
 
North Bristol NHS Trust 

Trust Board Meeting in Public 
Thursday 22 January 2015 

12.30pm, Seminar Room 4, Learning and Research Centre, 
Southmead Hospital 

Agenda 
1.  Apologies and Declarations of Interest: Liz Redfern and Nishan Canagarajah 

2.  Questions from Members of the Public  

3.  Minutes of the Trust Board meeting held on 27 November 2014 Enc 

4.  Action Log        AY/Enc 

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

7.  Patient Story         SJ/Verbal 

Performance 

8. Integrated Performance Report Summary    AY/Execs/Enc 

Governance and Regulation 

9. Finance and Performance Committee Report   ML/Enc 

10. Trust Management Team Report     AY/Enc 
11. Move and Transformation Board Closedown Report   AY/Enc 

Strategy and Development 

12. Capital Planning Report      SW/Enc 
13. National Planning Priorities      SK/Enc 

14. Cellular Pathology Service      CB/Enc 

15. Any Other Business 

16. Date of Next Meeting 
Thursday 26 March 2015, 12.30pm, Learning and Research Centre, Southmead 
Hospital. 

 

Trust Board (public) – January 2015 



 

North Bristol NHS Trust 
 

Minutes of the Trust Board Meeting held in public on  
27 November 2014 in Seminar Room 5, Learning and Research Building, 

Southmead Hospital 
 

Present:    
Mr P Rilett Chairman Ms A Young Chief Executive 
Mr K Guy 
Mr R Mould 
 
Mr M Lawton 
Mr N Patel 
Prof A Waterman- 
Pearson 

Non-Executive Director 
Vice-Chairman (until 
item 14/11/09) 
Non-Executive Director 
Non-Executive Director 
 
Non-Executive Director 

Dr C Burton 
Mr H Hayer 
 
Mrs S Jones 
 
Mr S Karakusevic 
 
Mrs C Phillips 
Mr J Tozer 

Medical Director 
Director of People and 
Organisation Health 
Director of Nursing and 
Quality 
Director of Strategy and 
Transformation 
Director of Finance 
Director of Operations 

  Mr S Wood Director of Facilities 
    
In Attendance:    
Mr E Sanders 
Mr N Stibbs 

Trust Secretary 
Corporate Service 
Manager 

Mrs C Lang  Acting Head of Marketing 
& Communications 

    
Observers: 
Miss D Morse, Mr I Triplow and six members of the public were present 

 
TB/14/11/01 Apologies and Declarations of Interest  Action 

 There were no apologies. 
No interests were declared in the papers presented. 

 
 

TB/14/11/02 Questions from Members of the Public  

 There were no questions from the public.  

TB/14/11/03 Minutes of the Trust Board meeting held on 25 September 2014  

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

TB/14/09/05 to read ‘…..areas. The target for nutrition assessment 
had now changed to 48 hours given the pressures and priorities in 
the first 24 hours of admission.’ 

TB/14/09/08 The word ‘parent’ in the third line to read ‘patient’ and 
‘of Nursing’ be added after Director in the first line of the second 
paragraph. Second paragraph also to read ‘The kitchen staff 
explained why soft diets were presented in a particular way and 
where …’ 

TB/14/09/20 ‘and Specialists Association’ to be added after 
Consultants in the fifth line 
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TB/14/11/04 Action Log  

 The Trust Board considered the following actions: 

Action No. 43 – The Director of Strategy had met with Bristol City 
Council’s Director of Strategic Change and agreed their joint areas 
of working should be around inequalities with links to improving 
employment and investment in digital technology.  

Action No 48 – It was noted that the Section 106 document for the 
Frenchay planning application was expected to be signed 
imminently. 

Action No 50 – The Director of People and Organisation Health 
reported that vacancy data was now included in the Integrated 
Performance Report but trusts used different criteria when recording 
turnover so a small number of them would be used as comparators. 

Action No 51 – Completed. 

 
 
 

TB/14/11/05 Chairman’s Business  

 The Chairman reminded the Board that this was Mr Nick Patel’s last 
meeting as a non-executive director having made a very positive 
contribution to its work over more than eight years. He had chaired 
the Charitable Funds Committee and made a significant input into 
many other areas. 

It might also be the last meeting of Avril Waterman-Pearson after 
eight years as the University of Bristol non-executive representative 
on the Board subject to approval of a new representative. 

The Chairman reported that the Trust Development Authority had 
formally approved the appointment to the two vacant non-executive 
posts of Dr Liz Redfern and Mr Andrew Willis beginning on 1 
December 2014. 

 

TB/14/11/06 Chief Executive’s Report  

 The Chief Executive presented her report for the month and said 
that a System Leadership Group had been formed to replace the 
Healthy Futures Board and would plan the delivery of services 
across Bristol, North Somerset and South Gloucestershire.. 
concentrating on care outside of hospital. 

A plan for health leadership in research in Bath, Gloucestershire, 
Bristol, North Somerset and Swindon had been launched under the 
banner of the Collaboration for Leadership in Applied Health 
Research and Care West. This would help fund research in the area 
and carry on the work of the Bristol Health Partners and encourage 
the attraction of further research income. 

At the invitation of the South Gloucestershire Public Health and 
Health Scrutiny Committee, the Chief Executive reported that she 
and the Director of Finance and Deputy Director of Operations had 
given a presentation concerning the Trust’s operational 
performance. The key message was that quality and safety had 
remained strong but there was clearly work to do on improving 
access. Actions taken by the Trust in relation to cancer services and 
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diagnostics were having the desired effect, with demonstrable 
improvement in performance reported in the Integrated Performance 
Report.  

Harry Hayer, Director of People, reported that the Department of 
Health had requested that Trusts record the numbers and category 
of staff who had taken strike action in November 2014. In North 
Bristol 71 people had gone on strike of which 30 were 
radiographers, 15 were nurses and eight were midwives. Plans for 
the actions had been put in place and 30 outpatient appointments 
had been moved from the morning of the strike to the afternoon and 
one operating list had been postponed. 

TB/14/11/07 Patient Story  

 The Director of Nursing and Quality presented the patient story 
which related to an elderly demented lady admitted with weight loss 
and changed bowel habits. She had been receiving community 
psychiatric nursing care, had a carer and her son had power of 
attorney.  

The patient had a salmonella infection and had been placed in a 
single room but because of her high risk of falling she was moved 
into a four bedded bay. The specialist dementia consultant and her 
team were closely involved with her care and, especially, her 
discharge planning. The matron established a good relationship with 
her and her family and she used the memory café. Although she at 
times became aggressive, her infection was able to be treated with 
careful observation of her medication. She was discharged to a care 
home following an assessment by social work. 

Sasha Karakusevic, Director of Strategy, noted that part of the 
stress for dementia patients and families was being away from home 
which begged the question of how much medical care could have 
been undertaken in the home. Chris Burton, Medical Director, said 
that neither of the conditions outlined needed hospital care but the 
Trust’s strategy needed to take into account that this type of patient 
would always present to hospitals at some time. 

 

TB/14/11/08 Integrated Performance Report  

 
 
 
 
 
 
 
 
 
 

The Chief Executive presented the report and highlighted: 

• although there were areas continuing to fall below national 
standards, cancer standards were improving and all were 
expected to be achieved in January 2015 

• theatre productivity was slowly increasing 
• the waiting list backlog and cancelled operations were falling 
• the hospital standard mortality rate and health acquired 

infections were falling 

The Interim Director of Operations, Jez Tozer, presented the key 
operational standards and reported; 

• the emergency department four hour access performance had 
fallen further below the target in October 2014 but actions were 
expected  to begin having an effect in early December 2014. 

• the System Flow Partnership Group continued to monitor the 
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joint system wide emergency care plan 
• new beds for temporary relief would be operational from 8 

December 2014 in the Elgar building 
• the Referral to Treatment backlog of waiting patients had been 

reduced and was ahead of the planned trajectory 
• the diagnostic target had not been met due to the shortage of 

experienced staff to perform echocardiograms. An action plan 
was being implemented to address this issue. 

• Community occupancy throughout October remained below 
100% although available beds were not always suitable for 
patients ready to be discharged. The Trust was working with 
community partners to ensure that these beds were available to 
support discharge. 

The Medical Director reported that following validation the currently 
red rated cancer target referring to first treatment within 31 days 
would be achieved, leaving only two of the eight targets to be 
attained. Urology continued to be the specialty that required the 
most attention and was impacting on the 62 day target. 

The Director of Nursing noted that there had been only two severe 
falls so far in November 2014 and a range of actions had been 
agreed and were monitored by the Falls Group and within 
directorates. There had been a Never Event in neuro-spinal surgery 
which could have led to surgery being undertaken on the wrong site, 
but was spotted in time. Pressure ulcer prevention and reduction by 
50% was part of the Trust’s Sign up to Safety plan. 

The Medical Director advised that an arbitration panel had 
concluded that the MRSA case reported in August would not be 
attributed to NBT which meant that there had been no cases since 
September 2013. The incidence of C Diff cases remained within the 
Trust’s trajectory. Hand hygiene had remained below the 95% 
standard but auditing in the single room environment was difficult.  

There had been a significant increase in missed drug doses in 
September 2014 but following an investigation, this had been found 
to be due to erroneous data collection. Reconciliation of medicines 
had remained better than the 95% target since February 2011 and 
reliability had improved further since the move to Brunel. 

The Hospital Standardised Mortality Ratio had fallen significantly in 
the six months to July 2014 and further audit work was being 
undertaken to review mortality of patients admitted at weekends. 
The increase in senior medical input at weekends was expected to 
have improved quality. 

Noting that the highest achieving ward for the Friends and Family 
Test (FFT) in October was Gate 7a the Director of Nursing reported 
that the Integrated Performance Report would include the main 
themes that patients stated in their FFT responses in the next report. 
There had been an increase in complaints mainly centred on 
parking, outpatient appointments and unreturned telephone calls. 
The Trust had adopted the Patients Association twelve standards for 
complaints investigations and responses and had asked the Patients 
Association to audit current practice and provide training to improve 
this area.  
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The Director of People and Organisation Health provided an update 
on workforce performance and highlighted: 

• the turnover figures now recorded only voluntary resignations 
• Internal Audit was reviewing the Trust’s Sickness Absence 

Policy and its application 
• Bank fill rates were slightly higher than agency 
• All five top tier training categories had increased their 

compliance 
• 74% of staff had received appraisals by 24 November 2014 
• 23% of staff had responded to the staff friends and family test 

in the second quarter 

The Director of Nursing noted that the latest Shelford 
acuity/dependency tool results had been received and were being 
used to develop a series of principles regarding nursing 
establishments and funding to assist with skill mix reviews. 
Completion rates for the ward early warning trigger tool had dropped 
to 47% from 59%. Compliance and actions to improve compliance 
was monitored through the Nursing and Midwifery Governance 
Committee. No wards had been flagged ‘red’ in October 2014. 

She noted that the midwife to birth ratio had dropped to 1:38 in 
September due to a rise in births. Ten new midwives had been 
appointed and it was the midwifery or medical staffing levels that 
had caused the most closures of the central delivery suite to new 
admissions during the year. 

The Director of Finance presented the financial performance and 
highlighted: 
• the Trust deficit of £5.9m worse than plan was primarily related 

to commissioner income which was below plan by £12.7 million; 
• of the income, £9 million was on elective work and £2 million on 

outpatients; 
• the cash balance was £13m and temporary borrowing of £6 

million had been received; 
• pay expenditure was £4 million above plan and related mainly to 

medical and nursing staffing with bank and agency staffing costs 
increasing over the last few months. This was being reviewed 
with the involved directorates 

• capital expenditure was £7 million behind plan 
• there was a shortfall in identified savings for 2014/15 of £0.5 

million 

The Chief Executive referred to the Board compliance statements 
and the Board concurred with the proposal that number 10 (ongoing 
plans to comply with targets) continue to be answered negatively. 

TB/14/11/09 Vascular Service Transfer   

 The Director of Strategy and Transformation, Sasha Karakusevic, 
presented a report on the creation, implementation and running of 
the Bristol, Bath and Weston Vascular Network which had been 
approved by all the trusts in the area in March 2014. The network 
included the major arterial centre at Southmead and the provision of 
658 clinics a year at Southmead, in the BRI and the RUH and in 
Weston, Cossham, South Bristol and Melksham hospitals. The 
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network clinical lead and the clinical governance lead roles were 
held by the consultant vascular surgeons, Mr Marcus Brooks and 
David Mitchell respectively. 
 
Mr Karakusevic noted that the vascular model of care complied with 
all the recommendations from a recent NCEPOD audit. A small 
backlog of patients had built up during the period between the 
transfer of services in early October 2014 and the opening of the 
hybrid theatre in the Brunel Building on 13 November 2014. There 
had also been a waiting list transfer of 38 patients who had already 
breached the RTT 18 week target. These were being dealt with by 
additional waiting list sessions. The Medical Director reported that 
there were issues regarding vascular access to renal services which 
needed to be addressed. 
 
The Board noted the report and that an update would be provided on 
the clinical and performance measures every six months. 

TB/14/11/10 Care Quality Commission Inspection  

 
 
 
 
 

 

The Director of Nursing reported that 50 inspectors appointed by the 
Care Quality Commission had visited the Trust for three days earlier 
in the month and some had returned to Southmead one evening the 
previous week. The Trust would be issued with a draft report on 12 
January 2015, and the Trust would have 10 working days during 
which to review the report for factual accuracy. The final report 
would be published after the Quality Summit meeting on 6 February 
2015. The visit had been a positive process for the Trust and North 
Bristol had been praised for its provision of information and the 
management of the visit. 

 

TB/14/11/11 Healthwatch Reports  

 
 

The Director of Nursing presented two reports from Healthwatch on 
discharge procedures and the new Brunel Building and the 
recommendations for action by the Trust’s Patient Experience 
Group. A response to Healthwatch had been approved by the Trust 
Management Team and was attached to the report. 

The Chairman said that Healthwatch would be invited to participate 
in a meeting when it wished to discuss specific issues. 

 

TB/14/11/12 Emergency Planning Annual Report  

 The Director of Facilities presented the Annual Report for 2013/14 
on the Trust’s Emergency Preparedness Resilience and Response. 
He said that training was achieved through exercises and he sought 
to undertake a live exercise every year. He confirmed the existence 
of a trust wide business continuity plan.  

The Trust Board noted the Annual Report. 

 
 
 
 
 

TB/14/11/13 Annual Equality Report and Statistics  
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The Director of People and Organisation Health, Harry Hayer, 
presented the Annual Report on Equality and the attendant equality 
statistics. He proposed to bring to the Board in March 2015 the draft 
objectives from the Equality and Diversity Committee.  

Mr Hayer highlighted the statistics relating to job applications and 
appointments. Avril Waterman-Pearson, Non-Executive Director, 
suggested that diversity training was needed for all appointment 
panels. The Medical Director said that the Trust needed to produce 
an action plan to return its equality delivery system status to a 
‘green’ rating. The Director of People and Organisational health was 
asked to lead the work to develop the action plan and bring this back 
to the Trust Board in March 2015.  

The Board endorsed the Annual Report and Statistics. 

 
 
 
 
 
 
 
 
HH 
 

TB/14/11/14 Audit Committee Report  

 Mr Ken Guy, Chairman of the Audit Committee, presented the report 
from its meeting held on 13 October 2014 which included the Annual 
Audit Letter. He highlighted that: 

• Internal Audit had reviewed the Trust’s compliance with the 
Department of Health’s Information Governance Toolkit and 
found some evidence was required to be updated and further 
evidence was required for one other standard in order to 
achieve level 2 compliance 

• the governance arrangements for the implementation of the 
new electronic patient records system had been reviewed and 
the Chief Information Officer and Trust Secretary were asked 
to strengthen them and that the Board review the revised 
arrangements. Internal Audit was asked to review the project 
systems and assure the Committee lessons had been learnt 
from the implementation of the Cerner system 

• from the Annual Audit Letter the Auditors had issued a 
qualified “except for” conclusion in respect of the Trust’s 
arrangements for securing economy, efficiency and 
effectiveness in its use of resources because of its agreed 
deficit budget for 2014/15. The Director of Finance was 
planning, with the auditors, the processes to put in place to 
obtain the best possible audit opinion from the 2015/16 
accounts  

• also from the Audit Letter the Auditors had issued an 
unqualified limited assurance report in respect of the Quality 
Account and a group assurance certificate in respect of the 
Whole of Government Accounts which identified some 
inconsistencies in the Trust’s financial statements and the 
Trust’s consolidated returns. 

The Board noted the report. 

 

TB/14/11/15 Finance and Performance Committee Report  

 Mr Mark Lawton, Chairman of the Finance and Performance 
Committee, presented the report from its meeting held on 22 
October 2014. He said that the Committee had investigated the 
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ongoing deficit position, approved the business case for the 
refurbishment of the Pathology Sciences Phase 1 building and 
requested actions to reduce costs for providing corporate offices 
which had subsequently proved successful. 

The Board noted the report. 

 
 
 

TB/14/11/16 Quality and Risk Management Committee Report  

 Mr Rob Mould, Chairman of the Quality and Risk Management 
Committee, presented the report from its meeting held on 13 
October 2014 which had looked at the development of a quality 
strategy, examined the details around five quality issues, received a 
report on the plans to clear all 52 week waiters and noted details of 
a complex complaint regarding clinical psychology which had been 
investigated by an independent lay person. 

The Board noted the report. 

 

TB/14/11/17 Charitable Funds Committee Report  

 Mr Nick Patel, Chairman of the Charitable Funds Committee, 
presented a summary of its latest meeting. The Board noted that the 
Committee had approved a continuation of the current medium risk 
ethical investment mandate with the investment brokers with a target 
of Consumer Price Index plus 2% and no more than 50% in equity. 
Regular reports from the brokers would be reviewed by the 
Committee. 

The Board noted the report. 

 

TB/14/11/18 Southmead Hospital Charity Strategy  

 Mr Nick Patel presented the proposed strategy for the Southmead 
Hospital Strategy which brought together the investment, fundraising 
and expenditure frameworks. It proposed the review of the charitable 
objectives of all the funds with a view to re-classifying funds from 
restricted to designated where appropriate and to erode the overall 
funs amount of £10.7 million. In particular, it would support pump 
priming projects that would bring in income. 

The Board, as corporate trustee, approved the Strategy.  

 

TB/14/11/19 Trust Management Team Report  

 The Chief Executive presented a report from the Trust Management 
Team meeting held on 18 November 2014 and highlighted the 
discussion it had had regarding staff engagement. 

The Board noted the report. 

 

TB/14/11/20 Any Other Business   

 Board Development  
The Chief Executive noted that a Trust Board workshop schedule 
had been agreed starting with a February away day and the 
schedule would be issued by the end of the following week. 

 
 
ES 
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Director of Operations 
The Chief Executive noted that this was the last Board meeting to be 
attended by Jez Tozer, Interim Director of Operations and offered 
him the Board’s thanks for his work over the last six months and 
wished him good fortune in his new post. 

TB/14/11/21 Date of Next Meeting  

 The next meeting would be held on Thursday 22 January 2015 in 
Seminar Room 5, Learning and Research Centre, Southmead 
Hospital. 
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North Bristol NHS Trust Trust Board (Public Session) 
Action Log 2014

Meeting 
Date

Minute Ref Action 
No. 

Action Owner Review Date 
(s)

Status Info.

25-Sep-14 TB/14/09/09 50 Trust comparative turnover figures and vacancy data 
by staff group to be provided in IPR

HH 27-Nov-14 & 
22-Jan-15

O Vacancy data in IPR and turnover 
figures to be compared with those few 
peer Trusts that use same criteria for 
compliation

27-Nov-14 TB/14/11/08 55 Themes from narratives in FFT returns to be reported 
in next IPR

SJ 22-Jan-15 O

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

AY 27-Nov-14 C Organisations to work together on 
inequalities especially with links to 
employment and investment in digital 
technology

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

AY 25-Sep-14, 
27-Nov-14 & 
22-Jan-15

C Signed in December

25-Sep-14 TB/14/09/11 51 Sue Jones to inform Nick Patel of the details of the 
two complaints cases partially upheld by the 
Ombudsman 

SJ 27-Nov-14 C Initial action completed and 
recommendations from Ombudsman 
implemented

25-Sep-14 TB/14/09/20 54 Harry Hayer to inform Board of details of proposed  
industrial action 

HH 27-Nov-14 C

27-Nov-14 TB/14/11/09 56 First of six-monthly reports on Vascular Service to be 
brought to Board

SK 04-Jun-15 O

27-Nov-14 TB/14/11/13 57 Draft objectives for Equality to be brought to Board in 
March

HH 26-Mar-15 O

27-Nov-14 TB/14/11/13 58 Action plan for moving the Trust to Equality Delivery 
System 2 grade 'achieving' (green) required.

HH 26-Mar-15 O

27-Non-15 TB/14/11/13 59 Appointments Panel members to be given diversity 
training

HH 26-Mar-15 O

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



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

Meeting 
Date

Minute 
Ref No. Decision

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

Committee details and other minor changes
29/5/14 87/14 10 Adoption of revised SOs, SFIs and SoD approved
29/5/14 88/14 11 Content of Quality Account approved, noting that comments from stakeholders and final external audit opinion are awaited.
29/5/14 90/14 12 Final Accounts approved for submission to Department of Health
26/6/14 107/14 13 Board compliance statements approved
26/6/14 108/14 14 Final version of 2013/4 Quality Account approved
26/6/14 109/14 15 Draft 2013/4 Annual Report approved
26/6/14 110/14 16 Draft 2014/5 Trust Objectives approved with minor amendments
26/6/14 115/14 17 Refreshment proposals for NBT's charity brand and visual identity approved
26/6/14 116/14 18 Strategic planning process confirmed
25/9/14 14/09/09 19 Board compliance statements approved including negative for Statement 10
25/9/14 14/09/13 20 Revised governance structure and dissolution of the Development Committee approved subject to cycles of business appro

27/11/14 14/11/13 21 Equality 2013 Annual and Statistics Reports endorsed
27/11/14 14/11/18 22 Charitable Funds Strategy approved by Board acting as the Corporate Trustee

23

DECISION LOG



 
- 

Report to: Trust Board Agenda item:  6 

Date of Meeting: 22 January 2015 

 
Report Title: Chief Executive’s Report 

Status: Information Discussion Assurance Approval 

X    

Prepared by: Eric Sanders, Trust Secretary 

Executive Sponsor (presenting): Andrea Young, Chief Executive 

Appendices (list if applicable): None 

 
Recommendation:  

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

 
 



North Bristol NHS Trust 

1. Purpose 
1.1. To present an update on local and national issues 

impacting on the Trust and to provide an update on 
consultant appointments and documents which have 
been signed or sealed. 

2. Background 

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

3. External Environment 
3.1. The following changes in the environment outside of 

the Trust have been noted: 
 
Delivering in a challenging environment - 
Refreshed plans for 2015/16  

3.2. The NHS Trust Development Authority has 
published its planning guidance for 2015/16. The 
document aims to support NHS Trust Boards to 
provide a refreshed and updated plan for the year 
ahead.  

3.3. The document sets out the new requirements on 
providers that have been devised either by 
commissioners or regulators since the previous 
plans were submitted. 

3.4. It should be read in conjunction with The Forward 
View into Action, which sets out the joint high-level 
ambitions and system priorities for commissioners 
and providers. 

3.5. The document can be read in full at 
http://www.ntda.nhs.uk/wp-
content/uploads/2014/12/tda_planning_2014_final_
web.pdf  

3.6. The Trust submitted its first planning submissions on 
Tuesday 13 January 2015 covering the areas of: 

• Finance 
• Activity 
• Quality and workforce 
• Performance 
• Planning process 

3.7. The submissions included 2014/15 outturn and full 
year plans for 2015/16. 
 
Clinical Commissioning Groups Allocations 
2015/16 

3.8. On 19 December 2014, NHS England published the 
clinical commissioning group (CCG) and primary 
care allocations for 2015-16. The allocations include 
the recently announced £1.98bn of additional 
funding for frontline health services and to help kick 
start the transformation agenda set out in the NHS 
Five Year Forward View. 

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

3.9. The increases in allocations for the Trust’s three 
main Clinical Commissioning Groups are as follows: 

• South Gloucestershire CCG – Increase of 
£17.377m (7%) 

• Bristol CCG – Increase of £27.259m (5%) 

• North Somerset CCG – Increase of £15.365m 
(6%) 

3.10. The Trust will be working with the CCGs, through the 
contract agreement process, to understand how this 
additional money will be allocated. 
 
 
Health Education England  

3.11. Health Education England (HEE) was created as a 
Special Health Authority in September 2012 and on 
1 April 2015, as a result of the Care Act, will become 
a Non-Departmental Public Body. This is not 
expected to have any impact on the functioning of 
the body but this will be monitored over time. 
 
 
Media Coverage – Emergency Department 
Pressures 

3.12. There has been significant local and national media 
coverage of the pressures being felt in the 
Emergency Department and the knock on impact on 
other hospital services. The Trust has received 

requests from numerous national media 
organisations including The Sun, The Guardian, 
Radio 4, Radio Five Live, and Channel 5 News to 
spend time in the Trust’s Emergency Department.  

3.13. In addition Leilah Dare, Specialty Lead for the 
Emergency Department, was interviewed by ITV 
West Country News and Heart FM. Andrea Young, 
Chief Executive, was also interviewed by BBC Radio 
Bristol, BBC Points West and ITV West Country 
News. 
 
 
Bristol Council – Public Health & Health Scrutiny 
Members Visit 

3.14. Six members of the Bristol City Council People 
Scrutiny Commission visited the Southmead 
Hospital site on Friday 9 January 2015. The purpose 
of the visit, which was led by Sasha Karakusevic, 
Director of Strategy, was to see the new Brunel 
building, understand the services provided and the 
environment created by the new development.  

3.15. The members also took the opportunity to ask 
questions about the steps being taken to improve 
the experience of patients, visitors and staff, as well 
as to seek updates on current operational 
performance. 
 
 

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

4. Internal Environment 
4.1. The Board should be aware of the following internal 

environmental changes and issues for information: 
 
Genomic Medical Centre bid  

4.2. The Trust has received confirmation that whilst it 
was unsuccessful in its wave 1 bid to be one of the 
first NHS Genomic Medical Centres, it has been 
encouraged to bid in wave 2. 

4.3. Genomics England, a company wholly owned and 
funded by the Department of Health, was set up to 
deliver 100,000 Genomes Project which will 
sequence 100,000 whole genomes from NHS 
patients by 2017. Its four main aims are: 

• to create an ethical and transparent programme 
based on consent 

• to bring benefit to patients and set up a genomic 
medicine service for the NHS;  

• to enable new scientific discovery and medical 
insights 

• to kick start the development of a UK genomics 
industry. 

4.4. The NHS Genomic Medicines Centres are the 
mechanism through which the sequencing will be 
completed with a phased application process. 

4.5. The timescales for the wave 2 application are as 
follows: 

• PQQ (ITT1) First quarter of 15/16 

• ITT2 Second quarter of 15/16 
 

Non-Executive Director Induction 
4.6. The induction of the Trust’s new Non-Executive 

Directors has progressed through December 2014 
and January 2015. The induction programme has 
included meetings with the Executive Directors and 
the clinical directors. Tours of clinical services have 
been arranged to give the new Non-executives a 
good understanding of the range and quality of 
services provided. 

4.7. The induction programme will continue through the 
remainder of January and into February 2015. 

4.8. The induction programme for Professor Nishan 
Canagarajah will be finalised in mid-January 2015. 
 
Section 106 agreement  

4.9. The section 106 agreement relating to the Frenchay 
Hospital site has now been signed by all parties who 
are the Trust, Bristol City Council and South 
Gloucestershire Council. 
 
