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1. Chairman’s Statement

Welcome to the Annual Report and Accounts,
including the Quality Report, for University
Hospitals Bristol NHS Foundation Trust for
the year from 1 April 2016 to 31 March 2017.

| want to begin my Chairman’s statement by
paying tribute to every member of staffin the
Trust, as well as to our governors, volunteers,
our academic partners and all our charitable
supporters for the hard work and dedication
that stands behind our “Outstanding” rating
from the Care Quality Commission (CQC).
We are one of only six acute Trusts in
England to be rated Outstanding and the only
Trust to have gone from Requires
Improvement to Outstanding in one step - in
just two years. That is an incredible
achievement!

The CQC inspection team saw that we had
taken clear action to address the areas of
concern they identified during their last
inspection of the Trustin 2014 but on this
occasion they also witnessed real examples
where the trust had developed its quality,
innovation and leadership in all areas. We will
continue to build on these, listening to
concerns and suggestions from staff, patients
and families. Above all else, we are
committed to continuous quality improvement
in our efforts to deliver best care to our
patients and to do so with care and
compassion.

Our work to do our best for patients spans
both strategic and operational issues to
ensure that our Trust, our hospitals and our
services are well run today and in the future.
Our mission addresses this with its
commitment to improve the health of the
people we serve by delivering exceptional
care, teaching and research every day, as
does our vision for Bristol and our hospitals to
be among the best and safest places in the
country to receive care.

In these times of constrained budgets and
increasing pressure on our staff, we must
work in partnership to redesign our health
service so that we can continue to deliver
best care to the patients of the future. Some
of you may have read about the experience
of one of our patients, who was in the Bristol
Royal Infirmary for nearly six months, despite

being well enough to be discharged because
an appropriate care home bed could not be
found for her. She was looked after by our
staff with care and compassion but a hospital
ward was clearly not the best place to meet
her needs. The health and social care
organisations in Bristol, North Somerset and
South Gloucestershire are working together
to avoid similar situations arising in future.

The Sustainability and Transformation
Partnership, led by our Chief Executive,
Robert Woolley, is grappling with the
challenge of improving health, improving the
guality of local services and delivering
financial stability and balance throughout the
local care system. It has set out a vision for a
radical upgrade in prevention and public
health, and much greater integration between
family doctors and community services,
between physical and mental health, and
between health and social care.  This will
also mean hospitals trusts working more
closely together. We are already pursuing the
benefits of closer working with North Bristol
NHS Trust, building on our existing good
relationship and a long-standing partnership
agreement

At the same time, the Boards of University
Hospitals Bristol NHS Foundation Trust (UH
Bristol) and Weston Area Health Trust have
agreed to establish a formal partnership
arrangement, increasing the level of joint
working between us. There is already a
positive working relationship between the two
trusts which gives local people accesstoa
range of services delivered or supported by
Bristol and Weston clinicians. Building on
this, we are developing a joint service
strategy and establishing a joint management
board to oversee our collaboration.

Within our Trust, this past financial year has
been marked by other examples of increased
partnership working. One example is seen in
our new Trust quality strategy. This was
formulated in partnership with staff, who
contributed their thoughts on what quality
means to them, with governors and other
patient representative groups. Feedback from
patients, carers and families on the services
we provide gives us rich information on what
we do well and how we can improve further,
but now our new quality strategy contains a
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major commitment to moving from collecting
feedback to building a true partnership with
patients and carers.

Our Trust touches the lives of so many
people in our area and this year we also left
our mark on the cityscape of Bristol. Work on
the fagade of the Bristol Royal Infirmary, once
voted one of the ugliest buildings in Bristol,
was completed, creating a sleek, modern and
energy-efficient exterior in the centre of the
city. The work was done as part of our £92
million redevelopment of the hospital to
provide a welcoming environment that
matches the quality of care we give for the
benefit of patients, visitors and staff alike.

We also paid tribute to the citizens of the past
when we celebrated the life of the eighteenth
century Bristol Royal Infirmary Old Building,
which was founded on the pledges of 78
Bristol citizens who each gave between two
and six guineas, to be used “to benefit the
poor sick”. As we ended our association with
the bricks and mortar of the Old Building, and
our services moved into much more
appropriate modern accommodation, it is only
right that we celebrated the part the Old
Building played in the healthcare of this city.

Of course, today we benefit from the
dedication of modern citizens who give up
their time to become governors of our
Foundation Trustand sit on the Council of
Governors, which plays a vital role

representing the views of local people, staff
and our partner organisations. Our governors
play a key role helping to guide the
development of services, holding the Board to
account and acting as guardians for our
shared values. In 2016/17 we welcomed ten
new governors to the Trust and four
governors who were re-elected. We are
holding governor elections again early in the
next financial year and we look forward to
working alongside similarly dedicated
individuals.

| want to end by reflecting my pride in the
Trust. We are successful despite the many
challenges we face and the Board know that
is because of the commitment and dedication
of our staff, our volunteers, partners,
governors and charities, all of whom are
determined to deliver best care to our
patients.

<

Canon Dr John Savage CBE
Chairman
26 May 2017

Heoe
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2. Chief Executive’s Foreword

This year, we were rated Outstanding as a
Trust by the Care Quality Commission
(CQC), only two years after they gave us a
rating of Requires Improvement. We
achieved this fantastic result because of our
dedicated, caring and compassionate staff
and their commitment to learning and
improvement. We are the only Trustin the
country to have made this scale of
improvement between two CQC inspections.

Much has been written about the operational
and financial pressures facing the NHS. We
are not immune to those pressures and you
will read about how we are rising to the
challenge in this Annual Report - but this year
was also marked by some real achievements
at University Hospitals Bristol.

Research in Bristol was given a real boost
when the Trustwas awarded an National
Institute for Health Research Biomedical
Research Centre grant of £21 million over the
next five years, working with the University of
Bristol and its other research partners. This
doubled our funding for translational research
and will bring tangible benefits for the patients
of the future.

We were also among 16 acute trusts in the
UK designated as ‘digital exemplars’, trialling
the next generation of information technology
to drive radical improvement in the care of
patients. With the associated additional
funding, we can also focus on systems that
cross organisational boundaries and work
with our NHS partners to join up care for
patients in our area.

We have seen a number of other
developments this year which bring real
benefit for our patients:

e The West of England Genomic Medicine
Centre, hosted by this Trust, enrolled its
first patients. This national initiative was
launched in 2012 and aims to sequence
100,000 genomes from around 70,000
people with a rare disease, and their
families, and from people with cancer.
Genomics has the potential to provide
prompt and accurate diagnoses and may
also provide screening and targeted
treatments for common conditions such

as diabetes, cancer and heart disease in
the future.

e UH Bristol was appointed to manage
sexual health services across Bristol
and the surrounding region, working
with a range of NHS and voluntary
sector partners. The new service,
commissioned by Bristol, South
Gloucestershire and North Somerset
Councils and the associated Clinical
Commissioning Groups, will provide
the region’s first fully integrated sexual
health service, including the
prevention and treatment of infections,
unplanned pregnancies and other
aspects of sexual health.

e Two of our patient transport teams —
Wales Wales & West Acute Transport
for Children (WATCh) and the
Newborn Emergency Stabilisation &
Transport Team (NEST) — teamed up
with the Children’s Air Ambulance to
help save the lives of children in the
south west. Teaming up with the
Children’s Air Ambulance will not only
enable WATCh and NEST to
complete some transfers up to four
times faster than by land ambulance,
but will also free up valuable time for
clinicians.

e Weopened a new unit for expectant
mothers who suffer extreme vomiting
during their pregnancy. The unit is
specially designed to treat patients
with hyperemesis without the need for
a long stay in hospital.

To keep improving our services, we must also
learn when we get things wrong. In June
2016, we welcomed the publication of the
Independent Review into children’s heart
services in Bristol and the related report from
the Care Quality Commission, both in
response to well-publicised concerns of the
families of some children treated at the Bristol
Royal Hospital for Children between 2010
and 2014. While the care delivered by our
children’s heart service has been
independently assessed as safe and
effective, we fully accepted the findings of
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these reports and we have worked tirelessly
to implement their recommendations,
reporting our progress regularly to the Trust
Board in public.

Parents have played an important role in
bringing about significant changes in our
practice within that service. Our new quality
strategy contains a major commitment to
building a true partnership with patients and
carers and the Bristol Royal Hospital for
Children led this step-change with a ten day
event in September called ‘Conversations’
that aimed to encourage patients, visitors,
Trust members and staff to talk about their
experiences of the hospital so the we can
develop our services and improve our
communications.

Our staff are the life-blood of our Trust, our
hospitals and our services. We aim to support
them to stay healthy to feel engaged in the
management of their units and positive about
their work. | and my colleagues on the Trust
Board and the Senior Leadership Team
believe that our staff members’ experience is
central to the quality of the care we provide to
patients and this was borne out by the CQC’s
findings about the outstanding culture of care
which they found on their inspection.

We receive rich information about how our
staff feel, through the NHS Staff Survey, the
Staff Friends and Family Test and our own
award-winning feedback tool, the ‘Happy
App’. The good news is that last year our staff
felt more actively involved in their teams,
hospitals and the Trust as a whole.

As part of keeping our staff healthy we
encouraged them to protect themselves, their
families and loved ones, and their patients
against flu by getting inoculated and they took
up the offer in unprecedented numbers. This
year we vaccinated just under 80 percent
(79.5%) of our workforce.

At Trust Board level, we welcomed two new
executive directors. Paula Clarke joined us as
Director of Strategy and Transformation from
her role as interim Chief Executive of
Southern Health and Social Care Trust based
in Craigavon, Northern Ireland, bringing
extensive experience in strategic
development, partnership working and
service redesign in a fully integrated health
and social care system. Later in the year, we

welcomed Dr Mark Smith as our Chief
Operating Officer and Deputy Chief Executive
from his role as Chief Operating Officer at
Brighton and Sussex University Hospitals
Trust.

As we move into another challenging year for
the NHS, | want to add my thanks to all of our
staff, patients, families, volunteers,
governors, partners, charities and everyone
else who helped us through the year and
contributed to our ‘Outstanding’ rating for
care quality. This year, we launched a short
film that provides a snapshot of the work that
our staff do in any 24 hour period. It is
available on our website and demonstrates
far better than | can do in words the care and
compassion of our staff. It is very aptly
named “We Are Proud to Care’.

With best wishes,

%W&7

Robert Woolley
Chief Executive
26 May 2017

Page | 9| University Hospitals Bristol NHS Foundation Trust | Annual Report and Accounts 2016/17



3. PerformanceReport
3.1 Overview

2016/17 has been one of the most
challenging years for the Trust. Despite the
backdrop of continual operational and
financial pressures, the Trust has continued
to consistently achieve the core national
access standards and to deliver high quality
care to our patients.

We were rated Outstanding by the Care
Quality Commission (CQC) following an
inspection in November 2016; becoming the
first Trustin the country to go from Requires
Improvement to Outstanding between two
inspections. The CQC saw that we have
taken clear action to address those areas of
weakness they identified in our last inspection
in 2014, but they also saw real examples of
innovation and strength in all areas. In June
2016, a number of independent reports and
findings about services in the Bristol Royal
Hospital for Children were published. The
Trust fully accepted the findings of these
reports and welcome their publication as a
way to learn from mistakes.

3.1.1 Principal activities of the Trust

UH Bristol is a Public Benefit Corporation
authorised by NHS Improvement, the
Independent Regulator of NHS Foundation
Trusts on 1 June 2008. UH Bristol provides
services in the three principal domains of
clinical service provision, teaching and
learning, and research and innovation. The
most significant of these with respectto
income and workforce is the clinical service
portfolio consisting of general and specialised
services.

We have over 9,000 staff who deliver over
100 different clinical services across nine
different sites. With services from the
neonatal intensive care unit to care of the
elderly, we provide care to the people of
Bristol and the South West from the very
beginning of life to its later stages. We are
one of the country’s largest acute NHS Trusts
with an annual income of half a billion
pounds.

For general provision, services are provided
to the population of central and south Bristol
and the north of North Somerset, a population

of about 350,000 patients. A comprehensive
range of services, including all typical
diagnostic, medical and surgical specialties
provided through outpatient, day care and
inpatient models. These are largely delivered
from UH Bristol’'s own city centre campus with
the exception of a small number of services
delivered in community settings such as
South Bristol Community Hospital.

Specialist services are delivered to a wider
population throughout the south west and
beyond, serving populations typically
between one and five million people. The
main components of this portfolio are
children’s services, cardiac services and
cancer services as well as a number of
smaller, but highly specialised services, some
of which are nationally commissioned.

As a University Teaching Trust, we also place
great importance on teaching and research.
UH Bristol has strong links with both of the
city’s universities and teaches students from
medicine, nursing and other professions
allied to health. Researchis a core aspect of
our activity and has an increasingly important
role in UH Bristol's business. The Trust is a
full member of Bristol Health Partners, and of
the West of England Academic Health
Science Network, and also hosts the recently
established Collaboration for Leadership in
Applied Health Research for the West of
England.

Whilst we do not believe that diversity in the
Boardroom is adequately represented solely
by a consideration of gender, we are required
to provide a breakdown of the numbers of
female and male directors in this report. The
gender make-up of the seven Executive
Directors, is four male and three female. Of
the nine Non-executive Directors, four are
female and five are male.

3.1.3 Our mission, vision and values

Our mission is to improve the health of the
people we serve by delivering exceptional
care, teaching and research every day. Our
vision is for Bristol and our hospitals, to be
among the best and safest places in the
country to receive care. Our strategic intent is
to provide excellent local, regional and
tertiary services, and maximise the benefit to
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our patients that comes from providing this
range of services.

We want to be characterised by:

e High quality individual care, delivered
with compassion

e A safe, friendly and modern
environment

e Employing the best and helping all our
staff fulfil their potential

¢ Pioneering and efficient practice,
putting ourselves at the leading edge
of research, innovation and
transformation.

e Our commitment to partnership and
the provision of leadership to the
networks we are part of, for the
benefit of the region and the people
we serve.

In addition to a common mission and vision,
we share our Trustvalues:

Our hospitals.

Developed with staff from all our hospitals,
these values set out how we work and the
values that we share.

3.1.3 Our Strategic Priorities

Our key strategic priorities are derived from
our vision, and can be summarised as:

o We will consistently deliver high
quality individual care, with
compassion

e Wewill provide leadership to the
networks we are part of, for the
benefit of the region and people we
serve

o Wewill deliver pioneering and efficient
practice, putting ourselves at the
leading edge of research, innovation
and transformation

e Wewill ensure a safe, friendly and
modern environment

o Wewill strive to employ the best
workforce and help all our staff fulfil

their individual potential for our
patients and our staff;

e Wewill ensure we are financially
sustainable to safeguard the quality of
our services for the future and that our
strategic direction supports this goal;
and

e Wewill ensure we are soundly
governed and are compliant with the
requirements of our regulators.

We are committed to addressing the aspects
of care that matter most to our patients and
during 2016/17, we have continued to ensure
our strategy remains dynamic to the changing
needs of our patients and significant changes
within both the national and local planning
environment.

We have undertaken a review to prioritise
and stratify our clinical strategy with a clear
governance framework to drive forward
strategic decision-making. A key aim in
developing our own internal strategic
programme is to align with the new
processes, pathways and structures
developing as part of the local Sustainability
Transformation Programme and the changing
national context. These new approaches
provide us with a significant opportunity to
progress our strategic priorities at pace and
to work together with our partners to resolve
some of the system-wide challenges we face.

3.1.4 Transforming Care

Our focus is unrelentingly on delivering best
care and ensuring our patients' needs are at
the heart of all that we do. In order to lead
and run a successful organisation, we also
need to ensure that patient flow through our
hospitals is efficient, that we deliver best
value, that we build the capability of our staff
members, and that we play a leading,
partnership role in health and care delivery.
Getting these things right enables us to
improve the quality of our service and do the
right thing for patients.

At UH Bristol everything we do fits into the six
pillars of our Transforming Care programme —
Delivering best care, Improving patient flow,
Delivering best value, Renewing our
hospitals, Building capability and Leading in
partnership.
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e Pillar 1: Delivering best care

Delivering best care, ensuring that our
patients receive excellent quality treatment at
the appropriate time and setting, and are
appropriately discharged from hospital, is one
of our key objectives. Wherever we work in
the Trust and whatever our role, we are all
united in a common endeavour to deliver the
best care we can to patients.

Research in Bristol was given a real boost
when the Trustwas awarded a National
Institute for Health Research Biomedical
Research Centre grant of £21 million over the
next five years, working with the University of
Bristol and its other research partners. This
doubled our funding for translational research
and will bring tangible benefits for the patients
of the future.

We were also among 16 acute trusts in the
UK designated as ‘digital exemplars’, trialling
the next generation of information technology
to drive radical improvement in the care of
patients. With the associated additional
funding, we can also focus on systems that
cross organisational boundaries and work
with our NHS partners to join up care for
patients in our area.

During 2016 we implemented better ways to
let patients know how clinics are running and
whether they can expect delays. To support
further improvement we have undertaken
considerable work with outpatient clinic teams
to update our operational standards and
procedures for managing clinic booking and
delivery. These have been published and
shared with teams, and help us ensure we
can train new staff consistently and support
regular checks of how well we meet our own
standards. They will help us to further
improve patient experience and efficient clinic
operation by helping us to operate
consistently across the many areas where
clinics take place.

The West of England Genomic Medicine
Centre, hosted by this Trust, enrolled its first
patients. This national initiative was launched
in 2012 and aims to sequence 100,000
genomes from around 70,000 people with a
rare disease, and their families, and from
people with cancer. Genomics has the

potential to provide prompt and accurate
diagnoses and may also provide screening
and targeted treatments for common
conditions such as diabetes, cancer and
heart disease in the future.

UH Bristol was appointed to manage sexual
health services across Bristol and the
surrounding region, working with a range of
NHS and voluntary sector partners. The new
service, commissioned by Bristol, South
Gloucestershire and North Somerset
Councils and the associated Clinical
Commissioning Groups, will provide the
region’s first fully integrated sexual health
service, including the prevention and
treatment of infections, unplanned
pregnancies and other aspects of sexual
health.

Two of our patient transport teams — Wales
Wales & West Acute Transport for Children
(WATCh) and the Newborn Emergency
Stabilisation & Transport Team (NEST) —
teamed up with the Children’s Air Ambulance
to help save the lives of children in the south
west. Teaming up with the Children’s Air
Ambulance will not only enable WATCh and
NEST to complete some transfers up to four
times faster than by land ambulance, but will
also free up valuable time for clinicians.

In support of our Quality Strategy, we have
been developing methods to promote
innovation and to make improvement a part
of everyone’s work. We have launched our
Quality Improvement Academy which aims to
make training in improvement skills available
to all our staff. The Academy will offer a
range of training opportunities, and has
initially launched the “Bronze” level which
provides awareness and basic training in
fundamentals of Quality Improvement.

e Pillar 2: Improving Patient Flow

The flow of patients through our hospitals is
integral to ensuring that they receive
excellent care. Patient flow has been the
focus of sustained work in all areas of our
hospitals and this continued in 2016/17 with
good progress made on the work we began in
the previous year.

During 2016/17 our “Ward Processes & Real
Time” team has worked with multi-disciplinary
teams from wards in all our hospitals to roll
out our Ward Processes workshops. These
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share best practice for improving inpatient
flow and promote improvement by local ward
teams. Through this work we have made a
positive impact on key quality measures,
including timely discharge, we have improved
our use of Expected Dates of Discharge to
ensure good planning for patients to leave
hospital, we have encouraged greater use of
our discharge lounge and supported
improved team working and information
sharing across clinical areas.

We organised three flow “Reset events”.
These initiatives promote the use of best
practice and help to improve patient flow and
bed availability at busy times of year. During
these events we provide additional support to
ward teams to help address barriers to
patient flow, but also use the opportunity to
learn about these barriers to plan further
improvements.

During the spring of 2016 our Theatre
Transformation programme held a Theatres
Quiality and Culture Week to recognise the
safe and high quality care being provided in
our operating theatres, but also to support
theatres staff by identifying the barriers which
they regularly encounter. The week was very
well received by theatre staff who appreciated
the strong engagement and focus on their
issues which it provided. Alongside this,
theatres have adopted the Bluespier Theatre
information system, which has improved the
capture and sharing of information in planning
and delivering care in theatres, and
introduced new tools for planning the
treatment of emergency surgical patients.

In our Children’s Hospital, the new ways of
working driven by the 2015/16 Surgical
Improvement programme have become
widely adopted and supported the hospital’'s
growth in surgical activity and a reduction in
the percentage of procedures cancelled or
postponed. In the autumn, staff shaped the
priorities for work to the next wave of
transformation projects to improve flow
through the Children’s Hospital. With a strong
emphasis on reducing delays during the busy
winter period, we have improved the
procedures and communications which
support children being transferred in from
other hospitals. We have taken steps to
reduce waiting for patients requiring

ambulatory procedures. And we have further
developed our use of technology which
enables real time communication between
the clinical teams spread throughout the
hospital buildings.

Despite our careful preparations, however,
the extended period of high emergency
demand has meant that, while we have kept
our patients safe, their experience has not
been uniformly good and the Trust Board are
very aware of the strain that this has put on
staff.

Pillar 3: Delivering Best Value

We continue to seek better ways of doing
things in every area of our Trust which will
make the most effective use of the money we
receive to run our hospitals. All of our
transformational change programmes impact
on how effectively we deliver care and
directly or indirectly support the delivery of
savings. During the year teams from across
the Trust delivered savings resulting from a
wide range of projects tackling areas as
diverse as medicines, productivity,
consumables, administration and using
information technology to become less
dependent on paper.

Good financial management and strong
governance provide the foundation for the
delivery of high quality health services. Our
ability to make efficiency savings for more
than a decade have enabled us to invest in
our hospital infrastructure that puts us in a
good position to continue improving the care
we provide into the future.

We are pleased to report that the Trust
maintained a healthy financial position for the
financial year ended 31 March 2017. Further
information is available in the Financial
Review.

e Pillar 4: Renewing our Hospitals

For over a decade we planned to renew our
hospitals, providing a physical environment
that matches the quality of care we provide
and one that enabled us to implement new
care pathways and more efficient ways of
working.

We opened a new unit for expectant mothers
who suffer extreme vomiting during their
pregnancy. The unit is specially designed to
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treat patients with hyperemesis without the
need for a long stay in hospital.

Work on the facade of the Bristol Royal
Infirmary was completed, creating a sleek,
modern and energy-efficient exterior in the
centre of the city. The work was done as part
of our £92 million redevelopment of the
hospital to provide a welcoming environment
that matches the quality of care we give for
the benefit of patients, visitors and staff alike.

We also paid tribute to the citizens of the past
when we celebrated the life of the eighteenth
century Bristol Royal Infirmary Old Building
as our services moved into much more
appropriate modern accommodation.

e Pillar 5: Building Capability

Our staff are our greatest assetand it is
essential that we attract and nurture a strong
workforce, support their development, create
a culture of motivation and recognise them for
their good work and retain their expertise
within our services.

We receive rich information about how our
staff feel, through the NHS Staff Survey, the
Staff Friends and Family Test and our own
award-winning feedback tool, the ‘Happy
App’. The good news is that last year our staff
felt more actively involved in their teams,
hospitals and the Trust as a whole.

During 2016/17 we saw continual discussion
in the media about the pressure that health
and social care services came under in the
winter months but in reality we see pressure
all year round. This year we responded with a
number of “Breaking the cycle together”
events in which we focus specifically on the
barriers that risk making our services run less
efficiently and we will continue to work in this
way.

Parents have played an important role in
bringing about significant changes in our
practice within that service. The Bristol
Royal Hospital for Children held a ten day
event in September called ‘Conversations’
aimed to encourage patients, visitors, Trust
members and staff to talk about their
experiences of the hospital so the we can
develop our services and improve our
communications.

During 2016/17 we have designed and tested
a new approach to planning and carrying out
staff appraisal. With significant input from
staff this has been designed alongside the
introduction of a new information system to
support the appraisal process.

The significant challenges of service demand,
the levels of illness of the patients we treat
and the financial pressures we face are
impacting on our staff. In this challenging
environment it is essential that we continue to
engage staff, are mindful of the impact that
the challenges are having on all of them and
recognise the excellent work that they do
every day.

e Pillar 6: Leading in Partnership

The NHS does not work in isolation and it is
essential that we lead in partnership —
commensurate with our role as a major
teaching, research and tertiary provider — to
design and operate the most effective health
system for greater Bristol. As the pressure on
our hospital services has grown, it has
become more essential for all health and
social care partners to work in partnership to
find solutions.

As part of the NHS’s response to the Five
Year Forward View and following guidance,
Bristol, North Somerset and South
Gloucestershire (BNSSG) have developed
into one of the 44 Sustainability and
Transformation Partnership (STP) footprints.
Plans are in the process of being developed
to meet the challenges set out in the forward
view and to improve services for the
population of BNSSG. UH Bristol has taken a
lead role in this collaborative work for BNSSG
and we have a real opportunity to influence
the transformation in health and social care
that’s required for the long term and which is
a condition of our continuing success.
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3.1.6 Key risks to delivering our objectives

The Trust Board Assurance Framework
(BAF) was reviewed during 2016/17 and this
includes a clear alignment with the corporate
risk register. The Trust Board monitors the
Framework quarterly which includes the
monitoring of the delivery of the Trust’s
Strategic Priorities, the controls and
assurances in place and the actions being
taken to minimise risk.

A summary of the top risks to our operational
or strategic plans in 2016/17 are outlined
below:

e Achievement of national performance
targets, including accident and
emergency (4 hour wait), cancer
waiting time standards, and Referral
to Treatment (RTT) target.

¢ Increases in demand and acuity of
patients being admitted to Accident
and Emergency; the impact on patient
flow and access to treatment.

¢ The financial consequences arising
from the loss of Sustainability and
Transformation funding due to under
performance against key access
standards.

¢ The significant challenges to deliver
2016/17 financial plan without
compromising on the quality of clinical
services.

3.1.7 Going concern

As part of its reporting requirements the Trust
has to provide a statement on whether the
accounts were prepared on a going concern
basis. After making enquiries, the directors
have a reasonable expectation that University
Hospitals Bristol NHS Foundation Trust has
adequate resources to continue in operational
existence for the foreseeable future. The
Trust has set a budget for 2017/18 to meeta
control total of £12.957m surplus and is
forecasting cash balances of £51.764m at the
end of March 2018. For this reason, the Trust
continues to adopt the going concern basis in
preparing the accounts.

3.2 Performance Analysis

The 2016/17 year has been challenging.
Control totals were introduced by NHS
Improvement as a response to the significant
underlying deficit in the NHS provider sector.
In recognition of a Trust accepting its control
total it is able to earn additional Sustainability
and Transformation funding, and have the
risk of core performance fines removed.

The Trust submitted its Operational Plan on
the 29™ June 2016 to achieve a surplus of
£15.9m (before technical items), assuming
receipt of £13.0m Sustainability and
Transformation funding, which is a £2.9m
surplus excluding Sustainability and
Transformation funding.

Sustainability and Transformation funding is
earned by the Trust during the year if it
delivers its control total and agreed access
standard trajectories. 70% is linked to
financial performance and 30% to agreed
access standards, with the access standards
being split into A&E performance (12.5%),
referral to treat time (12.5%) and cancer
(5%).

Despite the challenge, staff worked hard and
delivered a surplus of £15.042m (excluding
technical items), which is a major
achievement considering the unprecedented
financial and operational pressures both
locally and nationally. This included
£12.106m of Sustainability and
Transformation core funding and therefore
the surplus was £2.936m excluding
Sustainability and Transformation core
funding, exceeding the Trust’s plan of
£2.900m. This was one of the best financial
performances in the NHS and was the 14"
year in a row that the Trust delivered a
surplus or breakeven position.

In recognition of this position, NHS
Improvement allocated the Trust further
Sustainability and Transformation funding of
£1.564m, consisting of £0.039m incentive
payment and £1.525m bonus payment. This
increased the Trust surplus to £16.606m,
excluding technical items.
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The 2016/17 plan required savings of £17.4m
to be made to bridge the gap between the
amount of money needed to run its services
and the income it could expect to receive.
The Trust has an established process for
generating savings. There are transactional
work streams to deliver savings at a
transactional level such as improving
purchasing, controlling agency spend and
use of technology, as well as transformational
projects such as theatre efficiency, length of
stay and out-patients. The Trust delivered
savings of £13.189m.

The Trust’s statement of financial position
remained strong with net current assets of
£36.992m and a year end cash and cash

equivalent balance of £65.441m.

The Trust’s strong financial position facilitated
capital expenditure of £29.894m.

The Trust’s financial performance is also
measured using a set of rating metrics
established by NHS Improvement. From the
1° October 2016 the Use of Resources
Rating (URR) replaced the Financial
Sustainability Riskrating (FSRR). The URR
added a fifth metric to the FSRR. The rating
ranges from 1, the lowest risk, to 4, the
highest risk. The rating is designed to reflect
the degree of financial concern NHS
Improvement has about a provider and the
level of regulatory intervention required. At
the end of March 2017, the Trust had a risk
rating of 1, the lowest risk.

More detailed financial information is
provided within the Finance Review section
below.

3.2.1 Referral to Treatment (RTT)

The national standard of at least 92 per cent
of patients waiting less than 18 weeks from
Referral to Treatment (RTT) was achieved at
an aggregate (Trust) level in each month
between April 2016 and July 2016, and again
from November 2016 to February 2017. The
Trust failed the 92 per cent standard between
August 2016 and October 2016, and then
again in March 2017, due to a rising demand.
The number of patients waiting over 18
weeks for treatment grew in a number of
specialties leading-up to the failure of the
RTT national standard in August. This was

related to a significant growth in outpatient
referrals in the preceding months. Although
this growth was not sustained the peak in
demand could not be matched by sufficient
capacity to prevent a growth in the over 18-
week waits.

As part of the 2017/18 annual planning round,
all specialties have used the NHS Interim
Management and Support (IMAS) capacity
and demand modelling tools to estimate the
amount of capacity required to achieve
sustainable 18-week RTT waits by the end of
March 2018. This modelling has included in
its assumptions the need to reduce waiting
times for first outpatient appointments and
has informed the Service Level Agreements
now agreed with commissioners, and the
resulting delivery plans developed.

3.2.2 Accident and Emergency 4-hour
maximum wait

The Trust failed to meet the national A&E
95% standard for the percentage of patients
discharged, admitted or transferred within
four hours of arrival in our emergency
departments, in any month in 2016/17.

System pressures continued to be evident in
2016/17 with levels of emergency admissions
into the Bristol Royal Hospital for Children
(BRHC), via the Emergency Department,
being on average 4.6 per cent above the
levels seenin 2015/16, and 9.2 per cent
higher across November and December,
which is when the BRHC experienced a
significant decline in performance against the
4-hour standard. Work with our
commissioners to understand the reason for
the higher than expected levels of paediatric
emergency demand continues.

Levels of emergency admissions into the BRI
Emergency Department were variable across
the year, but not markedly up on 2015/16.
However, the proportion of patients admitted
aged 75 years and over, which is a reliable
proxy for patient acuity, was significantly
higher over the winter months of 2016/17,
than in the same period in 2015/16. The
number of medically fit patients whose
discharge from the Bristol Royal Infirmary
(BRI) was delayed, continued to be more
than double the jointly agreed community
planning assumption. The stays in hospital for
these patients were also longer than in the

Page | 16| University Hospitals Bristol NHS Foundation Trust | Annual Report and Accounts 2016/17



previous year. The resulting increase in bed
occupancy within the BRI led to a decrease in
4-hour performance, relative to previous
years.

In 2016/17 there was continued focus on
ensuring as many patients as possible were
managed in the correct specialty ward, with a
15 per cent reduction in outlier bed-days
relative to 2015/16. Being cared for on the
correct specialty-ward remains important for
ensuring patients receive the most
appropriate care, but also helps to ensuring
patients do not stay in hospital longer than
necessary.

3.2.3 Cancer

The Trust had a more mixed year in terms of
performance against the national cancer
waiting times standards, compared with
2015/16, in the main for reasons outside of
the Trust’s control. Performance against the
31-day first definitive and 31-day subsequent
surgery waiting times standards was
unusually below the national standards in
quarter 1, following a significant rise in
demand for critical care beds in March and
April 2016 due to exceptional emergency
pressures. However, the Trust implemented a
recovery plan and achieved these national
standards again in quarters 2, 3 and 4, and
for the year as a whole. The Trust continued
to perform consistently well against the 2-
week wait for GP referral for patients with a
suspected cancer, and the 31-day standards
for subsequent drug therapy and
radiotherapy, with achievement in each
quarter.

The Trust failed to achieve the 62-day referral
to treatment standard for patients referred by
their GP with a suspected cancer.
Achievement of the 85 per cent national
standard remains challenging due to the
significant tertiary workload of the Trust, and
the unusual group of tumour sites that
comprise the majority of the Trust’s cancer
work following the transfer out of the urology
and in particular breast cancer service (which
nationally is one of only two tumour sites that
consistently achieves the 85 per cent
standard). However, the Trust achieved the
85% standard for internally managed
pathways (i.e. pathways not shared with other
providers) in quarters 2, 3 and 4, and for the
year as a whole. Performance was also

above the national average in quarters 3 and
4, despite the considerable challenges of
case-mix and the tertiary workload.

The three top causes of breaches of the 62-
day GP cancer standard were: late referrals
from, or pathways delayed by, other providers
(36 per cent), medical deferral/clinical
diagnostic complexity (21 per cent), and
patient choice to delay their pathway (11 per
cent). Performance was unusually impacted
in quarters 1 and 2 by histology reporting
delays, following the transfer of the service to
North Bristol Trust at the beginning of May
2016. Ofthe avoidable causes of delays,
there are four specific areas of focus for
improvement amidst a wider programme of
improvement work. These are: reducing
delays to thoracic outpatient appointments,
reducing request to reporting times for CT
Colon and Head and Neck ultrasound scans,
improving the availability of critical care beds
for surgical patients and improvements to
pathway tracking/management.

The Trust failed to achieve the 62-day RTT
standard for patients referred by the national
screening programmes in 2016/17, although
unlike in 2015/16 did achieve the standard in
one quarter of the year. The majority of the
breaches of this standard continued to be
outside of the Trust’s control, including:
patient choice, medical deferral and clinical
complexity.

3.2.4 Diagnostic waiting times

Performance against the 6-week wait for the
top 15 high volume diagnostic tests remained
variable across the year, and below the 99
per cent standard in all except one month.
The Trust started the year with a shortfall in
adult endoscopy capacity, mainly as a result
of a significant loss of capacity following the
Junior Doctor Industrial Action during the last
guarter of 2015/16. Recruitment challenges
delayed prompt restoration in capacity, but
through additional in-house sessions, the use
of the independent sector and other
initiatives, the number of long waiters was
reduced significantly by December 2016.
Sleep studies waiting times were also
adversely affected by significant capacity
constraints, particularly in quarter 4 of
2016/17. This was further exacerbated by
high levels of demand across the year.
During the last quarter of the year demand for
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Cardiac CT scans rose sharply, resulting in
an increase in over six week waits. This
significant rise in demand is currently under
investigation and highlights the need for a
further review of capacity and demand in this
and other services, where increasingly the
Trust needs to be able to be responsive to
rapidly changing demand.

3.2.5 Contractual performance

The Trust received a Contract Performance
Notice from Bristol Clinical Commissioning
Group (CCG) in February 2017, for the areas
of performance where national and
constitutional standards were not being met.
This included the RTT incomplete pathways
standard, 62-day GP cancer, A&E 4-hours,
last-minute cancelled operations, and the six
week diagnostic standard. Remedial action
plans and associated recovery trajectories
were already in place for these standards, but
were extended into 2017/18 where
appropriate.
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Table 1. Performance against key national standards in 2015/16 and 2016/17

National Standard Target 2015/16 2016/17 Additional notes
A&E maximum wait of 4 hours 95% Not Not
achieved achieved
MRSA bloodstream cases against Trajectory Not Not A single case was reported
trajectory achieved achieved in 2016/17
Clostridium difficile infections against |Trajectory Achieved Achieved Achieved in every quarter
trajectory
Cancer — 2-week wait (urgent GP 93% Achieved |Achieved |Achieved in every quarter
referral)
Cancer — 31-day diagnosis to 96% Achieved |Achieved |Achieved in every quarter
treatment (First treatment) except quarter 1 2016/17
Cancer — 31-day diagnosis to 94% Achieved |Achieved |Achieved in every quarter
treatment (subsequent surgery) except quarter 1 2016/17
Cancer — 31-day diagnosis to 98% Achieved |Achieved |Achieved in every quarter
treatment (subsequent drug therapy)
Cancer — 31-day diagnosis to 94% Achieved |Achieved |Achieved in every quarter
treatment (subsequent radiotherapy)
Cancer — 62-day referral to treatment |85% Not Not
(urgent GP referral) achieved achieved
Cancer — 62-day referral to treatment [90% Not Not Achieved in quarter 3
(screenings) achieved achieved 2016/17
18 weeks referral to treatment — 92% Not Not Achieved in eight months
incomplete pathways achieved achieved (March 2017 still subject to
confirmation)
Number of last minute cancelled 0.80% Not Not Achieved in quarter 2
operations achieved achieved 2016/17
28 day readmissions 95% Not Not Achieved in quarter 2
achieved achieved 2016/17
Diagnostic waits of 6 weeks 99% Not Not Achieved in only one month
achieved achieved in 2016/17
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3.3  Sustainability Report

As an NHS organisation we have an
obligation to work in a way that has a positive
effect on the communities we serve.
Sustainability involves spending public money
well, the smart and efficient use of natural
resources and building healthy, resilient
communities. By making the most of social,
environmental and economic assets we can
improve health both in the immediate and
longer term, even in the context of the rising
costs of natural resources. Demonstrating
that we consider the social and environmental
impact of what we do ensures that the legal
requirements in the Public Services (Social
Value) Act (2012) are met.

We understand that health is very much
influenced by the environment and we are
working to reduce our environmental impact,
in particular our carbon footprint, and in turn
reduce our contribution to climate change.
Reducing these impacts also enables us to
address one of our key challenges, whichis
to maintain and develop the quality of our
services, whilst managing with fewer
resources.

UH Bristol NHS FT has a sustainable
development management plan “Big Green
Scheme Strategy - Care without Costing the
Earth: Our vision of sustainable healthcare
2015-2020". Areas for action include the
development of sustainable models of care,
energy, water, travel, procurement and
waste. Having a Board approved strategy is
essential to ensure that we fulfil our
commitment to conducting all aspects of our
activities with due consideration to
sustainability, whilst providing high quality
patient care. The NHS Carbon Reduction
Strategy asks for the boards of all NHS
organisations to approve such a plan.

It is our duty to contribute towards the
ambition setin the 2014 Sustainable
Development Strategy (SDS), in line with the
legally binding 2008 Climate Change Act, of
reducing the carbon footprint of the NHS,
public health and social care system by 34%
(from a 1990 baseline). This is equivalent to
a 28% reduction from a 2013 baseline by
2020, which we will aim to achieve by
reducing our carbon emissions.

Policies

In order to embed sustainability within our
business it is important to explain where in
our process and procedures sustainability
features.

Table 2: Sustainability Policy Table

Area Is sustainability considered?
Energy Yes

Travel Yes

Business Cases Environmental impact is

assessed

Procurement We are working with Bristol
(environmental) and Weston Purchasing
Procurement Consortium to dewelop a

(social impact) Sustainable Procurement

Strategy to address the
environmental and social
impacts of procurement

Suppliers' impact

Sustainable Development Management Plan
(SDMP)

One of the ways in which an organisation can
embed sustainability is through the use of a
SDMP. The Board approved our SDMP in the
last 12 months so our plans for a sustainable
future are well known within the organisation
and clearly laid out.

Good Corporate Citizenship (GCC)

We measure our impact as an organisation
on corporate social responsibility through the
use of the GCC tool. The last GCC self-
assessmentwas in July 2015, scoring 32. As
an organisation that acknowledges its
responsibility towards creating a sustainable
future, we help achieve that goal by running
awareness campaigns that promote the
benefits of sustainability to our staff.

Performance
Organisation

Since the 2007 baseline year, significant
service and organisational restructuring has
taken place. In order to provide some
organisational context, the following table
may help explain how both the organisation
and its performance on sustainability has
changed over time.
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Table 3: Organisational performance on sustainability

Context info 2013/14 2014/15 2015/16 2016/17
Z

Floor Space (m”) 183,340 199,866 205,922 205,922

Number of Staff 7.179 7,544 8,249 8,496

Climate Change

Act

We have supported the Climate Change Act targets as follows:

Energy

UH Bristol NHS FT has spent £3,780,252 on energy in 2016/17, which is a 8.7% decrease on
energy spend from 2015/16.

Carbon Emissions - Energy Use

40,000
)
o 30,000
¥
= 20,000
=1
=]
[y}
Q
0
2013/14 2014/15 2015/16 2016/17
mGas mOil Coal Electricity Green Electricity
Table 4: Energy
Resource 2013/14 2014/15 2015/16 2016/17
Gas Use (kWh) 58,156,407 54,742,120 60,496,985 57,476,639
tCO.e 12,337 11,485 12,661 12,012
oil Use (kWh) 666,825 1,126,981 1,198,427 881,018
tCO,e 213 361 383 279
Coal Use (kWh) 0 0 0 0
tCO,e 0 0 0 0
- Use (kWh) 29,352,969 31,857,890 31,351,888 31,364,632
Electricity
tCOze 13,134 17,695 14,316 13,249
Green Use (kWh) 0 43,766 52,520 52,520
Electricity tCO,e 0 22 24 22
Total Energy CO.e (Carbon
dioxide equivalent) 25,685 29,563 27,384 25,562
Total Energy Spend £ 4,888,194 £ 4,698,461 £ 4,287,714 £ 3,779,012

Our carbon emissions from energy consumption have reduced by 1822 tonnes (7%) in the past

year.
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Since changes to the Climate Change Levy regarding renewable energy have been applied, our
electricity no longer comes from renewable sources due to increased cost implications, however
we have continued to implement energy saving projects through improving controls, lighting,
insulation, heating and cooling.

Travel

We can improve local air quality and improve the health of our community by promoting active
travel — to our staff and to the patients and public that use our services.

Every action counts; we are a lean organisation trying to realise efficiencies across the board for
costand carbon (CO2e) reductions. We support a culture for active travel to improve staff
wellbeing and reduce sickness. Air pollution, accidents and noise, caused by cars as well as other
forms of transport, all cause health problems for our local population, patients, staff and visitors.

We do not currently capture travel data so these figures are based on patient and staff numbers
with average travel levels applied. Our annual staff travel survey shows that over a quarter of staff
travel to work actively (walking or cycling).

Table5: Travel

Category Mode 2013/14 2014/15 2015/16 2016/17
Patient and \isitor | miles 42,022,880 44,708,136 46,263,968 47,881,016
Travel tCO,e 15,526.33 16,427.08 16,730.70 17,304.70
Business Travel miles 790,365 0 0 0
and fleet tCOLe 292.02 247517 214565 2.210.62
miles 6,591,236 7,246,899 7,924,134 8,161,407
Staff commute
tCO,e 2,435.29 2,662.72 2,865.65 2,949.62

Waste

Overall waste has increased with higher levels of activity. However we have managed to improve
the level of recycled or reused waste from 24% to 31%. We have conducted waste audits to
support areas in improving their waste management. We continue to roll out Dry Mixed Recycling
to further areas across the site. We have trialled the removal of general waste bins showing this
has improved levels of recycling.

Table 6 : Waste

Waste 2013/14 | 2014/15 | 2015/16 | 2016/17 Waste Breakdown
X R li
. (tonnes) | 318.99 | 560.45 |491.00 |665.06 3000.00 ecveing
Recycling - 2500.00
tCO,e 6.70 1177|982 13.97 g 500000 .
Other (tonnes) | 0.00 1091.00 |317.00 | 229.63 2 150000 recovery
recovery {COze 0.00 22.91 6.34 4.82 = 1000.00
. = 500.00 High Temp
High Temp | (tonnes) | 281.00 | 256.40 | 294.00 | 284.34 : disposal
disposal | tcose 6182|5641 |64.39 |6255 0 T e
S T 5 5 W Landfill
il (tonnes) | 1127.00 | 842.17 |907.00 |972.73 2288
tCO,e 275.46 | 205.84 |221.69 |301.55
Total Waste (tonnes) 1726.99 | 2750.02 | 2009.00 |?2151.75
% Recycled or Re-used | 18% 20% 24% 31%
Total Waste tCO,e 343.98 | 296.93 |302.23 | 382.89

Page | 22| University Hospitals Bristol NHS Foundation Trust | Annual Report and Accounts 2016/17



Water

Despite increased activity, we have reduced our consumption of water in 2016/17.

We have repaired steam condensate pipes significantly reducing the demand for water at our

boiler house.

Table 7 : Water

2013114

Water 2014/15 2015/16 2016/17
. m® 224,385 233,323 234,553 233,483
Mains
tCO,e 204 213 214 213
Water & Sewage Spend £375,289 £412,357 £440,103 £441,312

Modelled Carbon Footprint

The information provided in the previous sections of this report use the Estates Return Information
Collection as its data source. However, we are aware that this does not reflect our entire carbon
footprint. Therefore, the following information uses a scaled model based on work performed by
the Sustainable Development Unit. More information can be accessed:
http://www.sduhealth.org.uk/policy-strateqy/reporting/nhs-carbon-footprint.aspx

This model indicates an estimated total carbon footprint of 123,331 tonnes of CO ,e for the Trust.
Our carbon intensity is 228 grams of CO2e emissions per pound of operating expenditure
(gCO2e/£). Average emissions for acute services nationally is 200 grams per pound of operating
expenditure.

o, S e Proportions of Carbon Footprint

Energy 20%

Trawvel 18%

Procurement 60%

Commissioning | 2% W Energy
W Travel

m Procurement

m Commissioning

Benchmarking

Our performance remains higher than the benchmark for acute trusts nationally. This is principally
driven by higher procurement emissions due to the level of investment that the Trust has made in
recent years. The investment in infrastructure is expected to improve the efficiency of our buildings
and reduce our emissions in the longer term.
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Modelled trajectory

We are developing a Vision Action Plan from our SDMP that will ensure we are contributing to
Climate Change Act targets.

Carbon Footprint
CO.e baseline to 2020 with Climate Change targets
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UNIVERSITY HOSPITALS BRISTOL NHS FOUNDATION TRUST
Modelled 1990 baseline

--------- Modelled 2007 baseline

10% target from 2007

Trajectory to 2020

Modelled forecast

Climate Change Act Trajectory

¢ 34%target from 1990 baseline

Adaptation

Climate change brings new challenges to our business both in direct effects to the healthcare
estates, but also to patient health. Examples in recent years include the effects of heat waves,
extreme temperatures and prolonged periods of cold, floods and droughts.

To ensure that our services continue to meet the needs of our local population during such events
we have developed and implemented a number of policies and protocols in partnership with other
local agencies. Our Board approved plans address the potential need to adapt the delivery the
organisation's activities and infrastructure to climate change and adverse weather events

Through our business continuity planning we have started to identify the risks we need to consider
in adapting the organisation’s activities and its buildings to cope with the results of climate change.
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34 Finance Review

The Trust’s financial performance including its Operational Plan, savings programme, Use of
Resource Ratings, cash flow and statement of financial position is reported on a monthly basis to
the Trust's Finance Committee. The Finance Committee is responsible for detailed scrutiny of the
financial performance and provides reports to the Trust Board and Audit Committee of key issues.

3.4.1 Statement of comprehensive income

The Trust reported a surplus before technical items of £16.606m. This included Sustainability and
Transformation funding of £13.670m. The Operational Plan was to deliver a surplus of £15.9m,
excluding technical items, with Sustainability and Transformation funding of £13.0m, i.e. a surplus
of £2.9m excluding Sustainability and Transformation funding. This was achieved. The

performance against the Operational Plan is shown below:

Table 8: Performance against Operational Plan

Operational Actual Variance
Plan favourable/(adverse)
2016/17 2016/17 2016/17
£m £m £m

Clinical income 530.603 529.543 (1.060)
Non clinical income - excluding S&T funding 84.745 92.690 7.945
Non clinical income - S&T core funding 13.000 12.106 (0.894)
Non clinical income - S&T incentive funding 0.039 0.039
Non clinical income - S&T bonus funding 1.525 1.525
Total operating income 628.348 635.903 7.555
Employee expenses (362.798) (368.298) (5.500)
Non pay expenses (216.081) (218.913) (2.832)
Total operating expenses (578.879) (587.211) (8.332)
Earnings Before Interest, Tax, 49.469 48.692 (0.777)
Depreciation & Amortisation
Deprecia’[ion (22.055) (20.997) 1.058
Interest receivable 0.244 0.189 (0.055)
Interest payable (3.178) (3.178) 0.000
Public dividend capital dividend (8.580) (8.100) 0.480
Total financing costs (33.569) (32.086) 1.483
Net surplus before technical items 15.900 16.606 0.706
Net surplus before technical items
excluding S&T funding 2.900 2.936 0.036
Depreciation on donated assets (1.609) (1.555) 0.054
Net loss on sale of assets 0.000 (0.076) (0.076)
Donations re assets 2.732 2.920 0.187
Net impairments (6.051) (10.413) (4.361)
Total technical items (4.928) (9.124) (4.196)
Net surplus after technical items 10.972 7.482 (3.490)
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The Trust delivered a surplus of £16.606m, 12.5% (£1.625m) each and cancer at 5%

excluding technical items. There are a (£0.650m). For the first quarter provided the
number of items classified as technical which Trust metits control total, the Trust was only
are excluded when considering the Trust’s required to agree the access standard
financial performance. Technical items trajectories rather than deliver them. For
include profit/loss on sale of assets, guarter 4 the Trust was only required to
depreciation on donated assets, donated deliver its control total to receive the full
income in respect of property, plant and payment due. The Trust received £12.106m
equipment, impairments and reversal of of core Sustainability and Transformation
impairments. funding. The table below summarises the

Trust’s performance.
Sustainability and Transformation funding has

three elements; core, incentive and bonus. Incentive Sustainability and Transformation
Core Sustainability and Transformation funding of £0.039m was allocated by NHS
funding income of £13.0m is dependent on Improvement in recognition of the Trust

the Trust delivering its control total and exceeding the planned surplus of £2.9m
agreed access standard trajectories. 70% excluding Sustainability and Transformation
(£9.1m) is linked to financial performance and funding. This performance also facilitated the
30% (£3.9m) to agreed access standards, payment of £1.525m bonus Sustainability and
with the access standards being split into Transformation funding.

A&E performance and referral to treat time at

Table 9: Performance against Sustainability and Transformation Core Funding

| Q1 | Jul | Aug | Sep | Oct | Nov | Dec | Q4 |Tota| |

Control Total achieved Yes Yes Yes Yes Yes Yes Yes Yes
S&T Funding earned (Em) | 2.275 0.758 0.758 0.759 0.758 | 0.759 0.758 2.275 9.100

A&E trajectory achieved n/a Yes Yes Yes No No No n/a
S&T Funding earned (Em) | 0.406 0.135 0.135| 0.135| 0.000 ) 0.000 | 0.000| 0.406 | 1.217

RTT trajectory achieved n/a Yes No No Yes Yes Yes n/a
S&T Funding earned (Em) | 0.406 0.135 0.000 | 0.000 | 0.135| 0.135| 0.136 | 0.406 | 1.354

Cancer trajectory
achieved n/a No Yes No No Yes No n/a

S&T Funding earned (Em) | 0.163 0.000 0.055| 0.000 | 0.000| 0.055| 0.000| 0.163 | 0.434

Total S&TF achieved (Em) | 3.250 | 1.028| 0948 | 0.894| 0893 | 0.949| 0.894| 3250 12.106 |
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3.4.2 Savings programme

In delivering the surplus of £16.606m, excluding technical items, the Trust achieved £13.189m of
savings against its plan of £17.4m. Specific work streams were established with savings achieved
as follows:

Table 10: Savings achieved:

Pay £m
Medical Staff 0.544
Nursing & Midwifery staff 0.307
Scientific & Technical staff 0.575
Admin & Senior Managers 0.411
Estates Staff 0.017
OtherClinical staff 0.347
Total Pay 2.201
Non pay

Blood 0.008
Drugs 1.281
Clinical Supplies & Services 3.464
Premises & Fixed Plant 0.237
Othernon pay expenditure 3.450
Total Non Pay 8.440
Income 1.858
Capital charges 0.690
Total savings achieved 13.189

3.4.3 Balance sheet and cash

The Trust had a strong statement of financial position (balance sheet) throughout the year with net
current assets at 31°* March 2017 of £36.992m. This included year end cash and cash equivalents
of £65.441m. This represents a decrease in cash over the year of £8.570m. The table below shows
the use of cash during the year.

Table 11: Use of cash 2016/17

£m
Net cash flow from operating activities 38.209
Capital expenditure (31.088)
Other net cash flows from investing activities 0.190
Public Dividend Capital received 2.066
Capital loan repayments to the Department of Health (5.834)
Interest payments to the Department of Health in respect of capital loans (2.949)
Public Dividend Capital dividend payment (8.568)
Finance lease payments (0.596)
Decrease in cash balance 2016/17 (8.570)

Page | 28| University Hospitals Bristol NHS Foundation Trust | Annual Report and Accounts 2016/17



3.4.4 Capital

The Trust’s planned capital expenditure for
2016/17 was £35m. Capital funding is
allocated to individual schemes in five areas
which are monitored during the year. The
Trust’s capital programme is managed
through the Trust’'s Capital Programme
Steering Group. In 2016/17 the Trust spent

£29.894m on capital schemes with net
overspends on completed schemes totalling
£0.028m and slippage on current schemes
accounting for £5.134m. The table below
provides a summary of the Trust’s capital
income and expenditure for 2016/17.

Table 12: Funding and expenditure on capital schemes:

Operational
Plan Actual Variance
2016/17 2016/17 2016/17
£m £m £m
Source of Funding:
Public Dividend Capital 0.273 2.066 1.793
Donations 2.732 2.919 0.187
Depreciation 22.054 20.997 (1.057)
Cash balances 9.941 3.912 (6.029)
Total funding 35.000 29.894 (5.106)
Expenditure:
Strategic schemes (14.244) (12.240) 2.004
Medical equipment (11.142) (6.525) 4.617
Information technology (4.659) (3.069) 1.590
Estates replacement (2.815) (2.493) 0.322
Operational capital (13.191) (5.567) 7.624
Planned slippage 11.051 (11.051)
Total expenditure (35.000) (29.894) 5.106

3.4.5 Counter-fraud and corruption

The Trust Board of Directors takes the
prevention and reduction of fraud very
seriously and has policies in place to
minimise the risk of fraud and corruption and
procedures for reporting suspected
wrongdoing.

The Trust encourages members of staff to
report reasonable suspicions of irregularity as
set out in its Speaking Out Policy and in the
Standing Financial Instructions, and has
declared that there will be no adverse
consequences for an individual member of
staff who genuinely does so.

During 2016/17, the Trust has appointed a
Freedom to Speak Up Guardian and work is
being progressed to ensure that a culture of
speaking out is embedded across the
organisation.

The Trust works closely with the Local
Counter Fraud Specialist (LCFS) to
implement the NHS Protect national strategy
on countering fraud and to ensure the Trustis
working with the LCFS in fully complying with
NHS Protect and commissioner
requirements.

Work s carried out across the four key areas
of Counter Fraud activity including : :

Strategic governance
Inform and involve
Prevent and deter
Hold to account.
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All staff receive fraud awareness training as Fraud prevention messages are regularly

part of the Trust Induction Programme. raised via the Trust's communication systems
Further guidance, which includes details of which include posters in workplaces and the
the Counter Fraud strategy and policy, is also dissemination of Counter Fraud newsletters.

available on the Trust’s intranet, along with
contact details for the LCFS and the NHS
protect fraud and corruption reporting line.

Page | 30| University Hospitals Bristol NHS Foundation Trust | Annual Report and Accounts 2016/17



4.  Accountability Report
4.1 Director’s Report

The Board of Directors is responsible for
exercising all of the powers of the Trust;
however, it has the option to delegate these
powers to senior management and other
committees. The Board sets the strategic
direction within the context of NHS priorities,
allocates resources, monitors performance
against organisational objectives, ensures
that clinical services are safe, of a high
guality, patient-focused and effective,
ensures high standards of clinical and
corporate governance and, along with the
Council of Governors, engages members and
stakeholders to ensure effective dialogue with
the communities it serves.

This report is presented in accordance with
the NHS Foundation Trust Annual Reporting
Manual 2016/17 published in March 2017.
For the purpose of the Accounts, the
Directors are responsible for preparing the
accounts on a true and fair basis and in
particular to:

e Observe the Accounts direction issued by
Monitor, including the relevant accounting
and disclosure requirements, and apply
suitable accounting policies on a
consistent basis;

e Make judgements and estimates on a
reasonable basis;

e State whether applicable accounting
standards as set out in the NHS
Foundation Trust Annual Reporting
Manual have been followed and disclose
and explain any material departures in the
financial statements; and,

e Prepare the financial statements on a
going concern basis.

The Directors have prepared this Annual
Report on the basis that it is fair, balanced
and understandable and provides the
information necessary for patients, regulators
and other stakeholders to assess the NHS
Foundation Trust’s performance, business
model and strategy.

The Board is accountable to stakeholders for
the achievement of sustainable performance
and the creation of stakeholder value through
development and delivery of the Trust’s long
term vision, mission and strategy. The Board
ensures that adequate systems and
processes are maintained to deliver the
Trust’'s annual plan, deliver safe, high quality
healthcare, measure and monitor the Trust’s
effectiveness and efficiency as well as
seeking continuous improvement and
innovation. The Board delegates some of its
powers to a committee of Directors or to an
Executive Director and these matters are set
out in the trust’'s scheme of delegation.
Decision making for the operational running
of the Trustis delegated to the executive
management team.

There are specific responsibilities reserved by
the entire Board, which includes approval of
the Trust’s long term objectives and financial
strategy; annual operating and capital
budgets; changes to the Trust’s senior
management structure; the Board’s overall
‘risk appetite’; the Trust’s financial results and
any significant changes to accounting
practices or policies; changes to the Trust’s
capital and estate structure; and conducting
an annual review of the effectiveness of
internal control arrangements.

The Trust Board of Directors has formally
assessed the independence of the Non-
executive Directors and considers all of its
current Non-executive Directors to be
independent in that notwithstanding their
known relationships with other organisations,
there are no circumstances that are likely to
affect their judgement that cannot be
addressed through the provisions of the
Foundation Trust Code of Governance as
evidenced through their declarations of
interest, annual individual appraisal process
and the ongoing scrutiny and monitoring by
the Trust Secretary.

4.1.1 Directors’interests

Members of the Board of Directors are
required to disclose details of company
directorships or other material interests in
companies held which may conflict with their
role and management responsibilities at the
Trust. The directors declare any interests
before each Board and committee meeting
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which may conflict with the business of the
trust and excuse themselves from any
discussion where such conflict may arise.
The Trust is satisfied with the independence
of the Board for the entire year.

The Trust Secretary maintains a register of
interests, which is available to members of
the public by contacting the Trust Secretary,
University Hospitals Bristol NHS Foundation
Trust, Trust Headquarters, Marlborough
Street, Bristol. BS1 3NU. Email:
Trust.Secretariat@UHBristol.nhs.uk

4.1.2 Political donations

The Trust has made no political donations of
its own.

4.1.3 Internal audit

The Audit Committee had ensured that there
was an effective internal function established
by management that met mandatory Public
Sector Internal Audit Standards and provided
appropriate independent assurance. The
Trust receives its internal audit service from
Audit South West Internal Audit, Counter
Fraud and Consultancy Service
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Table 13: Board of Directors

The Board meton 11 occasions both in public and in private to discharge its duties and to consider
a comprehensive annual cycle of reports and business to be transacted.

Board Member Attendance at
ordinary
meetings

Non-executive Directors

John Savage, Chairman 10/11
Appointment 1June 2008

End of first term 31 May 2011
End of second term 31 May 2014
End of third term 31 May 2017

Appointment extended for a further six months to 30 November 2017

David Armstrong, Non-executive Director 9/11
Appointment 28 November 2013
End of first term 27 November 2016

28 November 2016 re-appointed for a second term of three years

Julian Dennis, Non-executive Director 11/11
Appointment 1 June 2014
End of first term 31 May 2017

Re-appointed for a second term of three years

Lisa Gardner, Non-executive Director 11/11
Appointment 1June 2008

End of first term 31 May 2011
End of second term 31 May 2014
End of third term 31 May 2017

Appointment extended for a further six months to 30 November 2017

John Moore, Non-executive Director 8/11
Appointment 1 January 2011
End of first term 31 December 2014

1 January 2015 re-appointed for a second term of three years

Anthony (Guy) Orpen, Non-executive Director 8/11
Appointment 2 May 2012
End of first term 1 May 2015

30 April 2015 re-appointed for a second term of three years

Alison Ryan, Non-executive Director 10/11
Appointment 28 November 2013
End of first Term 27 November 2016

28 November 2016 re-appointed for a second term of three years
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Board Member

Attendance at
ordinary
meetings

Emma Woollett, Vice Chair/ Senior Independent Director
Appointment 1 June 2008

End of first term 31 May 2011

End of second term 31 May 2014

End of third term 31 May 2017

Appointment extended for a further six months to November 2017

Appointment extended for a further six months to May 2018

10/11

Jill Youds, Non-executive Director
Appointment 1 November 2014
End of first term 31 October 2017

Re-appointed for a second term of three years

9/11

Executive Directors

Robert Woolley, Chief Executive
Appointed 8 September 2010

11/11

Owen Ainsley, Interim Chief Operating Officer
Appointed 13 June 2016 until 12 February 2017

8/11

Paula Clarke, Director of Strategy and Transformation
Appointed 1 April 2016

6/11

Sue Donaldson, Director of Workforce and Organisational Development
Appointed on 1 November 2013
Left the Trust on 12 March 2017

1/11

Deborah Lee, Deputy Chief Executive and Chief Operating Officer

Appointed to Director of Strategy and Deputy Chief Executive until 30 April 2015 and
Chief Operating Officer and Deputy Chief Executive from 1 May 2015.

Left the Trust on 12 June 2016

2/11

Paul Mapson, Director of Finance and Information

Appointed 1 June 2008

10/11

Carolyn Mills, Chief Nurse
Appointed 6 January 2014

11/11

Alex Nestor, Acting Director of Workforce and Organisational Development
Appointed 11 July 2016

9/11

Sean O’Kelly, Medical Director
Appointed 18 April 2011

11/11

Mark Smith, Deputy Chief Executive and Chief Operating Officer
Appointed 13 February 2017

2/11

Biographies of the members of the Board are provided at Appendix A.
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4.1.4 Statement on compliance with cost
allocation and charging guidance

The Trust has complied with the cost
allocation and charging requirements set
out in guidance issued by HM Treasury.

