
 
 
 
 

A G E N D A 
 

PUBLIC TRUST BOARD MEETING 
Wednesday 27th June 2012 

9.30 am Boardroom, Northampton General Hospital 
 

TIME ITEM TOPIC PRESENTED BY ENCLOSURE 

9.30 1. Apologies Mr P Farenden  

 2. Declarations of Interest Mr P Farenden  

 3. Draft Minutes of meeting held on 25th April 2012 Mr P Farenden 1 

 4. Matters Arising Mr P Farenden  

9.35 5. 
Chief Executive’s Report 

- Healthier Together Update 
Dr G McSorley 2 

Clinical Quality & Safety 

9.50 6. Medical Director’s Report Dr S Swart 3 

10.05 7. Quality Account 2011/12 Ms S Loader 4 

10.10 8. Patient Experience – Friends & Family Test Ms S Loader 5 

10.20 9. Infection Prevention Report Ms S Loader 6 

Operational Assurance  

10.30 10. Performance Report Mrs C Allen 7 

10.40 11. Finance Report Mr A Foster 8 

10.50 12. HR Report Ms G Opreshko 9 

11.00 13. Provider Management Self Certification Mr C Pallot 10 

11.10 14. Transformation Programme Update Mrs C Allen 11 

Strategic 

11.20 15. Patient Experience Strategy Ms S Loader 12 

11.35 16. Carbon Management Plan 
Mr C Pallot/ Dr 

C Topping 
13 

Governance 

11.45 17. 
Corporate Objectives 11/12 & Board Assurance 
Framework 12/13 

Dr G McSorley 14 

12.00 19. Any Other Business   

 20. 
Date & time of next meeting 
9.30am Wednesday 25th July 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  

 Page 1 of 158



 

Page 2 of 158



   

 
 

Minutes of the Public Trust Board Meeting held on 
Wednesday 25th April 2012 at 9.30am 

Boardroom, Northampton General Hospital 
 

Present:  Mr P Farenden Chairman 
 Dr G McSorley Chief Executive 
 Mr C Abolins Director of Facilities & Capital Development 
 Mrs C Allen Director of Operations 
 Mr C Astbury Non-executive Director 
 Ms S Loader 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  
 Dr S Swart Medical Director 
 Ms C Wilkinson Director of HR 
 Mr P Zeidler Non-executive Director 
     
In attendance: Mr G Kershaw Associate Non-executive Director 
 Ms S Rudd Company Secretary 
 Mr M Essery Shadow Lead Governor 
 Mr F Evans Shadow Governor 
 Ms M McVicar Shadow Governor 
 Mr D Savage Shadow Governor 
   
Apologies: Mrs N Aggarwal-Singh Non-executive Director 
 
  

 

 The Chairman welcomed Ms S Howlett and Ms D Ceccini from the SHA to the 
 meeting. 
 
TB 12/13 01 Declarations of Interest 
  
 No interests in items on the agenda or additions to the Register of Interests were 

declared. 
  
TB 12/13 02 Minutes of the meeting held on 29th February 2011 
 The minutes of the previous meeting were approved as a true record. 
  
TB 12/13 03 Chief Executive’s Report 
 Dr McSorley presented his report and noted that the date for formal consultation on 

proposals for reconfiguration for services for South East Midlands would begin on 
1st October. The Patient and Public Involvement Group have been considering 
evaluation criteria for proposals and the Chairman of that Group, Steve Lowden 
values the opportunity to talk to Boards and Governors Councils. It was agreed that 
Mr Lowden be invited to the June meeting. 
 
Ongoing work as part of the Foundation Trust application is underway and includes 
independent reviews of quality and governance arrangements. Submission of the 
outcomes of this work is to be made during May to the Strategic Health Authority. 
 
The revised Care Group organisational structure came into effect from 1st April and 
a structure chart is included with the report. All posts have been filled and, as part 
of the new governance arrangements, the Hospital Management Group will be 
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disbanded and replaced by the Strategic Management Board. Membership will 
consist of Executive Directors, Care Group Senior Leadership, Clinical Directors 
and General Managers. 
 
The final reconfiguration of Vascular Services took place at the beginning of April 
and NGH now acts as the hub for the County. 
 
Nottingham University Hospitals will be the Major Trauma Centre for the East 
Midlands and a Trauma Network Board has been established.  Mr Pallot is the 
Trust representative on this Board. 
 
National discussions are underway regarding the creation of Academic Health 
Science Networks and it is likely that all hospitals will be required to participate. 
Further proposals regarding the creation of the networks will be published later in 
the year and a recommendation will be brought to the Board. 
 
Action: Recommendation for joining an Academic Health Science Network to 
be discussed when available. 
 
Action: Ms S Rudd to arrange for attendance by Mr S Lowden to June 
meeting 
 
The Board noted the report. 

  
TB 12/13 04 Medical Director’s Patient Safety Report - HSMR Update 
  

Dr Swart presented her report noting Hospital Standardised Mortality Rate (HSMR) 
is discussed at Board on a monthly basis.  It is a representation of the work that 
has been ongoing for 18 months and reflects the commitment of the organisation to 
review ongoing care. 
 
The overall mortality rate for this financial year has shown further improvement 
and, once rebased at the end of the year will be 103 compared to 116 last year.  
This is a significant improvement and is mainly due to improvements in clinical care 
and better engagement in clinical systems and coding. 
 
The weekend mortality rate is no longer an outlier but we are committed to 
improving our care pathway. 
 
The Patient Safety Indicator dashboard identifies obstetric trauma – vaginal 
delivery without instrument as an area of concern.  Current data indicates that this 
has reduced. 
 
A detailed analysis of case notes relating to 237 consecutive deaths has been 
undertaken.  Actions have been identified and shared with consultants.  Case note 
review is a well documented method of identifying areas for improvement. There 
has been excellent involvement by the consultants and the audit will be repeated 
every 6 months to see progress against areas identified. 
 
Mr Farenden noted that it is pleasing to see the improvement in performance and 
that clinical engagement is key and clearly needs to continue and will this be 
sustained.  Dr Swart replied that enthusiasm has not dropped, there has been a lot 
of interest expressed in the role of safety leads. 
 
Mr Robertson asked about the 25% of admissions regarded as avoidable.  Dr 
Swart replied that we have engaged with PCT colleagues regarding the provision 
of services in the community. 
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Mr Zeidler queried the numbers of patients diagnosed with respiratory pneumonia 
compared to last year.  Dr Swart replied that this relates to the way pneumonia is 
diagnosed and the type of pneumonia.  This has a resultant effect on the expected 
death rate. 
 
Dr Swart highlighted the exception report from the monthly update on the quality 
scorecard. The Trust is investing in the redesign of the emergency care pathway to 
improve clinical care in A&E and improve patient flow through the hospital. 
 
C-Section rates are above target due to a number of factors, including patient 
choice. We are working towards full compliance and will be continually audited 
against NICE guidelines. 
 
Pressure sores are a key focus area for staff as is falls prevention.  Mandatory 
training also remains an area of focus and the patient safety strategy will link to 
mandatory training topics in a simulation session.  There has been good progress 
on uptake of e-learning and cluster training days. 
 
Mr Kershaw highlighted the number of falls and that the target has not been met. 
Dr Swart replied that it is an improvement on the last quarter but continued focus is 
required. Staff are being trained in additional measures and Junior doctors are also 
engaged in the work.  
 
Dr Kelso, Shadow Governor, asked about mandatory training rates at other trusts.  
Ms Wilkinson replied that benchmarking information is difficult to obtain.  Dr Swart 
noted that each Trust deals with mandatory training in a different way and with 
different systems. Linking mandatory training to a patient safety scenario, with 
different elements included, will help with compliance. 
 
The Quality priorities were agreed at the last meeting and the report provides the 
detail behind each of these priorities, including targets for improvement. 
 
With regard to vulnerable adults, there will be an extension of the work carried out 
to date, dementia is a national issue. Ms Loader noted that significant amounts of 
training planned for this year for caring for people with dementia. It was also noted 
that the Trust is formally committing to the Net Promoter score. 
 
Patient experience was formerly captured using the patient experience tracker.  
This has now moved to the Hospedia television system within the Trust and 
patients are asked if they would recommend this hospital to family and friends. 
 
Mr Zeidler commented that it would be helpful if could define the measures of 
success in more detail.  Dr Swart replied that this will be reviewed once the project 
lead is in place. 
 

TB 12/13 05 Performance Report 
 Mrs Allen presented her report noting that 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 a standard of 95%. 
 
The Trust achieved all the cancer standards with the exception of 31 days from 
referral to treatment for subsequent treatments for drug therapy. 97.4% against a 
standards of 98%, and the standard is monitored quarterly, this is an in month 
variation. Two patients did not receive treatment within the timeframe and a root 
cause analysis has been carried out to prevent future occurrences. 
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The Trust did not achieve the year end standard for the number of patients treated 
within 4 hours, 92.87% against the standard of 95%. Improvements in the urgent 
care pathway are a priority for the Trust. The non elective pressures continued in 
March and the achievement of the targets was against a backdrop growth, 
transformation and reorganisation. 
 
Mr Farenden asked when the recovery plan and the health economy plans are 
going to deliver in a sustained way. Mrs Allen replied that the detail of the urgent 
care recovery plan includes FIT, fast assessment of a patient by a clinical team. It 
will require considerable investment in the coming year to build on the investment 
already made. 
 