Board Development Programme 

4.10. The Trust Board agreed the principles behind the 
Board Development programme in December 2014 
and is now seeking a partner to help deliver the 
programme. 
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4.11. As part of the agreement, the Board has agreed to 
hold up to four sessions per year during which it will 
focus on developing and refining its strategy and 
team development. 

4.12. Once a partner has been identified the final 
programme will be presented to the Trust Board for 
approval. 
 
Annual Senior Leadership Event 

4.13. The Trust will be holding its annual senior leadership 
event on 9/10 February 2015. This event will focus 
on the development of the Trust’s long term strategy, 
business planning for 2015/16 and associated 
organisational developments.   

4.14. The Trust Board is due to receive the outputs from 
this event in the form of the revised Strategy and 
Annual Business Plan 2015/16 at its meeting in 
March 2015. 
 
CQC Draft Report 

4.15. The Trust received draft reports from the CQC 
following its onsite inspection in November 2014 on 
12 January 2015. The reports covered the following 
areas: 

• Trust-wide 
• Southmead 
• Cossham 
• Frenchay 

• CAMHS – Inpatient 
• CAMHS – Community  
• Community Services 

4.16. The Trust has 10 working days to respond to any 
factual inaccuracies. 

4.17. The Quality Summit will then be held on 6 February 
2015 with the final report expected to be published 
during the week commencing 9 February 2015. 
Please note that the exact date of publication may 
change and will be communicated to the Trust Board 
when confirmed by the CQC.  
 
Trust Management Team Sub-Committee 
Structure 

4.18. The Trust Management Team revised sub-
committee structure is now in place and work is 
ongoing to embed the changes and ensure all 
groups are functioning effectively. 

4.19. The key recent change has been the formation of a 
new Business Planning & Investment Group (BPIG), 
chaired by the Director of Finance, which will 
oversee the development of the Trust’s business 
plan and review in year revenue business cases.  

4.20. The BPIG is supported by a business case review 
group which considers revenue and capital business 
cases prior to their review at either BPIG or the 
Estates, Asset Management and Capital Planning 
Group (EAMCPG) depending upon whether they are 
revenue or capital cases. 
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Recent Appointments 
4.21. The following appointments have been made: 

• Ward Priestman has been appointed as interim 
Chief Information Officer to replace Tanya Beale 
who is leaving the Trust at the end of January 
2015 to take up a role at the Royal United 
Hospital Bath NHS Foundation Trust.  

• Olivera Martinovic and Alvaro Cervera Alvarez 
were appointed as Stroke Consultants on 14 
October 2014.  

• James Cameron, Nicola Morgan and Edward 
Carlton were appointed Emergency Medicine 
Consultants on 21 October 2014. 

• James Bushnell and Alexandra Hodsman were 
appointed as Nephrology Consultants on 28 
October 2014. 

• Melanie Parker was appointed as a Community 
Paediatrics Consultant on 18 November 2014. 

• Sanchita Sen and Madhu Chendrimada were 
appointed as Obstetrics & Gynaecology 
Consultants on 25 November 2014. 

• Mohammed Khan was appointed as a Cellular 
Pathology Consultant on 2 December 2014. 
 
 
 
 

5. Recommendations 
5.1. The Trust Board is asked to note the contents of the 

report. 
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2 Executive Summary 
 

 

Key operational standards reflect a pressurised system in December. 4 hour A&E performance was 84.11% against a target 
of 89%. This is an improvement against November’s performance of 83.2%, despite an increase in emergency attendances 
month on month. NBT continue to successfully address actions identified in the Urgent Care Recovery Plan. Principle 
reason for breaches remains availability of beds for admission at appropriate points in the day. At time of reporting the 
Trust’s ‘red list’ for delayed transfers of care is 121. NBT has participated in System Wide Black escalation calls since 5th 
January. Performance during Christmas / New Year tracked comparably with other large A&E Departments.  
 
In December we were behind our improvement trajectory for the first time for patients waiting more than 18 weeks for 
treatment. Tighter management oversight is now in place. We continue to perform above our trajectory for patients 
waiting over 52 weeks for treatment. In December we sustained cancer improvements with the Trust meeting 6 out of 8 
national targets.  
 
We continue to perform strongly against our quality metrics for patient safety and care. The Trust achieved the dementia 
CQUIN for the first time in November & Harm Free Care performance is now above the national average. HSMR continues 
to be low (92.01) and hand hygiene scores have moved above target. We are also delivering better than the national 
position in health care acquired infections.  
 
Overall compliance with statutory and mandatory training levels has shown a significant improvement. Sickness remains 
high and has not dropped below 4% since June 2014.  A action plan is to be introduced this month to reduce short and 
long term sickness absence to below 3.8%. Overall the use of non-framework agencies has increased, in part driven by 
staff sickness and escalation beds in use.  
 
For the year to date, the Trust is favourable to its deficit plan by £6.6m, with Commissioner income below plan by £12.8m 
and other income favourable by £13.5m due to the receipt of additional non-recurrent income.  Pay expenditure was 
£3.3m overspent for the 9 months to December. There was a £0.9m improvement  the year to date position in month, 
with a reduction of spend on temporary staff. A plan is in place to deliver the to deliver the revised deficit of £19.99m. 
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Key / Notes 
 

Unless noted on each graph, all 

data shown is for period up to, 

and including, 31th December 

2014.   

 

All data included is correct at the 

time of publication. Please note 

that subsequent validation by 

clinical teams can alter scores 

retrospectively.  

 

 

All target lines: 

All improvement trajectories: 

 

 

Directorate/Group 

Abbreviation Glossary 

 

CCS Core Clinical Services 

CEO Chief Executive  

Clin Gov Clinical Governance 

IM&T Information Management 

Med Medicine  

MSK Musculoskeletal 

Non Cons Non-Consultant 

Ops Operations  

Renal Renal, Transplant & 

Outpatients 

Surg Surgery 

W&Ch Women’s & Children’s 
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CQC Domain / Report Section Sponsor/s Page 
Number 

Responsiveness Director of Operations & 
Medical Director  

4 

Safety & Effectiveness Medical Director & Director 
of Nursing 

17 

Caring  Director of Nursing 29 

CQUINS Director of Nursing 36 

Well Led  Director of People & 
Organisation Health and 
Medical Director 

 
39 

Safe Staffing Director of Nursing 45 

Finance  Director of Finance 49 

Regulatory View Chief Executive 56 

Annual Calendar  n/a 62 
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4 RESPONSIVENESS 
SRO   Kate Hannam Director of Operations   

Section Summary  
Improvements & Actions 

December’s 4 hour A&E performance was 84.11% against a target of 89%. This is an improvement against November’s performance 

of 83.2%, despite an increase in emergency attendances month on month. NBT continue to successfully work against actions 

identified in the Urgent Care Recovery Plan: 

 

 Full opening and usage of additional winter acute capacity in Elgar House (additional 26 beds). 

 Opening of Saffron Gardens Community Rehabilitation Facility (24 beds). 

 Opening of GP Assessment Area within NBTs Emergency Zone to accept medically expected patients thereby avoiding ED. 

 Increased and sustained high utilization of Brisdoc (redirection of suitable ED patients to GP hourly slots on site). 

 Enabling Discharge Task & Finish Group showed positive impact on LHPD numbers prior to Christmas. 

 In January, NBT will be focussing upon rollout of perfect board round, centralisation of complex discharge case managers, 

increases in weekend discharge rates, rollout of discharge to assess models and bringing forward the time of discharges per day. 

 

In December we were behind our improvement trajectory for the first time for patients waiting more than 18 weeks for treatment. 

Tighter management oversight is now in place. We continue to perform above our trajectory for patients waiting over 52 weeks for 

treatment.  

Trends 

The principle reason for breaches remains availability of beds for admission at appropriate points in the day, specifically at the 

weekends an imbalance in discharge and admission numbers leading to Monday performance problems.   

 

NBT’s LHPD is experiencing it’s highest volume of patients. 119 patients medically stable for discharge as of 12th January 2015. 

Additionally the number of patients with a LoS over 14 days has peaked above 300 against a target of 200. Although the work of the 

Task and Finish Group showed initial signs of reducing patients within this cohort, overall the numbers have risen sharply in the New 

Year. 

Areas of Concern 

NBT has participated in BNSSG system Black escalation calls since 5th January. NBT has equally experienced a continual state of 

Black/Red Trust escalation. Capacity remains stretched as all available space has been utilised and we have invoked the Full 

Capacity Protocol , employing 1 and 2 ups continually.   
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Access Standard 

December 2014  Most recent 
quarter’s 

performance  
(Quarter 3 Oct-

Dec 2014) 
against 

national target 

Quarterly Trend (Q2 vs Q3) 
 

Against 
national 
target  

Against 
NBT 

Trajectory 

Trend from 
last month 

 

Performance 
to be 

achieved 
by… (as per 
trajectory) 

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

July 2015  
              83.9% (Q2) to 82.6% (Q3) 

Referral to Treatment - % 
incomplete pathways <18 weeks 
(92% target) 

Not met in 
14-15 

              84.4% (Q2) to 83.5% (Q3) 

Referral to Treatment - % within 
18 weeks of GP referral for non-
admitted  patients (95% target) 

Jan 2015                94.2% (Q2) to 91.5% (Q3) 

Referral to Treatment - % within 
18 weeks of GP referral for 
admitted patients (90% target) 

Not met in 
14-15 

               80.8% (Q2) to 80.5% (Q3) 

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

Not met in 
14-15 

               2.22% (Q2) to 1.88% (Q3) 

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

Not met in 
14-15 

              10.6 (Q2) to 6 (Q3) 

Responsiveness 

Summary Dashboard 
Board Sponsors   Director of Operations 

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

83.2% 

91% 

81.6% 

4 

1.4% 

84.1% 
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6 Responsiveness 

Urgent Care  
Board Sponsor   Director of Operations 

Commentary 

 

Overall December performance 

was below the 89% trajectory.  

Clear planning over the festive 

period minimised many potential 

difficulties with performance 

figures above 95% during the 

December bank holidays 

 

Bed waits continue to be the 

main cause for breaches. 

 

No patients within NBT 

experienced a 12 hour trolley 

wait during December. 

 

Mondays continue to be 

challenging, following a drop in 

discharge activity over the 

weekends. Clinician led 

standardisation and key learning 

from successful board round 

procedures, will be NBTs 

January focus to address 

challenging Mondays. 
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Commentary  

XXXX 

XXXXX 

XXXX 

7 Responsiveness 

Urgent Care   Admission Rates  
Board Sponsor   Director of Operations   

Commentary 

 

NBT opened it’s GP assessment 

area within the space identified in 

the Acute Assessment Unit on 

24th December with the aim of 

stopping medically expected 

patients being diverted to the ED. 

 

  

Ambulance delays are a 

symptom of Trustwide patient 

flow issues. To maintain safety 

when the Ambulance SOP is 

enacted and patients are 

offloaded into ED without a 

cubicle space, the ED escalation 

triggers have been updated to 

ensure an appropriate staffing 

response, and/ or beds freed up 

to move patients through the 

system.  

 

The Medical directorate is in the 

process of recruiting additional 

staff to cover workload as a result 

of winter pressures, to stop the 

current practice of pulling nurses 

from other areas of the Trust to 

support ED. 
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8 Responsiveness 

Length of Stay 
Board Sponsor   Director of Operations  

Commentary 

 

Length of Stay has improved 

against last years levels, despite 

the increase against Novembers 

figures. 

 

A reboot exercise completed in 

early January has shown 

variation in discharge planning 

and information shared externally 

through the LHPD. The perfect 

board round project as well as 

existing patient flow themes will 

look to standardise these 

processes across all directorates 

and monitor performance.  

 

There will be particular focus on 

the fractured NOF and Stroke 

pathways with support from 

community partners to re-launch 

early supported discharge in 

January and February. 

 

From January, NBT will be 

reporting weekly to NHS England 

and the TDA it’s over 14 day LoS 

figures with a BNSSG agreed 

reduction trajectory of 200 by 

July-15. 

 



 

 

 

 

 

9 XXXX 

XXXXX 
Board Sponsor XXXX 

Commentary  

XXXX 

XXXXX 

XXXX 

9 Responsiveness 

Length of Stay  
Board Sponsor   Director of Operations  

 
Commentary 

 

Elective length of stay has 

continued to fall and is still below 

the expected Dr. Foster level. 

However non-elective length of 

stay remains above target level 

and hence is the main focus of 

NBT’s patient flow projects. 

 

Dr Foster update for December 

not available at time of 

publication.  

 

. 
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Commentary  

XXXX 

XXXXX 
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10 Responsiveness 

Discharges / Transfers   
Board Sponsor   Director of Operations  

 
Commentary 

 

December and early January saw 

increases in delayed transfers of 

care (monitored via the LHPD).In 

particular wait for social work 

assessment through the use of 

winter pressure monies, local 

authorities have increased social 

worker support to NBT in 

January. However, to ensure 

resilience of the 4 hour 

performance overall delayed 

patients need to reduce to 

targeted levels of 200 as soon as 

possible. 

 

The ‘discharge to assess’ 

scheme which involves 

community partners taking 

patients home to complete 

assessment in their own 

residence has been launched in 

early January for South 

Gloucestershire patients and will 

be launched in February for 

Bristol patients. 
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Standard 

December 2014 Q3 
Performance 
(Oct–Dec 14) 

against 
National 
Target 

Quarterly Trend (Q2 vs 
Q3) 

 

Final 
Nov 14 
position 

Against 
National 
Target 
Dec 14 

Against 
NBT 

Trajectory 

Trend 
from 
last 

month 

Performance to 
be achieved 
by… (as per 
trajectory) 

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

Achieving         93.6% (Q2) to 93.5% (Q3) 

Patients with breast symptoms 
seen by specialist within 2 weeks 

(93% target) 
Achieving          88.7% (Q2) to 96.0% (Q3) 

Patients receiving first treatment 
within 31 days of cancer diagnosis 

(96% target)  

 
Achieving         93.7% (Q2) to 95.9% (Q3) 

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

target) 
n/a 

Plan to be 
developed 

        93.1% (Q2) to 90.8% (Q3) 

Patients waiting less than 31 days 
for subsequent drug treatment 

(98% target) 

 
n/a  Achieving  

             
        96.7% (Q2) to 100% (Q3) 

Patients receiving first treatment 
within 62 days of urgent GP 

referral (85% target) 
Jan 2015         76.2% (Q2) to 82.0% (Q3)  

Patients treated 62 days of 
screening (90% target)   n/a Achieving         92.9% (Q2) to 93.4% (Q3) 

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

 
n/a 

Achieving 
Quarterly (low 

numbers) 
        90.6% (Q2) to 93.3% (Q3) 

Responsiveness 

Cancer Summary Dashboard 
Board Sponsor    Medical Director 

 

94.6% 

92.0% 

100% 

85.7% 

94.1% 

93.2% 

100% 

94.4% 

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

93.2% 93.5% 

95.6% 96.0% 

96.1% 95.9% 

85.3% 82.0% 

89.2% 90.8% 

100% 100% 

96.8% 93.4% 

83.3% 93.4% 
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12 Responsiveness 

Cancer charts to be updated 
Board Sponsor  Medical Director 

 
Commentary 
 

The Trust  is currently noted as 

achieving six of  the eight key 

cancer targets in December.  

Any subsequent updates will be 

flagged in next month’s report.  

 

The two week Urgent GP 

Referral target has been met in 

December with 93.2% of patients 

being seen in two weeks against 

the 93% target.  

 

The target for seeing patients 

with breast symptoms (cancer not 

suspected) within 2 weeks has 

been met (95.6%).   

 

The Trust’s performance against 

the 62 day target (85.3%) is 

showing as achieved but is at risk 

until the validation process is 

complete. 

 

The target for 31 days between 

diagnosis and treatment is also 

showing achieved (96.1%) 

pending completion of validation. 
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13 Responsiveness 

Cancer charts to be updated 
Board Sponsor   Medical Director 

 
Commentary 

 

7 patients breached the 

subsequent surgery 31 day  

target meaning this target was 

breached overall (89.2% 

achieved). This is predominantly 

due to surgical capacity in 

urology. 

The 31 day subsequent drug        

treatment target was met.  

 

The Trust’s performance against 

the 62 day screening target is 

96.8% against a 90% target.   

 

2 patients breached the 62 day 

from consultant upgrade to 

treatment target – both were 

referred to another Trust for 

treatment. 

 

The national be clear on cancer 

campaigns continue to put 

pressure on outpatient capacity 

but are being managed by each 

service. 

 

Cancer performance is managed 

through the Cancer Delivery 

Group with Governance oversight 

in the Cancer Committee. 
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Referral to Treatment   All Specialties charts to be updated  
Board Sponsor   Director of Operations 

Commentary 

 

The number of patients waiting 

longer than 18 weeks to be 

treated is now greater than the 

trajectory (4,661 v 4,116) for 

December 2014. 

 

The main areas of variance 

are in general surgery, pain 

management and 

orthopaedics. 

 

A new performance 

management process is being 

implemented whereby 

Assistant General Managers 

will meet weekly with the 

Deputy Director of Operations 

to report on areas where 

targets are not being met and 

agree a set of actions to return  

performance to the 

trajectories. 
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Commentary  
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15 Responsiveness    Referral to Treatment    

Specialty Level & 52 week waits charts to be updated 
Board Sponsor  Director of Operations 

Commentary 

 

There were 208 patients waiting 

over 52 weeks for treatment at 

the end of December – 202 in 

spinal surgery and 6 in 

neurosurgery. The spinal position 

continues to be favourable to the  

trajectory. 

 

The diagnostic target was not 

met in November with 

echocardiography, urodynamics 

and cystoscopies performing 

below the 99% target. The 

trajectory shows that this target 

will not be met for the rest of the 

financial year due to the 

resourcing shortfall in 

echocardiography. 
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Commentary  
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16 Responsiveness 

Cancelled Operations  
Board Sponsor   Director of Operations  

 
Commentary 

 

The cancelled operations 

performance continues to 

improve. There were 62 patients 

who were cancelled on the day of 

operation which is the lowest 

since the new hospital opened. 

24 (39%) of these were due to a 

lack of bed available because of 

emergency pressures and 17 

(27%) were due to theatre 

session over-runs. 

 

There were 4 patients who were 

unable to have their operation 

rebooked within 28 days which is 

the lowest position in this 

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

 
Section Summary  

Improvements & Actions 

The Dementia CQUIN, Find Assess Investigate Refer (FAIR) was achieved for the first time in November.  

Hand hygiene scores continue to improve and are now above target.  

Trends 

Harm free care rates improved to above the national average for the first time in 5 months.  Pressure Ulcers 

are being robustly investigated and reviewed through the pressure ulcer steering group. 

Stable mortality ‘as expected’.  

C-Difficile, MRSA and E-Coli within trajectory.  

 

 

Areas of Concern 

Four hour performance continues to place pressure regarding clinical risk on the Emergency Department.  
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Patient Safety Dashboard  

Safety   

Summary Dashboard  
Board Sponsors   Director of Nursing & Medical Director  

 

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

 

Standard 
(target) 

December 2014 Most recent 
quarter’s 

performance 
(quarter 3 Oct – 
Dec 14)  against 
national target 

 
 

Quarterly Trend (Q2 vs Q3) 
Performance 

against 
national 
target / 
contract 

Against NBT 
Trajectory 

Trend from 
last month 

Performance to 
be achieved by..  

(as per trajectory) 

Never Event Occurrence by 
month (0 target) n/a Achieving                1 event (in Q2) to 1 event (in Q3)  

Safety Thermometer – overall 
compliance (94% internal 
target) 

n/a Achieving                  93.4% (in Q2) to 92.5% (in Q3) 

Malnutrition Screening (90%) 
Nov 2014                 61.5% (in Q2) to 79.2% (in Q3) 

Hand Hygiene Compliance 
(95%) n/a Achieving                  93.6% (in Q2) to 93.6% (in Q3) 

MRSA (0 per month trajectory) 
n/a Achieving                  0 cases in 2014/15 

C-Difficile (<5 per month) 
n/a  Achieving                  13 cases (in Q2) to 9 cases (in Q3) 

MSSA (<1.5 per month) 
n/a Achieving                   7 cases (in Q2) to 5 cases (in Q3) 

Venous Thromboembolism 
Screening (95%) one month in 
arrears 

n/a 
Plan to be 
developed 

                 94.9% (in Q2) to 94.1% (in Q3 to date) 

Dementia (find/assess/refer 
CQUIN) (90%) one month in 
arrears 

n/a Achieving                  82% (in Q2) to 93.9% (in Q3 to date) 

0 

80.7% 

94.6% 

95.4% 

0 

3 

2 

94.1% 

96.6% 
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19 Safety 

Serious Incidents 
Board Sponsor   Director of Nursing  

 
Commentary 

Serious incidents 

Ten Serious incidents were 

reported in December 2014.  

3 X Delayed diagnosis 

2 X Delay in treating a 

deteriorating patient 

2 X Falls 

2 X Pressure Ulcers 

1 X Unexpected Death 

 

The delays in treatments and 

diagnosis are of concern and will 

be discussed at CRC in 

February. 

 

Serious Incident Rate 

The rate of serious incidents per 

1,000 bed days elevated slightly 

in December, although marginal 

since November.  However, 

overall incident reporting in the 

Trust has reduced since October 

2014. 

 

In terms of Directorates, Core 

Clinical Services have had a 

higher rate of serious incidents 

per 1000 bed days over the last 

12 months. Renal are second to 

this. Medicine, by comparison , 

have a high number of reported 

Serious Incidents but this is  not 

reflected as such in terms of bed 

days. 

 

 
 

. 

 

 
 

. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Data Reporting basis 

The data is based on the date a serious 

incident is reported to STEIS. Serious 

incidents are open to being downgraded if the 

resulting investigation concludes the incident 

did not directly harm the patient i.e. Trolley 

breaches. This may mean changes are seen 

when compared to data contained within prior 

months’ reports. 
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20 Safety 

Serious Incidents    Never Events    CAS Alerts 
Board Sponsor   Director of Nursing  

 
Commentary 

 

Incident reporting deadlines 

All Serious Incidents have been 

reported within two days of 

confirmation. No breaches of the  

RCA 45 / 60 day deadline target 

dates have occurred since June 

this year (which was 4 days past 

its deadline).  

 

Never Events 

No Never Events were reported 

in December 2014. The RCA in 

respect of the November Never 

Event is being worked through 

and is due for review at the 

February Clinical Risk Committee 

meeting. 

 

CAS Alerts 

Alerts are compliant within 

deadlines. Of the 6 within the 

amber category, 5 are due for 

closure in January 2015 and are 

on track. 3 are Estate alerts and 

3 are patient safety alerts. 2 new 

relating to button battery 

ingestion and potassium 

permanganate ingestion. The 3rd 

patient safety alert refers to acute 

kidney injury, all are due for 

closure in March 2015. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

CAS ALERTS   - December 2014                                                         

(including Patient Safety, Medical Device & Estate 
Alerts) 

RED Alerts remaining open and not 

met the deadline for completion 

0 

AMBER Alerts remaining open but within 

the deadline for completion 

6 

GREEN Alerts completed within 

deadline. 

 

11 
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21 Safety 

Harm Free Care   catheter on-going care    falls    pressure ulcers    VTE   
Board Sponsor   Director of Nursing 

 

Harm Free Care 

The Trusts ‘harm free’ rate in 

December increased to 94.6% 

from  92.1% in November, the 

national average rate is 93.7%. 

The highest harm incidence 

(3.9%) was Pressure Ulcers, 

2.6% of which were community 

acquired and therefore not 

attributable to the area recording 

it at the time.  
 

Overall Falls 

The rate per 1000 bed days 

is 7.34  for December with a 

rolling mean of 6.39 for year to 

date. There were two serious 

falls in December.  

 

The overall number of falls and 

the number of falls resulting in 

serious injury are higher this year 

than last year.  Management of 

this ongoing risk continues to 

receive the highest priority, with a 

range of actions agreed and 

monitored at Falls Group and 

within directorates.  

 

Falls reduction is also one of the 

improvement work streams within 

the Trust’s Sign up to Safety 

Campaign.  
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22 Safety  

Harm Free Care  
Board Sponsor   Director of Nursing  

 
 

Pressure Ulcers  

Pressure ulcer incidence for 

December reduced from 

November to 7.6 patients per 

10,000 bed days (YTD 9.3). 22 

patients had a grade 2 or above 

pressure ulcer.   

 

One patient had a Grade 3 

Pressure Ulcer on a heel, and 

another patient  had a Grade 3 

on one ankle and a Grade 4 on 

the other ankle in December.  

Both cases have been reported 

on the STEIS , have had a full 

RCA and will be presented at the  

Pressure Ulcer Steering Group. 

 

Pressure Ulcer prevention is part 

of the Trust’s Sign up to Safety 

plan.   

 

VTE  (one month in arrears) 

Compliance in November was 

94.1% at the time of national data 

submission at end of November 

via UNIFY (DH reporting system). 

This figure increased to 94.2% at 

the time of reporting, although 

with 169 uncoded cases this 

should increase to above 95% 

when completed, which would be 

back to the July 2014 level. 

 

.  

.   

 
.   
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23 Safety 

Additional Safety Measures  
Board Sponsor   Director of Nursing  

 
Cardiac Crash Calls 

The rolling mean of cardiac arrest 

calls is 0.74 per 1000 discharges. 

The national average rate is 

recalculated quarterly and remains at 

1.9  per 1000 discharges. There 

were 12 confirmed calls in 

December.  
 

Dementia 

The CQUIN for dementia was 

achieved for the first time in 

November 2014. The improved 

systems helps staff to identify people 

with cognitive decline early in their 

in-patient stay. This means that they 

then receive appropriate 

investigations, the GP is informed, 

and staff are encouraged to 

communicate more effectively both 

with the person concerned and their 

relatives. This should improve their 

experience of care and reduce 

distress by recognising their 

underlying difficulties. 
 

Catheter Compliance 

Compliance in December has 

reduced  to 81.7% (YTD rolling mean 

82.2%), although still well below 

national benchmark of 95%. The 

first  Trust-wide continence working 

group met during  November 2014 

and agreed a work stream. The 

outdated catheterisation policy will 

go to the next CEC for approval and 

a quality improvement project 

reviewing catheter care plans is also 

underway.  

 

.  
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24 Safety  

Additional Safety Measures  
Board Sponsor   Director of Nursing  

 
 

WHO Checklist 

Reported compliance with 

checklist in December now 

stands at 95.3% (above the 

national benchmark of 95%) with 

a YTD compliance of 93.8%. 

Main directorate breakdowns are; 

• Gynaecology 98.6%. 

• Surgery 97.4%,  

• Musculo-Skeletal 96.2%,  

• Neurosciences 94.2%  

The Theatre Programme Board 

continues to drive safety 

improvement and the Quality 

Committee reviews this metric at 

each meeting. 

 

Nutrition 

Trust-wide compliance for 

nutrition screening for December 

was 80.7% (target 90%), rolling 

YTD mean is 67%. This is the 

first blip on the previously 

improving trend, which is clearly 

disappointing.  

 

Weekly lists (patients who were 

not screened from the previous 

week) continue to be sent to the 

ward sisters (Matrons/HONs 

copied in) to follow up non-

compliance and tracked through 

the nursing senior team.  
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25 Safety 

Infection Control commentary 
Board Sponsor   Medical Director 

 
MRSA 

The last reported Trust case was 

September 2013. 

 

C.Difficile 

3 Trust responsible cases for 

December. 31 cases reported 

year to date which is fewer than 

internal and external targets. 

There is continued focus on basic 

infection control measures, 

cleanliness and good antibiotic 

stewardship. 

 

It has been agreed with 

commissioners that up until end 

November 2014 only 4 cases of 

Cdiff involved significant lapses 

of care. 

 

MSSA 

2 cases reported in December. A 

total of 17 cases reported year to 

date which is above the internally 

set target. Focus for improvement 

is on good management of 

indwelling devices as well as 

basic infection control measures 

such as hand hygiene. 

