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1. Strategic Direction 

1.1 Review of plan delivery in 2016/7 

1.1.1 The Trust has made significant progress during 2016/17 in delivering the strategic 
objectives outlined in our Integrated Business Plan whilst managing a challenging 
financial position. 

Key achievements included: 

May 2016 
After engaging with almost 1000 patients, carers, families and staff to 
develop them, the new Trust values are launched.   

June 2016 
PET-CT becomes fully operational at the RUH; the first hospital in the 
South to have a purpose built fixed scanner.   

July 2016 

Shortlisted for Patient Safety Care Awards for Sepsis 6 training and 
work on improving the safety culture in theatres. 

Accessible Information Standard rolled out across the Trust 

August 2016 

15 steps challenge event held, focussing on improving the experience of 
patients using outpatient services. 

Following their inspection in February 2016, the CQC rates care at the 
RUH as outstanding. The Trust was rated as requires improvement 
overall. 

September 
2016 

ACE OPU and SAU wards successfully relocated, enabling the 
Trust’s plans to best align the inpatient bed base. 

New public car park opens at the RUH site 

October 2016 

Seven replacement Public and Staff Governors appointed to the 
Council of Governors 

Shortlisted for Nursing Times Patient Safety Improvement award for 
improving compliance in National Early Warning Scores (NEWS) 

January 2017 
New Pharmacy building becomes operational, bringing our pharmacy 
closer to hospital wards to provide a better, more efficient service 

 

1.1.2 This period of market consolidation, quality improvement and organisational 
development is central to the Trust’s five year Integrated Business Plan (IBP) that 
underpinned its Foundation Trust application. 

1.1.3 In addition to the achievements highlighted above, the Trust also set out the following 
two strategic priorities within the IBP: 

 Development of the Estate – to include a significant redevelopment of the Trust 
site to allow for the construction of a new pharmacy building, RNHRD and 
Integrated Therapies department and Cancer Centre. 
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Progress made in 2016/17 has included completion of the new public car park 
and pharmacy building, as well as a portfolio of improvement works in clinical and 
non-clinical areas. The Outline Business Case for the final phases of work across 
the next 5 years was signed off by the Board of Directors in October 2016. 

 Delivery of QIPP – as an enabler to the capital redevelopment programme. 

In 2016/17 the Trust is forecasting 86% delivery (£12.9m) of its £15m QIPP 
target. 

2. Strategic Context 

2.1 Developing the Operational Plan 

2.1.1 The Trust has developed its objectives through the following planning cycle that 
adopts both a top-down and bottom-up process to ensure the input from key 
stakeholders is reflected in the Trust objectives for 2016/17: 

  

2.1.2 The planning process was underpinned by the following principles:  

 

2.1.3 Staff engagement has been critical to the development of the plan, with a variety of 
approaches taken to engagement, including use of the RUH Leaders Forum and the 
Clinical Reference Group as a sounding board for priority setting and to communicate 

Integrated 
The process will be integrated enabling the production of key 

organisational outputs (incl Workforce Plan) 

Simple Reduced and aligned Trust Objectives within a single plan 

Engaging 
Focus on engaging clinical teams and key stakeholders both internal and 

external 

Meaningful 
Service line plans feeding Trust Plan, in-year delivery integrated with day-

to-day business 

Challenging Radical changes required given scale of the challenge 
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progress on in-year delivery and facilitated workshops for Divisions to enable them to 
engage their wider teams in their priority setting. 

2.1.4 The Trust’s Operational Plan 2017- 2019 has been developed in alignment with the 
BaNES, Swindon and Wiltshire Sustainability and Transformation Plan (STP), 
recognising the requirement to play an active part in developing services across our 
system, providing care in new ways, closer to patients. Successful delivery of the 
Trust’s Operational Plan is contingent on successful delivery of the BSW STP, and as 
such the Trust is actively engaged in development and delivery of the STP. 

2.1.5 The Trust understands and remains committed to the commissioners’ visions to 
integrate service provision across the system. The Trust continues to deliver this 
through the new joint venture partnership - Wiltshire Health and Care The aim of this 
partnership reflects STP and organisational priorities to realign resources across the 
system, with a particular focus on reducing elderly admissions and length of stay.  

2.1.6 The Trust was a member of the Sirona-led consortium which bid to be the prime 
provider of community services in Bath and North East Somerset in 2016; although 
this bid was unsuccessful, the Trust remains committed to working in partnership with 
Virgin Care to improve outcomes for patients through more integrated service 
provision.  

2.1.7 The Trust remains engaged with the development of the Somerset Together model, 
with a view to supporting a Mendip-wide model, with primary care at its centre, to 
improve outcomes for patients through integrated care and new contractual 
mechanisms.  

2.1.8 These new models of local provision afford the opportunity to take tangible steps 
towards delivering the triple aim outlined in the NHS Five Year Forward View, however 
they need to be supported by a matrix-based approach that places equal emphasis on 
clinical pathway integration as well as enabling strategies.  

2.1.9 In addition to the national planning requirements, the Board of Directors is also 
refreshing the current Trust Five Year Plan that was developed (and refreshed) to 
support the Foundation Trust application process.  This piece of work is being led by 
the Business Planning team and will dovetail with both the STP and the Operational 
planning timelines. 

 
  

BaNES, Swindon 
& Wiltshire STP 

• 5 Years 

• Strategic Direction 
for the footprint 

RUH 5 Year 
Strategy 

• Reflects RUH apsect 
of STP priorities  

• Sets out RUH 
specific plans not 
covered by STP 

RUH 2 Year 
Operational Plan 

• Reflects detailed 
implementation of 
RUH and STP 5 year 
plans 
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2.2 BSW Sustainability and Transformation Plan 

2.1.1 The Trust recognises the challenge set out in the BSW STP, to find new ways to 
meet the operational, financial and performance challenges facing the health and 
care system in our community.  

2.1.2 The STP is built around the core principle that services can be redesigned through 
collaborative working to a single plan (that leaves room for local flexibility for specific 
populations). It sets out the common challenges faced across all health and social 
care providers / commissioners in the BSW footprint – across health inequality, 
quality and performance, and finance – and outlines the five agreed key priorities for 
change to tackle these: 

 

 

 

 

 

 

2.1.3 The STP sets out six workstreams to deliver this vision of improved service quality 
and financial sustainability: 

 Preventative and Proactive Care 
 Planned Care 
 Urgent and Emergency Care 
 Digital 
 Estates 
 Workforce 

2.1.4 The RUH has a clinical and managerial lead for each workstream to support 
development of the STP, and to ensure that the plans developed by each workstream 
are aligned to the RUH’s operational and strategic plan.  

2.1.5 A number of RUH clinical staff are also involved in STP planning as part of the Acute 
Collaboration project, which is currently focussing on: 
 Dermatology 
 Gastroenterology 
 Care of the Elderly 
 Pathology 
 Radiology 
 Pain Management 

2.1.6 The Trust recognises the need to ensure that the STP delivers transformational 
change across the footprint, and will focus on supporting clinical leaders to lead 
change on this scale. 

  

  The development of locality based integrated teams supporting primary care. 

  Shifting the focus of care from treatment to prevention and proactive care. 

  Redefining the ways we work together to deliver better patient care. 

  Establishing a flexible and collaborative approach to workforce. 

  Further enabling acute collaboration and sustainability. 

1 

2 

3 

4 

5 
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2.2 Effect on the operational plan 

2.2.1 Following the detailed planning work in 2016, 2017 - 2019 will be the first years of 
implementation and delivery on the transformation journey that will deliver the STP 
priorities. Key priorities for the year will be: 

 Improving the management of patients with urgent care needs, using ambulatory 
care both within and out of hospital where appropriate, supported by standardised 
discharge processes. This will enable an improvement in performance against the 
four hour access standard, as well as improving the quality and consistency of care 
for patients. An analysis of any potential benefits of further intermediate care 
models is also underway. 

 Managing demand for elective care in partnership with colleagues across our 
community, providing more care locally to patients where appropriate. Alongside 
this, further improvements in outpatient communications will ensure that referrers 
and patients receive timely information to support self-care and management where 
appropriate, and will build on the success of the 15 Steps Challenge to ensure that 
all outpatients have a high quality experience. 

 Delivering national screening and surveillance standards in all cancers. Developing 
a Living With and Beyond Cancer package, supporting patients to manage their 
own care after a period of acute cancer treatment, and continuing to implement the 
year-on-year aims of the Trust’s cancer strategy. 

 In collaboration with local STP partners, continuing work to develop a healthy, 
flexible workforce. 

 The established Patient Empowerment programme will continue to support self-care 
and management through the continuous improvement of information provided to 
patients and working with patients in service redesign as a norm. The Trust will 
work with partners to develop service models that increase patient self-
management, using experience in delivering our diabetes and COPD services.  

 Support a modern model of maternal and child health through the implementation of 
the national maternity review requirements, providing more advice and guidance to 
primary care to support local management and improving the pathway of care for 
children requiring high dependency care.  

 Delivering on cost and quality improvements which help to address system inequity 
and sustainability issues for the future e.g. theatre transformation and acute 
collaboration. 
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3 Activity and Performance 

3.1 Activity planning 

3.1.1 The Trust and commissioners are working to agree an affordable activity and financial 
plan using principles agreed at an STP level. With the successful delivery of 
commissioner demand management QIPP schemes, the plan will enable the Trust and 
the local health community to meet the forecast level of demand within NHS 
Constitutional Standards. 

