review 
of sickness since Jan 2016 to look at 
staff, patterns of sickness, reasons to 
better manage and help employees.  

• An engagement report has been 
written for each area and shared with 
managers and staff.  Areas of concern 
have been highlighted and are being 
addressed.  This has increased staff 
confidence in providing feedback to 
the management and leadership team 

• Appraisals are continuing with 
improved quality, clear objectives and 
agreed manager actions being 
delivered. 

• Staff secondment opportunities have 
been provided across the Division, 
including providing a “training ground” 
in some areas where Band 2 and 3 
staff can progress within the Trust in 
other areas. 

Medicine Letter sent to all staff in April 2018 
 

• Making sure all employees 
have an annual appraisal; 

 
 
 
 
 

• Appraisal completions are actively 
being tracked and weekly completion 
rates being shared with managers  

• Developing a band 6 programme for 
future leaders in collaboration with 
People & Transformation 
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• Taking action to improve 
employee workplace well-
being (and specifically 
reducing the reported 
incidence of work related 
stress); and 

• Making sure all staff 
understands the vital 
importance of reporting errors, 
which they observe whilst at 
work. 

 

• Ensured good levels of take up 
through actively promoting the 
wellbeing initiatives (e.g. MHFA 
training & Manager resilience training)  

• Bespoke initiatives put in place in 
some areas (e.g. ED “checking out” at 
the end of a shift and we have 
promoted access to divisional 
Psychology team, staff engagement 
drop-in sessions held in Elgar House, 
well- being drop-ins held with Trust 
Wellbeing team on AMU and 28B) 

• Staff engagement and wellbeing is 
high on the divisional agenda and 
divisional approach being discussed at 
upcoming away day.  

• Rolling out happy app in further areas 
– currently rolling out in Outpatients 
and Elgar house 

• Participating in pilot of flexible 
working/rostering. 

Women and 
Children’s 

Shared with managers and staff 
via email 
• Identifying specific  areas of 

concern for example 
Cossham 

• Rolled out HappyApp in NICU 
• Working closely with staff side 

(RCM) to highlight and 
address a issues (staff 
levels/morale)  

• Driving the appraisal agenda 
• Rolling out Happy App to rest 

of the Division September 
2018  

• Positive engagement with RCM and 
staff regarding issues that concern the 
staff – e.g. vacancies and 
establishment 

• Senior management visibility and HR 
presence at Cossham 

• NICU happy app initially well used and 
good engagement – died down over 
time – managed very positively locally 

Facilities Priority areas shared via face to 
face cascade 
 
• Communication and 

engagement 
• Staff Health and Wellbeing 
• Quality of appraisals 
 
 

• Happy App introduced across whole 
division, feedback reviewed at FM 
board  

• Work ongoing to improve partnership 
working with Unions, including set up 
of Facilities Partnership meetings 

• Updated appraisal paperwork, now in 
use with high completion rate, work 
underway to improve quality and 
value. 

• Short and long term communication 
and engagement –plans being 
developed for Estates 

• Mental Health First Aid training rolled 
out 
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• Communication of Wellbeing Initiatives 

including EAP through team 
messages, meetings etc. & leaflet 
being attached to payslips across FM.  

• Regular domestic engagement 
sessions at all levels. Director 
attending closed session. 

• Freedom to Speak Guardian visible 
and promoted in FM with concerns 
being raised. 

• Line manager development including  
Challenging Conversations workshop 
– including Estates, Central Admin, 
Linen, Soft FM management, 

• Updates to local induction workbook 
• Team Leader Development 

programme [Domestics] 
• Decision to reduce bank usage in 

Domestics – recruitment of 50 new 
posts over summer 2018. New staff to 
be in post and trained by autumn 

• Long Term Sickness review of 
approach with staff and managers 
underway. 
 

Corporates Key priority areas across the 
corporate areas include: 
• Staff engagement and 

involvement in decisions 
making 

• Well-being and resilience 

• Away days within corporate Divisions 
including Finance, IM&T and the 
People & Transformation to build 
relationships and build vision 

• Communication of Wellbeing Initiatives 
including EAP through the People 
Business Partner, meetings etc. 

• Happy App launched in a number of 
corporate areas 

• Coaching of managers in relation to 
employee issues for a more proactive, 
manager led approach 

• Promotion of and good attendance of 
corporate functions at the new line 
manager induction, run by the People 
& Transformation team 

• Increased visibility of senior 
managers, through working in a hot 
desking environment in different 
buildings – using the opportunity to 
engage directly with staff 

• Strong corporate particpation at 
Perform boot camps and making ONE 
NBT happen 
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5. Annual staff Survey Communication Plan 
 
5.1 This communication plan outlines the approach to engaging our staff in the NHS Staff 

Survey 2018, with the aim of confirming the progress, we have made from last year’s 
results and encouraging staff to complete the survey and share their insight into working 
at North Bristol NHS Trust (NBT).   
 

5.2 The plan is designed to encourage participation from the widest possible cohort of staff in 
order to achieve our corporate objectives relating to increasing engagement and 
improving retention. It is also a valuable resource to determine staff perceptions on 
important strategic issues such as staff wellbeing at work, inclusion and the support they 
received from their managers and teams. 
 

5.3 The objectives of the plan are to:  
• Raise awareness and encourage completion of NHS Staff Survey 2018 
• Measurement: increased year on year response rate, against our corporate 

objectives 
• Provide a feedback tool to staff on what we have done with their valuable 

feedback from last year’s results  
 

5.4 The key messages that will be delivered through the plan are: 
• Understanding how you feel about working for NBT is important to help us improve 
• We want to make our organisation a great place to work and to care for patients 
• Your views are extremely important and we cannot do this without you – this is 

what we have done from what you have told us previously 
 

5.5 The campaign is a specifically designed suite of campaign materials to support the 
survey and provide consistency across the campaign. The focus will be on inclusive 
images of our workforce. These images will be used in posters, message of the day and 
all staff emails to create a recognisable look and feel.  
 

5.6 The table below outlines the tools and tactics we will use throughout the campaign. A 
detailed timeline can be found in Appendix 1. 

 
Tool / Tactic  Rationale Method  
Message of the 
Day 

− One message of the day a week throughout 
the campaign, linked to the screen saver to 
ensure that the images and messages are 
aligned to ensure greater recognition.  

Electronic 

Friday Five − Message from the Chief Executive to 
encourage staff participation at key points of 
the campaign. One message leading up to 
the launch, and a couple of message linked 
via health and wellbeing.  

Electronic 
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Screen Saver − Visual prompt to ensure that staff are 
reminded during the day; the slide will be one 
key visual with limited text.  

Electronic 

Weekly Bulletin − From 1 October have a regular article with a 
countdown to 1 December as a reminder / 
prompt to staff who have not completed.  

Electronic 

Infographic on 
action following 
2017 results 

− A simple visual summary of the five areas for 
action identified following 2017 results, and 
actions taken and results.  This is to ensure 
that staff can see that their views are 
resulting in action; that they are aware of the 
positive work taking place in line with the 
areas of concern that they raised and results 
so far; and to encourage them to once again 
have their say in the 2018 Staff Survey. 

Electronic 

Videos to support 
infographic 

− Short videos from the Chief Executive and 
Chair highlighting some of the key actions 
and outcomes taken since 2017 survey 
results and why we should take part. 