 

E Coli 

7 cases reported in December. 

Fewer cases have been reported 

in this year than the previous 2 

years. 
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26 Safety     

Infection Control commentary 
Board Sponsor   Medical Director 

 
 

Hand Hygiene 

The Trust Hand Hygiene audit 

shows improvement and return to 

meeting the Trust standard of 

95%, with the December 

compliance at 95.4% 

Directorates will continue to 

review the compliance in their 

clinical areas.  

 

VHF (Ebola) readiness 

The Trust has appropriate 

precautions in place to meet the 

national guidance should a 

patient present with possible Viral 

Haemorrhagic Fever.  

 

There have been no possible 

cases in the past month.  
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27 Safety  

Medicines Management  Medicine Reconciliation & Missed Doses 
Board Sponsor   Medical Director 

Commentary 

 

Medicines Reconciliation and 

Missed Doses data is available 

one month in arrears.  

 

Missed Doses  

Work continues with  individual 

pharmacists focussing on areas 

needing most improvement 

according to the dashboard of 

results. Pharmacy will also be 

piloting an electronic order form  

to improve speed of Pharmacy 

turnaround of medicines to  

minimise delays in making them 

available on wards. 

 

Medicines Reconciliation 

Since February 2011, our 6 

monthly average figures have 

remained consistently above the 

95% target line.  Reliability has 

increased since move to Brunel. 

  

Actions to assure effective 

management of medicines are 

overseen by the Medicines 

Governance Group. 
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28 Effectiveness 

Mortality  
Board Sponsor   Medical Director 

 
Commentary  

 

Adjusted mortality remains low at 

NBT as shown by measures of 

HSMR and SHMI. This data is 

delayed by the requirement for 

case mix adjustment. 

 

Raw mortality rose in December 

as it has in previous winters. This 

is the first month since move to 

the Brunel building that raw 

mortality has been higher than in 

previous years. The national 

increase in non-elective 

admissions and known increase 

in respiratory tract viruses 

compared to recent years are 

likely to be the explanation for 

this rise but it needs continuing 

monitoring. 

 

Mortality data for weekends and 

weekdays is complex to interpret 

because there is likely to be a 

difference in case mix. We 

therefore have to wait for Dr 

Foster data to indicate outcomes 

beyond August. Increase 

physician presence and access 

to diagnostics after the move to 

Brunel are expected to reduce 

weekend mortality.  

 

Mortality on Admission 

May -14      June-14          
 

July -14 Aug-14 

Weekday 96 86.99 89 90.38 

Weekend 104 104.1 106.49 105.06 
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QUALITY   PATIENT EXPERIENCE 
SRO   Sue Jones   Director of Nursing 
 

Section Summary  

Improvements & Actions 

All Friends and family national targets met with the exception of ED. 

Work has started with the Patients Association to improve complaint responses.  

Trends 

 

 

 

Areas of Concern 

Two of the three main themes from complaints were communication and attitude, these themes 

are covered within iCARE training.  40% of all staff have now received iCARE training. 
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30 Caring  

Friends & Family Test   Trustwide Position 
Board Sponsor  Director of Nursing   

All Friends and Family national 

targets met except for ED. 

 

INPATIENT survey response rate 

(RR) is 30%, a slight dip of 0.25% 

from November. Inpatient Net 

Promoter Score (NPS) is 67, a 

slight dip of 2.6 from November. 
 

EMERGENCY DEPT RR is 4%, 

a decrease of 17.8% from 

November.  This  is disappointing 

given the progress made. ED 

have an improvement plan in 

place. The NPS is 80, up 22 

points from November (low RR 

makes this less reliable). 
 
 

MATERNITY RR is 16%, down 

4.1% from November.   NPS is 

70, up by 2.5 from November. 

 

OUTPATIENTS/DAY CASE RR 

is 2% an increase of 0.9% from 

November.  Their NPS is 52, a 

decrease of 20 from November. 

 

National Ranking in November 

(available 1 month in arrears) 

We came 131st out of 167 Trusts 

for Inpatient RR and 119th for 

Inpatient NPS.   For ED we 

ranked 54th our of 139 Trusts for 

RR and 66th for NPS. 

 

           NBT % Patients would recommend                National % Patients would recommend                  NBT Net Promoter Score   --- NPS Target 

            Response Rate Target                      National Response Rate        ………..  National Net Promoter Score             NBT Response Rate 
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31 Caring  

Friends & Family Test   Directorate Responses and Scores  
Board Sponsor   Director of Nursing   

There are two parts to the FFT 

CQUIN compliance during the Qtr. 

4 period.  During Jan – Mar we 

need to get an average over the 

quarter of 30% RR for Inpatient 

wards and 20% for ED  (worth 

£42,000).  If we achieve 40% for 

Inpatient wards in March we can 

earn an additional £224,000.  MSK, 

Renal and WCH need to address 

non achievement of the current RR 

target of 30%. 

 

All Directorates met the 60 NPS 

target set by the TDA.  Renal had 

the closest results of Net Promoter 

Score and % Patients who would 

recommend, which means more 

people have stated that they are 

‘Extremely Likely’ to recommend 

the Trust and fewer people have 

selected that they would not 

recommend the Trust. 

 

Top performing ward in terms of 

getting a high NPS and RR for 

December is Gate 7a (Stroke and 

Neurology, Neurosciences - NPS 

82 and RR 61%). Other high 

performers include: Gate 33a, Gate 

33b, Gate 34b, Gate 28a and Gate 

28b. 

 

We had a 0% return from Gate 37 

ICU.  Other low performers include: 

Gate 25b, Gate 6b, Gate 26b, Gate 

7b, Gate 8a, Gate 8b, Gate 9b and 

Ward 4 (Elgar). 

 

 
 

  

. 

 

 

 

 

 

          NBT % Patients would recommend              NBT Net Promoter Score   --- NPS Target            Response Rate Target           NBT Response Rate           
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32 Caring  

Friends & Family Test   Directorate/Dept. Responses and Scores   
Board Sponsor   Director of Nursing   

 

Themes (Q2) 

FFT ward themes include 

positive comments about staff, 

the general quality of care and 

the facilities including positive 

comments about the quality of 

food and cleanliness. 

Negative comments include 

comments about waiting for 

things such as medication and 

discharge requirements and 

facilities including food and the 

lack of televisions.  

 

 

 

 

 

Maternity 

Our rankings v rest of England 

across  the 4 stages as per 

November (available 1 month in 

arrears):  

 
 

 Antenatal came 57th out of 126 

Trusts for NPS.   

 Delivery came 102nd out of 

144 Trusts for RR and 87th for 

NPS.   

 Post Inpatient came 130th out 

of 145 Trusts for NPS. 

 Post Community came 61st out 

of 123 Trusts for NPS. 

 

 

          NBT % Patients would recommend              NBT Net Promoter Score   --- NPS Target             Response Rate Target          NBT Response Rate          
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Complaints & Concerns   
Board Sponsor   Director of Nursing  

 
Commentary 

New charts have been added to 

illustrate the historic trends over 

time.   

For December 2014, recorded 

formal complaints were 81 cases 

(82 - Nov) and concerns 

increased to 45 (from 24) despite 

the Christmas period. 3 of these 

were complex cases and involved 

high levels of input from ACT.  

High ongoing numbers of 

enquiries, coupled with 

unexpectedly high sickness 

meant capacity to process 

directorate responses within ACT 

added to the total number 

overdue, which reached a new 

peak of 182. An additional 

temporary resource has been in 

place since beginning of 

November and will now help to 

improve the central backlog 

following the initial training period. 

ACT are working on a structured 

plan to reduce the bottleneck and 

will be working with directorates 

to agree improvement trajectories 

for overdue responses by the 

February Board report. 

The avoidable returned case rate 

for the year remains less than 

1%. 
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34 Caring  

Complaints & Concerns 
Board Sponsor   Director of Nursing  

 
Commentary 

In December the main complaints 

themes were: 

 Clinical care 

 Communication 

 Attitude of staff 

 

The Patients Association 

complaints investigation audit 

work was completed just before 

Christmas and a report is 

expected by end of January. 

Collaborative work on process 

improvements through 

workshops planned for late 

March and early April will support 

this.  

 

Compliments for Qtr 3 are still 

being received from all 

directorates and the figures will 

be reported in the February 

Board report. The Head of 

Patient experience will be 

reviewing the way we collect and 

use these responses as part of 

the broader Patient Experience 

strategy. This will aim to 

encourage greater reporting of 

compliments to ensure that good 

practice is recognised and fed 

back effectively to staff. 
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35 Caring  

Complaints & Concerns 
Board Sponsor   Director of Nursing  

 
Commentary 

1 new case was reported for 

investigation by the PHSO in 

December, following the Trust’s 

formal complaint response in July 

14. 

No investigations were concluded 

and no draft reports issued by the 

PHSO last month. 

 

Parliamentary Health Service Ombudsman (PHSO)  Cases 

  Q4 13/14 Q1 14/15 Q2 14/15 Oct-14 Nov-14 Dec-14 

New cases referred to 
PHSO  

3 6 3 1 0 1 

No. of cases Fully upheld 0 0 0  0 0 0 

No. Partly upheld 0 2 1 0 0 0 

No. Not upheld 5 1 0 0 0 0 

Fines levied  Nil Nil  £550 £500 Nil Nil 

Corrective Actions 
Compliant with timescales 

N/A 1  N/A N/A N/A N/A 

Non-compliant  N/A N/A N/A N/A N/A N/A 

If all avenues for complaint resolution have been exhausted and the complainant is still dissatisfied with the Trust’s 

response, the complaint has the right to take their complaint to the PHSO. Cases can take many months from ‘new’ 

to ‘decision’ which means the volumes shown above represent differing time periods and will not therefore ‘add up’ 

within any given period. 
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        Met Target         CQUIN being finalised       Not met target 

2014-15 CQUINS – National Schemes  
Title  Description  Q1 Q2 Q3 Comment  IPR  

Page Ref 

Friends and 
Family Test 

Staff Friends and Family Test 
from April 2014 

Questionnaire sent out to all staff 

34-36 

Early implementation in 
Outpatients and Day Case by 
October 2014 

Rolled out FFT to outpatients and daycase by target date 
of 1st October 2014 

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

Next stage for CQUIN assessment  for ED and IP is Qtr. 4.  
On track to achieve this 

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

On track to be achieved in March 

NHS Safety 
Thermometer  

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

Achievable based on performance for 2014/15 to date 

26 

Dementia 

To identify, assess and refer 
on dementia patients 

The target was partly achieved for quarters 1 & 2 and an 
action plan is in place to improve performance in future 
months. All 3 targets were met in December 2014 but 
not for Q3 in total.  

27 Confirmation of clinical lead 
and implementation of 
training programme 

Achieved 

Provision of support for 
dementia carers 

Action plan in place: Pilot questionnaires posted, 
awaiting responses. 

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

2014-15 CQUINS – Local Schemes  
Title  Description  Q1 Q2 Q3 Comment  

Maternity 
Increase quality of post-natal care and improvement of 

breast-feeding rate at handover to community services n/a 
Detail of measurement to be 

agreed. Not achieved in Q3.  

Cancer Treatment 
Summaries 

To produce cancer summaries following successful 

completion of surgical treatment 

On track to be achieved - 

measurement from quarter 2 

onwards 

Discharge 
Summaries 

To improve timeliness and quality of discharge 

summaries 

Achieved in Q3 

 

 

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

increase level of support to the patient and carer 

Achieved in Q3 

 

 

Personalised Care 
Planning 

To increase the number of personalised care plans 

agreed with patients with long term conditions 

Care Plan roll out plans 

currently being agreed  

Sepsis  
Reduction in incidence of Sepsis 

 

Achieved in Q3  

 

 

7 day working 
Emergency admissions to be assessed by an 

appropriate consultant within 14 hours of admission 

Method of reporting not 

robust.  

System wide with 
Sirona 

Implementation of Sirona model relating to virtual wards 

 

Achieved in Q3 

 

 

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

2014-15 CQUINS – NHS England Specialist Services Schemes  

Title  Description  Q1 Q2 Q3 Comment  

Genetics 
Access to array Comparative Genomic 

Hybridization (CGH) for prenatal diagnosis 

  Not achieved.  

CAMHS  
CAMHS 5 days review of unplanned 

admission 

  Achieved in Q3 

Specialised 
cancer 

Use of remote monitoring for the support of 

prostate cancer patient follow up 

  Achieved in Q3 

NICU 

The % of babies born at <34+0 weeks 

gestation receiving some of their mother’s 

breast milk at final discharge home from 

neonatal care 

Achieved in Q3 

% of babies <29+0 weeks gestation and/or 

<1000g who start intravenous nutrition 

(TPN) by day 2 of life  

Achieved in Q3 

Orthopaedics 
Develop network for adult services 

including regional audits and MDTs for 

complex cases 

  Achieved in Q3 

Critical care 
Increase effectiveness of rehabilitation 

following critical care stay 
 n/a 

Not fully achieved in Q2 & Q3. Actions ongoing to 

improve performance.  

HIV 

Increase GP registration and 

communication 
n/a 

Achieved in Q3 

Development of IT system to support 

implementation of antiretroviral system 

Achieved in Q3 

 

CQUINS 2014-15 NHS England Specialist Services Schemes  
Board Sponsor    Director of Nursing 
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Well Led 
SRO   Harry Hayer   Director of People & Organisation Health 

Section Summary  

Improvements & Actions 
 Overall compliance with statutory and mandatory training levels has shown a significant improvement.  
 A number of actions are in place to support non-framework agency reduction, these include: a task & finish group led by the 

Deputy Director of Nursing and HR; a Bank Recruitment Campaign; collaboration with local Trusts around bank rates/sharing 
of staff; streamlined processes for staff joining the Bank. 

 Agency expenditure on Domestic staff has dropped to 5%.   
 A number of further actions are also in place to support recruitment, these include a task & finish group to look at initiatives 

to recruit and retain staff in AAU and a second overseas recruitment campaign for nurses has commenced.  
 An inpatient nursing and midwifery rostering practice review and audit is now in progress with an analysis and 

recommendations due at the end of January. 
 Staff appraisals met the 93% target.  
 Quarter 4 Staff Friends and Family Test is currently being prepared for February. 
 

Trends 
 Sickness remains high and has not dropped below 4% since June 2014.  A significant action plan is to be introduced this month 

to reduce short and long term sickness absence to below 3.8%. 
 

Areas of Concern 
 Overall the use of non-framework agencies has increased, actions are being implemented to reduce this with the aim to 

eliminate non-framework agency usage. 
 The number of Band 5 registered nurse vacancies has increased due to winter pressures and additional bed capacity. 
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40 Well Led 

Key Workforce Indicators  
Board Sponsor   Director of People & Organisation Health 

 
Turnover  

Included: permanent staff who have 

resigned voluntarily.  

Excluded: bank workers, locums, junior 

doctors, service transfers, end of fixed 

term contracts, retirements, dismissals, 

redundancies, and internal 

movements/transfers. 

Since October the chart shows the 

rolling 12 month total turnover figure 

from voluntary resignations, which is 

showing a marginal upward trend. This 

is a change to the previous reported 

position where overall turnover was 

shown.   

There are recruitment hotspots in AAU, 

Elgar 4 (extra beds), Gate 32b 

(Gastro) and Gate 27b (respiratory) 

with plans and actions to address 

these. This includes piloting ‘a refer a 

friend scheme’ in hot spot areas. 

                                 

Sickness Absence  

The HR&D Partners are continuing to 

review and provide support to hotspot 

areas within Directorates, supported by 

Ask HR.  The outcome of the internal 

audit to test the Trust’s Sickness 

Absence Policy and its application 

across the Trust is expected soon.  A 

Trust wide sickness absence action 

plan is being developed. 
 
Note: the monthly sickness absence and 

turnover charts include December data. 

However, due to payroll cut off dates and the 

timing of this report, our internal information 

systems are still being updated at time of 

publication. This means that December’s data 

will be further updated once the payroll 

system has closed and the figures will 

change. These changes will be reflected in 

next month’s report 

Turnover from Voluntary Resignations  
 

Period % Turnover 

Jan 14 – Dec 14 10.27% 

Dec 13 – Nov 14 9.91% 

Nov 13- Oct 14  10.00% 

Oct 13- Sept 14  9.78% 

Sep 13 - Aug 14 9.92% 

Aug 13 - July 14 9.70% 

Jul 13 – Jun 14 9.52% 

Jun 13 - May 14 8.85% 
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Key Workforce Indicators 
Board Sponsor   Director of People & Organisation Health 

 
Bank and Agency 

December saw a slight reduction 

in the demand for requests for 

temporary staffing.  However, the 

bank fill rate decreased with 

fewer registered nurses working 

on the Bank which resulted in an 

increase in agency usage. 

 

There was also an increase in 

the use of non-framework 

agencies as framework agencies 

were unable to supply staff over 

the holiday period. 

 

Nursing & HR have introduced 

plans to reduce agency 

expenditure. Agency expenditure 

on domestics is now at a 5% fill 

rate. 

Pay Expenditure 

Pay has not changed 

significantly. 

 

Staff Vacancies (to 12/01/15) 

 

 

 

 

 

 

HR together with the Directorates 

have active recruitment plans  in 

place to fill vacancies caused by 

winter pressure capacity. 

Staff Group  WTE 

Registered Nurses 137.37 

Non Registered Nurses  62.75 

Other excluding 
Medical & Nursing 

staff groups 

77.09 

Medical   48.0 

Total 325.21  
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42 Well Led  

Mandatory Training  
Board Sponsor   Director of People & Organisation Health 

Mandatory Training 
 

November has seen another 

improvement in Statutory and 

Mandatory Training with most top 

tier topics now above the 85% 

compliance target.  The 

exception being Fire which is at 

83%.   

 

This follows the predicted pattern 

of compliance for 2014 where 

there was a dip mid year due to 

the Move followed by a steady 

increase  as staff settle into their 

new roles and environment. 

 

The increase is also a result of a 

targeted campaign and joint 

working between the L&D team, 

HR&D Partners and Subject 

Matter Leads.   
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43 Well Led 

Mandatory Training   Appraisals  
Board Sponsor   Director of People & Organisation Health 

Flu Campaign 

 
In 2014-15, 42% of patient facing 

staff were vaccinated. This was a 

slight increase compared to the 

previous year (41%). 

 

In addition, 25% of non-patient 

facing staff were vaccinated. 

 

The chart shows the vaccination 

rate by Directorate. 

 

44% of Doctors were vaccinated 

which was an improvement 

compared to last year. 

 

 
 

Staff Appraisals  
(Non-Medical) 

 

The final 2014 staff appraisal 

completion rate = 93%.   
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44 Well Led 

Medical Workforce  
Board Sponsor  Medical Director  

Commentary 
 

The medical appraisal chart 

shows the compliance with the 

requirement for all doctors to 

have not exceeded 15 months 

since their last appraisal.   

 

Clinical Fellows on short term 

fixed contracts may have difficulty 

keeping up to date with appraisal 

dates. The revalidation support 

manager is supporting these 

doctors to ensure that they meet 

the GMC requirement. 
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45 Safe Staffing  

Nursing Workforce  
Board Sponsor  Director of Nursing 

 
Commentary 

The overall Trust % fill rate for 

December was between 88.1 - 

100%. The care staff fill rate is 

very low in relation to previous 

submissions. Other areas are as 

expected.   

 

In December 2014, 4 of our wards 

flagged as ‘Red’ (<80% fill ). The 

previous month there was one. 

 

Red flagged areas were: 

• Care Assistant hours in CDS, 

Mendip and NICU (W&C) have 

flagged significantly this month. 

NICU has also flagged the 

previous 3 months. 

 

 Care assistant fill rate was also 

flagged on Gate 25A. This is 

due to vacancy and short term 

sickness which was very 

difficult to fill with temporary 

staffing. 

 

The numbers of hours Registered 

Nurses (RN) and Care Assistants 

(CA), planned and actual, on both 

day and night shifts continue to be 

collated manually by each gate/ 

department each month. This data 

is uploaded on UNIFY for NHS 

Choices and also on our Website 

showing overall trust position and 

each individual gate level. 

 

December 2014 Day shift Night Shift 

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

Riverside Unit 94.9% 90.5% 100% 100% 

Southmead  96.4% 88.1% 97.1% 94.4% 

DON36 
999 
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46 Safe Staffing   

Nursing Workforce  
Board Sponsor  Director of Nursing  

Commentary 

Nursing spend on the inpatient 

wards has increased slightly this 

month associated with premium 

rates payable to agency staff 

during the Christmas period. 

 

Overspends post new hospital  

are associated with: 

 Rostering in excess of funded 

establishment  

 ‘Specialling’   

 

The Heads of Nursing (HoN) are 

critically reviewing their pay 

budgets and rostering practice. 

 

To assist reductions with 

specialling costs a Trustwide 

robust risk assessment and 

authorisation process is being 

developed and Directorates are 

critically reviewing at ward level. 

 

The Shelford acuity/dependency 

tool results are now available 

and this is being used to develop 

a series of principles  regarding 

nursing establishments and 

funding to assist with skill mix 

reviews. 

 
HoNs continue to review the job 

plans and cost efficiency of their 

Clinical Nurse Specialists. 

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

Nursing Workforce   Ward Early Warning Trigger Tool (QUESTT) 
Board Sponsor  Director of Nursing 

Commentary 
 

QUESTT is RAG rated with those 

wards scoring 7 – 12 being in an 

Amber status.  Those wards scoring 

12 and above are recorded as Red.  

 

Completion rates for December  

have dropped from 61% in 

November to 57%. 100% compliance 

in W&Ch, Renal & Neuro. 

Compliance, and actions to improve 

compliance rates and scores, 

continue to be monitored through 

NMGC. 

 

5 wards flagged ‘red’ for December. 

This is an increase from November 

(AAU & ICU recurring). Areas of 

concern for red areas:   
• AAU: vacancy levels, unfilled shifts, 

sickness absence, complaints, and 

ongoing investigations.  

• Elgar 2: vacancy levels, complaints, 

and cleanliness/hand hygiene audit 

completion.  

• 8B:  vacancy rates, complaints, 

unusual levels of demand on service, 

ongoing investigation, and staff 

appraisals not completed to deadline.  

• ICU: vacancy rates, complaints, 

unusual levels of demand on service. 

• Cotswold: vacancy rates, sickness 

absence, unusual levels of demand 

on service. 

 
Matrons and Heads of Nursing are 

actively supporting the wards which 

have flagged red in this and previous 

months, and continue to implement 

actions to improve compliance rates.  

Questions Used for Ward Early Warning Trigger Tool Assessment 

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

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

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

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

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

Q13: Cleanliness audits not performed  

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

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

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

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

Q16: Ongoing investigation or disciplinary investigation (including 
RCA's & infection control RCA's)  
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48 Safe Staffing 

Maternity  
Board Sponsor   Director of Nursing  

 
Commentary 
This report  provides information 

about midwifery staffing and will 

track for the board the occasions 

when  delivery suite  is unable to 

take new admissions and why. 

When CDS is closed transfers are 

normally made within  BNSSG, 

transfers out of area are at very 

low levels. 

 

There are robust processes in 

place to prevent closure.  If the 

Delivery Suite coordinator is 

concerned about acuity, the 

Matron or a  Senior Manager is 

contacted, and supervisor of 

midwives out of hours. Midwives 

are moved  to assist on the 

Delivery Suite  (this includes all 

specialist midwives and 

managers), and out of hours the 

on call midwife is called in.   

 

The Birthrate plus acuity tool is 

currently being used to identify the 

skill mix of midwives needed for 

our level of acuity. 19 WTE 

midwives have been recruited this 

is 10 WTE recruited over. 

establishment. In December 2014 

there were 6.04 WTE vacancies 

due to leavers.  Ongoing 

vacancies are being actively 

recruited to; a number of newly 

qualified midwives are seeking 

posts. 

 

Midwife to birth ratio  

Apr 
14 

May 
14 

Jun 
14 

Jul 
14 

Aug 
14 

Sep 
14 

Oct 
14  

Nov 
14 

Dec 
14 

1:35 1:36 1:36 1:37 1:33 1:38 1:38 1:37 1:39 

DON51 
999 

DON52 
999 
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49 FINANCE   

SRO   Catherine Phillips   Director of Finance  

Section Summary  

Summary 
 For the year to date, the Trust is favourable to its deficit plan by £6.6m, with Commissioner income below plan 

by £12.8m and other income favourable by £13.5m due to the receipt of additional non-recurrent income.  
 The Trust has been notified it will be in receipt of non recurrent income and cash of £14m in 2014/15. The 

Trust has agreed a revised financial outturn deficit for £19.99m for 2014/15. The Trust needs to improve its 
performance against plan by £3.9m by March to achieve this agreed forecast. 

 The cash balance is £11.7m which includes temporary external cash support. 
 The Trust is rated red by the Trust Development Authority (TDA) with a continuity of service rating of 1. 

 

Areas of concern 
 Elective inpatient performance continues to be lower than plan.  It is essential that activity levels increase to 

ensure we achieve our plan for the year.   
 Pay expenditure was £3.3m overspent for the 9 months to December. There was a £0.9m improvement  the 

year to date position in month, with a reduction of spend on temporary staff. 
 

Actions 
 Plan in place to deliver the revised deficit of £19.99m through the following actions: 

 Agreement in place to reduce  the use of temporary staff through accelerating recruitment. 
 Continue to increase the level of income across outpatients and elective activity in line with RTT recovery 

trajectory, implementing winter resilience plans to maintain capacity. 
 Ensure the delivery of CQUIN and best practice tariff requirements  
 Continue to monitor and manage cash on a daily basis.  
 Ensure Capital Expenditure  is at forecast levels given external capital funding has been received. 
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50 

Commentary 

 

Assurances  

The Trust has agreed a deficit 

plan of £34m for 2014/15 with the 

TDA. 

 

Concerns & Gaps  

The contract income position has 

improved by £0.5m in month and 

is now £12.8m adverse to plan 

year-to-date. The improvement is 

driven by non-elective activity 

and income from high cost drugs 

and devices.  Elective inpatient 

activity continues to run adverse 

to plan. 

Pay expenditure showed a £0.9m 

improvement in December, with a 

reduction on spend on temporary 

staff.  

An improvement of £3.9m is 

required by March to deliver the 

agreed deficit for the year. 

 

Actions planned  

Implementation of recovery plans 

for elective and outpatient activity 

in line with RTT trajectory  

The reduction and recovery of the 

pay overspend across the Trust 

focusing specifically on agency 

usage. 

 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
  
 

Finance 

Statement of Comprehensive Income 
Board Sponsor   Director of Finance 

 

 In month 

variance (Adv)/ 

Fav 

Forecast as at 31 

December 2014

Budget £m Actual £m

Variation from 

budget (Adv) / 

Fav £m

£m £m 

Income 

467.3 Contract Income 335.6 322.8 (12.8) 0.5 431.9

81.9 Other operating income 66.0 79.5 13.5 1.1 106.7

Donations income for capital acquisitions 1.0 1.0 0.0 0.0 1.3

549.2 Total Income 402.6 403.3 0.7 1.6 539.9

Expenditure

353.2 Pay 253.1 256.4 (3.3) 0.9 344.9

176.8 Non-Pay 134.0 126.8 7.2 (0.4) 165.4

530.0 Total Expenditure 387.1 383.2 3.9 0.5 510.3

19.2 Earnings before Interest & depreciation 15.5 20.1 4.6 2.1 29.6

3.50% 4.98%

19.0 Depreciation & Amortisation 14.5 13.0 1.5 0.0 16.4

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

1.3 Non PFI Interest payable 0.9 0.9 0.0 0.0 1.1

31.9 PFI Interest 23.9 23.9 0.0 0.0 31.8

0.6 PDC Dividend 0.5 0.0 0.5 0.1 0.0

(33.5)
Retained Surplus / (Deficit) for accounting 

purposes
(24.2) (17.6) 6.6 2.2 (19.6)

-6.1% -4.4%

Add back items excluded for NHS 

accountability

(1.3) Donations income for capital acquisitions (1.0) (1.0) 0.0 0.0 (1.3)

0.8 Depreciation of donated assets 0.6 0.6 0.0 0.0 0.9

(34.0)
Adjusted Surplus / (Deficit) for NHS 

accountability
(24.6) (18.0) 6.6 2.2 (20.0)

Annual Plan 

2014.15

Position as at 31 December 2014 
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Commentary 

 
Assurances  
The Trust currently has £11.7m 
cash, which includes £6m of 
temporary cash support received 
this year. 
   

