Northampton General Hospital NHS'|

NHS Trust

AGENDA

PUBLIC TRUST BOARD MEETING
Wednesday 25" April 2012
9.00 am Boardroom
Northampton General Hospital

TIME | ITEM TOPIC PRESENTED BY | ENCLOSURE
9.00 1. | Apologies Mr P Farenden
2. | Declarations of Interest Mr P Farenden
3. | Draft Minutes of meeting held on 29th February 2012 Mr P Farenden 1
4. | Matters Arising Mr P Farenden
9.10 5. | Chief Executive’s Report Dr G McSorley 2
Clinical Quality & Safety
Medical Director’s Report
-  HSMR Update
9.20 6. Dr S Swart 3
- Clinical Quality, Patient Safety Exception Report
- Quality Account Priorities
Operational Assurance
9.50 7. | Performance Report Mrs C Allen 4
10.00 8. | Infection Prevention Report Ms S Loader 5
10.10 9. | Finance Report Mr J Drury 6
10.20 10. | HR Report Mrs C Wilkinson 7
10.30 11. | Provider Management Self Certification Mr C Pallot 8
10.35 12. | Transformation Programme Update Mrs C Allen 9
BREAK
Strategic
10.50 13. | Quality Strategy DrS I_Sg;%ret/rMs S 10
11.00 14. | Patient Safety Strategy Dr S Swart 11
11.15 15. | Communications Strategy Mr C Pallot 12
11.25 16. | Staff Engagement Strategy Dr G McSorley 13
11.35 17. | IT Strategy Mr C Pallot 14
Governance
11.45 18. | Corporate Objectives 11/12 Ms S Rudd 15
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11.50 19. | Board Assurance Framework 11/12 Ms S Rudd 16
12.00 20. | Any Other Business
21 Date & time of next meeting

9.30am Wednesday 27th June 2012, Boardroom, NGH

CONFIDENTIAL ISSUES

To consider a resolution to exclude press and public
from the remainder of the meeting, as publicity would
be prejudicial to the public interest by reason of the
confidential nature of the business to be conducted.

Mr P Farenden
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Present:

In attendance:

Northampton General Hospital NHS

NHS Trust

Minutes of the Public Trust Board Meeting held on
Wednesday 29th February 2012 at 9.30am
Boardroom, Northampton General Hospital

Dr J Hickey Chairman
Dr G McSorley Chief Executive
Mr C Abolins Director of Facilities & Capital Development

Mrs N Aggarwal-Singh Non-executive Director

Mr C Astbury Non-executive Director

Mrs F Barnes Interim Director of Nursing

Mr J Drury Director of Finance

Mr B Noble Non-executive Director

Mr C Pallot Director of Planning & Performance
Mr N Robertson Non-executive Director

Ms C Wilkinson Director of HR

Mr P Zeidler Non-executive Director

Mr P Farenden
Mr G Kershaw
Ms D Alderson

Chairman (Designate)
Associate Non-executive Director
Deputy Director of Operations

Ms S Rudd Company Secretary
Mr M Essery Shadow Lead Governor
Mr F Evans Shadow Governor
Mr R Kelso Shadow Governor
Ms M McVicar Shadow Governor
Mr D Savage Shadow Governor
Dr C Elwell (item only)
Ms T Harris (item only)
Apologies: Mrs C Allen Director of Operations
Dr S Swart Medical Director
TB 11/1257 Declarations of Interest
No interests in items on the agenda or additions to the Register of Interests were
declared.
TB 11/1258 Minutes of the meeting held on 7th December 2011
The minutes of the previous meeting were approved as a true record.
TB 11/1259 Chief Executive’s Report

Dr McSorley presented his report and noted the details of the current
organisational restructure and progress with appointments to posts. Recruitment
will continue to fill vacant posts and the structure will be formally in place on 1%
April 2012.

Mr Essery enquired about the reporting structure of the Group Directors and Dr
McSorley responded that the Group Chairs have joint reporting lines to the Medical
Director and Chief Operating Officer, the Group Directors report to the Chief
Operating Officer and the Lead Nurses report to the Director of Nursing, Midwifery
& Patient Services.
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The latest thinking of the timetable of the Acute Services Review is that public
consultation will start in July 2012. The individual groups are working up their
service models between now and July and there is risk to this timetable if this work
is delayed.

Mr Savage, public governor, noted that some shadow governors were involved in
the PPI group, which were represented on the working groups.

Mr Robertson asked if there is sufficiently strong leadership in this process and Dr
McSorley replied that there is, however some of the project management work has
been slow.

The emergency part of the hospital has been under significant strain and a
comprehensive review of the emergency care pathway is being undertaken. The
principles of the review, resourcing and the programme structure have been
agreed with the aim to improve the patient experience of their care. Further details
will be provided to a future meeting.

Dr Hickey asked if the Trust has PCT support and Dr McSorley noted that they are
very supportive, as are our clinical commissioning colleagues.

A refresh of the quality programme is being undertaken and the Trust has enrolled
in the Institute for Healthcare Improvement’s patient safety programme. The
Medical Director, Chief Operating Officer and Director of Nursing (Designate) will
attend the Patient Safety Executive Development Programme as part of continuing
the drive for quality. The Quality Strategy is being revised, with new aims and
objectives, and will be discussed in detail at the April meeting of the Board.

Attributes of high performing hospitals are that they support the overall well-being
of their staff. Management and staff sides have agreed to work together to create a
new partnership approach and the broader strategy for staff engagement will be
presented to the Board in April. As part of this strategy, Cripps recreation centre
and the Trust have created ‘Trust Thursdays’ allowing staff to use the centre free of
charge. A number of staff have already taken up this opportunity.

The Board noted the report.

Action: Quality Strategy to be presented to April meeting
Staff Engagement Strategy to April meeting

Medical Director’s Patient Safety Report - HSMR Update

Mr Pallot presented the report on behalf of the Medical Director, noting the further
improvement since the previous month to 97.4. This is a factor of the significant
amount of work Dr Swart and colleagues have undertaken and, if this were
rebased as per Dr Foster methodology, the Trust would no longer be a significant
outlier compared to other Trusts.

Appendix 1 details areas of performance and the Trust is focusing on the
differences in weekday and weekend mortality.

Mr Kershaw commented that there has been significant work carried out in this
area, as demonstrated by the audit details contained in the report. Dr Hickey
enquired about plans to maintain the momentum in this area. Dr McSorley replied
that one of the key aspects of this work is engaging senior clinicians which also
connects to the quality strategy.
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Mr Essery, lead governor, enquired about the numbers of frail, elderly patients
admitted where admission might have been avoided. Dr McSorley replied that it is
proposed that there is an advanced plan put in place and that there is partnership
working being undertaken with GPs.

Mrs Aggarwal-Singh asked that the Board acknowledge the work being undertaken
by Dr Sonia Swart and her team and looks forward to on-going progress in this
area.

Infection Prevention Report
Mrs Barnes presented her report noting that there have been a total of 2 MRSA
cases year to date, against the trajectory of 3 for 2011/12.

To date the Trust has had 47 cases of Clostridium Difficile (C diff) against a
trajectory of 54 cases. 9 cases were reported in January, the largest number in any
one month. Each case was sent for ribotyping which demonstrated that they were
not due to cross infection. Detailed root cause analyses were carried out with
actions set out in the report. In addition the infection prevention team are visiting
wards on a daily basis. 1 case has been reported during February.

The C diff trajectory for next year will be challenging, 36 cases. The Department of
Health (DH) have issued guidance regarding sample testing for 2012-13 and the
Trust will apply this guidance after a sample has been sent and a positive toxin test
reported to the ward. The Trust is expected to address issues of inappropriate
sampling and will continue to use a 2-step testing protocol. Mrs Barnes noted that
work will continue against Trust action plans.

Mr Robertson asked about the trajectory for MRSA next year of 1 case and how it
compares to other hospitals in the region. Mrs Barnes replied that the DH are
looking for a 27% reduction in cases year on year, therefore Trusts with only 1
case will see their trajectory reduced to O.

Mr Pallot noted that the Trust is working closely with PCT colleagues regarding
contractual requirements and the appropriate level at which to deploy financial
penalties.

Dr Hickey pointed that these figures have been achieved at an extremely busy time
for the Trust, with high levels of bed occupancy, which is a factor in infection
prevention.

Dr Hickey noted the previous concern regarding surgical site infections and
fractured neck of femur. Mrs Barnes replied that meetings have been held
regularly with the team and a care bundle put in place. Interim results for January
are 22 operations undertaken resulting in no infections to date.

The Board noted the report.

Quality Account Priorities

Mrs Barnes presented the report noting that the Trust is required to submit Quality
Accounts in June of this year and a long list of 7 potential priorities has been
identified, as outlined in the report. Mrs Barnes detailed the timetable for
development, consultation and approval and asked the Board to debate the long
list of priorities.

Dr Hickey commented that the priorities need to say what the outcomes should be.

Mr Zeidler felt that staff engagement should be a higher up the Trust agenda and
Mr Robertson agreed that supporting staff should be a priority.
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Mrs Aggarwal-Singh enquired if dignity and respect is an underpinning factor. Mrs
Barnes replied that it is and is part of patient experience.

Mr Kershaw noted that patient Falls should also be a priority and Mrs Barnes
replied that these are included in the work on the Safety Thermometer.

Dr Hickey felt that the headings should reflect the content and Mrs Barnes agreed
to review the wording of the priorities. Mrs Barnes to circulate a revised list for
comment.

Action: Comment on long list of priorities to Fiona Barnes

Creating a revolution in patient and customer experience

Mrs Barnes presented the report noting the NHS Midlands and East
implementation guidance for creating a revolution in patient and customer
experience. This is one of the 5 ambitions that the NHS Midlands and East cluster
is aiming to deliver over the next 18 months.

This is to be taken forward using an indicator called the ‘net promoter’ to ensure
that patient experience is prioritised on all NHS Board agendas and given an equal
standing with patient safety and clinical effectiveness.

Mr Astbury commented that a baseline is not available and Mrs Barnes replied that
this will be conducted in March.

Mr Essery asked how the question will be proposed to patients and Mrs Barnes
replied that this is currently by way of the Patient Experience Tracker (PET). The
Trust is now working with Hospedia to utilise patient televisions. It is important that
patients are able to answer questions independently.

Mr Noble enquired about costs and Mr Abolins responded that Hospedia will cost
significantly less than the PET. 80% new screens have been installed and a test
guestionnaire has already been implemented.

Mr Zeidler commented that the question asked is fundamental and asked if will
relate to service or the hospital. Dr McSorley replied that it will relate to this
organisation.

Mrs Barnes noted the update in the report on other areas of work being carried out.
It was noted that Mr Astbury had agreed to support this patient experience
initiative.

Mr Robertson referred to the national inpatient survey and the question regarding
opinion of the number of nurses on duty to care for you, as the Trust is an outlier
on this question. Mrs Barnes responded that the Board has received a presentation
on the Safer Nursing Care Tool and ward establishment. Mr Robertson noted that it
is a public perception that there are not enough staff. Dr McSorley replied that the
Trust should utilise the tools available and that the results indicated that overall the
Trust has the right numbers of staff but that they could be distributed more
appropriately. There is further investment being made in this area.

Mrs Barnes noted that the Board will receive the Patient Experience Strategy in
May.

It was agreed to formally adopt the Net Promoter score and to support the
development of the Patient Experience Strategy to be presented to the Board in
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May.
Action: Patient Experience Strategy presented to May meeting

Outpatient Survey Results

Mrs Barnes presented a summary of the Trust’'s National Outpatient Survey 2011
results noting that the Trust has maintained its position when compared to other
Trust’s nationally.

51 questions were asked in total, 2 questions had responses that resulted in the
Trust scoring ‘better’ in comparison to other Trusts. All other responses were
‘about the same’.

The report details the next steps having identified the areas with lowest results. A
set of agreed standards have been developed and identified for launch in April
2012. Action plans will be submitted to and monitored by the Clinical Quality and
Effectiveness Group.

Dr Hickey asked when the in-patient survey results will be available and Mrs
Barnes replied that they should be available in April 2012.

The Board noted the report and agreed the next steps.

Performance Report

Ms Alderson presented the report for January 2012, noting that the Trust achieved
all minimum performance standards for the month, with the exception of the 4 hour
transit time in A&E. During January 86.57% of patients were treated within 4 hours
against a standard of 95%. The Trust recovery plan is being monitored by the
Trust, NHS Northamptonshire and the SHA.

Non elective activity has increased, with an extra 13 patients per day being
admitted compared to this time last year. Mr Robertson noted that the national
position for A&E admission is a decrease of 1% against the increase seen at this
hospital.

The building work for 10 additional cubicles in A&E is on track and recruitment for 2
extra consultants is well underway. Additional bank and locum staff are also in
place.

All cancer standards were achieved and significant progress has been made
against the 62 day recovery plan to deliver these targets.

The Board noted the report.

Finance Report

Mr Drury presented his report noting that the position has improved in month 10, a
deficit of £673k compared to a forecast position of £2,045k deficit. This is primarily
due to agreement by the PCT to reinvest £1.7m of readmission income.

Pay costs are higher due to the high non elective activity and bank and agency
staff. Non pay costs are also higher than planned driven by excluded medicines,
which are funded in the income line.

£12.9m cost improvements delivered to date and forecast to deliver £18.4m by the

year end. Capital expenditure is £8.6m for the period to January and 80% of the
plan is committed.

Page 7 of 236




TB 11/12 67

TB 11/12 68

Cash balance has decreased and the Trust expects to meet the EFL of £3.8m,
however the Trust is discussing cash profile in relation to SLA income for the
remainder of the year with NHSN.

The overall Financial Risk Rating is currently 3 however it is key for the Trust to
improve this rating, particularly the liquidity ratio and surplus margin.

Mr Drury noted an amendment to EBITDA to read 4, rather than 3.

Accounting policies require a revaluation of the estate every three years which will
result in a write down of asset value of £5.2m at the year end.

Aged debtors are reducing and Cripps recreation centre is on a payment plan and
the exposure is reducing.

Mr Savage noted the improvement in the cost improvement delivery in the last few
months and Mr Drury replied that this is in line with the plan set out at the
beginning of the year.

The Board noted the report.

HR Report

Ms Wilkinson presented her HR report noting that short term sickness absence has
decreased by 0.2% to 2.36% in December against Trust target of 1.4%. Long term
sickness absence increased by 0.17% to 1.9% but remains below the Trust target
of 2%. This has been against a background of transformation and activity
pressures in the Trust.

The Board noted the report.

Information Governance

Mr Pallot presented the report noting that an annual assessment of information
governance is made by way of the Information Governance Toolkit. The Toolkit is
submitted on 31 March each year. The target compliance is 86% which is likely to
be graded as ‘not satisfactory’ as all requirements must score a ‘2’ or higher. In
previous versions a score of 70% was a green grading.

The Trust has demonstrated strong compliance when benchmarked against local
organisations.

There are two areas of challenge:
)] Information Governance Mandatory training — currently well below the
target compliance rate of 95%. A range of methods is being
implemented to raise the rate of compliance

ii) Main Diagnosis Recordings — there are a number of projects in place to
improve clinical coding accuracy and 90% compliance is required for
level 2.

No serious information breaches in 2011 have been reported. There have been
two cases where staff have been disciplined for inappropriate access of
information.

Loss of data remains a key risk for the Trust and a project to encrypt all portable
devices is in place. There is also a clear policy in place for the transmission of
confidential information.

Mr Pallot highlighted the increasing use of financial penalties by the Information
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Commissioner for serious data breaches therefore the Trust must ensure improved
compliance with mandatory training to reduce this risk and to support staff with
their obligations.

The report includes details of the work plan for the coming year, which is reviewed
by the Audit Committee on a regular basis.

Mr Drury commented on the easy access of training via the e-learning module.
The Board noted the report and approved the updated work programme.

Transformation Programme Update

Mr Drury presented the report, which is in the form of a newsletter, and highlighted
the staff salary sacrifice scheme which is currently being launched. It introduces a
number of staff benefits such as a cycle to work scheme, car parking payments
and the opportunity to purchase additional annual leave.

Mr Kershaw enquired if the purchase of additional annual leave would increase
staffing costs. Ms Wilkinson replied that the purchase is made with the agreement
of the line manager.

The report outlines the plans for the Transformation Programme 2012-13 and the
significant work underway to develop workstreams.

The Board noted the update.

Provider Management Self Certification

Mr Pallot presented the report noting that the Board is required to sign the
governance declarations on a monthly basis. The Trust is currently below trajectory
against the 95% transit time target for quarter and year end and it is proposed to
sign declaration 2 on this basis.

Mr Drury noted that the Trust is also Amber rated with regard to finance and
therefore declaration 2 also applies.

Dr McSorley noted that the governance declarations were implemented in January,
initially in shadow form until April 2012.

The Board agreed the signing of declaration 2.

Cancer Strategy

Mr Pallot presented the report and introduced Tracy Harris, Head of Cancer
Services, and Dr Chris Elwell, Consultant Clinical Oncologist, to the meeting. As a
Cancer Centre, NGH provides specialist care to a wider population of 880,000
people living in Northamptonshire, North Buckinghamshire and South
Leicestershire. As part of the South East Midlands Acute Services Review (ASR)
there will be a review of all cancer pathways and current provision of cancer
services. The ASR Cancer Clinical Working Group is undertaking a review of all
cancer pathways and flows and NGH aims to retain the specialist head and neck,
gynaecological and urology cancer surgery currently provided at NGH. The
Strategy sets out the local demands and requirements needed to support all those
affected by cancer in this area.

Dr Hickey asked about the population requirements to be a specialist centre and Dr
Elwell replied that for Urology, a population of 1m is suggested. Currently our
population area is 880,000 but the expected population increases will take us to
that figure.
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Dr Hickey asked about the biggest challenges and Dr Elwell replied the fourth
Linear Accelerator and its siting. Mr Pallot reported that we have been in
discussion with Milton Keynes NHSFT in this regard for a while.

Dr McSorley noted that this is an excellent piece of work and the population is
critical to serving everyone and we have received good support from the Cancer
Network.

Dr Elwell said that there has been enormous help and support from the team
helping us to gain the views of patients on existing services.

Mr Essery, Lead Governor, was interested in the Maggie Centre. Dr Elwell replied
that the idea is that it is an open door drop in centre for people to have access to a
cancer support specialist at any stage in their cancer experience. Ms Harris said
that a centre at NGH would ensure that we have a place where people can go to
for information.

Dr Hickey asked about the life of the existing accelerators and Mr Drury replied that
these are part of our managed equipment service programme.

It was noted that actions are listed throughout strategy and these will be
implemented through the Cancer Steering Group.

The Board agreed the Cancer Strategy 2012-2016.
Any Other Business

Mr Evans, shadow governor, raised a question regarding length of wait for patient
discharge. Mrs Barnes replied that the Trust is addressing the whole patient
pathway and nurse led discharge. The Trust is looking at how to increase the
number of patients that can be nurse led. Dr McSorley noted that the Urgent Care
Pathway review will include discharge arrangements

Mr Astbury noted that this was Dr Hickey’s final meeting and proposed a vote of
thanks for his leadership and wished him well for the future.

Date and Time of Next Meeting
Wednesday, 25th April 2012, Boardroom, NGH

Actions arising

TB 11/11 55 | Corporate Objective update SR Next meeting
TB 11/12 59 | Quality Strategy presentation SSw April 2012
TB 11/12 59 | Staff Engagement Strategy GM April 2012
TB 11/12 62 Comment on long list of priorities to Fiona | All Asap

Barnes
TB 11/12 63 | Patient Experience Strategy SL May 2012
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Northampton General Hospital NHS|

NHS Trust
BOARD SUMMARY SHEET
Title: - Chief Executive’s Report
Submitted by: - Dr G McSorley, Chief Executive
Date of meeting: - 25" April 2012
Corporate Objectives All
Addressed: -

SUMMARY OF CRITICAL POINTS: -

PATIENT IMPACT: -

STAFF IMPACT: -

FINANCIAL IMPACT: -

EQUALITY AND DIVERSITY IMPACT: -

LEGAL IMPLICATIONS: -

RISK ASSESSMENT: -

RECOMMENDATION: -

The Board is asked to note the report.
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Northampton General Hospital NHS

NHS Trust

CHIEF EXECUTIVE’S REPORT FOR APRIL PUBLIC BOARD MEETING

1 South East Midlands Acute Services Review (Healthier Together)

At the Healthier Together Programme Board held on Tuesday the 17" April, it was noted that
the date for formal consultation on any proposals for reconfiguration for services for South
East Midlands would begin on the 1% October | will keep the Board appraised should there
be any slippage on this date.

The Patient and Public Involvement Group within the Healthier Together Programme have
been considering the evaluation criteria for any proposals. This work will shortly conclude
and | would aim to bring those draft recommendations from the patient and public
involvement group to the next Board Meeting and also the next Shadow Governors Council.

2 Foundation Trust Application

Significant amount of activity is currently underway relating to our application to become a
Foundation Trust. Independent reviews are underway of our quality and governance
arrangements, our thinking on business planning for the next 5 years etc. All this work will
be concluded by the middle of May for submission to the Strategic Health Authority.

3 Organisational Arrangements

Final appointments have been made to the Care Group Structure and a schematic of “who’s
who” is attached for the Board’s information. At the Hospital Management Group (HMG)
held on 17™ April it was agreed that in light of the creation of the care group structure the
HMG would meet less frequently but with a greater strategic focus. It was further agreed
that HMG would be disbanded and replaced by a new body called the Strategic
Management Board comprising of the Executive Directors, Care Group Senior Leadership
Team, Clinical Directors and General Managers. A formal Terms of Reference for this
Group will be brought back to the next Board Meeting.

4 Vascular Surgery

The Board is asked to note that the final reconfiguration of Vascular Services for
Northamptonshire took place at the beginning of April. In collaboration with Kettering
General Hospital, NGH will now act as the hub for Vascular Surgical Services for the County.

5 Trauma Network

As part of the national reforms on Trauma Services the East Midlands has confirmed that
Nottingham University Hospitals will be the Major Trauma Centre for the East Midlands. In
order to ensure high quality integration of trauma services a Trauma Network Board has
been established — Mr Chris Pallot will be the Executive Director on the Trauma Board and
Dr John Hare, Consultant Anaesthetist will be the clinical representative on the Trauma
Network. Further discussions are underway in respect of how NGH fits within the East

Midlands Trauma Network.
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6 Creation of Academic of Health Science Networks

As part of national reforms relating to the way that education, training and innovation is
promoted within the NHS, discussions are underway throughout England relating to the
creation of Academic of Health Science Networks. These are virtual organisations, which
brings together higher education institutes, major tertiary university academic hospitals and
district general hospitals for shared collaborations. It is likely that later this summer the
Government will publish further proposals as to how these networks are created and Dr
Swart and | will bring back any recommendations on how NGH should join any particular
network.

Dr Gerry McSorley
April 2012
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Northampton General Hospital NHS

NHS Trust

BOARD SUMMARY SHEET

Title: - Medical Director’'s Report — Mortality, Clinical
Scorecard Exception Report, Quality Priorities

Submitted by: - Dr S Swart

Prepared by: - Dr S Swart

Date of meeting: - 25 April 2012

Corporate Objectives To improve the Clinical Quality of patient care

Addressed: - focusing on safe, effective treatment that is patient
centred.

SUMMARY OF CRITICAL POINTS: -

Progress has been made in many areas to ensure improving clinical outcomes, improving
focus on patient safety, improving patient experience and improving flows of information.
There is a commitment to a re-design of the Emergency Pathway and increased focus and
support for patient safety work. The articulation of quality priorities for next year reflects both
the work to date and the commitment for the future. The need to ensure that there are clear
and robust measures for quality remains paramount.

PATIENT IMPACT: -

High quality care for patients remains a priority. Patients will be able to view Quality
Indicators in the public domain and Commissioners will increasingly commission on the
basis of quality. The patient experience as part of the emergency pathway remains a key
priority.

STAFF IMPACT: -

Staff morale relating to failure to deliver high quality care in the face of increasing emergency
pressures and adverse publicity relating to the NHS, has been a recognised issue. The
current projects designed to focus primarily on quality and ensuring that staff are able to
deliver should improve matters.

FINANCIAL IMPACT : -

The ability to continually drive forward quality is increasingly important and will also affect
our income. Investment in quality is likely to reduce cost in the long term.
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LEGAL IMPLICATIONS: -

Trust Boards are mandated to examine quality across a range of services and failure to
provide requisite quality standards will result in the risk of litigation.

RECOMMENDATION: -

Board members are asked to debate the issues raised and consider agreeing to support the
investment required to ensure progress is made at pace.
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Northampton General Hospital NHS

NHS Trust

SECTION 1

Mortality, HSMR 2011-12 and Review of Current Mortality and Safety Data provided
by Dr Foster

INTRODUCTION

This paper is a follow up to a number recent reports to the Board, which focuses specifically on
areas noted to be at risk, that were highlighted for action.

Since the last Board meeting there has been further progress in a number of key areas including
the Death Audit Review process, the regular meetings with coders and the Pneumonia Action
Group. The improved partnership working arrangements agreed between clinicians, coders,
information analysts and Dr Foster information systems, has continued and CHKS has made
some progress in understanding how they can best assist us in the process of clarifying data.

This has been put in place to supplement the regular scrutiny of mortality data which has been in
place for many years.

This issue remains of key reputational importance for the Trust.

The PCT have continued to request information with respect to our progress and actions and this
has been provided.

Current position HSMR

HSMR for 2011-12 (data to end January 2012), has improved slightly further since the previous
month to 95.4 (839 deaths versus 879 expected). If this were re-based as per Dr Foster
methodology the number would be around 103 for the period from April 2011 — January 2012
which represents an improving position from that reported for the previous financial year when
the number was 116 at this stage in the year (rebased figure). Currently around 45 Trusts have
SMRs higher than that predicted for NGH. It also represents an improving position with respect to
the previous month as reported in the last Board paper. If current improvements are maintained
NGH will no longer be a significant outlier compared to other Trusts. The indications are that the
rate of secondary coding and the rate of palliative care coding have fallen and are also low
compared to other Trusts. Primary diagnosis coding has received increased scrutiny and there is
some indication that this is improving which may relate to the significant clinical engagement in
the issues and the improved interactions with clinical coders. There is a need to ensure that there
is an improved understanding of the issues relating to the recording of palliative care coding,
which must be done accurately more accurately.
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For the 3 month period November 2011 — January 2011, the HSMR on the Dr Foster dashboard
(Appendix 1) shows NGH as significantly better than average as indicated by the green bell with
a 269 deaths versus 316 expected deaths. For January the SMR was 86. There were 114
expected deaths and there were 99 actual deaths.

Another area of concern relates to the fact that in the Dr Foster Good Hospital Guide, NGH was
named as amongst the Trusts with the largest difference in weekday and weekend mortality.

The position in this financial year for the nine months to the end of January has improved with a
HSMR for weekend admissions of 112 versus 130 for the same period last year.

NGH is no longer an outlier with respect to mortality as measured by HSMR as shown below. It is
also no longer an outlier for deaths in patients admitted at the weekend.

Acute Trust HSMRs Apr 2011-January 2012

The background points show the HSMR for the current financial year for each acute non-
specialist trust in England.
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Standardised Hospital Mortality Indicator

In addition to HSMR, another mortality indicator known as SHMI is now in standard use. Like all
mortality indicators, the SHMI shows whether the number of deaths linked to a particular hospital
is more or less than expected, and whether that difference is statistically significant. It covers all
English acute non-specialist providers.

The dataset used to calculate the SHMI includes all deaths in hospital, plus those deaths
occurring within 30 days after discharge from hospital. The expected number of deaths is
calculated from a risk-adjustment model developed for each diagnosis grouping that accounts for
age, gender, admission method and co-morbidity (using the Charlson Index). SHMI does not
make allowances for palliative care coding.

SHMI trend for all activity across the last 3 years

ra = =] =]
=1 = =1 =
! L
T T
=] w —
=

=
=

a0+

Relative Risk

60

Wﬁ

Crude mortality rate (%)

40+

204

i
2008-Q2  2008-3  2008-G4  2009-G1  2009-02  2008-G3  2008-04  2010-01  2010-02  2010-03  2010-G4  2011-G

The SHMI roughly mirrors the HSMR for NGH. The latest SHMI shows an improvement from 114
to 111 ( period up to June 2011 — rolling 12 months). There is no updated SHMI data for Q2 and
Qs.

Dr Foster Patient Safety Indicator Dashboard February 2011- January 2012
The Patient Safety Indicators are adapted from the set of 20 devised by the Agency of
Healthcare Research and Quality (AHRQ) in the US. The AHRQ developed its indicators after

extensive research and consultation and they have the benefit of being based on routinely
available data.
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The performance against these indicators is generally good and better than average in a
significant number of areas but gives cause for concern in the case of Obstetric trauma. The
information has been sent to the directorate for review. 109 cases were reported versus an
expected 88 cases for the time period in question. The directorate are currently validating the

data.

. Observed | Expected
Indicator Observed [Expected rate/K rate/K
Deaths*ln low-risk diagnosis 10 28.4 0.27 0.76 more
groups information
Decubitus Ulcer 109 160.1  |12.96 19.04 more
information
Deaths after surgery 39 33.1 155.38 131.89 more
information
Infectloqs issomated with 0 11 0.00 0.07 more
central line information
Post-operative hip fracture* 1 1.6 0.04 0.06 more
information
Post-op Haemorrhage or more
Haematoma 5 14.4 0.20 0.58 information
Post-operative physiologic more
and metabolic derangements* 0 2.0 0.00 0.09 information
qut-operatlve respiratory 9 14.9 0.45 0.74 more
failure information
Post-operative pulmonary more
embolism or deep vein 15 44.3 0.60 1.78 information
thrombosis —
Post-operative sepsis 4 5.1 4.84 6.17 more
information
Post-operative wound more
dehiscence* 1 1.2 1.09 1.32 information
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Accidental puncture or 30 673 0.46 103 more
laceration I ’ ) ' information
Obstetric trauma - vaginal [] 29 435 53.60 80.44 more
delivery with instrument* I ’ ’ ’ information
Obstetric trauma - vaginal 109 883 45 84 3712 more
delivery without instrument* I ) ’ ) information
Obstetric trauma - caesarean |_ more
delivery* I 6 45 455 3.42 information

A red bar signifies an indicator for which the lower end of the 95% confidence interval is
worse than the national average. A green bar signifies and indicator which is at better than the
national average. A blue bar means that the indicator is at the national average. Indicators that
are * are not case-mix adjusted.

Reports on Key Areas for action:

1. Case Note review of 237 consecutive deaths: -

The Trust has, for many years, conducted a formal process for reviewing both clinical care and
coding whenever mortality monitoring indicated a concern in a specific area. Over the last few
months this has been supplemented by a detailed case review of consecutive deaths conducted
by consultant medical staff from a range of specialities. This case note review combined a
subjective assessment with an audit against certain standards and was undertaken in order to
provide information to inform quality improvement initiatives. Following the return of over 200
completed forms a medically qualified audit assistant is pulling together key themes and been
able to provide a high level report. Further analysis is in progress and will inform key safety and
emergency re-design projects. An subset of notes have been examined by experienced nurses
who also identified key areas for improvement.

From the case note review results to date there are clear areas which have been identified as
targets for improvement activity and these will be linked to current and evolving projects.

The Consultant Team has continued to meet to discuss themes and discuss further actions and
audits. The plan is to bring the final themes together with a multidisciplinary team and then to
repeat the process in 6 months on a sample of 50 deaths.

There is a genuine interest from clinical and managerial staff involved in linking the themes
identified as part of the case note review to the planned re-design of the Emergency Pathway,
the safety improvement initiatives and the flow of information through the system patrticularly as it
relates to record keeping.

There has also been significant interest in the information flow issues that have emerged and
there is an increasing awareness of the importance of clear medical notes and summaries.
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The Board should note that the current programme of patient safety work includes the themes
from this review. In particular, the planned programmes of work will focus on record keeping,
planning of care, identification of seriously ill patients and escalation of care and themes around
communication and team working. The re-design of the emergency care pathway will focus on
key elements which also relate to rapid access to right care, planning of care and continuity of
care. These two programmes will interlink and key lessons from this case review will be
incorporated in the programme of work.

Overall 73% of patients were judged to have excellent or good care but in 12 % the reviewers felt
there was room for improvement in some aspect of care.

In 91% of patients who died it was felt that death would not have been avoidable even if care had
been optimal in every way.

In 7% of cases the reviewers felt that better care might have prevented the death of the patient
during the admission concerned. This is in line with international studies which have used this
method of review to target quality improvement in their organisations.

76% of patients received care, which the reviewers felt they would have wished for their own
family. In this category the commonest cause for concern related to clear planning with
consultant input with comments relating to the number of different consultants involved in the
care. Another theme related to the observation that the patient should have been allowed to
remain at home rather than be admitted to hospital at the end of their life.