Mr Noble asked about the ability to cope if demand continues to increase.  Mrs 
Allen replied that there are things that can be done internally and the focus is on 
taking out the delays in the pathway. The Trust is focussing on all areas that are 
internal to ensure that everything possible has been done. 
 
Dr McSorley commented that A&E is a daily conversation and there is a thematic 
review of each day and each breach. It is evident that the East Midlands is 
standing out compared to the rest of the country. The numbers are increasing and 
the time of presentation is changing.  We are seeing a shift to late evening. The 
acuity of patients is also increasing, particularly frail elderly patients. 
 
Mr Robertson commented that the performance over the last month is impressive 
and asked how the redesign will affect bed occupancy levels. Mrs Allen replied that 
this is a clear measure and suitable levels will be set for each area.  Dr Swart 
noted that the project is defined on a specialty basis. 
 
Mr Evans, shadow governor, asked if the refurbishment work in A&E was 
completed.  Mrs Allen replied that phase 1 is now complete, minors have been 
refurbished and work is now commencing on the area around the nurses’ station.  
Mr Abolins said that the whole programme will be completed in June. 

  
TB 12/13 06 Infection Prevention Report 
 Ms Loader presented the report noting that there were no post 48hr cases of 

MRSA bacteraemia in March, against the Trust trajectory of 3 cases. There was 
99.9% compliance with screening. 
 
There has been a 50% reduction in MSSA bacteraemia which relates to improved 
practice. 
 
Clostridium difficile trajectory is 54 cases and the Trust identified 3 post 48hr cases 
in March. Year to date there have been 50 cases, with 2 additional cases at 
community hospitals. 
 
Hand hygiene compliance was 99.5% for the month. Ms Loader reported that she 
will be reviewing how the audits are undertaken and making any changes that are 
necessary. 
 
Mr Farenden noted the good performance but commented on the difficulty of 
achieving the target set for this year. Dr Swart replied that the Trust will work in 
partnership to develop revised action plans and will work towards the standard of 1 
case. 

  
TB 12/13 07 Finance Report 
 Mr Drury presented his report noting that the I&E position for the period to March is 

a deficit of £1.916m.  The normalised position after adjusting for impairments is a 
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surplus of £1.538m. 
 
Cost improvement delivery was £19.1m against a target of £18.6m, and includes 
£4.9m of non recurrent items. 
 
Capital expenditure is £9m, which is £1.45m below the capital resource limit and is 
in line with projections.  The cash position at the end of the year was £3.9m. The 
Better Payment Practice code was not achieved in year, but as reported to the 
Finance & Performance Committee cash was received in March allowing 
significant inroads into payment of creditors. 
 
SLA income, day case and elective are now on plan and non elective income was 
£8.9m above plan, with a £0.4m impact of MRET. 
 
Mr Farenden commented on the achievement of the £19.1m CIP delivery. Dr 
McSorley agreed that it is an impressive achievement and is a tribute to staff who 
undergone major changes.  

  
TB 12/13 08 HR Report 
 Ms Wilkinson presented her report noted that total utilised workforce is above 

workforce funded established and bank and agency staff have been utilised due to 
increased pressures. 
 
Mr Noble asked about the bank and agency figures and Ms Loader reported that 
the efficiency of ratios is being reviewed.  Workshops for ward sisters and matrons 
are being held to help reduce bank and agency and improve continuity.  
 
Mr Kershaw asked about sickness absence and the actions being taken to 
address.  Ms Wilkinson replied that there are higher levels of sickness absence in 
the Trust and that there is always a slight increase during the winter.  There have 
been additional pressures on staff this year and additional HR support is being put 
in as well as in Occupational Health to support staff. 
 
Dr McSorley noted that this has been discussed with staff side.  The sickness 
absence policy has improved our awareness and benchmarking shows that the 
Trust is not an outlier. Mr Zeidler asked if any group of staff is particularly 
vulnerable. Ms Wilkinson replied that bands 1-4 are more vulnerable, particularly 
within nursing. Initiatives are focussed on this area. 
 
Mr Zeidler commented that the number of appraisals carried out has reduced. Ms 
Wilkinson will provide a yearend update to the next meeting on the number of 
appraisals carried out. Mr Kershaw said that it is important to review the quality of 
appraisals, not just the numbers. Ms Wilkinson noted that there has been appraisal 
training for managers and also the introduction of team appraisals.  There is a 
talent management and succession planning strategy in place. 
 
Action: Ms Wilkinson, year appraisal report to May meeting. 
 

TB 12/13 09 Provider Management Report 
 Mr Pallot presented the report recommending that the Board approve the signing of 

Declaration 2. 
 
The overall governance rating for the month is 2.5 due to the cancer standards, 
A&E performance and Learning Disability.  Ms Loader reported that there is an 
action plan in place for Learning Disability and therefore should be rated green in 
May. 
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The Board agreed to the signing of Declaration 2. 
 

TB 12/13 10 Transformation Programme 
 Mrs Allen presented the newsletter that is circulated to staff and which translates 

the details of what the programme means to staff. 
 
The monthly focus is outpatients and is about ensuring the right staff are in the 
right place and the top 10 priorities are detailed in the report. 
 
Workstreams for 2012/13 have been developed and are similar or a continuation of 
the schemes from this year. 
 
Dr Swart highlighted Quality Impact Assessments (QIA) noting that the outpatient 
standards were a direct result of the QIA at the beginning of the process. 
 
Mr Noble commented that the work carried out in this area is tremendous and 
enquired if there is a team of people who can take this work forward.  Mrs Allen 
replied that there has been a transfer of skills from the work carried out at the 
beginning of the programme. 
 

TB 12/13 11 Quality Strategy 
 Dr Swart presented the Strategy noting that it has been reviewed and strengthened 

to identify a clear framework for quality. Trust wide quality goals have been 
identified covering patient safety, patient experience and effectiveness of care.  
This will be followed up by the Patient Experience Strategy, to be discussed at the 
June meeting. 
 
The Clinical Effectiveness Driver Diagram details the drivers to achieve the aim. 
There is a shared agenda for Nursing and Medicine and there will be a clarification 
of responsibility. 
 
The quality indicators will help embed quality throughout the Trust and the Board 
approved the strategy. 
 
Action: Patient Experience Strategy, June meeting. 
 

TB 12/13 12 Patient Safety Strategy 
 
 
 

Dr Swart presented the strategy noting that a new Patient Safety Strategy and 
Safety Improvement Programme has been designed to interlink with other 
transformation projects. The strategy sets out the principles and focuses on 
engaging and communication with all levels of staff. 
 
The Patient Safety Driver diagram discusses reducing avoidable harm and saving 
lives. The primary drivers discuss using a hierarchy of controls to reduce errors by 
standardising and simplifying systems. 
 
A Patient Safety Academy will be formed with Champions identified. The 
champions will require significant training and good clinical engagement has been 
seen.  There are 5 key areas of improvement identified. 
 
The strategy needs to be measured and report using project management 
methodology.  Mr Farenden commented that the CIP delivery and Transformation 
programme were effective due to the project management as asked about the 
reporting to the Board.  Dr Swart replied that there will be a programme coordinator 
and reporting will be through the Patient Safety Steering Group. 
 
Ms Loader noted that she was part of the development of the strategy prior to 
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joining the Trust and it addresses the fundamental elements of care. 
 
The Board approved the Strategy. 
 

TB 12/13 13 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
TB 12/13 14 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
TB 12/13 15 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Communications and Engagement Strategy 
Mr Pallot presented the strategy noting that it is important that there is consistency 
of messages to staff. The strategy will help to enhance staff, patient and public 
engagement and introduces increased opportunities for two way communication 
with audience groups. 
 
Mr Abolins asked about team briefings, high level communications do not 
necessarily reach the shop floor.  Mr Pallot replied that the structure in included to 
facilitate all levels of communication and that there will be a real time survey to 
assess feedback. 
 
Mr Zeidler referenced the aim of staff feeling valued and would appreciate a more 
explicit reference to the aims so that we are moving our culture to recognition of 
staff. 
 
The Board approved the Strategy. 
 
Staff Engagement Strategy – Listening into Action 
Dr McSorley presented the strategy commenting that we know there is a link to 
outcome of care and staff satisfaction at work. 
 
The programme is structured to be evidence based and has been used in many 
hospitals to date.  Those hospitals that have implemented the programme have 
seen significant improvement.  It is a tried and tested method and supports our 
philosophy of engaging with our staff and lays out the process we will use to further 
develop the work.  The staff side sponsor group will oversee the programme. 
 
Mr Kershaw commented that the staff survey results indicate that this is necessary 
and asked who will be leading the work.  Dr McSorley replied that the Board will 
need to participate in events and that this is a personal mission for him and is 
committed to the programme.  A programme manager will be recruited to drive 
forward. 
 
The Board approved the Strategy. 
 
ICT Strategy 2012-2017 
Mr Pallot presented the report noting that it sets out the strategic aims and 
objectives for the Trust ICT department for the next five years.  
 
The IT subcommittee and focus groups have helped to define priorities which 
include integration of clinical records supporting new models of care.  The aim of 
the strategy is to support the ongoing work. 
 
