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University Hospitals Bristol NHS

MHS Foundation Trust

Unconfirmed MINUTES of a Public Meeting of the Trust Board of Directors held on 28
May 2014 at 10:30 in The Conference Room, Trust Head Quarters, Marlborough Street,
BS1 3NU

Board Members Present

e John Savage — Chairman
e Robert Woolley — Chief Executive

e Paul Mapson — Director of Finance &
Information

e Carolyn Mills — Chief Nurse
e Sean O’Kelly — Medical Director
e James Rimmer — Chief Operating Officer

e Sue Donaldson — Director of Workforce and
Organisational Development

e Lisa Gardner — Non-executive Director

¢ Kelvin Blake — Non-executive Director

e Guy Orpen — Non-executive Director

e Alison Ryan — Non-executive Director

e Jain Fairbairn — Non-executive Director

e David Armstrong — Non-executive Director
e John Moore — Non-executive Director

e Julian Dennis — Non-executive Observer

e Jill Youds — Non-executive Observer

Others in Attendance

e Julie Dawes — Interim Trust Secretary

e Xanthe Whittaker — Head of Performance
Assurance & Business Intelligence/ Deputy
Director of Strategic Development

e Sue Silvey — Public governor (Lead governor)
e Mo Schiller — Public governor

e Anne Ford — Public governor

¢ Clive Hamilton — Public governor

e Brenda Rowe — Public governor

e John Steeds — Patient governor

e Anne Skinner — Patient governor

e Pam Yabsley — Patient governor

Peter Holt — Patient governor

Wendy Gregory — Patient governor

Sue Milestone — Patient governor
Florene Jordan — Staff governor

Marc Griffiths — Appointed governor
Jeanette Jones — Appointed governor
Kaj Kamalanathan, Locum Consultant
Alistair Johnstone, Locum Consultant
Bob Skinner, Foundation Trust member

Sarah Murch — Membership PA/Administrator
(minutes)

Item

Action

1. Chairman’s Introduction and Apologies

The Chairman called the meeting to order. He extended a particular welcome to Julie

Dawes, who had this month joined the Trust as Interim Trust Secretary, replacing Charlie
Helps. He said farewell to lain Fairbairn, whose term of office as Non-executive Director
would end on 31 May 2014. He recorded the Board’s gratitude and thanks for everything

Iain had done for the Trust.

Apologies had been received from Deborah Lee and Emma Woollett.
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2. Declarations of Interest

In accordance with Trust Standing Orders, all Board members (including observers) present
were required to declare any conflicts of interest with items on the Meeting Agenda.

No declarations of interests were received.

3. Minutes and Actions from Previous Meeting

The Board considered the Minutes of the meeting of the Trust Board of Directors dated 28
April 2014 and approved them as an accurate record.

Actions:

Action 221: Histopathology Services update. The Chief Executive reported that work was
continuing and that there was no further update to give at this stage.

Actions 263 and 277: Patient Experience stories. The Chief Executive reported that the
Board had discussed at a recent Board Development Seminar its intentions around hearing
from patients about their experiences. It was noted that whist today’s Patient Experience
Story was in the traditional style, the Executive Team were currently exploring ways
providing more direct feedback from patients at future meetings.

Action 267: Performance recovery plan for patient access standards, and how this should
be reported to Monitor. The Chief Executive reported that the Board had already approved
in the Trust’s Annual Plan declaration its forward risks in 2014/15 regarding its
achievement of the 4-hour A&E target, the 62-day cancer target and the 18-week Referral-
to-treatment time target. The performance recovery paper had been in this regard entirely
consistent. However, he took on board the point that had been made about expressing the
Trust’s determination to meet these standards to Monitor. Item closed.

Action 273, 274 and 278: Organisational learning and recording actions from meetings.
The Chief Executive confirmed that the Board and the Executive had discussed these three
actions and he emphasised that they were committed to learning and demonstrating their
learning in an effective way. He asked for the assistance of all Board members in being
clear about their conclusions and actions at the end of any discussions. These items were
closed.

Action 282: Funding flow for the National Institute of Health Research Clinical Research
Network. The Chief Executive reported that further details would be brought back in due
course to the Audit Committee as requested.

Action 218: National Cancer Survey and Action Plan — recruitment update. The Chief
Nurse reported progress on the recruitment of a melanoma nurse specialist. The post had
been approved, and had been advertised three times, but had not been appointed to yet. The
post would sit across the Divisions of Medicine (Dermatology) and Specialised Services
(Oncology).

Actions 279 and 281: Infection Control reporting. The Chief Nurse would report back on
these actions to the June Board meeting.

Action 280: Infection Control: change in cleaning score. The Chief Nurse reported that a
paper had now been approved by the Service Delivery Group and the Infection Control
Committee. The Trust would be aligning its cleaning standards against the national

7
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specifications for cleanliness, and she advised that the aims for the risk categories would
have an impact on the RAG Rating. More detail would be provided in the next Infection
Control report to the Board.

Action 158: Report on Staff Engagement. The Director of Workforce and Organisational
Development had provided a paper on staff engagement for today’s meeting. Item closed.

Action 161: Workforce planning. The Director of Workforce and Organisational
Development confirmed that strategy and planning would be discussed at the July Board
Development Seminar.

Matters Arising

Referring to Action 263, Jill Youds, Non-executive Observer, reiterated that she would still
like to receive a response from the Executive Team about the culture of empathy throughout
the organisation. The Chief Executive agreed that a proposal would be presented at a future
Board meeting about how the Board could best address patient experience and issues
associated with compassionate care. He added that the Trust had agreed to bring in a senior
executive from the retail industry who had been placed with the Trust from the NHS
Leadership Academy, and who would work specifically on this agenda.

There were no further Matters Arising.

(Action
263)

4. Chief Executive’s Report

The Chief Executive provided the Board with updates on the following matters:

1. The Chief Executive congratulated North Bristol Trust on the official opening of the
Brunel Building at Southmead Hospital this month. He was pleased that UH Bristol had
been able to offer support through the very significant changes, particularly through the
transfer of Emergency Department services on 19 May.

2. Also during the month, UH Bristol had successfully transferred specialist paediatrics
from Frenchay Hospital into new and remodelled facilities in the Bristol Children’s
Hospital, which was now officially designated as the main paediatric trauma centre for
the South West. The helideck had become operational and had been used for emergency
transfers of patients. Redevelopment work was continuing, and the Trust could expect
handover of Level 5 of the new ward block on Terrell Street at the end of June. The
Chief Executive was pleased to report that an Office of Government Commerce
Gateway review around the state of readiness on the Trust’s capital scheme had been
rated ‘Green’ and that it was therefore proceeding well.

3. With reference to the proposed review of children’s congenital heart services in Bristol
to be overseen by Sir [an Kennedy, the Chief Executive reported that draft Terms of
Reference had been sent by NHS England to the concerned families. Feedback would be
received next week, after which a formal announcement would follow. He would inform
staff and governors accordingly.

4. The Trust hosted a visit last week from the New Congenital Heart Disease Review team.
This was a national review undertaken by NHS England following the demise of the
Safe and Sustainable Review into children’s heart surgery, and the new review looked at
children’s and adults’ services together. The team visited the Trust’s facilities and
discussed services provided with staff, directors, governors, patients and families. They

Action
294

Action

295
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would report back in due course, and the Chief Executive would keep the Board
updated.

5. The Trust’s celebrations for Nurses Day on 7 May had included a very inspiring talk
from Dame Claire Bertschinger. The Chief Executive congratulated the award-winners.
There had also been successful celebrations for Clinical Trials Day last week featuring
talks from leading clinicians and research-themed events. The Trust’s pharmacy service
was among the finalists for the Health Service Journal award for improving safety in
medicines. The Chief Executive also reported that CHKS, which supplied the Trust with
clinical benchmarking services, had rated the Trust for another year running as one of
their top 40 hospitals.

The Chief Executive invited questions. In reference to the Kennedy review of children’s
congenital heart services, Guy Orpen, Non-executive Director, asked that those present take
note of the Board’s commitment to supporting the staff in paediatric cardiac surgery. While
the Board would of course co-operate with the review and be frank with the public, it also
had an absolute requirement to sustain the quality of the service, and implicit in that was the
morale of the staff. The Chief Executive echoed these sentiments.

There being no further questions the Chief Executive concluded his report.

Delivering Best Care

5. Patient Experience Story
The Board received and reviewed this report from the Chief Nurse.

Carolyn Mills, Chief Nurse, directed the Board to the key issues contained in the story. It
had been a complimentary story that had been posted on the Trust’s website by a member of
staff who had been very impressed with the care that her young child had received while
attending the Emergency Department at Bristol Children’s Hospital and after having been
admitted to hospital.

The Chairman welcomed the story, adding that while the Patient Experience Story at the
Public Trust Board meeting generally focussed on areas in which there had been problems,
it was useful on occasion to be reminded that the Trust actually received much more positive
feedback than complaints.

There being no further questions the Chair drew this item to a close.

6. Quality and Performance Report

The Board received and reviewed the Quality and Performance Report.

Quality and Outcomes Committee Chair’s Report

Alison Ryan, Chair of the Quality and Outcomes Committee, reported that whilst it was
acknowledged that the Committee had sought assurance on whether the Risk Register was
sufficiently up-to-date, assurance was provided by the Executive Team that further work in
conjunction with the Audit Committee was still required to ensure that the two committees
were properly aligned in order to oversee the Trust’s risk management assurance process.

The Committee had also enquired about the Trust’s processes for identifying serious
incidents, and had received assurance that staff knew when and how to report serious
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incidents and that the process was audited.

In a discussion about the Quality and Performance Report, the Committee specifically
emphasised that its focus on meeting targets for Clostridium difficile and 62-day cancer
waits was due to the impact of these on patients, rather than because they were on the
Monitor framework. The Committee had welcomed signs of improvement in many areas,
such as the fact that progress trajectories were now reported in the Access report.

The Committee had received the National Inpatient Survey and had also received a detailed
report on Workforce which had been very useful. The Committee had also looked in some
detail at the learning points in a report on Serious Untoward Incidents, though these had
appeared to be mainly isolated incidents with little common learning.

Finally, the Committee had reviewed the current cycle of reports received by the committee
and had identified a number omissions, in particular for issues regarding external partners.
It was noted that the Terms of Reference were in the process of being reviewed by the
Committee and would be submitted to the Board in due course for the required approval.

Performance Overview

Xanthe Whittaker, Head of Performance Assurance & Business Intelligence/ Deputy
Director of Strategic Development reported that the overall health of the organisation had
stayed broadly similar to that reported last month. Following reductions in the level of
patient complaints and hospital acquired pressure sores, six of the seven indicators of patient
experience, quality of care and clinical effectiveness were now GREEN rated. This reflected
the sustained improvements seen across a range of quality indicators in recent months
including falls, pressure sores and antibiotic prescribing compliance, for which further
details were provided in the exception reports contained in the Quality & Performance
Report.

The length of stay of patients discharged in the month increased in April. This was primarily
due to more long stay patients being discharged in the period. Importantly though, there
were fewer long stay patients in hospital at month-end than reported in the previous three
months. Although the improvement in this, and other measures of patient flow, had
translated into better performance against the A&E 4-hour maximum waiting time standard,
the 95% national standard was narrowly missed in April. It was confirmed that the Referral
to Treatment Time (RTT) Non-admitted and 62-day GP cancer standards were currently on
track with our recovery trajectory.

Xanthe reported that the Trust had an overall score against Monitor’s Risk Assessment
Framework of 3.0. This would equate to a GREEN rating, in the absence of the repeat
failures of two standards for which Monitor had requested further information. The
standards failed for the quarter to date were the A&E 4-hour standard, the RTT Non-
admitted standard and the 62-day cancer standards.

The number of Clostridium difficile cases was currently above the internally set target for
the month, and was following the seasonal trends seen in previous years. However, at
present the number of reported cases was below the centrally set limit of 10 cases for the
quarter, and below Monitor’s minimum reporting level of 12 cases. Work was continuing,
nonetheless, to identify the causes of any cases deemed on further investigation to be
avoidable, in order to put preventative measures in place where possible. This included
ongoing work with Commissioners and the community to try to reduce the number of

10
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patients coming into hospital with Clostridium difficile.

Board Review

Kelvin Blake, Non-executive Director, noted that the Trust was making good progress
regarding care of the elderly and dementia care, but he appealed for greater compassion to
be evident in the action plan. Carolyn Mills responded that, while the Exception Report
necessarily comprised a very clear set of actions, she did not believe that there was any
evidence that staff were not compassionate in this area. Robert Woolley pointed to the Trust
Values, adding that perhaps the Board needed to be able to describe how it was seeking to
influence the culture of the organisation and set the expectations for the type of care that
staff should provide.

John Moore, Non-executive Director, welcomed the news that there were fewer long stay
patients in hospital at month-end, and enquired whether this was due to relationships with
external bodies being established or whether it was a seasonal effect. James Rimmer
responded that there was new structural behaviour, and in particular there were two key
factors, the Green to Go list, and the Long Length of Stay list, both of which were showing
improvement, but that it was too early to say whether they were fully embedded. In response
to an additional question by John Moore, James added that there was an improved
relationship with Bristol City Council’s Social Care, particularly through the Breaking the
Cycle initiative, and that the data showed a significant improvement, but again, he would
caution that the improvements were not yet fully embedded.

Jill Youds, Non-executive Observer, welcomed the impressive set of actions around
dementia, and also wished to commend the staff on Ward 7 for their very pro-active
approach to dealing with falls.

Guy Orpen enquired whether the Quality and Outcomes Committee would also be reviewing
performance indicators that were not required by Monitor, but which were very useful, for
example, the Green To Go list, and Alison replied that it would.

With reference to the Workforce statistics, Lisa Gardner, Chair of the Finance Committee,
reported that the Finance Committee had discussed numbers of staff and overage,
particularly in Medicine. She observed that, while nursing staff were being recruited to
120% in order to provide cover for those going off sick, it had come to light that in the event
that a member of staff was off sick, cover was still being drafted in from Bank and Agency.
Sue Donaldson confirmed that the Executive team were aware of this, and were working
with the Divisions to reduce the historical reliance on temporary staff as substantive staff
numbers are increased.

Clive Hamilton, Public Governor, referred to the Serious Incident Themes report, and
particular the two serious drug incidents that had resulted in major and moderate harm. He
voiced his concern and asked when the outcome of these inquiries would be known. Sean
O’Kelly, Medical Director, confirmed that investigations were underway and, once
complete, the investigation reports would be considered by the Patient Safety Group and
Clinical Quality Group to make sure that those groups for the appropriate action. Alison
Ryan confirmed that the Quality and Outcomes Committee would also receive these reports
and seek the necessary assurance. The Chairman assured those present that the Trust was
very mindful that they were not just dealing with incidents and signing them off, but that
they were concerned with the patient’s journey and their final outcome.

Action
296

11
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Anne Skinner, Patient Governor, wished to pass on some positive feedback from ward
interviews on Wards 22-23 that she had taken part in. She had observed excellent care and
she praised the nurses and the general atmosphere. She enquired whether all staff training
covered dementia issues, and Carolyn Mills confirmed that it was covered in Corporate
Induction for all members of staff, with a greater level of detail for those who required it.

There being no further questions the Chair drew this item to a close.

7. National Staff Survey Results and Action Plan

The Board received and noted this report from the Director of Workforce and
Organisational Development.

The Director of Workforce and Organisational Development, Sue Donaldson, introduced the
item by explaining that the summary paper on the 2013 National Staff Survey Results was
an overview of a more detailed discussion that had taken place in the Quality and Outcomes
Committee in April. There had also been other discussions in committees across the Trust
which were ongoing, including in the Senior Leadership Team, the Transformation Board,
and with Staff Side representatives. The paper had been informed by the work of Michael
West (Professor of Organisational Psychology at Lancaster University Management School,
Visiting Fellow at the King’s Fund and author of ‘Quality and Safety in the NHS:

Evaluating progress, problems and promise”). The overall programme of work was largely a
cultural change programme rather than an immediate fix to a few problems, although as it
was recognised that cultural change took time, some early priorities were being established.

She wished to highlight in particular that the Trust recognised that there was a significant
link between staff engagement and patient experience. It was intended to explore this link in
more depth using additional resources that had been made available through the Fast Track
Executive Programme. She asked the Board to support the programme of work.

Jill Youds, Non-executive Observer, welcomed the report’s understanding of the clear
connection between staff experience and patient experience. She sought clarification from
the Chief Executive as to the general level of commitment around the broader Senior
Leadership Team to this agenda. The Chief Executive gave assurance that the entire Senior
Leadership Team was fully committed to it.

With reference to the report’s table setting out the overall trends in the findings relating to
UH Bristol and the staff survey over the last five years, John Steeds, Public Governor,
observed that staff experience appeared to be declining across the board, and commented
that the issues raised appeared the same as they had been a year previously.

Marc Griffiths, Appointed Governor, welcomed the report, particularly in relation to work-
related stress and wellbeing. He too, was keen to see that the work would have the
commitment and support of the Senior Leadership Team to ensure that it was carried out.

Alison Ryan, Non-executive Director, reminded those present that the line management
lower down had the biggest impact on front-line staff. She assured members that the
Quality and Outcomes Committee recognised that staff issues were the key to getting patient
care right; however, the tension arose in the need to achieve a balance between the
immediate unremitting clinical pressures of patient care, and the investment in time that was
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required to develop competencies and reduce stress.

Kelvin Blake, Non-executive Director, felt that a sense of urgency was required. It was
entirely unsurprising, he commented, that NHS staff felt beleaguered, given the lack of pay
increases, the financial constraints that they were working under, the increasingly complex
nature of their activity, and the significant changes being made to the health service.
However, he cautioned that this should not be used as an excuse not to fix what could be
fixed at UH Bristol.

In response to a question from John Moore, Non-executive Director, about increasing the
sample size, Sue Donaldson affirmed that this year’s annual staff survey would be
distributed to all members of staff.

There being no further questions the Chair drew this item to a close, adding that the Board
fully welcomed and supported this programme of work and looked forward to seeing the
results.

8. National Inpatient Survey

The Board received and noted the report from the Chief Nurse.

Carolyn Mills, Chief Nurse, explained that this paper provided a summary of the Trust’s
performance in the Care Quality Commission’s 2013 National Inpatient Survey of patients’
views about their care. It was noted that the Trust was rated average in terms of performance
around patients, with 59 out of 60 scores classed as being ‘about the same as most other
Trusts’. However, she explained that the aim was to be ahead of the game, and to this end,
the Trust was engaging in benchmarking and learning from other Trusts. She confirmed that
no UH Bristol scores had been classed as being ‘better than most other trusts’, but one score
had been classified as being ‘worse than most other trusts’: whether patients were given
sufficient privacy in the Emergency Department. The team in the Emergency Department
was currently looking into this.

Carolyn explained that the next step was to pull together the actions linking them with other
work. Alison Ryan added that the national survey had been discussed at the Quality and
Outcomes Committee meeting on 27 May, and they found it helpful to look at the report in
the context of the Trust’s own local patient surveys. It had been noted that it did not seem
very representative of the demographics of the community served by the Trust.

The Board received and noted the report. There being no further questions the Chair drew
this item to a close.

9. Implications of National Quality Board Guidance - Guidance to nurse,
midwifery and care staffing - Capacity and Capability.

The Board received and noted this report from the Chief Nurse.

Carolyn Mills, Chief Nurse, explained that this paper had been provided for information. It
set out the Trust’s response to the National Quality Board Guidance published last October.
There were 10 expectations around actions that the Trust needed to take in relation to
ensuring robust and safe staffing levels. She highlight three areas in particular which must
be delivered by June 2014:

e The Public Trust Board would receive a 6-monthly report detailing and evaluating its
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staff capacity and capability. This would come to the June Board meeting.

e Displayed on noticeboards outside each ward would be details of planned and actual
numbers of staff for each shift and the number of patients on the ward. Pictures of
uniforms would also appear on the boards to clarify the different roles.

e A committee of the Board would receive on a monthly basis a detailed report around
numbers of staff expected to work and numbers actually worked, to be published in the
public domain.

Guy Orpen, Non-executive Director, asked that the opportunity be taken to update
noticeboards to address other issues, such as informing patients how to give feedback on
quality of service, or how to raise complaints (both areas in which the Trust scored poorly in
the CQC’s 2013 National Inpatient Survey). Carolyn agreed to look into this, adding that it
would be helpful to have governors’ views on the kind of information that could usefully be
provided on ward noticeboards.

There being no further questions the Chair noted the report and drew this item to a close.

Action
297

Action
298

Delivering Best Value

10. Finance Report

The Board received and reviewed this report from the Director of Finance and Information.

Paul Mapson, Director of Finance and Information, reported that the first month’s results
showed a deficit of £0.193m (before technical items), representing an adverse variance of
£0.7m against plan. It was reported that there has been an underperformance on income and
an underperformance on savings. This was largely due to a shortfall in operating plans, and
the Trust was therefore working on delivering more savings to improve this. He added that
underachievement early in the year was normal, as savings plans were not phased equally,
and some of the increase in activity built into the Trust’s contracts would not be seen until
later in the year. It was noted that there were a few issues in cost control which the Trust
was trying to address, particularly the use of temporary staff. He also reported that the Trust
was still failing a continuity of service rating as there was very good liquidity, it was slightly
behind on its capital programme but there was no scheme slippage, and the Trust was
working on clearing some of its older debts.

There being no further questions the Chair drew this item to a close.

11. Finance Committee Chair’s Report

The Board received and reviewed this report from the Chair of the Finance Committee.

Lisa Gardner, Chair of the Finance Committee, reported that the Committee had registered
their concern that the Trust still did not have a balanced Operating Plan. It was noted that the
divisions were expected to submit their revised plans to the Executive Team in June 2014,
The Committee reviewed in detail the updated Financial Plan, including management of the
2014/15 position and mitigating the known risks.

The Committee also considered the changes required to the Capital Investment Policy. They
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could report that there were no significant issues with it, and recommended its approval.

The Committee reviewed the annual accounts and commended the Finance Team for
delivering such a clean set of accounts with no significant issues. The Committee had
recommended that Annual Accounts to the Audit Committee held on 27 May 2014 and also
the Board for approval

It was noted that the Committee had received a report regarding how the reference costs
were calculated and had confirmed that they were satisfied with the Trust’s costing
processes and systems.

The Chair invited questions or comments on the Finance Report.

Marc Griffiths, Appointed Governor, sought assurance that the Board had anticipated that
the model of income for students used by HE South West would be changing and Paul
Mapson and Lisa Gardner confirmed that they had anticipated this risk.

In response to a question from John Moore, Non-executive Director, about whether Month 1
results were difficult to report accurately, Paul Mapson responded that the processes were
far better than they used to be, though the results for Month 2 would be more informative
about the direction the Trust was going.

In response to a question from Clive Hamilton, Public Governor, about what special
measures had been adopted to deal with poor savings performance in Surgery Head and
Neck, Paul Mapson responded that there was a plan. He added that the operating model
needed to be seen in context, and that the plan of Patient Flow was key to this.

There being no further questions the Chair drew this item to a close.

12. Capital Investment Policy 2014/15
The Board received this report from the Director of Finance and Information.

Paul Mapson, Director of Finance and Information, introduced this item, adding that he had
tabled an extra paper that summarised the changes that were required to the Capital
Investment Policy. He explained that the Policy was reviewed on a regular basis and would
be followed by a review of the Standing Financial Instructions and Scheme of Delegation In
June 2014. The Policy described what schemes would be referred to the Board, and what
would be described as high risk investment under Monitor guidance. He explained that the
approval thresholds were described, the financial criteria had been changed, and the
weightings had been changed to tie in with how the Trust prioritised capital schemes.
Monitor had also announced recently a change in the way reportable transactions were made
to them in terms of high risk schemes.

The Board approved the revised Capital Investment Policy.

There being no further questions the Chair drew this item to a close.

Corporate Governance

13. Governor’s Log of Communications

A report had been circulated of all recent questions asked by Governors through the
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Governors’ Log of Communications and responses from Executives that had received. The
Chairman commented that Non-executive Directors had been reading the Log and were
finding it useful. Wendy Gregory, Patient Governor, informed the Board that she had added

two supplementary questions to her Log item since the report was printed, and she described

her questions to the Board. She also suggested that each Executive response be circulated to
all governors as soon as it was received, rather than just to the governor that originated the
enquiry. John Savage reiterated his commitment to ensuring that governors’ questions were
answered formally through the Log procedure, through which the responses were available
as a matter of record in the Log.

There being no further questions the Chair drew this item to a close.

14. Annual Review of the Directors’ Interests
The Board received and noted this report.

It was noted that amendments were required to this report as several Non-executive
Directors (Jill Youds, John Moore and Guy Orpen) had more information to add to their
Directors’ Interests.

The Chairman reminded members that it was necessary to declare all current interests and
asked Directors to be clear if one of their interests had a direct link to the Trust’s work.

There being no further questions the Chair drew this item to a close.

Action
299

Information and Other

15. Any Other Business

Governor Elections: The Chairman provided an update on the recent election results. On
behalf of the Board he expressed his sincere gratitude and farewell to those governors who
had ended their terms of office on 31 May 2014, and congratulated those who had been
successfully re-elected.

There being no further business the Chair thanked everyone for attending and closed the
meeting at 12:02.

16. Date of Next Meeting

Public Trust Board meeting: 30 June 2014 at 10:30 in the Conference Room, Trust
Headquarters, Marlborough Street, Bristol BS1 3NU.
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Chief Executive

Chief Executive

Chief Executive

Chief Executive

Chief Nurse
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263

282

294

295
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g Date___Publ
28/11/2013 Public

27/03/2014 Public

28/04/2014 Public

28/05/2014 Public

28/05/2014 Public

28/11/2013 Public

/ Private

10. Partnership Programme Board

Patient Experience Story

10.ational Institute for Health Research Clinical Research Network, West of

4. Chief Executive's report

4. Chief Executive's Update

6. National Cancer Survey & Action Plan

pt
The feasibilty of options for further integrationof histopathology services, including, location and
phasing timescales for physical integration were being discussed. Further information to be provided

to the Board meeting in January 2014.

The Chief Executive concluded that the Board were pinpointing the need for the Executive to
consider the application of empathy in a systematic and more visible way, considering the specific

features of the isation and its staff,

it families who have serious concerns or

who are bereaved or about to be bereaved. He said that the executive would report back to the

Board.

John Moore asked for further details of the flow of funding and asked to see the governance
structure for the flow and for that of procurement, for the organisations that managed the funding.

3 With reference to the proposed review of children’s congenital heart services in Bristol to be
overseen by Sir lan Kennedy, the Chief Executive reported that draft Terms of Reference had been
sent by NHS England to the concerned families. Feedback would be received next week, after which
a formal announcement would follow. He would inform staff and governors accordingly.

4[he Trust hosted a visit last week from the New Congenital Heart Disease Review team. This was a

national review undertaken by NHS England following the demise of the Safe and Sustainable Review

into children’s heart surgery, and the new review looked at children’s and adults’ services together.

The team visited the Trust’s facilities and discussed services provided with staff, directors, governors,

patients and families. They would report back in due course, and the Chief Executive would keep the

Board updated.

Wendy Gregory stressed the importance of Cancer Nurse Specialists and asked for reassurance that
the lack of a nurse specialist for Melanoma would be addressed. Ruth Hendy advised that a strategy
was being discussed by divisions for cross-working as people progressed on their pathways and

would form part of divisional operating plan
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Action to be Taken Date to Report Back
28/05/14 The Chief Executive reported that 30/06/2014
work was continuing and that there was no

further update to give at this stage.

27/03/14 The Chief Executive — Partnership
Programme Board. Histopathology Services —
the Senior Leadership Team had received in
March and supported a proposed model for
the future configuration of cellular pathology
services in Bristol and agreed what the next
steps should be. A detailed financial appraisal
and the seeking of clarity regarding the
balance between a centralised laboratory and
satellite services, would follow with update to
the Board in due course

27/02/2014 Further progress not reported

30/01/14 The Chief Executive advised that
options were being considered with partners
at North Bristol Trust, in fulflling the one
‘main outstanding recommendation in the
Mishcon Inquiry report of 2010 (re the
integration of the two cellular pathology
departments in Bristol). He advised that the
Joint Clinical Director had been leading that
process — further information was expected

28/05/14 30/06/2014
Jill Youds, Non-executive Observer, reiterated
that she would stilllike to receive a response
from the Executive Team about the culture of
empathy throughout the organisation. The
Chief Executive agreed that a proposal would
be presented at a future Board meeting about
how the Board could best address patient
experience and issues associated with
compassionate care. He added that the Trust
had agreed to bring in a senior executive from
the retail industry who had been placed with
the Trust from the NHS Leadership Academy,
and who would work specifically on this
agenda.

27/03/14 Report back at future Board
meeting

28/05/14 30/07/2014
The Chief Executive reported that further

details would be brought back in due course

to the Audit Committee as requested.

The Chief Executive said that there was a case
for describing to the Audit Committee at its

next meeting how the Trust operated hosting
across all the institutions that it was a host for

Staff and governors to be informed 30/06/2014
Chief Executive to update the Board 30/06/2014
28/5/14 The Chief Nurse reported progress 30/06/2014

on the recruitment of a melanoma nurse
specialist. The post had been approved, and
had been advertised three times, but had not
been appointed to yet. The post would sit
across the Divisions of Medicine
(Dermatology) and Specialised Services
(Oncology)

28/11/13 Emma Woollett suggested an
update to the Board be provided after six
months.
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Chief Nurse
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279
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161
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28/04/2014 Public

28/04/2014 Public

28/04/2014 Public

28/04/2014 Public

28/05/2014 Public

28/05/2014 Public

27/06/2013 Public

28/05/2014 Public

28/05/2014 Public

6. Patient Experience Story

8. Infection Control Quarterly Report

6. Infe

n Control report

6. Infection Control Report

Implications of National Quality Board Guidance ~ Guidance to nurse, midwifery and care staffing — Ca

Implications of National Quality Board Guidance - Guidance to nurse, midwifery and care staffing - Ca

5d - Quality and Performance Report - Board Review

6. Quality & Performance report

14.8nnual Review of the Directors’ Interests

Carolyn Mills replied that there was a need to understand in what the format the Board required
stories to be presented. She would work with teams to rectify the format of information and report
back to the Board,

Lisa Gardner asked for clarification regarding some of the targets contained in the Infection Control
report. Deborah Lee replied that thought needed to be put as to how to draw the Board's attention
to the salient points.

John Moore was pleased to see that the cleaning audit had been put in place and asked when it had
been implemented. Carolyn Mills advised that the period had been about 6 weeks and the cleaning
score was to be changed to align with national standards.

Jill Youds asked that the infection control training compliance be RAG rated.

The Public Trust Board would receive a 6-monthly report detailing and evaluating its staff capacity
and capability. This would come to the June Board meeting.

Guy Orpen, Non-executive Director, asked that the opportunity be taken to update noticeboards to
address other issues, such as informing patients how to give feedback on quality of service, or how to
raise complaints (both areas in which the Trust scored poorly in the CQC's 2013 National Inpatient
Survey). Carolyn agreed to look into this, adding that it would be helpful to have governors’ views on
the kind of information that could usefully be provided on ward noticeboards

John Moore referred to the Workforce report, requesting a greater understanding of the process by
which the Trust planned its staff numbers. He particularly wanted to know how the Trust reconciled
s increase in Bank and Agency spend with the focus on providing cost savings and high quality care.
Claire Buchanan confirmed that she would provide a detailed summary of workforce planning as part
of a future Board Seminar on the topic.

With reference to the Workforce statistics, Lisa Gardner, Chair of the Finance Committee, reported
that the Finance Committee had discussed numbers of staff and overage, particularly in Medicine.
She observed that, while nursing staff were being recruited to 120% in order to provide cover for
those going off sick, it had come to light that in the event that a member of staff was off sick, cover
‘was still being drafted in from Bank and Agency. Sue Donaldson confirmed that the Executive team
were aware of this, and were working with the Divisions to reduce the historical reliance on
temporary staff as substantive staff numbers are increased

It was noted that amendments were required to this report as several Non-executive Directors (Jill
Youds, John Moore and Guy Orpen) had more information to add to their Directors’ Interests.
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28/05/14

The Chief Executive reported that the Board
had discussed at a recent Board Development
Seminar its intentions around hearing from
patients about their experiences. It was noted
that whist today’s Patient Experience Story
was in the traditional style, the Executive
Team were currently exploring ways
providing more direct feedback from patients
at future meetings.

Carolyn would work with teams to rectify the
format of information and report back to the
Board.

28/05/14
The Chief Nurse would report back on these
actions to the June Board meeting.

Chief Nurse to discuss the production of
future reports.

28/05/14

The Chief Nurse reported that a paper had
now been approved by the Service Delivery
Group and the Infection Control Committee.
The Trust would be aligning its cleaning
standards against the national specifications.
for cleanliness, and she advised that the aims
for the risk categories would have an impact
on the RAG Rating. More detail would be
provided in the next Infection Control report
to the Board.

Further details to be provided at the next
meeting.

28/05/14

The Chief Nurse would report back on these
actions to the June Board meeting.

Chief Nurse to discuss and advise

Chief Nurse to advise date of first report

Carolyn to update to Board

28/05/14

The Director of Workforce and Organisational
Development confirmed that strategy and
planning would be discussed at the July Board
Development Seminar.

Detailed summary of workforce planning to
be provided at May 2014 Board Seminar.

Sue Donaldson to give an update

Trust Secretariat to update register.

30/06/2014

30/06/2014

30/06/2014

30/06/2014

30/06/2014

30/06/2014

30/06/2014

30/06/2014

30/06/2014 Amendments made to Interests register



APPENDIX A

SENIOR LEADERSHIP TEAM

REPORT TO TRUST BOARD — JUNE 2014

1. INTRODUCTION

This report summarises the key business issues addressed by the Senior Leadership
Team in June 2014.

2. COMMUNICATIONS

The Senior Leadership Team noted the monthly report on the activities of the
Communications Department.

3. QUALITY, PERFORMANCE AND COMPLIANCE

The group noted the Trust’'s performance against Monitor's Compliance Framework.
There continued to be significant performance issues in respect of accident and
emergency 4-hour waits, 18 week Referral to Treatment times for Non-Admitted patients
and Cancer standards. The weekly meetings to oversee recovery, chaired by the Chief
Executive, continued.

4. STRATEGY AND BUSINESS PLANNING

The group received and approved the Monitor Strategic Plan subject to final edits and
confirmed their support for the Declaration of Sustainability.

The group noted the action plan ahead of the Care Quality Commission inspection in
September.

The group received and approved the Estates Strategy and specifically the
development of two outline business cases, as next step in taking the strategy forward.

The group received and approved the service specification for the provision and
operation of a catering outlet on Level 9 of the BRI, subject to changes reflecting its
aspirations for a wide range of food for staff and visitors.

5. RISK, FINANCE AND GOVERNANCE
The group received and noted an update on the financial position.

The group received and noted an update on Essential Training compliance.

The group received and approved a capital pre-commitment for the BNSSG Connecting
Care Stage Two Business Case.

The group received and approved the Future Outpatients Administration Model
business case, and supported option 2 to recruit to new trust wide outpatient manager
and deputy posts who will manage administration teams centralised within each clinical
division.
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The group approved the start date of consultation for the transfer of the South West
Cleft Service to UH Bristol.

The group received and noted an update on Transforming Care, and the intention to run
Breaking the Cycle Week Together initiative in the Children’s Hospital in September, as
well as an additional week in the BRI in August with a focus on quality.

The group approved the revised Performance Management Framework.

The group approved the Quarterly Patient Experience Report and the Quarterly
Complaints Report.

The group approved the action plan for the arrangements for managing high-risk clinical
environments and equipment, and approved a power outage review action plan.

The group approved staffing principles for setting nursing establishment in general
areas.

The group supported the proposal to establish a workforce and organisational
development group, and the Terms of Reference subject to a review of the membership.

The group approved the Board Assurance Framework report onward submission to the
Trust Board.

The group approved the Emergency Planning and Resilience Response Annual Report,
including the plan for 2014/15 and approved the Terms of Reference for the Civil
Contingencies Committee, Business Continuity Planning Group and Major Incident
Planning Group.

Reports from subsidiary management groups were noted.

The group noted risk exception reports from Divisions.

6. RECOMMENDATIONS

The Board is recommended to note the content of this report and to seek further
information and assurance as appropriate about those items not covered elsewhere on
the Board agenda.

Robert Woolley
Chief Executive
June 2014
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5. Patient Story

Purpose

To share with the Board members a patient story to support the triangulation of the Board’s quality
assurance role.

Abstract

Alison and Sue’s Story

Context

Despite the significant reduction in healthcare associated infections they still occur too frequently, crating
serious distress and hard for patients and their families as a result. In this short film Alison and Sue
discuss their personal experiences of both an MRSA and C-difficile infection and the impressions of the
healthcare services that they were left with as a result.

By way of setting a context to the Trust Board meeting the story underlines the importance of sustaining
the quality-centred culture we promote at UH Bristol.

This is a third party patient story. With that in mind Trust Board is asked to consider:

e What does this story add to our understanding of the quality of services our patients and their
families expect of us?

This film which was made in its original form in partnership with the NHS Institute for Innovation and
Improvement, is now being used in a re-edited format by the National Institute for Clinical Excellence
(NICE) as part of the Board Development Programme toolkit.

Recommendations

The Board is recommended to receive the report

Report Sponsor

Carolyn Mills — Chief Nurse
Tony Watkin PPI lead

Appendices

e Video
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Alison and Sue’s Story

Context

Despite the significant reduction in healthcare associated infections they still occur too frequently,
creating serious distress and harm for patients and their families as a result. In this short film Alison
and Sue discuss their personal experiences of both an MRSA and C-difficile infection and the
impressions of healthcare services that they were left with as a result.

By way of setting a context to the Trust Board meeting the story underlines the importance of
sustaining the quality-centred culture we promote at UH Bristol.

This is a third party patient story. With that in mind Trust Board is asked to consider:

e What does this story add to our understanding of the quality of services our patients and
their families expect of us?