3.1.2 For the purposes of 2017/18 activity planning, an agreed outturn position will be 
reached using an opening activity baseline position using 2016/17 forecast outturn 
(Months 1-4 as at Month 5). This process has been agreed at an STP level, for use by 
all providers and commissioners within the STP area. This activity quantum has been 
adjusted for population growth and demographic changes using Indicative Hospital 
Activity Model (IHAM) rates as at Q3 2016/17, with a 10% uplift on high cost drugs 
(agreed at STP level). 

3.1.3 This means that key items such as Delayed Transfers of Care levels, demand 
management impacts and independent sector outsourcing seen at Months 1-4 of 
2016/17 will be carried forward as part of the planning assumptions.  The Trust has 
also included specific increases in colorectal surgery, paediatric, respiratory and 
rehabilitation activity within its planned activity levels in line with expected service 
developments in year. 

3.1.4 The Trust has agreed to recognise commissioner demand management QIPP 
schemes within the contract activity plan where they have a clear rationale for the 
scale and timing of impact, are underpinned by robust plans that are properly formed, 
contain measurable objectives, measurable success criteria and a trajectory for 
delivery.   

3.1.5 The Trust is also reflecting the effect of commissioner QIPP within its internal plan, and 
as a result will assume no population growth in 2017/18-2018/19.  

3.2 Elective / Cancer Pathways 

Current Position: 

3.2.1 Throughout 2016/17 the Trust has continued to see an overall increase in GP referrals.  
Of particular notes is the growth in cancer referrals. When the last 6 months is 
compared to the equivalent period last year there is an increase in cancer and urgent 
referrals of 26.34% over the same period.  This trend is thought to have been driven 
largely by a move nationally to earlier referral at a lower level of suspicion of cancer, 
which is seen across most specialties, with Gastroenterology, Dermatology and 
Gynaecological Oncology seeing particularly large increases in 2 week wait referrals. 

3.2.2 The increase in GP referrals, and in particular, cancer referrals, has created additional 
outpatient and diagnostic demand – placing pressure on most of the cancer pathway 
targets and the diagnostic access position. Due to its urgent nature, this increase in 
cancer activity has displaced routine appointment slots and is therefore a contributory 
factor in the underlying pressure on incomplete pathways performance. 
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3.2.3 National workforce constraints in certain specialties have also impacted on the Trust’s 
18 weeks RTT and 2WW performance.  Difficulties in recruiting additional Breast 
Imaging capacity in 2015/16 had a significant impact on the Trust’s two week wait 
breast symptomatic performance which continued into June 2016, and the Trust has 
recently learned that a neighbouring trust is closing its Dermatology service due to 
inability to recruit to consultant posts, which is already having a measurable impact on 
the number of referrals being received by the Trust’s dermatology specialty.     

3.2.4 The Trust has not met the national 18 weeks RTT operational standard at a Trust level 
year to date, although this standard is consistently achieved at specialty level by key 
specialties including Urology, Ophthalmology and Respiratory medicine. 

3.2.5 The Trust continues to work with commissioners via the RTT Performance Delivery 
Group which provides oversight of actions and assurance of the delivery of both RTT 
and cancer improvement trajectories and targets.  This group then feeds into a wider 
Elective Care Strategy Group and the STP Planned Care Programme Board (see 
Diagram 1 below). 

RTT Reporting Structure 

 

Looking Forward 

3.2.6 As part of the 2017/18 contracting round the Trust has provided detailed Demand and 
capacity analysis to commissioners.  This seeks to set out the Trust’s understanding of 
the gap in current activity versus demand, and quantify backlog.  This modelling has 
been reviewed and ‘sense checked’ by Trust operational teams and discussed in detail 
with commissioner information analysts who have confirmed agreement with the 
model. Throughout the contracting round we will continue to work with commissioners 
to identify how backlog will be dealt with and operational standards met in an 
affordable manner. 

3.2.7 During 2016/17 the Trust and commissioner have piloted the use of a ‘Demand 
Escalation Framework’ to track specialty performance and identify areas that need 
urgent attention or escalation.  The Framework tracks GP referrals (including the 
proportion of urgent/2 week referrals) compared to the same time last year, together 
with average routine wait to first appointment and incomplete pathway performance at 
specialty level.  Using a RAG rating and narrative from each specialty, it is reviewed 
month via the Clinical Commissioning Reference Board (CCRB), with senior clinical 
and management attendance, and ‘overheating’ specialties are discussed and 
escalated for additional discussion/action as required.  This process has proven to be 
useful and will be continued in 2017/18-18/19. 
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3.2.8 The 2017/18 contract offers received by the Trust identify significant and challenging 
levels of CCG QIPP, including elements of undelivered demand management QIPP 
from 2016/17.  To date, few detailed plans have been shared with the Trust, but plans 
will be varied into the contract plan in-year as they become available at the required 
level of detail.  The delivery of QIPP plans included within the contract activity plan will 
be a Commissioner risk.   

3.2.9 The Trust and commissioners are exploring a more joined up ‘joint QIPP governance’ 
process, which will provide a forum for overseeing QIPP delivery and 
discussion/agreement around the removal of capacity and cost-base from the system 
once QIPP plans have evidenced a sustained reduction in activity., However; given the 
challenging levels of QIPP presented, in trying to stay within an affordability envelope 
for commissioners, the Trust is forecasting a challenging position with regards to RTT 
incomplete pathway performance. 

3.2.10 The Trust does expect to see the benefits from the wider STP Planned Care 
Programme Board, including improved demand management in vulnerable specialities 
and a more consistent approach to the use of Referral Management Centres across 
the STP patch, supporting both more efficient referral processes and supporting efforts 
to route patients to alternative pathways at the point of referral. 

3.2.11 The Trust will continue to work actively with GPs through the CCRB to develop 
alternative pathways, maintaining patients within primary care where appropriate to do 
so.  

RTT Improvement Trajectory: 

3.2.12 The Trust has submitted the following improvement trajectory for the RTT incomplete 
pathway national performance indicator in the technical annexures: 

 

3.2.13 The RTT improvement trajectory is underpinned by a number of key assumptions, 
some of which the Trust views as carrying a significant level of risk.  These include the 
assumption that commissioner demand reduction initiatives will control the year on 
year growth in referrals and keep the proportion of cancer referrals consistent with 
2016/17 levels, as well as the assumption that no neighbouring providers will close or 
restrict services.  Performing specialties are also modelled as maintaining performance 
throughout the year without suffering any unforeseen ‘force majeure’ events such as 
significant workforce illness or lengthy vacancy. 

3.2.14 The trajectory shows achievement from Sept-Nov 2017 and the expected decline in 
performance over winter (driven largely by the expected pressures on bed availability 
and flow), and the gradual recovery which our internal modelling shows will return to 
achievement of the 92% incomplete pathway target by no later than June 2018. Failure 
to achieve the RTT incomplete pathway target in Q4 2017/18 is driven largely by: 

 Trauma & Orthopaedics: given ongoing high levels of demand and a significant 
backlog, performance improvement is limited due largely to commissioner 
affordability; 

2017/18 April May June July August Sept Oct Nov Dec Jan Feb March

Constituational 

standard
92% 92% 92% 92% 92% 92% 92% 92% 92% 92% 92% 92%

Improvement 

Trajectory
90.6% 91.5% 91.4% 91.8% 91.3% 92.0% 92.0% 92.0% 91.2% 90.6% 91.0% 91.0%
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 General Surgery: there is particular risk of cancelled operations over winter in this 
specialty (with ENT also at risk) and historically recovery from this performance dip 
takes some months.  The increase in cancer pressures (often large complex 
operations) is also resulting in an increased rate of cancelled routine elective to 
create operating space within the 31 and 62 day target periods; 

 Gastroenterology: this specialty is experiencing substantial increases in demand, 
and is subject to a specific STF demand management work stream; however at this 
stage no robust plan has been agreed within the healthcare community and the 
Trust is not confident that it can guarantee a significant improvement in 
performance at this time. 

3.2.15 The Trust and its system partners will continue to identify options to improve the RTT 
performance during 2017/18 in line with national planning guide ambition.  

3.3 Urgent Care 

Current Position 

3.3.1 The Trust has not met the 4 hour operational standard year to date, however 
performance in September and October has exceeded the revised internal 
improvement trajectory. Year-to-date performance (all types) was 85.3% at the end of 
October 2016. 

3.3.2 The RUH continues to work with NHS Improvement and the Emergency Care 
Improvement Programme (ECIP) in the development and delivery of the Trust’s 4 
Hour Improvement Plan.  Monthly scheduled meetings are ongoing in additional to 
reporting through the A&E Delivery Board. 

Looking Forward 

3.3.3 There is a robust governance and assurance  framework for the delivery of the RUH 
4 Hour improvement programme (refer to diagram 1) this is principally made up of: 

 Weekly Urgent Care Action and Review Group – aims to provide challenge and 

pace to delivery of the agreed actions within the improvement programme; 

 The RUH Urgent Care Collaborative Board is responsible for the programme and 

reports monthly to both Management Board and  Board of Directors; 

 Fit for the Future Board provides  detailed additional Non-Executive Director  level 

challenge to the improvement programme; 

 A&E Delivery Board focus on implementation of the national A&E improvement 

plan required to support performance recovery; BaNES CCG leads an 

improvement plan; 

 ORCP funding  - impact assessment required by the A&E Delivery Board; 

 Monthly Tripartite meetings, chaired by NHS Improvement & NHS England and 

attended by BaNES and Wiltshire commissioners and RUH executive/senior 

management team. 