Mr Essery, Lead Governor, asked if the strategy will improve discharge 
procedures.  Mr Pallot replied that it would from an electronic perspective and that 
GPs have commented that we have a high level of electronic communication. Dr 
Swart noted that there is a commitment to linking with the operational process on 
the ward and there will be a variety of testing projects. 
 
Mr Noble asked about common systems and Mr Pallot replied that the national 
programme for IT has delivered some elements but not one common system.  We 
have had to determine as an organisation how we move forward. 
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TB 12/13 16 
 
 
 
 
 
 
 
TB 12/13 17 
 
 
 
 
 
 
 
TB 12/13 18 
 
 
TB 12/13 19 
 

Mrs Allen noted that it is important that this strategy supports the strategies of the 
Trust and supports staff to do the right thing. 
 
The Board approved the strategy. 
 
Corporate Objectives 2011/12 
Ms Rudd presented the quarterly update to the 2011/12 corporate objectives and 
the progress against achievement. 
 
The 2012/13 objectives will be discussed at the next meeting. 
 
Action: 2012/13 Corporate Objectives to June meeting 
 
Review of 2011/12 Board Assurance Framework 
Ms S Rudd presented the progress report for the financial year ending 2011/12. 
 
Mr Robertson noted that focus must now be on the board assurance framework for 
next year. 
 
Action: 2012/13 Board Assurance Framework to June meeting 
 
Any other business 
There being no further business the meeting was declared closed. 
 
Date and Time of Next Meeting 
Wednesday, 27th June 2012, Boardroom, NGH 

  
  
  
 
  
Actions arising 
 

TB 12/13 03 
Recommendation for joining an Academic 
Health Science Network to be discussed 
when available 

GM October 2012 

TB 12/13 03 
Attendance by Mr S Lowden to June 
meeting 

SR June 2012 

TB 12/13 08 Year appraisal report CW Completed 

TB 12/13 11 Patient Experience Strategy SL June 2012 

TB 12/13 17 2012/13 Corporate Objectives GM June 2012 

TB 12/13 17 2012/13 Board Assurance Framework GM June 2012 
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BOARD SUMMARY SHEET 

Title: - Chief Executive’s Report 

Submitted by: - Dr G McSorley, Chief Executive 

Date of meeting: - 27th June 2012 

Corporate Objectives 
Addressed: - 

All  

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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CHIEF EXECUTIVE’S REPORT 

JUNE BOARD MEETING 
 
1. Academic Health Science Networks 

 
Further to my previous report we are still awaiting publication of the governments 
thinking on the creation of the Academic Health Science Networks.  As soon as that 
report is published I will appraise the Board further on the options available for NGH. 

 

2. County Leaders Group 
 

As part of the County Leaders Group programme of improvements in emergency care 
NHS Northamptonshire is currently considering proposals for a review of care models 
and implementation of the ideal model of care for frail elderly people in 
Northamptonshire.  It is expected that a report on how the current arrangements could 
be improved will be available in September 2012.   

 

3. Staff Engagement 
 

As part of updating staff on the current strategy for the Trust both in 2012/12 but also 
going forward into future years I have undertaken a number of staff briefing sessions 
over the last few weeks.  These have been both well attended and well received.  They 
will now be supported further transformation communications, the proposed Listening 
into Action sessions in July, and the development of departmental/directorate Listening 
into Action work from September. 

 

4. Annual Plan Review 
 

As part of the routine arrangements to review all Trusts annual plans the Strategic 
Health Authority will be holding a joint meeting with joint officers on the 26th June.  I will 
give an oral update to the Board at its meeting. 
 

 
 
 
 
Dr Gerry McSorley 
Chief Executive 
June 2012 
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South East Midlands Acute Services Review 

 

 

 
HEALTHIER TOGETHER PROGRAMME (SOUTH EAST MIDLANDS ACUTE SERVICES REVIEW) 

PROGRESS REPORT FOR ALL PARTNER ORGANISATIONS 
 

1. Introduction 
The purpose of this paper is to provide the Trust Boards of partner organisations with an update 
on the Healthier Together Programme (South East Midlands Acute Services Review).  An earlier 
paper was received by Boards in November/December 2011 which resulted in all 12 partners 
signing up to the Programme and its objectives.  
 
Ahead of a formal public consultation in the autumn, the Programme Office will now provide 
Boards with monthly updates to ensure they are kept up to date with developments and remain 
engaged. 
 
2. Governance structure 
The governance structure for the Healthier Together Programme has been agreed by the 
Programme Board. 
 

Healthier Together Governance Structure

Programme  Board

South East Midlands 
Clinical Senate

Clinical Working Groups  with appropriate 
specialty level sub groups

P
ro

gr
am

m
e

 M
an

ag
e

m
e

n
t 

O
ff

ic
e

Patient 
Public 

Advisory 
group

Commissioners Group

Joint PCT Consultation 
Board

Clinical Implementation 
Group

Local Planning Groups

Core 
Services 

Workstream
group

Business 
Modelling 

Group

 
 
The Programme Board is made up of the Accountable Officers of the 12 partners’ organisations: 
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Programme Board Partners 

Northampton General Hospital NHS 
Trust 

Nene CCG NHS Milton Keynes & 
Northamptonshire PCT Cluster 

Bedford General Hospital NHS Trust Corby CCG NHS Bedfordshire & Luton PCT 
Cluster 

Luton & Dunstable Hospital NHS 
Foundation Trust  

Luton CCG  

Kettering General Hospital NHS 
Foundation Trust  

Bedfordshire CCG  

Milton Keynes Hospital NHS 
Foundation Trust  

Milton Keynes CCG  

 

Partner, stakeholder and patient and public representation is embedded throughout the 
governance structure.   All the governance groups have been operating since January/February 
2012 and are progressing well.  This is a commissioner-led Programme with the clear support of 
the Strategic Health Authority.  The Commissioner Group is co-chaired by Dr Paul Hassan from 
Bedfordshire and Dr Darin Seiger from Northamptonshire.  A draft commissioner concordat 
between the five CCGs and two Clusters has been agreed on how they will work together 
through the Programme.    
 
The group is developing a joint commissioner vision for the South East Midlands which is 
focused on improvement of clinical outcomes.  The vision will be developed at a commissioner 
workshop on 13th June.   
 
A patient and public advisory group (PPAG), with an independent Chair has been established 
and has met on four occasions.  There are approximately 30 members of the group with good 
representation from local community groups as well as members/governors from each hospital 
and LINks.   A Joint Health Overview and Scrutiny Committee has been established with 
representation from all five local authorities in the South East Midlands and observers from 
neighbouring local authorities. 
 
Clinical engagement is central to the Programme’s success.  A Programme Clinical Lead has been 
appointed, Mr Edmund (Ed) Neale, Consultant Obstetrician and Gynaecologist and Medical 
Director of Bedford Hospital.  Ed chairs the Programme’s Clinical Senate.  Six Clinical Working 
Groups (CWGs) have been established and are chaired by a practising clinician from within the 
South East Midlands. The CWGs are made up of hospital consultants, GPs, nurses, health and 
social care and patient and public representatives.   Clinical engagement has been excellent and 
there are over 110 clinicians involved in the Programme. 
 
The Chairs of the CWGs are: 
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Clinical Working Group Chair 

Cancer Dr Christine Elwell, Consultant Oncologist, Northampton General 
Hospital  

Children Dr Beryl Adler, Consultant Paediatrician, Luton & Dunstable 
Hospital NHS Foundation Trust 

Emergency Care Dr Naeem Shaukat, Consultant cardiologist, Kettering General 
Hospital Foundation Trust  

Long Term Conditions Dr Monica Alabi, General Practitioner, Luton 

Maternity Mr Paul Wood, Consultant Obstetrician & Gynaecologist, Kettering 
Hospital Foundation Trust  

Planned Care  Mr Rob Hicks, Consultant Vascular Surgeon, Northampton General 
Hospital  

 
The CWG reports are currently being drafted. The reports will outline proposed models of care 
for the six specialty areas.  The first draft of reports will be reviewed by the Clinical Senate at 
the end of May and a further iteration at a full day meeting in the middle of June.  The Senate, 
membership of which includes hospital, community and ambulance clinicians as well as PPAG 
representatives, will propose clinical models of care and key clinical interdependencies.  
 
A Clinical Implementation Group consisting of Medical Directors, CCG chairs, PPAG Chair and 
Ambulance Trust Medical Director will, in early July consider the models of care proposed by the 
Senate and start to develop proposals for reconfiguration models.  
 
3. Communications and engagement 
Communications and engagement activity to date has focused on: 

 Raising awareness and understanding of the Programme’s vision and case for change 

 Ensuring engagement at all levels of the Programme 
 

Tailored communications and engagement plans have been developed for each clinical working 
group.  Joint working with voluntary and community sector organisations has been established 
to ensure targeted engagement with harder to reach groups. 
 