Electronic 

All staff email An all staff email at key points during the 
campaign: 
− W/C 24 Sept: It’s coming … keep an eye on 

your inbox 
− W/C 01 Oct: It’s landed … have your say 
− W/C 14 Oct: Questions on the Staff Survey? 

Read our helpful FAQ and watch this video 
− W/C 28 Oct: 4 weeks left, we need you 
− W/C 13 Nov: 2 weeks left, reminder of 

importance, message from the Chief 
Executive. 

− W/C 27 Nov: Thank you to everyone and you 
have until the end of the week. 

Electronic 

Exec Staff 
Briefings  

− A note to be included in all staff briefings 
throughout September and November. This 
is just a prompt to reiterate from the exec the 
important of their feedback and taking the 
time to complete the survey.  

Face to Face 

Video on launch − A short two-minute video to ask for staff 
support from the Chief Executive. 

Electronic 

Team Brief   − Face to face is often a more successful way 
of reaching staff groups. Team brief is one 
way to promote this via an established 
cascade system.  

Face to face 
via cascade  
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Division Meetings − We would ask for a slot in October and 
November to attend division team meetings 
to promote the staff survey and answer any 
questions. We would work with the People 
Partners to facilitate this.  

Face to Face 

Team Meeting 
Cascades 

− A briefing note to be provided to key 
stakeholders to be cascaded via managers in 
team meetings, including ward rounds, 
highlighting actions taken since last survey 
and encouraging staff to complete again.  

Face to Face 

Pop Up 
Information stands 
in Staff breakout 
areas 

− Ideally, these would be manned but would 
otherwise be information areas where we 
could include posters, information cards and 
the FAQ to support staff with any questions.  

Face to Face 

Web Page − A single point, linked from all relevant 
electronic communications, where the above 
multimedia content is easily accessible, e.g. 
videos, infographics, letters, etc. 

 

 

6 Recommendations 

6.1  Board is asked to note the contents of this paper.  
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APPENDIX 1: Timeline  

Date Channel Key Message 
20 Sept Web Page - Refreshed with: 

• update on what has happened following last year’s 
results (infographic in appendix 2) and a set of local 
divisional actions 

• video of Andrea highlighting these actions and asking 
staff to complete 

20 Sept Divisional 
comms 

- Divisions encouraged, via HR People Partners, to 
communicate divisional successes 

24 Sept  MOTD - Staff survey is coming, link to web page to see what did 
last year 

24 Sept Weekly 
Bulletin 

- Article telling people to expect the survey, link to web 
page 

28 Sept Friday Five  − Staff survey is coming / why is it important – link to web 
page 

1 Oct  All Staff 
Email am. 

− Email from the Chief Executive  and staff side chair about 
the staff survey 

1 Oct Survey sent 
out 

− Survey sent with letter /email from the Chief Executive 
and link to web page videos and infographics. 

2 Oct MOTD  − Have you got yours? 
9 Oct Weekly 

Bulletin 
− Encouraging people to take part  

9 Oct MOTD 
reminder  

− Encouraging people to take part 

9 Oct Video − Chair’s latest 60 second update for October to focus on 
the staff survey – why we should complete it. 

15 Oct Email − Send 1st e-mail reminders to non-responders 
undertaking online survey 

16 Oct Weekly 
Bulletin  

− Article reminding people to take part  

16 Oct MOTD 
reminder  

− Encouraging people to take part   

22 Oct Letter − Arrange distribution of 1st reminder letters to all staff who 
have not yet returned a questionnaire 

22 Oct Email − 1 week after 1st reminder, send 2nd e-mail reminder to 
non-responders undertaking online survey 

23 Oct Weekly 
Bulletin 

− Article reminding people to take part, including Quality 
Health contact details.  

24 Oct  Staff Briefing  − Exec hosting in Theatres. Reminder to take part will be 
included as part of the briefing.   

26 Oct MOTD − Have you done yours? What’s stopping you?  
− It doesn’t take long but it can have a big impact.  

27 Oct Friday Five − Update on response rate, thank you to everyone who has 
taken part and encouraging those who haven’t to do so.  
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 Staff Briefing  − Exec: Pre-Opp Assessment Gate 36 
29 Oct Email − 1 week after 2nd reminder, e-mail 3rd reminder to non-

responders undertaking online survey 
30 Oct Video − Arrange filming this week from staff side rep  

Bulletin − Email reminding people to fill in the survey  
30 Oct MOTD • Your feedback is important 

• If you need help call/email Quality Health 
31 Oct Staff Briefing  − Exec: Frenchay  
02 Nov WhatsApp 

message 
− 4 weeks to go until the staff survey closes.  

Email − From Deputy Director of People to encourage completion 
– sign off 

03 Nov Payslip − Deadline to send copy to be included in November 
Payslips  

Email − From Deputy Director of People to be sent 
5 Nov Email − Send 4th e-mail reminder to non-responders undertaking 

online survey 
06 Nov MOTD − Have you done yours? What’s stopping you?  

− It doesn’t take long but it can have a big impact 
 − Start Promotion to include division stats to date 

07 Nov Staff Briefing  − Exec: Vu 
Approx. 07 
Nov 

Email 
reminder 

− Sent from Quality Health to those who haven’t completed.  

08 Nov Myth busting  − Video with staff side rep explaining why it is important to 
have your say.  

Targeted 
email  

− Division leads with scores on the doors. 

09 Nov WhatsApp 
message 

− 3 weeks to go until the staff survey closes.  

09 Nov MOTD − 3 weeks to go! 
12 Nov Letter − Arrange distribution of second reminder packages to all 

non-responding staff  
12 Nov Email − 1 week after 4th reminder, e-mail 5th reminder to non-

responders undertaking online survey 
13 Nov W/C  − Stand in Vu during lunch to promote staff survey  / 

handout contact cards 
14 Nov Staff Briefing  − Exec: Christopher Hancock 
Approx. 14 
Nov 

Email 
reminder 

− Sent from Quality Health to those who haven’t completed. 

Staff Briefing  − Exec: TBC 
15 Nov Targeted 

email  
− Scores on the doors – email to divisions leads 

16 Nov WhatsApp 
message 

− 2 weeks to go until the staff survey closes.  

16 Nov MOTD − Final push – 2 weeks left! 
17 Nov Friday Five  

Page 16 of 19 
 



 
 

 

19 Nov Email − 1 week after 5th reminder, e-mail final reminder to non-
responders undertaking online survey 

20 Nov 
 

W/C  − Stand in Vu promoting staff survey / handout contact 
cards 

Staff briefing  − Exec: Data Centre 
MOTD − Staff Survey (Final 2 weeks) 

22 Nov Payslips − One week to go message included on payslip 
23 Nov WhatsApp 

message 
− 1 week to go until the staff survey closes.  

23 Nov MOTD − Final push: 1 week to go 
24 Nov Staff Briefing  − Exec: ICU 
 Friday Five − Friday Five 

27 Nov MOTD − The final countdown: 4 days to go 
w/c − Stand in Vu promoting the staff survey / handout contact 

cards 
 Targeted 

email 
− Final push  

28 Nov Staff Briefing  − Exec: TBC 
 MOTD − The final countdown: 3 days to go 
29 Nov MOTD − The final countdown: 48hrs to go 
30 Nov MOTD − Last day to fill in your survey – your voice counts.  
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APPENDIX 2:    Infographic for staff 
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Introduction 

Our divisional staff survey results are 
very positive and reflect the hard work 

and dedication across all our teams, 

wards and specialties.  We are only in 
our first year as a new division and 

recognise that we face have a number 
of challenges in our services.   