4.1.5 Income disclosures as required by
Section 43(2A) of the NHS Act 2006

The Trust can confirm that income from
the provision of goods and services for the
purposes of the health service in England
is greater than its income from the
provision of goods and services for any
other purposes.

The Trust provides a variety of goods and
services to patients, visitors, staff and
external organisations. Such goods and
services include: catering, car parking,
private patient treatment, pharmacy
products, IT Services, and medical
equipment maintenance. The total income
from all of these areas amounted to
around £5.576m. The income generated
covers the cost of the services and where
appropriate makes a contribution towards
funding patient care.

4.1.6 Quality governance

The Trust is committed to and expects to
provide excellent health services that meet
the needs of our patients and their families
and provides the highest quality
standards. The Trust’s annual quality
delivery plans and quality strategy (2016-
2020) set out the actions we will take to
ensure that this is achieved.

The Trust’s quality improvement
programme led by the Chief Nurse,
Medical Director and Chief Operating
Officer continues to show us what is
possible when we have a relentless focus
on quality improvement. In our last
strategy, we recognised that access to
services is integral to patient experience
and that great patient experience happens
when staff feel valued, supported and
motivated. In our revised strategy, we
have now made this wider view of quality
integral to our definition.

Our quality strategy and quality
improvement work is therefore structured
around four core quality themes:

e Ensuring timely access to services

o Delivering safe and reliable care

e Improving patient and staff
experience

e Improving outcomes and reducing
mortality.

The Trust has a robust approach to the
assessment of the potential impact of cost
reduction programmes on the quality of
services. The Trust’'s Quality Impact
Assessment process involves a structured
risk assessment, using our standardised
risk assessment framework, which
includes assessment against the risk
domains of safety, quality and workforce.
The Medical Director and Chief Nurse are
responsible for assuring themselves and
the Board that Cost Improvement
Programmes will not have an adverse
impact on quality. The Trust’s overall
processes for monitoring quality and
triangulating information provide a
framework within which to monitor the
impact of schemes.

The Trust has a robust Quality
Governance reporting structure in place
through an established Quality and
Outcomes Committee, Our internal
business planning and associated
monitoring processes underpin the
triangulation of our quality, workforce and
finance objectives. Our Operating Plans
are developed through the five clinical and
Trust Services corporate divisions with
monthly and quarterly Divisional Reviews
conducted with the Executive team. The
Trust’s Clinical Quality Group monitors
compliance with Care Quality Commission
Fundamental Standards on an ongoing
basis and our Quality and Outcomes
Committee monitors performance against
a range of performance standards.

4.1.7 Statement as to Disclosure to
Auditors

The Trust Board of Directors confirms that
each individual who was a Director at the
time that this report was approved has
certified that:

So far as the Director is aware, there is no
relevant audit information of which the
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NHS foundation trust’s Auditor is unaware,
and; the Director has taken all the steps
that they ought to have taken as a Director
in order to make themselves aware of any
relevant audit information and to establish
that the NHS foundation trust’s Auditor is
aware of that information.

4.1.8 Prompt Payments Code

The Trust aims to pay its bills promptly
and is a signatory to the Prompt Payments
Code (PCC) which stipulates that its
members should pay 95% of invoices
within 60 days and aim to move towards
30 days as a norm. The Trust’s
performance against the 60 day target is
set out in the table below:

Table 14: Performance against Prompt
Payments Code

Year ended Year ended
31 March 31 March
2017 2016
Total invoices
paid in the year | 167,704 165,581
Total invoices
paid within 60
days 158,250 157,702
Percentage of
inwices paid
within 60 days 94% 95%

The Trust ensures all invoices are properly
authorised before being paid. The
complexity of services provided by other
organisations requires detailed checking
by clinical staff, both in terms of activity
and services provided. Clinical staff
responsible for the authorisation of
invoices will prioritise clinical care during
periods of resource pressure.

4.1.9 Council of Governors

NHS Foundation Trusts are ‘public benefit
corporations’ and are required by the
National Health Service Act 2006 to have
a Council of Governors (the Council), the
general duties of which are to:

e Hold the Non-executive Directors
individually and collectively to account
for the performance of the board of
directors

e Represent the interests of the
members of the corporation as a
whole and the interests of the public.

The Council is responsible for regularly
feeding back information about the Trust’'s
vision, strategy and performance to their
constituencies and the stakeholder
organisations that either elected or appointed
them. The Council discharges a further set of
statutory duties whichinclude appointing, re-
appointing and removing the Chairman and
Non-executive Directors, and approving the
appointment and removal of the Trust’s
External Auditor.

The Council and Board of Directors
communicate principally through the
Chairman who is the formal conduit between
the two corporate entities. Clear
communication between the Board and the
Council is further supported by governors
regularly attending meetings of the Board,
and Executive and Non-executive Directors
regularly attending meetings of the Council.

Communications and consultations between
the Council and the Board include the Trust’s
annual Quality Report; strategic proposals;
clinical and service priorities; proposals for
new capital developments; engagement of
the Trust’s membership; performance
monitoring; and reviews of the quality of the
Trust’s services.

The Board of Directors present the Annual
Accounts, Annual Report and Auditor’s
Report to the Council at the Annual
Members’ Meeting.

The Council has developed a good working
relationship with the Chairman and Directors,
and through the forums of governors’ focus
groups (dealing with matters of constitution;
strategy and planning; and quality and
performance monitoring), development
seminars and informal meetings, governors
are provided with information and resources
to enable them to engage in a challenging
and constructive dialogue with the Trust
Board of Directors.
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Meetings of the Council are scheduled to
follow the Board meetings held in public,
and good attendance by governors at both
has meant governors are kept up to date
on current matters of importance and have
the opportunity to follow up on queries in
more detail with all members of the Board.

There were four Council meetings in the
year, and in addition to being attended by
governors and the Trust Board, they were
also open to members and the general
public, including the Annual Members’
Meeting.

Governors are required to disclose details
of any material interests which may
conflict with their role as governors at
each Council meeting. A register of
interests is available to members of the
public by contacting the Trust Secretary at
the address given in Appendix B of this
report.

All governor and membership meetings
and activities formally report into the
Council meetings, with many of these
updates led by governors. There is also a
standing agenda item of an update from
the Chief Executive, providing an
opportunity to brief governors on the
significant issues facing the Trust, provide
updates on developments and report on
performance. The structure of the agenda
for the meeting of the Council allows time
for governors’ questions and discussion.
This is valued by governors and Board
members alike, and has helped to provide
greater interaction between the two
groups.

At the Council meeting in April 2016,
governors approved the appointment of
the lead governor as a joint role between
Angelo Micciche and Mo Schiller.

At the Council meeting in October 2016
the group approved the recommendation
to extend the contract of the External
Auditors, PwC, by a period of 12 months
as of 1 July 2016. The Council agreed at
the same meeting to set up a task-and-
finish group to consider the selection of a
new External Auditor from 30 June 2017.
The panel included three governors and
three Non-executive Directors, and met
four times between November 2016 and

March 2017. At the Council of Governors
meeting in April 2017, governors approved
the appointment of PwC as the Trust’s
External Auditors for the three-year period
commencing 2017-2020.

At the Council meeting in October 2016
the group also approved changes to the
Trust Constitution, brought forward by the
Constitution Focus Group and ratified by
the Trust Board in November 2016.

Further comment on the interaction of the
Council and the Trust Board of Directors is
provided in the Annual Governance
Statement included in section 4.7 of this
report.
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Table 15: Membership and attendance at
Council of Governors meetings 2016/17

Number of Council of

Governors meetings 4
2016/2017

Chairman: John Savage C34)
Governors

Public South Gloucestershire
Pauline Beddoes 2(4)
Tony Tanner 0(1)
Malcolm Watson 3(3)
Public North Somerset

Graham Briscoe 4(4)
Clive Hamilton 4(4)
Public Bristol

Bob Bennett 1(4)
Syhia Townsend 1(2)
Brenda Rowe 0(1)
Mo Schiller 3(4)
Sue Silvey 3(4)
Carole Dacombe 3(3)
Tom Frewin 2(3)
Public (Rest of England and Wales)
Tony Rance 0(1)
Hussein Amiri 13
Jonathan Seymour-Williams 0(3)

Local Patient Governors who live in
Bristol, North Somerset and South

Gloucestershire

Edmund Brooks 2(4)
Angelo Micciche 34)
Ray Phipps 3(4)
Anne Skinner 1(4)
John Steeds 1(1)
Pam Yabsley 1(2)
Rashid Joomun 2(3)
Kathy Baxter 13)
Carers of patients 16 years and over
Wendy Gregory 1(2)
Sue Milestone 2(4)
Garry Williams 2(3)
Carers of patients under 16 years
Lorna Watson | 2(4)
Staff Non-clinical Healthcare
Professional

Karen Stewvens 3(4)
Mily Yogananth 3(3)

Staff Other Clinical Healthcare
Professional

Thomas Davies 0(1)
Andy Coles-Driver 2(3)
Staff Medical and Dental

lan Davies | 14)
Staff Nursing and Midwifery
Florene Jordan 4(4)
Ben Trumper 1(1)
Maria Wahab 0(3)
Appointed Governors

Marc Griffiths 04)
Tim Peters 34)
Bill Payne 1(1)
Carole Johnson 1(2)
Sue Hall 0(1)
Emma Roberts 0(2)
(Jun-Dec 2016)

Jim Petter 0(1)
Jeanette Jones 3(4)
Julia Lee 0(2)
Isla Phillips 0(2)
Beatrice Lander 0(2)
Olivia Garrett 0(2)
Non-executive Directors

Emma Woollett C1, 2(0)
David Armstrong 4(0)
Julian Dennis 3(0)
Lisa Gardner 1(0)
John Moore 1(0)
Anthony (Guy) Orpen 2(0)
Alison Ryan 3(0)
Jill Youds 2(0)
Executive Directors

Owen Ainsley 2(0)
Paula Clarke 3(0)
Sue Donaldson 1(0)
Deborah Lee 1(0)
Paul Mapson 3(0)
Carolyn Mills 3(0)
Alex Nestor 3(0)
Sean O’Kelly 3(0)
Robert Woolley 4(0)

The figure in brackets denotes the number of meetings
an individual could be expected to attend by virtue of
their membership ofthe Council. A figure of zero in
brackets (0) indicates thatthe individual was nota
member or that their attendance was not mandatory. ‘C’
denotes the Chair of the meeting. Sickness or other
reasons forabsence are notrecorded.
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4.1.10 Governors’ Nominations and
Appointments Committee

The Governors’ Nominations and
Appointments Committee is a formal
Committee of the Council established in
accordance with the NHS Act 2006, the
UH Bristol Trust Constitution, and the
Foundation Trust Code of Governance for
the purpose of carrying out the duties of
governors with respect to the appointment,
re-appointment, removal, remuneration
and other terms of service of the
Chairman and Non-executive Directors.
There are 12 governor members.

The Committee met on six occasions
during the course of the year. The
Committee reviewed the annual appraisal
of performance for the Chairman and Non-
executive Directors. They received six-
monthly reports from the Chairman and all
Non-executive Directors of their activity at
the Trust; reviewed Non-executive
Director portfolios and considered
succession planning. They also reviewed
the current remuneration of Non-executive
Directors and recommended no changes
at present.

The Committee supported the continuation
of the third term of office of John Savage
as Chairman and EmmaWoollett as Vice-
Chair. They supported a six-month
extension to John Savage’s term of office
as Chairman until 30 November 2017; a
six-month extension to Emma Woollett’s
term of office as Vice-Chair until 31 May
2018; and a six-month extension to Lisa
Gardner’s term of office as Non-executive
Director until 30 November 2017. The
Committee agreed to support the re-
appointment of David Armstrong and
Alison Ryan for a further three-year term
of office until November 2019. Governors
agreed that in Alison’s case, her three-
year term of office could include a one-
year sabbatical from August 2017 to
August 2018. The Committee also
supported the re-appointment of Jill Youds
and Julian Dennis as Non-executive
Directors for a second three-year term
until 31 May 2020 and 27 November 2020
respectively.

As the Chairman and two Non-executive
Directors were due to end their final terms

of office in 2017/18, the Committee
reviewed and approved the process to be
followed in relation to the appointment of a
new Chairman and Non-executive
Directors. External recruitment consultants
Odgers Berndtson are the search
consultants for both the Chairman and
Non-executive Director positions. Plans
include significant governor involvement in
the selection procedure. It is anticipated
that appointments will be made during
2017/18.

4.1.11 Performance and development of
the Council of Governors

There is continued focus on supporting the
Council to have closer links and increased
contact with the Trust Board members,
and to improve the content and structure
of meetings held for governors. For
example, Non-executive Directors attend
the governor project focus groups and
take it in turns to chair the meetings of the
Chairman and Non-executive Directors’
Counsel. These interactions allow for open
discussion at regular intervals throughout
the year.

The quarterly Governor Development
Seminars form an important part of the
programme of development for governors.
The programme for the seminars is
developed with governors to ensure topics
relate to key themes from across the Trust
and are in response to areas outlined by
governors for which they require further
information and understanding. The aim of
delivering this agenda is to provide
Governors with an overview and insight
that will enable them to best undertake
their role and support the Board in the
year ahead.

4.1.12 Governor elections

Governor elections are held every two
years out of three. 2016 was an election
year and there were 15 seats up for
election over eight constituencies.
Nominations ran from 7 March to 6 April,
with a ballot vote from 28 April to 24 May.
New governors took up office on 1 June
2016.

Six governors were elected unopposed as
their constituencies were uncontested:
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e Public-Rest of England and Wales
(2 to elect) — Hussein Amiri and
Jonathan Seymour-Williams

e Public-South Gloucestershire (2 to
elect) — Pauline Beddoes (re-

elected) and Malcolm Watson

e Staff-Nursing and Midwifery (2 to
elect) — Florene Jordan (re-
elected).

e Staff -Other Clinical Healthcare
Professionals (1 to elect) — Andy
Coles-Driver

Eight governors were elected following a
ballot:

e Public-Bristol (2 to elect): Carole
Dacombe and Tom Frewin

e Patient-Carer of Patients 16 years
and over (2 to elect): Sue
Milestone (re-elected) and Garry
Williams

e Patient-Local (3 to elect): Ray
Phipps (re-elected), Rashid
Joomun and Kathy Baxter

o Staff-Non-clinical (1 to elect):
Sharmily Yogananth (1 year

term).

Following these elections, one vacancy
remained in the Staff-Nursing and
Midwifery constituency. An election to fill
the vacancy in this constituency was re-
run in June 2016, and as a result, Maria
Wahab was elected unopposed and took
up office in July 2016.

The following appointments were made to
our Appointed Governor roles:

e Beatrice Lander and Olivia
Garrett joined the Council as the
appointed governors from the
Trust’s Youth Involvement Group,
for a one year term of office from
September 2016

e Emma Roberts, Director of
Corporate Affairs and Company
Secretary at Avon and Wiltshire
Mental Health Partnership NHS
Trust, held office as an Appointed
Governor from June to December
2016

e CllIr Carole Johnson took up
office as the Appointed Governor
from Bristol City Council from
September 2016. Carole
represents Ashley ward and sits on
the Ashley, Easton and Lawrence
Hill Neighbourhood Partnership,
and Neighbourhoods Scrutiny
Commission.

In the latter half of the year, planning was
undertaken to support governor elections
in 2017, in which there were 14 seats up
for election across seven constituencies.
Nominations took place from 7 March
2017 to 4 April 2017, and elections were
scheduled to run from 28 April to 24 May
2017. There were candidates standing in
all vacant seats.
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Table 16: Governors by constituency — 1 April 2016 to 31 March 2017

Constituency Name Tenure Elected or
Appointed
Public Governors
Public South Gloucestershire Pauline Beddoes June 2010 to May 2019 Elected
Public South Gloucestershire Tony Tanner June 2013to May 2016 Elected
Public South Gloucestershire Malcolm Watson June 2016 to May 2019 Elected
Public North Somerset Clive Hamilton June 2011 to May 2017 Elected
Public North Somerset Graham Briscoe June 2014 to May 2017 Elected
Public Bristol Mo Schiller June 2008 to May 2017 Elected
Public Bristol Sue Silvey June 2011 to May 2017 Elected
Public Bristol Bob Bennett June 2014 to May 2017 Elected
Public Bristol Brenda Rowe June 2013to May 2016 Elected
Public Bristol Sylvia Townsend Mar 2015 to May 2016 Elected
Public Bristol Carole Dacombe June 2016 to May 2019 Elected
Public Bristol Tom Frewin June 2016 to May 2019 Elected
Public Restof England and Tony Rance June 2013to May 2016 Elected
Wales
Public Restof England and Hussein Amiri June 2016 to May 2019 Elected
Wales
Public Restof England and Jonathan June 2016 to May 2019 Elected

Wales

Seymour-Williams
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Patient Governors

Local Patient Governors who John Steeds June 2010to May 2016 Elected
live in Bristol, North Somerset
and South Gloucestershire

Local Patient Governors who Pam Yabsley September 2012 to May 2016| Elected
live in Bristol, North Somerset
and South Gloucestershire

Local Patient Governors who Angelo Micciche October 2013 to May 2017 Elected
live in Bristol, North Somerset
and South Gloucestershire

Local Patient Governors who Anne Skinner June 2008 to May 2017 Elected
live in Bristol, North Somerset
and South Gloucestershire

Local Patient Governors who Edmund Brooks June 2014 to May 2017 Elected
live in Bristol, North Somerset
and South Gloucestershire

Local Patient Governors who Ray Phipps Mar 2015 to May 2019 Elected
live in Bristol, North Somerset
and South Gloucestershire

Local PatientGovernors who Rashid Joomun June 2016 to May 2019 Elected
live in Bristol, North Somerset
and South Gloucestershire

Local PatientGovernors who Kathy Baxter June 2016 to May 2019 Elected
live in Bristol, North Somerset
and South Gloucestershire

Carers of patents 16 years and Wendy Gregory June 2008 to May 2016 Elected
over
Carers of patents 16 years and Sue Milestone June 2013to May 2019 Elected
over
Carers of patients 16 years and | Garry Williams June 2016 to May 2019 Elected
over
Carers of patients under 16 years| Philip Mackie June 2008 to May 2016 Elected
Carers of patients under 16 years| Lorna Watson June 2008 to May 2017 Elected
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Staff Governors

Medical and Dental lan Davies June 2013to May 2017 Elected

Nursing and Midwifery Florene Jordan June 2010to May 2019 Elected

Nursing and Midwifery Ben Trumper June 2013to May 2016 Elected

Nursing and Midwifery Maria Wahab June 2016to May 2017 Elected

Non-clinical Healthcare Professiona] Karen Stevens June 2014 to May 2017 Elected

Non-clinical Healthcare Professiona| SharmilyYogananth June 2016 to May 2017 Elected

Other Clinical Healthcare Thomas Davies June 2014 to May 2016 Elected

Professional

Other Clinical Healthcare Andy Coles-Driver June 2016 to May 2019 Elected

Professional

Appointed Governors

University of Bristol Tim Peters March 2011 to May 2017 Appointed

University of the West of England Marc Griffiths October 2013 to May 2017 Appointed

Bristol City Council Bill Payne July 2014 to May 2016 Appointed

Bristol City Council Carole Johnson September2016to Appointed
May 2017

A Wiltshire M I Health .

T\r/SQtand litshire Mental Healt Sue Hall June 2014 to May 2016 Appointed

Avon and Wiltshire Mental Health Emma Roberts June 2016to Appointed

Trust December2016

South Western Ambulance Service | Jim Petter December2013to Appointed

NHS Foundation Trust May 2016

Joint Union Committee Jeanette Jones June 2008 to May 2017 Appointed

Voluntary/Community Groups Vacancy Appointed

Youth Council JuliaLee September2015to Appointed
August 2016

Youth Council Isla Phillips September 2015 to August 2016 Appointed

Youth Involvement Group (formerly | Beatrice Lander September 2016 to Appointed

Youth Council) August 2017

Youth Involvement Group (formerly | Olivia Garrett September2016to Appointed

Youth Council) August 2017
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4.1.13 Foundation Trust membership

The Trust maintains a broadly
representative membership of people from
eligible constituencies in keeping with the
NHS Foundation Trust governance model
of local accountability through members
and governors.

The Trust has three membership
constituencies as follows:

e A public constituency comprising
Bristol; North Somerset; South
Gloucestershire; and Rest of
England and Wales

e A patient constituency comprising
local patients; carers of patients 16
years and over; and carers of
patients under 16 years

e A staff constituency comprising
medical and dental; nursing and
midwifery; other clinical healthcare
professionals; and non-clinical
healthcare professionals.

Eligibility for public membership is open to
members of the public who are not eligible
to become a member of the Trust’s staff
constituency, are not members of any
other constituency and are seven years of
age and above. The patient constituency
is open to all those who have attended
one of the Trust’s hospitals as a patient, or
as the carer of a patient, and who are
neither eligible to become a member of
the staff constituency nor are less than
seven years of age. Staff are automatically
registered as members on appointment
and may opt out if they wish. Information
on opting out of the scheme is included in
induction packs and on the intranet.

Membership numbers have declined in
2016/17. At 31 March 2017 public and
patient membership totalled 9,397 and
staff membership 10,269. The combined
membership at 31 March 2017 stands at
19,666. It should be noted that the fall in
staff members follows a refresh of the staff
database at the end of December 2016
and again at the end of March 2017.

Table 17: Members of the Foundation T

Public constituency 2016/17
At year start (1 April 2016) 6,389
New members 57
Members leaving (928)
Atyear end (31 March 2017) | 5,518
Patient constituency 2016/17
Atyear start (1 April 2016) 4,636
New members 19
Members leaving (776)
Atyear end (31 March 2017) | 3,879
Staff constituency 2016/17
At year start (1 April 2016) 10,859
New members 1,864
Members leaving (2,454)
Atyear end (31 March 2017) | 10,269

4.1.14 Membership strategy

During the year the membership team, in
agreement with the governors, reviewed
the Membership and Engagement
Strategy to outline priorities of work for the
following year ahead, which included work
to refresh our membership database as
outlined below. At the Council meeting in
October 2016 it was agreed that priorities
would be managed quarterly going
forwards, with activity focused on the
governor election campaign and related
promotion from January to April 2017.

During the year a suite of new
membership materials, including a new
membership application form, poster and
banner, were completed alongside
improvements to the membership section

of the Trust website.

Governors have played an active role in
both Trustand external partnership
events, ‘Health Matters’ events for
members and governor election
information events throughout the year —
all providing opportunities to talk to
members and receive their feedback on
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the Trust and its services. Governors have
also contributed to membership features in
the public edition of the Trust’s Voices
magazine, for members and the local
community.

An appeal for members to update their
contact information was sent out with the
Jan/Feb 2017 edition of VVoices magazine.
At the same time a large number of
members flagged as ‘gone away’ on the
membership database. As a result there
has been an overall reduction of around
1,600 public and patient members in
2016/17. In spite of the fall we have seen
a step forward in terms of membership
activity and now have a better picture of
who are members are (seetable 11). In
2017/18 we will continue to focus on
membership engagement, but review our
methods and practices, and outline plans
for targeting any underrepresented
members or constituencies where
membership numbers are low to ensure
our membership remains representative.
Further information about membership
along with details of how members can
contact their governors is available on the
Trust website:
www.uhbristol.nhs.uk/membership and at
Appendix B.

Table 18: Analysis of current membership

Number of | Eligible
Constituency | members membership

Public

Age (years):

7-16 175 185,085
17-21 319 63,521
22+ 4,823 691,317
Ethnicity

White 4,703 806,242
Mixed 71 21,138
Asian or

Asian British 179 32,531
Black or

Black British 127 28,584
Other 2 5,072
Socio-economic groupings:

AB 1,595 72,696
Cci 1,630 91,716
Cc2 1,098 56,721
DE 1,183 63,324

Gender analysis

Male 2,361 466,594
Female 3,042 473,328
Patient

Age (years):

7-16 211 n/a
17-21 200 n/a
22+ 3,438 n/a
Staff

Members 10,269

This analysis excludes public and patient
members with no date of birth (231), no stated
ethnicity (436) and no stated gender (115).
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4.2  An Overview of Quality

The Trust’s objectives, values, quality and
efficiency strategies provide a clear message
to all staff that high quality services and
excellent patient experience are the first
priority for the Trust.

We have muchto be proud of. Following
the CQC inspection in November 2016, the
CQC has assessed the Trust as Outstanding
becoming the first Trustin the country to go
from Requires Improvement to Outstanding
between two inspections.

The Trust’s quality strategy has remained
focussed on responding to national
requirements and delivering our commitment
to address aspects of care that matter most
to our patients. Which they describe as:
keeping them safe; minimising waiting for
treatment; being treated as individuals; being
involved in decisions about their care; being
cared for in a clean and calm environment;
receiving appetising and nutritional food and
achieving the best clinical outcomes possible
for them. The safety of our patients, the
quality of their experience of care, and the
success of their clinical outcomes are at the
heart of everything we want to achieve as a
provider of healthcare services. The Trust
has continued to make progress in the last 12
months to improve the quality of care that we
provide to patients and address any known
guality concerns.

The Trust’s quality improvement programme
has shown us what is possible when we have
a relentless focus on quality improvement.
Healthcare does not stand still. We need to
continuously find new and better ways of
enhancing value, whilst enabling a better
patient experience and improved outcomes.

Never has there been a greater need to
ensure we get the best value from all that we

LISTEN LEARN ACT

4.2.1 Our Patient Safety Improvement
Programme 2015-2018

We reported last year on the development of
our ‘Sign up to Safety’ programme, building
on our previous involvement in the Safer
Care South West programme and the
partnership work with colleagues in the West
of England Patient Safety Collaborative to
identify and develop opportunities for system
wide safety improvements and to share and
learn from each other.

In line with the national Sign up to Safety
initiative, the overall aim of our programme is
to reduce mortality and harm to patients. In
2016/17 we have refined our overall
measures of the programme, recognising that
the measurement of avoidable mortality and
avoidable harm is more complex than a
single indicator.

4.2.2 Stakeholder relations

UH Bristol is currently not engaged in any
formal consultation process with the Local
Authorities or Health Overview and Scrutiny
Committees (HOSCs) to support any major
changes in services for our patients. There
have, however, been a number of
developments to services over the past 12
months including the development of a new
model for the delivery of Sexual Health
Services and participation in a new service
provider partnership for the delivery of
community child health services. The Trust
has also entered into an agreement to
support Somerset Dermatology services over
the next 12 months and continues to engage
actively in conversations with other local
providers, through the STP to continue to
develop our services in BNSSG to improve
services for patients in the local population.
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UH Bristol has been supporting the North
Somerset Sustainability Board public
engagement exercise relating to future
services at Weston Area Health NHS Trust
(WAHT) for the patients of North Somerset.
The Boards of WAHT and UH Bristol have
agreed to establish a formal partnership
arrangement, increasing the level of joint
working between the two Trusts. This new
collaboration is being created as part of the
NHS vision of developing networks between
smaller and larger Trusts and reflects the
ongoing North Somerset Sustainability
programme to build a strong future for
Weston General Hospital. This arrangement
builds on long-standing, positive working
relationships which give local people access
to a range of services delivered or supported
by Bristol and Weston clinicians. The
agreement between WAHT and UH Bristol is
an important first step towards the vision set
out in the local STP of a more integrated
provider landscape across Bristol, North
Somerset and South Gloucestershire.

Further information is contained within
the Quality Reportin Appendix C.

4.2.3 Research and Innovation

Research remains an essential part of
delivering excellent evidence-based care and
the services we deliver as part of the trust’s
tripartite mission to provide exceptional
healthcare, research and teaching every day.

During 2016/17 over 5,000 of our patients
gave their time to take part in the research
that we lead and host at UH Bristol.

Building on our successes of the last five
years in translational research, we have been
awarded a Biomedical Research Centre
which will run between 2017 and 2022. From
April 1% 2017, UH Bristol has, in partnership
with the University of Bristol, been awarded
£20.8m over five years, in the latest round of
National Institute for Health Research (NIHR)
Biomedical Research Centre awards. The
funding will allow us to build on our existing
programmes in cardiovascular disease and
nutrition, diet and lifestyle - with the addition
of themes in surgical innovation, reproductive
and perinatal health and mental health.
Working in close partnership with the
University of Bristol, North Bristol NHS Trust

(NBT) and Avon and Wiltshire Mental Health
Partnership (AWP), we will draw together
population studies, laboratory science and
patient-based research to benefit our patients
and the local population.

Our NIHR grant income has remained steady
at around £7m during 2016/17. The total
value of our NIHR grant income continues to
increase year on year, comprising NIHR
Collaboration for Leadership in Applied
Health Research (CLAHRC) West, 2 NIHR
Biomedical Research Units (BRUs)17 NIHR
project or programme grants and 4 NIHR
Fellowships.

New grants awarded in 2016/17 were: an
Health Technology Assessment (HTA) trial
comparing gabapentin and placebo alongside
other pain regimens in surgical patients - this
is a £1.1 million grant led by Professor Chris
Rogers and Dr Ben Gibbison; Dr Charlotte
Bradbury has been awarded £350,000 by
NIHR to trial first line treatment pathways in
immune thrombocytopaenia. We have also
started to set up Professor Julian Hamilton-
Shield’s grant to evaluate and validate a
novel way of measuring breath ammonia. He
is working in partnership with the NIHR and
industry to investigate ways of managing rare
metabolic diseases in children through the i4i
funding stream, and was awarded just over
£700,000. We have worked with researchers
to submit 12 grant applications for NIHR
funding, and whilst not all will be successful,
this is a measure of the trust’s engagement
with research.

Three of our sponsored grants have
completed recruitment to target this year and
will be drawing to a close:
e Reducing Arthritis Fatigue - clinical
Teams using cognitive-behavioural
approaches (RAFT)

¢ Can skin grafting success rates in
burn patients be improved by using a
low friction environment — a feasibility
study? (SILKIE)

e Trial of Optimal Therapy for
Pseudomonas Eradication in Cystic
Fibrosis (TORPEDO). Further
information is available on our website
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Our relationships with our partner NHS trusts
within the NIHR Clinical Research Network:
West of England (CRN:WoE) have developed
over the last year as we have embraced our
role as part of an integrated network. We
have been working closely with our local CRN
colleagues to improve our performance in
recruiting patients to the research we have
open and to share best practice with other
trusts and research staff in the network. This
has been facilitated through workshops and
project work.

We have demonstrated our commitment to
improving and sustaining our performance in
setting up and recruiting to research across a
range of commercial and non-commercial
studies. In a number of areas, including
ophthalmology, cardiology, oncology and
paediatrics we have recruited first global
patients and first national patients, and been
recognised as top recruiter in the UK and
globally.

As a university hospital, one of our aimsis to
share our skills and support each other in
developing colleagues and new areas of
work. Our Research Matron has been
seconded to a senior role within the CRN
core team to co-ordinate a team of research
staff working in primary care, and to lead on
the workforce development function for the
local clinical research network going into the
new financial year. In our clinical divisions,
our Commercial Research Manager has been
seconded to work with the Bristol Eye
Hospital to develop collaborative research
with the US National Institutes of Health.

We have maintained a significant level of
income through collaborative and contract
commercial trials, and we have generated
£2.2 million in 2016/17. Our intention is to
build on this in 2017/18, bringing commercial
research opportunities to new specialties and
expanding our work in existing areas such as
haematology and oncology.

The research we have been part of has also
driven changes to clinical practice. Examples
of these impacts are:

e Our sponsored trial investigating the
effectiveness, safety and cost
effectiveness of adalimumab in
combination with methotrexate for the
treatment of juvenile idiopathic arthritis
associated uveitis has resulted in a
change in commissioning advice, and has
been submitted to a high impact journal
for publication.

e Adjuvant treatment for pancreatic patients
has changed due to the Espac 4 Trial
which has been running at UH Bristol
since 2009. The primary outcome has
been published and has shown positive
results, with an impact on patient long
term survival .

As we move into 2017/18 our focus will be on
developing and supporting research that will

bring benefit to patients, and using the funds

that we have most effectively, so that we can
maximise our impact.
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4.3 Remuneration Report

4.3.1 Annual Statement on Remuneration

The remuneration and allowances, and the
other terms and conditions of office of the
Executive Directors are determined by the
Remuneration, Nominations and
Appointments Committee which is
established by the Board in accordance with
Schedule 7 of the NHS Act 2006 (paragraph
18(2)), paragraph 30.3 of the University
Hospitals Bristol NHS Foundation Trust
Constitution, and the NHS Foundation Trust
Code of Governance Provision D.1. For
statement of Accounting Officers
responsibilities — see page 46 of the Annual
Accounts.

The Remuneration, Nominations and
Appointments Committee consists of all Non-
executive Directors and the Chairman of the
Trust Board of Directors. The Committee is
chaired by the Senior Independent Director of
the Trust. A summary of the business of the
Committee during 2016/17 including
membership, the dates of meetings and
attendance of members are included in
section 4.5 of this report.

In line with the Trust’s remuneration policy, a
Very Senior Manager (VSM) will be appointed
as a Director and member of the Trust Board
of Directors by the Remuneration,
Nominations and Appointments Committee of
the Board.

In reviewing the suitability of pay and
conditions of employment for VSM, the
Committee takes account of the principles
and provisions of the Foundation Trust Code
of Governance, national policy in respect of
VSM pay, national pay awards, comparable
employers, national economic factors and the
remuneration of other members of the Trust’s
staff.

4.3.2 Senior Manager's Remuneration Policy

The overarching policy statementis as
follows: 'Levels of remuneration should be
sufficient to attract, retain and motivate
directors of quality, and with the skills and
experience required to lead the NHS
Foundation Trust successfully, but an NHS
Foundation Trust should avoid paying more
than is necessary for this purpose and should
consider all relevant and current directions
relating to contractual benefits such as pay
and redundancy entitlements.' For the
purposes of the annual report, the definition
of VSM is the Executive Directors of the
Board.

The remuneration policy has been reviewed
and is in line with the principles contained in
the letter from the Secretary of State in
respect of VSM Pay dated 2 June 2015,
October 2016 and guidance issued in
February 2017 from NHS Improvement/NHS
England. In this context, there are currently
four VSMs employed at the Trust with an
annual salary greater than the salary of the
Prime Minister.

The Trust has, in setting these salaries, taken
into account market conditions in the public
sector as a whole and the NHS in particular.
The Trust is satisfied that having regard to
these factors that remuneration to these very
senior managers is reasonable and compares
favourably with the rest of the public sector.

These are also included in Section 6.8 of the
Annual Accounts 2016/17 attached at
Appendix D. Accounting policies for
pensions and other retirement benefits (which
apply to all employees) are also contained in
Note 1 of the Annual Accounts.
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The following tables show the remuneration for the senior managers of the Trust for 2016/17 and
2015/16. There were no taxable benefits, annual performance related bonuses or exit packages
paid to any director in either year. This information has been subject to audit.

Table 19: Remuneration for the senior managers of the Trust 2016/17

Directors remuneration for 2016/17 (£’000) Salary Pension Total
Related
Benefits

(bands of (bands of (bands of

£5,000) £2,500) £5,000)
Chair
John Savage 50-54 n/a 50-54
Executive Directors
Robert Woolley, Chief Executive 190-194 97.5-99.9 290-294
Owen Ainsley, Chief Operating Officer from 13 June
2016 until 12 February 2017 70-74 35.0-37.4 110-114
Paula Clarke, Director of Strategy and Transformation
from 1 April 2016 130-134 27.5-29.9 155-159
Sue Donaldson, Director of Workforce and
Organisational Dewelopment until 12 March 2017 115-119 - 115-119
Deborah Lee, Chief Operating Officer and Deputy
Chief Executive until 12 June 2016 30-34 10.0-12.4 40-44
Paul Mapson, Director of Finance and Information 155-159 12.5-14.9 170-174
Carolyn Mills, Chief Nurse 130-134 85.0-87.4 215-219
Alex Nestor, Acting Director of Workforce and
Organisational Dewelopment from 11 July 2016 65-69 42.5-44.9 110-114
Sean O'Kelly, Medical Director 195-199 7.5-9.9 205-209
Mark Smith, Deputy Chief Executive and Chief
Operating Officer from 13 February 2017 20-24 2.5-4.9 20-24
Non-executive Directors
David Armstrong 10-14 n/a 10-14
Julian Dennis 10-14 n/a 10-14
Lisa Gardner 15-19 n/a 15-19
John Moore 15-19 n/a 15-19
Anthony (Guy) Orpen 10-14 n/a 10-14
Alison Ryan 15-19 n/a 15-19
Emma Woollett 20-24 n/a 20-24
Jill'Youds 10-14 n/a 10-14

The ‘ pension-related benefits’ figures represent the increase during the year in the total value of the
pension and lump sum receivable on retirement, assuming that the pension is drawn for a period of
20 years. Consequently this is not the annual amount payable to the member on retirement. It is
calculated in accordance with guidance published by H M Treasury and takes into account the total
period of NHS employment to date and current salaries. The actual amount payable to an individual
annually on retirement will be dependent on future salary, the length of NHS employment on
retirement and when the pension is paid.
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Table 20: Remuneration for the senior managers of the Trust 2015/16

Directors remuneration for 2015/16 (£'000) Salary Pension Total
Related
Benefits

(bands of (bands of (bands of

£5,000) £2,500) £5,000)
Chair (Restated *) | (Restated *)
John Savage 50 - 54 n/a 50 - 54
Executive Directors
Robert Woolley, Chief Executive 190-194 42.5-44.9 230-234
Sue Donaldson, Director of Workforce and
Organisational Development 120-124 15.0-17.4 135-139
Deborah Lee, Director of Strategy and Deputy Chief
Executive until 30 April 2015 and Chief Operating 140-144 62.5-64.9 200-204
Officer and Deputy Chief Executive from 1 May 2015
Paul Mapson, Director of Finance and Information 150-154 0.0-2.4 150-154
Carolyn Mills, Chief Nurse 120-124 22.5-24.9 140-144
Sean O'Kelly, Medical Director 195-199 30.0-32.4 225-229
Anita Randon, Interim Director of Strategy from 3
August 2015 to 27 January 2016 100-104 n/a 100-104
James Rimmer, Chief Operating Officer until 30 April
2015 and Director of Strategy from 1 May 2015 to 2 40-44 10.0-12.4 50-54
August 2015
Non-executive Directors
David Armstrong 10-14 n/a 10-14
Julian Dennis 10-14 n/a 10-14
Lisa Gardner 15-19 n/a 15-19
John Moore 15-19 n/a 15-19
Anthony (Guy) Orpen 10-14 n/a 10-14
Alison Ryan 15-19 n/a 15-19
Emma Woollett 20-24 n/a 20-24
Jill Youds 10-14 n/a 10-14

There were no payments made for loss of office in either 2016/17 or 2015/16.

There were no payments to past senior managers in either 2016/17 or 2015/16

* Restated — Restated to deduct employee contributions from pension related benefits
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The following tables show the pension benefits for the senior managers of the Trust for 2016/17
and 2015/16.

Table 21: Pension benefits for the year ended 31 March 2017

Real Real Total Lump sum Cash Cash Real Employer
increasein | increasein accrued at age 60 Equivalent Equivalent Increase funded
pension at pension pension at related to Transfer Transfer in Cash contribution

pension lump sum pension accrued Value at 31 Value at Equivalent | to growthin
N age at pension | age at 31 pension at March 2017 31 March Transfer CETV

ame age March 31 March 2016 Value
2017 2017
(bands of (bands of | (bands of (bands of

£2,500) £2,500) £5,000) £5,000) £000 £000 £000 £000
Robert 17.5-
Woolley 5.0-7.4 19.9 60-64 185-189 1,377 1,159 191 95
Owen Ainsley 0-2.4 2.5-4.9 10-14 30-34 204 164 24 12
Paula Clarke 0-2.4 - 0-4 - 26 - 26 13
Sue 0-2.4 0-2.4 15-19 50-54 362 330 24 12
Donaldson - - ; :
Deborah Lee 0-2.4 0-2.4 30-34 100-104 664 553 20 10
Paul Mapson 0-2.4 2.5-4.9 70-74 215-219 n/a n/a n/a n/a

) 12.5-

Carolyn Mills 2.5-4.9 14.9 45-49 140-144 859 762 80 39
Alex Nestor 2.5-4.9 2.5-4.9 30-34 75-79 481 423 35 17
Sean O'Kelly 0-2.4 2.5-4.9 65-69 190-199 1,424 1,289 105 52
Mark Smith 0-2.4 0-2.4 30-34 100-104 677 583 10 5

This table includes details for the directors who held office at any time in 2016/17.

Real increases and employer's contributions are shown for the time in post where this has been
less than the whole year.

As non-executive members do not receive pensionable remuneration, there will be no entries in
respect of pensions for non-executive members.

A Cash Equivalent Transfer Value (CETV) is the actuarially assessed capital value of the pension
scheme benefits accrued by a member at a particular point in time. The benefits valued are the
member’s accrued benefits and any contingent spouse’s pension payable from the scheme. A
CETV s a payment made by a pension scheme, or arrangement to secure pension benefits in
another pension scheme or arrangement when the member leaves a scheme and chooses to
transfer the benefits accrued in their former scheme. The pension figures shown relate to the
benefits that the individual has accrued as a consequence of their total membership of the pension
scheme, not just their service in a senior capacity to which the disclosure applies. The CETV
figures and the other pension details, include the value of any pension benefits in another scheme
or arrangement which the individual has transferred to the NHS pension scheme. They also include
any additional pension benefit accrued to the member as a result of their purchasing additional
years of pension service in the scheme at their own cost. CETVs are calculated within the
guidelines and framework prescribed by the Institute and Faculty of Actuaries.

The real increase in CETV reflects the increase in CETV effectively funded by the employer. It
takes account of the increase in accrued pension due to inflation, contributions paid by the
employee (including the value of any benefits transferred from another pension scheme or
arrangement). The factors used to calculate the 2017 CETVs have increased; therefore the value
of CETV's for some members has increased by more than expected since 31 March 2016.
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Table 22: Pension benefits for the year ending 31 March 2016

Real Real Total Lump sum Cash Cash Real Employer
increase in | increase in accrued at age 60 Equivalent | Equivalent Increase funded
pension at pension pension at related to Transfer Transfer in Cash contribution

pension lump sum pension accrued Value at Value at Equivalent | to growthin
N age at pension age at 31 pension at | 31 March 31 March Transfer CETV

ame age March 31 March 2016 2015 Value
2016 2016
(bands of (bands of (bands of (bands of

£2,500) £2,500) £5,000) £5,000) £000 £000 £000 £000
Robert Woolley 2.5-4.9 10-12.4 55-59 165-169 1,159 1,069 84 42
Sue Donaldson 0-24 2.5-49 15-19 50-54 330 298 30 15
Deborah Lee 2.5-49 10.0-12.4 25-29 85-89 553 477 73 36
Paul Mapson 0-24 2.5-4.9 65-69 205-209 n/a 1,595 n/a n/a
Carolyn Mills 0-24 5.0-7.4 45-49 140-144 842 798 40 20
Sean O'Kelly 2.5-49 7.5-9.9 60-64 190-194 1,289 1,221 62 31
James Rimmer 0-24 2.5-4.9 40-44 125-129 739 666 23 12

This table includes details for the directors who held office at any time in 2015/16.
Real increases and employer's contributions are shown for the time in post where this has been
less than the whole year.

As non-executive members do not receive pensionable remuneration, there will be no entries in
respect of pensions for non-executive members.

(g7 %,

Signed.....oooiiiiiii
Robert Woolley, Chief Executive
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Table 23: Future Policy Table

Element of | How component Operation of the component | Description of the

pay supports short and long framework to assess

(component) | term objective/goal of pay and performance
the Trust

Basic Salary | Provides a stable basis | Individual pay is set for each | Pay is reviewed
for recruitment and Executive Director on annually by the
retention, taking into appointment; this is by Remuneration and
account the Trust’s reviewing salaries of Nomination
position in the labour equivalent posts within the Committee in respect
market and a need for | NHS. of national NHS
a consist approach to benchmarking.
leadership. (Please note that this does

not include additional In addition any

payments over and above Agenda for Change

the role such as clinical cost of living pay

duties and Clinical award, when agreed

Excellence award. Total nationally, is

remuneration can be found in | considered for

the remuneration tables in payment to the

the Annual Report on Executive Directors.

Remuneration.)
Performance is
reviewed annually in
relation to individual
performance based
on agreed objectives
set out prior to the
start of the financial
year.

Pension Provides a solid basis | Contributions within the Contribution rates are
for recruitment and relevant NHS pension set by the NHS
retention of top leaders | scheme. pension scheme.
in the sector.

Note 1: Where an individual Executive Director is paid more than £142,500, the Trust has
taken steps to assure that remuneration is set at a competitive rate in relation to other similar
NHS Trusts and that this rate enables the trust to attract, motivate and retain executive
directors with the necessary abilities to manage and develop the Trust’s activities fully for the

benefits of patients.

Note 2: The components above apply generally to all Executive Directors in the table and
there are no particular arrangements that are specific to an individual director.

Note 3: The Remuneration, Nominations and Appointments Committee adopts the principle
of the Agenda for Change framework when considering Executive Directors pay. However,
unlike Agenda for Change, there is no automatic salary progression within the salary scale.
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4.3.3 Fair pay multiple

The Trust is required to disclose the
relationship between the remuneration of
the highest-paid director and the median
remuneration of the organisation’s
workforce. The mid-point of the banded
remuneration of the Trust’s highest paid
director in 2016/17 was £197,500
(E2015/16, £197,500). This was 6.8 times
(2015/16, 6.9 times) the median
remuneration of the workforce, which was
£29,179 (2015/16, £28,750). In 2016/17,
no (2015/16, nil) employees received total
remuneration in excess of the highest paid
director. Remuneration ranged from
£15,251 to £195,501, (2015/16, £15,100 to
£188,971).

Total remuneration includes salary, non-
consolidated performance-related pay,
benefits-in-kind as well as severance
payments. It does not include employer
pension contributions and the cash
equivalent transfer value of pensions. This
information has been subject to audit.

4.3.4 Remuneration of Non-executive
Directors

The remuneration of the Chairman and
Non-executive Directors is determined by
the Governors’ Nominations and
Appointments Committee. The Committee
is a formal Committee of the Council of
Governors established in accordance with
the NHS Act 2006, the UH Bristol
Constitution, and the Foundation Trust
Code of Governance and has
responsibility to review the appointment,
re-appointment removal, remuneration and
other terms of service of the Chairman and
Non-executive Directors.

Members of the Committee are appointed
by the Council of Governors as setout in
paragraph 9 of Annex 6 of the Trust’s
Constitution (Standing Orders of the
Council of Governors). The membership
includes eight elected public, patient or
carer governors, two appointed governors,
and two elected staff governors.

The Committee is chaired by the
Chairman of the Trust in line with the
Foundation Trust Code of Governance,
and in his absence, or when the

Committee is to consider matters in
relation to the appraisal, appointment, re-
appointment, suspension or removal of the
Chairman, the Senior Independent
Director.

The purpose of the Committee with regard
to remuneration is to consider and make
recommendations to the Council of
Governors as to the remuneration and
allowances and other terms and conditions
of office of the Chairman and other Non-
executive Directors, and on a regular
basis, monitor the performance of the
Chairman and other Non-executive
Directors. There was no increase in the
remuneration of the Chairman and Non-
executive Directors in 2016/17.

4.3.5 Assessment of performance

All Executive and Non-executive Directors
are subject to individual performance
review. This involves the setting and
agreeing of objectives for a 12 month
period running from 1 April to 31 March
each year. During the year, regular
reviews take place to discuss progress,
and there is an end-of-year review to
assess achievements and performance.

Executive Directors are assessed by the
Chief Executive. The Chairman
undertakes the performance review of the
Chief Executive and Non-executive
Directors. The Chairman is appraised by
Senior Independent Director and rigorous
review of this process is undertaken by the
Governors’ Nominations and
Appointments Committee chaired for this
purpose by the Senior Independent
Director and advised by the Trust
Secretary. No element of the Executive
and Non-executive Directors’
remuneration was performance-related in
this accounting period.

4.3.6 Expenses

Members of the Council of Governors and
the Trust Board of Directors are entitled to
expenses at rates determined by the Trust
as shownin the table below.
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Table 24: Expenses paid to Governors and Directors

Year Directors Governors
No. in No. Amount No. in No. Amount
office reimbursed () office reimbursed ()
2016/17 19 14 13,347 48 13 4,367
2015/16 17 11 15,022 35 9 4,392

4.3.7 Duration of contracts

All Executive Directors have standard
substantive contracts of employment with
a six-month notice provision in respect of
termination. This does not affect the right
of the Trustto terminate the contract
without notice by reason of the conduct of
the Executive Director.

Qﬁc\dzﬁfe,7

Signed
Robert Woolley, Chief Executive
26 May 2017

4.3.8 Early termination liability

Depending on the circumstances of the
early termination, the Trust would, if the
termination were due to redundancy, apply
the terms under Section 16 of the Agenda
for Change Terms and Conditions of
Service; there are no established special
provisions. All other Trust employees
(other than Non-executive Directors) are
subject to national terms and conditions of
employment and pay.
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4.4  Staff Report

We recognise our workforce is our most valuable asset and have developed a clear
Workforce and Organisational Development Strategy. Our aim is to be an employer of choice
attracting, supporting and developing a workforce that is skilled, dedicated, compassionate,
and engaged, sothat it can continue to deliver exceptional care, teaching and research every

day.

1
#ProudToCare

4.4.1 Analysis of staff costs

The following table analyses the Trust's staff costs, following the format required by the
Foundation Trust Consolidation Forms (FTCs) and distinguishes between staff with a
permanent employment contract with the Trust (which excludes non-executive directors) and
other staff such as bank staff, agency staff and inward secondments from other organisations
where the Trustis paying the whole or the majority of their costs but the individual does not
have a permanent contract of employment. This information has been subject to audit.

Table 25: Analysis of staff costs

2016/17 2015/16

Total Permanent | Other Total Permanent | Other

£'000 £'000 £'000 £'000 £'000 £'000
Salaries and wages 298,684 277,484 | 21,200 | 290,087 265,701 | 24,386
Social security costs 26,859 25,999 860 20,760 19,674 1,086
Pension costs 34,631 33,770 861 33,277 32,170 1,107
Termination benefits 99 99 - 148 148 -
Agency/contract staff 11,229 - | 11,229 15,188 - | 15,188
Total Gross Staff Costs 371,502 337,352 | 34,150 | 359,460 317,693 | 41,767
Income in respect of salary recharges (2,406) (2,406) - (2,267) (2,267) -
netted off expenditure
Employee expenses capitalised (979) (592) | (387) (801) (739) (62)

368,117 334,354 | 33,763 | 356,392 314,687 | 41,705

Net employee expenses
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4.4.2 Analysis of average whole time equivalent staff numbers

An analysis of the average whole time equivalent staff numbers for 2016/17 and 2015/16 is
shown in the table below. The information uses the categories required by the Foundation
Trust Consolidation Forms (FTCs) and distinguishes between staff with a permanent
employment contract with the Trustand other staff such as bank staff, agency staff and
inward secondments from other organisations where the Trust is paying the whole or the

majority of their costs. This information has been subject to audit.

Table 26: Average Staff Numbers

2016/17 2015/16
Staff category Total Permanent Other Total Permanent Other
Medical and dental 1,159 1,066 93 1,102 1,008 94
Administration and estates 1,596 1,588 8 1,615 1,604 11
Healthcare assistant and 801 801 - 728 728 -
other support
Nursing, midwifery & health 2,982 2,976 6 2,908 2,900 8
\visitors
Scientific, therapeutic and 1,153 1,135 18 1,110 1,089 21
technical
Healthcare science staff 142 142 - 158 158 -
Agency and contract 144 - 144 161 - 161
Bank 399 - 399 370 - 370
Total staff 8,376 7,708 668 8,152 7,487 665

4.4.3 Education, Learning and Development

We are committed to high quality
Education, Learning and Development to
support the teaching of all staff groups
including undergraduates, postgraduates,
clinical and non-clinical to aid their lifelong
learning and continued development.

Our vision is to “enable our staff to deliver
exceptional patient care through our
excellence in education and our culture of
continuous learning and development.”

As one of the UK’s leading teaching
hospital trusts, closely linked to academic
institutions locally, nationally and
worldwide, we have an extremely
successful history of developing clinical
skills and careers. The Trust supports a
range of under-graduate and postgraduate
education placements such as medical,
dental, nursing and healthcare scientists,
and positively encourages post graduate
study and research for nursing, Allied
Health Care Professionals, Health Care
Scientists, medical and dental staff. This
includes active continuous professional
development that include; a variety of

courses and programmes provided by
Higher Education Institutions, together
with locally run programmes such as the
preceptorship programme; simulation
training courses, workshops, conferences,
seminars and e-Learning to keep
professionals up to date with the latest
clinical developments and patient safety
matters.

We have been focussing on the
development and implementation of a
robust apprenticeship offer for both new
and existing staff, in particular our bands 1
— 4 staff, to support the government
initiative to implement and deliver
apprenticeships at UH Bristol. This will
result in the Trust providing a wider range
of training and learning opportunities for
non-clinical members of staff, and improve
recruitment and retention for the

future. There are a variety of continuous
professional development opportunities to
encourage internal succession for staff
across all disciplines, alongside our
provision of quality induction and essential
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training programmes as the foundation for
new starters joining the organisation.

We have continued to build on the
excellent working partnerships with Health
Education England in the Southwest
including the Severn Deanery, and our
local Higher Education Institutions in
particular the Universities of Bristol and
the West of England, and we are
committed to continue working
constructively with them. We continue to
work closely with North Bristol NHS Trust
and other NHS organisations, and have
more recently created new relationships
with local Higher Education Institutions
such as South Gloucestershire & Stroud
College.

Our involvement with the Sustainability,
Transformation and Planning groups
(STPs), has placed a major focus on
workforce redesign to prepare staff to work
across different care settings to meet
patient needs and to upskill staff to
support initiatives such as Making Every
Contact Count; new roles such as
Physicians Associates and Associate
nurses; new ways of working to support
improved staff flexibility and the embracing
of research and innovation.

4.4.4 Equality and Diversity

The Trust serves a diverse community,
and is committed to eliminating
discrimination, promoting equality of
opportunity, and providing an environment
which is inclusive for patients, carers,
visitors and staff.

We aim to provide equality of access to
services and to deliver healthcare,
teaching, and research which are sensitive
to the needs of the individual and
communities. These commitments are set
out in the Trust’'s Equality, Diversity and
Human Rights Policy, and underpinned by
the Trust’'s Equality and Diversity Strategic
Objectives for 2016-2019:

e Toimprove access to services for
our local communities

e To improve the opportunities for
members of our diverse
communities to gain employment
with and progress within the Trust

e To work towards a more inclusive
and supportive working
environment for all of our staff.

The Director of Workforce and
Organisational Development is the
nominated Executive lead for equality and
diversity on the Trust Board, with day to
day responsibility for workforce equality
and diversity issues carried out by
members of the Workforce and
Organisational Development team.

The Equality and Diversity Group is
chaired by the Associate Director of
Workforce and Organisational
Development, and is the Trust’s key group
in relation to delivering the equality and
diversity objectives and ensuring that the
Trust is compliant with legislative and
regulatory requirements relating to equality
and diversity.

The Public Sector Equality Duty is a
requirement under the Equality Act 2010
and applies to public bodies and others
carrying out public functions. It requires
these organisations to publish information
to show their compliance with the Equality
Duty. The information must show that the
organisation has had due regard to the
need to:

e eliminate unlawful discrimination,
harassment and victimisation;

e advance equality of opportunity
between people who share a
protected characteristic and people
who do not;

o foster good relations between
people who share a protected
characteristic and people who do
not share it.

The range of equalities information
published by the Trust on its public
website includes an annual Equality and
Diversity Report, demographic information
in relation to its workforce and service
users, and measures to improve equality.

The Workforce Race Equality Standard
(WRES) requires NHS organisations to
show progress against nine measures of
workforce equality, including a specific
indicator of the level of black and minority
ethnic representation at Board level. The
Trust has now published two reports on
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the Standard, and progress is monitored
by the Trust Board.

4.4.5 The NHS Equality Delivery System
(EDS2)

The EDS2 is a toolkit which aims to help
organisation improve the services they
provide for their local communities and
provide better working environments for all
groups. The Trust is continuing with the
extensive piece of work required to grade
its performance against these goals and
outcomes (and to have the self-
assessment commented on by internal
and external stakeholders.)

Findings from the National Staff Survey
and Care Quality Commission scheduled
inspections are helpful in contributing to
the evidence to support delivery of the
WRES and EDS2. Both the WRES and
EDS2 are included in the 2017/2018
Standard NHS Contract.

4.4.6 The Accessible Information Standard

The Trust’'s Quality Objectives for
2016/2017 included full implementation of
the Accessible Information Standard (AIS),
ensuring that the individual needs of
patients with disabilities are identified so
that the care they receive is appropriately
adjusted. The AIS directs and defines a
specific, consistent approach to
identifying, recording, flagging, sharing
and meeting the information and
communication support needs of patients,
service users, carers and parents, where
those needs relate to a disability,
impairment or sensory loss.

4.4.7 Training and the Equality Act

Equality, Diversity and Human Rights is
one of the subjects included in the UK
NHS Core Skills Framework. Basic
information is included in the Trust Living
the Values training, delivered as part of
Trust Induction and as bespoke sessions.
A new on-line learning package is now
available to all staff and provides more
detailed information about the Equality
Act, the Public Sector Equality Duty, and
how the Trust fulfils its obligations.

4.4.8 Equality and diversity in the
workplace

Delivery of the Trust’'s Equality and
Diversity objectives relating to gaining
employment with and progressing within
the Trust, and providing an inclusive and
supportive working environment for all of
our staff is key to improving staff
experience in the workplace.

The experiences of staff from different
demographic groups are indicated by the
responses to the National Staff Survey
and the Workforce Race Equality
Standard. This information is provided in
the Trust’s Equality and Diversity Annual
Report and the WRES Report, available
on the Trust’'s website and updated in July
of each year.

The Trust’s recruitment procedures and
Policy reflect the requirement to advance
equality of opportunity, and include a
commitment to interview all applicants with
a disability who meet the minimum criteria
for a job vacancy.

The Trust has been accredited as a
Disability Confident Employer, and is a
Mindful Employer signatory — an initiative
which provides employers with access to
information, support and training relating
to staff who experience mental ill health.

The Trust has three Staff Forums which
meet regularly where staff can share
experiences, ideas and support:

e Black, Asian and Minority Ethnic
Workers Forum

e Living and Working with Disability,
lilness or Impairment Forum

e Lesbian, Gay, Bisexual and
Transgender Forum.

All three groups are represented on the
Trust’'s Equality and Diversity Group and
are integral to its work.

4.4.9 Analysis of staff diversity profile

The Trust’s annual statutory monitoring of
workforce and patient data reflects
information as at January 2017. Some of
the key workforce data is given in the
tables below. This data applies to staff
with a permanent employment contract
with the Trust.
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Table 27: Staff with permanent contract

January 2017

Gender — All staff with a permanent employment contract |Total %

Male 2,111 22.89%
Female 7,113 77.11%
Total 9,224 100.00%
Table 28: Directors by gender January 2017

Gender — Directors (Executive and non-Executive) Total %

Male 8 53.33%
Female 7 46.67%
Total 15 100.00%
Table 29: Senior Managers by gender January 2017

Gender — Other Senior Managers * Total %

Male 9 56.25%
Female 7 43.75%
Total 16 100.00%

For the purposes of the Staff section of the report, Senior Managers are defined as Divisional
Directors, Clinical Chairs and Heads of Nursing for the Trust’s Divisions

Table 30: Ethnicity

January 2017

Ethnicity Total %

A - White - British 6,913 74.95%
B - White - Irish 117 1.27%
C - White - Any other White background 716 7.76%
D - Mixed - White & Black Caribbean 48 0.52%
E - Mixed - White & Black African 20 0.22%
F - Mixed - White & Asian 35 0.38%
G - Mixed - Any other mixed background 59 0.64%
H - Asian or Asian British - Indian 363 3.94%
J - Asian or Asian British - Pakistani 37 0.40%
K - Asian or Asian British - Bangladeshi 8 0.09%
L - Asian or Asian British - Any other Asian background 114 1.24%
M - Black or Black British - Caribbean 156 1.69%
N - Black or Black British - African 241 2.61%
P - Black or Black British - Any other Black background 75 0.81%
R - Chinese 46 0.50%
S - Any Other Ethnic Group 195 2.11%
Z - Not Stated 81 0.88%
Total 9,224 100.00%
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Table 31 : Disability

January 2017

Disability Total %

No 8,667 93.96%
Not Declared 296 3.21%
Yes 261 2.83%
Total 9,224 100.00%
Table 32: Age profile January 2017

Age profile Total %

16 - 20 87 0.94%
21 -25 847 9.18%
26 — 30 1,389 15.06%
31-35 1,354 14.68%
36 — 40 1,204 13.05%
41 - 45 1,069 11.59%
46 — 50 1,007 10.92%
51 -55 1,023 11.09%
56 — 60 804 8.72%
61 — 65 345 3.74%
66 — 70 74 0.80%
71 -76 21 0.23%
Total 9,224 100.00%
Table 34: Religious belief January 2017

Religious belief Total %
Atheism 1,213 13.15%
Buddhism 54 0.59%
Christianity 3,705 40.17%
Hinduism 113 1.23%
Islam 190 2.06%
Jainism 2 0.02%
Judaism 9 0.10%
Sikhism 13 0.14%
Other 588 6.37%

| do not wish to disclose my religion/belief 3,312 35.91%
Undefined 25 0.27%
Total 9,224 100.00%
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Table 35: Sexual orientation January 2017

Sexual orientation Total %
Bisexual 45 0.49%
Gay 61 0.66%
Heterosexual 6,408 69.47%
Lesbian 38 0.41%

| do not wish to disclose my sexual orientation 2,649 28.72%
Undefined 23 0.25%
Total 9,224 100.00%

4.4.10 Occupational Health and Safety
and Wellbeing

The Trust hosts Avon Partnership NHS
Occupational Health Service (APOHS)
which provides an integrated occupational
health service with the objective of making
a positive impact on sickness absence
through both healthy working
environments and healthy management
styles. The service works proactively,
through consensus and evidence based
practice, to enable staff to achieve and
maintain their full employment potential
within a safe working environment, thus
enhancing the quality of their working
lives. These services include: new
employee surveillance; immunisations;
Health at Work Advice and referrals; ill
health referrals; and health and wellbeing
support.