This film which was made in its original form in partnership with the NHS Institute for Innovation and
Improvement, is now being used in a re-edited format by the National Institute for Clinical
Excellence (NICE) as part of the Board Development Programme toolkit.
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07 Quality and Performance Report

Purpose

To review the Trust’s performance on Quality, Workforce and Access standards.

Abstract

The monthly Quality & Performance Report details the Trust’s current performance on national
frameworks, and a range of associated Quality, Workforce and Access standards. Exception
reports are provided to highlight areas for further attention and actions that are being taken to
restore performance.

Recommendations

The Board to receive the report for assurance.

Report Sponsor

‘Overview’ — Deborah Lee (Deputy Chief Executive/Director of Strategic Development)
‘Quality’ — Carolyn Mills (Chief Nurse) & Sean O’Kelly (Medical Director)
‘Workforce’ — Sue Donaldson (Director of Workforce & Organisational Development)
‘Access’ — James Rimmer (Chief Operating Officer)

Appendices

e Appendix A —
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SECTION A - Performance Overview
Summary

There was a slight improvement in the overall ‘health’ of the organisation relative to
last month, with a decrease in RED rated indicators by one. The key changes in
indicators this month include the number of hospital acquired pressure sores (grade 3
and 4) returning to RED rating. However, sustained improvements continue to be seen
across a range of quality indicators including, overall falls and pressure ulcer
incidence, medication errors and both Friends & Family Test coverage and scores.
There has also been a further reduction in complaints, despite the continued
challenges faced in improving access times against a backdrop of increasing patient
complexity and demand for services.

Only one of the three measures of efficiency is now RED rated, with Theatre
Productivity having improved to a GREEN rating in the period. The Outpatient
Appointment Hospital Cancellation Rate has shown an improvement for the fourth
successive month. The overall Length of Stay of patients discharged in the month
decreased by 0.45 days relative to the previous month, but remains above the RED
threshold. Positively, although the proportion of long stay patients being discharged in
the month was slightly lower than previous months, there were still fewer patients in
hospital that had stayed over 14 days by month-end, than seen in the previous five
months. These improvements in patient flow continue to support improved
performance against the A&E 4-hour maximum waiting time standard, although the
95% standard was again narrowly missed in the period.

Three of the four measures of financial performance remained GREEN rated in the
period, with all four indicators showing an improvement on last month. The level of
Savings achieved against plan remains below the RED threshold, reflecting delays in
the divisional plans taking effect at this early stage in the year. The current
performance against both measures of Delivering Our Contracts at present represent
the potential for year-end achievement based upon current forecasts. This assessment
will be reviewed and refined each month as performance to date is confirmed and
further work to secure future achievement is undertaken. Staff sickness rates continue
to be the focus of significant attention and have reduced again, although remain
AMBER rated. The staff turn-over rate, reported for the first time as part of the
Barometer, is also amber rated. Both indicators of the Trust’s Research activities
continue to be GREEN rated.

The Trust currently has a Service Performance score of 3.0 against Monitor’s Risk
Assessment Framework. This score reflects the failure to achieve the A&E 4-hour
standard, Referral to Treatment Time (RTT) Non-admitted standard, and 62-day GP
Cancer Standard for the quarter to date. Whilst the number of reported cases of
Clostridium difficile is above the internally set target for the month and for this reason
is presently considered at risk, it remains below the minimum reporting level set by
Monitor and is expected to return to within target following an assessment of those
which are not attributable to the Trust under new guidance. On the basis of the score
alone the Trust would be rated GREEN. However, the failure to achieve the A&E 4-
hour standard and RTT Non-admitted standards represent repeated failures which
trigger governance concerns under the Risk Assessment Framework. For this reason
Monitor has requested and received further information as to the causes of the failures
of the standards, including the 62-day GP cancer standard, along with the Trust’s
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recovery plans and progress against these for the quarter to date. The Trust is
expecting confirmation of the quarter 4 rating following Monitor’s regional board
meeting in July. This assessment will result in Monitor returning the Trust to its
GREEN rating or pursuing further formal investigation.
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PERFORMANCE OVERVIEW

SECTION B - Organisational Health Barometer

Providing a Good Patient Experience

ID Indicator

A03

ID Indicator

BO1

ID Indicator

Previous Current YTD Thresholds
AO01 Patient Experience Tracker Score N/A Green: >= 86
Red: <85
. o
A02  |Patient Complaints as a Proportion of Activity 0.238% 0.226% 0.232% Green: <0.21%
Red: >0.25%
Same Sex Accommodation Breaches (Number of Green: 0
Patients Affected) Red>>0
Delivering High Quality Care
Previous Current YTD Thresholds
Incidence of Hospital Acquired Pressure Sores 1 Green: 0
(Grades 3 or 4) Red:>=1
B02 Number of Inpatient Falls Per 1,000 Beddays Green <5.6
Red: >=5.6
Keeping People Safe
Previous Current YTD Thresholds
Cco1 Number of Serious Incidents (Sls) 5 7 12

Cc02 Cumulative Number of C.Diff cases

Being Accessible

ID Indicator

D01 18 Weeks Admitted Pathways

D02 Number of Cancer Standards Failed

D03 A&E 4 Hour Standard

Previous Current YTD

Below Trajectory

Thresholds

Green: >=90%
Red: <85%

Green: 0
Red: >=2

Green: >=95%
Red: <95%

28

Change
from
previous

»
2
»

Change
from
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*
*

Change
from
previous

*

Change
from
previous

¥
*

Notes

Current month is April 2014. Green and Red thresholds raised gloing into 2014/15.

Notes

No RAG rating for YTD. Zero tolerance for Grade 3 or 4 Pressure Ulcers, so Red threshold
changed from "greater than 1" to "greater than or equal to 1".

Notes

Notes

Previous is confirmed Q3. Current is confirmed Q4. YTD is Q1, Q2, Q3 and Q4.
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Being Effective

ID

EO1

E02

Indicator

Summary Hospital Mortality Indicator (SHMI) - In
Hospital Deaths

30 Day Emergency Readmissions

Being Efficient

ID

FO1

F03

FO4

ID

G01

G02

ID

Indicator

Overall Length of Stay (Spell)

Theatre Productivity - Percentage of Sessions
Used

Previous Current YTD

Previous Current YTD

Thresholds

Green: <65
Red: >=75

Below 13/14 Readmission Rate

Thresholds

Green: <= Quarterly target 3.79
Red: >= Quartrely target 3.79

Green: >=90%
Red: < 90%

Outpatient appointment hospital cancellation 10.7% 9.5% 10.1% Green: <=6.0%
rate Red: >=10.7%
Valuing Our Staff
Indicator Previous Current YTD Thresholds
Turnover 111% 11.2% 11.2% Green: < target
Red: >=10% above target
Staff Sickness 4.4% 3.8% 3.8% Green: < target
Red: >=0.5 percent pts above target
Promoting Research
Indicator Previous Current YTD Thresholds

HO2

HO3

Cumulative Weighted Recruitment

Percentage of Studies Meeting the 70 Day
Standard (Submission to Recruitment)

Green: Above 2012
Red: Below 2012

Green: >=30% (Upper Quartile)
Red: <27.7% (Median)
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Change
from
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Change
from
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Change
from
previous
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$

Change
from
previous

Notes

Previous is March 2014 and Current is April 2014. Data now uses the "2013 Baseline" rather
than the "2012 Baseline". Target thresholds have been changed to reflect benchmark
performance

Previous is March's discharges where there was an emergency Readmission within 30 days.
Current is April's discharges. Threshold changed to be based on 2013/14 data.

Notes

The target for 2013/14 and 2014/15 for this overall indicator of Length of Stay has been derived
from the Trust's bed model.

Notes

Arrow indicates change in terms of variance from target.

Notes

Current (and YTD) is rolling Calendar YTD position. Previous is Jan-Feb 2014 and Current is Jan-
Mar 2014

Current is Q4 2012/13-Q3 2013-14. Previous is Q3 2012/13 - Q2 2013/14. Updated Quarterly.
No change from last month.
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Governing Well

ID

Jo1

Indicator

Monitor Governance Risk Rating

Delivering Our Contracts

The Previous column represents Month 1. Current (and YTD) represents Month 2 2014/15.

ID

K01

K02

Indicator

Financial Performance Against CQUINs
(£millions)

Contract Penalties Incurred - Variance From Plan
(£millions)

Managing Our Finance

ID Indicator

Lo1 Monitor Continuity of Service

L02 Liquidity

L03 Capital Service Capacity

L04 Savings plan achievement
Notes

Previous Current YTD

Previous Current YTD

Current YTD

Previous

Unless otherwise stated, Previous is April 2014 and Current is May 2014

Thresholds
Green: <4
Red:>=4

Thresholds
>50% Green
<50% Red

Green: Below Plan
Red: Above Plan

Thresholds

Green: >=3.0
Red: <2.5

Green: >=3.0
Red: <2.5

Green: >=3.0
Red: <2.5

Green: >=90%
Red: <75%

YTD (Year To Date) is the total cases/cumulative score for the year so far, from April 2014 up to and including the current month

RAG (Red/Amber/Green) rating only applied to YTD where an agreed target number of cases/score exists.
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Change
from
previous
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Change
from
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Change
from
previous

»

»
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*

Notes

Previous shows the Q4 poisition. Current shows the current position in quarter 1 to date.
Whilst the rating is currently GREEN, Monitor is undertakeing further investigations into the
repeated failure against a number of standards.

Notes

YTD and Current is Potential year-end rewards. Previous is Month 1. To date in 2014/15 no
assessment of performance has been carried out. Assumption in monitoring data has been
that plan=actual - to be updated when estimate of actual performance is known.

Data is variance above (+) or below (-) plan, with a higher negative value representing better
performance.YTD and Current is variance reported for May - The only penalty assessed in May
is Readmissions, all others assumed on plan - to be updated when estimate of actual
performance is known. Previous is variance reported in Month 1.

Notes

For financial measures except CRES, Current and YTD is Current Year To Date. For CRES there is
a separate total for latest month and YTD. Previous is previous month's reported data.
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—— Survey Score Green Threshold Red Threshold
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Patient Complaints (formal and informal) as a Percentage of

Activity

Green Threshold

Red Threshold

-t Percentage of Complaints

0.30%

0.25%

0.20%

0.15%

0.10%

0.05%

0.00%

May-14
Apr-14
Mar-14
Feb-14
Jan-14
Dec-13
Nov-13
Oct-13
Sep-13
Aug-13
Jul-13
Jun-13
May-13
Apr-13
Mar-13
Feb-13
Jan-13
Dec-12
Nov-12
Oct-12
Sep-12
Aug-12
Jul-12
Jun-12
May-12
Apr-12
Mar-12
Feb-12
Jan-12
Dec-11
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Hospital Acquired Pressure Sores (Grades 3 and 4 Combined) )

Average of Last 6 Months
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et [3lls Per 1000 Beddays Red Threshold
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Average of Last 6 Months

Number of Serious Incidents (Sls) Reported

| May-14
| Apr-14
| Mar-14
| Feb-14
| Jan-14
| Dec-13
| Nov-13
| Oct-13
| Sep-13
| Aug-13
| Jul-13

| Jun-13
| May-13
| Apr-13
| Mar-13
| Feb-13
| Jan-13
| Dec-12
| Nov-12
| Oct-12
| Sep-12
| Aug-12
| Jul-12

| Jun-12
| May-12
| Apr-12
| Mar-12
| Feb-12
| Jan-12
| Dec-11
| Nov-11
| Oct-11
| Sep-11
| Aug-11
| Jul-11

| Jun-11
| May-11
Apr-11
| Mar-11
| Feb-11
| Jan-11
| Dec-10
| Nov-10
| Oct-10
| Sep-10
Aug-10

12
10

PERFORMANCE OVERVIEW

Month Reported
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et C_.Diff Cases Red Threshold
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@mmgmmm RTT Performance e Red Threshold
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g =D Performance Green Threshold
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e=mgemm | ength of Stay e Green Threshold
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i Hospital Cancellation Rate Green Threshold Red Threshold

B o S Ve
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PERFORMANCE OVERVIEW

Organisational Health Barometer — exceptions summary table

Indicator in exception

Exception Report

Additional information

Incidence of Hospital Acquired
Pressure Sores (grade 3 and 4)

In the Quality section of this report

Cumulative number of C. diff cases

In the Quality section of this report

A&E 4hour standard

In the Access section of this report

30-day emergency readmission

In the Quality section of this report

Overall Length of Stay

See Overview section

Savings Plan Achievement

See Overview section and separate
Finance Report.
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SECTION C - Monitor’s Compliance Framework

At the end of May the Trust is currently not meeting three of the standards in Monitor’s 2014/15 Risk Assessment Framework, for the quarter to date.
Exception reports are provided for these three standards, along with Clostridium difficile (C. diff) cumulative trajectory, which is above the monthly
trajectory set internally and for this reason considered to be at risk, but currently below Monitor’s minimum reporting level of twelve cases.

¢ A&E 4-hour maximum wait (1.0) — Access section
e RTT Non-admitted standard (1.0) — Access section
e 62-day Referral to Treatment GP Cancer standard (1.0) — Access section

e Clostridium difficile cumulative trajectory (1.0) — Quality section

Overall the Trust currently has a score of 3.0 against the new Risk Assessment Framework, reflecting the three standards not met for the quarter to date.
This would equate to a GREEN risk rating in terms of the Service Performance score alone. However, both the RTT Non-admitted and A&E 4-hour
maximum wait standards triggered governance concerns in quarter 4, along with C. diff, due to repeated failures. For this reason Monitor has requested
and received further information as to the causes of the failures of the standards, including the 62-day GP cancer standard, along with the Trust’s recovery
plans and progress against these for the quarter to date. The Trust is expecting confirmation of the quarter 4 rating following Monitor’s regional board
meeting in July.

Please see the Monitor dashboard on the following page, for details of reported position for quarter 1 2014/15.
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ERFORMANCE OVERVIEW

k Assessment Framework - dashboar

G I F rh Risk Assessment Framework
Tapget Weighting Reported Q1 Forecast 01 Forecast
Number Target threshold YearToDate Notes Risk rating
- - o " _ Cumulative trajectory: (1L 10; (R _
1 Infection Control - CDiff Infections Against Trajectory 10 < or = trajectory 9 20 (B 30: £ 40; de minkmis 12 Adchieved
2a  |Cancer -31 Day [k is To {Sul - Drug} 98% 100.0% v v v v 100.0% -
2b  |Cancer -31 Day Dk is To {Sut -Surgery} 10 4% 97.9% v v v v 956% v Adhieved
2 g_m-m Day Dk To (s - 94% 97.9% < < v v 98.1% <
|Radiotherapy}
62 dayGP standaxd not b recastio be
. e — = | ==
10 beat sk, bul onlyductlo e Not achieved
3b Cancer 62 Day Refaral To Tr { ings} % v v v v 90.0% m—lﬂmﬂ“miﬂh
_ hieved each hieved each hieved each hieved each -
Movitor Risk 4 |Refaral time for admitted patients <18 weeks 10 o 91.8% eac eac e e 918% - Adhicved
- month month month month
. . R . Achieved each Standardfailed in Agril and Mayso B
Framework 5 Referral in time for <18 weeks| 10 95% month Eriledfor the quarteras a whole. Not achieved
6 ﬁ o fimefori . " 18 " 10 9% 92.5% Achieved each | Achieved each (| Achieved each | Achieved each 925% " Acki 1
month month month month
7 Cancer - 31 Day i is To {First 3 10 9%65% 97.9% v v v v 97.7% - Adhioved
8a  |Cancer - Urgent Referrals Seen In Under 2 Weeks 93% 97.1% v v v v 97.1% v
10 Adchieved
8h Cancer - Sympiomatic Breast in Under 2 Weeks o3% Not applicabl Not applicable | Not applicable | Not appliable | Not licable | Not applicabl Not (TR
95% standard not metin April
R T B = ==
1 |Seifeertification against healthcare for patients with learming 10 Agreed standards | | g e met Standards met | Standards met | Standards met | Standards met |Standards met | |Standards met Adhicved
disahilities r-end complia met
COC standards or over-rides applied Varies e dard= None in effect Not applicable | Not applicable | Actions Not applicable | Not applicabl Not applicabl Adhieved
met implemented
_ Triggering Triggering
e GREEN escalation escalation
30
Flease note: |f the same indicator is failed in three consecutive quarters, a trust will be put into escalation and Monitor will investigate the issueto *Q1 Cancer figures based upon reported figures for April, and diraft figures for May. The Cdilf fipures is shown as the ki
identify whether there are any governance concerms. For ARE 4-hours, escalation will ocour ifthe target is failed in two quarters in a twelve-month [Position against the quarter-end tarpet. Escalation for further
period and is then failed in the subsequent nine month period or for theyear as a whole. Quarterly figures quoted for the 62-day CANCER investigation of issues
STANDARDS include theimpact of breach reall ocations for late referrals, which are allowable under Monitor's Compliance Framework. For this

reason, the quarterly figures may differ from those quoted in the Access Tracker. For the period shown (1 and 08 2013/14 havehad corrections
applied to the 62-day GP performance figures for breach reallocations.




QUALITY

1.1 QUALITY TRACKER

Annual Target Annual Monthly Totals Quarterly Totals
‘ | 14/15 ‘ 13/14 | 13/14 | 13/14 | 14/15
Topic 1D Title Green Red 13/14 YTD Jun-13 | Jul-13 | Aug-13| Sep-13| Oct-13 | Nov-13 [ Dec-13 | Jan-14 | Feb-14 | Mar-14 | Apr-14 [May-14 Q2 Q3 Q4 Q1
Patient Safety
DAOla |MRSA Cumulative Cases Against National Trajectory 0 1 2 1 1 1 1 1 1 1 1 1 2 2 1 1 1 1 2 1
Infection Rates DAO3a _[C.Diff Cumulative Cases Against National Trajectory 40 40 38 9 14 17 20 25 27 30 34 34 36 38 5 9 25 34 38 9
DA02 MSSA Cases Against Trajectory 25 25 27 1 1 2 1 5 3 3 g 1 2 2 1 0 8 9 5 1
MRSA Screenings [DD01  [MRSA Pre-Op Elective Screenings ] [ 100% [ 100% | [ 100% [ 100% | [ 100% | 100% | 100% | 100% [ 100% | 100% | 100% | 100% | 100% | 100% | 100% | 100% | [ 100% | 100% | 100% | 100% |
9 [DD02 [MRSA Emergency Screenings | [ 95% | 80% | [94.8% | 95.7% | [95.7% | 92.3% | 93.9% | 94.8% | 95.2% | 94.9% | 95.2% | 95% | 95.2% | 95.3% | 96% | 95.5% | | 93.6% | 95.1% | 95.2% | 95.7% |
Infection Checklists [DBo1  [Hand Hygiene Audit Compliance ] [ 95% | 80% | [96.8% | 97.2% | [97.6% | 98.1% | 92.4% | 97.8% | 96.4% [ 96.1% | 96% | 98.3% | 98.3% | 97.2% | 97.5% | 96.9% | [ 96% [ 96.2% [ 97.8% | 97.2% |
[DB02 _ [Antibiotic Compliance ] [[90% | 80% || 88% | 89.7% | [ 89% | 88.3% | 85% | 86.5% | 85.9% | 86.5% | 86.5% | 88.6% | 90.1% | 90.7% | 91.8% | 87.4% | [ 86.7% | 86.2% | 89.9% | 89.7% |
DCOL __|Cleanliness Monitoring - Overall Score 95% | 70% 95% | 96% 95% | 95% | 96% | 94% | 95% | 95% | 94% | 94% | 94% | 96% | 96% | 95% 95% | 95% | 95% | 96%
Cleanliness DC02 _ [Cleanliness Monitoring - Very High Risk Areas 95% | 95% 96% | 96% 97% | 96% | 98% | 96% | 95% | 96% | 96% | 95% | 96% | 96% | 95% | 97% 97% | 96% | 96% | 96%
DC03__|Cleanliness Monitoring - High Risk Areas 95% | 70% 95% | 96% 95% | 96% | 95% | 95% | 94% | 96% | 95% | 95% | 95% | 96% | 96% | 96% 95% | 95% | 95% | 96%
S02 Number of Serious Incidents Reported - - 73 12 11 9 3 4 7 5 6 6 9 5 5 7 16 18 20 12
S02a Number of Confirmed Serious Incidents - - 68 - 10 8 3 4 7 5 6 6 9 2 - - 15 18 17 -
Serious Incidents S02b Number of Serious Incidents Still Open - - 3 12 - - - - - - - - - 3 5 7 - - 3 12
503 Serious Incidents Reported Within 48 Hours 80% | 80% 83.6% | 66.7% | | 81.8% | 66.7% | 100% | 25% | 85.7% | 100% | 83.3% | 100% | 88.9% | 100% | 80% |67.1% | [62.5% | 88.9% | 95% |66.7%
S04 Percentage of Serious Incident Investigations Completed Within Timescale 80% 80% 92.4% | 81.8% 100% | 100% | 100% | 100% | 87.5% | 100% | 100% [ 87.5% | 75% [ 100% | 100% | 50% 100% | 93.8% | 89.5% | 81.8%
S01 Total Never Events 0 1 2 2 1 0 0 0 0 0 1 0 0 0 1 1 0 1 0 2
S06 Number of Patient Safety Incidents Reported - - 12090 884 965 1134 914 922 1064 1052 958 1060 954 986 884 - 2970 | 3074 | 3000 884
Patient Safety Incidents [S06a__|Patient Safety Incidents Per 100 Admissions - - 9.25 | 825 922 | 1005 | 838 | 845 | 9.09 | 957 | 9.41 | 943 | 9.28 9 8.25 897 | 9.35 | 924 | 8.25
S07 Number of Patient Safety Incidents - Severe Harm - - 44 4 3 3 1 3 7 3 3 3 7 6 4 - 7 13 16 4
ABOL__|Falls Per 1,000 Beddays 5.6 5.6 568 | 5.13 516 | 564 | 576 | 58 | 596 | 542 | 559 | 6.4 | 567 | 546 | 508 | 5.8 573 | 5.66 | 5.74 | 5.13
Falls ABO6a__|Total Number of Patient Falls Resulting in Harm 24 25 28 6 0 2 1 3 1 4 2 2 4 B 1 5 6 7 9 6
thc CQUIN Improvement in Falls With Harm
DEOL _|Pressure Ulcers Per 1,000 Beddays 0.651 | 0.651 0.656 | 0.387 0.66 | 0.788 [ 0.755 | 1.078 | 0.706 | 0.526 | 0.555 | 0.69 | 0.417 | 0.417 | 0.433 | 0.343 | [[0.872 [ 0.596 | 0.51 | 0.387
Pressure Ulcers DEO02 Pressure Ulcers - Grade 2 - - 184 19 14 18 18 26 17 12 14 17 9 10 11 8 62 43 36 19
Deeloped in the Trust DEO3 Pressure Ulcers - Grade 3 0 1 13 1 2 2 1 0 1 1 0 1 1 1 0 1 3 2 &l 1
DE04 Pressure Ulcers - Grade 4 0 1 1 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0
Venous Thrombo- [No1  JAdult Inpatients who Received a VTE Risk Assessment 1 [ 96% [ 95% | [ 98% [ 98.8% | [ 97% [ 96.6% | 98.1% [ 97.9% [ 98% [ 98.5% | 98.2% | 98.6% | 98.7% [ 98.5% | 98.9% | 98.7% | [ 97.5% | 98.2% [ 98.6% | 98.8% |
embolism (VTE) [N02  [Percentage of Adult Inpatients who Received Thrombo-prophylaxis ] [[95% | 90% | [ 93.4% | 95.3% | [93.2% | 91.6% | 92.5% | 95.6% | 94.6% | 95.1% | 97.1% | 94.9% | 96.6% | 94.5% | 96.4% | 94.3% | [ 93.2% | 95.6% | 95.3% | 95.3% |
Nutrition |tbc |Nutritiona| Screening Completed | | | | | | | | | | | | | | | | | | | | |
[wB03__[Nutrition: Food Chart Review ] [[90% [ 85% | [[825% | 90.4% | [77.4% | 72.3% | 92.4% | 80.9% | 83.8% | 76.9% | 84.1% | 91.2% [ 91.8% | 78.2% | 94.7% | 87.4% | [81.8% | 82.1% | 87.7% | 90.4% |
[safety [Yo1 — [WHO Surgical Checklist Compliance ] [[100% [ 99.5% | [ 99.6% [ 99.7% | [99.6% [ 99.7% | 99.5% [ 99.5% [ 99.6% [ 99.5% | 99.7% [ 99.9% [ 99.6% [ 99.6% | 99.7% | 99.6% | [99.6% | 99.6% [ 99.7% [ 99.7% |
WAOL _[Medication Errors Resulting in Harm 1.61% | 2% 0.68% | 1.3% | [0.66% [ 0.74% | 0% | 0.7% | 0.61% | 0.56% | 0% 1% [054% ] 0% | 1.3% - 0.49% [ 0.41% ] 0.52% | 1.3%
Medicines WA10a_|Medication Reconciliation Within 1 Day (Assessment and BHI Wards) 95% | 95% 97.9% | 99.4% | [95.7% | 99.1% [ 98.3% | 99% | 99.1% | 100% | 100% | 99.1% | 99% | 100% | 98.6% | 100% | | 98.8% | 99.7% | 99.4% | 99.4%
WA10b_|Medication Reconciliation Within 1 Day (BHOC and Gynae Wards) 85% | 75% 92% | 99% - [ 93.3% [ 97.5% | 89.1% | 89.5% | 90.8% | 83.3% | 85% | 100% | 100% | 98.8% | 99.1% | [ 93.6% | 88.1% | 94.1% | 99%
WAO03 _[Non-Purposeful Omitted Doses of the Listed Critical Medication 15% | 2% 1.91% [ 0.85% | [ 1.7% | 1.91% | 2.1% | 1.19% [2.75% | 2.32% | 2.6% | 1.08% [ 0.91% [ 1.66% [ 1.18% [ 0.55% | [ 1.74% [2.56% | 1.23% | 0.85%
Safety Themmometer [AK03  safety Thermometer - Harm Free Care | [[95.6% [ 92.8% | [ 94.1% | 96.2% | [ 92% | 91.9% | 95.2% | 94.5% | 93.5% | 95.8% | 95% | 95.6% | 96.2% | 95.2% | 95.7% | 96.7% | [ 93.9% | 94.7% | 95.7% | 96.2% |
d [AK04 _[safety Thermometer - No New Harms | [98.2% | 97% | [ 97.2% | 98.3% | [ 96.6% | 95.9% | 97.3% | 98.3% [ 96.7% | 97.4% | 97.9% | 98.5% | 97.8% | 97.6% | 98.2% | 98.4% | [ 97.2% | 97.3% | 98% | 98.3% |
Deteriorating Patient [ARO3 _ [Early Warning Scores (EWS) Acted Upon ][ 95% [ 90% | [ 85% | 85% | [ 98% | 79% | 85% | 80% | 85% | 82% | 76% | 91% | 86% | 88% | 89% | 83% | [ 82% | 81% | 89% | 85% |
9 [tbc — [Resus Team - Crash Calls [ [ | [ [ [ [ [ [ [ [ [ [ [ [ | 1 [ [ [ |
[Discharges [Too4 Jout of Hours Discharges 1L - T - T1[ 9% [ 92% |[81% | 9.8% | 10% | 9.2% | 8.7% | 8.8% | 8.6% | 8.1% | 10% | 9.8% | 9.5% | 9% | [ 9.7% | 8.7% | 9.3% [ 9.2% |

46



LITY

Annual Target Annual Monthly Totals Quarterly Totals
14/15 13/14 | 13/14 | 13/14 | 14/15
Topic 1D Title Green | Red 13/14 YTD Jun-13 | Jul-13 | Aug-13| Sep-13| Oct-13 | Nov-13 | Dec-13 | Jan-14 | Feb-14 | Mar-14 | Apr-14 |May-14 Q2 Q3 Q4 Q1
Clinical Effectiveness
Mortalit [x05 [Summary Hospital Mortality Indicator (SHMI 2013 Baseline) - In Hospital Deaths [ 65 | 75 | [ 672 | 59.8 | [ 728 [ 70.8 | 69.9 | 737 [ 654 | 643 | 647 | 57.6 | 608 | 60.9 | 598 | - |[ 7.5 | 64.8 | 59.7 | 59.8 |
Y [x04 |Summary Hospital Mortality Indicator (SHMI) - National Data J[100 [ 200 |[oa7 [ - [z - 1 - Tz | - [ -1 -1 -1 -1 -1 -T1-"1[lesz] -1 -1 -1
[Learning Disability’ [AA03 TLeaming Disability (Adults) - Percentage Adjustments Made ] [ 80% | 50% | [83.9% | 90.5% | [93.8% | 50% | 100% | 88.2% | 100% | 95% | 77.8% | 95% [ 90.5% | 92.3% | 100% | 78.9% | [73.7% [ 91.7% [ 92.6% | 90.5% |
[Readmissions Jcor  JEmergency Readmissions Percentage [ [27% [ 2.7% | [272% [ 2.71% | [ 2.4% [ 2.61% [ 2.49% [ 2.76% | 2.7% | 2.69% | 2.83% | 2.89% | 2.93% | 2.86% | 2.74% | - | [2.62% [ 2.73% | 2.89% | 2.74% |
Maternity Jtbc [Measure of Birth Rate - details to be finalised | [ [ | [ [ ][ [ [ [ [ [ | I [ [ I [ | [ [ [ I |
U02 Fracture Neck of Femur Patients Treated Within 36 Hours 95% | 90% 77.4% | 77.1% | [ 7355% | 75.9% | 77.1% | 96.6% | 90.5% | 95.5% | 87.8% | 55.9% | 92.6% | 85.7% | 88.9% | 70% | [82.8% | 90.5% | 76.4% | 77.1%
Fracture Neck of Femur [U03 Fracture Neck of Femur Patients Seeing Orthogeriatrician within 72 Hours 95% 90% 78.8% | 93.8% 64.7% | 62.1% | 68.6% | 75.9% | 81% | 95.5% | 100% | 97.1% | 100% [ 100% | 94.4% | 93.3% 68.8% | 94% | 98.9% | 93.8%
uo4 Fracture Neck of Femur Patients Achieving Best Practice Tariff 90% | 80% 61.7% | 72.9% | | 47.1% | 44.8% | 54.3% | 69% | 71.4% | 90.9% | 87.8% | 52.9% | 92.6% | 85.7% | 83.3% | 66.7% | | 55.9% | 84.5% | 75.3% | 72.9%
001 Stroke Care: Percentage Receiving Brain Imaging Within 1 Hour 50% | 50% 55.1% | 52.3% | [48.7% | 60% | 53.7% | 62.2% | 58% | 36.19% | 66.7% | 62.2% | 56.8% | 63.9% | 52.3% | - 58.5% | 55.2% | 60.8% | 52.3%
Stroke Care 002 Stroke Care: Percentage Spending 90%+ Time On Stroke Unit 90% | 80% 84.2% | 90.9% | | 84.6% | 91.1% | 82.9% | 89.2% | 86% | 83.3% | 87.5% | 86.7% | 79.6% | 86.1% | 90.9% | - 87.8% | 85.8% | 84% | 90.9%
003 High Risk TIA Patients Starting Treatment Within 24 Hours 60% 60% 55.8% [ 40% 50% | 35.3% | 62.5% | 71.4% | 73.3% | 40% | 61.1% | 50% | 45.5% | 50% 60% 30% 55.3% | 63.2% | 48.8% | 40%
ACOL _|Dementia - Find, Assess, Investigate and Refer Q1 90% | 80% 67.7% | 54.5% | [ 96.3% [ 80.1% | 86.2% | 86.6% | 83.4% | 74.9% | 49.7% | 46.6% | 45.3% | 46.9% | 57.1% | 52.3% | | 84.5% | 68.7% | 46.3% | 54.5%
AC02__|Dementia - Find, Assess, Investigate and Refer Q2 90% | 80% 60.6% | 74.5% | | 61.5% | 40.4% | 52.9% | 53.4% | 59% | 57.7% | 66.7% | 75.5% | 78% | 66.7% | 71.7% | 78.3% | | 49.2% | 60.7% | 73% | 74.5%
Dementia AC03 _|Dementia - Find, Assess, Investigate and Refer Q3 90% | 80% 65.4% | 52.3% | | 85.7% | 66.7% | 62.5% | 62.5% | 75% | 75.9% | 61.5% | 57.9% | 38.5% | 52.4% | 47.6% | 56.5% | | 63.6% | 70.7% | 48.5% | 52.3%
tbc Dementia Awareness Training on Induction
the Dementia Carers Feeling Supported
[outliers [305 [Ward Outliers - Beddays 1 [ - - ][ 10622 ] 1610 | [ 637 [ 661 | 698 | 517 | 846 | 755 | 1064 | 1302 | 1246 | 960 | 683 | 927 | [ 1876 | 2665 | 3508 | 1610 |
Patient Experience
) [Po1d  [Patient Survey - Patient Experience Tracker Score I8 [ 8 [ - [ - ][ 8 | 8 | 8 | 8 | 8 | 89 | 89 | 8 | 8 | 89 | 89 | - ][ 8 [ 8 | 8 [ 89 |
Monthly Patient Surveys
[Po1g  [Patient Suney - Kindness and Understanding ][ o0 [ 8 [ - 1 - [ 92 [ 94 | 93 [ 94 | 93 [ 93 | 93 [ 93 | o1 [ 94 | 94 [ - J[ 93 [ 93 [ 93 [ 94 |
P03a__|Friends and Family Test Inpatient Cowerage; 25% | 25% 29.6% | 42.5% | [[47:6% | 17.4% | 21.4% | 38.2% | 42.2% | 45.2% | 37.4% | 37.9% | 43.8% | 46.7% | 45.9% | 39.5% | [ 25.1% | 41.6% | 42.7% | 42.5%
Friends and Family Test |2030__|Friends and Family Test ED Coverage 15% | 15% 13.3% | 18.5% 8% | 10.5% | 11.7% | 16.2% | 19.1% | 18.6% | 11.6% | 13.8% | 16.4% | 26.4% | 15.7% | 21.1% | [12.7% | 16.6% | 19.1% | 18.5%
v PO4a__|Friends and Family Test Score - Inpatients 70 64 759 | 75.9 75.7 | 81.2 75 | 738 | 765 | 757 | 744 | 755 | 765 | 76.1 | 78.4 | 73.3 75.9 | 756 | 76 | 75.9
P04b__|Friends and Family Test Score - ED 51 42 701 | 732 654 | 705 | 723 | 739 | 716 | 708 | 663 | 703 | 701 | 687 | 758 | 714 72.4 | 701 | 695 | 732
T0la__|Patient Complaints as a Proportion of Activity 0.21% | 0.25% | [0.212% ] 0.232% | [0.195%[0.162%] 0.232%] 0.202% 0.192%] 0.185%] 0.199%] 0.214% 0.227%]10.282%] 0.238%] 0.226%] [0.198%]0.192%]0.241%]0.232%
patient Complaints TO3a Complaints Responded To Within Trust Timeframe 98% 90% 76.4% | 87.8% 66.7% | 80.3% | 77.2% | 87.8% | 84.9% | 82.2% | 88.1% | 76.1% | 92% | 88.7% [ 93.1% | 82.5% 81.4% | 85% |[84.7% | 87.8%
i T03b___|Complaints Responded To Within Divisional Timeframe 98% | 90% 71.1% | 84.3% | | 55.6% | 74.6% | 93% | 83.7% | 69.9% | 66.7% | 57.1% | 77.6% | 86% | 75.5% | 82.8% | 86% | | 83.1% | 65.6% | 79.4% | 84.3%
TO4a Complainants Disatisfied with Response - - 62 10 6 6 11 1 7 2 6 6 3 5 6 4 18 15 14 10
[ward Moves [306 [Average Number of Ward Moves [ - T - Q[ 238 ] 23 J[[ 22 ] 22 [ 22 [ 23 ] 23 [ 24 | 23 | 24 [ 23 | 24 | 23 [ 23 |[[ 22 ] 23 [ 24 | 23]
Cancelled Operations [Fo1 [Last Minute Cancelled Operations - Percentage of Admissions ] [0.8% | 1.5% | [ 1.02% [ 0.97% | [0.82% | 1.15% [ 0.85% | 0.72% | 0.65% [ 0.94% | 1.02% [ 1.18% [ 1.44% | 0.92% | 0.98% | 0.96% | [0.91% [ 0.85% [ 1.17% [ 0.97% |
P |[Fo1a_ [Number of Last Minute Cancelled Operations [ - T - ][ e90 [ 108 |[ 45 | 69 | 47 [ 40 | 40 [ 54 | a7 | 70 | 78 | 52 | 54 | 54 | [ 156 | 141 | 200 | 108 |
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12  SUMMARY

This month the quality report contains a number of changes as a result of our annual review and refresh of our quality dashboard, to reflect our quality
objectives for the new financial year and the details of CQUIN (Commissioning for Quality and Innovation) payments being agreed with our
commissioners. This results in a somewhat transitional period for the quality dashboard as we finalise our achievements for 2013/14 and start to introduce
new measures and thresholds for 2014/15. The majority of changes have been implemented, but some of the new metrics will be reported in the next few
months as indicated in the table below. A supporting document outlining the changes made is provided as an addendum to this report.

A number of measures continue to show signs of sustained improvements, such as overall falls and pressure ulcer incidence, medication errors and
Friends & Family Test coverage and score in both inpatients wards and the Emergency Departments. Implementation of the Friends & Family Test in
outpatient clinics will occur in 2014/15. Challenges remain in achieving the standards for dementia, and the appointment of staff to support our work with
patients with dementia and their carers will start to impact on these metrics later in the year. There has been a deterioration in the timescales for reporting
and investigating serious incidents, and unfortunately one never event occurred in May, details of which are included in the relevant exception reports.