The following is a sample of the communications and engagement activity undertaken to date: 
 

 The Case for Change leaflet, ‘Why we need to change’ has been distributed widely via 
hospitals, GP surgeries, pharmacies, libraries, LINk groups and third sector groups    

 A telephone survey in February 2012 with a representative sample of the local 
population (1600)  

 A full set of communications materials provided to partner organisations to ensure local 
audiences and staff are kept informed and aware of the opportunities to get involved  

 Regular monthly Update newsletter 

 An extensive Programme of public, stakeholder and third sector meetings/ presentations 
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 Road shows in April in busy areas such as shopping centres and train stations  

 Local radio advertisements for a 3 week period during April with seven advertisements a 
day and an audience reach of 600,000 people, a third of all adults in the South East 
Midlands area 

 Week long feature on BBC Three Counties Radio/BBC Radio Northampton in May 

 New media strategy with a reach of more than 28,000 Twitter and Facebook accounts 

 An interactive website, with online surveys, DVD and vox pops films, which has had more 
than 3,800 visitors 

 A DVD of the case for change circulated to GP surgeries and hospitals for use in public 
areas 

 Information screen slides developed for Hospitals, GP surgeries and main Post Offices 
from April 

 Posters ‘What do you think?’ in GP surgeries, libraries, Post Offices and other public 
areas 

 Regular MP briefing 
 
The following feedback has been published on the Healthier Together website: 
 

 A full report with feedback and a series of infographics from the five public deliberative 
events in Wellingborough, Bedford, Milton Keynes (2) and Luton. 

 Feedback from the telephone survey of 1600 people (representative sample) 

 Feedback from the Case for Change questionnaire and online survey - over 1200 
responses received to date.  Themes include: 

 A wish to see improvements around weekends, 24/7 

 The importance of caring, qualified staff 

 People want to access to expertise and the best possible treatment  

 There is support for centres of expertise but people do have concerns about travel 
 
A final report summarising all the pre-consultation engagement will be prepared to provide 
assurance that best practice has been followed ahead of a formal public consultation.    
 
4. Programme Enablers 
Business modelling support to the Programme has been commissioned to assist financial and 
activity modelling of proposed scenarios.  The modelling will also include travel and transport 
analysis. 
 
Travel and transport is an area of concern for patients and the public and a Travel and Transport 
task and finish group is being established, with the first meeting planned for early June.   
Membership of the group will include; PPAG representatives, Ambulance and patient transport 
services; public transport providers and those with a wider strategy view from the Local 
Enterprise Partnerships and Local Authorities.  
 
An Impact Assessment steering group has been established and is meeting at the end of May.  
The steering group will oversee development of quality and equality impact assessment tools 
which will be used to assess clinical service models.    
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5. Timeline 
 

 
 
6. Key Milestones  

 Commissioner vision and health outcomes to Programme Board – late June 

 Proposals from Clinical Senate on recommendation for core services and options for 
clinical models to Programme Board – late June 

 Options for clinical models to Clinical Implementation Group (CIG) – late June 

 Joint Health Overview & Scrutiny Committee – mid July 

 First draft of options on models and locations from CIG and Clinical Senate to 
Programme Board – late July 

 Final draft Consultation document to the Programme Board – late August 

 Final consultation document (having been through JHOSC) to Programme Board – mid 
September 

 Final consultation document to Joint PCT Consultation Board – mid September 

 Consultation starts – Monday 1st October 2012 for 13 weeks  
 
7. Recommendation 
The Board is asked to note progress to date and feedback any queries through their Programme 
Board representative. 

 

Phase Two  

Development of options  

 December – Sept 2012   

Phase One 

Scoping phase 

June -  Dec 2011 

Phase Three 

Formal consultation and 

agreement 

October - March 2013 

Phase Four   

Implementation  

April 2013 – March 2016  
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BOARD SUMMARY SHEET 

Title Medical Director’s Report – Mortality, Clinical 
Scorecard Exception Report 

Submitted by Dr Sonia Swart, Medical Director 

Prepared by  Dr Sonia Swart, Medical Director 

Date of meeting June 27 2012 

Corporate Objectives Addressed To improve the clinical quality of patient care focusing 
on safe, effective treatment that is patient centred. 

SUMMARY OF CRITICAL POINTS  

This paper summarises the data relating to mortality monitoring and presents an improved 
position for the financial year 2011/12. Key ongoing areas of investigation are noted. The 
quality scorecard highlights areas where performance remains a concern and provides 
assurance that these are recognised and actions are underway. 

PATIENT IMPACT 
High quality care for patients remains a priority. Patients can view quality indicators in the 
public domain and commissioners will increasingly commission on the basis of quality.  

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 are designed to focus primarily on quality and ensuring that staff are able to 
deliver this 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. 

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: 

1. Note and debate the issues raised in the report  

2. Note the investment agreed to support analysis of information to inform the 
 emergency care redesign project and improve information flows alongside the 
 projects designed to improve quality and safety.  

3. Challenge any issues raised from the monthly scorecard  

4. Debate any further information issues that should be investigated as part of the 
 analysis currently being commissioned. 
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Section 1 
 
 

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

 
1. Introduction 

This paper summarises progress in the work relating to the additional work undertaken over 
the last 18 months set up to supplement the regular scrutiny of mortality data as provided by 
Dr Foster Intelligence. 
 
This issue remains of key reputational importance for the Trust and there have been regular 
reports provided to the Trust Board and to the PCT and SHA. 
 

2. Current Position HSMR 
 
HSMR for 2011-12 (data to end March 2012) has remained at the level reported in the last 
Board report 93.9 (1038 deaths versus 1105 expected).  If this were rebased as per Dr 
Foster methodology the number would be around 102 for the period from April 2011 – 
February 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 75 Trusts have SMRs higher than that predicted for NGH.  
 
There continues to be a need to ensure that there is an improved understanding of the 
issues relating to the recording of  primary diagnoses, secondary diagnoses and palliative 
care coding which must be done accurately more accurately. 
 
For March the HSMR was 97. There were 112 expected deaths and there were 109 actual 
deaths. This was higher than the figure for February but remains within expected limits. 
 
Another area of concern for the last financial year related 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 February has improved 
with a HSMR for weekend admissions of 107 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. 

 

3. Acute Trust HSMRs April 2011 - March 2012 

The background points show the HSMR (rebased) for the current financial year for 
each acute non-specialist trust in England. 
 

The Board is reminded that the rebased position reflects the fact that each year the mortality 
figures improve for all Trusts but the improving potion for NGH indicates that this Trust has 
improved more rapidly than others over the last financial year. 
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4. Standardised Hospital Mortality Indicator (SHMI) 
 
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.  
 

3
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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. 

 

 
 
At present, the SHMI roughly mirrors the HSMR for NGH. The latest SHMI is reported on 
rolling 12 months basis and shows an improvement from 114 to 109 (period up to September 
2011 – rolling 12 months). The quarterly position for the first 2 quarters of 2011/12 is as 
expected at 97 . In addition crude mortality fell during this period from 3% to 2.6%. The SHMI 
is benchmarked each quarter unlike HSMR which is benchmarked at the end of the year. 
 

5. Dr Foster Patient Safety Indicators (March 2011 - March 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. 

The performance against these indicators is generally good and better than average in a 
significant number of areas as reported in the last Board report but a concern was raised in 
the case of Obstetric trauma. This indicator reflects the numbers of patients with significant 
trauma after normal delivery. The directorate have now confirmed that the problem relates to 
coding issues and not to any actual harm and have arranged a meeting with Dr Foster to 
understand the precise composition of the indicator so that it can be routinely included on the 
directorate scorecard 
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6. Reports on Key Areas for action: 

 

1) Case Note review  
 
The draft case note review report has been shared with experts in the field and been very 
well received. The comments received will help to inform the final format of the report which 
was quoted by the Chief Executive of Dr Foster Intelligence at the National Patient Safety 
Congress in June as an example of best practice in the context of a Hospital’s approach to 
understanding mortality. NGH has been complemented on the detail and quality of the work 
done. As reported at previous Board meetings, the recommendations have been used to 
frame the targeted improvement projects relating to patient flow and quality of care which will 
be integrated and aligned to ensure that the Emergency Care Redesign project  and the 
programme of work articulated in the Patient Safety Strategy complement and support each 
other. 
 
As part of the focus on quality and safety and in order to ensure that the improvements made 
are sustained the Trust is commissioning a further piece of work to ensure that the processes 
of care and the flows of information that feed into clinical coding are optimised. There is an 
acceptance that regular interaction that between coders and clinical teams will need to be 
continued.  
 
There are further specific areas of work that will need to have some input from the 
information and coding teams to ensure that there is regular review and scrutiny of all 
information and coding issues and that this is reported to directorate management boards.  
 

2) Respiratory tract illnesses: 

The Pneumonia SMR for 2011/12 continues to improve and to date is 84 versus 127 for 
2010/11. This represents 215 deaths versus 257 expected deaths for the year. There was a 
large rise in the number of admissions during February and March . The launch of the 
pneumonia care bundle is under revision and there is a plan to combine the documentation 
for the Pneumonia Care Bundle with the Sepsis 6 bundle in order to increase uptake and 
improve the ease of use. This will now be monitored quarterly. 

3) Cardiac diseases: 

Previous concerns were raised by the CQC in relation to mortality from congestive heart 
failure and complex cardiac disease in the elderly. Mortality from Congestive Cardiac 
Failure is now as expected with an SMR of 96 (45 deaths, 47  expected). This will now be 
monitored quarterly. 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 
also currently as expected with a SMR of 86. A clinician is reviewing each death from 
Myocardial Infarction to assist in accurate coding and monitoring is now quarterly. 