 
Going forward we will continue to 

focus on how we can improve your 

experience of working in NMSK, and 

have identified a number of key areas 

to take action.  If you have more 

suggestions or feedback about your 

experience within the division please 

contact your local specialty lead or 

department manager.   

Response 

rate  

43% 

444 respondents 

Engagement 

3.81/5 

Trust 3.72 

National 3.79 

Highest engagement levels in the Trust & above national average 

for 2 years in a row! 

 73% of respondents felt they can contribute towards improvements at 

work (above national average 70%) 

 Many staff reported good support from their immediate manager 3.8/5 

(above national average of 3.74) 

 54% respondents are happy with opportunities for flexible working 

(above national average of 51%) 

 Effective team working reported high 3.73 (above national average 

3.71) 

  

Staff feeling unwell 

due to work related 

stress 

Staff experiencing 

challenging 

behaviour from 

patients or service 

users 

Staff satisfaction 

with the quality of 

work & care they 

are able to deliver 

Number of staff 

receiving high 

quality appraisals 

 Staff confidence in 

reporting errors, 

near misses or 

incidents 

Staff Health & 

Wellbeing 

Listening & 

working with teams 

experiencing 

challenges 

Support for 

challenging 

behaviour 

Roll out de-

escalation & physical 

intervention training 

in front-line areas 

Ensure good 

patient 

experience 

Reviewing 

pathways from 

referral to 

discharge with staff 

and patients   

Simplify 

appraisals for 

staff & 

managers 

Make paperwork 

easy to use & 

simple to 

understand 

Fully using 

our new Datix 

system 

Staff to receive 

better feedback on 

incidents they 

report and actions 

taken 



 
 

 

Introduction 

Overall, our 2017 divisional staff 

survey results showed 

improvements in 21 out of 31 

areas.  We are very proud of this 

progress and it reflects on our 

hard working teams throughout 

the Division.    

Whilst we are behind national 

acute average in many areas we 

aim to continue this improvement 

in 2018.    

ASCR 

Response Rate 

46% 

Increase of 12% 

731 staff had their say 

 

Engagement 

3.68 / 5 

Improvement on 

2016 

Improvement of overall engagement levels compared to 2016 

results 

Increased confidence in staff in reporting errors, near misses or 

incidents 

Effective team working 

Staff able to contribute towards improvements at work has improved 

by 16% 

Staff satisfaction with the work and quality and care they are able to 

deliver.   

42 % feeling 

unwell due to work 

related stress in 

last 12 months 

32% experiencing 

harassment, 

bullying or abuse 

from staff in last 12 

months 

Quality of 

appraisals 

44% satisfied with 

the opportunities 

for flexible working 

patterns 

Recognition and 

value of staff by 

managers and the 

organisation 

Staff Health & 

Wellbeing 

Introduce Mental 

Health First Aiders 

 

Simplify 

appraisals for 

staff & 

managers 

Make paperwork 

easy to use & 

simple to 

understand 

 

Management 

and 

Leadership 

Development  

Introduce band 5/6 

programme for 

aspiring leaders 

Communication 

and 

Engagement  

Strengthen and 

continue with Happy 

App implementation. 

Improve Staff 

Culture 

Reduce levels of 

staff experiencing 

bullying and 

harassment.   



 
 

 

Overall, the 2017 results are similar 

to 2016 with marginal movement in 

most key areas.  Overall, there was 

a 1% increase in the quality of staff 

appraisals but a 1% decrease in 

staff reporting they have had an 

appraisal, a decrease in general 

health and wellbeing but an 

increase in management interest in 

staff health and wellbeing also 

improvements in managers valuing 

and supporting their staff.  We will 

take action to address key areas 

that you have indicated we need to 

improve upon.   Individual team 

and Division action plans will be 

developed to support staff. 

Response 

Rate 57% 

An increase of 

25% from 2016.  

Thank you! 

Engagement 

3.67/5 

A decrease of 0.02 

from 2016. 

Strength Confidence in reporting errors and 

incidents 

Strength   Satisfaction with working patterns  

Strength Managers valuing and supporting 

staff  

Strength Staff experience of and confidence 

to report bullying and harassment  

 

 

41% 
of staff 

reporting 

feeling unwell 

due to work-

related stress 

79% 
of staff 

receiving an 

appraisal in the 

last 12 months 

9% 
of staff 

experiencing 

discrimination 

at work in the 

previous 12 

months 

3.81 / 5 
of staff  

satisfied with 

their level of 

responsibility 

and 

involvement 

3.7 / 5 
of staff feeling 

motivated at 

work 

 

 

Staff Health and 

Wellbeing 

Communication 
and 

Engagement 

Appraisals and 

Support for 

Development 

Equal 

opportunities 

for career 

progression  

Improve job 

satisfaction and 

seek greater 

involvement in 

work issues  



 
 

Report To: Trust Board Agenda 
Item: 

6.2 

Date of Meeting: 27th September 2018 

Report Title: Workforce Race Equality Standard (WRES) Submission and Draft 
Action Plan 

Report Author & Job 
Title 

Jennifer Willis - Workforce Programme Manager 

Executive/Non-
executive Sponsor 
(presenting) 

Jacolyn Fergusson – Director of People and Transformation 

Purpose: 
 

Approval/Decision Review To Receive 
for 
Assurance 

To Receive 
for 
Information 

x    

Recommendation: • Board is asked to: 
− Note the WRES return made to NHS England on 28th August 

2018. 
− Approve the draft action plan prior to its publication on the 

Trust website at the end of September. 
− Note the development of a new senior specialist advisor role 

to lead the Equality and Diversity (E&D) agenda within NBT. 

Report History: • Our performance against the 2017/18 WRES indicators was 
presented to the Equality and Diversity Committee on 31st July 
2018. 

• This paper was presented to the Workforce Committee on 23rd 
August 2018 prior to the WRES return being submitted to NHS 
England on 28th August. 

• TMT approved the draft action plan on 18th September. 

Next Steps: • The deadline for publicising our 2018/19 action plan on the Trust 
website is 28th September 2018.  

 

Executive Summary 
The paper summarises that Workplace Race Equality Standard (WRES) submission for 
2017/18, including the associated action plan for approval. Under the standard NHS contract 
the Trust is required to submit performance against nine WRES metrics at the end of August 
2018, with the action plan published on our website by the end of September 2018. Whilst we 
have not seen any significant change in the composition of our workforce in terms of ethnicity, 
where BAME staff are underrepresented in all senior bands and at Board level, we have seen 
improvements across the numbers of BAME staff reporting harassment, bullying, abuse and 
discrimination compared to 2016. Unfortunately, we have seen a reduction in BAME staff who 

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. 
 



 
view NBT as having equal access to career development and progression.  
 
The action plan identifies the need to recruit a senior specialist advisor to progress the E&D 
agenda at NBT, as well as conducting a drill down into each WRES indicator prior to finalising 
our 2018/19 action plan focusing on two or three key objectives. 
 
Strategic 
Theme/Corporate 
Objective Links 

• Create an exceptional workforce for the future 
• Increase overall engagement score in the staff survey from 

3.72 to the national average in 2018 (3.78 in 2017). 
• Improve staff retention. 