APOHS continues to provide a successful
emotional resilience building programme
for staff. An evaluation of the pilot
programme showed that it supported
significant reductions in anxiety, stress
and depressionin participants. Staff also
have access to in-house counselling which
supports them with emotional issues whilst
in work. Likewise a direct support line for
minor musculoskeletal disorders provides
rapid access to support staff. APOHS also
provided ‘Health MOTSs’ for staff across the
Trust in 2016, funded by Above and
Beyond. The APOHS website has been
updated (www.apohs.nhs.uk) to provide
increased support to Trust staff, managers
and the wider community with advice and
support about health and work.

4.4.11 A safe and healthy working
environment

The overall strategy for health and safety
in the Trust complies with the reviewed
Health and Safety (Guidance) Document
number 65: Managing for Health and
Safety and the Occupational Health and
Safety Standards, which are implemented
in full as the healthcare models for safety
management systems. These models
include the domains of health, safety,
welfare and wellbeing.

Health and safety risk assessments, safe
systems of work, practices and processes
are managed at ward and department
level to ensure that all key risks to
compliance with the legislation have been
identified and addressed. This includes
physical and psychological hazards as
well as the broader environmental risk
assessments.

Health and safety is integral to the Trust’s
Risk Management Strategy, from which
the five year Health and Safety Action
Plan 2013 — 2018 has been developed.
Progress against this is subject to annual
review via an independent auditor — British
Safety Council. This is monitored at Trust
Health and Safety/Fire Safety Committee
with summary reports to the Risk
Management Group. This year the Trust
retained a five star (excellent) rating out of
a possible five stars.
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In addition there is the annually reviewed
risk management training matrix which
identifies needs beyond the essential
health and safety training requirements for
all staff. It is based on the employee’s role
for example health and safety for
executives/ senior managers or mandatory
departmental needs for example manual
handling risk assessors.

The annually reviewed risk management
training prospectus and training delivery
plan includes all risk management training
programmes. This is monitored by the
Trust Health and Safety/ Fire Safety
Committee for compliance each quarter.

In response to requirements issued in
March 2015 relating to the new NHS
England Staff Health and Wellbeing
Commissioning for Quality and Innovation
(CQUIN) the Trustintroduced a local

Table 36: Average sickness for 2016-17

implementation plan to ensure
achievement against three new indicators.
The Trust has submitted a 100 per cent
confidence of achievement against all
three indicators and a final report providing
evidence to the commissioners will be
submitted. This includes reference to a
highly successful 2016/17 flu vaccination
campaign which resulted in 79 per cent of
the workforce receiving vaccination. This
is the highest flu vaccination rate ever
achieved by the Trust.

4.4.12 Sickness absence

Table 36 shows sickness for the period
January to December 2016, which aligns
with Department of Health data. There
was an average of 9.4 days lostto
absence per full time equivalent member
of staff (FTE).

Adjusted FTE days lost .
g:lceen”(?gge/ear JEMUE] ) Average FTE (Cabi.n_et_ Office ggi;aggrslz'_?_lé
definitions)
2016 2015 2016 2015 2016 2015
University Hospitals Bristol NHS
Foundation Trust 7,837 7,557 73,671 71,672 9.4 9.5

4.4.13 Expenditure on consultancy

Consultancy is defined as the provision to
management of objective advice and
assistance relating to strategy, structure,
management or operations of an
organisation in pursuit of its purposes and
objectives. Such assistance will be
provided outside the business as usual
environment. For 2016/17 the Trust's
expenditure on consultancy was £0.615m
(2015/16:£0.625m).

4.4.14 Off payroll arrangements

The Trust’s policy is that all individuals
should be paid via the payroll system.
Individuals can only be paid via invoice
provided the Trust’s ‘engaging workers off
payroll' procedure has been followed. This
ensures that the appropriate employment
checks have been made, an agreement
detailing the terms of engagement has
been issued and that all HMRC and other
statutory regulations have been met.

The Trust makes use of ‘highly paid off
payroll arrangements’ only in exceptional
circumstances. For instance, where there
is a requirement for short term specialist
project management experience which
cannot be filled within the existing
workforce because of capacity or in-house
knowledge and experience. Where an
executive director post becomes vacant,
the Trust Board looks to put in place an
“acting-up” arrangement, but may select
an interim manager to provide cover
pending recruitment.

The following tables provide information
for 2016/17 regarding off-payroll
engagements entered into at a cost of
more than £220 per day that last for longer
than six months, and any off-payroll
engagements of board members and/or
senior officials with significant financial
responsibility.
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Table 37: All off-payroll engagements as of 31 March 2017, for more than £220 per day and that
last for longer than six months

No. of existing engagements as of 31 March 2017 4
Of which...

No. that have existed for less than one year at time of reporting. 2
No. that have existed for between one and two years at time of reporting. 1
No. that have existed for between two and three years at time of reporting. 1
No. that have existed for between three and four years at time of reporting. -
No. that have existed for four or more years at time of reporting. -

Table 38: All new off-payroll engagements, or those that reached six months in duration,
between 1 April 2016 and 31 March 2017, for more than £220 per day and that last for longer
than six months

No. of new engagements, or those that have reached six months in duration, between 1 April 4
2016 and 31 March 2017.

No. of the above which include contractual clauses giving the trust the right to request 4
assurance in relation to income tax and National Insurance obligations.

No of whom assurance has been requested

Of which...

No. of whom assurance has been received -

No. of whom assurance has not been received -

No. that have been terminated as a result of assurance not being received. -

Table 39: Any off-payroll engagements of board members, and/or, senior officials with
significant financial responsibility, between 1 April 2016 and 31 March 2017

No. of off-payroll engagements of board members, and/or, senior officials with significant -
financial responsibility, during the financial year.

No. of individuals that have been deemed ‘board members, and/or, senior officials with 33
significant financial responsibility’ during the financial year. The figure includes both off-
payroll and on-payroll engagements.

Officers with significant financial responsibility are defined by the Trust as executive directors and
divisional board members.
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4.4.15 Exit Packages

The table below shows the number and cost of staff exit packages (termination benefits) in
2016/17. Termination benefits are payable to an employee when the Trust terminates their
employment before their normal retirement date, or when an employee accepts voluntary
redundancy in exchange for these benefits. Comparative figures for 2015/16 are shownin
brackets. This information has been subject to audit.

Table 40: Exit packages

Exit package cost band Number of Number of other Total number of
compulsory departures exit packages by
redundancies agreed cost band

<£10,000 - (1) - (1) -(2)

£10,000 - £25,000 - (-) -(3) -3)

£25,001 - £50,000 1(1) -(1) 1(2)

£50,000 - £75,000 1() - () 1(-)

Over £75,000 - () -(-) - ()

Total number of exit packages by 2(2) - (5) 2(7)

type

Total cost (£'000) 99 (47) - (101) 99 (148)

An analysis of the non-compulsory departures agreed, which has been subject to audit, is as

follows:

Table 41: Analysis of non-compulsory departures

2016/17 2015/16

No. £'000 No. £'000
Voluntary redundancies including early retirement ) ) 1 23
contractual costs
Mutually agreed resignation contractual costs ) ) 4 78
(MARS)
Non-contractual payments requiring HMT approval ) ) ) )
Total - - 5 101

4.4.16 Engaging with staff.

The Trust is transforming the care it
delivers, building health care services
which are driven by quality and
excellence. This requires a set of common
Trust values and behaviours which are
transparent across the Trust. The Trust
values act as an invaluable guide about
what is important and how we are
expected to behave towards patients,
relatives, carers, visitors and each other.

The values are embedded at recruitment
and induction stages and within all
subsequent leadership and management
development programmes.

The design of the leadership and
management development programmes
builds on the foundation of the values
training to ensure our leadership agenda
supports leaders to use the platform of the
values to influence real cultural change
within their areas for the benefit of their
teams and the patients. The Trust
recognises that a common set of values
and behaviours is integral to Improving
staff experience

The Trust values the role and contribution
both Trade Unions and Professional
Associations make in supporting and
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representing the Trust’s workforce; and
their active participation in partnership
working across the Trust. Regular
consultation with staff takes place through
both informal and formal groups, including
the Partnership Forum, Policy Group and
the Local Negotiating Committee (for
medical and dental staff). Staff and
management representatives consult on
change programmes, terms and conditions
of employment, policy development, pay
assurance and strategic issues, thereby
ensuring that workforce issues are
proactively addressed. The Trust also has
a cohort of staff governors who work
closely with Board of Directors on behalf of
their staff constituents to ensure that the
Board remains focussed on staff issues on
the frontline.

4.4.17 NHS staff survey

The Trust takes part in the Annual

National Staff Survey and subsequently
develops action plans to improve staff
experience. For the third consecutive year,
guestionnaires were sent to all
substantively employed staff across the
Trust. The response rate to the National
Staff Survey was 42 per cent whichis
above average for acute Trusts in
England.

Table 42: Top five ranking scores

The 2016 staff survey results are positive
in most areas and the overall engagement
score has improved year on year. The
results indicate that staff feel more
engaged and are more actively involved
and up-to-date on what happens within
their team, department and the Trust. On
the whole; staff feel the Trustis a great
place to work and receive treatment and
that care of our patients and our staff is
the Trust’s top priority. Staff in the Trust
feel they have the opportunity to progress
that they are able to continue develop their
skills through our training opportunities
and appraisal.

However, staff have identified that we still
have areas that require improvement if we
are to achieve our ambition of being one of
the best teaching hospitals to work for.

The Trust’s top five ranking scores (the
five key findings where UH Bristol
compared most favourably with other
acute Trusts in England), and the Trust’s
bottom five ranking scores (the five key
findings where UH Bristol compared least
favourably with other acute Trusts in
England) are shown in the following table:

2016

2015

Top five ranking scores

Trust

National
Average for
Acute Trusts

Trust

National
Average for
Acute Trusts

Trust Improvement/
Deterioration since 2015

% of staff believing that the
organisation provides equal
opportunities for career progression
(the higher the score the better)

89%

87%

87%

87%

Increase (improvement) of
2%

Staff recommendation of the
organisation as a place to work or
receive treatment (the higher the
score the better)

3.90

3.76

3.80

3.76

Increase (improvement) of
0.10

Organisation and management
interest in and action on health and
wellbeing (the higher the score the
better)

3.67

3.61

3.55

3.57

Increase (improvement) of
0.12

Fairness and effectiveness of
procedures for reporting errors near
misses and incidents (the higher the
score the better)

3.75

3.72

3.70

3.70

Increase (improvement) of

% of staff/colleagues reporting errors
near misses orincidents witnessedin
the last month (the higher the score
the better)

92%

90%

90%

90%

Increase (improvement) of
2%
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Table 43: Bottom five scores

2016 2015
Bottom five ranking Trust National Trust National Average | Trust Improvement/
scores Average for for Acute Trusts Deterioration since
Acute Trusts 2015

% of staff attending work in the

lastthree months despite feeling | gooy 56% 63% 59% Decrease 1%

unwell because they felt (Improvement)

pressure from their manager,

colleagues or themselves (the

lower the score the better)

Staff motivation at work (the

higher the score the better) 3.88 3.94 3.86 3.94 Increase of 0.02
(improvement)

Staff satisfaction with the quality

of work and care they are able | 3 gg 3.96 3.86 3.93 Increase of 0.03

to deliver (the higher the score (improvement)

the better)

Staff confidence and security in

reporting unsafe clinical practice | 3 g 3.65 3.55 3.62 Increase of 0.05

(the higher the score the better) (improvement)

% of staff/colleagues reporting

mostrecent experience of 64% 67% 53% 53% Increase of 11%

violence (the higher the score (improvement)

the better)

4.4.18 Key areas for improvement

The Trust recognises that it needs to
continuously engage and listen to its
workforce and seeks to respond to
suggested areas for improvement. We
continue to look at ways of improving staff
motivation through our extensive
improving staff experience programme
and in particular build on the work we have
done on communication between
managers and their teams. This work has
been directed both corporately by the
Senior Leadership team and locally by
divisional management teams.

It includes a focus on consistently
improving two way communication;
recognition events and team building;
review and implementation of new E-
Appraisal process; training programmes
for line managers; health and wellbeing
initiatives, with a specific focus on
reducing the pressure staff feel at work;
targeted action to address harassment
and bullying; support the agenda to
continue to identify areas in which staff are
satisfied with the quality of work and
patient care they deliver and encourage a

higher rate of reporting of incidents which
effect themselves and patients.

During 2016 we built on the listening
events from the previous year to focus on
Leadership Behaviours and
communication in terms of the introduction
of our E-Appraisal system.

4.4.19 Improving team working

The Trust has worked with two Divisional
Boards to undertake the full Aston journey
in order to increase team effectiveness.
Team leaders have worked with coaches
at a local level to undertake a 10 stage
structured programme of detailed work-
based activities. The Trust continues to
use the Aston approach to support team
development both at Board and local team
level alongside team building interventions
including coaching and focus groups.

4.4.20 Staff consultations

The Trust is committed to innovation and
continuous improvement in order to deliver
responsive and accessible services which
deliver excellent patient care. As part of
the continuous improvement journey the
Trust embraces technological innovation,
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new ways of working and system and
pathway redesign and development.

The Trust undertakes many change
projects throughout the year, including skill
mix/role redesign and internal transfers of
service. Some of the bigger examples of
change management consultations are as
follows:

e The transfer and provision of
Integrated Sexual Health and
Termination of Pregnancy (ToP)
services, following the decision by
Bristol, North Somerset and South
Gloucestershire Councils and
Clinical Commissioning Groups to
award the contract to the Trust.

e Expansion of services with the
introduction of seven day working
in Paediatric Radiology.

e Divisional Management team
restructures to provide better
managerial coverage and improved
divisional governance.

e The introduction of an electronic
document management system as
part of an on-going digitisation
programme.

e Managing change projects
positively, supportively and through
partnership working is seen as
fundamental to the sustained
delivery of responsive services,
engaged and motivated staff and
excellent patient care.

4.4.21 Tackling Harassment and Bullying

The Trust Board is committed to ensuring
a more inclusive and supportive working
environment for all of our staff. This
includes providing an environment free
from harassment, bullying, discrimination
or abuse from colleagues or service users.

All members of staff have the right to be
treated with consideration, dignity and
respect, and have a responsibility to set a
positive example by treating others with
respect and to act in a way whichis in line
with the Trust’s Values.

The Trust’s policy on Tackling Harassment
and Bullying at Work provides a
framework which seeks to ensure that all

complaints are addressed in a fair and
consistent way, encouraging informal
resolution where possible, and ensuring
protection against victimisation and
discrimination.

The Trust has a confidential harassment
and bullying advisory service whichis
available to all members of staff. Advisors
have been trained to support staff and are
available to listen to issues, talk through
problems, and explain the options
available to any member of staff who
believes they have been subjected to or
witnessed harassment or bullying in the
workplace, or have been accused of
harassment and/or bullying.

Medical trainees also have accesstoa
mentor who can give advice and offer
support on any issues, including
harassment and bullying, which may have
an adverse effect on their experience at
work.
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45 NHS Foundation Trust Code of Governance

As a public benefit corporation UH Bristol is
required either to ‘comply’ with the practices
set out in the NHS Foundation Trust Code of
Governance or to ‘explain’ what suitable
alternative arrangements it has in place for
the governance of the Trust. UH Bristol has
applied the principles of the NHS Foundation
Trust Code of Governance on a comply or
explain basis. The Board considers that it
was fully compliant with the provisions of the
Code in 2016/17, with the exception of
paragraph A.5.12. Governors of UH Bristol
are not provided with copies of the minutes of
private Board meetings due to the
confidential nature of business, however, are
provided with a summary of discussion of
business at Board meetings held in public
and meetings of the Council of Governors,
where appropriate.. Compliance with the
Mandatory Disclosures is available from the
Trust Secretary.

The Board of Directors ensures compliance
with this Code through the arrangements that
it puts in place for our governance structures,
policies and processes and how it will keep
them under review. These arrangements are
set out in documents that include:

e The Constitution of the Trust
e Standing orders
e Standing financial instructions

e Schemes of delegation and decisions
reserved to the board

e Terms of reference for the board of
directors, the Council of Governors
and their committees

¢ Role descriptions.

e Codes of conduct for staff, directors
and governors

e Annual declarations of interest

e Annual Governance Statement.

All of the Non-executive Directors are
considered to be independent in character
and in judgement. The Executive Directors
are appointed on a substantive basis and all
Directors undertake an annual appraisal
process to ensure that the board remains
focussed on the patient and delivering safe,
high quality, patient centred care. Additional

assurance of independence and commitment
for those Non-executive Directors serving
longer than six years is achieved via a
rigorous annual appraisal and review process
in line with the recommendations outlined in
the Code. A report of the Governors’
Nomination and Appointments Committee is
detailed further in this report.

The Board is accountable to stakeholders for
the achievement of sustainable performance
and the creation of stakeholder value through
development and delivery of the Trust’s long
term vision, mission and strategy. The Board
ensures that adequate systems and
processes are maintained to deliver the
Trust’'s annual plan, deliver safe, high quality
healthcare, measure and monitor the Trust’s
effectiveness and efficiency as well as
seeking continuous improvement and
innovation. The Board delegates some of its
powers to a committee of Directors or to an
Executive Director and these matters are set
out in the trust’'s scheme of delegation.
Decision making for the operational running
of the Trustis delegated to the executive
management team.

There are specific responsibilities reserved by
the entire Board, which includes approval of
the Trust’s long term objectives and financial
strategy; annual operating and capital
budgets; changes to the Trust’s senior
management structure; the Board’s overall
‘risk appetite’; the Trust’s financial results and
any significant changes to accounting
practices or policies; changes to the Trust’s
capital and estate structure; and conducting
an annual review of the effectiveness of
internal control arrangements.

4.5.1 Board Performance

Boards of NHS Foundation Trusts have faced
significant challenges, financial and
operational, in 2016/17. Good governance is
essential if we are to continue providing safe,
sustainable and high quality care for patients.

A new approach to regulation of trusts was
phased-in part way through 2016/17, with the
introduction of the NHS Improvement Single
Oversight Framework (SOF) and the focus on
four key areas of performance: A&E 4-hours,
62-day GP cancer, Referral to Treatment
(RTT) times and 6-week diagnostic waits.
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The SOF replaced the quarterly declaration of
compliance with the wider range of indicators
previously in NHS Improvement’s Risk
Assessment Framework, from quarter 2
onwards.

The Trust has undertaken a significant
amount of work in the last two years,
following the outcome of our independent
review of governance in 2015 and the
outcome of our CQC inspection in 2014 The
outcome of our follow-up inspection has
demonstrated the significant progress made
by the Trust and with an overall rating of
outstanding.

The Board has undertaken a significant
amount of work over the past year to improve
its approach to governance. This involved
looking at how we report and triangulate
performance outcomes across the
organisation, taking action on sub-standard
performance and driving continuous
improvement, ensuring delivery of best-
practice, and identifying and managing risks
to quality of care. A review of the reporting
templates and reports from each of the
committees has been strengthened during
2016/17.

During 2016/17 the Trust has approved a
policy for Fit and Proper Persons and as part
of this policy, retrospective checks have been
completed for all Directors. Appropriate
checks are cross-referenced with the
Disqualified Directors Register on the
Companies House website on an annual
basis. It can be confirmed that as at the date
of this report, none of the above mentioned
Directors appeared on the Disqualified
Directors’ Register.

4.5.2 Performance of the Board and Board
Committees

The Trust Board of Directors undertakes
regular assessments of its performance to
establish whether it has adequately and
effectively discharged its role, functions and
duties during the preceding period.

Throughout the year, the Board adhered to a
comprehensive cycle of reporting, maintained
the review of the BAF and Corporate Risk

Register, and undertook the development
programme established during the previous
performance assessment, consisting of a
series of Board Development Workshops.

The findings of Internal Audit combined with
the Head of Internal Audit Opinion set out in
the Annual Governance Statement support
the Board’s conclusions as to the efficacy of
their performance.

4.5.3 Quialification, appointment and removal
of Non-executive Directors

Non-executive Directors and the Chair of the
Trust are appointed by the Governors at a
general meeting of the Council of Governors.
The recruitment, selection and interviewing of
candidates is overseen by the Governors’
Nominations and Appointments Committee
which also makes recommendation to the
Council of Governors for the appointment of
successful candidates. The Foundation Trust
Constitution requires that Non-executive
Directors are members of the public or patient
constituencies. Removal of the Chair or any
other Non-executive Director is subject to the
approval of three-quarters of the members of
the Council of Governors.

4.5.4 Committees of the Trust Board of
Directors

The Board has established the three statutory
committees required by the NHS Act 2006
and the Foundation Trust Constitution. The
Directors Nominations and Appointments
Committee, the Remuneration Committee
and the Audit Committee each discharge the
duties set out in the Foundation Trust
Constitution and their Terms of Reference as
set out below.

The Board has chosen to deploy two
additional designated committees to augment
its monitoring, scrutiny, and oversight
functions, particularly with respectto quality
and outcomes and financial management.
These are the Quality and Outcomes
Committee and the Finance Committee. The
role, functions and summary activities of the
Board’s committees are described below.
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Table 44: Board and Sub-Committee Attendance 2016/17

Trust Board ze,:lnou”r]\ienr:ttiig: Aud_it (?L:Jtings Finance
of Directors Committee Committee Committee Committee
Numk_)er of 11 6 4 12 12
meetings
Chairman
John Savage 10 (C10) 5 © 7 10
Chief Executive
Robert Woolley 11 5 3 © 10
Non-executive Directors
David Armstrong 9 4 © 3 10
Julian Dennis 11 6 4 12 9
Lisa Gardner 11 5 3 ©) 12 (C12)
John Moore 8 3 4 (C4) ©) )
Anthony (Guy) 8 1 © © )
Orpen
Alison Ryan 10 4 3/ 11 (C11) 2
Emma Woollett 10 (C1) 6 (C6) 4 5 5
Jill Youds 9 6 () 10 (C1) 8
Executive Directors
Owen Ainsley 8 ©) © 9 5
Paula Clarke 6 ©) © 0) 0)
Sue Donaldson 1 ©) © 1 1
Deborah Lee 2 ©) © 2 3
Paul Mapson 10 ©) 4 © 12
Carolyn Mills 11 0) 0) 9 3
Alex Nestor 9 5 © 10 2
Sean O’Kelly 11 0) 3 11 0)
Mark Smith 2 ©) © 2 2

The figure in brackets denotes the number of meetings an individual could be expected to attend by virtue of

their membership of the Council. A figure of zero in brackets (0) indicates that the individual was not a
member or that their attendance was not mandatory. ‘C’ denotes the Chair of the meeting.
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4.5.5 Remuneration, Nominations and
Appointments Committee

The purpose of the Directors’ Nominations
and Appointments Committee is to conduct
the formal appointment to, and removal from
office, of Executive Directors of the Trust,
other than the Chief Executive (who is
appointed or removed by the Non-executive
Directors subject to approval by the Council
of Governors). The committee also gives
consideration to succession planning for
Executive Directors, taking into account the
challenges and opportunities facing the Trust,
and the skills and expertise that will be
needed on the Board of Directors in the
future.

The Committee is chaired by the Vice-Chair
and Senior Independent Director and is
attended by all Non-executive Directors. The
Committee is attended by the Chief Executive
and Director of Workforce and Organisational
Development in an advisory capacity when
appropriate, and is supported by the Trust
Secretary to ensure it undertakes its duties in
accordance with applicable regulation, policy
and guidance.

The committee met on four occasions in the
reporting period to consider the annual review
of Executive Director’s performance,
objectives for 2016/17, current remuneration
levels, appointments for the Chief Operating
Officer/Deputy Chief Executive and the
Director of People.

The Remuneration Committee carried out an
annual review of Executive Director
remuneration which took into account
national guidance and market benchmarking
analysis as well as size of portfolios and
performance and considered whether any
adjustments need to be made to the current
remuneration arrangements.

The Committee also took an opportunity to
review the Executive Director portfolios
supported by a comprehensive assessment
of individual performance review of individual
members of the Executive team. The
Chairman provided a review of the
performance of the Chief Executive as part of
this process.

The Committee has begun to discuss the
overlap of responsibilities and duties of both
the Remuneration Committee and Directors’

Nomination and Appointments with regard to
Board succession and the need for closer
alignment in the future.

Finally, the Committee reviewed the Trust’s
remuneration policy, reviewed the Executive
Director Contract and approved the Fit and
Proper Persons Policy.

4.5.6 Audit Committee

The primary purpose of the Audit Committee
is to provide oversight and scrutiny of the
Trust’'s governance, risk management,
internal financial control and all other control
processes, including those related to quality
and performance. These controls underpin
the Trust’s Assurance Framework so as to
ensure its overall adequacy, robustness and
effectiveness. This addresses risks and
controls that affect all aspects of the Trust’s
day to day activity and reporting.

Additional oversight and scrutiny, in particular
relating to quality and patient care
performance is also provided through the
Quiality and Outcomes Committee and
Finance Committee and information is
triangulated from all three forums to ensure
appropriate oversight and assurance can be
provided to the Board in line with the
Committee’s delegated authority. The day to
day performance management of the Trust’s
activity, risks and controls is however the
responsibility of the Trust’'s Executive.

The Audit Committee is comprised of not less
than four Non-executive Directors and is
chaired by a Non-executive Director who is
considered to have recent and relevant
financial experience. The committee met on
five occasions during the year with the Chief
Executive, Chief Operating Officer/Deputy
Chief Executive, other Trust Officers and the
Internal and External Auditors in attendance.
Meeting attendance is detailed in table 24.
The Chair of the committee submitted a
report to the Board following each meeting,
highlighting any issues requiring disclosure to
the Board.

The Committee reviews the effectiveness of
systems of governance, risk management
and internal control across the whole of the
Trust’s activities, and is responsible for
providing the Board with assurance on how
these activities are implemented, the
adequacy of Audit plans and performance
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against these and the committee’s review of
accounting policies and the annual accounts.

Three Non-executive Directors also serve on
the Quality and Outcomes Committee or
Finance Committee as well as the Audit
Committee to allow for triangulation of related
intelligence when considering processes and
outcomes. Terms of Reference of all Board
committees are published in the public
domain.

During 2016/17, the Audit Committee
reviewed the Annual Report and Accounts
including the Annual Governance Statement
together with the Head of Internal Audit
statement and the External Audit opinion in
relation to income and property valuation.

The Trust appointed Price Waterhouse
Coopers (PwC) as External Auditors in July
2012. In order to ensure that the
independence and objectivity of the External
Auditor is not compromised, the Trust has in
place a policy that requires the Committee to
approve the arrangements for all proposals to
engage the External Auditors on non-audit
work. In addition to the fee for the audit of
the accounts and quality report, the Trust
incurred costs of £14k excluding VAT as its
share of the total costs of work undertaken by
PwC on behalf of the BNSSG community to
support the Sustainability and Transformation
Programme Five Year Plan. This work was
assessed against the ethical standards to
ensure no conflicts of interest arose. PwC
has also provided a statement of the
perceived threats to independence and a
description of the safeguards in place.

Both at the date of presenting the audit plan
and at the conclusion of their audit, PwC
confirmed that in its professional judgement,
they are independent accountants with
respect to the Trust, within the meaning of UK
regulatory and professional requirements and
that the objectivity of the audit team is not
impaired. Together with the safeguards
provided by PwC, the Audit Committee
accepts these as reasonable assurances of
continued independence and objectivity in the
audit services provided by PwC within the
meaning of the UK regulatory and
professional requirements.

The duty to appoint the External Auditors lies
with the Council of Governors. The existing

contract expired on 30 June 2016. The Audit
Committee discussed the work undertaken by
the External Auditors and agreed an overall
positive view regarding their performance.
Therefore, a recommendation was submitted
to the Council of Governors in July 2016 to
extend the contract for External Audit
services by a further period of 12 months
which was confirmed. During the year, a
tendering exercise for the appointment of the
External Auditors was completed and PwC
were appointed as the Trust’'s External
Auditors for the three-year period
commencing 2017-2020.

The Trust’s Internal Audit and Counter Fraud
function is provided by Audit South West
through a consortia arrangement. The Audit
Committee agreed the Strategic Audit Plan
and received regular reports throughout the
year to assistin evaluating and continually
improving the effectiveness of risk
management and internal control processes
in the trust.

The committee sought reports and
assurances from Directors and managers as
appropriate, concentrating on the over-
arching systems of governance, risk
management and internal control, together
with indicators of their effectiveness. Notably,
the committee received assurance with
regard to risk management and Trust wide
systems and processes relating to the
procurement service.

Additionally during the year, the Audit
Committee continued to review the Clinical
Audit function and its increased focus on
improved patient outcomes and research.

4.5.7 Audit Committee Chair's opinion and
report

In support of the Chief Executive’s
responsibilities as Accountable Officer for the
Trust, the Audit Committee has examined the
adequacy of systems of governance, risk
management and internal control within the
Trust. From information supplied, the
Committee has formed the opinion that there
is a generally adequate framework of control
in place to provide reasonable assurance of
the achievement of objectives and
management of risk.

Assurances received are sufficiently
accurate, reliable and comprehensive to meet
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the Accountable Officer’s needs. Provision of
reasonable assurance and governance, risk
management and internal control
arrangements within the Trustincludes
aspects of excellence and there is on-going
attention to control improvement where these
are considered suitable. Further detail on the
Trust’s systems of internal control is provided
in the Annual Governance Statement.

Financial controls are adequate to provide
reasonable assurance against material
misstatement or loss, and the quality of both
Internal Audit and External Audit over the
past year has been satisfactory.

The Committee received assurance that the
Internal Audit function remained adequate by
reviewing and approving the Internal Audit
and Counter Fraud strategy and ensuring that
it remained consistent with the audit needs of
the Trust and also took into consideration the
content of the BAF. The Committee also
received the Internal Audit and Counter Fraud
Annual Report which provided assurance of
the service delivered throughout the year.
Both the Internal Audit Team and External
Auditors have unrestricted access to the
Chair of the Audit committee.

The Committee received regular Internal
Audit progress reports which highlighted
progress against Internal Audit
recommendations from all reports carried out
during the period and the Committee received
periodic updates from the Chief Executive on
areas where slippage against target dates
had occurred.

With regard to specific areas of concern and
high risk, the Committee has taken an
opportunity during the past year to establish
stronger controls to ensure that high risks are
managed and addressed appropriately
throughout the organisation. Regular reports
are delivered to the Trust’s Senior Leadership
Team, chaired by the Chief Executive, to
highlight slippages of recommendations from
Internal Audit reports. This has strengthened
the ability to hold individuals to account and
allow the Audit Committee increased
sightedness on issues at divisional and
operational level. The Committee has
received high level assurance on the
following key areas throughout 2016/17:

e Serious Incident Management

e Electronic Data Management
e WIFI Review

The Audit Committee reviews significant risks
in year which have been considered through
the presentation of the external audit plan
and discussions with our external auditors,
PwC.

The Trust makes a number of accounting
judgements when producing its statutory
accounts. They form part of the Trust’s
accounting policies, which have been
approved by the Audit Committee.

The Audit Committee was briefed on the
significant estimates being used in the
preparation of the annual accounts at the
meeting on the 11" April 2017. The
significant estimates comprised of the
valuation of assets, impairment of assets,
depreciation and income from activities for
March. After consideration members
understood their basis and were assured of
their reasonableness. A further update was
received at the meeting on the 24™ May 2017
which informed the Committee that there had
been no change to the basis of the significant
estimates used in the audited accounts. The
value of the estimates used in the accounts
was provided with additional financial
analysis where appropriate. The Committee
confirmed their assurance of the estimates
used.

In summary, the Audit Committee has
acknowledged the work of the executive
particularly in a year of operational and
financial challenge and the Committee has
been encouraged by the drive and ambition
to provide high quality care. The Committee
will continue to support the Trustto ensure
that systems of internal control and risk
management both support and encourage
this ambition through collaborative working
with Internal and External Audit colleagues.

4.5.8 Quality and Outcomes Committee

The Quality and Outcomes Committee was
established by the Trust Board of Directors to
support the Board in discharging its
responsibilities for monitoring the quality and
performance of the Trust’s clinical services
and patient experience. This includes the
fundamental standards of care (as
determined by Care Quality Commission),
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national targets and indicators and patient
reported experience and serious incidents.
The Committee is attended by three Non-
executive Directors of the Board, one of
whom is the Chair, and is regularly attended
by the Chief Nurse, Medical Director, Chief
Operating Officer and Director of Workforce
and Organisational Development. The
Committee is also supported by the Trust
Secretary in an advisory role.

The committee reviews the outcomes
associated with clinical services and patient
experience and the suitability and
implementation of performance improvement,
escalation and risk mitigation plans with
particular regard to their potential impact on
patient outcomes. The committee is also
required, as directed by the Board from time
to time, to consider issues relating to
performance where the Board requires this
additional level of scrutiny.

During the course of the year, the committee
met on 12 occasions and considered a set of
standard reports as follows:

¢ The quality and performance report
e The corporate risk register

e The clinical quality group meeting
report (including clinical audit)

e Complaints and patient experience
reports

e Serious Incident Reports and Never
Events.

Ad hoc reports were also requested and
received on particular areas of concern to the
Committee. During 2016/17, the Chair of the
Committee has worked closely with Executive
members of the Board to continue to improve
significantly the quality of serious incident
reporting including never events, and how the
Trust can demonstrate Trust wide learning
from such incidents. The Quality and
Outcomes Committee has received the
process of reviewing the quality and
performance reporting and terms of reference
to ensure that the Committee remain sighted
on the appropriate and relevant information
and indicators. This review has led to
improved reporting mechanisms and
assurance and oversight provided to the
Board and increased sightedness on
divisional quality governance.

4.5.9 Finance Committee

The Finance Committee has delegated
authority from the Trust Board of Directors,
subject to any limitations imposed by the
Schedule of Matters Reserved to the Board,
to review and make such arrangements as it
considers appropriate on matters relating to:

e Control and management of the
finances of the Trust

e Target level of cashreleasing
efficiency savings and actions to
ensure these are achieved

e Budget setting principles
e Year-end forecasting;

e Commissioning

e Capital planning.

The Finance Committee met on 12 occasions
in the course of this reporting period. The
Chair of the committee submitted a report to
the Board following each meeting,
highlighting any issues requiring disclosure to
the Board.

4.5.10 Single Oversight Framework

NHS Improvement’s Single Oversight
Framework (SOF) provides the framework for
overseeing providers and identifying potential
support needs.

The framework looks at five themes:
e Quality of care
e Finance and use of resources
e Operational performance
e Strategic change

e Leadership and improvement
capability (well-led).

Based on information from these themes,
providers are segmented from 1 to 4, where
‘4’ reflects providers receiving the most
support, and ‘1’ reflects providers with
maximum autonomy. A foundation trust will
only be in segments 3 or 4 where it has been
found to be in breach or suspected breach of
its licence.

The Single Oversight Framework applied
from Quarter 3 of 2016/17. Prior to this,
Monitor's Risk Assessment Framework (RAF)
was in place. Information for the prior year
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and firsttwo quarters relating to the RAF has
not been presented as the basis of
accountability was different. This is in line
with NHS Improvement’s guidance for annual
reports.

This segmentation information is the trust’s
position as at 31 March 2017. Current
segmentation information for NHS trusts and
foundation trusts is published on the NHS
Improvement website.

The performance trajectories for the four SOF
standards, submitted as part of the 2016/17
Operating Plan, are shown in table 45 below.

Sustainability and Transformation Funds
(STF) were made available to trusts
achieving their improvement trajectories for
the A&E 4-hours, 62-day GP cancerand RTT
standards. Trajectories were developed and
agreed between February and May 2016,
with agreement of these trajectories being the
(only) pre-requisite for securing STF in the
first quarter of 2016/17. The rules for the
allocation of STF in quarters 2, 3 and 4 were
published later in quarter 1. For full details of
the available STF monies secured during
2016/17, please refer to the Finance section

Table 45: Performance (%) against the agreed trajectories for the four key access standards in

2016/17 during each quarter

Access Key Quarter 1 Quarter 2 Quarter 3 Quarter 4
:Dr%rifg;g?nce Apr | May | Jun | Jul Aug | Sep | Oct [ Nov | Dec |Jan | Feb | Mar
16 16 16 16 16 16 16 16 16 17 17 17

A&E 4- Actual | 87.2 | 91.7 | 89.0 | 89.3 | 90.0 = 82.9 3 9.6 80.4 80 3
hours Traj. | 819 | 84.4 | 8590 | 87.6 | 88.4 | 92.2 | 93.3 |90.0 | 89.3 | 88.5 | 87.4 | 91.0
62-day GP Actual | 77.2 0 0.8 84.8 (o 9 85.2 [ 84.3 8.8 8
cancer Traj. | 72.7 | 73.2 | 81.8 | 84.7 | 817 | 85.0 | 85.0 |85.1 | 86.9 | 83.6 | 85.7 | 85.9
RTT* Actual | 92.3 | 92.6 |92.1 | 92.0 e 00.4 9 92.0 [ 92.0 | 92.2 | 92.0 |m

Traj. 92.6 | 92.6 (92.8 | 93.2 | 93.2

6-week Actual L 08.6 96 96 0

di tic* -
18gNOSICT g 199.2 | 99.2 |99.2 | 99.2 | 99.2

93.4 934 [93.4 | 92.8 | 92.8 | 92.8 | 93.0
6.9  98.9 [N 982 984 987 98

99.2 199.2 [99.2 | 99.2 | 99.2 | 99.2 | 99.2

*minimum requirement is achievement of the national standard

National standard STF trajectory met
met

Neither STF or national
standard met

Performance against these four SOF standards is covered

in detail in the performance report. A summary of

the Trust’s performance in 2016/17 against the wider range of national access and other Key Performance

Indicators is also included in the performance report.
4.5.11Finance and use of resources

Financial risk is assessed by NHS

Improvement using a Use of Resource Rating

(URR). The rating ranges from 1, the lowest

risk, to 4, the highest risk. The URR is the

average of five metrics:

e Liquidity which measures how long in

days the Trust's working capital would
cover its operating costs.

e Capital Service Cover which
measures the degree to which the
Trust’s generated income covers its
financing obligations.

e Income and expenditure margin which
measures the degree to which the
Trust is operating at a surplus/(deficit).

e Net surplus/(deficit) margin variance
from plan which measures the
variance between the Trust’s planned
Income and Expenditure (I&E) margin
and the actual I&E margin in year.

e Variance from agency ceiling which
measures the variance between the
Trust’s actual agency expenditure and
the maximum ceiling set by NHS
Improvement.
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For 2016/17, the Trust achieved an overall against the metrics. The rating achieved is a
URR of 1 (actual 1.4 which rounds to 1). The good result and reflects the sound financial
table below shows the Trust’s performance position of the organisation.

Table 46: Performance against Use of Resources Rating 2016/17

Metric Metric

Metric Weighting performance rating

Liquidity 20% 14.25 days 1

Capital senicing capacity 20% 2.73 times 1

Income and expenditure margin 20% 2.37% 1
Variance in income and expenditure margin 20% (0.16)% 2
Variance from agency ceiling 20% 18.24% 2

Owerall URR 1.40
Owerall URR rounded 1
4.5.12 2017/18 Financial Outlook e Delivery of planned activity volumes
The Trust submitted it's 2017/18 Operational as defined in Divisional Operating

Plans and signed Service Level
Agreements (SLAs) with
Commissioners;

Plan to NHS Improvement on the 30" March
2017. The Trust’s revised plan is a net
surplus of £13.0m excluding technical items

and is in line with the revised Control Total of e Delivery of National performance
£13.0m advised by NHS Improvement on the access targets, minimising Service
20" March 2017. The headlines for the Level Agreement (SLA) fines
2017/18 Operational Plan are: especially Referral to Treatment
e Acceptance of the 2017/18 Control breaches;
Total advised by NHS Improvement; e Delivery of the CQUIN stretch targets

¢ Inclusion of Sustainability and agreed with Commissioners;

Transformation funding of £13.3m; e Delivery of the planned savings

¢ A planned net income and requirement of £11.9m;

expenditure surplus of £13.0m before e A reduction in agency expenditure of
technical items; £6.1m due to improved controls and
the compliance with agency price

e A planned net income and
expenditure surplus of £10.1m after
technical items; e Maintenance of strict cost control

including the effective management of

national and local cost pressures.

caps; and

e A savings requirement of £11.9m or
2.5% of recurring budgets;

e A planned year end cash balance of
£51.8m;

e Planned capital expenditure of
£48.0m; and

e A Use of Resources Rating (UoRR) of
1, the highest rating.

The 2017/18 planned net surplus will be the
Trust’s fifteenth year of break-even or better.
It is a challenging but deliverable plan
requiring the following key actions:
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4.6  Statement of Accounting
Officer’s Responsibilities

Statement of the Chief Executive’s
responsibilities as the accounting
officer of University Hospitals Bristol
NHS Foundation Trust.

The NHS Act 2006 states that the chief
executive is the accounting officer of the
NHS foundation trust. The relevant
responsibilities of the accounting officer,
including their responsibility for the
propriety and regularity of public
finances for which they are answerable,
and for the keeping of proper accounts,
are set out in the NHS Foundation Trust
Accounting Officer Memorandum issued
by NHS Improvement.

NHS Improvement, in exercise of the
powers conferred on Monitor by the
NHS Act 2006, has given Accounts
Directions which require University
Hospitals Bristol NHS foundation
trust to prepare for each financial year
a statement of accounts in the form and
on the basis required by those
Directions. The accounts are prepared
on an accruals basis and must give a
true and fair view of the state of affairs
of University Hospitals Bristol NHS
foundation trust and of its income and
expenditure, total recognised gains and
losses and cash flows for the financial
year.

In preparing the accounts, the
Accounting Officer is required to comply
with the requirements of the
Department of Health Group Accounting
Manual and in particular to:

e oObserve the Accounts Direction
issued by NHS Improvement,
including the relevant
accounting and disclosure
requirements, and apply suitable
accounting policies on a
consistent basis

e make judgements and estimates
on a reasonable basis

e state whether applicable
accounting standards have been
followed, and disclose and

explain any material departures
in the financial statements

¢ ensure that the use of public
funds complies with the relevant
legislation, delegated authorities
and guidance and

e prepare the financial statements
on a going concernbasis.

The accounting officer is responsible for
keeping proper accounting records
which disclose with reasonable
accuracy at any time the financial
position of the NHS foundation trust and
to enable him/her to ensure that the
accounts comply with requirements
outlined in the above mentioned Act.
The Accounting Officer is also
responsible for safeguarding the assets
of the NHS foundation trust and hence
for taking reasonable steps for the
prevention and detection of fraud and
other irregularities.

To the best of my knowledge and belief,
| have properly discharged the
responsibilities set out in the NHS
Foundation Trust Accounting Officer
Memorandum.

%erw

Robert Woolley
Chief Executive
26 May 2017
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4.7 Annual Governance Statement

4.7.1 Scope of responsibility

As Accounting Officer, | have responsibility
for maintaining a sound system of internal
control that supports the achievement of the
NHS foundation trust’s policies, aims and
objectives, whilst safeguarding the public
funds and departmental assets for which | am
personally responsible, in accordance with
the responsibilities assigned to me. | am also
responsible for ensuring that the NHS
foundation trustis administered prudently and
economically and that resources are applied
efficiently and effectively. | also acknowledge
my responsibilities as set out in the NHS
Foundation Trust Accounting Officer
Memorandum.

4.7.2 The purpose of the system of internal
control

The system of internal control is designed to
manage risk to a reasonable level rather than
to eliminate all risk of failure to achieve
policies, aims and objectives; it can therefore
only provide reasonable and not absolute
assurance of effectiveness. The system of
internal control is based on an ongoing
process designed to identify and prioritise the
risks to the achievement of the policies, aims
and objectives of University Hospitals Bristol
NHS Foundation Trust, to evaluate the
likelihood of those risks being realised and
the impact should they be realised, and to
manage them efficiently, effectively and
economically. The system of internal control
has been in place in University Hospitals
Bristol NHS Foundation Trust for the year
ended 31 March 2017 and up to the date of
approval of the annual report and accounts.

4.7.3 Capacity to handle risk

As Chief Executive, | have overall
responsibility for risk management within the
Trust, for meeting all statutory requirements
and adhering to the guidance issued by NHS
Improvement and the Department of Health in
respect of governance.

The Trust Senior Leadership Team, which |
chair, has the remit to ensure the adequacy
of structures, processes and responsibilities
for identifying and managing key risks facing
the organisation, prior to board discussion.

The Board brings together the corporate,
financial, workforce, clinical, information and
research governance risk agendas. The
Board Assurance Framework (BAF) ensures
that there is clarity about the risks that may
impact on the Trust’s ability to deliver its
strategic objectives together with any gaps in
control or assurance.

Day to day management of risks is
undertaken by operational management, who
are charged with ensuring risk assessments
are undertaken proactively throughout their
area of responsibility and remedial action is
carried out where problems are identified.
There is a process of escalation to executive
directors, relevant committees and
governance groups for risks where there are
difficulties in implementing mitigations.

Staff receive appropriate training to equip
themselves to manage risk in a way
appropriate to their authority and duties. Over
the last 12 months the Trust has developed
and begun to roll out an e-learning package
on risk management to complement the
existing training programme. The purpose
being to raise risk management awareness,
at Divisional and departmental level, and to
ensure staff are aware of their responsibilities
in relation to risk management.

The board committee structure is detailed
earlier in the annual report and summarised
below.

The Trust performance report is reviewed by
the Finance Committee, the Quality and
Outcomes Committee and Trust Board at
each meeting. Where there is sustained
adverse performance in any indicator, this is
reviewed in detail at the appropriate board
committee.

Indicators relating to the quality of patient
care are reviewed at the Quality and
Outcomes Committee — patient and staff
experience, patient safety and clinical
performance.

The process of identification, assessment,
analysis and management of risks (including
incidents) is the responsibility of all staff
across the Trust and particularly of all
managers.
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Table 39: Board Committee structure

Senior Leadership Accountable
Team >

Officer Trust Board

Council of Governors

\[ Hosted Organisations ]

Audit Committee Finance Committee

The process for the identification,
assessment, reporting, action planning,
review and monitoring of risks is detailed
in the Trust Risk Management Strategy
and continues to be central to the
improvements made in this important area
during the last year.

Board members receive training in risk
management which includes an overview
of the risk systems. Staff receive training

in identification, analysis, evaluation and
reporting of risk. Training at induction
covers the wider aspects of governance.
The emphasis of our approach is
increasingly on the proactive management
of risk and ensuring that risk management
plans are in place for all key risks.

The Trust Board is responsible for the
periodic review of the overall governance
arrangements, both clinical and non-
clinical, to ensure that they remain
effective. The Trust has implemented the
actions recommended by the ‘Well-Led
Governance Review’ and where
appropriate adopted these practices into
‘business as usual’.

The Trust has a robust escalation process
in place whereby risks are escalated from
the ‘Floor to the Board’ to ensure the
whole risk management framework is
dynamic. The Senior Leadership Team
receive a monthly report from each
divisional board and corporate service of
any new or existing risks of 12 or above
and also ongoing oversight of the status of
these risks.

Emphasis continues to be put into ensuing
intelligence from incident investigation,
patient safety projects, clinical audits and
patient feedback is encompassed into the
risk management framework. The Risk

Quality and Outcomes

Remuneration,
Nominations and
Appointment
Committee

Committee

Management Group receives quarterly
themes of these methods of feedback
whereby Members are proactively looking
for areas of unquantified risk.

Through ensuring consistent and evidence
based risk assessments are managed at
the appropriate level risk register, divisions
are able to prioritise resources using risk
based information.

4.7.4 The risk and control framework

The risk management policy describes our
approach to risk management and outlines
the formal structures in place to support
this approach. The policy is due to be
updated in 2017 to ensure it advocates
best practice in risk management
methodologies. This policy sets out the
key responsibilities and accountabilities to
ensure that risk is identified, evaluated

and controlled. The Board has overall
responsibility but it delegates the work to
the Risk Management Group.

At UH Bristol risk is considered from the
perspective of Enterprise wide risk
management, with the approach to
managing quality risk, organisational risk
and financial risk following the same core
principles. The management of these risks
is approached systematically to identify,
analyse, evaluate and ensure economic
control of existing and potential risks
posing a threat to our patients, visitors,
staff, and reputation of the organisation.

We recognise it is not possible to eliminate
all elements of risk. The use of risk
registers is fundamental to the control
process.

Each division maintains risk registers
containing clinical and non-clinical risks.
All unresolved risks affecting multiple
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departments or the division as a whole are
placed on a ‘divisional’ risk register, whilst
individual departments maintain
‘departmental’ risk registers containing risk
to the achievements of the individual
departments’ objectives. The escalation
process between these risk registers is
monitored on a monthly basis via the
divisional management team. Staff review
and agree risk scoring and escalation of
risks and where risks scoring 12 or above
are confirmed, these are included in the
monthly report to the Senior Leadership
Team for potential inclusion on the
corporate risk register.

Risks are identified through third party
inspections, recommendations, comments
and guidelines from external stakeholders
and internally through incident forms,
complaints, risk assessments, audits (both
clinical and internal), information from the
patient advice and liaison service,
benchmarking and claims and national
survey results. External stakeholders
include the Care Quality Commission
(CQC), NHS Improvement, the Health and
Safety Executive (HSE), the NHS
Litigation Authority (NHSLA), the
Medicines and Healthcare Products
Regulatory Agency, the Information
Commissioner’s Office and Dr Foster.

The divisional management teams ensure
that operational staff identify and mitigate
risk. Corporate committees provide
internal assurance to the Trust Board that
the mitigations are effective and the risks
are adequately controlled. Risk is
monitored and communicated via these
committees reporting to the Audit
Committee and ultimately the board. Our
clinical audits, internal audit programme
and external reviews of the organisation
are the sources used to provide assurance
that these processes are effective and risk
monitoring is fully embedded.

The Audit Committee oversees and
monitors the performance of the risk
management system, internal audit and
external audit (PwC) work closely with this
committee. Internal Audit undertake
reviews and provide assurances onthe
systems of control operating within the
Trust.

The Trust’'s BAF details the principle risks
to the achievement of our operational and
strategic plans. Risks to the Trust’s
governing objectives are identified and
tracked in the BAF along with the
mitigating actions taken in the preceding
guarter and those planned for the next
year.

The BAF is reviewed in a number of
forums and quarterly by the Trust Board.
The Trust’s risk appetite is such that high
risks require action to be taken and to be
reported within 24 hours of identification of
the risk.

During 2016/17, we further improved our
BAF to ensure that, at Trust Board level,
we are focusing on the key risks to
delivering our plans and the mitigating
actions taken to enhance controls. The
Board also agreed the level of risk we are
prepared to accept across the Trust (the
Trust’s risk appetite). All risks in our BAF
are reviewed by one of the Board
Assurance committees (either the Audit
Committee or Quality and Outcomes
Committee).

A summary of the top risks to our
operational or strategic plans in 2016/17
are outlined below:

e Achievement of national performance
targets, including accident and
emergency (4 hour wait), cancer
waiting time standards, and RTT target

¢ Increases in demand and acuity of
patients that get admitted from
Accident and Emergency; the impact
on patient flow and access to treatment

e The financial consequences arising
from the loss of Sustainability and
Transformation funding due to under
performance against key access
standards

e The significant challenges to deliver the
2016/17 financial plan without
compromising on the quality of clinical
services.
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Responsibility for the controls pertaining to
each principal risk is assigned to an
executive director with oversight by a
designated board committee. As at the
year end, the BAF tracked eight principal
risks and 23 related corporate risks which
could potentially impact one of the Trust’s
governing objectives.

The categorisation of these risks is
summarised below:

Number of
risks

Risk categorisation

Quality

Patient Safety

Financial Risks

Workforce Risks

Compliance/Statutory

Health and Safety

P NN W] o1 ©

Reputational

Total 23

The results of internal audit reviews are
reported to the Audit Committee which
takes a close interest in ensuring system
weaknesses are addressed. Procedures
are in place to monitor the implementation
of control improvements and to undertake
follow-up reviews if systems are deemed
less than adequate. Internal audit
recommendations are robustly tracked via
reports to the Audit Committee. The
counter fraud programme is also
monitored by the Audit Committee.

4.7.5 Quality governance arrangements

The Trust is committed to and expects to
provide excellent health services that meet
the needs of our patients and their families
and provides the highest quality
standards.

As part of the governance arrangements,
the board is satisfied that plans are in
place and sufficient to ensure compliance
with the CQC registration requirements.
The Trust has adopted a robust framewaork
of measurement and assurance for each
standard by judging whether compliance is
being achieved.

The Board and Senior Leadership Team
of UH Bristol have a critical role in leading
a culture which promotes the delivery of
high quality services. This requires both
vision and action to ensure all efforts are
focussed on creating an environment for
change and continuous improvement.

The Trust’s annual quality delivery plans
and quality strategy (2016-2020) set out
the actions we will take to ensure that this
is achieved.

We do have much to be proud of. The
Trust’s quality improvement programme
led by the Chief Nurse, Medical Director
and Chief Operating Officer continues to
show us what is possible when we have a
relentless focus on quality improvement.
In our last strategy, we recognised that
access to services is integral to patient
experience and that great patient
experience happens when staff feel
valued, supported and motivated. In our
revised strategy, we have now made this
wider view of quality integral to our
definition.

Our gquality strategy and quality
improvement work is therefore structured
around four core quality themes:

e Ensuring timely access to services

e Delivering safe and reliable care

e Improving patient and staff
experience

e Improving outcomes and reducing
mortality.

The Trust has a robust approach to the
assessment of the potential impact of cost
reduction programmes on the quality of
services. The Trust’'s Quality Impact
Assessment process involves a structured
risk assessment, using our standardised
risk assessment framework, which
includes assessment against the risk
domains of safety, quality and workforce.
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The Medical Director and Chief Nurse are
responsible for assuring themselves and
the Board that Cost Improvement
Programmes will not have an adverse
impact on quality. The Trust’s overall
processes for monitoring quality and
triangulating information provide a
framework within which to monitor the
impact of schemes.

The Trust has a robust Quality
Governance reporting structure in place
through an established Quality and
Outcomes Committee. Our internal
business planning and associated
monitoring processes underpin the
triangulation of our quality, workforce and
finance objectives. Our Operating Plans
are developed through the five clinical and
Trust Services corporate divisions with
monthly and quarterly Divisional Reviews
conducted with the Executive team. The
Trust’s Clinical Quality Group monitors
compliance with Care Quality Commission
Fundamental Standards on an ongoing
basis and our Quality and Outcomes
Committee monitors performance against
a range of performance standards.

Our governors engage with the quality
agenda via their Governors’ Strategy
Focus Group and Quality Focus Group.
Each quarter, the Board and its sub-
committees receive the BAF and the
Trust’s Risk Register which report high
level progress against each of the Trust’s
corporate objectives (including quality
objectives) and any associated risks to
their achievement. Additionally, the
Board’s Audit Committee works with the
Trust’s Clinical Audit and Effectiveness
team to consider evidence that the Trust’s
comprehensive programme of clinical
audit effectively supports improving clinical
quality in alignment with the Trust’s quality
objectives.

During 2016/17 the BAF was re-aligned to
the Trust’s core strategic objectives and
principal risks. The BAF is reviewed
guarterly at the Risk Management Group,
the Audit Committee and the Quality and
Outcomes Committee before onward
consideration by the Board of Directors.

In June 2016, a number of independent
reports and findings about services in the

Bristol Royal Hospital for Children were
published. The Trust fully accepted the
findings of these reports and the Trust

welcomed their publication as a way to
learn from mistakes.

The Trust Board established a Steering
Group led by the Chief Nurse who would
be accountable for the delivery of the
recommendations. Work on the
implementation of the recommendations is
progressing well and progress reported at
each Board meeting.

During 2016/17 the Care Quality
Commission inspected four core services
at the Main site which included:

Urgent and emergency services
Medical care

Surgery

Outpatients and diagnostic
imaging.

As a result of the inspection, the Trust’s
overall rating has moved to Outstanding.
The CQC'’s detailed judgements in respect
of core services and domains of quality
are available on the CQC website.

There are no material inconsistencies
between the Annual Governance
Statement, the annual and board
statements required by NHS
Improvement, the corporate governance
statement and reports arising from Care
Quality Commission planned and
responsive reviews of the Trust. The
Directors’ approach to quality governance
is explained in more detail in the Quality
Report.

As an employer with staff entitled to
membership of the NHS Pension Scheme,
control measures are in place to ensure all
employer obligations contained within the
Scheme regulations are complied with.
This includes ensuring that deductions
from salary, employer’s contributions and
payments into the Scheme are in
accordance with the Scheme rules, and
that member Pension Scheme records are
accurately updated in accordance with the
timescales detailed in the Regulations.

Control measures are in place to ensure
that all the organisation’s obligations
under equality, diversity and human rights
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legislation are complied with. The
foundation trust has undertaken risk
assessments and Carbon Reduction
Delivery Plans are in place in accordance
with emergency preparedness and civil
contingency requirements, as based on
UK Climate Impacts Programme 2009
weather projects, to ensure that this
organisation’s obligations under the
Climate Change Act and the Adaptation

Reporting requirements are complied with.

4.7.6 Review of economy, efficiency and
effectiveness of the use of resources

The Trust has a range of processes to
ensure that resources are used
economically, efficiently and effectively.
This includes clear and effective
management and supervision
arrangements for staff and the
presentation of monthly finance and
performance reports to the finance and
performance committee, trust executive
committee and to the board. More
information about this is in the financial
review section of this report.

Our external auditors, are required as part
of their annual audit to satisfy themselves
the Trust has made proper arrangements
for securing economy, efficiency and
effectiveness in its use of resources and
report by exception if in their opinion the
Trust has not.

4.7.7 Information governance

Information governance (IG) provides the
framework for handling information in a
secure and confidential manner; covering
the collecting, storing and sharing
information, it will provide assurance that
personal and sensitive information is
managed legally, securely, efficiently and
effectively in order to deliver the best
possible care and service.

The Trust has an Information Risk
Management Group chaired by the
Medical Director, who is the Senior
Information Risk Officer (SIRO), which is
the principal body overseeing IG
compliance and the management of
information risks. This group has a
reporting line into the Trust Senior
Leadership Team. It also oversees

submission of the Trust’s information
governance toolkit.

The Trust’s control and assurance
processes for information governance
include:

¢ the key structures in place, principally
the senior information asset owners
covering all patient and staff personal
data areas

e atrained Caldicott Guardian, a trained
SIRO and a trained data protection
officer

e arisk management and incident
reporting process

e staff training
e information governance risk register

¢ the Information Governance Toolkit, the
Trust achieved a satisfactory score of
67 per centfor 2016/17

¢ internal audit review of the evidence
provided to comply with the criterion of
the information governance toolkit.

The Trust has a positive culture in relation
for incident reporting, the lessons learned
from all incidents are shared to educate
staff. During 2016/17 progress has
continued to be made raising staff
awareness on information governance
issues.

Staff information including posters, staff
guidance, articles have been published in
the Trust wide, weekly ‘Newsbeat’ email
which make staff aware of incidents that
have occurred and remind staff of their
responsibilities.

The Trust Medical Records Manager and
Information Governance Officer undertake
monthly spot checks around the hospital.

The Information Management and
Technology Group in conjunction with
Information Risk Management Group
identify, assess and monitor data, cyber,
and infrastructure threats to the
organisation.

Where the risk is controlled by the
Information Management and Technology
Group, the Information Risk Management
Group are provided with regular
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assurance and evidence to support the
criteria of the Information Governance

Toolkit.

The impacts of the worldwide cyber-
outbreak of the WannaCry worm on 13
May 2017 demonstrated the critical
importance of an organisation being
constantly prepared to defend itself from
the incursion of any cyber threat, having
an immediate skilled response to contain
and eliminate infiltration of those
defences, and to clean up and recover
from any resulting damage as rapidly as

possible.

UH Bristol takes its cyber-security
responsibilities very seriously, with
members of the technical staff trained in
the necessary techniques and a
substantial investment in cyber-security
countermeasures, all of which need to be
updated frequently as the nature of the
threats evolve. In addition to internal
these processes and assets, UH Bristol
subscribes to NHS Digital’s cyber-security
service, CareCERT, and is an active
participant in the national Chief
Information Officers Network, which was
instrumental in enabling collaboration
between Trusts during the ‘Brown Friday’

attacks.

Four cases recorded in the Information Governance Incident Reporting Tool were reported
to the Information Commissioner’s Office in 2016/17. The details are provided in the

following table.

Table 47: Information Governance Incidents reported to the Information Commissioner

Date Incident Data loss or Action by Information
Confidentiality | Commissioner
April 2016 A patient was given the notes of Confidentiality No further action following

another patient on discharge.

the remedial action taken
by the Trust.

August 2016

Confidential document was found by
a member of the public.

Confidentiality No further action following
the remedial action taken

by the Trust.

August 2016

Documentation given to patient in
error, which contained list of patient
names for a clinic.

Confidentiality No further action following
the remedial action taken

by the Trust.

October 2016

A spread sheet sent out as part of a
response to a Freedom of
Information Request was not
properly redacted and contained
personal data.

Confidentiality No further action following
the remedial action taken

by the Trust.
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4.7.8 Annual Quality Report

The directors are required under the
Health Act 2009 and the National Health
Service (Quality Accounts) Regulations
2010 (as amended) to prepare Quality
Accounts for each financial year. NHS
Improvement has issued guidance to NHS
foundation trust boards on the form and
content of annual Quality Reports which
incorporate the above legal requirements
in the NHS Foundation Trust Annual
Reporting Manual.

The annual quality report and quality
accounts provide a firm foundation for our
quality ambitions: looking back to identify
progress, celebrate success and
understand our challenges; and looking
ahead by setting specific annual quality
objectives which, if delivered, will make a
significant difference to the safety,
effectiveness and experience of care that
our patients receive.

The structure of our annual quality report
and accounts follows prescribed guidance
from NHS Improvement and NHS
England; the themes we report are agreed
with our governors and tested with our
commissioners. Our choice of annual
guality objectives is shaped through
consultation with our staff, members and
our Involvement Network (patients and
public).

The process of producing the quality
report and accounts is overseen by the
Chief Nurse and Medical Director, who
have a shared board-level leadership
responsibility for quality. Drafts of the
report and account are reviewed by our
Clinical Quality Group, Senior Leadership
Team, Audit Committee and Quality and
Outcomes Committee prior to approval by
the Board. Local stakeholders submit
formal statements for inclusion in the
quality report and accounts describing
their relationship and interaction with the
Trust on matters of quality, and offering
comment on the Trust’s reported quality
story and ambitions. Data included in the
report and accounts is cross-referenced
for accuracy with quality and performance
data reported to the board during the

previous year; national comparative
indicators published in the report and
accounts are also guided by local data
quality frameworks. Finally, external
auditors carry out detailed testing of three
indicators included in the report, one of
which is selected by our governors.