O Achieving set threshold (38) Q Thresholds not met or no change on previous month (8)
- MSSA (Meticillin Sensitive Staphylococcus aureus) cases against - Antibiotic prescribing compliance
trajectory - Percentage adult in-patients who received thrombo-prophylaxis
- MRSA (Meticillin Resistant Staphylococcus aureus) screening — - 72 hour Food Chart review
elective - WHO surgical checklist compliance
- MRSA screening — emergency - Learning disability (adults)-percentage adjustments made
- Hand Hygiene Audit - Fractured neck of femur patients seeing an ortho-geriatrician within
- Cleanliness monitoring: 1) overall Trust score, 2) very high risk areas 72 hours
and 3) high risk areas - Patient complaints as a proportion of all activity
- Inpatient falls incidence per 1,000 bed days - Last minute cancelled operations: percentage of admissions

- Total pressure ulcer incidence per 1,000 bed days

- Number of grade 4 hospital acquired pressure ulcers

- Percentage of adult in-patients who had a Venous Thrombo-
Embolism (VTE) risk assessment

- Medicines reconciliation performed within one day of admission
(Assessment and cardiac wards)

- Medicines reconciliation performed within one day of admission
(Oncology and Gynaecology wards)
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- Non-purposeful omitted doses of listed critical medication

- Reduction in medication errors resulting in moderate or severe harm

- NHS Safety thermometer- harm free care

- NHS Safety thermometer-no new harms

- Summary Hospital Mortality Indicator in-hospital deaths (SHMI)

- Summary Hospital Mortality Indicator including out of hospital-
deaths within 30 days of discharge (SHMI)

- Stroke care: percentage receiving brain imaging within 1 hour

- Stroke care: percentage spending 90% + time on a stroke unit

- Patient experience local patient experience tracker

- Monthly patient survey: kindness and understanding

- Friends and Family Test (FFT) coverage: Inpatients

- Friends and Family Test (FFT) coverage: Emergency Department

- FFT Score: Inpatients

- FFT Score: Emergency Department

- Number of complainants dissatisfied with our response (not

responded in full)
. Quality metrics not achieved or requiring attention (17) Q Quality metrics not rated (16)

- MRSA (Meticillin Resistant Staphylococcus aureus) bacteraemias Data not yet available

against trajectory - Nutritional screening: will report in July
- Clostridium difficile cases against national trajectory - Risk Adjusted Mortality (Hospital Standardised Mortality Ratio
- Serious Incidents reported with 48 hours equivalent): will be included next month
- Serious incident investigations completed within required timescales - Number of normal births-will be available next month
- Never Events - Dementia-awareness training on induction will be available next
- Falls resulting in harm month
- Number of grade 3 hospital acquired pressure ulcers - Dementia-carers feeling supported: carer surveys will commence in
- Deteriorating patient- appropriate response to an Early Warning Score of July.

2 or more. - Deteriorating patient- reduction in cardiac arrest calls from adult
- 30 day emergency re-admissions general ward areas: will be reported a month in arrears

- Fractured neck of femur patients treated with 36 hours

- Fractured neck of femur patients achieving Best Practice Tariff
- Dementia admissions-case finding applied

- Dementia admissions-assessment completed

Thresholds to be agreed
- Out of hours discharges
- Average number of ward moves
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- Dementia admissions-referred on to specialist services - Ward outliers bed-days

- High risk TIA (Transient Ischaemic Attack) patients starting treatment
with 24 hours

- Percentage of complaints resolved within agreed timescale

- Number of complainants dissatisfied with our response (not responded in
full)

Metrics for information

- Number of serious incidents

- Confirmed number of serious incidents

- Total number of patient safety incidents reported

- Total number of patient safety incidents per 100 admissions
- Number of patient safety incidents severe harm

- Number of grade 2 hospital acquired pressure ulcers

- Number of last minute cancelled operations
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1.3 Summary of Performance against Commissioning for Quality and Innovation (CQUIN) Quality Dashboard Metrics
The CQUINs monitored in the quality dashboard for 2014/15 are:

1.3.1 Deteriorating patient:

Rescue of deteriorating patients is one of our quality objectives for 2014/15. It aligns with the Trust’s existing proactive adult patient safety improvement
programme.

In 2013/14 we focussed on ensuring that observations were being taken and recorded, and early warning scores were being calculated correctly. We also
focused on a quantitative measure on the use of use of SBAR (Situation, Background, Assessment, Recommendation) to escalate the sickest of
deteriorating patients (with an Early Warning Score of 4 or more) for prompt clinical review. We want to build on this in 2014/15 to improve the
appropriate response (according to the escalation protocol) rates to patients with an Early Warning Score (EWS) of 2 or more and to reduce cardiac arrest
calls for confirmed cardiac or respiratory arrests. We have proposed a two-part CQUIN with our commissioners:

e Adult patients with an Early Warning Score of 2 or more to have an appropriate response according the escalation protocol. Our improvement
target is 95% by Quarter 4.

e Reduction in cardiac arrest calls from general ward areas for confirmed cardiac or respiratory arrests. This has been identified as an outcome
measure of identifying and responding to deterioration earlier. The target is a 5% reduction from 2013/14 to be measured at the end of 2014/15.

In May the percentage of documented appropriate responses for adult patients with a EWS of 2 or more was 82.9% against an improvement target of 95%.
Reduction in cardiac arrest calls will be reported from next month.
1.3.2 NHS Safety Thermometer improvement goal

This will be reported in future months once agreed with our commissioners.

1.3.3 Friends and Family Test

We will report on two elements of the national Friends & Family Test CQUIN that are suitable for tracking in the quality dashboard: increasing response
rates for Inpatients and the Emergency Departments. The targets are 25% in Quarter 1 rising to 30% in Quarter 4 for inpatients, and 15% in Quarter 1
rising to 20% in Quarter 4 for Emergency Departments.

Performance in April was 39.5% against a target of 25% for inpatients, and 21.1% against a target of 15% for Emergency Departments.

1.3.4 Dementia
We will continue to report the dementia case finding metrics as in 2013/14:

e Patients admitted with dementia:
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1. Percentage of patients aged over 75 years identified with a clinical diagnosis of delirium or who have been asked the dementia case
finding question - performance in May was 53.2% against a target of 90%

2. Percentage of patients positively identified in 1) who had a diagnostic assessment - performance in May was 78.3% against a target
of 90%

3. Percentage of patients positively identified in 2) who were referred for further diagnostic advice - performance in May was 56.5%
against a target of 90%

In addition we will report compliance with dementia awareness training and the results of our carers survey to identify if they feel adequately supported
from July.
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1.4 CHANGES IN THE PERIOD

Performance against the following indicators changed significantly compared with the last reported month:

Falls resulting in harm up A\ from 1 in April to 5 in May;

High risk Transient Ischaemic Attack (TIA) starting treatment within 24 hours down W from 60% in April to 30% in May;
Non-purposeful omitted doses of listed critical medication down W from 1.18% in April to 0.55% in May;

Friends & Family Test coverage in the Emergency Department up A\ from 15.7% in April to 21.1% in May.

1.5 EXCEPTION REPORTS
Exception reports are provided for sixteen of the RED rated indicators

Please note: an exception report is not provided for MRSA cases although it is red on the dashboard. This is because the measure continues to be a
cumulative measure throughout 2014/15 rather than number of cases each month. The red threshold of one case was triggered in April 2014 therefore this
measure will automatically remain red for the rest of 2014/15.

1. Clostridium difficile cases against national trajectory

2. Serious Incidents reported with 48 hours

3. Serious incident investigations completed within required timescales

4. Never Events

5. Falls resulting in harm

6. Number of grade 3 hospital acquired pressure ulcers

7. Deteriorating patient- appropriate response to an Early Warning Score of 2 or more.
8. 30 day emergency re-admissions

9. Fractured neck of femur patients treated with 36 hours

10. Fractured neck of femur patients achieving Best Practice Tariff

11. Dementia admissions-case finding applied

12. Dementia admissions-assessment completed

13. Dementia admissions-referred on to specialist services

14. High risk TIA (Transient Ischaemic Attack) patients starting treatment with 24 hours
15. Percentage of complaints resolved within agreed timescale

16. Number of complainants dissatisfied with our response (not responded in full)
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Q1. EXCEPTION REPORT: Clostridium difficile RESPONSIBLE DIRECTOR: Chief Nurse

Description of how the standard is measured:
Patients in hospital for more than 3 days, who have unexplained reasons for diarrhoea and test positive for Clostridium difficile.

Monitor measurement: Cumulative year-to-date trajectory, reported quarterly. The national objective set centrally is a limit of 40 cases in the year,
with reporting to Monitor against a limit of 10 per quarter (cumulative limits: quarter 1 = 10; quarter 2 = 20; quarter 3 = 30; quarter 4 = 40). Financial
penalties are linked to the national objective.

Performance in the period, including reasons for the exception:
There were four Trust apportioned cases of Clostridium difficile in May 2014 against an internally set limit of four cases for the month.

Division Divisional Limit Number of cases
Medicine 1 0
Surgery, Head & Neck 1 1
Women’s & Children’s 0 2
Specialised Services 1 1

Recovery plan, including expected date performance will be restored:

e All cases of Clostridium difficile infection are visited by the Director of Infection Prevention and Control /Infection Control Doctor/
Microbiologist, Infection Control Nurse and pharmacist within one working day. Each case is assessed to ensure there have been no lapses in
care,

e Focused care and management of Clostridium difficile positive patients continues on the cohort ward with daily monitoring of patients by the
Infection Control Team;

e A process with the Clinical Commissioning Group is being devised, to agree which cases are avoidable and unavoidable. The unavoidable cases
will be deducted from the number of reported cases each quarter, for the purposes of the application of fines and reporting to Monitor.
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Q2-Q3. EXCEPTION REPORT: RESPONSIBLE DIRECTOR: Medical Director/Chief Nurse
Serious incidents reported within timescale
Serious incident investigations completed within timescale

Description of how the standard is measured:

Serious incidents are required to be reported and investigations completed within timescales set-out in the NHS England’s Serious Incident Framework
(March 2013). Reporting to commissioners and NHS England should take place within 48 working hours of the serious incident being identified

Investigations are required to be completed within 45 working days for a grade 1, and 60 working days for a grade 2 serious incident.

The target in commissioning contracts for both these measures is 80%, measured quarterly.

Performance in the period, including reasons for the exception:

Seven serious incidents were reported in May, four within timescale resulting in performance of 57.1%. Performance for Quarter 1 to date is 66.7%.
Reasons for delayed reporting are:

Incident number Division Extent of Reason
breach
2014 16972 Surgery Head & 2 days Reported a safeguarding issue. Extended internal discussion before Patient
Neck Safety made aware of a potential serious incident.
2014 17174 Women’s and 4 days Reported internally promptly, did not meet automatic triggers as a potential
Children’s serious incident so initially managed within the division.
2014 17220 Medicine 3 days Extent of harm not known at time of initial incident report. Delay in updating
incident and informing Patient Safety once diagnosis of major fracture
confirmed.

Four serious incident investigations were completed during May, of these two investigations breached the 45 working day timescale resulting in
performance of 50%. Both breaches were in the Division of Medicine. Performance for Quarter 4 to date is 81.8%.

e For one incident finalising a Trust-wide action plan, in response to an incident in one particular division, took the investigation over the
deadline.
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e For the other incident the draft investigation report needed initial then subsequent amendments which took the investigation over the deadline

Recovery plan, including expected date performance will be restored:

Divisions receive feedback on performance in respect of serious incident reporting and investigation timescales, and are reminded of the importance of
achieving these wherever possible.

Head of Quality (Patient Safety) to attend Ward Sister’s meetings to discuss the importance of high quality and timely investigations.
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Q4. EXCEPTION REPORT: Never Event RESPONSIBLE DIRECTOR: Medical Director/Chief Nurse

Description of how the standard is measured:

Never Events are very serious, largely preventable patient safety incidents that should not occur if the relevant preventative measures have been put in
place. There are currently 25 different categories of Never Events listed by NHS England.

Performance in the period, including reasons for the exception:

One Never Event occurred in May in the category “Wrong site surgery”” whereby the wrong procedure was performed on a day-case patient. The
patient was correctly identified and the correct hand operated on. However, the surgeon performed a carpel tunnel release instead of a De Quervain’s
release. The patient was informed of the error as soon as it was identified and an apology was given. The patient elected to have the correct procedure
the same day which was performed uneventfully.

A full Root Cause Analysis investigation is underway.

Recovery plan, including expected date performance will be restored:

e A Surgical Never Events Summit took place at the end of April attended by representatives form surgical teams in all divisions to raise
awareness of surgical never events and discuss Trust-wide approaches to additional preventative actions;

e Posters to remind staff of the checks required to prevent wrong site surgery have been distributed to all surgical teams and operating theatres;
e Never event awareness and sharing preventative learning is included in all patient safety training;

e Asreported last month, a Never Events Working Party has been set-up within the Trust to consider further proactive measures that can be put in
place to reduce the risk of systemic Never Events occurring. This will focus on surgical related Never Events in the first instance, which are the
most common type of Never Event nationally. NHS England has published provisional data on Never Events for 2013/14, which shows that a
total of 312 Never Events occurred in NHS trusts during 2013/14. Of these, 132 Never Events involved a retained foreign object, and 89 Never
Events involved wrong site surgery. At least one Never Event was reported by 159 NHS trusts, with the maximum number reported by any

single trust being eight.
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Q5. EXCEPTION REPORT: Inpatient falls resulting in harm RESPONSIBLE DIRECTOR: Chief Nurse

Description of how the standard is measured:

Number of falls resulting in moderate or major harm, as defined by Trust’s policy which is consistent with the National Patient Safety Agency risk
assessment matrix (2008). For 2014/15 we have introduced a red threshold of three or more falls resulting in harm per month, based on a reduction
from the number which occurred in 2013/14.

Performance in the period, including reasons for the exception:

Performance in the month for falls incidence was 5.18 per 1,000 bed days against the national benchmark of 5.6. There were 136 inpatient falls in May.
This means that overall performance was below the green threshold, for the third month in a row. The degree of harm, based on National Patient Safety
Agency guidance, arising from the falls in May was:

Degree of Harm Jan 14 Feb 14 | Mar 14 | April 14 | May 14
Near Miss 0 0 0 0 0
Negligible 120 114 109 88 98

Minor 37 18 32 40 33
Moderate 0 0 0 1
Major 2 4 3 1 4
Unavoidable death 0 0 0 0
Total 159 136 144 129 136

Whilst the overall performance this month is below the green threshold, with a significant improvement seen in Medicine, there were four major harm
incidents and one moderate harm incident where patients sustained a fracture.

Two of the patients who fell had a degree of cognitive impairment, one was a patient with a learning disability, and two patients were independent. The
falls occurred on wards: 54 (x2), 14, 200 and the Older Persons Assessment Unit (OPAU). Three of the falls were unwitnessed. Root cause analyses
are underway to determine what actions if any could have been taken, with any lessons learnt to be shared.
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Divisional Data Jan 14 Feb 14 Mar 14 | April14 | May 14
Diagnostics & Therapies 3 3 3 1 2
Medicine 102 93 97 89 64
Specialised Services 22 19 15 19 30
Surgery Head & Neck 27 19 23 19 33
Women’s & Children’s 4 2 6 1 7
Other 1 0 0 0 0
Total 159 136 144 129 136

Recovery plan, including expected date performance will be restored:

A modified version of the FallSafe programme is in the planning stage for outpatients. The FallSafe programme is continuing to be reviewed on a
monthly basis at the Falls Steering Group with all relevant actions taken:

e Key areas to focus on following a review of themes including: inconsistent documentation and addressing patients’ toileting needs at night;

e An area of good practice implemented on Ward 7, which resulted in a significant reduction in falls, is being explored by all divisional falls
leads, with feedback at the next meeting planned;

e The use of a red background falling star magnet on the patient status at a glance boards, and a sticker for the nursing documentation, has been
implemented to indicate patients at risk of repeat falls; this will be particularly informative if patients are transferred to another ward.
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Q6. EXCEPTION REPORT: Number of hospital acquired grade 3 RESPONSIBLE DIRECTOR: Chief Nurse
pressure ulcers

Description of how the standard is measured:

Pressure Ulcers identified at nursing/medical assessment are categorised 1-4 (Category 1 being red discolouration, Category 2 being a break or partial
loss of skin, Category 3 being tissue damage through the superficial layers, Category 4 involving the most serious tissue damage, eroded through to the
tendon/bone).

Performance in the period, including reasons for the exception:

The rate of hospital acquired pressure ulcers grade 2 and above was 0.343 per 1,000 bed days in May (eight grade 2 and one grade 3) against a target of
0.651.This represents the lowest number of hospital acquired pressure ulcers per 1,000 bed days since robust data capture began in 2010.

Division May 14 | April 14 | Mar 14 | Feb 14 Jan 14
Medicine 0.312 0.644 0.403 0.431 0.71
Specialised Services 0.442 0.252 0.466 1.05 0.72
Surgery Head &Neck 0.597 0.779 0.607 0.485 1.00
Women & Children’s 0.141 0.00 0.278 0.00 0.43
Trust 0.343 0.433 0.417 0.417 0.69

There was one Grade 3 hospital acquired pressure ulcer reported for the month of May in the Neonatal Intensive Care Unit. The baby, who was very
unwell, had been on a Repose mattress since they were just 24 hours old and had been immobilized on their back during oscillation for one week. The
pressure ulcer 4-5 mm was on the back of the baby’s head. Problems were identified later with the inflation of the mattress. Both MEMO and the
manufacturers have been consulted. A Root Cause Analysis is underway

Recovery plan, including expected date performance will be restored:

e Continued implementation of good practice, together with training and education;
e The Tissue Viability Lead Nurse is working with the Trust provider of dynamic mattresses to develop a mattress which is more suitable for
Neonates; reviews across the country indicate that there are currently limited mattress options available;

Information and plans for improvements from divisions is provided in the monthly pressure ulcer report which is reviewed at the Tissue Viability
Steering Group.

60



QUALITY

Q7. EXCEPTION REPORT: Deteriorating Adult Patient- RESPONSIBLE DIRECTOR: Chief Nurse
appropriate response to an Early Warning Score of 2 or more

Description of how the standard is measured:

Response to a deteriorating patient is set out in a well established protocol that was implemented alongside the Bristol Observation Chart which
identifies the parameters which comprise the Early Warning Score. Compliance is assessed by monthly audits by front line staff (usually the Ward
Sister).

The audit consists of reviewing the observations carried-out in the previous 24 hours for all adult patients, identifying those occasions where an early

warning score of two or more was triggered and checking the documented response on each occasion to see if it was consistent with protocol. We have
set ourselves an improvement target to reach 95% by Quarter 4 and have proposed this to commissioners as part of a CQUIN.

Performance in the period, including reasons for the exception:
Performance in May was 82.9%; 58 out of 70 patients with an Early Warning Score of two or more had documented evidence of a response consistent
with the protocol.

The gaps for 12 patients were spread across different wards in the Divisions of Medicine, Surgery Head & Neck and Specialised Services. Each case
has been followed-up with the Ward Sister concerned with a full review of the patient’s notes. On investigation, in the vast majority of cases the correct
response was enacted, but this was not documented on the Bristol Observations Chart.

Recovery plan, including expected date performance will be restored:

e Wards are highlighting the importance of responding and documenting the response to an Early Warning Score of 2 or more in their daily safety
briefs, to ensure that all staff, including bank and agency staff, receive the message;

e Local training in wards, particularly where new staff have been appointed, is taking place;

e Asreported last month, a deteriorating patient project is underway in 2014/15 which will be used as an opportunity to highlight all aspects of
recognising and acting upon deterioration in patients as part of the training and development activities to support the project. A successful pilot
has been completed in the Surgical & Trauma Assessment Unit using PDSA (Plan, Do, Study Act) small scale testing with front line staff. This
will next be spread to two further wards in different divisions in July before being implemented more widely.
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Q8. EXCEPTION REPORT: 30-day emergency readmissions RESPONSIBLE DIRECTOR: Chief Operating Officer

Description of how the standard is measured:

The number of emergency readmissions within 30 days of a previous discharge, rated against a target measured as a percentage of all discharges in the
period. The target is an improvement on the previous year’s level of emergency readmissions (i.e. 2013/14), which for 2014/15 equates to an
emergency readmission rate of 2.70%

Performance in the period, including reasons for the exception:

In April there were 289 emergency readmissions within 30 days of discharge. This 0.01% above the target level of readmissions of no more than
2.70%, but is lower than the number of readmissions in March (313), and for the two months prior to that.
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Recovery plan, including expected date performance will be restored:

e Reviews of the causes of any specialties identified as having a high emergency readmission rate, relative to the national average and clinical
peer group, to continue to be commissioned by the Quality Intelligence Group. These reviews include the following:

0 Clinical coding review of the readmissions (including an assessment of whether the type of admissions has been correctly classified)
that happened during any period for which levels of readmissions were identified as being statistically high;
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0 Following any amendments to clinical coding, the revised data to be reviewed to assess whether the specialty is still showing as an
outlier from the national average and clinical peer group level, with the corrected data;

0 Where the clinical coding data changes have not addressed the variance, the initiation of a formal clinical review of the readmission
cases, to determine what the causes of readmissions were and whether there are any themes, in terms of avoidable reasons for
readmission which need to be addressed.
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Q9-10. EXCEPTION REPORT: RESPONSIBLE DIRECTOR: Medical Director
Fractured neck of femur patients treated with 36 hours
Fractured neck of femur patients receiving Best Practice Tariff

Description of how the standard is measured:
Best practice tariff for patients with an identified hip fracture requires all of the following standards to be achieved:

1. Surgery within 36 hours from admission to hospital

Multi-disciplinary Team rehabilitation led by an Ortho-geriatrician

Ortho-geriatric review within 72 hours of admission

Falls Assessment

Joint care of patients under Trauma & Orthopaedic and Ortho geriatric Consultants
Bone Health Assessment

Completion of a Joint Assessment Proforma

Abbreviated Mental Test done on admission and pre-discharge

e A Al

Performance in the period, including reasons for the exception:

May’s Best Practice Tariff performance was 67%. This was under the 90% target due to all the standards not being met for 10 patients out of 30 in
total. Performance in May for Time to Theatre was 70%, 21 patients out of 30 went to theatre within 36 hours. The details of the patients are:
e One patient did not receive Orthogeriatric review within 72 hours due to a Bank Holiday;
e Nine patients did not to receive surgery within 36 hours of admission:
- Six patients were delayed due to lack of available theatre time caused by high levels of trauma admissions;
- Two patients were delayed due to pre-operative scans and work-up required;
- One patient was delayed due to a lack of a post-operative High Dependency Unit bed.

Recovery plan, including expected date performance will be restored:
¢ Continued daily monitoring of trauma waiting times and escalation within the Division to identify additional theatre capacity when required,

e A month-long audit of the ‘Golden Case’ protocol, aimed at improving times to theatres, commenced on 12" May to identify further
opportunity for improvement in time to theatre;

e The Division is reviewing the theatre timetable post-October 2014 when vascular surgery is planned to transfer to North Bristol Trust. This may
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provide opportunities to improve the scheduling of trauma operating sessions and increase total operating hours.
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Q11. EXCEPTION REPORT: High Risk Transient Ischaemic Attack | RESPONSIBLE DIRECTOR: Medical Director
(TIA) starting treatment in 24 Hours

Description of how the target is measured:

High Risk patients are those with an ABCD (Age, Blood, Clinical features, Duration of symptoms) score of 4 or above. Treatments (Aspirin, statin,
control of blood pressure, referral for carotid intervention) should be commenced and relevant investigations (e.g. blood tests, electrocardiogram, brain
scan) completed within the 24-hour window. The 24-hour window starts at first contact with any health professional. The denominator comprises
patients who attend as outpatients, not those who are admitted to hospital.

Performance during the period, including reasons for exception:

Performance against the 60% standard was 30% in May, with seven out of 10 high risk patients failing to be treated within the 24-hour target. These
are identified high risk patients and are part of a larger volume of other lower risk patients who need to be seen within 7 days. The reason for not being
able to treat these high risk patients within 24-hours is as follows:

e One patient was not identified as high risk from the referral, due to an oversight

e For two patients there was no earlier outpatient appointments

e One patient declined an earlier appointment

e One patient was not seen at North Bristol Trust at the weekend, and was then referred to the Trust

e One patient was seen in the Emergency Department at Weston General Hospital and there was a delay in the GP referring to the TIA clinic

e One patient presented late to GP, having previously been identified as at risk, and there was no clinic on the day they were referred

Recovery plan, including expected date performance will be restored:
e Current review of Stroke pathway underway to map current and future state;

e TIA not currently part of the pathway review, but will be added as a sub-group to the Stroke pathway work. First meeting arranged to include
representatives from Diagnostics & Therapies for input in respect of MRI (Magnetic Resonance Imaging) issues;

e Potential for telephone triage by TIA clinic post referral to ensure appropriate patients prioritised;

e Review of clinic capacity underway as late referrals cannot have appropriate investigations completed later in the day — the current cut off point
is approximately 3:30 p.m.
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Q12-14. EXCEPTION REPORT: Dementia RESPONSIBLE DIRECTOR: Chief Nurse
Stage 1 - Find

Stage 2 — Assess & Investigate

Stage 3 — Referral on to GP

Description of how the standard is measured:
Green rating 90% or above / Amber rating 80% - 89% / Red rating below 80%
The National Dementia CQUIN, “Find, Assess and Investigate, Refer (FAIR)” occurs in three parts:

1. Find

The case finding of at least 90% of all patients aged 75 years and over following emergency admission to hospital, using the dementia case
finding question and identification of all those with delirium and dementia. This has to be completed within 72 hours of admission

2. Assess and Investigate

The diagnostic assessment and investigation of at least 90% of those patients who have been assessed as at-risk of dementia from the case
finding question and/or presence of delirium.

3. Refer
The referral of at least 90% of clinically appropriate cases to General Practitioner to alert that an assessment has raised the possibility of the
presence of dementia

The CQUIN payment for 2014/15 has identified milestones for achievement for each quarter. As a provider we need to achieve 90% or more for each
element of the indicator for each quarter taken as a whole with a weighting of 25% for each quarter.

Performance in the period, including reasons for the exception:

Stage 1- Find - status RED

Performance in May for stage 1 was 52.3%, compared with 57.1 % in April.
Divisional performance

Medicine 55.5%; Surgery Head & Neck 53.8%; Specialised Services 31.6%
Stage 2 — Assessment and Investigation — status RED

Performance in May for stage 2 was 78.3% against a target of 90%. This demonstrates a marginal improvement from April (71.7%)
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Divisional performance

Medicine 76.6%; Surgery Head & Neck 100%; Specialised Services 100%
Stage 3 — Referral on to GP — status RED

Performance in April for stage 3 was 56.5% compared with 47.6% in April.

Divisional performance

Medicine 52.4%; Surgery Head & Neck 100%; Specialised Services 100%

During March and April 2014 the Trust team focused improving compliance for stage 1 (asking the dementia case finding question) within the
admission areas, which resulted in a 12% increase. This improvement was not sustained in May, despite a continued focus. This is in part due a change
at junior doctor level covering the Medical Assessment Unit during this time.

Recovery plan, including expected date performance will be restored:
The following steps have been taken, or are in progress, to improve compliance of all three stages on the CQUIN FAIR process:

e Recruitment process commenced for Lead Dementia role, which will be vacant from June 23"

e Development of an Information Management & Technology (IM&T) solution to flag, record and monitor all stages of the FAIR process. This
system is expected to be in place by the autumn 2014;

e Successful bid to the CCG for two dementia project posts (150K):

i.  Band 7 WTE two year secondment / fixed term project post to focus on the admission areas (Medical, Older Persons and Surgical &
Trauma Assessment Units) to ensure the timely screening, assessment and referral on where appropriate. This post will ensure that this
process is embedded into daily clinical practice. Interviews taking place 19" June 2014;

ii.  Band 3 WTE two year secondment / fixed term clinical support post to support lead nurse for Dementia and related project posts in the
achievement of the National Dementia CQUIN and best practice. Interviews taking place 16™ June 2014;

e [tis anticipated that the successful applicants will commence in their new posts by August 2014.The new revised admission documentation (for
nursing and Allied Health Professional staff) includes the Dementia case finding question, which will be launched from August 1** (as part of
the Trust wide documentation review);

e A sticker has been developed to place in the medical records to prompt medical staff on next steps following a ‘yes’ answer to the dementia case
finding question. This will be implemented by the Band 7 project post across the admission areas.

A care plan (‘caring for people with cognitive impairment’) has been developed and disseminated and will be implemented Trust-wide by the end of
June 2014 and audited from July 2014. The care plan will prompt completion of the FAIR process and guide staff on delivering best practice (identified
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action from CQC inspection in January 2014).
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Q15-16. EXCEPTION REPORT: Number and percentage of RESPONSIBLE DIRECTOR: Chief Nurse
complaints resolved within Local Resolution Plan timescale-Trust
timescale and divisional timescale

Description of how the standard is measured:

Trust timescale: The percentage of complaints which are resolved within the timescale originally agreed (or subsequently renegotiated) with the
complainant. The current target for the percentage to be resolved within the formal timescale is 98% each month.

Divisional timescale: The percentage of final responses to complaints that were provided by the division for executive sign off within the internally
agreed timescale.

Performance in the period, including reasons for the exception:

In May 2014, 47 responses out of the 57 which had been due in that month were posted to the complainant by the date agreed (82.5%). This represents
deterioration in performance compared with 93.1% in April.

10 breaches were recorded in total for May (compared with four in April). Of these 10 breaches, 2 were attributable to the Division of Women’s &
Children’s Services. The remaining 8 cases breached due to delays during the Executive sign-off process.

The Divisions of Medicine, Surgery, Head & Neck, Specialised Services, Diagnostics & Therapies and Facilities & Estates recorded zero breached
deadlines in May.

(It should be noted that if a response breaches a deadline because significant amendments are necessary, this is attributed as a divisional breach, even if
the Division met the initial response deadline.)

Recovery plan, including expected date performance will be restored:

e FEach breached deadline is validated by the Patient Support & Complaints Team and the relevant Divisional Complaints Co-ordinator: as well as
being a validation of the breach (data quality check), this also ensures that the Division can look at how the delay could have been avoided and
therefore how they will learn from this for the future;

e Performance is discussed and monitored at the Patient Experience Group, chaired by the Chief Nurse;

e All written responses must be received by the Patient Support & Complaints Team four working days before the response is due with the
complainant: this is to allow time for the response to be checked prior to Executive sign-off.
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16  SUPPORTING INFORMATION
16,1 QUALITY ACHIEVEMENTS

This month’s quality achievements are from the Division of Specialised Services.

e There have been sustained improvements in the key quality outcomes across the Division and in April all quality outcomes were green. The
sustained improvement in reduction of pressure ulcers in 2013/14 compared to 2012/13 is shown below.

Year 2012/13 2013/14
Grade 2 67 27
Grade 3 9 4

e The Division continues to see a successful implementation of the Friends & Family Test, with both high return rates in Quarter 4 of 41% and
excellent patient feedback with a score of 84;

e The Division has focused on improving medication safety over the past quarter, which has included sharing audits and policies with all members
of the multidisciplinary team including Medical staff, Nursing and Pharmacy. This engagement has demonstrated an ongoing reduction in omitted
doses of medicines, and a sustained improvement of achieving antibiotic compliance at 93% against a target of 90%. Further work underway
includes a Medication Study Day for nurses and full review of four months data of all medication incidents to ensure learning;

e Listening to staff events across the Division have taken the format of specific listening events by the Divisional Director and the Head of Nursing
visiting wards/ departments to be available to talk to staff and ‘ Back to the floor ¢ working by the Senior Nurses. The Human Resources
Business Partners have been undertaking focus groups with several groups of staff which have been well received. These enable staff to talk
freely and provide feedback in an anonymous way and the themes identified are then shared with the head of department / ward to generate an
action plan. The information gained has been particularly useful in planning the induction packages for new nursing staff. All of these methods of
staff engagement are being extended to include most areas over the next year.

Successes for individual staff

e The Division had several nominations for our Trust Nurses Day Awards and winners on the day included:

0 The Adult Congenital Heart Disease Nurse Specialists who won the Team Award in recognition and appreciation of their
outstanding work and Ward 62 were highly commended in the Team Award;

0 Suzanne Monaghan, Senior Staff Nurse on Ward 51 was highly commended in the Rising Star Award,;

0 Lisa Mace, our Cardiac Wound care Nurse Specialist won the Nursing & Midwifery Scholarship and will be travelling to a hospital
in America to view and learn from their management of surgical site infections.
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e Rachel Bohin, Sister in the Cardiac Catheter labs at the Bristol Heart Institute won the best clinical case presented by a nurse or technician at
EURO PCR. This is a large European interventional cardiology conference which took place in Paris in May.
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1.6.2 SERIOUS INCIDENT THEMES

The quality dashboard shows that seven serious incidents were reported in May 2014, with the following themes:

Pressure
Ulcer, 1

Never Event, 1

Adult
Safeguarding, 1

Serious Incidents reported by type : May 2014

Date of Sl Division Reported | Status Incident Details Initial Investigation
Incident | Number within 48 assessment of
hours harm
04/05/2014 2014 Surgery, Head Yes Open | Patient fall resulting in fractured hip. Major Investigation
14663 & Neck underway
12/05/2014 2014 Women and Yes Open | Grade 3 Pressure Ulcer. Moderate Investigation
15258 Children underway
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17/05/2014 2014 Medicine Yes Open | Patient fall resulting in fractured hip. Major Investigation
16431 underway

21/05/2014 2014 Surgery, Head Yes Open | Never Event: Carpel Tunnel release Moderate Investigation
16799 & Neck performed instead of a De Quervain’s underway

release.

19/05/2014 2014 Surgery, Head No Open | Adult Safeguarding. Minor Investigation
16972 & Neck underway

16/05/2014 2014 Women’s & No Open | Unexpected stillbirth following delivery Unavoidable Investigation
17174 Children’s on the Midwifery Led Unit. death underway

20/05/2014 2014 Medicine No Open | Patient fall resulting in fracture. Major Investigation
17220 underway
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21 SUMMARY

The six indicators included in the monthly performance review are summarised in the dashboard below.

Achieving (0) O Underachieving (3) . Failing (2)

- Workforce expenditure - compared with - Bank and agency usage - compared with
budget target
- Workforce numbers - compared with - Vacancies - compared with target

budgeted establishment

- Turnover - compared with target

- *Sickness absence (April figures) —
compared with target

Key Performance Indicators in the quarterly report will include appraisal, essential training, health and safety measures and junior doctor new deal
compliance, in addition to those which form part of the monthly performance report. Targets for sickness absence, turnover and bank and agency are
agreed with divisions as part of the Operating Plan process. For those targets which are failing, exception reports are provided which detail performance
against target, and against the previous month. Graphs in the Supporting Information section are continuous with the previous year to provide a rolling
perspective on performance.

*Sickness absence data for May is not yet available due to the timing of the Payroll closure. It is important that Payroll closes sufficiently late to avoid the
risk of staff being paid incorrectly, and this month this was not in time to provide the latest sickness absence reporting.
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2.2 EXCEPTION REPORTS
An exception report is provided for the RED-rated indicators, which in May 2014 was as follows:

e Bank and agency usage — red rated against target
e Vacancies— red rated against target
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W1. EXCEPTION REPORT: Bank and Agency compliance RESPONSIBLE DIRECTOR: Director of Workforce & Organisational
Development

Description of how the standard is measured:

Bank and agency usage in Full Time Equivalents (FTE) compared with targets set by Divisions for 2014/15.

Performance in the period, including reasons for the exception:

The variance in pay and staff in post compared with budget improved this month, with both being within the agreed threshold for this metric. However,
the use of bank and agency exceeded the locally agreed targets in all Divisions, except Diagnostics & Therapies and Trust Services.

During May, bank usage generally increased by 25.6%, compared to the previous month, and agency reduced by 11.1%. Use of bank and agency staff
increased from 394 FTE in April to 467 FTE in May. Nursing agency reduced by 37.3% (14.4 FTE), and nursing bank increased by 22.5% (45.9 FTE).

. . o Surgery , Trust Services e
Bank and Agency UH Bristol DlagHOStI.CS Medicine Spe01§llsed Head & Women s,& (exe, Fosilies Facilities &
(FTE) & Therapies Services Children’s Estates
Neck & Estates)
Actual May 2013 413.8 13.6 162.2 37.2 81.4 54.7 34.5 30.3
Target May 2014 282.3 13.7 99.0 11.9 56.6 30.5 51.4 19.3

Reasons for the exception include:

e Trust-wide, there was no change in bank and agency usage due to workload and clinical needs, extra capacity and administrative workload,
which comprised 35.4% of usage;

e Usage to cover vacancies increased to 27%, compared with 24.1% last month;
e 14.1% of usage was due to sickness absence compared with 13.7% last month;
e Nursing assistant one to one care increased this month, from 6.9% up to 7.6%.

Recovery plan, including progress and expected date performance will be restored:

Divisions have detailed action plans which are reviewed in Divisional Performance Reviews. Trajectories will be produced to show how these actions
will result in reduced usage. Action plans are generally focussed on the themes below:
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Improving the way Rosterpro is utilised in ward areas, to ensure that peaks of demand are avoided;

Review of staffing requirements associated with fluctuations in the acuity and dependency of patients;

Improving the framework for the assessment of nursing assistant one to ones, through the development of an Enhanced Observation Policy;
Reviewing the way maternity cover is represented in budgets;

Ensuring vacancies are filled promptly;

Managing sickness absence appropriately.
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W2. EXCEPTION REPORT: Vacancy Levels

RESPONSIBLE DIRECTOR: Director of Workforce & Organisational

Development

Description of how the standard is measured:

The vacancy Key Performance Indicator (KPI) is the difference between the full time equivalent budgeted establishment and the full time equivalent
substantively employed, represented as a percentage. The Trust-wide vacancy KPI threshold is 5%.

Performance in the period, including reasons for the exception:

There is an overall increase in vacancy levels from 2.2% to 5.5% this month. Women's & Children's, Trust Services and Facilities & Estates were over

target.
Diagnostics Specialised ST Women’s & WSS AR Facilities &
Vacancy UH Bristol gnost Medicine pecla Head & : , (exc. Facilities
& Therapies Services Children’s Estates
Neck & Estates)
3.2% 4.9% 3.1% 4.7%

Management System;

The increase in vacancy levels in the three divisions was largely as a result of the following:

e The transfer of Specialist Paediatrics, which is associated with vacancies in theatres and the Paediatric Intensive Care Unit;
e Trust Services have increased the budgeted establishment for Medical Records by 10.8 FTE, pending changes in the Electronic Discharge

e The budgeted establishment and vacancy levels for ancillary staff in Facilities & Estates has also increased, due mainly to the transfer of
Specialist Paediatrics and new developments in oncology.