40% of case note reviews resulted in a change in the primary diagnosis recorded.

25% of admissions were regarded as possibly avoidable if better advanced care planning had
been in place. 23% of these patients had Cancer and 15% had Dementia. Most of these patients
were frail and elderly with numerous serious long term health problems.

Targeted improvement is recommended in the following areas: -
A. Record Keeping and Record Content

e Structure of the medical record

e Use of printed name and GMC stamp

e Recording of investigation requests and results
e Completion of the admission proforma

e Recording of treatment plan and diagnosis

e Recording of ward transfers and summary of care at key points
e Information on discharge or death

e VTE risk assessment recording

e Fluid balance recording

e Medication chart completion

e Nursing documentation
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B. Quality of Care

e Consultant review within 12 hours

Continuity of consultant care and continuous consultant cover

Clear documentation of plans of care that bridge medical and nursing issues
Transfers of patients between wards

Escalation of care in response to the deteriorating patient

Actions taken as a result of risk assessments

Access to speciality wards

Communication between specialist teams

C. Clinical Coding and Information flows

e Clarity of diagnosis and co-morbidities in the patient record

e Ownership of information in the medical record

e Accurate allocation of patient episodes to consultant teams

¢ Clinical coding interaction with clinical teams

e Recording of transfers of patients to and from community hospitals

D. Admission Avoidance

e Continue to work with commissioners to develop improved pathways of care to improve
decision making at the end of life

Next steps

The Trust has already made a commitment to a programme of improvement for the Emergency
Care Pathway and for key safety initiatives.

All the consultants and senior nursing staff involved in the project have been asked to feed back
their views as well as specific ideas for re-design and these will be brought together in a final
meeting once the complete case note audit results have been checked and finalised.

Expressions of interest for the posts of Clinical Leads for the re-design of the Emergency Care
Pathway and the Safety Programme have been sought and will be appointed within the next
month.

2. Respiratory Tract llinesses: -

Following significant focus on the accurate diagnosis and treatment of pneumonia, further
improvement has been noted although the Pneumonia Action Group will continue to meet and
roll out education programmes to ensure that the care bundle approach is used consistently. This
work has clear link with the work on the management of sepsis and can also be used as a
platform for other safety work.

Meanwhile the latest data for Dr Foster again shows an overall improvement for this year with the
SMR falling from 118 for 2010/11 to 96 for the period April 2011- January 2012 (no longer
significantly different from other Trusts.
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The SMR for January was 58 with 20 deaths compared to an expected number of 34.

It is of note that for the month of January in 2011 the SMR was 167 and in that month we had 37
deaths compared to an expected number of 22.

The rigorous approach to the coding of pneumonia combined with changes in clinical care are
likely to be responsible for this change as the crude death rate for the 3 month period ending
January 2012 was 20% compared to 24.5% in the same period the previous year.
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Pneumonia SMR January 2011- January 2012

Mortality (in-hospital) | Diagnoses | Pneumonia

3004
=2 i
2 200 e
=
w ——
2 -
= T
L J—
4
[ - 1 1 T
100- ks .
' i i
0 — I I I L I I I I I
£ E £ B E B E 8 8 &
- - — - — -— - =~ —_ o~
s 3 ¥ % & & % T % 0%
¥ 0§ 3 3 f & &8 3 % %
Trend (Month)

3. Cardiac diseases: -

Mortality from congestive heart failure is now as expected with an SMR of 98 (38 deaths, 39
expected). Ongoing work to ensure that clinical coders access the clinical teams should reduce
errors of coding in this area. Mortality from acute myocardial infarction is currently as expected
with a SMR of 101.
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4. Hip fracture: -

Currently the improved performance for this group of patients has been sustained and the SMR
for 2011/12 is 89, which represent 26 deaths versus 29 expected from 374 spells. The volumes
have increased around 20% in the last year.

This represents an improving position from the same period ending in January 2011 where the
SMR for this group of patients was 163. This maintains the improvement reported last month and
this remains therefore the best performance recorded since 2003. The multidisciplinary audit of
all deaths following admission with hip fracture continues to ensure that this improvement focus
is maintained.

5. Specialist services: - Stroke and Renal Failure

The Stroke team continues to review all deaths to confirm coding accuracy and review standards
of care. The SMR for 2011/12 is currently 98 with 110 deaths whereas 112 were expected.

The Renal team have met to look at the case note of the patients who died of renal failure. This
meeting was set up to understand the SMR in patients with acute and unspecified renal failure
which is high at 118 for 2011/12.

The indications are that one of the reasons may relate to the transfer of patients from other
hospitals for treatment of acute renal failure. A significant number of these are recorded as
elective admissions. This may reflect the fact that there is a service for acute renal failure at NGH
but not at surrounding hospitals and admission may be arranged as an inter-hospital transfer,
which is erroneously recorded as an elective admission. It is clear in this group that it is
sometimes difficult to attribute the primary diagnosis in patients who are admitted with renal
failure. Further work to clarify the issue and focus on accurate recording of information with the
help of Dr Foster is in progress. The position appears to be improving with a SMR of 87 for
January 2012.

6. Septicaemia

The mortality from Septicaemia has continued to be below average with a SMR of 62 and
relatively high volumes of patients. This represents 15 deaths versus 24 expected. The work in
this area will continue to ensure that this is maintained such that serious sepsis is recognised as
quickly as possible and treated promptly.

6. Information and Coding Issues

A process has been set up to confirm that coding changes recommended from clinical reviews
and audits are uploaded onto SUS. These changes are reported back to the mortality/coding
review meeting held monthly with clinical and managerial staff and although there has been an
improvement in clinical engagement with the process, there is still room for improvement in terms
of engagement of directorate managers and finance advisors. This is essential in order to clarify
information processes that feed into coding.The coding department is still without a substantive
coding manager. Further meetings have been set up with the Information Technology
Department to ensure that electronic information transfer systems can be streamlined. The
results of the case note review highlight the need to ensure best use of electronic information
systems at discharge and death.
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Further Comments and Actions Planned: -

Further improvements in HSMR have been made in 2011/12 and have been sustained in the last
month of available data. SHMI data is not available for the most recent period.

As it becomes increasingly clear that pressures on emergency care are dominating operational
and quality discussions, it has now been recognised that the focus of transformation should be to
address the key quality and safety issues by working towards a system where bed occupancy is
reduced and the basic systems and processes ensure that high quality safe care can be
delivered first time, every time.

The planned re-design of the emergency pathway will need to work alongside a refreshed and
strengthened safety strategy led by the Executive Team in partnership with clinical leadership
drawn from the organisation.

Both these programmes of work need to be managed in a structured project managed framework
and will report through the current transformation programme management office drawing from
that resource as required. Strong clinical leadership will be essential and there are indications
that clinical engagement with improvement work is increasing.

The Trust Board is asked to note and debate the contents of this report and to recognise
both the improvement to date and the substantial investment and robust monitoring that
will be required to underpin the work that will be required to improve quality of care and
patient safety in the context particularly of the re-design of the emergency pathway.

SECTION 2
MONTHLY UPDATE ON QUALITY SCORECARD- APRIL 2012

The monthly report reviews exceptions from a rolling quarter and focuses on corporate measures
identified to track clinical outcomes, patient safety and patient experience. Where these are
outside of expected performance a narrative is provided.

This report includes a comprehensive target/trajectory with a descriptor for the target priority i.e.
local or national target for January — March 2012 inclusive.

The indicators in this scorecard will match those required by our Commissioners and by the
provider monitoring framework required by the SHA although further work is required to ensure
that the alignment is accurate. The full scorecard is provided in Appendix 2.

Directorate specific scorecards are available quarterly within the Patient Safety, Clinical Quality
and Governance Progress report, which continue to be scrutinised by the members of the
Healthcare Governance Committee (HGC).

Performance is reported by exception, i.e. where performance is below standard (red), where
there are specific pressures that present a risk to the ongoing achievement of any of the
standards or where there are high profile issues. Commentary and associated actions are
provided against the identified non-compliant indicators.
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Further work is required to ensure that all measures are relevant and timely to facilitate
comprehensive monthly reporting. This report includes both current and previous CQUIN
measures. HSMR is year-to-date. A continual process of refinement of indicators is required and
this will include new indicators to monitor the safety improvement programme and the emergency
pathway redesign project.

Of 145 indicators, 36 (18/18) are rated as either red or amber status. This report outlines the
underperforming indicators and details the remedial action(s) being taken. There are 5 indicators
that are rated as grey, this is because either baseline data is still to be agreed or information is
not currently available.

Section Amber Rated
CQUIN 2011-12 2
Clinical Outcomes 11
Patient Safety 2
Patient Experience 3
TOTAL 18
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e EXCEPTION REPORT AND PROGRESS FROM PREVIOUS QUARTER: -

A&E Clinical Indicators:
Transit time target

The Trust has not achieved the 95% A&E transit time
target for the quarter and is now below target YTD.

Performance for the 3 months ( Jan-Mar 2012) was:
January 82.8%, February 86.5%, March 89.7%

The Trust achieved the minimum standards for timeliness
and patient experience, however the following standards
continue not to be achieved:

Total Time in the A&E Department (Admitted) — 95"

A&E Percentile 4 hours (Target)( Jan — 08:38, Feb — 09.02,
. . Quality Mar- 7.58)
Patient Experience Indicators (5 _ N i _ .
indicators) Time to Initial Assessment — 95" Percentile 15 minutes
(Target)

(Jan — 01:01, Feb — 00:59, Mar-00:47).

Longest Wait — 6 hours both Admitted and Non Admitted
Patients (Target)

(Feb — 18:54 — Admitted Patient)(Jan — 18:05 — Non
Admitted)(Mar — 17:10— Admitted Patient)

The Trust is investing in increased medical and nursing
staff to improve the clinical care in A&E and planning a
redesign of the emergency pathway to improve flow
through the hospital as well whilst focusing on quality,
safety and patient experience.

Caesarean section rate previously focused on total
elective C-sections. This year's CQUIN target of 12% is

CQUIN 2011-12  Caesarean an annual reduction of 1.5% from baseline for elective C-
Section sections. There has been some decrease in the number
Target 12% Rates of C-Sections acknowledged in Quarter 3 16.3% to Q4

14.3%. This can be attributed to the VBAC Clinics and
revised new ways of working which forms part of a
comprehensive obstetric action plan. The new target will
demand continual audit against NICE guidelines
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Patient Safety

Target 13

Patient Safety

Target 9

Clinical Outcome

Target <100%

Incidence of
Pressure
Ulcers

Falls

HSMR

(mortality 30
days in
hospital)

The target set a one of the quality priorities for 2011-12
was a 20% reduction against 2010-11 out turn for Type 3
and Type 4 pressure ulcers (13). There were 10 pressure
ulcers graded as Type 3 or 4 from Jan — March 2012
inclusive in comparison to 5 in Q3. The total for year end
is 22. An improvement project has been launched.

The target set as one of the quality priorities for 2011-12
was a 20% reduction against 2010-11 out turn for
catastrophic and major/severe falls (9).

There were 3 falls from Jan — March 2012 inclusive
classified as major/severe in comparison to 7 falls in Q3

HSMR for 2011-12 (data to end January 2012) continues
to show improvement at 95.4%.

If rebased as per Dr Foster methodology this would be
approximately 103 for the period from April 2011 —
January 2012 which represents an improving position
from that reported at year end (116). If current
improvements are maintained NGH will no longer be a
significant outlier compared to other Trusts.

Further information is detailed in the body of the report.
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Mandatory Training

Information is available to February 2012 and
indicates a cumulative position of 68.5% YTD. The
subject of Mandatory Training has been referred to
HGC following concerns raised at CQEG

An increase in end of year attendance for mandatory
training subjects has been acknowledged. If the
increased attendance continues during the month of
March 2012 the target could be achieved.

The mandatory training leads are ensuring that there are
spaces to accommodate the number of staff that are
. identified as requiring training.
Patient Safety M
andator . .
y Action plans from the leads to address the subject shortfall:

Target 80%  'aining with initiatives such as:

Monthly mandatory cluster days

Subject leads emailing managers to clarify which staff

should attend

Departmental and/or ward specific training

Expansion of E-Learning for some subjects

A review of staff required to undertake some subjects by

the subjects leads

e  Targeting staff groups where up-take of training has been
poor

e Using the mandatory training look up tool to identify
directorates where take up in their subject is poor

e Establishing ‘Mandatory Training Update Days’ for staff to

Attend and complete their yearly and role specific identified

Mandatory Training

Ward Traceability Compliance Number of Un-fated
Units

Ward
Traceability There were 55 cases of un-fated units from Jan — March

Compliance 2012 against a target of O which is an increase against
Number of Q3 (49). Ward and directorate managers are notified
Un-fated daily of un-fated units which allows immediate
Units investigation and identifies training or performance
issues. Poor documentation is the cause of all Presumed
0) Transfused units. Although there have been no reported
serious transfusion errors this problem must be resolved
and electronic tracking measures should be considered

Patient Safety

The Trust Board is asked to note the scorecard and the exception report and to challenge
the key issues raised. The performance issues relating to A&E will form part of the
performance report.
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SECTION 3

DRAFT - QUALITY ACCOUNT ARTICULATION OF QUALITY PRIORITIES FOR
2012/13

Our quality priorities for 2012/13 have been developed through wide involvement and
consultation allowing us to identify the 4 Quality Priorities to be taken forward during 2012/13.
These were supported by the Trust Board at its March 2012 meeting.

This report has been provided by the Governance team with appropriate input and gives further
information on those priorities. This ensures that the Board has a further opportunity to challenge
and inform the final Quality Account which will come to the May 2012 meeting for approval.

The setting out of priorities for improvement is one of the most important components of the
quality account and provides an opportunity to ensure that key strategic objectives and priorities
for improvement are aligned.

The 4 Quality Priorities for 2012/13 are detailed below: -
Quality Priority 1: Re-designing the Emergency Pathway
NGH has been subject to increasing emergency pressures in recent years.

In order to improve this situation the Trust will need to continue to work with the Healthcare
Economy to address the issues which relate to the numbers of patients who attend Accident and
Emergency (A&E) and require admission and to the difficulty that staff encounter in finding
suitable places of care for those patients who have received treatment but no longer need to be
in an acute hospital.

Meanwhile there is a significant amount of work to be done within the Trust to improve urgent
care. NGH staff are working harder than ever before, bed occupancy is higher than ever before,
and despite best efforts escalation areas are needed for emergency patients.

As part of NGH’s focus on quality this priority would involve re-designing emergency pathways to
ensure that the systems and processes are in place to support staff to deliver quality care first
time every time. This will require dedicated project support, clinical leadership and investment in
key services in order to ensure that a sustainable quality focussed plan can be supported by the
Trust.

Aim: -

To support a structured, clinically led re-design of emergency care processes and
systems to ensure that we consistently provide quality care using best practice
standards.
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Targets for 2012/13

The targets for improvements for 2012/13 are shown in the table below:

Targets for achievement by end of March 2013
Improved patient access to consultant | All patients have improved access to consultant

advice, improved clarification of advice 7 days per week. All patients and staff are

consultant accountability and aware of each individual treatment plan, the

improved planning of care. responsible consultant and the planned discharge
date.

Improved patient experience and care | All emergency patients are treated according to
in the emergency department and the nationally set urgent care standards.
throughout the patient journey.

All emergency patients who need admission are able
Improved patient flow to reduce delay | to access an appropriate bed within 3 hours and all

and improve clinical outcomes. patients who require a longer stay in hospital are able
to be transferred to their specialty ward within 24
hours.

Reduction in bed occupancy to Reduce bed occupancy on all wards to 90-95%.

improve patient experience and
reduce harm.

Measures/Areas of improvement that have been introduced in 2011/12

During this last year we have increased consultant presence in the emergency department and in
acute specialties. This has resulted in: -

e Anincrease in the numbers of hours our consultant physicians are present in the hospital
over weekends and in the evenings

e Anincrease in the numbers of consultant led rapid assessments that take place and the
majority of our patients are seen by a consultant within 12 hours of admission.
We have also increased the numbers of nurses that support our emergency department

e We have improved the physical environment in the emergency department and have
committed to an investment in additional staff over the next 3 years

Despite these improvements there has been great difficulty in providing the quality of care that
we would like and we have now committed to a targeted improvement plan to ensure that
standards can be raised yet further to the level to which we aspire.

Measures/Areas of improvement planned for 2012/13

In order to deliver the targeted improvement plan and further enhance the work already begun
the Trust will: -

e Set up a clinically led project team to build on the work already in place and use a project
management approach to address the need to embed systems and processes that will
allow the right care to be given first time every time

e Support front line clinical staff by implementing a standardised approach that ensures that
it is easy to do the right thing and difficult to do the wrong thing. This will require the use
of technology to facilitate documentation and measurement for improvement as well as
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exploration of different models to support care such as physician’s assistants to support
doctors and release time for medical and nursing care

e Support the best use of evidence for new models of care, a communication strategy and
linkage with the work on quality and safety. It will support rapid tests of change and staff
engagement through communication and learning events and ensure a collaborative
approach across the health care economy to ensure that primary care and social care
understand and support the impact of this work.

How Progress will be Monitored and Measured

The Transformation Programme Management Office will oversee the detail of the project which
will also report to all Trust Groups and Boards including the Trust Board and HMG.

Quality Priority 2: - Caring for Vulnerable Adults

As part of the Trust's ongoing focus on supporting Vulnerable Adults, this priority focuses on
making improvements in the care of patients with Learning Disabilities or Dementia.

It builds on the achievements over the last year to include increasing the training and
development of staff to support the care for this group of patients. For patients with Learning
Disabilities this will focus on communication skills and for patients with Dementia this will focus
on the assessment of the patient during the initial admission to hospital.

Aim: -

To improve the care given to people with Dementia or Learning Disabilities.
Targets for 2012/13

The key targets set to enable delivery of this priority during 2012/13 are as follows: -

e To deliver dementia training to include all staff who engage with and/or care for patients
with dementia as per the dementia training strategy

e To deliver learning disability and awareness and communication training at induction,

preceptorship and bespoke training as required

To develop a care pathway for the management of people with dementia at NGH

e To improve the quality of patient care and experience of patients with dementia or
Learning Disabilities at NGH

e To develop patient and carer information in an appropriate format for patients with
dementia or learning disabilities

e To deliver the dementia CQUIN target.

Measures/Areas of improvement that have been introduced in 2011/12 include:

e Establishment of the Trust multi-disciplinary Dementia Care Action Committee who
developed and delivered a comprehensive action plan including: -

» Adoption of a butterfly logo as a means of identification of patients with dementia or
memory problems

Page 36 of 236



YV V VvV V

» Utilise a ‘butterfly magnet’ on the ward white boards in order that all staff are made
aware that the patient may require additional support

» To raise awareness regarding the additional needs of patients with dementia, the
committee developed a variety of resources all utilising the butterfly logo: -

e Advice sheets for different staff groups (porters and domestics and hostesses)
regarding engagement with patients with dementia

e A Patient Profile, to be completed with carers and kept at the bedside to be

utilised by all staff groups and volunteers

A ‘Remember Me’ awareness poster

Guidance regarding communication and ‘aim for the familiar’

Relative and carer information

A Dementia, Delirium and Depression (3D’s) resource folder

Pictorial communication folders were purchased to aid communication with various
groups of patients, including those with dementia

Activity boxes were purchased containing a variety of suitable photographs and activities
to aid engagement with the patients to be utilised by staff, volunteers and visitors
‘Memory Boxes’ were provided which relatives are encouraged to fill with items significant
to the patient

At the end of September, the ‘Butterfly Care’ was launched in the Trust and all wards
were provided with the above information and resources. They were also provided with
‘Memory Boxes’ which relatives are encouraged to fill with items significant to the patient
In order to ensure we have an informed and effective workforce regarding dementia care,
an education strategy has been developed and since September 2011, 34 ward cascade
trainers have been trained with the remit to be responsible for the training of all ward staff
Development and launch of the hospital passport and core assessment tool for patients
with learning disabilities

Learning Disability Liaison Nurse post full time at NGH for support and advice

Launch of the A/E Pathway for people with learning disabilities

Development of ‘easy read’ leaflets for various radiology investigations

Development of pain assessment tool for individuals with communication /cognitive
impairment.

Measures planned for 2012/13 are as follows: -

A ward audit of the success of the ‘Butterfly Care’ will be undertaken in April 2012 which
will include a review of the current documentation and information introduced

The Dementia Care Committee will develop a specific care pathway for patients with
dementia. The pathway will be based on the model published in the Healthcare for
London Dementia Services Guide. This gives clear guidance regarding actions to be
taken at each step of the patient journey and will include comprehensive guidelines and
procedures within one document and will deliver the national dementia CQUIN

Following liaison with Women’s Royal Voluntary Services (WRVS) plans are in place to
develop a befriending service for patients with dementia at NGH

A representative from NGH will join the Northamptonshire Dementia Action Alliance
chaired by the Alzheimer’s Society to ensure learning, good practice and experience with
the wider Health Economy. The Trust will host a dementia event at NGH for staff,
members and the public

The dementia training strategy will be reviewed to include the delivery of training to
different departments and staff groups
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e To increase the use of pictorial signage (eg signage for toilets and bathrooms, pictorial
menus) for use with patients with communication difficulties

e In respect of the increased incidence of dementia in people with Down’s Syndrome which
can also be prevalent at an earlier age, the LD Liaison nurse will be a member of the
Dementia Care Action Committee

e Development of accessible information for a variety of treatment options

e Introduction of accessible appointment letters

e Development of surgical and medical pathways which identify reasonable adjustments to
ensure equality of access for people with learning disabilities

e Investigate the potential to introduce an electronic flagging system identifying patients
with a learning disability

e To involve and engage with people with learning disabilities and their carers to ensure
that services are developed to meet their needs wherever possible

e Introduce a schedule of audits to assess the effectiveness of the resources and policies
developed for LD patients

¢ NGH to be identified as a ‘Keep Safe’ location.

How progress will be monitored, measured and reported:

The Board and Healthcare Governance Committee will review progress quarterly through the
Patient Safety, Clinical Quality and Governance Report. The Clinical Quality and Effectiveness
Group will receive quarterly performance reports. The SOVA steering group will receive monthly
reports on progress.

Quality Priority 3: - Patient Safety Programme

The Trust has supported a variety of safety initiatives in recent years. In order to ensure this
achieves the maximum effect a programme of training and investment is needed to ensure that
every member of staff understands their role in patient safety and works towards it every day. As
part of this Quality Priority the Trust proposes to invest in a programme of development to
support a team of Leaders for Safety who will form a ‘Safety Academy’ under the leadership and
direction of the Medical Director and the Director of Nursing supported by the Safety Lead. The
clinicians who form this academy will roll out projects and education to all staff groups and be
responsible for delivering a high profile portfolio of key projects that link the operational delivery
of services with the need to improve quality. Investment in quality in this way will improve clinical
outcomes and reduce overall cost to the system and will ensure that staff can be confident that
they are delivering the safest care that they can.

Aim: -

To reduce all avoidable harm and save every life we can. Our high level aim is to save 300
lives over the next 3 years and to reduce avoidable harm by 50% over this period.
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Trends and Targets for 2012/13

The Trust is continually striving to improve the safety and effectiveness of patient care. Some of
the improvements that are expected in 2012/13 are set out below: -

Targets for achievement by end of
March 2013

A Safety Strategy for Improvement and a Safety | Safety Academy formed and in place
Programme Outline are approved by the Board to | with regular reporting.

include the formation of a Safety Academy and a focus
on education and learning is designed and sustained.

A reduction in harm from failure to plan care so that all | 50 % improvement in measures
patients and staff have an improved understanding of | relating to planning of care.

the plan of care in place and appropriate actions are
taken.

A reduction in harm resulting from failure to rescue so | 50 % improvement in measures

that every acutely ill or deteriorating patient is | relating to failure to rescue.
recognised immediately and all appropriate actions are
taken.

A reduction in harm resulting from failure to deliver care | 50% improvement in the measures
so that every patient receives improved essential care. | that relate to basic delivery of care.

Measures/Areas of Improvement that have been introduced in 2011/12: -

In 2011/12 a variety of safety projects have been supported and progress has been made. These
include: -

Improved information for patients and staff visible in ward areas

Improved information available to the Trust Board

Involvement of all levels of staff in surveys to look at attitudes to safety

Projects to improve care in high risk areas such as the treatment of pneumonia, fractured
neck of femur and serious sepsis with a reduction in death rates in these areas

Set up a variety of mechanisms to ensure that we are able to focus on continual
improvement in systems and processes

Reduction in serious infections such as MRSA and C-Difficile

Reduced the infections that occur after operations

Improvements in the approach to the prevention of blood clots

Work with our most junior doctors as well as our senior consultant staff to reduce the
death rate from serious sepsis using targeted education and novel approaches

e Developed a Patient Safety Board bringing together a variety of disciplines to present
their improvement work and this is evolving into a meaningful and well supported forum.
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Measures/Areas of Improvement Planned for 2012/13

We plan to appoint 5 clinical leads to take forward key areas for improvement. These individuals
will help to support a Safety Academy co-ordinated by a Patient Safety Programme co-ordinator
and supported by project leads to report to the Medical Director and Director of Nursing . They
will be responsible for leading change and cascading training and development in the
organisation so that there is a core of trained individuals who can support all staff to improve safe
care. The 5 leads will be responsible for leading others to deliver projects to improve the planning
of care, the care of the acutely ill or deteriorating patient, the delivery of essential care, learning
from best practice and learning from errors. A detailed programme plan is in development and
will track measures for improvement and test changes in cycles of development using recognised
methods. A key feature will be the link of this programme of work with the re-design of the
Emergency Pathway so that we can link effective care pathways to measures that ensure safe
care. As a result of the combined effect of all the measures and projects we hope to save 300
lives over the next 3 years and reduce all avoidable harm to patients.

How progress will be monitored and measured

The Patient Safety Improvement Programme will report to all key Boards and Committees
including the Trust Board, the Clinical Quality and Effectiveness Group and the Healthcare
Governance Group.

The detailed progress of the work will be monitored through the Transformation Programme
Management Office to ensure that improvements in quality and safety are linked to all
transformation projects throughout the Trust.

Quality Priority 4: - Patient Experience

The Trust is committed to improving the Patient Experience across the organisation. This year
the focus will be on implementing a number of Patient Experience initiatives as part of NGH'’s
Patient Experience Strategy. Fundamental to that starting point is having a tool that will enable us
to monitor and measure our progress.

NGH plans to implement a headline metric for monitoring real-time patient experience, which is a
single question known as the Friends and Family test (previously known as the net promoter
score), which asks simply; “How likely is it that you would recommend this service to a friend or
family member?” This question will be standard across the Region and patients will be asked to
respond to one of six standard responses on the day that they are being discharged.

Aim: -

The Trust will achieve a 10 point improvement on the Friends and Family Test, using April
2012 as the benchmark, by the end of March 2013.
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Targets for 2012/13

During the pilot phase (of 3 weeks) the Trust achieved a score of 8.87, which although regarded
as being ‘good’ identifies that there is need for improvement. During the month of April 2012 the
Trust will be collating the first reportable data on the Friends and Family test. The first month will
be used as a baseline and the Trust will set a target to improve April’s score by at least 10 points
during the 2012/13 period.

Measures that have been introduced in 2011/12

CQUIN - Patient Experience

Through 2011/12 data for this CQUIN was collected using the Patient Experience Tracker
devices. This indicator is calculated from 5 survey questions each describing a different element
of the patients’ experience. These questions and the Trust's performance are detailed in the
graph below: -

Q2 mmmQ3 mmmQ4 —<—Target

100.0

80.0

60.0

40.0

20.0

Were you involved as Were hospital staff Did you have enough If you have been If you are ready to be

much as you wanted to  available to talk about  privacy when discussing  prescribed any new discharged, have you
be in decisions about  any worries or concerns your condition or medication, have you been informed of who to
your treatment or care? that you had? treatment? been informed of any contact if you are
possible medication side  worried about your
effects? condition after leaving
hospital?

The Trust has performed well against all of the indicators during the year; however, has fallen
slightly below target during this quarter on advising patients who to contact if they are worried
about their condition after leaving hospital. This is being picked up as a part of the quality priority
planning for 2012/13.

National Inpatient Survey 2010

The Trust has been collecting patient experience data in 10 areas identified as ‘underperforming’
in the National Inpatient Survey 2010, since October 2011. These areas included noise at night,
sharing sleeping areas with the opposite sex and getting enough help with eating meals.
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The Trust is demonstrating improvement in all areas and, as at the end of Quarter 4, is either on
or above the target. The latest performance figures can be seen in the chart below: -

100
90
80
70
60
50
40
30
20
10

|

B
a
a
a
a
a
a
a

Q3 mmm Q4 —=—Target

The labels 1-10 on the x axis are the questions as detailed in the table below: -

Q1 After you used the call button, how long did it usually take before you got help?

Q2 As far as you know, did doctors wash or clean their hands between touching
patients?

Q3 Did nurses talk in front of you as if you weren't there?

Q4 Did the doctors talk in front of you as if you weren't there?

Q5 Did you ever share a sleeping area with patients of the opposite sex?

Q6 Did you feel threatened during your stay in hospital by other patients or visitors?

Q7 Did you get enough help from staff to eat your meals?

Q8 In your opinion, were there enough nurses on duty to care for you in hospital?

Q9 Were you ever bothered by noise at night from hospital staff?

Q10 Were you ever bothered by noise at night from other patients?

Measures planned for 2012/13 to achieve the patient experience are as follows: -

In order to achieve the patient experience aim, the following priorities have been identified: -
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1. Introduce and implement the concept of co-production in the management of long term
conditions

2. Increase community participation by refocusing the Patient and Public Involvement (PPI)
group to ensure greater involvement in future planning and reconfiguration of services

3. Demonstrate reporting of patient experience to the Board monthly (including the Friends
and Family Test score and real time monitoring of patient experience) and clearly
demonstrate board challenge and actions relating to improvement

4. Engaging staff in co-production — develop a set of service standards and behaviours as
the foundation for delivering excellent services.

How progress will be monitored and measured

Assurance reports will be received by the Board through the Patient Safety, Clinical Effectiveness
and Patient Experience Report on a quarterly basis, this report will focus on Care Group and
organisational measures. In addition, the Board will receive quality reports from the Medical
Director and the Director of Patient and Nursing Services on a monthly basis relating to quality
issues within their respective portfolios (this will include reporting on the Friends and Family
Test).

The Trust Board is asked to read the proposals with regard to the quality priorities and to
debate any issues relating to clarity of purpose or significant omissions. As this is a
public facing document and needs to be written for a variety of audiences the language
and structure of the final report will need to be revised to ensure a consistent structure
and language that is appropriate whilst not diluting the content.

Further comments should be provided to the Governance Team who are also preparing
the parts of the account as set out in the legislation. Further input from Board members
regarding services that they would like to include as showcase examples are invited.