Concerns & Gaps  

Debtors have increased by 

£2.8m in-month and include 

£10.5m year to date proportion of 

the £14m non recurring support.  

 
The Trust has paid 86% of all 
invoices within 30 days.   
 

Actions planned  

Effective daily cash monitoring to 

ensure the Trust manages cash 

effectively and is able to stay 

within the cash limits set with no 

external support. 

 

Focus on debt reduction with 

commissioners and Non NHS 

debts over 90 days old.  

 

A plan to address the falling 

percentage of invoices paid 

within 30 days. 

  

 

 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
  
 

Finance 

Statement of Financial Position 
Board Sponsor   Director of Finance 

 

 
31 March 2014          

Actual £m 

31 December 

2014     Plan 

£m

31 December 

2014    Actual 

£m

Variance above 

/ (below) plan 

£m

30 November 

2014    Actual 

£m

Non current assets

480.4 Property, Plant  and Equipment 519.1 507.0 (12.1) 505.3

0.8 Intangible Assets 0.5 0.8 0.3 0.8

481.2 Total non-current  assets 519.6 507.9 (11.7) 506.1

Current  Assets 

6.3 Inventories 6.3 8.5 2.2 7.8

23.4 Trade & other Receivables NHS 23.4 27.1 3.7 24.1

11.9 Trade & other non-receivables Non-NHS 11.9 18.4 6.5 18.6

44.0 Cash and Cash equivalents 5.5 11.7 6.2 11.4

85.5 Total Current Assets 47.1 65.7 18.6 62.0

566.7 Total Assets 566.7 573.5 6.8 568.1

Current liabilities  (< 1 year)

7.7 Trade & other payables – NHS 7.7 11.3 3.6 7.4

70.9 Trade & other payables – Non-NHS 49.4 69.3 19.9 72.0

1.4 Borrowings 1.4 1.8 0.4 1.4

7.0 PFI l iability (current) 7.0 11.3 4.3 10.2

87.1 Total current liabilities 65.6 93.8 28.2 91.0

(1.6) Net current assets / (liabilities) (18.5) (28.1) (9.7) (29.0)

479.7 Total Assets less current liabilities 501.1 479.7 (21.4) 477.1

8.1 Trade payables and deferred income 13.1 8.0 (5.1) 8.3

424.0 PFI l iability 420.6 420.6 (0.0) 421.9

20.9 Borrowings 20.2 20.2 (0.0) 20.2

26.6 Total Net Assets 47.2 30.9 (16.2) 26.7

Capital and Reserves

213.8 Public dividend capital 258.5 235.7 (22.9) 230.8

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

(159.5) Income & Expenditure account – current year (24.2) (17.6) 6.6 (16.9)

55.7 Revaluation reserve 55.7 55.7 0.0 55.7

26.6 Total Capital and Reserves 47.2 30.9 (16.2) 26.7
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Commentary 
 

Assurances 

The Trust has secured assurance 

from the TDA that it will make 

sufficient cash available to meet 

its obligations, subject to the 

implementation of the Financial 

Sustainability Plan. 

 

Concerns & Gaps  

The Trust has a red rating on the 

TDA risk assessment criteria 

because it is forecasting a deficit 

for 2014/15. 

 

The risk rating against Monitor’s 

Continuity of Service rating is the 

lowest score of 1.   

 

Actions planned  

Daily cash monitoring and liaison 

with the TDA to ensure cash is 

drawn down as it is required. 

 

 

 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
  
 

Finance 

Financial Risk Ratings  
Board Sponsor   Director of Finance 
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Commentary 
 

Assurances   

Following notification of the £14m 

additional support income the 

Trust has assessed that it can 

manage to set cash balances for 

14/15 year end, without further 

external cash support. 

 

Concerns & Gaps  

Capital expenditure is £7.7m  

below plan for the year to date.   

 

Actions planned  

It is important the Trust is able to 

achieve the capital target this 

financial year.  Plans are in place 

which deliver this, with regular 

progress reviews to ensure 

delivery.  

 

Cash will continue to be 

monitored closely on a daily 

basis to ensure there is sufficient 

liquidity. 

 

 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
  
 

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

Assurances  

 

Weekly savings review meetings 

are in place to ensure in year 

implementation and development 

of future years plans the recovery 

plan  

 

Concerns & Gaps  

There is a no shortfall for the year 

however there remains a 

recurrent shortfall against the 

savings target.   

 

 

 

Actions planned   

Weekly savings review meetings 

in place with Directorates to 

ensure delivery of plans.  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
  
 

Finance   

Savings 
Board Sponsor   Director of Finance 
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55 EXTERNAL REPORTS 

Coroner’s Regulation 28 Report 
Board Sponsor    Director of Nursing 

 

 Regulation 28 Coroner’s Report response 

The Coroner has legal powers under the Coroners and Justice Act 2009 and regulations 28 and 
29 of the Coroners (Investigations) Regulations 2013 to require a formal response to concerns 
following an Inquest. The Trust must respond within 56 days explaining proposed actions. 
 
In November 2014 a Regulation 28 report was issued due to concerns about the correct 
application of oxygen prescribing protocols following a worsening Early Warning Score nursing 
assessment. In particular the Coroner was concerned that training in applying the EWS tool was 
not considered mandatory according to the testimony provided at the Inquest. 
 
The Trust has responded within the 56 day deadline to advise that; 
1. The trust has clear policies to manage patients whose condition deteriorates, including EWS 

trigger escalation protocols. 
2. EWS training is mandatory for nurses as part of clinical induction. 
3. EWS training is included in a nurse’s blue passport to review ongoing training needs. 
4. At 13th January 2015, 93% of all nurses (inc. NBT extra) have received EWS training 
5. All directorates have reviewed individuals who have not received this training and are 

ensuring this takes place as soon as possible. 
 

This will be reported at the next Quality Committee to provide assurance on the detailed 
response and opportunity for further review. 
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56 REGULATORY VIEW 

Overall Commentary 
Board Sponsor   Chief Executive Officer 

 

  
 

 

Regulatory Area Sept 
13 

Mar 
14 

Jul 14 Aug 14 Sept 
14 

Oct 14 Nov 14 Dec 14 

Governance Risk Rating 2014-15 
Framework  

3 2 3 3 4 4 

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

Red  Red Red  Red Red 

Board non-compliance statements 1 0 1 1 1 1 1 1 

Prov. Licence non-compliance 
statements 

0 0 0 0 0 0 0 0 

Care Quality Commission (CQC) 
Risk Category 

N/A 3 3 3 3 3 3 

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

Location Standards 
Met 

Report 
date 

Riverside  
(Follow up) 

All Jan-13 

Southmead 7 of 8 Feb-13 

Southmead  
(Follow up) 

All Aug-13 

Thornbury All Nov-13 

Cossham All Dec-13 

Riverside All Jan-14 

CQC reports history (all sites) 

Summary 

The Governance Risk Rating (GRR) for ED 4 hour performance continues to be a challenge through 2014/15, although recent improvements have been 

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

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

figures presented are not necessarily reflective of the Trust’s finalised position. However, the indicative position shows that we passed 6 of 8 of the Cancer 

targets (maintaining our improved position from November). Any subsequent updates will be flagged next month. 

 

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

performance indicator methodologies & thresholds provided to calculate scores for Quality and Delivery (an overall score based upon a subset of individual 

scores for each of the CQC domains of Caring, Effective, Responsive, Safe, Well-Led) and a Finance Risk Assessment based upon  in year financial delivery 

& Monitor’s Risk Assessment Framework. Details are provided over the following 2 pages. 

 

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

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

and revised recovery trajectories have been submitted to the TDA as outlined elsewhere in this report and are scrutinised on an ongoing basis through the 

monthly Integrated Delivery Meetings. 
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57 Regulatory View   

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

 

 

Effectiveness Domain – Metric  Standard  Weighting  This 
month 

Hospital Standardised Mortality Ratio (DFI) 

No weightings or 
standards have been 

assigned to score against 
at present.  

92.01 
(Aug 14) 

Deaths in Low Risk Conditions 
90.95 
(Aug 14) 

Hospital Standardised Mortality Ratio - 
Weekday 

90.38 
(Aug 14) 

Hospital Standardised Mortality Ratio - 
Weekend 

105.06  
(Aug 14) 

Summary Hospital Mortality Indicator 
(HSCIC) 

97.98  
(March 14) 

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

3.3% (e) 
13.1%  (n-e) 

Effectiveness Total Score  

Responsiveness Domain – Metric Standard  Weighting  This 
month 

Referral to Treatment Admitted 90% 10 81.6% 

Referral to Treatment Non Admitted 95% 5 91.0% 

Referral to Treatment Incomplete 92% 5 83.2% 

Referral to Treatment Incomplete 52+ Week Waiters 0 5 208 

Diagnostic waiting times 99% 5 93.2% 

A&E All Types Monthly Performance 95% 10 84.1% 

12 hour Trolley waits 0 10 0 

Two Week Wait Standard 93% 2 93.2% 

Breast Symptom Two Week Wait Standard 93% 2 95.6% 

31 Day Standard 96% 2 96.1% 

31 Day Subsequent Drug Standard 98% 2 100% 

31 Day Subsequent Radiotherapy Standard 94% 2 

31 Day Subsequent Surgery Standard 94% 2 89.2% 

62 Day Standard 85% 5 85.3% 

62 Day Screening Standard 90% 2 96.8% 

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

0.8% 1.5%  

Urgent Ops Cancelled for 2nd time (Number) 0 2 2 

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

0 2 4 

Delayed Transfers of Care 3.5% 5 3.9% 

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

  5 

Responsiveness Total Score 78 51 

Safe Domain – Metric  Standard  Weighting This month 

Clostridium Difficile - Variance from plan 0 10 3 

MRSA bacteraemia 0 10 0 

Never events 0 5 0 

Serious Incidents rate 0 5 8 

Patient safety incidents that are harmful   5 <0.1% 

Medication errors causing serious harm 0 5 0 

CAS alerts 0 2 0 

Maternal deaths 1 2 0 

VTE Risk Assessment (1 month in arrears) 95% 2 94.1% 

Percentage of Harm Free Care 92% 5 94.6% 

Safe Total Score  46 7 

See the following page for an explanation of how our Risk Ratings are 
calculated.  
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58 Regulatory View    

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

 

 Well Led Domain – Metric Standard  Weighting  This 
month 

Inpatients response rate from Friends and 
Family Test 

30 2 30.2 

A&E response rate from Friends and 
Family Test 

20  2 3.09 

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

43.1% 
(Q2) 

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

59.8% 
(Q2)  

Data Quality of Returns to HSCIC 99.8% 

Trust turnover rate 10.2% 

Trust level total sickness rate (Nov 2014) 4.5% 

Total Trust vacancy rate 

Temporary costs and overtime as % of 
total paybill 

  

Percentage of staff with annual appraisal 93% 

Well Led Total Score   4 2 

Caring Domain – Metric Standard  Weighting  This 
month 

Inpatient Scores from Friends and Family 
Test 

60 5 67.3 

A&E Scores from Friends and Family Test 46 5 57.7 

Complaints 5 81 

Mixed Sex Accommodation Breaches 0 2 0 

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

2 21% 

Caring Total Score  12 0 

Domain Name  

W
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% of 
Maximum  
Possible 

Weighting 

Quality 
Risk 

Rating by 
Domain* 

Responsiveness  51 78 65.4% 2 

Effectiveness  

Safe 7 46 15.2% 5 

Well Led  2 4 50% 3 

Caring  0 12 0% 5 

NBT TOTAL  15 

Sum of 

Domain 

scores  

Overall Quality 

& Delivery score 

5-10  2 

10-15 3 

15-20 4 

20-25 5 

NBT’s December 2014 Risk Rating = 4 

*Domain Performance (%)  Score  

0%-20%  5 

>20% <40%  4 

>40% <60% 3 

>60% <80% 2 

>80% 1 

How is our Risk Rating calculated? Each domain (responsive, well-led etc) is given a 
total score based on the performance in month. Weightings are assigned for every 
standard that we fail to meet (see fig.1) – these are then calculated as a % of the 
total possible domain score, and a corresponding score of 1-5 is assigned (see fig.2). 
The scores for each domain are then added together, which give the overall Trust 
score (fig 3) – on a scale where 1 is worst and 5 is best.  

Fig.2 

Fig.1 

Fig.3 
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59 Regulatory View  

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

  

Ref Criteria Comp 
(Y/N) 

Comments where non compliant or at risk of non-compliance 

G4 

Fit and proper persons as 

Governors and Directors (also 

applicable to those performing 

equivalent or similar functions) 

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

to ensure compliance with the new regulations. 

 

G7 
Registration with the Care 

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

inspection by the CQC in early November 2014. 

G8 
Patient eligibility and 

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

P1 
 

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

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

Information Governance Assurance Group. 

P2 
 

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

undertakes to comply with future Monitor requirements. 

P3 
Assurance report on 

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

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

Committee as currently for reports of this nature. 

P4 
 

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

that tariff is being applied correctly. 

P5 

Constructive engagement 

concerning local tariff 

modifications 

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

C1 
The right of patients to make 

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

C2 
 

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

IC1 
 

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

integration for the delivery of Licence objectives. 

 Self-assessed, for submission to NTDA 

Ref Criteria Comp 
(Y/N) 

Comments where non compliant or at risk of non-compliance 

G4 

Fit and proper persons as 

Governors and Directors (also 

applicable to those performing 

equivalent or similar functions) 

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

to ensure compliance with the new regulations. 

 

G7 
Registration with the Care 

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

inspection by the CQC in early November 2014. 

G8 
Patient eligibility and 

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

P1 
 

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

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

Information Governance Assurance Group. 

P2 
 

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

undertakes to comply with future Monitor requirements. 

P3 
Assurance report on 

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

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

Committee as currently for reports of this nature. 

P4 
 

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

that tariff is being applied correctly. 

P5 

Constructive engagement 

concerning local tariff 

modifications 

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

C1 
The right of patients to make 

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

C2 
 

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

IC1 
 

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

integration for the delivery of Licence objectives. 
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No. Criteria Comp 
(Y/N) 

No. Criteria 
 

Comp 
(Y/N) 

 

1 

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

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

(supported by Care Quality Commission information, its own 

information on serious incidents, patterns of complaints, and 

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

will keep in place, effective arrangements for the purpose of 

monitoring and continually improving the quality of healthcare 

provided to its patients. 

Yes 8 

The necessary planning, performance management and corporate and 

clinical risk management processes and mitigation plans are in place to 

deliver the annual operating plan, including that all audit committee 

recommendations accepted by the board are implemented satisfactorily. 
Yes 

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

going compliance with the Care Quality Commission’s registration 

requirements. 

Yes 9 

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

with the risk management and assurance framework requirements that 

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

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

Yes 

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

ensure all medical practitioners providing care on behalf of the trust 

have met the relevant registration and revalidation requirements. 

Yes 10 

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

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

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

targets going forwards. 

No 

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

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

force from time to time. 

Yes 11 

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

requirements of the Information Governance Toolkit. Yes 

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

with regard to the NHS Constitution. 

 

Yes 12 

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

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

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

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

Yes 

6 

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

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

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

timely manner 

Yes 13 

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

the appropriate qualifications, experience and skills to discharge their 

functions effectively, including setting strategy, monitoring and managing 

performance and risks, and ensuring management capacity and 

capability. 

Yes 

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

appropriate evidence regarding the level of severity, likelihood of it 

occurring and the plans for mitigation of these risks. 

Yes 14 

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

capability and experience necessary to deliver the annual operating plan; 

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

operating plan. 
Yes 

Regulatory View 

Board Compliance Statements at December 2014 
Board Sponsor    Chief Executive Officer 

 

 Self-assessed, for submission to NTDA 
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61 Well-Led Framework    NHS TDA/Monitor  
SRO   Andrea Young   Chief Executive Officer 
 

 
 

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

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

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

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

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

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

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

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

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

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

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

Q5 Does the board help support continuous learning and development across 
the organisation?   
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62 IPR / Board Additional Reporting Schedule 2015   
Board Sponsor   All Executive Directors  

62 

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

• Other qualitative aspects of patient experience report 
• External Reporting – Coroners Report 
• Flu Vaccination Rates – added to IPR cycle  
• Cancelled Operations – reasons for cancellations – 

added to IPR cycle  
• Non Medical Appraisals – last month for reporting for 

year  
• Tariff – NBT V Dr Foster removed whilst data queries 

raised with Dr Foster 
• Compliments – moved from monthly to quarterly cycle  

• IPR Measure: Research & Innovation  
• Periodic IPR Measure: Clinical Audits 
• Days Spent Pre-procedure/investigation – added to 

monthly reporting cycle  
• Facilities cleaning schedule & SSD  
• Theatre Productivity KPIs 
• Additional Mortality Measures  
• Medical Notes – added to IPR cycle 
• Carers Report – quarterly  
• Development of LOS section  
• Paybill chart – to be revised 

• Safeguarding Adults & Children 
• Clinical Audits 
• Development of Medicines Management section  

April  May  June  

• Other qualitative aspects of patient experience report 
 

• IPR Measure: Research & Innovation  
• Complaints – monthly trends  
• Carers Report – quarterly  

 
 

• Safeguarding Adults & Children 
• Clinical Legal claims/inquests (6 monthly) 

 
 

July  August  September  

• Other qualitative aspects of patient experience report 
 

• IPR Measure: Research & Innovation  
• Carers Report – quarterly  

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

 
 
 

October  November  December  

• IPR Measure: Non-Medical Appraisals  
• Safe Staffing – 6 monthly report  

• IPR Measure: Research & Innovation  
• IPR Measure: Non-Medical Appraisals  
• Clinical Legal claims/inquests (6 monthly) 
• Carers Report – quarterly  

• Safeguarding Adults & Children 
• Non Medical Appraisals  
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North Bristol NHS Trust 

1. Purpose 
1.1. This report outlines the business discussed at the 

Finance & Performance Committee meeting held on 
24 November and 15 December 2014. 

 

2. Background 

2.1. The Finance and Performance Committee meets 
monthly and was established to provide assurance to 
the Trust Board that there are robust and integrated 
systems in place overseeing the Trust’s finance and 
performance in line with the organisation’s 
objectives. 
 

3. Integrated Performance Dashboard 
3.1. The Director of Operations presented the Integrated 

Performance Dashboard at both meetings and 
highlighted the ongoing work to improve A&E 
performance. Monday’s continued to be challenging 
for the Emergency Department staff with low 
weekend discharges hampering new admissions but 
the Chief Executive noted that recovery was taking 
place earlier in the week.  

 
4. Operational Finance 

4.1. The Director of Finance presented the finance reports 
for the seven months to the end of October and the 
eight months to the end of November 2014. 

4.2. It was noted that the operational deficit had reduced 
to £4.9 million behind plan and that the Trust 
Development Authority had formally approved the 
allocation of extra non-recurrent income with 
conditions. This was reflected in the accounts. 

4.3. The Committee also noted that the Trust’s 2013/14 
reference costs had been formally recorded as 
103.8 against a national average of 100 which 
meant that it’s services were costing nearly 4% 
above the average. As part of the roll-out of the 
Service Line Reporting system directorates would 
be informed of their own and their specialty specific 
costs.  
 

5. Sustainability Plan 
5.1. The Committee received details of progress on the 

Financial Sustainability plan at both meetings. 
Attention was focussing on the plans for 2015/16 
although there were risks to the current year 
particularly around expenditure on temporary 
medical and nursing staff.   

5.2. The value of next year’s identified schemes had 
reached £19.4 million but this was against the 
requirement to save £41 million. The Patient Flow 
workstream had the largest shortfall.  

 
6. Vetting Procedures for Estates Procurement 

6.1. The Committee noted that the Estates Department 
used an organisation called Constructionline, a 
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North Bristol NHS Trust 

public-private partnership between Capita and the 
Department of Business and Skills to assess the 
suitability of contractors for capital schemes.  

 
7. Business Cases  

7.1. The Committee approved the extension of the 
Pathology Managed Service Contract for a further 
three years to 2 January 2020 which the Board 
endorsed at the November meeting.  

7.2. At the December meeting the Committee, with 
authorised delegation from the Board, considered 
and approved the business case for the transfer of 
cellular pathology services from University Hospital 
Bristol to North Bristol. The move would complete 
the final part of the recommendations from the 2010 
Histopathology Inquiry and details are in a separate 
paper to the Board. 

7.3. The Committee also approved the business case for 
the relocation of a number of facilities for trade 
activities of the Estates Management Service. This 
represented a consolidation from various sites 
across the Trust to a position close to the 
Christopher Hancock Building on the Southmead 
site. It allowed for other works that formed part of 
the phased implementation of the site master plan 
and offered a £29,000 reduction in annual revenue 
costs. 
 
 

8. Recommendations 
8.1. The Trust Board is asked to note the report from the 

meetings held on 24 November and 15 December 
2014. 
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North Bristol NHS Trust 

1. Purpose 
1.1. To present an update on the business transacted by 

the Trust Management Team (TMT) at its meeting 
held on Tuesday 16 December 2014. 
 

2. Background 

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

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

3. Business Undertaken 
3.1. The TMT focused its attention on the following areas: 

 
Clinical Director Pre-Meeting 

3.2. The Clinical Directors have a pre-meet before each 
TMT meeting and raised the issues of pre-operative 
assessments and the care of children in Brunel as 
the key cross cutting issues. The former related to a 
sudden level of sickness coupled with staff leaving in 
the pre-op assessment unit which meant that there 
was a backlog of assessments to carry out. 
Individual directorates would be asked to undertake 
their own assessments over the  Christmas and New 
Year period and student doctors would support. The 
latter issue related to the Brunel Building which had 

been constructed for an acute adult service with no 
paediatric specialties. It was noted that all Trust staff 
received child safeguard training and all clinical staff 
in Brunel were trained to at least Level 2. Children 
are seen in the Emergency and Outpatients 
Departments and consultations are clearly carried 
out in individual rooms but investigations were taking 
place in Outpatient areas to identify where physical 
changes could be made to provide distinctive and 
separate waiting facilities for children. 

 
Lorenzo Programme 

3.3. TMT discussed the latest position of the 
implementation of the Lorenzo patient administration 
system. A new interim Programme Director and a 
Programme Manager had been appointed. It was 
recognised that standard operating procedures 
would need to be understood very well before each 
directorate signed them off and engagement of 
appropriate staff in workshops was vital to the 
success of the implementation. There is encouraging 
clinical engagement in the Programme to date 

 
Bed Management 

3.4. The TMT debated the continuing issues surrounding 
the experience of patients attending the Emergency 
Department (ED). The flow of patients through the 
hospital and the particular difficulty in discharging 
patients at weekends meant that most Mondays saw 
significant waiting times for people attending the ED 
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especially for those who needed to be admitted. 34 
additional beds had been opened in Elgar but 
discharges from there needed to be managed just as 
well as from the acute beds.  

3.5. TMT heard that escalation procedures when the 
waiting situation worsened in ED were not always 
adhered to as quickly as possible but it was pointed 
out that taking experienced nursing staff from wards 
to help in ED lessened the opportunity to discharge 
patients from those very wards. Nevertheless TMT 
asked that ward staff comply with requests from bed 
managers when patients needed to be admitted.   

3.6. It was noted that the Surgical Directorate had coped 
very well with a reduced bed allocation since the 
move into Brunel and TMT may have to consider 
robust ring fencing arrangements for certain beds. 

3.7. Visits by staff to ED units that still achieved the 
national standards had shown that other acute units 
medical units tended not to divert admissions  
through the ED. When patients did queue for 
emergency care they did so on an assessment ward 
and most hospitals had an observation ward. 

3.8. The emergency care lead and matron joined TMT for 
this discussion and actions required by the rest of 
the hospital to maintain flow were confirmed. 

 
4. Key Risks Identified and Impact 

4.1. TMT recognised and discussed risks relating to: 

4.1.1. The implementation of Lorenzo and the need 
for all staff groups to be engaged in the project 
as discussed above.  

4.1.2. Patient experience in the ED.  
4.1.3. the achievement of the Sustainability 

Programme target of saving £40 million in 
2015/16. 

 
5. Key Decisions 

5.1. TMT approved the following: 
5.1.1. Revised terms of reference of its sub-groups 

and the overall structure subject to a review 
after an initial period. 

5.1.2. Consultation on a revised professional and 
managerial structure for therapy services 
(except those in the Women and Children’s 
Directorate) with all therapists employed by the 
Core Clinical Services Directorate but 
integrated into their specific directorates.  

5.1.3. A business case for fertility services was 
deferred. 

 
6. Exceptions and Challenges 

6.1. There were no challenges with undertaking the 
TMT’s business.  
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7. Governance and Other Business 
7.1. The TMT received its first report in the new format 

from the Quality Committee. This report provided the 
TMT with a comprehensive update on the business 
undertaken by the Quality Committee as well as a 
summary of its future business. 

 
8. Future Business 

8.1. The TMT will continue to focus on ensuring 
improvements in operational and financial 
performance, oversee the strategic development 
work at clinical directorate level and the development 
of the Trust’s annual business plan for 2015/16. 
 

9. Recommendations 
9.1. The Trust Board is asked to note the update 

provided on the work of the TMT. 
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‘Move and Transformation Programme’ Closedown Report 

Executive Summary 
This is a summary of the main lessons learnt and key recommendations from 
the Move and Transformation end of project reports gathered during June 
and July 2014. It covers preparation and move in to the Brunel Building in 
May 2014 and the immediate period post the move. The Move and 
Transformation Programme was established following the Office of 
Government Commerce (OGC) gateway review in December 2013, and this 
closedown report refers explicitly to this programme, established in February 
2014 and closed July 2014. 

This document was presented to the Move and Transformation board to 
allow the close down of the programme and the transfer of any outstanding 
work to the agreed business owners and reporting systems.  

• The individual reports are available on the SharePoint site, and the Post 
Project Evaluation (PPE) will continue to be undertaken by the capital 
planning team in line with agreed benefits. 

 

Author(s) Andrea Young, Richard Hancock, Ian Triplow, Tricia Down, 
Geoffrey Underwood, Gemma Kay, Agnes Bennett 
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1. Reflections 

1.1. Senior Responsible Officer Reflections 
Moving into the Brunel hospital showed North Bristol NHS Trust at its very best. 
Over 500 patients, 24 of whom were critically ill, were successfully and safely 
moved from Frenchay or Southmead into the new hospital over a two week 
period. It was probably one of the most significant exercises that the NHS has 
undertaken that involved nearly everyone in the organisation, from the capital 
team to facilities, admin staff, clinical teams, corporate staff and volunteers. The 
sheer energy, team work  and professionalism of all parties was reflected in the 
smoothest of transfers with staff recognising the contribution of others and 
feeling an enormous sense of pride in being part of this incredible undertaking. 
Sustaining our confidence, our capacity for change and our consistent focus on 
doing the right thing for patients and a great hospital experience, will give us the 
best platform for the future. 