Board Assurance 
Framework/Trust Risk 
Register Links 
 
 

• Lack of sufficient/appropriate resource throughout the Trust, 
through high levels of turnover, vacancies, absence and 
availability of some staff groups through the bank.  

• A lack of management capacity, capability and talent 
management/succession planning. 

Other Standard Reference • From April 2016 onwards progress on WRES is considered as 
part of the well led domain in CQC’s inspection programme.  
Our reporting template and action plan will be analysed as 
part of the evidence used in inspections. The CQC has found 
that there is a link between whether staff feel they are treated 
equally and with respect and the quality of patient care 
provided. 

• Analysis of NHS trusts' ratings shows that staff in acute trusts 
with higher ratings are less likely to say they have 
experienced discrimination, bullying or harassment. 

Financial implications   

Revenue Total 
£’000 

Rec 
£’000 

Non Rec 
£’000 

Income    

Expenditure £68,827 £68,827  

Savings/benefits    

     

Capital  

                                           

Other Resource 
Implications 

• A full time band 8b Head of Equality and Diversity post has 
been approved to lead the strategic E&D agenda within the 
Trust. This will cover delivery all areas of our Equality Duty 
including the Equality Delivery System (EDS2) and WRES.  

Legal Implications 
including Equality, 
Diversity  and Inclusion 

• WRES and EDS2 are complementary but distinct equality 
standards. The data and analysis for the WRES indicators will 
assist with the implementation of EDS2, in particular with the 
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Assessment outcomes under goals 3 and 4: 

• Goal 3: A representative and supported workforce -  
 Fair NHS recruitment and selection processes lead to a 

more representative workforce at all levels. 
 Training and development opportunities are taken up and 

positively evaluated by staff. 
 When at work, staff are free from abuse, harassment, 

bullying and violence from any source. 
 Staff report positive experiences of their membership of 

the workforce. 
• Goal 4: Inclusive Leadership –  
 Boards and senior leaders routinely demonstrate their 

commitment to promoting equality within and beyond their 
organisations.  

 Middle managers and other line managers support their 
staff to work in culturally competent ways within a work 
environment free from discrimination. 

• A best practice approach to workforce race equality will 
reduce the likelihood of informal and formal disputes relating 
to discrimination on the grounds of race. 

 

Appendices: Appendix 1 – WRES metrics 
Appendix 2 -  Populated WRES submission template 
Appendix 3 – NHS England benchmarking data 
Appendix 4 – 2017/18 Activity and achievements 
Appendix 5 – Draft 2018/19 WRES action plan 
Appendix 6 – Potential WRES initiatives 
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Workforce Race Equality Standard (WRES) Report 2017/18 and 2018/19 Action Plan 

1. Purpose 
1.1 This report summarises our 2017/18 WRES submission compared to our past 

performance and benchmarking data published by NHS England. It also includes the 
resulting action plan for 2018/19 for approval prior to its publication on our website at the 
end of September 2018. 

 
2. Background 
2.1 Implementing the WRES is a requirement for NHS commissioners and NHS healthcare 

providers as mandated through the NHS standard contract. Providers are required to 
publish WRES data and action plans annually to show progress against nine workforce 
race equality indicators. 

2.2 The WRES highlights any differences between the experience and treatment of white 
staff compared to BAME staff with a view to organisations closing any gaps through the 
development and implementation of action plans. 

2.3 Alongside WRES, NHS organisations use the Equality and Diversity Systems (EDS2) to 
review and improve their performance for people with characteristics protected by the 
Equality Act 2010. The use of EDS2 and the WRES enables NHS organisations to 
deliver on the Public Sector Equality Duty. 

2.4 The annual WRES return includes nine metrics. Metrics 1-4 and 9 are taken from local 
workforce data recorded on the electronic staff record (ESR), the latter four from the 
annual staff survey results. A summary of the metrics are given in appendix 1. 

2.5 Compliance with submission of WRES data, publication of a resulting action plan and 
continuous improvement against the indicators is monitored by NHS England. The CQC 
also takes account of progress under the well led domain of their inspection. WRES data 
was submitted on 28th August 2018 and our action plan should be published on the Trust 
website by 29th September 2018. 

 
3. North Bristol NHS Trust’s 2017/18 WRES Submission 

 
3.1 Our populated submission template can be found in appendix 2. It reflects data as at 31 

December 2017 mirroring data compiled for our annual equality report.  
3.2 Benchmarking data presented by NHS England at a round table in May 2018 is given in 

appendix 3.  This highlights the WRES results for NHS organisations in the South West 
and enables us to review our performance in the context of the performance of our peers. 
We will have an opportunity to refresh the benchmark data once WRES submissions for 
2018 are published in September 2018. 

3.3 The results for each indicator are summarized below: 
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3.1.1 Indicator 1 – Workforce Composition 

 A summary comparison of the percentage of BAME staff compared to white staff is given 
in the table below. Overall the percentage of our staff from a BAME background has not 
changed significantly being 15.4% in December 2016 and 15.7% in 2017.  There has 
been an increase in non-clinical BAME staff in bands 1 and 5 but we continue to have an 
under representation of BAME staff at senior levels including VSM. 2017 benchmarking 
data shows our composition to be the same as that of UHB at 15.2%, higher than the 
peer trust median at 10.6%, but lower than the national average of 20%.  
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3.1.2  Indicator 2 – Relative likelihood of BAME staff being appointed from shortlisting 

NBT White staff were 1.54 times more likely to be appointed from shortlisting compared 
to BAME staff compared to 1.75 times in 2016. Whilst white staff continue to be more 
likely to be appointed we have shown improvement for this indicator in year which brings 
us in line with both the peer trust median for 2017 (1.6) and the national average (1.57). 

3.1.3 Indicator 3 – Relative likelihood of BAME staff entering into a formal disciplinary 
process 

 NBT BAME staff are 2.29 times more likely to enter into a formal disciplinary process in 
2017 compared to 3.36 times in 2016, which shows an improvement for this indicator. 
This improvement brings us back in line with the performance of our peers in the south 
west, but we continue to be an outlier nationally compared to our peer group median 
(1.27 times more likely) and the national average (1.37 times more likely). 

3.1.4 Indicator 4 - Relative likelihood of BAME staff accessing non-mandatory training 
and CPD 

NBT white staff were 0.85 times as likely to access training and CPD compared to BAME 
staff in 2017, compared to 0.88 times as likely in 2016 compared to the peer group 
median being 0.93 and the national average 1.22. Our results may be skewed by the 
inclusion of students in our data set, which should be reviewed prior to further 
submissions. 

3.1.5 Indicators 5 to 8 – 2017 National Staff Survey Results 

 The table overleaf summarises the results for indicators 5 to 8 that are taken directly from 
the 2017 staff survey results. They show that:  

• Whilst white staff are still more likely to experience harassment, bullying or abuse 
from patients there was an overall reduction in both white and BAME staff reporting 
this type of harassment, bullying and abuse. 

• 5.5% fewer BAME staff reported experiencing harassment, bullying and abuse from 
staff narrowing the gap between the experiences of white and BAME for this 
indicator. 25% of white staff reported harassment, bullying and abuse from staff 
compared to 26.32% for BAME staff. 

• Whilst more BAME staff continue to report experiencing discrimination at work from 
a manager, team leader or colleague, there has been 5% fewer BAME staff 
reported this activity in 2017 compared to 2016. 15% of BAME staff in 2017 
reported experiencing discrimination compared to 6% of white staff, which brings us 
closer to the national average of 12.6%. 