Dr Sonia Swart — Medical Director

April 2012

Appendices
Appendix 1 — Dr Foster Dashboard
Appendix 2 - Clinical Quality Scorecard
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Appendix 1 Dr Foster Dashboard November 2011 - January 2012

a

Peers - My current group - HSMR Basket of 56 Diagnosis Groups

Mortality Lengthof Stay DayCaseRate Readmissions

Northampton General Hospital NHS Trust A B
Trust Totals - Northampton General Hospital NHS Trust Mortality Lengthof Stay DayCase Rate Readmissions
Diagnases LAR 4 2N
Procedures E Q ‘ B Q ‘ [ |
Diagnoses Mortality Lengthof Stay DayCaseRate Readmissions
HSMR Basket of 56 Diagnosis Groups A B
Acute bronchitis A B BE=
Acute myocardial infarction n A B
Affective disorders ‘. 4 B
Anxiety, somatoform, dissociative, and personlity disorders HL2 B
Cancer of breast H2
Cancer of prostate B =
Chronic obstructive pulmonary disease and bronchiectasis [ | =
Fracture of neck of femur (hip) E 'y |
Normal pregnancy andior delivery H A =
Other connective tissue disease E [ |
Pneumonia 2 B B
Residual codes, unclassified H2 B
Respiratory failure, insufficiency, arrest (adult) 4 A BE=
Secondary malignancies ‘ . -
Senility and organic mental disorders ‘ . -
Skin and subcutaneous tissue infections E A B
Red Bell Negative Threshold triggered in CUSUM
Green Bell Positive Threshold triggered in CUSUM
Red Square Significantly worse than benchmark
Green Square | Significantly better than benchmark
Blue Square No significant variation from benchmark
White Square No alert, no data or not monitored
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APPENDIX 2 — Clinical Quality Scorecard

Corporate Scorecard 201112

Priority Apr-11  May-11 Jun-11 Qt Jukt Aug-11 Sep-11 Q2 Oct11  Now!! Dec-11 Q3 Jan12 Feb12 Mar12 Q4
HQUO1: HCAI measure (MRSA) MNational 1 0 0 0 0 0 0 1 0 0 0 0
HQUOZ: HCAI measure (COI) Mational b 2 3 5 1 7 b 5 4 f 1 2
HQUOE: MMSA Numbers Loca Mo Target 1 0 1 2 1 0 0 0 0 0 0 0
E Coli ESBL Quarterly Average MNational <17 Per Qfr 3 5 3 2 1 2 3 1 1 3 1 4
MRSA Screening Elective Patients Loca 100% 98.9%  98.9% 99.9% 996%  994% 99.9% 994%  996% 995% 999% 991% 999%
MRSA Screening Non-Elective Patients Loca 95% 949%  96.0% 95 4% 98.3%  98.6% 95.7% 973% 97.0% 96.8% 973% 962% 911%
Ward Traceahility Compliance Number of Unfated Units Loca 0 24 25 28 2 20 3 20 13 16 P! 14 17
Incidence of pressure ulcers
Type 3 Loca 20% reduction vs 2010-11 2 0 0 2 1 1 1 3 0 0 2 3
Type 4 Loca (Target 13) 0 0 1 0 0 0 1 0 0 2 3 0
) Bed Days (All Grades) Loca 1.31 137 125 oo I 17 0m 1ull 1 1 - 045 063 060
& harm from falls Loca
ophit Loca 20% reduction vs 2010-11 0 0 0 0 0 0 0 0 0 0 0 0
Loca (Target 9) 1 2 1 . 1 1 2 4 1l 1 0 2
Loca - 4 1 3 4 5 B 2 2 1 2 3
Loca 80% TA1% 14.50% 117% 2774%  33.00% 6%l 4358% 49.15% mﬁmoa. 61.21% 6B.47% .
ttendance at Trust [nductio Loca 80% 50.00% 81.00% 95.00%
Mumber of surgical site infections
— National 1 30% Mot reported Q1 Mot reported Q2 MN mm MN. mm _m .
ORIFS) Not reported Q1 Mot reported Q2 MM MM _M Mot reported Q4 .
22 20
- Mot reparted (1 Mot reparted (2 Not reparted Q3 0 A .
Full implementation of patient safety alerts e.g. NPSA, CAS, Medical Device Alerts etc 100%
Open Central Alert System (CAS) Alerts 0% 0 0 0 0 0 1 0 0 0 2 0 0
Participation in National Audits on the Quality Account MNational 50% 9787% 97.87% 97.87% 9787% 97.87T% mm.Eﬁ_. 95.74% 93.62% 3.%£. 91.49% .
MICE clinical practice quidelines and TAG compliance Mational 80% 4% 4% 73% 2% 1% % 1% ol%  80%  81%
Serious Untowards Incidents Mo Target Z 4 5 4 3 5 5 b 5 18 12 14
Mever Events MNational 0 0 0 0 0 0 0 1 0 0 0 0 0
WHO Surgical Safety Checklist 100% 100%  100% 100% 100%  100% 100% 100%  100%  100% 100%  100% 100%
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Jun-11

Jul-11

Mov-11

Dec-11 Q3

Jan-12  Feb-12

Mar-12 Q4

Patient Experence

HQU04: Patient Experience Survey

Cancelled Operations not rebooked within 28 days

Haospital Cancelled Operations

HQU16: Emergency Readmissions

Nurmber of written complaints received

Complaints Responded to within agreed timescales

HQU05-07: Referral to Treatment waits (35th percentile measures)
>a3_:ma Patients

1=

SRS09: Dm{nmmm Rate
Day of Surgery Admission Rates (DOSA)
moc: _u_u,oa_m mnoam _ua Operative participation rates

__u_mmmm _58 PROMs mnoam is :m:o:m_ data from HES and reflects April 10 to March
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Mational

MNational
MNational
MNational
Mational

MNational
Mational

Mational
Mational

MNational
MNational

Mational
MNational
MNational
[National
MNational
Mational
Mational
MNational
MNational
MNational
MNational

.d

ocd

ULa

Mational
MNational
MNational
MNational
MNational

86.8
0%
6%

100%

23Weeks
11 1Weeks

18 3Weeks
f.6Weeks

28Weeks
7. 2Weeks

=<4 Hrs
95th
Longest
95th
Longest
=1% and <5%
=<5%
1
=15 ming
<thr
0

93.0%
93.0%
96.0%
9M.0%
98.0%
94.0%
90.0%
35.0%
35.0%

423
6.34

5.33
81.50%

80%
80%
80%
80%
80%

Apr-11

0%
5.1%

a7
100%

17.64
7.20

12.52
397

2028
4.96

96.5%
05:13
09:21
03:54
10:27
55%
0.2%

82.0%
00:49
00:56
03:04

97.6%
94 7%
99.3%
100.0%
98.3%
99.0%
94 7%
92.9%
90.4%

409
6.27

542
84.7%

May-11

a7.46
0%
6.8%

42
100%

17.51
7.81

1345
534

19.00
4.30

96.4%
05:32
13:32
03:52
14:47
37%
0.3%

§3.1%
00:45
00:52
02:56

93.9%
82.8%
98.7%
100.0%
100.0%
95.5%
100.0%
82.9%
§2.0%

407
6.98

6.34
84.7%

45
100%

§6.99 88.95
0% 0%
6.0% 51%
48
B 00%
17 56 17 71
777 703
13.31 14.06
511 522
2010 . 18.00
438 469
96.9% 95 3%
04-51 0538
1152 1102
03-55 03-57
08-15 1131
3.3% 37%
0.1% 01%
86 3% 82 8%
00-37 00-50
00-58 00-55
03-05 03-09
96.1% 96.2%
100 0% 100 0%
99 4% 93.7%
100.0% 100.0%
100.0% 93.5%
96.0% 97 6%
85 7% 82 4%
86 4% 91 7%
86.5% 86.0%
384 355
691 716
5.19 6.35
8.30. B4 6%
91 8%

Aug-11 Sep-11 Q2 Oct-11
86.10 88.29 £2.14
0% 0% 0%
7.3% 71% 5.5%

PCT Reconcilliation awaited
42 39 51

100% 100% [ 100%
17 82 17 83 1770
554 563 780
13.59 14.53 1431
519 5.90 5.36
1775 19 32 - 19 96
5.06 451 463
97.2% 95.1% 93.2%
04:57 05-46 06:51
12-03 1352 19-40
03-45 03-56 0358
11:38 12:02 14:46
25% 31% 21%
0.0% 0.1% 01%
90 8% 77 8% 75 1%
00-31 01-05 01-16
00-39 00-44 00:55
02:39 02:47 02:54
95.1% 95.2% 94 6%
100 0% 100 0% 100 0%
97.4% 99.4% 97.7%
92.0% 97.2% 95.5%
100.0% 100.0% 100.0%
96.5% 100.0% 99.0%
100 0% 100 0% 93 3%
94 7% 100 0% 94 4%
79.4% 91.1% 79.6%
493 6.06 5 61
658 639 637
6.55 6.31 6.17
B5 6% B3.5% B4 9%

91.7%

71.57
0%
4.8%

4
100%

17.82
7.28

14.90
5.04

16.81
4.59

91.3%
0718
18:08
03:59
16:24
2.7%
0.2%

76.4%
01:m
00:46
02:43

97.3%
100.0%
98.2%
95.3%
100.0%
99.1%
100.0%
93.0%
86.3%

4.35
714

6.47
84.9%

50.50%
81.21%
90.91%
47 54%
75.58%

41.17
0%
6.2%

29

100% [

1788
G.68

12.83
467

17.53
5.55

87.1%
08:14
17-54
04:33
15:04

35%
0.3%

80.8%
01:06
00:46
03:00

97.5%
100.0%
99.4%
100.0%
98.5%
97.2%
92.9%
97.7%
§9.9%

540

7.33

6.93
§2.8%
91.6%

34.05
0%
6.4%

39
100%

17.85
7.60

14.11
5.66

16.53
422

§2.5%
08:38
18:28
04:45
18:08
2.8%
0.4%

81.1%
01:m
00:42
03:01

96.8%
100.0%
99.4%
100.0%
98.8%
95.4%
100.0%
100.0%
88.3%

454
743

6.63
85.6%

g1.58
0%
6.4%

48
100%

17.93
7.35

14.66
440

16.68
440

86.5%
09:02
18:54
04:28
16:22
2.9%
0.3%

§2.3%
00:59
00:40
02:39

96.4%
100.0%
98.1%
100.0%
100.0%
100.0%
100.0%
100.0%
86.0%

475
.49

7.50
84.8%

0%
6.1%

49

18.60
10.00

15.10
4.60

15.40
4.20

39.7%
07:56
17:10
04:00
15:26
3T%
0.3%

85.5%
00:47
00:51
02:51

96.6%
100.0%
99.3%
100.0%
95.6%
98.6%
100.0%
96.9%
a7.4%

337
7.79
6.66

33 3%

Infarmation awaited from

HES



11 May-11 Jun-11 Q1 Jul11 Aug-11

HSMR - cumulative Position from Apr 2011 112.80  100.70 101.00 103.60 10310 99.3 954
HSMR- Quart Position from Apr 2011 101.00 97.3
SMR- cumlative Position from Apr 2011
Pneumania Mationa <100 125.00 120.0 106.5 95.7
Fracture of neck of femur (hip) Mationa <100 data problem data problem 79.3 86.9
Urinary Tract Infections Mationa <100 78.00 96.0 94.2 88.5
Acute Cerebrovascular disease Mationa <100 103.00 91.0 96.0 971
Aspiration pneumonitis, foodfvomitus Mationa =100 167.00 95.6 173 176
Congest ve heart failure, nonhypertensive Mationa <100 146.00 143.0 1054 96.2
Chronic obstructive pulmonary disease and bronchiectasis Mationa =100 163.00 129.8 94.6 9.6
Acute myocardial infarction Mationa <100 133.00 1246 107.6 101.2
ary tract disease Mationa <100 259 (not sig) 129.3 1111 1022
Acute and unspecified renal failure Mationa <100 130.00 1428 131.8 1184 .
HSMR (Rolling 12 months Nov 10 to Oct 11) Mationa <100
Point of Delivery
Combined Mationa <100 115 112.8 1131 1133 1121 110.3 108.7 1079 1040 96.5
Non-Elective Mationa <100 115.6 1134 1135 1134 112 110 108.5 107.9 104.0 98.1
Elective Mationa <100 95 95.1 98.1 105.8 105.8 105.8 94.3 92.9 90.8 95.4
Diagnosis Group
Preumonia Mationa <100 1275 128 128.8 130.3 1333 1347 130.9 1132 10738 106.8
Chronic obstructive pulmonary disease and bronchiectasis Mationa <100 179 116.3 1202 135 1321 1321 1314 771 69.7 95.2 .
Uninary tract infections Mationa <100 136.6 132.7 1319 120.9 121 105.8 106.9 79.7 82.0 1011
Acute cerebrovascular disease Mationa <100 119.2 116.2 112.1 1.7 106 102.8 101.9 86.7 82.2 99.3
Fracture of neck of femur (hip) Mationa <100 141.6 148.6 139.2 1235 110.9 94.6 94.3 72.0 64.8 82.8
Acute myocardial infarction Mationa <100 1215 125 1251 12712 1274 128.7 136.2 79.2 69.7 91.2
Congestive heart failure, nonhypertensive Mationa <100 1364 1427 146.7 1697 1517 163.8 1604 1012 906 105.9
SQU12: Maternity 12 weeks Mationa =00% 85% 87% 86% 87% 86% 83% 83% 87%  81% 88%  B87%  85%
SRS10: Delayed Transfers of Care — Acute & MH Nationa 3% 16%  19% 1%l 2 2% 2%l 20%  26% sl 30% 25% 1%l
Fractured neck of Femur
] nts admitted with FNOF TBC 29 27 23 23 23 42 38 &l 36 42 21 32
18hrs TBC 23 26 21 20 23 i 3 32 32 39 18 27
FNOF wt [ on within 4 TBC 13 23 17 19 22 32 29 27 32 36 16 26
hin 48 hours o f TBC 100% 57% 86% 81% 95% 96% 86% 86% 84%  100% 92%  89%  96%
TBC 17 19 19 23 23 20 16 20 23
Peri Arrests (Mumbers) The 11 8 7 9 4 12 12 13 22
Patients admitted as Emergency with Gl Bleed scoped within 24 hours 44% 67% 90% 100% 84% 94% 89% 67% 88% 82%  B84%
25% of suspected stroke patients given CT scan within 3 hours of arrival Loca 25% 83% 1% 84% 69% 83% 7% 82% T4% 81%  B6%
75% of suspected stroke patients given CT scan within 24 hours of arrival Loca 75% 98% 97% 100% 100% 100% 100% 100% 100% 100%  97%
Percentage Transient Ischaemic Attack (TIA) cases with a higher risk of stroke who are treated within 24 hours Mationa 65% 30% 65% 35% 64% 62% 69% 67% 67% %  60%
Patients who spend at least 90% of their time on a stroke unit Mationa 80% 80% 84% 38% 82% 81% 92% 100% 94% 89% 81%
Breast Feeding initiation Mationa 75% 78% 75% 79% 79% 79% 75.9%  T7.0% 3% 7%  T4%
Caesarean Section Rates - Total Mationa <25% 24% 29% 28% 30% 29% 30% 3% 28% 0%  30%
Caesarean Section Rates - Elective Mationa <10% 13% 14% 13% 16% 16% 17% 14% 13% 3%  17%
Home Birth Rate Loca <14% 9% 8% 6% 7% 6% 6.2% 7.0% 82% 65% T7.6%
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Dec-11 Q3 Jan12 Feb-12 Mar12 Q4

CQUIN Schemes 2011-12 d : Apr-11

May-11 2 12 Oct-11 Now-11
SCHEME 1 Cancer cauiN

Improve appropriate assessment and Improve mortality rates CauIM
Percentage of Oncology patients deaths within 30 days of receiving chemotherapy CQUIN 0.00%  0.00% 043%  043% 0.74% 062%  0AG% 058% 0.50%  Information
awaited fram DFI
Percentage of Haematology patients deaths within 30 days of receiving chemotherapy CauIM 0.42% 0.00% 0.00% 0.00% 0.00% 0.00% 0.00% 0.00% 0.00%
Q.4 maintain current
Performace Status Recorded CQuUIM performarnce 7% 89% 90% 96% 90% 92% 91% 95% 97% 93% 97%
Audit Size CQUIN 30 patients 25% 19% 13% 12% 16% 17% 39% 32% 38% 33% 35%
Q.4 maintain current
Increase the number of patients recewing treatment via homecare CQuIM _ performance 43% 38% 41% 40% 29% 41% 33% 27% 10% 30% 31%
Compliance with national cancer standards and best practice CQUIMN | survey and aspects of national Audit completed in Q3 indicates the required improvemtn vs CQIN Target
SCHEME 2 MNECNATAL CQUIN
Initial Parent Consultation with Senior medical Staff at admission to a neonatal units CauiN
Participation rate CQUIN 0% 0% 0% 53% T2% hﬂwo. G0% 45% 42% 43% 45%
Percentage Temperature taken within an hour of admission CQuIM 0% 0% 0% 90% 80% 73% 88% 79% 78% 76% Infrormation
Screening for cranial abnormality CQuUIM 95% 0% 0% 0% 100% 100% 100% 100% 100% 0 100% awaited from
Q.4 maintain current 100% Netwark
Screening rate for retinopathy of prematu cauiM performarnce 0% 0% 0% 100% 100% 80% 100% 100% 0
SCHEME 8 Hepatitis C CQUIN
To increase compliance CauiN Q.4 maintain current
To improve outcomes associated C treatment CaulM performarice

MNon- Specialist
Reduce avoidable death, disability and chronic ill health fram venous-thromboembolism — COLUI 90% 91.6% 92.0%
Improve responsiveness to personal needs of patients

| y volved as much as you wanted to be in decisions about your care and
ou find someone on the hospital staff to talk to about your worries and fears?

3%l 918%  900% 92 0% 931%  934%

s1s% [l 911% 929% 909% [

CQuUIN 7.10
CQUIN 6.34 £.20
CQUIN 823 8.25
hen you went| CQUIN 485 4.80

.
ried about your condition or CQUIN 743 7.66 .

712

Mormalising birth CQuUIM
Method of Delivery Description Rates CauiN Q4 <12% 13% 14% 13% 16% 16% ._mn__a. 17% 14% ._m_wo. 13% 13% 17%
Lifestyle
Is the smoking status recorded CQuIM Q4 = 65% 57% 69% 82%
Mumber of smokers given brief advice CQuUIM Q4 = 65% 97% 100% 100%
End of Life caum
PPOC Documentation Rate = 90% @ Q4 cauiM 100%
Referred to appropriate senvice CQuUIM Q4 90% PROC & 80% refersl 75%
Ensuring effective Communication between Primary and Secondary Care . Q4 75% discharged according
CaulM to agreed profocol
Prescribing and Meds Management. Accuracy of medication on discharge . Q4 70% _&‘ discharge letlers T0%
CQuUIN without errror
CQUIN Q4=86% 86% [ |
cauiN Q4=24% 24%
CauiN Q4=24% 24%
Q4 evidence that we are Gs maw_u.m:nm Em# e maa
prescrnbing against agreed prescribing against agree
protocol has been provided
profocol & accepted
CQuUIN
04 ewvidence that we are
prescibing against agreed
CQuIM profocol
04 ewvidence that we are
d other mimetics) prescribing against agreed
CaulM protocol
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Northampton General Hospital NHS|

NHS Trust
TRUST BOARD SUMMARY SHEET
Title: - Performance Report
Submitted by: - Christine Allen — Chief Operating Officer
Date of meeting: - 25th April 2012
Corporate Objectives
Addressed: -

SUMMARY OF CRITICAL POINTS: -

This report sets out the key areas of performance for Northampton General Hospital NHS Trust for
Month 12 (March 2012).

The Trust achieved all the minimum performance standards for March 2012, with the exception of
the 4 hour transit time in A&E. The Trust achieved 90.66% against the standard of 95% of
patients spending a maximum of 4 hours in A&E. The year end position is 92.87%.

PATIENT IMPACT: -
Patients waiting over the maximum waiting times

STAFF IMPACT: -

FINANCIAL IMPACT: -
N/A

RISK ASSESSMENT: -
N/A

EQUALITY & DIVERSITY IMPACT ASSESSMENT: -
N/A

RECOMMENDATION: -

Trust Board is asked to discuss the contents of this report and agree necessary action.
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1.

2.1

2.2

Northampton General Hospital NHS

NHS Trust
PERFORMANCE REPORT - APRIL 2012

INTRODUCTION

This report sets out key areas of performance for Northampton General Hospital NHS Trust
for Month 12 (March 2012). The report is based on the NHS Performance Framework -
Service Performance Standards and Targets.

More detailed performance is reported by exception, i.e. where performance is below
standard, where there are specific pressures that present a risk to the ongoing achievement
of any of the standards or where there are high profile issues e.g. new targets.

SERVICE PERFORMANCE

(See appendix 1 for the score card)

March Performance

During March 2012, the Trust continued to achieve all the 18 week standards for median
waits and the 95™ percentile as well as continuing to meet the standard of 90% of all admitted
and 95% of non-admitted patients treated within 18 weeks.

The Trust continues to exceed the national standard of all diagnostic tests carried out within 6

weeks of request. During March all diagnostic tests were carried out within 4 weeks of the
request.

The Trust achieved all the Stroke standards of patients having a scan following a TIA within
24 hours and stroke patients spending at least 90% of their time on a stroke ward.

The Trust achieved all the cancer standards with the exception of 31 days from referral to
treatment for subsequent treatments for drug therapy. The Trust achieved 97.4% against the
standard of 98%. All cancer standards are monitored quarterly and the Trust has achieved
all the cancer standards for quarter 4.

Year End Performance

As a result of continued progress throughout the year the Trust has successfully met the
following performance standards for the year: -

All 18 week standards

All Stroke standards

All quarterly Cancer standards

All Diagnostics carried out within 6 weeks of request.
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2.3 Urgent Care Standard Performance

The Trust achieved the minimum A&E standards grouped for timeliness and patient impact;
however, did not achieve transit time of 95% of patients treated within 4 hours. During

March 90.66% of patients were treated within 4 hours against the standard of 95%.The
position has improved by 4.1% since February when the Trust achieved 86.52%.

In line with the actions included in the recovery plan there are early signs of improving
performance, which continues in April. Progress against the recovery plan is monitored by
the Trust, NHS Northamptonshire and the SHA.

The Trust has not achieved the year end standard for the number of patients treated within 4
hours. The Trust achieved 92.87% against the standard of 95%. As agreed by the Board,
improvements in the Urgent Care Pathway are a priority for the Trust in order to manage the
increase in activity and improve patient experience. Further updates will be provided to
ensure the Board is fully aware of progress in this area.

3 RECOMMENDATIONS

Trust Board is asked to discuss the contents of this report and agree necessary action.
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Northampton General Hospital NHS

NHS Trust
BOARD SUMMARY SHEET
Title: - Monthly Infection Prevention Performance Report
Submitted by: - Suzie Loader, Director of Nursing
Prepared by: - Pat Wadsworth, Lead Infection Prevention and Control
Nurse
Date of meeting: - 25™ April 2012
Corporate Objectives To develop and embed measures for quality and
Addressed: - clinical outcomes to achieve the highest standards

SUMMARY OF CRITICAL POINTS
Monthly update on reportable HCAIs

PATIENT IMPACT
High — review of incidents and trend analysis of HCAIs is paramount to improving patient
safety and quality of care.

STAFF IMPACT
High — review of incidents and trend analysis of HCAIs is paramount to improving patient
safety and quality of care and also impacts on staff safety and wellbeing.

FINANCIAL IMPACT
Will be identified as required.

EQUALITY AND DIVERSITY IMPACT
Applicable to all.

LEGAL IMPLICATIONS
The Board has a statutory obligation to ensure appropriate infection prevention and control
mechanisms are in place.

RISK ASSESSMENT
Failure to review infection prevention and control would be considered to be high risk.

RECOMMENDATION
The Board is asked to consider the content of this report.

IPT Sept 2011 1
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Northampton General Hospital NHS|

NHS Trust

Introduction

The Board is aware of its duty to ensure appropriate infection prevention and control
mechanisms are in place to promote patient safety and quality of care. This report provides
the assurance required by the Board to satisfy its statutory requirements by providing an
update as to the current situation in relation to Healthcare Associated Infections (HCAIS)
within the Trust.

MRSA Bacteraemia (Appendix 1)

The Trusts trajectory for MRSA bacteraemia in 2011/12 is 3 cases. In March there were 0
>48hrs MRSA bacteraemia. The Trust is measured on the number of MRSA bacteraemia
cases per 10,000 bed days. Last year the number of bed days was based on a fixed bed
base of 575. This year the bed base will reflect the actual utilised bed base for the month
which will vary from 575 that includes the community wards. The post-48 hour MRSA
bacteraemia cases per 10,000 bed days year to date are 0.10. The Trusts trajectory for
MRSA bacteraemia for 2012/13 is 1 case.

MRSA Colonisation (Appendix 2)

During March there were 16<48hrs and 6 >48hrs cases of MRSA colonisation. Internal
patient verified data identifies 99.9% compliance for the screening of elective admissions
during March. The compliance rate for emergency screening was 91% in March. This
reduction has been shared with senior nursing and medical teams due to a recent change in
admission documentation.

MSSA Bacteraemia (Meticillin Sensitive Staphylococcus Aureus)

During March there were 6 <48hrs and 2 >48hrs MSSA bacteraemia cases. Over the last
year there has been a 50% reduction in post 48 hour MSSA from improved practice relating
to central venous catheters in areas such as haematology, oncology and renal medicine.

Clostridium difficile (C diff, Appendix 3)

The Trust has a trajectory of 54 C. diff. cases with an internal stretch ceiling of 48 cases.
During March the Trust identified 0<3 day and 3 >3 day cases of C. diff. which equates to a
cumulative of 0.24 /1,000 bed day’s year-to-date.

Actual —+—Target —i—Internal target
60

50 /—

40
A/
30 /0-///:—// |
A/A
20 // |

Apr May Jun Jul Aug Sep QOct Nov Dec Jan Feb Mar

At the end of March the Trust had 50 cases of C. diff, with an additional case at Danetre and
one at Isebrook. Therefore, an overall of 52 C. diff. cases, below our external trajectory.
For the purposes of the HPA data capture system and subsequent information released to
the public (data.gov.uk) the figure for the Trust remains at 50. Danetre and Isebrook are
listed as PCT hospitals by the HPA and as separate units on the government website.

IPT Sept 2011 2
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Surgical Site Infection Surveillance Scheme (SSIS)

The Trust takes part in national surgical site surveillance scheme of over 150 hospitals in
England so that it can measure the rates of surgical wound infection and be sure that
patients are given the highest possible standard of care. The national programme is
coordinated by the Health Protection Agency (HPA).

1. Surgical Site Surveillance of Fractured Neck of Femur Repairs

Background
The national Surgical Site Infection Surveillance programme is continuing to audit this
category throughout the year and reports are generated quarterly.

Although the HPA report will take some time to be generated, the interim results for
March 2012 show that there were no infections resulting from 19 operations to repair
#NOF's.

2. Surgical Site Surveillance of Large Bowel operation

Background
The national Surgical Site Infection Surveillance programme is auditing this category for
guarter 4 (January to March).

Although the HPA report will take some time to be generated the interim results for March
show that there were 24 operations undertaken resulting in no infections to date. These
results are fed back to Clinical Quality and Effectiveness Group (CQEG) on a monthly basis.

Hand Hygiene Audit
Information from the Hand Hygiene Observational Tool (HHOT) shows that in March the
overall compliance for hand hygiene was 99.5%.

Hand Hygiene - Monthly Trend Performance

101.0%

100.0% A

99.0% H

98.0%

Compliance (%)

97.0%

96.0%

95.0% -

94.0% -

Apr-11 May-11 Jun-11 Jul-11 Aug-11 Sep-11 Oct-11 Nov-11 Dec-11 Jan-12 Feb-12 Mar-12
B Doctor 99.0% 98.2% 99.4% 99.4% 97.0% 98.9% 99.5% 98.9% 99.5% 97.8% 99.5% 99.6%
ENurse/HCA 100.0% 100.0% 99.7% 99.3% 99.2% 99.9% 99.7% 100.0% 100.0% 99.6% 99.5% 99.5%
DOTherapist 100.0% 99.6% 100.0% 100.0% 100.0% 98.8% 99.1% 99.4% 100.0% 100.0% 98.8% 99.7%
OPharmacist 98.4% 100.0% 100.0% 100.0% 96.3% 100.0% 100.0% 100.0% 100.0% 100.0% 99.5% 96.7%
WPorter 100.0% 100.0% 99.0% 99.3% 97.1% 98.3% 96.6% 97.3% 99.1% 98.3% 97.7% 99.6%
OPhlebotomist| 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0%

IPT Sept 2011 3
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Recommendation
The Board is asked to discuss the content of this report.

Suzie Loader
Director of Nursing, Midwifery & Patient Services
DIPC

IPT Sept 2011
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Northampton General Hospital NHS'|

NHS Trust

TRUST BOARD SUMMARY SHEET

Title: - HR REPORT

Submitted by: - Chanelle Wilkinson, Director of HR

Date of Meeting: - 25™ April 2012

Corporate Objectives To develop an effective, efficient and flexible workforce to support the
Addressed: - changing environment

SUMMARY OF CRITICAL POINTS: -

This is

the monthly HR report for April 2012 which focuses on February 2012 and the following topics:-

Substantive Workforce Capacity

Substantive workforce capacity increased by 57.3 FTE from 3,811.11 to 3,868.54 which is
below the plan (4,139.57) for the month. The % FTE of contracted workforce against
budgeted establishment has increased by 1.38% to 93.45%

Temporary Workforce (excluding Medical Staffing)

Temporary Workforce Usage increased by 1.39% from 5.47% to 6.86% and remains above
the planned temporary FTE target of 5%

Total Substantive Workforce plus Temporary Workforce (excluding Medical Staffing)

The total workforce % FTE against budgeted establishment FTE has increased by 2.95% to
100.34%

Calendar Days Lost to Sickness

The number of calendar days lost to sickness decreased by 57 from 6,374 to 6,317 in
February 2012

Days Lost per Employee

The number of days lost per employee decreased by 0.03 from 1.41 to 1.38 in February

2012

Long Term Sickness Absence

Long term sickness absence increased by 0.06% in February 2012 to 1.90% and remains
below the Trust target of 2%

Short Term Sickness Absence

Short term sickness absence has increased by 0.13% to 2.74% in February 2012 (Trust target
1.4%)

Staff Turnover

Staff turnover (leavers) has increased by 0.14% on the month to 8.02%, which is above the Trust
target of 8%

Temporary Workforce Expenditure (including Medical Staffing)

The temporary workforce expenditure has increased by £54,393 from £1,039,113 to
£1,093,506 = to 8.01% of the total workforce expenditure

Appraisals

The number of completed and booked appraisals has decreased by 1% in February 2012 to
85.0%

Mandatory Training

The Mandatory Training Activity Forecast shows an increase in training levels occurring in
February 2012. We expect to achieve the desired minimum target of 75%.

Forecast & Risks

TDG has approved the case for improvements to the Trust roster management process and
has agreed that a Rostering Partnership approach should be adopted within Medicine.
Rostering in Partnership will improve the operational and strategic performance management
of rosters including tighter controls over headroom management and use of overtime / bank /
agency
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PATIENT IMPACT: -
High

STAFF IMPACT: -
High

FINANCIAL IMPACT: -
High

EQUALITY AND DIVERSITY IMPACT: -

Low

LEGAL IMPLICATIONS: —
None

RISK ASSESSMENT: -

Managing workforce risk is a key part of the Trust’'s Risk Assessment Programme.

RECOMMENDATION: - The Board is asked to discuss the report.
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NHS

Midlands and East

SELF-CERTIFICATION RETURNS

Organisation Name:

Northampton General Hospital NHS Trust

Monitoring Period:

Mar 2012

NHS Midlands & East
Provider Management Regime
2011/12

Returns to providerdevelopment@eoe.nhs.uk by
the last working day of each month
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NHS

Midlands and East

NHS Trust Governance Declarations : 2011/12 In-Year Reporting

Name of Organisation: Northampton General Hospital NHS Trust Period: Mar 2012

Organisational risk rating

Each organisation is required to calculate their risk score and RAG rate their current performance as per the 2011/12 Provider Management Regime, in
addition to providing comment with regard to any contractual issues and compliance with CQC essential standards:

Key Area for rating / comment by Provider Score / RAG rating*

Governance Risk Rating (RAG as per NHS Midlands and East PMR guidance)

Financial Risk Rating (Assign number as per NHS Midlands and East PMR guidance) 29

Contractual Position (RAG as per NHS Midlands and East PMR guidance) A

* Please typein R, Aor G

Governance Declarations

NHS Midlands and East organisations, subject to the Provider Management Regime, must ensure that plans in place are sufficient to ensure compliance in
relation to all national targets and including ongoing compliance with the Code of Practice for the Prevention and Control of Healthcare Associated
Infections, CQC Essential standards and declare any contractual issues.

Supporting detail is required where compliance cannot be confirmed.

Please complete sign one of the two declarations below. If you sign declaration 2, provide supporting detail using the form below. Signature may be either
hand written or electronic, you are required to print your name.

Governance declaration 1

The Board is satisfied that plans in place are sufficient to ensure continuing compliance with all existing targets (after the application of thresholds), and with
all known targets going forward. The board is satisfied that plans in place are sufficient to ensure ongoing compliance with the Code of Practice for the
Prevention and Control of Healthcare Associated Infections (including the Hygiene Code) and CQC Essential standards. The board also confirms that there
are no material contractual disputes.

Signed by: Print Name:
on behalf of the Trust Board Acting in capacity as:

Signed by: Print Name:
on behalf of the Trust Board Acting in capacity as:

Governance declaration 2

For one or some of the following declarations Governance, Finance, Service Provision, Quality and Safety, CQC essential standards or the Code of Practice
for the Prevention and Control of Healthcare Associated Infections the Board cannot make Declaration 1 and has provided relevant details below.

The board is suggesting that at the current time there is insufficient assurance available to ensure continuing compliance with all existing targets (after the
application of thresholds) and/or that it may have material contractual disputes.

Signed by : Print Name : Gerry McSorley
on behalf of the Trust Board Acting in capacity as:

Signed by : Print Name :
on behalf of the Trust Board Acting in capacity as:

If Declaration 2 has been signed:

Please identify which targets have led to the Board being unable to sign declaration 1. For each area such as Governance, Finance, Contractual, CQC
Essential Standards, where the board is declaring insufficient assurance please state the reason for being unable to sign the declaration, and explain briefly
what steps are being taken to resolve the issue. Please provide an appropriate level of detail.