3.3.4 The RUH 4 hour improvement programme focuses on the following key areas for 
delivery: 

 Ambulatory Care – increasing the number and complexity of patients seen on a 

daycase basis, as an alternative to inpatient admission; 
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 SAFER – efficient management of inpatients, with a focus on minimising delays; 

 Discharge – timely, safe and efficient discharge of all patients, whether returning 

to their usual place of residence or moving in to a community service. 

Delivery of these areas is via the Front Door Group, Specialty Group and Discharge 
Board.  Key performance indicators (KPIs) have been considered for each of the 
three key delivery areas and schemes within these.  In addition the NHS 
Improvement KPIs for daily reporting have been included for daily, weekly and 
monthly monitoring.  Diagram 2 shows the current work streams underpinning the 
key areas, which will change as the schemes deliver and new schemes are added. 

3.3.5 Programme infrastructure is in place to oversee delivery of the internal Trust 
improvement plan. The quantified benefit of the actions being taken has been profiled 
into the four hour trajectory submitted in our technical appendix. This trajectory is 
based on historical trends and reflects a current assessment of Trust improvement 
plans. These plans (and trajectory) are subject to further discussion through the A&E 
Delivery Board and the Trust position is that a revised performance trajectory for 
2017/18 will be agreed through that group. 

3.3.6 The existing Trajectory does not yet include commissioners’ actions to improve flow, 
either through demand management or investment of resource in the community to 
improve pull from acute beds. Some information has been shared by commissioners; 
however the detailed modelling of the impact of these schemes has not yet been 
discussed and signed off at the A&E Delivery Board.  Discussions will progress 
through the A&E Delivery Board in Q4 2016/17, to include the expansion of the 
Delivery Dashboard to include the tracking and measurement of the various system-
wide actions.  The A&E Delivery Board will also play a part in identifying what 
additional resource will be deployed across the system to manage seasonal 
pressures. The RUH is working closely with Virgin Care to understand their plans for 
the development of community services in BaNES. 

3.3.7 As part of 2017/18 contracting, BaNES and Wiltshire CCG have highlighted their 
intention not to reinvest Marginal Rate Emergency Tariff (MRET) monies with the 
Trust.  Unlike in previous years, they will look to invest this money in schemes in the 
community to reduce non-elective activity.  The MRET monies underpin some of the 
Trust’s current NEL capacity (including some of its 7 day working capacity), so the 
effect of this change (including any adjustment and disinvestment in internal capacity 
required) will need to be worked through.  We have not yet had details of 
commissioner plans for MRET investment in the community but once available, these 
adjustments will need to be reflected in our ED improvement trajectory.  
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RUH Urgent Care & System Governance Structure 

 

3.3.8 The Head of Medicine and the Divisional Manager for Medicine also sit on the STP 
Urgent and Emergency Care workstream, ensuring that the RUH UCCB and STP 
workstreams are aligned. As noted in 3.3.4, Ambulatory Care has been identified as a 
priority for both the STP and the RUH. 

3.4 Performance Management Framework 

3.4.1 In recognition of the increasingly challenging environment in which the Trust is 
operating, and in response to the Single Oversight Framework, the Trust’s 
Performance Management Framework (PMF) was revised in June 2016.  

3.4.2 The PMF aims to foster a culture of responsibility and accountability at all levels in 
the Trust. Members of staff need to know what is expected of them and what part 
they play in the Trust’s success. The PMF is as much concerned with encouraging 
good performance as well as identifying and managing poor performance. 

3.4.3 The PMF sets out a framework for all areas of Trust performance, ensuring a 
consistent approach is taken in addressing areas of concern. This includes but is not 
limited to: 

 Quality and safety of patient care 

 National/ local standards and targets 

 Financial objectives 

 Business objectives 

 Organisational performance 

 Service delivery at speciality level 

 Clinical governance and risk management 

 Cost effectiveness of services 

 Individual and team performance 



 

13 | P a g e  
 

3.4.4 The PMF sets out the roles, responsibilities and support available for both 
Specialty/Department Triumvirate teams and for Divisional Boards, along with the 
escalation and reporting mechanisms for performance issues: 

 

3.4.5 The PMF also established the Operations Improvement Team, which works to 
support Divisions when a performance issue is identified and the Divisional Teams 
have identified a capability gap. Three Operational Improvement Leads will have the 
capability and capacity to support service improvement and change initiatives that 
are required for operational delivery.  

3.4.6 The Operations Improvement Team is led by the Deputy Chief Operating Officer. The 
Deputy Chief Operating Officer and Deputy Director of Nursing work together to 
ensure operational service improvement and quality improvement work across the 
Trust are effectively allocated and managed. 

3.4.7 The Trust has also established a number of service improvement Executive Led 
forums that will support performance delivery across the Trust, but that are not part of 
the formal performance management framework.  

3.4.8 These include; Urgent Care Collaborative Board, Fit for the Future Board, RTT 
Steering Group, Outpatient Improvement Group, Discharge Programme Board, C Diff 
Improvement Group, Strategic Workforce Committee, Contract Review Board and 
Quality Board. These forums support further detailed analysis and challenge which 
will supplement the Management Board and performance review discussions.  

 

  

cancellations has affected theatre utilisation during July. 

used in their areas.

RUH Performance Framework:
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4 Quality 

4.1 Quality Priorities 

4.1.1 The Trust has a clear ambition to be recognised for delivering the highest quality of 
hospital care and to ensure patient safety and quality are at the heart of everything we 
do. We have already made significant progress to improve safety and quality but 
recognise there is further work to be done. 

4.1.2 The Trust’s Quality Improvement Strategy focuses on improving our structures and 
systems to support safer practice and enable improvements in standards and 
effectiveness, leading to the best outcomes for patients. The strategy details key areas 
of focus for the Trust and supports the delivery of the annual Quality Account priorities 
and commissioning for quality and innovation (CQUIN) schemes. 

4.1.3 The strategy is centered on the following five objectives: 

 improve patient safety 

 improve patient outcomes 

 improve patient and carer experience 

 integrate quality improvement, service development and innovation 

 strengthen quality governance 

4.1.4 In order to achieve the ambitions the Board of Directors annually agrees a portfolio of 
priority objectives; the 2016/17 priorities are detailed below in the Triangle for Quality 
Improvement. The priorities are aligned with the quality priorities of national and local 
commissioners and the Academic Health Science Network, the findings of local patient 
/ public representative bodies and internal areas of importance to ensure a joined up 
approach across the health economy.  

4.1.5 Work to develop the quality priorities for 2017 – 2019 is underway. The six patient 
safety priorities will be informed by local intelligence from incidents and Serious 
Incidents, along with national priorities such as CQUINS. The focus for these priorities 
will be on actions to reduce the risk of harm.  

4.1.6 Executive sponsored projects are being developed with reference to national initiatives 
including CQUINs, the Sign Up for Safety campaign and the ACHS collaborative. 
Divisional priorities are chosen by the three clinical divisions, and are formed from 
local intelligence and the Divisional risk registers. 

4.1.7 In addition this year’s quality priorities will also reflect the emerging STP priorities. We 
recognise that many of the STP priorities – for example the work on improving urgent 
care services – will have a direct benefit on the quality of care provided by the RUH.  

4.1.8 The 2017 – 2018 quality priorities will be debated and agreed by the Board of Directors 
on 22 February 2017. 
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4.2 Care Quality Commission (CQC) 

4.2.1 A key focus for the Trust in 2017 – 2019 will be implementing the improvement plan 
developed following the CQC visit to the Trust in March 2016. The inspection focused 
on eight core services at the Royal United Hospital: 

 Urgent and Emergency Care 

 Medicine (including older people’s care) 

 Surgery 

 Critical Care 

 Maternity and Gynaecology 

 Children and Young People’s Services 

 End of Life Care 

 Outpatients and Diagnostic Imaging 

4.2.2 The CQC rated the Trust overall as ‘requires improvement from its announced 
inspection to the RUH in March 2016. While disappointed with the overall rating, the 
Trust recognises the need to continue to improve the quality and safety of care for our 
patients, families and carers, and welcomes the opportunity to use the CQC’s findings 
to do so. 

4.2.3 The Provider Report also identifies many areas of good and outstanding practice 
including end of life care and the kindness and compassion of staff which led the CQC 
to give an ‘outstanding’ rating for the caring domain for the Trust. 

  

     3 
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Royal United Hospital Bath 

 

Royal National Hospital for Rheumatic Diseases 

 

Royal United Hospitals Bath NHS Foundation Trust: Provider Level 

 

4.2.4 Of the 55 indicators represented by the core services and CQC domains: 

 3 rated as ‘outstanding’ 
 36 rated as ‘good’ 
 14 rated as ‘requires improvement’ 
 2 indicators were not rated as the CQC did not have enough evidence to award a 

rating 
 

4.2.5 The CQC identified that five of the fundamental standards were not met and have told 
the Trust what action must be taken to meet these. The standards are: 



 

17 | P a g e  
 

 Regulation 9: Person-centred care 
 Regulation 12: Safe care and treatment 
 Regulation 15: Premises and equipment 
 Regulation 17: Good governance 
 Regulation 18: Staffing 

 
4.2.6 The majority of the compliance and ‘must do’ actions identified in the Provider Report 

relate to Critical Care, Urgent and Emergency Services and Medical Care, reflecting 
the ‘requires improvement’ rating for each of these core services.  