A Data Quality Framework has been
developed by the Trust, which
encompasses the data sets that underpin
the key access and quality indicators
reported in monthly in the Trust Quality
and Performance Report and on an
annual basis in the Quality Report. The
framework addresses the six dimension of
data quality (i.e. accuracy, validity,
reliability, timeliness, relevance and
completeness), and describes the process
by which the data is gathered, reported
and scrutinised by the Trust. The Data
Quality Report is underpinned by the Data
Quiality Policy which describes the policy
and procedures for supporting data quality
across the Trust, including core
responsibilities of staff.

4.7.9 Review of effectiveness

As Accounting Officer, | have
responsibility for reviewing the
effectiveness of the system of internal
control. My review of the effectiveness of
the system of internal control is informed
by the work of the internal auditors, clinical
audit and the executive managers and
clinical leads within the NHS foundation
trust who have responsibility for the
development and maintenance of the
internal control framework. | have drawn
on the content of the quality report
attached to this Annual report and other
performance information available to me.
My review is also informed by comments
made by the external auditors in their
management letter and other reports. |
have been advised on the implications of
the result of my review of the effectiveness
of the system of internal control by the
board, the audit committee, finance
committee and the quality and outcomes
committee and a plan to address
weaknesses and ensure continuous
improvement of the system is in place.
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The head of internal audit provides me
with an opinion on the overall
arrangements for gaining assurance
through the BAF and on the controls
reviewed as part of the internal audit work.
My review of the effectiveness of the
system of internal control is informed by
executives and managers within the
organisation, who have responsibility for
the development and maintenance of the
system of internal control and the
assurance framework. The BAF itself
provides me with evidence that the
effectiveness of controls that manage the
risks to the organisation achieving its
objectives have been reviewed.

The assurance framework has been
reviewed by the trust’s internal auditors.
They have confirmed that a BAF has been
established which is designed and
operating to meet the requirements of the
2016/17 annual governance statement.
Their opinion supported that there is an
effective system of internal control to
manage the principal risks identified by the
organisation and stated that no significant
issue remained outstanding at the year-
end which would impact the opinion.

The Board reviews risks to the delivery of
the Trust’s performance objectives
through monthly monitoring and
discussion of the performance in the key
areas of finance, activity, national
standards, patient safety and quality and
workforce. This enables the Board of
Directors to focus on key issues as they
arise and address them.

The Audit Committee oversees the
effectiveness of the Trust’s overall risk
management and internal control
arrangement. On behalf of the board, it
independently reviews the effectiveness of
risk management systems in ensuring all
significant risks identified, assesse,
recorded and escalated as appropriate.
The Audit Committee regularly receives
reports on internal control and risk
management matters from the internal and
external auditors.

None of the internal or external auditors’
reports considered by the audit committee
during 2016/17 raised significant internal

control issues. There is a full programme
of clinical audit in place.

The responsibility for compliance with the
CQC essential standards is allocated to
lead executive directors who are
responsible for maintaining evidence of
compliance. The trustis addressing all
areas of underperformance and non-
compliance identified either through
external inspections, patient and staff
surveys, raised by stakeholders, including
patients, staff, governors and others or
identified by internal peer review.

4.7.10 Conclusion

The Board is committed to continuous
improvement of its governance
arrangements to ensure that systems are
in place which ensure risks are correctly
identified and managed and that serious
incidents and incidents of non-compliance
with standards and regulatory
requirements are escalated and are
subject to prompt and effective remedial
action so that the patients, service users,
staff and stakeholders of the University
Hospitals Bristol NHS Foundation Trust
can be confident in the quality of the
service we deliver and the effective,
economic and efficient use of resources.

My review confirms that University
Hospitals Bristol NHS Foundation Trust
has sound systems of internal control with
no significant internal control issues
having been identified in this report.

@Weﬁ

Robert Woolley, Chief Executive
26 May 2017
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Appendix A — Biographies of Members ofthe Board of Directors

John Savage — Chairman

John Savage was appointed Chairman of University Hospitals Bristol NHS Foundation
Trust on 1 June 2008. From 1989, he was full-time Chief Executive of the Bristol
Initiative and, from February 1993, Chief Executive of the Bristol Chamber of Commerce
and Initiative, after the merger of these two bodies.

He was awarded the CBE for service to Business and Regeneration in the 2006 New
Year Honours List. He is Canon Treasurer of Bristol Cathedral, Chairman of the Bristol
Chamber of Commerce and Initiative, Chairman of Learning Partnership West and
Chairman of Destination Bristol. He is the Patron of the Bristol Refugee Rights.

He served for ten years as a board member of the Regional Development Agency and
was Chairman of the South West Learning and Skills Council from inception until its
closure. He has gained a broad range of business experience over a period of more
than 40 years.

John is Chairman of the Trust Board of Directors, Chairman of the Council of Governors
and Chairman of the Governors’ Nomination and Appointments Committee.

Robert Woolley — Chief Executive

Robert has been Chief Executive of University Hospitals Bristol NHS Foundation Trust
since 2010, having served on the Trust Board since 2002. In his time as Chief Executive,
the Trust has been rated outstanding by the CQC, completed a major redevelopment
programme, achieved Biomedical Research Centre status and been named a Global
Digital Exemplar, while maintaining a positive financial position throughout. Before
moving to Bristol, he spent nine years at Barts and the London in a range of senior
planning and operational roles.

Robert is STP lead for Bristol, North Somerset and South Gloucestershire, as well as a
director of the West of England AHSN and member of the HEE South of England
Education and Training Board.

He has an English degree from Oxford University and an MBA with distinction from the
University of Bath.

Emma Woollett — Vice-Chair and Senior Independent Director

Emmawas appointed as a Non-executive Director on 01 June 2008, and is Vice-Chair
and Senior Independent Director of the Trust.

She has held executive, non-executive and advisory positions at board level across both
private and public sector industries including health, retail, utilities and rail. Her expertise
is in managing change and strategy development. She has a particular interest in
encouraging the exchange of ideas between different organisations and indeed different
sectors in order to find innovative solutions.

Emma was Marketing Director of Kwik Save Stores, following its merger with retailer
Somerfield plc, and oversaw a transformation in performance. Since 2003, Emma has
deployed her commercial and strategic experience in the NHS, providing strategic and
governance advice to NHS hospitals.

She has an undergraduate degree in Physics and a Masters in International Relations
from Cambridge University.

As a non-executive director, Emma has served on Finance, Quality and Audit
Committees and chaired Remuneration and Nominations Committee and Audit and
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Assurance Committees. She Co-Chairs a Partnership Programme Board with the Vice-
Chair of North Bristol Trust.

Lisa Gardner — Non-executive Director

Lisa Gardner was appointed as a Non-executive Director on 1 June 2008. She has
acquired a broad range of business experience over more than 20 years; the posts held
during that time include finance director of Aardman Animations Limited and Business
West Bristol, as well as in the retail industry before returning to accounting practice and
freelance work. She gualified as a chartered accountant in 1992 after gaining a BA
Honours degree in accounting and finance at Kingston University. Her currentrole is as
Interim Director of Finance at Above and Beyond, a local charity that raises funds for the
Trust’s hospitals.

Lisa is Chair of the Finance Committee at the Trust and sits on the Audit Committee and
Remuneration and Nominations Committee. She is also a board member at the
Watershed's Trustand Trading Companies. In the past she has served as a Parent
Governor at Westbury Park Primary School, where she was also Chair of the Finance
Committee.

David Armstrong — Non-executive Director

David was appointed as a Non-Executive Director on 28 November 2013. After
graduating from Southampton University with First Class Honours in Mathematics and its
Applications, David worked in the banking sector before taking up a position as a
Systems Engineer with GEC-Marconi in 1983.

During his 30 years in the Aerospace and Defence Sector he worked in a number of
Engineering and Project Manager Roles. In 1999 he was appointed as the Alenia
Marconi Systems Ltd Business Improvement, ICT and Quality Director and since that
time has held board level positions in a number of multi-national Defence Businesses,
most recently working for Finmeccanica as UK Vice President of Quality.

He is a Fellow of the Institute of Engineering and Technology and of the Chartered
Quiality Institute and is a Chartered Engineer and Chartered Quality Professional.

David has also served on a number of policy making committees including Engineering
UK’s Business and Industry Panel and as a Trustee of the Chartered Quality Institute.

He has recently completed a part-time role as Head of Profession at the Chartered
Quiality Institute where he was responsible for developing the Profession and raising its
profile across academia and the public and private sectors.

Currently David is working as the Interim Corporate Business Process and Assurance
Manager at the Ministry of Defence, in support of the defence equipment and support
transformation project.

Alison Ryan — Non-executive Director

Alison Ryan read PPE at Oxford and started her career in the United Kingdom Atomic
Energy Authority latterly being responsible for major international nuclear R&D contracts
and intergovernmental research agreements. After nine years she changed career
paths joining the voluntary sector where she was CEO of a number of organisations
working in health and social care notably the Princess Royal Trust for Carers (now the
Carers’ Trust) and Weldmar Hospicecare Trust — providing end of life services for rural
Dorset. She retired, after 30 years in the voluntary sector, in 2016.

She has been a NHS NED since 1997 working on the boards of Somerset Partnership
NHS Mental Health Trust, NHS Southwest and NHS South of England (both Strategic
Health Authorities). She has been a member of University Hospital’s Bristol Board since
2013 and she chairs the Quality and Outcomes Committee for that Board.
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Guy Orpen —Non-executive Director

Guy Orpen is Deputy Vice-Chancellor at the University of Bristol, a role he has held
since 2014. He has previously served as Pro Vice-Chancellor (Research and Enterprise)
from 2009-14 in which role he held strategic oversight of the University's research and its
engagement with society and industry. He is Chair of the Board of the GW4 research
alliance with Bath, Exeter and Cardiff Universities; serves on the Board of Bristol Health
Partners (the city's academic health sciences collaboration) and is a non-executive
director of the University Hospitals Bristol Foundation Trust. He has chaired the UK
National Composites Centre, and served on the Executive Board of the SETsquared
Partnership (for enterprise, with the universities of Bath, Bristol, Exeter, Southampton &
Surrey). He has served as Chair of the Board of Trustees of the Cambridge
Crystallographic Data Centre and is a member of the Board of the 2015 Company
delivers the European Green Capital for Bristol in 2015.He has previously served as
Dean of the Faculty of Science (2006-9) and Head of the School of Chemistry (2001-6)
and as Professor of Structural Chemistry since 1994.

John Moore —Non-executive Director

John Moore was appointed as a Non-executive Director of University Hospitals Bristol
NHS Foundation Truston 1 January 2011. He is an experienced managing director and
Trustee, supporting strategic change throughout organisations. He has multi-sector
industrial experience (aerospace, defence, automotive, utilities) together with the public
and third sectors.

Following 12 years international corporate life, and having sold a medium sized
business, John has taken a Non-executive Director role with University Hospitals Bristol
NHS Foundation Trust, and is a Trustee of various charities, including Education
Towards a Future.

John is passionate about creating a service and quality culture in the organisations he
serves as a board member, whether in an executive or non-executive capacity. A
chartered director and chartered engineer, John has a Master’s degree in Engineering
and a Master of Business Administration from the International Institute for Management
Development. He is married with three children and lives near Bristol.

John is currently Chair of the Audit Committee of the Board.
Jill Youds — Non-executive Director

Jill was appointed as Non-Executive Director on 1% November 2014, following her role
with the Trust as Non-Executive observer from November 2013.

Jill has a highly successful career inthe commercial sector with blue chip organis ations
such as Virgin Media, where she was an Executive Director, and Lloyds Group. Jill
brings her general business leadership experience to the Trustand her specialist
interests include People and Workforce and organisation effectiveness. Jill is an
experienced non-executive director in the public and not-for-profit sectors.

Julian Dennis — Non-executive Director

Julian was appointed as Non-Executive Director on 1°' June 2014, following his role with
the Trust as Non-Executive observer from 1 November 2013.

A company director and public health scientist, Julian worked for the Public Health
Laboratory Service at Porton Down before joining Thames Water. He was appointed a
Director of United Kingdom Water Industry Research Limited in 2003 before joining the
board of Wessex Water as Director of Environment and Science in 2004. He is also
Visiting Professor of Water Science and Engineering at the University of Bath.
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Mark Smith — Chief Operating Officer & Deputy Chief Executive

Mark practiced as a GP until he became the Deputy Medical Director for the North East
Strategic Health Authority. Whilst in the role he worked with organisations in the North
East to develop commissioning, clinical engagement and the North East Transformation
System (NETs) programme which utilised quality improvement methodology to improve
patient care. He has worked on several national committees and the High Quality Care
for All Strategy whilst on secondment to the Department of Health. He has a wide
experience in Heath Informatics including working with the National Programme for IT
and developing one on the first national e-referral systems for cancer patients.

Mark has held several Chief Operating Officer roles, including City Hospitals Foundation
Trust, Leeds University Teaching Hospital and Brighton and Sussex University Teaching
Hospital.

Paul Mapson — Director of Finance and Information

Paul Mapson joined the NHS as a national finance trainee in 1979. He became a fully
qualified accountant in 1983 and has undertaken a wide variety of roles within the NHS
in the acute sector.

Paul has eleven years of experience at Board level including significant experience in
the management of capital projects, specialised commissioning, systems development,
information technology and procurement. Prior to joining the Trust in 1991 as Deputy
Finance Director, Paul held posts in Somerset, Southmead and Frenchay hospitals. He
was appointed Director of Finance in February 2005. Paul serves on the Finance
Committee of the Board.

Sean O’Kelly — Medical Director

Following degrees in Medicine and Psychology at Bristol University Dr O’Kelly undertook
postgraduate training in paediatrics and anaesthetics at Southampton University
Hospitals. He then worked at the University of Michigan, Ann Arbor for six years as
Associate Clinical Professor and Director of Paediatric Cardiac Anaesthesia.

Returning to the UK in 1998, Dr O’Kelly worked initially as a Consultant Anaesthetist in
Swindon, where he took on the role of College Tutor and Lead for Paediatric
Anaesthesia. Dr O’Kelly then undertook the year-long National Clinical Governance
Development Programme, after which he worked with the Modernisation Agency as
National Clinical Lead for the Agency Associate Scheme.

In 2002 Dr O’Kelly was appointed Associate Medical Director for Clinical Governance in
Swindon and in 2004 was seconded to the Department of Health as Associate Medical
Director to the Deputy Chief Medical Officer. In 2006 he was seconded to North Devon
Healthcare Trust as Interim Medical Director during a period of performance turnaround
and in 2008 was appointed Associate Medical Director for Women’s and Children’s
Services at the Great Western Hospital, Swindon. In 2009 Dr O’Kelly was appointed
Medical Director at Salisbury NHS Foundation Trust and was appointed to University
Hospitals Bristol NHS Foundation Trustas Medical Director in January 2011.

Between 2005 and 2009 Dr O’Kelly also completed a Master of Science degree in
Strategic Management at the University of Bristol, chaired the Department of Health
National Steering Group on Cosmetic Surgery Regulation and acted as Honorary
Treasurer to the Quality in Healthcare section of the Royal Society of Medicine.

Alex Nestor, Acting Director of Workforce and Organisational Development

Alex began working in the NHS in 1990 and worked in a number of roles across the
South West before joining University Hospitals Bristol NHS Foundation Trust in 2003.
She held a number of roles within the Trust before she become Deputy Director of
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Workforce and Organisational Development in 2011. She has held a number of regional
or national positions. She was seconded to the Department of Health in 2010 to support
NHS organisations the South West to implement the Health & Wellbeing
recommendation of the Boorman report; she was HR adviser to the Health and
Wellbeing Development Unit of the Royal College of Physicians during 2010 - 2014 and
she was Vice President of the South West Health Care People Management Association
from 2011 - 2013. Alex is a Chartered Fellow of the Institute of Personnel &
Development.

Carolyn Mills — Chief Nurse

Carolyn is an experienced nurse whose career in the NHS spans 30 years. Carolyn has
worked in acute, community and academic sectors. She moved into senior nursing
leadership roles in 1998. Between 1998 - 2005, Carolyn held two Assistant Director of
Nursing positions, at Hillingdon Hospitals NHS Trust and University College London
Hospitals NHS Foundation Trust. Previous to joining University Hospitals Bristol NHS
Foundation Trustas Chief Nurse in January 2014, Carolyn was Director of Nursing at
Northern Devon Healthcare Trust. Carolyn serves on the Quality and Outcomes
Committee.

Paula Clarke — Director of Strategy and Transformation

Paula joined the NHS as an NHS General Management trainee in 1991 and over the last
25 years, has held senior manager posts in commissioning, provider and primary care
organisations, primarily in the integrated health and social care system in Northern
Ireland. Paula has over 8 years’ experience at Board level, including one year as the
interim Chief Executive of Southern Health and Social Care Trust, providing all health
and social care services to ¢360,000 children and adults and managing an operating
income of £550m.

Paula joined UH Bristol in April 2016, and brings to Bristol extensive experience in
strategic development, partnership working and service redesign.

Key priorities for Paula are to drive improvement in care through strategic
transformation, alongside supporting every member of the organisation to take personal
ownership in doing things better every day.
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Appendix B — Contactdetails

The Trust Secretary can be contacted at the following address:

Trust Secretary

University Hospitals Bristol NHS Foundation Trust
Trust Headquarters

Marlborough Street

BRISTOL

BS1 3NU

Telephone: 0117 34 21577
Email: Trust.Secretariat@UHBristol.nhs.uk

The Membership Office can be contact at the following address:

Membership Office

University Hospitals Bristol NHS Foundation Trust
Trust Headquarters

Marlborough Street

BRISTOL

BS1 3NU

Telephone: 0117 34 23764
Email: FoundationTrust@ UHBristol.nhs.uk
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Part 1

1.1 Statement on quality from the chief executive

Welcome to this, our ninth annual report describing our quality achievements. Our missionis to
improve the health of the people we serve by delivering exceptional care, teaching and research
every day. The Quality Report (also known as the Quality Account) is one of the key ways that
the Trust demonstrates tothe publicandits stakeholdersthatits services are safe, effective,
caring and responsive. The reportisanopenand honestassessmentof the lastyear, its
successes and its challenges.

| write with a deep sense of pride in the staff of University Hospitals Bristoland the care they
give to hundreds of thousands of patients across Bristol and the south west of England each
year. Followingtheirinspectionin Novemberlast year, the Care Quality Commission has
assessedthe Trustas Outstanding —making us one of only half a dozen acute Trusts in England
to achieve this recognition, and currently the only Trust to have gone from Requires
Improvement to Outstandingin one step. Thisis a greatachievementandistestimonytothe
dedication, passion and focus of our staff. You can read more about whatthe CQC foundinthe
pages of thisreport.

Priorto the CQC’s visit, our Trust Board had approved a new fouryearstrategy for quality,
setting out our road map for quality improvementand describing the kind of organisation we
aspire to be. I've asked the Trust’s medical directorand chief nurse to say a few words about the
strategyintheirintroductiontothisreport. The fact that the vast majority of our patients
receive treatmentand care of the highest standards must not overshadow the reality that we
don’talways getit right. Aswe seek to build on a safe, effective, caring, responsiveand well -led
foundation, itistimely and appropriate that, in the quality strategy, our Board has laid down a
challenge toeverybody inthe organisation to think about what consistently great customer
service looksandfeelslike and to develop that mind-setin all our dealings with patients,
relativesand carers.

Apart fromthe CQC outstandingrating, the pastyear has included anumber of significant
developments which have the potential to transform care of patientsinthe future. Togive youa
flavour of these, UH Bristol is one of 16 acute trustsin the UK designated as ‘digital exemplars’,
triallingthe next generation of information technology; we were delighted to receive a grant of
£21 million overthe nextfive years from the National Institute for Health Research Biomedical
Research Centre, underpinning our research collaboration with the University of Bristol and its
partners; and 2016/17 also saw the openingof the West of England Genomic Medicine Centre,
hosted by our Trust.

Elsewhere, UH Bristol is leading the process to create a five-year plan forBristol, North Somerset
and South Gloucestershire, so we have areal opportunity to influence the transformationin
health and social care that’srequired forthe longterm and whichis a condition of our
continuing success.

Finally, you may notice that our Quality Reportis shorterand more focussed than has been our
practice in recentyears. If you have any views about this orany otheraspect of thisreport, |
would be delighted to hearfrom you. As always, | would like to thank everyone who has
contributed to this year’s Quality Report, including our staff, governors, commissioners, local
councils, and local Healthwatch. To the best of my knowledge, the information contained in this
Quality Reportis complete and accurate.
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sile.,

Robert Woolley, chief executive

1.2 Introduction from the medical director and chief nurse

In writing thisintroduction to the annual Quality Report, we would like to begin by echoing the
sense of pride already expressed by Robert, our chief executive, about the outcome of our
recent Care Quality Commissioninspection. The Chief Inspector of Hospitals’ report spoke of the
compassionate, sensitive and respectful way that the CQC team saw patients being caredfor,
and highlighted numerous areas of best practice. You can read more about the CQC’sfindings
laterinthe pages of thisreport.

In 2016 our Trust Board approved anew fouryear quality strategy, the purpose of whichisto
articulate ourambitions for quality in away that is meaningful and serves as a statement of
intent that patients, carers, staff, commissioners and other stakeholders can use to hold the
Trust Board to account forthe delivery of high quality services.

At the beginning of 2016, we met with members of our Trust’s Involvement Network to hear
what patientsand members of the publichad to say about quality priorities. The overriding
message from this event was that we cannot divorce the concept of quality from the process of
waiting to access health services as somehow being an ‘administrative’ process, be thatin one
of ouremergency departments, in an outpatient clinic, or whilst waiting on a list for cancer
treatmentorplanned surgery. We also asked our staff what quality meanttothem: we received
hundreds of truly inspiring responses. We used this feedback from the publicand ourstaff to
shape our strategy, the strapline of whichis “We are proud to care”.

In summary, our strategy says that we will
cancel feweroperations, reduce patient
waitingtimes, improve the safety of patients
by reducing avoidableharm and strengthen
our patientsafety culture. We willalso create
new opportunities for patients,families and
staff to give usfeedback about their
experiences, andina way which enables
concernsto be addressedin real-time.
Elsewhere, the Trust will take alead role inthe
implementation of anew national ‘learning
from mortality’ system, screeningall deathsin
hospital and undertaking structured review of those deaths from which learning may be derived.
Andfinally, we will continue our work to significantlyimprove staff satisfaction, making UH
Bristol an employer of choice.

=i

As you would expect, the strategy has influenced our choice of quality objectives for 2017/18,
which you can read more about in this report.

The same strapline, “We are proud to care”, is the title of our new Trust film, which was
launchedin 2016/17. The film promotes the commitment that binds our staff togetherandis

Page | 4| University Hospitals Bristol NHS Foundation Trust | Annual Quality Report2016/17



the essence of whatit means to work at UH Bristol. You can watch it at
http://www.uhbristol.nhs.uk/about-us/who-we-are/

- T ey 2

(""'_’_'_:’
Dr Sean O’Kelly Carolyn Mills
Medical director Chief nurse
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Part 2

Priorities for improvement and statements of assurance from the Board

2.1 Priorities forimprovement

2.1.1 Update on quality objectives for 2016/17

Twelve months ago, we identified 12 specificareas of practice where we wanted to see
improvementsin 2016/17. These were acombination of ambitions we had not fully realised in

2015/16 and new objectives aimed atimproving different aspects of patient experience. A progress

reportis setout below, includingareminder of why we selected each objective and an overall
‘RAG’ rating of the extent to which we achieved each ambition. Overall, we fully achieved five
objectives and made significant progressinsix more.

Objective 1 To reduce the number of last minute cancelled operations

Rationale and We had et this objective forthe last two years, but had notachieved our
past goal. Our targetin 2015/16 — as per 2014/15 — was to reduce the percentage
performance of operations cancelled at the last minute for non-clinical reasons to no more

than 0.92 percent. In2015/16, we achieved 1.03 percent.

What were our
patientssaying?

“Any operationisa bigdeal but whenit’s cancelled and, in my case, cancelled
twice the impactis devastating - | had cancer and was really worried this
would affect the success of the operation whenitfinally happened.”

What did we
say we would
do?

We said that we would embed arevised standard operating procedure across
all our divisionsand amend our escalation plan to ensure that everyone is
aware of the current Trust-wide state-of-play relating to cancellations and
that decisionsto cancel are recorded through escalation ‘Silver meetings’.
Further, we said that our divisions would review the reasons why operations
are cancelled atthe last minute and agree a plan which sets out specific
actionsto reduce cancellations furtherrelated to the cause of breach.

Measurable
target/sfor
2016/17

We retained our previous target to reduce the percentage of operations
cancelled atthe last minute for non-clinical reasons to no more than 0.92 per
cent.

How did we get
on?

Throughoutthe yearit has beenapparentthat hospital occupancy levels and
emergency demand are the key triggers forsuboptimal performancein
respect of last minute cancelled operations. Divisions are held accountable
for theirperformance in respect of cancelled operations, providing monthly
updatestoa shared action planto deliver necessary improvements.

The Trust’s standard operating procedure formanagement of last minute
cancelled operations was refreshed; any on-the-day cancellations related to
bed pressures are recorded on patient flow boards and as part of the ‘sitrep’”.

In 2016/17 0.98 percent of operations were cancelled at the last minute. This
represents animprovement on 2015/16 but fell short of both our annual
target (0.92 per cent) and the national target (0.8 per cent).

1. . . . .
Situationreport - across the daythe hospital produces a snapshot picture ofthe operational pressuresandlevels of

escalation
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RAG rating Amber—our performance in 2016/17 was betterthan in the previous year
but fell short of ourtarget. This objective is being carried forward into
2017/18.
Objective2 | To ensure patients are treated on the right ward for their clinical condition
Rationale We had set this objective for several consecutive years, but had notachieved our
and past goal. Our targetin 2015/16 was to have no more than 9,029 outlierbed daysin
performance | total; we achieved 9,666.
What didwe | We said we would continue our work focussing onimproving flow through our
say we hospitals and, by doingso, improving bed occupancy. We said thatin 2016/17
would do? we would roll out our ward processes to all wards and implement our new
virtual ward scheme, ORLA Healthcare, enabling patients to receive hospital care
at home.
Measurable | We retained our previous target, to have fewerthan 9,029 outlier bed days
target/sfor | duringtheyear.
2016/17
How didwe | Duringthe year the total numberof bed days spent by patients outlyingintoa
geton? different ward was 8,178, therefore the Trust achieveditsannual target bya

significant margin. Duringthe second and third quarters of the yearin particular,
we built furtheron our ward processes programme, embedding routines in adult
inpatientareasin collaboration with matrons and ward sisters, improving patient
flow through our hospitals. The development of our virtual ward scheme (ORLA)
increased capacity, with staff gainingin confidence with the processes for
referring patientsinto the new service. During periods of escalation, particularly
inthe final quarter of the year, we have focussed on identifying the most
suitable patients to move and providing more structured medical coverto each
ward sothat patientsare seenina timely way and their care progressed.
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RAG rating Green— we achieved ourtargetfor 2016/17 and our performance was
significantly betterthanin 2015/16.

Objective3 | To improve timeliness of patient discharge

Rationale Despite huge efforts, we had yet to achieve our goal of increasingthe number of

and past discharges before noon. This has animpact on the number of cancelled

performance | operations as operations cannotstartif a bed hasn’tbeenidentified. Delayed
discharges are also a source of frustration for patients who may spend many
hours awaiting theirdischarge.

What were | “l was required to waitfora letterof discharge | saw the doctor at approximately

our patients | 8.30am. My letter of discharge was givento me at 3pm.”

saying? “I think the discharge process could be a lot more organised.”

What didwe | We said we would continue toembed our ward processesinorderto promote

say we timely discharge with an emphasis on pre-day planning of pharmacy

would do? requirements, patienttransportand discharge letters. We also said we would
pilot new models of discharge including therapist such as physiotherapists and
occupational therapists being able to discharge patients based on agreed criteria.

Measurable | We retained our previoustarget, foratleast 1,100 patients per monthto be

target/sfor | discharged between7amand 12noon. We alsoseta targetto increase the

2016/17 number of patients discharged at weekends by 20 per cent.

How didwe | Throughoutthe year, we have continuedtoroll outand embedthe ward

geton? processes work across the Trust, supported by a schedule of workshops with

multi-disciplinary ward teams.
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Alongside this, we rantwo successful “reset” events. In May, an eventcalled
“Plans for the Weekend” focussed on weekend discharges and provided agood
understanding of the progress we have made with discharge and weekend
planning, and the areas we are continuingtoaddressto supportimprovementin
weekend discharges. In Decemberand January we ran anothereventto promote
dischargestosupportimproved flow before and after the Christmas period.

We have continued to make good progressinthe adoption and embedding of the
ward processes good practice. Progress has been most notable in the Division of
Medicine where ourward processes routines are mostembedded and levels of
timely discharge have continued toincrease, butitis notable thatinthe second
half of the year other divisions also matched this progress. The winter reset
events furtherreinforced key messages around ward processes and confirmed
areas where furtherworkis required. All of this learning has been taken into the
next phase of our operating model programme.

These activities contributed to an overall improvementin timely discharge
comparedto 2015/16: across the year as a whole, more patients were discharged
between the hours of 7am and 12noon (946 on average per month in 2016/17
versus 870 per monthin 2015/16). At the same, we were disappointed thatour
performance once again fell short of our stretching annual target.

Our resetevents allowed us to specifically test progressin the use of Criteria Led
Discharge (CLD) to try to increase the number of weekend discharges. While we
have seen animprovementinthe numberand proportion of weekend
discharges, this has fallen well short of the very stretching ambition we set, with
growthin the numberof weekend discharges of approximately three per cent.
The winterreset events highlighted the limited progress we have made in CLD, in
part as we have prioritised ourimprovement work to focus on the greater
adoption, and accuracy of expected date of discharge in ordertoimprove the
predictability and number of discharges every day of the week.

RAG rating

Amber—our performance was betterthanin 2015/16 butfell short of our target.
This objective is being carried forward into 2017/18.
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Objective 4

To reduce appointment (in-clinic) delays in outpatients, and to keep
patients better informed about any delays

Rationale and
past
performance

We carried forward this objective from 2015/16 because we had more work
to do.

What were our
patients saying?

“Staff treated me well and with respect, but my appointmenttime was
delayed, and no-one informed us of this until my wife asked at the reception
desk. Then we had a 90 minute delay, but the sign overthe desk area
indicated no delays.”

What did we
say we would
do?

We said that we would complete the Trust-wideimplementation of our new
standardised layout forinformation boards in outpatient departments, and
embed astandard operating procedure to ensure teams proactively inform
patients aboutany delays. We anticipated that associated work reviewing
clinic productivity and utilisation would lead to improved booking practices
and schedulingto help minimise delays. Each quarter, we committed to
carrying out a ‘15-step’’ senior management walk around to ensure our
redesigned clinicstatus boards are being used correctly.

Measurable
target/sfor
2016/17

In the absence of service-widereal-time dataaboutclinicrunningtimes, we
agreedto settargets based on patient feedback using our monthly survey,
setting minimum targets which would represent a statistically significant
improvement on our patient-reported performance in 2015/16. We agreed
that the questions we would use and our minimum target scores would be as
follows:

e How longafterthe stated appointmenttime did the appointment start?
(ourtarget was that at least 78 per cent of patients would say that they
were seen within 15minutes of theirappointed time)

e Wereyoutold howlongyouwold have to wait? (ourtarget was that at
least 50 percent of patients would say ‘yes’)

e Didyou seeadisplay boardinthe clinicwith waiting time information on
it? (our target was that at least 55 percent of patients would say ‘yes’)
cent)

In additionto asking patients about theirexperiences, we also wanted to
progress work to develop our own real-time objective measurement of clinic
runningtimes.

How did we get
on?

We established a ‘task and finish’ group to oversee the replacement of
information boards in outpatient clinics. New boards were installed in
approximately half of our outpatient clinics during Octoberand November
2016, focussinginitially onareas where there were noboards orwhere
existingboards were in a poor state of repair. Furtherfundingis currently
beingidentified to completethe projecttoensure thatboardsinall areas are
consistent. Atthe same time, anew standard operating procedure has been
introducedin outpatientclinics toimprove the way that staff keep patients
updated andto ensure consistent use of the boards displaying information.

As part of our work to improve productivity in our outpatients departments
we have been focussing on improving booking practices and reducing

? The’15 Step Challenge’ is The 15 Steps Challenge is a series of toolkits which are part of the resources available for
the Productive Care work stream. They have been co-produced with patients, service users, carers, relatives,
volunteers, staff, governors andseniorleaders, to help lookat care ina variety of settings through the eyes of
patients andservice users, to help capture what good quality care | ooks, sounds and feels like. - See more at:
http://www.institute.nhs.uk/productives/15stepschallenge/15stepschallenge.html#isthash .XhyOdrrc.d puf
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cancellations through awork stream focussed onimproved usage of the
ElectronicReferral Servicewhichisa CQUIN in 2016-18. Due to a key vacancy
inthe role of outpatient manager, the introduction of senior management
walkrounds has been delayed until the summer of 2017. Our new outpatient
standards have been published on Connect (ourinternal web site) specificto
staff roles, and we hope that increased awareness of the contribution each
member of staff makes tothe experience of the patients willdrive up quality
particularlyinthis area of communication whilst patientsare inthe
department.

In 2016/17, a marginally greater proportion of outpatient attendees told us
that theirappointment had started on time (within 15 minutes of the
appointedtime): 73 percent comparedto 72 percentin 2015/16. However
this fell short of the threshold that would constitute a statistically significant
improvement (78 per cent).

Disappointingly, in 2016/17, a smaller proportion of outpatient attendees
said that they were told how long they would have towait in-clinic (37 per
centcomparedto 39 per centin 2016/17) and the same was true of patients
who saw a display board with waiting time information on it (46 per centin
2016/17 comparedto51 percentin2016/17).

Our plans for developing real-time measurement of in-clinicwaiting times
have been extendedinto 2017/18 —see section 2.1.2 of thisreport.

RAG rating Red - despite targeted improvement activities, performance forall three
patient-reported indicators has fallen short of our targets. This objective is
being carried forward into 2017/18.

Objective 5 To improve the management of sepsis

Rationale and Sepsisisrecognised as asignificant cause of mortality and morbidity in the

past NHS, with around 37,000 deaths attributed to sepsisannually. Of these,

performance estimates suggest as many as 12,500 could have been prevented. Problemsin

achieving consistentrecognition and rapid treatment of sepsis nationallyare
thoughtto contribute to the number of preventable deaths from

sepsis. Locally, we have identified —through mortality reviews and incident
investigationsinto deteriorating patients —that we can improve our
management of patients with sepsis. Therefore, thisis one of the sub work
streams of our patient safety improvement programme and a continuation of
a quality objective we first set ourselvesin 2015/16.

What were our
patients saying?

“During my three months after suffering sepsis, the treatment I received was
firstclass, the doctors and surgeons saved my life. I would like to puton
record that all staff at BRI are fantastic.”

“The ward did not recognise how unwell my wife was (viral sepsis) and at first
did not manage hersymptomsvery well.”

What did we
say we would
do?

Our goal was to achieve the national sepsis CQUIN, which requires rapid
identification and treatment of sepsisin emergency departments and acute
inpatient settings.

Measurable
target/sfor
2016/17

In paediatrics, the measurable targetfor 2016/2017 was the proportion of
patientsinthe children’s emergency department who metthe requirements
for sepsisscreening who received screening.

In adultservices, thistarget was also measuredin addition to time takento
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antibioticadministration fromarrival. This target was analysedin the
paediatricgroup as well but notincluded as a reflection of the “watch and
wait” approach oftenrequired in paediatric medicine as most children will
settle with time, antipyretics, fluids etc. due to the viral aetiology of most
febrileillness. The paediatric population willbe included nextyear as the
guality measure has since been changed to the time from diagnosis rather
than arrival, which is more relevant to the paediatric population, provided
that adequate screeningisalreadyin place.

How did we get
on?

In adultservices:

Two whole time equivalent sepsis nurses were appointed by the Trust and
commencedin postin August 2016. These appointments facilitated anumber
of positive developmentsin the timely and effectiveidentification and
treatment of sepsis, including:

e Developmentandimplementation of anew adultsepsis guideline written
inline with NICE guideline NG51 publishedin July 2016.

e Sepsiseducationinthe Emergency Department, Acute Medical Unitand
the Surgical Trauma Assessment Unit for nursing and medical staff.

e Trust-wide sepsistraining with participation in the AcademicHeath
Science Network ‘600in 60 days’ initiative (the goal of training 600 staff
in 60 days): more than 800 staff were trained.

e Foundationdoctorteaching.

e Completion of asepsis death certification audit which highlighted that
fewerthan 30 percent of patients who die with aninfection have sepsis
written on theirdeath certificate. This was presented at medical grand
round and has now beenincorporatedin foundation doctorsepsis
teaching programme.

e Improvedsepsis coding has been achieved through implementation of
local policy inline with updated national guidance. As aresult,
identification of sepsis cases hasincreased from an average of 38 per
monthin 2014/15 to an average of 61 per monthin 2016/17.

e Implementation of new sepsis pathway in maternity services.

e Creationof a new sepsis patient and relativeinformation leaflet.

e Inclusion of sepsis prompts on medical and surgical admission proformas.

In children’s services:

The Bristol Royal Hospital for Children’s (BRHC) Emergency Department
undertook arange of activities toimprove the identification and treatment of
sepsis. Theseinclude:

e Arolling programme of rapid-cycleaudits to assess ability to meetthe
CQUIN standards forsepsis screening and antibioticdelivery.

e Raisingawareness of the sepsis CQUIN amongst medical and nursing staff
through educational study days and self-directed on-line learning
resources.

o Implementingatriage screeningtool to helpincrease recognition of
potentially septicchildren. Thisis now a mandatory, electronicscreening
tool which ensuresthatall children meeting the criteriaare screened and
flagged as potentiallyseptic.

e Adapting NICEguideline NG51foruse in the BRHC ED to create a
paediatricsepsis guideline.
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In 2016/17 the scope of the national CQUIN was broadened to encompass
paediatricinpatientservices. Inresponseto this, the Trust appointed asepsis
implementation lead working across the BRHC (Dr Marion Roderick). The
patient safety team at BRHC has developed an age-appropriate sepsis
screeningtool which has been piloted on wards 30 and 35, with plansto roll
this out to surgical ward 31.

Our progress meantthat, inthe final quarter of the year:

e A 90 percent screeningrate was achievedinthe adult ED.

e Antibioticdelivery within one hourof patientarrival in adult EDwith
sepsiswas 63.3 percent (target was 65 per centfor partial delivery /80
percent for full delivery).

e Antibiotics werereviewed within 48 hoursfor 100 percent of adult ED
patients with sepsis.

e Inpatientsepsisscreeningwas embedded and was muchimproved at
31.8 per cent; timely inpatient antibioticdelivery was 68 per
cent(antibiotictarget delivery was 75 percent).

e Antibiotics werereviewed for 100 per cent of inpatients with sepsis.

e 93 per centof eligible children were screened for sepsisin the Children’s
ED.

Overall, although many challenging individual targets were met, the Trust

achieved 66.3 percent of the total value of the national CQUIN.

RAG rating Amber—the Trust made significant stridesin the recognition and rapid
treatment of sepsis during 2016/17, including atwo thirds achievement of
the related CQUIN. This objective is being carried forward into 2017/18.

Objective 6 To ensure public-facing information displayed in our hospitals is relevant,

up-to-date, standardised and accessible

Rationale and

The objective formed part of the Trust’s previous two year commitmentto

past improve key aspects of communication with patients. The issue was raised via

performance a previous consultation on quality priorities. The intentionis that patients and
visitors walking through our hospital campus will see information thatis
relevant, up-to-date, standardised and accessible.

What did we We said we would:

say we would
do?

e Produce guidelines forall staff about the standard of information that
should be displayedin publicareas and advice on how to get supportto
produce it.

e  Work with areas to professionally produce and print any materials that
arise fromthis process.

e Continueto provide good quality corporate posters, publications and
othermaterials fordisplayin publicareas —ensuringthey communicate
keyinformationand messages.

How did we get
on?

As part of its work, the Trust’s communications team advises services, teams,
individuals and hospitals on the best way of communicating to a wide range
of audiences. Thisincludes supporting our Divisions to ensure that public-
facinginformationin our hospitals meetsthe criteriaset outabove. Guidance
has been produced and made available onthe Trust’s intranet site. Periodic
walk-rounds have been carried outin 2016/17 and will become a more
regularfeaturein 2017/18.

RAG rating

Amber—guidance is available forourdivisions but we need to make walk-
rounds a more regularfeature to ensure the guidance is being followed
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Objective 7

To reduce the number of complaints received where poor communicationis
identified as a root cause

Rationale and
past
performance

This objective was identified by our Trust Board as an improvementarea—we
know that failuresin communication account for a significant proportion of
complaints received by the Trust.

What were our
patients saying?

“The information relayed by doctors was vague and the language that they
used wasjargon.”

“My experience was avery positive one and this has notbeenthe casein
some other hospitals | have used. The big difference was UH Bristol provided
clear, timely communication.”

What did we
say we would
do?

Analysis of complaints datarevealed thatin 2015/16, the Trust received a
total of 320 complaintsrelatingto the following categories:

- Telecommunications and failure to answer phones (97)
- Administration including waiting for correspondence (64)
- Communication with patients and relatives (159).

We said that we would roll out the changesto patientletters and that we
would run a transformation projecttoimprove the quality of telephone
communications. Finally, we said that we would conduct furtheranalysis of
complaints previously received within the “communication with patients and
relatives” category, to see whether common themes and opportunities could
beidentified.

Measurable
target/sfor
2016/17

Our target was to achieve areductionin complaints received in the categories
described above.

How did we get
on?

Patient Letters Project

Aftera considerable amount of work to ensure that letters meeting ourlocal
quality standard are delivered through the Medway patient administration
system and Synertec, a pilot went ‘live’ in the Bristol Heart Institute
outpatients department during the summer of 2016. Initial teething problems
relating to system connectivity were resolved and an evaluation of the pilot
showed a positive improvementinthe quality of letters. The projectgroupis
now overseeingthe implementation of revised letters across the Trust with
new letters approved for obstetrics and gynaecology, the children’s hearing
centre, and diagnostics and therapies. The outpatient letters forthe
children’s hospital and inpatient letters in Surgery, Head and Neck Division
will be the next areas to go live. The project group will continue to oversee
this process ensuringadherencetothe standard. A pilot of ‘easy read’ letters
isalso planned, linking with Medway alerts (system flags which tell staff that
a patients has a particular communication need).

Telephone communications

We know thatthere are a number of factors which contribute to the quality
of telephone communications. Theseinclude staff training, the way that staff
who receive incomingtelephonecalls are organised, and the switchboard
technology and directory information available. Inthe first quarter of the
year, we undertook furtheranalysis of complaints dataabout telephone
communications, and agreed the scope of work needed in response to this. In
the second quarter, we completed further work with the information
management and technology teamto understand the areasin which
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improvements would reap the greatest benefits for patients. Unfortunately,
progress thereafter was hampered by vacanciesinthe Trust’s transformation
team. Work on the projectrecommencedin February 2017 and has been
carried forward in our quality objectives for2017/18.

Analysis of complaints

Furtheranalysis of complaints coded in the category of “communication with
patients and relatives” (as described above) in 2015/16 initially identified six
potential ‘hot spots’ around the Trust, howevercloserinspection of these
complaints failed to reveal any common themes over and above those
already beingacted upon, i.e. quality of letters and telephone
communications.

At the outset of the year, we said that ourtarget was to achieve areduction
incomplaintsreceivedin the categories described here. In 2016/17, the Trust
received atotal of 342 complaints which were subsequently coded in one the
three categories described above, asmall increase compared to 2015/16.

RAG rating

Amber—The patientletters project has been successfullypiloted andisinthe
process of being rolled out. The telephone communications project has not
yet progressed to the extent we had intended and willnow be taken forward
as a work stream within the Trust’s ambitions forembedding a customer
service culture.

Objective 8

To ensure inpatients are kept informed about what the next stage in their
treatment and care will be, and when they can expectthisto happen

Rationale and
past
performance

This objective wasidentified in discussions with ourinvolvement network as
an important marker of positive patient experience whenin hospital.

What were our
patientssaying?

“I was keptinformed at all times, fromthe cleanersto the doctors, and had
excellenttreatment”

“I would like to see more communication between doctors and patient
keepingtheminformed of whatis happening with treatment.”

What did we
say we would
do?

Duringthe first half of the year, we said that we would carry out targeted
‘Face2Face’ interviews with inpatients to gain a clearer understanding of their
needs and expectations around being keptinformed, the waysin which
patients are keptinformed, and opportunities to do this better.

Measurable
target/sfor
2016/17

We said that a target would be determined by the chief nurse and medical
directorfollowing scoping work described above.

How did we get
on?

In the first quarter of the year, we asked our Face2Face ward interviewteam
to go out onto wards to talk to patients about the things they
wanted/expected to be keptinformed about. Answers included:

- My treatmentoptions

- My planforcare overthe nextfew days

- What’sgoingto happeninrespect of my hospital care and treatment
each day

- Whetheranytests or proceduresare due

- Gettingtestresultsand whatthey mean

- WhenI’'mgoingto be discharged

- What’sgoingto happenwith my care when| go home.
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Detailed patient feedback gathered during May and June 2016 suggested
that, inrelative terms, the specificareas we perform least well in are keeping
patientsinformed about plans fordischarge and goinghome. However
overall, our performance was not a cause for concern: 72 per cent of
inpatients told us that hospital staff had “always” kepttheminformed about
whatwould happen nextintheircare and treatment during their stay, and 65
percent said they were told when thiswould happen. We continued to
monitorthis aspect of care throughout the remainderof 2016/17, during
which these scores furtherimproved. Inthe final quarter of the year, 74 per
cent of patientssaid that they had always been keptinformed about next
stepsand 70 percent said that they were told when that would happen (the
latterbeinga statistically significantimprovement).

In light of this positive feedback, the Trust did notinitiate aspecific
improvement project howeverthere are anumber of ongoing Trust plans
which will support progressinthis area. Specifically:

e The Trust’s ward round check-list will be adapted toinclude acheck that
the patient has understood what’s been discussed with them.

e Basedon learningfromthe Bristol Royal Hospital for Children, the Trustis
developingasystemto enable adult patients and theirfamilies to quickly
escalate any matters of clinical concern to Trust staff.

e Asdescribedelsewhereinthis report,in 2017/18 we will be
implementing a systemto enable patients and theirfamiliesto give real -
time feedback about theirexperiences of care, which will open up the
possibility of staff being able to make positive interventions where
feedbackis poor, including any situations where communication about
plansfor care has not met expectations.

We will also continue to monitorthis theme and will take further appropriate
actionin accordance with what our patientstell us.

RAG rating

Green— following the Involvement Network’s suggestion, we investigated this
theme in detail as planned; patient feedback on this topic was significantly
more positive than we had anticipated, and our patient-reported scores
improved duringthe year. There are related improvement plans which will
maintain ourfocus on this topicin 2017/18.

Objective 9

To fullyimplement the Accessible Information Standard, ensuring that the
individual needs of patients with disabilities are identified so that the care
they receive is appropriately adjusted

Rationale and
past
performance

Thisis a key national standard which has the potential to make a significant
difference to patients with disabilities who are cared for in our hospitals.

What were our
patientssaying?

“Some nursesdidn't know my child was disabled.”

“This operation was for my 15-year-old son who is deaf. We nevergot help
from anyone who could sign to himand, if | wasn’t there, he would have been
lost. No-one could talk to him. They knew that he was deaf.”

What did we
say we would
do?

We said we would develop andimplement a Trust-wide planto addressthe
requirements of the standard.

How did we get
on?

The Trust seconded an experienced sisterto become adedicated AlS
implementation lead and convened asteering group chaired by the Trust’s
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deputy chief operating officerto scope out the detailed actions and resources
neededinorderto systematically identify, record and respond to patients’
communication needs. The AlS steering group has met monthlytooversee
the delivery of ourimplementation plan, which hasincorporated anumber of
standards contained within the Bristol Deaf Charter. Work with the Trust’s
Medway (patient administration system)teamis ongoingtoimprove the
management of alerts on the system. Thisis a key component of our
approach because the alerts bring staff’s attention to the existence of a
communication need. Standard operating procedures have been
implemented to govern the processes by which communication needs are
identified and recorded and have beenincorporatedintothe Trust’s
outpatient standards.

A related projectis underway to offer patients the opportunity to receive
their Medway generated letters by email. This will provide the Trust with an
alternative solution to written material but more workis underway to scope
technical solutions to deliverinformation in an accessibleformat.

RAG rating Green - significant progress has been made to enable the Trust to become
compliant with Accessible Information Standard. Further work will be taken
forwardinto 2017/18 to embed the consistent and effective use of Medway
flags to alert staff to the existence of acommunication need.

Objective 10 To increase the proportion of patients who tell us that, whilsttheywere in

hospital, we asked them about the quality of care they were receiving

Rationale and

past
performance

All trusts performrelatively poorlyon this measure in the national inpatient
survey; UH Bristol particularly so, because our current surveys are geared
largely towards asking patients to reflect on their care post-discharge.

What were our
patients saying?

“Please rememberthatyou (midwives/doctors etc.) do this daily, patients
don't, so don't forgettotake a moment howeverbusyyouare, to meanit
whenyou ask a patientif they are okay and listen. Too oftenthe questionis
asked but the replyisunheard.”

What did we
say we would
do?

We said that, during 2016/17, we would procure anew in-hospital patient
feedback systemto run alongside ourexisting post-discharge survey. We said
that this would enable staff to routinely ask patients about the quality of care
they are receiving whilstthey are stillin hospital, at point of care, as part of a
widertheme of delivering responsive care. During the first half of the year,
we said that we would carry out targeted Face2Face interviews with
inpatientsto gain a clearer understanding of their needs and expectations
around being asked about quality of care and raisinganythingthey are
unclearor concerned about.

Measurable
target/sfor
2016/17

To achieve significantly improved scores in this measure in the 2017 National
Inpatient Survey (by virtue of when the survey takes place), butin the
meantime, to see consistent progress through our own monthly survey.

How did we get
on?

We set this quality objective for2016/17 with the aim of deliveringa “real -
time” patientfeedback and reporting system. During the second quarterof
the year, the Trust’s patient experience and involvement team carried out an
extensive literaturesearch, spoke to the Picker Institute (who runthe
national patient surveys forthe Care Quality Commission) about patients’
understanding of the question “Were you asked about the quality of your
care whilstyou were in hospital?” and carried out Face2face interviews on
our wards. This confirmed that patients usually interpret this question as
beingabout participationinasurvey or an opportunity to give feedback. The

Page | 17| University Hospitals Bristol NHS Foundation Trust | Annual Quality Report2016/17




purpose of this background review was to rule out the possibility that
patients mightinterpretthis questioninadifferent way: it confirmed thatthe
survey questionisavalid way of assessing the impact of our plansto increase
in-hospital feedback opportunities.

At the same time, a conscious decision was taken to delay the system
procurement to ensure thatit supports the ambitions setoutinthe Trust’s
new Quality Strategy 2016-2020 which was approved by Trust Board in
October2016. The system requirements have subsequently been refined and
a functional specification has been developed that will form the basis of a
procurementexercise during 2017/18. This objective willtherefore be carried
forward into 2017/18. We have also established abaseline measure from
patientfeedback to enable usto setfuture improvementtargets:in 2016/17,
30 per cent of respondentsto ourlocal post-discharge survey said thatthey
had been asked to give theirviews on the quality of their care whilstin
hospital.

RAG rating

Amber—we carried out background research and have developed a
functional specification foranew patient feedback system, howeverthe
procurement has been delayed until early 2017/18.

Objective 11

To reduce avoidable harm to patients

Rationale and
past
performance

Reducingavoidable harmis a stated aim of our ‘Sign up to Safety’ Patient
Safety Improvement Programme 2015-2018 and aligns with ourvision ‘to be
amongthe bestand safest placesto receive healthcare’ and the national ‘Sign
up to Safety’ campaign’s aims and objectives. Avoidable harm reductionis a
longerterm goal overseveral years.

In our previous Safer Care Southwest Patient Safety Improvement
Programme3 2009-2015, we setan improvement goal to reduce our adverse
eventrate® by 30 percent. The graph below shows that overa five year
period we achieved ourgoal toreduce our adverse event rate to below 31.74
per 1,000 patient days and sustain this.

University Hospitals Bristol NHS Foundatien Trust (SPI-2)
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What did we
say we would
do?

We said we would broaden the scope of our adverse event rate audit tool for
adult patientstoinclude additional types of adverse events not previously
included. We said that we would test this new tool during the first quarter of

* Forme rlyknown as the South West Quality and Patient Safety Improvement Programme
4 . . . .

Adverse events are events which are judged to have caused moderate ora higherlevel of harm to patients and
which we want to reduce, whereasreportedincidents mayormaynothave causedanyharm to patients. We want to

increaseincidentreportingsothat we canlearn as much as possible about events which could impact on our patients
and enable us take action to minimise the risk ofa similarincident.
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2016/17. We predicted that the new tool would initially increase ouradverse
eventrate,and so we planned to establishanew baselineandtothensetan
improvementtarget of 50 percent reduction inavoidableharmto be
achieved overthe nextthree years.

Measurable
target/sfor
2016/17

Completion of testing of the new audittool in quarter 1 and establishinga
new baseline by the end of quarter 3. Then, in quarter4, settingafuture
improvement goal of a 50 per cent reduction against baseline.

How did we get
on?

In Q1, we tested a new audittool to look foradverse events. Adverse events
are notthe same as incidents. Incidents can include an element of error, but
adverse events are about harm as an outcome of healthcare provision which
may not necessarily be caused by error or be preventable. The new tool was
based on the Institute of Healthcare Improvement” Global Trigger Tool for
identifying adverse events, with additional items added to the audit tool as
potential triggers for harmto patients. The new tool was successfully
implemented inJune 2016, starting with a review of a sample of patients who
were discharged in April 2016. Baseline data was gathered usingthe new tool
throughout Quarter 2 and Quarter 3 as planned.

University Hospitals Bristol NHS Foundation Trust (SPI-2)
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In February 2017, the Patient Safety Programme Board considered evidence
for reliably identifying avoidable harm, drawing on Professor Sir Charles
Vincent’s work® . The Board agreed a new improvement goal for harm
reduction of 3.23 adverse events per 1,000 bed days to be achieved overa
three year period commencing October 2016.

RAG rating Green— we tested the new tool, gathered dataand have set ourselves athree
yearimprovement target.

Objective 12 To improve staff-reported ratings for engagement and satisfaction

Rationale and Although our 2015 staff survey results were betterthanthe previous year, we

past recognised that we still needed to make considerableimprovementsin order

performance to achieve ourambition of beingrated as one of the bestteaching hospitals
to work for.

What did we Our plans for2016/17 included:

say we would
do?

e afocus onimprovingtwoway communication between staff and
management

e recognitioneventsand team building

e areview of the Trust’s appraisal process

e trainingprogrammesforline managers

e healthand wellbeinginitiatives, with aspecificfocus on stressrelated

5 . .
Institute for Healthcare Improvement, Cambridge, Massachusetts

6 Vincent C, BurnettS, CartheyJ). BMJ Qualityand Safety 2014; 23:670-677, Vincent C. Patient safety. 2nd edition.
Oxford: Wiley Blackwell, 2010
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illness, reductionin staff seeing errors and near missesand an increasein
reportingwhere they are seentoincrease lessons learned from the
reporting

e apilotedemployeeassistance programme
targeted actionto address harassmentand bullying

e arevisionandre-launch of the ‘Speaking Out’ policy, and

e supportfor staff forumsand reverse mentoring.

Measurable
target/sfor
2016/17

Our target was to achieve improvementsinthe following areas of staff-
reported experience:

e Staff Friendsand Family Testscores (this asks whether staff would
recommend the Trust as a place to work and receive treatment)

e Overall staff engagement (a ‘basket’ of measures covering staff
motivation, involvementand advocacy)

o The percentage of staff witnessing potentially harmful errors, near misses
orincidentsinthe last month.

We said that we would measure improvementvia ourannual all-staff census
(this takes place in the third quarter of the year) as well as tracking progress
viaour quarterly Friends and Family Test survey (different staff groups are
surveyed each quarter: scores foreach quarterare directly comparable to the
equivalentsurvey 12 months previously).

How did we get
on?

In 2016/17 we have moved forward with a broad range of initiatives and
activities as described above, designed to improve staff experience and
engagement. This hasincludedin-depth staff consultation regarding two
significant new initiatives, both of which willbe launchedin the first quarter
of 2017/18. Firstly, the introduction of electronicstaff appraisal and secondly
the development of aleadership behaviours framework forthe Trust. Two of
our divisional boards have also completed the Aston ‘team journey’.

Relevant Trustscoresinthe 2016 NHS Staff Surveyimproved:

e Qurscore for staff engagementimproved from 3.78in 2015 to 3.83 in
2016 so that we are now ranked betterthanthe average inour
benchmark group.

e QOurscore for whether staff would recommend the Trustasa place to
work and receive treatment has alsoimproved from 3.81in 2015 to 3.90
in 2016; again betterthanthe average score in our benchmark group.

Our own all-staff Friends and Family Test scores (measured in the first quarter

of the year) have alsoimproved:

e In2016/17, 70 per cent of staff said that they would recommend UH
Bristol as a place to work, compared to 62 percent in 2015/16.

e In2016/17, 86 per cent of staff said that they would recommend UH
Bristol as a place to receive treatment, compared to 85 per centin
2015/16.

Similarly, the Trustachieved improvementsin two NHS staff survey indicators

which we are required to publishin ourquality report:

e In 2016, 23 percent of staff said that they had experienced harassment
and bullying orabuse from otherstaff’, compared to a national average
of 25 percent and a Trust score of 27 percent in 2015. Amongst BME

7 Indicator KF26in the NHS staff survey
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staff, reported experience improved from 34 percent in 2015 to 28 per
centin 2016 (national average 27 per cent).

e In 2016, 89 percent of staff said that they believed that the organisation
provides equal opportunities for career progression or promotion g,
compared to a national average of 87 percent and a Trust score of 87 per
centin 2015. Amongst BME staff, reported experience improved from 73
percentin 2015 to 77 percentin 2016 (national average 75 per cent).

RAG rating

Green— improving staff engagement and experience has been the focus of
significant activitythroughout 2016/17, the early benefits of which have been
reflectedinthe 2016 NHS Staff Survey scores and were a contributory factor
inthe Trust’s ‘Outstanding’ Care Quality Commission’s rating.

2.1.2 Quality objectives for 2017/18

The Trust is setting eight quality objectives for 2017/18. Five of the objectives relate to
ambitions we have only partially realised in 2016/17: reducing last minute cancelled operations;
reducing cancellations and delays in outpatients; improving the management of sepsis;
implementing anew patient feedback system; and improving staff-reported ratings for
engagementand satisfaction. Inaddition, we have identified three new objectives, which relate
to initiatives described in our 2016-2020 Quality Strategy: creatinganew Quality Improvement
Academy; establishing anew mortality review programme; and developing a consistent
customerservice mind setinall our interactions with patients and their families.

Objective 1 To reduce the number of last minute cancelled operations

Rationale and We understand the impact that the last minute cancellation of operations can
past have on patients —particularly those who require urgent treatment —and
performance theirfamilies, creating uncertainty and adding to worry. We have set this

objective forthe lastthree years but have yetto achieve ourgoal. In 2016/17,
0.97 per cent of operations were cancelled at the last minute, against atarget
of nomore than 0.92 percent. This means that 734 patient operations were
cancelled onthe planned day of surgery.

What will we
do?

We will conduct adetailed review of 2016/17 data to understand reasonsfor
cancellationsand will ensure that ouraction planis directed towards areas
where the greatestimprovementis needed. In particular, we willadopta new
approach around the key themes of staffing, scheduling, capacity (linked to
widerissues of bed occupancy and escalation) and improved understanding
of the risks and impacts of cancelling operations.

Measurable
target/sfor
2017/18

We are retaining our existing targetto reduce the percentage of operations
cancelled at the last minute for non-clinical reasons to no more than 0.92 per
cent.

How progress
will be
monitored

Progress will be monitored by the Trust’s Service Delivery Group.

Board sponsor

Chief operating officer

Implementation
lead

Associate director of operations

® Indicator KF21in the NHS staff survey
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Objective 2

To reduce cancellations of outpatient appointments and to reduce waiting
timesin clinic

Rationale and
past
performance

We recognise the inconvenience and stress caused to patients by altering
theirplanned appointments. From a Trust operational perspective, changing
appointmentsisaninefficient use of ouradministrative team’s resources;
thereisalsoevidence tosuggestthatit contributesto overall Did Not Attend
(DNA) performance. In2016/17, we cancelled 12.8 percent of consultant-led
clinicsand 11.6 per cent of all outpatientappointment.

We have setthe objective of reducing waiting timesin clinicforthe lasttwo
years. A significantamount of work has been undertaken. However, inthe
absence of a method forreliably and objectively measuring waiting times,
improvements have yetto be seenin patient-reported feedback aboutin-
clinicwaits.

What will we
do?

Reducing cancelled appointments:

Working with the Trust’s Information Managementand Technology team, we
will improve the reporting of reasons for cancellation. This requiresan
effectivelink between our patient administration system and the national
electronicreferral service (ERS). We also hope to extend the notice period for
booking of annual leave by consultants from six weeks to eight weeks which
we believewillhelp reducethe number of clinics cancelled forbooked leave
that have already been opentobookinto. Most significantly, we believe that
the improved management of the ERS will lead to a reductionin the number
of patients whoare cancelled and rebooked because they have been booked
into the wrong clinicinitially. Planned activity includes afull review of the
directory of services available to referrers, improved management of capacity
and reductionin unavailability of appointment slots —all part of a national
CQUIN.

Reducing waitingtimesin clinic:

We will completethe installation and upgrade of all waiting times boards and
‘yousaid-we did’ boardsin outpatient departments, and embed the daily
management of theminto the outpatient standards and monthly quality
visits. We will also continue to pursue objective measurement of in-clinic
waits using the Medway-based tracker that follows patients through their
outpatientvisit. We willreview the findings of our pilot projectand consider
extendingittothe Bristol Eye Hospital where patients often attend multiple
departmentson a single visit.

Measurable
target/sfor
2017/18

Reducing cancelled appointments:

Using CHKS benchmarkinginformation which compares us with agroup of 50
otherhospitals, we have setatarget of 2 percent improvementinboth
hospital and patient cancellation rates.

Reducing waiting timesin clinic:

We will continue to pursue the stretching targets for patient-reported
experience that we set ourselves last year, and complete the implementation
of all standardised boards and processes.

How progress
will be
monitored

Progress will be monitored viareports to the Trust’s Outpatient Steering
Group.