Target/Standard: Total time in A&E

The Issue : The Trust has not delivered the 95% target in Q4 or in March

Action : Integrated Health Economy action plan

Target/Standard: Access to healthcare for people with a disability

The Issue : two areas of partial compliance, development of comprehensive information for patients with LD re
Action : Action plan developed and implemented
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Board Statements

Northampton General Hospital NHS Trust

Mar 2012

For each statement, the Board is asked to confirm the following:

For CLINICAL QUALITY, that:

The Board is satisfied that, to the best of its knowledge and using its own processes and having had regard to the SHA's
Provider Management Regime (supported by Care Quality Commission information, its own information on serious
incidents, patterns of complaints, and including any further metrics it chooses to adopt), its NHS trust has, and will keep in
place, effective arrangements for the purpose of monitoring and continually improving the quality of healthcare provided
to its patients.

v

If the Trust Board is unable to make the above statement, the Board must:

Be satisfied that, to the best of its knowledge and using its own processes (supported by CQC information and including

2 |any further metrics it chooses to adopt), its Trust has, and will keep in place, effective arrangements for the purpose of \/
monitoring and continually improving the quality of healthcare provided to its patients.

3 Be satisfied that, to the best of its knowledge and using its own processes, plans in place are sufficient to ensure ongoing ‘/
compliance with the CQC's registration requirements

4 Certify it is satisfied that processes and procedures are in place to ensure that all medical practitioners providing care on ‘/
behalf of the NHS foundation trust have met the relevant registration and revalidation requirements.

4  |Be satisfied that the Trust is embedding patient experience into the service design, improvement and delivery cycle. \/

For SERVICE PERFORMANCE, that:

The board is satisfied that plans in place are sufficient to ensure ongoing compliance with all existing targets (after the
application of thresholds), and compliance with all targets due to come into effect during 2011/12.

X

For RISK MANAGEMENT PROCESSES, that:

Issues and concerns raised by external audit and external assessment groups (including reports for NHS Litigation

Response

6 |Authority assessments) have been addressed and resolved. Where any issues or concerns are outstanding, the board is
confident that there are appropriate action plans in place to address the issues in a timely manner

7 All recommendations to the board from the audit committee are implemented in a timely and robust manner and to the
satisfaction of the body concerned

8 The necessary planning, performance management and risk management processes are in place to deliver the annual
plan
A Statement of Internal Control (“SIC”) is in place, and the trust is compliant with the risk management and assurance

9 [framework requirements that support the SIC pursuant to the most up to date guidance from HM Treasury (see
http://www.hm-treasury.gov.uk)

10 The trust has achieved a minimum of Level 2 performance against the key requirements of the Department of Health’s

Information Governance Toolkit

11

For COMPLIANCE WITH THE NHS CONSTITUTION, that:

The Board is assured that the trust will, at all times, have regard to the NHS constitution

Response

For BOARD, ROLES, STRUCTURES AND CAPACITY, that:
The Board maintains its register of interests, and can specifically confirm that there are no material conflicts of interest in

Response

\\\\\I\I\ SN S S

12 the Board
13 The Board is satisfied that all directors are appropriately qualified to discharge their functions effectively, including setting
strategy, monitoring and managing performance, and ensuring management capacity and capability
14 The selection process and training programmes in place ensure that the non-executive directors have appropriate
experience and skills
15 |The management team have the capability and experience necessary to deliver the annual plan
16 |The management structure in place is adequate to deliver the annual plan objectives for the next three years.
Signed on behalf of the Trust: Print name
CEO Gerry McSorley
Chair Paul Farendon
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NHS Midlands and East Provider Management Regime

Ref

Thresh-olds

Area

[The SHA will not utilise a general rounding principle when considering compliance with these targets and standards, e.g. a performance of 94.5% will be considered as failing to achieve a 95% target. However, exceptional cases
may be considered on an individual basis, taking into account issues such as low activity or thresholds that have little or no tolerance against the target, e.g. those set between 99-100%.

Midlands and East

Details

C.Diff

[Performance against contract with main commissioner

MRSA

MRSA objective: those trusts which are not in the best performing quartile for MRSA should deliver performance that is at least in line with the MRSA objective target figures
calculated for them by DH. The SHA expects those NHS trusts without a centrally calculated MRSA objective to agree an MRSA target for 2011/12 that at least maintains existing
performance.

[Where a trust has an annual MRSA objective of six cases or fewer and has reported six cases or fewer in the year to date, the MRSA objective will not apply for the purposes of the
SHA's Provider Management Regime

If a trust with an annual objective of six cases or fewer declares a risk of exceeding the de minimis level and its annual MRSA objective in-year, but has not yet done o, it will be
required to [provide, and then] report monthly against, an MRSA action plan until the risk has been satisfactorily addressed.

[Cancer:
31 day wait

31-day wait: measured from cancer trealment period start date (o treatment start date. Failure against any threshold represents a failure against the overall target. The target will not
apply to trusts having five cases or less in a quarter.

Cancer:
62 day wait

[62-day wait: measured from day of receipt of referral (o treatment start date. This includes referrals from screening service and other consultants, including consultant upgrades.
Failure against either threshold represents  failure against the overall target. The target will not apply to trusts having five cases or less in a quarter

For patients referred from one provider to another, breaches of this target are automatically shared and treated on a 50:50 basis. These breaches may be reallocated in full back to the
referring organisation(s) provided there is written agreement to do so between the relevant providers (signed by both Chief Executives) in place at the time the trust makes its monthly
declaration to the SHA.

|RTT

While performance is measured on an aggregate basis, NHS trusts are required to meet the threshold on a monthly basis — consequently failure in any month represents failure for the
quarter and should be reported via the exception reporting process.

[cancer

[Measured from decision to treat to first definitive treatment. The target will not apply to trusts having five cases or fewer in a quarter.

Cancer

Measured from day of receipt of referral — existing standard (includes referrals from general dental pracitioners and any primary care professional). Failure against either threshold
represents a failure against the overall target. The target will not apply to trusts having five cases or fewer in a quarter.
Specific quidance and concerning cancer waiting targets can be found at: http://n nh:

)

[in Quarter one - 95th percentile waits for 4 hours or less to be used

AZE (Q2)

[From Quarter two:

- 95th percentile waits for 4 hours or less to be used

- Time to initial assessment: for ambulance amvals Iniial assessment o include a pain score and early warning score.

- Time to treatment decision: time from arrival to see a d clinician (defining plan and may potentially discharge the patient).

+ Unplanned reattendance rate: within 7 days of ongmal attendance. Includes patients referred back by another heaith professional. The SHA will not score this for paediatric specialist
INHS trusts.

- Left without being seen

The SHA will keep these measures under review during 2011/12 and may change its implementation in line with national policy.

Stroke

[The SHA will consider its during 2011/12 following publication of DH's technical guidance.

Mental
Health:
cPA

7-day follow p:

Numerator:

The number of people under adult mental iliness specialties on Care Programme Approach who were followed up (either by face-to-face contact or by phone discussion) within seven
davs of discharae from psvchiatric inpatient care.

[Denominator:

Ithe total number of people under adult mental illness specialties on Care Proaramme Approach who were discharaed from psvchiatric inpatient care.

Contact can include face-to-face or telephone contact. Guidance on what should and should not be counted when calculating the achievement of this target can be found on Unify2.

For 12 month review (from Mental Health Minimum Data Set):
(Numerator
The number of adults in the denominator who have had at last one formal review n th fast 12 months Dt lastseen by care coordinator will be used as a proxy for formal Care
Proaramme Aporoach review durina 2011/12.
[Denominator
The total number of adults who have received secondary mental health services and who were on the Care Proaramme Approach at any point durina the reporting period.
For full details of the changes to the Care Programme Approach process, please see the guidance, the Care Progi Approach on the Department of
Health's website.
|All patients discharged to their place of residence, care home, residential accommodation, or to non-psychiatric care must be followed up within seven days of discharge. Where a
patent has been transfetred to prison. contact shauld be made v the pison in-each team
the numerator and the denominator of the indicator include:
 patients who e wihin seven days of discharge;
+ where legal precedence has forced the removal of a patient from the country; or
- patients discharged to another NHS psychiatric inpatient ward.

Mental Healt

DTOC

Numerator:

The number of non-acute patients (aged 18 and over) whose transfer of care was delayed averaged over the quarter.
Denominator.

Number of non-acute patients (aged 18 and over) admitted to the trust, summed across the quarter. Delayed transfers of care attributable to social care are excluded

Mental
Health:
I/P and
CRHT

a)l
b)

o)

e)

[This indicator applies only to admissions to the NHS trust's mental health psychiatric inpatient care. The following cases can be excluded:
+ admissions to psychiatric intensive care units;
+intemal transfers of service users between wards in a trust and transfers from other trusts;
 patients recalled on Community Treatment Orders; or
- patients on leave under Section 17 of the Mental Health Act 1983.
|An admission has been gate-kept by a crisis resolution team if they have assessed the service user before admission and if they were involved in the decision-making process, which
resulted in admission.
For full details of the features of gate-keeping, please see Guidance Statement on Fidelity and Best Practice for Crisis Services on the Department of Health's website.
As set out in Guidance Statement on Fidelity and Best Practice for Crisis Services the crisis resolution home treatment team should:
provide a mobile 24 hour, seven day a week response to requests for assessments;
be actively involved in all requests Tor admission for the avoidance of doubt, ‘actively involved requires face to face contact unless it can be demonstrated that face-to-face contact
was not appropriate or possible. For each case where face-to-face contact is deemed inappropriate, a declaration that the face-to-face contact was not the most appropriate action
from a clinical persoective will be reauire
be notified of all pending Mental Health Acl assessments;
be assessing all these cases before admission happens; and
be central to the decision making process in with the rest of the team

Mental Health

Monthly performance against commissioner contract. Threshold represents a minimun level of performance against contract performance, rounded down.

NB

Mental
Health:
MDS

[Patient identity data completeness metrics (from Mental Health Minimum Data Set) to consist of:
« NHS number;
« Date of birth;
+ Postcode (normal residence);
« Current ge
. Reglslered Genera\ Medical;
+ Practice organisation code; and
+ Commissioner organisation code.
Numerator: count of valid entries for each data item above.
For details of how data items are classified as VALID please visit the data quality constructions available on the Information Centre's website: www.ic.nhs.uk/services/mhmds/dq

[Denominator: total number of entries.

Mental
Health:
cPA

(Outcomes for patients on Care Programme Approac|
+ Employment status:

Numerator:

The number of adults in the denominator in paid employment (i.e. those recorded as ‘employed’) at the time of their most recent assessment, formal review or other multi-disciplinary

care planning meeting, in a financial year. Include only those whose assessments or reviews were carried out during the reference period. The reference period is the last 12 months

\workina hack from the end of the renorted auarter.

[Denominator

The total number of adults (aged 18-69) who have received secondary mental health services and who were on the Care Programme Approach at any point during the reported

uarter.
« I setled sccommodafon:

Numerato
The number of adults in he who were in settled atthe time of their most recent assessment, formal review or other multi-disciplinary care planning
meeting. Include only those whose assessments or reviews were carried out during the reference period. The reference period is the last 12 months working back from the end of the
renorted auarter.
Denominator
The total number of adults (aged 18-69) who have received secondary mental health services and who were on the Care Programme Approach at any point during the reported
ouarter.
+ Having an HONOS assessment in the past 12 months:
[Numerator:
The number of adults in the denominator who have had at least one HONOS assessment in the past 12 months. NOTE: When implemented MHMDS v4 will allow services to report all
HONOS variants, including those for young people and people in secure services. Until this time trusts should report standard HONOS inclusive of all ages and ward types.

[Denominator
The total number of adults who have received secondary mental health services and who were on the Care Programme Approach during the reference period.

[Ambulance
CatA

Life threatening

Learning
Disabiltes:
Access

2

b)|to healthcare

[Meeting the six criteria for meeting the needs of people with a learning disabilty, based on recommendations set out in Healthcare for All (2008):

Does the NHS trust have a mechanism in place to identify and flag patients with learning disabilities and protocols that ensure that pathways of care are reasonably adjusted to meet
the health needs of these patients?

Does the NHS trust provide readily available and comprehensible information to patients with leaming disabiliies about the following criteria?:

- treatment options;

- complaints procedures; and

+ appointments.

Does the NHS trust have protocols in place to provide suitable support for family carers who support patients with learning disabilities?

Does the NHS trust have protocols in place to routinely include training on providing healthcare to patients with learning disabilites for all staff?

Does the NHS trust have protocols in place to encourage representation of people with learning disabilities and their family carers

Does the NHS trust have protocols in place to reqularly auditits practices for patients with learning disabilities and to demonstrate the findings in routine public reports?

Note: Boards are required to certify that their trusts meet requirements a to f above at the annual plan and in each quarter. Failure to do so will result in the application of the service
performance score for this indicator.

DTCs

against contract with main

|€uM
Access

[Access to GUM within 48hours against a target of 95% compliance.

Chlamydia
Screenin

against contract with main

against contract with main

6 Wk wait
Diagnostics

[Access to diagnostics against a target of 100% compliance

New birth
visits

against contract with main

HPV

[Human Papillomavirus (HPV) uptake
Performance against contract with main commissioner

[Comm'
Equip Store

[Responses within 7 days.

Urgent DN

[Response by a DN within 24 hours of receiving an urgent request / referral

Non-Urgent DN

[Response by a DN within 48 hours of receiving a non-urgent request / referral
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1 Northampton General Hospital NHS

NHS Trust

Transformation

Programme

April 2012

Monthly Feature—OQOutpatient Standards

- ~

/ Last year a project group was established to identify the top ten standards \
! patient can expect for outpatient departments. Much work has been '
undertaken over the last 12 months to improve and streamline outpatient
services across the trust. The outpatient standards, which underpin the other
outpatient projects, have been developed by Patients and Staff and are from
patient’s point of view. The aim of this introducing a set of standards is to
improve the overall quality and patient experience that outpatient departments
provide.

Outpatients top 10 priorities

1. We will always introduce ourselves, greet patients politely and wear
identification.

N

. Patients will be informed of the clinic waiting time.

w

. We will respond to all patient enquires regarding outpatient appointments
within 1 working day.

D

. We will give all patients an opportunity to feedback on their outpatient
experience. Our responses with feedback will be displayed.

Ul

. Outpatient areas and toilets will be cleaned and checked regularly.

[o)]

. All of our outpatient information leaflets and patient appointment letters will
be written in plain English and can be translated on request.

~

. The correspondence of a clinic consultation will be received by the patients
and their GP within 10 working days.
bk

9. We will see patients within 30 minutes of their scheduled appointment

8. Directions and signs to outpatient departments within the hospital wi
clear and match information given to patient's.

10. We will not cancel appointments with less than 6 weeks notice, but whe
we do need to cancel appointments at short notice we will inform patients as
to why.

N Monthly feature continued over next page.....

D N e e e e e Ecm e cm e e mr e e e e c e m = = = = = = = — =R ——
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Transformation

Programme

Monthly Feature—OQOutpatient Standards

e

The two methods for collecting the outpatient e S Y
standards have been agreed and are now in the

process of being rolled out. Over the next few @ @) .
weeks, paper questionnaires will be available in e e
each department for patients to complete should YOUR Patient Experience
they wish to do so. Alternatively, patients can
complete the questionnaire online. A nominated

Help ws to shape this hospital's services to meet the
mears of the pesple whe use tham

Bust fill 2ut a feedBack card which can be

contact for each department has been sought and e

will collect and input the information monthly. i
Look out for a poster, questionnaire holder and o T
collection box that will be going up in each

department/clinic over the next couple of weeks. |Ea'u

_____________________________________________________________________

P e e e T i

B il

/ The Trust is committed to ensuring that there is a sustained approach to ensuring the

-

delivery of high quality , safe care.

It is clear that our most pressing clinical need relates to the pressures on the
emergency pathway and despite considerable efforts to improve medical and nursing
input and to support an improved flow of patients through the organisation, we are
not able to deliver the standards that we would like. This is having a negative impact
on the experience for patients and staff and is not sustainable.

The Trust is therefore proposing to set up a project team led by a clinician to ensure
that the emergency care pathway is improved through transformational change.

A key imperative and driver for the project will be to ensure that the focus on quality
and safety drives the processes and standards agreed . This is in the firm belief that
this will reduce our bed occupancy rates and ensure that it becomes possible toplan
and deliver care more effectively on the wards and ensure that patients are not
waiting in A&E where the pressures are extreme.

With this in mind the project will link closely with safety improvement initiatives and
with the planned investment in underpinning safety improvements.

N e e, e = == ——— = == — = — =
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Transformation

Programme

Transformation workstreams for 2012/13

_____________________________________________________________________

The project plans, scope and financial targets for the majority of the above workstreams are now in
place, however a number of the larger more complex workstreams are continuing to be developed.

On a monthly basis we will update you on a number of the workstreams, their successes, their next

,'/ Patient Flow (was previously Beds) Outsourcing Y
E Theatres Nursing E
! Outpatients Back office '
i Administration Review Contract Compliance i
' Procurement Pharmacy \

1
i Pathology Controls !
i\ Therapies HR Tactical |

1
i Medical Workforce, Bank & Agency !
' Estates Directorate 3% CIPs :
| I
1 1
1 1
1 1
1 1
1 1
1 1
1 1
1 1
1 1
1 1
\ 1

' steps, their financial targets and any risks to delivery. K
Who to contact........

Y
i you have any comments or questions related to anything contained within this newsletter, please
don’t hesitate to contact any member of the Transformation team listed below \

Jenny Briggs (Jenny.briggs@ngh.nhs.uk—Ext 3711)
(Pathology, Pharmacy, Procurement, Back Office, Outsourcing, Service Line Management, IT
enablement)

Chris Albone (Christopher.albone@ngh.nhs.uk—Ext 5909)
(Outpatients, Beds, Contract Compliance, On-Call)

Jatinder Singh (Jatinder.singh@ngh.nhs.uk—Ext 3317)
(Nursing, Estates, Workforce, Bank & Agency, Therapies)

Lorna Gould (Lorna.gould@ngh.nhs.uk—Ext 5909)
(Theatres, Administration Review, Controls,)

We would also be interested in any ideas you may have regarding any part of the Transformatio
Programme, whether it is a suggestion for potential cost improvements or for something you wou

like to see featured within the newsletter.

|

- e ———

-

Page 93 of 236



Page 94 of 236



Northampton General Hospital m

NHS Trust
BOARD SUMMARY SHEET
Title: - Draft Quality Strategy
Submitted by: - Dr Sonia Swart, Medical Director
Mrs Suzie Loader, Director of Nursing
Prepared by: - Nina Fraser, Deputy Director of Nursing/ Head of
Governance
Date of meeting: - 25" April 2012
Corporate Objectives To improve the clinical quality of patient care
Addressed: - focusing on safe, effective treatment that is patient
centred.

SUMMARY OF CRITICAL POINTS:

e As part of the application process for Foundation Trust status, the Board has
approved a Board Memorandum and self assessment of Monitor’s Quality
Governance Framework. In line with this work the Quality Strategy has been
reviewed and strengthened to identify a clear framework for quality

e Trust wide quality goals have been identified covering patient safety, patient
experience and effectiveness of care

PATIENT IMPACT:

The draft Quality Strategy outlines the Trust's commitment to delivering the very best
care for all of our patients

STAFF IMPACT: -

The draft Quality Strategy recognises the importance of developing and making the
best use of the potential and expertise of all those who work for the Trust to provide
the highest standards of care to patients.

FINANCIAL IMPACT: -

Failure to achieve quality and safety standards could affect the Trust’'s FT
application.

RISK ASSESSMENT:-
Non-achievement of the strategy: Likelihood= 3 Consequence= 4. Risk rating=12

EQUALITY & DIVERSITY IMPACT ASSESSMENT: -

The draft Quality Strategy gives strategic direction for quality care to be delivered for
all patients.

RECOMMENDATION: -

The Board is asked to:
e Review and approve the draft Quality Strategy
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Northampton General Hospital NHS

NHS Trust

QUALITY STRATEGY

2012-2015

DRAFT

Ratified as: Quality Strategy

Date First Ratified: 29/09/10

Most Recent Ratification: 29/09/10

Date(s) Reviewed:

Next Review Date: April 2015

Version Number: 5

Revised as: Quality Strategy

Responsibility for Review: Deputy Director of Nursing/ Head of Governance
Contributors: Director of Nursing, Medical Director, Chief Executive, Head
Nurses, Modern Matrons, Hospital Management Group.
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1. Purpose

The ultimate purpose of this Quality Strategy is to provide the very best care
for all of our patients.

‘Equity and Excellence: Liberating the NHS’ (DoH, 2010) sets out a vision for
the NHS focused on improving quality and achieving world-class outcomes by
ensuring that care providers: -

Are genuinely centred on patients and carers

Achieve quality outcomes that are amongst the best in the world
Refuse to tolerate unsafe and substandard care

Reduce mortality and morbidity

There are significant challenges in delivering reliable, responsive healthcare —
increased public expectation, lifestyle changes, an ageing population,
developments in technology and the current and projected economic context
(which brings significant financial challenges). This strategy sets out how we
will respond to these challenges, keep quality at the heart of everything we do,
and provide excellent care to our patients in line with the NHS vision.

2. Our Vision

Our vision is to provide the very best care for all of our patients. This requires
Northampton General Hospital NHS Trust to be recognised as a hospital that
delivers safe, clinically effective acute services focussed entirely on the needs
of the patient, their relatives and carers. These services may be delivered from
our acute or community hospital sites or by our staff in the community.

In order to achieve this vision, the Trust has set out five aims, all of which
reflect our vision for quality;

Be a provider of quality care for all our patients

Enhance our range of specialist services for the wider community
Provide appropriate care for our patients in the most effective way
Foster a culture where staff can give their best and thrive

Ensure we invest wisely to make improvements in care

3. Definition of Quality
Being recognised as a hospital that delivers safe, clinically effective services
focused entirely on the needs of the patient, their relatives and carer's means
delivering the highest quality standards.

Northampton General Hospital NHS Trust defines quality as embracing three
key components:

Page 3 of 15
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e Patient Safety — there will be no avoidable harm to patients from the
healthcare they receive, this means ensuring that the environment is
clean and safe at all times and that harmful events never happen.

o Effectiveness of care — the most appropriate treatments, interventions,
support and services will be provided at the right time and in the right
place to those patients who will benefit. Our patients will have
healthcare outcomes which achieve those described in the NHS
Outcomes Framework and NICE Quality standards.

e Patient Experience — patients will experience compassionate, caring
and communicative staff who work in partnership with patients, relatives
and their carers to achieve the best possible health outcomes.

4. What Quality means for Patients

Every Patient will: -
e Receive the right treatment at the right time and in the right place in line
with national guidelines
Be kept safe from avoidable harm
Be treated as individuals and have their individual needs addressed
Be treated with compassion, respect and dignity
Be kept fully informed and share in decision making about their care
Have any concerns addressed as early as possible
Be cared for in a clean and safe environment

5. What Quality means for Staff

The Trust recognises the connection between the quality of care that our
patients receive and the values, aspirations and skills that our staff hold.
Organisations whose staff are better engaged deliver better care. There is
compelling evidence that staff well being and staff experience correlate with
patient experience and outcome improved.

We therefore strive to develop and make best use of the potential and
expertise of all those who work for the Trust to provide the highest standards of
care to patients. We will ensure that the capability and capacity of the
workforce is able to support our aspirations.

Continuing education, training and professional development (ETD) for all our
staff is essential to the delivery of high quality services. We will work with
stakeholders to ensure that our staff and students receive the highest quality of
teaching and training in line with our Workforce Development Strategy.

Communication to staff about performance against quality goals will be
strengthened by further developing monthly communications to provide
monthly Quality Update, with information about actions being taken to improve.
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We will develop our staff so that: -

o All staff will recognise their contribution to quality and its improvement

o All staff will have the necessary training and development to improve
service quality

e All workplaces will be safe with effective management of risks and
hazards

o All staff will be appraised annually, and have agreed PDPs which
harness their potential for quality improvement

o Staff concerns will be listened to

¢ When things have not gone well, we will focus on learning lessons and
improving quality

o When things go well, information and learning will be shared so others
can learn

6. What Quality means for the Trust and its partner organisations

e Quality will be at the heart of planning and performance management,
with quality related objectives in every business plan

o The Quality Strategy will drive the organisation’s strategic objectives

e The Trust's Quality Goals will be linked specifically to the strategic
objectives and will be chosen to improve safety, clinical effectiveness
and patient experience.

e The Trust will work in partnership with Commissioners and other key
stakeholders including the public to deliver high quality care across the
whole patient pathway

e The Trust will build on its culture of learning lessons when things go
wrong to improve quality

7. Quality Accounts and Commissioning
On an annual basis the Trust will make information about quality publically
available by publishing a report on the quality of our services, focusing on
patient experience, clinical effectiveness and patient safety, and describing our
quality improvement priorities for the coming year.

The Trust will work with Care Groups and Commissioners to align CQUIN
improvement schemes with this strategy.

The Trust will engage and consult with Commissioners about our improvement
plans to ensure they are consistent with the whole health economy.
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8. Quality Goals

The Trust has identified three Quality Goals which link to the strategic
objectives. The Quality Goals have been chosen to improve each of the three
key components of Quality and form part of the driver diagrams contained in
the next sections of this strategy.

The Trust’s Quality Goals are: -
1. Reduce all avoidable harm and save every life we can (reduce harm
by 50% over 3 years)
2. Improve the Patient Experience Friends and Family Test Score by 10
points each year
3. Patients will receive high quality evidenced based care
In order to ensure that the Quality Goals are embedded into the organisation

they will link to each Care Group’s Goals which will be agreed on an annual
basis.

9. Patient Safety

The Trust will reduce all avoidable harm to patients and save every life we can.
We aim to save 300 extra lives over the next 3 years.

The driver diagram on the following page shows the primary and secondary
drivers that will help to achieve this aim.
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9.1. Patient Safety Driver Diagram®:

Aim:
Reduce all
avoidable
harm and
save every
life we can

High level
aim is to
save 300
lives over 3
years and
to reduce
harm by
50% over
this period

Primary Drivers:
Build a Safety Cult

Lead and support sta
improve safety

Integrate risk managem
activity

Promote incident reportin

Involve and communicate
with patients and the public

Learn and share lessons

Implement solutions to
prevent harm

Use a hierarchy of controls :
reduce error by
tandardising and
implifying systems ( see

Secondary Drivers:

Develop a Safety
Academy to lead and
support an improvement
culture

Develop a Patient Safety
communications strategy
to underpin training for
all staff and make
progress visible to staff
and patients.

Use and develop safety
training based on clinical
simulation scenarios
encompassing relevant
mandatory training and
learning from serious
incidents

Expand patient safety
conversations programme
including improved Board
Safety Rounds, targeted
patient safety culture
surveys and an extended
patient stories
programme

Support programmes to
reduce and monitor harm
based around 3 key
projects to reduce harm
from : failure to rescue,
failure to plan and
failures of care

Standardise format for
Mortality and Morbidity
Meetings and link to
ongoing hospital
standardised mortality
monitoring process

! Driver diagrams show what we want to achieve (aim) and what actions we will take to achieve the

aim. They are used to support improvement programme and show the plan in an easily understandable

illustration. The secondary drivers are the actions or interventions that will be taken to achieve the

aim.
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9.2.

9.3.

Reduce error using a hierarchy of controls to standardise and simplify
systems

Human Factors

Miﬁgm_
T RN

E"m-

Learning Culture

The Trust will have well developed governance and incident reporting
procedures that promote an open, learning culture where incidents and
claims are investigated thoroughly to establish the root causes [see Trust
Management of Incidents Policy].

The Trust will have processes in place at clinical speciality, department, Care
Group and corporate levels, for reviewing complaints, PALS, claims, incidents
and near misses. This will ensure that trends are identified; risk registers and
business planning are responsive to issues.

The Trust will actively seek to learn from other organisations, and will have
strong links with the National Patient Safety Agency (or its successor) and
national reporting and learning processes.
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10. Patient Experience

The Trust will achieve a 10 point improvement in the Patient Experience
Friends & Family Test Score? each year, using April 2012 as its benchmark.

The following driver diagram shows the primary and secondary drivers that
will help to achieve this aim.

10.1 Patient Experience Driver Diagram

Aim: Primary Drivers:
Improve Leadership of pati

Secondary Drivers:
Identify Executive and Non-

the Patient experience Executive Lead
Experience Matron walk rounds
Friends & Patient Experience Board
Family Test Patient Experience Lead
Score by Real time monitoring

Customer Experience
10 points

each year

Patient Experience reports to
Board

Monthly feedback to wards
Accessible leaflets for PWLD
Noise At Night

Co-production between Patient pathways

patients and professionals Patient Information POllCY
PPI Forum/ LINKs/ Shadow

Governors involvement
Patient and Public Involvement
Strategy

unity Participation Involvement in future planning
and reconfiguration of services
Shadow Governors/ members
monitoring of patient
experience

Link with Transformation
Programme

% The Patient Experience Friends & Family Test Score is obtained by asking patients a single
question, i.e. “How likely is it that you would recommend our company to a friend or
colleague?” Extremely Likely? Likely? Unsure? Unlikely? Not at all? Don’t Know?”. Based on
their responses, patients are categorised into one of three groups:

e Promoters (9-10 rating)

e Passives (7-8 rating)

e Detractors (0-6 rating)
The percentage of Detractors is then subtracted from the percentage of Promoters to obtain
a Net Promoter Score (NPS). NPS can be as low as -100 (everybody is a detractor) or as high
as +100 (everybody is a promoter). An NPS that is positive (i.e. higher than zero) is felt to be
good, and an NPS of +50 is excellent.
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10.2

10.3

11

Complaints and PALS

The Trust seeks feedback from anyone who uses our services and uses
feedback as a means to learn lessons and drive improvement. We will
continue to aim for early and local complaint resolution and to reduce
complaints wherever possible.

Patient and Public Involvement

The Trust will work to improve its services and facilities through listening to
patients and the public including those from minority groups. It will involve
them at the earliest opportunity in the review, reorganisation and planning of
current services and facilities and in their future development. Patients will be
fully informed about their own treatment and care and have every opportunity
to be involved in the decisions that affect them.

Patients and the public will be engaged in developing the trust's Quality
Accounts each year.

We will continue to develop the range of methods we use to gather feedback
from patients and relatives, notably to understand why they would or would
not recommend us to others.

Effectiveness of Care

The Trust will achieve the health outcomes (across a range of conditions) as
set out in the NHS Outcomes Framework and NICE Quality Standards
through delivery of safe, effective and evidence-based care.

The Trust will build on the well established culture of monitoring clinical
outcomes and learning from best practice examples to improve the quality of
health outcomes for our patients. A variety of mechanisms are in place to
focus on key aspects relating to guideline development, learning from audits
and enquiries and monitoring of clinical outcomes. There is a commitment to
continuous improvement and challenge to ensure that there is appropriate
challenge and refinement of key indicators of care and that reflection on the
results of audits and enquires is embedded from the level of the individual
through to the Trust Board.

The Trust aims to improve performance in clinical outcomes to ensure its
services provide care which is as effective as the top quartile of hospitals in
its peer group.

The Trust recognises the importance of clinical audit for improving the
effectiveness of services.
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The following driver diagram shows the primary and secondary drivers that
will help to achieve this aim.

11.1 Clinical Effectiveness Driver Diagram

Aim:

Patients will
receive high
quality evidenced
based care

The Trust will
achieve the health
outcomes as set
out in the NHS
Outcomes
Framework and
NICE Quality
Standards

Primary Drivers:

Ensure each indivi
patient is managed
correctly

Ensure all information
relevant to providing
good patient care is
easily available and
accessible

Ensure each individual
patient is managed in the
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Secondary Drivers:

Redesign of the
emergency care
pathway with a focus
on quality and safety

Extend and improve
NGH Clinical Guidelines
for all common
conditions

Extend and refine
participation in and
learning from National
Audits and other key
audits based on
organisational risks and
priorities . Ensure
mandatory reflection
on key audits for all
consultant staff and
clinical teams

Increase the profile of
learning from the
results of National
Confidential Enquires
and similar reports

Continue to develop
and monitor indicators
of care based on clinical
outcome, safety and
patient experience at
speciality, directorate,
managerial and Board
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12 Quality Governance Framework

The committee structure will provide assurance to the Board on quality issues
and was agreed by the Board of Directors in 2009. This is set out in the
diagram below: -

NGH Governance Framework
Trust Board

E|

Remuneration Nt
i Committee:

Finance B
cEoe
Exeoutive Team k-

4 Ferformance Sustsinabiliey || Equality & 4
PPISteering | Transformation | Edusation || camieat Gro ol Research & y Hedinal Strategic Resience:
Steering Board || Strategy Basrd || CoRT GO = ""q'ﬁ p’" Development || Development o D”"GW Records Group| | Planning Group | | Planning Group

Estates T Sub
Blanning Group. Commitze b Key: ‘ hszuramce:

Strategy B
Development.
Struoture.