At its heart there were two factors at play. The values of our staff were 
fundamental to making this undertaking go so well. But significantly our approach 
to planning; which was inclusive, honest, when things needed attention, rigorous 
but not overwhelmingly bureaucratic, with decisions being taken quickly and 
communicated widely was pivotal in aligning effort, and  building confidence as 
we got nearer to move date. We had, and have, some brilliant skills and expertise 
but bringing in outside perspective and skills was a pivotal decision, it showed us 
willing to be open and to learn, and it helped us provide a single critical path, to 
ensure objective oversight and a single point of contact when things could fall 
between individuals or overlap. Everyone has learnt something from this huge 
change programme, it will be important we keep learning as we move forward 
with creating and sustaining a strong and vibrant future for North Bristol NHS 
Trust. 

Andrea Young, Chief Executive Officer 

1.2. Move Programme Director Reflections 
The Project Assessment Review Team, in December 2013, recognised that the 
separate components within the overall Move Programme had to be combined 
into a single entity, with one critical path and one governance. This was put in 
place in February and was brought back on course by a highly effective leadership 
team, which in turn was well supported by the Executive Team. 

The Brunel building will be an integral part of the North Bristol Trust 
Transformation agenda and the key enabler to achieving its objectives. In the past 
5 months, I have put my energies into supporting an already strong Build team, 
combining the various separate activities into one stream, getting the new  
governance embedded, managing risks and improving our engagement with the 
clinicians and external oversight stakeholders – this alongside making sure we had 
a robust relationship with the supply chain.  

As the outgoing Programme Director, I have arranged this report to review the 
readiness to close the Move Programme, derive the lessons that can be learned 
from the Move and position any continuing activities within the next generation 
of governance that will carry forward Phase 2 and the wider Transformation 
agenda. 

I hope that this will also provide an aide-memoire for the work that is to follow. 

In order to have the full range of views, we invited representatives from the Move 
Programme, IM&T, finance and governance, the Clinicians, Suppliers, and the 
wider Health Providers to feed into a wide ranging Lessons learned review.  Our 
focus was in three parts; the route to the Build, the Handover and The Move 
itself. 

Workshops inevitably focus on areas that could be improved. In the Build Team 
session notable areas of improvement during the previous 6 months were noted 
too which included staff engagement and overall communication.  
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My take on the key things to hold onto are:- 

• Team.  The importance of building a strong sense of team, based on 
continuity – colleagues, programme, suppliers and business – the 
positive attitudes and cooperative interpersonal skills exhibited have 
been a real success,  that ‘one vision’ will need to be maintained; 

• Empowerment.  The lack of concern about hierarchy, meritocracy got 
things done, not rank; 

• Control.  The need for strong governance with a single SRO and single 
critical path; 

• Operations.  The Management matrix focussed the rostering effort; 
• Oversight.  The benefits of running the Command Centre structure; 
• Comms.  That the communications plan was a success was down to 

great planning and leadership ; 
• Logistics.  New Hospital Resupply Project (NHRP) practices should be 

rolled out to Sterile Services Department (SSD) & Notes logistics; 
• Resources.  The Move Makers made a significant contribution to the 

public and patient experience 
• The value of the Independent Tester in protecting us from risk 

shouldn’t be relied upon.  Our own checks proved more valuable; 
• That we weren’t robust enough, early enough with the suppliers; 
• That a 6 week period from handover to move was a real challenge; 
• Greater clinical & surgical design involvement would have avoided 

rumours and distraction; 
• Target Standard Operating Procedures (SOPs) should be bedded in 

and routine before any physical move; 
• People have lives, the impact of 7 day working should not be 

overlooked - we need to look after all our people. 
 
North Bristol NHS Trust (NBT) should be should be very proud of what they 
achieved, the Move Team especially; their dedication and the team spirit that 
prevailed through all of the long hours and many challenges.  The mere fact that 
they still like one another at the end of this marathon is a testament to their 
leadership qualities, their strength of character, sense of purpose and sense of 
humour. 

NBT should build upon these positive changes and embrace the lessons learned.  

I would like to record my thanks for the universal help and support that I felt from 
my first day through to the last, from everyone.  The Move initiated a real cultural 
shift around one motivation and the positives are obvious. 

Richard Hancock, MOVE Programme Director (Interim) 

1.3. Private Finance Initiative (PFI) Project Director 
Reflections 

After 10 years of focus on the completion of the new acute hospital at Southmead 
the Brunel building was handed over to North Bristol Trust on 26th March 2014. A 
six week period of commissioning followed to ready the building for patients and 
staff. 12th May saw the first patient transfer from the old Southmead hospital 
with Frenchay patients starting to move on 19th May. The move completed as 
planned on 23rd May. There were several key issues which made the build, 
commissioning and Move a success: 

• Adherence to the six agreed design principles which informed all of 
the decisions made about the design and operational plans for the 
building: 
• Innovation and patient care 
• Flexibility  
• Clear welcoming urban site 
• Connecting the inside to the outside 
• Excellent finishes 
• Sustainable development 

• Close working relationships with Carillion Construction 
• Working with Move Leads and Move Coordinators to prepare wards 

and departments for their Move 
• Clear lines of command and control during the Move period 
• Support and dedication of staff at all levels of the Trust 
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The six week commissioning period was a major challenge and required a huge 
team effort to ensure the building was safe for patients to transfer. A longer 
period would have allowed more in depth checks of the building and resolution of 
some issues that have impacted staff since their move. 

Overall the move went smoothly with patient safety and experience maintained 
throughout. All of the plans put in place by the Move Team worked well and to 
the timescale planned which allowed handover of the old estate to Carillion for 
the commencement of Phase 2 on time. 

There remain a number of ‘teething problems’ to resolve as would be expected in 
a building of this size and complexity and the Project Team will continue to work 
to resolve these with appropriate staff groups. 

The chance to work on a project of this scale and complexity is a once in a lifetime 
opportunity. North Bristol NHS Trust and the people of Bristol should be very 
proud to have a hospital of such quality to serve them. It has certainly been a 
privilege to be part of its delivery. 

Tricia Down, Head of Capital Planning 

1.4. MOVE and Transformation Programme 
Recommendations 

These programme recommendations are the key points raised from the Move & 
Transformation programme, and are recognised by the Move and Transformation 
Board as the key recommendations. 

The programme’s recommendations for the future are; 

1. Phase 2 and JIGSAW projects should be managed and maintained 
through the capital planning group 

2. The Vascular service transfer should provide a highlight report 
(including go / no go) to Trust Management Team (TMT) until the 
transfer is completed 

3. Cross cutting themes of patient flow / theatres / outpatients should 
update directly to TMT during the period of operational problem 
sorting 

4. Each theme’s recommendations for future work should be reviewed 
both by the patient safety improvement and recovery programme 
workstreams for undertaking and timeline.  

5. All major cross cutting work should be have an operational and 
clinical lead (if not the same person) and where identified project 
support for the life of the work. 

6. Monitoring and making clear and bound decisions is crucial, as is the 
recording of these 

7. A single programme and governance structure, as well as simple 
communication through a visual highlight report allows for 
involvement of a greater audience 

2. Lessons Learned 
Each project area has undertaken an individual closedown process which included 
lessons learnt for the individual work area, as well as the overall themes of 
change seen across the programme. These key findings are then a summary of 
those lessons learnt which have been seen across the individual work streams. 

3. Recommendations for Future Work 
Each work theme has produced recommendations for the future in relation to 
their own area of work which cover; benefits still to be realised or clear work 
packages that should be taken forward.  

The programme’s recommendations for the future are; 

1. Phase 2 and Jigsaw projects should be managed and maintained 
through the capital planning group 
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2. The Vascular service transfer should provide a highlight report 

(including go / no go) to Trust Management Team (TMT) until the 
transfer is completed 

3. Cross cutting themes of patient flow / theatres / outpatients should 
update directly to TMT during the period of operational problem 
sorting 

4. Each theme’s recommendations for future work should be reviewed 
both by the patient safety improvement and recovery programme 
workstreams for undertaking and timeline.  

5. All major cross cutting work should be have an operational and 
clinical lead (if not the same person) and where identified project 
support for the life of the work. 

6. Monitoring and making clear and bound decisions is crucial, as is the 
recording of these 

7. A single programme and governance structure, as well as simple 
communication through a visual highlight report allows for 
involvement of a greater audience. 

4. Benefits 

4.1. Delivered Benefits 
Many of the projects of change have delivered benefits that have been realised 
through the 2014/15 CRES programme, as well as in the operational delivery of 
services within the Brunel building. However, each area can relate to specific 
benefits that were undertaken and these are listed below.  

The benefits of the building from the original business cases will be part of the 
formal Post Project Evaluation work that the capital planning team will 
commence late summer 2014 and continue through to the end of phase two of 
the building. The benefits realisation case will be reviewed by the Director of 
Finance and Director of Strategy and Transformation. 

5. Conclusion 
Over two weeks in May 2014, North Bristol NHS Trust safely and successfully 
transferred 500 patients, including those requiring intensive care, from two sites 
into one building, in one of the most ambitious exercises in NHS history. In order 
to achieve this, the Trust set out a comprehensive system of cross-cutting themes 
to focus on the various change and building programmes which would need to be 
embarked upon ahead of the actual MOVE period, helping to prepare staff for 
their new environments and create fit-for-purpose workforces to deliver the 
expected benefits. 

Following the OGC review in December 2013, we implemented the 
recommendation to move into a single programme, folding the governance of the 
building process with the change management programmes, and creating one 
programme plan. The full gateway report and the details of the subsequent 
governance structure are included in the appendices to this report.  

Throughout the MOVE Period, the overwhelming sense of team contributed 
hugely to the success of the transfer, and the robust response to the discovery of 
problems within the building immediately afterwards.  

Unfortunately, these unforeseen issues have led to certain expected benefits 
being undelivered, or delayed, particularly in Theatres and Interventional 
Radiology. Other benefits remain undelivered as their delivery workstream was 
halted ahead of the move, specifically the work around long-term conditions, 
rehabilitation prescriptions and pre-op assessments, the specialist nursing review, 
and parts of the Patient Care Administration theme associated with transcription 
of clinic letters and storage of medical records. Several workstreams have also 
failed to deliver benefits due to lack of engagement from the relevant staff: 
imaging demand has not been spread across the available time, leading to 
bottlenecks at peak times; medical job plans missed the delivery deadline for 
14/15 and large parts were incomplete, however the Consultant Post Panel will 
deal with any issues of non-compliance going forward; a full review of the 
Occupational Therapy service remains outstanding; as does a fully implemented 
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centralised Outpatient booking team; and Length of Stay targets have been 
challenging to deliver for internal and external factors. 

However, the MOVE and Transformation programme has also delivered a great 
many benefits to North Bristol Trust. Imaging capacity has increased overall, 
enabling the department to better support inpatient work and the Emergency 
Zone, whilst also reducing reporting times. The Interventional Radiology rooms 
will reduce delays to the service as it now has dedicated recovery and daycase 
beds, the full productivity benefits of this will be seen with the establishment of 
the Major Arterial Centre in late 2014. The Medical Workforce theme has 
provided a job planning infrastructure to support the process in future years, 
which should enable the other benefits described above. Non-Medical Clinical 
Workforce has delivered standardised nursing shifts, with a substantial financial 
benefit, an extended hours pharmacy support service and 7 day therapy services 
to better support discharge within the Brunel building. As a result of the Patient 
flow theme, the Care and Liaison Services (CALS) is in place at the front door, and 
several SLAs have been drafted to support the Emergency Zone in achieving its 
access targets, and to improve flow around the wider hospital. The Rehabilitation 
workstream has delivered a dedicated rehab bed base, and increased community 
partnership engagement to help deliver more efficient discharge. Patient Care 
Administration allocated office space, standardised administration and other 
work practices, and improved the turnaround time for outpatient clinic letters, as 
well as a system for continued monitoring. The Theatres, Pre-Op and Endoscopy 
theme delivered a new clinical model for all three services to improve patient 
experience and efficiency. 

Through asking each theme to complete a closedown report, we have also 
gathered the various lessons learned as part of this programme. Suggestions 
around the resources, funding and planning of future projects, and an emphasis 
that early clarity and information about the governance and scope of the 
programme, including the collation of risks and issues, would also be beneficial. It 
was highlighted that early and continued engagement of all staff, particularly 
clinical staff and the IM&T department, was crucial in forging ahead. It was noted 

that cultural changes should be implemented earlier in order to create the ‘right’ 
habits ahead of a move into a new environment. There was also a 
recommendation that the Trust develops more technological forms of 
communication, such as continued and wider use of SharePoint and screen 
sharing software, to minimise the face-to-face time required, and also reduce the 
need for travel when working across several sites or buildings. This also linked 
into a view that faster turnaround times for communications, and a decision 
feedback mechanism, would have been constructive and aided quicker decision 
making. 

As part of this closedown process the MOVE and Transformation Board approved 
several recommendations for governance of the future work required, 
incorporating the lessons learned as detailed above. 

Overall, the MOVE and Transformation programme successfully delivered the safe 
transfer of hundreds of patients into a new environment, with considerable 
changes in practice, despite coming up against significant challenges to delivery. 
Though work continues on the issues within the Brunel Building, these are being 
closely monitored and managed to a resolution; the Trust has also begun to 
implement the future plans detailed by each theme as part of its new 
Sustainability Programme. 

6. External Stakeholder Perspectives 

6.1. System Wide Planning 
During 2014/15 the Bristol Health Community is undertaking a number of system 
/ service / hospital and pathway changes. In response to this a System Wide 
Transfer group was commenced to work through the interdependencies of the 
system. This group was utilised to support system readiness for the NBT move 
and details (including divert) for the period of the emergency department move. 
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6.2. Communication 

During the commencement of the Move and Transformation Programme a 
number of requests for more information and detail were received from local 
Clinical Commissioning Groups (CCGs) and the System Wide Transfer group. 
Having provided the overview of the programme and the internal governance all 
interested external stakeholders received the Move Highlight report (weekly) as 
well as a presence from the Move Programme Director at meetings for Quality 
and Assurance (Q&A). Overall feedback was that this process and weekly 
information was of great use for reassurance and detail to the work being 
undertaken.  

There was strong positive feedback from stakeholders and the quality, depth 
(including face to face and publication based) and timelines of information from 
NBT about the MOVE. 
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Capital Planning Report 
12 January 2015 

 
PFI Key Issues

Carillion notified delay to Phase 2:

Service and financial Impact for closure of SSD at Quadrant & 
Frenchay is still being assessed. 
NBT also assessing additional costs to maintain staff Park & 
Ride services beyond Sept 2015
The overall assessment and impact of Carillion delays will be 
completed when the full extent of unidentified asbestos is 
confirmed and plans for NBT demolition of Limewalk are 
Delay to Pathology Phase 2 
This will further delay the demolition of Limewalk Building and 
in turn further delays the handover of the final works areas to 
Carillion. The extent of the Pathology delay will be re-
assessed in January once the Vinci progress during the 
Christmas break is known

Delay to clearing Sherston
Decisions required on relocation of outpatients from Sherston 

 

Carillion Helpdesk as at 23 Dec 2014 

 

PFI Phase 2 Progress On 
track

Handover of Works Areas: Three remaining areas to be 
handed over are dependent on NBT demolishing the Limewalk 
Building and Vacating Sherston and Brecon Buildings

R

Construction Progress: Carillion have notified a 10 week delay 
to completion of Phase 2. This is claimed to be due to late 
handover of Works Areas by NBT but the programme impact and 
mitigations have not yet been substantiated. Carillion have also 
advised of considerably more unidentified asbestos than was 
expected which will have further cost and programme impacts 
estimated to be a total of 6 months on the Brunel building 
extension

R

Variations: several small VEs are being processed. VEs are 
also being prepared for Unidentified asbestos and for the delay 
to Limewalk handover

G

Demolition: Demolition of old hospital is progressing following 
on from removal of asbestos

G

Review of Design: A review of the Main Entrance, Square and 
all external areas was undertaken jointly with THC, Carillion and 
their designers BDP in December to take cognisance of lessons 
learnt from Phase 1. A similar meeting has been arranged for 
January to review the MSCP, Offices and SSD. Carillion will 
submit amended proposals for NBT to review following these 
meetings.

G

Frenchay Progress On 
Track

Decommissioning: Briggs & Forrestor have now largely 
vacated the site. Drainage works now due for completion March 
2015.  

A

Asbestos surveys: These commenced in November. Report due 
March 2015.

G

Planning Permission: Now completed G
Disposal: Frenchay Park House; Bids have been received and 
negotiations have commenced with the preferred bidder.                                  
Main site; OBC being developed for the disposal

G

Relocation of HITU & Headway into Burden: construction 
completion due Feb with move in March 2015 G

PFI Phase 1 Critical Issues - outstanding
Index 

Ref
Issue Next 

Action
Critical Action Required R.A.G 

Status

4 Operation of Sterile 
Preparation Room Doors. 

CSL
Currently being advised mid Jan for labour 
availability. Parts delivery date is awaited 

from Germany. 
Green 

5 Electrical Stability of 
Theatre Pendants 

NBT 
NBT reviewing resons for power failure 
including compatibility of plugs and 
sockets 

Amber 

6 Theatre Flooring Staining CSL
Cleaning product trial has been 
successful. Lifecycle costs of the product 
are being calculated.

Green 

7 Paired theatre impact on 
shared prep

NBT NBT reviewing info provided by Carillion Amber 

9 Corrridor Doors CSL
Ward side completed. Strategy for clinical 
side has been agreed and parts ordered. 
Delivery dates are waited. 

Green

10 Main Entrance Revolving 
Doors 

CCL
Doors operation has improved 
significantly. Heater batteries have been 
installed. 

Amber 

11 Mobile Phones THC Install completed by EE and BT.  Green

13 Helpdesk and Service 
Failure Points (SFP's) 

CSL Task and finish group established to 
develop Helpdesk proposals

Amber 

18 Quality of O&M Manuals NBT
Final manual now issued. NBT to review 
and comment on quality. Amber 

26 Lift phone lines CCL The final 2 lift lines to be connected to BT 
network. 

Amber 

Red No plan to resolve
Amber Solution in place, no programme to resolve yet
Green Solution agreed and programme in place

Amber Drains survey completed and remedial 
programme being agreed. 

12 Drainage CCL

Jigsaw Programme Progress On 
Track

Pathology 1 Reconfiguration: Works being re-sequenced due to slippage on 
Telelift and Phase 2 building. Telelift cost pressures being discussed with PHE 
as an additional contribution requirement

A

Pathology 2: Currently working without an accepted contractors plan. 
Meeting and site review with Vinci RD and Simon Wood on 17th Dec. Works 
planned over Xmas period critical to Vinci delivering an updated realistic plan. 
Follow up meeting with Vinci RD and Simon on 7th Jan to discuss outcome of 
works and new programme. Expectation in lieu of this is no moves before May 
at the earliest.

R

Offsite Records: Revised FBC not approved. New Head of Service developing 
R+D plan to increase available space. 

A

Corporate Offices: 
 L+R Shell fit out: Contractor started 16.11.14. 
CHB - all moves will be completed mid-Jan 2015
Burden: construction completion due Feb move in March
Beaufort House: Minor works under way; moves up to the end of Jan

Neuro Clinical Research Centre: Works commenced Oct 14. Completion 
March & occupation April 15

G

Estates Maintenance relocation: 
Offices Moves planned into Somerset House early 2015
Workshops: FBC approved Dec 14

Elgar Wards: 
Beds on 1st floor opened in December
Gym opening in January

Sherston Decant
Theatre storage – bulk of move now completed
Corporate Office teams moving Jan 2015
Outpatients plans progressing R

G

G

G

G
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Recommendations:  

 

• TMT assures itself that operational plans are robust, risks are understood and partnerships required to secure delivery are in place. 

• TMT and the Board consider the impact and opportunities presented in the Five Year Forward View 

• The Workforce Committee develops proposals to improve staff wellbeing 

• The IM&T Board reviews strategy and proposals to demonstrate how they deliver national requirements. 

• The Trust continues to work with partners to develop person centred integration and prevention. 

 
 
Executive Summary:  
The mandate for the NHS is directed by the Secretary of State for Health’s Mandate to NHS England, published in December 2014 and 
effective for the 15/16 financial year. It requires continued progress on the five key components of the NHS Outcomes Framework; ring-fencing 
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of £3.46bn to implement the Better Care Fund and improvements in mental health.   
 
NHS England has issued ‘The Forward View into Action: Planning for 2015/16 that provides direction for NHS Commissioners. 
 
The TDA has published ‘Delivering in a Challenging Environment; Refreshed plans for 2015/16’. 
 
Additionally, NHS England has published CCG allocations. Local Commissioners benefit from a decision to accelerate the pace of change to 
ensure local communities receive a fair-share of national resources. Specialist Commissioning budgets have also been increased. The full 
impact of these changes will not be clear until later in the planning round. In particular it should be noted that it is not anticipated that there will 
be any non-recurring allocations in 2015-16. It is therefore critical that the business plan ensures sufficient resilience is in place to manage 
elective and non-elective demand over the next year. 
 
Taken together these documents establish the external expectations and requirements for the Trust. 
The key points are set out below: 
 
1) There is a strong focus on operational delivery and resilience including financial sustainability and 7 day working. 
2) There is an emphasis on workforce development, health and well-being. 
3) The importance of prevention and community partnerships is a recurring theme. 
4) Engagement, involvement and integration at the patient level is a key priority. 
5) The requirement to decide on and take forward future models of care at health system level is stressed. 
6) Further analysis of savings potential with a particular focus on technology and workforce is provided. 
7) The requirement to achieve parity of esteem for mental health services is emphasised. 
8) A drive to deliver on the next level of clinical safety with a focus on AKI and sepsis. 
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1. Purpose 
1.1. The purpose of the report is to inform members of the 

key features of the planning guidance and to highlight 
the strategic themes that emerge. 

2. Background 

Direction for the NHS is established in the Secretary of 
State for Health’s Mandate for the NHS for 2015/16.  
Guidance for NHS organisations is set out by NHS 
England, The TDA, Monitor and Health Education 
England. 
The guidance continues to promote the NHS 
Outcomes Framework.  It requires a focus on 
operational delivery and implementation of the Five 
Year Forward View. 

 
3. Main Report Content 
3.1. Focus on operational delivery and resilience including 

financial sustainability and 7 day working. 
3.2. NBT has action plans in place for improvement of 4 

hour performance; RTT and Cancer.  This work is 
supported by the Acute Flow Steering Group; Theatres 
Board and Outpatients Board. 

3.3. The Sustainability Board is establishing and managing 
a programme to deliver organisational and financial 
stability. 

3.4. Community and primary care capacity are significant 
risks.  The Better Care Fund should mitigate some 
community risk.  Local practice groups are applying for 

the Prime Minister’s Challenge Fund to increase 
primary care capacity.  TMT and the Board will want 
additional assurance that these plans will deliver. 

 
3.5. Strong emphasis on workforce and well being 

The guidance recognises the importance of staff health 
and well-being.  The Workforce Committee are 
reviewing current performance and developing 
recommendations for further progress. 

 
3.6. Prevention and community partnerships 

NBT is a member of the South Gloucestershire Health 
and Well Being Board.   
Priorities for the South Glos HWB include smoking 
cessation; alcohol reduction; social and domestic 
abuse and obesity. 
There are a number of development opportunities 
including work with the Councils and CCG’s. 
It is recommended that the Trust reviews the Health 
Promoting Hospitals Initiative. 

 
3.7. Engagement, involvement and integration at the 

patient level 
This is a substantial theme.  CCHP has a very good 
track record for involvement and participation.  There is 
an increasing focus on personalisation in joint work 
with the Better Care Fund Boards.  It is likely that 
respiratory, diabetes and end of life will be 
development priorities for commissioners. 
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3.8. Future models of care  

The Five Year Forward View presents a number of 
possible models of care.  These include Multiple 
Specialty Community Providers (MCP) and Primary 
and Acute Service Providers (PACS).  It is likely that 
any area will adopt a range of models.  The Dalton 
Review provides guidance on implementation of a 
range of options. 

 
Health Systems are encouraged to invite the national 
leadership organisations to discuss emerging plans 
over the summer. 

 
A number of systems will be invited to participate in the 
‘Success Regime’ 
Early discussions regarding the way forward are 
starting in a number of forums. 

 
3.9. New analysis of savings potential with a particular 

focus on technology and workforce 
The planning guidance highlights the importance of 
effective use of people and technology to deliver better 
services. 
There is a requirement to demonstrate clear plans exist 
for delivering paperless records. 
It is proposed that the Workforce and IM&T Boards 
respectively develop plans in these areas. 

 
3.10. Drive to improve mental health services 
 

The Trust is planning investment in Liaison Psychiatry 
services.   

 
There is a requirement to review capacity for CAMHS. 

 
3.11. Drive to deliver on the next level of clinical safety with 

an emphasis on AKI and sepsis 
These are seen as the next areas where systematic 
improvements can be made and plans are being 
developed. 

 
4. Summary 

The planning guidance continues to focus on short 
term operational delivery at the same time as requiring 
the NHS to plan for longer term sustainability. 

 
5. Recommendations 

It is recommended that: 

• TMT assures itself that operational plans are robust, 
risks are understood and partnerships required to 
secure delivery are in place. 

• TMT and the Board consider the impact and 
opportunities presented in the Five Year Forward View 

• The Workforce Committee develops proposals to 
improve staff wellbeing 

This document could be made public under the Freedom of Information Act 2000. 
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• The IM&T Board reviews strategy and proposals to 
demonstrate how they deliver national requirements. 

• The Trust continues to work with partners to develop 
person centred integration and prevention. 

 

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

5 
 
 



 
 

 
Report to: Trust Board Agenda item:  14 

Date of Meeting: 22 January 2015 

 
Report Title: Cellular Pathology Service Transfer 

Status: Information Discussion Assurance Approval 

x   x 

Prepared by: David Gibbs, Fiona Jones, Rob Pitcher, Catherine Baldwin 

Executive Sponsor (presenting): Simon Wood, Director of Facilities 

Appendices (list if applicable): • Appendix 1 Workforce Model 
• Appendix 2 Essential Services Laboratory 
• Appendix 3 Operating Model Options Appraisal 
• Appendix 4 Sample Flowchart 
• Appendix 5 Frozen Section Requirements 
• Appendix 6 Operating Standards 
• Appendix 7 Pathology RCPath KPI targets 

 
Recommendation:  

The Board is requested to:  
Ratify the decision of the Finance and Performance Committee to the transfer of the cellular pathology service from University 
Hospitals Bristol NHS Foundation Trust to the North Bristol NHS Trust 
 
 
Executive Summary:  
The report of the Independent Inquiry into Histopathology Services in Bristol published in 2010 made a series of recommendations to improve patient 
safety and enhance the performance of histopathology services across the city. The majority of the recommendations made by this Inquiry have been 
implemented with the exception of creating a single Histopathology service. It had always been recognised that a single Cellular Pathology service for 
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Bristol had certain pre-requisites including suitable single accommodation, a single integrated IT system and a suitable logistics solution to operate a 
cross city service. 

From early summer 2015, for the first time, these pre-requisites will be fully realised and the two Trusts (North Bristol NHS Trust and University Hospitals 
Bristol NHS Foundation Trust) are in a position to enact the final major recommendation of the inquiry. 

The two Bristol acute Trusts have worked closely to develop a conglomerate model that can provide an integrated service across the city whilst at the 
same time provide opportunities to improve the performance of the service for both trusts. The principles underpinning this work are to provide a 
sustainable resilient service that both meets the quality standards in cellular pathology and fully addresses the recommendations of the Histopathology 
Inquiry. 

The conglomerate model has come out of extensive engagement across both Trusts and provides a service that can deliver all the requirements placed 
upon the service in a safe and sustainable way. An operating model for both the centralised laboratory sited at NBT and the essential services laboratory 
sited at UHBristol has been developed and a staffing model created.  