• The only indicator not to show an improvement in 2017 is the percentage of BAME 
staff believing the trust provides equal opportunities in career progression. Only 
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65% of BAME staff believed this in 2017 compared to 75% in 2016. Despite this we 
remain in line with the national average for this indicator. 

 
 2016 2017 % change National 

Average Indicator White BAME White BAME White BAME 
5 Percentage of staff 

experiencing harassment, 
bullying or abuse from 
patients, relatives or staff 
in the last 12 months 

30.03% 27.27% 27.74% 21.51% -2.29% -5.76% 28% 

6 Percentage of staff 
experiencing harassment, 
bullying or abuse from staff 

25.36% 31.82% 24.76% 26.32% -0.60% -5.50% 23.7% 

7 Percentage believing the 
Trust provides equal 
opportunities for career 
progression or promotion 

86.75% 75.76% 86.89% 65.60% 0.14% -10.16% 72.4% 

8 Percentage of staff 
personally experiencing 
discrimination at work from 
a manager/ team leader or 
other colleague. 

5.29% 20.45% 6.29% 15.21% 1.00% -5.24% 12.6% 

 

3.1.6 Indicator 9 – Percentage difference between the Boards’ voting membership and 
its overall workforce. 

 There is a minor amendment to the composition of indicator 9 for 2017 which now 
requires the disaggregation of voting and non-voting and executive and non-exec 
members of the board. As our Board has no BAME staff there is no distinction for these 
categories at NBT. It highlights that overall the Board has 16% more white people 
compared to the overall workforce and 15% fewer BAME staff. 

4 NHS England Benchmarking Data – National and Regional Challenges 

4.1 At the round table held in May 2017 NHS England highlighted the following collective 
race equality challenges identified from the 2017/18 WRES returns nationally. 

 
• Whilst 20% of the NHS workforce come from a BAME background, there are only 4 

BAME CEOs (out of 235 potential appointments), 6 Exec or Directors of nursing 
(from circa 450 positions), less than 3% BAME medical directors and less than 5% 
of BAME senior managers. 

• White staff are relatively more likely to be appointed from shortlisting in 9 out of 10 
Trusts in the South West.  

• Collectively BAME staff are over represented in AfC bands 1, 2 and 5 but 
underrepresented in bands 6 and above. Across the 10 Trusts in the South West 
there are 16 BAME staff in bands 8b and above, compared to 1012 white staff at 
the same level. The same under representation is not reflected in the medical 
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workforce, the percentage of doctors who are BAME is significantly higher than the 
overall percentage of staff who are BAME. 

• BAME staff are relatively more likely to enter a formal disciplinary process in 5 out 
of 10 Trusts in the South West.  

 
4.2  A summary of the benchmarking data is given in appendix 3. 

 
3 WRES Actions and Achievements in 2017/18 

5.1 Appendix 4 summarises our actions and achievements in 2017 towards making 
continuous improvements to our progress against the WRES.  

4 Action Plan 
 

4.2 The proposed 2018/19 action plan is given in appendix 5. The 2018 WRES guidance 
encourages organisations to: 
• Conduct a ‘drill down’ into each indicator to better understand the root cause of its 

performance against the metric. 
• To review the resources it has in support of the wider E&D agenda following a 

period of continued austerity. 
 

4.3 In light of this, the action plan does not yet propose specific initiatives to address 
performance against each indicator, but a short period of review and reflection to explore 
each indicator in more detail throughout September 2018, after which time the findings 
and a detailed action plan will return to the Workforce Committee and Trust Board. 
 

4.4 The drill down will include, but is not limited to: 
• A breakdown of the indicators by division/ department, profession and band to 

highlight if there are any particular areas of challenge or concern.  
• A review of the progression of BAME staff throughout each stage of the recruitment 

process. 
• An analysis of the types of formal disciplinary processes experienced by different 

ethnic groups. 
• Review of turnover by ethnicity and reason for leaving. 

 
4.5 That is not to say that we will not continue with the initiatives that have already been 

identified, or that are emerging through ongoing engagement with our BAME networks. A 
summary of potential areas of focus is given in appendix 6. However, there is work to be 
done to prioritise the initiatives so that NBT can focus resources on a few key areas and 
actions.  
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4.6 Following a review of resources that support equality and diversity NBT is in the process 

of appointing a specialist advisor to lead the E&D agenda, including WRES. 
 

4.7 It is also recommended that the Board agree the ongoing framework for monitoring 
progress against the action plan and indicators via a quarterly report to the E&D 
Committee. This process will be supported by the implementation of the standard WRES 
report now available via ESR. 
 
 

5 Recommendations 
 

5.2 Trust Board is asked to approve to the 2018/19 action plan and agree to it’s to publication 
on the Trust website at the end of September 2018. The action plan will be reviewed in 
October 2018 to include the actions identified via the proposed drill down. 
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Appendix 1 – The Nine WRES Metrics 

Indicator Metric 

1 % of workforce from a BAME background by band/ grade and clinical/ non clinical classification 

2 Relative likelihood of white staff being appointed from shortlisting compared to that of BAME staff 

3 Relative likelihood of BAME staff entering a formal disciplinary process compared to white staff 

4 Relative likelihood of white staff accessing non mandatory training and CPD compared to BAME staff 

5 % of BAME staff experiencing harassment, bullying or abuse from patients, relatives or the public in the last 12 months 

6 % of BAME staff experiencing harassment, bullying or abuse from staff in the last 12 months 

7 % of BAME staff believing that the Trust provides equal opportunities in career progression or promotion 

8 % of BAME staff experiencing discrimination at work from a manager/ team leader or other colleague. 

9 % difference (ethnicity) between the organisations’ Board voting membership and its overall workforce  
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SubmissionTemplate
Workforce Race Equality Standards 2017/18 template

Answer Required
Auto Populated
N/A

1a) Non Clinical workforce Prepopulated 
figures Verified figures Prepopulated 

figures Verified figures Prepopulated 
figures

Verified 
figures 

Prepopulated 
figures

Verified 
figures 

Prepopulated 
figures Verified figures Prepopulated 

figures Verified figures 

1 Under Band 1 Headcount 0 0 0 0 0 0 0 0 0 0 0 0
2 Band 1 Headcount 56 59 39 38 0 0 56 58 47 48 0 0
3 Band 2 Headcount 641 780 209 241 0 7 629 744 206 218 7 9
4 Band 3 Headcount 377 380 30 26 0 2 361 365 27 28 1 1
5 Band 4 Headcount 432 427 29 29 0 4 396 407 24 29 2 5
6 Band 5 Headcount 122 119 11 8 0 3 122 114 19 16 1 1
7 Band 6 Headcount 90 84 12 12 0 0 82 87 12 10 0 0
8 Band 7 Headcount 105 100 6 6 0 0 95 87 8 8 0 0
9 Band 8A Headcount 42 39 2 2 0 0 44 46 3 3 0 0

10 Band 8B Headcount 42 40 1 1 0 0 50 48 1 1 0 0
11 Band 8C Headcount 15 12 0 0 0 0 12 12 0 0 0 0
12 Band 8D Headcount 14 12 0 0 0 0 17 15 0 0 0 0
13 Band 9 Headcount 4 3 0 0 0 0 4 4 0 0 0 0
14 VSM Headcount 7 10 0 0 0 0 8 13 0 0 0 0