Performance

Structume. Struature

The role of the key committees in terms of quality and the groups that will feed
into them are outlined below.

The Healthcare Governance Committee (HGC) is a Board committee that
meets monthly and will be chaired by a Non-Executive Director. Members
include all Non-executive Directors and all Directors. The minutes of the HGC
will be received by the Board and the quality issues on which the HGC should
focus will be agreed with the Board on a rolling basis. In addition, the HGC wiill
receive notification from the Clinical Quality and Effectiveness Group regarding
areas of quality requiring further scrutiny. Patient Safety and Patient
Experience Reports and a trust wide quality dashboard will be received by
HGC on a quarterly basis.

A Clinical Quality and Effectiveness Group (CQEG) will be chaired by the
Medical Director or Director of Nursing, Midwifery & Patient Services. CQEG
will receive Quality Reports from the Safety Academy, the Patient Experience
Board and a trust wide quality dashboard for assurance purposes on a
quarterly basis.

The Patient Safety Board will be chaired by the Medical Director or Director of
Nursing, Midwifery & Patient Services, and will be an improvement/ learning
forum attended by Patient Safety Leads throughout the organisation.
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The Safety Academy will be chaired by the Medical Director and will manage
the programme of work contained within the driver diagram in section 8.1.

The Patient Experience Board will be chaired by the Director of Nursing and
will manage the programme of work contained within the driver diagram in
section 9.1.

The Finance and Performance Committee receives Quality Impact
Assessment scorecards monthly.

The Procedural Document Group has delegated authority for ratifying policy
documents for the trust. This will be chaired by the Deputy Director of Nursing/
Head of Governance.

The Hospital Management Group (HMG) will be responsible for providing
operational assurance and escalation of risks to the Trust Board. It will be
chaired by the Trust’'s Chief Executive. It will receive a formal performance
report, a monthly quality scorecard and exception report and ad hoc reports
where there are concerns in respect of quality. It also receives reports from
CQEG and recommends further actions for consideration by HGC or Trust
Board as required.

Each Care Group will set up a monthly Governance and Quality meeting
chaired by the Care Group Chair or the Care Group Lead Nurse. The Medical
Director and Director of Nursing, Midwifery & Patient Services will be in
attendance. The Governance and Quality meeting will receive monthly
directorate level reports on patient safety, patient experience and clinical
outcomes.

Quarterly Performance Reviews will be undertaken with each Care Group’s
senior team on a quarterly basis with the Chief Executive and his Director
colleagues to provide scrutiny and challenge about how the Care Group is
performing. Quality and Safety issues will be specifically focused on within the
review as other areas of performance which reflect the Board’s commitment to
the wider quality agenda. These will include operational performance targets;
finance; workforce issues; patient experience; directorate objectives; service
strategy; risks.

Assurance reports will be received by the Board through the Patient Safety,
Clinical Effectiveness and Patient Experience Report on a quarterly basis
and will focus on Care Group and organisational quality measures. In addition,
the Board will receive quality reports from the Medical Director and the
Director of Nursing, Midwifery & Patient Services on a monthly basis
relating to quality issues within their portfolio.
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13 Roles and Responsibilities

The roles and responsibilities for quality are set out below:

The Chief Executive is the accountable officer and has ultimate
responsibility for quality within the organisation.

The Medical Director and Director of Nursing are jointly responsible for
Clinical Governance and all aspects of quality.

The Director of Operations is responsible for ensuring that quality
performance outcomes are met within Care Groups.

The Director of Strategy and Partnerships is responsible for ensuring that
guality information is available in a timely manner and that data quality meets
national standards.

Each Board member including Non-Executive Directors are responsible
for ensuring that quality is an integrated element of all major discussions and
decisions. Quality is a core part of main Board meetings, and ‘Patient Safety
and Quality’ forms a standing agenda item on both public and private Board
agendas.

The Care Group Director, Clinical Chair and Care Group Lead Nurse are
responsible for quality at Care Group level. They will establish a Care Group
Governance meeting and report and discuss quality issues as part of the
monthly meeting, using tools such as Directorate Scorecards to aid scrutiny.

All members of staff are responsible for ensuring that quality is at the heart
of what they do. See section 5 for more detail of how quality will impact each
member of staff’s role in the trust.

14 Implementation Framework

Improving quality is a continuous process and the trust will build on our
strengths and previous successes in patient safety, patient experience and on
its existing clinical governance infrastructure.

The successful implementation of this strategy will require that the use of an
appropriate range of improvement methodologies and tools, including
measurement for improvement. An infrastructure will be set up to support the
patient safety work and the patient experience work. This will be detailed
within the Patient Safety Strategy and the Patient Experience Strategy. Leads
will be identified for each work stream and timescales set for delivery.
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14.1

14.2

Leadership

The importance of quality improvement for the trust’s strategic and day to day
objectives must be communicated to all our staff, who must be successfully
engaged. The Trust Board will oversee implementation of the Quality
Strategy, promote an improvement culture, support effective local leadership,
and ensure an appropriate infrastructure. Links with the Transformation
Programme will be made and expertise will be shared to ensure that the work
is integrated and aligned. The Board will ensure that successes are
recognised and communicated widely internally and to our community,
patients, and partner organisations.

Clinical leaders will need to develop and implement a plan which is both
challenging and realistic, and which recognises and articulates that improving
efficiency is a mechanism for improving safety and patient experience.

Measurement for Improvement

‘High Quality Care for Al envisaged that healthcare organisations would
develop systems to define and measure quality, and deliver it in all their
services, at all levels. The trust will continue to develop innovative and

established process and outcome measures for use and reporting at Board,
Care Group, Directorate, specialty and ward levels.
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Northampton General Hospital NHS

NHS Trust

TRUST BOARD SUMMARY SHEET

Title: - Patient Safety Strategy

Submitted by: - Dr S Swart

Prepared by: - Dr S Swart

Date of meeting: - 25 April 2012

Corporate Objectives To improve the Clinical Quality of patient care

Addressed: - focusing on safe, effective treatment that is patient
centred.

SUMMARY OF CRITICAL POINTS: -

Progress has been made since the Trust formally supported patient safety initiatives in 2008
and again in 2010. Following the lessons learned from this work and in recognition of the
critical impact of improvement work underpinning successful patient safety work a new
Patient Safety Strategy and Safety Improvement Programme has been designed to interlink
with other transformation projects.

PATIENT IMPACT: -
High quality care for patients remains a priority. A critical part of this is ensuring that error in
healthcare is eliminated and that systems are designed around the needs of patients.

STAFF IMPACT: -

Education and training for all staff are a key part of this programme and there is evidence
that staff who understand the key principles of eliminating harm and improving processes to
eliminate harm, have higher job satisfaction and deliver better care to patients.

FINANCIAL IMPACT: -
The ability to continually drive forward quality and safety is increasingly important and will
also affect our income. Investment in quality is likely to reduce cost in the long term.

LEGAL IMPLICATIONS: -
Trust Boards are mandated to examine quality and safety across a range of services and
failure to provide requisite quality standards will result in the risk of litigation.

RECOMMENDATION: -
Board members are asked to discuss the contents of this report and debate the issues
raised and agree to support the investment required to ensure progress is made at pace.
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Northampton General Hospital NHS

NHS Trust

Patient Safety Strategy
2012 - 2015

INTRODUCTION

In 2008, NGH participated in Leading Improvements in Patient Safety as supported
by the NHS Institute for Improvement. NGH also signed up to Patient Safety First and
developed a patient safety strategy which has sine evolved and been redefined.

During the last 4 years there has been a marked increase in focus on quality and
safety at all levels within the Trust. There has been increasing understanding from
and engagement of clinicians and managers as well as increasing support from the
executive team and Trust Board for all improvement work related to quality and
safety. This has been underpinned by improvements in the clinical governance
framework and strong linkages between assurance functions and the need to
improve and learn.

The refreshed safety strategy has been produced in recognition that the improvement
work necessary to transform care and reduce harm requires rigorous management,
supported clinical leadership and investment if it is to result in the significant changes
in behaviour and process required to change the culture of the organisation.

Development of the Strategy

This strategy has been informed by the lessons learned over the last few years, by
recent audits and lessons learned from both successful and unsuccessful projects,
by comments from key individuals involved in safety work and by lessons learned
through safety development programmes.

In particular the final version has been informed by the work done during the Institute
of Health Improvement Executive Safety Programme, which was attended by the
Medical Director, the Director of Nursing and the Chief Operating Officer earlier this
year.

This Safety Strategy underpins the wider Quality Strategy.

Key Points of Note

The strategy contains elements of well understood and recognised drivers for safe
care which are contained in the driver diagram as ‘primary drivers’ necessary to
ensure that we achieve our high level aim of saving 300 additional lives over the next
3 years and we reduce harm by 50% over this period of time.

It is not possible when developing aims and ideas in this field to precisely link any
one initiative with specific reductions in deaths or mortality but the principle is that by

supporting a portfolio of projects the desired effect will result. This is the principle that
has been adopted throughout the safety work.
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A key feature of this strategy and one which is emphasised as a primary driver and
also separately illustrated is the hierarchy of controls diagram. This is based on the
essential and vital principle that the systems and processes need to be set up to
force the correct actions by staff. It needs to be easy to do the right thing, difficult to
do the wrong thing and there need to be mitigations to reduce the chance of error
further.

The role of policies and guidelines is there but it should not be the fundamental tool
for driving improvements.

The secondary drivers listed in the diagram give an outline of the projects identified in
more specific terms and these are explained in the strategy.

It is in these specific projects that the role of measurement for improvement and
project management against measures will be essential.

Another key component is the formation of a team of safety leaders who will drive the
projects forward in a robust project management structure with support from senior
clinical and managerial staff under the direction of the Medical Director and the
Director of Nursing.

These individuals will form the core of a Safety Academy which will also involve the
formation of a much larger group of champions in the Trust who will be trained in
Safety methodology and the tools required to effect change.

One of the overall aims of the training and education programmes will be to ensure
that every member of staff understand their role in patient safety and works towards
that every day. This implies a change in behaviour, which in time will lead to cultural
change in the organisation. In order to be able to sustain and underpin the major
commitment to education and training for all staff, it will probably be essential to
frame the safety training in terms which encompass other aspects of mandatory
training and learning from error. The Trust is fortunate to have excellent educational
facilities including a simulation suite which could be used innovatively for this
purpose.

Progress to Date

The Draft Safety Strategy has been circulated to clinical staff and expressions of
interest for Clinical Leads have been requested. There is considerable interest in
these roles which reflects the successful engagement of clinicians to date and the
improvements that have commenced. There is agreement that there will need to be
project management support, which may overlap with the emergency pathway re-
design work which will also be clinically led. There will also need to be support from
an individual trained in analysing information and improvement methodology. The
proposal is that the Programme Management Office for the transformation work will
support and oversee progress for this work.

The Trust Board is asked to consider this draft strategy and give it support and
suitable challenge. This work will require considerable investment but this
investment is likely to ensure that the Trust will achieve improvements in the
guality of care provided. If systems are redesigned to eliminate error then cost

should also be reduced.
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Purpose

The purpose of this Safety Strategy, which outlines the Patient Safety
Programme, is to provide an outline and working document to articulate the
improvement programme that underpins the Trust Quality Strategy.

This strategy builds on previous strategies (2008 and 2010) which articulated
portfolios of projects and underpinning levers and principles. There are
significant numbers of projects and initiatives in place and the purpose of this
new strategy is to bring them together in a refreshed and updated form. It also
aims to bring clarity with respect to the aims, objectives and measurable
deliverables for Patient Safety.

Our Vision for Safety

Our vision is to provide the very best care for all of our patients. This requires
Northampton General Hospital NHS Trust to be recognised as a hospital that
delivers safe, clinically effective acute services focussed entirely on the needs
of the patient, their relatives and carers. These services may be delivered
from our acute or community hospital sites or by our staff in the community.

In order to achieve this vision, the Trust has set out five aims, all of which
reflect our vision for quality;

Be a provider of quality care for all our patients

Enhance our range of specialist services for the wider community
Provide appropriate care for our patients in the most effective way
Foster a culture where staff can give their best and thrive

Ensure we invest wisely to make improvements in care

As part of this vision it is essential that there is a strong focus on patient
safety. The overall vision for safety is therefore to provide the safest possible
care for patients by ensuring that all our systems and process minimise the
chance of error and there is a hierarchy of controls in place to assist in this
process. In order to achieve this every member of staff will need to
understand their role in patient safety.

Definition of Quality and Patient Safety
Being recognised as a hospital that delivers safe, clinically effective services,
focused entirely on the needs of the patient, their relatives and carer’s, means

delivering the highest quality standards.

Northampton General Hospital NHS Trust defines quality as embracing three
key components: -

Page 6 of 33

Page 118 of 236



e Patient Safety — there will be no avoidable harm to patients from the
healthcare they receive, this means ensuring that the environment is
clean and safe at all times and that harmful events never happen.

o Effectiveness of care — the most appropriate treatments, interventions,
support and services will be provided at the right time to those patients
who will benefit. Our patients will have healthcare outcomes which
achieve those described in the NHS Outcomes Framework and NICE
Quiality standards.

e Patient Experience —patients will experience compassionate, caring
and communicative who work in partnership with patients, relatives and
their carers to achieve the best possible health outcomes.

What Safety means for Patients

Safety and Quality are interlinked and can in many instances not be
separated. The element of quality that is generally articulated specifically as
safety relates to the reduction of avoidable harm and the reduction of death
rates. In order to achieve this it is widely understood that patients must also
receive the right care in the right environment.

Thus in order for care to be safe, every patient will: -

e Receive the right treatment at the right time in line with national
guidelines
Be kept safe from avoidable harm
Be cared for in a clean and safe environment

What Safety means for Staff

The Trust recognises the connection between the quality of care that our
patients receive and the values, aspirations and skills of our staff.
Organisations whose staff are better engaged deliver better care, and in
particular safer care. There is compelling evidence that staff wellness and
staff experience correlate with patient experience and outcome.

We therefore strive to develop and make best use of the potential and
expertise of all those who work for the Trust to provide the highest standards
of care to patients.

In addition to the continuing education, training and professional development
(ETD) for all our staff, which is essential to the delivery of high quality
services, there is a need to develop a targeted training programme with a
specific focus on patient safety.

This relates to the high risk of error in all healthcare systems.
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We will develop our staff so that: -

o All staff will recognise their contribution to patient safety and its
improvement

e Staff concerns relating to patient safety will be listened to and there will
be a structured method of receiving this feedback

¢ When things have not gone well, we will focus on learning lessons and
improving safety

¢ When things go well, information and learning will be shared so others
can learn

6. What Safe Care means for the Trust and its partner
organisations

e Quality and Safety will be at the heart of planning and performance
management, with quality and safety related objectives in every
business plan

e The Quality Strategy ( which contains a high level articulation of this
Safety Strategy) will drive the organisation’s strategic objectives

e The Trust's Quality and Safety Goals will be linked specifically to the
strategic objectives and will be chosen to improve safety, clinical
effectiveness and patient experience.

e The Trust will work in partnership with Commissioners and other key
stakeholders including the public to deliver high quality and safe care
across the whole patient pathway

e The Trust will build on its culture of learning lessons when things go
wrong to improve quality and safety

7. Patient Safety Aim

The Trust will articulate a high level aim that can be understood by staff and
patients.

This is articulated as follows: -

‘At NGH we aim to reduce all avoidable harm to patients and save every life
we can. We aim to save 300 extra lives over the next 3 years.’

The following driver diagram shows the primary and secondary drivers that
will help to achieve this aim: -
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7.1 Patient Safety Driver Diagraml:

Aim:
Reduce all
avoidable
harm and
save every
life we can

High level
aim is to
save 300
lives over 3
years and
to reduce
harm by
50% over
this period

Primary Drivers:
Build a Safety Cult

Lead and support sta
improve safety

Integrate risk managem
activity

Promote incident reportin

Involve and communicate
with patients and the public

Learn and share lessons

Implements solutions to
prevent harm

Use a hierarchy of controls :
reduce error by
tandardising and
implifying systems ( see

Secondary Drivers:

Develop a Safety
Academy to lead and
support and improvement
culture

Develop a Patient Safety
communications strategy
to underpin training for
all staff and make
progress visible to staff
and patients.

Use and develop safety
training based on clinical
simulation scenarios

encompassing relevant
Mandatory training and
learning from serious
incidents

Expand patient safety
conversations programme
including improved Board
Safety Rounds ,targeted
patient safety culture
surveys and an extended
patient stories
programme

Support programmes to
reduce and monitor harm
based around 3 key
projects to reduce harm
from : failure to rescue,
failure to plan and
failures of care

Standardise format for
Mortality and Morbidity
Meetings and link to
ongoing hospital
standardised mortality
monitoring process

! Driver diagrams show what we want to achieve (aim) and what actions we will take to achieve the
aim. They are used to support improvement programme and show the plan in an easily
understandable illustration. The secondary drivers are the actions or interventions that will be taken

to achieve the aim.
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7.2 Primary Drivers necessary to achieve the Patient Safety Aim

The primary drivers are indicated in the diagram and are based on the
National Patient Safety Association articulation of the seven steps to patients’
safety. In addition the Trust is committed to the reduction of error through a
formal commitment to the use of improvement methodology to ensure that the
reduction of error focussed as much as possible on the elimination of error
followed by the facilitation of ‘right care’ and then mitigation of the
consequences of error. All these are necessary to reduce error in healthcare.
In addition the human factors that result in error need a specific focus and
continual improvement in the development of systems to track and measure
quality is required.

This is illustrated below: -

7.2.1 Reduce error using a hierarchy of controls to standardise and simplify
systems

Human Factors

Mmgm_
Y 000 N

E-
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7.3 Secondary Drivers for Patient Safety

The Trust recognises the need to formalise the patient safety programmes
currently in place and invest in clinical leadership and staff education to
ensure that the Trust high level aim for patient safety is achieved. Having set
up a number of projects and improvement programmes in recent years, it will
now be possible to take this work to a new level. The Trust will therefore
commit to a formal project structure led by clinicians responsible to the
Medical Director via the Senior Nurse who is Assistant to the Medical Director
for Patient Safety and quality.

7.3.1 Formation of a Safety Academy

There will be 5 clinical leads joining the Medical Director, the Nursing Director
and other key individuals supported by a Project Management Team trained
to support improvement techniques and linking with current individuals
supporting quality information flows. These individuals will be developed to be
able to cascade and support the training and development of a much larger
team of up to 70 individuals trained in safety science. They will help to support
a collegiate approach to Patient Safety where all staff are trained and
empowered to deliver safe care. In time, one of these clinical leads will be
able to take on the role of Trust Patient Safety Lead Clinician and be able to
strategically lead and oversee the programme of work. This work will report
into key committees and boards and also through structured reporting to the
Transformation Programme Management Office.

This team will lead in 5 key areas of improvement all of which will use a
system wide approach: -

Reducing Harm from failure to Rescue

Reducing Harm from failure to Plan

Reducing Harm from failures of Care

Learning from and sharing lessons from failures and successes

Human factors and scenario training incorporating mandatory training ,
essential training and training in safety theory based around clinically
relevant issues

arLONE

Each clinical safety lead will be responsible for leading in one of these 5
priorities and will be provided with support and training to do so.

7.3.2 Development of a Communication Strategy for Patient Safety

The Medical Director and Director of Nursing will lead the work required to
ensure that there is a communication strategy which links and underpins
safety improvement work to all mandatory standards and current work in
progress . This is vital to ensure that staff understands the importance and
meaning of this work, which will give meaning to regulatory standards in a
refreshed format and will help to define the training needs for staff in a similar
way. The Safety Academy members will help to inform this work as will the
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Governance Team. This work will therefore link assurance standards with
improvement work.

7.3.3Expand and extend conversations relating to patient safety and
information for patients on patient safety

The Leadership for safety rounds in place for members of the executive team
will be reviewed; refined and extended to Non Executive Directors and will
focus on key themes with a structured format.

These themes will also be used at Board and significant meetings where
patient stories are used to improve understanding and give emphasis to
issues.

The safety climate culture questionnaires which have been piloted over the
last year will be refined to ensure that they can be used effectively

Patient safety information in clinical areas and patient input into patient safety
improvement work will be improved.

7.3.4 Improving Safety relating to Planning of Care

This will take the form of a project lead by a clinician. The project will focus on
reducing the harm resulting from Failure to Plan (see appendix 1). This will be
monitoring using compliance tracking against a bundle of measures for each
indicator as illustrated.

This project will focus on standards of record keeping and general
documentation as well as standards of documentation of plans in the medical
and nursing notes and will be using improvement methodology to test cycles
of change. The focus will be on the systems and processes which improve the
documentation of plans and diagnoses and the way key findings and actions
are handed over between clinical teams including to primary care.

There is abundant evidence that clear medical note keeping and the
requirement to document findings and diagnoses and treatment plans
improves the quality of care. It also improves the flow of information that
results in the information collected on hospital information systems and the
information required for clinical coding.

7.3.5 Reducing Harm resulting from ‘Failure to Rescue’

This will also take the form of a project lead by a clinician. The project will
focus on ensuring that there is compliance with recording of observations and
with all policies that relate to the actions taken as a result of observations that
indicate that the patient is very ill or deteriorating. This project will also
encompass the use of care bundles to provide facilitation of correct
treatments but also to ensure that the most seriously ill patients are treated
appropriately. New approaches to the recognition and prioritisation of the
most seriously ill patients will be piloted and new approaches to learning from
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situations where there have been failures to recognise or act on deterioration
will be adopted. More detail is provided in Appendix 2, which gives the key
areas identified and the bundles to be monitored.

7.3.6 Reducing Harm resulting from failures of essential care.

This will be a clinically led project which will encompass many aspects of care
which are set as basic standards in our regulatory frameworks. In some of
these areas we already have significant emphasis. In some areas significant
improvement has already taken place and in others there is a need to extend
and accelerate progress. This project encompasses many key areas where
harm is known to occur such as Healthcare Associated Infection, Medication
errors, Hospital Acquired Thrombosis, falls, pressures sores, catheter
associated urinary tract infection, care of vulnerable patients including those
with dementia, fluid management, nutrition support and Never Events. A
bundle of measures has been identified as indicated in Appendix 3

7.3.7 Learning and sharing the lessons from failures and successes of care

An effective safety culture needs to include a clear, agreed and
comprehensive system for accelerating and sharing learning. In the case of
patient safety this needs to cover learning from all areas that impact on
patient safety including incidents (especially serious incidents and “never
events”), complaints , litigation , issues identified from audits , mortality and
morbidity meeting conclusions and hospital standardised mortality monitoring.
It is essential that the lessons of successful intervention are shared as well as
the lessons resulting from error and failure. This project lead will consolidate
and agree current mechanisms and take forward improvement initiatives to
ensure both organisational and individual learning is in place with a focus on
personal reflection and education.

7.3.8 Human factors, patient safety education and scenario training

The clinical lead for this project will have a major role in assimilating the
themes from all the projects to lead the cascade training on patient safety
necessary for the success of this programme. It is envisaged that this will
include developing the programme that trains up to 70 individuals in safety
science as well as ensuring that there are links between safety champions
throughout the organisation. Another key role will be planning and helping to
deliver scenario based training that will combine elements of mandatory
training with specific training in safety methodology and theory. The key focus
of this project will be to specifically consider the human factors that impact on
understanding, training and failures of care.
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10.

Patient Engagement in Patient Safety

Patients should be involved in helping to inform patient safety work whenever
possible. Patient stories told to staff groups in a facilitated session can be
effectively used as an education tool and patients should help to inform the
structure and content of information given to them. They should also help to
identify issues from their perspective. The existing patient and public
involvement groups will be used to ensure appropriate input is given.

Specific Programmes aimed at improving patient safety as
part of Postgraduate and Undergraduate Medical Education

The part of the workforce which consists of doctors in training is significant
and requires a specific focus. Building on the success of the programmes to
date involving both medical students and junior doctors, the Trust has
committed to developing a leadership programme for speciality training
registrars with a view to developing their skills to lead improvement initiatives
through rapid tests of cycles of change. We have successfully involved a
number of our most junior doctors in improvement projects and it is clear that
they have found the ability to effect change very exciting and rewarding. We
plan to extend and improve this work.

Safety Governance Framework

The patient safety work has largely been separated into those components
which are part of clinical governance and assurance and components which
are focussed on improvement and learning.

This separation has allowed improvement work to flourish whilst recognising
that projects on completion can then be consolidated into what is a normal
process.

It is essential that the links between formal clinical governance processes and
improvement projects are maintained whilst allowing patient safety
improvement work to continue in an environment of freedom to act in an
environment of psychological safety. A key feature of some of the successful
work to date has been giving support to allow tests of cycles of change.

The role of the key committees in terms of quality and safety and the groups
that will feed into them are outlined below.

The Healthcare Governance Committee (HGC) is a Board committee that
meets monthly and will be chaired by a Non-Executive Director. Members
include all Non-executive Directors and all Directors. The minutes of the HGC
will be received by the Board and the quality issues on which the HGC should
focus will be agreed with the Board on a rolling basis. In addition, the HGC wiill
receive notification from the Clinical Quality and Effectiveness Group
regarding areas of quality requiring further scrutiny. Patient Safety and Patient
Experience Reports and a trust wide quality dashboard will be received by
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HGC on quarterly basis. This committee also scrutinises the compendium of
information provided in the quarterly report where there is a focus on quality,
safety and mandatory assurance. Patient safety project progress is reported
here. That reporting format is to be refined as part of the new Patient Safety
programme.

A Clinical Quality and Effectiveness Group (CQEG) will be chaired by the
Medical Director or Director of Patient and Nursing Services. CQEG will
receive Quality Reports from the Safety Academy, the Patient Experience
Board and a trust wide quality dashboard for assurance purposes on a
guarterly basis.

The Serious Incident Group which is chaired by the Senior Risk Manager is
responsible for identifying and investigating serious incidents as well as
recommending changes and action required to resolve system issues. This
has an important link with patient safety and will formally feed into the Safety
Academy’s work plan.

The Patient Safety Board will be chaired by the Medical Director and will be
an improvement/ learning forum attended by Patient Safety Leads throughout
the organisation. This meeting is run bi-monthly as a series of presentations
which are challenged. Another bi-monthly meeting will provide a more
structured report on projects which will be provided to CQEG and to HGC in
the quarterly report.

The Safety Academy will be chaired by the Medical Director and will manage
the programme of work contained within the driver diagram in section 8.1.

The Patient Safety Learning Forum will be chaired by the Assistant to the
Medical Director for Quality and Safety and is a mechanism for Trust wide
learning from significant events. Representatives from all areas of the Trust
are invited and have a mandate to share lessons with their departments.

The Hospital Management Group (HMG) will be responsible for providing
operational assurance and escalation of risks to the Trust Board. It will be
chaired by the Trust's Chief Executive. It will receive a formal performance
report, a monthly quality scorecard and exception report and ad-hoc reports
where there are concerns in respect of quality. It also receives reports from
CQEG and recommends further actions for consideration by HGC or Trust
Board as required. It will receive an update from the patient safety academy
on a quarterly basis.

Each Care Group will set up a monthly Governance and Quality meeting
chaired by the Care Group Chair or the Care Group Lead Nurse. The Medical
Director and Director of Patient and Nursing Services will be in attendance.
The Governance and Quality meeting will receive monthly directorate level
reports on patient safety, patient experience and clinical outcomes. The
patient safety academy reports and other quality scorecards will also be
available here.
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11.

Quarterly Performance Reviews will be undertaken with each care Group’s
Senior Team on a quarterly basis with the Chief Executive and his Director
colleagues to provide scrutiny and challenge about how the Care Group is
performing. Quality and Safety issues will be specifically focused on within
the review as other areas of performance which reflect the Board’s
commitment to the wider quality agenda. These will include operational
performance targets; finance; workforce issues; patient experience;
directorate objectives; service strategy; risks.

The Transformation Programme Management Office will oversee the
programme of work outlined for patient safety and will report to the
Transformation Programme Management Board. There are clear linkages
with the redesign of the emergency pathway which will be facilitated by this
reporting framework.

Assurance reports will be received by the Board through the Patient Safety,
Clinical Effectiveness and Patient Experience Report on a quarterly basis
and will focus on Care Group and organisational quality measures. In
addition, the Board will receive quality reports from the Medical Director
and the Director of Patient and Nursing Services on a monthly basis
relating to quality and safety issues within their portfolio.

Roles and Responsibilities

The roles and responsibilities for quality and safety are set out below and
mirror those set out in the quality strategy: -

The Chief Executive is the Accountable Officer and has ultimate
responsibility for quality within the organisation.

The Medical Director and Director of Nursing are jointly responsible for
Clinical Governance and all aspects of quality.

The Medical Director, supported in this work by the senior nurse who is the
Assistant to the Medical Director for Quality and Safety, will be responsible for
directing the Patient Safety Leads in the Safety Academy . The clinical leads
will be supported by a project management structure managed by the
Assistant to the Medical Director who will act as programme manager for this
work. The Medical Director will lead the work relating to patient safety for
doctors in training and chairs the Patient Safety Board.

The Director of Operations is responsible for ensuring that quality
performance outcomes are met within Care Groups.

The Director of Strategy and Partnerships is responsible for ensuring that
quality information is available in a timely manner and that data quality meets
national standards.
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12.

13.

Each Board member including Non-Executive Directors are responsible
for ensuring that quality is an integrated element of all major discussions and
decisions. Quality is a core part of main Board meetings, and ‘Patient Safety
and Quality’ forms a standing agenda item on both public and private Board
agendas.

The Care Group Director, Clinical Chair and Care Group Lead Nurse are
responsible for quality at Care Group level. They will establish a Care Group
Governance meeting and report and discuss quality issues as part of the
monthly meeting, using tools such as Directorate Scorecards to aid scrutiny.

All members of staff are responsible for ensuring that quality and safety is at
the heart of what they do.

Implementation Framework for Safety

Improving quality and safety is a continuous process and the trust will build on
our strengths and previous successes in patient safety, patient experience
and on its existing clinical governance infrastructure and the safety
improvement work accomplished to date.

The successful implementation of this safety strategy will require that the use
of an appropriate range of improvement methodologies and tools are
extended supported by appropriate development for individuals. The use of
well recognised tools such as measurement for improvement and PDSA
cycles will be essential. An infrastructure will be set up to support the patient
safety work as indicated above. A structured project team will be required to
implement the work as described in section 7 including the detailed plans
articulated in the Appendices.

Leadership in Patient Safety

The importance of quality and safety must be consistently emphasised at all
Trust meetings and events and be embedded into everyday working. This
requires strong clinical and operational leadership based on a programme of
organisational development to underpin the drive towards continuous
improvement. The Board will ensure that successes are recognised and
communicated widely internally and to our community, patients, and partner
organisations.

Clinical leaders will need to develop and implement plans which are both
challenging and realistic, and which focus on redesigning systems to ensure
that the opportunity for error in healthcare is eliminated where it can be, and
that systems facilitate the right care and mitigate error when it occurs. They
also need to recognise that a focus on quality and safety should be
considered in all service redesign and that significant efficiency can result
from this work.
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Appendix 1

SAFETY IN PLANNING- standards to be confirmed once lead in place

Overall Aim: - Improved record keeping , planning of care , articulation
of plans, handover of plans, communication to primary care.

10 metrics each built of components— progress against each tracked
and reported in a RAG rated dial constructed from a numerical base.

< Current Month Safety > []
Current Month Safety

1. Medical Record keeping Standards - Generic

Bundle to include the following (building block for planning medical
care): -

e Hospital standards — e.g. black ink, every page with an identifier for
patient, in order , no loose sheets, printed name with each entry from
anyone who makes entries in the notes

e Medication charts and observation charts are updated to reflect best
practice

e Standardised recording of information in the notes
Links to electronic information clear

¢ Information consolidation electronically for use in EDN or when patients
transferred across the system to include summary record

Measures could be for example: (2 points each to build to score)

1. New medical record policy in place
2. Agreed medical record standard measures for directorate scorecard
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3. Audit monthly -10 sheets in 10 notes on each ward — 10 consecutive
entries plus overall standards such as? Any loose sheets,? missing
proformas, medication charts etc- 80% complete

Consolidated lists of department attendances and admissions in place
Information from primary care available for each admission to include
co-morbidities and medication

ok

2. Medical Notes Documentation Standards for Doctors
Bundle to include: -

e Clarity of who is seeing the patient and when
Clarity of the contact details of the doctor

e Clarity with respect to the plan of treatment and the course of the
patient

o Clarity with respect to what the patient and family know

Measures could include: -

1. Record of most senior person seeing the patient in 100% of cases

2. Daily entry in the notes in 80% of patients (entries include printed

name, bleep number, GMC number) medical entry on ward transfer

Develop Standardised use of Admission proforma in all areas

Doctor’s entries clarify progress of patients and course of patient clear

from notes in 90% of cases

5. Notes contain evidence of discussions with patient and family in 100%
of cases where DNAR in place or patients approaching the end of life

Pow

3. Nursing Documentation Standards

Bundle to include the following :( building block for planning nursing
care)

Clarify which assessments need to be done how often , who , etc
Agree simplification of documentation and recording of actions taken
Agree audit methodology appropriate

Agree links to ‘the story’ in the medical notes??