The new service will cost £237k more per annum than the current service. The methodology for sharing this cost has been agreed between NBT and 
UHBristol. The total cost impact across both organisations is £616k, which includes un-releasable accommodation and overheads costs at UHBristol.    
There is some financial risk to NBT regarding potential future costs, workload and income. This is covered in detail in Sections 7 and 8. 
 
The solution described in this business case meets the needs of the two Trusts and all users of the cellular pathology service and completes the final 
stage of integration as described by the Bristol Histopathology Inquiry. It enables the service to meet the national quality agenda in a sustainable and 
affordable way and offers significant opportunities to address issues such as turnaround times, recruitment of staff and specialisation within the service 
that would require significant investment for each Trust to achieve without integration.  
 
The Finance and Performance Committee reviewed all the information in the appendices, the Income and Expenditure details and the proposed layouts 
of the two floors of the centralised laboratory. These are available to members on request. The Committee fully supported the case. 
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Executive Summary:  
 
The report of the Independent Inquiry into Histopathology Services in Bristol published in 20101 

made a series of recommendations to improve patient safety and enhance the performance of 
histopathology services across the city. The majority of the recommendations made by this Inquiry 
have been implemented with the exception of creating a single Histopathology service. It was 
always been recognised that a single Cellular Pathology service for Bristol had certain pre-
requisites including suitable single accommodation, a single integrated IT system and a suitable 
logistics solution to operate a cross city service. 

From early summer 2015, for the first time, these pre-requisites will be fully realised and the two 
Trusts (North Bristol NHS Trust and University Hospitals Bristol NHS Foundation Trust) are in a 
position to enact the final major recommendation of the inquiry. 

The two Bristol acute Trusts have worked closely to develop a conglomerate model that can 
provide an integrated service across the city whilst at the same time provide opportunities to 
improve the performance of the service for both trusts. The principles underpinning this work are to 
provide a sustainable resilient service that both meets the quality standards in cellular pathology 
and fully addresses the recommendations of the Histopathology Inquiry. 

The conglomerate model has come out of extensive engagement across both Trusts and provides 
a service that can deliver all the requirements placed upon the service in a safe and sustainable 
way. An operating model for both the centralised laboratory sited at NBT and the essential services 
laboratory sited at UHBristol have been developed and a staffing model created.  

The new service will cost £237k more per annum than the current service.  The methodology for 
sharing this cost has been agreed between NBT and UHBristol. The total cost impact across both 
organisations is £616k, which includes un-releasable accommodation and overheads costs at 
UHBristol.    There is some financial risk to NBT regarding potential future costs, workload and 
income.  This is covered in detail in Sections 7 and 8. 
 
The solution described in this business case meets the needs of the two Trusts and all users of the 
cellular pathology service and completes the final stage of integration as described by the Bristol 

1 The Independent Inquiry into Histopathology Services, a report for University Hospitals Bristol NHS 
Foundation Trust, December 2010 



Histopathology Inquiry. It enables the service to meet the national quality agenda in a sustainable 
and affordable way and offers significant opportunities to address issues such as turnaround times, 
recruitment of staff and specialisation within the service that would require significant investment for 
each Trust to achieve without integration  
 
Action Required:  
The Trust Board is requested to:  

Approve the transfer of the cellular pathology service from University Hospitals Bristol NHS 
Foundation Trust to North Bristol NHS Trust 
 

Key Risks: RCPath KPIs will not be met and/or will suffer a transient dip in 
performance during reconfiguration 

Impact on Patients: Higher quality and better performing service, better able to remain 
at the forefront of development including molecular pathology 

Impact on Staff: More sustainable service providing better security and greater 
opportunities for development, addressing the recruitment and 
retention issues that have been experienced for several years 
UHBristol  staff will TUPE to NBT and most staff will work across 
both sites on a rotational basis. 

Link to Trust Objectives:   
Care Quality Commission 
outcomes: 

Meeting the recommendations of the Bristol Histopathology 
Inquiry 

NHS Constitution:  
Financial Issues: New service will cost £237k more than current service 
Legal/regulatory Issues: None 
Equality Issues considered: Yes – more consistent service across the city of Bristol 
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Cellular Pathology Service Transfer 

 
No. Component 
 Strategic and Technical Case 
1 Overview 

The report of Independent Inquiry into Histopathology Services published in 2010 made a series 
of recommendations to improve patient safety and enhance the performance of histopathology 
services across the city, many of which have been jointly implemented. This business case 
seeks to complete the last outstanding action to introduce a single Histopathology service for the 
city. This was initially considered as part of the PCT led Strategic Review of Pathology Services 
within which NBT developed a model to host all pathology services for Bristol but as a final 
agreement on this was not reached, both Trusts agreed to develop a model focusing only on 
cellular pathology. 

An options appraisal completed with the input of senior clinical and scientific colleagues was 
submitted and accepted by both Trusts, with a recommendation to adopt a conglomerate model 
and to develop a full business case. (Appendix 4) 
At a meeting of senior leaders from both Trusts in April 2014 it was agreed that staff should be 
employed by the hosting organisation. This would mean transferring staff employed by UHBristol 
to NBT under TUPE arrangements. It was also agreed that in pursuing the conglomerate model 
more details on the working of the essential services laboratory (ESL) within UHBristol premises 
should be included in the FBC including provision of frozen sections, multi-disciplinary team 
meetings and paediatric & perinatal pathology. It was also agreed that full transfer of services to 
NBT required the functionality provided by a new laboratory information management system 
(LIMS). A proposed timeline for staff transfer and service moves is proposed to coincide with the 
date for the implementation of this new IT system in June 2015.  

Neither cellular pathology service (NBT or UHBristol) currently meets the Royal College of 
Pathologists Key Performance Indicators (KPI  targets detailed in Appendix 10).Therefore a 
primary driver for the agreed model is to facilitate a plan to meet these KPIs over time. It was 
agreed that the transfer of services must not lead to a reduction in performance for either Trust 
and that an SLA should be developed to provide quality assurance that the service is meeting 
the needs of the organisations and patients. The SLA will be based on the standard Provider to 
Provider agreement (subcontracts) which mirrors the requirements of the NHS Standard 
Contract. Schedules will include: Service Specification and Service Standards & Targets. The 
SLA will be developed in conjunction with clinical teams at UHBristol.   

2 Strategic context 
The Independent Inquiry into Histopathology Services at UHBristol was commissioned by 
UHBristol after some serious patient safety concerns were raised.  The Inquiry recommended 
establishing a single cellular pathology service for Bristol with consultants working across sites 
as necessary, common clinical leadership, greater transparency on performance, and increased 
specialisation with better peer review.  

Both Trusts have agreed to fully implement the recommendations of the Inquiry and much 
progress has been made. The main outstanding recommendation, to provide a single cellular 
pathology service was inevitably going to take time with the requirement for an expanded 
laboratory. With the new facility at NBT due for completion in March 2015 and the replacement 
LIMS (Laboratory Information Management System) available shortly afterwards, the enabling 
infrastructure required is in place to fulfil this recommendation. This business case aims to 
propose an affordable solution to integration that drives forward the quality agenda, improving 
performance and enhancing specialisation. 

Both NBT and UHBristol have found it difficult to recruit to consultant posts and some existing 
consultants have chosen to leave. This has led to the use of sequential locums and the 
outsourcing of specimens. Whilst it is recognised that there is a national shortage of cellular 

1 The Independent Inquiry into Histopathology Services, a report for University Hospitals Bristol NHS 
Foundation Trust, December 2010 



pathologists it is also known that a contributory factor to recruitment within Bristol may be as a 
result of the recent history. 

A set of Key Performance Indicators was agreed with commissioners during the strategic review, 
and these have recently been replaced with standards based on those recommended by the Royal 
College of Pathologists. Both NBT and UHBristol have consistently failed to meet all of these new 
standards and the operating standards under development for the conglomerate model are 
designed to meet these KPIs. 

The model has been developed in consultation with clinical and scientific staff and specialty leads 
have been charged with the development of standard operating procedures for their areas of 
responsibility that will enhance performance and improve patient outcomes. 

 
3 Strategic fit 

There are a number of areas of key strategic fit that will be achieved by the introduction of a joint 
cellular pathology service: 

• Both the Pathology Directorate at NBT and the Division of Diagnostics & Therapies at 
UHBristol are tasked with delivering the outstanding actions from the cellular pathology 
action plan that resulted from the Histopathology Inquiry. 

• Currently the cellular pathology services at both NBT and UHBristol fail to meet the 
Quality Standards agreed with the Commissioners which include turnaround times 
decreed by the Royal College of Pathologists in their Key Performance Indicators. The 
detailed plans for the single service are designed to achieve these when the service is 
implemented. 

• Cellular pathology provides important elements of the Cervical Screening Programme, the 
Bowel Cancer Screening Programme and the Breast Screening Programme. This 
proposal, by improving resilience and sustainability, enhances support for these 
programmes 

• Cellular pathology provides a Direct Access service to general practitioners. This service 
will be improved by achieving the turnaround times described in the KPIs 

• Diagnostic services are seen nationally as a pre-requisite for high quality effective health 
service delivery. It is also recognised that the genomics revolution will have a major impact 
on health services and molecular techniques are already becoming an important element 
particularly in cancer diagnosis. NHS England see the development of a molecular 
pathology service as a key part of ensuring that the NHS is able to maximise the benefits 
of the investment in technological innovation to the benefit of patients. It is recognised that 
the most cost effective method for delivering this innovation is by bringing services together 
to reduce duplication. 

• There has been much interest in the use of digital imaging in cellular pathology and this 
proposal will facilitate understanding how this can support the service in the future 

4 Support for project 
This project has full support from the Trust Boards of both NBT and UHBristol, and the model has 
been developed through a collaborative approach between the two Trusts involving clinicians and 
managers.  The Clinical Commissioning Groups have been kept fully informed of the emerging 
work being carried out by the two Trusts, whom are supportive of this approach. 

Similarly, the proposal has been presented to the joint meeting of the South Gloucestershire and 
Bristol Health Overview and Scrutiny Committees (HOSC) who are similarly supportive.  The 
HOSC have delayed discussing the future of pathology services in Bristol to their January meeting 
to allow the outcome of this business case to be known, and presented at the January meeting. 

At a high level, the model, together with the process for consulting with their clinical teams as the 
detailed service model is developed, has been described to the Divisional Clinical Chairs and 
Directors at UHBristol. The Clinical Chair of a Division at UHBristol has agreed to represent the 
views of UHBristol Clinicians on the project board. 

The model was developed through a series of workshops held under the aegis of the Bristol 
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Cellular Pathology Forum involving the consultants and senior biomedical scientists within the 
departments of cellular pathology at UHBristol and NBT. The Division of Diagnostics and 
Therapies then organised meetings with medical and other laboratory staff in cellular pathology to 
test the model. 

5 Proposal and case for change 
Background 

The decision to create a single cellular pathology service was made when both UHBristol and NBT 
accepted the recommendations of the Independent Inquiry into Histopathology Services at 
UHBristol in 2010. 

Following the decision not to proceed with the centralisation of all pathology services under the 
PCT led Bristol Pathology Review, the Clinical Lead for Cellular Pathology, Dr Rob Pitcher, was 
tasked with developing differing models for providing a single cellular pathology service, carrying 
out an option appraisal and recommending a preferred option. Senior managers at both Trusts 
then asked for a full business case to be developed based on the preferred model within a 
number of parameters. 

These parameters were: - 

• That the service will be provided and managed by NBT 
• That the core laboratory will be in the new facility on the Southmead site 
• That there will be an essential services laboratory on the BRI site 
• That there will be a single LIMS (Laboratory Information Management System) supporting 

the service. 

The principles underpinning this work are to provide a sustainable, resilient service that both 
meets the quality standards in cellular pathology and fully addresses the recommendations of 
the Histopathology Inquiry. 

The models 

Three models were developed by Dr Rob Pitcher following a number of workshops with senior 
staff in cellular pathology from both NBT and UHBristol : - 

• Separation model. This model was viewed as regressive, moving backwards to two 
separate departments. There was no support for this model 

• Collaboration model. This model was similar to how cellular pathology is trying to work 
currently, establishing common ways of working and developing specialist teams across 
the two sites to provide cross cover for each other when needed 

• Integration model. This model would deliver a single service based on a single core 
laboratory and an essential services laboratory, with all staff based at the core laboratory 
site. 

Discussions following a lack of consensus for any of these models led to the development of a 
fourth model that combined aspects of Collaboration and Integration, which evolved into the 
‘conglomerate’ model. This enables specialist teams to work in a way that delivers the necessary 
service to clinicians supported by a matrix that includes the technical, administration, IT and 
logistics services. As part of the process for assessing the different models an assessment of the 
different options against the relevant recommendations of the Inquiry was carried out. 
(Appendix 4) 
This Conglomerate model was approved by the Senior Leadership Team meeting at UHBristol and 
the Pathology Senior Management Team at NBT in March 2014. At a meeting of the medical and 
financial directors of both Trusts on the 30th April 2014, the departments were instructed to 
proceed to the development of a full business case. 

The Conglomerate model 

The conglomerate model is designed so that clinical teams will see minimal change to the 
service they receive with the more significant changes behind the ‘front door’ of the laboratory. 
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The model delivers a single service based on a single Core Laboratory (CL) at NBT and an 
Essential Services Laboratory (ESL) at UHBristol.  

Services provided at both the ESL at UHBristol and the CL at NBT include the following: -:  

1. Provision of the frozen section service 

The current on-site frozen section service will continue, performed by scientists and 
pathologists with the appropriate skills.  Alternative approaches are in place elsewhere in 
the country using rapid transport and digital scanning; and locally rapid transport is used 
for intra-operative paediatric neurosurgical brain smears. These will be actively explored 
as part of the future developments of the service. 

2. Enabling pathologists to support Multidisciplinary Team Meetings (MDTs) 
A large number of MDTs take place at both UHBristol and NBT supported by consultant 
pathologists. These will continue as at present. There are examples both locally 
(Haematology MDT and Unknown primary MDT) and elsewhere where pathologists can 
interact with these meetings remotely by teleconferencing and sharing of images. There 
are potential benefits of this approach by reducing travel time between sites and by 
increasing the availability of images. Videoconferencing facilities are available on both 
sites, and use of this technology will be explored as part of the implementation plan to 
explore the benefits.  

3. Supporting one stop cytology clinics 

One stop clinics are those where a cytological diagnosis is given whilst the patient is still 
in the clinic helping to guide their treatment. This can be given on several cytological 
preparations including Fine Needle Aspirations (FNAs). Currently this service is provided  
at UHBristol for patients presenting with lumps in the neck and at NBT for some patients 
in breast clinics. There is also a demand for adequacy assessment of FNAs from intra-
abdominal masses to reduce the need for repeat procedures. 

4. Providing specimen dissection 

Whilst the majority of specimen dissection will be carried out in the CL limited specimen 
dissection will take place in the ESL to enable consultants spending considerable periods 
at the ESL to work efficiently. 

5. Dealing with fresh tissue specimens 

A small proportion of specimens are received fresh in cellular pathology for purposes other 
than immediate frozen section diagnosis. This includes taking tissue for specific purposes 
including molecular testing and for trial work. Where required this will continue, and this 
has been factored in for this staffing model at the ESL.  

6. Enabling other clinical interfaces 

The above encompass much of the requirements for pathologists to interact directly with 
their clinical colleagues, however, other interactions take place and will need to be 
supported by pathologists at the ESL. Many of these are by phone or email but current 
practice is for some joint microscopy particularly in haematopathology and for face to 
face discussion over complex specimens, and provision has been made in the future 
model to facilitate this.  

7. Providing adequate clinical and administrative facilities to support the above functions 
8. Management of the service 

There will be a single management structure in cellular pathology ensuring that both the 
CL and the ESL work effectively and efficiently. The relevant managers will be on site at 
both the ESL and the CL as needed   

Services provided solely at the Core Laboratory (CL) will include: - 

1. The majority of the scientific, technical, administrative and clerical functions including all 
routine tissue processing, embedding, section cutting and staining 
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2. Specialist immunohistochemistry 

To enable greater understanding of how the laboratories will function more detail on how 
specimens will flow through the ESL and CL are provided in Appendix 5 

The facilities currently under construction at NBT on the Southmead site as Pathology Sciences 
Phase 2 provide the necessary infrastructure for the CL. This includes reporting rooms for the 
pathologists based at the CL with hot desking for ‘visiting’ pathologists.  It is planned that the 
majority of the consultant pathologists will spend the majority of their time in the CL. The base for 
the majority of cellular pathology trainees in Bristol will also be in the CL. The detailed plans are 
attached as (Appendix 6 Level 0 & Appendix 7 Level B) 
Space requirements and staffing for the ESL are provided in (Appendix 3) These include the 
provision of reporting rooms for consultant based in the ESL as well as hot reporting facilities for 
visiting pathologists. ESL requirements have been included in the costings for the future service. 

The importance of logistics has been recognised. There will be regular, routine transport between 
sites. This will be a minimum of a 2 hourly service running in each direction. This has been costed 
and included in the business case. It may be possible to increase this frequency by making use of 
the microbiology transport PHE are implementing. If there is a need to transport specimens more 
urgently the taxi service will be used as is currently the case for intra-operative neurosurgical 
brain smears taken at Bristol Royal Hospital for Children. There is a requirement for consultants 
and other staff to travel between sites during the working day, which will be kept to a minimum by 
careful planning. The current practice of using taxis when required will continue. 

With a decision to proceed, implementation will require a further level of operational detail, the 
preparatory work for which is underway. Each specialist team of pathologists is revisiting work 
completed in 2011 to ensure that there is an accurate description of the model of care for their 
service in terms of workload, MDTs, requirement for frozen sections etc, which will then 
confirmed as appropriate and accurate with the clinical teams. A recent analysis of the current 
frozen section service at UHBristol has been completed providing information on its volume and 
type (Appendix 8)  which has been used to direct the future model of care. Draft operating 
standards for the service have been written (Appendix 9). 
Other considerations 

• NBT has requested that UHBristol house the Electron Microscopy (EM) suite that forms 
part of NBT’s Cellular Pathology portfolio.  This equates to a further 50m2.  The co-
location with the ESL would provide an extra technical support should it be required as it 
is staffed by part time band 7 Biomedical Scientists 

• In addition to the ESL, the peri-natal post mortem facilities in St Michaels Hospital are an 
essential part of the model. This part of the service will continue as present at St Michaels 
Hospital, with the management of paediatric and peri-natal pathology transferring to NBT.  

• The model recognises that some consultants have significant academic responsibilities 
with the University of Bristol, and therefore appropriate workspaces for their activities will 
be provided at the ESL.  

6 Targets and/or objectives to be met/benefits 
Objectives 

• Establishing a cost-neutral single cellular pathology service for Bristol 
• Providing a resilient and sustainable service that is responsive to the needs of the clinical 

teams   
• Fulfilling the recommendations of the Histopathology Inquiry, completing the actions in the 

Cellular Pathology Action Plan 
• Achieving the cellular pathology quality objectives described as the key performance 

indicators recommended by the RCPath (80% of cases within seven calendar days and 
90% of all cases within ten calendar days of a sample being taken) as agreed with the 
local commissioners 

• Creation of fully functioning Core Services Laboratory and Essential Services Laboratory, 
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meeting the needs of services on each Trust site 
• Ability to flex staff to cover service requirements 
• Ability to grow and develop the service to facilitate growth of service through bidding for 

new work 
•  

7 Financial analysis 
 
REVENUE 
 
 
 
Income & Expenditure 
 
The table below shows the summarised income and expenditure for the current service at each 
organisation, compared with the future service model.  Appendix 1 shows the income and 
expenditure in further detail. 
 
The total current cost of the service (based on 2013/14 outturn) is £10.6m, after removing 
recharges between the 2 organisations.  NBT’s cost is £6.7m and UHB’s cost is £3.9m.  The 
recurring cost of the future service is £10.8m, which is an additional cost of £0.2m. 
 

INCOME & EXPENDITURE 2013/14 POSITION FUTURE INCREASE/ 

  NBT UHB TOTAL SERVICE (DECREASE) 

  £000 £000 £000 £000 £000 

Funding Sources           
Income 3,014 1,204 4,218 4,218 0 
Tariff 3,720 2,649 6,370 6,370 0 
Total Funding 6,734 3,853 10,587 10,587 0 
Expenditure           
Pay 4,622 2,466 7,088 7,116 28 
Non-pay 926 828 1,754 1,726 (28) 
Premises & Capital Charges 339 300 639 876 237 
Overheads 847 259 1,106 1,106 0 
Total Expenditure 6,734 3,853 10,587 10,824 237 
Total Surplus / (deficit) 0 0 0 (237) (237) 

 
The additional cost of £237k per annum is due to:- 

1) Increase in cost of MDTs due to travel costs. 
2) Increase in accommodation costs, as a result of the move into the new Pathology building 

at NBT.  
3) Revenue impact of investment in IT and equipment. 
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The table below shows the funding sources for the future service cost of £10,824k per annum.  
The MDT cost increase will be met by UHB.  The remaining gap of £185k will be allocated across 
service commissioners, based on income.  
 

FUNDS OF FUTURE SERVICE AT NBT Current MDT Remaining Total 
  Funds Increase Gap Funds 
   £000 £000 £000 £000 
Commissioning income      
  GP Direct Access 218 0 4 222 
  Paediatric/Perinatal Pathology 551 0 10 561 
  Other 1,920 0 35 1,954 
Total Commissioning Income 2,689 0 48 2,737 
Non commissioning income 1,087 0 20 1,107 
MADEL 332 0 0 332 
Charge to UHB for MDTs 239 52 0 291 
Charge to UHB for specimens based on current value 2,520 0 50 2,570 
NBT funding from tariff for MDT 278 0 0 278 
NBT funding from tariff for specimens 3,442 0 67 3,509 
Total income 10,587 52 185 10,824 

 
The transfer of commissioning income from UHB to NBT needs to be part of the agreement for the 
2015/16 Commissioning Contract.  This will need to include the rebased paediatric/perinatal block 
contract. 
 
 
 
Transitional costs 
 
The non-recurring transitional costs total £187k over a 5 year period.  It has been agreed that 
these costs will be shared equally between NBT and UHB, resulting in a cost of £93.5k to each 
organisation over a 5 year period. 
 

TRANSITIONAL COSTS 2015/16 2016/17 2017/18 2018/19 2019/20 TOTAL 
  £000 £000 £000 £000 £000 £000 

Protection 28 25 22 4 
 

78 
Excess travel 10 12 12 12 2 48 
Clinical leadership 30 

    
30 

Project support 12 
    

12 
MES contract 19 

    
19 

Total 99 37 34 16 2 187 
 
The phasing by year is based on an estimated transfer date of 1st June 2015.  The phasing will 
change if the transfer date changes. 
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Organisation Impact 
 
The table below shows the income and expenditure for the current service at each organisation 
(2013/14), compared with each organisation’s future position.  The overall impact of the transfer 
is an additional cost of £616k per annum. 
 
Income & Expenditure Impact by Organisation: 
  UHB NBT TOTAL 

  
Current 
Service 

Post 
Trans- 

fer 

Impact 
of 

Transfer 
Current 
Service 

Post 
Trans- 

fer 

Impact 
of 

Transfer 
Impact of 
Transfer 

  £000 £000 £000 £000 £000 £000 £000 
Change in Income   

 
    

 
    

SLA Income (808) (110) 698 (1,991) (2,689) (698) 0 
In Tariff Funding (2,649) (2,649) 0 (3,720) (3,720) 0 0 
Training Income (120) 0 120 (212) (332) (120) 0 
Recharge UHB - MDTs 0 0 0 0 (291) (291) (291) 
Recharge UHB - 
Specimens 0 0 0 0 (2,520) (2,520) (2,520) 
Recharge UHB - Gap 0 0 0 0 (50) (50) (50) 
Recharge 
Commissioners - Gap 

0 0 0 0 (48) (48) (48) 

Recharge Other Income  
- Gap 

0 0 0 0 (20) (20) (20) 

Recharge NBT - ESL 
space 

0 (38) 
(38) 

0 0 0 (38) 

Recharge NBT - 
Mortuary space 

0 (65) (65) 0 0 0 (65) 

Other (537) 0 537 (1,131) (1,087) 44 581 
Total Change in 
Income (4,114) (2,862) 1,252 (7,054) (10,757) (3,703) (2,451) 
    

 
    

 
    

Change in Expenditure   
 

    
 

    
Pay 2,727 0 (2,727) 4,675 7,116 2,441 (286) 
Non Pay 828 0 (828) 1,193 1,727 534 (294) 
Site Accommodation 164 164 0 194 263 69 69 
Capital Charges - 
Buildings 127 127 0 145 509 364 364 
Capital Charges - 
Equipment 9 0 (9) 0 0 0 (9) 
NBT Recharge-MDTs 0 291 291 0 0 0 291 
NBT Recharge-
Specimens 0 2,520 2,520 0 0 0 2,520 
NBT Recharge-Gap 0 50 50 0 0 0 50 
UHB Recharge - ESL  0 0   0 38 38 38 
UHB Recharge - 
Mortuary 

0 0   0 65 65 65 

Divisional Overheads 63 63 0 206 269 63 63 
Corporate Overheads 196 196 0 641 837 196 196 
Total Change in 
Expenditure 

4,114 3,411 (703) 7,054 10,824 3,770 3,067 

    
 

    
 

    
Net Impact 0 549 549 0 67 67 616 

 
Note:  the current service income and expenditure includes inter Trust recharges. 
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UH Bristol Financial Impact 
 
The financial impact on UH Bristol is shown as a loss of £549k. 
This impact is understood and accepted; provision has been made in the Trust’s 2015/16 
budget. The loss is explained as follows: 
 

  £’000 
Diseconomy on corporate overheads  259 
Diseconomy on premises costs 188 
Share of overall increased service costs  
 Travel costs for MDTs  52 
 Increased cost of new lab building at Southmead 50 
Total Loss 549 

 
The corporate overheads diseconomy is offset by offsetting service transfers in to the Trust (e.g. 
Specialist Paediatrics). The premises diseconomy is offset by the release of substantial floor 
area on BRI levels 8 and 9 which will be re-used to provide a restaurant facility and other 
accommodation that enables the BRI Old Building to be fully closed in 2016. 
 
This re-use is supported by a capital investment of c. £2m to re-furbish and re-develop the space 
previously used by Pathology services such as Histopathology and Microbiology (Public Health 
England) moving to Southmead. 
 
The financial impact assumes that the Paediatric & Perinatal Pathology SLA is rebased to 
increase its value by £101k due to the current non-payment by results SLA being understated 
when costed in 2009/10. 
 
This will be made neutral by a compensating adjustment to the non-payment by results discount 
line in the SLA. This does however require commissioner (NHS England) agreement. 
 
 
NBT Financial Impact 
 
The impact on NBT is a cost pressure of £67k per annum.  This will be dealt with through the 
budget setting process for 2015/16.  The NBT position assumes that commissioners and other 
customers pick up a share of the additional accommodation and IT/equipment costs.  This 
equates to an increase of 1.8%. 
 
A formal SLA will be required to cover the recharge from NBT to UHB, covering an initial period 
of 5 years.  This will include the methodology for the annual uplift.  The annual uplift will include 
efficiency of 0% for the first 3 years.  Inflation will be cost based and will be agreed annually.  
The recharge will be a block contract in year 1, with a shadow tariff developed based on a 
2014/15 outturn refresh.  Negotiations with commissioners will be required to secure a similar 
arrangement on inflation and efficiency for direct access and paediatric/perinatal pathology. 
 
The estimated transfer date is 1st June 2015.   
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CAPITAL 
 
There is a capital requirement of £464k for NBT including VAT.  Approval will need to be sought 
for inclusion in the 2015/16 capital plan.  This has been highlighted. 
 