4) Hip fracture: 

Currently the improved performance for this group of patients has been sustained and the 
SMR for 2011/12 is 81 which represent 32 deaths versus 40 expected from 448 spells. The 
volumes have increased around 20% in the last year. 

This represents an improving position from the same period ending in February 2011 where 
the SMR for this group of patients was 151. This maintains the improvement reported last 
month and this remains therefore the best performance recorded since 2003. The 
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multidisciplinary audit of all deaths following admission with hip fracture continues to ensure 
that this improvement focus is maintained. This has now moved to quarterly monitoring. 

5) Specialist services: Stroke and Renal failure: 

The stroke team continue to review all deaths to confirm coding accuracy and review 
standards of care.  The SMR for 2011/12 is currently 100 with 132 deaths whereas 132 were 
expected. Concerns have been raised with respect to the quality of data relating to source of 
admission and discharge and the team continues to examine the data in detail. 

The renal team have continued to focus on issues that may impact on the SMR in patients 
with acute and unspecified renal failure which is high at 121 for 2011/12.  

The issues relating to the recording of admission as elective versus emergency have not yet 
been fully resolved. Further work is required by the information team, coders and operational 
staff to resolve this.  

7. Possible  areas for Concern under investigation 

There are a number of areas which have caused concern raised by our Dr Foster monitoring 
processes internally.  One is an apparent rising mortality from secondary malignancy (SMR 
for 2011-12 currently 177). It is possible that this relates to changes in coding practice and to 
the failure to code the active cancer under the co-morbidities as well as failure to record 
palliative care coding or even a lack of specialist palliative care input. This is currently under 
investigation.  The other is a rise in the SMR for ‘senility’ (which includes acute confusion and 
dementia) during 2011/12. This SMR is 207 (25 deaths during 209 admissions versus 12 
expected). This is also currently under investigation. 

There is further concern which was raised by a national report. The National Diabetes 
Information Service recently published data relating to deaths from inpatients with Diabetes 
between April 2009 and March 2011. Our current data does not indicate that our death rate 
from patients admitted who have diabetes is significantly higher than the national average 
overall but for patients with a primary diagnosis of diabetes it was high in 2011/12. This 
relates to 10 deaths over the year versus 5 expected deaths and a case not review of all the 
deaths is being conducted. 

Mortality for patients with a comorbidity of diabetes appears to be lower than expected 

During the investigation of this data it has however emerged that the Trust codes fewer 
patients with the comorbidity of diabetes than other Trusts despite the fact that we have a 
higher than average incidence of diabetes. Further work is in progress to improve the capture 
of information in this area. 

A further case note review of coding and clinical care is underway for patients who died 
following a diagnosis of inflammatory bowel disease following a concern raised with respect 
to data quality and care as a result of the national IBD audit and a higher than expected 
mortality as a result of Dr Foster monitoring. 

8. Information and Coding Issues 

There is consistent and continual challenge of coding and information processes through the 
monthly mortality/coding review. Active efforts to recruit a clinical coding manager have been 
agreed in order to ensure a high calibre, well trained individual can be attracted to a post at 
this Trust. As part of a piece of work to examine flows of patients into the Trust and flows of 
information relating to clinical processes a review of clinical coding practice will be 
commissioned to strengthen our understanding of the current position. It is anticipated that 
the improved understanding of issues that emerges from this work will be useful in framing 
improvement activity.  
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9. Further Comments and Actions Planned: 

The improvement in HSMR and SHMI have improved during 2011/12 and have been 
sustained in the last month of available data.  

In order to improve mortality further the clinical work-streams set up to improve care for 
patients and pneumonia and septicaemia will continue and will support the planned redesign 
of the emergency pathway and the patient safety programme. Clinical leads have been 
recruited for the Emergency Pathway Redesign and for 3 of the Patient Safety Workstreams 
and will work together to support the quality priorities under the umbrella of a strengthened 
safety strategy led by the executive team with the support of the Safety Academy of 50-70 
safety champions. 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.  

The clinical improvement work will require strong support from the information team. There is 
a recognition that the trust needs to improve the infrastructure in this area. This refers not 
only to clinical coding as highlighted in this paper, but also to all the information flows and 
scorecards produced. In addition to the commissioned review of clinical coding, investment 
has been agreed to support a detailed piece of analytical work supported by the Quality 
Observatory which will include an analysis of the case-mix and origin of emergency 
admissions, the provision of care in the community including community hospitals, the usage 
of beds at NGH, the work done to date to examine and improve mortality and the link 
between processes of care and the information flows that result from this. 

The Trust has set aside a substantial amount of resource (£1 million) to be used to support 
the quality improvement programmes. This will include any required investment required to 
ensure that appropriate metrics and data flows are supported as part of the projects. Clearly 
this will need to be linked to current information systems and data flows so that they can be 
improved. 

The Trust Board is asked to note and debate the contents of this report and to 
recognise both the improvement to date and the on-going challenges. As part of the 
investment in the redesign of the emergency pathway the work designed to examine 
information flows in and through the Trust will be supplemented by an analysis of our 
coding function and the work to date on HSMR. This will be required to underpin the 
work has been agreed and should provide further assurance for the Board. There is no 
doubt that the very significant emergency pressures provide a significant risk to the 
quality of care we provide and it will be essential to link all the improvement work in 
an informed redesign of care processes. The Board is asked to debate the approach 
taken and to challenge where appropriate. 
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Section 2 
 
NGH Monthly Quality Scorecard 

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 2011 – May 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.  

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. 

Further work is required to ensure that all measures are relevant and timely to facilitate 
comprehensive monthly reporting.  

Patient Experience outcomes are not reported within this report. The Family and Friends 
Test question “How likely is it that you would recommend this service to Friends and 
Family?”  has been collected weekly through the Hospedia system.   

Currently the weekly results place Northampton General Hospital in the lowest quartile 
across Midlands and East SHA.  Work is in place to review these results.  A manual 
collection of this question was held on 3 wards during a weekend in June.  The results from 
this pilot are promising and illustrated a 100% improvement. Work continues to explore the 
reason for the discrepancies with the manual and electronic data collected. 

The above-mentioned question will be posed to all patients during hospital discharge to 
complement the Hospedia data collection. This is planned to be introduced consecutively for 
the forthcoming 3 months, and results will be available for Quarter 2 Patient Safety, Clinical 
Quality and Governance Progress report.  

This report does not include outcomes for this year’s CQUIN measures which have recently 
been confirmed this is because either baseline data is still to be agreed or information is not 
currently available. 

HSMR is reported as 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. 
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Of 94 indicators, 25 (8/17) are rated as either red or amber status. This report outlines the 
underperforming indicators and details the remedial action(s) being taken against the red 
rated indicators. There are 16 indicators that are rated as grey, this is because either 
baseline data is still to be agreed or information is not currently available 

 

 

Summary Rating 

 

 

 

 

 

 

 

 

 

 

 

Section 
Red Rated  Amber  

Rated 

Green  

Rated 

N/A 

CQUIN 2012-13 0 0 1 14 

Clinical Outcomes 1 11 16 0 

Patient Safety 2 2 16 2 

Patient Experience 5 4 22 0 

TOTAL 8 17 53 16 
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BOARD SUMMARY SHEET 

Title: - Quality Accounts 2011/12 

Submitted by: - Dr Sonia Swart, Medical Director and Suzie Loader, 
Director of Nursing, Midwifery and Patient Services 

Date of meeting: - 27th June 2012 

Prepared by: - Roz Young, Quality Assurance Manager  

Corporate Objectives 
Addressed: - 

To improve clinical quality and safety 

SUMMARY OF CRITICAL POINTS: - 

 The Quality Accounts were presented to Trust Board in May 2012 and were 
approved subject to the submission of the external reviews from the Commissioners, 
Overview and Scrutiny Committee and LINks 

 Following feedback from the May Board, minor changes have been made to ensure 
accuracy and improve presentation of the report  

 The report has been submitted to external audit for approval and their report is 
shown in annex 1.  

PATIENT IMPACT : -  

The priorities for quality improvement at NGH have been determined throughout the year 
and informed by the experiences of patients through the consultation process.  

STAFF IMPACT:  -  

Staff consultation and ownership of the priorities for improvement should be demonstrated 
throughout the year and referenced in the Quality Account. 

FINANCIAL IMPACT:  -  

The priorities for improvement link, where possible, to the priorities identified through the 
CQUIN scheme 

EQUALITY AND DIVERSITY IMPACT: -  

The Quality Accounts and consultation process have been accessible to as many patients 
and members of the public as possible. 

LEGAL IMPLICATIONS: -  
The Health Act 2009 requires all NHS providers of healthcare services in England to provide 
a Quality Account from April 2010. 

RISK ASSESSMENT: -    

Moderate – a robust consultation and engagement process will support the Trust to identify 
the quality priorities for 2012/13 that are owned by the organisation and members of the 
public.  

RECOMMENDATION: –  

The Board is asked to: - 
1. Review the external reviews on the Quality Account on pages 44-45  
2. Approve the list of changes made to the report 
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Quality Accounts 2011/12 
 

1. Introduction 
 

Quality Accounts are annual reports to the public that give details about the quality of 
services that are delivered within a healthcare environment.  They outline the quality 
priorities and plans for improvement.  
 