Measures to include: -

Agree audit methodology for nursing records
Nursing risk assessments on admission in 90% of patients as
determined by sample audits

N

3. Transfer checklist complete in 90% of patients

4. Actions from risk assessments documented and clear in 90% of
patients

5. Nursing records convey a ‘story’ of care and concerns in 90% of
patients
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4, Ward Round Checklist and Ward Round Protocols

Bundle of issues: -

e Senior medical review on ward rounds should ensure confirmation of
the diagnosis, co- morbidities, VTE risk assessment, investigations and
treatments including medication — currently included on ward round
checklist sticker

e Joint nursing and medical review can pick up social issues, nursing
assessments and aid communication with the patient

e Ward round protocol to cover the above

e Protocol for board rounds to include documentation

Measures could include: (2 points each): -

1. Agree ward round checklist sticker protocol

2. Agree protocol of nurse/medical ward round to follow set standards
following formal pilots in 3 areas

3. Agree board round standards including who, when, where

4. Increase use of ward round checklist — 80% of patients have entry with
sticker in use during admission

5. Increase number of wards where ward round protocol followed as
agreed - 80% of wards use protocol

5. Standards for Consultant Review

Bundle of issues: -
e Affirm and review Current standard is that every patient is reviewed in
12 hours b y a consultant on admission
¢ Review standards for daily and weekend review — face to face
e Review standards for board rounds

Measures could include: -
1. 80% of patients reviewed by a consultant within 12 hours of admission
2. Agree standards for review of patients after admission
3. Agree weekend review standards
4. Agree Board Round review process
5. 50% increase in documented consultant reviews for agreed patent
groups from baseline

6. Documented Plans in Notes

Bundle of issues: -
e A summary of the main problems being treated should be articulated
on admission
e A treatment plan should be confirmed by the consultant
e Investigations planned recorded
Results recorded with clarification of treatments in relation to an outline
of the treatments in place already or yet to be given
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¢ Communication of plan and results to patient and relatives
e (CQC standard for x-rays results as an example)

Measures could include: -
1. Treatment plan documented on admission clerking
2. Treatment plan confirmed by consultant in notes after admission
3. Investigations requested are recorded in the notes
4. Results of investigations are recorded in the notes
5. Evidence of communication of treatment plan and test results to
patient/family

7. Protocol for Medication Chart Review on Ward

Bundle of issues: -

e Use of the ward rounds to check include aspects of effective
medicines management, completion of all sections of drug chart,
discuss omissions with nurses, ? pharmacists on ward rounds, basic
checks etc

¢ Incorporation in ward round of checklists to be developed? How many
checklists can one have?

e Consider links with the ward round checklist

Measures could include: -
1. Agree test protocol for review of medication chart on ward rounds with
simple checks
. Implement pilot to test efficacy in acute medical wards initially
. Roll out standards for medication chart review across all wards
. Pilot pharmacy input to ward rounds versus normal pharmacy input
. Agree PDSA cycles to monitor improvement

b owiN

8. Handover —include all aspects of handover

Bundle to include: -
e Standards for night team and electronic handover
Weekend handovers
Links between these
Shift to shift nursing handover
Medical handovers in specialities
Board round handover

Measures could be: -

1. Formalise electronic handover process for night team

2. Agree standards for weekend handover

3. Agree task lists for hospital wide sharing and prioritisation for on-call
teams- set in context of SAP process

4. Agree mechanism for sharing nurse handover and medical handover —
preferably electronically

5. Agree board round process and documentation thereof where used for
handover
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9. Electronic discharge standards

Bundle of issues: -

e Who should complete, when, what level of detail, what should links be
to other discharge information e.g. social care

e Set basic standards for core information with forcing functions to
ensure completion

¢ What is the patient most worried about - add patient concerns ( this is a
field in admission proforma rarely filled in) to ensure doctors address
guestions

e What is the risk of readmission — introduce this as a mandatory field —
what needs to be done to mitigate this and who should do it

Measures could include: -
1. New electronic discharge form in place with forcing functions
2. Agree risk criteria for readmissions and include on EDN
3. Agree method for recording patient concerns and actions to be taken
from this
4. All EDN to be sent within 24 hours- reduce failures by 50%
5. Agree actions to be taken for high risk of readmission

10. Communication with GPs and Social/Intermediate Care

Bundles could include: -

e Setting standards in relation to risk of readmission and risk of failures
of care

e Setting standards as to when there should be specific communications
and who should be responsible for what aim and what the mode should
be — focus on conversations etc

e Thinking about on admission as well as on discharge

¢ Including standards for family involvement

Measures could be: -

1. Patients at risk for readmission are identified formally and the risk
stratified

2. Patients at this risk of re-admission have targeted interventions to
include communication with patient, family, GP, social care according
to escalation protocol

3. High risk patients are discussed on admission when agreement has
been reached that this would be helpful

4. Patients at risk for failure of care on discharge are identified ( e.g.
compliance issues, deteriorating chronic condition, patient anxiety,
family anxiety)

5. Patient/family involvement in discharge documented
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Appendix 2

RESCUING SAFELY- detail to be confirmed once clinical lead in place

Overall Aim: - Improve the recognition and treatment of the acutely ill or
deteriorating patient

Compliance tracked against the 10 key components and presented
numerically

< Current Month Safety > []
Current Month Safety

1. Compliance with Early Warning Score recording standards

Bundle to include: -
e Correct observations done
e Added up correctly
e Frequency according to protocol ( was the frequency needed clear)
o Referenced in paperwork

Measures could include:

Trust wide launch and education to cover new early warning score
Trust wide spot audit on scores

Process in place for continual measurement and reporting

Trust wide process for measuring specific components ( e.g. recording)
Process agreed for recording of EWS the case notes

arwNE

2. Compliance with Escalation Protocol from Nursing Staff

Bundle to include: -

Correct person called

Repeat call and escalated if no response
Observations increased according to protocol
SAP form filled in and recorded in notes

Measures could include: -
1. Trustwide launch of escalation policy for nursing staff
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3.

Trustwide audit of compliance with policy

Trustwide audit of compliance with observations frequency
Mechanisms agreed for tracking failure to escalate at ward level
Mechanism agreed for tracking SAP form compliance and usage-
involving junior doctors

Compliance with response to EWS escalation from medical staff

Bundle to include: -

Appropriate doctor attends

Appropriate actions taken including understanding need for senior
advice

Documentation of discussion with consultant where appropriate
Deviation from protocols documented

Measures could include: -

1.

5.

4.

Method developed for recording and tracking response to calls relating
to deteriorating patients

2. Method developed for handing over calls to responsible clinical team
3.
4. Audit put in place with help of doctors in training and 3 PDSA cycles

Tool for audit of escalation policy compliance developed

completed to improve
Audit results fed back to clinical teams

Use of SAP (Situation, Assessment, Plan) forms

Bundle to include: -

Forms used to improve communication for high risk patients
Forms filled in correctly

Response referenced in notes

Linked to prioritisation for junior doctor task lists

Measures could include: -

1.
2.
3.

4.

5.

Numbers of SAP forms ordered by wards

Process designed for review and challenge of forms

Cycles of testing to improve use in key areas with improved operational
policy designed following this

Agreed mechanism for recording SAP form request and action in the
notes

Agreed mechanism for prioritisation junior doctors task lists with
reference to SAP forms versus other tasks

Use of Pneumonia Care Bundle

Bundle to include: -
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Meas

1.
2.
3.

4,

5.

6.

Care bundle sticker availability on key wards

Care bundles used for pneumonia patients- audit process

Education programme in place for pneumonia to include CURB score
Pneumonia diagnosis education programme for medical staff

Links to EWS response

ures could include: -
Relaunch care bundle stickers on medical wards
Extend care bundles to all acute wards
Design case based scenarios for pneumonia teaching for
multidisciplinary use
Design medical student teaching module around pneumonia including
oxygen therapy
Deliver 3 week medical student programme tarageting pneumonia

Use of Sepsis Care Bundle

Bundle to include: -

Ongoing education of ward staff in targeted areas
Sepsis Sticker compliance audit

Sepsis Box compliance audit

Links to EWS escalation procedures

Links to critical care /outreach calls

Measures could include: -

1.

2.
3.
4,
5.

Re-launch of Sepsis linked to pneumonia teaching
Compliance audit of sticker usage — 2 cycles

PDSA cycles to improve sticker usage — 3 cycles in 6 weeks
EWS scoring audit as part of PDSA cycle

Project set up to include Outreach in PDSA cycles

Education Programme for all Staff based on the recognition of the
acutely ill and deteriorating patient

Bundle to include: -

How to score

Why to score

Links between sepsis, pneumonia, general

Lessons from Serious Events

Results of audits of sepsis, pneumonia, EWS etc ( time to antibiotics? ,
time to assessment ?, co-ordination of response, process measures,
outcome measures, learning measures)

Measurement could include: -

1.
2.
3.

4.

Agree education programme for Trust including target audience

Agree linkage with key clinical scenarios where appropriate

Develop programmes that pick up mandatory training aspects with
EWS with key clinical risk areas around the acutely ill patient

Test educational materials
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5. Launch programmes and attain milestones set

Bundle to include: -
- Mandatory reflection on failures of escalation agreed e.g. huddle
- Specific feedback targeted at key groups such as junior doctors,
consultants, and ward nurses
- Usage of existing mechanisms formalised (patient safety learning
forum, morbidity and mortality meetings, grand rounds, breakfast
meetings)

Measures to include: -
1. Pilot to develop and test * huddle ‘ approach to failure to escalate ( use
as model for other incident procedures)
2. PDSA cycles to develop this — 4 cycles in 8 weeks
3. Formalise and agree safety learning forums as above and ensure
reporting and standards
Develop reflection template for appraisal for nursing staff
Extend current reflection template for medical staff
PDSA cycles for Code Red or equivalent

oA

Bundle to include: -
- Principles of testing agreed
- Targeted interventions in key acute areas
- Multidisciplinary learning to include outreach
- Outreach education links established
- Method for tracking reduction of cardiac arrest calls

Measures could include: -
1. Use 4 PDSA cycles for Code Red on 2 emergency wards
2. Meet with leads to agreed further steps
3. Re-design process to link with EWS
4. Agree education strategy prior to launch
5. Launch Code Red

10. Efficient Effective Outreach Team Usage

Bundle to Include: -
- Consider outreach calls with no involvement of base team
- Consider inappropriate involvement of outreach
- Outreach involvement in handovers of care for acutely ill patients

Measures could include: -
1. Agree outreach education programme for wards with critical care lead
2. Support programme to include outreach education with patient safety
leads
3. Arrange case note review for inappropriate referrals to outreach
4. Arrange case note review where no involvement of base team
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5. Set up mechanism for outreach involvement in handover of acutely ill
patients
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Appendix 3

Reducing Harm from failures of care- Detail to be confirmed once
clinical lead in place

Aim: - Reduce harm to patients resulting from failures in required basic
care

10 metrics each built of components— progress against each tracked
and reported in a RAG rated dial constructed from a numerical base.

< Current Month Safety > []
Current Month Safety

1. Reduce Harm from MRSA/MSSA/Cdiff/Surgical Site Infection

MRSA (Mandatory Target- need to reinforce existing controls)

Bundle to include: -
e Screening according to protocols
¢ Decontamination according to protocols
o RCA of all bacteraemias to continue
e Colonisation protocol to continue

C Difficile (Mandatory Target- need to reinforce existing controls)
Surgical Site Infections
Bundle to include: -

o HPA reporting across surgical speciality sites

e Focus on key areas of concern with continual audit
e Agreement on hospital wide programme

Measures to include: -
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. Antibiotic subgroup in place

. C Diff wards rounds in place

. Isolation policy in place

. All testing according to protocol

. Audit programme for antibiotic compliance

. Health economy plan to address prescribing

. RCA process for MRSA and C Diff

. Hospital wide surgical site programme agreed

. Continual audit process agreed for outliers for surgical site infection
0.HPA reporting in place across surgical specialities

P OoO~NOUTA,WNPE

2. Reduce Harm from Poor Medicine Management

Bundle to include: -

New drug chart introduced

Key metrics monitored on safety scorecard
Medicine administration standards on wards agreed
Basic training standards agreed

Measures might include: -
1. Drug chart piloted
2. Drug chart introduced on all wards
3. Omitted medicines Audit/allergy audit
4. Reduction in omitted medicines by 50%
5. Oxygen prescribed on chart in 80%
6. Audit of oxygen prescribing agreed
7. Basic training standards agreed for all staff and programme in place
8. Feedback system for errors agreed
9. Allergy recording improved by 50%
10.0xygen prescribing improved by 50%

3. Reduce Harm from High Risk Medications

Bundle to include: -

Harm index for each high risk medication agreed
Reporting mechanism in place

Learning from error mechanism agreed

Forcing functions to reduce error agreed

Measures might include: -

1. Each of 4 high risk medications has agreed method of tracking harm- 2
points

2. Harm Index developed as combined score and tracked on corporate
scorecard — 1 point

3. RCA of all harm events from high risk meds agreed with medication
safety committee- 2 points

4. Learning mechanisms agreed for high risk meds using the event as a
trigger to look for possible harm and error- 1 point

5. Introduce system changes to reduce error for each- 1 point
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6.

4.

Reduce avoidable harm related to high risk medications by 50%- 3
points

Reduce Harm from Falls

Bundle to include: -

Improve training

Improve assessment
Environmental factors

Linking to actions

Links to reduction in serious falls

Measures could include: -

1.
2.

(o2 &2 IF S OV)

= © 00~

5.

Falls nurse in place
Falls group reports formally with multidisciplinary membership and
action login place

. Training programme in place

. Falls medication focus for medical notes agreed

. Fall risk assessments- % compliance measure agreed

. Actions from falls risk assessments taken appropriately ( agree audit

measure)

. Serious falls reduction by 20% per year

. Effective reporting of falls to set baseline

. Reduction in all falls by 10% per year

0.Bone health improvement programme agreed

Reduce Harm from Pressure Sores

Bundle to include: -

Risk assessments for pressure ulcers
Relevant actions from risk assessments
Links to nutrition specified and strengthened
Tissue viability nurse input agreed

Training programme for staff

Clarification of equipment needs

Inclusion on ward round checklists

Measures could include: -

1.
2. Baseline audit of actions resulting from pressures sore risk assessment
3. Agree PDSA testing cycles to improve actions

4,

5. Agreed roles and responsibilities of key staff in relation to pressure

0o ~NO®

Revise /challenge risk assessment for pressure sores

Revise guidelines for actions from risk assessments

ulcers

. Agree training programmes
. Gap analysis for equipment needs done
. Agree methodology of combining nurse risk assessment with

consultant ward rounds

Reduce Harm from VTE

Page 30 of 33

Page 142 of 236



Bundle includes: -

Risk Assessment for 90% of admission

NICE compliant guidelines in place for Trusts

Agreed plan to work towards NICE quality standards- improvement as
% of baseline

Correct TP prescribed in 90% of patients

RCA for all HAT with themes fed back and actioned

Measures could include: -

1.

abrbowd

7.

Introduce new focus on thrombosis prescription as part of new drug
chart

. Commence audit of reassessment of risk after change in condition

. Revise root cause analysis form for hospital acquired thrombosis

. Agree audit project for failures of correct thromboprophylaxis

. Ongoing reporting of RA for VTE and correct TP audits on monthly

basis

Reduce Harm from Catheter related UTI

Bundle to include: -

Catheter insertion bundle agreed and in place on all wards
Reemphasise NPSA alert re female/male catheters

Define catheter associated UTI — use most up to date agreed definition
Regular audit of CAUTI

Agree main areas for focus for improvement

Measures could be: -

1.
2.

oA w

8.

Catheter Care bundle agreed and in place on all wards

Standardised approach to implementation of bundle with appropriate
recording

Revised procedures for male/female catheters in place

Training programme agreed and implemented

Audit programme agreed

Reduction in numbers of CAUTI by 20% per year

Reduce Harm from Never Events

Bundle includes: -

Policies in place to cover all the listed events
Training for staff to ensure full understanding
Maximise learning from events

Ensure fair and just response

Reduce numbers

Measures could include: -
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. Take list of never events and ensure procedures/policies in place and

up to date for each

. Re-launch key initiatives where necessary
. Ensure specific process for ensuring learning from Never Events as

part of the SIG group- must include multidisciplinary feedback process
for reflection- must emphasise fair and just culture

. Introduce mandatory interactive training session for the team involved

in a never event- include both the specifics of the event and team
awareness/building (facilitated session)

. Reduce number of Never Events to less than 1 per year

Reduce Harm from failure to manage patients with Dementia and
poor mental capacity

Bundle to include: -

Awareness and training for dementia and mental capacity

Appropriate actions to support patients including involvement of the
family

Plan to achieve NICE quality standards over an agreed period of time
Effective multidisciplinary Dementia/safeguarding vulnerable adults
group

Some example of measures would be: -
1. Effective group in place
2. Training programme in place to include refresh of core

assessments/advice procedures

3. NICE quality standard action plan in place
4. Pilot environmental signposting with input from patients and families

10.

Reduce Harm from failure to manage fluids and nutrition

Bundle to include: -

Training and education on fluids, fluid balance, physiology of basic
fluids in use to be delivered to all nursing and medical staff- focus on
why this is important

Audit of fluid balance charts- both prescription of the fluids and the
charting/ addition etc

Set hospital agreed guidelines for types of fluids to be used ( based on
issues already identified as a result of trust wide audit

Audit of types of fluid used- prescription by department and indication
according to standards

Nutritional assessments and actions taken — who should do what —
clarify the roles of nurses , doctors, dietician etc ( stop over reliance on
waiting for dietician — decrease artificial feeds and increase feeding
regimes from volunteers etc )

Education programme to cover the importance of nutrition

Measures could include: -

1.

Training programme set up for fluids- 1 point
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9.

Training programme set up for nutrition- 1 point

Audit agreed for fluid balance and mechanism to regular audit cycle- 1
point

Hospital fluid prescription guidelines agreed- 1 point

Audit of fluid prescription agreed and programme in place to re-audit
after 3 months

Nutrition /feeding action plan agreed with measures to assess efficacy
Audit of weight recording on admission and repeated for all at risk
patients

Reduction in weight loss in high risk groups as identified ( frail elderly
ward as pilot)

Formal identification of barriers to weight recording

10. Introduce formal volunteer feeding programme
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Prepared by: - Tony Delaney, Head of Communications
Date of meeting: - 25 April 2012
Corporate Objectives Foundation Trust status application
Addressed: - Patient and public engagement

Staff engagement

GP engagement

SUMMARY OF CRITICAL POINTS: -
Supports corporate priority to enhance staff, patient and public engagement
Introduces increased opportunities for two-way communication with all audience groups

PATIENT IMPACT: -
Increased insight into the work of the Trust
Increased staff engagement will improve the patient experience

STAFF IMPACT: -

Increased staff engagement has been shown to improve staff satisfaction with attendant
increases in productivity and effectiveness

FINANCIAL IMPACT: -
Neutral

EQUALITY AND DIVERSITY IMPACT: -
Increased communication with hard to reach population groups

LEGAL IMPLICATIONS: -

RISK ASSESSMENT: -

Multiple sources of communications activity may lead to confused messaging. This will be
mitigated through the establishment of a co-ordinating mechanism through the
implementation of the Strategy

RECOMMENDATION: -

The Board is asked to discuss the contents of this Strategy
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INTRODUCTION

This Communications Strategy is designed to support the Trust’s vision, aims and
strategic direction as well as the Annual Plan and the first year of the Integrated
Business Plan. In turn, the Annual Plan is aligned with the plans of
Commissioners and with regional and national priorities.

Northampton General Hospital NHS Trust (NGH) is experiencing an era of NHS
evolution when financial challenges are greater than at any time in NHS history,
and providers of acute healthcare are compelled to review their business models
in the light of increasing competition and required service developments.
Simultaneously, external factors - including rising healthcare demand from an
ageing population and increasing pharmaceutical and medical technology costs -
exert a divergent set of pressures.

For NGH, effective communication with its internal and external audiences is
always important; but never more so than in current operating conditions. This is
reflected in one of the four corporate priorities newly identified by the Board — to
enhance staff, patient, and public engagement.

During 2012/13 there are four particularly significant strands of activity that arise
from this background and will be delivered against it.

e NGH Transformation Programme. This is the Trust’'s continuing
response to the need to make savings of £19 million in 2012/13, in
addition to the £18 million reduction in 2011/12, at the same time as
improving quality, innovation and productivity.

e NGH Foundation Trust status application. All NHS hospital Trusts are
required to achieve NHS Foundation Trust status by April 2014. NGH’s
application is scheduled to go forward in July 2012.

e Healthier Together — South East Midlands Acute Services Review. A
project designed to develop reconfiguration options for hospital services
provided by the five district general hospitals serving Northamptonshire,
Milton Keynes and Bedfordshire. These changes are aimed at improving
patient outcomes and making cost savings primarily by concentrating
certain services in fewer centres.

e Delivery of the Trust’s Quality Strategy. In particular patient safety, the
re-design of the Pathway for unscheduled care and the programme to
improve patient experience.
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There are interdependencies between these four topics. Clearly, each has its
own implications for the hospital, its staff, patients, the public and stakeholders.
Each topic has its own Communications Action Plan (see appendices, but each
plan will have some shared messages for their shared audiences). As a result an
overarching communications vehicle will present all four topics in the context of
the future development of NGH as defined by the Integrated Business Plan. This
matrix will require careful management to ensure consistency and credibility.

Beyond these headline topics there is a full range of continuing communications
activity designed to engage all of the Trust’s audiences.

Why Communicate?

There is a wide range of evidence to support the significant contribution that
effective communication can make to improving organisational effectiveness and
performance.

According to a study by Capgemini Ernst & Young in 2003, between 80-85% of
the market value of the top 500 US companies was comprised of intangible
assets such as reputation. And when looking at the impact of reputation on
customer loyalty, a study of the US airline industry by M. Graham and P. Bansdal
in 2007 found that for each one-point increase in an airline’s reputation,
consumers were willing to pay $18 more for a plane ticket. In short, there is much
evidence that reputation is a key contributor to the health and performance
of businesses.

The evidence that communication makes a vital contribution to organisations
applies to public services as well as to businesses. Over the years, the survey
research organisation Ipsos MORI has developed a substantial amount of data
related to the overall performance of local public services and their
communication effectiveness. Within the NHS, it found that better-performing
trusts committed more resources to communication, were more likely to have
marketing strategies in place, and had communication teams that were more
influential. It also found that staff in trusts rated as ‘excellent’ were significantly
more likely to understand their roles than those in weak-performing ones.

Ipsos MORI also looked at the communication effectiveness of 29 London local
authorities, including 7 that were rated as ‘excellent’ by the Audit Commission for
2003/4. It found that all 7 ‘excellent’ councils were also among the top 11
councils rated by the public as being the best at keeping them informed.

Good communication is also important for engaging with staff. The Cabinet Office
carried out a review of the evidence base for employee engagement during 2007,
as part of its work on improving engagement with civil servants across all
government departments. It showed that engaged staff are 43% more productive,
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perform up to 20% more effectively and take an average of 3.5 fewer sick days a
year than disengaged staff.

A key element in management of the Trust’s reputation is its staff. Many of the
4,000+ workforce have a direct interface with patients and are in a position to
influence patients’ perceptions of the Trust and the services we provide. All staff
have family or friends on whom they can have a similar impact. If staff are
positive about the Trust it will reflect in their performance which, in turn, will
impact on the patient experience.

So, good communication that engages staff, customers/patients and
stakeholders is vital to organisational success.

Aims

The principle aim of this strategy is to promote understanding of and support for
the Trust's vision and strategy among its key audiences and to contribute to
providing the best possible patient experience. Additional aims are: -

e To ensure staff are aware of the challenges facing NGH, share in the
values and strategic objectives of the organisation and understand their
contribution to making them a reality

e To engage and empower staff in the day-to-day running of our hospital
and with the Trust’s longer-term strategic goals and those of the NHS

e To promote a quality-focused culture throughout NGH encouraging an
open and transparent two-way flow of information between
wards/departments and the Board

e To support the health and wellbeing of all staff for their benefit and that of
our patients and the wider community

e To respect the rights of staff and to deliver our responsibilities as set out in
the NHS Constitution

e To develop clear two-way communications with all partners and influential
local opinion formers to support close working and understanding. This will
help to ensure a positive image and reputation for the organisation

e To continue to build trust in the organisation by users of the service and
the general public and to build and protect NGH’s reputation

e To build loyal and lasting relationships and confidence in NGH through
active patient, carer, visitor, member and public engagement

Draft Communications Strategy
Author: Head of Communications
March 2012

Page 153 of 236




e To focus in particular on supporting and promoting

o Service transformation projects and anticipated quality benefits, cost
savings and efficiency gains.

o NGH’s application for NHS Foundation Trust status and Membership
Strategy

o The increased visibility of Executive Directors and Senior Managers

3. Audiences

Internal

All staff groups

Shadow and subsequently elected FT Staff Governors

Trust Members

Trust Board

Trade Union full time officers, staff-side representatives and their
members

Volunteers and Friends of NGH

External

Public, patients, family and carers

The following have been identified as hard to reach groups within our locality: -

People with disabilities

The deaf and hard of hearing
Carers

Children and young people
Certain BME groups

GPs and Clinical Commissioning Groups
Northamptonshire LINK (to be subsumed into HealthWatch)
Local Strategic Partnerships

Our local health and social care system

Other health partners including East Midlands Ambulance Trust,
Northamptonshire Healthcare NHS Foundation Trust, and other
neighbouring acute and Primary Care Trusts

Strategic Health Authority

Local Medical Committee
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¢ Northamptonshire County Council (NCC), Northampton Borough Council,
District Councils other relevant local authorities

o NCC Health Overview and Scrutiny Committee

o Emerging Health and Wellbeing Boards

e Voluntary organisations (e.g. Help the Aged and Family Carer/Patient
groups)

e The business community

e MPs

e The media

Key Messages

Key messages serve many purposes. They help to focus thoughts on the story
we want to convey. They can be developed with staff to help them feel part of the
organisation and disseminating them widely helps the public understand our
vision and their local hospital. They also support consistency across all
communications channels.

Key messages also help to evaluate and measure the success of any campaigns
by testing awareness before, during and after, as well as their take-up by the
media.

Key messages should be devised, and adapted for specific audiences, for all
campaigns, projects or initiatives to reflect the organisation’s priorities.

There are already a number of core key messages arising from and supporting
the Trust’s vision of providing the very best care for all our patients.

e NGH provides high quality, clinically safe and financially sustainable
services for all our patients

e The Trust is continuously seeking to develop innovative services and care
pathways which meet the needs of our population, not least by
consolidating and enhancing our position as one of the hyper acute
hospitals in the South East Midlands network

e Developing a staff culture in which delivering excellent patient care in an
environment in which they are proud to work

o Developing effective partnerships — such as working alongside
commissioners to re-design the emergency care pathway - which will be
crucial to realising our future
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51

IMPLEMENTATION

Internal Communications

Internal communications are targeted at all staff groups and volunteers. Specific
communication plans and messages are produced for all key developments and
major projects in the Trust and these are aligned with the Communications
Strategy and appropriate business/organisational plans.

One in four patients gain their impression of the health service directly from
friends and family who work in the NHS and these impressions last. Around
4,000 members of staff and some 200 volunteers work for the Trust and how they
interact with people has the potential to either enhance or tarnish the Trust’s
reputation.

Motivated and involved staff are better placed to know what is working well and
how to improve services for the benefit of patients and the public.

5.1.2 Methods for Internal Communication

The Communications Department uses a wide range of methods to inform and
encourage two-way communication with staff and volunteers. Some new or
revitalised methods are highlighted in the following lists.

Written

e The Point newsletter — (published via the intranet/email)

e Core Brief — supports team briefing (designed to promote feedback)
e Summary Trust Annual Plan (published on the website)

¢ Staff handbook

e Pay slip attachments

E-Communications

e Broadcast email

e Online surveys using Survey Monkey — hard copies can be produced
(designed to promote feedback)

e Social media (online communities or networks) are being looked at as a
means of improving communication to those that do not access existing
methods. Feedback is integral to these channels.
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Meetings

e Corporate Managers — for cascading corporate information down through
the organisation via team briefing

¢ Staff induction — CEO welcome address

e Chief Executive/Executive Director Transformation Briefings Briefing with
Q&A sessions if a particular issue demands e.g.

e Chief Executive Question Times. A rolling programme of events where the
Chief Executive attends a pre-arranged ward or department meeting to
communicate directly with staff in face-to-face Q&A sessions. Non-
Executive Directors attend as appropriate. Question Times are arranged
by the Communications Department, with a lead member of staff identified
to communicate arrangements to their teams. Staff are encouraged to ask
questions or, if they would prefer these to be anonymous, to provide them
in advance to be answered during the session. The same approach may
be applied to larger scale ‘Town Hall’ staff meetings.

Other

e Clinical and environmental walkabouts help improve the visibility and
accessibility of senior managers to staff across NGH and highlight
important quality messages

Awards and Recognition

e External awards e.g. Health and Social Care Awards, Health Service
Journal Awards, Nursing Times Award etc. The Communications
Department will promote entry and support staff with their applications

¢ Internal awards - annual Star Awards

¢ Volunteers and Friends of the Hospital, who act as ambassadors for the
Trust will continue to receive recognition for their valued contribution

5.2 External Communications

External communications are targeted at all our identified external audiences.
Specific Communication Plans and messages will be produced for all key
developments and major projects in the Trust. These are aligned with the
Communications Strategy and appropriate business/organisational plans.

It is important for NGH to be seen as an organisations that generates confidence,
puts patients first, values its staff, is continuously looking to improve the quality
and accessibility of its services, and is honest, open and transparent.
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We will encourage active partner engagement to build loyal and lasting
relationships and underscore confidence in NGH.

Communication with hard to reach groups is a real challenge. The Trust will co-
operate closely with Commissioners and other stakeholders to continuously
identify and address issues specific to the hard-to-reach community groups.

5.2.1Trust members and Board of Governors

A positive aspect of our Foundation Trust application has been the engagement
and input of Trust members. To date we have more than 4,000 local people who
want to be more informed and involved in the work of NGH. Members will
continue to be involved in the identification of future quality priorities and
feedback on our services.

The Governors will be supported in their role of representing the views of the
public and ensuring membership is representative of the people we serve. We
will continue to hold special interest talks that attract large audiences and offer
further opportunity for feedback on our services.

5.2.2 Patient and Public Engagement
The Trust supports a range of methods to hear the views of our patients and
wider public. Our listening tools include: -

e Ongoing patient surveys in all wards and many departments (reported to
the Trust Board monthly)

¢ Identification of themes from complaints and PALS
e Membership of, and attendance at, voluntary organisation meetings

e Patient user and support groups
¢ Patient stories at the Board and Director ward visits

We will promote how patients and the public can make their views known and
equally important the changes/improvements put in place in response to this
feedback.

5.2.3GPs

GPs are taking on the role of Commissioners of Services. NGH will build on the
existing good relationships with GPs to work more closely with them to shape
future service provision that best meets the needs of local people.
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GPs are among the most trusted sources of healthcare information for patients.
They have a strong influence over patients’ choice of healthcare provider and
therefore warrant our communications and marketing focus.

GP News, the electronic quarterly newsletter will continue to be developed in
response to GP feedback. This will now form part of a wider GP Engagement
plan (See Appendix 3)

5.2.4The Media

Health and the NHS are particularly newsworthy and attract a great deal of
interest from the media who can have a disproportionate influence on public
perception of the Trust's services. The Communications Strategy aims to
promote the good work of the Trust and to develop and protect its reputation with
and through the media. An outline Media Plan has been produced (See Appendix
4). Another tool to support media handling activity is a monthly Media Planner
(See Appendix 5), which will include information about proactive media activity as
well as highlighting potential media interest forecast as a result of horizon
scanning activity.

We will respond promptly and robustly to negative publicity to minimise its
impact. We will closely monitor external website such NHS Choices, Patient
Opinion and Netmum sites which encourage patients to share their experience of
a hospital and its services on line.