Board sponsor

Chief operating officer
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Implementation
lead

Associate director of operations

Objective 3 To improve the management of sepsis

Rationale and Sepsisisrecognised as a major cause of mortality and morbidity in the NHS.
past We made significant strides in the recognition and rapid treatment of sepsis
performance during 2016/17, but we know there is more to be done. Despite our progress,

early recognition and administration of IV antibiotics within one hour of
sepsis presentation, while improving, is still being performed reliably in only
60-70 percentof patients who present with possible sepsis. Audit evidence
alsoshowsthat ininpatientareas only 30 percent of deteriorating patients
are appropriately screened forsepsis. In 2016/17, NCEPOD and NICE
produced updated guidance on the management of sepsis following new
worldwide Sepsis 3.0definitions that were developedin 2016. The termsof a
national sepsis CQUIN for2017-19 have been agreed as a result.

What will we
do?

We will:

e Update the Trust’s sepsis guideline followingitsinitialimplementationin
August 2016

o Implement NICE sepsis guidance

e Complete mini-Root Cause Analysis investigations to gain abetter
understanding of the reasons why inpatients are not appropriately
screened forsepsis and/orreceiving timely antibiotics. learning from
these will be fed back to the clinical teams.

e Undertake trainingand educationinsepsis forall new staff atinduction

e Provide targeted education to foundation doctors, core trainees and
higherspecialist traineesin medicine, surgery, emergency medicineand
anaesthesia/intensive care

e Provide Face2Face ward based sepsis education forward teams

e Review SHMI, HSMR and ICNARC data to ensure that sepsis associated
mortality continuesto be lowerthanaverage.

Measurable
target/sfor
2017/18

Our goalis to achieve the national sepsis CQUIN: timely identification and
treatment of sepsisin emergency departments and acute inpatient settings.

The following Emergency Department (ED) targets have been agreed:
e 90 per centof appropriate ED patients to be screened forsepsis

e 90 per cent of ED patients who present with sepsis to receive antibiotics
within one hour of diagnosis.

e 90 per cent of patients with sepsis on antibiotics to have a 72 hour
antibioticreview.

Sepsis CQUIN targets and milestones forinpatient services remain subject to
negotiation with commissioners at the time of writing (May 2017).

How progress
will be
monitored

Progress will be monitored by the Trust’s Deteriorating Patient Group and the
Patient Safety Programme Board.

Board sponsor

Medical director

Implementation
lead

Adultservices—Dr ) Bewley, consultantinintensive care

Children’s services —Dr Marion Roderick, consultant paediatrician
immunology and infectious disease

Children’s emergency department —Dr W Christian, consultantin paediatric
medicine
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Objective 4

To implement a new, more responsive, systemfor gathering patient
feedback at point of care

Rationale and
past
performance

Implementation of the new system was postponed from 2016/17 and has
been carried forward into 2017/18 (see section 2.1.1 of thisreport).

What will we
do?

During 2017/18, as part of a widerfocus on deliveringresponsive care, we
will procure anew in-hospital patient feedback system to run alongside our
existing post-discharge surveys. This will enable patients, theirfamilies and
carers to give feedback about quality of care whilst the patients are still in
hospital, therebyincreasing our opportunities to address issues and concerns
inreal-time. The system that we procure will create adata ‘hub’ which brings
togetherdifferent streams of patientfeedback and enables this information
to be shared with staff more rapidly andin a format which facilitatesits use
for service improvement.

Measurable
target/sfor
2017/18

Our targetis to achieve asignificantlyimproved score inthe 2018 National
Inpatient Survey (by virtue of when the survey takes place), in relation to
whether patients say that they have been asked about the quality of their
care whilstthey have beenin hospital. Inthe meantime, we will measure
progress through our own monthly survey.

How progress
will be
monitored

Reportsto patient experience group

Board sponsor

Chief nurse

Implementation
lead

Patient experience and involvement team manager

Objective 5 To improve staff-reported ratings for engagement and satisfaction
Rationale and Our Quality Strategy sets out our ambition that, by 2020, we will be

past recognised as one of the top 20 NHS trusts to work for. The 2015 and 2016
performance NHS staff survey results have shown incremental improvements in our score

for staff engagement (3.69in 2014, 3.78 in 2015, 3.83 in 2016). We needto
maintainfocusinorderto realise our 2020 ambition: astaff engagement
score of at least 4.00.

What will we
do?

Our plansfor2017/18 include:

e Implementation of anew E-Appraisal system

e Developinganew frameworkto supportline managersto consistently
display positive leadership behaviours

e Continuingtodeliverestablished and successful healthand wellbeing
initiatives

e RevisingourTackling Bullying and Harassment policy and further
developing ourtackling bullying advisory service

o Developinglocal improving staff experience plans, in response to the
findings of the 2016 NHS Staff Survey.

Measurable
target/sfor
2017/18

Our targetis to achieve year-on-yearimprovements in the following areas of
staff-reported experience:

e Staff Friendsand Family Testscores (this asks whether staff would
recommend the Trust as a place to work and receive treatment)

e Qverall staff engagement (a ‘basket’ of measures covering staff
motivation, involvement and advocacy)
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o The percentage of staff witnessing potentially harmful errors, near misses
orincidentsinthe last month.

We will measure improvement via ourannual all-staff census (this takes place
inthe third quarter of the year). We will al so track progress via our quarterly
Friends and Family Test survey (different staff groups are surveys each
quarter. Scores for each quarterare directly comparable tothe equivalent
survey 12 months previously).

How progress
will be
monitored

Divisional Board meetings, Workforce and Organisational Development
Board, and Trust Board

Board sponsor

Director of people

Implementation
leads

Divisional directors, supported by corporate organisational development
team

Objective 6 To create of a new Quality Improvement Academy

Rationale and The quality strategy describes our plansto link up a number of strands of
past currentactivity that fall within ourshared understanding of quality
performance improvement, creatingalearning environment to promote and encourage

qguality improvement. This includes clinical audit, research and innovation,
patient safety and transforming care. All of these existing programmes
continue todemonstrate huge value to the organisation, however we
recognise thatthere are opportunities to work together more closely to
supportinnovationandimprovement across all areas of the Trust. A key part
of thisisthe development of anew Quality Improvement Academy.

What will we
do?

We wantto promote and encourage innovation and improvement, so that
staff with goodideas can bringthemto life forthe benefit of patients, staff,
the Trust and the wider NHS. Within thisambition, we have three aims:

e Tosupportand connect people with our existing quality improvement
programmes

e To provide support tostaff with good ideas outside these programmes

e To build capability to support staff to lead improvementindependently of
these programmes.

To create ownership and to build capacity to change, we should encourage
staff withideastoimplementtheirideas themselves. Todrive and encourage
this we will provide staff with support and education to give them the skills to
leadimprovement themselves. A key part of this will be the creation of a new
Quality Improvement (Ql) Academy to provide a broad range of staff with the
qualityimprovement skills and tools they will need.

The academy will be supported by a virtual team consisting of leads from
established quality improvement programmes, who will offer advice and
guidance tothose implementing change, including project managementskills
and more general businessinnovation expertise.

As part of our plan, we will establish a quarterly innovation forumto bring
togetherthe leaders of Ql projectsin a structured eventto share learning.

We will also seek to furtherstrengthen our partnership withthe West of
England AcademicHealth Science Network.
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Measurable
target/sfor
2017/18

Our targetis for 100 members of staff to attend the QI Academy ‘Bronze’
programme during 2017/18.

How progress
will be
monitored

Progress will be monitored by the Innovation and Improvement Group which
reportsinto Transformation Board.

Board sponsor

Director of strategy and transformation

Implementation
lead

Clinical lead fortransformation

Objective 7 To establish new mortality review programme

Rationale and This mortality review will further underpin the established work around

past patient safety, assessingthe care provided toinpatients. Where areas of
performance excellentand good care are established, this can be highlighted and learning

fed back. Learning from poorer aspects of care can form the basis of
developing quality improvement programmes which will lead to
improvementinthe provision of inpatient care. This programme replaces the
previous inpatient mortality review which was established in 2014.

What will we
do?

In response to national guidance published in March 2017, and as part of a
national pilot, the Trust has redesigned the way it undertakes mortality
review. We have assembled a multi-disciplinary team which will review all
inpatientadult deaths. The process will involve aninitial screening
assessment, leading to a structured case note review wherever adeath has
followed an elective procedure or, forexample, hasinvolved a patient with
learning difficulties or severe mentalillness, orwhere afamily has expressed
concerns abouta patient’s care. The case note review will use methodology
recently introduced by the Royal College of Physicians and we anticipateit
will highlight aspects of both good and potentially poorcare. Care is graded
using both a scoring system and subjectivecomments and if concerns are
raised by the reviewerthen afurtherreview of the case notes will be
undertaken by the medical director’s office.

Measurable
target/sfor
2017/18

The national guidance illustrates measures that will need to be reported to
our Trust Board by the third quarter of 2017/18. Thisincludes the total
numberof the Trust’s inpatient deaths (including emergency department
deaths foracute Trusts) and those deaths thatthe Trust has subjected to case
record review. Of those deaths subjected toreview, Trusts will need to
provide estimates of how many deaths were judged more likely than not to
have beenduetoproblemsin care.

How progress
will be
monitored

Progress will be monitored viathe Trust’s Mortality Surveillance Group.

Board sponsor

Medical director

Implementation
lead

Deputy medical director and associate medical director

Objective 8

To develop a consistent customer service mind set in all our interactions
with patients and their families

Rationale and
past
performance

Customerserviceisathread running throughout our Quality Strategy for
2016-20. UH Bristol isa caring organisation: we know from our surveys that
the vast majority of patients (97 per cent+) have a positive experience of care
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inour hospitals, but we also acknowledge that thisisn’t true of everyone.
Aimed squarely at addressingissues which give rise to “the three percent”,
this objective marks the first year of an ongoing projectaimed atembedding
the consistent understanding and application of customer service principles
across our organisation. The project willbe developed and led by the
Transformation Teamin partnership with the Patient Experience &
Involvement Team. The 2016/17 quality objectiverelatingtoimproving
telephonecommunications will be taken forwardin 2017/18 underthe
banner of this customerservice objective.

What will we
do?

We have identified three levels of intervention to target future improvement
activities:

- Individual and team behaviours that demonstrate and support a
customerservice mind set

- Establishingasetof customerservice principles thatcan be held up
as a mirror to proposed service changes and programmes of work

- Initiating specificimprovement programmes that directly support
excellence in customerservice (e.g. telephones, letter, receptions,
complaints handling).

In the first quarter of the year, we will:

- holdaworkshop targeted at a broad range of hospital staff to explore
the concept of customerservice within healthcare and to test staff
appetite fordeveloping future programmes of work supporting this
objective

- engage with an external consultant with international experiencein
leading customer care programmes

- achieve sign-up from our Transformation Board for our direction of
travel.

In the second quarter of the year, we will:

- continue with staff and patient engagement activities, enabling us to
define what customerservice means for UH Bristol and to beginto
develop ourset of customerservice principles; these conversations
will be supported by the Trust’s Face2Face interview team and will
include ourinvolvement network

- identify key customerservice “touchpoints” within the organisation

- mobilise an executive-led steering group tofinalise priorities and
objectives and ensure clearownership for ouryear1 activities

- agree at least fourwork streams which will directly support
excellence in customerservice, including measurableimprovement
targets; this will include a telecommunications work stream, carried
forward from last year’s objectives

- agree how existing improvement programmes (e.g. outpatients
transformation) will support our customer service objective.

In the second half the year, we will begin to deliverthe productsand
programmes of work described above, some of which may continue into
2018/19 and beyond as we work towards our goal of customerservice
accreditation by 2020 (assetoutin ourquality strategy).

Measurable
target/sfor
2017/18

To be agreed atthe end of quarter 2
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How progress Progress will be monitored viathe Trust’s Transformation Board.
will be
monitored

Board sponsor | Chiefnurse

Implementation | Director of transformation and patient experience and involvementteam
lead manager

2.1.2.1 How we selected these objectives
These objectives have been developed, following consideration of:

- thequality priorities of our Trust Board as setout in our quality strategy for 2016-2020

- feedback from staff, governors and members of the publicreceived during the
consultation which resulted in that strategy

- ourdesiretomaintain ourfocuson any quality objectives that were notachievedin
2016/17

- viewsexpressed by ourmembers of ourinvolvement network ata meetinginJanuary
2017.
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2.2 Statements of assurance from the Board

2.2.1 Review of services

During 2016/17, UH Bristol provided relevant health servicesin 70° specialties via five clinical
divisions (medicine; surgery, head and neck; women’s and children’s services; diagnostics and
therapies; and specialised services).

During 2016/17, the Trust Board has reviewed and selected high-level quality indicators
coveringthe domains of patient safety, patient experience and clinical effectiveness as part of
monthly performance reporting. Sufficient data was available to provide assurance overthe
services provided by the Trust. The Trust also receives information relating to the review of
quality of servicesin all specialties via, for example, the Clinical Audit Annual Report. The
income generated by UH Bristol services reviewed in 2016/17 therefore, inthese terms,
represents 100 per cent of the total income generated fromthe provision of relevant health
services by the Trust for2016/17.

2.2.2 Participation in clinical audits and national confidential enquiries

For the purpose of the Quality Account, the Department of Health published an annual list of
national audits and confidential enquiries, participationin which is seen as a measure of quality
of any trust clinical audit programme. Thislistis not exhaustive, butratheraimsto provide a
baseline fortrustsinterms percentage participation and case ascertainment. The detail which
follows, relates to this list.

During 2016/17, 40 national clinical audits and four national confidential enquiries covered NHS
services that University Hospitals Bristol NHS Foundation Trust provides. During that period,
University Hospitals Bristol NHS Foundation Trust participated in 100 per cent (40/40) national
clinical audits and 100 per cent (4/4) of the national confidential enquiries of which it was
eligible to participate in.

The national clinical audits and national confidential enquiries that University Hospitals Bristol
NHS Foundation Trust was eligible to participate in during 2016/17, and whetheritdid
participate, are as follows:

Table 1

Name of audit / Clinical Outcome Review Programme Participated
Acute

Adult Asthma Yes
Case Mix Programme (CMP) Yes
Major Trauma: The Trauma Audit & Research Network (TARN) Yes
National emergency laparotomy audit (NELA) Yes
National Joint Registry (NJR) Yes
Moderate & Acute Severe Asthma (care inemergency departments) Yes
Severe Sepsisand SepticShock (care in emergency departments) Yes
Blood and Transplant

National Comparative Audit of Blood Transfusion programme Yes

° Based uponinformation inthe Trust’s Statement of Purpose (which is in turn based uponthe Mandatory Goods and
Services Schedule ofthe Trust’s Terms of Authorisation with NHS Improvement)
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Cancer

Bowel cancer (NBOCAP) Yes
Head & Neck Cancer (HANA) Yes
Lung cancer (NLCA) Yes
Oesophago-gastriccancer (NAOGC) Yes
Heart

Acute coronary syndrome or Acute myocardial infarction (MINAP) Yes
Cardiac Rhythm Management (CRM) Yes
Congenital heart disease (Paediatric cardiacsurgery) (CHD) Yes
Coronary Angioplasty/National Audit of PCI Yes
National Adult CardiacSurgery Audit Yes
National CardiacArrest Audit (NCAA) Yes
National Heart Failure Audit Yes
Long term conditions

Inflammatory boweldisease (IBD) Yes
National Chronic Obstructive Pulmonary Disease (COPD) Audit Programme Yes
National Clinical Audit for Rheumatoid and Early Inflammatory Arthritis Yes
National Diabetes Core Audit (Adult) Yes
National Diabetes Foot Care Audit (NDFA) Yes
National Diabetes Inpatient Audit Yes
National Pregnancy in Diabetes Audit Yes
Renal Replacement Therapy (Renal Registry) Yes
National Ophthalmology Audit Yes
UK Cystic Fibrosis Registry Yes
Older People

Fracture Liaison Service Database (FLS) Yes
National Audit of Dementia Yes
National Audit of Inpatient Falls (NAIF) Yes
National Hip Fracture Database (NHFD) Yes
Sentinel Stroke National Audit Programme (SSNAP) Yes
Other

Elective surgery (National PROMs Programme) Yes
Endocrine and Thyroid National Audit Yes
Women’s & Children’s Health

National Diabetes (Paediatric) (NPDA) Yes
Neonatal intensive and special care (NNAP) Yes
Paediatricintensive care (PICANet) Yes
Neurosurgical National Audit Programme Yes

Outcome Review Programmes

Medical and Surgical Clinical Outcome Review Programme (NCEPOD) Yes
Child Health Clinical Outcome Review Programme Yes
Maternal, Newborn and Infant Clinical Outcome Review Programme Yes
Learning Disability Mortality Review Programme (LeDeR) Yes
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The national clinical audits and national confidential enquiries that University Hospitals Bristol
NHS Foundation Trust participatedin, and for which data collection was completed during

2016/17, are listed below alongside the number of cases submitted to each auditor enquiry asa
percentage of the number of registered cases required by the terms of that audit or enquiry

(where known).

Table 2

Acute

Adult Asthma

27*

Case Mix Programme (CMP)

100% (1242/1242)

Major Trauma: The Trauma Audit & Research Network (TARN)

117% (368/312)**

National emergency laparotomy audit (NELA)

106% (168/158)**

National Joint Registry (NJR)

42*

Moderate & Acute Severe Asthma (care in emergency departments)

92% (92/100)

Severe Sepsisand SepticShock (care inemergency departments)

100% (50/50)

Blood and Transplant

National Comparative Audit of Blood Transfusion programme

|90% (36/40)

Cancer

Bowel cancer (NBOCAP)

113% (147/166)**

Lung cancer (NLCA)

178*

Oesophago-gastriccancer (NAOGC)

>90% (198)*

Heart

Acute coronary syndrome or Acute myocardial infarction (MINAP)

832*

Cardiac Rhythm Management (CRM)

987*

Congenital heart disease (Paediatric cardiacsurgery) (CHD)

100% (1081/1081)

Coronary Angioplasty/National Audit of PCI

100% (1713/1713)

National Adult CardiacSurgery Audit

100% (1325/1325)

National CardiacArrest Audit (NCAA)

79*

National Heart Failure Audit 482*
Long term conditions

Inflammatory boweldisease (IBD) 10*
National Diabetes Core Audit (Adult) 488*
National Diabetes Foot Care Audit (NDFA) 57*
National Diabetes Inpatient Audit 77*
National Pregnancy in Diabetes Audit 116*
Renal Replacement Therapy (Renal Registry) 57*

National Ophthalmology Audit

100% (4215/4215)

UK Cystic Fibrosis Registry

380*

Older People

Fracture Liaison Service Database (FLS)

100% (1443/1443)

National Audit of Dementia

100% (50/50)

National Hip Fracture Database (NHFD)

100% (320/320)

Sentinel Stroke National Audit Programme (SSNAP)

>90% (453)
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Other

Elective surgery (National PROMs Programme) 45% (70/155)
Endocrine and Thyroid National Audit 9*

Women’s & Children’s Health

National Diabetes (Paediatric) (NPDA) 511*

Neonatal intensive and special care (NNAP) 100% (432/432)
Paediatricintensive care (PICANet) 100% (761/761)
Neurosurgical National Audit Programme Yes

Outcome Review Programmes

Medical and Surgical Clinical Outcome Review Programme (NCEPOD) 7*

Maternal, Newborn and Infant Clinical Outcome Review Programme 100% (74/74)

*No case requirement outlined by national audit provider/unable to establish baseline
** Case submission greaterthan national estimate from Hospital Episode Statistics (HES) data

The reports of 13 national clinical audits were reviewed by the providerin 2016/17. University
Hospital Bristol NHS Foundation Trust has taken or intends to take the following actions to
improve the quality of healthcare provided:

British Thoracic Society (BTS) Smoking Cessation Audit (actions to be completed by December
2017)
= Toamendthe current admission clerking paperwork toimprove the documentation of
smoking status and provision of nicotine replacement therapy.
» Tointroduce a new ‘smokingstatus’ box onthe Trust patientadministration system to
record current smoking status forinpatients.
= To provide briefintervention training for more front line staff (in particular Fland F2
doctors).
* Toseekfundingforasmokingcessationservice thatwillbe available to staff and
patients.

National Emergency Laparotomy Audit (actions completed by October 2016)
= Tointroduce pre and posttheatre checkliststo help guide decisions around pre and
post-operative care and to improve the standardisation of care in theatres. These will be
integratedintothe currenttheatre system.
* Toimplementformalised care pathways foremergency laparotomy surgery.
» Toimplementaconsistent mortality review approach following emergency laparotomy.

College of Emergency Medicine Audits (actions to be completed by December2017)

= To attach a patientinformation leaflet to the current thromboprophylaxis risk
assessmentto help ensure that patients receiveinformation regarding their care.

= To movefromthe use of injectable anticoagul ants to oral anticoagulants within the
Emergency Department.

*» To update the department sedation proforma.

= To produce age-specific CAS (Central Alerting System) cards with clearabnormal level
guidance, to help promptappropriate action when vital signs cause concern.

National Audit of Inpatient Falls (actions completed by April 2016)
= To developlocal guidelines onlyingand standing blood pressures.
» Tointroduce ‘falling star’ stickers onto all assessment areas, indicating wherea patient
isat risk of falling.
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= Toundertake are-audit of key areasincluding medication, vision, hearing, continence,
call bell, multi-disciplinary team documentation and giving of patient leaflets.

National End of Life Care Audit (actions completed by April 2017)
=  To establish additional core medical traineeand F2 formal training sessions.
* Todevelopaninformation leaflettoaid communication with nominated relatives
regarding hydration and nutrition for patients without capacity.

National Clinical Audit of Rheumatoid and Early Inflammatory Arthritis (actions completed by
December2016)
= Tointroduce an earlyinflammatory arthritis pathway as aseparate referral streamfor
GPs.

Sentinel Stroke National Audit Project (actions completed by September 2016)
= Toincrease therole of specialist stroke nurses in facilitation of the pathway.
= To undertake further education of clinical staff regarding the importance of the stroke
pathway.
= Tointroduce aninformation stamp which will be usedinthe notesto helptomakeit
clearwhen patients have been discharged from occupational therapy.

National Cancer Audits
= There has beenanincreasein proactive data collection forthis audit with much day -to-
day work now delegated to multi-disciplinary team coordinators and teams, supported
by full guidance and datacompleteness trackers. Our data completenessis now better
than the national average for most data fields.

National Diabetes Audit— Pregnancy in Diabetes (actions completed by June 2016)

= To update the diabetes antenatal database to enablethe endocrine antenatalteamto
record folicacid use at first contact with patient on diabetes antenatal database to
ensure capture of information.

» The endocrine antenatal team will continue to deliver teaching/training for community
midwives but willbroaden teachingto practice nurses and primary care clinicians.

» To undertake local auditto determine the location of care of babies bornto women
with diabetes at UH Bristol, the causes of admission to the Neonatal Intensive Care Unit
and the causes of preterm births.

National Parkinson’s Disease Audit (actions to be completed by December2017)

* Todevelopapatientleafletintroducingthe roles of all members of the teamand
providing contact details.

= To update Band 7 staff appraisalstoinclude wheelchairand specialist seating
competencies.

= Tointroduce screening documentation foridentifying and referring onwards those with
specialistseating needs.

* Todevelopanassessmentandreview checklist forinpatients with Parkinson’s Disease
to improve assessment and documentation of communication, swallow and saliva
control.

= Toidentify standardised assessments for communication and swallow forspeech and
language therapists to complete as part of Parkinson’s Disease specificassessme nt and
reviews.

= Toincrease the speechandlanguage therapy profile on older people’s rehabilitation
wards by attending board round and providing training to ensure any patients are seen
intimely way.
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= Toinvestigate the use of Skype to deliverintensive LSVT (Lee Silverman Voice
Treatment) programme.

The outcome and action summaries of 260 local clinical audits were reviewed by University
Hospital Bristol NHS Foundation Trustin 2016/17; summary outcomes and actions reports are
reviewed on abi-monthly basis by the Trust’s Clinical Audit Group. Details of the changes and
benefits of these projects will be published in the Trust’s Clinical Audit Annual Report for
2016/17.

Clinical Outcomes Publication (COP)

Previously the Consultant Outcomes Publication, the Clinical Outcomes Publication (COP)is an
NHS England initiative, managed by the Healthcare Quality Improvement Partnership (HQIP) to
publish quality measures at the level of individual consultant doctors using National Clinical
Auditand administrative data. COP began with ten national clinical audits in 2013, with two
furtheraudits/registries added in 2014. Those that published in the inaugural year have
continued to build onand develop the number of procedures and quality measures covered
including team-based or hospital measures.

The table below shows the medical specialties/societies that reported consultant outcomesin

2016/17 and whetherthe Trust submitted datato the required national audit/registry.

Table 3
Specialty Clinical audit/registry title Specialist Association Submitted
Adultcardiac |National Adult CardiacSurgery Audit Society for Cardiothoracic Yes
surgery Open heart surgery Surgery
Bariatric National BariatricSurgery Register British Obesity & Metabolic |N/A
surgery Surgery concerning the causes, Surgery Society

prevention and treatment of obesity
Colorectal National Bowel Cancer Audit Programme | The Association of Yes
surgery Surgery relating to the last part of the | Coloproctology of Great

digestive system Britainand Ireland
Head and neck | National Head and Neck Cancer Audit British Associationof Head |[Yes
surgery Surgery concerning the treatment of and Neck Oncology

head and neck cancer
Interventional |Adult Coronary Interventions British Cardiovascular Yes
cardiology Treatment of heart disease with Intervention Society

minimally invasive catheter based

treatments
Lung cancer National Lung Cancer Audit British ThoracicSocietyand |Yes

Treatment of lung cancer through SCTS

surgery, radiotherapy, and

chemotherapy
Neurosurgery |National Neurosurgery Audit Programme |Society of British Yes

Neurological Surgeons

Orthopaedic |NationalJoint Registry British Orthopaedic Yes
surgery Jointreplacement surgery Association
Thyroid and BAETS national audit British Association of Yes
endocrine Surgery on the endocrine glands to Endocrine and Thyroid
surgery achieve a hormonal or anti-hormonal |Surgeons

effect in the body

1% Available via the Trust's internet site fromJuly 2017
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Upper gastro- |National Oesophago-Gastric Cancer Association of Upper- Yes
intestinal Audit gastrointestinal Surgeons
surgery Surgery relating to the stomach and

intestine
Urological BAUS cancer registry British Association of N/A
surgery Surgery relating to the urinary tracts Urological Surgeons
Vascular National Vascular Registry VascularSociety of great N/A
surgery Surgery relating to the circulatory Britainand Ireland

system

All data can be found on the individual association websites and is also published on NHS
Choices (MyNHS). No UH Bristol consultant has beenidentified as an ‘outlier’ within these
published outcomes.

2.2.3 Participation in clinical research

UH Bristol has maintained and expanded its commitment to provide exceptional evidence based
care to patients by offering them the opportunity to take partin research.

The number of patientsreceiving relevant health services provided or subcontracted by UH
Bristol in 2016/17 that were recruited during that period to participate in research approved by
a research ethics committee was 5,521. This compares with 4,429 in 2015/16.

As of 31 March 2017, the Trust had 684 active studies, 49 of which are sponsored by UH Bristol.
At the equivalent point 12 months before, the Trust had 756 active studies. Oursponsored
research includestrials of investigational medicinal products, investigational devices and surgical
interventions.

In a snapshottaken on 31 March 2017, the number of research studiesand recruited
participants were as follows (March 2016 comparator in brackets):

Table 4
Number of active non-commercial (portfolio) studies 429 (457)
Number of active non-commercial (non-portfolio) studies 121 (144)
Commercial studies registered 134 (155)
Number of recruitsin non-portfolio non-commerecial trials 564 (555)
Number of recruitsin portfolio non-commercialttrials 4,539 (3,524)
Number of recruitsin commercial trials 418 (350)

In the lastyear, we have focused on the efficientset up and delivery of both commercial and
non-commercial trials, so that we can recruit participants to time and target. Thisensures the
most effective use of funding. Examples of our successesinclude:

- Inthe Bristol Eye Hospital, anumber of studies have recruited the first patientin the UK
and the first patient globally, and have reached full recruitment ayear ahead of target.
We have a 100 percent successratein recruitingtotime and targetfor our industry led
trialsin ophthalmology.

- IntheBristol Heart Institute, Bristol Haematology and Oncology Centre, and the Bristol
Royal Hospital for Children we routinely recruit all our participants ontime and are
oftenrecognisedinthisrespectasbeingamongthe best performing centres nationally
and internationally.
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In 2016/17, we successfully expanded ourresearch activity into new areas, including:

e Obstetrics, supportingalocally-led study and working collaboratively across the city and
the regionto deliverthe trial;

e Rheumatology, developing a pipeline of new studies which will start to recruitin
2017/18;

e Haematology and oncology, focussing on identifying novel treatments for patients.

We continue to work with commercial partnersto opennew trials. These provide novel
treatments undertrial protocols that patients might otherwise not access. Our commercial
income for2016/17 surpassed our previous highest yearly income figure and we planto support
more clinical specialities, e.g. those previously unfamiliar with delivering research, to open
commercial trialsin 2017/18. Thisincome enables the Trust to build capacity toincrease the
number of trials and access to research for our patients.

UH Bristol currently holds National Institute for Health Research (NIHR) grants bringing in a total
research income of almost £7 million peryear. We have recently been awarded afurther
£20.8m over five years, in partnership with the University of Bristol, in the latest round of NIHR
Biomedical Research Centre awards. The award beganon 1 April 2017 and the funding willallow
us to build on our existing programmes in cardiovascular disease and nutrition, diet and lifestyle
with the addition of themesin surgical innovation, reproductive and perinatal health and mental
health. Workingin close partnership with the University of Bristol, North Bristol NHS Trust and
Avon and Wiltshire Mental Health Partnership NHS Trust, we will draw together population
studies, laboratory science and patient-based research to benefit our patients and the local
population.

After completingtarget recruitmentontime in 2016/17, two UH Bristol grants are drawingto a
close:

e reducingarthritis fatigue: clinical teams using cognitive-behavioural approaches (RAFT)
led by Professor Sarah Hewlett, was awarded through an NIHR commissioning brief that
asked us to test whetherasimplified psychological intervention that could be delivered
widelyinthe NHS reduces rheumatoid arthritis fatigueand is an efficient use of NHS
resources. Professor Hewlett and herteam are now analysing the results with the aim of
developingthe optimal RAFT package forroll out inthe NHS.

e Canskingrafting successratesinburn patients be improved by usingalow friction
environment—a feasibility study? (SILKIE), led by Dr Amber Young. The aims of this NIHR
research for patient benefitfeasibility study are in part to determine whether patients
can be recruited and the study be run inan NHS setting. Once all data have been
analysedthe team will decide whetherthe study warrants a full scale clinical trial.

We have been awarded three new project grantsin 2016/17. Looking ahead, we continue to
work with our staff to develop high quality grants that will help answerimportant clinical
questionsandimprove patient care.

2.2.4 CQUIN framework (Commissioning for Quality and Innovation)

A proportion of University Hospitals Bristol NHS Foundation Trust’sincome in 2016/17 was
conditional upon achieving quality improvement and innovation goals agreed between
University Hospitals Bristol NHS Foundation Trust and any person or body they enteredintoa
contract, agreementorarrangementwith forthe provision of NHS services, through the
Commissioning for Quality and Innovation payment framework. The amount of potential income
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in 2016/17 for quality improvementand innovation goals was approximately £10.74m based on
the sums agreedin the contracts (thiscomparesto £9.77m in 2016/17).

The CQUIN goals were chosentoreflect both national and local priorities. 18 CQUIN targets
were agreed, covering more than 40 measures. There were three nationally specified goals: staff
healthand wellbeing, sepsis (screening and timely provision of antibiotics) and antimicrobial
resistance (reduce volume prescribed and review prescriptions within 72 hours).

The Trust achieved 15 of the 18 CQUIN targets and three in part, as follows:

e Staff healthand wellbeing
e Sepsis (partial)
e Antimicrobialresistance
e Paediatricpersonal asthmaaction plan
e Advice and guidance
e ExpandingSurgical Site Infection Surveillance (SSIS)
e Discharge communication
e Cancerrecovery package
e End oflife
e Achieving62day cancer target (partial)
e Reductioninalcohol dependence
e HepatitisC
e C(linical utilisation review
Adultcritical care (partial)
e Optimal device
e Dose banding
e Transition
e Bowel cancerscreening

2.2.5 Care Quality Commission registration and reviews

Inspected and rated

CareQuality
Commission

University Hospitals Bristol NHS Foundation Trustis required to register with the Care Quality
Commission (CQC) and its current registration statusis ‘registered without compliance
conditions’. The CQC has not taken enforcement action against the Trustin 2016/17.

In November 2016, the Trust received afollow-up toits previous comprehensive inspectionin
September2014. A team of CQCinspectors visited the hospitals on and around the Bristol Royal
Infirmary campus, reviewing medical care, surgery, outpatient services and emergency
departments. On this occasion, inspectors did not visit South Bristol Community Hospital orthe
Central Health Clinic, these being the otherregistered locations from which UH Bristol provides
healthcare services.
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The Trust was delighted to receive an overall rating of Outstanding from the CQC, becomingthe
first Trust in the country to go from Requires Improvement to Outstanding between two
inspectionsand only the sixth acute Trustto receive this rating. Staff were praised by the Chief
Inspector of Hospitals, Professor Sir Mike Richards, who said “the hard work has paid offin
makinga real differencetothe lives of peopleusingthe services, in the immediate Bristol area
and inthe widerSouth Westin general.”

Ratings

Overall rating for this trust Outstanding v
Are services at this trust safe? Good .
Are services at this trust effective? Outstanding i}
Are services at this trust caring? Good .
Are services at this trust responsive? Requires improvement

Are services at this trust well-led? Outstanding Vﬁ(

The CQC’s report wenton to say that:

“We spoke with over 200 patients and relatives during ourinspection. All were overwhelmingly
positive about the care and treatment they had received. Patients told us they had received
compassionate and sensitive treatment and care by staff. Patients on wards we spoke with
were consistently positive about how staff interacted with them. Patients we spoke with said
they made sure people’s privacy and dignity were always respected, including during physical or
intimate care. When patients experienced physical pain, discomfort oremotional distress, we
saw staff responded with kindness and compassioninatimely way. Patients said theirneeds
were respondedtointime and with good care. Patientstold us theyfeltinvolvedin the
decisions abouttheircare, and relativestold usthey were keptinformed and updated with any
changesto theirrelativescare.”

Duringtheinspection, the CQCidentified anumber of areas of outstanding practice, including
(inthe words of the Chief Inspector of Hospitals):

e Intimesof crowdingthe emergency department was able to call upon pre-identified
nursing staff from the wards to work inthe department. This enabled nurses to be
released to safely manage patients queueingin the corridor.

e Theaudit programme inthe emergency department was comprehensive, all-inclusive
and had a clear patient safety and quality focus.

e Newstartersinthe emergency department received a comprehensive, structured
induction and orientation programme, overseen by aclinical nurse educatorand
practice development nurse. This provided new staff with an exceptionally good
understandingof theirrole inthe departmentand ensured they were ableto perform
theirrole safely and effectively.

e Inthe emergencydepartmentthe commitment from all staff to cleaning equipment was
commendable.

e The comprehensiveregister of equipmentinthe emergency departmentand associated
competencies were exceptional.
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e Staffinthe teenagersandyoungadultcancerservice continually developed the service,
and sought funding and support from charities and organisations, in orderto make
demonstrable improvements to the quality of the service and to the lives of patients
diagnosed with cancer. They had worked collaboratively onanumber of initiatives. One
such projectspanned afive year period ending May 2015 for which some of the
initiatives were ongoing. The projectinvolved input from patients, theirfamilies and
social networks, and healthcare professionalsinvolved intheir care. It focused on key
areas whichincluded: psychological support, physical wellbeing, work/employment, and
the needs of those in a patients’ network.

o Theuse of technology and engagement techniques to have a positive influenceonthe
culture of an area withinthe hospital. There were clear defined improvementsin the
last 12 monthsin Heygroves Theatres.

e Thegovernance processesacross the trustto ensure risks and performance were
managed.

e Thechallengingobjectives and patient focused strategy used to proactively develop the
guality and the safety of the trust.

o Theuse of real time feedback from staff viathe ‘happy app’ to improve and take action
swiftlyin areas where staff morale islower.

e Thefocus onthe leadership developmentatall levels in orderto supportthe culture
and development of the trust.

e Theuse ofinnovation and research toimprove patient outcomes and reduce length of
stay. The use of a discrete flagging system to highlight those patients who had additional
needs. In particularthose patients who were diabeticorrequired transportto ensure
they were offered food and drink.

e Theintroduction of IMAS (Interim Management and Support) modellingin radiology to
assess and meet future demand and capacity.

e Theuse ofin-house staff to maintain and repair radiology equipment to reduce
equipmentdown time and expenses.

e Theintroductionofadropin chestpainclinicto improve patientattendance.

The inspectionteamidentified four areas of practice where the Trust needed to take action
(again, inthe words of the Chief Inspector of Hospitals):

e Ensure all medicines are stored correctly in medical wards, particularly those which
were observed in dirty utility rooms.

e Ensurerecordsin the medical wards andin outpatient departments are stored securely
to prevent unauthorised access and to protect patient confidentiality.

e Ensure all staff are up to date with mandatory training.

e Ensure non-ionisingradiation premises in particular Magnetic Resonance Imaging (MRI)
scanners restrict access.

The Trust has submitted action plans to the CQC to address each of these concerns. The Trust’s
rating for responsiveness reflects the need to achieve effective flow of patientsinto and out of
our hospitals, whichisachallenge not just for UH Bristol but forthe widerlocal and regional
health and social care economy. Details of how the Trustis seeking to address related themes,
including cancelled operations and delayed discharges from hospital, can be foundin earlier
sections of thisreport.
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2.2.6 Data quality

UH Bristol submitted records during 2016/17 to the secondary uses service forinclusionin the
hospital episode statistics, which are included in the latest published data.

The percentage of records:

e whichincluded the patient’s valid NHS numberwas: 99.2 percent foradmitted patient
care; 99.6 per centfor outpatient care; and 97.8 per centfor accidentand emergency
care.

o whichincludedthe patient’s valid general practice code was: 99.9 percent foradmitted
patient care; 100 percent foroutpatientcare; and 100 per centfor accidentand
emergency care.

(Data source: NHS number, Trust statistics. GP Practice: NHS Information Centre, SUS Data
Quality Dashboard, April 2016 - January 2017 as at Month 10 inclusion date)

UH Bristol’s information governance assessment report overallscore for2016/17 was 67%.

UH Bristol has not been subject to a national payment by results auditin 2016/17 as the
accuracy of clinical codingis within accepted norms.

In November2016/17, the accredited auditorforthe Trust’s clinical codingteam undertook an
audit of 81 Finished Consultant Episodes (FCEs) across arange of adultsurgery specialties. The
following levels of accuracy were achieved (2015/16 results in brackets):

e Primarydiagnosisaccuracy: 97.5 per cent (90 percent)
e Primaryprocedure accuracy: 91.7 per cent(90.3 percent).

In March 2016/17, the clinical codingteam also carried out an audit of 50 FCEs in oral surgery.
The results showed anincrease in accuracy fordiagnoses and procedures (2015/16 resultsin
brackets):

e Primarydiagnosisaccuracy: 100 percent (92.2 percent)
e Primaryprocedure accuracy: 96.0 percent (90.2 per cent).

(Due to the sample size and limited nature of the audit, theseresults should not be
extrapolated)

The Trust has taken the following actions toimprove data quality:

e thedata quality programme involves aregular data quality checkingand correction
process. Thisinvolvesthe central information system team creatingand running daily
reports to identify errors and working with the Medway support team and users across
the Trust in the correction of those errors (thisincludes checking with the patient for
theirmost up to date demographicinformation)

e theTrust has installed self-check-in devices across the Trustin addition to outpatient
clinicreception staff to enable patients to update their own demographicinformation.
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2.3 Mandated quality indicators

In February 2012, the Department of Health and NHS Improvement announced a new set of

mandatory quality indicators forall Quality Accounts and Quality Reports. The Trust’s

performance in 2016/17 (orin some cases, latest availableinformation which predates 2016/17)
issummarisedinthe table below. The Trust is confident that this datais accurately describedin
this Quality Report. The Trust maintains a data quality and reporting framework which details

whatthe measures are, where datacomesfromand who isresponsibleforit.

Table5
Mandatory indicator UH Bristol National | National | National UH Bristol
2016/17 (or | average best worst 2015/16
most recent)
Venous thromboembolism risk 99.1% 95.6% 100% 78.7% 98.2%
assessment Apr-De cl6 Ap r-Marl6
Clostridium difficile rate per 100,000 15.6 14.9 0.0 66.0 16.7
bed days (patients aged 2 or over)* Apr-Decl6 Aprl5-Jan16
Rate of patient safety incidents 57.26 40.77 71.81 21.15 55.7
reported per 1,000 bed days Apr-Sep16 Oct15-Mar16
Percentage of patient safety incidents 0.38% 0.40% 0.02% 1.73% 0.36%
resultingin severe harm or death Apr-Sepl6 Oct15-Marl6
Responsiveness to inpatients’ personal 714 69.6 86.2 58.9 69.4
needs Aprl5-Marlé Aprl4-Marl5
Percentage of staff who would 81% 70% 85% 49% 77%
recommend the provider 2016 survey 2015 survey
Summary Hospital-level Mortality 99.4 100 69.0 116.4 98.8
Indicator (SHMI) valueand banding (Band 2 “As (Band 2 “As
Expected”) Expected”)
Oct15-Sepl6 Aprl5-Marl6
Percentage of patient deaths with 27.6% 29.7% 56.3% 0.4% 23.9%
specialty code of ‘palliative medicine’ Oct15-Sep16 Aprl5-Marlé
or diagnosiscodeof ‘palliativecare’

Patient Reported Outcome Measures

programme.

Provisional comparativegroin hernia data for 2015/16 (the most
recent available) shows that 61.1% of UH Bristol patients reported
animproved EQ-5D scorecompared to the national average of
50.9%; 62.5% of UH Bristol patients reported an improved EQ-VAS
scorecompared to the national averageof37.7%). An increasein
EQ-5D or EQ-VAS scoringindicates thatpatients felt that their
quality of lifehad improved after surgery. UH Bristol does not carry
out any other procedures covered by the national PROMs

Emergency readmissionswithin 28
days of discharge:age 0-15

Care Information Centre.

Comparativedata for 2011/12**: UH Bristol score 7.8%; England
average 10.0%; low 0%,; high 47.6%. Comparative datais not
currently availablefor subsequentyears from the Health & Social

Emergency readmissions within 28
days of discharge:age 16 or over

Care Information Centre.

Comparativedata for 2011/12**: UH Bristol score 11.15%; England
average 11.45%; low0%; high 17.15%. Comparativedata is not
currently availablefor subsequentyears from the Health & Social

* NHS Digital has published monthly Clostridium difficile numbers for2016/17, but notas arate per bed days. Using
ourown internal reports and estimated bed days, we get the following totals for Apr16-Jan17: UH Bristol = 14.1,

Average =13.8, Max=79.7,Min=0.0. Note this is NOT official published data.

** NHS Digital quote “Please note that this indicator was last updated in December 2013 and future releases have
been temporarily suspended pendinga methodology review” —therefore latest published data is still for finandal

year2011/12.
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Part 3

Review of services in 2016/17

3.1 Patient safety

The safety of our patientsis central to everything we wantto achieve as a provider of
healthcare. We are committed to continuously improving the safety of ourservices, and will
focus on avoiding and preventing harm to patients from the care, treatmentand support thatis
intended to help them. We will do this by successfullyimplementing proactive patient safety
improvement programmes and by working to better understand and improve our safety culture.
We will also continue to conduct thorough investigations and analyses when things gowrong,
identifying and sharing learning, and makingimprovementsto prevent orreduce the risk of a
recurrence. We will be open and honest with patients and theirfamilies when they have been
subjecttoa patientsafetyincident, and willstrive to eliminate avoidable harm as a consequ ence
of care we have provided.

In 2016/17 we have continued to sustain high quality performancein anumber of key patient
safetyindicatorsasshowinTable 7, in particularachievingareductionin the number of hospital
acquired pressure ulcers (40in 2016/17, a 34 per cent reduction from 2015/16) and comfortably
meeting ourtargetfor Clostridium difficile infection (10avoidable casesin 2016/17 againsta
target of 45). Unfortunately, however, there were more falls per 1,000 bed daysin 2016/17
(4.23 comparedto 3.95 in 2015/16) and more falls with harm (36 comparedto 30 in 2015/16).

3.1.1 Our Patient Safety Improvement Programme

UH Bristol ‘signed up to safety’ in 2014 by making our pledges under five national themes:

e putsafetyfirst é;‘ ‘eo
e continuallylearn fromfeedback and by measuring ( n’u‘f

and monitoringhow safe ourservicesare ~ seeedfhiefennnntiannns

e beopenand honest
e collaborate with othersin developing system wide SAFETY

improvements LISTEN LEARN ACT

e supportpatients, families and our staff to understand
whenthings gowrongand how to put themright.

We reported lastyearon the development of our ‘Sign up to Safety’ programme and the
partnership work with colleaguesin the West of England Patient Safety Collaborative to identify
and develop opportunities for system wide safety improvements and to share and learn from
each other.

In line with the national Sign up to Safety initiative, the overallaim of our programme is to
reduce mortality and harmto patients. In 2016/17 we have refined ouroverall measures of the
programme, recognising thatthe measurement of avoidable mortality and avoidable harmis
more complex than a single indicator. For mortality we are aimingto achieve and sustain an
upperquartile ranking of English NHS trusts for the Summary Hospital Mortality Indicator
published quarterly by NHS Digital, and for harm reduction we are aiming to achieve and sustain
reductionto 3.23 adverse events per 1,000 bed days to be achieved overathree yearperiod.
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Please see section 3.3 of this report for more details of ourwork on mortality and section 2.1.1
for a summary of progressonour 2016/17 quality objective forharm reduction.

We have fourkey work streams within our patient safety programme, described below.
3.1.1.1 Safety Culture work stream

Cultureisa ‘collective mindfulness’ which defines how people behaveand interact with others.
In healthcare, the development of a positive patient safety culture ensures that staff have a
constantand active awareness of the potential for thingsto gowrongand are enabled to
acknowledge mistakes, learn from them, and take action to put things right. We have chosen to
use a safety culture assessment tool based on the Manchester Patient Safety Framework ** for
acute trusts.

What we have donein 2016/17

Last year we reported that we had completed ourfirst organisation-wide assessment of safety
culture of clinical teams across the organisation. In 2016/17 we have completed the analysisof
data at team, divisional and Trust level and have given face to face feedback to boards and over
100 clinical teamsregarding what they said about theirteam’s and the Trust’s safety culture.
Acrossthe organisation as a whole, most peoplerated theirteam’s and the Trust’s safety culture
as ‘proactive’ in each of the ten domains within the Manchester Patient Safety Framework tool,
indicating that they place a high value onimproving safety, actively investingin continuous
safety improvements and rewarding staff who raise safety related issues. Each Board — divisional
and Trust —and clinical team has been asked to select one or two safety culture areas to
develop dependingon the detailed feedback received.

What we will do in 2017/18

We will:

e Continue with ourorganisational development work on staff engagement and support

e Completethefinal feedbackto clinical teams
Develop asafety culture toolkit with information and resources to supportteamsinthe
areas they have chosentodevelop

e Conducta furtherdetailed analysis of the free text comments staff made to look at
themesto take forward as a trust

e Make plansto repeatthe safety culture assessments startingin the first half of 2018.

3.1.1.2 Peri-procedure never events work stream

We are aimingto reduce the incidence of peri-procedure never events: wrongsite surgery,
retained foreign objectand wrongimplant/prosthesis by the introduction of a Trust-wide
processthat staff can use to identify and mitigateany risk associated with the procedure being
carried out. Much work has already been done in our operating theatre environments, butin
2016/17 we focussed on adapting and spreadingourlocal safety standards forinvasive
procedures (LocSSIPs) into otherareas such as our emergency departments, ourintensive care
units and outpatientareas. In the firstinstance we are aiming to have no nevereventsfora
year. The graph below shows, as at the time of writing, that we have had no nevereventsfor
219 days.

" Manchester Patient Safety Framework, University of Ma nchester 2006.
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Figure 1
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Despite the work we are doing, there were two peri-procedure never events which occurredin
our Trust in 2016/17:

e Oneretainedlaparoscopicretrieval bagcontainingasample
e Oneretainedvaginal swab following the delivery of ababy.

We have investigated these cases thoroughly and have learned that despite having very high
levels of compliance with the WHO" surgical safety checklist, there are improvements we can
make to our safety systems to make it easierforour staff to dothe rightthingand harderfor
themto do the wrongthing.

Examples of these improvementsinclude:
e Amendingthe WHO checklistto clarify the checks forspecimens being sentto the
laboratory
e Appropriate use of the white board in the central delivery suite to record swabs
purposefully placedinside (intended for removalatthe end of the procedure) and their
removal.

What we have donein 2016/17

e We haverefined our WHO surgical safety checklistin theatrestoincludechecks on
dispatch of samples as a resultof learningfromaneverevent

e We have conducted “mystery shopper” audits of the quality of how we conduct WHO
checklists and shared the results with teams to support them in makingimprovements
inareas where required

e We have worked across clinical teams and specialties to successfully develop and
introduce local safety standards forinvasive proceduresinanumber of ‘out of theatre’
proceduressuch as chestdraininsertion, central lineinsertion, ascitictap, lumbar
puncture, endoscopy, nerve block

e We haveincorporated awareness of local safety standards forinvasive proceduresinto
induction and updates forall clinical staff with more in depth education for staff
involvedinthe procedures.

What we will do in 2017/18

e We will continue to adaptand spread local safety standards forinvasive procedures

2 World Health Organisation
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We will continue with our education plan

We will repeat our “mystery shopper” audits of the quality of how we conduct WHO

checklists.

3.1.1.3 Deteriorating patient work stream

Last year we reported on the introduction of the national early warning score (NEWS) ** for adult
patients (excluding maternity) at the end of 2015 which took place as a collaborative project
with North Bristol NHS Trust. We have spent much of 2016/17 embeddingthis within practice
and have worked closely with front line staff to understand the barriersthey have encountered
inidentifyingand escalating deteriorating patients within our Trust and working withthem to
find solutions. We have also been working with our system-wide partnersinthe West of
England AcademicHealth Science Network to use NEWS as a common language forindividual
patients atthe points of transfer of care. Using NEWS in this way enables receiving healthcare
providerstoknow inadvance how sick a patientis and this helps ensure the sickest patients are
prioritised forclinical review and are accommodated in the most suitable environment, and
have the best chance of a good outcome.

A key measure of success is escalation of deteriorating patientsin accordance with protocol.
Figure 2 shows that we reached our 95 percent goal in March 2017. We now need to sustain
thisimprovement.

Figure 2
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Source: monthly safety thermometer point prevalence audit

3.1.1.4 Deterioration due to sepsis and acute kidneyinjury

During 2016/17 we have continued towork on two of the key causes of deterioration: sepsis
and acute kidney, particularly sepsis. Itiswidely recognised that early identification of patients
with red flag sepsis and promptadministration of antibiotics can reduce mortality due to sepsis.
For more information please see section 2.1.1for progress on our sepsis quality objective for
2016/17.

'3 The National Early Warning Score (NEWS) wasdeveloped by the Royal College of Physicians in 2012 with the aim of
standardisingearly warning scoringsystems already in existence in many healthcare organisations. An earlywarning
score is derived from measuringa range of physiological parameters (commonly known as patient observations) such
as temperature, pulse and blood pressure, and s coring each parameter. Higher s cores are allocated to measurements
furtheroutside ofthe normal range. The scores for each parameter are added together to reach a single early
warning score forthe patient. Higher s cores indicate sicker patients and progressively higher s cores indicate
deterioratingpatients, both of which willtriggerthe need fora response. Responses are gradedinterms of urgency
and the seniority of clinidan needed to review the patient.

Page | 45| University Hospitals Bristol NHS Foundation Trust | Annual Quality Report2016/17




What we didin 2016/17

e We refined ouradult observation chart further workingin collaboration with North
Bristol NHS Trust in response to feedback from staff and learning from incidents

e We focussedontargeted education andtrainingon NEWS to supportidentified areas

e We devised pointof care simulation trainingin adult services about deteriorating
patients

e We produced and distributed NEWS ‘credit cards’ as aide memoirs for adult services,
and PEWS onesforchildren’s services

e We conductedindividual debriefs with staff tolearn more about themes and human
factors when NEWS incidents happen and what we can do to improve our systems

e We have mapped out of hours coverage foradult specialities and identified where
furtheractionis needed

e We haveintegrated the adult observation chartand NEWS into the existing emergency
department proformawith a promptfor sepsis screening

e We startedtestinganew acute kidneyinjury care bundleforadults

e In conjunction with North Bristol NHS Trust, we developed an acute kidney injury
dashboard so we can monitorthe impact of our improvements

e Pleaseseesection2.1.1forinformation about whatwe did to achieve oursepsis quality
objective for2016/17.

Whatwe planto do in2017/18

e We willuse thelearningfromourincidentdebriefs toinform furtherimprovements and
education inour systemsforrecognition and escalation deteriorating patients

e We will conductafocus group of doctors and nurses to ascertain how we need to
change our structured communication tool (SBAR) forhandoverand the escalation of
deteriorating patients so thatit works better forour staff

e We planto procure and implement an e-observation system that will reduce the risk of
human error in the recognition and escalation deteriorating patients

e We will review ouroutof hours medical coverinrelevantspecialities and fine tune our
escalation protocol where necessary

e We will continue to work with our system partnersto develop areliable systemto
ensure NEWS for individual patients is communicated at the point of transfer of care

e Ifagreedand supported by oursystem partners, we have proposed that we lead work
to develop aregion wide paediatricearly warning score, thus standardising the early
warningscoring system for children across the west and south west of England

e We will continue with our point of care simulation training about deteriorating patients

e We will complete testingandimplementanacute kidneyinjury pathway foradults

e Pleaseseesection2.1.2forinformation about oursepsis quality objective for 2017/18.

3.1.1.5 Medicines safety work stream

Our medicines safety works streamis asystem wide approach across the West of England
AcademicHealth Science Network. Its stated aim is “working together (with patients and each
other) to deliversaferand better outcomes from medicines at transfer of care in the domains of
patient safety, patient outcomes and patient experience for people in target population. The
twomain areas of focus are:
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e supporting patients with complexmedicines to take them safely, thereby reducing
hospital readmissions as a consequence of poor compliance with self- administration of
medicinesinthe community, and

e insulinsafety withemphasis on self-administration of insulin by patientsandreducing
harm from errors ininsulin administration.”

What we didin 2016/17

e We have beentaking aleadrole within the West of England Academic Health Science
Networkinthe system-widework onreferrals of patients with complex medicines and
compliance aids to community pharmacies

e We implemented an electronicsystem (PharmQOutcomes) to enable community
pharmacies to support patients discharged with complex medicines. PharmQOutcomes is
areferral systemtoimprove medication safety at patient discharge by referring patients
on medication compliance aids and high risk patients to their community pharmacist for
a medicationreview.

e We haveincorporated the transfer of care referrals for patients on complex medicines
into pharmacy noting systems

e We have engaged with research study run by Durham University on outcomes of clinical
handoverto community pharmacy

e We haveincorporatedthisworkinto the BNSSG medicines optimisation STP project

e Higherstrengthinsulins have recently beenintroduced which are two, three orfive
times strongerthan the commonly used u100insulin, and are now beingused by some
patients. Ourdiabetesteam has drafted adrug chart and guidance document foradults
usinginsulinu500to help ensure safe administration of this much strongerinsulin while
patientsareinour hospitals.

Whatwe planto do in2017/18
We will further develop the PharmOutcomes referrals by:

e Incorporating PharmOutcomesinto the developing pharmacy noting process using
mobile technologyin ordertoembed into practice

e Furtherembedding PharmOutcomes process for patients on warfarin

e Testingandimplementingan agreed service design (for patients on complex medicines)
ina range of clinical areas

e Extending PharmOutcomesto GP pharmacists

e Implementinganelectronicinterface between with PharmOutcomes and our hospital
systems.

We will ensure that transfer of care issuesaroundinsulin are incorporated into the insulin work
stream by:

o Implementingthe u500insulin drugchart and guidance

e Completingandactingon the resultof a self-assessmentoninsulin safety usinga tool
from the Oxford Academic Health Science Network

e Producingpatient self-administration of insulin, protocols, procedures and safe storage

e Incorporatingsafe systems of insulin prescribing in the new Electronic Prescribingand
Medicines Administration system to be implementedinthe Trust.
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3.1.2 Further plans for our patient safety programme in 2017/18

In early 2017 NHS Trusts were invited to join a new national maternity and neonatal health
collaborative which aims to reduce maternal deaths, stillbirths, neonatal deaths and brain
injuries that occurduring or soon afterbirth by 20 percent by 2020 and 50 per cent by 2030.
We putourselvesforwardto be part of the first wave of the programme and were delighted to
be accepted. n2017/18 we will be developing ourlocal maternity and neonatal improvement
programme and will commence implementation.

During 2016/17 we alsoidentified furtherareas we wanttowork on as a resultof learning from
incidentsand which supportourdeteriorating patient work streamin particular. In 2017/18 we
will take forward a projectto design a system forthe escalation of concerns whe nafamily
recognises thattheirloved onein hospital “justisn’tright” or “isn’t their usual self” and they are
worried thatthey are deteriorating butthey can’t put theirfingeron the problemandtheyfeel
that theirconcernsaren’t beinglistened to. We will also be seeking to spread the use of a new
ward round checklist which has been piloted in the Bristol Haematology and Oncology Centre.

3.1.3 Seriousincidents

The purpose of identifying and investigating serious incidents, as with all incidents, is to
understand what happened, learn and share lessons, and take actiontoreduce the risk of a
recurrence. The decisionthat an eventshould be categorised as a serious incidentis usually
made by an executivedirector. Throughout 2016/17, the Trust Board was informed of serious
incidents viaits monthly quality and performance report. The total number of serious incidents
reported forthe year was 52, comparedto 69 in 2015/16. Of the 52 serious incidents initially
reported, two were subsequently downgraded and eight investigations were still underway at
the time of writing (May 2017). Fifteen further potential serious incidents were initially reported
to commissioners butthen downgraded as the initial incident review identified they did not
meetseriousincident criteria. The majority of these were 12 hour trolley breach incidents which
caused no harm to patients. A breakdown of the categories of the 50 confirmed serious
incidentsis providedin Figure 12below.

All seriousincidentinvestigations have robust action plans, which are implemented to reduce
the risk of recurrence. The investigations for serious incident and resulting action plans are
reviewed in full by the Trust Quality and Outcomes Committee (a sub-committee of the Trust
Board of Directors).

Learning from seriousincidents

Learningand actions arising from serious incidents involving deteriorating patients and invasive
procedures are imported into our patient safety programme work streams as described in
sections3.1.1.2 and 3.1.1.3. Examples of learningthemesfrom otherseriousincident
investigationsin 2016/17 have included actions to:

e improve the use of dynamicrisk assessments and frequent reviews of falls risks for
patients with fluctuating confusion

e reviewthe enhanced observation policy and bed rails guidance for patients at risk of
falls and have confusion

e and achieve a consistent standard of documentation and verbal handover of care when
escalating ortransferring care forindividual patients between staff, shifts, wards,
hospitals and providers.
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Figure 12
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3.1.4 Duty of Candour

Beingopen and honest whenthings gowrong has been anintegral part of incident management
and patientsafety culture development sincethe advent of the Being Open Framework
developed by the National Patient SafetyAgency in 2009. The reports by Robert Francis QC
(2010 and 2013) and Professor Don Berwick (2013), following the events which took place at
Mid Staffordshire NHS Foundation Trust between 2005 and 2009, led to more formal
arrangementsin this respect: first, a contractual obligation (in 2013) and subsequently, a
statutory obligation for duty of candour (in 2014). This was followed by explicit requirements of
a professional duty of candour published jointly by the General Medical Council and Nursingand
Midwifery Council in 2015.

The Trust has had a Staff Supportand Being Open Policy in place since 2007. This policy has
beendeveloped overthe yearsinresponse tolearning from within the organisation, national
guidance and, more recently, fromthe aforementioned contractual, statutory and professional
obligations for duty of candour.

Last year we reported on our progress with regard to furtherembedding statutory duty of
candour within oursystems and culture. In 2016/17 we have been furtherreviewingour
systems for duty of candourin anticipation of the publication of the report of the Independent
Inquiry into our Paediatric CardiacServicesinJuly 2016. We recognise thatthe needs of
individuals (patients, families and staff) require a more flexible approach to being open, based
on where they are at particulartimes of the post-incident or grieving process. We have
reviewed the support we provide and our communications tofamilies who use our children’s
servicesto help them navigate their way through multipleinvestigative processes which may
occur at a difficulttimeforthem. We have alsobeenlookingathow we can ensure patients and
families have the opportunity toincludetheir perspectiveand comments onincident
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investigationsif they wanttoand how we can involve patients and families more in helping us
develop solutions to problems if they want to.

We know that this isan iterative process and in 2017/18 we will be further developing our
communications and systems for being open for patients and families who use ouradult
services, seeking the views of families on our proposals. We will also be finalising and
implementing ourimprovements for patients and families to be invol ved in investigations and
solutions as mentioned above.

3.1.5 Guardian of safe working hours: annual report on rota gaps and vacancies for
doctors and dentists in training

The Trust has appointed Dr Alistair Johnstone as the Guardian of Safe Working for Junior
Doctors. Our Trust Board receives quarterly reportsand an aggregated annual report, all of
which are available toread at: http://www.uhbristol.nhs.uk/about-us/key-publications/.

3.1.6 Overview of monthly board assurance regarding the safety of patients 2016/17

The table below contains key quality metrics providing assurance to the Trust Board each month
regardingthe safety of patientsin ourcare. Where there are no nationally defined targets for
safety of patients orwhere the Trust is already exceeding national targets, local targets or
improvement goals are set to drive continuous improvement or sustain already highly
benchmarked performance. These metrics and theirtargets are reviewed annually to ensure
they remain relevant, challenging and achievable.