As the Board is aware, the Quality Accounts were presented in May 2012 and ratified 
pending external audit approval and comments from external partners.  The report has been 
modified following comments received from the May board, with comments from external 
partners being added.  
 

2. Statements from Overview & Scrutiny Committee, Commissioners and LINkS 
 
Statements from external partners were requested on the 4th May from LINks, Northampton 
County Council Overview and Scrutiny Committee, the NHS Milton Keynes and 
Northamptonshire PCT Cluster and Nene Clinical Commissioning Group. Statements from 
external partners have been received with the exception of Northampton County Council 
Overview and Scrutiny Committee.  These can be found in the revised Quality Accounts 
2011/12 which are attached.  
 

3. Summary of changes made to the version presented to the May Board 
 
1. Pictures have been selected to ensure a cross section of staff are included, ensuring 

that they adhere to Trust uniform and infection prevention policies 
2. The CQUIN tables (page 23) have been amended to include targets  
3. The score card in section 3 (page 39) has been amended to exclude any gaps in 

performance reporting and to include 2 never events which were omitted from the 
previous version.  

4. HSMR- a new paragraph has been added in response to PCT feedback to explain 
SHMI reporting (page 55).  

5. The document has been reviewed for inaccuracies and amended accordingly. 
 

4  Next Steps  

 
The following timescales have been identified to ensure the document is published as 
required; to maximise engagement and consultation and to allow for feedback to be 
incorporated into the final document: - 
 
30th May: - Draft Quality Account approved by Board with minor amendments 

suggested 
14th June  Statements of external review submitted to NGH and included into the 

Quality Accounts  
14th June   Submitted to Audit Commission for final review 
15th June  Response from Audit Commission  
27th June  External statements and changes to the Quality Account approved by Board 
30th June Upload Quality Accounts onto the NHS Choices website  
30th June Send a copy of the Quality Accounts to the Secretary of State 

 
Recommendations 
 
The Board is asked to: - 
 

1. Review the external reviews on the Quality Account on pages 44-45  
2. Approve the list of changes made to the report. 
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INDEPENDENT AUDITOR’S LIMITED ASSURANCE REPORT TO THE 
DIRECTORS OF NORTHAMPTON GENERAL HOSPITAL NHS TRUST ON THE 
ANNUAL QUALITY ACCOUNT 

I am required by the Audit Commission to perform an independent assurance 
engagement in respect of Northampton General Hospital NHD Trust’s Quality 
Account for the year ended 31 March 2012 (“the Quality Account”) as part of my work 
under section 5(1)(e) of the Audit Commission Act 1998 (the Act). NHS trusts are 
required by section 8 of the Health Act 2009 to publish a quality account which must 
include prescribed information set out in The National Health Service (Quality 
Account) Regulations 2010 and the National Health Service (Quality Account) 
Amendment Regulations 2011 (“the Regulations”). I am required to consider whether 
the Quality Account includes the matters to be reported on as set out in the 
Regulations. 

Respective responsibilities of Directors and auditors 

The Directors are required under the Health Act 2009 to prepare a Quality Account 
for each financial year. The Department of Health has issued guidance on the form 
and content of annual Quality Accounts (which incorporates the legal requirements in 
the Health Act 2009 and the National Health Service (Quality Accounts) Regulations 
2010 (as amended by the National Health Service (Quality Accounts) Amendment 
Regulations 2011). 

In preparing the Quality Account, the Directors are required to take steps to satisfy 
themselves that: 

• the Quality Accounts presents a balanced picture of the trust’s performance 
over the period covered; 

• the performance information reported in the Quality Account is reliable and 
accurate; 

• there are proper internal controls over the collection and reporting of the 
measures of performance included in the Quality Account, and these controls 
are subject to review to confirm that they are working effectively in practice; 

• the data underpinning the measures of performance reported in the Quality 
Account is robust and reliable, conforms to specified data quality standards 
and prescribed definitions, and is subject to appropriate scrutiny and review; 
and 

• the Quality Account has been prepared in accordance with Department of 
Health guidance. 

The Directors are required to confirm compliance with these requirements in a 
statement of directors’ responsibilities within the Quality Account. 

My responsibility is to form a conclusion, based on limited assurance procedures, on 
whether anything has come to my attention that causes me to believe that the Quality 
Account is not consistent with the requirements set out in the Regulations. 

I read the Quality Account and conclude whether it is consistent with the 
requirements of the Regulation and to consider the implications for my report if I 
become aware of any inconsistencies. 

This report is made solely to the Board of Directors of Northampton General Hospital 
Trust in accordance with Part II of the Audit Commission Act 1998 and for no other 
purpose, as set out in paragraph 45 of the Statement of Responsibilities of Auditors 
and Audited Bodies published by the Audit Commission in March 2010. 
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Assurance work performed 

I conducted this limited assurance engagement under the terms of the Audit 
Commission Act 1998 and in accordance with the NHS Quality Accounts Auditor 
Guidance 2011/12 issued by the Audit Commission on 16 April 2012. My limited 
assurance procedures included: 

− making enquiries of management; 
− comparing the content of the Quality Account to the requirements of the 

Regulations. 

A limited assurance engagement is narrower in scope than a reasonable assurance 
engagement. The nature, timing and extent of procedures for gathering sufficient 
appropriate evidence are deliberately limited relative to a reasonable assurance 
engagement. 

Limitations 

The scope of my assurance work did not include consideration of the accuracy of the 
reported indicators, the content of the quality account or the underlying data from 
which it is derived. 

Non-financial performance information is subject to more inherent limitations than 
financial information, given the characteristics of the subject matter and the methods 
used for determining such information. It is important to read the Quality Account in 
the context of the criteria set out in the Regulations. 

Conclusion 

Based on the results of my procedures, nothing has come to my attention that 
causes me to believe that the Quality Account for the year ended 31 March 2012 is 
not consistent with the requirements set out in the Regulations. 

 
 
 
 
 
 
John Cornett 
District Auditor 

Unit 10 Whitwick Business Centre 
Whitwick Business Park 
Stenson Road 
Coalville 
LE67 4JP 

22 June 2012 
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BOARD SUMMARY SHEET 

Title Patient Experience – Friends and Family Test 

Submitted by Suzie Loader, Director of Nursing 

Prepared by Suzie Loader, Director of Nursing 

Date of meeting 27 June 2012 

Corporate Objectives Addressed Improve Clinical Quality and Safety 

SUMMARY OF CRITICAL POINTS  

 There continues to be confusion regarding the ‘pop’ up question on Hospedia from which the 
FFT data is obtained, suggesting that it is not robust.  Additional work is being undertaken to 
validate these scores.  

 The PCT have agreed that the baseline data for the FFT can be determined by the Trust: it 
is suggested that the June 2012 data be used, as opposed to the April data. 

 A pilot of manual data collection of the FFT question, was conducted the weekend of the 8-
11 June on 3 wards, the results from this were much more favourable.  It is intended that 
manual data collection will be rolled out across the Trust week commencing 24 June. 

PATIENT IMPACT 
The Friends and Family Test score is designed to capture perceptions of patients on the day of 
discharge about the service that they have received whilst an inpatient at NGH. 
 

STAFF IMPACT  
The FFT Score provides staff with real time feedback. 
 

FINANCIAL IMPACT  
The ability to continually drive forward quality is increasingly important and has the potential to 
affect NGH income. 
 

EQUALITY & DIVERSITY 
The Hospedia television system may need to be made more accessible for patients with 
communication difficulties. 
 

LEGAL IMPLICATIONS 
Nil  

RECOMMENDATIONS 

 That the Board support the proposal that the baseline data for the Regional FFT CQUIN 
be set at June 2012, as opposed to April 2012 

 That the Board support the manual collection of patient experience data, to run in parallel 
to the Hospedia data collection until there is confidence that the Hospedia data is 
reflective of patient experience, or until another data collection tool is identified. 

 Members of the Board are asked to note the contents of this report and to challenge as 
appropriate. 
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1.0 Introduction 
 
The ‘Patient Revolution’ is one of the 5 ambitions for NHS Midlands and East.  The SHA has 
defined three elements within ‘Patient Revolution’, one of which is the need to drive 
improvements in patient and customer experience.   
 
NHS Midlands and East have devised a standardised approach with a single metric to obtain 
real-time monitoring of Patient Experience.  The Friends and Family Test (FFT) captures 
perceptions of patients about the health care that they have received whilst staying with us, by 
asking the question: ‘If you are being discharged today, how likely is it that you would 
recommend this service to friends and family? This refers to Hospital not to Hospedia’.  
Data collection against this metric commenced in April 2012.  Bench marking data collected 
across the cluster will be published in July 2012 and David Cameron has stated that the FFT will 
be rolled out across the rest of England by April 2013. 
 
The score is the difference between the proportion of people surveyed who said they would 
recommend the local service and the proportion who said they would not or are unsure (don’t 
know).  Originally patients were asked to score against narrative.  This has now been changed 
to a numerical presentation from 1 - 10 (1 = would not recommend, 10 = would recommend).  
The % of Detractors (score of 6 and under) is then subtracted from the % of Promoters (score of 
7 and above) to obtain the FFT Score. Therefore, the score is the difference between the 
proportion of people surveyed who said they would recommend the local service and the 
proportion who said they would not.  The parameters within which the data is collected are:  
 

 10% of inpatient discharges in any given week 

 At or within 48 hours of discharge 
 
 
2.0 Results 
 
Given the concerns over the electronic version; a pilot of manual data collection was conducted 
over the weekend of the 08-11 June 2012 on 3 wards, the results are as follows.   
 