5.2.5Methods for External Communication

The Trust uses a wide range of methods to inform and encourage two-way
communication with our external audiences/partners

Written
Newsletters

e Quarterly FT Members newsletter
e Quarterly GP Update

o Summary Annual Plan

e Annual Report

e Quality Strategy

e Quality Accounts

e Board Reports

o Posters/Flyers
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E-Communications

The use of social media such as Facebook, Twitter and YouTube is being
explored as means of creating online communities for Trust membership. This
will be particularly useful in broadening the appeal of membership. A Facebook
and Twitter presence for NGH will allow distribution of media releases and other
publicity to new audiences. An NGH YouTube channel is under consideration.
For the moment, e-communication is limited to: -

Web site

Section on external web site for Trust membership
Broadcast emails to Trust membership

Media coverage summary email to shadow Board members

O O O O

Meetings

We will maintain contact with all our external partners and in particular meet
regularly with: -

e Colleagues in the local health and social care system and local
government

GPs and emerging GP Commissioners

Representatives of LINks

e MPs

The media

Other meetings include: -

Trust Board

Shadow Board of Governors

Special Interest Talks for Trust members

Use of focus groups as appropriate

Regional and county communication networks

Freedom of Information Act 2000

The Freedom of Information (FOI) Act 2000 has given the public unprecedented
access to information, files and decision-making processes of the Trust at all
levels. The Fol Act requires that trusts produce a Publication Scheme to show
what information will be available on request. The Trust has agreed to make as
much as possible available, particularly on the website, to reduce requests for
information.
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6.

Communications Evaluation

Action Plans will be evaluated using detailed assessment of feedback from: -

Internal

Staff surveys

Staff conversations

Patient surveys

Chief Executive staff briefings

Feedback forms attached to team briefing
Quarterly Board report

External

Annual NHS staff survey

Annual NHS patient surveys

Analysis of complaint letters and comments received by PALs

Analysis of our Trust membership

Engaged FT members questionnaires and Active FT members focus
groups

Future reports and feedback from LINks

Usage of the intranet and Internet sites monitored through traffic analytics.
Interactive surveys/polls on the website

Press cuttings taken to assess coverage and the balance between positive
and negative stories. We will benchmark this quality balance and then
digitise the media coverage information flow to produce a monitoring
system that can provide quarterly and annual performance reports.

Close monitoring of websites which carry feedback from patients who
have experience of NGH services. These include: -

o NHS Choices

o Facebook

o Patient Opinion.orgNetmums.com (Netmums is the UK's fastest-
growing online parenting community with over 1.2 million members
and 5 million visits. Netmums is a family of local sites offering
information to mothers and discussion forums
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Implementation Plan

It is important to recognize that these deliverables will all contain bespoke key
messages linked to the Trust’s vision, aims and strategic direction.

Issue What will be delivered When Subject
Matter
Expert
NGH strategy Annual Plan April Karen
L Spellman
and objectives Produce summary of the Annual Plan
for internal and external circulation.
Corporate messages Ongoing Appropriate
Communicate the challenges facing ?ne;r:zr er(s)
the Trust, and the tactics being used 9
to meet them including QIPP and the
service Transformation programme.
Advise on messages and support for
stakeholder meetings and team As
briefings
required
Specific work plans to be produced for .
. . . Appropriate
key projects/developments including g
: senior
e NGH Transformation/CIP
. manager(s)
. . End April
e Actions recommended to increase
visibility of Executive Directors and
Senior Managers
e Quality Strategy
Clinical —
quality priorities,
quality walkabouts, quality
posters.
e NGH NHS FT application
e Urgent care pathway redesign
e Healthier Together (ASR)
Reputation Brand Management Ongoing Chris Pallot
Management Promote, develop and protect the Karen
and Marketing ) : Spellman
Trust’s brand image and corporate
identity
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Quality Accounts
Annual Report

Lead the production and distribution of
these key public documents.

Marketing

Support the development and
implementation of the marketing
strategy

Exec Team

Nina Fraser

Chris Pallot
Karen
Spellman
Sean
McGarvey

NHS
Foundation

Trust

NHS FT Application

Develop refreshed approach and
messages for internal and external
audiences

Regular communications and
reminders of the benefits of FT status.
Provide support for the two sub
committees of the Shadow Board of
Governors:

e Patient and Public

Engagement

e Membership

Provide support for the Membership
including:
e Quarterly newsletter
e password protected Governor
site
Provide support for Special Interest
Talks

Plans in development for
communications post authorisation

Immediate

Appropriate
senior
manager(s)

Nell Morton

Staff

engagement

Staff Governors

Provide communications support for
Staff Governors

Communications Survey

Use Survey Monkey service to
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develop in-house survey to gather
feedback on the effectiveness of staff
communications.

The Point e-newsletter
Relaunched Core Brief — supports
team briefing (designed to
promote feedback)

Summary Trust Annual Plan
(published on the website)

Staff handbook

Pay slip attachments

Meetings

Corporate Managers — for
cascading corporate information
down through the organisation via
team briefing

Staff induction — CEO welcome
address

Chief Executive/Executive Director
Briefing with Q&A sessions if a
particular issue demands e.g.
Transformation Briefings

Chief Executive Question Times.
A rolling programme of events
where the Chief Executive attends
a prearranged ward or department
meeting to communicate directly
with staff in face-to-face Q&A
sessions. Non-Executive Directors
attend as appropriate. Question
Times are arranged by the
Communications Department, with
a lead member of staff identified to
communicate arrangements to
their teams. Staff are encouraged
to ask questions or, if they would
prefer these to be anonymous, to
provide them in advance to be
answered during the session.
The same approach may be
applied to larger scale ‘Town Hall’
staff meetings.

Various
sources

Appropriate
senior
manager(s)

Appropriate
senior
manager(s)
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Other

e Clinical and environmental Appropriate
walkabouts help improve the senior
visibility and accessibility of senior manager(s)

managers to staff across NGH
and highlight important quality
messages

Awards and Recognition Appropriate
senior

e External awards e.g. Health and manager(s)

Social Care Awards, Health
Service Journal Awards, Nursing
Times Award etc. The
Communications Department will
promote entry and support staff
with their applications

e Internal awards - annual Star
Awards

Relationship Attendance and participation in NHS | Regular Tony
with partner Northamptonshire series of Health | attendance | Delaney
organisations, Communications Network meetings
stakeholder, for health economy comms leads.
key opinion
formers

8. Looking forward

This element of the strategy looks at opportunities for development of more
effective internal and external communication.

Most significant is the absence of a formal staff engagement policy. As a result
there are no consistent communication channels or forums which contain the
opportunity for two-way engagement. Such channels as exist work very well for
the purposes for which they were developed. In many cases this does not cater
for the need for two-way communication back up through, or indeed across, the
organisation.

The adoption by NGH of the Listening into Action (LiA) staff engagement strategy
will bring about positive change in this and other facets of staff engagement. The
communications will be able to provide information, advice, facilitation and
support.
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A second observation is that there are a number of centres of communications
activity across NGH that operate independently of each other. In addition to the
communications team they include: -

¢ Membership management

e Patient and public involvement
¢ GP relationship management
e PALS and Complaints

e Freedom of Information

e Marketing

These are all excellent resources. However, one of the imperatives of corporate
communications is that there should be consistency of messaging. In that
context, current circumstances represent a risk. Mitigation can be achieved
through the creation of a steering group to provide co-ordination and the
development of a shared approach.

Conclusion

This strategy provides an overall framework to support the Trust’s internal and
external communications for the coming year and includes detailed plans for
some already known topics. It identifies ways in which its effectiveness can be
measured. It supports the development of the “Listening into Action” staff
engagement strategy and provides a platform to allow the drawing together of
strands of communications activity across the Trust to ensure consistency of
message in terms of both content and tone.
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Appendix 1: Communications Principles

Open: Our decision-makers will be open to dialogue. Where it is not possible to provide
information, we will explain why.

Two-way: We will encourage feedback from staff, patients, the local community and
other stakeholders and use it to improve services and inform our decision-making.

Timely: We will provide information when it is required and in time for people to make
informed choices and decisions.

Clear: Plain English will be used whenever possible so information is accessible to
diverse audiences and there is no scope for misinterpretation.

Corporate: Our messages will reflect our corporate aims and objectives, and those of
the wider NHS and our partner organisations.

Consistent: Messages given to different audiences must not conflict, although they may
vary and we may use different language or modes of communication.

Accurate: We will aim to ensure high standards of accuracy in the information we
provide and the way it is communicated.

Trust-wide: Everyone working for the Trust communicates on its behalf. All staff
members are responsible for ensuring good communications.

Accessible: We will aim to ensure all audiences can access and understand information
about the Trust, regardless of ability or circumstances, by using a variety of
communications tools and making information available on request in other formats.
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Appendix 2: Foundation Trust Communications Plan

Narrative

Northampton General Hospital has served its population since the first Infirmary was
opened in 1743.

Since then it has been at the forefront of healthcare provision development; from raising
public subscriptions locally and expanding in the 18™ and 19" centuries, through the
emergence of the NHS in 1948, to today with the explosion of medical advances that
have seen NGH become a leading district general hospital whose offering includes
hyperacute services and operating as the area’s cancer treatment centre.

NGH'’s vision is to provide the best possible patient experience through achieving its
aims of: -

e Being a provider of quality care for all our patients’

e Enhancing our range of Hyper Acute services for the wider community
e Providing appropriate care for our patients’ in the most effective way

e Fostering a culture where staff can give their best and thrive

e Ensuring we invest wisely to make improvements in care

NHS hospitals can apply to become NHS Foundation Trusts (FTs). The additional
freedoms enjoyed by FTs will enable NGH to deliver its aims and vision successfully
through greater control of its own destiny, balanced by a greater level of accountability to
its population.

At present NGH is an NHS Trust. In 2006 the hospital began its journey toward
achieving NHS Foundation Trust status. Much has been accomplished and now that
journey is reaching its final phase. In July 2012 our Business Plan will be submitted for
approval. If successful, NGH will be an NHS Foundation Trust within 12 months.

We believe that Foundation Trust status will offer us greater flexibility to tailor our
services to meet the needs of our local community and respond more quickly to their
needs. As an NHS Foundation Trust we will fully be part of, and committed to, the NHS
and provide services to our patients’ on the basis of need, not the ability to pay.
However, we will have greater freedom from the controls of government to enable us to
respond more rapidly to any changes in services that are required to reflect local needs
and priorities.

We already have a committed core of Members who have been recruited to help us
ensure our services meet local expectations and needs. Our Shadow Governors'
Council is active in supporting the wider work of the hospital and the Trust Board. We
continually seek to expand membership.
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NHS Foundation Trusts are membership organisations free from central government
control. There is an independent regulator called Monitor to protect the public interest.

If Foundation Trusts make a surplus they can invest this in services. At present if NGH
makes more money than it spends, the surplus can be taken back by the NHS.
Foundation Trusts also have more freedom to borrow for capital projects like new
buildings.

Foundation Trusts have to deliver on national targets and standards like the rest of the
NHS, but they are free to decide how they achieve this.

Key messages

These need to excite people about new developments and better services, and the
chance to have a real say in how their health services are run, but also to provide
reassurance that what will happen is fully within the values and structure of the NHS.

e We will have much more freedom to make sure our future plans best meet the
unique needs of our local community. That's important because of what we
already know about the future of our population — growing, ageing and living
longer

e We will be able to retain any extra money we generate to invest in new services
for our population, and we will be able to borrow money to support these
investments

e We will be more accountable and answerable to local people through the Trust
Membership and our Council of Governors, so you have the chance to have a
real say in how your health service is run

e Quality is, and will continue to be, a central plank of everything we do — from
providing patient care to managing our resources (This is a particularly important
element in staff communication)

Interacting with our Audiences

The people who make up these audiences are not necessarily members of just one
group. While consistency in message delivery across the board is important, there is
also opportunity in the ability to vary the emphasis between audiences to enhance our
ability to influence responses.

Staff is the most significant audience in terms of their ability to influence the application
process directly and to influence the attitude of others.
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Stakeholder map

Media
MPs
KGHFT/MKHFT/NHFT

nitor

PCT/CCGs

NCC Social Care NCC/0SC
) Northants LINk/
Patient groups &Wellbeing B
BME groups Council of G
ALL STAFF

' Voluntary organisatio

Trust Membership

o
General public
3
- Low
Group Organisation Communication Timescale
activity
Public Affairs NCC/OSC./Health | Letter from CEO April 2012
& Wellbeing Board | with supporting and ongoing
. information as part of
Northamptonshire the phased
LINKk Offer of plan
. iefi
MPs (All Northants meeting/briefing
+ MK) Speaker at
Voluntary meetings offer
organisations
NHS SHA Letter from CEO Qr?(;"ozn%lozing
PCT cluster W'th supporting as part of
information,
the phased
GPs/CCGs Offer of plan
meeting/Include as
agenda item in
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KGH/MKH

NHFT

NCC Social Care

meetings already
scheduled

Speaker at
meetings offer

GP News e-zine

Staff

Engage and involve (active 2
way
engagement/communication)

All staff groups
within NGH

Senior
management
interactive
presentations

Team-based Q&A
sessions

Interactive online
survey (must
include Quality for
submission
evidence)

The Point e-
newsletter

Intranet
Posters

Walllet card with
Visions and Aims

External Facebook
and Twitter
promoted internally

April 2012
and ongoing
as part of
the phased
plan

Governors and Membership

Engage and involve (active 2
way
engagement/communication)

Council of
Governors

Staff Governors

Membership

Senior
management
interactive
presentations

Membership
magazine (not
precluding
additional ‘special
editions’)

Interactive online
survey (must
include Quality for
submission
evidence)

April 2012
and ongoing
as part of
the phased
plan
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Media

Print, broadcast
and online

Mainstream

Professional

Media releases

Senior
management
interview access

Staff Governor
interview access

Council of
Governors
spokesperson
interview access

Membership voices
interview access

April 2012
and ongoing
as part of
the phased
plan

Patients/Public

Engage and involve (active 2
way
engagement/communication)

Patient groups
General public

Nene
Commissioning
Patient Congress

BME groups

Offer to send
speaker to
meetings

Insight magazine

Media relations
activity results (inc.
BME media)

Website page

Interactive online
survey

Facebook

Twitter

Evaluation

e The initial staff online survey will service as benchmark of opinion, satisfaction

with staff comms etc

¢ Response and feedback from online surveys of staff, patients, public,

membership, Governors

e Web activity levels

e Social media development/interaction levels

e Level of participation in events of other organisations and partners
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Appendix 3: GP Engagement Plan

GP ENGAGEMENT PLAN

1 INTRODUCTION

Northampton General Hospital is committed to developing and improving
communication and engagement with all GPs in the county and surrounding
locality. To do this, we will undertake a planned and sustained approach to
communication and engagement to support our core business of delivering
high quality care to patients.

A key aim for NGH is to maintain and enhance our position as the local
provider of choice through delivering patient centred services. Central to our
success is a positive and constructive relationship with our patients, GPs and
the wider community. We recognise the importance of focussing on our
customers’ requirements, seeking feedback on our services and responding
to their needs with service changes that deliver ever increasing levels of
patient satisfaction.

This plan is aligned to the wider NGH communications strategy (2012) and
concentrates on the communication and engagement requirements of NGH
with GPs and local stakeholders.

In developing our external approach, there will be a range of ways of
engaging with local GPs to ensure continual feedback and provide them with
access to good, reliable information about our services. This plan is
designed to enable a policy of active engagement with all GP stakeholders in
order to enhance our reputation and to generate an appreciation in the
community of the progress that has been made at NGH to improve service

quality.

A wide range of actions relating to communications and engagement have
been developed and are highlighted and reviewed throughout the strategy.
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2 COMMUNICATIONS

A key principle of this plan is to develop improved two-way communication
with an emphasis on consultation and encouraging constructive debate and
feedback. This plan proposes to make greater use of electronic
communication as well as developing opportunities for face to face
communication between NGH staff and GPs. This will be achieved by: -

A lead for co-ordinating GP liaison and communication. This is a
central role in the organisation responsible for co-ordinating all GP liaison.
This role will ensure appropriate NGH representation at all key stakeholder
and locality meetings. They will co-ordinate feedback from GPs and
ensure a responsive approach to requirements

e Update the NGH website. GPs have requested easier access to contact
details of consultants at NGH. The updated website will include details of
services provided and contact details for consultant teams

e GP Directory. In addition to the information provided on the NGH
website, a detailed directory of all services and contact details for all NGH
consultants and their secretaries has been published to the Pathfinder
website. Annually a full review and update is carried out with ad hoc
changes made throughout the year

e Promote the use of Advice and Guidance. Local GPs have asked that
NGH and GPs increase the use of the Advice and Guidance facility on
Choose and Book for communicating with consultants. We will promote
the system with GPs and consultants and develop a robust monitoring
system to review its usage and effectiveness

e GP Buddy Scheme. This is a scheme by which NGH consultants are
partnered with GP practices within a locality to enable two-way
communication between each organisation at a clinical level. The
consultants have made initial visits, with each practice choosing the most
appropriate way forward for them. Feedback from consultants and a
review of the scheme is currently being undertaken.

e News for GPs. This e-newsletter incorporates updates on service
developments, and performance achievements. There are opportunities
for GPs to feed back any comments or requests for specific information.
The distribution and format of the newsletter will be monitored
continuously by the NGH communications team
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Attend all Nene Commissioning Locality meetings. Nene
Commissioning host monthly locality GP meetings. The lead for co-
ordinating GP liaison will ensure appropriate representation at each of
these meetings. There will be a feedback mechanism at NGH to ensure
any issues identified will be fed back to the relevant team. Attendance at
these meeting will be by invitation.

Co-ordinate all GP communication and marketing with the NGH
Public and Patient Involvement Strategy and NGH Communication
Strategy. GP engagement and communication will not be carried out in
isolation of other NGH communication and engagement strategies. A
series of approaches is required In order to ensure ongoing engagement
with all stakeholders.

Issues Log. This is a joint pilot scheme carried out by Nene
Commissioning, NGH and KGH. This scheme has been piloted across 16
GP practices and the Medical Directorate at both hospitals. A review of
this scheme is currently being undertaken to determine the success and
possible future roll-out.

3 MARKETING AND ENGAGEMENT

Ongoing market assessment is required to assess our current market position
and identify any key issues that are likely to impact on demand for our
services. This will be achieved through the following: -

Marketing Group. There will be a small group established at NGH with
the responsibility of co-ordinating the marketing approach and GP liaison.
This will consist of, Deputy Director of Strategy & Partnerships, Business
Development Manager (lead for coordinating GP Liaison), Head of
Communications and NGH Membership Manager

Ongoing Market Analysis of Activity. Activity will be monitored on a
quarterly basis by specialty and locality using Dr Foster and NGH systems
to identify any trends and changes in activity and referral patterns. This is
carried out for the 6 key localities, Northampton Central, Northampton
West, Northampton South East Daventry North, Daventry South and
Wellingborough. Market analysis feedback will be forwarded to the
Executive Team and relevant directorates. The ongoing market analysis
will ensure resources are targeting practices and localities with greatest
potential impact

Communications & Engagement strategy 2012 - 2013
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e Ongoing monitoring of Business Intelligence. On a weekly basis, all
relevant local and national sites will be monitored to identify any changes
that are perceived as having a potential effect on NGH’s service delivery.
This will include infrastructure developments within Northamptonshire as
well as specific health care developments. Details will be collated and
submitted to the Executive Team by 14:00 on a Friday to enable
submission to the Executive Team Meeting’s agenda. The responsibility
for this lies with the Business Development Manager

e Face to face Feedback. The GP Liaison role will ensure NGH
representation at all Nene Commissioning locality meetings. There will be
a standardized template to complete following every meeting detailing any
feedback GPs, suggestions for improvements or access to services etc.

e Centrally held repository for collating and analysing GP Feedback.
There will be a centrally held repository, managed by the Planning and
Performance department for collating and analysing the GP feedback
gained from the annual survey and attendance at all locality and
stakeholder meetings. This will ensure a coordinated response to all
requirements

4 SUMMARY

This strategy outlines a range of activities developed to ensure a robust
process is in place to develop continuing communication and engagement
with our local GP partners. All communication and engagement activities will
be evaluated and the impact monitored. By understanding our stakeholder
expectations and taking a responsive approach to their requirements, the
Trust will be able to continue to improve and promote the services that it
offers to patients, protect the Trust’'s reputation and continue to remain the
hospital of choice.

GP Engagement Action Plan March 2012

Action Lead Timescale

1 Ongoing market analysis of activity. Sean McGarvey | Quarterly
Across NGH'’s key catchment localities

2 Carry out ongoing monitoring of business | Sean McGarvey | Weekly

intelligence
GP e-newsletter Tony Delaney Quarterly
Attend Nene Commissioning locality Chris Pallot Monthly

meetings as requested Karen Spellman

Communications & Engagement strategy 2012 - 2013
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5 Maintain a centrally held repository for Sean McGarvey | Ongoing
collating and analysing GP feedback
6 Review GP Buddy Scheme Chris Pallot April 2012
Sonia Swart
Maintain Consultant Directory Sean McGarvey | Ongoing
8 lIssues Log Sean McGarvey | April 2012
Communications & Engagement strategy 2012 - 2013
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Appendix 4: MEDIA RELATIONS PLAN

Media Activity Planning
for 2012/13

INTRODUCTION

This media plan is designed to support the delivery of the Communications
Strategy and its role in the fulfilment of the Annual Plan and IBP. This proactive
media programme will contribute to enhancing our reputation and increase
awareness and understanding of our offer.

The limiting factor for planned proactive media activity is the significant additional
commitment to unpredictable reactive media management requirements that
form a substantial part of our activities overall. The implicit level of team time
allocation to this plan reflects this dynamic.

There is a strategic element in this plan in that there is a need to inform and
enthuse colleagues who are the internal gatekeepers for the information that
forms the raw material for all proactive media activity. Continuing relationship
building with editors, producers, specialist writers and reporters who are the
gatekeepers for our target media is also a key activity strand.

This plan also identifies the means by which its achievements will be measured.
Internally, there is a mixed level of interest and consideration of proactive media
management as a promotional tool. Our challenge here is to provide information
and motivation that will raise awareness of the business value of planned media
relations activity for appropriate areas of Trust activity.

ISSUES AND ACTIVITIES

A wide range of other issues will be supported by proactive media and public
relations work such as patient and public engagement activities, support for
social marketing initiatives, public health campaigns etc. In addition there is an
annual calendar of known events (e.g. Board meetings, AGM, the opening of the
Haematology Building, various dedicated condition-related Days, Weeks and
Months (e.g. No Smoking Day, and the Choice and Winter Messages campaigns)
which will form an extensive basis for further activity.
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A continuing rolling programme of face-to-face relationship building with key
media figures has already begun. Where appropriate a journalist at these
meetings will be offered exclusive access to an agreed piece of information.
Subsequently it is intended to introduce journalists individually to the staff
members who will become frequent media contributors of comment and
expertise. Eventually it is intended to hold occasional media receptions to allow
journalists to meet senior managers and spokespeople on a semi-formal basis
with no apparent agenda. Such events are often used fill in gaps in journalists’
awareness of background information either about the organisation or current
issues.

TIMING

Waiting for things to happen and then responding is not authentic media
relations. At best, it is missing the boat, at worst it is dangerously hasty damage
limitation in a crisis. Media relations activity should set out to intercept and
influence the media agenda. This can be achieved by either news creation or
news management.

News creation operates by having knowledge and understanding of what will
make news and then originating a development which will attract coverage.

News management is considerably more sophisticated and requires an
appreciation of the media agenda on a par with senior journalists and
broadcasters. It also requires a realistic appreciation of one’s own organisation’s
limitations as to weight and relevance in specific circumstances without
precluding the possibility for improvement.

In presenting NGH material to the media, news creation and news management
will be employed to generate proactively a minimum of four positive news
releases a month. Which issues are chosen will be a function of one or more of
a number of factors. There may be an urgent need for immediate publicity; there
may have been a longstanding diary item. A monthly work plan will be
produced to identify topics and their intended treatment (See Appendix 5).

In addition, an organic approach will be applied to information on any
development that emerges from the organisation and which has news value that
may or may not have been recognised by its originator.

TOOLS
The tools to achieve this programme include: -
¢ News releases/statements
e Picture stories
o Letters to editors
e Editor meetings

e Interview opportunities

Communications & Engagement strategy 2012 - 2013
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e Placed articles and features
¢ Media conferences

e Public speaking opportunities

IN-HOUSE ACTIVITIES

A campaign will be undertaken to inform and motivate NGH clinical leads and
managers with a view to increasing their awareness of the positive contribution
media communications can make to their projects. This will include a series of
media awareness seminars consisting of presentations from the communications
team as well as risk-free encounters with guest print, radio and TV
journalists who will explain their own needs and priorities and those of their
particular medium.

There will also be a refresher internal campaign to deliver advice on how to
access the services of the communications team.

Specialist media interview training courses will also be provided for those staff
members who are likely to be called on to take part in print, radio or TV
interviews.

METRICS

Media Monitoring is the most obvious method for measuring quantitatively and
gualitatively the results of media and public relations activity. The
communications team maintains continuous monitoring activity and apportions a
three-point favourability rating to each piece of coverage - Positive, Balanced and
Negative. There is also a measurement of column inches/centimetres achieved.

Equivalent Advertising Value (EAV) is a measure of return on investment
employed widely in the public relations industry. This value is generated by
applying media advertising space rates to the editorial content space achieved by
media and public relations activity. Because editorial coverage is given a much
greater degree of credibility by audiences, a multiplier is applied to the basic
advertising rate to arrive at an EAV. The multiplier varies widely across private
sector PR agencies, some using as high as twelve times the advertising space
rates. We shall be using a multiplier of three.

EAV can only be a crude measure. However, taken together with media
monitoring quality scoring, it is believed these metrics will offer acceptable
gualitative and quantitative measures of outcomes.

Communications & Engagement strategy 2012 - 2013
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Appendix 5: Monthly Media Planner

Monthly Media Plan

April 2012

Date Topic Treatment Objective

Key messages

Planning/Monitoring

Communications & Engagement strategy 2012 - 2013
Author: Head of Communications
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TRUST BOARD SUMMARY SHEET

Title: - Staff Engagement Strategy — Listening into Action
Submitted by: - Dr G McSorley, Chief Executive

Date of meeting: - 25" April 2012

Corporate Objectives To develop an effective, efficient and flexible
Addressed: - workforce to support the changing environment.

SUMMARY OF CRITICAL POINTS: -
Staff engagement is a critical component of our approach to quality of care

PATIENT IMPACT: -
High

STAFF IMPACT: -
High

FINANCIAL IMPACT: -
High

EQUALITY AND DIVERSITY IMPACT: -
High

LEGAL IMPLICATIONS: -
N/A

RISK ASSESSMENT: -
Failure to enhance the engagement of staff will impact on our ability to deliver enhanced
quality of care.

RECOMMENDATION: -
The Board is asked to approve the staff engagement strategy.
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NGH STAFF ENGAGEMENT STRATEGY — LISTENING INTO ACTION

BACKGROUND AND CONTEXT

There is widespread recognition across the National Health Service of the absolute need
to engage and empower all staff, particularly clinicians, around the delivery of better
outcomes for patients, for staff themselves and for their Trusts. Whilst there are parts of
the Hospital with high morale, engagement etc; the results of our Staff Surveys over a
number of years shows that generally we are seen as not being amongst the best of
employers or places to work.

NGH has set out to become one of the best places to work. Our approach to this clear
aspiration is how we engage our staff in how the hospital ‘runs’. To support this
aspiration we need a clear approach to staff engagement and our plan is to use
Listening into Action, (LiA).

Listening into Action (LiA) is a systematic, compelling and practical response to these
challenges. It has been developed through intensive, hands-on work with over 40,000
NHS staff and leaders from across more than 70 NHS Trusts’ since 2007, with national
endorsement and a keen interest from many of the Senior Leaders across the Service.

The foundations for LiA are based on: -

e The need for Senior Leaders to connect the right people around all our major
challenges

¢ Providing service teams with the opportunity to collaborate and share ideas

e Having ‘permission’ to get on and deliver actions which will benefit patients and
staff

e Fostering a sense of collective ownership by the teams themselves for delivery of
results.

There has already been widespread adoption of Listening into Action (LiA) at a number
of Trusts over the past 5 years. Not only has it provided a vehicle for those organisations
to achieve a sustainable, upward shift, in their national Staff Survey results, but the
positive impact on staff morale and motivation has inevitably led to a wealth of service
improvements, delivered and owned by the teams themselves who feel a new sense of
enthusiasm and empowerment to affect the positive changes they want to see.

We have been invited to adopt LiA as a ‘National Pioneer’, as part of a larger spread of
this approach across Trusts where there is a high level of commitment to adopt, spread
and embed a new way of working, which unleashes the talent, enthusiasm and will of all
staff.
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What it means to be a National Pioneer of LiA

As a hospital that has recognised the need to tackle the existing challenges facing our
Trust in a new and collaborative way, we will be supported and coached by Optimise
through the adoption and spread of Listening into Action (LiA) over the next 12 months.
The process will be based on a tried and tested ‘Route Map’ which has been developed,
proven and continually improved, through intensive work with nine NHS Trusts’ and,
prior to that, more than 50 pilot sites.

This Route Map comprises four phases: -
Phase 1: - Committing to a new way of working, which includes: -

e Set up of your own LiA Sponsor Group

e Agreeing the outcomes you want to see across the Trust
e Getting leaders on board with the journey

e Launching a ‘fundamental shift’' campaign

e ‘Pulse Checking’ staff across the Trust to see how they are feeling right now

Phase 2: - Engaging staff around what matters, which includes: -

e Preparation and hosting of five, high profile, Chief Executive-led LiA Staff
Conversations with a rich mix of people from across all levels and roles at each

Making it appealing for people to want to come

Harnessing their ideas and quickly consolidating these into an unprecedented
view of ‘what matters’ and ‘what gets in the way’

Agreeing corporate-wide quick wins and enablers in response

Advertising the opportunity for the ‘First 10’ teams/wards/departments/pathways
to pioneer adoption of LiA for themselves and prepare them ready for action

Phase 3: - Mobilising and empowering staff to drive change, which includes: -

e Supporting and coaching the ‘First 10’ Pioneering Teams to adopt the LiA ‘7
steps’ to engage all the right people around the changes they want to see

e Cross-learning between teams
¢ Enlisting managers to help ‘unblock the way’

e Helping the teams to measure progress and outcomes, holding up their stories
and results as inspiration to others to ‘fuel’ wider spread
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e Building pride and giving recognition for their success
e Attracting the ‘Next 20’ teams to get on board
Phase 4: - Embedding LiA as 'the way we do things around here', which includes: -

e Getting to grips with the organisational implications of embedding this as a new
way of working

e Adjusting systems and processes to ‘enable’ rather than ‘disable’ widespread
adoption

e Continuing the spread to new teams in a way that starts to get a life of its own

e Holding a ‘Pass it On’ event to share stories and celebrate successes so far.
Each of the phases is designed to build momentum and a sense of ‘something different’
happening at the Trust for staff, which helps challenge existing convention in a positive
way, and overcomes staff skepticism that this is ‘just another initiative’. As such, it is
critical that the broad timescales for each phase are adhered to by the Trust, and that
the commitment is there from Senior Leaders to see this new way of working and
engaging with staff as part of their day job - not an additional set of responsibilities.
Optimise Support to our journey

Navigation Days

The main vehicle to support adoption will be a series of nine, pre-planned ‘Navigation
Days’ at key points throughout the process: -

Navigation Day 1: Hitting the ground running (May 2012)

Navigation Day 2: Preparing for CEO-led LiA Conversations to take place in July
(June 2012)

Navigation Day 3: Framing ‘what matters to staff’, ideas for action, proposed ‘First

10’ teams (end July 2012)
Navigation Day 4: Support for ‘First 10 teams’ (beginning September 2012)
Navigation Day 5: Check point (mid-October)
Navigation Day 6: Sharing stories from ‘First 10’ teams and attracting ‘Next 20’
(end-November 2012)
Navigation Day 7: Starting up ‘Next 20’ teams (January 2013)
Navigation Day 8: Sustainability and ‘Pass It On’ event (early-March 2013)
Navigation Day 9: What we have achieved in the first 12 months (end-April 2013).

As far as possible, the Chief Executive and the overall sponsor for this work will attend
all of these events, along with our LiA Lead and one other Key Director. The Navigation
Days will provide a unique opportunity for cross-learning and sharing of ideas with other
LiA organisations. There will also be time for our team to reflect, focus, plan and
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continually ‘raise the bar’ together, as well as the option to book time with Optimise on
the following day for specific input and coaching support.

In addition to the main focus for each Navigation Day, every session will include
discussion on ‘hot topics’ such as sustainability, momentum, the communication
campaign, pro-activity of the Sponsor Group, actions to ‘unblocking the way’, and
overcoming obstacles.

Ongoing Coaching and Support

Following this, and in addition to the formal Navigation Days, our team will have ongoing
access to Optimise via booked calls and via e-mail for advice, coaching and support
throughout the 12 months. They actively encourage us to consider them as part of your
‘master mind’ team, using us a sounding board and a point of reference for ideas and
solutions as you go. It may also be possible to provide ‘hands-on’ consultancy support
from time-to-time, although this will be at additional cost and dependent on availability.