Table 7

Quality Data source Standard Actual Target Quarter | Quarter | Quarter | Quarter | Actual
measure 2015/16 2016/17 1 2 3 4 2016/17
Infection control and cleanliness monitoring
Numberof National No Cases 3 0 0 0
MRSA Infection
Bloodstream Control data
Cases (Public Health

England)
Number of National No targetas 40 No targetas | 8 10
Clostridium Infection targetisset targetisset
difficile Cases Control data nationallyfor nationally

(PublicHealth cumulative for

England) cases cumulative

cases

Numberof TrustInfection Local 26 25 8 13 8 8
MSSA Cases Control system | standard

(MESS)
Clostridium PHE Data and Commissioner | 17 45 2 3 4 1
difficile local CCG/Trust | /
Avoidable review provider
Cases agreement

whether
avoidable

Hand Hygiene | Monthlylocal Local 97.3% 95% 97.3% 96.8% 96.4% 96.0% 96.6%
Audit observational standard
Compliance audit
Antibiotic Monthlylocal Local 87.6% 90% 84.5% 87.4% 90.8% 90.8% 88.3%
prescribing pharmacyaudit | standard
Compliance
Cleanliness Monthlyaudit Local 94% (Mar- | 95% 95% 95% 96% 95% 95%
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Quality Data source Standard Actual Target Quarter | Quarter | Quarter | Quarter | Actual
measure 2015/16 2016/17 1 2 3 4 2016/17
Monitoring - standard 16) (Jun-16) | (Sep-16) | (Dec-16) | (Mar- (Mar-
Overall Score 17) 17)
Cleanliness Monthlyaudit Local 98% (Mar- | 98% 98% 98% 97% 97% 97%
Monitoring - standard 16) (Jun-16) | (Sep-16) | (Dec-16) | (Mar- (Mar-
VeryHigh Risk 17) 17)
Areas
Cleanliness Monthlyaudit Local 95% (Mar- | 95% 96% 97% 97% 95% 95%
Monitoring - standard 16) (Jun-16) | (Sep-16) | (Dec-16) | (Mar- (Mar-
High Risk 17) 17)
Areas
Patient safety incidents, serious incidents and Never Events
Numberof Local serious No targetso 69 No targetso | 13 15 12 12 52
Serious incidentlog as notto as notto
Incidents deter deter
Reported reporting reporting
Numberof Local serious No targetso 55 No targetso | 12 13 12 TBC TBC
Confirmed incidentlog as notto as notto
Serious deter deter
Incidents™ reporting reporting
Serious Local serious National 84.1% 100% 93.2% 86.7% 100% 100% 94.2%
Incidents incidentlog Serious
Reported Incident
Within48 Framework
Hours
Serious Local serious National Not 100% 92.3%
Incidents-72 | incidentlog Serious reported
HourReport Incident
Completed Framework
Within
Timescale
Serious Local serious National 74.1% 100% 100% 93.3%
Incident incidentlog Serious
Investigations Incident
Completed Framework
Within
Timescale
Total Never Local serious National 3 0 0
Events incidentlog Never Events

Policyand

Framework
Number of Datix No targetso 13787 No targetso | 3619 3575 3794 TBC TBC
Patient Safety as notto as notto
Incidents deter deter
Reported reporting reporting
Patient Safety | Datix/ No targetso 44.75 No targetso | 47.41 46.88 48.25 TBC TBC
Incidents Per | Medway as notto as notto
1000 Bed deter deter
days reporting reporting
Numberof Datix No targetso 97 No targetso | 19 22 32 TBC TBC
Patient Safety as notto as notto
Incidents - deter deter
Severe reporting reporting
Harm®
Falls
FallsPer1,000 | Datix/ Local target 3.95 4.8 4.26 4.29 4.22 3.89 4.23
Bed days Medway setbelow

national

benchmark of

14 _. . L . N
Figures willchange as further serious incident investigations are completed after yearend.

15 _. - . N
Figures may change as furtherincident investigations are completed afteryearend.
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Quality
measure

Data source

Standard

Actual
2015/16

Target
2016/17

Quarter
1

Quarter
2

Quarter
3

Quarter
4

Actual
2016/17

5.6 fallsper
1000 bed days

Total Number
of Patient
FallsResulting
inHarm

Datix

Local target

30

24

Pressure ulcers developed in the Trust

Pressure
Ulcers Per
1,000 Bed
days

Datix/
Medway

Local target

0.221

0.4

0.157

0.144

0.127

0.163

0.148

Pressure
Ulcers - Grade
2

Datix

No target

61

No more
than10 in
total
pressure
ulcers per
month (all
grades)

Pressure
Ulcers - Grade
3

Datix

Local target

0

Pressure
Ulcers - Grade
4

Datix

Local target

11

11

40

Venous Thromboembolism

Adult
Inpatients
who Received
a VTERisk
Assessment

Medway

Local target
setabove 95%
national
target

98.2%

99%

99.2%

99.1%

99.1%

99.0%

99.1%

Percentage of
AdultIn-
patients who
Received
Thrombo-
prophylaxis

Monthlylocal
pharmacyaudit

Local target

94.6%

95%

95.8%

95.8%

96.8%

97.4%

96.4%

Nutrition

Nutrition: 72
HourFood
ChartReview

Monthlylocal
safety
thermometer
audit

Local target

90.4%

90%

88.5%

89.6%

89.4%

90.6%

89.6%

Fullyand

Accurately
Completed
Nutritional
Screening
within 24

Hours

Quarterlylocal
dietetics audit

Local target

Not
reported

90%

80.8%

88%

91.2%

87.9%

87.9%

WHO checklist

WHO Surgical
Checklist
Compliance

Medway/
Bluespier

Local target

99.9%

100%

99.6%

99.9%

Medicines

Medication
Incidents
Resultingin
moderate or

Datix

Local target

0.8%

0.5%

0.16%

0.51%

0.64%

0.25%

0.41%

16 L ) o .
Reductioninquarters 3and4attributedto a recordingissue using a new IT system
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Quality Data source Standard Actual Target Quarter | Quarter | Quarter | Quarter | Actual
measure 2015/16 2016/17 1 2 3 4 2016/17
greaterharm
Non- Monthlylocal Local target 0.87% 1% 0.73% 0.33% 0.75% 0.52% 0.59%
Purposeful pharmacyaudit
Omitted
Doses of the
Listed Critical
Medication
Safety Thermometer
Safety Monthlysafety | Local target 97.1% 95.7% 97.7% 98.6% 97.5% 97.9% 97.9%
Thermometer | thermometer
-Harm free audit
care
Safety Monthly Local target 98.6% 98.3% 98.8% 99.2% 98.7% 98.7% 98.9%
Thermometer | safety
-No new thermometer
harms audit
Deteriorating patient
NationalEarly | Monthlylocal Local 90% 95% 89% 90% 93% 94.6% 91.7%
Warning safety improve ment
Scores thermometer goal
(NEWS) Acted | audit
Upon
Timely discharges
OutofHours Medway PAS No target 10.7% No target 7.6% 7.9% 7.5% 7.8% 7.7%
Departures
(20:00 to
07:00)
Percentage of | MedwayPAS Local 20.3% 25% 22.9% 22.1% 22.2% 21.7% 22.2%
Patients With improve ment
Timely
Discharge
(07:00-12
noon)
Number of Medway PAS No target 10444 No targetas | 2911 2852 2892 2705 11360
Patients With percentage
Timely targetset
Discharge above
(07:00-12
noon)
Staffing levels
Nurse staffing | NationalUnify No targetset. | 103.1% No target 103.9% 103% 104% 104% 103.7%
fillrate return Targetwould set. Target
combined be variable wouldbe

each shift variable

dependingon each shift

patient depending

numbers, on patient

acuityand numbers,

dependency. acuityand

dependency
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3.2 Patient experience

We wantall our patientsto have a positive experience of healthcare, to be treated with dignity
and respectandto be fullyinvolved in decisions affecting their treatment, care and support. Our
commitmentto ‘respecting everyone’ and ‘working together’ is enshrined in the Trust’s values.
Our goalis to be continually improving by engaging with and listening to patients and the public
whenwe planand develop services, by asking patients what their experience of care has been
and how we could make it better, and taking positive actioninresponseto thatlearning.

3.2.1 It’s good to talk: conversations with patients and the public

UH Bristol’s involvement network provides a point of contact with a range of community
organisations across Bristol, givingthem avoice withinthe Trust. In 2016/17, for example, the
involvement network:

e engagedindiscussionsabout end of lifecare with our Palliative Care Team;
e participatedinan NHS Improvement Quality and Safety review at the Trust; and
e helpedusdevelopourcorporate quality objectives for2017/18.

In 2016/17, our Face2Face volunteerinterview team continued to visit wards and departments
across the organisation to have conversations with patients, visitors, and carers about their
experiences at UH Bristol. We also explored new ways of utilising the skills of the Face2Face
team, for example one memberspentseveralweeksinthe adult congenital heart disease
service talkingtolong-term service-users as they came in forappointments, and during
September 2016 the team interviewed patients who are homeless orvulnerably housed about
theirexperiences of hospital care.

Othernotable examples of patientand publicinvolvementin the pastyearinclude:

- Invitinglocal Healthwatch to carry out an “enterand view” visit at South Bristol
Community Hospital. The feedback the Trust received from Healthwatch was very
positive and we are currently taking forward a number of their suggestions for further
improvement.

- Participatinginthe Patientand Community Leadership Programme, a multi-agency
collaboration co-ordinated by the King’s Fund. The aim of the programme is to provide
coachingto a group of public participants, equipping them to contribute more
effectively inimportant local discussions about health and social care planning and
development.

- Invitingthe Patients’ Association to carry out an evaluation of the Trust’s dermatology
service.

- Invitingmembers of the Bristol City Council Overview and Scrutiny Committee to visit
the Bristol Royal Hospital for Childrentolearn more about the paediatriccardiacservice
there.

3.2.2 Gathering patient feedback from surveys

Patientsurveys enable usto monitorthe quality of patient experience and to compare ourselves
to othertrusts. UH Bristol hasa comprehensive patient survey programme, incorporating the
Friends and Family Test survey when patients are discharge from hospital, acomprehensive
post-discharge postal survey, and participationin the national patient survey programme. In
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2016/17 we received more 50,000 individual pieces of feedback about ourservices fromthese
surveys.

The Trust continuesto receive very positive feedback from service-users, consistently achieving
overall care ratings in excess of 95 percent in our monthly postal surveys (Figure 3). Praise for
our staffis by far the most frequent form of feedback that we receive. Figure4shows that these
positive experiences of care are consistent across different demographicgroups.

Figure 3
Patients rating the care at UH Bristol as excellent, very good or good
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Source: UH Bristol monthlyinpatient/ parent survey; UH Bristol monthly outpatient survey

Figure 4

100

xX 75
70

50

95 A
90
85

80 -
i 0 2014-15

Inpatients rating their care as excellent, very good or good by ethnicgroup

[02013-14

T — [0 2015-16
65
60
55

02016-17

Asian or Asian  Black or Black Mixed Other Ethnic White
British British Groups

Source:

UH Bristol monthlyinpatientand parent survey

Each year, the Trust participatesinthe Care Quality Commission’s national patient experience
survey programme. These national surveys reveal how the experience of patients at UH Bristol
compares with other NHS acute trustsin England. In 2016/17, the Trust received the results
fromtwo national surveys (Table 8).
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Table 8: Results of national patient surveys received by the Trust during 2016/17 (number of
scores above, inline with, or below the national average)

Comparison to national average
Above (better) | Same Below
National inpatient survey (patients whowere | 1 61 1
discharged duringJuly 2015)
National cancersurvey (patientswho were 1 45 4
discharged between April and June 2015)

As in past years, UH Bristol performed broadlyin linewith the national averagein the national
inpatientsurvey. The Trust received particularly good scores for privacy and dignity. One score
was slightly below the nationalaverage —availability of hand gel (9.3/10comparedto 9.6
nationally), however this was still a good score initself and ourlocal audits also confirm high
levels of hand wash availability for patients, visitors and staff.

Historically, UH Bristol has performed less well in national cancer surveys. We were particularly
disappointed when the 2013 survey results showed nearly half of UH Bristol’s scores were inthe
lowest quintile (bottom 20 per cent) of trusts nationally. Inresponse to this, Trust’s lead cancer
nurse led a comprehensive programme of stakeholder engagement and participatedinan NHS
England scheme which saw UH Bristol “buddied” with atrust which had achieved some of the
bestscorein the 2013 survey, South Tees. Thisled to an improvement plan focusing on:

e Patientaccessto a clinical nurse specialist

e Information availability and accessibility

e GP support

e Clinicadministrative processes and waiting times.

Although changes to the national cancer survey questionnaire and methodology made it difficult
to directly compare UH Bristol’s 2015 results to the 2013 survey, we were nonetheless
encouraged by our achievement of an average five percentage pointimprovement across the
questionsthat were comparable. Furthermore, anumber of our key improvement actions would
not have beenin place intime to affect the 2015 results. We are therefore cautiously optimistic
about the results of the forthcoming 2017 survey.

Figure 5 providesan overview of the Trust’s performance in the most recent national patient
surveysinrelationtoother NHS Trusts.

Figure 5
Indication of UH Bristol patient-reported satisfaction relative to the
national average
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Looking ahead to 2017/18, sections 2.1.1 and 2.1.2 of this report describe our plansto procure a
new Trust-wide patient feedback system which will enable patients, theirfamilies and carers to
give feedback about quality of care whilst patients are still in hospital, increasing our
opportunitiestoaddressissuesand concernsin real-time.

3.2.3 Complaints received in 2016/17

The flip side of sayingthat more than 98 per cent of inpatients rate theirtreatmentand care at
UH Bristol as “good” or betteristhat, for one or two patientsin every hundred, we don’t get it
right. Some of those patients will tellus about their experience through surveys and comment
cards; around one in every 500 patients will make acomplaint. How we respond to this group of
patientsand how we learn from theirexperiencesis as much a marker of quality as the positive
experience reported by the vast majority.

In 2016/17, 1,874 complaintswere reported to the Trust Board, compared with 1,941 in
2015/16". 487 (26 percent) of these complaints were investigated under the formal complaints
process, withthe remainderaddressed through informal resolution. This volume of complaints
equatesto 0.23 per centof all patient episodes, compared to 0.25 percent in 2015/16, againsta
target of <0.21 percent.

We carried out formal complaints investigations and replied to complainants within agreed
timescalesin 86.1 per cent of cases: an improvementonthe 75.2 per cent we reported last year.
To date (May 2017), 65 complainants have expressed dissatisfaction with one or more aspects
of ourformal response totheirconcerns, slightly more than atthe equivalent pointintime last
year (59).

In 2016/17, improvements to the way we handled complaintsincluded:

- Systematically surveying complainants approximately sixweeks after their concluding
communication with the Trust, to better understand their experience of making a
complaintand how we could improve what we do.

- Encouragingour divisions to offerappropriate forms of independent review of
complaintsin circumstances where complainants continueto express dissatisfaction.

- Publishinganonymised summaries of any complaints which are upheld or partially
upheld by the Ombudsman.

Looking ahead to 2017/18, our plansinclude:

- Exploringthe potentialto develop a partnership approach with the Patients’ Association
for supporting complainants who remain dissatisfied with the Trust’s response to their
concerns, butwho wish to pursue mutual resolution outside of an Ombudsman referral .

- Introducinganew complaints panel to create a shared learning environment to identify
and share examples of best practice in responding to complaints and toidentify
opportunities to make improvements to way divisions and the Trust handle complaints.

- Making mediation skills training available to key front line staff, beginning with staffat
the Bristol Royal Hospital for Children and the Trust’s patient supportand complaints
team.

The Trust will be publishing adetailed annual complaints report, including themes and trends,
laterin 2017.

v Previously 1,883in 2014/15,1,442in 2013/14,1,651 in 2012/13,and 1,465in 2011/12
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3.2.4 Turning feedback and complaints into positive action: examples of
improvements to patient care in 2016/17

Examples of positiveactionin 2016/17 included:

3250

The tabl

The roll-out of openvisitingin adultinpatient areas; visiting hours now extend from 8am
to9pm

The publication of a new patientand family-friendly welcome guideto our hospitals
New arrangements so that partners can now stay overnight on our maternity wards, to
support mums

The launch of a hospital Facebook page atthe Bristol Royal Hospital for Children for
patients, families and staff to share good news stories and updates on services

The launch of the South Wales and South West Congenital Heart Disease Network which
includes parents and patients as part of the network board

Patient Experience at Heart and #conversations initiatives which were shortlisted for
national awards

New signage in the Bristol Royal Infirmary Emergency Department, developed by the
Design Council, which helpsto explainto patients how the department works, why they
may be waiting and what to expect during their experience; also, improved Trust-wide
signage telling people how they can give feedback or make a complaint

Steps taken to improve the patient experience on our delayed dischargeward (A605),
including a new nursing assistant who organises activities for patients,andanewrole
forvolunteers.

verview of monthly board assurance regarding patient experience

e below contains key quality metrics providing assurance to the Trust Board each month

regarding patient experience. Where there are no nationally defined targets or where the Trust
isalready exceeding national targets, local targets orimprovement goals are set to drive
continuousimprovement. These metrics and theirtargets are reviewed annually to ensure they
remain relevant, challenging and achievable.

Table 9
Quality Data source Standard Actual Target Quarter Quarter | Quarter | Quarter | Actual
measure 2015/16 2016/17 1 2 3 4 2016/17
Monthly patient surveys
PatientSurvey- | Monthly Locally 90.1 87 91 91 92 92 91.5
Patient postalsurwey | agreed
Experience
TrackerScore
PatientSurvey- [ Monthly Locally 94.2 90 95 95 95 95 95.3
Kindnessand postalsurwey | agreed
Understanding
PatientSurvey- | Monthly Locally 88.8 87 89 90 90 88 89.3
Outpatient postalsurwey | agreed
TrackerScore
Friends and Family Test — coverage
Friendsand Friends and Locally 19.5% 30% 39.4% 34.6% 33.5% 34.5% 35.5%
Family Test Family Test agreed
Inpatient
Coverage
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Friendsand Friends and Locally 13.0% 15% 17.2% 19.1% 16.4%
FamilyTestED Family Test agreed
Coverage
Friends and Friends and Locally 22.7% 15% 20.5% 21.9% 21.6% 26.4% 22.5%
Family Test Family Test agreed
Maternity
Coverage
Friends and Family Test — score
Friends and Friends and Locally 96.3% 90% 96.6% 96.7% 97.7% 97.6% 97.2%
Family Test Family Test agreed
Inpatient Score
Friendsand Friends and Locally 75.4% - 77.5% 77.1% 77.6% 80.2% 78.2%
FamilyTest ED Family Test agreed
Score
Friends and Friends and Locally 96.6% 90% 97.2% 97% 95.6% 97.3% 96.8%
Family Test Family Test agreed
Maternity Score
Patient complaints
Numberof Patient Locally 1,941 - 520 517 397 440 1,941
Patient Supportand | agreed
Complaints Complaints
Team
Patient Patient Locally 0.25% - 0.26% 0.27% 0.20% 0.21% 0.23%
Complaintsasa | Supportand | agreed
Proportion of Complaints
Activity Team
Complaints Patient Locally 75.2% 95% 94.2% 86% 86.1%
Responded To Supportand | agreed
WithinTrust Complaints
Timeframe Team
Complaints Patient Locally 91.3% - 84.9% 80.9% 86.6%
Responded To Supportand | agreed
Within Complaints
Divisional Team
Timeframe
Percentage of Patient Locally 6.2% - 7.9% Notyet
Responses Supportand | agreed available
where Complaints
Complainantis Team
Dissatisfied

3.3 Clinical Effectiveness

We will ensure that the each patient receives the right care, according to scientificknowledge
and evidence-based assessment, atthe righttime inthe right place, with the best outcome.

3.3.1 Understanding, measuring and reducing patient mortality

Overthe last year, the Trust has continued to monitorthe number of patientswho die in
hospital and those who die within 30days of discharge. Thisis done using the two main tools
available tothe NHS to compare mortality rates between different hospitals and trusts:
Summary Hospital Mortality Indicator (SHMI) produced by NHS Digital (formally the Health and
Social Care Information Centre) and the Hospital Standardised Mortality Ratio (HSMR) produced
by CHKS Limited replicating the Dr Foster/Imperial College methodology.

The HSMR includes only the 56 diagnosis groups (medical conditions) which account for
approximately 80 per cent of in-hospitaldeaths. The SHMIissometimes considered amore
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useful indexasitincludes all diagnosis groups as well as deaths occurringin the 30 days
following hospital discharge.

In simple terms, the SHMI ‘norm’ is a score of 100 — so scores of less than 100 are indicative of
trusts with lowerthan average mortality. The score needs to be read in conjunction with
confidence intervals to determineif the Trust s statistically significantly better or worse than
average. NHS Digital categorises each Trustinto one of three SHMI categories: “worse than
expected”, “as expected” or “betterthan expected”, based onthese confidence intervals. A
score over 100 does not automatically mean “worse than expected”. Likewise, ascore below
100 does notautomatically mean “betterthan expected”.

In Figure 8, the blue vertical bars represent UH Bristol SHMI data, the green solid line isthe
medianforall trusts, and the dashed red lines are the upperand lower quartiles (top and
bottom 25 per cent). Comparative datafromJuly 2015 to June 2016 shows that the Trust
remainsinthe ‘as expected’ category. The most recent comparative dataavailableto us at the
time of writingis for the rolling 12 month period October 2015 to September2016™. In this
periodthe Trusthad 1,741 deaths comparedto 1,752 expected deaths; a SHMI score of 99.4.

Figure 6
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Source: CHKS benchmarking

The latest HSMR data available at the time of writingis forthe period January 2016 to
December2016. Thisshows 1,052 patient deaths at UH Bristol, comparedto 1,095 expected
deaths:an HSMR of 96.1

Understanding the impact of our care and treatment by monitoring mortality and outcomes for
patientsisa vital element of improving the quality of ourservices. To help facilitate this, the
Trust has a Quality Intelligence Group (QIG) whose purposeis both toidentify and be informed
of any potential areas of concern regarding mortality or outcome alerts. Where increased
numbers of deaths are identified in aspecificspecialty orservice, QIGensures thatthese are
fullyinvestigated by the clinical team. Theseinvestigations compriseaninitial data quality
review followed by afurther clinical examination of the casesinvolved if required. QIG will
eitherreceive assuranceregardingthe particular service or specialty with an explanation of why
a potential concern has beentriggered, orwill require the service orspecialty to develop and
implementanaction planto address any learning. The impact of any actionis monitored
throughroutine quality surveillance.

18 Figure 8is sourced from CHKS Limited and does not yetinclude data forthe period October 2015 to September
2016
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3.3.2 Local mortality review

Because the vast majority of deaths that occur in the hospital setting are expected, the SHMI
and HSMR provide only abroad measure of the quality of care provided at a hospital. As the
inherent limitations of global measures of death rate become more apparent, ourdesire to
continually improve the care we provide hasled us to focus our efforts on achieving abetter
understanding of unexpected and potentially preventable death. The way we are doingthisis
throughindividual case note review of deceased patients: a personalised approach which
facilitates broad base organisational learning.

If a hospital knows and understands common causes of potentially avoidable mortality in the
patientsforwhomitis responsible, it canalso use this knowledge to directclinical auditand
guality improvement activity. Furthermore, thisinformation can form the basis of integrated
learning with partnersin primary care and can be used as an effective learningtool, in
combination with the deanery, to support post graduate education. This cross system
involvement allows the construction of anintegrated healthcare programme, where
understanding and preventing potentially avoidable death becomes the highest safety and
quality priority

The Trust’s current process for adult mortality reviewwas established foradultinpatient deaths
in May 2014 with the aim of reviewingall inpatient deaths occurringinthe organisation. The
review is carried out by the lead consultantforeach patient. However, thisis now being revised
and relaunched, with anew emphasis on peerreview, in line with national guidance. UH Bristol
has been selected as one of seven pilot sites for early adoption of the Royal College of
Physicians’ model of structured judgement case note review. Questions are based on the
findings of the Preventable Incidents and Survivable Mortality study (PRISM2). Through the
pilot, UH Bristol will play alead role in shaping and developing thisimportant quality and safety
process at national level.

Given thatthe majority of hospital deaths are unavoidable, ratherthan review all deaths, we will
instead develop a process ensuring detailed review of potential avoidable cases. This will include
all deaths of elective admission patients and all deaths of patients with learning difficulties.

This process will also allow us to co-ordinate and integrate already established pockets of
excellence such as the ICNARC" datawhich demonstrates we have one of the safestintensive
carer unitsinthe country. This co-ordinated approach will allow us to accurately identify areas
where improvements willsave lives.

Full integration with the coroner’s office willbe established so that pertinentinformation from
patients undergoing coroners’ post mortemis fed back into our mortality review group to
maximise the learning. In addition, we already have an established process of reviewing both
child and maternal deaths. All three of these processes will be fully integrated across the
organisation, particularly wherethere is overlap ortransition from childhood to adult.

3.3.3 Overview of monthly board assurance regarding clinical effectiveness

The table below contains key quality metrics providing assurance to the Trust Board each month
regardingthe clinical effectiveness of the treatment we provide. Where there are no nationally
definedtargets or where the Trustis already exceeding nationaltargets, local targets or

19 . . .
Intensive Care National Audit and Research Centre
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improvement goals are set to drive continuous improvement. These metrics and theirtargets
are reviewed annually to ensure they remainrelevant, challenging and achievable.

Table 10
Topic Data source Standard Actual Target Quarter | Quarter | Quarter | Quarter | Actual
2015/16 |2016/17 |1 2 3 4 2016/17

Mortality
SummaryHospital |NHS Digital Locally 97.7 <100 101.2 99.4 Not Not 100.3
Mortality Indicator agreed available | available
(SHMI)
Hospital CHKS N/A 97.2 N/A 87.2 90.5 100.8 Not 92.7
Standardised available
MortalityRatio
(HSMR)
Stroke Care
Percentage MedwayPAS & |Locally 61.5% >=80% 67.7% 8.3% 4% % 8%
ReceivingBrain Radiology agreed
Imaging Within 1 Information
Hour System
Percentage MedwayPAS & | Locally 93.5% >=90% 90% 90.4% (93.3% |87.2% |90.4%
Spending 90%+ Radiology agreed
Time On Stroke Information
Unit System
High Risk TIA MedwayPAS & | Locally 66.4% >=60% 63.4% |76.5% |68.2% |60% 66.8%
Patients Starting Radiology agreed
Treatment Within |Information
24 Hours System
Dementia Care
FAIR Question1- [Local data CQUIN Target|94.8% >=90% 94.8% | 96% 90.2% |[81.6% |90.4%
Case Finding collection
Applied
FAIR Question2- [Local data CQUIN Target|97.5% >=90% 97.5% |98.6% |96.3% |96.2% |97.2%
Appropriately collection
Assessed
FAIR Question3- [Local data CQUIN Target|97.2% >=90% 97.2% |92.3% |88.2% |100% 94.7%
Referred for Follow [ collection
Up
Percentage of Local data N/A 88.3% No target| 75% No longer reported
DementiaCarers |collection agreed
Feeling Supported
Ward outliers
Bed Days Spent Medway PAS Locally 9,666 <9,029 2,218 1,546 2,197 2,217 8,178
Outlying. agreed
Fracture Neck of Femur
Patients Treated NationalHip Locally 75.9% >=90% 65.2% 63.5% 76.7%
Within36Hours Fracture agreed

Database
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Patients Seeing NationalHip Locally 82.5% >=90% 78.9% |[68.5% 81.1% 68.5% 74%
Orthogeriatrician |Fracture agreed
within 72 Hours Database
Patients Achieving [NationalHip Locally 63.5% >=90% 57.9% [42.7% 54.1% 54.8% 51.9%
Best Practice Tariff | Fracture agreed

Database

3.4 Performance against national priorities and access standards
3.4.1 Overview

Thisyear saw the phasing-out of the NHS Improvement Risk Assessment Framework, and the
introduction of the NHS Improvement Single Oversight Framework, reflectingthe new approach
to regulation and a national focus on four key areas of performance, as shown below:

e Accidentand Emergency (A&E) 4-hour waiting standard

e 62-day GP cancer standard

o Referral to Treatment (RTT) incomplete pathways standard
6-week diagnostic waiting times standard.

Sustainability and Transformation Funds (STF) were made available to trusts achieving their
improvementtrajectories forthe first three of the standards listed above. Trajectories were
developed and agreed between February and May 2016, with agreement of these trajectories
beingthe (only) pre-requisite for securing STFin the first quarter of 2016/17. The rulesforthe
allocation of STFin quarters 2, 3 and 4 were published laterin quarter 1. Performance against
these four SOF standardsis covered in detail in the following sections of the report.

Table 11: Performance (%) against the agreed trajectories for the four key access standardsin 2016/17
duringeach quarter.

Access Key Quarter 1 Quarter 2 Quarter 3 Quarter 4
Performance Indicator Apr May Jun Jul Aug Nov Dec Jan Feb

Mar

16 16 16 16 16 17

A&E 4-hours | Actual [ 872 [917 [89.0 [ 893 |900 [EVENNEVERNFENNIVENENIE VRN VAN c
Traj. 819 [844 [859 [876 [884 [922 [933 [900 [ 8.3 [85 [874 |[910 |

62-day GP | Actual | 77.2 80.5 795 [EEFIM 815 788  81.2

cancer Traj. 727 | 732 | 818 | 847 85.0 | 85.1 7 | 85.9

RTT* Actual [923 [926 [ 921 [ 920 [ENEENIERIN 92.0 G 911
Traj. 92.6 934 | 934 8 | 93.0

6-week Actual
diagnostic* Traj.
*minimum requirement is achievement of the national standard

983 986 963 |91 955 969 989 [EENIM| 982 984 987 987
99.2 [99.2 [ 99.2

National standard met STF trajectory met Neither STF or national
standard met

The Trust received a contract performance notice from Bristol Clinical Commissioning Group
(CCG) in February 2017, for the areas of performance where national and constitutional
standards were notbeing met. Thisincluded the RTTincomplete pathways standard, 62-day GP
cancer, A&E 4-hours, last-minute cancelled operations, and the six-week diagnostic standard.
Remedial action plans and associated recovery trajectories were already in place for these
standards, but were extended into 2017/18 where appropriate.
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Full details of the Trust’s performance in 2016/17 compared with the previous two years are set
out inTable 11 below. Although therewas adipin performance forone quarter of the year due
for reasons outside of the control of the Trust*°, performance against the primary percutaneous
coronary intervention (PCl) heart revascularisation 90-minute door to balloon standard
remained strongin 2016/17 with performance above the 90 per cent standard for the yearas a
whole. Although the Trust failed to achieve maximum 4-hourwaitin A&E for at least 95 percent
of patientsin each quarter of the year, the Trust metthe other national A&E clinical quality
indicatorsinthe period. The level of ambulance hand-over delays was, however, higherin
2016/17 than 2015/16. Thisreflected higherlevels of bed occupancy within the BRI and
worsening flow through the hospital, with more patients needingto be cared for, for longer, in
the emergency department. The higherlevels of bed occupancy also meant that the level of last-
minute cancellations (LMCs) of operations for non-clinical reasons remained high. However,
there was stillanimprovementinthe overalllevel of LMCs and an improvementinthe
percentage of patients readmitted within 28 days following an LMC, relative to 2015/16.

3.4.2 Referral to Treatment (RTT)

The national standard of at least 92 per cent of patients waitingless than 18 weeks from
Referral to Treatment (RTT) was achieved at an aggregate (Trust) level in each month between
April 2016 and July 2016, and again from November 2016 to February 2017. The Trust failed the
92 per centstandard between August 2016 and October 2016 due to a risingdemand, and failed
the standard againin March 2017 for the same reason. The number of patients waiting over 18
weeks fortreatmentgrew ina number of specialties leading-up to the failure of the RTT national
standardin August. This was related to a significant growth in outpatient referralsin the
preceding months. Although this growth was not sustained, the peakin demand could not be
matched by sufficient capacity to preventagrowthinthe over 18-week waits.

As part of the 2017/18 annual planninground, all specialties have used the NHS Interim
Management & Support (IMAS) capacity and demand modelling tools to estimate the amount of
capacity requiredto achieve sustainable 18-week RTT waits by the end of March 2018. This
modelling hasincludedinits assumptions the need to reduce waiting times for first outpatient
appointments and hasinformed the service levelagreements now agreed with commissioners,
and the resulting delivery plans developed.

3.4.3 Accident & Emergency 4-hour maximum wait

The Trust failed to meetthe national A&E 95 per cent standard for the percentage of patients
discharged, admitted ortransferred within fourhours of arrival in ouremergency departments,
inany monthin 2016/17. System pressures continued to be evidentin 2016/17 with levels of
emergency admissions into the Bristol Royal Hospital for Children (BRHC), viathe Emergency
Department, beingon average 4.6 per centabove the levels seenin 2015/16, and 9.2 percent
higheracross Novemberand December, whichis whenthe BRHC experienced a significant
decline in performance against the 4-hourstandard. Work with our commissioners to
understand the reason for the higherthan expected levels of paediatricemergency demand
continues.

Levels of emergency admissions into the Bristol Royal Infirmary (BRI) Emergency Department
were variable across the year, but not markedly up on 2015/16. However, the proportion of

20 - - o .
Forexample, due to clinicalcomplications, the catheter laboratory already beingin use foran emergency patient,
orwhere tests carried-out by the ambulance crew were non-diagnostic and needed to be re peated
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patients admitted aged 75years and over, whichis a reliable proxy for patient acuity, was
significantly higher overthe winter months of 2016/17 than in the same periodin 2015/16. The
number of medically fit patients whose discharge from the BRI was delayed continued to be
more than double the jointly agreed community planning assumption. The stays in hospital for
these patients were alsolongerthaninthe previousyear. The resultingincrease in bed
occupancy withinthe BRI led toa decrease in 4-hour performance, relativeto previous years.

In 2016/17 there was continued focus on ensuring as many patients as possible were managed
inthe correct specialty ward, with a 15 percent reductioninoutlier bed-days relative to
2015/16. Beingcared foron the correct specialty-ward remains important for ensuring patients
receive the mostappropriate care, butalso helpstoensure patients do not stay in hospital
longerthan necessary.

3.4.4 Cancer

Compared with 2015/16, the Trust had a mixed yearinterms of performance against the
national cancerwaitingtimes standards, largely forreasons outside of the Trust’s control.
Performance against the 31-day first definitiveand 31-day subsequent surgery waiting times
standards was unusually below the national standardsin quarter 1, following asignificantrise in
demand forcritical care bedsin March and April 2016 due to exceptional emergency press ures.
However, the Trustimplemented arecovery plan and achieved these national standards againin
qguarters 2, 3 and 4, and for the yearas a whole. The Trust continued to perform consistently
well againstthe 2-week waitfor GP referral for patients with asuspected cancer, and the 31-day
standards for subsequent drugtherapy and radiotherapy, with achievementin each quarter.

The Trust failed to achieve the 62-day referral to treatment standard for patients referred by
their GP with a suspected cancer. Achievement of the 85 per cent national standard remains
challenging due to the significant tertiary workload of the Trust, and the unusual group of
tumoursitesthat comprise the majority of the Trust’s cancer work following the transfer out of
the urology and in particularbreast cancer service (which nationally is one of only two tumour
sites that consistently achieves the 85 percent standard). However, the Trust achieved the 85
percent standard for internally managed pathways (i.e. pathways not share d with other
providers)inquarters 2,3 and 4, and forthe yearas a whole. Performance was also above the
national average in quarters 3 and 4, despite the considerable challenges of case-mixand the
tertiary workload.

The three top causes of breaches of the 62-day GP cancer standard were: late referrals from, or
pathways delayed by, other providers (36 per cent), medical deferral/clinical diagnostic
complexity (21 percent), and patient choice to delay their pathway (11 percent). Performance
was unusuallyimpactedin quarters 1and 2 by histology reporting delays following the transfer
of the service to North Bristol Trust at the beginning of May 2016. Of the avoidable causes of
delays, there are four specificareas of focus forimprovement amidst a wider programme of
improvement work. These are:reducing delays to thoracicoutpatient appointments, reducing
requesttoreportingtimes for CT (Computed Tomography) Colon and Head and Neck ultrasound
scans, improving the availability of critical care beds forsurgical patients and improvements to
pathway tracking/management.

The Trust failed to achieve the 62-day referral to treatment standard for patients referred by the
national screening programmesin 2016/17, although unlike in 2015/16 did achieve the standard
in one quarter of the year. The majority of the breaches (71 per cent) of this standard continued
to be outside of the Trust’s control, including: patient choice, medical deferral and clinical
complexity.
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3.4.5 Diagnostic waiting times

Performance againstthe 6-week waitforthe top 15 high volume diagnostictests remained
variable across the year, and below the 99 per cent standard in all except one month. The Trust
started the year with a shortfall in adult endoscopy capacity, mainly as a result of a significant
loss of capacity following the junior doctorindustrial action during the last quarter of 2015/16.
Recruitment challenges delayed prompt restoration in capacity, but through additional in-house
sessions, the use of the independent sectorand otherinitiatives, the number of long waiters
was reduced ssignificantly by December 2016. Sleep studies waiting times were also adversely
affected by significant capacity constraints, particularly in quarter4of 2016/17. This was further
exacerbated by high levels of demand across the year. During the last quarter of the year
demand for cardiac CT scans rose sharply, resultinginanincrease in oversix week waits. This
significantrise indemand is currently underinvestigation and highlights the need forafurther
review of capacity and demand in this and otherservices, where increasingly the Trust needs to
be able to be responsive torapidly changing demand.
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Table 12: Performance against national standards

National standard 2014/15 | 2015/16 | 2015/16 | 2016/17"" | Notes
Target

A&E maximum wait of 4 hours> 92.2% 90.4% 95% 85.0%® [RE rget failed in each quarter in 2016/17
A&E Time to initial assessment (minutes) percentage within 15 minutes 98.3% 99.0% 15 mins 97.6% Target met inevery quarter in2016/17
A&E Time to Treatment (minutes) percentage within 60 minutes 55.4% 52.8% 60 mins 52.6% Target met inevery quarter in2016/17
A&E Unplanned re-attendance within 7 days 2.3% 3.0% <5% 2.6% Target met inevery quarter in2016/17
A&E Left without being seen 1.8% 2.4% <5% 2.2% Target met inevery quarter in2016/17
Ambulance hand-over delays (greater than 30 minutes) per month 107 92 101 Target failed in each quarter in 2016/17

MRSA Bloodstream Cases against trajectory 5 3 1 Zero cases in every quarter except quarter 3.

Clostridium difficile infections against trajectory 50 40 Trajectory 31 Target met inevery quarter in2016/17
Cancer - 2 Week wait (urgent GP referral) 95.5% 95.9% 93% 94.8% Target met inevery quarter in2016/17
Cancer - 31 Day Diagnosis To Treatment (First treatment) 96.9% 97.5% 96% 96.7% 12'?)r1g6e/t1r;1et forthe year, and inquarters 2,3 and 4 of
Cancer - 31 Day Diagnosis To Treatment (Subsequent Surgery) 94.9% 96.8% 94% 94.4% 12'2r1g:/t1r;1et forthe year, and inquarters 2,3 and 4 of
Cancer - 31 Day Diagnosis To Treatment (Subsequent Drug therapy) 99.6% 98.9% 98% 98.7% Target met inevery quarter in2016/17
Cancer - 31 Day Diagnosis To Treatment (Subsequent Radiotherapy) 97.6% 97.1% 94% 96.6% Target met inevery quarter in2016/17
Cancer 62 Day Referral To Treatment (Urgent GP Referral) 79.3% 80.6% Target failedin each quarter in2016/17
Cancer 62 Day Referral To Treatment (Screenings) 89.0% 68.6% Target only met in quarter 3 of 2016/17
18-week Referral to treatment time (RTT) admitted patients 84.9% Target no longer in effect
18-week Referral to treatment time (RTT) non-admitted patients 90.3% Target no longer in effect
18-week Referral to treatment time (RTT) incomplete pathway523 90.4% 91.3% 91.7%® Target met in eight months of the year, but only for
quarter 1 as a whole
Number of Last Minute Cancelled Operations 1.08% 1.03% 0.98% Target met in quarter 2 only in 2016/17
28 Day Readmissions (following a last minute cancellation)”’ 89.8%  88.7% COEV Target met in quarter 2 only in 2016/17
6-week diagnostic wait 97.5%  99.0% 97.8% Target failed in each quarter in 2016/17
Primary PCI - 90 Minutes Door To Balloon Time 92.4% 93.3% 90% 91.7% Target met in each quarter in 2016/17 except quarter 3.
@ data subjected to external auditscrutiny as partof the process of producing this report
Achieved for the year and each quarter Achieved for the year, but not each quarter - Not achieved for the year Target notin effect

Al figures shownare up to andincluding March 2017

2 please note: the figures quoted for 2016/17 are the total number of cases reported against the limit of 45. To the end of February 2017 there were 10 cases deemed avoidable by commissioners
(with one other case from January 2017 still the subject of review).

% Data su bjected to external audit scrutinyas part of the processof producing thisreport

** MPORTANT NOTE: this indicator must not be confused with the mandatoryindicator reported elsewhere inthis Quality Re port wh ich measures emergency readmissions to hospital within 28 days
following a previous discharge
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APPENDIX A — Feedback about our Quality Report

a) Statement from the Council of Governors of the University Hospitals Bristol NHS Foundation
Trust

The Council of Governors welcomes this annual opportunity to comment on the Trust’s quality
report, which covers all key aspects of patient safety and experience, clinical effectiveness, the trust’s
performance against national prioritiesand its own key quality objectives.

We believe thatthisisa comprehensive report thatidentifies both the strengths and areas for
improvement at the trust overthe last twelve months. Although some of the resultsthemselves are
disappointing, the accompanying narrative highlights the challenging conditions that the Trust has
faced overthe last yearand is honestabout the impact of these. Importantly, thereis clearevidence
of robustresponse to concernsraised as a result of publicand patient consultation and independent
enquiries. Overall thisisan honestand transparentreport, which clearly demonstrates a
commitmenttolisteningand responding with action.

Governorinvolvement:

Thereisa publicmeeting of the Trust Board held every month, with areview of the quality and
performance report forthe previous month along with areport from the Non-Executive Director
(NED) Chair of the Trust Quality and Outcomes Committee on the agendaevery time. Governors
attend these meetings as observersand have the opportunity to raise questions following the
board’s own discussion on each topic.

Thereisalso a specificGovernor Focus Group for Quality that meets every two months, attended by
the NED Chair of the Trust Quality and Outcomes Committee, the medical directorand the chief
nurse, which supports furtherdiscussion about the quality reports and allows time for presentations
on quality issues by othersenior trust staff. This group reports back to the full Council of Governors
who may thenidentify topics of concern fortheirregular meetings with the NEDs orindividual
questionsto be raised onthe Governors’ Log of Communications.

Duringthe past year thisframework hasenabled the governors to raise questions and offer
challenges about many of the issues referred toin this report.

Quality objectives:

Thisreport examines the Trust’s performance against the quality objectivesitsetitself atthe
beginning of the yearand outlines the key objectives for service improvement overthe nextyear. In
settingthe objectives for 2017/18, we note that the Trust is now carrying forward key objectives that
were not fully achievedin 2016/17 related to the cancellation of operations, cancellations and delays
for outpatients and improving the management of sepsis. We welcome this continued effortin such
key areas of concernfor patients and theirfamilies, alongside an on-going commitmenttoimproving
staff engagement and satisfaction.

The creation of a Quality Improvement Academy is anew objective with great potential to support
furtherimprovementsinthe future and objective 8relatingtoimproved communication with a
‘customerservice mind set’ isagreat example of adirect response to consultation with staff and
members of the public.

Patientsafety:
The timingand thoroughness of responses to serious incidents have been closely monitored by the
Quality and Outcomes Committee overthe past year, and there have been consistently high levels of
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achievementin key quality measures such as patientfalls, pressure ulcers, incidents relating to
medication and nutritional standards.

The plans for continued emphasis on the management of sepsis, the National Early Warning Scores
systemand recognising the deteriorating patient are to be welcomed anditis good to hear about the
project to supportfamilyinvolvementin the recognition thattheirloved one ‘justisn’tright’.

Supporting patients to understand and safely manage their medicines on discharge is another safety
theme with ahighlevel of patientinvolvement, whichis welcomed.

Patient experience:

Listeningto previous, currentand potential patientsin avariety of settingsis now established at the
trust viaa wide range of projectsincluding patient stories presented at the PublicBoard meetings,
the work of the Face2Face volunteerinterview team, patient surveys and visits from external
organisations.

Importantly, patients and theirfamily members are also now becomingdirectly involved in action
plansfollowing significantindependent reviews such as the recent Independent Review of Paediatric
Cardiac ServicesinBristol (2014-2016). Plans to develop a partnership approach with the Patients
Association forsupporting people who remain dissatisfied afterreceiving the trust’s responseto their
complaints and further staff trainingin communication and mediation skills should also enhance the
trust’s ability to acknowledge and learn from patients’ concerns.

Clinical effectiveness, audit and research:

The Trust continues to closely monitor performance in key areas of clinical effectiveness and staff
workincredibly hard to achieve the nationally orlocally agreed targets despite increasing levels of
demand.

However, there are on-going concerns regarding the performance of the Trustinrelationtothe Best
Practice Tariff for patients admitted with afractured neck of femur. This service underwentreviewin
May 2016 by the British Orthopaedic Association and theirreportin September 2016 made clear
recommendations forimprovement. The action planinrelation tothisis underreview by the Quality
and Outcomes Committeeand has been the subject of regular questions from the governors.
Determining whatlevel of resource can be made availableto achieve the recommended actionsisa
challenge.

Anotherareathat justifies on-going scrutiny is stroke care, specifically the target to achieve brain
imaging within one hour of admission.

Participation in national clinical audits, national confidential enquiries and clinical research are strong
themes withinthe reportand we applaud the clear evidence of continuing commitment to these.
The Trust is to be congratulated on the recent achievement of animpressive NIHR Biomedical
Research Centre funding award (in partnership with the University of Bristol). This will support
expansion of current research programmes along with the introduction of new themes overthe next
five yearsand we look forward to hearing more about these at Trust research showcase events.

Performance against national priorities and access standards:

The data relatingtothe Trust’s performance against the four key nationally determined standards
clearly demonstrates significant periods of time when the se could not be achieved. As the report
explainstrajectories for these targets were affected by high levels of demand, emergency admissions
and increased numbers of elderly patients with complex needs. The inability to discharge treated
patientstosuitable providers of care in the community put severe pressures on bed availability.
These problems are common to many acute trusts and our Trust continuesto pursue a number of
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initiatives as part of its Transforming Care programme to improve patient flow without
compromising patient safety and quality of care.

Summary:

The governors share the deep sense of pride expressed by our chief executive, Robert Woolley, in the
achievements of all staff atthe trust overthe past year. In particular, we have been thrilled to see
the trust assessed as Outstanding by the CQC and have been impressed by the progress achieved in
key areas of quality monitoringand improvement.

The Quality and Outcomes Committee of the Trust has worked hard overthe past yearto sharpen
theirfocus on, and strengthen the Trust’s responses to, key areas of performance across all areas of
the organisation. Increasingly detailed data that can be promptly and thoroughly reviewed is
supportingtheminthis work; and the governors have also benefited from receiving this data
alongside monthly reports from the committee meetings and specificupdates on external reviews
relatingtothe Trust.

In reflectingon all the work completed oron-going over2016/17 this reportis honestand openin
acknowledgingthe objectives that proved challenging to meetalongsidethose for which the
outcomes clearly warrant celebration.

Progress on quality has undoubtedly been achieved during the year. However, there can be no room
for complacency and we are well aware thatfinancial pressures, national requirements and ever-
increasing patient numbers and complexity can only increase the challenges faced by everyone at the
Trust. Furthercollaboration with otherlocal healthcare providers, along with implementation of the
Bristol, North Somerset and South Gloucestershire Sustainability and Transformation Plan (led by our
chief executive), may yet provide sufficientintegration of services to ease some of the currentand
anticipated pressures; butthis work alsorequires aninput of time and money.

In facingup to these challengesitisimportantto rememberthatthe Trust’s quality agendais
ultimately delivered by dedicated staff who offera hugely impressive commitmentto their patients
and who deserve to be valued for this and constructively supported in every way possible.

Carole Dacombe
Clive Hamilton
May 2017

b) Statement from Healthwatch Bristol and Healthwatch South Gloucestershire

Healthwatch Bristol and Healthwatch South Gloucestershire (hereafter ‘local Healthwatch’) agreed
that UH Bristol’s performance against their 2015/2016 quality priorities had been very good. We
agreedthat the documentevidencesaculture of reflecting upon and learning from the experiences
and feedback of patients and the public. It was good to see that objectives from 2015/2016 that had
beenonly partly met were beingcarried through to the 2016/2017 Quality Account. Local
Healthwatch thought the Trust’s quality objectives were ambitious enough to drive improvement.

Local Healthwatch made the following comments and recommendations about UH Bristol’s Quality
Account2016/2017.

The document suggested that quality improvement at UH Bristol’s had been very good. Forexample:
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e UH Bristol had achieved theirannual target for the amount of bed days patients spentin outlying
to different wards. This means that less patients had to move beds during theirtreatmentat UH
Bristol.

e There had beenimprovements notedin Sepsis care. UH Bristol hadintroduced a new screening
tool and recruited two specialist Sepsis nurses. Itis good that Sepsis care has a remained a
quality priority for 2016/2017 and that UH Bristol has plans to introduce NICE guidelines, staff
trainingandincrease screeninginits emergency departments for the future.

e UH Bristol had created a new tool for screening adverse incidents and this has worked well and
reduced avoidable harmto patients.

e Patientsgave very positive feedback about their care at UH Bristol. The Quality Account shows
that patients were keptinformed about their treatment, involved in decisions and updated about
potential discharge dates and aftercare. Local Healthwatch also heard very positive feedback
aboutclinical care and UH Bristol staff during our “Enter and View” visit to South Bristol
Community Hospital in October 2016.

e Thereare plansto improve patientfeedback mechanisms furtherand UH Bristol will introduce a
new system that will allow patients to provide comments compliments and complaintsinreal
time, during their care ratherthan at discharge, in 2017/2018.

e Local Healthwatch wasimpressed by the excerpt from the CQC's latestinspection. UH Bristol’s
list of what CQC saw as “Outstanding Practices” on page 35 showed that UH Bristol is providing
care that is safe, effective and caring.

However, local Healthwatch did note that:

e Complaintsabout communication had actually increased between 2016 and 2017 and
dissatisfaction with the time or content of responses appeared to have increased. We note
howeverthatthis has beenrecognised and trainingintroduced toimprove the responses sent
out.

e Although UH Bristol had made good progress against their 2015-2016 objective of increasing
accessible information for patients, we would recommend that accessibleinformation be added
to 2016/2017 quality objective 8—to develop aconsistent customer service mind set—to ensure
high quality customerservice isreceived by patients and carers with enhanced needs.

e Timeliness of patientdischargestillneeds toimprove in 2016/2017. UH Bristol had made
progress, with more patients being discharged before 12 midday and therefore less patients
needingto waitaround for, for example, medicines and/ordischarge letters. During local
Healthwatch’s recententerand view visit to South Bristol Community Hospital, we meta number
of inpatients who were healthy enough to leave the hospital but unable to be discharged as they
were awaiting care packages from Bristol City Council. Although these delayed discharges were
not the fault of UH Bristol, work needs to be done to reduce this as it has an effect on patient
experience and wellbeing.

e Feedbackinthe Quality Account suggeststhat UH Bristol is not hittingits target of reducingthe
number of last minute cancelled operations. They have made progress since 2015/2016 but their
percentage of cancelled operationsis still higherthan the national average. It was good to read
that UH Bristol will continueto work on this quality priority in 2016/2017.

e Outpatientappointments are starting later than the appointment time. UH Bristol needs to
improve its communication in outpatient clinics so patients and families know if their
appointmentis runninglate and why.

e We wouldrecommend that staff training be embedded intothe Trust’s strategy and objectives
for quality.

Local Healthwatch has found UH Bristol to be a high performinglocal providerand looks forward to
working with theirstaff and patients furtherin the year2017/2018.
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We have noted that UH Bristol recognise their weaknesses and have shown a continued commitment
to improvement.

The Trust is pursuing comprehensive and innovative consultation and engagement activities and
involving the communities and groups they serve in the development of their services.

c) Statement from Healthwatch North Somerset

Healthwatch North Somerset welcomes the opportunity to provide astatementin responseto the
University Hospitals Bristol NHS Foundation Trust Quality Account produced by for the year 2016/17.

We would like to commend the Trust for achieving an Outstanding rating from the CQC duringthe
year.

Overall the UH Bristol Quality Account provides acomprehensive reflection on quality performance
during 2016/17 and demonstrates agood listening and learning approach. Patient safety and clinical
outcomes are good and improvement criteria are clearand measurable. Itis noted there was some
deterioration against some national standards as compared to the previous year.

UH Bristol occupies nine differentsites butitis not fully clearthat each site is being reported on for
all criteria. Analysis of performance associated with each site would be useful to aid fuller
understanding.

The key quality metrics table providing assurance to the Trust Board each month regarding patient
experience indicates a consistentand positive approach to managing patient ex perience —although it
isnoted that the percentage of responses where the complainantis dissatisfied has increased
compared to the previous year. We welcome the proposed implementation of atrust wide systemto
enable patient feedback and the objectives toimprove communication with patients and relatives;
we suggest the report would benefit from a more specificfocus on the consistency and quality of
information givento patients, and alsointhe respect and care in managing the relatives of patients.

Healthwatch North Somerset shares many patient feedback experiences directly with the Trust and
will continue to share feedback received so that this helpstoinform areas of service delivery. With
regards to the feedback provided, we would have welcomed some reference to the feedback that
Healthwatch North Somerset shares with UH Bristol on a regular basis, such as the monthly feedback
reports provided.

EileenJacques
Chief Officer
Healthwatch North Somerset

d) Statement from South Gloucestershire Health Scrutiny Select Committee

It was not possible forthe Trustto formally presentits Quality Report to a meeting of the Committee
because of meetingrestrictionsinthe run up to the local West of England Mayor election and the
2017 General Election. However, the Committee Chairand Lead Members received the Quality
Reportby email inorderto provide aresponse.

These comments are based on the Committee’s engagement with UHB on two topics during
2016/17.
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On three occasionsin 2016/17 UH Bristol attended Committee to presentitactionsinresponse to
the ‘Independent Review of Children’s CardiacServicesin Bristol’; and the ‘Independent investigation
intothe managementresponse to allegations about staff behaviours related to the death of a baby
at Bristol Children’s Hospital’. Members noted the work that had taken place to address the issues
raisedinthe reports and questioned the Truston areas that itstill needed to progress.

To aid the Committee’s understanding duringits scrutiny of children’s heart services, members were
alsoinvitedtovisitthe hospital to view services firsthand and have an opportunity to talk to staff.
The visit was extremely helpful.

Followingthe last meetingthe Committeeresolved thata further update be providedin one yearin
orderto assure membersthat outstanding actions have been addressed.

The Committee also resolved to write to the Secretary of State for Health to inform him about the
existence of the reports, raise awareness of the issues raised therein, and request that consideration
isgiven ona national basis of the need for furtherawareness raising and dissemination of lessons
learned.

The other topicled by UH Bristol during 2016/17 was a presentation regarding the Bristol, North
Somersetand South Gloucestershire (BNSSG) Sustainability and Transformation Plan (STP). The item
was led by the UHB Chief Executive, in hisrole as Senior Responsible Officer for the BNSSG STP, with
supportfrom otherlocal health and care organisational representatives. The update was well
received but concerns were expressed about lack of engagement and the slow pace of the project.
Members commented thatthere was very little detail included in the first presentation received and
that itwas only a documentgivingasense of direction; no detail was given, consequently it would be
very difficult to make any comments. South Gloucestershire Councilis currently working with Bristol
and North Somersetlocal authorities on the establishment of aformal Joint Health Scrutiny
Committee to undertake the statutory health overviewand scrutiny function going forward.

To conclude, the Committeereceived information about the Trust’s recent CQC Inspection Report
and memberswere pleased tolearn that England’s Chief Inspector of Hospitals had given the Trust
an ‘Outstanding’ rating. This was agreat achievementinitself, but particularly given that the Trust
had movedintwoyears from a rating of Requires Improvement to Outstanding between two
inspections. The Committeesentits congratulationsto Trust’s Board and employees on achieving
thisrating.

Councillor Toby Savage
Chair, Health Scrutiny Committee

CouncillorSue Hope
Lead Member, Health Scrutiny Committee

Councillorlan Scott
Lead Member, Health Scrutiny Committee

e) Statementfrom Bristol City Council People Scrutiny Commission

Following the announcement of the 8" June UK Parliamentary General Election the planned meeting
with South Gloucestershire Health Scrutiny Committee to formally receive the Quality Report was
cancelled asitwas scheduled to take place inthe pre-election period. Priortothe cancellation of the
meeting some Councillors attended a visit to the Trust which was really informative.
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The People Scrutiny Commission members received the report viaemail.

Councillor Brenda Massey, Chair of the People Scrutiny Commission asked forthe following to be
noted:

1. ‘IndependentReview of Children’s Cardiac Servicesin Bristol’; and the ‘Independent
investigationinto the managementresponse to allegations about staff behaviours related to
the death of a baby at Bristol Children’s Hospital’

Bristol City Council People Scrutiny Commission held three meetingsin common with the South
Gloucestershire Health Scrutiny Committee to receive update reports about the above issues. Senior
officers fromthe University Hospitals Bristol NHS Foundation Trust attende d the meetings to provide
information on progress to date and progress planned and the Councillors questioned the Trust.

Councillors were invited to visit the hospital and talked to staff. The Commission found the visit very
useful and informative.

Followingthe third meeting the People Scrutiny Commission agreed that progress had been made
againstthe actions. Another meetingin common would be held in approximately one year’s time to
review the processes thatshould be in place. The 12 month update meeting would require solid
evidence to highlight that the recommendations and actions were embedded, with particularfocus
on feedback fromthe newly constituted user groups.

Anothervisit would also be arranged ahead of the update meetingin 12 months.

2. Bristol, North Somersetand South Gloucestershire (BNSSG) Sustainability and Transformation
Plan (STP)

A meetingin common was held with the Bristol City Council People Scrutiny Commission, the North
Somerset Health Overview and Scrutiny paneland the South Gloucestershire Health Scrutiny
Committee toreceive an update on the Sustainability and Transformation Plan (STP).

Mr Robert Woolley, UH Bristol Chief Executive, led the presentation in his role of Senior Responsible
Officerforthe BNSSGSTP. Supportwas provided from otherlocal health and care organisational
representatives.

The report presented outlined a high level strategyand further work was required to provide the
detailed plans.

The People Scrutiny Commission welcomed the report but some Councillors highlighted concerns
aboutthe lack of engagementand ashortage of information which increased frustration around the
emotive topic.

The Commission recognised that the meeting had been arranged to receive the firstiteration of the
STP and to pave the way for further scrutiny and consultation.

Bristol City Council, North Somerset Council and South Gloucestershire Councilare currently working
to establish aformal Joint Health Scrutiny Committee to undertake the statutory health overview
and scrutiny function going forward.

3. CQCInspectionReport

Councillor Massey recognised the improvements made at UHB in the lasttwo years and noted the
recent CQC rating of ‘Outstanding’.
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Robert Woolley and all other employees at UH Bristol should be proud of this achievement.

Councillor Massey was invited to take partina Care Quality Commission case study which considered
the University Hospitals Bristol NHS Foundation Trust. As part of this, Councillor Massey commented
that “the trust has a greatersense of self-awareness about the things they need to do to change, and
that the environmentis now a place where there is “so much more capacity to engage” with one
another.”

The Bristol City Council People Scrutiny Commission looks forward to continuing the collaboratively
working relationship with UH Bristol in 2017.

f) Statement from Bristol Clinical Commissioning Group

This statementonthe University Hospitals Bristol NHS Foundation Trust’s Quality

Report 2016/17 is made by Bristol Clinical Commissioning Group (CCG) on behalf of Bristol, North
Somersetand South Gloucestershire (BNSSG) CCGs and has been reviewed by members of the
BNSSG Quality and Governance Committee.

Bristol CCG welcomes UH Bristol’s quality report, which provides a comprehensivereflection on the
quality performance during 2016/17. The data presented has been reviewed andisinline with data
provided and reviewed through the monthly quality contract performance meetings.

Bristol CCG is pleased to commend the overall Care Quality Commission’s (CQC) rating of
Outstandingachieved by the Trust, noting the actions taken by the Trust to improve fromthe
previous rating of Requires Improvement. The CCG recognises that thisisa considerable
achievement by UH Bristol in being the first Trustin the country to improve from an overall rating of
Requires Improvementto Outstanding andis only the sixth Acute Trustto receive thisrating.

During 2016/17, UH Bristol has demonstrated continued high quality performancein anumber of key
patient safety indicators, including reducing the number of hospital acquired pressure ulcers,
sustaining compliance with VTE assessments and meeting the C Difficile target by reportinglessthan
the annual threshold number of cases.

Unfortunately the trust reported anincrease inthe number of inpatient falls per 1,000 bed days and
alsoin those causing harm compared with the previous year. The CCG also noted the performance
for stroke and fractured neck of femur metrics was below target, but would have welcomed some
analysis regarding non achievement of these targets and improvement plans forthe future.

Bristol CCG notes UH Bristol’s performance in achieving a high proportion of the 2016/17
Commissioning for Quality and Innovation (CQUINS) goals, however as with the previous year’s
guality reportthere is no narrative to explain those CQUINs where full achievement was not met.

Bristol CCG noted that of the twelve qualityobjectives for 2016/17 only five were fully achieved and
six partially met. The CCG acknowledges the work putin place forthese objectives andis pleased to
note that five of the objectives that were either not or only partially achieved have been putforward
alongwith three new quality objectives for 2017/18. The CCG supports the chosen areas for quality
improvementfor2017/18.

Bristol CCG notesthe ongoing patient experience work within the Trust, acknowledging the
significantamount of positive feedback thatis received from service-users. The CCGalso notesthe
significantimprovementinthe Friends and Family Testresponses for both inpatient wards and
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Emergency Departments. However this quality report has minimal evidence of actual patient
feedback, such as patient stories, otherthan the patient comments within each quality objective.

Bristol CCG recognisesthat the paediatric cardiacservicesindependent reviewis mentioned within
the Duty of Candour section of the report, however we expected the Trust to make more detailed
reference tothe outcomes of the review inthe report and the work undertaken already during
2016/17 to addressthe recommendations and work beingtaken forward into 2017/18.

Bristol CCG will continue to work closely with the Trustin 2017/18 in areas that need eitherfurther
improvement ordevelopment. These included:

e Improvementin performance against the best practice tariff for patients who have sustained
a fractured neck of Femur.

e Closerworking with primary care and community partnersto help supportthe reductionin
incidences of healthcare associated infections, namely MRSA, C Difficile Infection and E coli
bacteraemias.

e Closerworking with primary and community partnersto help support bothimplementation
of the National Early Warning Scores and handover of care between providers to aid rapid
detection of the deteriorating patient.