4.3 CQC Improvement Plan 

4.3.1 Following the CQC visit, the Trust has developed a CQC Improvement Plan to address 
the areas for improvement identified during the March 2016 visit. 

4.3.2 The Plan, which has been accepted by the CQC, sets out in detail the actions planned 
in to 2017 to address the areas of improvement identified by the CQC. The majority of 
these actions relate to Critical Care, Urgent and Emergency Services and Medical 
Care (including older people’s care), reflecting the ‘requires improvement’ rating for 
each of these core services  

4.3.3 Each action has been RAGB (red, amber, green, blue) rated to indicate whether the 
actions are progressing according to the timescales identified in the improvement plan. 
The comments / action status column has been updated to reflect progress towards 
implementing the actions. 

4.3.4 Delivery of the plan is monitored by Quality Board monthly and by Management Board 
on a quarterly basis. To date the Trust has made good progress against the actions 
set out in the plan. 

4.3.5 The Trust will continue to work with the CQC in 2017 – 2019 to continue to improve 
and develop our services. The Trust will scrutinise the Intelligent Monitoring Report 
produced by CQC and address areas of concern if / when they arise. Additionally the 
Trust has developed a positive working relationship with the local CQC team leader 
who meets quarterly with the Director of Nursing and Midwifery and Chief Executive to 
review any issues or concerns and to share information. Information regarding 
incidents, complaints and the associated learning is regularly exchanged with the local 
inspector to support this work. 

4.4 Quality Governance 

4.4.1 The Quality Improvement Strategy and Patient and Carer Experience Strategy 
underpins the Trust’s work to deliver the CQC regulatory (fundamental) standards 
across the domains of safe, caring, well led, responsive and effective services. 
Compliance with the standards is monitored through an established programme of 
ward visits (in and out of hours), clinical audits and observations of care. 

4.4.2 A ward and outpatient accreditation programme which includes ward visits has been 
developed to provide assurance and ensure standardisation across all areas.  

4.4.3 In addition in 2016 the Trust has adopted the NHS Institute for Innovation and 
Improvement 15 Steps Challenge methodology. During August 2016 observational 
visits were planned daily over a 2 week period to 38 RUH clinics across 5 sites.  
Visiting teams comprised of patients, patient representatives, clinical and 
administrative staff, Executives and commissioners from NHS B&NES and Wiltshire.  
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Patient, families and carers visiting outpatient clinics were also surveyed to understand 
their experience. The information gathered has been used to develop an improvement 
plan for outpatient services; delivery of the plan will be monitored by the Outpatient 
Improvement Group during 2017. 

4.4.4 The Director of Nursing and Midwifery is the executive lead for quality. In addition, the 
Medical Director chairs Quality Board and reports to assurance and management 
groups. The Trust Board engages with frontline staff through regular executive visits to 
inpatient and outpatient departments. Patient stories are presented to Trust Board 
every month by clinical teams and divisional teams report to Trust Board on progress 
with their improvement programmes. 

4.4.5 All service lines are empowered to own their clinical governance and quality 
improvement programmes. During 2016/17 the clinical governance specialty leads 
have strengthened and standardised the specialty and divisional governance 
structures to embed quality improvement and learning; this has been supported by 
learning from the CQC visit in March 2016. 

4.4.6 Quality risks are escalated through established governance structures and, where 
applicable, logged and tracked on the Trust Risk register. The top three risks identified 
to the quality of care are: Right Patient, Right Bed; Patient Records; Safer Staffing.  

4.5 Workforce Development 

4.5.1 In order to deliver our Quality Improvement Strategy, the Trust needs a workforce that 
is able to recognise the need for change and capable of delivering improvement. Our 
aim is that all our employees practice continuous quality improvement, respond well to 
change, embrace initiatives, are open to and generate new ideas and encourage 
forward thinking. 

4.5.2 To empower and support staff to embrace continuous learning and personal 
development a quality improvement training programme has been established, based 
on the Quality Service Improvement and Redesign train the trainer course developed 
by NHS Improving Quality. This four day course has already been delivered to over 66 
members of staff, with further cohorts planned. The course aim is to develop core 
quality and service improvement skills through the use of practical tools.  

4.5.3 In addition, the Trust participated in 2015/16 in the AHSN FLOW programme, with six 
members of staff receiving training, development and ongoing support from Sheffield 
Teaching Hospitals NHS Foundation Trust to lead improvement programmes looking 
at efficiency, flow and patient and staff experience for three pathways: 

 Frailty 
 Bilary  
 Elective gynaecology 

4.5.4 During 2017/18 the RUH FLOW coaches will work with teams from both within the 
RUH and from other organisations to roll out the methodology; a number of other 
Trusts have already expressed their interest. 
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4.6 Patient and Carer Experience 

4.6.1 The Patient and Carer Experience Strategy sets out the Trust expectations and 
standards to improve patient experience, working with the Patient and Carer 
Experience Group (PCEG). This group is chaired by the Director of Nursing and 
Midwifery and includes patients, carers, key RUH staff and partners from community 
organisations (carer support groups, local ethnic minority associations). There is an 
annual work plan and the outputs from the PCEG are reported to Quality Board on a 
quarterly basis.  

4.6.2 The ‘See it my way’ programme uses a range of tools and experiential techniques to 
support staff learning and will continue in 2017 - 2019. It has proved a successful tool 
in encouraging staff to understand and appreciate services from the perspective of a 
patient and to recognise the wider impacts of service failure. This learning is shared 
across the Trust and is actively promoted with all staff.  

4.7 2017 Seven day services 

4.7.1 The Trust has made good progress on implementing the clinical standards for seven 
day services recommended by Sir Bruce Keogh. Results of the September 2016 NHS 
IQ Seven Day Service Self-Assessment tool suggest that the Trust benchmarks close 
to the national and South West indicators for the four priority standards.  

4.7.2 Senior clinicians, led by the Medical Director, meet monthly to review clinical outcomes 
data including mortality rates.  

4.7.3 Going forward, the Trust will continue to build on the progress that has been made, 
with a focus on ensuring that future developments both within the Trust and across the 
STP support the move towards seven day services. This is particularly critical given 
the reduction in MRET funding to the Trust in 2017/18; BaNES and Wiltshire CCG 
have notified the Trust of their intention not to reinvest MRET monies with the Trust. 
MRET funding currently supports a number of OOH urgent care services. The Trust 
awaits details of how MRET monies will be invested in the community.  

4.7.4 During 2017 – 2019, the Trust will: 

Timely consultant review 

 Continue developing the Medical Emergency Ambulatory Care service and 
Emergency Surgery Ambulatory Clinic (ESAC) to increase the proportion of non-
elective patients seen through the service, increasing the number of patients seen 
within 14 hours of arrival and admission. 

 Expand the hours of the Geriatrician of the Day as part of the Frailty FLOW project, 
increasing the number of frail, elderly patients who receive a comprehensive 
geriatric assessment within 14 hours of arrival 

 Support the development of community-based ambulatory care services through 
the STP Urgent Care workstream 

Improved access to diagnostics 

 Deliver the RUH Radiology Five Year Plan, in response to continued growth of non-
elective and elective demand for radiology diagnostics 

 Review the weekend echocardiography service 

 As part of the wider STP review of Pathology, agree and implement revised 
arrangements for microbiology services 
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Consultant directed interventions 

 Further to the implementation in 2016 of a 24/7 nephrostomy rota, develop robust 
protocols for accessing specialist IR services out of hours. 

Ongoing review in high dependency areas 

 Focus on immediate changes to rotas which ensure patient review by consultants, 
supported by appropriate junior staff, throughout the seven days. 

 Maintained performance for patients requiring twice daily review (currently 100%). 

4.7.5 In addition, the Trust will  

 Develop Therapy weekend working, commencing with a consultation with 
physiotherapists and occupational therapists in 2017 on extending the current rota 
to deliver routine weekend working, in addition to the specialist therapy services 
already in place on weekends. 

 Support the redesign of pathways, focusing on improving the management of long 
term conditions. 

 Ensure that all future key developments can demonstrate a significant contribution 
to seven day working. 

 Routinely update the national toolkit for seven day working and utilise the 
benchmark function. 

4.8 Quality, Innovation, Productivity and Prevention 

4.8.1 The quality, innovation, productivity and prevention (QIPP) programme for 2017/18 – 
2018/19 is part of the ongoing programme of improving quality and reducing cost, 
aiming to achieve best value for our patients from the resources available. 

4.8.2 Every clinical and corporate team is support to develop their own QIPP plan, with a 
view to achieve efficiencies through continual service and productivity improvement. 
These specialty level plans include the roll out of best practice, elimination of waste 
and unnecessary variation and the introduction of innovative ways of working within 
teams. Teams access support from the Operational Improvement Team to develop and 
implement plans; in addition, the OIT can help teams access specialist support from 
across the Trust, for example finance support for benchmarking or Business 
Intelligence Unit support to analyse data.  

4.8.3 All projects are developed and assured through the OIT and are subject to a Quality 
Impact Assessment (QIA), reviewed by the Medical Director, Director of Nursing and 
Quality Board. Projects are not approved or developed further unless the QIA shows a 
neutral or positive impact on quality.  

4.8.4 The QIA process identifies potential quality risks which can be mitigated. Key quality 
indicators are established which are regularly reviewed and ongoing monitoring is 
through Quality Board, Management Board and the Board of Directors. The Fit for the 
Future Board, chaired by the Deputy Chief Executive, will support development and 
implementation of transformational change programmes 

4.8.5 The governance process has been developed taking into account guidance from the 
National Quality Board, Audit Commission, Monitor and feedback from internal audits.  