15 Under Band 1 Headcount 0 0 0 0 0 0 0 0 0 0 0 0
16 Band 1 Headcount 2 0 0 0 0 0 1 0 0 0 0 0
17 Band 2 Headcount 678 525 189 158 0 2 723 592 191 174 6 5
18 Band 3 Headcount 525 509 55 53 0 3 506 489 70 56 3 3
19 Band 4 Headcount 236 227 26 24 0 1 239 237 24 30 3 2
20 Band 5 Headcount 1174 1152 359 359 0 7 1,139 1183 357 352 10 7
21 Band 6 Headcount 975 940 105 99 0 9 960 932 104 107 6 7
22 Band 7 Headcount 625 586 25 25 0 4 562 574 26 22 3 4
23 Band 8A Headcount 140 129 5 4 0 1 136 135 4 4 0 0
24 Band 8B Headcount 27 23 1 1 0 0 23 23 1 1 0 0
25 Band 8C Headcount 17 16 1 1 0 0 17 14 1 1 0 0
26 Band 8D Headcount 7 8 0 0 0 1 6 6 0 0 0 1
27 Band 9 Headcount 4 3 0 0 0 0 5 5 0 0 0 0
28 VSM Headcount 5 2 1 0 0 0 4 2 1 0 0 0

29 Consultants Headcount 293 297 83 83 0 20 349 303 96 87 19 18
30   of which Senior medical manager Headcount 5 4 0 6 1 0
31 Non-consultant career grade Headcount 30 31 15 17 0 1 35 34 18 16 0 1
32 Trainee grades Headcount 325 294 86 45 0 3 186 297 64 54 7 4
33 Other Headcount 52 103 3 35 0 5 134 103 21 40 1 0
34 Number of shortlisted applicants Headcount 3741 1313 171
35 Number appointed from shortlisting Headcount 853 195 70
36 Relative likelihood of shortlisting/appointed Auto calculated 0.1548307908 0.0883476600 ######### 0.2280139000 0.1485148515 0.4093567251

37 Relative likelihood of White staff being appointed from shortlisting 
compared to BME staff Auto calculated 1.75 1.54

38 Number of staff in workforce Auto calculated 6901 6929 1325 1305 69 68
39 Number of staff entering the formal disciplinary process Headcount 44 19 1
40 Likelihood of staff entering the formal disciplinary process Auto calculated 0.0047273341 0.0158730159 ######### 0.0063501227 0.0145593870 0.0147058824

41 Relative likelihood of BME staff entering the formal disciplinary 
process compared to White staff Auto calculated 3.36 2.29

This data is collected as at 
31st Dec 2017

INDICATOR MEASURE Notes

2

1

3

ETHNICITY UNKNOWN/NULLBMEBMEWHITEDATA 
ITEM

Of which Medical & Dental

This data is collected at 31 
Dec 2016/2017. 

This data is collected at 31 
Dec 2016/2017. 

This data is collected at 31 
Dec 2016/2017 and 
includes substantive and 
bank recruitment

31st MARCH 2017

WHITE

Relative likelihood of staff entering the formal disciplinary 
process, as measured by entry into a formal disciplinary 
investigation

Note: This indicator will be based on data from a two year rolling 
average of the current year and the previous year

Relative likelihood of staff being appointed from shortlisting 
across all posts

Percentage of staff in each of the AfC Bands 1-9 OR Medical and 
Dental subgroups and VSM (including executive Board 
members) compared with the percentage of staff in the overall 
workforce

1b) Clinical workforce
of which Non Medical

31st MARCH 2018

ETHNICITY UNKNOWN/NULL
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1a) Non Clinical workforce Prepopulated 
figures Verified figures Prepopulated 

figures Verified figures Prepopulated 
figures Verified figures Verified figures Prepopulated 

figures Verified figures Prepopulated 
figures Verified figures 

1 Under Band 1 Headcount OK OK OK OK OK OK OK OK OK OK OK OK
2 Band 1 Headcount OK OK OK OK OK OK OK OK OK OK OK OK
3 Band 2 Headcount OK OK OK OK OK OK OK OK OK OK OK OK
4 Band 3 Headcount OK OK OK OK OK OK OK OK OK OK OK OK
5 Band 4 Headcount OK OK OK OK OK OK OK OK OK OK OK OK
6 Band 5 Headcount OK OK OK OK OK OK OK OK OK OK OK OK
7 Band 6 Headcount OK OK OK OK OK OK OK OK OK OK OK OK
8 Band 7 Headcount OK OK OK OK OK OK OK OK OK OK OK OK
9 Band 8A Headcount OK OK OK OK OK OK OK OK OK OK OK OK
10 Band 8B Headcount OK OK OK OK OK OK OK OK OK OK OK OK
11 Band 8C Headcount OK OK OK OK OK OK OK OK OK OK OK OK
12 Band 8D Headcount OK OK OK OK OK OK OK OK OK OK OK OK
13 Band 9 Headcount OK OK OK OK OK OK OK OK OK OK OK OK
14 VSM Headcount OK OK OK OK OK OK OK OK OK OK OK OK

15 Under Band 1 Headcount OK OK OK OK OK OK OK OK OK OK OK OK
16 Band 1 Headcount OK OK OK OK OK OK OK OK OK OK OK OK
17 Band 2 Headcount OK OK OK OK OK OK OK OK OK OK OK OK
18 Band 3 Headcount OK OK OK OK OK OK OK OK OK OK OK OK
19 Band 4 Headcount OK OK OK OK OK OK OK OK OK OK OK OK
20 Band 5 Headcount OK OK OK OK OK OK OK OK OK OK OK OK
21 Band 6 Headcount OK OK OK OK OK OK OK OK OK OK OK OK
22 Band 7 Headcount OK OK OK OK OK OK OK OK OK OK OK OK
23 Band 8A Headcount OK OK OK OK OK OK OK OK OK OK OK OK
24 Band 8B Headcount OK OK OK OK OK OK OK OK OK OK OK OK
25 Band 8C Headcount OK OK OK OK OK OK OK OK OK OK OK OK
26 Band 8D Headcount OK OK OK OK OK OK OK OK OK OK OK OK
27 Band 9 Headcount OK OK OK OK OK OK OK OK OK OK OK OK
28 VSM Headcount OK OK OK OK OK OK OK OK OK OK OK OK

Of which Medical & Dental
29 Consultants Headcount OK OK OK OK OK OK OK OK OK OK OK OK
30   of which Senior medical manager Headcount OK OK OK OK OK OK
31 Non-consultant career grade Headcount OK OK OK OK OK OK OK OK OK OK OK OK
32 Trainee grades Headcount OK OK OK OK OK OK OK OK OK OK OK OK
33 Other Headcount OK OK OK OK OK OK OK OK OK OK OK OK
34 Number of shortlisted applicants Headcount No Data No Data Good Good OK
35 Number appointed from shortlisting Headcount No Data No Data Good Good OK