Bristol CCG acknowledges the good work achieved by the Trustin 2016/17. The quality reportclearly
demonstrates this and the CQCalso acknowledged this by rating the trust as ‘outstanding. We note
the areas identified by the trust for furtherimprovement and we look forward to working with UH
Bristolin2017/18.
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APPENDIX B — Performance indicators subject to external audit

Percentage of patients with a total time in A&E of four hours or less from arrival to admission,
transfer or discharge

Source of indicatordefinition and detailed guidance

The indicatoris defined within the technical definitions that accompany Everyone Counts: planning
for patients 2014/15 - 2018/19 and can be found at www.england.nhs.uk/wp-
content/uploads/2014/01/ec-tech-def-1415-1819.pdf. Detailed rules and guidance for measuring
A&E attendancesand emergency admissions can be found at
https://www.england.nhs.uk/statistics/wpcontent/uploads/sites/2/2013/03/AE-Attendances-
Emergency-Definitions-v2.0-Final.pdf.

Numerator

The total number of patients who have atotal time in A&E of four hours or less from arrival to
admission, transfer ordischarge. Calculated as: (Total number of unplanned A&E attendances) —
(Total number of patients who have a total time in A&E over4 hoursfrom arrival to admission,
transferor discharge).

Denominator
The total numberof unplanned A&E attendances.

Accountability
Performance isto be sustained at or above the published operational standard. Details of current

operational standards are available at: www.england.nhs.uk/wpcontent/uploads/2013/12/5yr-strat-
plann-guid-wa.pdf (see Annex B: NHS Constitution Measures).

Indicatorformat
Reported asa percentage.

Percentage of incomplete pathways within 18 weeks for patients on incomplete pathways
Source of indicator definition and detailed guidance

The indicatoris defined within the technical definitions that accompany Everyone Counts: planning
for patients 2014/15 - 2018/19 and can be found at www.england.nhs.uk/wp-
content/uploads/2014/01/ec-tech-def-1415-1819.pdf. Detailed rules and guidance for measuring
referral totreatment (RTT) standards can be found at
http://www.england.nhs.uk/statistics/statistical-work-areas/rtt-waitingtimes/rtt-guidance/

Numerator. The number of patients on an incomplete pathway at the end of the reporting period
who have been waiting no more than 18 weeks.

Denominator
The total number of patients on an incomplete pathway at the end of the reporting period

Accountability
Performanceisto be sustained ator above the published operational standard. Details of current

operational standards are available at: www.england.nhs.uk/wp-21content/uploads/2013/12/5yr-
strat-plann-guid-wa.pdf (see Annex B: NHS Constitution Measures).

Indicatorformat
Reported asa percentage.
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APPENDIX C — Statement of Directors’ Responsibilities

The directors are required underthe Health Act 2009 and the National Health Service (Quality
Accounts) Regulations to prepare Quality Accounts for each financial year. NHS Improvement has
issued guidance to NHS foundation trust boards on the form and content of annual quality reports
(whichincorporate the above legal requirements) and on the arrangements that NHS foundation
trust boards should putin place to support the data quality forthe preparation of the quality report.

In preparing the Quality Report, directors are required to take steps to satisfy themselves that:

e thecontentof the Quality Report meets the requirements set outinthe NHS Foundation Trust
Annual Reporting Manual 2016/17 and supporting guidance

e thecontentof the Quality Reportis notinconsistent withinternal and external sources of
information including:

O

O O O O O O

o O

board minutes and papersforthe period April 2016 to March 2017

papers relating to Quality reported to the board overthe period April 2016 to March
2017

feedback from commissioners received 16/5/2017

feedback from governors received 9/5/2017

feedback from local Healthwatch organisations received 10/5/2017

feedback from Overview and Scrutiny Committees received 12/5/2017 and

the trust’s complaints report published under regulation 18 of the Local Authority Social
Services and NHS Complaints Regulations 2009°°

the 2015 national patientsurvey published 8/6/2016%°

the 2016 national staff survey published 7/3/2017

the Head of Internal Audit’s annual opinion overthe trust’s control environment dated
24 May 2017

e the Quality Report presents abalanced picture of the NHS foundation trust’s performance over
the period covered

e the performance information reported in the Quality Reportis reliable and accurate

e thereare properinternal controls overthe collection and reporting of the measures of
performanceincludedinthe Quality Report, and these controls are subject to review to confirm
that they are working effectively in practice

e thedata underpinningthe measures of performance reported in the Quality Reportisrobustand
reliable, conforms to specified data quality standards and prescribed definitions, is subject to
appropriate scrutiny and review and

e the Quality Report has been preparedinaccordance with Monitor’s annual reporting manual and
supporting guidance (which incorporates the Quality Accounts regulations) as well as the
standards to support data quality forthe preparation of the Quality Report.

The directors confirmto the best of their knowledge and belief they have complied with the above
requirementsin preparing the Quality Report.

%> This reportisdueto bereceivedbytheboardin July2017

% The 20165 urveyresults have notyet been published
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By orderof the board

<

John Savage, chairman
26 May 2017

(.,

Robert Woolley, chief executive
26 May 2017
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APPENDIX D — External audit opinion

Independent Auditors’Limited Assurance Report to the Council of Governors of
University Hospitals Bristol NHS Foundation Trust on the Annual Quality Report

We have been engaged by the Council of Governors of University Hospitals Bristol NHS Foundation
Trust to perform anindependent assurance engagement in respect of University Hospitals Bristol NHS
Foundation Trust’s Quality Report for the year ended 31 March 2017 (the ‘Quality Report’) and
specified performance indicators contained therein.

Scope and subject matter

The indicators for the year ended 31 March 2017 subjectto limited assurance (the “specified

indicators”) marked with the symbol @ in the Quality Report, consistofthe following national
priority indicators as mandated by Monitor (operating as NHS Improvement (“NHSI”)):

Specified Indicators Specified indicators criteria (exact page number where criteria
can be found)

Percentage of incomplete pathways within 18 weeks for See Appendix B to the Quality Report, page 77
patients with incomplete pathways at the end ofthe
reporting period.

Percentage of patients with atotal timein A&E of four hours { See Appendix B to the Quality Report, page 77
or less fromarrival to admission, transfer ordischarge.

Respective responsibilities ofthe Directors and auditors

The Directors are responsible for the content and the preparation ofthe Quality Reportin accordance
with the specified indicators criteria referred to on pages ofthe Quality Report aslisted above (the
"Criteria"). The Directors are alsoresponsiblefor the conformity oftheir Criteria with the assessment
criteria set outin the NHS Foundation Trust Annual Reporting Manual (“FT ARM”) and the “Detailed
requirements for quality reports for foundation trusts 2016/17”issued by NHSI.

Our responsibility is to form a conclusion, based on limited assurance procedures, on whether
anything has cometo our attention that causes us to believe that:

e The Quality Report does notincorporate the matters required to be reported on as specified in
the FT ARM and the “Detailed requirements for quality reports for foundation trusts
2016/177;

e The Quality Reportisnot consistent in all material respects with the sources specified below;
and

e The specified indicators havenot been prepared in all material respects in accordance with the
Criteria set outinthe FT ARM and the “Detailed requirements for external assurance for
quality reports for foundation trusts 2016/17”.

We read the Quality Reportand consider whetherit addresses the content requirements ofthe FT
ARM and the “Detailed requirements for quality reports for foundation trusts 2016/17”; and consider
the implications for our report ifwe become aware ofany material omissions.

We read the other information contained in the Quality Report and consider whether it is materially
inconsistent with the following documents:

e Board minutes for the financial year, April2016 and up to the date ofsigning thislimited
assurance report (the period);
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e Papersrelatingto quality report reported to the Board over the period April 2016 to the date of
signing this limited assurancereport (the period);

e Feedbackfromthe Commissioners Bristol CCG dated 16/05/2017;
e Feedbackfrom Governorsdated 09/05/2017;

¢ Feedbackfrom Healthwatch Bristol dated 08/05/2017 and Healthwatch North Somersetdated
10/05/2017;

¢ Feedbackfrom Bristol City Council People Scrutiny Commission 15/05/2017 and from South
Gloucestershire Council Health Scrutiny Committee 12/05/2017:

e The 2015national cancer patient survey dated 08/06/2016;
e The 2016 national staffsurvey dated 07/03/2017;
e Care Quality Commissioninspection, dated 02/03/2017; and

e The Head ofInternal Audit’s annual opinion over the Trust’s control environment dated May 2017.

We considerthe implications for ourreportifwe become awareofany apparent misstatements or
material inconsistencies with those documents (collectively, the “documents”). Our responsibilities do
not extend to any other information.

OurIndependence and Quality Control

We applied the Institute of Chartered Accountants in England and Wales (ICAEW) Code of Ethics,
whichincludes independence and other requirements founded on fundamental principles ofintegrity,
objectivity, professional competence and due care, confidentiality and professional behaviour.

We apply International Standard on Quality Control (UK & Ireland) 1 and accordingly maintain a
comprehensive system of quality control including documented policies and procedures regarding
compliance with ethical requirements, professional standards and applicablelegal and regulatory
requirements.

Use and distributionofthe report

This report, including the conclusion, has been prepared solely for the Council of Governors of
University Hospitals Bristol NHS Foundation Trust as a body, to assistthe Council of Governors in
reporting University Hospitals Bristol NHS Foundation Trust’s quality agenda, performance and
activities. We permit the disclosure ofthis report within the Annual Report for the year ended 31
March 2017,to enable the Council of Governors to demonstratethey have discharged their governance
responsibilities by commissioning an independent assurance report in connection with the indicators.
To the fullest extent permitted by law, we do not accept or assume responsibility to anyone other than
the Council of Governors as abody and University Hospitals Bristol NHS Foundation Trust for our
workorthisreport save where terms are expressly agreed and with our prior consent in writing.

Assurance work performed

We conducted thislimited assurance engagementin accordance with International Standard on
Assurance Engagements 3000 (Revised) ‘Assurance Engagements otherthan Audits or Reviews of
Historical Financial Information’issued by the International Auditing and Assurance Standards Board

(‘ISAE 3000 (Revised)’). Our limited assurance procedures included:

e reviewingthe contentofthe Quality Report against the requirements ofthe FTARM and the
“Detailed requirements for quality reports for foundation trusts 2016/17”;

e reviewingthe Quality Report for consistency against the documents specified above;
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e obtaininganunderstanding ofthe design and operation ofthe controls in place in relation to
the collation and reporting ofthe specified indicators, including controls over third party
information (ifapplicable) and performing walkthroughs to confirm our understanding;

e Dbased onourunderstanding, assessing the risks that the performance against the specified
indicators may be materially misstated and determining the nature, timing and extent of
further procedures;

¢ makingenquiries ofrelevant management, personnel and, whererelevant, third parties;

e considering significant judgements made by the NHS Foundation Trustin preparation ofthe
specified indicators;

o performinglimitedtesting, on aselective basis ofevidence supporting the reported
performance indicators, and assessing the related disclosures; and

e readingthe documents.

Alimited assuranceengagement islessin scope than areasonable assurance engagement. The nature,
timing and extentofprocedures for gathering sufficient appropriate evidence are deliberately limited
relativeto areasonableassurance engagement.

Limitations

Non-financial performanceinformation is subjectto more inherent limitations than financial
information, given the characteristics ofthe subject matter and the methods used for determining such
information.

The absence ofa significant body ofestablished practice on which to draw allows for the selection of
different but acceptable measurement techniques which can result in materially different
measurements and can impact comparability. The precision of different measurement techniques may
also vary. Furthermore, the nature and methods used to determine such information, as well as the
measurement criteria and the precision thereof, may change over time. Itisimportant to read the
Quality Reportinthe context ofthe assessment criteria set out inthe FTARM and “Detailed
requirements for quality reports for foundation trusts 2016/17”and the Criteria referred to above.

The nature, form and content required of Quality Reports are determined by NHSI. This may result in
the omission ofinformation relevant to otherusers, for examplefor the purpose of comparing the
results of different NHS Foundation Trusts.

In addition, the scope ofour assurance work has not included governance over quality or non -
mandated indicators in the Quality Report, which havebeen determined locally by University
Hospitals Bristol NHS Foundation Trust.

Basis for Disclaimer of Conclusion —Percentage ofincomplete pathways within 18
weeks for patients on incomplete pathways at the end ofthe reporting period

The 18 weekindicatoris calculated each month based on a snapshot ofincomplete pathways and
reported through the Unify2 portal. The datareported is subsequently updated by the Trust for any
identified errors through a monthly validation process. The process is however not applied to the
whole data set, asit focuses only on alimited sample ofcases.

Inourtesting we found an instance ofa patient being included which did not meet the inclusion
criteria and two cases wherethe clockhad not been stopped at the end ofapplicable month end.
Therefore, some patients had been incorrectly reported within the indicator.

Asthe Trusthasnotreviewed or updated the underlying data set, we were unable to access accurate
and complete data to check the waiting period from referral to treatment reported across the year.
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Conclusion (including disclaimer of conclusion on the Incomplete Pathwaysindicator)

Because the datarequired to support the indicator is not available,as described in the Basis for
Disclaimer of Conclusion paragraph, we have not been able to form a conclusion on the Incomplete
Pathways indicator.

Based onthe results ofour procedures, nothing elsehas come to our attention that causes us to believe
that for the year ended 31 March 2017,

o The Quality Reportdoesnotincorporate the matters required to be reported on as specified in
the FT ARM and the “Detailed requirements for quality reports for foundation trusts 2016/17”;

e The Quality Reportisnot consistent in all material respects with the documents specified
above;and

o The Percentage of patients with a total time in A&E of four hours or less from arrival to
admission, transferor discharge indicator hasnot been prepared in all material respects in
accordancewith the Criteria set outinthe FT ARM and the “Detailed requirements for
external assurance for quality reports for foundation trusts 2016/17”.

PricewaterhouseCoopers LLP
Bristol
26 May 2017

The maintenance and integrity of the University Hospitals Bristol NHS Foundation Trust’s website is the
responsibility of the directors; the work carried out by the assurance providers does not involve consideration of
these mattersand, accordingly, the assurance providers accept noresponsibility for any changesthatmayhave
occurred tothe reported performance indicators or criteria since they were initially presented on thewebsite.
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UNIVERSITY HOSPITALS BRISTOL NHS FOUNDATION TRUST
Accounts for the year ended 31 March 2017

FOREWORD TO THE ACCOUNTS

These accounts for the year ended 31 March 2017 have been prepared by the University
Hospitals Bristol NHS Foundation Trust in accordance with paragraphs 24 and 25 of Schedule
7 to the National Health Services Act 2006.

Robert Woolley
Chief Executive
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University Hospitals Bristol NHS Foundation Trust

| Statement of Comprehensive Income for the year ended 31 March 2017

Year ended Year ended
Note 31 March 2017 31 March 2016
£000 £000
OPERATING INCOME (Restated*)
Income from patient care activities 3 529,543 507,460
Otheroperatingincome (restated 1) 4 109,281 95,193
TOTAL OPERATING INCOME 638,824 602,653
OPERATING EXPENSES (restated 2) 5-6 (620,177) (588,869)
OPERATING SURPLUS/(DEFICIT) 18,647 13,784
FINANCING
Finance income 8.1 189 297
Finance expenses —financial liabilities 8.2 (3,178) (3,409)
Finance expense unwinding discount on provisions 17.1 - (2)
Publicdividend capital dividends payable (8,100) (7,731)
NET FINANCE COSTS (11,089) (10,845)
Gain/(losses) of disposal of assets (restated 1) (76) 9,234
SURPLUS/(DEFICIT) FOR THE YEAR* 7,482 12,173
OTHER COMPREHENSIVE INCOME/(EXPENDITURE)
Revaluation losses on property plantand equipment (20,591) (1,985)
Revaluation gains on property plantand equipment 6,743 13,054
TOTAL OTHER COMPREHENSIVE INCOME/(EXPENDITURE) (13,848) 11,069
TOTAL COMPREHENSIVE INCOME/(EXPENDITURE) FOR
THE YEAR (6,366) 23,242
Restated

1. The 2015/16 Otheroperating income has been restated as required by NHS Improvement. From 2016/17
gain/(losses) on disposal of asset s disclosed on a separate line & impairment reversals are netted against
impairments within Operating expenses.

2. The 2015/16 Operating expenses have been restated as required by NHS Improvement. From 2016/17
impairments are netted with impairment reversals from Other operating income.

* The surplus of £7.482m (2015/16: surplus of £12.173m) includesitemsthatare classified as ‘technical’ by
the Trust. These technical itemsare gain/loss on disposal of assets, depreciation on donated assets, donated
income, impairment charges and income from impairmentreversals. They are excluded by the Trustwhen
reporting the financial position outside of the annual accountsin line with NHS Improvement. In 2016/17 the
Trust’s surplus before technical items was £16.606m (2015/16: £3.460m). In2016/17 the Trust received
£13.670m (2015/16: nil) of Sustainability and Transformation funding. The netsurplus before technical items
and excluding Sustainability and Transformation Funding was £2.936m (2015/16: £3.460m).

Further details are providedin note 2to the accounts
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University Hospitals Bristol NHS Foundation Trust

| Statement of Financial Position as at 31 March 2017

NON CURRENT ASSETS
Intangible assets

Property, plantand equipment
Trade and otherreceivables
TOTAL NON CURRENT ASSETS

CURRENT ASSETS
Inventories

Trade and otherreceivables
Otherfinancial assets

Cash and cash equivalents

TOTAL CURRENT ASSETS

CURRENT LIABILITIES
Trade and other payables
Borrowings

Provisions
Otherliabilities

TOTAL CURRENT LIABILITIES

TOTAL ASSETS LESS CURRENT LIABILITIES

NON CURRENT LIABILITIES
Borrowings
Provisions

TOTAL NON CURRENT LIABILITIES
TOTAL ASSETS EMPLOYED

EQUITY

Publicdividend capital
Revaluationreserve
Otherreserves

Income and expenditurereserve

TOTAL EQUITY

Note 31 March 2017 31 March 2016
£000 £000

9 6,792 6,219
10 368,464 386,031
12 1,050 1,050
376,306 393,300

11 12,185 11,442
12 36,046 24,227
13.1 104 104
18 65,441 74,011
113,776 109,784

14 (65,857) (68,372)
16.1 (6,160) (6,134)
17 (191) (219)
15 (4,576) (4,568)
(76,784) (79,293)

413,298 423,791

16.2 (80,913) (87,075)
17 (96) (127)
(81,009) (87,202)

332,289 336,589

196,222 194,156

37,963 55,859

85 85

98,019 86,489

332,289 336,589

The accounts on pages 2 to 46 were approved by the Board on 26 May 2017 and signed onits behalf by:

%’Waw

SIgNEd ..o
Robert Woolley, Chief Executive

Date: 26 May 2017
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University Hospitals Bristol NHS Foundation Trust
| Statement of Changes in Equity for the year ended 31 March 2017 |

Changesin Equity in the currentyear Public Other Income & Total
Dividend Revaluation Reserves Expenditure
Capital Reserve Reserve
£000 £000 £000 £000 £000
Equity at | April 2016 194,156 55,859 85 86,489 336,589
Surplus/(deficit) for the year - - - 7,482 7,482
Revaluationlosses onproperty plant and equipmentand intangible ) (20,591) ) ) (20,591)
assets
Revaluationgains on property plantand equipmentand intangible . 6,743 ) 6,743
assets
Transfers between reserves - (4,048) - 4,048 -
Total comprehensive income/(expenditure) for the year - (17,896) - 11,530 (6,366)
PDCreceived 2,180 - - - 2,180
PDCrepaid (114) - - - (114)
Equity at 31 March 2017 196,222 37,963 85 98,019 332,289
Changesin Equity in the previous year Public Other Income & Total
Dividend Revaluation Reserves Expenditure
Capital Reserve Reserve
£000 £000 £000 £000 £000
Equity at | April 2015 194,126 50,601 85 68,505 313,317
Surplus/(deficit) for the year - - - 12,173 12,173
Revaluationlosses onproperty plant and equipmentand intangible } (1,085) } ) (1,985)
assets
Revaluationgains on property plantandequipmentand intangible ) 13,054 ) . 13,054
assets
Asset disposals - (1,513) - 1,513 -
Transfers between reserves - (4,298) - 4,298 -
Total comprehensive income/(expenditure) for the year - 5,258 - 17,984 23,242
PDCreceived 30 - - - 30
Equity at 31 March 2016 194,156 55,859 85 86,489 336,589
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University Hospitals Bristol NHS Foundation Trust

| Statement of Cash Flows for the year ended 31 March 2017

Note Year ended Year ended
31 March 31 March
2017 2016
£000 £000
CASH FLOWS FROM OPERATING ACTIVITIES (Restated*)
Operatingsurplus/(deficit) from continuing operations 18,647 13,784
OPERATING SURPLUS/(DEFICIT) 18,647 13,784
NON CASH INCOME AND EXPENDITURE
Depreciation and amortisation 9-10 22,552 22,301
Impairments 8.3 10,412 3,334
Reversals of impairments 8.3 - (1,209)
(Increase)/decrease intrade and otherreceivables 12 (11,419) 1,549
(Increase)/decrease ininventories 11 (743) 645
Increase/(decrease) intrade and other payables 14 (1,188) (2,785)
Increase/(decrease) in otherliabilities 15 8 380
Increase/(decrease) in provisions 17 (59) (9)
Other movementsin operating cash flows (1) (332)
NET CASH GENERATED FROM OPERATIONS 19,562 23,874
CASH FLOWS FROM INVESTING ACTIVITIES
Interestreceived 190 299
Purchase of property, plantand equipment 10 (30,853) (23,401)
Purchase of intangible assets 9 (235) (1,166)
Sales of property plantand equipment - 14,028
NET CASH USED IN INVESTING ACTIVITIES (30,898) (10,240)
CASH FLOWS FROM FINANCING ACTIVITIES
Publicdividend capital received 2,180 30
Publicdividend capital repaid (114) -
Loans repaid to the Department of Health (5,834) (5,834)
Capital element of finance leaserental payments (300) (272)
Interest paid (2,949) (3,138)
Interest element of finance leases (296) (324)
PDC dividend paid (8,568) (7,394)
NET CASH GENERATED/(USED) IN FINANCING ACTIVITIES (15,881) (16,932)
INCREASE/(DECREASE) IN CASH AND CASH EQUIVALENTS (8,570) 10,486
CASH AND CASH EQUIVALENTS AT START OF YEAR 18 74,011 63,525
CASH AND CASH EQUIVALENTS AT END OF YEAR 18 65,441 74,011

*The 2015/16 figures have been restated to reflect the restatements in the Statement of Comprehensive Income
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University Hospitals Bristol NHS Foundation Trust

Notes to the Accounts

1. Accounting policies

NHS Improvement, in exercising the statutory functions conferred on Monitor, is responsible for issuing an
accounts direction to NHS foundation trusts under the NHS Act 2006. NHS Improvement has directed that the
financial statements of NHS foundation trusts shall meet the accounting requirements of the Department of
Health Group Accounting Manual (DH GAM) which shall be agreed with the Secretary of State. Consequently,
the following financial statements have been prepared in accordance with the DH GAM 2016/17 issued by the
Department of Health. The accounting policies contained in that manual follow International Financial Reporting
Standards (IFRS) and HM Treasury’s Financial Reporting Manual (FReM) to the extent that they are meaningful
and appropriate to NHS foundation trusts. The accounting policies have been applied consistently in dealing with
items considered material in relation to the accounts.

1.1 Accounting convention

These accounts have been prepared on a going concern basis underthe historical cost convention modified to
account forthe revaluation of property, plantand equipment, intangible assets, inventories and certain financial
assets and financial liabilities.

1.2 Income

Income inrespect of servicesis recognised when, and to the extent that, performance occurs and is measured at
the fair value of the consideration receivable. The main source of income for the Trust is contracts with
commissioners in respect of healthcare services.

Income recognised inthe accounts relatingto the Sustainabilityand Transformation Funding for quarter4 core
funding and the incentive and bonus paymentsis based on the values notified by NHS Improvement following

the Trust exceedingits surplus control total. These values are indicative and the final amount receivable by the
Trust will be notified by NHS ImprovementinJune 2017.

Where income is received for a specific activity which is to be delivered in the following fi nancial year, that
income is deferred.

Income from the sale of non-current assets is recognised only when all material conditions of sale have been
met, and is measured as the sums due under the sale contract. Income from partially completed spells is

calculated on a pro-rata basis based on the expected length of stay.

1.3 Expenditure on employee benefits

Employee benefits - short term

Salaries, wages and employment-related costs are recognised in the year in which the service is received from
employees. The costof annual leave entitlement earned but not taken by employees at the end of the yearis
recognised in the financial statements. See 1.20 for further details.

An assessment of annual leave owing to staff at 31°* March 2017 has been calculated using a sample of staff
across all staff groups of a size sufficient to ensure above 95% confidence in the value of the liability. As staff
have personal annual leave years, the number of hours taken has been compared with the pro-rated allocation
of hours to the 31° March. The average annual leave owed to staff groups in the sample has been used to
calculate the total number of hours owed to all staff in post in March 2017. An average hourly cost has been
applied to each staff group to calculate the cost of annual leave owed.
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University Hospitals Bristol NHS Foundation Trust

Notes to the Accounts

Pension costs

NHS Pension Scheme

Past and present employees are covered by the provisions of the two NHS Pension Schemes. Details of the
benefits payable and rules of the Schemes can be found on the NHS Pensions website at
www.nhsbsa.nhs.uk/pensions. Both are unfunded defined benefit schemes that cover NHS employers, GP
practices and otherbodies, allowed underthe direction of the Secretary of State in England and Wales. They are
not designedtobe runina way that would enable NHS bodies to identify their share of the underlying scheme
assetsand liabilities. Therefore, each scheme is accounted for as if it were a defined contribution scheme: the
cost to the NHS body of participating in each scheme is taken as equal to the contributions payable to that
scheme for the accounting period.

In orderthat the defined benefit obligations recognised in the financial statements do not differ materially from
those that would be determined at the reporting date by a formal actuarial valuation, the FReM requires that
“the period between formalvaluations shall be fouryears, with approximate assessmentsin intervening years”.
An outline of these follows:

a) Accounting valuation

A valuation of scheme liability is carried out annually by the scheme actuary (currently the Government
Actuary’s Department) as at the end of the reporting period. This utilises an actuarial assessment for the
previous accounting period in conjunction with updated membership and financial dataforthe currentreporting
period, and are accepted as providing suitably robust figures for financial reporting purposes. The valuation of
scheme liability as at 31 March 2017, is based on valuation data as 31 March 2016, updated to 31 March 2017
with summary global memberand accounting data. In undertaking this actuarial assessment, the methodology
prescribedinIAS 19, relevant FReMinterpretations, and the discount rate prescribed by HM Treasury have also
been used.

The latest assessment of the liabilities of the scheme is contained in the scheme actuary report, which forms
part of the annual NHS Pension Scheme (England and Wales) Pension Accounts. These accounts can be viewed
on the NHS Pensions website and are published annually. Copies can also be obtained from The Stationery
Office.

b) Full actuarial (funding) valuation

The purpose of this valuationis to assess the level of liability in respect of the benefits due under the schemes
(taking into account their recent demographic experience), and to recommend contribution rates payable by
employees and employers.

The last published actuarial valuation undertaken for the NHS Pension Scheme was completed for the year
ending 31 March 2012. The Scheme Regulations allow for the level of contribution rates to be changed by the
Secretary of State for Health, with the consent of HM Treasury, and consideration of the advice of the Scheme
Actuary and appropriate employee and employer representatives as deemed appropriate.

The nextactuarial valuationistobe carried out as at 31 March 2016. This will setthe employer contribution rate
payable from April 2019 and will consider the cost of the Scheme relative to the employer cost cap. There are
provisionsinthe PublicService Pension Act 2013 to adjust member benefits or contribution rates if the cost of
the Scheme changes by more than 2% of pay. Subject to this ‘employer cost cap’ assessment, any required
revisionsto memberbenefits or contribution rates will be determined by the Secretary of State for Health after
consultation with the relevant stakeholders.
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University Hospitals Bristol NHS Foundation Trust

Notes to the Accounts

1.4 Expenditure on other goods and services

Expenditure on goods andservices is recognised when, and to the extent that they have been received, and is
measured at the fair value of those goods and services. Expenditure isrecognisedin operating expenses except
where it results in the creation of a non-current asset such as property, plant and equipment.

1.5 Property, Plant and Equipment

Recognition
Property, Plant and Equipment is capitalised where:

e individually its cost is in excess of £5,000; or
it forms a group of similar assets with an aggregate cost in excess of £5,000 (where the assets have an
individual costin excess of £250, are functionally interdependent, have broadly similar purchase dates,
are expected to have similar lives and are under single management control); or

e it forms part of the initial setting-up cost of a new building or refurbishment of a ward or unit,
irrespective of individual or collective cost;
and

e itisheldforuseindelivering services or for administrative purposes;

e itis probable that future economic benefits will flow to, or service potential will be provided to the
Trust;

e itisexpectedto be used for more than one financial year;

e the cost of the item can be measured reliably.

Where a significant asset includes a number of components with different economic lives, then these
components are treated as separate assets within the building’s classification and depreciated over their own
useful economiclives.

Measurement (Valuation)

All property, plant and equipment assets are measured initially at cost, representing the costs directly
attributable to acquiring or constructing the asset and bringingit tothe location and condition necessary forit to
be capable of operating in the manner intended by management.

All assets are measured subsequently at currentvalue in existing use. Anitem of property, plant and equipment
whichissurplus with noplanto bringit back into use is valued at fairvalue under IFRS 13, ifitdoes not meet the
requirements of 1AS 40 of IFRS 5.

Land and buildings

All land and buildings are revalued using professional valuations, as a minimum, every five years. Internal
reviews and desk top valuations are completed in the intervening years. Valuations are carried out by
professionally qualified valuers in accordance with the Royal Institute of Chartered Surveyors (RICS) Appraisal
and Valuation Manual.

In accordance with guidelines issued from the Department for Health new valuations are completed on a
Modern Equivalent Assets (MEA) basis. For specialised operational property the depreciated replacement cost is
used. For non-specialised property and non-operational specialised property fair value is used as market value
forits existing use.
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Assetsinthe course of construction are initially recorded at cost and then valued by professional valuers as part
of the five year review, or, for significant properties, when they are brought into use.

Other assets
Other assets include plant, machinery and equipment and are held at depreciated historical cost which is
considered to be an appropriate proxy for current value.

Subsequent expenditure

Subsequent expenditure relatingto an item of property, plantand equipmentis recognised as an increase in the
carryingamount of the asset when itis probable that additional future economic benefits or service potential
derivingfromthe costincurred will flow tothe Trust and the cost of the item can be determined reliably. Where
an assetis replaced, the cost of the replacementis capitalised if it meets the criteria for recognition above. The
carrying amount of the part replaced is de-recognised. Other expenditure that does not generate additional
future economicbenefits or service potential, such as repairs and maintenance is charged to the Statement of
Comprehensive Income in the yearin which it is incurred.

Depreciation

Iltems of property, plantand equipment are depreciated over their remaining useful economic lives in a manner
consistent with the consumption of economicorservice delivery benefits. Freehold land is considered to have
an infinite life and is not depreciated.

Property, plantand equipment, which have been reclassified as ‘Held for Sale’, cease to be depreciated upon the
reclassification. Assets in the course of construction are not depreciated until the asset is brought into use.

Buildings, installations and fittings are depreciated on their current value over the estimated remaining useful
life of the assetas assessed by the Trust’s professional valuers the Valuation Office. Leaseholds are depreciated
over the primary lease term. Other items of property, plant and equipment are depreciated on a straight line
basis over their estimated remaining useful lives, as assessed by the Trust. The remaining maximum and
minimum economic lives of property, plant and equipment assets held by the Trust are as follows

Asset Type Minimum Maximum
Life Life
Buildings excluding dwellings 15 years 49 years
Dwellings 18 years 26 years
Plant and machinery (incl medical equipment) 1year 19 years
Transport equipment 1 year 7 years
Information technology 1year 7 years
Furniture and fittings 1vyear 5 years

When assets are revalued, the accumulated depreciation at the date of revaluation is eliminated against the
gross carrying amount of the asset, and the net amount is restated to the revalued amount of the asset.

Residual value and usefullife of assets are reviewed on an annual basis with any changes accounted for
prospectively asachange in estimate underlAS 8.

Revaluation gains and losses

Increasesin assetvaluesarisingfrom revaluations are recognised in the revaluation reserve, except where, and
to the extent that, they reverse animpairment previously recognised in operating expenses, in which case they
are netted againstany impairment charges within Operating Expenses. Decreasesin assetvalues are charged to
the revaluation reserveto the extentthat there is an available balance for the asset concerned, and thereafter
are charged to operating expenses.
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Gainsand losses recognised inthe revaluation reserve are reported in the Statement of Comprehensive Income
as an item of ‘other comprehensive income’.

The Trust transfers the difference between depreciation based on the historical amounts and revalued amounts
from the revaluation reserve to retained earnings.

Impairments

In accordance with the DH GAM, impairments that arise from a clear consumption of economic benefits or
service potential in the asset are charged to operating expenses. A compensating transfer is made from the
revaluation reserve to the income and expenditure reserve of an amount equal to the lower of (i) the
impairment charged to operating expenses; and (ii) the balance in the revaluation reserve attributable to that
asset before the impairment.

An impairmentthatarises fromaclear consumption of economic benefit or service potential is reversed when,
and to the extentthat, the circumstances that gave rise to the lossis reversed. Reversals are netted against any
impairment charges within Operating Expenses to the extentthatthe assetis restored to the carrying amount it
would have had if the impairment had never been recognised. Any remaining reversal is recognised in the
revaluation reserve. Where, at the time of the original impairment, a transfer was made from the revaluation
reserve tothe income and expenditure reserve, an amount is transferred back to the revaluation reserve when
the impairment reversal is recognised.

Otherimpairmentsare treated as revaluation losses. Reversals of ‘otherimpairments’ are treated as revaluation
gains.

De-recognition
Assets intended for disposal are reclassified as ‘Held for Sale’ once all of the following criteria are met:

e theassetis available forimmediate sale in its present condition subject only to terms which are usual
and customary for such sales;
o the saleis highly probablei.e.:
- management are committed to a plan to sell the asset;
- anactive programme has begun to find a buyer and complete the sale;
- the assetis being actively marketed at a reasonable price;
- thesaleisexpectedtobe completed within 12 months of the date of classification as ‘Held for Sale’;
and
- the actions needed to complete the plan indicate it is unlikely that the plan will be dropped or
significant changes made to it.

Followingreclassification, the assets are measured at the lower of their existing carrying amount and their ‘fair
value less costs to sell’. Depreciation ceases to be charged and the assets are not revalued, except where the
‘fair value less costs to sell’ falls below the carrying amount. Assets are de-recognised when all material sale
contract conditions have been met.

Property, plantand equipment which isto be scrapped or demolished does not qualify for recognition as ‘Held
for Sale’ and instead is retained and the asset’s economic life is adjusted. The asset is de-recognised when
scrapping or demolition occurs.
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Donated, government grant and other grant funded assets

Donated and grant funded property plantand equipment assets are capitalised at their current value on receipt.
The donation/grant is credited to income at the same time unless the donor has imposed a condition that the
future economic benefits are to be consumed in a manner specified by the donor, in which case, the
donation/grantis deferred within liabilities and is carried forward to future financial years to the extent that the
condition has not yet been met.

The donated and grant funded assets are subsequently accounted for in the same manner as other items of
property, plant and equipment.

1.6 Intangible assets

Recognition

Intangible assets are non-monetary assets without physical substance which are capable of being sold separately
fromthe rest of the Trust’s business or which arise from contractual or other legal rights. They are recognised
where they have a cost in excess of £5,000, where it is probable that future economic benefits will flow to, or
service potential be provided to, the Trust and where the cost of the asset can be measured reliably.

Software

Software which is integral to the operation of hardware e.g. an operating system is capitalised as part of the
relevant item of property, plant and equipment. Software which is not integral to the operation of hardware
e.g. application software, is capitalised as an intangible asset.

Measurement

Intangible assets are recognised initially at cost, comprising all directly attributable costs needed to create,
produce and prepare the asset to the point that it is capable of operating in the manner intended by
management. Subsequently intangible assets are measured at current value in existing use. Where no active
market exists, intangible assets are valued at the lower of depreciated re placement cost and the value in use
where the assetisincome generating. Anintangible asset which is surplus with no plan to bring it back into use
is valued at fair value under IFRS 13, if it does not meet the requirements of 1AS 40 of IFRS 5.

Intangible assets are held at amortised historical cost which is considered to be an appropriate proxy for fair
value. Revaluations gains and losses and impairments are treated in the same manner as for Property, Plant and
Equipment.

Intangible assets held for sale are measured at the lower of their carryingamount or ‘fairvalue less costs to sell’.

Amortisation
Intangible assets are amortised over their expected useful economic lives in a manner consistent with the
consumption of economic or service delivery benefits.

The remaining maximum and minimum economiclives of intangible assets held by the Trust are as follows:

Assettype Minimum life Maximum life
Software (purchased) 1vyear 7 years
Purchased computer software licences are amortised over the shorter of the term of the licence and their
estimated economic lives.
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1.7 Government grants

Government grants are grants from Government bodies other than income from commissioners or NHS trusts
for the provision of services. Grants from the Department of Health are accounted for as Government grants.
Where the Government grant is used to fund revenue expenditure, it is taken to the Statement of
Comprehensive Income to match that expenditure.

1.8 Inventories

Inventories are valued at the lower of cost and net realisable value. This is considered to be a reasonable
approximationto current costdue to the high turnover of inventories. A provision is made where necessary for
obsolete, slow moving and defective inventories.

1.9 Financial instruments (financial assets and liabilities)

Recognition

Financial assets and financial liabilities which arise from contracts for the purchase or sale of non-financial items
(such as goods or services), which are enteredintoin accordance with the Trust’s normal purchase, sale or usage
requirements, are recognised when, and to the extent which, performance occurs i.e. when receipt or delivery
of the goods or services is made.

Financial assets or financial liabilities in respect of assets acquired or disposed of through finance leases are
recognised and measured in accordance with the accounting policy for leases described in note 1.10 below.

All other financial assets and financial liabilities are recognised when the Trust becomes a party to the
contractual provisions of the instrument.

De-recognition

All financial assets are de-recognised when the rights to receive cash flows from the assets have expired or the
Trust has transferred substantially all of the risks and rewards of ownership. Financial liabilities are de-
recognised when the obligation is discharged, cancelled or expires.

Classification and Measurement

Financial assets are categorised as ‘Fair value through income and expenditure’, loans and receivables or
‘Available-for-sale financial assets’. Financial liabilities are classified as ‘Fair value through income and
expenditure’ or as ‘Other financial liabilities’.

Loans and receivables

Loans and receivables are non-derivative financial assets with fixed or determinable payments with are not
guoted in an active market. They are included in current assets. The Trust’s loans and receivables comprise:
cash and cash equivalents, NHS debtors, accrued income and ‘other debtors’. Loans and receivables are
recognised initially at fair value, net of transactions costs, and are measured subsequently at amortised cost,
usingthe effectiveinterest method. The effective interest rate is the rate that discounts exactly estimated future
cash receipts through the expected life of the financial asset or, when appropriate, a shorter period, to the net
carryingamount of the financial asset. Interest onloansand receivablesis calculated using the effective interest
method and credited to the Statement of Comprehensive Income. Loans from the Department of Health are not
held for trading and are measured at historic cost with any unpaid interest accrued separately.

Other financial liabilities
All otherfinancial liabilities are recognised initially at fair value, net of transaction costs incurred, and measured
subsequently atamortised cost using the effective interest method. The effective interest rate is the rate that
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discounts exactly estimated future cash payments through the expected life of the financial liability or, when
appropriate, ashorter period, tothe net carrying amount of the financial liability. They are included in current
liabilities except foramounts payable more than 12 months after the Statement of Financial Position date, which
are classified aslong-term liabilities. Intereston financial liabilities carried at amortised cost is calculated using
the effective interest method and charged to ‘Finance Costs’. Intereston financial liabilities taken out to finance
property, plant and equipment or intangible assets is not capitalised as part of the cost of those assets.

Impairment of financial assets

At the Statement of Financial Position date, the Trust assesses whether any financial assets are impaired.
Impairmentlosses are recognised if, and onlyif, there is objective evidence of impairment as a result of one or
more events which occurred afterthe initial recognition of the asset and which has an impact on the estimated
future cash flows of the asset. Forfinancial assets carried atamortised cost, the amount of the impairment loss
ismeasured as the difference between the asset’s carrying amount and the present value of the revised future
cash flows discounted atthe asset’s original effective interest rate. The loss is recognised in the Statement of
Comprehensive Income and the carrying amount of the asset is reduced through the use of an allowance
account/bad debt provision. The allowance/provision is then used to write down the carrying amount of the
financial asset, at the appropriate time, which is determined by the Trust on a case by case basis.

1.10 Leases

Leases are classified as finance leases when substantially all the risks and rewards of ownership are transferred
to the lessee. All other leases are classified as operating leases.

Lessee accounting:

Finance leases

Where substantially all risks and rewards of ownership of a leased asset are borne by the Trust, the asset is
recorded as Property, Plant and Equipment and a corresponding liability is recorded. The value at which both
are recognisedisthe lower of the fair value of the asset or the present value of the minimum lease payments,
discounted using the interest rate implicit in the lease. The implicit interest rate is that which produces a
constant periodic rate of interest on the outstanding liability. The asset and liability are recognised at the
inception of the lease, and are de-recognised when the liability is discharged, cancelled or expires. The annual
rental is splitbetweenthe repayment of the liability and afinance cost. The annual finance cost is calculated by
applyingthe implicitinterest rate to the outstandingliability and is charged to ‘finance costs’ inthe Statement of
Comprehensive Income.

Operating leases

Otherleasesare regarded as operating leases and the rentals are charged to operating expenses on a straight -
line basis over the term of the lease. Operating lease incentives received are added to the lease rentals and
charged to operating expenses over the life of the lease.

Leases of land and buildings
Where a lease is forland and buildings, the land component is separated from the building component and the
classification for each is assessed separately.

Lessor accounting:

Operating leases

Assets acquired and held for use under operating leases are recorded as fixed assets and are depreciated on a
straight line basis to their estimated residual values over their estimated useful lives. Operating lease income is
recognised within operating income.
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1.11 Provisions

The Trust provides forlegal or constructive obligations that are of uncertain timing or amount at the Statement
of Financial Position date on the basis of the best estimate of the expenditure required to settle the obligation.
Where the effect of the time value of money is significant, the estimated risk-adjusted cash flows are discounted
using HM Treasury’s discount rates as per the table below, except for early retirement provisions and injury
benefit provisions which both use the HM Treasury’s pension discount rate of 0.24% in real terms.

Expected cash Years HMT real rate (%)
outflows 2016/17 2015/16
Short term 1-5 -2.70 -1.55
Medium term 6-10 -1.95 -1.00
Long term 10 or more -0.80 -0.80

Clinical negligence costs

The NHS Litigation Authority (NHSLA) operates a risk pooling scheme under which the Trust pays an annual
contribution to the NHSLA, which, in return, settles all clinical negligence claims. Although the NHSLA is
administratively responsibleforall clinical negligence cases, the legal liability remains with the Trust. The total
value of clinical negligence provisions carried by the NHSLA on behalf of the Trust is disclosed at note 17.2.

Non-clinical risk pooling

The Trust participatesinthe Property Expenses Scheme and the Liabilities to Third Parties Scheme. Both are risk
pooling schemes underwhich the Trust pays an annual contribution to the NHS Litigation Authorityandinretum
receives assistance with the costs of claims arising. The annual membership contributions, and any ‘excesses’
payable in respect of particular claims are charged to operating expenses when the liability arises.

1.12 Contingencies

Contingentassets (thatis, assets arising from past events whose existence will only be confirmed by one or more
future events not wholly within the Trust’s control) are not recognised as assets, but are disclosed in note 21.1
where an inflow of economic benefits is probable.

Contingent liabilities are not recognised, but are disclosed in note 21.2, unless the probability of a transfer of
economic benefits is remote. Contingent liabilities are defined as:

¢ possible obligations arising from past events whose existence will be confirmed only by the occurrence of
one or more uncertain future events not wholly within the entity’s control; or

e present obligations arising from past events but for which it is not probable that a transfer of economic
benefits will arise orforwhich the amount of the obligation cannot be measured with sufficient reliability.

1.13 Public Dividend Capital

Public Dividend Capital (PDC) is a type of public sector equity finance based on the excess of assets over
liabilities at the time of establishment of the Trust’s predecessor NHS trust. HM Treasury has determined that
PDCis not a financial instrument within the meaning of IAS 32. A charge, reflecting the forecast cost of capital
utilised by the Trust, is payable as public dividend capital dividend. The charge is calculated at the rate set by
HM Treasury (currently 3.5%) on the average relevant net assets of the Trust during the financial year. Relevant
netassetsare calculated as the value of all assets less the value of all liabilities, except for (i) donated assets, (ii)
average daily cash balances held with the Government Banking Services (GBS) and National Loans Fund deposits,
excluding cash balances held in GBS accounts that relate to a short term working capital facility, (iii) any PDC
dividend balance receivable or payable and (iv) the final incentive elements of the Sustainability and
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Transformation Funding. Average relevant netassets are calculated as asimple average (mean) of opening and
closing relevant net assets. In accordance with the requirements laid down by the Department of Health (as
issuerofthe PDC), the dividend forthe yearis calculated on the actual average relevant net assets as set outin
the ‘pre-audit’ version of the annual accounts. The dividend thus calculatedis not revised should any adjustment
to net assets occur as a result of the audit of the annual accounts.

1.14 Value Added Tax

Most of the activities of the Trust are outside the scope of VAT and, in general, output tax does not apply and
inputtax on purchasesis not recoverable. Irrecoverable VAT is charged to the relevant expenditure category or
included in the capitalised purchase cost of fixed assets. Where output tax is charged or input VAT is
recoverable, the amounts are stated net of VAT.

1.15 Corporation Tax

NHS foundation trusts are potentially liable to corporation tax in certain circumstances. A review of other
operatingincome is performed annually to assess any potential liability in accordance with the guidance on the
HM Revenues and Customs website. As a result of this review, the Trust has concluded that there is no
corporation tax liability for the year ended 31 March 2017.

1.16 Financial Risk

IFRS 7, ‘Financial Instruments: Disclosures’, requires disclosure of the role that financial instruments have had
during the year in creating or changing the risks an entity faces in undertaking its activities (see note 24).

The Trust’s activities exposeitto a variety of financial risks: market risk (including interest rate risk, and foreign
exchange risk), creditrisk and liquidity risk. Risk managementis carried out by the Trust’s Treasury Management
Department under policies approved by Trust Board.

a) Marketrisk
(i) Interest-rate risk

All of the Trust’s financial liabilities carry nil or fixed rates of interest. In addition, the only elements of
the Trust’s assets that are subject to variable rate are short-term cash investments. The Trust is not,
exposedtosignificant interest-rate risk. These rates are reviewed regularly to maximise the return on
cash investment.

(ii) Foreign currency risk

The functional and presentational currencies of the Trust are sterling. A transaction which is
denominated in a foreign currency is translated into the functional currency at the spot exchange rate
on the date of the transaction. Where the Trust has assets or liabilities denominated in a foreign
currency at the Statement of Financial Position date:

¢ monetary items (other than financial instruments measured at ‘fair value through income and
expenditure’) are translated at the spot exchange rate on 31 March;

¢ non-monetary assets and liabilities measured at historical cost are translated using the spot exchange
rate at the date of the transaction; and

¢ non-monetary assets and liabilities measured at fair value are translated using the spot exchange rate
at the date the fair value was determined.
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Exchange gains or losses on monetary items (arising on settlement of the transaction oron re -translation
at the Statement of Financial Position date) are recognised in income or expense in the year in which
they arise.

Exchange gains or losses on non-monetary assets and liabilities are recognised in the same manner as
other gains and losses on these items.

The Trust has negligible foreign currency income and expenditure.
b) Creditrisk

Credit risk arises from cash and cash equivalents and deposits with financial institutions, as well as
outstanding receivables and committed transactions. The Trust operates primarily within the NHS
market and receives the majority of its income from other NHS organisations. This means that there is
little risk that one party will fail to discharge its obligation with the other. However disputes can arise,
around how amounts are calculated, particularly due to the complex nature of the Payment by Results
regime. Forfinancial institutions, only independently rated parties with a minimum rating (Moody) of P -
1 and Al for short-term and long-term respectively are accepted.

c) Liquidity risk
The Trust’s net operating costs are incurred under annual service agreements with local Clinical
Commissioning Groups, which are financed from resources voted annually by Parliament. Therefore the

Trust has little exposure to liquidity risk. Loans are serviced from planned surpluses.

1.17 Third party assets

Assets belongingto third parties (such as money held on behalf of patients) are not recognised in the accounts
since the NHS Foundation Trust has no beneficial interestinthem. However, they are disclosed in note 25 to the
accounts, in accordance with the requirements of HM Treasury’s Financial Reporting Manual.

1.18 Losses and special payments

Losses and special payments are items that Parliament would not have contemplated when it agreed funds for
the health service or passed legislation. By their nature they are items that ideally should not arise. They are
therefore subject to special control procedures compared with the generality of payments. They are divided into
different categories, which govern the way that individual cases are handled. Losses and special payments are
chargedto the relevant functional headings in expenditure on an accruals basis, including losses which would
have been made good through insurance cover had NHS trusts not been bearingtheir own risks (with insurance
premiums then being included as normal revenue expenditure).

However the losses and special payments note 27 is compiled directly from the losses and compensations
register which reports on a cash basis with the exception of provisions for future losses.

1.19 Accounting standards that have beenissued but not yet been adopted

The following accounting standards, amendments and interpretations have been issued by the International
Accounting Standards Board (IASB) and International Financial Reporting Interpretation Committee (IFRIC) but
not yet required to be adopted.
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The followingtable lists changesto standards issued by the IASB up to the date of publication of this manual
which have notyet been adopted herein:

Change published Published by IASB Financial year for which the change
first applies

IFRS 9 Financial Instruments July 2014 Notyet EU adopted. Expected to be
effectivefrom 2017/18.

IFRS 14 Regulatory Deferral Accounts January 2014 Notapplicable to DH group bodies.

IFRS 15 Revenue from contracts with May 2014 Notyet EU adopted. Expected to be

customers effectivefrom 2017/18.

IFRS 16 Leases January 2016 Notyet EU adopted. Expected to be
effective from 2019/20.

The Trust has not adopted any new accounting standards, amendments or interpretations early. The new
standards set out above will have no significantimpact on the Trust other than IFRS 16 which will see a number
of operatingleases currently included within note 5.2 operating lease expenses beingincluded in the statement
of financial position. As this change is expected from 2019/20 detailed work has not yet been undertaken to
quantify the impact.

1.20  Critical accounting estimates and judgements

Estimates and judgments are continually evaluated and are based on historical experience and other factors,
including expectations of future events that are believed to be reasonable under the circumstances.

Critical judgementsin applying the entity’s accounting policies
The Trust has made no judgements in applying the accounting policies other than those involving accounting
estimates.

Critical accounting estimates and assumptions

The Trust makes estimates and assumptions concerning the future. The resulting accounting estimates will, by
definition, seldom equal the related actual results. The estimates and assumptions that have a significant risk of
causing a material adjustmentto the carryingamounts of assets and liabilities within the next financial year are
addressed below.

a) Depreciation

Depreciationis based on automaticcalculations within the Trust’s Fixed Asset Register and is calculated
on a monthly basis throughout the year. When an assetis added tothe Fixed Asset Register, itis givena
useful economiclife by the capital accountant, depending on the class of asset (i.e. vehicle, ITequipment
etc). Buildings can be assigned a useful economic life of up to 50 years by the District Valuer as part of
their valuations, depending on their state of repair and intended use. Useful economic life can be
adjusted on the Fixed Asset Register if required, for example following an external valuation by the
District Valuer. This judgement will take into account past experience. Typically more expensive items
have a longer lifespan which reduces the degree of sensitivity of charges.

b) Revaluation
The Trust’s assets are subject to the quinquennial revaluation by the Trust’s approved valuers. In the
interim years the Trust’s assets are revalued using desktop revaluations undertaken by the Valuation
Office. The Valuation Office is an expert therefore there is a high degree of reliance on the valuer’s
expertise.
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c) Impairment

d)

e)

Impairments are based on the Valuation Office’s revaluation, on application of indices or on revaluation
of individual assets e.g. when broughtinto operational use, or identified for disposal. Assumptions and
judgments are that valuations and the assumptions used are applicable to the Trust's circumstances.
Additionally, management reviews would identify circumstances which may indicate where an
impairment has occurred.

Month 12 income from activities

As the NHS Annual Accounts and invoicing deadlines fall before actual month 12 activity data is
available, it is necessary to make an estimate for the accounts.

Up to and including 2015/16 the Trust has used the forecast outturn at month 11 as the basis for

estimating March contract income at the year end. Forecast outturn activity and value is calculated

throughoutthe year using established profiles as the basis for estimating the full year activity. Profiles

are setup at the beginning of the year to reflect the anticipated spread of activity throughout the year

and are used to spread the annual plan as well as to forecast the activity. The main profiles used are:

e  Twelfths —used for block contracts.

e  Actual days —(calendar days in month) used for non-elective and emergency work.

e  Workingdays— (excludes weekends and bank holidays plus an additional day at Christmas) used for
elective work and outpatients.

e  Specific profiles —more detailed profiles are set up for example where it is known that particular
activity is not planned to start until part way through the year, e.g. date of service transfer,
commencement of new development.

For 2016/17 the Trust’s approach to this estimate has been furtherrefined to incorporate the following

additional considerations:

= Bone Marrow Transplants — given this is a high value, low volume income stream, specific
information relating to March transplants already undertaken, or anticipated, has been used to
inform the forecast outturn.

=  Commissioning for Quality and Innovation (CQUIN) —the CQUIN performance previously used for
the year end estimate was based on data to the end of January which was the most up to date
information available. In 2016/17 the Trust has updated the data in early March to inform the year
end estimate.

= General activity —experience has shown that a better estimate for general March activity is achieved
by basing the forecast outturn on the activity within the later part of the year, reflecting that the
impact of any planned growth in activity, ornew developments, tends to be weighted towards the
end of the financial year once resource changes have been fully implemented. However it is also
recognised that December is not a typical month given the holiday period. Therefore for 2016/17,
March activity has been estimated based on activity in October, November, January and February.
This replaces the previous approach of using total year to date activity.

Partially completed spells

This is an estimate of income due in relation to patients admitted before the year end, but not
discharged. Itis calculated at spell level and is based on a realisticestimate of the number of unfinished
days at the end of the financial year, calculated using data available from previous month ends. This is
necessary due to the timing of the final accounts, which means that the actual figure will not be
available. The day of admission counts as an unfinished day.

The valuation of unfinished activity will use specialty bed day rates. The rates are weighted to ensure
they are consistent with the proportion of actual income that is received, using information gleaned
from previous months incomplete spells. In calculating the proportion of actual income, the first two
days of each spell will attract a disproportionate amount of the income in recognition that some costs
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are heavily weighted towards the beginning of the spell. For surgical specialties 45% of the income is
allocated to the first 2 days with the remaining 55% apportioned equally over the total length of stay.
For medical specialties the figures are 25% and 75% respectively.

In making this estimate the volume of unfinished activity is calculated using an average of the first 11
months of the year. The rates used are calculated at specialty level, the greatest level of detail that can
be determined for unfinished activity, and reflect the distribution of costs through the spell in
recognition of the early days of the spell generally being the most expensive.

The income is accrued and agreed with local Clinical Commissioning Groups and with NHS England.

f) Maternity pathway (incomplete antenatal spells)

Thisis an estimate of income received in advance inrelation to patients who commenced theirantenatal

pathway in one financial year but who will not finish it until after the end of the financial year. It is

calculated on the following basis:

e  Assume the length of an ante natal pathwayis 182 days(c 6 months).

e Estimate the proportion of pathways that will be incomplete at the end of the financial year. The
position at 28" February 2017 has been used as a proxy, as the month 12 activity was not available.

e Using the ante natal booking date, calculate how many days of the ante natal period are likely to
occur after 28" February 2017.

e  Value these days as a proportion of the pathway tariff.

1.21. Discontinued operations

Discontinued operations are defined as activities that genuinely cease without transferring to another entity, or
which transfer to an entity outside the boundary of Whole of Government Accounts, such as the private or
voluntary sectors. The trust reviews its activities to determine whether any activities meet the definition of a
discontinued operation andis recognisedin the accountingyearin which the decision is made to discontinue the
operation.

1.22  Changesin accounting policy

Foundation Trusts may change an accounting policy only where it is required by a new standard or
interpretation (including any revisions to the DH GAM) or voluntarily only if it results in the Trust’s financial
statements providing reliable and more relevant information about transactions, events, conditions, or the
financial position, financial performance or cash flows.

The changes arising from the introduction of a new standard or interpretation will be implemented in
accordance with the specific transitional provisions, if any, of that standard or interpretation. Where no such
specifictransitional provisions exist, or where the Trust changes an accounting policy voluntarily, the changes
will be applied retrospectivelyi.e. through a prior period adjustment. In accordance with IAS 8 any prior period
adjustments will be effected by restating each element of equity (reserves) at the start of the prior year as if the
accounting policy had always applied. Inline with NHS Improvement gains and losses on the disposal of assets is
now disclosed on a separate line in the Statement of Comprehensive Income and not within Other Operating
Income and impairment reversals are netted againstimpairment charges within Operating Expenses and not in
Operating income.

Page | 19| University Hospitals Bristol NHS Foundation Trust | Annual Accounts 2016/17



University Hospitals Bristol NHS Foundation Trust

| Notes to the Accounts

2 Segmental analysis
The Trust operates only one healthcare segment.

The healthcare segment delivers arange of healthcare services, predominantly to Clinical Commissioning Groups
and NHS England. The Trust is operationally managed through five clinical divisions and three corporate
functions, all of which operate in the healthcare segment. Internally the finance, activity and performance of
these areas are reported to the Trust Board. They are consolidated, as permitted by IFRS 8 paragraph 12, into
Trust wide figures for these accounts.

Expenditure and non-service agreement income is reported against the operational areas for management
information purposes. The out-turn position reported for 2016/17 is shown below with comparator figures for
2015/16.

Year Ended Year Ended
31 March 2017 31 March 2016
£000 £000
Expenditure net of non-corporateincome
Diagnostic and Therapies (51,228) (51,435)
Medicine (81,517) (74,778)
Specialised Services (105,805) (96,203)
Surgery, Head and Neck (110,297) (106,065)
Women’s and Children’s (125,311) (119,020)
Facilities and Estates (36,107) (36,872)
Trust Services (26,456) (25,222)
Corporate Services 2,691 935
Total net expenditure (534,030) (508,660)
Corporate Income
Corporate income —excluding S&T Funding 569,052 543,762
Sustainability and Transformation Funding 13,670 -
Total Corporate income 582,722 543,762
Divisional operating surplus 48,692 35,102
Financing costs:
Depreciation & amortisation on owned assets (20,997) (20,797)
Net interest payable (2,989) (3,114)
PDC dividend (8,100) (7,731)
Total Financing costs (32,086) (31,642)
Net surplus before technical items 16,606 3,460
| Net surplus before technical and excluding S&T funding 2,936 3,460
Technical items:
(Loss)/gain on sale of asset (76) 9,234
Donations (PPE/intangible assets) 2,919 3,107
Net impairments (10,412) (2,124)
Depreciation & amortisation on donated assets (1,555) (1,504)
Surplus/(deficit) for year 7,482 12,173

The Trust’s Divisional operating surplus was £48.692m for 2016/17. Financing costs of £32.086m (2016:
£31.642m) reduced this to a surplus of £16.606m (2016: £3.460m) before technical items. This included
£13.670m of Sustainability and Transformation funding; the net surplus excluding Sustainability and
Transformation funding was £2.936m (2015/16: £3.460m).
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3. Income from patient care activities
3.1 Income by nature

Year ended Year ended
31 March 2017 31 March 2016
£000 £000
(Restated*)
Elective income 85,522 83,588
Non elective income 102,344 98,338
Outpatientincome 78,858 73,757
Accidentand emergencyincome 16,006 15,121
OtherNHS clinical income ** 227,468 219,066
Private patients 1,799 1,826
Otherclinicalincome 17,546 15,764
Total 529,543 507,460

**Significantitemsinclude:
Critical care bed days 41,267 40,463
‘Payment by results’ exclusions 80,752 82,093
Bone marrow transplants 7,361 7,582
Excess bed days 7,070 6,525
Radiotherapyinpatient treatments 8,733 7,586
Diagnosticimaging 5,898 5,371
Direct access 6,384 6,147
Regularday attenders 1,240 1,747
Rehabilitation 5,811 6,304
Audiology, Cochlearimplants & bone anchored hearing aids 4,853 4,061
Contract penaltiesand rewards 10,001 8,241
Cysticfibrosis pathways 4,399 4,230
Maternity pathways 6,937 6,624
‘Soft’ facilities management and LIFTCO 9,352 8,579
Bowel Cancer & Bowel Scope Screening (note 1) 2,884 775
Chemotherapy Delivery (note 1) 3,635 3,737
Community Dental (note 1) 1,329 1,315
Non Elective inpatients (note 1) 1,579 1,311
Retrievals (note 1) 2,691 2,512

* Restated.

1. Non Elective income includes £10.739m which was disclosed within Other NHS clinical income in 2015/16.
Maternity delivery pathways identified underthe local point of delivery of pathway services in 2015/16
howeverin 2016/17 this activity is underthe national point of delivery of non-elective inpatients.

2. Payment by Results include At Cost Contracts (£22.535m) and Service recharges (£5.509m ) which were
disclosed separately in 2015/16.

Note 1 - additional analysis for 2016/17 with 2015/16 comparator
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3.2 Income by source

NHS Foundation Trusts

NHS Trusts

Clinical Commissioning Groups and NHS England
Local Authorities

Department of Health - Other

Non-NHS private patients

Non-NHS overseas patients

NHS Injury Scheme

Territorial Bodies

Bodies outside of Whole of Government Accounts
DVLA

Total

Year ended Year ended
31 March 2017 31 March 2016
£000 £000

241 34

2,415 1,960
507,542 487,877
4,564 4,433

62 -

1,799 1,826

649 412

698 679

11,533 10,159

21 51

19 29

529,543 507,460

3.3 Income from patient care activities arising from Commissioner Requested Services

The majority of the Trust’s income should be derived from prior agreements, including contracts and agreed
intentions to contract with service commissioners. This is described as Commissioner Requested Service
income. Of the total income from patient care activities, £514.9m (2015/16: £490.4m) is from Commissioner
Requested Services and £14.6m (2015/16: £17.1m) is from all other services.