CAPITAL COSTS £000 
IT pathology speech module 21 
IT pathology speech users 71 
IT slide tracking system 130 
IT cassette printers 14 
Equip - UHB microscopes 48 
Equip - UHB space at NBT 70 
PC rebuild, ports & handsets 20 
Purchase of UHB equip  48 
Contingency 42 
Total 464 

 
UH Bristol will commit circa £2m capital to converting and refurbishing BRI levels 8 and 9. 
 
 

8 Financial Risks 
 

Risk Mitigation 
Increase / decrease in activity leading to 
over / under recovery of costs and 
exposing one Trust or another to 
unplanned cost pressure. 

Block recharge in first year to allow for 
shadowing of the new contract and full 
assessment of the impact of transfer and 
negotiation on management of this impact 
between the two Trusts. 
 

Difficulty in recruiting to permanent posts 
therefore risk of increasing agency / locum 
/ send away test costs. 
 

New service model provides attractive and 
stable opportunities for prospective 
members of staff. 

Not obtaining agreement from 
commissioners to i) increase funding of 
Paediatric / Perinatal block contract by 
£101k, and ii) increase funding to reflect 
the additional accommodation cost. 
 

Risk on paediatric/perinatal block is 
unlikely as similar agreement reached prior 
to the transfer of Avon Breast Screening 
Unit. Net impact to commissioners is zero. 
If commissioners won’t agree, UHB will 
retain the SLA and pass through to NBT.  
If commissioners won’t fund a contribution 
to accommodation, this will increase the 
cost pressure at NBT. 

Base year for financial impact assessment 
is currently 2013/14. Risk of unknown 
impact of service transfers that took place 
in 2013/14 and 2014/15 on income and 
cost of existing and future cellular 
pathology service. 
 

Agreement to update analysis to 2014/15 if 
business case is approved.  
Block recharge in first year to allow for 
shadowing of the new contract and 
mitigation of financial risk to either Trust. 

Contract notice period. Risk to continuity of Full service level agreement to be 
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service, short-term expensive measures 
being used to manage activity should 
contract notice period not be sufficient to 
put in place alternative provider (UHB) / 
find alternative source of income (NBT). 
 

developed and agreed between the two 
Trusts, including agreed and contract 
notice periods. Agreed to 5 year contract 
initially to allow the service to embed and 
develop. Other provider-to-provider 
arrangements in existence already. 

National tariff changes. Risk of reduced 
income from commissioners. Changes in 
the funding of outpatient and inpatient 
diagnostics would change financial impact 
by Trust and the overall service. 
 

Risk exists regardless of service transfer. 

Higher than planned for transport costs. 
 

Robust financial planning and maximum 
utilisation of existing transport. 
 

Higher than planned for direct costs. 
 

Robust financial planning and strong 
negotiation with suppliers to realise 
economies of scale. 
 

Non commissioning income lower than 
planned for. 
 

Robust financial planning.  

Capital not available to IT and equipment 
investment. 
 

Consider lease option 

Financial model fails to provide resources 
to deliver service 

Block in first year covering over 70% of 
current UHB income. 

Service does not allow the generation of 
efficiency savings 

UHB have agreed that efficiency will be 0% 
in first 3 years. 

 
 

 Management Case 
9 Project Control and Management 

Proposed Project Governance 
There are significant changes to be managed in delivering this model with the need for clear 
project governance. The following approach has been agreed. 

Project Board  

Reporting to: 

• UHBristol – Division of Diagnostics & Therapies Divisional Management Board 
• NBT – Core Clinical Services Senior Management Team 

To be held monthly alternating between NBT and UHBristol 

Membership 

• Joint Clinical Lead (Chair) 
• Management Representation (roles TBC) – NBT & UHBristol 
• Finance - NBT & UHBristol 
• Non-pathology clinical leads 
• Project Manager/Support 
• Standing invitation to Executive Leads (Medical Directors) 

Project Implementation Team  
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Reporting to Project Board 

To be held twice monthly alternating between NBT and UHBristol 

Membership 

• Project Manager/Pathology Services Manager (Chair) 
• Project Support NBT & UHBristol 
• Joint Lead for Cellular Pathology 
• Finance – NBT & UHBristol 
• HR – NBT & UHBristol 
• Head Biomedical Scientists – NBT & UHBristol 

Workstreams 

• Workforce 
o Training  
o Staff development 

• Managing the service 
• Management of contract at UHBristol and development of the Service Level Agreement 
• Finance 
• Implementing the Operating Standards 
• Transport/Logistics 
• Link to LIMS implementation 
• Specialist team working 

o Frozen section service 
o Supporting MDTs 

10 Risk management strategy 
 

Risk Mitigation 

Staff decide not to TUPE from UHBristol 
to NBT 

Well managed TUPE process with good 
communication 

Where vacancies against staffing model become 
apparent ensure effective recruitment processes to 
fill gaps promptly 

Staffing model does not deliver the 
required level of service through 
inadequate numbers or new structure not 
being achieved in time for forming the 
merged service 

Monitor and report service levels against an agreed 
SLA. Monitor published KPI’s against an agreed 
improvement trajectory. 

Good HR processes to facilitate a consultation 
process that allows the revised staffing structure to 
be delivered within required timescale. 

Failure to merge teams leads to reduced 
service effectiveness and unhappy staff 
groups 

Robust project management processes, staff 
engagement and communication to ensure that 
teams are brought together and merged 
successfully.  

Early recruitment to senior staff posts will support 
this. 

That the specialist pathology teams that 
are based at UH Bristol, (e.g. oral 
pathology, paediatric/ perinatal pathology) 
become professionally isolated 

Use of technology/ IT to view and discuss slides at 
the same time. Consultant appraisals to review 
impact of working practices. 

ESL Consultants will move between sites to 
maintain links with pathologists based at 
Southmead. Hot desking available at both sites to 
promote joint working with pathologists enabling 
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consultants based at the CL to spend time at the 
ESL. Reflected in job plans as necessary. 

That reduced interaction with the 
laboratory will adversely affect 
pathologists based at the ESL 

As above 

Laboratory and mortuary staff at ESL feel 
isolated from remainder of service 

Rotation of staff from CL to ESL, review impact at 
staff appraisals to ensure all staff feel fully integrated 
into the new service 

Managers to maintain frequent contact with service 
at UHBristol including spending time at the E.SL 

Model of service fails to meet user 
requirements 

Continued engagement with service users on all 
sites to monitor performance against service needs. 
NBT user survey to be extended to service users at 
UHBristol 

That the project fails to improve overall 
TATs (turnaround times) leading to a 
deterioration of the (current slightly better) 
UHBristol position  

Develop KPI improvement trajectory and timeline and 
monitor against actual performance. 

Agreement that UHBristol TAT will not deteriorate to 
be included in the terms of the SLA  

Delays in transport of specimens and 
slides between UHBristol and NBT 
impacting upon turnaround times 

Robust logistics will be required to reduce this risk 
and have been included in the business case 
costings. See section 5 for details. Monitor any 
delays in transport and compare to TAT 
performance. 

The reduced physical adjacency with the 
clinical teams will adversely affect 
communication, particularly in relation to 
MDTs. 

Clinical adjacencies will be reduced, however hot 
desking capabilities will be available at both sites to 
enable close working  

Consultants will continue to attend MDTs 

Teleconferencing and use of IT will be used to help 
mitigate this.  

That the more complex governance 
arrangements of the new service 
adversely affect performance 

To be considered carefully when working up the 
model, with particular consideration of accreditation 
requirements. Early engagement with UKAS and 
HTA will take place to describe requirements. 

Maintenance of sound clinical and managerial links 
to manage incidents and risks 

A clear SLA that defines the service to be 
established, as outlined in Section 1, ‘Overview’. 

That the loss of adjacency to the 
University of Bristol could adversely 
impact upon ability to deliver teaching 
commitments 

Discussions with relevant faculties in the UoB  

Requirement to travel between sites to maintain 
teaching at UHBristol written in to Job Plans as 
necessary 

Workspaces provided for consultants with significant 
academic responsibilities at the ESL 

That the loss of adjacency to the 
University of Bristol could adversely 
affect research  

Meeting with the R&I team to agree the steps 
required for pathology to continue to support 
research studies and projects 

Workspaces provided for consultants with significant 
academic responsibilities at the ESL 
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That the model will inadequately support 
the specific research project named 
Head and neck 5000 

• The ESL includes facilities for dealing with 
unfixed tissue specimens and is staffed with BMS 

• There are facilities for consultants to work at the 
ESL 

• The model does not provide tissue processing 
and section cutting in the ESL but this will be 
available in the core laboratory 

Public confidence in the service is 
damaged 

• Good governance and project management 
arrangements 

• Transparency in all actions 
• Communication 
• Open and educational events to users and public 
• Clinical and Executive champions 

That the project adversely affects 
Biomedical Scientist training 

Reduction in number of training establishments for 
student placements (or equivalent) however the 
larger lab should be able to take on a greater 
number of students. 

Larger body of staff provides more scope for 
Continuing Professional Development (CPD) 
opportunities and for creating a career framework 
model to support development of individuals 

Staff exposed to the widest possible range of 
specialisms and techniques 

Co-location with Neuropathology, cervical cytology 
and other pathology disciplines will provide a 
centralised training centre for cellular pathology and 
potentially opportunities to share training and CPD 
with the broader Pathology community at NBT 

Could also provide opportunities for individuals to be 
specialist / ‘expert’ in a particular field. 

Better able to support higher level scientific training 
eg for BMS cut-up, BMS reporting 

Appropriate level of training resource and buy-in 
from medical staff will be required to assist in 
delivery. 

For BMS trainees based at UHBristol there will be 
collaborative working with NBT to ensure their 
experience in all disciplines referenced in the SLA 

BMS rotations into areas carrying out 
specialised techniques will be less 
frequent than present 

These areas will be relatively large units with a 
longer working day which should enable appropriate 
rotation 

That this model will threaten the 
reputation of the haematology and 
clinical chemistry departments at 
UHBristol in the provision of Direct 
Access work 

Good communication with the commissioners 

Achieving the performance standards agreed with 
the commissioners 

Inability to expand service There is limited space to accommodate more staff. 
Any expansion would be achieved through working 
longer days and through increasing weekend 
working. 
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That by providing a single core laboratory 
that in catastrophic failure there is 
reduced service resilience 

Assessment of likelihood 

Discussions with neighbouring laboratories 

Development of contingency arrangements 

Ways of working  preferred by the 
surgical teams may constrain the 
development of the service model 

The model is designed to minimise change from the 
perspective of the clinical teams. Detailed 
discussion with the surgical teams will identify how 
their specific requirements will be delivered.  

That the model will worsen recruitment 
and retention of consultant staff 
particularly for those based in the ESL  

Provision of onsite facilities and available support at 
the ESL to be agreed and defined in a SLA. 
The consultants based at the ESL will continue to 
work closely with their clinical services and for those 
with University of Bristol commitments with the 
relevant University department. 

That NBT may not wish or be unable to 
support existing UHB/UOB plans to 
develop services such as the dental 
specialty of Oral & Maxillofacial 
pathology in Bristol and the Southwest.. 

Including a mechanism in the SLA by which 
developments such as this can be agreed and 
funded appropriately 

That the model may compromise 
specialist training for those specialties 
bases in the ESL  

The detailed work for each specialty based at the 
ESL will describe how training in their area will be 
delivered and the onsite facilities and support 
required. Specialist trainees to rotate to the core lab 
for general pathology experience as required and 
trainees in general pathology to rotate in the other 
direction to the ESL for specialist attachments. The 
training requirements will be recognised in the ESL. 

 

11 Benefits realisation plan  

The Bristol Cellular Pathology Service has been working to redefine the configuration of cellular 
pathology within Bristol in a manner which will enable the service to provide a sustainable 
resilient service that both meets the quality standards in cellular pathology and fully addresses 
the recommendations of the Histopathology Inquiry. 

The below table shows the high level benefits and measurement parameters identified. 
 
Benefits Benefit measurement Benefit Metrics (for 

discussion with provider) 
Patients benefits will be….. 
Have confidence the 
service provided gives 
accurate and timely results 

• Compliance with the quality 
standards agreed with the 
commissioners 

• Improved end to end 
turnaround times (TAT) 

• Clear information to explain to 
patients why some waits are 
necessary 

• Via dashboards agreed 
with the commissioners 

• Information about 
compliance with quality 
standards regularly put 
into the public domain 

Primary and secondary care clinicians benefits will … 
Be able to quickly provide 
accurate test results to 
patients 
 

• End to end TAT 
• Primary and Secondary care 

feedback 
• Test samples are collected 

regularly  
• Test results are delivered in a 

timely way 

• End to end TAT 
measurement 

• Primary care clinicians 
survey 

• Secondary care clinicians 
survey 
 

Having confidence that they 
are providing appropriate 

• Clinical advice is available 
when needed 

• Primary care clinicians 
survey 
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and accurate advice to 
patients  
 

• Secondary care clinicians 
survey 

• Feedback system for 
clinical users 

Having an improved 
dialogue with the 
commissioners and 
providers of future 
pathology services 

• Pathology service changes will 
be discussed with Primary and 
Secondary care clinicians via 
the commissioners 

• Quarterly review process 

Staff benefits will be… 
having the  opportunities to: 
• work together to 

improve the quality of 
the service they 
provide 

• provide quality advice 
to clinical service users 

• specialise 
• develop careers 
• collaborate in research  
• deliver positive change 

in the patient pathway 

 
• Improved performance  
• improved staff experience  
• More flexible and rotational 

posts available 
• Improved survey results  
• Increased CPD opportunities  
• Reduced staff absence and 

turnover 
• Increased research volumes 

 
• Via national benchmarks 
• Staff survey data 
• Via  service user 

questionnaires  
• Via annual appraisals and 

ongoing performance 
monitoring. 

• Data on cover during staff 
sickness and holidays. 

• Number of ongoing and new 
research projects.  

Have aligned service 
processes and practices 
 

• Written documentation for 
clinical and operational 
processes available to all 
(regardless of  location) and 
staff know about them and use 
them  
 

• Via annual staff 
questionnaire 

• Audit 
• Via patient feedback on their 

experience of pathology 
services across the area 

Organisations benefits will be… 
To demonstrate efficient, 
effective pathology resource 
management 
 
Able to operate and flourish 
in a competitive market 
 

• Benchmarking shows cost 
effective service nationally 

• Productivity metrics increase  
• QIPP target is delivered as a 

minimum 
• Ability to deliver costs at a 

competitive market rate 
• Effective use of Estate and 

Equipment 
• Improved TATs 
• Market expansion 
• Pathology Website operational 
• Customer satisfaction survey 

• Real time, visual 
performance management 
data on the walls of all 
laboratories 

• Data on the efficient use of 
equipment 

• Retention of service 
contracts/winning of 
additional contracts 

• Reduced cost per test 
• Reduced overheads 

 

12 Post project evaluation plan  
Introduction  
NBT, working with UHBristol, will undertake a formal Post Project Evaluation of this project 
following its agreed methodology of: -  

• Evaluation with commissioners of achievement against outputs in clinical terms.  

• An evaluation of the project processes to ensure that lessons are learnt for future projects.  

An outline approach to Post Project Evaluation has been developed, with the following key 
stages. The objective of the evaluation will be to show the outcomes of the project against the 
original objectives. It will also attempt to show what would have happened if the project had not 
been undertaken.  

Stage 1: Project Appraisal  
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Post Project Evaluation to be undertaken to date is:  

• Set out objectives of Post Project Evaluation  

• Set out the scope of Post Project Evaluation  

• Define success criteria  

• Define performance indicators  

• Identify team members  

• State the proposed membership of the evaluation steering group  

• Identify the resources and budget  

• Develop a dissemination plan  

• Clarify timing of Post Project Evaluation  

• Use “Logical Framework Approach” methodology  

The NBT pathology department will designate a Project Evaluation Manager, who will lead an 
Evaluation Team consisting of:  

• Project Team members  

• Representatives of Commissioners  

Post Project Evaluation will be undertaken as an integral part of the monitoring of benefits 
realisation  

Stage 2: Project Monitoring and Evaluation  

The Pathology Manager will take responsibility for managing project monitoring from Business 
Case approval to implementation. Monitoring reports will be prepared quarterly and summarised 
for the Project Board 

Regular reviews of the original option appraisal will take place at key decision points to confirm or 
modify future plans.  

For Monitoring and Evaluation purposes, the scope of the project will comprise the following 
elements:  

• Changes in clinical practice  

• Improvement works monitoring  

• De-commissioning/re-commissioning of clinical areas 

Post completion, the functional suitability will be reviewed to address:  

• Completion against schedule  

• Rationale for any variations and mitigating action taken  

• Recommendations for future projects  

• Functional suitability of the facility  

Stage 3: Review of Objectives  

With due regard to the duration of the proposed schemes, the Trusts also envisage an interim 
review after the first full year.  

Performance will be monitored against baselines as defined in Stage 1, and against approved, 
modified baselines.  

Key Elements of Post Project Evaluation  
The elements involved are as follows:  
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• Measuring the success of the project in achieving its planned objectives  

• Monitoring the progress of benefits realisation  

• Identifying the reasons for any problems which arose  

• Assessing the management of risk  

• Identifying any necessary remedial action  

• Recording the lessons learned in order to improve the performance of subsequent 
projects  

• Disseminating the lessons learned from the project  

• Ongoing dialogue with the lead commissioners in order to ensure achievement of specific 
agreed objectives  

This will be a multi-disciplinary process, and will be contributed to by many levels within the 
Directorates and the Trusts. The key responsibilities and reporting mechanisms will be as follows:  

• The Project Manager will co-ordinate the process and be responsible for overall delivery 
of the plan. The Project Board will take the lead in the formal evaluation processes and 
will undertake the detailed consultation necessary with staff and users of services.  

• The Trusts Boards will receive the final report.  

• The Trusts will review dissemination of the Post Project Evaluation to all other 
stakeholders.  

Key Questions  
The fundamental questions to be addressed and specific pieces of work to be undertaken, via the 
mechanisms outlined above, are as follows:  

Objectives  

• How successfully have the project objectives been fulfilled?  

• Compared with the situation if the project had not been undertaken, what did the scheme 
deliver?  

• Is any remedial action necessary? If so, an action plan will be devised and implemented.  

Benefits  

• Monitor the progress of the benefits realisation plan.  

• Introduce any necessary corrective action.  

Value for money  

• Is the scheme delivering the expected value for money?  

• Is any corrective action required?  

Option appraisal  

• Could the original option appraisal have been improved, eg by considering a wider range 
of options or undertaking a fuller risk assessment?  

• Carry out qualitative assessment with benefit of hindsight?  

• What went well?  

• What could have been done differently and better?  

13 Involvement of key advisors 
 
In 2011, under the aegis of the Bristol Pathology Review an expert advisory panel chaired by Dr 
Ian Barnes, then National Clinical Director of Pathology considered the question of integrated 
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pathology services in Bristol. At that time the model under discussion for cellular pathology was 
very similar to the current model developed in this proposal. Though considering all disciplines in 
pathology the panel, when asked if they believed that the proposal for integrating laboratory 
services via a “central and essential services laboratory” model would deliver a high quality, safe 
and efficient service were supportive of this approach.  

14 Consequences of non-approval 
The current method of provision is not sustainable and non-approval would be regressive leading 
to an unravelling of some of the existing achievements and a moving backwards to two separate 
departments. 

This option was looked at as the separation model in the option appraisal. It is neither resilient 
nor sustainable. There was no support for this model during discussion at the workshops 
developing the different models. 

A number of risks and issues have been identified 

• The service will continue to fail to meet the existing quality standards  
• It may not be possible to fully implement double reporting 
• Specialist teams are too small to effectively cover leave and few teams have the resource 

to cover unplanned leave 
• Recruitment of consultants may remain problematic 
• The technical staff will fail to deliver their aspects of the quality standards 
• Scope for future efficiencies of new ways of working is lost 
• The separation model only meets one of the recommendations of the Inquiry concerning a 

single cellular pathology service 
• The loss of joint clinical leadership for the service across the city as the services will 

become separated  
• The accommodation at UHBristol will need to be refurbished 
• The reputation of the Trust may be damaged 
• The adverse reputation of the department may persist 

Though these risks and issues may affect the two organisations to differing extents, mitigation 
will require additional resource in the form of workforce to ensure a sustainable service to meet 
the needs of the clinical services 

Consultant staff 

The teams of specialist pathologists at UHBristol are too small to provide a resilient and 
sustainable service with the current model of specialist reporting. To maintain the current model 
whilst providing a resilient and sustainable service it is estimated that two additional consultant 
pathologists will be required at UHBristol. Changing the current model would reduce this to a 
single additional post but would require retraining of existing consultants to work across a wider 
range of specialist teams with subsequent risks to retention of existing staff. 

At NBT the current establishment is sufficient to cope with the existing workload and to maintain 
the current model of specialist reporting. 

Additional technical staff 

If non-approval occurs there will need to be investment in technical staff at both sites to ensure 
KPIs are met given current workload. 

15 Conclusions and recommendations  

The Bristol Histopathology Inquiry recommended a single Cellular Pathology service for Bristol to 
improve quality and performance. Neither the NBT nor UHBristol Cellular Pathology services 
currently meet the Royal College of Pathologists Key Performance Indicators, in particular the 
target turnaround times for reporting samples. Both services have historic issues in recruitment 
and retention of staff particularly at consultant level, which contribute to this poor performance. 
Neither service currently is of a scale to independently operate to the required level of 
specialisation or provide dual reporting with the current level of resource. 
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For the first time the Trusts have the opportunity to provide suitable accommodation for an 
integrated service at a single site and to operate this single service on a common IT platform, 
both of which are pre-requisites for the provision of an integrated service. 

Both trusts have worked collaboratively to define an operating model that can provide a resilient, 
safe, high quality Cellular Pathology service that is sustainable and can meet the requirements of 
both trusts. 

In conclusion, a single Cellular Pathology service for Bristol enables both trusts to meet the final 
outstanding recommendation from the Bristol Histopathology Inquiry.  It also enables the 
provision of a sustainable high quality service, the opportunity to bring the services together 
exists in a way that it has never previously been possible.   

This paper recommends that the Trust Boards of NBT and UHBristol approve this 
business case. 

 
Appendices 
 
Appendix 1 I&E Detail   
Appendix 2 Workforce Model 
Appendix 3 Essential Services Laboratory 
Appendix 4 Operating Model Options Appraisal 
Appendix 5 Sample Flowchart 
Appendix 6 Centralised Laboratory Level 0 
Appendix 7 Centralised Laboratory Level B 
Appendix 8 Frozen Section Requirements 
Appendix 9 Operating Standards 
Appendix 10 Pathology RC Path KPI Targets 

 
14. Cell Pathology Service Transfer Business case FINAL 2.docx 

 
22 

 



Appendix 1 Workforce Model 

 

WORKFORCE MODEL 

  

TOTAL 
WORKED 

WTE 
13/14 

FUTURE 
SERVICE  

WORKFORCE 
WTE 

INCREASE / 
(DECREASE) 

Non-medical staff 
   

 
Band 8b 2.00 1.00 (1.00) 

 
Band 8a 6.01 5.00 (1.01) 

 
Band 7 13.81 13.50 (0.31) 

 
Band 6 18.48 17.60 (0.88) 

 
Band 5 10.53 13.10 2.57 

 
Band 4 4.52 7.42 2.90 

 
Band 3 10.77 15.47 4.70 

 
Band 2 12.71 14.57 1.86 

 
Admin band 4 8.42 7.87 (0.55) 

 
Admin band 3 4.29 4.00 (0.29) 

 
Admin band 2 1.93 3.53 1.60 

 
Bank & agency 5.09 0.00 (5.09) 

 
Other 

  
0.00 

 
sub-total 98.565 103.06 4.50 

     Medical Staff 
   

 
Consultant incl locums 24.77 25.18 0.41 

 
Specialty registrar 9.89 10.50 0.62 

 
sub-total 34.65 35.68 1.03 

     Total 133.22 138.74 5.52 

     Total Expenditure £7,088k £7,116k £28k 
 

       
       
        
        

Pay expenditure shows a small increase compared to 2013/14.  Overall there will be an 
additional 5.52 WTE staff in post, but there has been a skill mix change with more junior staff 
and less senior lab staff. 

 

Staffing 

Cellular pathology remains a highly manual service for all staff groups and looking at 
technology available, further savings from automation at this time are limited. However the 
cellular pathology service run by NBT will continue to focus on the potentials provided by 



future technologies. In some areas it is possible to change the current processes such as in 
cervical screening where there are pilots in place assessing the feasibility of looking at high 
risk HPV strains as the primary assessment of cervical smears. This is predicted to 
significantly reduce the number of cervical smears screened by microscopy. This work is led 
by the National CSP and is likely to take at least 5 years to fully evaluate. There are other 
areas where the introduction of new techniques in cellular pathology has downstream effects 
on the costs of patient care such as in guiding cancer therapies. This can reduce whole 
system costs however these are not attributed to pathology. Considering each staff group 
separately: 

• Technical – given the increasing workload and the manual nature of much of the 
work there is little scope for changing the overall numbers of staff. Skill mix has already been 
looked at in the current service. Consolidating the service into a core laboratory and an ESL 
will create bigger teams and it is anticipated that this will enable extended days and 
weekend working to improve quality standards (Appendix 9). 

• Managerial – creating a consolidated technical service with a single management 
structure enables a reduction in management staff with some concomitant savings. 

• Pathologists – in histopathology every case has a report produced by a pathologist. 
Consolidating the service does not change this requirement however the additional flexibility 
as a result of consolidation will provide a more robust and responsive service. 

• Administrative – there may be scope for further efficiencies in this area linked to 
opportunities arising from IT. These include electronic requesting and voice recognition 

Discussions between NBT and UHBristol have suggested that the best approach is for all 
staff to be employed by the hosting organisation.  

 

 



Appendix 2 Essential Services Laboratory 
 
Essential Services Laboratory (ESL)  
 
1.0  Location 

The ESL will be based at UHBristol, with two potential locations currently being 
scoped.  The staffing, set up and running of the ESL will be the same regardless of 
location.  The most likely location is on level 9 of Zone A (QEB). The alternative is 
housing the ESL in the Bristol Dental Hospital.  This would allow the H&N pathologist 
to be collocated with their clinical duties. 

 
2.0 Layout 

The footprint required for the ESL is 135 m2 with a detailed breakdown as follows: 
Specimen reception, cut-up with specimen store, area for frozen sections and space 
for admin support    35 m2   
Offices for Consultants (six)  60 m2 
Hot desks (four)                         24 m2 
Desk for secretary                       8 m2 
Perinatal paperwork archive              8 m2 
Total                                     135 m2 

 
3.0 Equipment 

The equipment required to run the ESL are existing items which are currently based 
at UHBristol.  These items will transfer to NBTs asset register. 

 
4.0  Staffing 

The staffing planned to be based at the ESL is as follows: 
Consultant Histopathologist   x 6 
Biomedical Scientist band 6               x 1 
Medical Laboratory Assistant band 3  x 1 
Audit clerk band 2               x1 
Medical secretary band 4              x 1 

 
This level of technical support will allow for frozen sections and specimen dissection 
for those consultants based at the ESL.  In addition these members of staff will track 
cases in and out from UHBristol and NBT to ensure safe transportation.  The 
secretarial support is primarily aimed at the perinatal pathologists.  The current 
proposal is that the paediatric/perinatal and Oral MaxFax pathologists will remain 
based at UHBristol along with the other pathologists on a daily basis as frozen 
section and MDT cover demands.  Frozen sections will be performed on site in the 
same way as is currently managed.  Further work will be undertaken to explore 
alternative approaches to the provision of aspects of the frozen section service 
including rapid transport of specimens to the CL and scanning of digital images for 
remote reporting, both of which are in use in the UK in teaching hospital 
environments. 

 
5.0  Hours of Operation 

The ESL will operate from 9 – 5 from Mondays to Fridays.  Cover for leave will be 
provided from the Core Laboratory to ensure that there is appropriate cover at all 
times. 