36 Relative likelihood of shortlisting/appointed Auto calculated

37 Relative likelihood of White staff being appointed from shortlisting 
compared to BME staff Auto calculated

38 Number of staff in workforce Auto calculated

39 Number of staff entering the formal disciplinary process Headcount Good Good Good

40 Likelihood of staff entering the formal disciplinary process Auto calculated

41 Relative likelihood of BME staff entering the formal disciplinary 
process compared to White staff Auto calculated

42 Number of staff in workforce (White) Auto calculated

43 Number of staff accessing non-mandatory training and CPD 
(White): Headcount Good Good Error

44 Likelihood of staff accessing non-mandatory training and CPD Auto calculated

45 Relative likelihood of White staff accessing non-mandatory training 
and CPD compared to BME staff Auto calculated

5 KF 25. Percentage of staff experiencing harassment, bullying or 
abuse from patients, relatives  or the public in last 12 months 46 % of  staff experiencing harassment, bullying or abuse from 

patients, relatives  or the public in last 12 months Percentage

6 KF 26. Percentage of staff experiencing harassment, bullying or 
abuse from staff in last 12 months 47 % of  staff experiencing harassment, bullying or abuse from staff in 

last 12 months Percentage

7 KF 21. Percentage believing that trust provides equal 
opportunities for career progression or promotion 48 %  staff believing that trust provides equal opportunities for career 

progression or promotion Percentage

8
Q17. In the last 12 months have you personally experienced 
discrimination at work from any of the following?
b) Manager/team leader or other colleagues

49 %  staff personally experienced discrimination at work from 
Manager/team leader or other colleague Percentage

50 Total Board members Headcount Good Good Good Good Good Good
51  of which: Voting Board members Headcount Good Good Good Good Good Good

52                  : Non Voting Board members Auto calculated

53 Total Board members Auto calculated

54  of which: Exec Board members Headcount Good Good Good Good Good Good

55                  : Non Executive Board members Auto calculated

56 Number of staff in overall workforce Auto calculated

57 Total Board members - % by Ethnicity Auto calculated

58 Voting Board Member - % by Ethnicity Auto calculated

59 Non Voting Board Member - % by Ethnicity Auto calculated

60 Executive Board Member - % by Ethnicity Auto calculated

61 Non Executive Board Member - % by Ethnicity Auto calculated

9

BME

2
Relative likelihood of staff being appointed from shortlisting 
across all posts

3

Relative likelihood of staff entering the formal disciplinary 
process, as measured by entry into a formal disciplinary 
investigation

Note: This indicator will be based on data from a two year rolling 
average of the current year and the previous year

4 Relative likelihood of staff accessing non-mandatory training and 
CPD

WHITE

1
Percentage of staff in each of the AfC Bands 1-9 OR Medical and 
Dental subgroups and VSM (including executive Board members) 
compared with the percentage of staff in the overall workforce

INDICATOR MEASURE WHITE

1b) Clinical workforce
of which Non Medical

31st MARCH 2017 31st MARCH 2018

ETHNICITY UNKNOWN/NULL NotesBME ETHNICITY UNKNOWN/NULLDATA 
ITEM

Percentage difference between the organisations’ Board voting 
membership and its overall workforce

Note: Only voting members of the Board should be included 
when considering this indicator
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BMEWHITE

             
        

         

INDICATOR MEASURE WHITE

31st MARCH 2017 31st MARCH 2018

ETHNICITY UNKNOWN/NULL NotesBME ETHNICITY UNKNOWN/NULLDATA 
ITEM

62 Overall workforce - % by Ethnicity Auto calculated

63 Difference (Total Board -Overall workforce ) Auto calculated

       
    

          
   



 
Appendix 3 – NHS England benchmark data  

 Indicators % 
BAME 
Board 

Org Name % 
BAME 

2 3 4 5 6 7 8 

2Gether 7.5 1.64 0.38 1.07 36.2 12.3 84.2 7.0 0 

Avon and Wiltshire 11.2 1.86 0.96 1.26 38.8 29.0 72.7 20.0 0 

North Bristol 2017 15.7 1.75 3.36 0.88 21.5 26.3 65.6 15.2 - 

Royal Devon and Exeter 5.4 1.97 2.53 0.88 22.8 26.7 66.9 11.1 0 

Salisbury 10.0 1.55 1.58 - 20.9 24.6 72.0 13.2 0 

Somerset Partnership 3.1 1.35 0.00 - 15.9 6.8 87.5 9.1 0 

Royal Bournemouth and 
Christchurch 

13.9 1.41 0.71 0.93 25.4 31.0 75.7 17.9 0 

Torbay and South Devon 4.6 0.85 0.00 0.99 25.03 26.3 73.3 16.7 0 

UHB 15.2 1.89 2.37 - 25.0 28.3 69.3 16.0 0 

Weston 11.7 1.29 2.84 0.83 28.1 38.2 71.8 22.2 0 

Peer Trust Median 10.6 1.60 1.27 0.93 25.1 26.5 72.4 15.6 0 

National Average 20% 1.57 1.37 1.22 28 23.7 85.5 12.6 7% 

1 - % of workforce from a BAME background 
2 - Relative likelihood of white staff being appointed from shortlisting compared to that of BAME staff 
3 - Relative likelihood of BAME staff entering a formal disciplinary process compared to white staff 
4 - Relative likelihood of white staff accessing non mandatory training and CPD compared to BAME staff 
5 - % of BAME staff experiencing harassment, bullying or abuse from patients, relatives or the public in the last 12 months 
6 - % of BAME staff experiencing harassment, bullying or abuse from staff in the last 12 months 
7 - % of BAME staff believing that the Trust provides equal opportunities in career progression or promotion 
8 - % of BAME staff experiencing discrimination at work from a manager/ team leader or other colleague. 
Key - Above Trust median 
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Appendix 4 - Work to Support Black and Minority Ethnic Staff  2017 – 2018 
 
 
Workforce Race Equality Actions and Achievements 2017/18 
 
 Engagement BAME Staff Career Development Group – agreed actions incorporated into WRES action plan and Trust Equality 

Objectives 2017-2021. Meetings attended by Chief Executive 
 
BAME staff asked to be part of focus group on harassment and bullying to identify issues. 
 
Celebrating different cultures to raise awareness throughout the Trust – Vaisakhi Day/Rainbow Faith Days 
 
Black History Month in 2017 -  celebrated with exhibition and profiling BAME staff 
 
E&D newsletter (now at issue 43) circulated to staff. 
 
BME Staff invited to attend focus groups to discuss harassment and bullying. 
 

Leadership Bristol Race Manifesto – NBT key player in the strategic leaders working group. 
 
NBT CEO chaired south west WRES round table in May 2017. 
 
Board paper template reviewed to include EDS2 assessment. 
 
Director of WRES to give a presentation to the Board in August 2018. 
 
Non-exec continues to support a BAME candidate to become a Board members through shadowing and 
attendance at Trust Board meetings. 
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Talent 
Management 

NHS Stepping up Project advertised to BAME staff - 1 NBT person accepted 
 
Bristol Stepping up Project established and advertised to BAME staff 
3 NBT staff accepted.  
bristol.gov.uk/steppingup 
 
Traineeships – offered through Job Centre plus 
 
BAME Mentoring scheme – offered by members of the Trust Board and other senior staff for BAME staff.   
Relaunched autumn 2017 
 
Promote secondment opportunities to group members  
 
BAME staff notified of nurse scholarship opportunities 

Development Race Equality included in other training e.g. Recruitment and Retention for managers, Consultants updates  

Recruitment  Non-executive director recruitment promoted to the BAME community in Bristol and beyond.    
 
Recruitment of a Board Chair disseminated wider with a request to circulate among contemporaries and 
networks, including Joan Saddler, co-chair NHS Equality and Diversity Council and Baroness Lawrence’s office.  
 