3.4 Income from overseas visitors

Income recognised this year

Cash payments received (invoices raised in this and previous years)
Increase to provision forimpairment of receivables (invoices raised in
this and previous years)

Amounts written off (invoices raised in this and previous years)

4. Otheroperating income

4.1 Other operating income

Research and development

Education and training

Charitable and other contributions to operating expenditure
Donated assets - property, plant & equipment (income & physical
asset)

Non-patient care services to other bodies

Sustainability and Transformation funding

Rental income from operating leases

Salary recharges

Other**

Total

Year ended Year ended

31 March 2017 31 March 2016

£000 £000

649 412

219 152

356 176

51 222
Year ended Year ended
31 March 2017 31 March 2016
£000 £000
(Restated*)
24,682 24,796
34,747 36,553
802 639
2,919 3,107
14,010 11,120
13,670 -
1,650 1,609
4,861 4,938
11,940 12,431
109,281 95,193
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**Significant items include:

Clinical excellence awards

Patient transport

Trading services income

Clinical testing

Catering

Staff accommodation rentals

Car park income

Staff contribution to employee benefit schemes
Property rentals

£000

3,154
617
2,436
312
398
42
944
1,417
373

£000

3,050
363
2,452
468
408
182
955
1,397
250

*The 2015/16 figures have been restated to reflect the restatements in the Statement of Comprehensive Income.

The Trust’s trading services income totals £2.436m and comprises of Medical Equipment Management
Organisation £0.876m (2015/16: £0.865m), Pharmacy income £1.213m (2015/16:£1.169m) and IT income

£0.347m (2015/16: £0.418m).

4.2 Operating lease income

Rental income —minimum lease receipts

4.3 Future minimum lease receipts due to the Trust

- no later than one year

- between one and five years
- after five years

Total

Year ended Year ended
31 March 2017 31 March 2016
£000 £000

1,650 1,609

Year ended Year ended
31 March 2017 31 March 2016
£000 £000

1,524 1,596

1,674 2,017

2,031 2,617

5,229 6,230
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5. Operating expenses

5.1 Operating expenses by type

Services from other bodies:
- NHS organisations
- non NHS organisations
Purchase of healthcare from non NHS bodies
Employee expenses excluding Board members
Employee expenses —Board members
Trust chair and non-executive directors
Drug costs
Supplies and services:
- clinical
- general
Establishment costs
Transport:
- business travel
- other
Premises costs
Change in provision for impairment of receivables
Depreciation on property plant and equipment
Amortisation on intangible assets
Net Impairments
Internal audit
Auditor’s remuneration:
- statutory audit
- other non-audit services
Rentals under operating leases
Research and development:
- hosting payments

- other
Clinical negligence
Other**

Total

**Significant items include:
Consultancy

Exit payments (note 6.6)

Training, courses and conferences
External contractors’ services
Childcare vouchers

Patient travel

Legal fees

Parking and security

Insurance

Year ended Year ended
31 March 2017 31 March 2016
£000 £000
(Restated*)

9,251 8,967
1,280 1,257
4,334 1,657
366,602 354,916
1,416 1,328
181 181
77,658 74,893
64,242 61,795
7,293 7,195
7,542 7,463
836 739
468 422
12,305 14,702
395 (1,145)
20,980 20,904
1,572 1,397
10,412 2,125
231 233

60 60

22 15
6,314 6,289
7,630 8,121
6,216 5,089
6,377 5,506
6,560 4,760
620,177 588,869
615 838

99 148
1,944 1,821
175 148
1,267 1,214
967 521
443 515
460 454
263 217

Thereisa limitation of liabilityof £1 million in respect of external audit services unless unable to be limited by

law.
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*The 2015/16 figures have been restated to reflect the restatements in the Statement of Comprehensive Income.
Furthermore, services to other bodies, clinical supplies and services and other services have been restated to reflect coding

changes in2016/17.
5.2 Operatinglease expenses

Year ended Year ended
31 March 2017 31 March 2016
£000 £000
Land 52 47
Buildings 5,056 5,080
Plantand machinery 1,206 1,162
Total 6,314 6,289
Future minimum lease payments due under operating leases are as follows:
Year ended Year ended
Future minimum lease payments 31 March 2017 31 March 2016
£000 £000
Before one year 1,760 5,285
Betweenone andfive years 3,387 4,725
Afterfive years 3,148 3,683
Total 8,295 13,693

The Trust leases various equipment and buildings. The most significant was the South Bristol Community
Hospital which the Trustleased for a 5 year period from April 2012. The Overarching Agreement and the Under
Lease Plus Agreement for acute services with the Commissioners and the Community Health Partnership expired
on 29" March 2017. Ongoing arrangements and future lease costs and payments are currently being re-

negotiated.
6. Employee expensesand numbers

6.1 Employee expenses

Year ended 31 March 2017 Year ended 31 March 2016
£000 £000
Total Permanent Other Total Permanent Other

Salaries and wages 298,684 277,484 21,200 290,087 265,701 24,386
Social security costs 26,859 25,999 860 20,760 19,674 1,086
Pension costs 34,631 33,770 861 33,277 32,170 1,107
Termination benefits 99 99 - 148 148 -
Agency/contract staff 11,229 - 11,229 15,188 - 15,188
Gross employee expenses 371,502 337,352 34,150 359,460 317,693 41,767
Income in respect of salary (2,406) (2,406) - (2,267) (2,267) -
recharges netted off

Employee expenses capitalised (979) (592) (387) (801) (739) (62)
Netemployee expenses 368,117 334,354 33,763 356,392 314,687 41,705

‘Permanent’ refers to staff with a permanent contract of employment, ‘other’ refers to all other staff engaged
on the objectives of the Trust for example agency/temporary staff and staff with a contract of employment with

anotherorganisation who are seconded in and the Trust pays for their costs.
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6.2 Average number of employees

Year Ended 31 March 2017 Year Ended 31 March 2016
Total Permane Other Total Permane Other
nt nt
Medical and dental staff 1,159 1,066 93 1,102 1,008 94
Administration and estate staff 1,596 1,588 8 1,615 1,604 11
Healthcare assistant & othersupport 801 801 - 728 728 -
staff
Nursing, midwifery & 2,982 2,976 6 2,908 2,900 8
health visiting staff
Scientific, therapeuticand technical staff 1,153 1,135 18 1,110 1,089 21
Healthcare science staff 142 142 - 158 158 -
Agency and contract staff 144 - 144 161 - 161
Bank staff 399 - 399 370 - 370
Total staff 8,376 7,708 668 8,152 7,487 665
Of which staff engaged on capital 27 15 12 32 29 3
projects
Of whichrecharged for hosted services* 36 36 - 36 36 -

*2015/16 figures have been restated from 26 to 36
Numbers are expressed as average whole time equivalents for the year.

‘Permanent’ refers to staff with a permanent contract of employment, ‘other’ refers to all other staff engaged
on the objectives of the Trust forexample agency/temporary staff and staff with a contract of employment with
another organisation who are seconded in and the Trust pays for their costs.

6.3 Retirementbenefits

The NHS Pension Scheme is adefined benefit planand being an unfunded scheme its liabilities are underwritten
by the exchequer. Further information can be found in accounting policies 1.3 on page 6.

The employer contribution rates for 2017/18 will remain at the 2016/17 rate of 14.3%.

6.4 Employee Benefits

There were no non-pay benefits that were not attributable to individual employees.

6.5 Early retirementsdue to ill health

During the year ended 31 March 2017 there were 6 (2016: 12) early retirements from the Trust on the grounds
of ill health. The estimated additional pension liabilities of these ill-health retirements will be £0.406m (2016:
£0.560m). The cost of these ill health retirements will be borne by the NHS Business Services Authority —
Pensions Division.
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6.6 Staff exit packages

Exit package cost band Number of Number of other Total number of exit
compulsory departures agreed packages by cost band

redundancies

<£10,000 -(1) -(1) -(2)

£10,000 - £25,000 -(-) -(3) -(3)

£25,001 - £50,000 1(1) - (1) 1(2)

Over £50,000 1(-) -(-) 1(-)

Total number of exit packages by 2(2) -(5) 2(7)

type

Total resources cost (£000) 99 (47) - (101) 99 (148)

Comparative figures for 2015/16 are shown in brackets.

The table above shows the numberand cost of staff exit packages (termination benefits). Termination benefits
are payable toan employee when the Trust terminates theiremployment before their normal retirement date,
or when an employee accepts voluntary redundancy in exchange for these benefits. The Trust recognises
termination benefits when it is demonstrably committed to either terminating the employment of current
employees according to a formal plan or providing termination benefits as a result of an offer made to
encourage voluntary redundancy.

There were no non-compulsory departures in the year. The 2015/16 figures are:

2015/16 2015/16
Number £000
Voluntary redundancies including early retirement 1 23
contractual costs
Mutually agreed resignation contractual costs (MARS) 4 78
Non-contractual payments requiring HMT approval - -
Total 5 101

There were no non-contractual payments made with avalue greaterthan 12 months of the individual’s salary in
either year.

6.7 Fair pay multiple

The Trust is required to disclose the relationship between the remuneration of the highest-paid directorin the
organisation and the median remuneration of the organisation’s workforce.

The annualised banded remuneration of the highest-paid directorin the financial year 2016/17 was £195k-£199k
(2015/16 was £195k-£199k). This was 6.8 times (2015/16, 6.9) the median remuneration of the workforce, which
was £29,179 (2015/16, £28,750). In 2016/17, no (2015/16, nil) employees received remuneration in excess of
the highest-paid director. Remuneration ranged from £15.2k to £195.5k.

Total remuneration includes salary, non-consolidated performance-related pay, benefits-in-kind as well as
severance payments. It does notinclude employer pension contributions and the cash equivalent transfer value
of pensions. The figures exclude bank and agency staff.

2016/17 2015/16
Band of highest paid directors total remuneration (£'000) 195-199 195-199
Median total remuneration (£) 29,179 28,750
Ratio 6.8 6.9
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6.8 Directors remuneration for 2016/17 (£000) Salary Pension Total
Related
Benefits
(bands of (bands of (bands of
£5,000) £2,500) £5,000)

Chair:

JohnSavage 50-54 n/a 50-54
Executive Directors:

Robert Woolley, Chief Executive 190-194 97.5-99.9 290-294
Owen Ainsley, Chief Operating Officer from 13 June 2016 until 12 70-74 35.0-37.4 110-114
February 2017

zgiléa Clarke, Director of Strategy and Transformation from 1 April 130-134 7.5-29.9 155-159
Sue Donaldson, Director of Workforce and Organisational

Development until 12 March 2017 115-119 i 115119
Deporah Lee, Chief Operating Officer and Deputy Chief Executive 30-34 10.0-12.4 40-44
until 12 June 2016

Paul Mapson, Director of Finance and Information 155-159 12.5-14.9 170-174
Carolyn Mills, Chief Nurse 130-134 85.0-87.4 215-219
Alex Nestor, Acting Director of Workforce and Organisational

Developmentfrom 11 July 2016 65-69 42.5-44.9 110-114
Sean O'Kelly, Medical Director 195-199 7.5-9.9 205-209
Mark Smith, Chief Operating Officer from 13 February 2017 20-24 2.5-4.9 20-24
Non-Executive Directors

David Armstrong 10-14 n/a 10-14
Julian Dennis 10-14 n/a 10-14
Lisa Gardner 15-19 n/a 15-19
John Moore 15-19 n/a 15-19
Guy Orpen 10-14 n/a 10-14
Alison Ryan 15-19 n/a 15-19
Emma Woollett 20-24 n/a 20-24
Jill Youds 10-14 n/a 10-14

There were no taxable benefits, annual performance related bonuses, exit packages paid to any directorin

2016/17 or 2015/16.

The ‘ pension-related benefits’ figures represent the increase during the yearin the total value of the pension
and lump sumreceivable onretirement, assuming that the pensionis drawn fora period of 20
years. Consequentlythisis notthe annual amount payable tothe memberonretirement. Itiscalculatedin

accordance with guidance published by HM Treasury and takes into account the total period of NHS
employmentto date and current salaries. The actual amount payable to an individual annually on retirement will

be dependenton future salary, the length of NHS employment on retirementand when the pension s paid
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6.9 Directors remuneration for 2015/16 (£000) Salary Pension Total
Related
Benefits
(bands of (bands of (bands of

£5,000) £2,500) £5,000)

Chair: (Restated (Restated
*) *)

JohnSavage 50-54 n/a 50-54
Executive Directors:
Robert Woolley, Chief Executive 190-194 42.5-44.9 230-234
SDl;(\e/eDl?)r;a:]Lisncin, Director of Workforce and Organisational 120-124 15.0-17.4 135-139
Deborah Lee, Director of Strategy & Deputy Chief Executive until 30
April 2015 and Chief Operating Officer and Deputy Chief Executive 140-144 62.5-64.9 200-204
from 1 May 2015
Paul Mapson, Director of Finance and Information 150-154 0.0-2.4 150-154
Carolyn Mills, Chief Nurse 120-124 22.5-24.9 140-144
Sean O'Kelly, Medical Director 195-199 30.0-32.4 225-229
AnitaRandon, Interim Director of Strategy from 3 August 2015 to 100-104 n/a 100-104
27 January 2016
James Rimmer, Chief Operating Officer until 30 April 2015 and
Director of Strategy frorfm 1 Mayg2015 to2 AugusthIS 40-44 10.0-12.4 20-54
Non-Executive Directors
David Armstrong 10-14 n/a 10-14
Julian Dennis 10-14 n/a 10-14
Lisa Gardner 15-19 n/a 15-19
John Moore 15-19 n/a 15-19
Guy Orpen 10-14 n/a 10-14
Alison Ryan 15-19 n/a 15-19
Emma Woollett 20-24 n/a 20-24
Jill Youds 10-14 n/a 10-14

There were no payments made for loss of office in either 2016/17 or 2015/16.
There were no paymentsto past senior managersin either2016/17 or 2015/16

* Restated — Restated to deduct employee contributions from pension related benefits
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6.10 Pension benefits forthe year ended 31 March 2017

Real Real Total Lump sum Cash Cash Real Employer
increase increase accrued at age 60 Equivalent Equivalent Increase in funded
in pension | in pension pension related to Transfer Transfer Cash contribution to
at lump sum at accrued Value at 31 Value at 31 Equivalent growth in CETV

pension at pension pension March 2017 March 2016 Transfer

Name age pension | ageat31 at31 Value
age March March
2017 2017
(bands of | (bands of | (bands of | (bands of

£2,500) £2,500) £5,000) £5,000) £000 £0oo £000 £000

Robert 17.5-
.0-7.4 -64 185-1 1,377 1,1 191
Woolley 5.0 19.9 60-6 85-189 ,3 ,159 9 95
Owen 024 | 2549 | 1014 | 30-34 204 164 24 12
Ainsley
PaulaClarke 0-2.4 - 0-4 - 26 - 26 13
Sue
0-2.4 0-2.4 15-19 50-54 362 330 24 12

Donaldson
Deborah Lee 0-2.4 0-2.4 30-34 100-104 664 553 20 10
Paul 024 | 2549 | 7074 | 215219 n/a n/a n/a n/a
Mapson, ) T
Carolyn Mills | 2.5-4.9 11315;_ 45-49 140-144 859 762 80 39
Alex Nestor 2.5-4.9 2.5-4.9 30-34 75-79 481 423 35 17
Sean O’Kelly 0-2.4 2.5-4.9 65-69 190-199 1,424 1,289 105 52
Mark Smith 0-2.4 0-2.4 30-34 100-104 677 583 10 5

This tableincludes details for the directors who held officeatanytime in2016/17.

Real increases and employer's contributions areshown for the time in post where this has been less than the whole year.

As non-executive members do not receive pensionable remuneration, there will be no entries inrespect of pensions for
non-executive members.

A Cash EquivalentTransfer Value (CETV) is the actuarially assessed capital value of the pension scheme benefits accrued by
a member ata particular pointin time. The benefits valued are the member’s accrued benefits and any contingent spouse’s
pension payable from the scheme. A CETV is a payment made by a pension scheme, or arrangement to secure pension
benefits in another pension scheme or arrangement when the member leaves a scheme and chooses to transfer the
benefits accruedintheir former scheme. The pension figures shown relate to the benefits that the individual hasaccrued as
a consequence of their total membership of the pension scheme, not just their service in a senior capacity to which the
disclosure applies. The CETV figures and the other pension details, include the value of any pension benefits in another
scheme or arrangement which the individual has transferred to the NHS pension scheme. They also include any additional
pension benefit accrued to the member as a result of their purchasing additional years of pension service in the scheme at
their own cost. CETVs are calculated within the guidelines and framework prescribed by the Institute and Faculty of
Actuaries.

The real increase in CETV reflects the increase in CETV effectively funded by the employer. It takes account of the increase
in accrued pension due to inflation, contributions paid by the employee (including the value of any benefits transferred
from another pension scheme or arrangement). The factors used to calculate the 2017 CETVs have increased; therefore the
value of CETV's for some members has increased by more than expected since 31 March 2016.
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6.11 Pension benefits forthe year ending 31 March 2016

Real increase Real Total Lump sum Cash Cash Real Employer
in pension at increase in accrued at age 60 Equivalent | Equivalent | Increase in funded
pension age pension pension at | related to Transfer Transfer Cash contribution
lump sum pension accrued Value at Value at Equivalent | to growth in
Name at pension age at 31 pension at 31 March 31 March Transfer CETV
age March 31 March 2016 2015 Value
2016 2016
(bands of (bands of (bands of (bands of
£2,500) £2,500) £5,000) £5,000) £000 £000 £000 £000
Robert Woolley 2.5-4.9 10-12.4 55-59 165-169 1,159 1,069 84 42
Sue Donaldson 0-2.4 2.5-4.9 15-19 50-54 330 298 30 15
Deborah Lee 2.5-4.9 1102(: 25-29 85-89 553 477 73 36
Paul Mapson 0-2.4 2.5-4.9 65-69 205-209 n/a 1,595 n/a n/a
Carolyn Mills 0-2.4 5.0-7.4 45-49 140-144 842 798 40 20
Sean O’Kelly 2.5-4.9 7.5-9.9 60-64 190-194 1,289 1,221 62 31
James Rimmer 0-2.4 2.5-4.9 40-44 125-129 739 666 23 12

This table includes details for the directors who held office at any time in 2015/16.

Real increases and employer's contributions are shown for the time in post where this has been less than the

whole year.

As non-executive members do not receive pensionable remuneration, there will be no entries in respect of
pensions for non-executive members.
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7. Gain/Losson disposal of property, plant and equipment

The net loss onthe disposal of property, plantand equipment of £0.076m (2016: netgain of £9.234m)
related exclusively to non-protected assets. No assets used inthe provision of Commissioner Requested

Services have been disposed of during the year.

8. Financing

8.1 Financeincome

Year ended Year ended

31 March 31 March

2017 2016

£000 £000

Interestonloansandreceivables 189 297

Total 189 297
8.2 Finance expenses

Year ended Year ended

31 March 31 March

2017 2016

£000 £000

Loan interestfromthe Department of Health for capital loans 2,884 3,089

Finance leases 294 320

Total 3,178 3,409

In both years, there was no interest payable arising from claims made under the late payment of
commercial debts (interest) act 1998 and no other compensation was paid to cover debt recovery cost

under this legislation.

8.3 Impairments

Netimpairment of property plant and equipment, Year ended Year ended
intangibles and assets held for sale 31 March 2017 31 March 2016

£000 £000
Impairment of enhancements to existing assets 8,553 3,288
Otherimpairments 11 -
Changesinvaluation 1,848 46
Reversal of impairments - (1,209)
TOTAL 10,412 2,125

Property impairments occur when the carryingamounts are reviewed by the District Valuer through formal
valuation. Plantand equipmentimpairments are identified following an assessment of whether there is
any indication that an asset may be impaired e.g. obsolescence or physical damage.

Property reviews are undertaken to ensure assets are reflected at fairvalue in the accounts, when they are
broughtinto use or when they are identified as assets held forsale. Atthe first valuation after the asset is
brought into use any write down of cost is treated as an impairment and charged into the Statement of
Comprehensive Income. The impairment losses charged to the Statement of Comprehensive Income
relate to the following:
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Impairment of enhancements to existing assets

New ward block

Queen’s Building

King Edward Building

Radiopharmacy

Bristol Dental Hospital

Bristol Royal Hospital for Children

Bristol Haematology and Oncology Centre
St Michaels Hospital

Bristol Heart Institute

Change in valuation

District Valuer’s revaluation of land & buildings
Impairment due to damage loss

Insurance write-off of vehicle

Total

Where a revaluationincreases an asset’s value and reverses a revaluation loss previously recognised in
operatingexpenses it is credited to operating expenses as a reversal of impairment and netted against

any impairment charge.

9. Intangible assets

Year ended Year ended
31 March 2017 31 March
£000 2016

£000

- 132

2,503 2,328

6,050 574

- 33

- 119

- 61

- 5

- 31

- 5

8,553 3,288

1,848 46

11 -

10,412 3,334

Software Assets under
licences construction Total
£000 £000 £000
Cost at 1 April 2016 10,097 116 10,213
Additions - purchased 177 50 227
Additions—donated 16 - 16
Reclassifications with PPE 1,902 - 1,902
Reclassifications withinintangibles 123 (123) -
Cost at 31 March 2017 12,315 43 12,358
Accumulated amortisationat 1 April 2016 3,994 - 3,994
Charged duringthe year- purchased 1,549 - 1,549
Charged duringthe year— donated 23 - 23
Accumulated amortisation at 31 March 2017 5,566 - 5,566
Netbookvalue at 31 March 2017
Purchased 6,593 43 6,636
Donated 156 - 156
Total net book value at 31 March 2017 6,749 43 6,792
Software Assets under
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licences construction Total

£000 £000 £000
Cost at 1 April 2015 8,604 1,179 9,783
Additions 112 (27) 85
Reclassifications with PPE 368 - 368
Reclassifications withinintangibles 1,036 (1,036) -
Disposals (23) - (23)
Cost at 31 March 2016 10,097 116 10,213
Accumulated amortisation at 1 April 2015 2,620 - 2,620
Charged duringthe year 1,397 - 1,397
Disposals (23) - (23)
Accumulated amortisation at 31 March 2016 3,994 - 3,994
Net book value at 31 March 2016
Purchased 5,940 116 6,056
Donated 163 - 163
Total net book value at 31 March 2016 6,103 116 6,219

10. Property, plant and equipment

The District Valuer undertook two desktop exercises in the year at 30 June 2016 and 31 March 2017. The
June valuation was forland and building of all specialised assets whereas the March valuation was for the
whole estate. Both exercises valued the Trust’s land and buildings on a depreciated replacement cost,
Modern Equivalent Asset valuation (MEA) which included the use of functional obsolescence (which
considers the changing nature of the buildings and services provided and the disjointed nature of the city
centre site) and a revised percentage applied to external works to reflect a highly developed site with
limited landscaping. The valuations resulted in a net decrease in the value of the Trust assets at 30 June
2016 of £28.220m compared to the book values at 31 March 2016 and a net increase at 31 March 2017 of
£12.524m compared to the book values at 30 June 2016. The annual net decrease was £15.696m.

The valuations have been undertaken in accordance with International Financial Reporting Standards
(IFRS) as interpreted and applied by the NHS Foundation Trust Annual Reporting Manual. The
valuations also accord with the requirements of the RICS Valuation - Professional Standards 2014, UK
edition (known as ‘the Red Book’), including the International Valuation Standards, in so far as these
are consistent with IFRS and the above mentioned guidance; RICS UKVS 1.15 refers.

The following are the agreed departures from the RICS Professional Standards and special assumptions:

e Thelnstant Buildingapproach has been adopted, as required by HM Treasury FReM for the UK public
sector. Therefore, no building periods or consequential finance costs have been reflected in the costs
applied when the depreciated replacement cost approach is used.

e Itshouldbe notedthatthe use of the terms "Existing Use Value" and "Market Value" in regard to the
valuation of the NHS estate may be regarded as not inconsistent with that set out in the RICS
Professional Standards, subject to the additional special assumptions that:

(a) no adjustment has been made on the grounds of a hypothetical "flooding of the market" if a
number of properties were to be marketed simultaneously and in the respect of the Market Value of
‘held for sale’ assets only;

(b) the NHS is assumed not to be in the market for the property interest; and

(c) regard has been had to appropriate lotting to achieve the best price

There are no restrictions in the use of donated assets.
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Assets under

Buildings construction
excluding & payments Plant & Transport Information Furniture

Land dwellings Dwellings on account machinery equipment technology & fittings Total

£000 £000 £000 £000 £000 £000 £000 £000 £000
Cost or valuation at 1 April 2016 22,861 299,621 3,436 12,049 88,922 681 17,502 1,078 446,150
Additions — purchased - 1,685 - 23,410 3,183 191 942 - 29,411
Additions —donated - - - - 184 56 - - 240
Impairments - (8,553) - - - (11) - - (8,564)
Reclassifications with intangibles - - - (1,902) - - - - (1,902)
Reclassifications within PPE - 20,979 - (24,174) 1,550 - 1,645 - -
Revaluations 917 (27,039) 88 - - - - - (26,034)
Disposals - - - - (5,590) (94) (82) (87) (5,853)
Cost or valuation at 31 March 2017 23,778 286,693 3,524 9,383 88,249 823 20,007 991 433,448
Accumulated depreciation at1 April
2016 - - - - 51,241 480 7,538 860 60,119
Charged during the year — purchased - 9,656 154 - 6,897 74 2,593 74 19,448
Charged during the year— donated - 528 - - 975 - 29 - 1,532
Revaluations - (10,184) (154) - - - - - (10,338)
Disposals - - - - (5,515) (94) (82) (86) (5,777)
At 31 March 2017 - - - - 53,598 460 10,078 848 64,984
Netbook value at 31 March 2017
Purchased 23,778 264,446 3,524 9,383 29,034 307 9,760 143 340,375
Donated - 15,737 - - 5,599 56 169 - 21,561
Finance leases - 6,510 - - 18 - - - 6,528
Total at 31 March 2017 23,778 286,693 3,524 9,383 34,651 363 9,929 143 368,464
Net book value at 31 March 2016
Purchased 22,861 276,208 3,436 12,049 31,315 201 9,766 218 356,054
Donated - 16,903 - - 6,334 - 198 - 23,435
Finance leases - 6,510 - - 32 - - - 6,542
Total at 31 March 2016 22,861 299,621 3,436 12,049 37,681 201 9,964 218 386,031

Depreciation expenses of £20.980m (2015/16: £20.904m) have been charged to operating expenses (note 5.1) within
the Statement of Comprehensive Income.
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Assets under

Buildings construction
excluding & payments Plant & Transport Information Furniture

Land dwellings Dwellings on account machinery equipment technology & fittings Total

£000 £000 £000 £000 £000 £000 £000 £000 £000
. 24,371 290,195 3,306 9,522 85,662 687 17,774 1,004 432,521
Additions — purchased - 1,754 1 17,070 3,397 23 804 5 23,054
Additions — donated - - - - 977 - - - 977
Impairments - (3,288) - - - - - - (3,288)
Reclassifications with intangibles - - - (368) - - - - (368)
Reclassifications within PPE - 11,358 3 (14,175) 1,307 - 1,438 69 -
Revaluations 60 1,697 126 - - - - - 1,883
Transferred to disposal group as AHFS (1,570) (2,095) - - - - - - (3,665)
Disposals - - - - (2,421) (29) (2,514) - (4,964)
Cost or valuation at 31 March 2016 22,861 299,621 3,436 12,049 88,922 681 17,502 1,078 446,150
Accumulated depreciation at 1 April
2015 - - - - 45,775 438 7,632 785 54,630
Charged during the year — purchased - 9,809 139 - 6,927 71 2,390 75 19,411
Charged during the year — donated - 541 - - 922 - 30 - 1,493
Revaluations - (10,210) (139) - - - - - (10,349)
Transferred to disposal group as AHFS - (140) - - - - - - (140)
Disposals - - - - (2,383) (29) (2,514) (4,926)
At 31 March 2016 - - - - 51,241 480 7,538 860 60,119
Net book value at 31 March 2016
Purchased 22,861 276,208 3,436 12,049 31,315 201 9,766 218 356,054
Donated - 16,903 - - 6,334 - 198 - 23,435
Finance leases - 6,510 - - 32 - - - 6,542
Total at 31 March 2016 22,861 299,621 3,436 12,049 37,681 201 9,964 218 386,031
Net book value at 31 March 2015
Purchased 24,371 267,400 3,306 9,522 33,553 249 9,914 219 348,534
Donated - 16,285 - - 6,288 - 228 - 22,801
Finance leases - 6,510 - - 46 - - - 6,556
Total at 31 March 2015 24,371 290,195 3,306 9,522 39,887 249 10,142 219 377,891

10.1 Net book value of assets held under finance leases

The net book value of assets held underfinance leases and hire purchase contracts was:

Year ended Year ended

31 March 2017 31March 2016

£000 £000

Cost or valuationat 1 April 6,581 6,581
Additions - 23
Revaluation - (23)
Reclassifications - -
Cost or valuation at 31 March 6,581 6,581
Accumulated depreciation at 1 April 39 25
Provided duringthe year 522 479
Revaluation (508) (465)
Accumulated depreciation at 31 March 53 39
Netbook value at 31 March 6,528 6,542
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10.2 Netbook value of land building and dwellings

The net book value of land, buildings and dwellings comprises:

Freehold
Long leasehold
TOTAL

11. Inventories

Year ended 31 March 2017

Carryingvalue at 1 April 2016
Additions

Consumed —recognised in expenses
Carryingvalue at 31 March 2017

Year ended 31 March 2016

Carryingvalue at 1 April 2015
Additions

Consumed —recognisedin expenses
Carryingvalue at 31 March 2016

12. Trade and other receivables

Current:

NHS receivables
Otherreceivables
Provisionforimpaired receivables
PDC Dividendreceivable
Prepayments

Accruedincome

Total current:

Non current:

Otherreceivable

Year ended Year ended
31 March 2017 31 March 2016
£000 £000

307,485 319,408

6,510 6,510

313,995 325,918

Drugs Consumables Energy Totals
£000 £000 £000 £000
3,637 7,723 82 11,442
47,804 49,011 59 96,874
(47,933) (48,183) (15)  (96,131)
3,508 8,551 126 12,185
Drugs Consumables Energy Totals
£000 £000 £000 £000
4,083 7,882 122 12,087
46,276 44,695 27 90,998
(46,722) (44,854) (67) (91,643)
3,637 7,723 82 11,442
Year ended Year ended

31 March 2017 31 March 2016

£000 £000

18,548 16,418

8,953 6,013

(4,718) (4,375)

401 -

3,702 1,965

9,160 4,206

36,046 24,227

1,050 1,050

The non-currentreceivablerelates to the sale of the Old Building and not due before March 2018.
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12. Trade and other receivables (continued)

Provision for irrecoverable debts (impairment of receivables):

Balance at start of year
Utilisedinyear

Movementin provision balance
Balance at end of year

Ageing of impaired receivables

By up to three months
By three to six months
By more than six months
Total

13. Other assets

13.1 Otherfinancial assets

Loans and receivables
Total

Thisrelatestoa section 106 deposit paid to Bristol City Council.

13.2 Assets held for sale

There were no assets held forsale during 2016/17. The movementfor2015/16 is below.

Net book value at 1 April 2015

Assets classified as available for sale in the year

Assets sold in year

Net book value at 31 March 2016

Land

£000
371
1,570
(1,941)

Year ended Year ended
31 March 2017 31 March 2016
£000 £000
4,375 5,815
(52) (295)
395 (1,145)
4,718 4,375
Year ended Year ended
31 March 2017 31 March 2016
£000 £000
10,780 10,822
1,803 1,602
4,130 3,063
16,713 15,487
Year ended Year ended
31 March 2017 31 March 2016
£000 £000
104 104
104 104
Buildings Dwellings Total
excluding
dwellings
£000 £000 £000
719 - 1,090
1,955 - 3,525
(2,674) - (4,615)
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14. Trade and other payables

Current amounts:

NHS payables—revenue

Amounts due torelated parties —revenue
Other payables—revenue

Capital payables

Tax and social security

Accruals

PDC dividend payable

TOTAL

Non-current amounts:

Year ended Yearended
31 March 2017 31 March 2016
£000 £000

9,033 7,251

4,943 4,701
15,491 10,859
2,592 3,786

7,629 6,719
26,169 34,989

- 67

65,857 68,372

There are no non-current trade and other payables in either year.

Outstanding pension contributions of £4.941m (2016: £4.699m) to the NHS Pension scheme and £0.002m
(2016: £0.002m) for National Employment Savings trust (NEST) local pensions are included in amounts due
to related parties. PAYE of £3.552m (2015: £3.463m) and £4.077m National Insurance (2015: £3.256m) are

included in tax and social security.

15. Other liabilities

Current liabilities:
Deferredincome —goods and services
Total

16. Borrowings

16.1 Current borrowings:

Capital loans from Department of Health
Finance lease obligations
Total

16.2 Non-currentborrowings:

Capital loans from Department of Health
Finance lease obligations
Total

16.3 Finance lease obligations

Year ended Year ended

31 March 2017 31 March 2016
£000 £000

4,576 4,568

4,576 4,568

Year ended Year ended
31 March 2017 31 March 2016
£000 £000

5,834 5,834

326 300

6,160 6,134

Year ended Year ended
31 March 2017 31 March 2016
£000 £000

76,260 82,095

4,653 4,980

80,913 87,075
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Year ended Year ended
31 March 2017 31 March 2016
£000 £000

Payable:
Before oneyear 593 594
Betweenone andfive years 2,303 2,322
Afterfive years 3,690 4,265
Sub-total 6,586 7,181
Lessfinance charges allocated to future years (1,607) (1,901)
Netobligation 4,979 5,280

The finance lease arrangement relates to buildings comprising the Education Centre which will expire in
September 2028 and catering equipment which is being leased until 2018.

16.4 Netfinance lease obligations

Year ended Year ended
31 March 2017 31 March 2016
£000 £000

Payable:
Before one year 326 300
Betweenone andfive years 1,479 1,401
Afterfive years 3,174 3,579
Netobligation 4,979 5,280

16.5 Finance lease commitments
There are nofinance lease commitmentsat 31 March 2017 (31 March 2016 £nil.)
17. Provisions for liabilities and charges

17.1 Provisionfor legal claims:

Legal

Claims

£000

At 1 April 2016 346
Arisingduringthe year 106
Utilised during the year (78)
Reversed unused (87)
Unwinding of discount -
At 31 March 2017 287
At 1 April 2015 353
Arising during the year 126
Utilised during the year (92)
Reversed unused (43)
Unwinding of discount 2
At 31 March 2016 346

The expected timing of any resulting outflows of economicbenefitsis set out below:

Legal Claims
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Timing of economic outflow £000
Before one year 191
Betweenone and five years 96
Afterfive years -
Total 287

The provision for legal claims at 31 March 2017 includes the following:

a) Provision for staff injuries
A staff injuries provision of £0.127m, (2016: £0.157m) in respect of staff injury allowances payable
to the NHS Business Services Authority (Pensions Division).

b) Provision for liabilities to third parties
A provisions for liabilities to third parties of £0.160m (2016: £0.189m) representing the excess
payable by the Trust, under the NHS Litigation Authority (NHSLA) Liabilities to Third Parties
Scheme.
There are no other provisions.

17.2 Clinical negligence

The NHS Litigation Authority hasincluded a £198.009m provisioninitsaccounts (2016: £152.444m) in
respect of clinical negligenceliabilities of the Trust.

18. Cash and cash equivalents

Year ended Year ended

31 March 2017 31 March 2016

£000 £000

Cash withthe government banking service 65,273 73,546
Commercial bank and cash in hand 168 465
Total cash and cash equivalents 65,441 74,011

19. Capital commitments

There are nocommitments under capital expenditure contracts at 31 March 2017 which exceed £1m
(2016: £5.054m).

20. Post-Statement of Financial Position (SoFP) events
There are no post-Statement of Financial Position events.
21. Contingencies

21.1 Contingentassets

The Trust has no contingentassets at 31 March 2017 (2016: £nil).
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21.2 Contingentliabilities

Contingentliabilities at 31 March 2017 comprise:

Equal pay claims

The NHS Litigation Authority is co-ordinating a national approach to the litigation of equal pay claims and is
providing advice to the Trust. The likely outcome of these claims and hence the Trust’s financial liability, if
any, cannot be determined until these claims are resolved. There have been no claims made to the Trust.

Other contingencies

The Trust has contingent liabilities in relation to any new claims that may arise from past events under the
NHS Litigation Authority’s “Liability to Third Parties” and “Property Expenses” schemes. The contingent
liability will be limited to the Trust’s excess for each new claim.

22. Related party transactions

The University Hospitals Bristol NHS Foundation Trustis a Public Benefit Corporation authorised under the
National Health Service Act 2006.

During the year, none of the Board members or members of the key management staff of the Trust, or
parties related to them has undertaken any material transactions with the Trust. Board members have
declared interests in a number of bodies. Material transactions between the Trust and these bodies are
shown below.

All bodies within the scope of Whole of Government Accounting are related parties to the Trust. This
includes the Department of Health and its associated departments. Such bodies where income or

expenditure, or outstanding balances as at 31 March, exceeded £500,000 are listed below.

Related parties arising from Trust Board members:

31 March 2017 31 March 2016 2016/17 2015/16
(Em) (Em) (Em) (Em)
Receiva | Payables | Receiva | Payables | Income | Expendit [ Income | Expendit

bles bles ure ure
University of Bristol 0.26 1.48 0.21 1.31 1.98 8.95 1.99 8.38
West of England Academic Health Sciences Network 0.02 0.08 0.15
University of Bath 0.10
Bristol Cultural Development Partnership Limited 0.01
Care Quality Commission 0.22 0.13
Above and Beyond Charity See notes below
Health Education England See WGAtable below
Ministry of Defence See WGAtable below
Related parties within the scope of Whole of Government Accounting:

31 March 2017 31 March 2016 2016/17 2015/16

(Em) (Em) (Em) (Em)
Receiva | Payables | Receiva | Payables [ Income | Expendit [ Income | Expendit

bles bles ure ure
Avon and Wiltshire Mental Health Partnership NHS Trust 0.63 1.14 0.51 0.97
Bristol City Council 3.85 3.66 2.28
CommunityHealth Partnerships 1.86 4.52 3.87
Department of Health 0.56 0.21 0.87 21.21 0.15 21.89
Department of Work and Pensions 0.68
Gloucestershire Hospitals NHS FT 3.04 2.86
Great Westem Hospitals NHS FT 0.62 0.69
Health Education England 34.49 36.38
HM Revenue and Customs 0.77 7.63 6.72 26.84 20.77
NHS Bath and North East Somerset CCG 9.16 8.78
NHS Blood and Transplant 0.97 5.67 5.32
NHS Bristol CCG 2.57 1.56 1.28 2.01 156.60 151.5
NHS Dorset 0.55
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31 March 2017 31 March 2016 2016/17 2015/16
(Em) (Em) (Em) (Em)
Receiva | Payables | Receiva | Payables [ Income | Expendit [ Income | Expendit
bles bles ure ure

NHS England - Core 5.01 13.88 0.74
NHS England - South Central Local Office 2.30 2.21
NHS England - South West Commissioning Hub 4.48 8.48 221.76 214.69
NHS England - South West Local Office 3.45 0.82 19.47 13.36
NHS England - Wessex Commissioning Hub 1.23 4.59 7.88
NHS Gloucestershire CCG 4.44 4.53
NHS Kernow CCG 1.09 1.24
NHS Litigation Authority 6.40 5.53
NHS North Somerset CCG 0.75 42.84 39.91
NHS North, East, West Devon CCG 1.75 1.67
NHS Pension Scheme 4.94 34.56 33.27
NHS Somerset CCG 0.55 8.93 7.99
NHS South Devon and Torbay CCG 0.63 0.56
NHS South Gloucestershire 0.73 31.57 28.95
NHS Swindon CCG 0.92 0.94
NHS Wiltshire CCG 4.34 4.07
North Bristol NHSTrust 4.00 4.82 3.77 4.34 6.09 12.55 5.92 9.73
Northern Healthand Social Care Trust (N. Ireland) 0.56 0.70
Public Health England (PHE) 3.13 1.31 3.28
Royal Devonand Exeter Foundation Trust 1.15 1.10
Royal United Hospital Bath NHS Foundation Trust 0.85 1.60 0.54 1.65
South Gloucestershire Council 0.86 0.79
Welsh Assembly Govemment 9.47 8.60
Welsh Health Bodies —Aneurin Bevan Local Health Board 0.61
Welsh Health Bodies - Cardiffand Vale University Local 2.20
Health Board
Weston Area Health NHSTrust 0.93 0.67 2.91 0.90 2.86 0.98

In addition the Trust pays HM Revenue and Customs tax and national insurance on behalf of employees
which totaled £63.12m in 2016/17 (£58.99m in 2015/16). The Trust also pays the NHS Pension Scheme for
employees’ contributions which totaled £23.47m in 2016/17 (£22.63m in 2015/16).

The Trust also has transactions with charitable bodies including Above and Beyond which is the official
charity for all hospitals within the Trust and the Grand Appeal which is the Bristol Children's Hospital

Charity . These are as follows:

31 March 2017 31 March 2016 2016/17 2015/16
(Em) (Em) (Em) (Em)
Receivables Payables Receivables Payables Income Expenditure Income Expenditure
Above and Beyond 1.00 0.06 3.90 0.29 2.24 0.29
Grand Appeal 0.01 0.14 0.01 0.42

23. Private Finance Initiative (PFl) transactions

At 31 March 2017 the Trust has no PFl schemes (2016: none).
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24. Financial Instruments
24.1 Financial assets by currency

The Trust has negligible foreign currency transactions or balances.

24.2 Financial assets by category

Per Statement of Financial Position
Loans and receivables:

Trade and otherreceivables
Otherfinancial assets

Cash and cash equivalents

31 March 2017

31 March 2016

Total

£000 £000
31,171 23,134
104 104
65,441 74,011
96,716 97,249

Loans and receivables are held atamortised cost.

Financial liabilities per Statement of Financial Position
Other financial liabilities:

Trade and other payables

Borrowings

Finance lease obligations

Total

31 March 2017

31 March 2016

£000 £000
58,228 61,586
82,094 87,929
4,979 5,280
145,301 154,795

Financial liabilities are held atamortised cost.

24.3 Fair values

At 31 March 2017 and 31 March 2016 there was no significant difference between the fair value and the
carrying value of the Trust’s financial assets and liabilities which are all classified as current assets.

24.4 Maturity of financial assets

Year ended Year ended

31 March 2017 31 March 2016

£000 £000

Lessthan one year 95,666 96,199
In more than one year but not more thantwo years 1,050 1,050
Total 96,716 97,249

At 31 March 2017 all financial assets were due within one year with the exception of outstanding funds in
relation to the sale of the Old Building which has been classified as a non-current receivable in note 12.

24.5 Maturity of financial liabilities

Year ended Year ended

31 March 2017 31 March 2016

£000 £000

Lessthan oneyear 64,388 67,721
In more than one year but not more thantwo years 6,170 6,160
In more than two years but not more than five years 18,646 18,577
In more than five years 56,097 62,337
Total 145,301 154,795
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25. Third party assets

At 31 March 2017 the Trust held £nil (2016: £nil) cash and cash equivalents relating to third parties.

26. Intra-government balances

Receivables: Payables: Borrowing: Borrowing:
current current current  non-current
At 31 March 2017 £000 £000 £000 £000
Foundation Trustsand NHS Trusts 7,370 6,618 - -
Department of Health 556 1,001 5,834 76,260
NHS England & Clinical Commissioning Groups 18,914 2,519 - -
NHS WGA bodies 548 3,002 - -
TOTAL NHS 27,388 13,140 5,834 76,260
Other WGA bodies 2,729 13,820 - -
TOTAL at 31 March 2017 30,117 26,960 5,834 76,260
Receivables: Payables: Borrowing: Borrowing:
current current current  non-current
At 31 March 2016 £000 £000 £000 £000
Foundation Trusts and NHS Trusts 6,060 5,738 - -
Department of Health 197 937 5,834 82,095
NHS England & Clinical Commissioning Groups 13,184 3,230 - -
NHS WGA bodies 560 900 - -
TOTAL NHS 20,001 10,805 5,834 82,095
Other WGA bodies 524 11,984 - -
TOTAL at 31 March 2016 20,525 22,789 5,834 82,095
There are nonon-currentreceivables or payablesforintragovernmentbodiesin eitheryear.
27. Losses and special payments
Losses and special payments were made duringthe yearas follows:
2016/17 2015/16
Number £000 Number £000
Cash losses 28 9 35 47
Fruitless payments - - 1 -
Bad debts and claimsabandoned 93 55 223 248
Storeslossesinc. damage to buildings 1 129 2 41
Ex gratia payments 54 9 88 12
Special severance payments - - - -
Total 176 202 349 348

The amounts reported are prepared on an accruals basis and exclude provisions forfuture losses.
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University Hospitals Bristol NHS Foundation Trust

| Notes to the Accounts

Statement of the Chief Executive's responsibilities as the Accounting Officer of University Hospitals
Bristol NHS Foundation Trust

The NHS Act 2006 states that the chief executive is the Accounting Officer of the NHS foundation
trust. The relevant responsibilities of accounting officer, including their responsibility for the
propriety and regularity of public finances for which they are answerable, and for the keeping of
properaccounts, are setout inthe NHS Foundation Trust Accounting Officer Memorandum issued by
NHS Improvement.

NHS Improvement, in exercise of the powers conferred on Monitor by the NHS Act 2006, has given
Accounts Direction which require University Hospitals Bristol NHS Foundation Trust to prepare for
each financial year a statement of accounts in the forms and on the basis required by those
Directions. The accounts are prepared onan accruals basis and must give a true and fair view of the
state of affairs of University Hospitals Bristol NHS Foundation Trust and of its income and
expenditure, total recognised gains and losses and cash flows for the financial year.

In preparing the accounts, the Accounting Officeris required to comply with the requirements of the
Department of Health Group Accounting Manual and in particular to:

e observe the Accounts Direction issued by NHS Improvement, including the relevant accounting
and disclosure requirements, and apply suitable accounting policies on a consistent basis;

e make judgements and estimates on a reasonable basis;

e state whether applicable accounting standards as set out in the NHS Foundation Trust Annual
Reporting Manual and the Department of Health Group Accounting Manual have been followed,
and disclose and explain any material departures in the financial statements;

e ensurethatthe use of publicfunds complieswiththe relevantlegislation, delegated authorities
and guidance; and

e prepare the financial statements on a going concern basis.

The accounting officer is responsible for keeping proper accounting records which disclose with
reasonable accuracy at any time the financial position of the NHS foundation trust and to enable him
to ensure that the accounts comply with requirements outlined in the above mentioned Act. The
Accounting Officer is also responsible for safeguarding the assets of the NHS foundation trust and
hence fortaking reasonable stepsforthe prevention and detection of fraud and other irregularities.

To the best of my knowledgeand belief, | have properly discharged the responsibilities set out in the
NHS Foundation Trust Accounting Officer Memorandum.

Robert Woolley, Chief Executive Date: 26 May 2017
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Appendix E

Independent auditors’ report to the Council of Governors of
University Hospitals Bristol NHS Foundation Trust

Reporton the financial statements
4.8 Our opinion

In our opinion, University Hospitals Bristol NHS Foundation Trust’s (“the Trust”) financial
statements (the “financial statements”):

e give atrue and fair view of the state of the Trust’s affairs as at 31 March 2017 and of
its income and expenditure and cash flows for the year then ended; and

e have been properly prepared in accordance with the Department of Health Group
Accounting Manual 2016/17.

49 What we have audited
The financial statements comprise:

the Statement of Financial Position as at 31 March 2017,

the Statement of Comprehensive Income for the year then ended;
the Statement of Cash Flows for the year then ended;

the Statement of Changes in Equity for the year then ended; and

the notes to the financial statements, which include a summary of accounting policies
and other explanatory information.

Certain required disclosures have been presented elsewhere in the Annual Report and Accounts
2016/17 (the “Annual Report”), rather than in the notes to the financial statements. These are
cross-referenced from the financial statements and are identified as audited.

The financial reporting framework that has been applied in the preparation of the financial
statements is the Department of Health Group Accounting Manual 2016/17.

410 Our audit approach

Context

Our audit for the year ended 31 March 2017 was planned and executed having regard to the fact
that the Trust’s operations and financial stability were largely unchanged in nature from the
previous year. In light of this, our approach to the audit in terms of scoping and areas of focus
was largely unchanged.
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Overview

Materiality

Audit seope ..
recognition; and

Areas of
Jocus

Overall materiality: £12.8m which represents 2% of total revenue.

e Our approachto the auditin terms of scoping and areas offocus was largely
unchanged. The auditwas conducted at the Trust's Headquarters in Bristol, which
is where the Trust's finance function is based.

Managementoverride of control and fraud in revenue and expenditure

Valuation of property, plant and equipment.

We conducted our audit in accordance with the National Health Service Act 2006, the Code of
Audit Practice and relevant guidance issued by the National Audit Office on behalf of the
Comptroller and Auditor General (the “Code of Audit Practice”) and, International Standards on

Auditing (UK and Ireland) (“ISAs (UK & Ireland)”).

We designed our audit by determining materiality and assessing the risks of material
misstatement in the financial statements. In particular, we looked at where the directors made
subjective judgements, for example in respect of significant accounting estimates that involved
making assumptions and considering future events that are inherently uncertain. As in all of our
audits, we also addressed the risk of management override of internal controls, including
evaluating whether there was evidence of bias by the directors that represented a risk of material

misstatement due to fraud.

The risks of material misstatement that had the greatest effect on our audit, including the
allocation of our resources and effort, are identified as “areas of focus” in the table below. We
have also set out how we tailored our audit to address these specific areas in order to provide an
opinion on the financial statements as a whole, and any comments we make on the results of our
procedures should be read in this context. This is not a complete list of all risks identified by our

audit.

See note 1 to the financial statements for the directors’
disclosures of the related accounting policies,
judgements and estimates relating to the recognition of
income and expenditure.

We have focussed onthis area as thereis pressure on
NHS bodies to meetor to exceed the financial targets
setfor them by regulators. In particular there is
additional pressure this year because the achievement
of the key financial target triggers additional payments
from the Sustainabilityand Transformation Fund. As a
resultof the national pressures there is an incentive for
managementto manipulate the timing of recognition of
both revenue and expenditure to defer costs to
2016/17 and to recognise revenue incurred in respect

Income

For CCGs and NHS England income we confirmed the
value of debtors from these bodies to NHS
Improvement (Monitor)’'s mismatch reports, which
provides the amounts recorded byNHS bodies as
debtors and the corresponding creditors with NHS
counterparties, to agree that the amounts matched.
Differences were identified and amounts were traced to
supporting documentation.

We developed an independentestimate ofthe month
12 income and compared this to the directors’
estimate. We compared the directors’ estimates in prior
years with the actual figures formonth 12 in those prior
years to determine whetherthe directors’ estimates
were consistentwith actual results. The levels of
paymentadjustmentforthe final ‘true up’ historically
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of 2016/17 in these financial statements.
Income

The Trust’s principal source ofincome was from
Clinical Commissioning Groups (“CCGs”)and NHS
England, which together accounted for almost80% of
income during the year.

Contracts are renegotiated annuallyand consistof
standard monthlyinstalments, based on contract
values. The payments are ‘trued up’ on a quarterly
basis to reflect the actual activity of the Trust. . The
value of the year end ‘true up’ is subjectto judgement
by the directors as actual validated activity levels which
form the basis ofincome are not available for March
(“month 12”) at the time of preparation of the accounts
and the completion ofthe audit. A further ‘true up’
occurs laterin the year when actual month 12 activity
figures are known and validated.

The Trust's next largestsources ofincome include
research and developmentincome and education and
training income (see note 4.1to the accounts). These
balances include multi-year contracts, where income is
recognised in line with delivery of the contract or once
performance criteria are satisfied. Because ofthe size
of these sources ofincome and the incentives to
manipulate income recognition, these sources of
income are an area of focus.

Expenditure

Our work on expenditure focussed on the areas most
susceptible to manipulation in orderto increase the
Trust’s reported surplus. These were primarily
unrecorded liabilities and journals transactions, which
could be usedtoimpactuponthe surplus reported by
the Trust.

Management’s accounting policies, key judgements
and use of experts relating to the valuation of the
Trust's estate are disclosed in note 1 to the financial
statements.

The Trust is regularly required to revalue its estate in
line with Monitor's Annual Reporting Manual.

Property, plantand equipment (“PPE”) represents the
largestassetbalance in the Trust's statement of
financial position, with a value of £368.464m. The Trust
reassessesthe value of its land and buildings each

have beenimmaterial and accounted forin the
following year’s financial statements, which provides
additional comfortover the accuracy of management’s
estimation process.

On the basis ofthis work we are satisfied thatthe
estimate is notmateriallymisstated.

We tested a sample ofincome transactions and traced
these to invoices or correspondence from
commissioners and other bodies and used our
knowledge and experience of the industryto determine
whetherthe income was recognised in the correct
period. We also read the terms and conditions fora
sample of research and developmentand education
and training contracts and agreed the value of income
recognised in the year under these contracts. Our work
did not identify any transactions or contracts that were
indicative of manipulation in the timing of the
recognition ofincome.

We also obtained and read contract variations with
commissioners and considered theirterms to ensure
thatincome was recognised in the correct period.

Expenditure

We selected a sample of payments made by the Trust
and invoices received from the period following the end
of the financial year and traced these to supporting
documentation and agreed thatthe expenditure had
been recognised in accordance with the Trust's
accounting policies and in the correct accounting
period.

We tested a sample ofaccruals atthe year end and
traced them to supporting documentation and agreed
that they has been appropriatelyaccounted for in
accordance with the Trust's accounting policies.

Our work did not identify any transactions thatwere
indicative of manipulation in the timing of the
recognition of expenditure.

Journals

We selected a sample ofjournal transactions thathad
beenrecognised in eitherincome or expenditure. We
tested journals throughoutthe year, tracing them to
supporting documentation to check that their impacton
the income statementwas appropriate. Our work did
not identify any issues.

Our work did not identify any transactions thatwere
indicative of fraud in the recognition of income or
expenditure, in particularto overstate income or
understate expenditure.

We confirmed that the valuer engaged by the Trustto
perform the valuations had relevant professional
qualifications and was a member ofthe Royal Institute
of Chartered Surveyors (RICS).

We obtained and read the relevant sections ofthe
valuation performed by the Trust's valuer. Using our
own valuations expertise, we determined thatthe
methodologyand assumptions applied bythe valuer
were consistentwith the marketpractice in the
valuation of hospital buildings. The value of the Trust's
specialised operational propertiesin the financial
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year, which involves applying a range of assumptions  statements is based upon the modern equivalentasset

and the use of external expertise. The value of land being based in Bristol city centre and the land s,

and buildings at31 March 2017 is £313.995m (see therefore, valued accordingly. The Trust could,

note 10 to the financial statements). however, have chosen to base the valuation on a

We focussed on this area because the value of the location outside ofthe city centre, which would have
properties and the related movements in their fair impacted the land value. We engaged ourinternal
values recognised in the financial statements are valuation expertise to consider these assumptions
material. Additionally, the value of properties included Made bythe Trust. We consider the approach taken to
in the financial statements is dependenton the be anacceptable basis for valuation.

reliability of the valuations obtained by the Trust, which We confirmed the accuracy of the information provided
are themselves dependenton: by the Trust to the external valuer by:

- the accuracy of the underlying data provided to the «  checkingand finding that the portfolio of

valuer by the directors and used in the valuation; properties included in the valuation was

- assumptions made bythe directors, including the consistentwith the Trust's fixed asset
likely location of a “modern equivalentasset’;and register, which we had audited; and

- the selection and application ofthe valuation o agreeingasample ofthe gross internal

methodo_logyapplied bythe valuer, including areas used by the valuer to floor plans for
assumptions relating to build costs and the .
the properties valued.

estimated useful life of the buildings.

We agreed that the values provided to the Trust by the
valuer had been correctly included in the financial
statements and thatvaluation movements were
accounted for correctly and in accordance with the
Trust's accounting policies.

How we tailored the audit scope

We tailored the scope of our audit to ensure that we performed enough work to be able to give an
opinion on the financial statements as a whole, taking into account the structure of the Trust, the
accounting processes and controls, and the environment in which the Trust operates.

Materiality

The scope of our audit was influenced by our application of materiality. We set certain
guantitative thresholds for materiality. These, together with qualitative considerations, helped us
to determine the scope of our audit and the nature, timing and extent of our audit procedures and
to evaluate the effect of misstatements, both individually and on the financial statements as a
whole.

Based on our professional judgement, we determined materiality for the financial statements as a
whole as follows:

£12.8m (2016:£12.2m).

2% of revenue (2016: 2% of revenue)

Consistentwith lastyear, we have applied this benchmark, a generally
accepted auditing practice, in the absence ofindicators thatan alternative
benchmarkwould be appropriate.

We agreed with the Audit Committee thatwe would reportto them misstatements identified during our audit
above £250,000 (2016: £250,000) as well as misstatements below thatamountthat,in our view, warranted
reporting for qualitative reasons.
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5. Otherreporting

In our opinion:

e theinformation given in the Performance Report and the Accountability Report for the
financial year for which the financial statements are prepared is consistent with the
financial statements; and

e the parts of the Remuneration and Staff Reports to be audited have been properly
prepared in accordance with the NHS Foundation Trust Annual Reporting Manual
2016/17.

Underthe Code of Audit Practice we are required to report, by exception, if we conclude we are not satisfied that
the Trust has putin place proper arrangements for securing economy, efficiency and effectiveness inits use of
resources forthe year ended 31 March 2017. We have nothing to report as a resultof this requirement.

We are required to reportto you if:
e informationinthe Annual Reportis:

o materiallyinconsistentwith the information in the audited financial statements; or

o apparentlymateriallyincorrectbased on, or materiallyinconsistentwith, our knowledge ofthe Trust
acquired in the course of performing our audit; or

o otherwise misleading.

e the statementgiven by the directors on page 30, in accordance with provision C.1.1 of the NHS Foundation
Trust Code of Governance, that they considerthe Annual Reporttaken as a whole to be fair, balanced and
understandable and provides the information necessaryfor members to assess the Trust's performance,
business model and strategyis materiallyinconsistentwith our knowledge ofthe Trust acquiredin the
course of performing our audit.

e the section of the Annual Report on page 72, as required by provision C.3.9 of the NHS Foundation Trust
Code of Governance, describing the work of the Audit Committee does notappropriatelyaddress matters
communicated byus to the Audit Committee.

o the Annual Governance Statement does notmeetthe disclosure requirements setoutin the NHS
Foundation Trust Annual Reporting Manual 2016/17 or is mis leading or inconsistentwith our knowledge
acquired in the course of performing our audit. We have not considered whether the Annual Governance
Statementaddresses all risks and controls or thatrisks are satisfactorilyaddressed byinternal controls.

e we have referred a matter to Monitor under Schedule 10 (6) of the National Health Service Act 2006
because we had reason to believe that the Trust, or a director or officer of the Trust, was aboutto make, or
had made, a decision which involved or would involve the incurring of expenditure that was unlawful, or was
aboutto take, or had taken a course of action which, if followed to its conclusion, would be unlawful and
likelyto cause a loss or deficiency.

¢ we have issued a report in the public interest under Schedule 10 (3) of the National
Health Service Act 2006.

We have no matters to reportinrelationto these responsibilities.

6. Respectiveresponsibilities of the Directors and the Auditor

As explained more fully in the Accountability Report the directors are responsible for the
preparation of the financial statements and for being satisfied that they give a true and fair view in
accordance with the Department of Health Group Accounting Manual 2016/17.
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Our responsibility is to audit and express an opinion on the financial statements in accordance

with the National Health Service Act 2006, the Code of Audit Practice, and ISAs (UK & Ireland).
Those standards require us to comply with the Auditing Practices Board’s Ethical Standards for
Auditors.

The Trust is also responsible for putting in place proper arrangements to secure economy,
efficiency and effectiveness in its use of resources. We are required under Schedule 10(1) of the
National Health Service Act 2006 to satisfy ourselves that the Trust has made proper
arrangements for securing economy, efficiency and effectiveness in its use of resources and to
report to you where we have not been able to satisfy ourselves that it has done so. We are not
required to consider, nor have we considered, whether all aspects of the Trust’s arrangements for
securing economy, efficiency and effectiveness in its use of resources are operating effectively.
We have undertaken our work in accordance with the Code of Audit Practice, having regard to
the criterion determined by the Comptroller and Auditor General as to whether the Trust has
proper arrangements to ensure it took properly informed decisions and deployed resources to
achieve planned and sustainable outcomes for taxpayers and local people. We planned our work
in accordance with the Code of Audit Practice. Based our on risk assessment, we undertook
such work as we considered necessary.

This report, including the opinions, has been prepared for and only for the Council of Governors
of University Hospitals Bristol NHS Foundation Trust as a body in accordance with paragraph 24
of Schedule 7 of the National Health Service Act 2006 and for no other purpose. We do not, in
giving these opinions, accept or assume responsibility for any other purpose or to any other
person to whom this report is shown or into whose hands it may come save where expressly
agreed by our prior consent in writing.

6.1 What an audit of financial statements involves

An audit involves obtaining evidence about the amounts and disclosures in the financial
statements sufficient to give reasonable assurance that the financial statements are free from
material misstatement, whether caused by fraud or error. This includes an assessment of:

whether the accounting policies are appropriate to the Trust’s circumstances and
have been consistently applied and adequately disclosed,;

the reasonableness of significant accounting estimates made by the directors; and
the overall presentation of the financial statements.

We primarily focus our work in these areas by assessing the directors’ judgements against
available evidence, forming our own judgements, and evaluating the disclosures in the financial
statements.

We test and examine information, using sampling and other auditing techniques, to the extent we
consider necessary to provide a reasonable basis for us to draw conclusions. We obtain audit
evidence through testing the effectiveness of controls, substantive procedures or a combination
of both. In addition, we read all the financial and non-financial information in the Annual Report to
identify material inconsistencies with the audited financial statements and to identify any
information that is apparently materially incorrect based on, or materially inconsistent with, the
knowledge acquired by us in the course of performing the audit. If we become aware of any
apparent material misstatements or inconsistencies we consider the implications for our report.
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Certificate

We certify that we have completed the audit of the financial statements in accordance with the
requirements of Chapter 5 of Part 2 to the National Health Service Act 2006 and the Code of
Audit Practice.

Lynn Pamment (Senior Statutory Auditor)
for and on behalf of PricewaterhouseCoopers LLP
Chartered Accountants and Statutory Auditors

Bristol

26 May 2017

(@) The maintenance and integrityof the University Hospitals Bristol NHS Foundation Trust's website is the
responsibilityof the directors; the work carried out by the auditors does notinvolve consideration of
these matters and, accordingly, the auditors acceptno responsibilityfor any changes that may have
occurred to the financial statements since theywere initiallypresented on the website.

(b) Legislation in the United Kingdom governing the preparation and dissemination offinancial statements

may differ from legislation in otherjurisdictions.
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