Ancillary Recruitment

Recovery plan, including progress and expected date performance will be restored:

e Vacancies in Women's & Children's associated with the transfer of Specialist Paediatrics are being actively recruited to;

e Medical Records vacancies are being covered with bank staff until the Trust is ready to recruit substantively, pending the implementation of the
new staffing models associated with the Electronic Discharge Management System;

e Ancillary recruitment to fill vacancies associated with the new developments, as well as ongoing issues associated with high turnover, are
described as part of the overall recruitment plans below.

There were 9 starters in May, although 10 left the Trust in the same period. A total of 49 ancillary vacancies were being recruited to at the end of May,
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covering Domestic Assistants, Porters and Catering, 23 of which have offers against them. There is a robust recruitment plan to support the Bristol
Royal Infirmary redevelopment so that recruitment campaigns link to each phase. 29 Domestic Assistants are required for the expansion to the
Children's Hospital. To date, 26 have taken up post, with a further 3 pending start dates. 15 Domestic Assistant posts are currently going through the
recruitment process for the Bank, which is anticipated to have a positive impact on agency usage.
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2.3  SUPPORTING INFORMATION
2.3.1 Performance against key workforce standards
This section provides an outline of the Trust’s performance against workforce indicators for workforce expenditure, workforce numbers, and bank and

agency usage, with an additional chart to show how the variance against target for agency usage has reduced. There are also graphs to show nursing
agency and vacancy rates, sickness rates, and the top five causes of sickness.

Actual pay expenditurevs Planned expenditure 2014/15 (£) Workforce Numbers (FTE)

£ Planned Expenditure 2014/15 = Actual Expenditure 2014/15
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Bank (FTE)
I Actual Target
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Nursing and Midwifery Vacancies % Rolling Turnover (%) & Planned Trajectory for 2014/2015
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2.3.3 Changes in the period

Performance is monitored for workforce expenditure, workforce numbers, bank and agency usage, sickness and turnover. The following dashboard shows
key workforce information indicators RAG (Red, Amber, Green) rated for the month of May. Red rated indicators are outside tolerance limits and
exception reports are provided for these.

i RAG
Indicator Rating’ Commentary Notes
Workforce M . . o 0 See summary and
. Workforce expenditure adverse variance from budget reduced from 3.4% to 0.9% compared i
Expenditure . . supporting
with April 2014. ) .

(£) N information.

Workforce O\ | Workforce numbers increased by 2.2% compared with April 2014. This month, workforce See summary and

Numbers numbers were 0.6% above budgeted FTE. This compares with April 2014, which was 3.1% supporting

(FTE) L1 | above budgeted establishment. information.

Bank/ Agency reduced by 11.1% (8.3 FTE) and bank increased by 25.6% (81.4 FTE) in May 2014 See surimary. .

Agency compared with the previous month supporting information

(FTE) p ' and exception report.

Sickness Note: this is April data

absence @ Sickness absence in April was 3.8% compared with a target of 3.6%. due to May data not
being available

Turnover @ ' Rolling turnover (with exclusions) increased to 11.2% compared a target of 10.8%. 3.7% ssse S(l)lrrt??ary and

(%) above the turnover target trajectory for May. Supporting
information.

Vacancy The vacancy target is 5% or less. Vacancies increased from 2.2% last month to 5.5% See summary, .

%) supporting information
and exception report.

Note: RAG (Red, Amber, Green) rating reflects whether the indicator has achieved the target. The direction of the arrow shows the change from last month. The colour of the arrow reflects whether actual
this month is better in relation to the target (green) or further from the target than last month (red). Sickness and bank and agency targets are set by Divisions, and appraisal is a Trust wide target.

84




WORKFORCE

2.3.4 Monthly forecast and overview

May- | Jun- | Jul- Aug- | Sep- Oct- Nov- | Dec- | Jan- Feb- Mar- | Apr- [ May- May 14
Measure 13 13 13 13 13 13 13 13 14 14 14 14 14 Target
Budgeted Posts (FTE) 7340.6 | 7387.6 | 7399.9 | 7415.6 | 7420.3 | 7408.3 | 7411.1 | 7406.4 | 7424.8 | 7442.0 | 7499.3 | 7355.2 4 7709.5 7622.1
Total Staffing (FTE) 6882.4 | 6872.9 | 6905.5 | 7017.4 | 6979.7 | 7056.7 | 7071.7 | 7093.7 | 7130.2 | 7167.3 | 7170.6 | 7193.7 7285.6 | 7460.2
Bank (FTE) Admin & 658 | 71.7| 751| 953| 67.1| 800| 639| 584| 590| 674 649| 713] 89.2 64.8
Clerical
Bank (FTE) Ancillary Staff 21.6 27.3 29.8 37.6 27.4 36.7 27.0 25.6 30.7 35.2 34.6 38.0 54.6 18.9
Bank (FTE) Nursing & 209.0 | 2002 | 189.6| 217.1| 188.6| 232.2| 1945 | 1842 | 197.0| 2202 | 1974 | 203.6f 249.5 147.2
Midwifery
‘éii?f; (FTE) Admin & 178 | 113| 182 199| 273| 122| 148| 174| 135| 271| 257| 234] 224 13.9
‘;ga?cy (FTE) Ancillary 172 137] 122 105| 05| -100| 107] 105 370 00 8.3 00 68 2.3
Agency (FTE) Nursing & 668 | 487| 603| 709| 769| 641| 494| 381| 43.1| 472| 37.5| 385 241 200
Midwifery
Overtime 57.0 59.3 62.1 71.1 96.1 67.7 55.8 58.2 60.1 54.7 83.7 76.4 48.2 46.3
Sickness absence' Rate (%) 39% | 35% | 37%)| 3.9% | 38% | 39% /| 42% | 42% | 42% | 45% | 42% | 4.3% 3.3%
Appraisal (%) 87.6% | 87.4% | 87.5% | 87.4% | 87.1% | 87.2% | 88.6% | 89.4% | 89.7% | 89.6% | 88.1% | 87.1% f 86.3% 85.0%
Consultant Appraisal’® (%) 93.1% | 90.2% | 90.3% | 90.4% | 89.7% | 88.3% | 87.8% | 87.9% | 88.2% | 88.6% | 89.4% | 89.1% f 89.2% 85.0%
: V)
Rolling Average Turnover™ | g co/ | 18 70, | 15.9% | 18.7% | 18.5% | 18.4% | 18.3% | 18.3% | 17.9% | 18.0% | 17.8% | 17.8% | 18.0%
(all reasons) (%)
: 3

Rolling Average Turnover™ | 1y o/ | 11 600 | 1179% | 11.7% | 11.6% | 11.5% | 11.5% | 11.6% | 112% | 11.2% | 11.0% | 11.1% | 11.2% 10.8
(with exclusions) (%)
Vacancy® Rate (%) 62% | 70%| 6.7% | 54% | 59% | 47% | 4.6% | 42%| 4.0% | 3.7% | 44%| 22%Q 5.5% <5%

1. Sickness absence is expressed as a percentage of total whole time equivalent staff in post.

2. Turnover measures the number of leavers expressed as a percentage of the average number of staff in post in the period. Turnover (all reasons) excludes bank, locum and honorary staff.

3. Turnover (with exclusions) excludes bank, locum, honorary and fixed term staff together with junior doctors.

4. Vacancy measures the number of vacant posts as a percentage of the budgeted establishment.

5. Consultant appraisal process allows 14 months before counting as non-compliant
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3.1 SUMMARY

The following section provides a summary of the Trust’s performance against key national access standards at the end of May 2014. It shows those
standards not being achieved either in the current quarter (i.e. quarter 1), and/or the month. The standards include those used in Monitor’s Compliance
Framework, as well as key standards included within the NHS operating framework and NHS Constitution.

Q Achieving (15)

O Underachieving (1)

- 31-day diagnosis to treatment cancer standard - first treatment

- 31-day diagnosis to treatment cancer standard - subsequent drug

- 31-day diagnosis to treatment cancer standard — subsequent radiotherapy
- 31-day diagnosis to treatment cancer standard - subsequent surgery

- 62-day referral to treatment cancer standard — screening referred

- 2-week wait urgent GP referral cancer standard

- Referral to Treatment Time for admitted patients

- Referral to Treatment Time for incomplete pathways

- Genito-Urinary Medicine (GUM) 48-hour access

- A&E Left without being seen rate

- A&E Time to Initial Assessment + A&E Time to Treatment

- A&E Unplanned re-attendance

- Ambulance hand-over delays over 30 minutes (year-on-year reduction)
- Reperfusion times (door to balloon time of 90 minutes)

Reperfusion times (call to balloon time of 150 minutes) — local target
not achieved

. Failing (7)

O Not reported/scored (0)

- A&E Maximum waiting time (4-hours)

- Delayed Discharges

- Referral to Treatment Time for non-admitted patients

- 62-day referral to treatment cancer standard — GP referred

- Last-minute cancelled (LMC) operations + 28-day readmission following LMC
- 6-week wait for key diagnostic tests

Please note: Performance for the cancer standards is reported by all trusts in the country two months in arrears. The current cancer performance figures shown include the draft
figures for May. Indicators are shown as being failed where the required standard is not achieved for the quarter to date. Indicators are shown as being underachieved if there has
been a failure to achieve the national target in the current month, but the quarter is currently being achieved, or where a local standard is not being met.
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3.2 ACCESS DASHBOARD

Access Standards - dashboal

Thresholds Previous Year to Month Quarter
Target Green Red YTD date (YTD)| | Jun-13 | Jul-13 | Aug-13 [ Sep-13 | Oct-13 [ Nov-13 | Dec-13 | Jan-14 | Feb-14 [ Mar-14 | Apr-14 | May-14 | | Q2 13/14|Q3 13/14|Q4 13/14|Q1 14/15
Cancer - Urgent Referrals Seen In Under 2 Weeks 93% 93% 97.6% 97.1% 97.1% | 96.6% | 95.7% | 97.2% | 95.0% | 96.3% | 98.0% | 95.4% | 98.0% | 98.4% | 97.1% | « 96.5% 96.4% 97.4% 97.1%
i
Cancer - 31 Day Diagnosis To Treatment (First Treatments) 96% 96% 98.1% 97.9% 97.6% | 99.4% | 96.5% 96.9% | 99.5% | 97.6% | 96.2% 97.8% | 97.9% g 96.7% 98.0% 96.0% 97.9%
o
Cancer - 31 Day Diagnosis To Treatment (Subsequent - Drug) 98% 98% 100.0% 100.0% 99.0% | 100.0% | 100.0% | 100.0% | 100.0% | 100.0% | 98.9% | 99.3% | 100.0% | 100.0% | 100.0% | 2= 100.0% 99.7% 99.7% 100.0%
=
Cancer - 31 Day Diagnosis To Treatment (Subsequent - Surgery) 94% 94% 97.9% 97.2% | 96.1% | 95.2% 100.0% 95.0% 97.6% 97.9% GSJ_ 5 94.2% 96.9% 94.1% 97.9%
Cancer 2 =
Cancer - 31 Day Diagnosis To Treatment (Subsequent - Radiotherapy) 94% 94% 98.9% 97.9% 98.2% | 97.8% | 98.1% | 97.1% | 97.1% | 97.6% | 99.0% 99.5% | 95.6% | 97.9% -‘é g 97.7% 97.8% 95.7% 97.9%
5 £
Cancer 62 Day Referral To Treatment (Urgent GP Referral) 85% 85% 85.7% 85.6% 85.2% g
8
1
Cancer 62 Day Referral To Treatment (Screenings) 90% 90% 96.3% 91.2% | 95.3% | 100.0%| 93.9% | 91.8% 97.6% | 98.0% | 94.9% § 96.6% 90.5% 94.4%
=
Cancer 62 Day Referral To Treatment (Upgrades) pubN"Z;‘ed pul:‘ﬁ:‘;‘ed 100.0% 97.5% 100.0% | 94.3% | 88.2% | 100.0% | 86.7% | 84.2% | 93.1% | 79.3% | 75.6% | 97.0% | 97.5% | & 94.2% 88.3% 85.3% 97.5%
Referral To Treatment Admitted Under 18 Weeks 90% 90% 93.3% 91.8% 92.9% 92.1% 92.4% | 90.5% 92.7% 92.3% 92.0% 91.8%
Referral to |
Referral To Treatment Non Admitted Under 18 Weeks 95% 95% 95.7%
Treatment
Referral To Treatment Incomplete pathways Under 18 Weeks 92% 92% 92.3% m m 92.6% | 92.4% mmm 92.4% mmm
A&E Total time in A&E 4 hours - without Walk in Centre attendances 95% 95% 96.0% 95.4%
A&E A&E Time to initial assessment (95th percentile) - in minutes 15 15 13 14 13 13 14 13
Clinical
Qlllallity A&E Time to treatment decision (median) - in minutes 60 60 54 55 51 54 47 49 53 53 53 46 55 54 53 57 50 53 51 55
Indicators [A&E Unplanned reattendance rate (within 7 days) 5% 5% 2.7% 2.4% 07% | 0.6% | 07% | 0.6% | 23% | 22% | 3.0% | 2.8% | 2.5% | 24% | 2.7% | 22% 0.6% 2.5% 2.5% 2.4%
A&E Left without being seen 5% 5% 1.7% 1.7% 14% | 18% | 1.7% | 1.8% | 22% | 21% | 21% | 2.0% | 1.8% | 1.7% | 15% | 1.9% 1.7% 21% 1.8% 1.7%
Last Minute Cancelled Operations 0.80% | 1.50% 1.28% 0.97% 0.82% | 1.15% | 0.85% | 0.72% | 0.65% | 0.96% | 1.02% | 1.18% | 1.44% | 0.92% | 0.98% | 0.96% 0.91% 0.85% 1.17% 0.97%
28 Day Readmissions 95% 85% 89.6% 89.5% | 88.9% | 88.4% | 93.6% | 95.0% | 95.0% | 92.6% | 93.6% | 88.6% | 89.7% | 94.2% | 85.2% 90.1% 94.0% 90.3% 89.6%
6-week wait for key diagnostics 99% 99% - 99.2%
Other key
access Primary PCI - 150 Minutes Call To Balloon Time (direct admissions only) 90% 70% 72.1% 78.6% 84.4% 91.2% | 81.6% | 77.5% 81.5% 86.1% 78.9% 78.6%
standards
Primary PCI - 90 Minutes Door To Balloon Time (direct admissions only) 90% 90% 95.3% 96.4% 95.1% | 96.6% | 90.6% | 95.0% 97.1% 93.8% 94.1% 91.1% 96.4%
Delayed discharges (Green to Go List) 30 41 app;‘f;ble
Ambulance hand-over delays (over 30 minutes) - year-on-year reduction 20% 10% 155.0 98.0 73.0 84.3 112.0 98.0
Please note:
Where the threshold for achieving the standard has changed between years, the latest threshold for 2014/15 has been applied in the
Red, Amber, Green ratings.
The thresholds for Ambulance hand-over delays are a percentage reduction on the same period last year, in order to take account of
seaonal changes in demand.
The standard for Primary PCI 150 Call to Balloon Time only applies to direct admissions - the local target is shown as the GREEN
threshold and the national target as the RED.
All CANCER STANDARDS are reported nationally two months in arrears. Monthly figures are indicative, until they are finalised at the
end of the quarter. The figures shown are those reported as part of the National Cancer Waiting Times data-set. They do not reflect any
breach reallocation for late referrals, which is only allowable under Monitor's Compliance Framework.
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3.3 CHANGES IN THE PERIOD

Performance against the following national standards changed significantly compared with the last reported period:

31-day diagnosis to treatment cancer standard — subsequent surgery A\ (up from 91.8% in March to 97.9% in April)
28-day readmission following a last-minute cancellation W (down from 94.2% in April to 85.2% in May)

6-week diagnostic wait W (down from 98.3% in April to 96.6% in May)

Reperfusion times (door to balloon time of 90 minutes) A\ (up from 91.7% in March to 96.4% in April)

Please note the above performance figures only show the final reported position and do not show the draft May performance against the cancer
standards, although additional information is noted where the draft figures have been validated.

3.4  EXCEPTION REPORTS
Exception reports are provided for six of the RED rated performance indicators.

Please note that the number of Delayed Discharge patients in hospital at month-end is now reported as one of the access key performance indicators,
along with Ambulance hand-over delays over 30 minutes. As a key measure of patient flow, performance against the Delayed Discharges operational
target will be reported as part of the A&E 4-hour Exception Report, in months where the 95% standard isn’t achieved.

1) Last-minute cancellations

2) 28-day readmission following a last-minute cancellation

3) 62-day referral to treatment cancer standard — GP referred

4) Referral to Treatment Time (RTT) Non-admitted pathways standard
5) A&E 4-hour maximum wait

6) Six week wait for diagnostic tests
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Al-A2. EXCEPTION REPORT: Last-minute cancellation + RESPONSIBLE DIRECTOR: Chief Operating Officer
28-day readmission following a last-minute cancellation

Description of how the target is measured:

1) The number of patients whose operation was cancelled at last minute for non clinical reasons, as a percentage of all admissions.
This standard remains part of the NHS Constitution.
Monitor measurement period: Not applicable

Performance during the period, including reasons for exception:

There were 54 last-minute cancellations (LMCs) of surgery in May (0.96% of operations) which is above the national standard of 0.8%. The main
reasons for cancellations in May were as follows:

— 19% (10 cancellations) were due to no ward bed being available to admit a patient to

— 17% (9 cancellations) were due to an emergency patient being prioritised on the day

— 17% (9 cancellations) were due to no Intensive Therapy Unit (ITU)/ High Dependency Unit (HDU) beds being available to admit patients to
— 13% (7 cancellations) were due to another patient in theatre being more clinically complicated than expected

— 35% (19 cancellations) were due to a range of reasons, with no consistent themes or patterns emerging

Of the 54 cancellations, 23 were day-cases and 31 were inpatients (43% day-cases). On average, seventy percent of the Trust’s admissions in a month
are day-cases. The higher rate of inpatient cancellations reflects the high cancellation rate due to emergency patients needing to take priority and the
lack of a critical care bed, which is more likely to impact inpatient than day-case procedures.

Like last month, ward bed availability was the single highest cause of cancellations this month. If there had been no cancellations due to the lack of a
ward bed, performance would have been 0.78% against the 0.8% national standard. The lack of a critical care bed was one of the top three causes of
cancellations in the month, which is a change from the previous month, where a clear reduction in cancellations for this reason had been observed.
This increase in cancellations due to the lack of a critical care bed appears to be due to a short-term increase in demand and not a return to the pattern
of causes of cancellations experienced in 2013/14.

In May, 85.2% of patients cancelled in the previous month were readmitted within 28 days of the cancellation. There were 9 breaches of standard in
the month. Eight of these patients were due for readmission to the Bristol Children’s Hospital; 2 could not be re-admitted within 28-days due to lack
of Paediatric Intensive Care Unit capacity or other bed capacity, the remaining patients were not re-admitted within the target 28 days due to the
clinical requirements of patients already booked (a mix of urgency and planned rehabilitation). The one patient due for surgery within the Bristol
Royal Infirmary was not re-admitted within 28-days due to more urgent patients taking priority.
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Recovery plan, including expected date performance will be restored:

The following actions continue to be taken to reduce last-minute cancellations and support achievement of the 0.8% standard (please note: actions
completed in previous months have been removed from the following list):

e Ongoing implementation of 4-hour plans, the actions from which should reduce cancellations related to bed availability (see A&E 4-hour
Exception Report — A6);

e Escalation of all LMCs not re-booked within 7 days of cancellation (ongoing); patient list now also being reviewed at the weekly or
fortnightly Referral to Treatment Time (RTT) meetings with Divisions;

e Monthly validation of all potential LMCs re-established, to ensure we are not inappropriately reporting last-minute cancelled operations, or
failures to re-admit within 28 days, and that we understand the reasons for cancellations (ongoing);

e Outputs of the weekly scheduling meeting are reviewed by Surgery, Head & Neck team, to be clear on the accountability for making sure
theatre lists are appropriately booked (i.e. will not over-run), and the necessary equipment/staffing are available (ongoing);

e Weekly reviews of future week’s operating lists continue, to ensure the demand for critical care beds is spread as evenly as possible across the
week; daily reviews of current demand for critical care beds, and flexible critical care bed-usage across Divisions to minimise cancellations
(ongoing);

e Daily e-mails circulated of all on-the-day cancellations within the Bristol Royal Infirmary by the nominated Patient Flow Co-ordinator, to
help ensure patients are re-booked within target (ongoing);

e In addition to the opening of the twentieth ITU bed, a further review of critical care capacity is being undertaken, as part of the 2014/15
Operating Model, which is being led by the Senior Leadership Team.

Progress against the recovery plan:

The 0.8% national last-minute cancelled operations standard was not achieved in May. This was primarily due to emergency pressures on beds and
theatres. In contrast to previous months, where a consistent improvement had been seen relative to the same period last year, performance in May was
the same as in May 2013.

Performance against the 28-day readmission standard was 85.2%, which represents a significant deterioration on April’s performance of 94.2%. The
ability to re-admit patients following their cancellation was primarily affected by a combination of emergency pressures and other more urgent
patients needing to be prioritised. Reducing the level of ward-bed related cancellations remains critical to the achievement of both the last-minute
cancelled operations and the 28-day readmission standards. Delivery of the objectives of the 2014/15 Operating Model should reduce levels of last-
minute cancelled operations and improve performance against the 28-day readmission standard.
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A3. EXCEPTION REPORT: 62-day referral to treatment for GP RESPONSIBLE DIRECTOR: Chief Operating Officer
referred patients

Description of how the target is measured:

The number of patients with confirmed cancers treated within 62 days of referral, as a percentage all cancer patients treated during the period under
that standard. There are separate targets for GP and Screening referred patients, although Monitor treats this as a combined standards for the purposes

of scoring
Monitor measurement period: All cancer standards are measured Quarterly (weighted 1.0 in the Risk Assessment framework)

Performance during the period, including reasons for exceptions:
62-day GP referred

Draft performance for May is 80.9% against the 85% standard. However, further validation is still required before national reporting is undertaken in
early July. It is expected that the recovery trajectory target of 80.5% will be achieved for the month. The recovery target for the quarter of 75.3% is
on track to be met, with the expected impact of validation taken into account.

Performance in April was confirmed as 75.3% against the 85% standard. Breach analysis has shown the reasons for the breaches to be as follows:

Breach reasons April breaches | Percentage of breaches
Sixty-two percent (62%) of breaches were due
Late referral 6.0 31% to primarily unavoidable reasons, including
Medical deferral/Clinical complexity 4.5 23% late referral, medical deferral, clinical
Outpatient delay 1.5 8% complexity and delayed pathways at other
Delayed radiology diagnostic 1.0 5% providers.
s .. o
Admin delay/pathway p lann%ng 1ssue 13 8% There were 7 breaches (36%) relating to
Delayed pathway other provider 1.5 8% internally managed pathways and 12.5
Elective capacity 25 13% breaches (24 pathways x 0.5 accountability)
Other reasons 1.0 5% relating to shared pathways.
19.5

The transfer of breast and urology services to North Bristol Trust has left the Trust with a challenging group of pathways to meet the 62-day GP
standard. This is because breast cancers are relatively easy to treat within 62-day of referral because the diagnostic pathways are simple and patients
are usually fit enough to proceed to treatment without further intervention. In quarter 4 2013/14, the 85% standard was only achieved for breast and
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skin cancers at a national level, and national average performance overall for all tumour sites was 84.6%. The Trust is now the only acute provider in
the country that provides neither breast nor urology cancer outpatients or surgical services.

An improvement working group was established in October 2013, focusing primarily on the 62-day cancer pathways. Improvements in performance
at a tumour-site level have been realised between quarter 2 and quarter 3, This is especially evident when comparing the Trust’s performance against
the national average reported for the same quarter. However, the volume and proportion of unavoidable breaches has increased since then, meaning
that further improvements now have to be made to offset these additional breaches that are largely outside of the Trust’s control.

The improvement work on the high volume tumour sites is ongoing. The focus of this work is informed by monthly breach reviews, and also
structured telephone-based interviews which have been carried-out with better performing equivalent providers, to identify good practice from
elsewhere. Whilst the telephone interviews provided assurance that there were no obvious differences in the diagnostic or treatment pathways that
other providers had in place to treat cancer patients, disappointingly few pathway improvement opportunities were identified through these
discussions.

Recovery plan, including expected date performance will be restored:

A fortnightly cancer steering group has been established, to take forward the further improvement priorities which have identified from the most
recent breach analysis and learning from other providers. The key actions are as follows:

62-day GP referred actions:

e Implement new management for tertiary thoracic surgery peripheral clinics to reduce delays to referrals from other providers (impact
from Q4 onwards); following agreements with North Bristol Trust (NBT), surgical review of patients to be conducted on the same day
as the Multi-Disciplinary Team discussion of the patient’s case, from June, which should reduce the thoracic pathway by 9 days;
meetings scheduled with Yeovil District Hospital, Gloucester Hospitals and Taunton & Somerset trusts, to agree the adoption of a
similar approach;

e Reduce maximum wait for 2-week wait step to 7 days (excluding skin and paediatrics, for which the wait to first appointment will not
have a material impact on breach volumes) for 90% of patients (end July onwards); demand modelling undertaken for each tumour
site; additional clinic capacity established in head & neck, lung and gynaecology, and being planned in other specialties; monitoring
report to be available by the end of June;

e Further improvements in histology turn-around times to be expected with recruitment later in 2014/15;

e Establish 2.5 additional ENT theatre sessions per week from October 2014 onwards, to reduce the majority of panendoscopy delays;
additional capacity currently being sought to bring forward this action (ongoing);

e Implement new approach to critical care cancellations and booking of cases to minimise impact of residual cancellations; action
completed; critical care cancellations continue to be tightly managed, with pro-active cancellations taking place as necessary and
back-fill of sessions with cases that do not require a critical care bed, to ensure theatre and surgeon capacity is not wasted;

e Establish additional thoracic and hepato-billiary theatre sessions from October 2014, when Vascular service moves to North Bristol
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Trust; review being undertaken as to whether additional short-term capacity can be established before October;
e Revise the pre-operative assessment management process in order to ensure potential issues for patients on cancer pathways can be
identified quickly and tests expedited; new protocol-based process established and being monitored;
e Schedule additional elective cancer surgery slots in December 2014, when activity levels are low and breaches can result in quarter 4

Progress against the recovery plan:

62-day GP

The following improvement trajectory has been agreed, on the basis of the actions identified and expected impact of these actions. Performance for

May is currently marginally above trajectory, as is performance for the quarter as a whole.

Oct- Nov- Feb- Mar-

14 14 15 15 Q4
Trajectory 86.4% | 85.1% 85.4% | 87.0% | 85.8%
Actual 75.3% | 80.9%

31-day first definitive

The 31-day first definitive treatment standard was achieved in quarter 4. But due to the narrow margin of achievement against the 96% standard in
quarter 4 2013/14, the following trajectory has been agreed and progress with achieving this trajectory will be reported to the Board on a monthly
basis. Please note that May’s figures are still subject to final validation and reporting.

May- Jun Jul Aug Sep Oct Nov- Dec Jan Feb Mar-
14 -14 Q1 -14 -14 -14 Q2 -14 14 -14 Q3 -15 -15 15 Q4
Trajectory 96.4% | 96.7% | 96.3% | 96.8% | 96.7% | 96.8% | 96.7% | 97.2% | 97.2% | 96.7% | 97.0% | 97.2% | 96.9% | 97.2% | 97.1%
Actual | 97.9% | 97.9%
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A4. EXCEPTION REPORT: Referral to Treatment Time (RTT) RESPONSIBLE DIRECTOR: Chief Operating Officer
non-admitted pathways standard

Description of how the target is measured:

The number of patients treated or discharged within 18 weeks of referral, as a percentage of all patients treated or discharged in the month. The Non-
admitted target of 95% relates to those patients not requiring an admission as part of their treatment.

Performance is assessed by Monitor at an aggregated Trust level.

Monitor measurement period: Monthly achievement required but quarterly monitoring

Performance during the period, including reasons for exceptions:

Performance in May was 94.0% against the Non-admitted standard, which is an improvement on the April position of 93.6%, but 1.0% below the
95% national standard.

The failure to achieve the RTT Non-Admitted standard was forecast following the Head & Neck service transfer from North Bristol Trust, due to the
number of patients already waiting over 18-week for their first outpatient appointment, at the point of transfer. The forecast failure was flagged to
Monitor in the Annual Plan, and re-stated as part of the quarter 2 declaration of compliance. In combination with increases in referrals from GPs,
which has resulted in waits for first outpatient appointments

lengthening, this led to a failure of the standard in quarter 4, and RTT Non-admitted backlogs
the Trust flagging to Monitor the potential failure of the standard 2000 - 96.5%
in quarters 1 and 2 of 2014/15, as part of the quarter 4 1800 + N - 96.0%
declaration and the 2014/15 Annual Plan. © 1600 -+ ,/ So | oessw
£ 1400 + 1=~ | osow
Graph 1 — RTT Non-admitted backlogs versus the percentage %1200 + RN | oa55
of patients on ongoing pathways waiting under 18 weeks. % 1000 - 21 N/ o 4' 0%
gSOO”\ /»\ //\\’,’ + .0%
. . . o S e - 93.5%
The percentage of patients on a non-admitted ongoing pathway E 600 - N | o505
that are waiting under 18 weeks at each month-end was above < 400 T | 92'5;
95% for the whole of quarter 4, and remains so in quarter 1 208 T 92'0;
2014/15 to date, despite a small rise in the number of dental T T S S T/ W S S B T T S A S o
specialties waiting over 18 weeks. This rise is due to a bulge in 2 5 § T £ 3 ¥ & g') 2 ¢ £ 8 & é =
the waiting list, and is being addressed by additional outpatient == = - - ° = e - = = =
slots to match demand Backlog > 18 weeks = = RTT Non-admitted ongoing pathways (% < 18 weeks)
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The analysis of the breaches confirms that the main reasons for the failure to achieve the 95% standard in May were:

e Additional patients that had waited over 18 weeks from referral being seen for first outpatient appointments within the adult Ear, Nose &
Throat and Oral Surgery services following transfer of the waiting list from North Bristol Trust; this is now mainly due to increases in referral
volumes beyond that expected as part of the transfer

e Additional patients being seen for their first outpatient appointment to reduce the waiting times in other dental specialties (included in the
RTT speciality ‘Other’) where waiting times have increased

e Lengthening outpatient waiting times for first appointments in a range of specialties, following increasing volumes of referrals, especially
from GPs

Table 1: Performance against the RTT Non-admitted standard at a national RTT specialty level in May.

Percentage

Under 18 18+ Total Clock Under 18
RTT Specialty Weeks Weeks Stops Weeks
CARDIOLOGY 111 11 122 [
CARDIOTHORACIC SURGERY 23 0 23 100.0%
DERMATOLOGY 470 10 480 97.9%
EN.T. 621 84 705 -
GASTROENTEROLOGY 31 2 33
GENERAL MEDICINE 229 5 234 97.9%
GERIATIRC MEDICINE 56 0 56 100.0%
GYNAECOLOGY 403 8 411 98.1%
NEUROLOGY 73 0 73 100.0%
OPHTHALMOLOGY 929 8 937 99.1%
ORAL SURGERY 326 16 342 95.3%
OTHER 2614 233 2847
RHEUMATOLOGY 94 4 98 95.9%
THORACIC MEDICINE 213 5 218 97.7%
TRAUMA & ORTHOPAEDICS 92 15 107
TOTAL 6285 401 6686

In April and May, ten of fifteen specialties achieved the 95% standard.

Recovery plan, including expected date performance will be restored:

e To improve performance for non-admitted Referral to Treatment (RTT) pathways, a three phase project plan has been developed that focuses




on immediate actions required to bring performance back in line as well as more medium / longer term sustainability improvements;

e A working group was established in February, and has developed the recovery plan for reducing waiting times for first outpatient
appointments. This group has been meeting weekly and has developed the activity and waiting list trajectories for reducing outpatient waiting
times throughout 2014/15. Weekly monitoring of activity against the plan is now taking place and any deviations from plan are being
identified so that mitigating actions can be taken;

e A monthly RTT Steering Group has also been set-up to oversee the progress of the working group as well as to provide a more strategic
oversight of RTT performance. This group is responsible for ensuring all the milestones of the project are met as well as overseeing risks,
reviewing benchmarking information, providing cross divisional oversight and recognising / promoting best practice;

e To provide external assurance that our recovery plan is ‘fit for purpose’, the national Elective Care Intensive Support Team (IST) was asked
to undertake a review of our action plan, to ensure it is robust as well as to share best practice from other organisations. This was scheduled
for the week commencing the 21* April (visit complete, a further review is being undertaken in specific areas and the draft report is in the
process of being finalised).

Progress against the recovery plan:

Weekly activity plans are being implemented, to further reduce the number of patients waiting over 18 weeks. The modelling which has been
undertaken of the impact of shortening first outpatient waits forecasts achievement of the 95% standard from October 2014, as shown in the
trajectory below. May’s reported position confirms achievement of the improvement trajectory in the month.

Non-admitted Trajectory Mar-14 |Apr-14 |May-14[Jun-14 [Jul-14 ]Aug-14 [Sep-14 |Oct-14 |Nov-14 |Dec-14 [Jan-15 |Feb-15 |[Mar-15

Patients above target outpatient wait 2,940 2,483 1,998 |1,454 [844 505 364 207 98 98 0 0 0

Forecast performance against RTT Non-
admitted standard 95.0% [95.0% [95.0% [95.1% [95.1% [95.1%

Actual performance against the RTT Non-
admitted standard 93.1% [93.6% | 94.0%
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A5. EXCEPTION REPORT: A&E maximum wait 4 hours

RESPONSIBLE DIRECTOR: Chief Operating Officer

Description of how the target is measured:

The number of patients admitted, discharged or transferred within 4 hours of arrival in the Trust’s Bristol Royal Infirmary (BRI), Bristol Children’s
Hospital and Bristol Eye Hospitals, as a percentage of all patients seen. The local Walk in Centre attendances are no longer included in the

performance figures.

Monitor measurement period: Quarterly

Performance during the period, including reasons for exceptions:

Trust-level performance against the 4-hour standard stayed similar to that of April, at 94.3%, but remained marginally below the 95% standard.
Performance against the 4-hour standard at the Bristol Children’s Hospital was above the 95% standard and improved by 1.0% over April, at 96.6%.
Performance within the BRI remained below the 95% standard and reduced by 1% relative to April, to 91.4%. The Bristol Eye Hospital achieved

99.7% against the 95% national standard.

Graph 1 — Number of ambulance arrivals into the Trust by month over the last three years.

Ambulance arrivals into the Trust remain high and for the BRI were 8.5% higher in May than the same period last year. In quarters 2 and 3 2013/14
emergency admissions stayed at similar levels to previous years despite an increase in ambulance arrivals. This was attributed to the work of the

Trust AE Attendances with Mode of Arrival of '"Ambulance’
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Ambulatory Care Unit. However, in May, as in April, the rise in ambulance
arrivals was associated with an equivalent rise (8%) in emergency
admissions via the Emergency Department (ED). Three percent of the
increase in emergency admissions is attributable to the closure of the
Frenchay ED. It is unclear whether the change in the conversion rate from
ambulance arrival to emergency admission reflects a change in the acuity of
patients seen in the period.

The Bristol Children’s Hospital experienced a 23% increase in ambulance
arrivals in May, relative to the same period last year. In contrast to previous
months there was a 27% increase in the level of emergency admissions.
Five percent of the 27% increase in emergency admissions is attributable to
the closure of the Frenchay ED.

There was a decrease in length of stay for patients discharged in the month.
Although the proportion of long stay patients discharged in the period was
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slightly lower than in previous month, there were also fewer long-stay patients in hospital at month-end than the previous five months. This followed
the work undertaken during the Breaking the Cycle Together initiative, with reduced levels of delayed discharges being maintained throughout April

and May.

Table 1 — Number of Delayed Discharges on the Green to Go list at the end of May compared with the previous six month-ends

Month Total number of Green to Go (Delayed
Discharge) patients at month-end
November 2013 50
December 2013 52
January 2014 60
February 2014 73
March 2014 58
April 2014 56
May 2014 51

Recovery plan, including expected date performance will be restored:

The Senior Leadership Team is overseeing the delivery of the 2014/15 Operating Model. This covers a programme of seven projects which are
targeting improvements in patient flow. Progress updates for the projects are provided in the table below.

Project

Project Aims

Progress on delivery

Breaking the Cycle Together

During week commencing Monday 31% March the Trust
ran an initiate a “Breaking the Cycle Together” (BTCT)

week with our partner organisations; Bristol Community
Health, Clinical Commissioning Group, Commissioning
Support Unit and Social Services, to focus on:

To reaffirm and consolidate our standards of patient
care;

Using a Major Incident approach to rapidly address
barriers to adherence with these standards;

Align our whole organisation’s attention from the very
top down, to focus and fix issues which get in the way

Learning from the successes of the week has been
identified and pilot projects are being undertaken at
Divisional level to test out ways to move the learning
into business as usual.

Learning from the pilots to date will audited before the
end of June and the working routines further revised as
a result. Changes will be implemented before the end
of July.

The SAFER bundles have been updated and re-issued
as the basis for the revised checklist routines being

developed based on the pilot learning.
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of the quality of care we aim to deliver;

e This initiative will be run over a full 7 days, and will
include all inpatient activity.

Integrated discharge hub and
supporting discharge processes

To co-locate staff from the three key Organisations
responsible for managing patients with complex care
needs; Bristol City Council, Bristol Community Health
and University Hospitals Bristol; to improve efficiency of
discharge processes; improve communication, reduce
duplication and create an integrated discharge policy and
process.