Ward No. Patients Score Comments

Paddington 3 1 x 8

1 x 9

1 x 10

Spencer 5 4 x 10 Thank you for your care and support

1 x 9 All staff were friendly and concerned. Treatment and results etc were explained clearly and made me feel "in the loop" (11/06/2012)

Willow 11 1 x 7 (09/06/2012)

4 x 8 Not being able to sleep because of noise / Nursing great, bit noisy at night, not nurses fault ((11/06/2012)

3 x 9 Very good (11/06/2012)

3 x 10 Nursing exemplary, thank you (11/06/2012)

Total 19

08/06/2012 - 11/06/2012 Friends & Family Questionnaire
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This is a vast improvement to previous scores collected via Hospedia.  As a result, manual data 
collection will be rolled out across the Trust week commencing 24 June 2012 to run in parallel to 
the Hospedia data collection, until a more robust method can be identified.  Further work is 
underway to continue to educate staff and to understand why the Hospedia scores are so 
different to anecdotal evidence and the pilot results.  
 
Because of concerns over data validity, the Trust did not believe that the April 2012 result 
formed the baseline from which the Patient Experience Regional CQUIN indicator for 2012/13 
was set.  The PCT have now confirmed that the baseline can be set locally by the Trust.  It is 
suggested therefore, that the June data form the baseline as scores will be published across the 
cluster from July 2012 onwards; Trust Board are asked to ratify this decision. 
 
3.0 Additional Actions 
 
During May, a meeting was held with all Ward Sisters and Matrons, whereby there was a 
discussion about improving the patient experience.  Following the meeting, Ward Sisters were 
asked to have further discussions with their teams and to each identify 3 things which will make 
a difference to the patient experience.  Action plans are currently being developed, which will be 
monitored via the Patient Experience Board, to be chaired by the Director of Nursing.  
 
In the May Patient Experience report, the Trust informed the Board that an application had been 
submitted to the Kings Fund to participate in their ‘Patient and Family Centre Care programme’.  
Unfortunately, the Trust was unsuccessful this time.  However, the tools and techniques which 
underpin this programme are available free of charge and will be used by the Trust to support 
the implementation of the Patient Experience Strategy. 
 
A Patient Experience Strategy has been written and is being presented to the June Trust Board 
for ratification.  The outline of the strategy has been shared with the PPI group who supported 
the principles contained within. 
 
Draft Terms of Reference have been developed for the Patient Experience Board which is in the 
process of being established. 
 

          
4.0 Recommendations  
 
Members of the Board are asked to: 
 

 Agree that the June data can form the baseline for the Patient Experience Regional 
CQUIN 

 Agree that manual data collection should continue in parallel to the Hospedia data 
collection until a more robust method can be identified and implemented 

 Challenge the content of the report and support the actions defined. 
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BOARD SUMMARY SHEET 

Title Monthly Infection Prevention Performance Report 

Submitted by Suzie Loader, Director of Nursing, Midwifery & Patient 
Services/DIPC  

Prepared by Pat Wadsworth, Lead Infection Prevention and Control Nurse  

Date of meeting  27th June   2012 

Corporate Objectives Addressed To develop and embed measures for quality and 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. 
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Monthly Infection Prevention Performance Report 
 

1. 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. 
 
1.1 MRSA Bacteraemia (Appendix 1) 
The Trusts trajectory for MRSA bacteraemia in 2012/13 is 1 case. In May there was 0 >48hrs 
MRSA bacteraemia.  The Trust is measured on the number of MRSA bacteraemia cases per 
10,000 bed days.  The post-48 hour MRSA bacteraemia cases year to date is 0.25 /10,000 bed 
days.   
 
1.2 MRSA Colonisation (Appendix 2) 
During May there were 12<48hrs and 3 >48hrs cases of MRSA colonisation.  Internal patient 
verified data identifies 99.7% compliance for the screening of elective admissions during May. The 
compliance rate for emergency screening was 95.7% in May, both are within our target.  
 
1.3 MSSA Bacteraemia (Meticillin Sensitive Staphylococcus Aureus)  
During May there were 4<48hrs and 1 >48hrs MSSA bacteraemia cases.   
 
1.4 Clostridium Difficile (C diff, Appendix 3) 
The Trust has a trajectory of 36 C. diff. cases for the year.  During May the Trust identified 1<3 day 
and 1 >3 day cases of C. diff. This is a total of 4 cases which equates to a cumulative of 0.10 
/1,000 bed day’s year to date.  
 
Currently we are awaiting confirmation of the Trust trajectory submission to the Department of 
Health. It is proposed that future data will reflect the “seasonal” incidence of C. diff. rather than the 
uniform 3 cases every month.  
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2. Pertussis (Whooping cough)   
 
The Infection Prevention team were notified on the 15th May of a Paediatrician with a confirmed 
Pertussis result.  All clinical staff (medical and nursing) who have direct patient contact in the 
neonatal unit and Paediatrics Departments are in the process of being vaccinated to minimise 
further transmission by Occupational Health.  Vaccinating all staff in the neonatal unit is most 
important as new born babies have a reduced immunity and are likely to have adverse outcomes if 
infected. Senior medical/ Trust executive support will be required if there is sub-optimal response 
to the offer of vaccination.  While all vaccination decisions are voluntary, staff have a professional 
obligation to accept vaccination to minimise further spread.  There have been four deaths due to 
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Pertussis this year in other hospitals around the country. Protecting healthcare workers looking 
after babies/children is vital to minimise transmission risks in hospital.  
 
The Infection Prevention team have raised awareness among all staff across the paediatric wards, 
the Maternity Unit and A&E to be aware of Pertussis symptoms and the need to promptly report 
any illness to Occupational Health. 
  
Alongside this work the Trusts monthly “Bug of the Month” and Alert was focused on Pertussis for 
May.  The Infection Prevention team are maintaining heightened surveillance for further cases in 
the above staff groups by visiting the wards on a daily basis.  
 
At the time of writing this report the trust was 96% compliant with the vaccination programme. 
 

3. 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).  
 
3.1 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  
May 2012 show that there was 1 infection resulting from 29 operations to repair #NOF’s. 
 
3.2 Surgical Site Surveillance of  Breast operation  

 
Background 
The national Surgical Site Infection Surveillance programme is auditing this category for quarter 1 
(April to June). 
 
Although the HPA report will take some time to be generated the interim results for May show that 
there were 40 operations undertaken resulting in no infections to date. 

 
3.3 Surgical Site Surveillance of  limb amputation  operation  
 
Background 
The national Surgical Site Infection Surveillance programme is auditing this category for quarter 1 
(April to June). 
 
Although the HPA report will take some time to be generated, the interim results for  
May 2012 show that there were no infections resulting from 7 operations. 
 

All these results are fed back to Clinical Quality and Effectiveness Group (CQEG) on a monthly 
basis. 
 

4. Hand Hygiene Audit 
 
Information from the Hand Hygiene Observational Tool (HHOT) shows that in May the overall 
compliance for hand hygiene was 99.8%.  
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Hand Hygiene - Monthly Trend Performance

94.0%

95.0%

96.0%

97.0%

98.0%

99.0%

100.0%

101.0%

C
o

m
p

lia
n

c
e

 (
%

)

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% 98.8% 99.7%

Nurse/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% 99.4% 99.9%

Therapist 100.0% 99.6% 100.0% 100.0% 100.0% 98.8% 99.1% 99.4% 100.0% 100.0% 98.8% 99.7% 100.0% 100.0%

Pharmacist 98.4% 100.0% 100.0% 100.0% 96.3% 100.0% 100.0% 100.0% 100.0% 100.0% 99.5% 96.7% 99.5% 100.0%

Porter 100.0% 100.0% 99.0% 99.3% 97.1% 98.3% 96.6% 97.3% 99.1% 98.3% 97.7% 99.6% 97.2% 99.2%

Phlebotomist 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 98.5% 100.0%

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

 
 

 

5. Recommendation 
 
The Board is asked to discuss the content of this report.  
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TRUST BOARD SUMMARY SHEET 

Title: - Performance Report 

Submitted by: - Christine Allen – Chief Operating Office and Deputy Chief 
Executive 

Date of meeting: - 27th June  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 2 (May 2012). 
 
 

 The Trust did not achieve the 4 hour A&E transit time.  During May 93.37% of patients 
were treated or admitted within 4 hours against the standard of 95%.  The year to date 
performance is 94.16% 

 The Trust did not achieve the following two cancer standards for May however these are 
monitored quarterly. 

o 62 days from urgent referral to treatment.  The Trust achieved  81.5% against the 
standard of 85% 

o 31 days from decision to treat to start of first treatment for subsequent drug therapy.  
The Trust achieved 95.50% against the standard of 98% 

 
 

PATIENT IMPACT: - 

Patients waiting longer than  maximum wait time  

STAFF IMPACT: - 

N/A 
 

FINANCIAL IMPACT: - 

Failure to achieve standards could result in contractual penalties 
 

RISK ASSESSMENT: - 

N/A 
 

EQUALITY & DIVERSITY IMPACT ASSESSMENT: - 

N/A 
 

RECOMMENDATION: - 
 

Trust Board are asked to discuss the contents of this report and agree any further action 
necessary. 
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PERFORMANCE REPORT – June 2012 
 

1. INTRODUCTION 
 

This report sets out key areas of performance for Northampton General Hospital NHS Trust for 
Month 2 (May 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. 