 



 

 

APPENDIX 3 Operating Model Options Appraisal 

Appraisal of the different models 

Three models were described at the outset to focus discussion at the workshops. The advantages 
and disadvantages were discussed as well as an assessment of how each met the recommendations 
of the Histopathology Inquiry. The notes from the workshops and an assessment against the Inquiry 
recommendations are attached at Appendices 1, 2, 3 and 4. As mentioned above during discussion a 
fourth model was put forward taking features attributed to the collaboration and integration 
models. All 4 models are considered below against the following principles: - 

1. Resilience – the ability to respond effectively to a potentially disruptive situation 
2. Sustainability – the ability to be maintained over time 
3. Meets the quality standards in cellular pathology 
4. Fulfils the recommendations of the Histopathology Inquiry 

Separation  

There was no support for this model. It is considered regressive moving backwards to 2 separate 
departments and was not considered in as much detail as the other models 

1. It is not resilient. Some teams are too small to effectively cover leave and few teams have 
the resource to cover unplanned leave (Appendix 5). To enable resilience would require 
investment in additional staff in both the medical and technical areas 

2. It is not sustainable for the same reasons as in 1 above 
3. It would meet few of the existing quality standards without significant investment in 

additional staff 
4. It fails to meet all bar 1 of the recommendations of the Inquiry 

Collaboration 

The collaboration model is similar to how cellular pathology is trying to work currently establishing 
common ways of working and developing the specialist teams. There was some support for this 
model but it is evident that there are significant gaps when comparing with the principles.  

1. It is not resilient. In some areas the specialist teams are too small. There are several where, 
in effect, there is a team of 1 pathologist. Whilst this may be acceptable in a non-urgent area 
with backup from informal networks it is not acceptable in more acute areas. We currently 
have to outsource gynae oncology cases to cover leave. Teams of 2 which exist in other 
areas are not able to cover unplanned leave. To enable resilience would require investment 
in additional staff in both the medical and technical areas 

2. It is not sustainable. Whilst some specialist teams do work effectively across sites there are 
some that, for a variety of reasons, function as 2 separate specialist teams despite 
encouragement and support from the clinical lead. We have persistent consultant vacancies. 
Whilst the exact reasons for this are unknown it is reasonable to accept that current 
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arrangements and the lack of certainty over the future of cellular pathology are contributory 
factors 

3. A number of the quality standards in cellular pathology are not currently met. Performance 
in most of the turnaround time (TAT) KPIs consistently fails to meet the targets on both sites 
(Appendix 6). Analysis of these shows that there are pressures both in the technically led 
aspects of the process and the pathologist lead aspects that cannot be resolved without 
additional investment in staff. Currently it is not possible  to fully implement double 
reporting as full implementation requires recruitment of additional consultants and more 
effective cross organisation working 

4. As regards the recommendations of the Inquiry this model meets some, partially meets 
others and fails to meet the remainder 

Integration 

The integration model delivers a single service based on a single core laboratory and an essential 
services laboratory. A series of workshops under the aegis of Severn Pathology looked at this service 
model in detail identifying what service would be required in each specialist area at each site. The 
major concern raised with this model revolved around consultants being able to meet there clinical 
and academic responsibilities 

1. This model is more resilient. It creates larger specialist teams able to cover planned leave 
and more able to cope with unexpected, disruptive events. The larger teams of technical 
staff will also be able to cope with such events more effectively 

2. It is more likely to be sustainable. The specialist teams of consultants will be larger and are 
more able to provide professional support between their members. Further it is believed 
that recruitment into such a service mostly based in a purpose built new laboratory will be 
easier. A caveat is that the information expected from cellular pathology in each report is 
increasing with a concomitant increase in technical work and clinical input. This puts 
increasing pressure on all staff groups and this model does not provide a long term solution 
to this issue 

3. Bringing together all staff groups creating larger teams will enable different ways of working 
that will improve quality standards. It is anticipated that turnaround times will improve. 
Moving away from very small specialist teams of consultants will enable double reporting to 
be fully implemented 

4. This model can fulfil all the recommendations of the Inquiry 

Conglomeration 

This need for this model emerged during discussions to address the concern expressed by some 
consultants as to how they would be able to work across sites to fulfil their clinical and academic 
responsibilities. It is called the conglomerate model in the geological sense and entails the specialist 
teams working in a way that delivers the necessary service to clinicians supported by a matrix that 
includes the technical, administration, IT and logistic services.  
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1. This model provides a more resilient service. The technical and administrative service will 
benefit from the larger teams working in a purpose built facility as described previously. I 
developing each specialist team’s model of service provision criteria will be established to 
ensure that this provision is resilient  

2. Similarly this model delivers a more sustainable service. The larger technical and 
administrative teams will have the same advantages as mentioned in 1 above and the same 
criteria followed by the specialist consultant teams will make sure that the service is 
sustainable 

3. Bringing together all staff groups creating larger teams will enable different ways of working 
that will improve quality standards. Turnaround times will improve to exceed the RCPath 
KPIs of 80% of cases within seven calendar days and 90% of all cases within ten calendar 
days of a sample being taken. Moving away from very small specialist teams of consultants 
will enable double reporting to be fully implemented 

4. This model can fulfil all the recommendations of the Inquiry 

 

This 4th model taking features attributed to the collaboration and integration models as the favoured 
solution to provide a single cellular pathology service. It recognises that each specialist team is 
different and that a ‘one size fits all’ approach is inappropriate. It emphasises the need to revisit the 
work previously done on the service that each specialist team needs to deliver to the clinical teams.  
The model is described in more detail below 
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Compliance of model with Inquiry recommendations 

Recommendation 
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Notes 

A single Histopathology 
Service should be established 
for Bristol with the potential 
to be one of the leading 
service and academic centres  

× ±   An academic centre is not achievable within 
current resources 

Consultant staffing levels 
should be reviewed…  × ±   

These have been reviewed with additional 
staff funded though a shortfall remains 
against RCPath recommendations. 
Separation would require this to be looked 
at again as there are insufficient consultant 
staff at UHBristol to fully support specialist 
reporting. The collaboration model is 
neither resilient nor sustainable with the 
existing small teams at UHBristol 

The service should for the 
time being remain on two 
sites 

× ×   

"for the time being" means temporary. The 
Inquiry published its report in December 
2010 and the first opportunity for a 
permanent move to a single site is March 
2015. neither of the separation and 
collaboration models achieve this 
recommendation. The other models by 
creating a central laboratory with 
integrated management do 

The unified service should be 
managed by a lead Trust 
unless the two Trusts have 
been merged  

× ×  ± 
A Trust merger is not currently foreseeable. 
Therefore achieving this requires 
agreement across the organisations 

The unified service should 
have strong management 
and effective clinical 
leadership  

× ±   

To achieve a unified service not only 
requires this within the service but also 
from the mangement of the Trusts where 
an agreed vision and paln to deliver it from 
the executive teams is essential. Without 
this it is difficult to envisage how the 
existing mangement and leadership can be 
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replaced 

A Job Description for the post 
of Head of the new 
integrated department 
should be prepared  

×    
This recommendation clearly refers to a 
single integrated department. There is a 
current job description for the clinical lead 
though this fudges some aspects of the 
role. 

All future consultant 
appointments should be joint 
appointments…  

×    
This is currently the case, however it has 
not been possible for some of the newer 
consultants to work across sites as was 
envisaged due to the difficulties of cross 
site working with small specialist teams 

Consultants should work 
across both sites when 
necessary to provide the 
optimum service to patients.  

× ±   

Some consultants currently do work across 
sites though though the need to minimise 
the inherent inefficiencies of travel 
between sites suggests this 
recommendation is best met by an 
integrated or conglomerate model 

Specialisation should be 
developed with full 
participation in appropriate 
EQA schemes and 
attendance at relevant CPD 
events  

× ±   

All consultants are expected to participate 
in the appropriate EQA schemes and to 
focus their CPD on their areas of work. 
However the numbers of consultants in 
specialist teams currently in the 
departments is too small to provide a 
resiliant and sustainable service 

The MDTs in both Trusts 
should be reviewed to 
promote collaboration 

    
This has happened up to a point however it 
is clear that other services would benefit 
from reconfiguration across the sites 

An audit programme should 
be established for all 
specialties 

×    
Each speciality has been asked to develop 
its own audit programme with some audits 
mandated for all teams 

The BRI histopathology 
department should be 
upgraded  

× ×   
This has partially happened but much of the 
department is little changed since I was a 
medical student in the 70s 

Implementation of a unified 
histopathology service for 
Bristol should be carefully 
planned and should include 
direct involvement of all 

× ±   

A series of workshops was held in the 
autumn of 2011 to scope the services 
required in a core laboratory and in ESLs. 
These were attended by consultants and 
technical staff as well as. In some cases, 
members of the clinical teams. This is also a 
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consultants and other staff…  regular topic at our Bristol Cellular 
Pathology Forum. The attendance of some 
consultants at this monthly meeting is poor 
despite 50% attendance being an objective 
in their job plans 

The histopathology service 
should place the provision of 
excellent services to patients 
at the centre of everything it 
does. Personal and 
organisational rivalries 
should not be allowed to 
stand in the way of the 
provision of excellent 
services 

× ±   

As part of the Severn Pathology proposal 
describing an integrated service extensive 
discussions took place with representatives 
of patients and the public to assure them of 
the advantages of this service model. The 
Inquiry identied a number of risks to the 
provision of an excellent service some of 
which remain in both the separation and 
collaboration models. the conglomerate 
model specifically refers to the need for 
each specialist team to describe how it will 
support the clinical team  
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Flowcharts for Cellular Pathology samples in Conglomerate model 

All NBT samples 

Core lab at NBT for specimen 
dissection, cutting, staining 

and reporting 
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Flowcharts for Cellular Pathology samples in Conglomerate model 

UHBristol samples where 
pathologist is based at Core 

Lab 

Core lab at NBT for specimen 
dissection, cutting, staining 

and reporting 



Flowcharts for Cellular Pathology samples in Conglomerate model 

UHBristol frozen section 
samples 

Yes No 

Sample to ESL and 
reported  

Slide produced at 
ESL and digital link 
to NBT for reporting 

Is the pathologist at 
the ESL 

Slides to NBT for 
archiving 



Flowcharts for Cellular Pathology samples in Conglomerate model 

UHBristol cytology samples 

Yes No 

Sample stained in 
clinic and reported  

Specimen sent to 
NBT for reporting 

Is the case from a 
one stop clinic at 
UHBristol 

Slides to NBT for 
archiving 



Flowcharts for Cellular Pathology samples in Conglomerate model 

UHBristol samples where 
pathologist is based at ESL 

ESL for specimen 
dissection 

Slides returned to 
ESL for reporting 

Processing, 
cutting and 
staining at Core 
Lab 

Slides to NBT for 
archiving 



Review of frozen sections at UH Bristol 

The purpose of the review is to provide information on the frozen section service provided at UH Bristol to inform discussions on the future model for 
provision of a single cellular pathology service for Bristol 

Study period - April 2013 to March 2014 inclusive, a period of 52 weeks 

Data was extracted from the LIMS system at UH Bristol 

Duplicates were removed 

The number of frozen section specimens per case and the day of the week the frozen sections were performed were calculated 

The cases were divided into a number of categories as follows: - 

1. Primary diagnosis 
2. Surgical margins 
3. LN metastases 
4. Is this lesion tumour 
5. Specific 
6. Other 

The cases were allocated to the appropriate specialist team 

This analysis excludes the following: - 

• Breast frozen sections (13 cases) as these are private work and the source of the specimens is the Spire 
• A single parathyroid specimen as this was private and had been sent to the wrong hospital from the Spire 
• A single skin case as it cluttered up the tables 

APPENDIX 5 
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Table 1 shows the cases by specialist team, by day of week and by category 

Count of cases Reason for frozen      

Team/Day Primary diagnosis 
Surgical 
margins LN metastases 

Is this lesion 
tumour Other Grand Total 

GI 3 23 15 46  87 
Monday 1 1 2 6  10 
Tuesday  5 3 9  17 
Wednesday  6 4 12  22 
Thursday 2 9 1 10  22 
Friday  2 5 8  15 
Saturday    1  1 

Gynae 2 3 3   8 
Tuesday 1     1 
Wednesday 1 1 1   3 
Thursday  2 2   4 

H&N 8 33 8 2 1 52 
Monday 3 4 1   8 
Tuesday  3 2  1 6 
Wednesday  4 3   7 
Thursday 3 11 1   15 
Friday 2 11  2  15 
Saturday   1   1 

Lower GI 1   2  3 
Thursday    1  1 
Friday 1   1  2 

Lung 84 12 4 3  103 
Monday 6 4 1   11 
Tuesday 14 2 1 1  18 
Wednesday 25 1 2 1  29 
Thursday 29 3    32 
Friday 9 2  1  12 
Saturday 1     1 

Grand Total 98 71 30 53 1 253 
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Table 2 shows the cases by specialist team, by day of the week and by number of specimens 

Count of cases 
Number of 
specimens per case        

Team by day of week 1 2 3 4 5 6 7 9 
Grand Total 

of cases 
GI 53 22 9 1 2    87 

Monday 6 2 1  1    10 
Tuesday 10 4 1 1 1    17 
Wednesday 12 5 5      22 
Thursday 11 9 2      22 
Friday 13 2       15 
Saturday 1        1 

Gynae 6 2       8 
Tuesday  1       1 
Wednesday 3        3 
Thursday 3 1       4 

H&N 17 8 5 10 8 2 1 1 52 
Monday 4  1 1 2    8 
Tuesday 2 1  3     6 
Wednesday 1 2 1 1 1 1   7 
Thursday 4 3 1 3 2 1  1 15 
Friday 5 2 2 2 3  1  15 
Saturday 1        1 

Lower GI 3        3 
Thursday 1        1 
Friday 2        2 

Lung 80 18 4   1   103 
Monday 5 5 1      11 
Tuesday 15 2 1      18 
Wednesday 22 5 1   1   29 
Thursday 28 3 1      32 
Friday 9 3       12 
Saturday 1        1 

Grand Total 159 50 18 11 10 3 1 1 253 
Table 3 shows the cases by specialist team, by category and by number of specimens 
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Count of cases with 
Number of 
specimens         

Team/reason for frozen 1 2 3 4 5 6 7 9 
Grand 
Total 

GI 53 22 9 1 2    87 
Primary diagnosis 2 1       3 
Surgical margins 11 8 3  1    23 
LN metastases 9 2 3 1     15 
Is this lesion tumour 31 11 3  1    46 

Gynae 6 2       8 
Primary diagnosis 1 1       2 
Surgical margins 3        3 
LN metastases 2 1       3 

H&N 17 8 5 10 8 2 1 1 52 
Primary diagnosis 5 3       8 
Surgical margins 4 4 5 8 8 2 1 1 33 
LN metastases 5 1  2     8 
Is this lesion tumour 2        2 
Other 1        1 

Lower GI 3        3 
Primary diagnosis 1        1 
Is this lesion tumour 2        2 

Lung 80 18 4   1   103 
Primary diagnosis 69 15       84 
Surgical margins 5 3 4      12 
LN metastases 3     1   4 
Is this lesion tumour 3        3 

Grand Total 159 50 18 11 10 3 1 1 253 
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Table 4 shows the number of frozen by team per month 

Count cases Per month            

Team Jan Feb Mar Apr May June July Aug Sept Oct Nov Dec Grand Total 
GI 9 3 5 5 11 9 7 14 5 7 7 5 87 
Gynae      1  3  1 3  8 
H&N 4 2 4 3 7 2 7 4 5 8 4 2 52 
Lower GI        2 1    3 
Lung 9 8 9 10 9 5 5 6 10 7 17 8 103 
Grand Total 22 13 18 18 27 17 19 29 21 23 31 15 253 

 

Table 5 shows paediatric frozen sections by team, reason and day of week including the number of specimens with each case. Specific here refers to 
Hirschsprungs 

Paediatrics 
Number of 
specimens     

Team, Reason & Day 1 3 4 5 Grand Total 
H&N 1    1 

Primary diagnosis      
Wednesday 1    1 

Paed 4 4 2 2 12 
Specific      

Tuesday 2   1 3 
Wednesday 1 1   2 
Friday 1 3 2 1 7 

Grand Total 5 4 2 2 13 
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Cellular Pathology Service: Operating Standards 
 
There will be many challenges in creating a new service formed by the bringing together of the 
Department of Cellular Pathology at NBT and the Department of Histopathology at UHB. The 
vision is to create, 
 
 “an integrated, safe, innovative and efficient NHS-led pathology service which can thrive in 
the competitive and dynamic environment.” 
 
In order to achieve that aim, there is a need to describe a set of operating principles and standards 
which will enable the new service to function effectively. This document seeks to describe those 
standards. 
 
Staffing 
 
(a) All laboratory staff will be able to demonstrate evidence of training, competency and continuing 

professional development relevant to the roles that they perform. This will be to conform with 
current regulation and Trust and professional guidance. 

(b) Staff managed to conform with current regulation and Trust and professional guidance eg 
appraisal  

(c) Staffing levels to be able to meet agreed requirements of users. 
(d) Workforce development will consider succession planning and the optimal use of extended 

roles for clerical, scientific and technical staff. An integrated training plan will facilitate this and 
seek to provide a more flexible and responsive workforce with improved job satisfaction. 

 
Specialist Teams 
 
Pathologists will function in Specialist Teams and the following principles will apply, 
(a) Each specialist team or distinct section thereof must have a minimum of 3 consultant 

pathologists involved in reporting the work unless formal networking arrangement exist with 
other centres. The detail of this will need to be described by each specialist team. 

(b) The work within each specialist team or distinct section thereof should be split so that all the 
pathologists involved undertake sufficient reporting to maintain their skills and competency. 

(c) This split of work should be described in a rota produced regularly, shared within the service 
and outside the service where appropriate. This rota should cover the essential aspects of the 
specialist work including cutup, reporting, frozen sections and MDT attendance. 

(d) Annual and study leave will be covered within the team. Leave will be planned so that there 
are normally at least 2 members of the specialist team at work. 

 
Tests 
 
(a) Available tests shall include all tests that meet the requirements of users of the service, 

whether by in-house analysis or outsourced (sent away). The service will agree with users 
which tests should be available and should ensure that appropriate (preferably electronic) 
communication links are in place for the requesting and reporting of tests. National guidance 
will be considered when advising users of the most appropriate investigations and the content 
of reports. 

(b) Laboratory IT systems shall send results to primary and community care using appropriate 
messaging systems to ensure compliance with NLMC data standards. 

(c) All methods used will meet national and international guidance. Where methods may change 
consideration will be given to ensure that results obtained will not differ significantly from those 

APPENDIX 6 
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obtained in other UK laboratories, particularly those laboratories serving the local population. 
New methods will be appropriately validated and verified. 

 
 
 
Reports and reporting 
 
(a) Routine report production will follow the following principles, 

• A pull system will operate and cases from the pull system that don’t require further work or 
discussion with colleagues will be dictated the day they are ‘pulled’ 

• Cases allocated to consultants requiring cut-up issued before (a time to be agreed) that 
don’t require further work or discussion with colleagues will be dictated the same day 

• There will need to be an allowance for cases involving trainees 
• The macro description will be dictated at the time of cutup. It will be typed before the case 

leaves the laboratory 
• Cases where the report is dictated between 09:00 and 15:00hrs will be ready for sign out 

within 2 hours. 
• Cases where the report is dictated between 15:00 and 09:00hrs will be ready for sign out 

before 11:00hrs 
• Cases where the report is dictated before 15:00hrs will be ready for sign out by 17:00hrs 
• Cases will be signed out by consultants at least twice a day, once must be at the end of the 

working day. 
(b) Cancer resections will be reported using a template or proforma in accordance with National 

guidance 
(c) A standard, fully documented, has been established to define cases that require double 

reporting or which should be sent for specialist opinion. 
(d) The laboratory will define and document which results must be telephoned urgently to a 

responsible clinician. 
(e) The service will have a system in place to identify cases remaining unreported longer than is 

anticipated, and shall have a documented system to manage and report these cases. 
Exception reporting shall be undertaken of all cases (including decalcified cases) remaining 
unreported after 20 calendar days 

 
Timeliness of reports 
 
(a) Diagnostic cytology and histopathology cases will be reported, confirmed and authorised to 

exceed the RCPath KPIs of 80% of cases within seven calendar days and 90% of all cases 
within ten calendar days of a sample being taken.. The expectation is that the majority of 
specimens will be reported in less than 3 working days obviating the need for an urgent work 
stream.  

(b) Turnaround times shall be monitored, recorded and published. .  
(c) Results for cervical screening will be available to meet national standards currently 98% within 

14 days of a woman having had a sample taken.  
(d) To facilitate a timely reporting of cases a set of operating principles described in Appendix A 

will be followed. 
 
EQA 
 
(a) The service will participate in qualitative, quantitative and interpretive EQA schemes 

appropriate to its repertoire.  Individual pathologists will be expected to participate in 
professional schemes relevant to their areas of practice. In the absence of an accredited EQA 
scheme covering an area, the pathology service shall participate in an alternative EQA 
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scheme covering this aspect of the service repertoire or use inter-laboratory comparisons to 
ensure that results are similar in different laboratories. 

(b) A procedure will describe how EQA submissions are managed including any poor 
performance issues. 

(c) A report of laboratory performance in all quantitative EQA schemes will be published using a 
standard format, and available to service users and patients. 

 
Incidents and complaints 
 
(a) The service will ensure there is a log for documenting laboratory-based errors and shall 

demonstrate evidence of measures introduced to reduce the chance of similar future errors.  
Risks to the service will be managed in accordance with Trust requirements. 

 
User requirements 
 
(a) The service will have system in place to gather record and act upon feedback from service 

users.  
 
Accreditation 
 
(a) The service will seek to achieve accreditation with UKAS, CQC, NHSCSP and the HTA and 

meet the requirements of all other regulators and authorities to which the department provides 
services. 
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Appendix A: Ensuring a timely laboratory service 
 
All specimens will be dealt with according to these standards. There will be no urgent workstream. 
 
Receipt and booking in of cases 
 
Booking in will be organised so there are no delays in cutup 
 
Cutup 
 
(a) Specimens requiring cutup must be cutup as soon as they are sufficiently fixed. 
(b) Medical staff cutup will be rostered and timetabled. This will be treated as a fixed commitment 

with an expectation that consultants will attend on time. 
(c) Three categories of specimens are described: - 

Category 1:  Specimens requiring simple transfer from container to cassette 
Category 2: Specimens requiring use of a knife to prepare tissue for processing within 

the competencies of the BMS 
Category 3:  Specimens requiring use of a knife to prepare tissue for processing requiring 

the skills of a consultant pathologist 
(d) Category 1 specimens will go onto the processor the day they arrive in the laboratory. 

Potential advantages of the provision of in-day rapid processing will be evaluated. 
(e) Categories 2 & 3 specimens will go onto the processor on the day they are cutup 
(f) There will be a process to ensure specimens are prepared to fix rapidly on the day of receipt 

(opening bowels, slicing breasts etc.) 
(g) Saturday cutup will be evaluated 
 
Processing 
 
The following principles will apply, 
(a) Blocks coming off a processor before 09:00hrs will be embedded, cut, stained and issued by 

15:00hrs 
(b) Blocks coming off a processor before 15:00hrs will be embedded, cut, stained and issued the 

same day. 
(c) Blocks coming off a processor after 15:00hrs will be embedded, cut, stained and issued before 

12:00hrs the following working day. 
 
Immunohistochemistry and special stains 
 
Cases requiring immunohistochemistry or special stains will ready the same day if the request is 
received by 12:00 or, if received later, by 12:00 the following working day. 
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APPENDIX 7

KPI Measure Context Target

KPI 1.1 Provision of Senior Staff (Consultant grade staff with FRCPath) 100%

KPI 1.2 Senior Staff Cover Handover (Availability of Consultant staff for 24/7 365 services) 100%

KPI 1.3 Senior Staff Appraisal (Consultant/Consultant Equivalent staff) 100%

KPI 1.4
Senior Staff Clinical Professional Development (Registration and satisfactory performance of Consultant 
equivalent staff in RCPath CPD Scheme) 100%

KPI 2.1 Training Future Laboratory Staff (numbers in training Medical, Scientist + BMS) 15-30%

KPI 2.2 Undergraduate, post graduate and primary care teaching (participation and publication of training activities) Publication of Activity

KPI 3.1 Integrity of Data Transmission (ensuring error free data transfer processes) 100%

KPI 3.2
Messaging to Primary Care Community (use of standardised messaging to primary to ensure error free data 
transfer) 100%

KPI 3.3 Demand Management (reduction of unnecessary test, ensuring appropriate testing is used) 100%

KPI 3.4 Test Repertoire (repetoire of tests to meet clinical practice of service users) 100%

KPI 3.5 Point-of-care testing (governance structure for point of care testing) 100%

KPI 3.6
Long-term stability of methods (mechanisms to ensure all test are appropriatelay validated and  result 
consistency over time is documented) 100%

KPI 3.7
Incident + Error Reporting (Recording and review of errors. Local standard of definition of corrective action in 28 
days for all notified errors is reported) 90%

KPI 4.1
Communication of results to Patients (audit against reporting standards for results given directly to patients e.g 
Warafrin monitoring) 100%

KPI 4.2 Patient Opinions (Annual patient users survey) 100%

KPI 4.3 Quantitative user satisfaction survey (annual Rcpath user survey and incorporation in plans for service delivery) 100%

Availability of clinical advice at MDT's (Pathologist Presence) 90%

Availability of clinical advice at MDT's (Designated lead cancer pathologist attendance) 66%

KPI 5.2 Cellular Pathology cancer resection reports contain template/proforma reports 95%

KPI 5.3
Documentation of cellular pathology second opinions (concordance and recording processes for second 
opinions) 100%

KPI 6.1 Critical Result Communication (evidence of effectiveness of laboratory critical result communication policy 100%

KPI 6.2 Communication of microbiological isolates of potential significance for infection control/prevention 100%

KPI 6.3
Timeliness of responding to requests for clinical advice (evidence of effectiveness of systems for providing 
clinical advice on request) 100%

Cellular pathology reporting times : 80% in 7 days 80%

Cellular pathology reporting times : 90% in 10 days 90%

KPI 6.5 Monitoring cellular pathology delayed reports (unreported cases > 20 days) 100%

KPI 6.6
Turnaround times linked to patient pathways (definition and audit of turnaround time for specific patient 
pathways) 100%

KPI 6.7 Policy for provision of results and blood products for patients with massive haemorrhage 100%

KPI 6.8 A+E blood sciences turnaround times (one hour receipt - result availability) 90%

HLA typing of deceased donors for solid organ transplantation (typed to minimum resolution) 100%

HLA typing of deceased donors for solid organ transplantation (result available within 8 hours) 80%

KPI 6.10 HLA typing for haemapoeitic stem cell transplantation NOT PROVIDED AT NBT

KPI 6.11 Routine antenatal screening tests (HepB, HIV, Syphilis 21 and rubella) NOT PROVIDED AT NBT

KPI 6.12 Late presentation antenatal screening tests NOT PROVIDED AT NBT

KPI 7.1
Analytical EQA Schemes Participation (participation and performance monitoring of External Quality Assurance 
Schemes, use of appropriate alternative mechanisms to assure qulaity where no EQA scheme is available) 100%

KPI 7.2 Interpretive EQA Schemes Participation (Histopathology, Cytopathology, Biochemistry) 100%

KPI 7.3 EQA Scheme Results Publication 100%

KPI 6.4

KPI 6.9

Timeliness of reports and clinical advice

External Quality Assurance

Interpretive Clinical Advice and engagement with MDT's

KPI 5.1

Repertoire of Tests and Integrity of Reporting Results

RC Path KPI Targets 

Staffing

Training and Education

Engagement with Patients and Users
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