4.8.6 The STP will play an increasingly important role over the next two years in supporting 
teams to develop their QIPP plans. The Urgent Care and Planned Care workstreams 
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are key to improving flow through the health community, which will have benefits for 
the RUH. Collaborative work through the STP has also been an opportunity for teams 
to meet, share ideas and collaboratively develop plans with specialty teams in the 
other two Acute Trusts.  For example, the RUH Radiology Clinical Lead is working with 
her colleagues at GWH and SFT to develop revised protocols for GP direct access for 
musculoskeletal MRI which will be an important opportunity to manage growing 
demand for the service.  

4.9 Triangulation of indicators 

4.9.1 The Trust regularly triangulates indicators covering quality, workforce and finance. The 
Trust Integrated Operational Performance Report is collated monthly and 
encompasses the Monitor risk assessment framework, financial risk rating, workforce 
indicators and quality metrics. The metrics are categorised into the five CQC domains, 
enabling the data to be easily triangulated. 

4.9.2 The performance report is reviewed monthly in Quality Board, Management Board and 
Trust Board meetings. Metrics identified as underperforming against the target 
threshold are reviewed, with key points and actions outlined to provide assurance.  

4.9.3 Ward-level indicators are also reviewed regularly. A ward dashboard is accessible to all 
staff via the Trust business intelligence tool, enabling nurses, matrons and other ward 
staff to compare key quality, workforce and finance metrics grouped into the CQC 
domains. A ward triangulation report is compiled monthly, presenting information on 
metrics including complaints, falls, pressure ulcers, sickness, staffing incidents and 
safer staffing fill rates. An exception report is presented at Quality Board, summarising 
issues and ongoing actions to improve the quality of care.  

  



 

22 | P a g e  
 

5 Workforce Planning 

5.1 Approach to workforce planning 

5.1.1 Workforce planning is used in three ways within the Trust – operationally to deal with 
immediate problems, tactically as part of the annual business planning cycle and 
strategically in support of the Long Term Financial Model (LTFM) five year plan. 

5.1.2 A robust infrastructure is in place to address immediate operational workforce planning 
problems and a Trust-wide perspective of the success of this approach is provided by 
the Well Led section of the monthly Operational Performance Report to Management 
Board and the Board of Directors. 

5.1.3 With a focus predominantly on workforce redesign and supply to support future care 
models in line with the Five Year Forward View, the Trust has appointed a Physician 
Associate to join one of the Medical teams, and has been approved as a pilot site for 
the Nurse Associate role, which will begin in Spring 2017 with the appointment of 15 
WTE staff.   

5.1.4 The Trust continues to work closely with Health Education England South West to 
commission both undergraduate and postgraduate training placements and also to 
ensure that a robust Continuous Professional Development framework is in place to 
maintain our existing workforce skill set. 

5.1.5 The Trust will continue the work started in 2016 to develop workforce plans in 
collaboration with BSW STP partners. 

5.2 Governance 

5.2.1 The Medical Director and the Director of Nursing and Midwifery each chair respective 
workforce planning groups and have consequently both been actively involved in the 
development of the Trust workforce plan. The plan will be signed off at Trust Board 
prior to implementation in April 2017. 

5.2.2 The Trust workforce plan is derived from detailed specialty plans drawn up by the 
speciality teams, which include the clinical lead, quality lead, nursing, management, 
finance and HR. These are collated as part of the business planning process which is 
designed to ensure links are made between the QIPP programme, workforce plans 
and the Trust’s strategic and operational plans. 

5.2.3 Processes are in place to review and identify potential impact and risks through the 
QIPP PMO, Quality Board and the Strategic Workforce Committee. A range of 
indicators are reviewed, including national benchmarking, NICE Guidance, National 
Quality Board criteria, staff and patient FFT and survey results, workforce modelling 
and workforce key performance indicators (KPIs). 

5.3 Strategic context 

5.3.1 Our workforce are our greatest asset and our greatest cost. It is the responsibility of 
the Executive Team to drive performance against key performance indicators and 
programmes. However, this cannot be achieved in isolation and it is essential that key 
targets, programmes, projects and actions permeate through every level of the 
organisation so that everyone understands what is expected of them and the part they 
play in the overall success of the Trust.  
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5.3.2 Steps such as the development in 2016 of the Trust’s values, which involved engaging 
with almost a 1000 members of staff and patients, and the subsequent implementation  
of ThanksBox, an online social media application which allows private and public 
messages of thanks to be sent by members of staff, reflect the Trust’s commitment to 
engaging with our workforce. This work will continue in 2017 – 2019, with a particular 
focus on engaging staff with the development and implementation of the STP priorities.  

5.3.3 The workforce plan is consistent with commissioning intentions and is based on formal 
dialogue between senior clinicians, senior managers and lead commissioners via the 
STP and other routes. It is underpinned by the development of Service Line Reporting, 
and examination of benchmarks including Carter reporting, which has supported the 
identification of areas where costs are higher than expected or levels service 
contribution threaten long term sustainability.  

5.3.4 Throughout this process, the Trust’s three strategic ambitions have acted as a 
framework in supporting these clear linkages: 

System Leader – reflecting the growing role that Trust must play in leading 
partnership working across the local health economy  

Hospital Without Walls – recognising that new clinically and cost effective models 
may mean Trust clinicians working either directly, or through partnership, in a 
community setting or in people’s own homes to provide services, particularly in areas 
such as chronic disease management 

Provider of Choice – promoting the ongoing brand development of the Trust as an 
innovative and caring organisation that exceeds its contractual and statutory quality 
requirements. 

5.3.5 Triangulation of the workforce plan with financial and activity plans through the monthly 
Integrated Performance Report ensures the workforce plan is consistent with activity 
and financial plans. Additionally the Trust has a register of risk against the workforce 
plan, underpinned by a reliable monitoring system. 

5.4 STP workforce plans 

5.4.1 Over the next two years, the Trust will build on the work started in 2016 to develop 
workforce plans in collaboration with BSW STP partners. 

5.4.2 The STP represents an opportunity to develop the workforce at scale, working with 
partner organisations to train, develop and recruit staff to meet gaps in the existing 
workforce. The STP-wide coaching register will help develop leadership capacity within 
organisations to develop and take forward far reaching changes to clinical models.  

5.4.3 The Trust is working with the BSW STP Workforce group to develop a set of workforce 
principles which will be used to inform the development of new models of care across 
the STP. The principles, currently being drafted, will reflect the need to ensure a 
flexible, skilled workforce who have the capacity and capability to work in new ways. 

5.4.4 The principles will also reflect the work ongoing to improve the health and wellbeing of 
the STP workforce; this work is allied to the RUH Health and Wellbeing Strategy 2016 
– 2021. The strategy describes The Trust’s aims for a healthy organisation with 
engaged and positive employees, communicates to all employees the Trust’s 
commitment to support their health and wellbeing and provides an overview of current 
health and wellbeing activities. 
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5.4.5 The use of the WRaPT (Workforce Repository and Planning Tool) system will provide 
analysis and modelling of workforce information across the STP, supporting the 
development of workforce plans and new clinical models. 

5.4.6 In addition, the Trust is working with STP partner organisations to identify opportunities 
for greater collaborative working to release efficiencies in transactional HR services; 
plans will be finalised during 2017. 

5.5 Transformation and productivity 

5.5.1 The Trust currently employs a total of 5,102 staff, this equates to 4,311 whole time 
equivalents (WTE) whom are geographically dispersed across 7 sites. 

5.5.2 The workforce projections for 2017/18 have been developed within each clinical 
division as part of the operational planning process. These workforce plans take into 
account the known cost improvement schemes, transformation schemes and service 
developments and are reflected within our financial plan.  

5.5.3 During 2017/18 the Trust will work closely with training and education partners such as 
the Bath Care Academy and University West of England. This will ensure that the 
workforce remains appropriately skilled and supported, is able to meet the 
requirements of our transformation programmes and supports the new requirement for 
the revalidation of nursing staff. 

5.5.4 The workforce strategy and plans ensure that the staff know that we are an 
organisation that will help develop and build their professional skills and in which they 
feel valued, even at times of organisational change and financial austerity. The aim is 
to ensure that there is a sustainable highly committed workforce with strong staff 
engagement. The Trust will do this through investing in the workforce as individuals, 
supporting their health and wellbeing and recruiting on a value-based culture to ensure 
the appropriate behaviours. 

5.6 E-rostering and reducing reliance on agency staffing  

5.6.1 The Trust has a Rostering Policy which clearly documents the process of how the 
permanent workforce should be rostered and how additional temporary resources 
should be engaged. Staffing levels are reviewed daily by the senior nursing team and 
the use of the Roster Pro e-rostering system across all ward areas supports the 
effective rostering of all nursing staff. 

5.6.2 The Trust’s approach to workforce establishment control and reconciliation between 
finance and workforce reporting systems is evidenced within the Finance Report and 
the Well Led section of the Integrated Operational Performance Report, both 
presented monthly to the Trust Board. In addition, workforce and finance information is 
reviewed each month at divisional performance meetings. These are attended by 
finance and HR representatives and chaired by the Chief Operating Officer. 

5.6.3 Workforce flexibility is essential to the delivery of the workforce plan. It is achieved 
through proactive job planning, contractual flexibility within the employment 
relationship, an active in-house bank covering all staff groups and the deployment of 
pool nurses at times of peak activity. The success of this approach is predicated by 
high levels of staff engagement, as demonstrated by our staff survey results. 