Governance WRES duty met through the publication of results and action plan in 2017. 
 
Regular equality impact assessment masterclasses held for managers – the next is on 18th September 2018. 
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Appendix 5 - WRES 2018/19 Action Plan 

 
Work Stream 
 

 
Action 

 
Date 

 
Lead 

 
Resources 
 

 
Recruit a senior specialist advisor post for NBT to 
lead the E&D agenda for NBT. 
 

 
31st December 2018 

 
Liz Perry 

 
Management 
information, reporting 
and analysis 
 
 

 
Launch and evaluate the standard WRES report 
within ESR business intelligence with a view to 
producing quarterly WRES updates for E&D and 
workforce committee to monitor progress 
throughout the year. 
 

 
30th September 2018 

 
Annabel Stewart/ 
Jennifer Willis 

 
Conduct a ‘drill down’ into indicators 2-8 to better 
understand the root cause analysis of our 
performance. This would include further 
breakdown by: 
• Department 
• Profession 
• BAME group 
• Pay band 
• Internal verses external recruitment (indicator 

2) 
• Other stages of the recruitment process 

(indicator 2) 
• Methods of recruitment 
• Types of disciplinary and sanction 

 
30th September 2018 

 
E&D manager/  Jennifer 
Willis 
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Cross reference WRES data set with other sources 
of information i.e. happy app 
 
Review potential initiative list in light of findings and 
identify the top 3 priorities. 
 
 
Identify and implement an employee relations case 
management system to accurately capture and 
report employee relations activity. 
 

 
31st March 2019 

 
Caroline Hartley/ 
Jennifer Willis 

 
Take a decision on data submission methodology 
in advance of the 2018/19 submission namely: 
 

- data submitted as at 31st December or 31st 
March 

- data inclusive or exclusive of bank 
- Remove students from training figures 

 

 
31st March 2019 

 
E&D manager 

 
Governance 
 

 
Quarterly progress reports presented to E&D 
committee and workforce committee. 
 

 
Ongoing 

 
E&D manager 
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Appendix 6 – WRES Initiatives identified by E&D manager in partnership with BAME networks 

Potential Initiatives for 2018-2019 

Number Item 
 
 

Action Lead Timescale Outcome 

1 Increase 
percentage of 
BAME staff in 
Bands 8-9, VSM 
(including 
executive Board 
members and 
senior medical 
staff) compared 
with the 
percentage of 
BAME staff in the 
overall workforce 
 

Continue with 
current strategy: 
Training/mentoring 
for BAME staff. 

LM March 2019 Funding bid submitted for this work.  
 
Engage NHS BAME Network to develop 
meaningful engagement with BAME staff. To 
identify issues and future actions.  
 
BAME staff to be invited to attend a board 
meeting to share experiences first-hand. 
 
Director of WRES, Yvonne Coghill, to give a 
presentation to the Board in August 2018. 
 
Mentoring by senior managers relaunched 
November 2017. 
6 pairs matched. 
 
Promote secondment opportunities to BAME 
staff  
 
Valued Based recruitment  process – set up 
new process to clarify role and remit of 
assessors for BAME staff to undertake.   

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. 

 



 
Training for 
managers on non- 
discriminatory 
selection. 
 

Learning  & 
Dev 

March 2019  

 Retention 
interview - BAME 
staff at same post 
or level for three 
years to evaluate 
reasons why they 
have not 
progressed/where 
they 
want to go  (and 
for item 2) 

People and 
Transformation  

Annual 
appraisals 
 

Requested question to be added to 
appraisal form. 
 
BAME staff to be asked  for tips for 
managers on appraisal questions. 
 
Encourage managers to actively discuss and 
develop responses to any barriers to career 
progression or promotion through appraisal 
process and elsewhere.  

BAME staff 
observe at 
interviews 

Resourcing 
Services 
 

March 2019 Process to be devised.  

 BAME Staff to be 
part of 
appointment 
panels at Band 8 
and above. 

Resourcing 
Services 
 

March 2019 To be considered in partnership with  Bristol 
Race Strategy Group 2018 
 
BAME members on panel for Head of L & 
Dev July 2018 
 

2 
 
 
 
 

Relative likelihood 
of BAME staff 
being appointed 
from shortlisting 
compared to that 

Training/mentoring 
for managers on 
BAME awareness  
 
 

Learning  & 
Dev 

March 2019 Induction Processes – HR Resourcing 
Services are working with Learning and 
Research to adapt corporate/clinical 
induction period for new starters to make 
their welcome attractive and support higher 
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of White staff 
being appointed 
from shortlisting 
across all posts. 
 
 
 
 
 
 

 retention rates. 
Valued Manager training for managers to be 
re-established. 

Exit - request 
interview report to 
identify why BAME 
staff leave and if 
they are more 
likely to leave than 
White staff 

Head of 
People 
Strategy 
 

March 2019  

Valued Based 
recruitment.  To be 
rolled out to all 
posts. Ensure 
open and 
transparent 
recruitment 
process 
 
 

Resourcing 
Services 
 

March 2019 Plan to increase number of BAME new 
starters - international recruitment 
programme planned to hire 80 nurses. This 
is targeting the Philippines, India  and the 
UAE.   
 
Early stages of developing recruitment plans 
to target BAME groups (focus on band 5 
nurses). 
 
Continue to use Trac recruitment process, 
shortlisting is strictly anonymous.   

Remove bias in 
recruitment 

Resourcing 
Services 
 

March 2019 Race Manifesto Group - Plans to share 
BAME staff  from other public bodies to sit on 
interview panels for each other. 
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Investigate ESOL/ 
other training to 
support staff in 
bands 5 and below 
and encourage 
them to think 
about career 
progression. 

L&D March 2019  

3 Relative likelihood 
of BAME staff 
entering the formal 
disciplinary 
process, 
compared to that 
of White staff 
entering the formal 
disciplinary 
process, as 
measured by entry 
into a formal 
disciplinary 
investigation* 
  
*Note: this 
indicator will be 
based on data 
from a two year 
rolling average of 
the current year 
and the previous 
year. 

Training for HR 
Partners/managers 
on racism and non 
discriminatory 
behaviour 
 
 

E&D Unit March 2019 Cultural awareness training to be bought in.  
 
Funding bid submitted. 

 

Equality training 
for staff with little 
access to MLE 
system 
 

E&D Unit March 2019 FM found their on-line equality training is 
well supported 
 
New e learning equality package installed 
 
Continue to provide in consultants update 
training 
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4 KF 18. Percentage 

of staff 
experiencing 
harassment, 
bullying or abuse 
from patients, 
relatives or the 
public in last 12 
months  
 
 

With 6, 7 and 8. 
Carry out survey of 
staff to identify 
their experience of 
H&B/career 
opportunities. 
Identify someone 
to collate 
information 
 

Head of 
People 
Strategy 
 

March 2019 BAME Focus group to identify issues and 
future actions. 
 
Continue to promote H&B helpline and Trust 
respect and dignity statement. 
 
Set up comms strategy to promote 
awareness. 
 
 
 

BHM event – 
Open session with 
Chair of BAME 
Group to discuss 
H&B 

Chair BAME 
Committee 
and Trust 
BAME 
champion 

March 2019 See item 2 also. 

5 KF 19. Percentage 
of staff 
experiencing 
harassment, 
bullying or abuse 
from staff in last 
12 months 
 

As for 5  March 2019 See 5. 
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