The LiA Navigator®

As a National Pioneer, our Trust will have access to the LiIA Navigator - their market-
leading, web-based toolset, which codifies and consolidates all aspects of the LiA
approach and helps to enable local ownership. This will be used as the backbone for
many of the Navigation Days.

“*Navigator p— P
-...g... 2a& Optimise

Listening into Action

Quick Tutorial o 7 key principles o Gallery @ Logout o

Route Map

Phase 1 Phase 2 Phase 3 Phase 4
Committing to a Engaging staff Mobilising and Embedding LiA as
new way of working around what empowering 'the way we do
matters clinicians and staff things around here’
to drive change

This four phased Route Map provides a simple, intuitive structure and timeline for
Trust leaders to navigate and lead widespread adoption of Listening into Action as a LiA Optiral Wards™
new way of working - engaging and empowering all the right people to drive positive Go here if your focus is Wards »
changes for patients, staff and the Trust.

Each of the four phases has a number of straightforward, sequential steps which link
to practical templates, examples and tools, all with simple instructions plus hints and
tips. This enables you to benefit from what has worked elsewhere and to avoid

LiA Optiral Outpatients™
Go here if your focus is Outpatients

-»

reinvention.

Throughout the LiA Navigator you will see ‘Add Your Content' buttons. By sharing your
ideas, examples, successes and learning, you will enable us to continually update and
improve the quality of the LiA Navigator for the benefit of everyone who uses it

Our aim is to facilitate LiA Trusts to create an unparalleled, live repository of ideas
which will help to truly transform the NHS.

Roll your mouse over a Phase to see a description or click on it to go there
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The LiA Navigator has a simple structure based on the four phases, with a series of
steps within each, and more than 70 resources — tools, templates and examples — which
can be downloaded and adapted for your own use. This provides practical support and
ideas for the LiA Lead, enables cross-sharing of good ideas between Trusts’ and avoids
re-invention.

National Interest
The concept of parallel adoption is proving interesting to many stakeholders and
commentators in the NHS, and also to other organisations outside the healthcare sector.

The Optimise Directors will be co-ordinating: -

¢ Articles for the Health Service Journal, which is covering the 12-month journey
(first article is booked for the 19™ April)

¢ Other national coverage and PR for the Trusts involved based on success stories

e Liaison with Oxford University’s Said Business School including their Health
Experience Institute

e Updates to Sir Bruce Keogh, NHS Medical Director, who is taking a keen personal
interest

¢ Liaison with the National Quality Board, who welcome this work, and other national
NHS bodies

¢ Interest from Birmingham Business School and Lancaster Business School.
Commitment from our Trust
Based on experience with previous Trusts, we know that the three success factors for
this work are: - 1) the structured, proven ‘methodology’, 2) Optimise’s coaching and
support through the journey of adoption, and 3) the unwavering commitment and

relentless pursuit of success by our Sponsor Group.

Specifically, we will commit the Trust in a number of ways that may be different from
‘usual’ to maximise the benefits and outcomes: -

e Adoption of LIA is led and sponsored by me as Chief Executive, with my
unwavering commitment, as part of a personal mission to focus on the
engagement and empowerment of all staff in a way that embeds and becomes ‘the
way we do things around here’

¢ Absolute commitment by key members of our team
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e Willingness to break through existing assumptions, myths, bureaucracy,
blockages, blockers and engrained ways of working to make room for something
new

e Alignment of our Senior Team around wanting to see a real and sustainable shift -
with everyone on the same page, in it together, committed to a common set of
outcomes and ready to cut through ‘all the usual reasons why not’ to accelerate
progress and results

e A Sponsor Group led by you and including Key Directors and others, the
communication campaign lead, and representation from staff-side. This important
group meets regularly to focus entirely on navigating this journey of adoption
across your Trust

¢ A dedicated LiA Lead, working directly to me, c-ordinating and organising adoption
and spread across the Trust on a day-to-day basis. This person (to be identified)
will be persuasive, a great communicator, able to work with all types and levels of
clinicians and staff, able to coach and ‘hand hold’ teams through their first round of
adoption of a new way of working, and somebody who will not give up. They will be
committed full-time, supported and enabled by the Sponsor Group, and given
administrative support throughout

e Committed to following the 12 month ‘Route Map’ which is tried and tested,
ensures momentum and enables cross-learning with other LiA organisations

e As an organisation we are committed to the 7 Principles of LiA: -

1. Changing the way we do change: -
Are we happy with the current pace of change? Is it delivering the ambitious
outcomes we want to see? If so, we don't need this

2. It’s all about outcomes: -
This is sharply focused on making changes that benefit our patients, our staff
and our organisation — if not, why do it?

3. Based on 'pull’ not 'push’: -
Making it compelling for people to get on board so that there is real enthusiasm,
pride and shared ownership, which will underpin the fundamental shift we are
looking for

4. Go where the energy is: -
Using those who ‘get it’ to begin the groundswell, holding up their stories as
inspiration to others and to ‘fuel’ wider spread

5. Cut through 'all the usual reasons why not': -

Breaking down myths, re-setting expectations and ambitions, and giving staff
‘permission’ to get on and make the positive changes they want to see
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6. Different from usual: -
Same old way gets the same old results so this needs positive challenge and
new thinking to ensure it feels different every step of the way

7. Moving forward every day: -
A new pace of change, with real and ongoing momentum to get it going, keep it
going and embed it into the fabric of our organisation.

RECOMMENDATION

The Trust Board is asked to support the Engagement Strategy.

Gerry McSorley
Chief Executive
April 2012
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BOARD SUMMARY SHEET
Title: - ICT Strategy 2012-2017
Submitted by: - Christine Malcolmson
Date of meeting: - 25" April 2012
Corporate Objectives ICT Strategy to underpin the Trust’s ICT plans over the next 5
Addressed: - years and to support the NGH application for Foundation Trust
status.

SUMMARY OF CRITICAL POINTS: -
This should be read in conjunction with the EPR Strategy March 2012.

The document details the Strategic Aims and objectives for the NGH ICT service over the next five
years, including the effective use of IT to support efficiency, productivity and quality in the support
of new models of care delivery.

Details of achievements to date in line with the previous IT strategy are provided and a strategy for
the provision of a secure, up to date and flexible IT infrastructure with the capacity to support new
ways of working and mitigation of disaster recovery and business continuity risk are included.

ICT service provision will be improved to ensure it is cost effective and meets expected standards
including end user engagement and customer service.

High level plans for programme delivery and governance are included.

PATIENT IMPACT: - Clinicians will have better access to improved information and technology in
order to treat patients.

STAFF IMPACT: - This is a challenging strategy which will require sufficient and adequately
trained IT resource to be implemented successfully.

FINANCIAL IMPACT: - TBC

RISK ASSESSMENT: -

EQUALITY & DIVERSITY IMPACT ASSESSMENT: -

RECOMMENDATION: -

This strategy should be adopted as the Trust’s ICT Strategy for the next 5 years and should act as
a baseline for measurement of the technological improvements to be implemented in that time
period.
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v. 1.0 Final

Document ID ICT Strategy 2012-2017
Version 1.0

Status Final

Date April 2012

Author Christine Malcolmson
Review Date April 2017
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1 Introduction and Purpose

“It is the vision of the Trust to move to a paperless hospital in 5 years. The development of an
Electronic Patient Record will make information more accessible to clinicians to allow for more
efficient treatment of patients. We are committed to invest in easy access to good quality clinical

information. Our first priority is to invest in the current infrastructure to ensure that access to the
systems is quick, easy and reliable.”

As part of the Trust’s Transformation Programme the Executive Team stated this vision
and an EPR Strategy was written to take this forward. This ICT strategy should be read
in conjunction with the EPR Strategy March 2012, (attached as Appendix 1)

The purpose of this document is to set out the proposed direction of travel for
Information Technology (IT) over the period from 2012 — 2017.
Specifically the document is intended to:

e Assess current IT capacity and capability.

e Assess the current status of IT in the Trust.

o Identify local and national changes that impact IT requirements.

e Ensure continued fit of IT development objectives with Trust business objectives
and the new national direction of IT in the NHS.
Set out a timeline for IT developments.
e Act as a baseline against which progress can be regularly monitored.

2 Background

Northampton General Hospital NHS Trust (NGH) currently provides services from four
locations and a number of smaller facilities. The main site in Northampton provides a full
range of acute services; but both acute and community services are also provided at
Danetre Hospital in Daventry, Isebrook Hospital in Wellingborough and Corby
Community Hospital, together with services provided in the local community such as
midwifery.

The Trust is also an accredited cancer centre delivering cancer services to a wider
population of 880,000 from the whole of Northamptonshire and parts of
Buckinghamshire and specialist service development includes vascular, renal, stroke and
enhanced cardiology services.

As NGH works towards achieving Foundation Trust status, the landscape for the
provision of acute healthcare is changing rapidly and the Trust’s corporate strategy
seeks to consolidate and enhance our position as one of the hyper acute hospitals in the
South-East Midlands network.

IT Strategy 2012-2017 v1.0 (Final)
April 2012 Page 3
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The ICT service must be developed to support these changes and must also
acknowledge the increasing complexity of the medical and other services that NGH is
committed to provide.

The National Programme for IT (NPfIT) has now ended, and whilst it has delivered a few
national systems such as the Spine, N3 Network, NHSmail, Choose and Book, Secondary
Uses Service and Picture Archiving and Communications Service (PACS or Digital X-
Ray/CT/MRI Imaging) it has not delivered the vision intended and as a consequence
there is a need for a coherent and comprehensive ICT strategy at Trust level.

The Department of Health how advocates a “connect all” approach rather than a
“replace all” and this is the path NGH has followed to date, integrating its many IT
systems where possible, whilst awaiting delivery of Lorenzo functionality under NPfIT.

Some revision of contracts are also underway regarding iPM (PAS) and Lorenzo (EPR),
the current PACS contract is extendable from June 2013 to June 2016 and a national
framework for procuring a system beyond that is being prepared.

In this time of unprecedented reform and uncertainty in the NHS, Information
Technology has been identified as being indispensable to the support and improvement
of the Trust’s clinical and administrative processes.

This ICT strategy outlines a programme of work that not only ensures ICT is an enabler
of the Trust’s own strategy but it also fits within the national direction.

3 The Strategy

The main themes of this strategy are:

e Provision of integrated electronic clinical records including ordering and
reporting, electronic prescribing, patient administration functions, clinical
documentation and bed management, presented through a common patient
view. (The EPR).

¢ Development of the IT architecture to support the integration of clinical systems.
Improved electronic clinical information flows.

e Support of delivery of new models of care (e.g. provision of access to
information systems at off-site locations and in the community, mobile
computing, telecare / telehealth / telemedicine).

e Effective use of IT to support efficiency, productivity and quality improvements.

e Completion of the IT infrastructure upgrade with the capacity to support new
ways of working (including mitigation of key IT business continuity risks).

e Review of IT service provision to ensure it is cost effective and meets expected
standards.

Development of IT capability and capacity.

e Improvement of IT engagement with users so that investment is prioritised in

line with clinical / user need and delivers genuine clinical benefit.

A detailed review of these themes is included in section 8
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The Trust IM&T Subcommittee review outlined in section 4 and the review against the
2006-11strategy in section 6 are not negative but do indicate an appetite for improved
ICT service provision within the Trust in a challenging financial environment.

In order to meet the challenge of delivering the strategy it is important that:
e There is a positive outcome from the Transformation Programme.
e There is sufficient internal investment in processes, people and software
e There is a coherent strategy for Care Group/clinically owned benefits definition
and realisation throughout the project lifecycle at Trust level

4 Capacity & Capability

The Trust IM&T Subcommittee and Transformation Group undertook a review of the IT
function and IT strategy in mid 2011. The key findings were:
e IT strategy needed to be more closely aligned with Trust business objectives,
and clinical needs.
o Electronic patient record (EPR) strategy should be driven by clinical benefits and
not by the National Programme for IT (NPfIT).
¢ A new Health Records strategy was needed to inform EPR development.
The IT department was technically strong, but there was a need to review and
update the technical and systems architecture in line with revised business vision
and strategy.
e Service arrangements were structured correctly but needed stronger focus on
user requirements and capacity / demand management.
e The IT organisational structure needed to be reviewed.
o Infrastructure must be strengthened and improved and there are a number of
significant opportunities for utilising new and emerging technologies.
e Weaknesses in business continuity arrangements must be addressed.
A stronger approach to IT benefits realisation was needed.
e Better IT / user relationships must be developed to ensure that IT provided real
value to the business.

5 IT Focus Group/Questionnaire

A well-attended IT focus group was held as part of the consultation process for this ICT
strategy. This proved effective in determining the priorities of clinicians and other end
users of the ICT service and a follow up questionnaire was subsequently circulated
based on the output of the focus group.

Respondents were asked for general feedback on the customer service aspects of the IT
service, to prioritise the seven components of an EPR as identified in the EPR strategy
and to suggest and prioritise new initiatives that would take the IT service to the next
level.
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5.1 General feedback on customer service:

It was felt that the general mind-set and positive attitude of most IT staff was good and
there was an openness to find new solutions and ways of working from key people in
the IT department. There is however always room for improvement particularly in
communicating IT initiatives or updates on outstanding tasks to the service users.

There is a need to orientate the IT service around the needs of the new Care Group
structure now in place in the Trust and we must adopt a proactive approach in
improving the perception of the IT service on offer.

5.2 EPR Priorities:

The overwhelming priority for clinicians are clinical documentation and a patient centred
single view of clinical data and these elements should therefore be prioritised when
implementing the EPR strategy.

EPR constituent Priority (Questionnaire) Priority (Focus Group) Priority (Overall)

Electronic document management (scanned records) 3 4 3
Patient centred single view of clinical data

Clinical documentation

Decision support

Electronic prescribing

Advanced PAS functionality (bed management etc.)
Electronic order entry for a range of clinical services

Al (d]|— N
Wi |||
wWloou|d|— |-

1= Highest
7 = Lowest

5.3 Priority on new IT initiatives:

Initiative Priority

IT account managers linked to each department 1

Mobile technicians out and about around the trust

IT clinical user group to represent clinicians on IT developments, to cascade useful
information on IT matters and to provide hints and tips on best use of existing
systems

General user group (mix of clinicians and admin staff)
Outlook calendar synchronisation to personal smart phones
Paperless requesting/reporting for pathology

Patient update of demographic data

Dedicated PACs PCs

Faster roll-out of new/wireless PCs

W O [(WIN | |0 U,
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It is clear from this process that interested users want to embrace new technology and
these priorities will be taken into account with the restructure of the IT department and

planning of initiatives going forward.

6 Current status (Where are we now?)

Key deliverables of the previous 2006 -2011 ICT strategy were:

Care Record Service (CRS) - The
immediate requirement for NGH
being to complete the
implementations of PAS, Pathology,
PACS (digital imaging services), and
Radiology systems, with Maternity
and A&E systems being the next
priorities

These and many other systems have all
been replaced and implemented, either
under NPfiT (PAS, PACS and iLab), or
integrated best of breed in Medway
(Maternity) and Symphony (A&E), ICE
Order comms, CIS eChemotherapy
prescribing, DAWN, Badgernet, Somerset,
eDN, PCS, Digital dictation/Voice
recognition and many more.

Choose & Book - Choose and Book
(C&B) is the national electronic
appointment scheduling system
supporting the patient appointment
process throughout the NHS. Once
PAS deployment was complete the
Trust would begin the migration from
the interim booking service to the
fully integrated directly bookable C&B
service.

Data Repository - A comprehensive
data repository to aggregate and
analyse patient data for outcome
measurement, clinical governance,
clinical audit, reporting, and
management information

would be developed.

Business Systems - Continued
development of business systems and
improved provision of management
information would be key to the
future success of the Trust.

The implementation of the national
ESR (HR and payroll) system

Roll out of Directly bookable services is
now 80-90% complete.

The Trust’s own bespoke Oracle data
warehouse has been developed
significantly to include feeds from all core
new systems implemented. The data
warehouse feeds the Service Line
Reporting/PLC system and the capacity
planning system as well as providing all
statutory, business and operational
reporting.

Business Objects/Infoview, the Trust's
chosen business intelligence tool has been
upgraded and significantly developed to
utilise new features, providing a
comprehensive suite of reports.

Complete and integrated with UIM for
identity and smartcard management.
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Rollout of the e-Procurement system
would be completed

High priority would be given to
improving management information,
particularly the introduction of a
balanced scorecard /digital
dashboard application.

Infrastructure - The ICT
infrastructure would continue to be
enhanced to ensure that it is of the
highest standard, and has the
capacity and resilience to support the
CRS and other

developments.

Data quality - High quality data is
critical to the success of the strategy
and Trust business processes.
Continued improvement of data
quality would be addressed in a
number of ways including: moving to
a single master patient index,
mandatory use of the NHS number,
positive patient identification
processes, enhanced clinical coding
processes, enhanced system security,
and more training.

Security - Individual user registration
and role based access controls, with
single sign-on, would be
implemented to ensure security and

This is well underway by the Finance IT
team.

Completed using Business
Objects/Infoview.

A huge amount of work has already taken
place to

o stabilise the email system and
move from the outdated Exchange
5.5

e to move the entire Trust to Active
Directory

e to replace ageing PCs under the
new desktop refresh programme

e to provide wireless devices in some
clinical areas and

e to “virtualise” the server estate, in
itself saving a significant amount of
money for the Trust.

e A wireless network has been
installed and

e the wired network is currently
undergoing complete replacement
including all cabling and dual
homing to provide resilience.

Data quality continues to be a high
priority. All new systems are mandated to
display the NHS number in the appropriate
format and are interfaced to iPM to
maintain iPM as the master patient index.
Clinical coding has been improved by the
implementation of the electronic
discharges system amongst other
initiatives and the clinical systems trainers
continue to train best practice process
when system training.

The Trust won accolades for being national
“first of type” for the ESR/UIM integration
project. This involved IT and HR working
closely together to integrate the process of
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confidentiality of electronic clinical
records.

M&T Resources - IM&T resources
would be reviewed and restructured
where necessary, to ensure that they
would be utilised as effectively as
possible. Additional investment in
IM&T resources would need

to be made to meet increased
demand, and increased dependency
on clinical ICT services.

identification, role based access and
smartcard production interfacing the ESR
and UIM systems.

Single sign on project now underway.

ICT resources underwent one round of
restructure to implement an element of
ITIL best practice and to align the service
with the major amount of IT development
required by the Trust. Investment in IT
resources has not increased significantly
due to financial constraints in the NHS as a
whole and a second restructure is due for
consultation in the next period.

7 Strategic Context

7.1 Strategic Aim

The overall strategic aim for ICT remains - to develop and improve the utilisation of IT
in the delivery of excellent quality care to patients of NGH in line with the Trust vision,

values and aims (restated in 6.2).

7.2 Context

The major factors currently influencing strategic IT development are:

National

e NHS Health Informatics implications coming out of *Liberating the NHS: An

Information Revolution’

The Acute Services Review
Local

NGH Integrated Business Plan
NGH Transformation Programme

Local commissioning plans
Quality strategy

The quality, innovation, productivity and prevention challenge (QIPP).
The changed economic and funding environment
The Information Governance Toolkit

NGH Health Records strategy 2011 - 2016

Liberating the NHS: An Information Revolution

A new national Information Strategy is expected following the ‘Information Revolution’
consultation process. It is not envisaged that this will significantly change the direction
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of travel in respect of EPR et al. However, it is clear that the new strategy will introduce
requirements to make health data and information more freely available for a variety of
purposes including provision of information to support patients in actively managing
their health and care.

There will also be a move away from the ‘one size fits all” approach of NPfIT towards a
more heterogeneous approach to delivering EPR.

QIPP

Quiality, Innovation, Productivity and Prevention (QIPP) is a large-scale transformational
programme for the NHS that aims to improve the quality of care the NHS delivers, while
making up to £20 billion efficiency savings by 2014-15. IT is seen as a key enabler for
the QIPP challenge.

Working processes and pathways will be redesigned for maximum efficiency under the
QIPP programme and IT systems will support this work eg. use of ward-based
phlebotomy trolleys will be rolled out as part of the paperless phlebotomy project, using
the existing ICE system.

Economic and Funding Environment

The economic and funding environment over the period of this strategy will continue to
be very challenging, with the requirement on the NHS to reduce costs. One effect of this
is that support services must demonstrate value for money through delivery of cost
saving benefits and / or innovative models of service provision.

ICT will continue to investigate and implement new and more efficient technologies and
systems enabling new ways of working and thereby reducing the overall cost of patient
care.

Information Governance (IG )

Increased emphasis on strong information governance and particularly the security of
personal data has brought higher expectations from the IT function. ICT and will IG
work closely; to ensure that the Trust works towards compliance with the Care Records
Guarantee. In particular there will be a requirement from 2014 to allow patients some
access to their own electronic records.

Acute Service Review

The South East Midlands Acute Service Review (ASR) aims to improve quality and
outcomes for patients and ensure that the health system across the South East Midlands
is in a position to face a set of significant challenges in the near future. This will mean
more provision of specialist services, in locations not currently connected to the Trust's
ICT infrastructure.
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Trust Vision and IBP

Vision: NGH is committed to providing the very best care for all our patients

Values:
« To put our patients first to ensure they receive the care they need
« To treat all patients with respect, dignity and compassion

« To value and support the contribution of staff, volunteers, governors and other
partners in working together to provide the very best care for all our patients

« To effectively manage our resources
« To seize every opportunity to offer improved and innovative care
« To value learning and continuous improvement

» Be a provider of quality care for all our patients

» Enhance our range of hyper acute services for the wider community
» Provide appropriate care for our patients in the most effective way
» Foster a culture where staff can give their best and thrive

« Ensure we invest wisely to make improvements in care

Transformation Programme

There are several strands of the Trust Transformation Programme for which IT is a key
enabler including outpatient redesign, hybrid mail, automated patient reminders,
multifunctional device roll out, digital dictation/voice recognition etc.

Health Records Strategy

The new Trust Health Records strategy sets out a vision for the NGH Health Record to
become progressively paper light. In order for this to happen, suitable robust electronic
systems eg. Document scanning must be implemented and accessible at the point of
care.

8 The Strategy in detail

Delivering the strategic objectives:

8.1 Provision of integrated clinical records and development of an integrated
IT architecture (EPR)

In light of the cessation of the National Programme for IT (NPfIT), the Trust will
examine alternative options for completing the provision of integrated patient data at
the clinicians desktop.

e This includes core PAS functions and advanced PAS functionality

e Electronic diagnostics and pharmacy
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Patient centred single view of clinical data
Clinical or nursing documentation

Decision support

Electronic order entry and electronic prescribing
Advanced clinical decision support

Electronic image management

A separate EPR strategy document has been produced and should be read in
conjunction with this strategy.

Some key departmental clinical systems will be replaced or re-provided during the period
of the strategy — including Pharmacy systems, Laboratory systems, PACS and Radiology
systems and new systems will be commissioned to support services provided by NGH as
a hyper acute Trust, such as Renal, Vascular and Paediatric eChemotherapy prescribing.

The increased demand from networks and CCGs to implement systems of their choice
within acute hospitals may lead to strategic issues and all such intentions should be
approved by IT sub-committee to ensure strategic fit.

8.2 Improved electronic clinical information flows

IT will be utilised to improve efficiency, improve communication, and reduce clinical risk
through streamlining of clinical information flows and minimising the need for paper
reports and correspondence. This will include:

e Provision of secure electronic clinical correspondence to GPs, tertiary services
and other care providers, either system to system (via DTS) or via NHSmail.

e Trust-wide implementation of digital dictation and voice recognition systems
(linked to the electronic clinical correspondence system — currently Teleologic
Patient Content Store (PCS)).

e Continuing to develop the functionality of the ICE system, to allow paper free /
paper light requesting and reporting processes to be extended to other clinical
and diagnostic services.

e Completion of the roll-out of doctors/ ward handover functionality.

Investigating opportunities for using telemedicine.

e Completing the migration to Direct Bookable Services in line with national choice
and commissioning requirements.

e NGH will play its part on the NICP IM&T Steering Group, set up to establish an
operational IT architecture to support clinical information flow across the local
health community (LHC).

¢ A multitude of small clinical systems have sprung up around the Trust over many
years, causing risk to the Trust and limited access to clinicians. Where possible
these will be migrated onto the Teleologic PCS system making them more
accessible at the point of care and in a move towards a full EPR.

e A suitable repository will be implemented for Medical Illustrations, whether that
is PACS, document scanning or the EPR system, thereby improving data security
and improving patient care.
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8.3 IT to support new models of care delivery

Plans for delivery of care in new and innovative ways will be supported by IT in a
number of ways. Including:

e Provision of access to NGH IT systems in satellite locations.

e Improved networking capacity where necessary.

e Mobile computing facilities.

e Telemedicine / telehealth facilities.

8.4 Effective use of IT to support efficiency, productivity and quality

IT has already allowed significant cost savings to be made through sustainability and the
transformation agenda. It will continue to be used to improve efficiency, productivity
and quality gains through a number of developments and initiatives:
e Completion of the e-Rostering and automated time and attendance management
implementation.
Wider use of digital dictation/voice recognition
Hybrid Mail roll out.
Multifunctional device roll out.
Extending the provision of remote /home working facilities.
Further development of the data warehouse and self-service business
intelligence facilities.
Wider use of video-conferencing.
e Increased use of wireless technology.
Revisiting the benefit of self-service kiosks in outpatient clinics areas following
the outpatient transformation work stream.

8.5 Provision of a secure, up to date and flexible IT infrastructure with the
capacity to support new ways of working and mitigation of disaster
recovery and business continuity risk

5
o&
-
' o :
o
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The infrastructure development and refresh programme will continue, with the aim of
bringing workstations across the Trust up to an acceptable standard, improving server
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room and network capacity and performance, reducing risk, and reducing TCO (total
cost of ownership). The technology roadmap will be updated to reflect advances in
technology and National Infrastructure Maturity Model (NIMM) compliance. Activities
include:

e Completion of the LAN upgrade to include built in resilience, VLANs and DHCP/IP
readdressing. This will provide an acceptable network platform for the
introduction of EPR functionality. The secondary N3 connection must also be
relocated to reduce the current risk of both connections being adjacent to one
another.

e Continued improvement of access to systems through the provision of more
mobile devices via the wireless LAN.

¢ Implementation of single sign on technology to speed up login times and
improve security.

e Virtualisation of the desktop estate.

Improvement in business continuity arrangements to eliminate potential single
points of failure affecting critical clinical and operational services. Particularly
important is the need for secondary server room facilities for key systems and
services, preferably in an off-site location.

e Further work on encryption and access control technologies to minimise risk of
data loss / data leakage.

¢ Continuing the implementation of energy conservation measures in line with the
Government ‘Green IT’ agenda (including a complete redesign of the existing
server room to improve heat extraction and reduce climate control costs).

e Provision of the Telecommunications function within the Trust will transition to
the ICT department, with a view to the creation and implementation of a Unified
Communications strategy including Voice over IP (VOIP).

e Provision of automatic identification and tracking of medical devices, medical
record folders, etc via Radio Frequency Identification (RFID)

(Please see Appendix 2 Infrastructure Plan (requires Adobe 10))

8.6 Review of ICT service provision to ensure it is cost effective and meets
expected standards

There is a national drive and a local demand to improve IM&T capability and capacity
(with targets set in the NIMM). There is also a need to ensure good integration of IT
services across the LHC to support the delivery of care across all settings. Activities as
follows:

¢ Collaboration where appropriate with ICT services across the South East
Midlands cluster.

e IT job descriptions will be amended in some cases to provide an Account
Management service to the new Care Groups at NGH.

e Introduce Service Level Management arrangements to improve transparency of
service provision to user departments.
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¢ Monitor and review third party contractual arrangements to ensure Service Level
Management targets are met and the Trust strikes the correct balance between
internal and external service provision.

e Review the organisation and structure of IT resources across the Trust to ensure
that these are utilised in the most cost effective manner.

e Review procurement and provisioning strategies and consider joint arrangements
with the other local healthcare providers for some 3™ party services and
functions.

e Continue to develop best practice standards (i.e. adoption of ITIL standards) in
the delivery and management of IT.

e Obtain national service desk accreditation.

A recent review found evidence of non-strategic IT development occurring
outside of the IT department, and of 'piecemeal' development; developments
started but not fully followed through as a result of lack of resources, or lack of
commitment and ownership. It was also clear that, although good project
management principles are always applied in larger IT initiatives, they are
applied less consistently in smaller ones. All IT initiatives in the Trust will be
submitted to the IM&T subcommittee for approval and schemes will not be
approved if they are not conformant with the overall ICT strategy and sufficiently
resourced, with a clear statement of quantifiable benefits and clinical ownership.

8.7 Improved IT engagement with users

ICT will proactively improve its relationships with users across the Trust and other users
of the service. ICT is a service function supporting virtually all aspects of patients’
pathway so ensuring ICT works for all staff that use it is a core purpose. All interactions
with ICT should be helpful and courteous showing that all service users are valued.

e Representatives will be made available to update users at specific existing
meetings.

o Consideration needs to be given to channels / forums that achieve greater
engagement with users in determining the direction for IT development. For
example: regular account management / service review meetings with user
department management and an internal/clinical user group as supported by the
IT focus group.

8.8 Delivery and Governance

Given the importance and scope of the programme, it is essential that it is appropriately
managed. A structured approach, using appropriate programme and project
management methodologies, will be employed.

The IM&T Subcommittee will act as the overall Strategy Programme Delivery Board.
All projects will be managed using PRINCE2 methodology; this is the Trust and NHS

standard for project management. All projects will have an appointed Project Manager,
who should be a qualified PRINCE2 practitioner.
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Before being approved for the annual work programme, a Project Brief must be
produced for all projects and larger projects will need a supporting business case.
Benefits must be clearly stated and a process for monitoring realisation of benefits must
be an intrinsic part of each project, owned by Service Managers/Clinicians. As a
minimum, a full Project Initiation Document, Project Plan, Communication Plan,
Issues/Risks log and Cost Matrix must support each ICT project. Reference should be
made to the Trust Service Planning Framework and IT Change Planning documents for
further details of the business case and approvals process.

Directorates and departments will be involved in delivering the work programmes.
Unless a project is purely technical in nature, directorate or department staff must be
involved in the planning and delivery of projects that affect their area at both Project
Board and Project Team levels. A senior member of the directorate or department
should take the role of project sponsor.

Given the objectives of the programme it is essential that clinical staff are involved in
the specification, planning, and control of all projects which affect clinical processes. All
new projects must conform to clinical safety requirements dictated by DSCN 14/2009
“Patient Safety Risk Management System — Manufacture of Health Software” and clinical
safety hazard assessments will be carried out in line with NHS CFH Clinical Safety
Guidance and the Trust’s Clinical Safety policy.

Appendix 3 provides an overview of the strategic developments planned over the five
year period covered by this document with an indicative time line. This will be converted
into an annual work programme, and specific projects identified and approved, as part
of the annual planning cycle, through the service and IT change planning processes.
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Appendix 1- EPR Strategy

(Double click on image to open)

Northampton General Hospital
i Tt

Northampton General Hospital
EPR Strategy

March 2012
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Appendix 2 - Infrastructure

(Double click icon to open — requires Adobe 10)

Adobeﬁ‘obat
Document
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Northampton General Hospital NHS|

NHS Trust

BOARD SUMMARY SHEET

Title Corporate Objectives 2011/12 Quarterly Progress
Update

Submitted by Ms S Rudd, Company Secretary

Date of meeting 25th April 2012

Corporate Objectives Addressed

SUMMARY OF CRITICAL POINTS

Enclosed is a year end update on progress and achievement against the Trust 2011/12
Corporate Objectives for discussion.

PATIENT IMPACT -

STAFF IMPACT -

FINANCIAL IMPACT

EQUALITY AND DIVERSITY IMPACT -

LEGAL IMPLICATIONS -

RISK ASSESSMENT -:

RECOMMENDATION

The Board is asked to consider and discuss the year end position of the Corporate
Objectives.
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Northampton General Hospital NHS|

NHS Trust

TRUST BOARD SUMMARY SHEET

Title: - Review of 2011/12 Board Assurance Framework
Submitted by: - Ms S Rudd, Company Secretary

Date of meeting: - 25" April 2012

Corporate Objectives All

Addressed: -

SUMMARY OF CRITICAL POINTS: -

The Board Assurance Framework (BAF) is a tool for the Board to assure itself about
successful delivery of the organisation’s principle objectives and to focus the Board on
controlling principle risks threatening the delivery of those objectives.

The attached BAF provides the Trust Board with a progress report for the financial year
ending 2011/12.

PATIENT IMPACT: -
High

STAFF IMPACT: -
High

FINANCIAL IMPACT: -
High

EQUALITY AND DIVERSITY IMPACT: -

LEGAL IMPLICATIONS: -

RISK ASSESSMENT: -

RECOMMENDATION: -

The Board is asked to review and discuss the attached Board Assurance Framework
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