Training for Discharge champions was carried out
in early June

Planning is underway for a joint discharge
workshop with Bristol City Council and Bristol
Community Health which will develop integrated
ways of working. This workshop is scheduled for
July

Out of hospital solution

To commission further out of hospital transitional care
beds to reduce the number of bed days consumed by
‘Green to Go’ (delayed discharge) patients, thereby
reducing Length of Stay (LOS) and bed occupancy to
improve patient flow.

Potential beds identified. Proposal prepared for the
Better Care Fund programme board to agree
funding arrangements (completed).

Scoping and feasibility assessment is underway for
a second wave of capacity. Plans to be firmed up by,
July

Early Supported Discharge

Effective early supported discharge pathways in place for
patients which are provided by either a community partner
or UH Bristol, or a combination of both which leads to
better patient outcomes, better patient experience and a
reduced Length of Stay.

Currently assessing the available existing capacity
and capability in the community to support
additional patient groups. (June)

Target patient groups will then be developed and
agreed (July)

Trust wide review of Critical
Care

The project is still being scoped, but will address issues of
flow and capacity in adult critical care facilities.

Long term capacity review planned alongside short
term interventions to improve flow between critical
care and other areas (is in planning stage).

Weekend discharge — diagnostic
and solution

To understand the issues needed to even out patient flow
across the seven days of the week and increase the number
of discharges that take place at the weekend.

Engage with Junior Doctor team to support
diagnostics and potential solutions (Completed)

Development of fit for purpose Information
Technology tool to identify patients for discharge
action over weekend (On track for implementation
June 2014)
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e Agree new Operating models including protected
bed model (drafted, to be signed off)

Review Trust-wide escalation policy to support

Protected Beds To develop an operating model that will support elective
and urgent tertiary activity to proceed unhindered by
periods of high demand for acute medical care through the

Emergency Department. This will ensure that all our pilot in one area (drafted, to be signed off)
patient flows are supported, both planned and unplanned |o  [mplementation details now being developed.
care. Target remains to launch in July

The system-wide review of urgent care by the Emergency Care Intensive Support Team (ECIST) took place in the week commencing 19™ May 2014
for one week. The review included all partner organisations including the Clinical Commissioning Group, Bristol Community Health and Health &
Social Care. A draft report has been circulated for stakeholder input. Feedback following the review will be fed into the Urgent Care Forum who will
oversee the system wide action plan based on recommendations from ECIST.

Progress against the recovery plan:

Performance against the 4-hour standard improved significantly following Breaking the Cycle Together initiative at the end of March. Performance
in April and May was 94.5% and 94.3% respectively, which although just short of the 95% national standard represents a significant improvement on
the performance in March. Key milestones for the achievement of the aims of the Operating Model programme of work have been defined and are
now being used to inform an improvement trajectory for sustainable achievement of the 95% national standard in quarters 2 to 4. At present,
achievement of the national standard is considered at risk in quarter 1 and quarter 4 of 2014/15, with the new patterns of emergency admissions
following the Frenchay Emergency Department closure still emerging and the ongoing pressures of increasing numbers of ambulance arrivals in
conjunction with the increasing ago-profile of patients admitted to the Trust each winter. At the time of this report it still remains possible to achieve
the 95% standard for quarter 1 as a whole, but this is considered at risk.
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A6. EXCEPTION REPORT: 6-week wait for key diagnostic tests RESPONSIBLE DIRECTOR: Chief Operating Officer

Description of how the target is measured:

The number of patients waiting over 6 weeks for one of the top 15 key diagnostic tests at each month-end, shown as a percentage of all patients
waiting for these tests. The figures include patients that are more than 6 weeks overdue a planned diagnostic follow-up test, such as a surveillance
scan or scoping procedures. The national standard is 99%.

Monitor measurement period: Not applicable; the monitoring period nationally is monthly.

Performance during the period, including reasons for exceptions:

Performance in May was 96.6% against the 99% national standard for 6-week diagnostic waits. There were 234 breaches of the 6-week standard at
month-end, of which 116 were for MRI scans, 61 were for gastrointestinal endoscopies and 51 were for Cardiac Stress Echocardiograms. The
remaining 10 breaches of standard were across a range of diagnostic tests.

The increase in long waiters for MRI scans in May was a combination of heightened demand in the period, but also a loss of capacity in some areas,
such as the paediatric MRI service, with a number of sessions being lost due to bank holidays and the lack of anaesthetic cover.

The original dip in performance against the 6-week wait standard in 2013/14 resulted from demand for the gastrointestinal endoscopies outstripping
available service capacity. This was due to a significant rise in demand for the procedures, which is a pattern that has been seen both regionally and
nationally. The rise in demand could not be responded to quickly due to delays in the opening of additional facilities at South Bristol Community
Hospital. However, a remedial action plan was developed which addressed this and the backlog of adult endoscopy cases was cleared at the end of
May 2013. Of the 61 gastrointestinal endoscopies breaching the 6-week wait standard in May 2014, 38 were for adult endoscopies, the remainder for
paediatric endoscopies.

Demand for Cardiac Stress Echocardiograms also remains high due to changes in NICE guidance for patients with cardiac problems. Capacity is also
restricted due to the limited number of staff able to undertake these diagnostic tests.

Recovery plan, including expected date performance will be restored:

The following actions are being taken to improve performance against the 6-week wait standard in quarter 1. Please note: actions completed in
previous months have been removed from the following list:

e Future paediatric MRI scanning capacity is being reviewed and plans for additional sessions are being taken forward,

e All appropriate adult patients continue to be offered MRI scans at another local provider (however, under waiting times rules, where patients
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decline to be seen elsewhere their waiting times cannot be adjusted); the Trust’s own MRI scanners continue to be run at weekends, to
increase capacity;

e A mobile MRI scanner will be based at South Bristol Community Hospital from mid July to provide further routine capacity and to reduce the
likelihood of a backlog building-up again;

e The recruitment of an Echo Cardiographer Radiographer/Technician has been approved, and a locum is being sought from an agency until the
post can be recruited to substantively; additional sessions with current staff are also being run in July and August;

e A plan has been developed to clear the backlog of adult endoscopy long waiters, and to ensure maximum waiting times are maintained
thereafter;

e A long-term solution is being put in place to support sustainable waiting times for paediatric endoscopies (by the end of quarter 3);

Progress against the recovery plan:

The 99% standard wasn’t achieved in May, following achievement of the standard in February and March. Plans are in place to reduce the number of
long waiters for a number of different types of diagnostic test, with the current forecast of achievement of the standard again at the end of July.
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08 Francis Report Recommendations

Purpose

This paper is to update the Board on progress since the presentation of the Trust’s Francis
Response paper in November 2013.

Abstract

The Trust set out its initial response to the Francis report in a paper presented to Board in
November 2013. The Francis Response paper described how the Trust had undertaken a process
of self-assessment in light of the key domains described in the Francis report and how the Trust
had subsequently set out a number of high-level themes to support further work designed to align
with these domains and enhance quality. The paper also set out the results of an initial
assessment of the 290 specific recommendations contained in the Francis report.

This paper will describe how the key themes arising from the Trust’s self-assessment have been
incorporated into key strategic and operational Trust documents, as well as describing how the
Francis report’s specific recommendations have now been reviewed and addressed.

Recommendations

The Board to receive the report for assurance

Report Sponsor

e Sponsor — Medical Director
e Author — Medical Director

Appendices

e Appendix A — Francis Report Update
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Update on the Trust’s response to the Francis Report.
June 2014.

1. Introduction

1.1 The Trust set out its initial response to the Francis report in a paper presented to Board in
November 2013. The Francis Response paper described how the Trust had undertaken a process
of self-assessment in light of the key domains described in the Francis report and how the Trust
had subsequently set out a number of high-level themes to support further work designed to
align with these domains and enhance quality. The paper also set out the results of an initial
assessment of the 290 specific recommendations contained in the Francis report.

1.2 This paper will describe how the key themes arising from the Trust’s self-assessment have been
incorporated into key strategic and operational Trust documents, as well as describing how the
Francis report’s specific recommendations have now been reviewed and addressed.

2. Francis response Key Themes.

2.1 The Trust’s Francis Response paper identified a number of areas where it was considered that
the quality of care patients receive could be further enhanced by ensuring progress with a
number of specific programmes of work. Some of these programmes predated the Francis
report, such as Medical Revalidation, but others needed to be designed and initiated following
the Trust’s post-Francis self-assessment.

2.2 In respect of this, the Trust presented its Operational Plan for 2014 — 2016 to Monitor in April
2014. This document detailed how the Trust will address its priorities and challenges over the
next two years, and includes a section which describes projects identified through the Trust’s
Francis response work. These projects will be progressed through Trust Divisional and Corporate
operational routes, as well as through the Trust’s Transforming Care programme and a number
have been initiated in the last few months. Work on the implementation of Schwartz rounds for
example, multi-professional and multidisciplinary meetings to review cases and episodes where
staff have felt especially challenged by some aspect of delivering high quality care, has begun in
collaboration with the Macmillan Trust and the Kings Fund. A Trust-wide regular review of
mortality has also been initiated following work to allow reviews to be completed by front-line
staff through the Trust’s electronic patient administration system. Additionally, the Trust’s
Quiality Report 2014/15 describes specific objectives for focused quality improvement work and
these objectives are directly consistent with the themes expressed in the Trust’s Francis
response as well as the Francis report itself.
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Trust response to the Francis Report — Update: June 2014

3. Francis report Specific Recommendations

3.1 As well as setting out a number of broad themes to direct programmes of work, the Trust’s

Francis Response paper described how an initial assessment by Trust Executives of the 290

recommendations contained in the Francis report had concluded that of these, 83 were

applicable to the Trust. This section describes how these 83 Francis recommendations have been

further considered, what action may be required to produce compliance with the

recommendations and how this action will be completed and governed.

3.2 The Trust’s Francis response paper of November 2013 outlined to which broad area of

responsibility each of the 83 applicable recommendations corresponded. This was detailed in

Appendix 1 of the paper. Further work has described responsibility for each applicable

recommendation to the level of Executive Director, apart from a small number considered to be

non-specific and already addressed (6). The table below describes the distribution of the 83

recommendations amongst Executive Directors.

Executive Francis report recommendation number No. of
Director recommendations/
Director
Chief Nurse 268, 208, 113, 114, 115, 118, 110, 111, 112, 116, 109, 185, 256, 38
238, 122, 239, 199, 198, 242, 195, 89, 246, 197, 186, 187, 194,
202, 37, 143, 100, 255, 252, 119, 248, 243, 263, 98, 249.
Director of 191, 237, 175, 179, 173, 176, 182, 177, 181, 3,5, 7, 12, 79, 4, 8. 16
Workforce and
Organisational
Development
Medical 236, 279, 180, 160, 174, 280, 11, 76. 8
Director
Director of 36, 245, 244, 262, 252, 5
Finance
Director of 120, 269 2
Strategic
Development
Total = 83

Table 1. Distribution of applicable recommendations amongst Executives.
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Trust response to the Francis Report — Update: June 2014

3.3 Following this exercise, Executive Directors were tasked to review the specifics of each
recommendation for which they had responsibility and describe whether, in their professional
judgement, the Trust was required to initiate any further action in order to achieve compliance
with the recommendation, or whether no further action was indicated.

3.4 Table 2 below indicates those recommendations considered by the appropriate Executive
Director to be in effect already within the Trust and where the only action required would be
that current practice is maintained.

Executive Francis report recommendation number No. of

Director recommendations/
Director

Chief Nurse 268, 113, 114, 115, 118, 110, 111, 112, 116, 109, 185, 238, 33

122, 239, 198, 242, 195, 89, 246, 197, 186, 187, 194, 202, 37,
143, 100, 255, 248, 243, 263, 98, 249.

Director of 191, 237,179 3
Workforce and
Organisational
Development

Medical 180, 160, 174, 76 7
Director

Director of 36, 245, 244, 262, 252, 5
Finance

Director of 120, 269 5
Strategic

Development

Total =61

Table 2. Recommendations for which no further action is required.

3.5 It is evident from the tables above that, for a number of Directors, there are residual
recommendations from the Francis report that require further action to be considered, defined
and completed before full compliance with the specific recommendations described in the
Francis report can be achieved. These residual recommendations will be outlined below.
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Trust response to the Francis Report — Update: June 2014

4. Chief Nurse

4.1 Residual recommendations requiring some further action are detailed below. All other actions
have been completed.

e Review uniform design and policy (208): the uniform policy has been reviewed. A cost
benefit review of uniform design to support easier differentiation of registered nurses
and nursing assistants has not yet taken place. It is planned to be undertaken in 2014. A
decision has been made for Clinical Nurse Specialists to have a specific uniform that
differentiates them from ward based nurses. Implementation planned

e Electronic patient follow up post discharge (256). Work continues on this as part of the
Trust’s digital communications strategy.

e Learning from complaints (252/119): ensure anonymised complaint data is available.
Quarterly complaints report in public board. Work is ongoing to publish key learning on
the Trust’s public website.

o Key nurses (199): all patients have a key nurse allocated per shift to co-ordinate care
needs for each allocated patient. Re-audit due July 2014.

5. Medical Director

5.1 Residual recommendations requiring some further action include recommendations designed to
ensure that each patient always has a named Consultant responsible for their care; that the
process of issuing a death certificate mandates the involvement of a senior clinician and that
clinicians have a reliable process to resolve any differences of opinion around the relative merits
of alternative clinical procedures.

e Named Consultant (236). The Trust has a process whereby the name of the responsible
Consultant is entered into the Patient Administration System (PAS) at the time of admission.
Currently however, it is evident that the PAS is not always kept up to date when patients
transfer from one clinician to another as a consequence of their diagnosis, Consultant shift
patterns or Consultant team working arrangements within some acute specialities. Dr Luker,
Deputy Medical Director and Chair of the Trust’s Clinical Record Group has been tasked with
examining how the PAS can be operated in such a way that it is up to date with the details of
the Consultant currently in charge of patients’ care. This work will be monitored through the
Clinical Record Group and reported to the Clinical Quality Group.

e Death certification (279). The Trust’s process for the completion of a death certificate is
currently being reviewed by the Deputy Medical Director and the outcome will be reported
in to the rust’s Clinical Record Keeping Group. The recent instigation of a clinician case note
review following every adult mortality is expected to assist with the achievement of this
objective.
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Trust response to the Francis Report — Update: June 2014

e C(linical Procedures (11). The Trust has a Clinical Effectiveness Group whose terms of

reference include the responsibility for ensuring the appropriate implementation of national
guidance from NICE technology appraisals and clinical guidance. This group also scrutinises
applications from clinicians for the adoption of new procedures. The Chair of this group has
recently been appointed and has been tasked with reviewing the group’s terms of reference
with respect to this recommendation.

6. Director of Workforce and Organisational Development

6.1 The remaining workforce recommendations centre around the requirement to have a consistent

6.2

message ensuring that organisational values (12, 79), the duty of candour (175, 173, 176, 182,
177, 181) and the principles contained within the NHS Constitution (3, 5, 7, 4, 8) are clearly set
out within job descriptions and contracts of employment at all levels of recruitment, as well as
being evident within induction and appraisal processes.

e To enable new staff to understand their obligations with respect to the duty of candour, the
relevance of the NHS constitution and the organisation’s values, the Trust’s recruitment
process, contracts of employment and induction programme have all been updated to
include statements that explain the importance and relevance of these principles during
their day to day work.

e For existing staff, the appraisal process and values training has been amended to ensure that
these messages concerning these principles are disseminated across teams in the Trust’s
values training and through individuals at appraisal.

This work has been approved by the Trust’s Human Resources Board, where the wording to
ensure that the messages are clear throughout the documentation was developed. These
actions are included here as the work necessary to implement the actions has only recently been
completed and post-dated the work to describe the state of implementation of specific
recommendations.

7. Conclusion

7.1 This paper has described how the broad themes that emerged following the Trust’s post-Francis

self-assessment have been incorporated into programmes of work that have been described in
those high-level Trust documents that direct strategic and operational effort and focus. It has
additionally described how the specific recommendations contained in the Francis report have
been considered by their Executive owners and how this has identified a small number of areas
for further work.
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09 Patient Experience Report

Purpose

To provide an overview of patient-reported experience at UH Bristol

Abstract

This quarterly report presents key quality assurance data and themes arising from the UH Bristol patient
experience survey programme, principally: the Friends and Family Test, our monthly inpatient/parent and
maternity surveys, and the national patient surveys.

The report provides an analysis of patient experience at Trust, hospital, Division and ward level.

Trust-level data in this report indicates sustained levels of patient-reported experience above the target
thresholds agreed by the Board.

Division-level data shows that the highest reported levels of patient satisfaction are consistently in
Specialised Services, whilst the inpatient tracker and Friends and Family Test scores in Medicine are
consistently lower than for the other bed-holding Divisions.

Hospital-level data indicates that the best patient experiences are provided at the Bristol Eye Hospital
(BEH — ward 41), the Bristol Royal Hospital for Children and the Bristol Haematology and Oncology
Centre. South Bristol Community Hospital tends to achieve slightly lower scores.

Ward-level data reveals patient experience ratings are lower in postnatal wards (71, 74, 76), wards in the
Bristol Royal Infirmary Old Building (21, 22, 23, 26) and Ward 7. The report includes further analysis
including possible explanations for these scores and actions being taken in response.

Recommendations

The Board is asked receive the report for assurance

Report Sponsor

e Sponsor — Carolyn Mills, Chief Nurse

Author — Paul Lewis, Patient Experience Lead (surveys and evaluation)

Appendices

e Patient Experience Report
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Patient Experience at University Hospitals Bristol NHS Foundation Trust
(June 2014 update)

1. Purpose of this report

This quarterly report presents the key quality assurance data and themes arising from the UH Bristol patient
experience survey programme, principally: the Friends and Family Test, the monthly inpatient/parent and
maternity surveys, and the national patient surveys. The narrative in the report provides analysis and draws on
discussions held at the Trust’s Patient Experience Group, where this data is reviewed every month.

2. Trust-level data

Charts 1 to 3 (over) show the three headline measures that are used to monitor the overall quality of patient-
reported experience at UH Bristol. The kindness and understanding and patient experience tracker* scores
(charts 1 and 2), are designed to turn “amber” or “red” if they fall significantly’. The Friends and Family Test
survey score combines inpatient and Emergency Department ratings (chart 3) . This turns “amber” if it falls
below the national average, and “red” if it falls into the lowest 20% of scores nationally. If any of these three
headline measures are rated amber or red, then the Trust Board is alerted via the monthly Quality Dashboard®. In
2013/14 none of the scores fell to these levels.

In addition to these inpatient and Emergency Department surveys, UH Bristol also carries out an annual survey of
outpatients. The latest data from this survey is currently being analysed, but chart 4 presents the headline
satisfaction rates and shows that 98% of outpatients (who attended in March 2014) rated their care as excellent,
very good, or good. This is in line with previous years and is slightly higher than the national benchmark (based
on the last national outpatient survey, carried out in 2011). It should be noted that the Friends and Family Test is
scheduled to be extended to outpatient and day-case settings in October 2014, and so more regular data will be
available from that point.

Further information about the surveys used in this report, including the scoring mechanisms used and a
description of the wider UH Bristol patient feedback programme, can be found in Appendices C and D. Surveys
work most effectively at a population (or “system”) level, and tend to offer less insight on the unique experience
of each individual patient. Overall the data shows that a positive experience is provided to the majority of
patients at the Trust, and that UH Bristol performs broadly in line with the national average in this respect.
Nevertheless, clear service improvement themes emerge (see Section 6 of this report) and some areas of the
Trust achieve relatively low satisfaction scores (Section 7). This data should be used in conjunction with other
sources of information to provide a coherent and reliable view of “quality”.

'The “patient experience tracker” is made up of four key questions from the UH Bristol monthly postal survey: ward
cleanliness, being treated with respect and dignity, involvement in care decisions, and staff-patient communication. These
were identified as key drivers of patient satisfaction via statistical analysis of survey data by the Trust’s Patient Experience
and Involvement Team.

2Specifically: if they fall to three (amber) and four (red) standard deviations below the UH Bristol annual mean score. This is
known as a “statistical control chart” and is widely by organisations as a quality control tool.

* Note: the Friends and Family Test data is available around one month before the postal survey data.

* This approach reflects the findings of the Francis Inquiry into Mid Staffordshire NHS Foundation Trust, where consistently-
below national average scores in patient surveys should have been used as an early-warning of deeper care failings.
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Chart 1 - Kindness and understanding on UH Bristol's Wards (2013/14)
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3. Divisional-level data

Charts 5 to 7 show the three headline inpatient quality assurance metrics by UH Bristol Division>. Overall, none of
the Divisions were “red-rated” on these measures. However, the maternity scores (i.e. postnatal wards), and
some of the scores for the Division of Medicine, are relatively low. These results are examined in more detail in
Section 5, where a ward-level view of the data is provided. The full Divisional data for Quarter 4 (January to
March 2014) is provided in Appendix A.

Chart 5 - Kindness and understanding - by Division (2013/14)
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Chart 6 - Inpatient experience tracker score by Division (2013/14)
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Chart 7 - Friends and Family Test score - inpatient by Division 2013/14
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> Note: the Women’s and Children’s Divisional data is split into maternity wards and the Bristol Royal Hospital for Children.
The maternity survey does not currently capture all of the data needed to derive the “patient experience tracker” score, but
will do so from May 2014 and so this data will be added to the next edition of this report. The Friends and Family Test has
not been implemented in children’s services, but NHS England are currently exploring the extension of the survey to this
setting.
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4. Hospital-level data

The hospital-level data suggests that the best patient experiences are provided at the Bristol Eye Hospital (BEH —
ward 41), the Bristol Royal Hospital for Children (BRHC) and the Bristol Haematology and Oncology Centre
(BHOC). South Bristol Community Hospital (SBCH) tends to achieve slightly lower scores. Further analysis of the
data concluded that this is likely to be a reflection of the patient group (i.e. long-stay, complex health and social
care needs - which research has shown is correlated with lower patient experience ratings), and not an indication
of systemic failures in care. Whilst this demographic effect may mean that it is not possible to raise the SBCH
scores to the levels achieved by the best performing areas of the Trust, clearly patient experience can still be

improved. Therefore, an action plan was put in place by the SBCH management team and this has had a positive
impact on the survey scores for the hospital.

Chart 8: Kindness and understanding score by hospital (quarterly - 2013/14 financial year;
with alert and alarm limits)
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5. Ward-level data

The ward-level inpatient data is presented in charts 11 to 13 (over). As the sample sizes are relatively low at this
level, it is important to look for consistency across the surveys, and to aggregate the data to a six-month
overview. This identifies the following areas of the Trust that receive relatively low ratings from patients:

Postnatal wards (Wards 71, 74 and 76)

It should be noted that experience scores on UH Bristol’s postnatal wards are at least in line with, and in some
cases better than their national benchmarks (see Section 7). The majority of women state that they have a
positive experience of postnatal wards at UH Bristol, with 91% rating their care as excellent, very good, and
good®. Nevertheless, on average the postnatal ward satisfaction scores are still lower than other inpatient areas
of the Trust. Feedback from maternity service users often focusses on the lower number of midwives available on
the postnatal wards compared to during birth (where one-to-one care is the norm). This is particularly apparent
for women with higher support needs, such as first-time mothers and/or women who have had a caesarean
section. In addition, improving the quality/availability of food and the cleanliness of the postnatal wards are
common suggestions received via the surveys.

Since 2011/12 there has been an ongoing focus on improving women’s experiences of maternity services, and
postnatal wards in particular, including:

- Reconfiguration of the postnatal wards, based on service-user feedback

- Recruitment to additional midwifery and midwifery support worker posts

- Running workshops for doctors, midwives and midwifery support workers, focussing on how their role
impacts on patient experience

- Identifying a consultant-level patient experience champion who leads patient experience and
involvement initiatives in postnatal care

- Afocus by the Facilities Department on improving food and cleanliness on the postnatal wards

These activities resulted in a decline in the number of complaints received by the maternity department, and a
“kindness and understanding” score that was rated better than the national average by the Care Quality
Commission in the 2013 national maternity survey. There have also been improvements in satisfaction with food
quality and availability. Through the national maternity survey action plan (see Section 7) and Divisional quality
objectives, there will be a continued focus on improving experiences of maternity care in 2014/15.

The Bristol Royal Infirmary Old Building (Wards 21, 22, 23 and 26)

The wards in the Bristol Royal Infirmary Old Building tend to achieve lower patient experience scores than other
areas of the Trust. However, the vast majority of comments received from patients about these wards contain
praise for the staff. The most common improvement theme emerging from the comments is about the need to
improve the ward “environment” i.e. issues associated with the wards being in a very old building. This will be
directly addressed when the wards are moved out of the Old Building during 2014. In the meantime, the Head of
Nursing for the Division of Medicine is reviewing this patient feedback, and triangulating it with other quality
data, in order to identify any immediate actions that can be put in place to improve patient experience in these
areas. This action plan will be reported to/monitored by the Patient Experience Group, and further details will be
provided in the September edition of this Quarterly Patient Experience Report.

® UH Bristol maternity survey - January to March 2014.
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Ward 7

Virtually all of the patient comments contain praise for the staff on Ward 7. Again, it is the ward environment
that seems to pull down the scores, but in this case it tends to be related to other patients (e.g. noise/disruption,
feelings of safety). In addition, several comments have suggested that communication with patients could be
improved. All of these factors are likely to be linked to the high proportion of patients with dementia on Ward 7.
As part of the review described above, the Head of Nursing is generating an action plan for this ward - details of
which will be provided in the next quarterly report.

Chart 11: Kindness and understanding ratings by ward (October 2013 to March 2014, with
alert and alarm thresholds)
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Chart 12: Patient experience tracker score by ward (October 2013 to March 2014, with alert
and alarm thresholds; data does not currently include maternity wards)

100 -+
95 -
90 -
85 -

75 -

70 T T T T T T T T T T T T T T T T T T T T T T T T T T T T T T T T T T T T T T

62
ccu
41
34
53
10
5B
51
52
39
18
35
31
17
30
61
BMT
12
CIcU
15
200
32
100
21

Chart 13: Friends and Family Test score by ward (October 2013 -March 2014; with alert and
alarm thresholds)

100 ~
90 -
80 -
70 -
60 -
50 -
40 -+

30 T T T T T T T T T T T T T T T T T T T T T T T T T T T T

115



6. Themes from inpatient free-text comments in the monthly postal surveys (2013/14 financial year)

At the end of our postal survey questionnaires, patients are invited to comment on any aspect of their stay —in

particular anything that was worthy or praise or that could have been improved. All comments are reviewed by

the relevant Heads of Nursing and shared with ward staff for wider learning. In total we received just over 5,000
comments via these surveys during 2013/14, and the over-arching themes are provided below. Please note that
“valence” is a technical term that identifies whether a comment theme is positive (i.e. praise) or negative

(improvement needed).

All inpatients/parent comments (excluding maternity)

Theme Valence % of comments
Staff Positive 34%
Waiting/Delays Negative 6%
Staff Negative 6%
Communication Negative 5%
Food/catering Negative 5%

Division of Medicine

Theme Valence % of comments
Staff Positive 34%
Staff Negative 7%

Discharge Negative 6%

Division of Specialised Services

Theme Valence % of comments
Staff Positive 33%
Waiting/delays Negative 6%
Staff Negative 5%

Division of Surgery, Head and Neck

Theme Valence % of comments
Staff Positive 36%
Waiting / Delays Negative 7%
Staff Negative 6%

Women's & Children's Division (excl. maternity)

Theme Valence % of comments
Staff Positive 34%
Staff Negative 6%

Waiting/delays Positive 6%

Maternity comments

Theme Valence % of comments
Staff Positive 23%
Care during birth Positive 13%
Information/advice  Negative =6%
Staff Negative =6%
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34% of the comments received contained praise for
UH Bristol staff, making this the most common theme.
Improvement themes centre on “staff” (particularly
“communication”), waiting/delays before and in
hospital (especially at discharge), and food.

The Trust-level themes are largely mirrored across all
Divisions. Improving patient flow (including delays at
discharge) is a key priority for the Trust, and a number
of major projects will be undertaken in relation to this
in 2014/15.

In addition to the top three themes shown here,
improvement of “information provision” was also a
common request (5% of comments). This is being
addressed via the action plan for the national cancer
survey (see section 7).

Negative comments about staff often relate to a one-
off experience with a single member of staff. This
demonstrates that “staff behaviour” is usually the
main determinant of patient experience.

This data includes feedback from parents of 0-11 year
olds who stayed in the Bristol Royal Hospital for
Children. Again the themes are similar to other areas
of the Trust.

For maternity services, the two most positive themes
are around staff and care on the Central Delivery Suite
and Midwifery-led birth unit. This contrasts with
experiences on postnatal wards, which receive lower
experience ratings.



7. National patient survey programme

Along with other English NHS trusts, UH Bristol participates in the Care Quality Commission (CQC) national survey
programme. This provides useful benchmarking data, a summary of which is provided in chart 14 below.
Although this is a rather blunt analysis’, it is useful for illustrative purposes and shows that UH Bristol broadly
performs among the mid-performing trusts nationally. The main exception here is the 2012 national Accident and
Emergency survey, where UH Bristol was among the very best performers in England. The national cancer survey
on the other hand tends to produce scores that are slightly lower than is typical for UH Bristol. As with all
national survey results received by the Trust, a detailed analysis was carried out of the national cancer survey and
an action plan put in place. These reports and action plans are signed-off by the Trust Board, and subsequently
monitored by the Patient Experience Group. In terms of patients with cancer, the action plan has mainly focussed
on increasing access to Clinical Nurse Specialists and improving information provision. A list of the national
patient surveys, along with key issues and actions arising from them, is provided in Appendix A.

Chart 14: UH Bristol National Survey Results (indexed to national mean score = 100)
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It is interesting to ask: how good is the national average? This is a difficult question to answer as it depends on
exactly which aspect of patient experience is being measured. However, the national inpatient survey asks
people to rate their overall experience on a scale of 1-10, and the table below shows that around a quarter give
UH Bristol the very highest marks (presumably reflecting an excellent experience), with around half giving a
“good” rating of eight or nine.

Rating (0-10, with 10 being the best) UH Bristol Nationally
0 (I had a very poor experience) 0% 1%
1to4 5% 6%
5to7 23% 21%
8and9 47% 44%
10 26% 27%

’ This analysis takes mean scores across all questions and trusts in each survey. The national mean score across all trusts is
then set to 100, with upper and lower quintiles and the UH Bristol mean scores indexed to this.
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Appendix A: Summary of national patient survey results and key actions arising for UH Bristol

Survey Headline results for UH Bristol Report and action |Action plan Key issues addressed in action plan Next survey
plan approved by  |progress results due
the Trust Board reviewed by (approximate)

Patient
Experience
Group
2013 National 59/60 scores were in line with the  [May 2014 Quarterly Privacy in the Emergency Department March 2015
Inpatient Survey national average. One score was Awareness of the complaints process
below the national average (privacy Delays at discharge
in the Emergency Department) Explaining potential medication side effects to
patients at discharge
2013 National 14 scores were in line with the January 2014 Six-monthly Continuity of antenatal care January 2016
Maternity Survey |national average; 3 were better than Communication during labour and birth
the national average Care on postnatal wards
2012/13 National [45/60 scores were in line with the November 2013 Six-monthly Patient access to Clinical Nurse Specialists July 2014
Cancer Survey national average, with 15 scores Information provision
were below the national average Linking with community healthcare providers

2012 National 21/37 scores in line with the national January 2013 Six-monthly Awareness of the complaints process December 2014

Accident and average; 16 scores were better than Waiting times in the Emergency Dept. and

Emergency surveys [the national average being kept informed of any delays

Patients feeling safe in the Department

Explaining potential medication side effects to

patients at discharge
2011 National All UH Bristol scores in line with the | March 2012 Six monthly Waiting times in the department and being  [Unknown
Outpatient Survey |national average kept informed of any delays

Telephone answering/response

Cancelled appointments

Copy patients in to hospital letters to GPs
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Appendix B: Full quarterly Divisional-level inpatient/parent survey dataset (Quarter 4 2013/14)

The following table contains a full update of the inpatient and parent data for January-March 2014. Where equivalent data is also collected in the maternity
survey, this is presented also. All scores are out of 100 (see Appendix E), with 100 being the best. Cells are shaded amber if they are more than five points below
the Trust-wide score, and red if they are ten points or more below this benchmark. See page 12 for the key to the column headings.

WAC (Excl.

MED | SHN | SPS | Maternity) | Maternity Trust
Privacy and Dignity
When you / your child were first admitted to a bed on a ward, did you / they share a sleeping
area with patients of the opposite sex? 87 93 92 n/a 86
When you / your child moved wards, did you / they share a sleeping area with patients of the
opposite sex? 92 96 88 n/a 90
Did you/your child share a bathroom/shower area with patients of the opposite sex? 82 74 84 n/a 78
Were you / your child given enough privacy when discussing your condition/treatment? 89 90 91 n/a 90
On the ward
How would you rate the hospital food you / your child received? 62 59 59 63 59 60
Did you / your child get enough help from staff to eat meals? 77 83 87 73 n/a 80
In your opinion, how clean was the hospital room or ward? 91 92 95 92 89 92
How clean were the toilets and bathrooms that you / your child used on the ward? 90 87 91 89 _I
Were you / your child ever bothered by noise at night from hospital staff? 82 83 79 80 n/a 81
Do you feel you / your child was treated with respect and dignity on the ward? 93 94 96 95 92 95
Were you / your child treated with kindness and understanding on the ward? 93 94 95 93 87 94
How would you rate the care you / your child received on the ward? 83 86 88 87 79 86
Communication and involvement
When you had important questions to ask a doctor or nurse, did you get answers you could
understand? 81 87 89 88 n/a 86
If you / your family wanted to talk to a doctor, did you / they have enough opportunity to do
so? 70 69 76 71 n/a 71
Were you involved as much as you wanted to be in decisions about your / your child's care
and treatment? 76 82 81 83 n/a 81
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WAC (Excl.
Communication and involvement (continued) MDC | SHN | SPS | Maternity) | Maternity | Trust
Do you feel that the medical staff had all of the information that they needed in order to care for
you / your child? 81 88 89 86 n/a 86
Did you / your child find someone to talk to about your worries and fears? 64 72 73 78 78 71
Staff explained why you needed these test(s) in a way you could understand? 78 83 86 88 n/a 84
Staff tell you when you would find out the results of your test(s)? 66 70 73 77 n/a 71
Staff explain the results of the test(s) in a way you could understand? 72 76 80 82 n/a 77
Did a member of staff explain the risks and benefits of the operation or procedure in a way you
could understand? 92 92 92 n/a 90
Did a member of staff explain how you / your child could expect to feel after the operation or
procedure? 77 78 81 n/a 77
Staff were respectful any decisions you made about your / your child's care and treatment 87 91 93 91 94 90
Discharge
Do you feel you were kept well informed about your / your child's expected date of discharge? 76 84 80 86 74 82
On the day you / your child left hospital, was your / their discharge delayed for any reason? 59 63 63 65 69 62
% of patients delayed for more than four hours at discharge 20 19 17 29 _Z
Did a member of staff tell you what medication side effects to watch for when you went home? 50 64 60 61 n/a 59
Did a member of staff tell you who to contact if you were worried about your / your child's condition
or treatment after you had left hospital? 81 82 88 n/a 80
Would you recommend our hospitals to a friend or family if they needed similar care or treatment? 37 49 64 57 47 51
Total responses 441 547 | 372 372 304 2036

Key: MDC (Division of Medicine); SHN (Division of Surgery, Head and Neck); SPS (Specialised Services Division); WAC (Women’s and Children’s Division, excludes

maternity survey data); Maternity (maternity survey data); Trust (UH Bristol overall score from inpatient and parent surveys)
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Appendix C — UH Bristol corporate patient experience programme

The Patient Experience and Involvement Team at UH Bristol manage a comprehensive programme of patient

feedback and engage activities. If you would like further information about this programme, or if you would like

to volunteer to participate in it, please contact Paul Lewis (paul.lewis@uhbristol.nhs.uk) or Tony Watkin
(tony.watkin@uhbristol.nhs.uk). The following table provides a description of the core patient experience
programme, but the team also supports a large number of local (i.e. staff-led) activities across the Trust.

Purpose

Method

Description

Rapid-time feedback

The Friends & Family Test

At discharge from hospital, all adult inpatients,
Emergency Department patients, and maternity service
users should be given the chance to state whether they
would recommend the care they received to their
friends and family.

Comments cards

Comments cards and boxes are available on wards and
in clinics. Anyone can fill out a comment card at any
time. This process is “ward owned”, in that the
wards/clinics manage the collection and use of these
cards.

Robust measurement

Postal survey programme
(monthly inpatient /
maternity surveys, annual
outpatient and day case
surveys)

These surveys, which each month are sent to a random
sample of approximately 1500 patients, parents and
women who gave birth at St Michael’s Hospital, provide
systematic, robust measurement of patient experience
across the Trust and down to a ward-level.

Annual national patient
surveys

These surveys are overseen by the Care Quality
Commission allow us to benchmark patient experience
against other Trusts. The sample sizes are relatively
small and so only Trust-level data is available, and there
is usually a delay of around 10 months in receiving the
benchmark data.

In-depth understanding
of patient experience,
and Patient and Public
Involvement

Face2Face interview
programme

Every two months, a team of volunteers is deployed
across the Trust to interview inpatients whilst they are in
our care. The interview topics are related to issues that
arise from the core survey programme, or any other
important “topic of the day”. The surveys can also be
targeted at specific wards (e.g. low scoring areas) if
needed.

The 15 steps challenge

This is a structured “inspection” process, targeted at
specific wards, and carried out by a team of volunteers
and staff. The process aims to assess the “feel” of a ward
from the patient’s point of view.

Focus groups, workshops
and other engagement
activities

These approaches are used to gain an in-depth
understanding of patient experience. They are often
employed to engage with patients and the publicin
service design, planning and change. The events are held
within our hospitals and out in the community.
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Appendix D: survey scoring methodologies

Postal surveys

For survey questions with two response options, the score is calculated in the same was as a percentage (i.e. the

percentage of respondents ticking the most favourable response option). However, most of the survey questions

have three or more response options. Based on the approach taken by the Care Quality Commission, each one of
these response options contributes to the calculation of the score (note the CQC divide the result by ten, to give

a score out of ten rather than 100).