5.6.4 Since April 2014, monthly reports have been presented to the Trust Board detailing 
staffing capacity and capability, ward staff numbers set against agreed levels, the 
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reasons for any gaps, actions being taken to address these and the impact on key 
quality and outcome measures. This will continue in 2017 – 2019. 

5.6.5 Since October 2015, monthly reporting has also included performance against the 
NHSI control ceiling for agency costs. The Trust has consistently been within the 4% 
ceiling during 2016/17; this ceiling will reduce to 3% from 2017/18. 

5.6.6 The Nursing Recruitment and Retention group has a detailed Recruitment Action Plan 
and Retention Action Plan with many successful initiatives to recruit and retain 
registered nurses, reflecting the Trust’s focus on minimising nursing workforce gaps as 
a key priority to reduce reliance on agency staffing and ensure that the workforce is 
able to deliver safe and effective patient care.  

5.7 Alignment with Local Education and Training Board plans 

5.7.1 Active membership of the Local Education and Training Board by both the Director of 
HR and Associate Director of Learning and Development ensures that the Trust is able 
to influence its long term workforce supply needs. Workforce plans have been 
communicated to the Local Education and Training Board and agreed as the basis for 
the commissioning of education and training in 2017-19 and beyond. 

5.7.2 During 2016 the Trust has been part of a successful partnership bid which covers both 
the BSW and Bristol STP footprints to be a test site for Nurse Associates. The 
University of the West of England (UWE) will provide the formal education 
requirement; it is expected that the Trust will therefore be able to support the training of 
around 15 Nurse Associates to start their training in Spring 2017.  

5.8 Workforce initiatives 

5.8.1 Building on the Trust’s commitment to staff to provide support and opportunities to 
maintain their health and wellbeing, our Health and Wellbeing Strategy was launched 
in April 2016. The strategy reflects the recommendations detailed in Delivering the 
Forward View (2016-21) and describes the Trust’s ambitions for a healthy organisation 
with engaged and positive employees, underpinned by a commitment to Public Health 
England’s Workplace Wellbeing Charter. 

5.8.2 Supporting the organisations plans to develop, retrain and retain a workforce with the 
right skills and behaviours to deliver our vision for transformed care, the Trust has 
successfully launched new Trust values: 

 Everyone matters 

 Working together 

 Making a difference 

 

5.8.3 The values and the associated underlying behaviours will continue to be embedded 
over the next year. These are being integrated into Trust induction, appraisals, 
recruitment and performance management processes and procedures. 

5.8.4 In conjunction and support of the Nursing and Midwifery Strategy, the Lead Nurse for 
Workforce Development and Education is developing a Nursing Workforce Strategy 
that will describe these skill mix changes and future direction from 2017 to 2020.  
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5.9 Achieving appropriate staffing levels 

5.9.1 In line with national guidance, detailed reviews of nursing staff using evidence-based 
tools take place bi-annually using National Institute for Health and Care Excellence 
accredited tools.  

5.9.2 Following the review, a paper is compiled covering the following points: 

 Differences between current establishment and recommendations following the use 
of evidence-based tool(s) such as Birthrate Plus, Safer Nursing Care Tool, 
Cassandra, Alexa Caseload Tool, and Hurst 

 Allowances made in establishments for planned and unplanned leave  

 Demonstration of the use of evidence-based tool(s)  

 Details of any element of supervisory allowance that is included in establishments 
for the lead sister / charge nurse or equivalent  

 Evidence of triangulation between the use of tools and professional judgement and 
scrutiny  

 Current skill-mix ratio and recommendations for adjustments 

 Details of plans to finance any additional staff required  

 Differences between the current staff in post and current establishment, and details 
of how this gap is being covered and resourced 

 Details of workforce metrics – for example data on vacancies (short and long term), 
sickness / absence, staff turnover, use of temporary staffing solutions (split by bank 
/ agency / extra hours and over-time) 

 Key quality and outcome measures – for example, data on serious incidents, Safety 
Thermometer, healthcare associated infections, complaints, patient experience / 
satisfaction and staff experience / satisfaction 

5.9.3 The paper makes clear recommendations to the Board and evidence of sustained 
improvements in the quality of care and staff experience is considered regularly 
through the use of both the patient and staff FFT. 

5.10 Assessing workforce risk areas 

5.10.1 The Quality Board, including the Trust’s Medical Director and Director of Nursing and 
Midwifery, review performance against a range of KPIs and risks, triangulating data 
monthly. 

5.10.2 Staff feedback is sought via the FFT and Staff Survey. Both schemes are used to 
identify areas for further initiatives, as well as to demonstrate the positive impact of 
clinically led service transformation on staff satisfaction and engagement. 

5.10.3 Workforce specific risks are logged on the Trust Risk Register and reviewed at each 
Strategic Workforce Committee meeting (subcommittee of Management Board), in 
addition to regular reports to the Trust Board. 
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6 Financial Planning 

6.1 Financial Forecasts and modelling 

6.1.1 2017/18 is set to be a financially challenging year for the RUH. After several years of 
strong financial performance the Trust is faced with a changing financial environment 
(In previous years surpluses have been delivered through strong delivery of savings 
and efficiency programmes, and the continuation of robust cost control processes). 
The financial position of local commissioners has changed during 2016/17 leading to 
greater instability within the local health economy which has impacted on the Trust. 
This is evidenced by our strong reference cost position, and our comparative financial 
position to date. 

6.1.2 The delivery of savings has become more challenging due to the changes experienced 
in patient flow through the hospital particularly pressures faced within urgent care. The 
balance between capacity and demand within the hospital has changed as increases 
in urgent care demand have impacted on the capacity to deliver elective care and the 
Trusts ability to effectively deliver more with a lower resource base.  

6.1.3 Whilst the NHS has recognised the challenges and started the sustainability and 
transformation planning this is taking some time to come to fruition and therefore there 
remains heavy reliance of provider efficiency for at least 2017/18. 

The Table below shows the level of efficiency delivered in recent years and the 
anticipated requirement in 2017/18 and 2018/19. 

 

 14/15 15/16 16/17 17/18 18/19 

Turnover £261.1m £290.9m £325.6m £324.6m £326.6m 

QIPP Target £11.3m £14.1m £14.8m £7.8m £13.9m 

QIPP 
delivery 

£9.7m £12.3m £12.9m Tbc Tbc  

% delivery of 
turnover 

3.7% 4.2% 4.0% 
(forecast) 

2.4% 
(planned) 

4.3% 
(planned) 

During 2016/17 Sustainability and Transformation funding was released to improve the 
financial position of the provider sector subject to delivery of a financial control total 
and an element related to certain performance measures. For the RUH the table below 
shows the STF and the required control total during the planning period. 

 

 2016/17 2017/18 2018/19 

General STF  
£8.8m £7.8m £7.8m 

Control total 
£9.7m  £12.8m £12.8m 

Surplus net of 
STF £0.9m £1.3m £1.3m 
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6.1.4 The financial assumptions contained within this operating plan, at the date of 
submitting the plan, are still subject to change given the current contracting position. 
Through the majority of contracts have been agreed for 2017/18 there remain 
outstanding issues with the Specialised Commissioning group and clearly any 
significant differences between the income, activity and QIPP assumptions could have 
a consequential impact on expenditure and the overall Trust savings programme 
(QIPP). 

 
I&E position summary for 2017/18 

 £m 

Income  324.6 

Expenditure (308.3) 

Financing Charges (3.5) 

Surplus plan 2017/18 (12.8) 

*figures in the table above includes STF but excludes donated income and 

deprecation  

6.1.5 The Trust is planning for the £12.8m surplus as per the control total issued on 1 
November; this excludes donated income and donated depreciation but includes 
gains/losses from asset disposals.  

This plan reflects: 

2016/17 Outturn 

6.1.6 The Trust is planning to achieve its 2016/17 financial plan; however in meeting the plan, 
there have been a number of technical adjustments and non-recurrent actions which in 
turn will increase the financial pressure in 2017/18. Of the total planned savings delivery 
of £12.9m in 2016/17, £0.8m is non-recurrent. Also due to a comprehensive revaluation 
of the Trusts asset base and a change in the methodology followed there was a 
reduction in the charge for depreciation of £2.5m which offset some of the operational 
pressures experienced during the year but has an impact on the cash available for 
capital spend. 

National efficiency requirement 

6.1.7 All NHS providers are subject to a national efficiency challenge each year, the Trust has 
modelled this at the 2% requirement, equating to c£5.5m for the RUH.  This includes an 
uplift for cost inflation, covering both pay and non-pay increases.  The pay increase 
includes the incremental changes on NHS pay scales and has been calculated based 
on staff currently in post at the RUH equating to c£1.7m, and the proposed 1% pay 
increase for all staff groups of £2.0m, giving a total pay increase of £3.7m. 

6.1.8 The Trust is pursuing a zero inflation policy with suppliers to reflect objectives set out in 
the Procurement Transformation Plan (PTP). Non Pay inflation has been calculated 
based on known increases in contracts where they are inflation linked. For Drugs the 
overall increase included in the plan totals 14% which includes elements of high cost 
drug growth and the inflationary impact.  
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6.1.9 Over the last five years the Trust had not seen the CNST premium increases year on 
year that other providers have reported. However during 2016/17 the charge was 
increased by 17% and for 2017/18 the Trust has had notification of a 40% increase in 
premium which equates to £2.1m. This has only been offset by a reduction in the 
original control total of £0.5m for the impact of CNST increase and creates a pressure of 
£1.6m within the financial plan.  