As an example: Were you treated with respect and dignity on the ward?

Weighting Responses Score
Yes, definitely 1 81% 81*100 =81
Yes, probably 0.5 18% 18*50=9
No 0 1% 1*0=0
Score 90

Friends and Family Test Score

The FFT score is calculated as follows:

The percentage of respondents ticking the “extremely likely to recommend the care” option

Minus

” ou

The percentage of respondents ticking the “neither likely nor unlikely”, “unlikely”, and “extremely unlikely”

response options
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University Hospitals Bristol m

NHS Foundation Trust

Report for a Public Trust Board Meeting, to be held on 30 June 2014 at 10:30 in the
Conference Room, Trust Headquarters, Marlborough Street, Bristol, BS1 3NU

10 Report on Staffing Levels for University Hospitals Bristol

Purpose

To provide the Board of Directors with an overview of key issues relating to nursing, midwifery and care
staffing capacity and capability in line with CQC & NHS England guidance, making clear
recommendations to the Board of any changes proposed to the nursing and midwifery skill mix and
establishment.

Abstract

Specifically this paper details:
1. How nursing and midwifery establishments are set.

2. How concerns re staffing levels are identified, escalated and mitigated (strategically and day to
day).

3. How does the Trust know the wards are safe?

As this is the first report to the Board some of the detail contained within it is setting context for Board
members. Subsequent reports will focus on any changes to the skill mix and establishments within the
reporting period.

Recommendations

The Board is asked to review the report and the assurances contained within it in regard to the setting of
nursing and midwifery establishments, noting how concerns re staffing levels are identified, escalated and
mitigated and how the Trust knows the wards are safe.

Report Sponsor

e Sponsor — Carolyn Mills, Chief Nurse

Appendices

e Report on Staffing Levels for University Hospitals Bristol
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Report on staffing levels for UHB adult inpatient wards, including Midwifery and Bristol
Children’s Hospital - June 2014

1.0 Introduction

There is a requirement, post the publication of the Francis Report 2013 and the new nursing
vision: Compassion in Practice that all NHS organisations will take a 6 monthly report to their
public Board on the nurse and midwifery staffing levels and whether they are adequate to meet
the acuity and dependency of their patient population.

This is not the first time that the Board of Directors has received a report from the Chief Nurse
related to nursing and midwifery staffing. In May 2011 University Hospitals Bristol NHS Trust
(UHB) undertook a comprehensive nurse establishment and skill mix review of general inpatient
arecas which was presented to the Board. There has also been a subsequent comprehensive
external review of the staffing of children’s services presented to the Board in 2012. A nursing
skill mix and establishment review was also as part of the business cases for the reconfiguration
of services in the Bristol Royal Infirmary (BRI) redevelopment, centralization of specialist
paediatrics and the transfer of Adult Bone Marrow Transplantation to the Bristol Haematology
and Oncology Hospital (BHOC). A Birth rate Plus review was undertaken in December 2012 and
demonstrated that the service required a workforce of 200.51 wte midwives and support workers,
a further 3.44 wte midwives were funded.

This report focuses on ward based staffing levels in the Trust, midwifery and ward based staffing
levels in the Bristol Royal Hospital for Children (BRHC). The report specifically addresses three
key questions:

a) How are nursing and midwifery establishments set
b) How are concerns re staffing levels identified, escalated and mitigated (day to day)
¢) How does the Trust know the wards are safe

2.0 Background

There is a greater focus now on ensuring that Trusts have the right size and shape of its nursing &
midwifery workforce to meet the needs and expectations of its patients. Evidence can attribute
failings in care and increased mortality rates to poorly staffed wards. Evidence also suggests that
poorly staffed wards increase staff sickness, burnout and reduce staff wellbeing, all of which have
a direct consequence on the process and outcomes of care, including patient experience. An other
factor which evidence indicates has an impact on the delivery of safe, clinically effective and
compassionate care is strong leadership at ward level.

3.0 How are nursing and midwifery establishments set?

3.1 As far back as 2001 the Audit Commission recommended that establishment setting,
regardless of the method must be simple, transparent, integrated, benchmarked and linked to ward
outcomes. There is no one recommended single method. At UHB an evidence based approach to
staffing has been used for a number of years.

3.2 Nursing and midwifery establishments are set on a number of sources of evidence. Within
UHB four key methods are used:

Page 1 of 9
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a) Workload measurement tools

b) Benchmarking against national standards/guidance
c) Review of quality

d) Professional Judgment

3.3 The Trust Policy for setting Safe Nurse Establishments, which is in the final stages of sign off
via Trust governance processes, sets out when and how staffing levels should be reviewed. The
policy identifies triggers for when a review may be required as follows:

e As a minimum a staffing and skill mix ratio review will be undertaken annually for each
clinical area.

OR when there is:

e A significant change in the service e.g. changes of specialty, ward reconfiguration,
service transfer

e A planned significant change in the dependency profile or acuity of patients within a
defined clinical area e.g. demonstrated by sustained high acuity/dependency scores or an
increased specialling requirement.

e A change in profile and number of beds within defined clinical area.

e A change in staffing profile due to long term sickness, maternity leave, other leave or
high staff turnover

e If quality indicators in the key performance indicators a failure to safeguard quality
and/or patient safety.

e A Serious Incident (SI) where staffing levels was identified as a significant contributing
factor

e Ifconcerns are raised about staffing levels by patients or staff.

e Evidence from benchmark group that UHBristol is an outlier in staffing levels for specific
services.

The policy also sets out some key principles that will be followed within UHB when planning or
reviewing nurse and midwifery staffing, regardless of the specific tools used. These principles
are:

e systematic: use a systematic approach and apply it consistently

o staff involvement: involve staff in both the process and outcomes of a review

e triangulate: for example patient dependency based workload tools should
be complemented with professional judgment and benchmark data from matched comparators

e adequate uplift: having identified the nursing staff needed, the establishment itself must be
calculated to allow for service delivery times (ie shift patterns) and staff time away from the
service (ie an ‘uplift’). UHB has an uplift of 21 percent applied to all its twenty four
hour/seven day a week services.

e evaluation: the only way we can judge whether the staffing level for a service is optimal, is
by looking at indicators of its sufficiency. This relies on good quality HR
data and patient outcomes/quality data being collected, and used to review to inform services
(at the unit and board level)

e regular review: NHS/CQC guidance recommends an annual review.

Page 2 of 9
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3.4 Workload measurement tools Current Position:

There are a number of dependency and acuity tools in use in clinical areas already that provide

support to determining skill mix and establishment. These are detailed below.

Area

Tool

All adult areas not detailed
below

Safer Care Nursing Tool — manual data collection (periodic not
daily)

Paediatric Intensive Care
Unit (PICU)

PICU Dependency Levels 1-4

Adult Intensive Therapy
Unit (ITU) and Cardiac

British Association of Critical Care Nurses
Dependency Levels 1 4

(BACCN)

Intensive  Care Unit
(CICU)
Neonatal ITU British Association of Peri-natal Medicine (BAPM) Level ICU

— High Dependency Unit (HDU) - Special Care.

Emergency Department

Triage Scoring

Theatres

National Association of Theatre Nurses (NATN) Standard

Birthrate Plus
Peadiatric Early Warning Score

Maternity

Paediatrics

Future position:

The trust is in the process of procuring an IT system to interface with our current e-rostering
system which will support the point prevalence measuring of patient acuity and dependency twice
a day. This electronic system will enable us to have an overview of any ward whose acuity
exceeds 10% of the staffing establishment. Notification triggers will be sent to the senior nursing
teams and a review of the dependency and available staffing will take place. This data will form
part of the Board’s monthly reports on nursing and midwifery staffing once available.

The Trust does not just use the acuity tool in isolation as experience tells us that acuity can be
higher than the staffing levels, but adjustments don’t need to take place as both the seniority and
experience of staff on duty enables them to manage safely.

Therefore when reviewing establishments it is important to take into account the skill mix, and
strength in ward leadership. A ward leader must have an adequate number of deputies who can
ensure safe, effective care throughout the 24 hour period.

3.5 Benchmarking against national standards/guidance

Different methodologies and guidelines are available to support the setting of skill mix and
establishments in a range of specialties. The following table outlines those relevant to, and used

by the Trust to support setting safe staffing levels

Methodologies and guidelines for different specialties:

Clinical Area Professional guidance

Safer Care Nursing Tool (NICE guidance 2014)
Professional Judgement, Hurst Nursing Workforce Planning
Tool (2012)

General medical and surgical
areas

Page 3 0of 9
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Mandatory Nurse Staffing Levels RCN (2012)
Setting safe nurse staffing levels RCN (2010)

Stroke

UK Stroke Forum Education and Training Staffing Calculator

Paediatrics

RCN (2003 updated 2012/13)

(SCAMPS, a validated paediatric acuity/dependency tool is
tool is being developed in Scotland and should be

launched later this year)

Paediatric Intensive Care

Paediatric Intensive Care Society (PICS) (2001 and
2010)

Neonates

British Association of Perinatal Nursing(2010) and DH
(2009)

Adult Intensive Care Unit and
Cardiac intensive Care Unit

British Association of Critical Care Nurses (BACCN) (2010)

Theatres

Staffing for patients in the perioperative setting Association
for Perioperative Practice 2007

Day Surgery British Association of Day Surgery (BADS) (2003)
Accident & Emergency There are no current agreed nationally recommended
guidelines for minimum staffing levels
College of Emergency Medicine, Foundation Trust Network
Catheter Laboratory British Cardiovascular Society (2007) Non-medical
catheter laboratory staffing working group report
Royal College of Physicians Joint Advisory Group on
Endoscopy gastrointestinal endoscopy (2007)
Radiology The Royal College of Radiologists and the RCN (2006)

Benchmarked against peer organisations

Haemato - oncology

British Committee for Standards in Haematology

(BCSH);  Haemato-Oncology =~ Task  Force  (2009);
FACTJACIE

(The Joint Accreditation Committee-ISCT

(Europe) & EBMT) (2011); National Cancer Peer Review
Programme (2012)

Renal Dialysis

National Renal Workforce Planning Group (2002)
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Paediatric/Adult Bone Marrow | There are no current agreed nationally recommended
Transplant guidelines for minimum staffing levels for stem cell
transplant/ haematology wards. However, there are general
agreed principles outlined in the quality measures of
regulatory bodies and peer review processes that apply to
nurse staffing levels in specialist haemato-oncology centres
JACIE applied Standards.

Care of the Elderly Safe Staffing for older peoples wards RCN (2012)

Midwifery Birth Rate Plus

Benchmarking is also undertaken with other like organisations of similar size and patient
population and is restricted to hospitals within the NHS South. Benchmarking extends beyond
workforce data to determine the quality of care and experience in comparator hospitals.

3.6 Ratio of registered to unregistered staff

Determining the skill mix between qualified and unqualified staff is not an exact science and
requires a very good understanding of the patient population, number of beds and nursing
requirements to determine how many registered versus unregistered staff can be safely deployed
per shift. There is evidence that a higher ratio of healthcare support staff to registered nurses in
acute settings leads to a “failure to rescue” deteriorating patients.

Within UHB adult inpatient areas the Trust has set staffing levels based on a principle of 60:40
ratio, registered nurse to nursing assistant in general inpatient areas. This will be higher in some
specialist ward areas due to the increasing complexity of care, for example medication regimes
and the number of intravenous drugs now given and increased dependency and complexity of
elderly patients being admitted. As of April 2014 the ratio of registered to unregistered staff for
UHB for adult inpatient areas ranged between 50:50 and 90:10. Where the ratio of registered
nurses is less than 60% this is based on the professional judgment of the senior nurses and
supported by patient acuity and dependency scoring.

3.7 Ratio of number of patients per nurse

It is difficult to provide an accurate picture of the nurse to patient ratios on a day to day basis as
this is influenced by how the shift co-coordinator organizes their ward and how patients are
allocated. In setting wards establishment and skill mix UHB has used the principles of one
registered nurse per 6 patients on a day shift and one registered nurse to 8 patients on a night
shift. UHB’s funded establishment provides a ratio of the number of patients per RN between 2.3
- 8 on a day shift and 2.3 - 8 on a night shift. In adult critical care areas the ratio is one nurse per
patient adult intensive care (level 3 patient) day and night and one nurse per two patients in adult
high dependency (level 2 patients) day and night.

3.8 Professional judgment

Professional judgement is a part of setting staffing skill mix and establishment. Evidence shows
that professional judgement provides a sound basis for decisions about nurse staffing and skill
mix, as long as it is applied systematically and underpinned by the appropriate knowledge and
skills. Within UHB professional judgement is informed by specialty specific professional
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guidance about staffing (as detailed above) and supported by good-quality management data. This
provides a systematic way of checking the soundness of professional judgements. Professional
judgements are informed by a number of key issues, such as quality outcome indicators, working
environment, support posts/structures in place, and other local contextual factors.

3.9 Additional staffing

Although the establishments are set based on average acuity and occupancy there are times when
additional staffing levels are required to ‘special’ patients and provide 1:1 enhanced observation.
For example, this would be to prevent a high risk patient from falling, patients sectioned under
the mental health act, patients at risk of wandering or the acutely unwell patient who is unable to
step up into an HDU bed. Additional staff requested and deployed for these reasons are recorded
within the Trust’s e-rostering system, which will guided by the Trust’s enhanced observations
policy so an organisational standard is applied.

3.9.1 Ward Supervision

In addition to ensuring that we have the right number of staff on duty it is also essential to ensure
the ward leader is able to manage and supervise. The role is impossible if he or she is always
included in the patient allocation per shift. The Francis report recommendations make it clear that
some supervisory time for ward leaders is essential if you want to ensure the delivery of safe
high-quality care. In UHB the majority of ward sisters and charge nurses are 100% supervisory.

The supervisory role is about having the time to lead, support the staff, act as a role model and be
visible to patients and staff. It is not a role which is to be based in the office.

3.9.2 Unregistered workforce

Supporting our un-registered workforce is absolutely essential so that they are fully supported,
supervised, trained and feel part of the nursing team. UHB has a framework in place to support
the development of Nursing and Senior Nursing Assistants to reflect their contribution to the
whole nursing team. We have a set of competencies nursing assistants need to achieve and access
to Diploma level 2 & 3 training. The Trust has a central register of the training completed by this
part of our workforce.

4.0 Our approach to ensuring safe staffing levels within the Bristol Royal Hospital for
Children Hospital (BRHC)

4.1 The workforce requirements for the Bristol Children’s Hospital (BCH) are calculated using 2
tools. The RCN guidance “Defining Staffing Levels for Children’s & Young People’s Services”
(RCN; 2003); which defines staffing levels for Neonatal and Paediatric Intensive Care services as
well as specialist children’s wards. This document is used by all the Specialist Children’s
Hospitals and is currently being reviewed. The updated guidance will be published in spring
2015.

The Trust also uses Paediatric Early Warning Tool (PEWS) to score patients.
Within BRCH the majority of our patients are managed using 1 nurse: 3 patient’s ratio or a 1
Nurse: 2 patient ratio if they require high dependency care. Within our Paediatric Intensive Care

unit our ratio is 1:1. All of which are in line with RCN national guidance as discussed above.
Within our Neonatal Unit, on Neonatal Intensive Care (NIC), we do meet the BAPM (British
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Association of Perinatal Medicine) standard of 1 nurse : 1 baby for all our NICU cots.

Over the past two years we have reviewed our nursing establishment and skill mix to ensure that
it is safe and in line with other specialist children's hospitals across the UK

4.2 Within BRHC, we have a team of paediatric nurses who provide the site management and an
outreach specialist paediatric advice within the hospital over a 24 hour period, working very
closely with Accident & Emergency to provide the specialist support required. This team is
crucial to the operational functioning of BRHC and the safety of patients throughout the 24hr
period.

5.0 Our approach to ensuring safe midwifery levels

5.1 The workforce requirements for the maternity unit have been calculated using a mix of 2
models, Birth-rate plus, supported by professional judgement. Birth-rate plus is based upon the
principle of providing one to one care during labour and delivery to all women, with additional
hours being identified for the more complex deliveries. Birth-rate plus require the unit to record
data for a period of 4 months, covering all aspects of midwifery care. In addition it also adds an
additional 10% to the workforce requirements, which cover senior and expert midwifery roles.
April data showed that the Trust had a ratio of 1:33 by funded establishment, 1:34 in post.

5.2 Over the past 2 years the Unit has successfully introduced the Maternity Support Worker; the
post holders undertake a comprehensive training programme and are fully supported and
supervised by their Midwives.

6.0 How does the Trust know that wards are safe - review of quality outcomes

6.1 A number of qualitative and quantative metrics are utilized to assure divisional teams,
divisional boards, the executive team, trust board members and the Chief Nurse that the care
being delivered in inpatient areas is good quality (safety/clinically effectiveness/patient
experience). These are reviewed from ward level to Board level. The purpose of the reviews is
early identification and intervention in any areas that fall below the stated standards in the
domains that affect care quality.

The key metrics reviewed are:

Workforce: temporary staff usage, establishment vacancy & turnover, incidences of lower than
expected staffing.

Care Processes: quality in care tool audit, safety thermometer, and hand hygiene

Clinical outcomes: Falls with harm, pressure ulcers, infection, medication errors

Patient experience: UHB face to face patient experience data, friends and family test,
complaints/compliments.

Staff experience: staff survey results, staff FFT test,

This data is formally reviewed and challenged in divisional boards, divisional performance
reviews, clinical quality committee, quality and outcomes committee and at trust board (all meet
monthly). Informal intelligence is gathered through back to the floor clinical programme, patient
safety walkabouts and local discussion with staff.

In times of escalation additional review of the above metrics takes place as per Trust escalation

policy.
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7.0 How are concerns re staffing levels identified, escalated and mitigated (day to day)?
7.1 A robust system for escalation is in place within UHB in all Divisions.

Operationally the approach to assuring adequate staffing levels to meet day to day care lies with
divisions who are responsible for on-going management of staffing and ensuring resources are
deployed where needed. Divisional Heads of Nursing and their Matrons assess daily staffing
levels. These are proactively managed through a daily divisional meeting where the Matrons and
Heads of Nursing assess current staffing, addressing shortfalls through redeployment of staff and
work with our temporary staffing supplier to escalate where short falls in staffing cannot be
rectified. Specifically;

o The Ward sister/charge nurse responds to unplanned changes to staffing eg sickness will
respond to changes in acuity and dependency of patients. Escalating to Matron where any
inadequate staffing levels to meet patient needs still exist.

o Matrons/Senior Midwife reallocates staff across the area of responsibility to ensure safe
staffing levels. Escalate to Head of Nursing for the Division was unable to resolve issues
and ensure safe staffing levels.

. Head of Nursing and Head of Midwifery escalate to agency where bank unable to fill
shifts. Review situation and risk assess situation across whole Trust. Reallocate staff as per
risk assessment. Consider review of clinical activity in ward.

7.2 Roster management is essential to managing staff. Establishments are agreed into operational
rosters; in turn this is managed through the eRostering system which has agreed KPIs to ensure
effective use, including ensuring competencies for the nurse in charge, under and over hours used
and even distribution of annual leave.

7.3 In addition to this, incidents related to staffing levels from the Trust Safeguard (incident
reporting) identify where staffing levels have potentially contributed to incidents and the impact
this has on care delivery. This is managed at divisional level and reporting through existence
governance arrangements.

8.0 Escalation beds

Safe levels of nurse staffing and skill mix for escalation beds are determined as part of capacity
planning and the same principles used to set and approve safe nurse staffing and skill mix levels
are applied when planning and opening escalation beds, taking into account the location, case mix
of patients and number of escalation beds. There should never be more than a 50% split of Trust
and temporary staff, to ensure continuity of care there must be a Trust employed band 6 or above
who takes supervisory control of the area for the duration the beds are open.

Escalation will be managed in accordance with the Divisional variation of the Trust Patient Flow
Escalation Plan. The opening of escalation beds requires agreement and sign-off by the Divisional
Head of Nursing or the On Call manager if out of hours. As a minimum, weekly quality assurance
audits of the escalation beds will be undertaken by a senior member of the Divisional nursing
team.

Furthermore, beds (either escalation or beds in an existing bed base) may be closed where staffing
has been deemed, by the Divisional Heads of Nursing after discussion with Divisional Clinical
Chair and Divisional Director, as insufficient to maintain patient safety.
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Conclusion

For Nurse & Midwifery Staffing levels for UHB’s adult acute wards, Midwifery and the BRCH
the Trust has undertaken a comprehensive ward by ward review of staffing levels to ensure they
are staffed safely. These will be reviewed at a minimum of every 6 months. This paper can assure
the Board of Directors that it has establishments and skill mix set that support safe staffing levels
and robust processes in place manage, based on risk assessment, any variations to set staffing
levels on a day to day basis. There is however there is no element of complacency and there is a
recognised need to stabilise the workforce with an effective recruitment campaign and to ensure if
the bed numbers increase that staffing is adjusted accordingly.

Page 9 of 9

132



University Hospitals Bristol m

NHS Foundation Trust

Report for a Public Trust Board Meeting, to be held on 30 June 2014 at 10:30 in the
Conference Room, Trust Headquarters, Marlborough Street, Bristol, BS1 3NU

11 Emergency Preparedness

Purpose

This paper provides the annual report detailing the Emergency Preparedness, Resilience and
Response (EPRR) activities undertaken by the trust during 2013/14 and describes the workplan
for 2014/15 that will be used to ensure the Trust is compliant with EPRR core standards.

Abstract

The Annual Report sets out the key activities undertaken for Emergency Preparedness,
Resilience and Response (EPRR) activities during 2013/14.

The Trust met its obligations as set out in the Civil Contingencies Act 2004 and associated
Emergency planning Guidance.

The Trust has received assurance by means of internal and external audit that it is compliant with
Emergency Planning Resilience and Response Core Standards and Business Continuity Planning
Standards and that it has developed a comprehensive program of work to ensure continued
compliance.

The exception is the delayed rewrite of the Trust Major Incident Plan. The revised plan will be
released to coincide with the relocation into the new BRI ward block. The present Major
Incident plan remains fit for purpose.

In the future, the annual report for Emergency Preparedness, Resilience and Response (EPRR)
will move from financial year to calendar year. Therefore, the Annual Report for 2014 will be
presented to the Trust Board in February 2015 as part of the standard board cycle.

Recommendations

Trust Board is recommended to approve this annual report.

Report Sponsor

James Rimmer, Chief Operating Officer

Appendices

e None
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Emergency Preparedness

Annual Report 2013/2014

Prepared by: Cass Sandmann, Resilience Manager
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Executive Summary

The Civil Contingencies Act 2004 (CCA) places a number of statutory duties
on NHS organisations which are classed as either Category 1 or Category 2
Responders.

As a Category 1 Responder (see paragraph 1.2) University Hospitals Bristol
NHS Foundation Trust is required to prepare for emergencies in line with its
responsibilities under the Civil Contingencies Act 2004 and NHS
Commissioning Board Emergency Planning Framework (2013).

This report outlines the position of the Trust in relation to emergency
preparedness and how the trust will meet the duties set out in legislation and
associated statutory guidelines, as well as any other issues identified by way
of risk assessments and identified capabilities.
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Avon & Somerset

Business Continuity Management

Business Continuity Plan

Business Continuity Planning Group

British Standard: Business Continuity Management
Chemical, Biological, Radiological, Nuclear, explosion
Civil Contingencies Act 2004

Civil Contingencies Committee

Clinical Commissioning Group

Community Risk Register

Department of Health

Emergency Planning Liaison Officer's Forum
Emergency Planning Resilience and Response
Freedom of Information Act 2000

International Standardization Organisation Business
Continuity management

Local Authority

Local Resilience Forum

Major Incident Planning Group

National Health Service

Risk Assessment Sub-Group

Resilience Manager

Standard Operating Procedure

South Western Ambulance Service NHS Trust
Terms of Reference
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1 Introduction

1.1  Purpose

This report outlines the Trust’s activities during 2013/2014 that relate to the
requirements of the Civil Contingencies Act 2004, its associated regulations,
statutory and non-statutory guidance.

The report is presented to the University Hospitals Bristol NHS Foundation
Trust Board in line with the requirements of the NHS Emergency Planning
Guidance 2013 which states that:

“The Chief Executive will ensure that the Quality and Outcomes
Committee receives regular reports, at least annually, regarding
emergency preparedness, including reports on exercises; training and
testing undertaken by the organisation and that adequate resource is
made available to allow the discharge of these responsibilities.”

(NHS Emergency Planning Guidance 2013)

1.2 Background

The Health and Social Care Act (and the changes it makes to other
legislation) makes significant changes to the health system in England from
April 2013. Arrangements for Health Emergency Preparedness, Resilience
and Response from April 2013 published in April 2012, set out the intended
arrangements for delivering safe and consistent Emergency Preparedness,
Resilience and Response (EPRR) in the health sector in England from April
2013.

The Civil Contingencies Act 2004 (CCA) sets out a single framework for civil
protection in the United Kingdom. The Civil Contingencies Act provides a
statutory framework for civil protection at a local level and divides local
responders into two categories depending on the extent of their involvement in
civil protection work, and places a set of duties on each.

Category 1 responders are those organisations at the core of emergency
response. Foundation Status Trusts (FSTs) are identified as Category 1
responders and are subject to the full set of civil protection duties.
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Foundation Status Trusts are therefore required to:

1.3

Assess the risk of emergencies occurring and use this to inform
contingency planning

Put in place emergency plans

Put in place Business Continuity Management Strategies and
arrangements

Put in place arrangements to make information available to the public
about civil protection matters and maintain arrangements to warn,
inform and advise the public in the event of an emergency

Share information with other local responders to enhance co-ordination

Co-operate with other local responders to enhance co-ordination and
efficiency; and

Provide advice and assistance to businesses and voluntary

organisations about business continuity management (Local Authorities
only).

Context

2013/14 has been a demanding year for emergency planning with continual
changing requirements from both Governmental, national and other
healthcare community sources.

Given the gravity of ensuring that the trust is well positioned to meet all the
requirements of the Civil Contingencies Act 2004, and to continuously revise
and test out plans and provide relevant training in a large inner city NHS trust,
the position of Resilience Manager has been maintained.

The emphasis of Emergency Preparedness in 2013/2014 has been guided by
the following themes:

Page:

The Trust has experienced several critical incidents and business
continuity challenges that have tested plans, highlighted the need for
additional plans and informed local plan review and revision.
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e Following a number of internal and external audits, a number of
emergency planning gaps have been identified and plans developed to
resolve gaps in planning.

e Further challenges were experienced with new arrangements for
Health Emergency Preparedness, Resilience and Response (EPRR)
from April 2013 (published April 2012) which set out the arrangements
for delivering safe and consistent EPRR following the changes in
organisations from April 2013.

The Trust has continued to train, test and exercise plans to the fullest with
new training strategies being developed to facilitate learning.

The Trust now has in place comprehensive plans for many different scenarios
however it is envisaged that all its plans will require periodic review, training,

testing and exercising if the trust is to be able to respond to periods of
potential disruption due to perhaps unforeseen causes.

2 Risk Assessment

This section details how the Trust is complying with the duty to undertake risk
assessments for the purpose of informing contingency planning activities.

2.1  Community Risk Register

University Hospitals Bristol NHS Foundation Trust contributes to the
development and maintenance of the Community Risk Register (CRR)
through the Resilience Manager who attends the Avon & Somerset Local
Resilience Forum (LRF) Risk Assessment Sub-Group (RASG).

Evidence: Avon and Somerset Community Risk register

2.2  Local Authority Risk Register

Bristol City Council has reviewed and applied the Community Risk Register to
the Local Authority area.
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2.3  Trust Risk Register

The Trust also maintains a register of risks which may impact on service
provision and this is regularly updated and then reviewed by the Governance
and Risk Management Committee and Trust Board.

The Trust Maintains an Emergency Planning Risk Register that correlates to
the risks identified on the CCR.

The Emergency Planning Risk Register is overseen by the Civil Contingencies
Committee.

Risk number | Category Description Risk Rating
2368 Adverse weather Avon Tidal Surge 4
2383 Adverse weather Ice and snow 6
2478 Adverse weather Heat-wave 9
2480 Communicable Pandemic 12

disease Influenza
2481 Massed gatherings | St Pauls festival, 2
Ashton Park
Music Festival
2675 Environmental UPS provision 12
2676 Environmental CBRN Incident 4

Evidence: Corporate Risk Register, Emergency Planning Risk register

3 Emergency Planning

This section details the activities undertaken to develop and maintain
arrangements for responding to an emergency.

3.1 Generic Emergency Plan

The Trusts Major Incident Plan was last reviewed in February 2012 and
coincided with the relocation of the Trust Command and Control Room to
Trust Head Quarters. The plan was due to be reviewed in February 2014
however the Senior Leadership Team (SLT) approved an extension to the
review date of six months to allow for the required changes instigated by
centralisation of paediatric services and move to the new BRI ward block to be
incorporated.
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The current plan remains compliant with good practice, and will continue to be
reviewed by the trust Major Incident Planning Group (MIPG) who report to the
Civil Contingencies Committee (CCC), chaired by the Chief Operating Officer.
This is in line with Emergency Planning Guidance (2005, 2013) and Health
Emergency Preparedness, Resilience and Response from April 2013.

The current plan will be reviewed, rewritten, tested and exercised in 2014.

Evidence: Emergency Planning Pages, Emergency Planning Work Plan

3.2 Communicable Disease Planning

The emphasis has currently moved away from specific pandemic influenza
planning and supports a more generic plan for all communicable diseases.

The Trust Resilience Manager is a member of the Avon, Gloucestershire and
Wiltshire Local Health Resilience Partnership Communicable Disease Task

and Finish Group. The Trust will develop its pandemic influenza plan utilising
the recommendations from the communicable disease plan when completed

3.3 Specific Emergency Plans
The following new emergency plans and policy documents have been

developed during 2013/2014 and have been presented to the Service Delivery
Group (SDG), via the Trust Civil Contingencies Committee for ratification:

Title Date Accepting Group
Severe Weather Plan 2013 20/11/13 BCPG
Significant Incident Plan 2013 16/08/13 SDG

Paediatric Significant Incident Burns 06/05/14 CCC
Operating procedure

Paediatric Significant Incident major 06/05/14 SDG
Trauma Operating Procedure

Heat wave Plan 2014 06/05/14 CCC

Helideck Operating Procedure 09/04/14 BRI Project Board
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The following emergency plans and policy documents are being developed
during 2014/2015 and will be presented to the relevant group via the Trust
Civil Contingencies Committee (CCC) for ratification:

Title Monitoring group Accepting

Group
Hospital Evacuation Plan Major Incident planning group SLT
Trust Massed Casualty Plan | Major Incident planning group SLT
Communicable Disease Communicable Disease SDG
Plan Planning Group

The Trust has adopted the concept of Standard Operating Procedure (SOP)
for providing a framework that enables staff to effectively manage unforeseen
incidents.

Latest SOP’s include but are not limited to;

Title Date Additional Accepting
Dates Group

Site Wide First used 17/01/13 Multiple SDG

Generator Testing enactments

Medway and IM&T | First used 18/04/12 24/04/13 SDG

Updates

Industrial Action First used November SDG
2013

Ambulance 30 First released 01/05/13 | Multiple SDG

minute Turnaround enactments

Standard

4 Business Continuity Planning

This section details the Trust’s activities to develop, maintain and embed
arrangements to ensure the continuity of service provision during an
emergency or other disruption.

In previous years the NHS recognised that the British Standard BS-25999
provided definitive guidance on business continuity management and the
Trust purchased BS-25999 self- assessment tools and licences that enabled
the trust to align itself with the standard during 2011/2012. The licence was
extended to 2012. This standard has now been superseded by ISO 22301and
whilst there are no significant differences between the two standards, the
Trust will align itself to the latest standard.
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The Trust’s Business Continuity Group is currently undertaking a business
continuity plan audit which will aid the transition to alignment with the ISO
22301 standard. The audit is due for completion 30/03/2014.

The Trust is currently fully compliant with Core Quality Commission standards
with respect to Business Continuity Planning however it recognises that this
important aspect of Resilience Planning will be an on-going process.

4.1 Business Continuity Policy

A Trust Business Continuity Planning Group (BCPG) has been established
under the direction of the Chief Operating Officer and acts as the coordinating
body of all business continuity policies, procedures and management of
processes. This group reports to the Civil Contingencies Committee.

4.2 Business Continuity Strategy

The Business Continuity Planning Group has devised a Business Continuity
Management Strategy for 2014/2015 and is in the process of reviewing the
effectiveness of overarching and individual area Business Continuity Plans.

The strategy has been developed to take into account issues identified
through both internal and external audit.

A revised over-arching Business Continuity Policy document has been ratified
by the Business Continuity Planning Group and has been presented and
accepted, via the Civil Contingencies Committee to the Service Delivery
Group. The policy was reviewed in 2013.

4.3 Business Continuity Plans

The Trusts Business Continuity Plans are currently under review as part of the
internal review audit process. A list of business continuity plans are held by
the Resilience Manager and are available to view on the Trust Intranet.

Hard copies of the plans are held by the Resilience Manager.

Evidence: Emergency Planning Pages
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5 Information Sharing

This section details how the Trust has responded to formal or informal
requests for information under the provisions of the Civil Contingencies Act
2004.

5.1 Formal Requests for Information

With regard to Emergency Preparedness the Trust, no formal request for
information were received from April 2013 to May 2014

5.2 Informal Requests for Information

The Trust deals with routine informal requests for information as part of the
normal activities of the Resilience Manager.

Informal requests for information generally come from Resilience Managers or

their representatives from other NHS and non-NHS organisations relating to
issues surrounding emergency preparedness.

6 Cooperation

This section deals with how the Trust cooperates with other emergency
responders.

6.1 Emergency Planning Resilience and Response (EPRR)
The Trust is represented at the Local Health Resilience Partnership by the

Accountable Officer for Emergency Preparedness at North Bristol Trust who is
invited to attend the Trust’s Civil Contingencies Committee.

6.2 Avon & Somerset Local Resilience Forum (LRF)

The Trust is represented at the Local Resilience Forum by the Head of
Emergency Planning, Resilience and Response Area Team supported by the
Trust Resilience Manager.

Evidence: Minutes of the Local Resilience Forum meetings are available
on request to the Resilience Manager.
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6.3 NHS South West Emergency Planning Leads Forum

The Trust’s Resilience Manager participates in the above forum.

6.4 Local Resilience Forum and Other Working Groups

During 2013/2014 the Trust was represented on the following Local Resilience
Forum and other working groups:

Chemical, Biological, Radiological, Nuclear Working Group

Local Resilience Forum Site Specific Group (Bristol)

Avon and Somerset Local Resilience Forum

Regional Resilience Forum for Massed Casualty Planning

Local Resilience Forum Massed Casualty Planning

Local Resilience Forum Training and Exercise Group

Avon, Gloucestershire and Wiltshire Local Health Resilience

Partnership Communicable Disease Task and Finish Group

e Bath, North Somerset, Somerset, South Gloucestershire Local
Health Resilience Partnership Tactical planning Group.

e Paediatric Burns Network South West

e Paediatric Major Trauma Network South West

7  Warning & Informing

This section details how the Trust has undertaken activities to communicate
with the public with regard to emergency preparedness and health protection.

As a Category One responder under the Civil Contingencies Act 2004 the

Trust has a “duty, in partnership with others to warn and inform the public”.
(Civil Contingencies Act 2004).

7.1 Warning and Informing

In the financial year 2013/2014 the Trust’s communications team continued to
work in partnership with CCG to warn and inform the public.

Health protection messages were issued to the public either directly by the
Trust or jointly with the Clinical Commissioning Group (CCG) and included;
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Winter preparedness - Joint press releases with CCG were sent out to the
local media to inform the public about alternative services to A&E especially
over the Christmas and New Year Period.

Adverse weather - messages were cascaded to the public through the local
media and the Trust’s website about heavy snow, alternative services to A&E
and what patients should do if it was not safe for them to come into the
hospital.

Norovirus - Health messages concerning the presence of norovirus in the
community and within the Trust were communicated to the public via the local
media. This was supported by messaging on the homepage of the Trust’s
website, hold messages when calling the Trust, posters, leaflets and banners
aimed at patients and visitors within the Trust.

8 Training and Exercising

This section details the training and exercising activities undertaken during
2013/2014.

8.1 Training Courses

The following training courses were run within the Trust during 2013/2014
Additional training records are available from the trust Resilience Manager on
request.

Title Date (s) Additional Dates
Planned

Emergency Department 15/05/13, Rolling program

response to Chemical, 12/09/13, Next planned 09/14

Biological, Radiological, 11/12/13,

Nuclear incidents 26/03/14

Strategic Managementin a | 05/05/13 Training provided by NHS

Crisis Training England, dates to be
announced

Major Incident Awareness Delivered quarterly to on

Training call managers next 08/14

Loggist Training 07, 21, 28/04/14 | September 2014
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The Trust participated in the following training/exercise sessions during
2013/2014

Title Date

Exercise “Thornbury II” Nuclear establishment multi- 15/07/13
agency excise

Exercise “Exodus” Hospital Evacuation Exercise NBT 22/05/13

Paediatric Burns Exercise (South West UK Burns 03/05/13

Network)

EMERGO Live Major Incident Exercise October 2013

Argon series of exercises Final Exercise
report 2013

8.2 Live Exercises

The NHS Emergency Planning Guidance (2005, 2013) states that the Trust
must undertake a minimum of one live exercise every three years. The Trust
participated in Emergo in October 2013 with the next exercise planned for
2016. Therefore, the Trust is compliant with its requirements for live exercise
training.

8.3 Table-top Exercises

The NHS Emergency Planning Guidance (2005, 2013) states that the Trust
must undertake a minimum of one table top exercise every year.

The planned Emergo exercise fulfilled this obligation for 2013.

A table top exercise is planned to coincide with the revision of the Trust Major
Incident plan and opening of the new BRI ward block during 2014.
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9 Communications Cascade Tests

The NHS Emergency Planning Guidance (2005, 2013) requires that the Trust
must test its communications arrangements every six months as a minimum;
however the trust completes this exercise monthly.

Feedback following these exercises identified gaps within the call-out process.
Following this a revised call out system has been developed and put into
practice.

Date Full/Partial Trust CCG Initiated Ambulance Initiated
Internal Cascade Cascade Cascade

17/06/13 X

15/07/13 X

13/08/13 X

14/08/13 X

10/09/13 X

01/10/13 X

11/11/13 X

16/12/13 X

26/03/14 X

14/04/14 X

14/05/14 X

23/05/14 X

10  Debriefing

It is good practice to debrief staff participating in exercises to identify lessons
learnt.

Following an incident, an initial ‘hot debrief’ is held.

Following the hot debrief and usually within a two to three week period, a
‘Cold Debrief ‘ is facilitated by the Trust Resilience Manager.

The Trust has adopted the concept of ‘Structured Debriefing’ and wherever
possible the structured debrief will be facilitated by a Resilience Manager from
a neighbour acute trust.

During 2013/2014 debriefing sessions were held following 100% of the
exercises held and for 100% of incidents responded to.
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Key lessons learnt, and actions taken as a result, have been incorporated into
revised plans and processes, as applicable.

There were eight EPRR related incidents recorded in 2013 to date. Debriefs
were completed for all.

11 Governance

The following diagram represents the Emergency Planning, Resilience and
Response (EPRR) Governance Structure:

Internal Governance External Governance

<

s
R
T

Trust

Resilience
Manager

t
s
e

Page: 16 of 19

149



Title:

Owner:
Version:
Classification:

12 Audit & Assurance

EMERGENCY PREPAREDNESS ANNUAL REPORT
Trust Executive for Emergency Preparedness

Date: 2013/14

NOT PROTECTIVELY MARKED

This section of the report details the internal and external assurance activities
undertaken for University Hospitals Bristol during 2013/2014.

Title Date audit | Actions required Date
completed completed
Chemical, 13/04/2014 | New Structure purchased 30/4/14
Biological,
Radiological,
Nuclear
Internal Audit November | Delivery of the action planis | 2014-2015
2013 being overseen by the Civil
Contingencies Committee
and all actions are on track
to be completed by the
advised date
External Audit 06/02/14 Included on 2014/15 work 2014-2015

EPRR by CCG

plan

13  Work Programme 2014/2015

The work programme for the Trust's Emergency Planning Group for

2014/2015 has been developed in consultation with the Civil Contingencies
Committee, the Trust Executive Lead for Emergency Preparedness and the
Resilience Manager.

It should be noted that the work programme may fluctuate in line with
emerging Department of Health guidance.

Evidence: Emergency Planning Work Plan 2014/15
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14 Significant Events during 2013/2014

The Trust has experienced the following untoward events during 2013/2014.
Where indicated the incidents are closed from an EPRR perspective

Title Date Debrief Action Completed

/RCA Plan

Held? produced

Y/N Y/N

Migration to the 18/04/12 Yes Yes Closed
Medway system
Migration to the 24/04/13 Yes Yes Closed
Medway system
Installation of new 17/01/13 Yes Yes Closed
power generators and
associated
commissioning
Power Failure 18/11/13 Yes yes Ongoing
Power Failure 18/12/13 Yes Yes Closed
Hospital Fire 13/08/13 Yes Yes Closed
IT Upgrade 10/05/14 Yes No Closed
Telecoms Upgrade Yes No Closed

Lessons learned from debriefs following these events have been incorporated,
where appropriate, into Trust plans.

14.1 Uninterrupted Power Supply

Following the power failures (see above table), a review of the UPS trust-wide
has been undertaken.

A working group has been set up examine the types of UPS, suitability,
provision and to further identify the interdependencies between UPS supplied
and owned by the Estates Department and those supplied and owned by
Medical Engineering Department.

On completion of the review, a gap analysis will be produced and
recommendations presented to Senior Leadership Team.
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15 Conclusions

The Trust met its obligations as set out in the Civil Contingencies Act 2004
and associated Emergency planning Guidance.

The Trust has received assurance by means of internal and external audit that
it is compliant with Emergency Planning Resilience and Response Core
Standards and Business Continuity Planning Standards.

The Trust has developed a comprehensive program of work to ensure
continued compliance.

The exception is the delayed rewrite of the Trust Major Incident Plan. The
revised plan will be released to coincide with the relocation into the new BRI
ward block but the present Major Incident plan remains fit for purpose.
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12. Quarterly Patients Complaints Report

Purpose

This report provides a summary of:
- complaints received by the Trust during Quarter 4 of 2013/14

- the Trust’s performance in responding to those complaints in a timely and effective manner

themes and patterns arising from the complaints

action taken by the Trust and its Divisions to address these concerns

Abstract

The Trust received 415 complaints in Quarter 4 (Q4), which equates to 0.24% of patient activity, against
a target of 0.21%. In the previous quarter, the Trust had received 333 complaints, representing 0.19% of
patient activity.

The Trust’s performance in responding to complaints within the timescales agreed with complainants in
Q4 was 84.7% compared to 85% in Q3.

In 4, slightly fewer complainants told us that they were unhappy with our investigation of their
concerns: 14 compared with 15 in Q3.

Recommendations

The Board to receive the report for assurance

Report Sponsor

e Sponsor — Carolyn Mills, Chief Nurse

e Authors — Tanya Tofts, Patient Support and Complaints Manager
Chris Swonnell, Head of Quality (Patient Experience and Clinical Effectiveness)
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1. Executive summary

The Trust received 415 complaints in Quarter 4 (Q4), which equates to 0.24% of patient activity,
against a target of 0.21%. In the previous quarter, the Trust had received 333 complaints,
representing 0.19% of patient activity.

The Trust’s performance in responding to complaints within the timescales agreed with
complainants was 84.7% compared to 85% in Q3.

In Q4, slightly fewer complainants told us that they were unhappy with our investigation of their
concerns: 14 compared to 15 in Q3.

This report includes an analysis of the themes arising from complaints received in Q4, possible
causes, and details of how the Trust is responding.

2. Complaints performance — Trust overview

The Board currently monitors three indicators of how well the Trust is doing in respect of complaints
performance:

e Total complaints received, as a proportionof activity
e Proportion of complaints responded to within timescale
e Numbers of complainants who are dissatisfied with our response

The table on page 3 of this report provides a comprehensive 12 month overview of complaints
performance including these three key indicators.

2.1 Total complaints received

The Trust’s preferred way of expressing the volume of complaints it receives is as a proportion of
patient activity, i.e. inpatient admissions and outpatient attendances in a given month.

We received 415 complaints'in Q4, which equates to 0.24% of patient activity. This includes
complaints received and managed via either formal or informal resolution (whichever has been
agreed with the complainant)’; the figures do not include concerns which may be raised by patients
and dealt with immediately by/front line staff. The volume of complaints received in Q4 represented
an increase of 24.6% compared to Q3 (333) and Q2 (334) and was approximately 20% more than in
the corresponding period a year ago.

The Trust’s current target is to achieve a complaints rate of less than 0.21% of patient activity, i.e.
broadly-speaking, for no more than 1 in every 500 patients to complain about our services (although
every complaint we receive is one too many).

! Informal complaints are dealt with quickly via direct contact with the appropriate department, whereas
formal complaints are dealt with by way of a formal investigation via the Division.

University Hospitals Bristol NHS Foundation Trust, Complaints Report Q4 2013/14
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Table 1 — Complaints performance

Items in italics are reportable to the Trust Board.

Other data items are for internal monitoring / reporting to Patient Experience Group where appropriate.

Apr-13 May-13 Jun-13 Jul-13 Aug-13 | Sep-13 Oct-13 Nov-13 Dec-13 Jan-14 Feb-14 Mar-14
Total complaints 135 120 105 96 123 115 120 109 104 127 124 164
received (inc. TS and F&E
from April 2013)
Formal/Informal split 72/63 62/58 73/32 49/47 68/55 60/55 54/66 63/46 55/49 55/72 62/62 89/75
Number & % of 0.24% 0.21% 0.19% 0.16% 0.23% 0.20% 0.19% 0.19% 0.20% 0.21% 0.23% 0.28%
complaints per patient 135 of 120 of 105 of 96 of 123 of | 1150f 120 of 109 of 104 of 127 of 124 of 164 of
attendance in the month | 55066 56584 53853 59079 53002 56869 62480 58783 52194 59288 54507 58180
% responded to within 47.37% 54.68% 66.67% 80.28% 77.20% | 87.8% 84.9% 82.2% 88.1% 76.1% 92.0% 88.7%
the agreed timescale (27 of (35 of (42 of (57 of (44 of (43 of (62 of (37 of (37 of 42) (51 of (46 of (47 of
(i.e. response posted to 57) 64) 63) 71) 57) 49) 73) 45) 67) 50) 53)
complainant)
% responded to by 49.12% 64.06% 55.55% 74.65% 92.98% | 83.7% 69.9% 66.7% 57.1% 77.6% 86.0% 71.7%
Division within required (28 of (41 of (35 of (53 of (53 of (41 of (51 of (30 of (24 of 42) (52 of (43 of (38 of
timescale for executive 57) 64) 63) 71) 57) 49) 73) 45) 67) 50) 53)
review
Number of breached 40f 14 10of13 | 40f6 10of 11 50f8 30of5 7 of 16 20f4 30of6
cases where the
breached deadline is
attributable to the
Division *
Number of extensionsto | 11 14 5 10 9 7 14 14 9 16 13 11
originally agreed
timescale (formal
investigation process
only)
Number of Complainants | 1* 8* 6* 6* 11* 1* 7* 2* 6* 6* 3* 5*
Dissatisfied with 1** 1** 2%* 1** 4x* 8** 3** 6** 3** 5x* 2%*
Response

* Dissatisfied — original investigation incomplete / inaccurate ** Dissatisfied — original investigation complete / further questions asked

’ The total number of cases where the complainant did not receive their response on time was 7. Of these, 5 delays were attributable to the Divisions. The remaining 2 cases were
delayed at Exec level during the sign-off procedure. 156



Figures 1 and 2 show a fairly consistent pattern of complaints received during 2013/14, but with indications of
an upturn at the end of the financial year.

Figure 1: Number of complaints received
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Figure 2: Complaints received, as a percentage of patient activity
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2.2 Complaints responses within agreed timescale

Whenever a complaint is managed through the formal resolution process, the Trust and the complainant agree
a timescale within which we will investigate the complaint and write to the complainant with our findings. The
timescale is agreed with the complainant upon receipt of the complaint and is usually 30 working days in
Medicine and Surgery Head and Neck® and 25 working days in other areas”.

Our target is to respond to at least 98% of complainants within the agreed timescale. The end point is measured
as the date when the Trust’s response is posted to the complainant. In Q4, 84.7% of responses were made
within the agreed timescale, compared to 85% in Q3. This represents 26° breaches out of 170 formal complaints
which were due to receive a response during Q4°. Divisional management teams remain focussed on improving
the quality and timeliness of complaints responses.

Figure 3 shows the Trust’s performance in responding to complaints in the last 12 months. In May 2013, the
Trust identified an error in the way that response times were being calculated’: this revealed that performance
was significantly worse than had previously been reported.dmprovement actions were therefore initiated in
May, leading to improvements in the months since then: Data for January-May 2013 has been recalculated so
that the information in Figure 3 is an accurate representation of the Trust’s performance during that period.

Figure 3. Percentage of complaints responded to within agreed timescale
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* Based on experience, due to relative complexity

25 working days used to be an NHS standard

> Total includes one breach accredited to Division of Facilities and Estates.

® Note that this will be a slightly different figure to the number of complainants who made a complaint in that quarter.
7 Calculations had been made using an endpoint of the date when the draft response was received from the Division: it
should have been the date when the final response was posted to the complainant.
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2.3 Number of dissatisfied complainants

We are disappointed whenever anyone feels the need to complain about our services; but especially so if they
are dissatisfied with the quality of our investigation of their concerns. For every complaint we receive, our aim is
to identify whether and where we have made mistakes, to put things right if we can, and to learn as an
organisation so that we don’t make the same mistake again. Our target is that nobody should be dissatisfied
with the quality of our response to their complaint. Please note that we differentiate this from complainants
who may raise new issues or questions as a result of our response.

In Q4, there were 14 cases where the complainant felt that the investigation was incomplete or inaccurate. This
represents a marginal decrease on Q3 (15 cases). There were a further 10 other cases where new questions
were raised; a significant decrease compared to Q3 (17 cases).

The 14 cases where the complainant was dissatisfied were associated with the following lead Divisions:

e 5 cases for the Division of Surgery, Head & Neck (compared to 8 in Q3);

e 4 cases for the Division of Medicine (compared to 4 cases in Q3);

e 3 cases for the Division of Women & Children (compared to 0 in Q3);

e 1 case for the Division of Specialised Services (compared to 3 case in Q3);

e 1 case for the Division of Diagnostics & Therapies (compared to 0 in Q3); and
e 0 cases for the Division of Facilities & Estates (compared to 0 in Q3).

A validation report is sent to the lead Division for each case where an investigation is considered to be
incomplete or inaccurate. This allows the Division to confirm their agreement that a reinvestigation is necessary

or to advise why they do not feel the original investigation was inadequate.

Figure 4. Number of complainants who were dissatisfied with aspects of our complaints response
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The number of dissatisfied complainants has increased overall in 2013/14 compared to 2012/13 (62 compared
to 20). No discernible reason has been identified for this increase and there is no particular trend identified
within any of the Divisions or in particular departments. However, actions agreed to address this increase are
detailed in section 3.6 of this report.
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Complaints themes — Trust overview

Every complaint received by the Trust is allocated to one of six major themes. The table below provides a
breakdown of complaints received in Q4 compared to Q3. This shows that the number of complaints for each
theme increased in Q4 and that these increases were broadly consistent across the themes, i.e. there was not a

dramatic rise in any one theme in particular.

Category Type

Number of complaints received
-Q42013/14

Number of complaints received
-Q32013/14

Appointments & Admissions

133 (32% of total complaints) A\

114 (34.3%)

Attitude & Communication

119 (28.7%) AN

99 (29.7%)

Clinical Care 115 (27.7%) AN 86(25.8%)
Facilities & Environment 30 (7.2%) PN 21 (6.3%)
Access 10 (2.4%) A 9 (2.7%)
Information & Support 8 (2%) AN 4 (1.2%)
Total 415 333

Each complaint is then assigned to a more specific category (of which there are 121 in total). The table below
lists the six most common sub-categories, which in total account for 64% of the complaints received in Q4

(264/415). These top themes are broadly consistent from one quarter to the next.

Sub-category Number of complaints received | Q3 Q2 Ql
-Q42013/14

Cancelled or delayed 111 A (29% increase compared | 86 95 85

appointments and operations to Q3)

Clinical Care 47 A\ (4% increase) 45 30 35

(Medical/Surgical)

Communication with 32 A (129% increase) 14 15 19

patient/relative

Attitude of Medical Staff 30 N (131% increase) 13 18 18

Clinical Care{Nursing/Midwifery) | 26 AN (12% increase) 23 32 15

Failure to‘answer telephones 18 A\ (13% increase) 16 19 21

This data reveals large percentage increases in complaints about communication and the attitude of medical

staff, and an upturn.in complaints about cancelled or delayed appointments and operations.

Concern

Action

Increase in complaints
about cancelled or
delayed appointments.

These issues are being addressed through the Trust’s Transformation
programme, and in the case of outpatients, through improvement
activities which originated from the Productive Ward project.

Increase in complaints
regarding
communication with
patients and relatives
and about the attitude of
medical staff.

Poorer patient experience is often reported where there has been
significant use of bank, locum and agency staff. The Trust has
implemented a recruitment strategy to keep pace with anticipated staff
turnover.
The Deputy Medical Director oversees a system to monitor complaints
where individual medical staff are cited. Medical staff are interviewed
by the DMD or Medical Director if patterns of repeated behaviour are
identified which give cause for concern.
Face to Face surveys and the 15 Steps Challenge are also being used
proactively where complaints have been received about staff attitude
and communication coupled with lower patient feedback ratings.

University Hospitals Bristol NHS Foundation Trust, Complaints Report Q4 2013/14
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3. Divisional performance

3.1 Total complaints received

A divisional breakdown of percentage of complaints per patient attendance is provided in Figure 5. This shows
an upturn in the volume of complaints received in all bed-holding Divisions at the end of Q4.

Figure 5. Complaints by Division as a percentage of patient attendance — 2013/2014
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It should be noted that data for the Division of Diagnostics and Therapies has been excluded from Figure 5. This
is because this Division’s performance is calculated from a very small volume of outpatient and inpatient
activity. Complaints are more likely to occur as elements of complaints within bed-holding Divisions. Overall
reported Trust-level data includes Diagnostic and Therapy complaints, but it is not appropriate to draw
comparisons with other Divisions. For reference, numbers of reported complaints for the Division of Diagnostics
and Therapies in 2013/2014 have been as follows:

Table 2. Complaints received by Diagnostics and Therapies Division in 2013/14 to date

Apr | May | Jun | Jul Aug | Sep | Oct Nov | Dec |Jan | Feb | Mar
Number of 9 8 3 3 6 4 12 9 11 14 11 7
complaints
received

University Hospitals Bristol NHS Foundation Trust, Complaints Report Q4 2013/14
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3.2 Divisional analysis of complaints received

Table 3 provides an analysis of Q4 complaints performance by Division. The table includes data for the three most common reasons why people complain:
concerns about appointments and admissions; concerns about staff attitude and communication; and concerns about clinical care.

Table 3.
Surgery Head and Neck Medicine Specialised Services Women and Children Diagnostics and Therapies
Total number of 169 (139) A 77 (53) A 56 (44) AN 48 (44) A 32(32) =
complaints received
Total complaints received | 0.22% (0.18%) A 0.21% (0.14%) A\ 0.25% (0.21%) N 0.14% (0.12%) A N/A
as a proportion of patient
activity
Number of complaints 83 (45) N 23 (17) N 23 (19) A 8 (14) W 10 (4) N
about appointments and
admissions
Number of complaints 47 (45) N 20 (12) AN 13 (19) W 20 (13) AN 16 (7) A
about staff attitude and
communication
Number of complaints 39 (37) N 34 (22) N 20 (9) 20 (17) N 6(2) N
about clinical care
Areas where the most Ear Nose and Throat A&E — 15 (14) N Chemotherapy Day Unit and | Outpatient clinics— 16 Audiology — 12 (7) N
complaints have been - 20(34) WV Diabetes/Endocrinology Outpatients — 11 (14) ¥ 21) ¥ Physiotherapy (Adult)
received in Q3 Bristol Eye Hospital — 62 Clinic—3 (8) W Bristol Heart Institute Ward 78 — 4 (5) WV -5(6) W

(34) AN

Trauma & Orthopaedics —
30 (17)

Upper Gastro-Intestinal —
14 (18) ¥

Bristol Dental Hospital —
19 (20) W

Ward 15— 5 (6) ¥
Ward 26 -5 (0) R
Respiratory Department
(including Sleep Unit)
-8 (4)

Dermatology — 7 (3) N

Outpatients — 11 (13) W
Cardiology GUCH Services —
6(2) A

Ward 52 - 5(5) =

Ward 53 -8 (2) A

Ward 61 -5 (5) =

Ward 62 —4 (2) A

Ward 30— 7 (5) N
Children’s ED & Ward 39 —

6(2)

Radiology — 7 (9) W

Notable deteriorations
compared to Q3

Bristol Eye Hospital

Ward 26
Respiratory
Dermatology

Cardiology GUCH Services
Ward 53

Children’s ED & Ward 39

Audiology

Notable improvements
compared to Q3

Ear Nose and Throat

Diabetes/Endocrinology
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3.3 Areas where the most complaints were received in Q4 — additional analysis

3.3.1 Division of Surgery, Head & Neck

Complaints by category type

Category Type Number and % of complaints Number and % of complaints
received — Q4 2013/14 received — Q3 2013/14

Access 3 (1.8% of total complaints) = 3(2.2%)

Appointments & Admissions 79 (46.7%) AN 56 (40.3%)

Attitude & Communication 45 (26.6%) P 42 (30.2%)

Clinical Care 38 (22.5%) AN 34 (24.4%)

Facilities & Environment 3(1.8%) p 1(0.7%)

Information & Support 1(0.6%) Nz 3(2.2%)

Total 169 139

Top six sub-categories

Sub-category

Number of complaints

Number of complaints received

received — Q4 2013/14 -Q32013/14
Cancelled or delayed 71 A (58% increase compared | 45
appointments and operations | to Q3)
Clinical Care 19 W (24% decrease) 25

(Medical/Surgical)

Communication with 16 A\ (300% increase) 4
patient/relative

Attitude of Medical Staff 11 A\ (38% increase) 8
Clinical Care 7% 3
(Nursing/Midwifery)

Failure to answer telephones 7% 3

Divisional response to concerns highlighted by Q4 data

Concern

Explanation

Action

Bristol Eye Hospital
received 62 complaints
in Q4, a significant
increase on the 34
received in Q3. Only six
cases were in respect of
clinical care; 29 (46%)
were attributed to staff
attitude and
communication; and 19
(30%) were in respect
cancelled or delayed
appointments and
operations.

A small proportion of these
complaints will have been
received in Q3 but actioned in
Q4 due to the backlog of
enquiries to the corporate
Patient Support and
Complaints Team.

Communication

Some of the communication
complaints have arisen
because we have not
explained processes to
patients and therefore have
not managed their
expectations. For example, a
patient who attended A&E to
rule out anything sinister
before referral for cataract

Communication

Each complaint is discussed with the
clinicians or staff members concerned
(if a junior clinician, this is done in
conjunction with their supervisor — this
accounts for the majority of
complaints); they are asked to provide
a statement and reflect upon what
went wrong with their consultation,
what they could have done differently
and how they will change their practice
in the future. Recently we have
requested that some of the members
of staff who have caused offence
actually write to the patient directly in
order to apologise and inform the
patient how their practice has
amended.

We are exploring the possibility of
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surgery felt that we should be
able to refer them directly to
the cataract service once
other things had been ruled
out, however this is a decision
for their GP.

Cancelled/delayed
appointments

Our system for managing
patients referral-to-treatment
times has not been working
effectively due to staff
sickness in the bookings team.

There has also been a
significant increase in delayed
medical retinal and diabetic
retinopathy outpatient
appointments.

creating a secure internal log of
communication/staff attitude
complaints to enable repeat
complaints about individual members
of staff to be quickly identified.

e Additional complaint training to be
arranged for staff to help manage
situations without them escalating.

Cancelled/delayed appointments

e A permanent member of staff has been
moved into the bookings team to
provide support.

e Sustain management support for the
admissions department in order to
manage the flow of patients
appropriately

e Advertise the peripheral clinics (e.g.
SBCH) in order to encourage patients
to want to go there.

e We are recruiting fully into the OPD
and Technician teams in order to
maximise flexibility of services and
maintain flow of patients through
clinics on the day.

e . Medical retinal and diabetic
retinopathy outpatient appointments
are being outsourced to SBCH and
Weston. Whilst we finalise these
peripheral clinics, we are setting up
additional Saturday clinics to help
reduce the backlog.

Trauma & Orthopaedics
received 30 complaints
in Q4, of which 11 were
in respect of cancelled
or delayed
appointments and
operations and six were
attributed to clinical
care. The department
received 17 complaints
in Q3.

There has been a backlog of
operations at North Bristol

NHS Trust who manage the
waiting list for T&O surgery.

Note:

T&O inpatient care is provided
on wards'9 and 14. Analysis in
the latest quarterly patient
experience report indicates
that for the period October
2013 to March 2014, these
wards were among the ten
lowest rated wards in the
Trust.

Appointments
Project currently being implemented to

reduce waiting time for appointments and
for cancelled appointments by weekly
review of all patients on 18 week wait.
Working with D&T to address waiting times
for scans/image guided injections.

Clinical care

The Clinical Director is meeting monthly
with consultant and managers to review
any complaints received.

The Upper Gastro-
Intestinal Department
received 14 complaints,
the majority of which
(12) related to
cancelled or delayed

Due to cancer performance
pressure, the waiting list for
patients with benign disease
has increased causing an
increase in complaints.

From October 2014, the Division is
planning to increase operating capacity in
UGL. In short term the option of
outsourcing some of this work is being
explored.
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operations. Note:

UGl inpatient care is provided
on ward 5a. Analysis in the
latest quarterly patient
experience report indicates
that for the period October
2013 to March 2014, ward 5a
achieved better than average
patient-reported ratings,
including the Friends and
Family Test.

3.3.2 Division of Medicine

Complaints by category type

Category Type

Number and % of complaints
received — Q4 2013/14

Number and % of complaints
received — Q3 2013/14

Access 1 (1.3% of total complaints) ¥ | 2 (3.8%)
Appointments & Admissions 19 (24.7%) N 16 (30.2%)
Attitude & Communication 18 (23.4%) N 11(20.7%)
Clinical Care 32 (41.5%) AN 21 (39.6%)
Facilities & Environment 6 (7.8%) AN 3 (5.7%)
Information & Support 1(1.3%) N 0 (0%)
Total 77 53

Top six sub-categories

Category

Number of complaints

Number of complaints received

received — Q4 2013/14 -Q32013/14
Cancelled or delayed 15 A\ (36% increase compared | 11
appointments and operations | to Q3)
Clinical Care 11 A (83% increase) 6
(Medical/Surgical)
Communication with 4V 6
patient/relative
Attitude of Medical Staff 54 1
Clinical Care 9V 12
(Nursing/Midwifery)
Failure to answer telephones 34 0
Divisional response to concerns highlighted by Q4 data
Concern Explanation Action

A significant number of
complaints were received
about Ward 26 (five cases
compared to none the
previous quarter), with

We are reviewing ward 26 in the
context of Friends and Family Test
scores as well as these complaints

An improvement plan has
been developed. Feedback,
clinical incidents and

(ward 26 is the lowest ranked ward in | complaints have been

the Trust by FFT scores and also has

reviewed to identify

University Hospitals Bristol NHS Foundation Trust, Complaints Report Q4 2013/14

165




three being in respect of
clinical care provided by
nursing staff.

the second lowest patient experience

tracker score®).

Two of the five complaints relate to
the same issue, about a discharge
funding decision that is outside of th
Trust’s control. One of the other

complaints related to questions about

a death where the family wanted
additional information — we
acknowledge that this could and
should have been addressed quickly

and outside of the complaints process.

common themes. A Face to
Face survey and 15 Step
Challenge have already
been undertaken and the

e | results of this are due to be
presented to the Trust’s
Patient Experience Group
on 19/6/14. The issue
emerging from this work is
the poor environment.

The number of complaints
received by the Respiratory
Department (including the
Sleep Unit) more than
doubled to 11 cases. These
complaints were spread
evenly across appointments
and admissions, attitude and
communication, and clinical
care.

These complaints mostly reflect

administrative issues about answering

phones and dealing with enquiries.
One complaint was about an
appropriate referral to another

specialty which the complainant had

been unhappy about.

The specialty manager and
Matron will work with the
department including their
administration team to
develop an action plan to
review the learning and
make any changes based
on this.

The number of complaints
received by Dermatology
increased from three in Q3
to seven, with five of these
being attributed to cancelled
or delayed appointments
and procedures.

All but one of these complaints was
dealt with swiftly and informally by
the specialty manager. Two
complaints related to delayed GP
referral into the service. The others
complaints included appointment
changes, confusion about a biopsy
appointment and communication of
biopsy results.

The specialty manager and
Matron will work with the
department to develop an
action plan to review the
learning and make any
changes based on this.

3.3.3 Division of Specialised Services

Complaints by category type

Category Type

Number and % of complaints
received — Q4 2013/14

Number and % of complaints
received — Q3 2013/14

Access

1 (1.8% of total complaints)

1(2.3%)

Appointments & Admissions

21/(37.5%)

16 (36.3%)

Attitude & Communication

12 (21.4%)

17 (38.6%)

Clinical Care 19 (33.9%) 8 (18.2%)
Facilities & Environment 3 (5.4%) 1(2.3%)
Information & Support 0 (0%) 1(2.3%)
Total 56 44

® An aggregate measure of ward cleanliness, respect and dignity, involvement in care decisions and staff-patient

communication, which is reported to the Trust Board (as a trust-wide score) each month
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Top six sub-categories

Category Number of complaints Number of complaints received
received — Q4 2013/14 -Q32013/14

Cancelled or delayed 17 A\ (42% increase compared | 12

appointments and operations | to Q3)

Clinical Care 71N 4

(Medical/Surgical)

Communication with 54 2

patient/relative

Attitude of Medical Staff 2 0

Clinical Care 3N 2

(Nursing/Midwifery)

Failure to answer telephones 1V 6

Divisional response to concerns highlighted by Q4 data

Concern

Explanation

Action

11 complaints were
received by the
Chemotherapy &
Outpatients
Department at Bristol
Haematology and
Oncology Centre -
these were split
between cancelled or
delayed appointments
(five cases) and
clinical care (six
cases).

A number of issues relate to
cross-organisational issues
between BHOC and.North
Bristol NHS Trust and incorrect
information in the referral from
NBT (or in one case, referral not
received). Issues are tracked
through the cancer PTL
meetings and issues with NBT
are escalated to the Trust
Cancer Manager. The increase is
most likely to due to pathway
change (i.e.breast/ urology
patients previously split
between UH Bristol/ NBT now
all referrals are coming via
NBT).

The root cause of other issues
related to communication
regarding bookings appears to
be that patients were unclear
who to contact and they
therefore contacted PALS. Once
contact was made with BHOC,
issues were resolved with
patient.

One informal complaint related
to no bed being available for
planned chemotherapy
treatment (ward 61).

When referrals are received from NBT,
we check the patient details on the
Spine (national NHS database based on
GP practice records) in order to ensure
that correct address and GP practice are
updated on Medway.

Continue to work to improve
accessibility of bookings numbers and
ensure that phones are answered when
patients make contact. Stickers printed
with key numbers on to be put onto
appointment sheets and letters, plus
changed layout of BHOC welcome guide
and website so that contact numbers
are clearer.

As part of changes to the BHOC
welcome guide, we have separated out
the inpatient information and included
an explanation of why patients need to
call and the reasons why beds might not
be available, in order to manage
expectations appropriately.

There was a notable
increase in the

Complaints were related to
administration issues:

The following actions have been
taken/agreed:
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number of complaints
received about
Cardiology GUCH
Services — six
complaints compared
to just two in Q3. Four
of these complaints
were in respect of
cancelled or delayed
appointments.

e Long wait in clinic

e Patient not added to
waiting list

e Letters addressed to a
consultant had not arrived

e Telephone manner of
secretaries

Introduced electronic message
board above reception area to
notify patients of waiting times.
Plan to change all clinic letters to
advise patients they may be up to
four hours in the department due to
the various tests required
Disciplinary action taken with one
member of staff

Additional resource allocated to the
waiting list office

A listing error due to human error
has been reviewed with the
member of staff responsible for
future learning.

Complaints received
by Ward 53 increased
to eight from just two
in Q3. These were
split evenly between
attitude and
communication and
clinical care.

The complaints included a
message missed on the
answerphone of a member of
staff who had been off sick,
resulting in delayed treatment.
There were no common
themes.

Note:

Analysis in the latest quarterly
patient experience report
indicates that for the period
October 2013 to March 2014,
ward 53 achieved better than
average patient-reported
ratings, including the Friends
and Family Test (fourth best).

Arrangements have been put in place
for the whole team to pick up
answerphone messages in a team
members absence.

Appropriate action has been taken in
response to each complaint including
new staff guidance where relevant (e.g.
about how to complete an assessment
of a patient’s skin prior to the
application and removal of adhesive
electrodes).

11 complaints were
received by Bristol
Heart Institute
Outpatients
Department. Seven of
these were about
cancelled and delayed
appointments and
four were about staff
attitude and
communication.

Complaints were related to the

following issues:

e Shortage of nursing
assistants and
administrative staff - lack of
bank staff made covering
the recruitment turnaround
times difficult

e  A‘bug’ inthe Medway
system means that letters
are not always being sent to
patients when clinics are
cancelled

The following actions have been
taken/agreed:

All administrative vacancies have
now been recruited to

Restructure consultation starting
w/c 19/5/14 to improve reception
and coordinator cover

Plan to even out flow into
department over week to create
less stressful working environment
Assurance that correct cancellation
protocols and procedures are being
followed

Medway issue has been logged with
IT and is awaiting solution; the in
meantime, the team is able to
double check and manually send
letters when required
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3.3.4 Division of Women & Children

Complaints by category type

Category Type

Number and % of complaints
received — Q4 2013/14

Number and % of complaints
received — Q3 2013/14

Access

2 (4.2% of total complaints) A

0 (0%)

Appointments & Admissions

6 (12.4%)

14 (31.7%)

Attitude & Communication

19 (39.6%) ¥

12 (27.3%)

Clinical Care 19 (39.6%) A 16 (36.4%)
Facilities & Environment 1(2.1%) = 1(2.3%)
Information & Support 1(2.1%) = 1(2.3%)
Total 48 44

Top six sub-categories

Category Number of complaints Number of complaints received
received — Q4 2013/14 -Q32013/14

Cancelled or delayed 10 WV (29% decrease compared | 14

appointments and operations | to Q3)

Clinical Care 9NN 7

(Medical/Surgical)

Communication with 54 0

patient/relative

Attitude of Medical Staff SN 6

Clinical Care 6= 6

(Nursing/Midwifery)

Failure to answer telephones 1=

Divisional response to concerns highlighted by Q4 data

Concern Explanation Action

The number of complaints
received by Ward 30 has
continued to rise, with
seven cases recorded in
Q4, compared to four
complaints in Q3 and two
in Q2. Four of these
complaints were
attributed to attitude and
communication issues and
three to clinical care.

There had been a high level.of long
term staff sickness on ward 30,
leading to anincrease in the use of
non-substantive staff (Bank/Agency).

Note:

Analysis in the latest quarterly patient
experience report indicates that for
the period October 2013 to March
2014, ward 30 achieved patient-
reported ratings which were slightly
better than the Trust average.

Concerns about staff attitude
and communication have been
addressed with the staff
concerned and disseminated to
the whole team.

Substantive staff have returned
from long term sick leave
leading to a reduction in the use
of non-substantive staff.

There was an increase in
the number of complaints
received by Children’s
ED/Ward 39. There was no
discernible trend, with the
complaints being spread
across the various
categories of complaint.

Note:

Analysis in the latest quarterly patient
experience report indicates that for
the period October 2013 to March
2014, ward 39 achieved patient-
reported ratings which were better
than the Trust average.

All lessons learned from
complaints are disseminated to
the nursing and medical teams.

Completed comments cards are
now displayed on the ward’s
‘You said we did’ board.
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3.3.5 Division of Diagnostics & Therapies

Complaints by category type

Category Type

Number and % of complaints
received — Q4 2013/14

Number and % of complaints
received — Q3 2013/14

Access 2 (6.2% of total complaints) = 2 (6.2%)
Appointments & Admissions 7 (21.9%) AN 8 (25%)
Attitude & Communication 14 (43.8%) N 13 (40.7%)
Clinical Care 4 (12.5%) 7 7 (21.9%)
Facilities & Environment 3 (9.4%) N 2 (6.2%)
Information & Support 2 (6.2%) N 0

Total 32 32

Top six sub-categories

Category Number of complaints Number of complaints received
received — Q4 2013/14 -Q32013/14

Cancelled or delayed 5 W 6

appointments and operations

Clinical Care oW 2

(Medical/Surgical)

Communication with oW 1

patient/relative

Attitude of Medical Staff 4 AN 2

Clinical Care 0= 0

(Nursing/Midwifery)

Failure to answer telephones 54 4

Divisional response to concerns highlighted by Q4 data

Concern

Explanation

Action

There was a 58% rise
in complaints
received by.the
Audiology
Department. Seven
of the 12 complaints
received were in
respect of attitude
and communication,
the majority of
which were about
failure to answer
telephones so
patients were
unable to get
through to the
department.

Following the
centralisation of the
Audiology Services across
Bristol on 25" March
2013 the service
experienced an increase
in the number of phone
calls across both sites.
The increase in phone
calls at St Michael’s
Hospital was primarily
due to the service moving
all new bookings onto
that site. The volume of
calls also continued to be
an issue on the
Southmead site.

e The service has converted a vacant Band 2
Assistant Practitioner Post to a fixed term
Band 2 Clerical post to work across both
sites on a 1 year fixed term basis, thus
introducing more resource to answer the
telephone. The fixed term post will provide
the opportunity to assess what resources
are required going forward.

e On Tues 6™ May the service introduced a
call waiting system at St Michael’s Hospital
and this has improved the situation greatly.
Monitoring has shown 100% of calls are
answered.

e Next steps are to move the repair booking
for the Southmead sites to the Trust’s
central booking office and extend the call
waiting system to include the clerical team
based at Southmead. This will ensure an
improvement in the volume of calls
answered at both sites, St Michael’s
Hospital and Southmead. Before these
actions can be undertaken, the audiology
databases in the two sites need to be
merged. This is anticipated to take place in
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August and the service subsequently

expects to see a reduction in the number of
complaints received relating to telephones

not being answered.

3.4 Complaints by hospital site

Of those complaints with an identifiable site, the breakdown by hospital is as follows:

Hospital/Site

Number and % of complaints
received — Q4 2013/14

Number and % of complaints
received — Q3 2013/14

Bristol Royal Infirmary

193 (46.5% of total

complaints) A\

137 (41.1%)

Bristol Eye Hospital 60 (14.5%) p 32 (9.6%)
Bristol Dental Hospital 19 (4.6%) \Z 20 (6%)
St Michael’s Hospital 46 (11%) 7 54 (16.2%)
Bristol Heart Institute 33 (8%) N 30 (9%)
Bristol Haematology & 20 (4.8%) \Z 21 (6.3%)
Oncology Centre

Bristol Royal Hospital for 36 (8.7%) P 29 (8.8%)
Children

South Bristol Community 8 (1.9%) \7 10 (3%)
Hospital

Total 415 333

3.5 Complaints responded to within agreed timescale

The Trust’s aim is to respond to complaints within the timescale we have agreed with the complainant. All five
clinical Divisions reported breaches in Quarter 4, totalling 25 breaches plus there was one additional breach

from the Division of Facilities & Estates.