6.1.10 The Trust has modelled the 2017/19 Payment by Results tariff at the new HRG 
version 4 plus with overall the tariff to be uplifted by 0.1%. The control total has been 
adjusted for an anticipated gain from HRG 4 plus due to pricing changes and this is 
reflected within the plan; however there have been differences with commissioners  as 
to the impact of the uplift related to the introduction of HRG 4 plus. 

Other Pressures 

6.1.11 The plan assumes an impact from the introduction of the Apprenticeship levy during 
2017/18. Though difficult to quantify an assessment has been made of the likely impact 
while detailed guidance is awaited.  

6.1.12 The potential impact of the revised Junior Doctors contract has also been factored 
into the plan at an anticipated level. A reserve has been created to ensure resource is 
available when the full implications of the contract implementation are understood.  

6.1.13 Local pressures have been minimised within the plan due to the challenging financial 
picture. Agreed business cases have been included but any other pressures will need to 
be delivered through the efficiency programme and making better use of the Trusts 
available resources. 

6.1.14 The Trust has included c£3.3m reserves in the plan for 2017/18, this is a reduction of 
£1.7m from 2016/17, £2m for agency expenditure and £1.3m for marginal costs 
associated with activity growth. 

2017 – 2019 Contracting position 

6.1.15 Contracts with the majority of the main commissioners have now been agreed for 
2017/18. In order to reach agreement compromises have been made to reflect the 
overall commissioner affordability levels. A key assumption that has moved from the 
draft operating plan is that commissioner QIPP plans will deliver and reduce activity 
levels and required capacity within the hospital.  The plan assumes the impact of 
population growth will be offset by delivery of commissioner QIPP and therefore have no 
impact across the planning period.    

6.1.16 The concern for the 2017/19 contracting position remains the overall affordability of 
contracts for Commissioners, particularly BANES CCG who has indicated significant 
financial challenges going forward. The income assessment included with this plan from 
the RUH perspective is deemed to be prudent, and though there is an assumption that 
commissioner QIPP will deliver, it must be recognised there is a significant risk 
associated with this. The number of detailed schemes currently received by the Trust is 
low which reduces the opportunity to understand and quantify the anticipated reduction 
and likelihood of associated capacity reductions. At this stage Commissioners have 
indicated a figure in the region of £8m for commissioner www during 2017/18. 

6.1.17 Key assumptions include: 

 The Trust is anticipating receiving the whole funding allowance related to CQUIN 
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during 2017/19. 

 Due to the acceptance of the control total the income plan does not include any 
provision for contract sanctions. 

 The Trusts main local commissioners reinvested the non-elective marginal rate for 
2016/17 and the plan assumes the same level of reinvestment in 2017/19. However 
the local CCG’s have indicated they will not reinvest in 2017/19 leading to a reduction 
in commissioner income levels 

 Service developments and full year effects included with in the contract plan total 

£2.4m and include increases in capacity for Radiology and repatriation of some work 

to Respiratory. The FITNET trial is also included.  

 Changes in activity due to population growth have been included in the plan but the 

impact has been offset as the working assumption is that commissioner QIPP plans 

will deliver and mitigate the growth.  

6.1.18 The Trust has identified a demand and capacity gap but has not included this within 
the plan due to concerns around commissioner affordability, particularly in relation to the 
current projected RTT backlog (or expenditure associated with this).  

6.1.19 The resilience and capacity within the health economy sees no further deterioration. 
There are currently risks around the change in community service provider and the 
reduction in nursing and residential beds across the BANES community.   

6.1.20 The biggest risk remains the affordability for commissioners, in relation to expected 
outturn positions. Therefore there is risk to the RUH of imposed contract challenges 
given pressure for all parties to deliver financially sustainable plans. 

6.2 Efficiency Savings 2017/18 

6.2.1 The Trust has included c£7.8m of efficiency savings in the plan for 2017/18 (RUH 
QIPP). The overall QIPP plan is a continuation of a programme of improvement and 
efficiency for the Trust. The key drivers of the programme enable the Trust to achieve 
capacity to support the hospital in accommodating increased acuity and in some areas 
demand, and support the ongoing financial need to invest in infrastructure and estate. 

6.2.2 The RUH is already a financially efficient Trust, as demonstrated by the consistent 
reference cost index of below 90 and more recently the Lord Carter review. The 
Adjusted Treatment Cost (ATC) for the Trust was £0.90, which indicates that it is 
operating at level of efficiency 10% below the national average. The review highlighted 
potential savings opportunities of £16.8m, and though it has been challenging to get 
further detail on where the opportunities lie the Trust has been actively challenging the 
specialties highlighted as having the most opportunity to review practices and deliver 
greater efficiencies.   

6.2.3 The RUH QIPP programme for 2017/18 is focusing on the opportunities identified both 
by the Carter review and through a series of internal workshops. This will be monitored 
through the Fit for the Future Board, a formal subcommittee of the trust Board. To 
support the Fit for the Future Board the Trust has introduced a Hospital Transformation 
Board for Pharmacy, a Non Pay Governance Committee and is actively looking at how 
opportunities for back office rationalisation can be explored through working with 
partners within the local Sustainability and Transformation Planning footprint. There is a 
robust governance structure in place to ensure delivery of efficiencies is maximised in 
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year.  

6.2.4 The QIPP programme for 2018/19 increases to £13.9m to reflect the challenging 
financial environment and the low level of anticipated activity and income growth. This 
increase puts the efficiency requirement to c.4.4% which reflects the expectation that 
efficiencies across services will be delivered through the collaborative work within the 
STP footprint. The plan currently assumes a high level of unidentified efficiencies to be 
delivered from the STP work and the implementation of commissioner QIPP 
programmes. Due to the efficiency position of the Trust, as evidenced through the 
Reference Cost Index of 86 and ATC of £0.90, the delivery of further savings will 
become even more challenging in future years. Should the benefits from the 
transformational schemes across the STP not deliver and realise the required level of 
savings, the financial plan for 2018/19 will become unviable and result in a shortfall 
against the control total.   

6.2.5 Following several years of reductions, the Trust expenditure level of on agency staffing 
has increased during the 2016/17 financial year. Though still within the agency caps 
issued the increase has been a cause for concern and plans are in place to reduce 
expenditure over the planning period. Recruitment continues to pose a challenge 
particularly in nursing and junior Medical staffing within certain specialties. However, 
robust controls have been implemented to ensure agency spend is minimised. The Trust 
has been set a control total of 4% for agency staffing in 2017/19 and is planning on not 
exceeding the cap during the period of the plan.   

6.3 Capital planning  

6.3.1 The Trust’s capital programme for 2017/18 totals £35.2m, and includes funding from 
internally generated resources (depreciation and brought forward cash), the further draw 
down of the bridging loan associated with the RNHRD business case, the sale of the 
RNHRD site and donated income.  

6.3.2 The programme seeks to achieve a balance between maintaining and replenishing the 
asset infrastructure, reducing risk and improving the patient experience.  The Trust has 
been through a process of prioritisation using a weighted risk scoring methodology, 
which includes factors such as safety, capacity and sustainability/resilience. 

6.3.3 The key projects for 2017/18 and beyond include: 

 The start of the building programme for the new RNHRD and Therapies centre to 
relocate RNHRD services, £9.9m 

 Continuation of the EPR programme and wider digital investment £5.2m. 

 Ongoing strategic estates programme £4.6m.  

 Radiology replacement £2.2m. 

 Other medical equipment £4.0m 

6.3.4 The Trust strategic estates programme over the last 5 years has been to address the 
ongoing inefficiency of an aging estate and address backlog maintenance issues 
through a rolling site improvement programme.  The capital programme continues to 
plan on this basis, alongside looking to relocate the services provided from the RNHRD 
site and redevelop the north of the RUH site. 
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7.   Estates and IM&T 

7.1 RUH strategic estates programme 

7.1.1 As noted in 6.3.4, the Trust’s estates priorities are to: 

 Address the ongoing inefficiency of an aging estate and address backlog 
maintenance issues through a rolling site improvement programme. This has been 
aligned to clinical and operational priorities, for example the planned 
refurbishment of Ambulatory Care in Q4 2016/17 which will support delivery of 
Trust and STP plans to expand Ambulatory Care services. 

 Continue the RUH estates development programme, relocating services provided 
from the RNHRD site and redevelop the north of the RUH site. 

7.2 Estates redevelopment programme 

7.2.1 The RUH has an ambitious estates redevelopment programme which seeks to replace 
the northern part of the Royal United Hospital (RUH) site, and provide buildings to 
enable the transfer of services currently based at the Royal National Hospital for 
Rheumatic Diseases. 

7.2.2 The Outline Business Case, setting out the final phase of the programme, was 
approved by the Board of Directors in October 2016.  

7.3 Strategic context 

7.3.1 The key national drivers for the RUH redevelopment programme are: 
 potential patient pathway changes arising from the Five Year Forward View, 
 operational efficiency and productivity improvements arising from the Carter 

review,  
 service changes resulting from the national strategy Achieving World-Class 

Cancer Outcomes.  
 
7.3.2 The key national drivers for the RUH redevelopment programme are: 

 Sustainability and Transformation Plan which identifies targets for efficiency and 
productivity of the estate. The Trust is working with the STP estates workstream to 
understand the opportunities for estates rationalisation across the STP footprint, 
and to understand the implications of new pathway design for the estates 
redevelopment plan. 