Q4 2013/14 Q3 2013/14 Q2 2013/14 Q12013/14
Surgery Head and Neck | 8 (11%) 6 (10%) 9 (12%) 45 (49%)
Medicine 7 (21.2%) 11 (25%) 9 (25%) 22 (56%)
Specialised Services 0 2 (11%) 4 (12.5%) 2 (15%)
Women and Children 9 (36%) 4 (17%) 7 (28%) 10 (34%)
Diagnostics & Therapies | 1(8.3%) 0 0 0
All 25 breaches | 23 breaches | 29 breaches | 79 breaches

(So, as an example, there were six breaches of timescale in the Division of Surgery Head and Neck in Q3, which

constituted 11% of the complaints responses that had been due in Q4.)

Breaches of timescale were caused either by late receipt of final draft responses from Divisions which did not
allow adequate time for Executive review and sign-off, delays in processing by the Patient Support and
Complaints team, or by delays in during the sign-off process itself. Sources of delay are shown in the table

below.

University Hospitals Bristol NHS Foundation Trust, Complaints Report Q4 2013/14
171




Source of delays (Q4, 2013/14)
Division Patient Support and Executive
Complaints Team sign-off

Surgery Head and Neck 2 0 6
Medicine 3 0 4
Specialised Services 0 0 0
Women and Children 7 2 0
Diagnostics & Therapies 0 0 1
All 12 breaches 2 breaches 11 breaches

Actions agreed via Patient Experience Group:

e Divisions have been reminded of the importance of providing the Patient Support and Complaints Team
with draft final response letters at least four working days prior to the date they are due with the
complainant.

e The Patient Support and Complaints Team continues to actively follow up Divisions if responses are not
received on time; Divisional staff are also reminded of the need to contact the complainant to agree an
extension to the deadline if necessary.

e Longer deadlines are agreed with Divisions if the complainant requests a meeting rather than a written
response. This allows for the additional time needed to co-ordinate the diaries of clinical staff required to
attend these meetings. (Note that deadlines agreed with Surgery, Head and Neck and Medicine are longer
than for the other Divisions, to reflect the larger patient numbers and subsequent complaints received by
these Divisions).

e Ongoing vigilance to avoid any delays by Patient Support and Complaints Team.

3.6 Number of dissatisfied complainants
As reported in section 1.3, there were 14 cases in Q4 where complainants were dissatisfied with the quality of

our response (in addition to the figures'shown.in the table below, one case was attributable to the Division of
Diagnostics & Therapies).

Q42013/14 | Q32013/14 | Q22013/14 | Ql12013/14
Surgery Head and Neck |5 8 10 8
Medicine 4 4 3 2
Specialised Services 1 3 1 1
Women and Children 3 0 2 3
Diagnostics & Therapies | 1 0 1 1
All 14 15 17 15

Actions agreed via Patient Experience Group:

e Divisions are notified of any case where the complainant is dissatisfied. The 14 cases recorded in Q4 have
now either been responded to in full, or have had revised response deadlines agreed with the complainants.

o The Patient Support and Complaints Team continues to monitor response letters to ensure that all aspects
of each complaint have been fully addressed — there has recently been an increase in the number of draft
responses which the Patient Support and Complaints Team has queried with the Division prior to submitting
for sign-off.

e Trust-level complaints data is now replicated at divisional level to enable Divisions to monitor progress and
identify areas where improvements are needed. This data will also be used for quarterly Divisional
performance reviews.
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e Response letter cover sheets are now sent to Executive Directors with each letter to be signed off. This

includes details of who investigated the complaint, who drafted the letter and who at senior divisional letter

signed it off as ready to be sent. The Executive signing the responses can then make direct contact with
these members of staff should they need to query any of the content of the response.

e Training in complaints investigation and letter writing was delivered to the new Band 7 Supervisory Sisters
in October 2013.

e Training on writing response letters has being delivered to key staff across all Divisions with input from the

Patients Association. This training was well received and further training on this subject matter is being
planned for the coming year.

4. Information, advice and support

In addition to dealing with complaints, the Patient Support and Complaints Team is also responsible for
providing patients, relatives and carers with the help and support including:

e Non-clinical information and advice;

e A contact point for patients who wish to feedback a compliment or general information about the
Trust’s services;

e Support for patients with additional support needs and their families/carers; and

e Signposting to other services and organisations.

In Q4, the team dealt with 161 such enquiries, compared to 173'in Q3. These enquiries can be categorised as:
e 83 requests for advice and information (67 in Q3)

e 70 compliments (95.in Q3)
e 8requests for.support (11.in Q3)

5. PHSO cases

During Q4, the Trust has been advised of new Parliamentary & Health Service Ombudsman (PHSO) interest in
seven complaints. Three of these cases were subsequently.-not upheld and one was partially upheld; we are
currently awaiting a decision from the PHSO for the three remaining cases.

Case Complainant On behalf Date Site Department Division
Number | (patient of (patient) | original
unless stated) complaint
received
13887 SC 12/08/2013 | BEH Ophthalmology | Surgery, Head
And Neck

Not upheld: The PHSO has advised the Trust that a draft report has been prepared (which we are
currently waiting for) but also that the complaint has not been upheld.

11634 | PG \ KGG \ 03/09/2012 \ BRI | A&E [BRI] | Medicine

Not upheld: Final report received, complaint not upheld and no failings identified.

13173 | MD \ IS \ 08/05/2013 \ BRI | A&E [BRI] | Medicine

Not upheld: The PHSO agreed that there had been some failings in the care of the patient but has not
upheld the complaint as the Trust had already acknowledged these failings and apologised and had
dealt with the issue in a fair and proportionate manner.
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Case Complainant On behalf Date Site Department Division
Number | (patient of (patient) | original
unless stated) complaint
received
13261 | SL | s | 22/05/2013 [ BRI | Ward 04 Medicine

Open: The Trust has sent copies of all requested documentation to the PHSO - currently waiting to
hear whether they intend to investigate.

13946 RB 09/09/2013 | BRI Ward 19 Medicine
(Observation
Ward)

Open: The Trust has sent the PHSO a copy of our complaint response letter - currently waiting to hear
whether they require further information or intend to investigate.

14588 DG HJG 13/12/2013 | BDH Adult DIV Surgery,
Restorative Head And Neck
Dentistry (B

Open: The Trust has sent the requested documentation to the PHSO - currently waiting to hear
whether they intend to investigate or not.

13223 cP 16/05/2013 | BEH Outpatients DIV Surgery,
Ground Floor Head And Neck
(BEH)

Partially upheld: PHSO partially.upheld this complaint about a patient’s experience of receiving an eye
injection. The PHSO made recommendations for improvement and asked us to send a letter of apology
to the patient, which has now been done. The complaint-was shared with the appropriate staff in
order that they understand the implications of their actions, when injecting patients. Staff have also
been advised that they are able to use the counselling room for patients who may take a little longer to
recover from the procedure and the senior nurse in charge will be available to help non-nursing staff to
care for these patients.

Since 1% April 2013, the PHSO has notified the Trust of a total of 16 cases in which they are taking an interest. Of
the nine cases received prior to Q4, three are currently ongoing, five were not upheld and one was upheld. In
the case that was upheld, the PHSO recommended that the Trust write a letter of apology to the patient
together with a compensation payment of £750: this was done, and an action plan was implemented by the
Division. The increase in.PHSO interest in Q4 reflects a change in policy: the PHSO has significantly increased the
number of complaints it accepts for investigation.

6. Corporate developments in Q4

At the end of Q3, the Patient Support and Complaints Team moved from its temporary office in the Bristol
Dental Hospital to a new location in the front of the Bristol Royal Infirmary Welcome Centre. This means that for
the first time, the Trust has been able to co-locate its previous complaints and ‘PALS’ functions in a single
location. The move has also enabled the re-opening of the ‘PALS’ drop-in service.

During Q4, a backlog of enquiries to the Patient Support and Complaints Team developed. Causal factors
included the re-opening of the drop-in service, staff sickness and an observed increase in the complexity of
complaints received. Whilst all enquiries were acknowledged in a timely manner, it was taking up to four weeks
for a caseworker to contact the complainant to discuss their concerns and to agree how and when these would
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be investigated. The Trust has appointed two temporary caseworkers to enable the team to address the backlog
and proposals have been drafted for increasing permanent support to the team.

In January 2014, the Trust Board received the Trust’s internal self-assessment against recommendations
contained in Ann Clwyd and Tricia Hart’s review of NHS complaints management. Various actions have
subsequently been incorporated into the Patient Support and Complaints Team’s work plan, the progress of
which will be monitored by the Trust’s Patient Experience Group.
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University Hospitals Bristol NHS'

NHS Foundation Trust

Report for a Public Trust Board Meeting, to be held on 30 June 2014 at 10:30am in
the Conference Room, Trust Headquarters, Marlborough Street, Bristol, BS1 3NU

13. Finance Report

Purpose

To report to the Board on the Trust’s financial position and related financial matters which require the
Board’s review.

Abstract

The summary income and expenditure statement shows a surplus of £0.655m (before technical items)
for the first two months of 2014/15. This represents an adverse variance of £0.330m against plan.

In summary the position to 31 May (month 2) can be described as follows:

e Clinical Divisions — adverse variance of £1.9m due to shortfalls on the Trust’s Operating Plan,
savings programme slippage and activity under performance;

e Corporate share of income plan increases less the share of under-performance on SLA to date —
a net favourable variance of £0.6m;

e Some estimated slippage on reserves of £0.4m due to increments, scheme slippage and
provisions;

e An expected favourable variance on financing costs (depreciation and PDC Dividend) of
£0.6m due to phasing of capital schemes and the District Valuer 5 year revaluation impact.

The key actions which will enable the financial plan to be delivered include:

The delivery of planned activity — particularly elective and out-patients;
Phased savings plans coming on stream;

Progressing as near as possible to a balanced Operating Plan;
Improvements in control especially in nursing staff rostering;

Careful husbandry of overall resources including corporate reserves.

Recommendations

The Trust Board is recommended to receive this report by the Director of Finance and Information.

Report Sponsor

e Sponsor — Director of Finance and Information
e Other Author — Head of Finance

Appendices

Appendix 1 — Summary Income and Expenditure Statement
Appendix 2 — Divisional Income and Expenditure Statement
Appendix 3 — Analysis of pay expenditure

Appendix 4 — Executive Summary

Appendix 5 — Summary of Divisional Variances and RAG Ratings
Appendix 6 — Financial Risk Ratings

Appendix 7 — Release of Reserves
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UNIVERSITY HOSPITALS BRISTOL NHS FOUNDATION TRUST
Finance Report May 2014 - Summary Income & Expenditure Statement

Appendix 1

Approved | Position as at 31st May . Actual to 30th
Budget / Plan Heading Plan Actual Variance April
2014/15 Fav / (Adv)
£'000 £'000 £'000 £'000 £'000
Income (as per Table | and E 2)
483,451 From Activities 78,487 78,038 (449) 37,384
90,273 Other Operating Income 15,062 15,065 3 7,331
573,724 Sub totals income 93,549 93,103 (446)| | 44,715
Expenditure
(321,350) Staffing (53,541) (54,687) (1,146) (26,810)
(195,462) Supplies and Services (33,343) (33,083) 260 (15,684)
(516,811)| Sub totals expenditure | (86,884) (87,770) (886)| | (42,494)]
(19,185) Reserves (414) - 414 -
37,727) EBITDA | 6,251 5,333 918)] | 2,221
Financing
2,220 Reserves - - -
0 Profit/(Loss) on Sale of Asset 0 0 - 0
(21,811) Depreciation & Amortisation - Owned (3,254) (2,822) 432 (1,500)
150 Interest Receivable 25 35 10 14
(338) Interest Payable on Leases (57) (58) (1) (29)
3,117) Interest Payable on Loans (475) (475) - (220)
(9,031) PDC Dividend (1,505) (1,358) 147 (679)
5,800 NET SURPLUS / (DEFICIT) before Technical Items | 985 655 (330)] | (193)]
Technical Items
8,588 Donations & Grants (PPE/Intangible Assets) 1,500 1,500 - -
(24,204) Impairments - - - -
1,232 Reversal of Impairments - - - -
(1,216) Depreciation & Amortisation - Donated (317) (317) - (68)
(9,800)] SURPLUS / (DEFICIT) after Technical Items | 2,168 1,838 330)] | (261)}
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UNIVERSITY HOSPITALS BRISTOL NHS FOUNDATION TRUST
Finance Report May 2014- Divisional Income & Expenditure Statement

Appendix 2

Variance [Favourable / (Adverse)]
Approved Total Net . '
Budget / Plan Division Expenditure / : . Tor?{') \éz;leance Igtgz):/}?:\?)r:ﬁe
2014/15 Income to Date Pay Non Pay Operating Income ncome from CRES
Activities
£'000 £'000 £'000 £'000 £'000 £'000 £'000 £'000 £'000
Service Agreements
480,608 Service Agreements 78,154 - - 3 (6) - 3) -
(4,719)| Overheads (219) - - - 567 - 567 -
39,170] NHSE Income 6,809 - - - - - - -
515,059 Sub Total Service Agreements 84,744 - - 3 561 - 564 -
Clinical Divisions
(47,773)| Diagnostic & Therapies (7,967) 10 39 102 (96) (46) 9 5
(66,103)| Medicine (11,056) (394) 218 28 200 (350) (298) (190)
(79,898)| Specialised Services (12,809) (109) 306 7) 114) (204) (128) (87)
(94,955) Surgery Head & Neck (16,877) (439) 590 17 (375) (634) (841) (457)
(107,599)| Women's & Children's (17,848) (115) 357 (35) (496) (331 (620) (335)
(396,328) Sub Total - Clinical Divisions (66,557) (1,047) 1,510 105 (881) (1,565) (1,878) (1,064)
Corporate Services
(33,929) Facilities And Estates (5,508) 14) 63 (32) 0 10) 7 2
(23,156)| Trust Services (3,837) 121 (97) (55) - 2 (29) (23)
(4,735)| Other (3,509) (23) (23) 29 (38) 59 4 92
(61,820) Sub Totals - Corporate Services (12,854) 84 (57) (58) (38) 51 (18) 71
(458,148) Sub Total (Clinical Divisions & Corporate Services) (79,411) (963) 1,453 47 (919) (1,514) (1,896) (993)
(19,184) Reserves - - 414 - - - 414 100
(19,184) Sub Total Reserves - - 414 - - - 414 100
| 37,727] Trust Totals Unprofiled 5,334( (963) 1,867 50 (358) (1,514)] 918)] | (893)]
Financing
2,220| Reserves/Profiling - - - - - - - 31)
0| (Profit)/Loss on Sale of Asset - - - - - - - -
(21,811) Depreciation & Amortisation - Owned (2,822) - 432 - - - 432 241
150( Interest Receivable 35 - 10 - - - 10 8
(338)| Interest Payable on Leases (58) - 1) - - - 1) 1)
3,117) Interest Payable on Loans (475) - - - - - - -
(9,031) PDC Dividend (1,358) - 147 - - - 147 -
(34,147) Sub Total Financing (4,678) - 588 - - - 588 217
| 5,800] NET SURPLUS / (DEFICIT) before Technical ltems 656 (963) 2,455 50 (358) (1,514)] (330)] | (676)]
Technical Items
8,588| Donations & Grants (PPE/Intangible Assets) 1,500 - - - - - - -
(24,204) Impairments - - - - - - - -
1,232 Reversal of Impairments - - - - - - - -
(1,216) Depreciation & Amortisation - Donated 317) - - - - - - 34
- Profiling Adjustment - - - - - - - -
(15,600) Sub Total Technical Items 1,183 - - - - - - 34
(9,800) SURPLUS / (DEFICIT) after Technical Items Unprofiled 1,839 (963) 2,455 50 (358) (1,514) (330) (642)
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Appendix 3

Analysis of pay spend 2013/14 and 2014/15

Division 2013/14 2014/15 2011/12 2012/13 | 2013/14
Mthly Mthly Mthly Mthly
Ql Q2 Q3 Q4 Total Apr May Average Average Average Average
£'000 £'000 £'000 £'000 £'000 £'000 £'000 £'000 £'000 £'000 £'000
Women's and Pay budget 18,004 | 18,254| 18,456 18,764 73,478 6,188 7,195 6,691 5,651 5,896 6,123
Children's
Bank 446 514 448 406 1,813 172 195 184 171 170 151
Agency 323 534 254 287 1,398 88 178 133 66 123 117
Waiting List initiative 53 109 122 81 365 18 51 35 13 14 30
Overtime 18 47 73 88 226 27 25 26 4 5 19
Other pay 17,093 | 17,209 17,690 18,119 70,112 6,021 6,750 6,386 5,464 5,635 5,843
Total Pay expenditure 17,933 18,413 | 18,587 18,981 73,913 6,326 7,199 6,763 5,717 5,947 6,159
Variance Fav / (Adverse) 71 (159)] (131 (216) (435) (139) (4) (72) (66) (50) (36)
Medicine Pay budget 11,063 | 11,044] 11,066| 10,978 44,151 3,747 3,932 3,840 3,684 3,689 3,679
Bank 938 817 771 779 3,305 253 319 286 256 286 275
Agency 758 681 424 491 2,354 116 133 124 60 115 196
Waiting List initiative 68 45 21 17 151 21 3 12 9 12 13
Overtime 22 57 57 61 197 11 6 9 6 6 16
Other pay 10,195| 10,301| 10,616 10,631 41,743 3,638 3,615 3,626 3,385 3,424 3,479
Total Pay expenditure 11,982 11,901| 11,889 11,979 47,751 4,040 4,075 4,057 3,715 3,842 3,979
Variance Fav / (Adverse) (919) (8s6)]  (823)] (1,002) (3,600) (292) (144) (218) (30) (154) (300)
Surgery Head Pay budget 17,682 17,750 17,767 17,728 70,927 5,902 6,011 5,956 5,676 5,774 5,911
and Neck
Bank 562 520 447 330 1,859 140 190 165 164 187 155
Agency 186 369 156 97 808 60 91 76 48 82 67
Waiting List initiative 223 550 372 249 1,394 121 112 117 60 91 116
Overtime 29 108 186 162 485 37 47 42 12 12 40
Other pay 17,068 17,276 | 17,399 17,451 69,195 5,798 5,806 5,802 5,374 5,623 5,766
Total Pay expenditure 18,068 | 18,823 18,560| 18,290 73,741 6,156 6,245 6,201 5,657 5,996 6,145
Variance Fav / (Adverse) (386)] (1,074) (793) (562) (2,814) (254) (234) (244) 19 (222) (235)
Specialised Pay budget 9,091 9,206 9,186 9,234 36,718 3,138 3,184 3,161 2,945 2,991 3,060
Services
Bank 263 314 311 296 1,184 89 122 106 79 89 99
Agency 342 479 542 518 1,882 116 170 143 97 99 157
Waiting List initiative 98 53 133 95 379 21 47 34 35 24 32
Overtime 25 38 60 59 182 10 13 12 2 6 15
Other pay 8,440 8,510 8,492 8,638 34,079 2,947 2,931 2,939 2,840 2,870 2,840
Total Pay expenditure 9,167 9,394 9,538 9,606 37,705 3,184 3,284 3,234 3,053 3,089 3,142
Variance Fav / (Adverse) (76) (189) (352) (371) (988) (45) (100) (72) (108) (98) (82)
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Appendix 3
Analysis of pay spend 2013/14 and 2014/15

Division 2013/14 2014/15 2011/12 2012/13 | 2013/14
Mthly Mthly Mthly Mthly
Ql Q2 Q3 Q4 Total Apr May Average Average Average Average
£'000 £'000 £'000 £'000 £'000 £'000 £'000 £'000 £'000 £'000 £'000
Diagnostic & Pay budget 9,894 9,992 9,881 9,759 39,526 3,300 3,438 3,369 3,105 3,186 3,294
Therapies
Bank 96 91 65 54 306 16 27 21 43 33 26
Agency 5 101 102 132 340 22 40 31 24 30 28
Waiting List initiative 41 52 52 80 225 7 21 14 11 15 19
Overtime 86 77 83 69 314 34 29 32 23 23 26
Other pay 9,564 9,582 9,659 9,347 38,153 3,247 3,297 3,272 2,989 3,124 3,179
Total Pay expenditure 9,792 9,904 9,961 9,682 39,339 3,326 3,414 3,370 3,089 3,225 3,278
Variance Fav / (Adverse) 102 89 (80) 77 187 (26) 24 (1) 16 (40) 16
Facilities & Pay budget 4,706 4,531 4,611 4,586 18,435 1,535 1,594 1,565 1,583 1,553 1,536
Estates
Bank 105 140 144 165 555 60 93 77 27 24 46
Agency 109 75 74 88 346 21 18 20 117 98 29
Waiting List initiative 0 0 0 0 0 0 0 0 0 0 0
Overtime 253 254 205 183 895 93 70 82 95 94 75
Other pay 4,161 4,136 4,079 4,021 16,397 1,393 1,407 1,400 1,319 1,329 1,366
Total Pay expenditure 4,628 4,606 4,503 4,457 18,193 1,568 1,589 1,579 1,558 1,545 1,516
Variance Fav / (Adverse) 78 (75) 108 129 242 (32) 5 (14) 24 8 20
Trust Services Pay budget 6,480 6,717 8,160 8,135 29,492 2,118 2,261 2,189 2,240 2,204 2,458
(Including R&I and
Support Services) | panjc 170 179 156 176 680 52 65 59 23 44 57
Agency 80 86 108 102 375 64 30 47 20 11 31
Waiting List initiative 0 0 0 0 0 0 0 0 (0) 0 0
Overtime 30 19 20 45 114 11 9 10 12 15 9
Other pay 6,029 6,221 7,472 7,703 27,425 2,083 1,967 2,025 2,156 2,030 2,285
Total Pay expenditure 6,309 6,504 7,756 8,026 28,595 2,211 2,070 2,141 2,210 2,101 2,383
Variance Fav / (Adverse) 171 213 404 109 897 (94) 190 48 30 103 75
Trust Total Pay budget 76,920 77,4941 79,127 79,184 312,726 25,928 27,613 26,770 24,885 25,292 26,060
Bank 2,579 2,575 2,343 2,206 9,702 783 1,010 896 762 833 809
Agency 1,805 2,325 1,660 1,715 7,506 488 659 574 432 558 625
Waiting List initiative 483 809 700 522 2,514 188 234 211 128 156 210
Overtime 463 599 684 667 2,413 224 200 212 153 162 201
Other pay 72,549 73,2351 75,409 75,911 297,103 25,127 25,774 25,449 23,525 24,035 24,759
Total Pay expenditure 77,879 | 79,545] 80,796 81,020] 319,238 26,810 27,876 27,342 25,000 25,745 | 26,603
Variance Fav / (Adverse) (959)] (2,051)] (1,668)] (1,836) (6,514) (883) (263) (573) (115) (452) (543)

NOTE: Other Pay includes all employer's oncosts. 180



Appendix 4

Key Issue RAG Executive Summary Table
Financial Risk @ The Trust's overall Continuity of Services financial risk rating for the two months ending 31% May is 4 (actual score Agenda
Rating 4.0, April 3.5). The liquidity metric shows the expected improvement in May following the draw down of the £20m Item 5.1
loan from the Independent Trust Financing Facility. App 6
Service Level @ Contract income is £1.59m lower than plan for the 2 month period to 31* May. Activity based contract performance Agenda
Agreement at £65.26m is £1.19m less than plan. Contract rewards / penalties at a net income of £1.53m is marginally greater than | |tem 5.2
Income and plan. Income of £9.78m for ‘Pass through’ payments is £0.41m lower than Plan. INC 1
Activity _ i
Clinical Service Activity to Higher than Plan Lower than Plan
31 May Number % Number %
A&E Attendances 19,731 46 0.2
Emergency 6,315 154 2.5
Non Elective 455 7 1.6
Elective 2,330 9 0.4
Day Cases 8,581 102 1.2
Outpatient Procedures 8,437 269 3.1
New Outpatients 23,256 2,365 9.2
Follow up Outpatients 45,875 3,353 6.8
An income analysis by commissioner is shown at Table INC 2.
Information on clinical activity by Division, specialty and patient type is provided in table INC 3.
Savings ‘ The 2014/15 Savings Programme totals £20.771m. Actual savings achieved for April and May total £1.948m (66% of | Agenda
Programme Plan before the 1/12ths phasing adjustment), a shortfall of £0.997m against divisional plans. Item 5.4

181




Key Issue RAG Executive Summary Table
The surplus before technical items for the first two months of 2014/15 is £0.655m. This represents an under
Income and @ performance of £0.330m when compared with the planned surplus to date of £0.985m. Agenda
Expenditure ltem 5.3
Total income of £92.937m is £0.446m lower than Plan. Expenditure at £87.604m is greater than Plan by £0.472m.
Financing costs are £0.588m lower than Plan.
D&T @ £9k underspending to date. Shortfall on share of income from activities offset by underspendings on pay, non pay and
operating income.
Med Overspending in May brings cumulative position to £0.298m adverse — this is in line with current operating plan
‘ shortfall. Pay budget overspending of £0.94m includes £0.252m on nursing staff. Income £0.228m ahead of plan.
Spec Serv @ Overspending of £41k in May and £128k to date as a result of non achieved savings (£204k) and underperformance on
cardiac surgery (patient acuity and reduced theatre capacity) and cardiology (temporary capacity reductions).
SH&N Overspending to date @ £0.841m is £140k higher than proportion of Operating Plan shortfall. Causal factors are
‘ historical non achievement of savings programme and under performance on income from activities. Significant
progress made in recent weeks on savings programme and capacity planning to increase volume of services provided.
W&C Overspending to date at £0.620m is £0.385m higher than the proportion of Operating Plan shortfall. The main reasons
‘ are the impact of the Centralisation of Specialist Paediatrics transfer (E137k) , a net under-performance on other
income from activities together with higher than planned nursing staff numbers and agency junior doctors.
F&E @ Underspending of £7k reported for 2 months to 31% May.
THQ Overspending of £4k in May and £19k to date. Operating Plan anticipates funding for three posts which will bring the
Division back into financial balance.
Capital @ Expenditure for April and May totals £11.053m. This equates to 94.5% of the planned expenditure for the period. Al\tgeirz]%a
Statement of The cash balance on 31" May was £66.897m.
Financial @ Agenda
Position The balance on Invoiced Debtors has increased by £0.738m in the month to £13.787m. The invoiced debtor balance | |tem 7
and equates to 9.2 debtor days. Creditors and accrual account balances total £72.550m with £2.341m relating to deferred | SFpP 1
Treasury income. Invoiced Creditors - payment performance for the month for Non NHS invoices and NHS invoices within 30 | Spp 2
Management days was 91% and 58% respectively. Payment performance by invoice value is 83% for Non NHS and 71% for NHS | SfFp 3

invoices.
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Finance Report May 2014 - Risk Matrix

Appendix 5

Corporate Risk if no action taken Residual Risk
Risk Register Description of Risk Risk Score Financial Action to be taken to mitigate risk Lead Risk Score Financial Progress / Completion
Ref. Value Value
£'m £'m
Programme Steering Group
established. Monthly Divisional - - .
741 Savings Programme High 10.0 | reviews to ensure targets are met. JR High 6.0 i?;/r:ntgsﬁgt:'a/:d Of £1.948m = 56% of
Benefits tracked and all schemes risk Y-
assessed.
Delivery of Trust's Financial L:;gn:i)rnn:tglr?sn%?:ﬁr:::;;?nd n
962 Strategy in changing national High - yerformance bg Finance Committee PM High - 2014/15 Plans are very challenging
economic climate. P y
and Trust Board.
2116 Non delivery of contracted High 10.0 R Medium 5.0
activity
SLA Performance Fines High 3.0| Regular review of performance. DL Medium 2.0
1240
L. . Maintain reviews of data, minmise .
Commissioner Income challenges Medium 3.0 . PM Medium 2.0
risk of bad debts
Non receipt of pledges of Monitoring of capital expenditure.
1858 charitable moneys to partly Medium 2.0 | Maintain dialogue with respective PM Medium 1.0
finance capital expenditure trustees.
. . Local Counter Fraud Service in
1623 Scltsil\(/itto UH Bristol of fraudulent Low - place. Pro active counter fraud work. PM Low -
Y Reports to Audit Committee.
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University Hospitals Bristol m

NHS Foundation Trust Appendix 6

Continuity of Service Risk Rating — May 2014 Performance

The following graphs show performance against the 2 Financial Risk Rating metrics which came
into use from 1% October under the new Risk Assessment Framework. The 2014/15 Annual Plan is
shown as the black line against which actual performance will be plotted in red. The metric ratings
are shown for [FRERCINENL); FRR 3 (greenling) and FRR 2 (yellow line).

March 2014 Annual Plan April 2014 May 2014
2014/15
Liquidity
Metric Performance 2.71 2.53 0.26 12.23
Rating 4 4 4 4
Debt Service Cover
Metric Performance 3.04 251 2.36 2.78
Rating 4 4 3 4
Overall Rating | 4 4 4 4
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Release of Reserves 2014/15

Provision as per
Resources Book

Fund technical items
Adjustments to V7
Revised provision
April Movements
Month 1 balance

May Movements
Centralisation of
specialist paediatrics
Pay award

Spend to save projects
BRI redevelopment
Levy Income Changes
Clinical Excellence Award
funding

Paediatric epilepsy
Capital charges
Corporate share of
2014/15 SLA increases
2013/14 provisional
overperformance

Other

Month 2 balance

Appendix 7
Significant Reserve Movements Divisional Analysis
Contingency Inflation Operating Savings Other Non' Totals Dlagnost'lc & Medicine Spema'llsed Surgery, Women s & Esta't'e's & Tru'st Other Totals
Reserve Reserve Plan Programme Reserves Recurring Therapies Services Head & Neck  Children's Facilities Services
£'000 £'000 £'000 £'000 £'000 £'000 £'000 £'000 £'000 £'000 £'000 £'000 £'000 £'000 £'000 £'000

2,000 4,468 59,894 (108) 12,885 3,750 82,889
(8,588) (8,588)
(98) 5,339 5,241
2,000 4,370 56,645 (108) 12,885 3,750 79,542

(199) 161 (29,944) 595 (7,954) (1,052) (38,393) 1,342 5,986 9,901 9,368 7,467 752 6,158 (2,581) 38,393

1,801 4,531 26,701 487 4,931 2,698 41,149 1,342 5,986 9,901 9,368 7,467 752 6,158 (2,581) 38,393

(13,562) (13,562) 825 11,765 931 41 13,562

(932) (932) 147 120 110 182 186 87 90 10 932

(58) (58) 58 58

56 56 (56) (56)

(381) (381) 641 15 961 30 (1,266) 381

233 233 104 150 147 (634) (233)

(189) (189) 189 189

(1,791) (1,791) 1,791 1,791

(4,719) (4,719) 4,719 4,719

1,170 1,170 (1,170) (1,170)

(36) (30) (42) (385) (6) (499) 9 19 (9) 33 296 27 126 (2) 499

1,765 3,569 7,568 487 4,398 2,690 20,477 | | 2,964 6,140 10,106 10,694 20,050 1,741 6,503 867 59,065 |
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University Hospitals Bristol NHS

NHS Foundation Trust

Report for a Public Trust Board Meeting, to be held on 30 June 2014 at 10:30 in the
Conference Room, Trust Headquarters, Marlborough Street, Bristol, BS1 3NU

15 Medium Term Capital Programme

Purpose

To report to the Board the updated Medium Term Capital Programme 2014/15-2018/19

Abstract

This report informs the Board of proposed changes to the Medium Term Capital Programme
which include the 2013/14 outturn position, the planned disposal of the Grange, the re-phasing of
the BRI Redevelopment Phase 1V schemes and technology fund schemes.

The MTCP has been considered by the Finance Committee in their meeting on the 27" June
2014 and for ratification by the Trust Board.

The overall impact of the proposed changes is described in the attached report.

Recommendations

The Board is recommended to approve the changes as set out in the report.

Report Sponsor

e Paul Mapson, Director of Finance

Appendices

e 14.1 — Medium Term Capital Programme Report
e 14.2 — Medium Term Capital Programme Tables
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University Hospitals Bristol m
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Item 15.1

Medium Term Capital Programme
2014/15 to 2018/19

1. Introduction

The Capital Programme Steering Group (CPSG) received an update of Medium Term Capital
Programme (MTCP) in March 2014. This paper updates the MTCP for the 2013/14 outturn
position, the planned disposal of The Grange, the updated phasing of the BRI Redevelopment
Phase IV schemes and the technology fund schemes.

This update will inform the final Monitor Strategic Plan which covers the 2014/15 to 2018/19
financial years. The paper is structured so that it is read in conjunction with Appendix 1.

2. Overall impact of the proposed changes

The 2014/15 plan has been updated for the 2013/14 actual slippage of £17.648m and a net
underspend of £253k. The total committed schemes for 2014/15 including the 2013/14 carry
forwards now totals £65.048.

The 2014/15 planned slippage of £7.467m assumes slippage of 15% on all non P21 schemes
with an additional 100% slippage on the replacement MRI scanner which is due in April 2015
and the contingency balance of £2m held for potential future changes to the VAT regime in
the NHS. The 2014/15 capital expenditure plan net of slippage is £57.58 1m.

The MTCP also contains indicative capital expenditure plans for the period 2015/16 to
2018/19. Including prior years’ expenditure the MTCP totals £291.416m, a net decrease of
£10.961m compared with the MTCP approved by CPSG in March 2014. A summary of the
impact is provided below:

Capital Prior 2013/14 | 2014/15 | 2015/16 | 2016/17 | 2017/18 | 2018/19 Total

Programme Yrs C?rf:tsslll;rif‘;fd £'m £'m £'m £'m £'m £m
£'m Years

March ‘14 86.160 67913 | 57.621 | 24.653 | 22927 | 22.241| 20.862 | 302.377

June ‘14 74.281 64986 | 57.581 | 28,197 | 23.268 | 22.241 | 20.862 | 291.416

Inc / (Dec) (11.879) (2.927) | (0.040) 3.544 341 - - (10.961)

The decrease of £10.961m is primarily due to the exclusion of prior year figures for schemes
which are complete and no longer included in the MTCP:

£m
Exclusion of prior year expenditure for completed schemes (11.879)
Increase in 13/14 MTCP from March ‘14 0.877
Net underspend not carried forward at March ‘14 0.041
Total decrease (10.961)
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The 2013/14 outturn reduced by £2.927m due to the following changes:

2013/14
£m
Increase in 13/14 programme 0.202 revenue to capital funding transfers
Decrease in forecast outturn (2.918)
Increase in net underspend (0.211)
Total decrease (2.927)
The 2014/15 plan has reduced by £0.040m due to the following changes:
2013/14
£m
Net increase in 13/14 slippage 2918
Net underspend carried forward 0.253
Updated phasing on Phase IV (2.276) see below
Technology fund schemes 0.657
Divisional donated scheme 0.017
Planned slippage (1.609) £2m VAT contingency £2m & updated Phase IV
Total decrease (0.040)

The Director of Facilities & Estates has updated the 2014/15 phasing in the Phase IV
programme as follows:

Phasing in Updated
Ref Description March 14 phasing Movement
£m £m

1415-04/1415-05
1415-06/1516-01 | Wards 7,9,11,12 & 15 2.888 0.497 (2.391)
1516-02/1516-03
1415-13/ .
1415-14 Orthotics & Offices at CHC 0.438 0.017 (0.421)
1415-15 Medical Equipment library 0.150 0.067 (0.083)
o als.1y | Wards 2.3.4,6,18,14,17,99,54 & 10 2.656 2,611 (0.045)
1415-19 Resourcing front office 0.345 0.015 (0.330)
1516-04 HPA space level 8 - 0.047 0.047
1516-05 Medical physics - 0.022 0.022
1516-06 Offices HPA - 0.003 0.003
1516-07 BRI Restaurant - 0.518 0.518
1516-09 Discharge Lounge — phase 2 - 0.404 0.404

Total 6.477 4.201 (2.276)

The reduction in 2014/15 is re-phased in full into 2015/16.

The increase of £3.544m in 2015/16 is due to:

2014/15
£m
Updated phasing on Phase IV 2.276 as advised by Director of Facilities & Estates
Planned slippage from 2014/15 1.609£2m VAT contingency £2m & updated Phase IV
Planned slippage 2015/16 (0.341)
Total decrease 3.544

The increase of £0.341m in 2015/16 is due to:
2015/16
£m
Planned slippage 0.341
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The main changes in the Medium Term Capital Programme sources of funding are as follows:

£m

Increase in 13/14 final depreciation 0.169
Decrease in depreciation due to planned disposal (0.086)
Increase in depreciation due to application changes 0.276
Increase in donations for divisional scheme 0.017
Increase in disposal proceeds — The Grange 0.670
Net decrease in cash requirement due to sale of The Grange (0.584)
Decrease in cash requirements due to increase in depreciation (0.276)
Increase in cash requirement for technology fund schemes 0.657
Exclusion of prior year donations for completed schemes (0.408)
Exclusion of prior year disposal proceeds for completed schemes (8.028)
Exclusion of prior year capital grants for completed schemes (0.080)
Exclusion of prior year cash for completed schemes (3.288)
Total funding changes (10.961)

Sources of Capital

Sources of capital total £291.416m for the period to 2018/19. These are as follows:
3.1 Public Dividend Capital

The Trust has been awarded Public Dividend Capital for 2014/15 of £2.625m in relation to
Technology Funds.

3.2 Retained Depreciation

The retained depreciation is generated from the capital charges forecast exercise which
incorporates the District Valuer’s five year revaluation of buildings at 31% March 2014. The
extension of asset lives of key building (BHOC, BRHC & Queens building) has reduced
retained depreciation from 2014/15 onwards.

3.3 Prudential Borrowing

The MTCP includes the prudential borrowing from the Independent Trust Financing Facility
(ITFF) of the £20m approved in December 2013 which was draw