 Trust’s estate strategy which seeks to clear backlog maintenance and improve the 
efficiency of estate,  

 RNHRD acquisition full business case which identified that services should be 
relocated from the Mineral Hospital. 

7.4 Estates redevelopment programme – investment and design principles 

7.4.1 Through the process of developing affordable designs for all services, the scope of 
what has always been a complex programme has both become clearer and been 
adjusted. The key changes in scope are: 

 

 The option to rationalise outpatient services across the site in order to re-provide 
outpatient services is no longer available since identified vacant space has been 
largely filled due to clinical service expansion. Therefore the space solution is 
either additional new build or significant refurbishment which is more expensive.  
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 The complexity of RNHRD services is now much better understood which has 
influenced the location and design of new accommodation.   

 During the RNHRD acquisition commissioners had indicated that they would be 
commissioning reduced activity for rheumatology and pain services, which has not 
been realised to date, rather activity has continued to increase. 

7.4.2 The following investment objectives will guide the design of the new estate. 
 

Investment Objective 1: 
Enhancement of the quality of services, service experience 
and service performance for patients and staff through 
improvements in the built environment.  

Investment Objective 2: 
Development of flexible facilities that support and enable 
the changing healthcare needs for the next 10 years and 
that deliver compliant services.  

Investment Objective 3: 
Improvement in the efficiency of services through sizing, 
location and design of the building, to promote redesign of 
patient pathways.  

Investment Objective 4: 
Creation of space within the existing estate to allow 
transfer of commissioned services from the RNHRD site by 
2017/18.  

Investment Objective 5: 
Overall reduction in costs to the Trust and health 
commissioners, including backlog maintenance.  

 

7.4.3 The following principles have been adhered to throughout the design process in order 
to ensure efficient use of space and minimise construction costs: 

 

 Refurbishment of existing buildings where possible to minimise new build 
requirement. 

 Sharing of clinical space with other adjacent services where possible and 
appropriate, for example CRPS and rheumatology clinic rooms, a combined 
biologics and pain intervention suite.  

 Where possible, merger of similar functions across different sites rather than re-
providing like for like, e.g. hydrotherapy pools, gyms, group rooms, office 
accommodation. 

 Provision of single use spaces only when a clinical need is agreed. 

 Greater use of group rooms rather than cubicles in therapies to maximise 
throughput within a space. 

 Expectation that services will expand into evenings and weekends should they 
require additional capacity. 

 Use of hot desks in staff offices wherever possible to minimise number of desks 
required. 

 No single offices. 
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7.5 Estates redevelopment programme – delivery 

7.5.1 The construction/refurbishment and commissioning programme has been carefully 
developed to support cash flow in the context of the total capital programme. It is 
spread across two 5-year capital plans. 

7.5.2 The key milestones for construction/refurbishment and commissioning for each 
service within the Redevelopment Programme are: 

 

Service 
Construction/ 
refurbishment 

Commissioning 

RNHRD & Therapies 
Centre 

May 2017 to October 2018 October to November 2018 

Demolition of RUH North 
phase 1 

December 2018 to February 
2019  

N/A 

Cancer Centre  March 2019 to March 2021 April to July 2021 

Oral Maxillofacial Surgery 
& Orthodontics 

April 2017 to January 2018 January 2018 

Bath Centre for Pain 
Services and patient 
accommodation 

Dependant on preferred option, in line with critical path for 
Mineral Hospital disposal  

  

Clinical measurement 
2018/19 date to be decided, not on critical path for Mineral 

Hospital disposal 

R&D Hub 
Dependant on preferred option, in line with critical path for 

Mineral Hospital disposal 

Paediatric chronic fatigue Complete 

Paediatric rheumatology Complete 

Infection Control  Complete 

Wiltshire Social Services Complete 

Patient Affairs Complete 

EAP Complete 

Endocrine & Diabetes 2022/23 2022/23 

MEMS and store 2023/24 2023/24 

Piazza 2022/23 

7.6 IM&T strategic context 

7.6.1 The RUH Digital Informatics Strategy 2015 – 2020, sets out a vision to equip the Trust 
with both the modern clinical records, corporate systems and technology infrastructure 
required to process information that both improves and proves the quality of care and 
patient experience delivered in an increasingly integrated health and social care 
economy. The strategy was refreshed in 2016, and is underpinned by the RUH Digital 
eHealth Roadmap, which sets out the steps identified to deliver the strategy. 

7.6.2 The strategy is aligned with the BaNES and Wiltshire digital roadmaps, which are 
being driven forward via the Digital workstream of the BSW STP. 
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7.7 RUH Digital Strategy eHealth Roadmap 

7.7.1 During 2017 – 2019, the Trust will deliver a number of milestones on the RUH Digital 
Strategy eHealth Roadmap, including: 
 Replacement of the current Emergency Department EPR with FirstNet, integrating 

ED with the rest of the hospital;  
 New Order Communications system to replace ICE within the RUH, reducing the 

use of multiple systems and supporting electronic authorisation of results; 
 Electronic prescribing and Medicines Administration (ePMA) improving the safety 

and efficiency of prescribing processes; 
 Roll out of mobile devices, enabling mobile working and care by the bedside 
 Replacement Telecommunications system, providing support for mobile working 

and allowing easier collaboration through video conferencing and desktop sharing 
capability. 

 Paperless Outpatients, improving the experience of staff and patients within the 
RUH outpatient departments. 

7.7.2 Working with STP partner organisations, the RUH will deliver increased interoperability 
of community IM&T systems such as SystmOne TPP, EMIS Web Viewer and Summary 
Care Record, supporting care closer to home. 

7.7.3 The RUH recognises the importance of supporting patients to manage their own care 
and live healthy lifestyles, and is working with the STP Proactive and Preventative 
workstream to develop and implement new ways of working which will support this. By 
2018, the RUH will introduce a Patient Portal, allowing patients to book and reschedule 
appointments and, critically, access key clinical information relating to their care, such 
as outpatient clinic letters and some test results. 

8 Membership and Elections 

8.1 Membership 

8.1.1 The Trust’s Membership aim is to ensure that the public is at the heart of everything 
that we do by recruiting a representative membership and engaging them in the 
development and transformation of their health services. The Board of Directors and 
the Council of Governors are committed to growing the Trust’s Membership and the 
jointly owned Public and Staff Membership Development Strategy 2015/16 sets out 
objectives to further develop an engaged membership.  

8.1.2 The Council of Governors’ Membership and Outreach Working Group regularly review 
Membership data and develop action plans for targeted Membership recruitment and 
engagement activity to increase membership amongst particular groups or localities.  

8.1.3 The Trust aims to increase its membership by at least 1,000 Public Members a year. 
The Membership target for 2016/17 was to achieve at least 11,000 Public Members by 
31 March 2017; to date 10,853 Public Members have been recruited, and the Trust is 
confident that the final target will be reached by year end. In order to achieve this 
target, the Trust carries out a number of membership recruitment initiatives throughout 
the year. Initiatives include attendance at local events (Fresher’s Fairs, student events, 
community groups), face-to-face recruitment campaigns, and internal recruitment 
drives.  

8.2 Engagement  
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8.2.1 The Trust has implemented a number of mechanisms to ensure regular engagement 
and communication with members. These include: 

 Members’ quarterly newsletter (Insight magazine) 

 E-communications 

 Caring for You events 

 Governor Constituency meetings 

 Online surveys 

 Annual members meeting 

8.2.2 Caring for You events give members and the public the opportunity to step behind the 
scenes to understand more about the work of the hospital and how it supports the 
health and wellbeing of our local communities. The events typically involve a guest 
speaker providing an overview of a specialty or condition, with the opportunity for an 
open question and answer session.  

8.2.3 Governors hold regular constituency meetings to engage directly with members in their 
locality and actively seek member feedback. These sessions are widely publicised 
through the quarterly Insight magazine and invitations are also sent directly to 
members.  

8.2.4 A Governor strategy and business planning subgroup meets regularly to discuss 
progress against our business plan and future planning. In December each year a joint 
meeting of Governors and the Board of Directors will discuss plans for the year ahead. 
In 2017 themes for discussion will focus on how the Trust can support patients and the 
wider public to live healthier lifestyles; this will be fed in to the STP Proactive and 
Preventative Care workstream. Additionally, member views will also be sought on the 
development of the next Trust strategic plan, considering areas such as income, cost 
and quality.  

8.2.5 At the annual members meeting in September, Members were invited to discuss 
themes relating to self-care, prevention and communication across the health system. 
Their feedback has been fed into the STP prevention workstream and is also being 
discussed within internal forums for prioritisation. 

8.3 Governor elections 

8.3.1 The first Council of Governors was elected in 2012 following progression of our 
Foundation Trust application. Eleven public and five staff governors were elected by 
our members to represent the member’s views. Five stakeholder governors were also 
appointed from our partner organisations.  

8.3.2 During 2016, seven governors (five public and two staff) came to the end of their 
elected terms. Elections were held during September and October 2016, and all seven 
posts were successfully filled.  

8.3.3 The Electoral Reform Services acted as the Trust’s Returning Officer and all election 
material was distributed and received by them. All members within each constituency 
were eligible to apply for a nomination and both elections had a contested election and 
an above average turnout; in total 16 candidates put themselves forward for the Public 
Governors positions, and 3 candidates for the Staff Governors positions.  

8.3.4 Nine governors will reach the end of their term during 2017, three staff and six public.  
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