 
2. SERVICE PERFORMANCE 
 

See Appendix 1 for score card and trend charts 

  

2.1 A&E Clinical Indicators 
 
The Trust did not achieve the 4 hour A&E transit time.  During May 93.37% of patients were 
treated or admitted within 4 hours against the standard of 95%.  The year to date performance 
is 94.16%.  
 
Activity levels during April and May are above the 2012/13 plan and May activity is compared 
to 2011-12 as detailed below; 
 

 
Figure 1-Activity vs. Plan, Emergency Department 2012/13 

 
 

 
Figure 2 A7E attendances 2011-12 vs. 2012-13 

 
Progress against Recovery Plan   
 

 The Trust has introduced a single point of access (SPA) from 7th June.  The full impact of 
this will be reported at the July Trust Board however early indications are positive, the 
service is running 24 hours a day and all patients are rapidly assessed by a team of 
doctors and nurses. The service is consultant led from 8am to 9pm. 

 

 Refurbishment of A&E is now complete; all minors are still separated from the main A&E 
whilst the SPA is trialled.  

 

 A full daily breach analysis is carried out and key themes collated and discussed each 
day with the relevant services, additional actions are then made to the recovery plan 

Page 48 of 158



 
 

3 

 

 Following a review of activity and staffing skill mix by hour of day, we have increased our 
junior doctor presence overnight and we are currently seeking an additional locum 
consultant to work from 8pm till 4am. Recruitment to the substantive Consultant positions 
is proving difficult, interviews are being held in August. Portering has also been increased 
during the evenings 

 
A&E Benchmarking – Information to 10th June 2012 

 
 

 
2.2 Referral to Treatment Time (RTT) 
 

During May 2012, the Trust achieved all of the RTT standards by each specialty. 
 
Incomplete pathways over 26 weeks, pathways where a patient has not yet started their first 
treatment, are being monitored monthly by NHS Midlands and East.  In May there were 27 
patients waiting over 26 weeks to start elective treatment, an increase from 26 patients in April.  
Reasons for delay include patient choice and capacity within the Orthodontic Department.  
Plans are in place to increase capacity and reduce waits within orthodontics thus reducing the 
number of incomplete pathways over 26 weeks. 

  
2.3 Cancer Standards 
 

The Trust did not achieve the following two cancer standards: 
 

 62 days from urgent referral to treatment.  The Trust achieved 81.5% against the 
standard of 85%.  The quarter to date position is 83.45%.  This standard is at risk for 
quarter 1.  

 31 days from decision to treat to start of first treatment for subsequent drug therapy.  
The Trust achieved 95.50% against the standard of 98%.  Quarter to date position is 
97.75%.   
 

62 day standard 
During May there were an increased number of breaches of this standard.  The reasons for the 
breaches include an increase in the number of patients referred from other trusts that had 
already breached, complex pathways particularly in Head and Neck and Urology, and patient 
choice.  The following actions have been put in place as part of the Trust’s recovery plan: 

7
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 A breach reallocation policy has been developed and agreed in principle by the LNR 
Cancer Board as part of the East Midlands Cancer Network 

 Additional capacity has been created for the combined oncology and surgical  Head 
and Neck cancer clinic 

 No 2ww referrals will be downgraded to routine referrals 

 The process for scheduling oncology patients has been reviewed  
 

31 days from decision to treat to start of first treatment for subsequent drug therapy 
During May the Trust achieved 95.5% against the standard of 98%.  The process for 
monitoring and scheduling all patients has been reviewed to ensure all patients are scheduled 
with their target dates.  

 
3. RECOMMENDATIONS 
 

Trust Board is asked to discuss and approve the contents of this report. 
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Appendix 1 
 
Service Performance 
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TRUST BOARD SUMMARY SHEET 

Title HR REPORT 

Submitted by Andrea Chown, Deputy Director HR 

Date of meeting 27 June 2012  

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

SUMMARY OF CRITICAL POINTS 
This is the monthly HR report for June 2012 which focuses on the figures for April 2012 and the following 
topics :- 

 Substantive Workforce Capacity 
Substantive workforce capacity decreased by 16.67 FTE from 3,802.52 to 3,785.85 FTE which is below the 
plan (4,250.48) for the month. The % FTE of contracted workforce against budgeted establishment has 
decreased by 2.79% to 89.07%. For the financial year 2012/13 the Budgeted Workforce Establishment (FTE) 
increased by 110.91 FTE. 

 Temporary Workforce (excluding Medical Staffing) 
Temporary Workforce Usage increased by 1.2% from 7.19% to 8.39% 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 decreased by 1.75% from 98.98% to 
97.23%. 

 Calendar Days Lost to Sickness 
The number of calendar days lost to sickness increased by 217 from 6,384 to 6,601 in April 2012. 

 Days Lost per Employee 
The number of days lost per employee increased by 0.06 from 1.42 to 1.48 in April 2012. 

 Long Term Sickness Absence 
Long term sickness absence increased by 0.36% in April 2012 to 2.56% which is above the Trust target of 2%. 

 Short Term Sickness Absence 
Short term sickness absence has decreased by 0.03% to 2.22% in April 2012 (Trust target 1.4%). 

 Staff Turnover 
Staff turnover (leavers) has decreased by 0.06% on the month to 8.31%, which remains above the Trust target 
of 8%. 

 Temporary Workforce Expenditure (including Medical Staffing) 
The temporary workforce expenditure has decreased by £142,708 from £1,278,223 to £1,135,515 which is 
equal to 7.48% of the total workforce expenditure. 

 Appraisals 
It is proposed and subject to Trust Board approval, that for the financial year 2012/2013, all appraisals will be 
centrally recorded on OLM and reported on a quarterly basis. The Training & Development Department will be 
responsible for the centralised management of recording appraisals and the HR Business Partners will work 
with Managers to implement the process of submitting appraisal records.  
Mandatory Training 
The Mandatory Training Activity Forecast shows an increase in training levels occurring in April 2012. If the 
run rate is maintained the Trust will achieve a 97.11% rate at year end. 
Forecast & Risks 
For the financial year 2012/13 the Budgeted Workforce Establishment (FTE) increased by 110.91 FTE, which 
has contributed to the decrease of Contracted Workforce against Budgeted Establishment of 2.79%. 
The Temporary Workforce Capacity percentage remains above target as the demand for temporary staff 
continues due to increased activity. 

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 and debate the contents of this report.   
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SELF-CERTIFICATION RETURNS

Organisation Name:

Northampton General Hospital NHS Trust

Monitoring Period: 

May 2012

NHS Midlands & East

Provider Management Regime

2012/13

Returns to providerdevelopment@eoe.nhs.uk by 

the last working day of each month

10
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2012/13 In-Year Reporting

Name of Organisation: Period: May 2012

Organisational risk rating 

* Please type in R, A or G

Governance Declarations

Supporting detail is required where compliance cannot be confirmed.   

Governance declaration 1

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

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:

 If Declaration 2 has been signed:

Target/Standard:

The Issue :

Action :

Target/Standard:

The Issue :

Action :

3.0

2.0

A

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

A&E: Total time in A&E

Recovery plans have been developed and dialogue with partner providers is ongoing

NHS Trust 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.

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.

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.

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

Key Area for rating / comment by Provider 

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: 

Score / RAG rating*

Internal remedial action plan in place  and dialogue with wider HC ongoing

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. 

Gerry McSorley

All cancers: 62-day wait for first treatment /31 day subsequent treatment (Drug)

Due  to complexities of care and delay in initial referral from the other providers, the Trust has not 

delivered the two targets in month

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

Northampton General Hospital NHS Trust

The Trust did not deliver the Transit time target in May 2012 and is now behind trajectory YTD

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

For CLINICAL QUALITY, that: Response

1 

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

2 

3 

4 

4 
For SERVICE PERFORMANCE, that: Response

5 

For RISK MANAGEMENT PROCESSES, that: Response

6 

7 

8 

9 

10 

Response

11 
Response

12 

13 

14 

15 

16 
Signed on behalf of the Trust: Print name Date

CEO Gerry McSorley

Chair Paul Farendon

The necessary planning, performance management and risk management processes are in place to deliver the annual 

plan

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

The management team have the capability and experience necessary to deliver the annual plan

For COMPLIANCE WITH THE NHS CONSTITUTION, that:

For BOARD, ROLES, STRUCTURES AND CAPACITY, that:

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

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. 

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. 

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

41030
Board Statements

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

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

The management structure in place is adequate to deliver the annual plan objectives for the next three years. 

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

The selection process and training programmes in place ensure that the non-executive directors have appropriate 

experience and skills

Northampton General Hospital NHS Trust

A Statement of Internal Control (“SIC”) is in place, and the trust is compliant with the risk management and assurance 

framework requirements that support the SIC pursuant to the most up to date guidance from HM Treasury (see 

http://www.hm-treasury.gov.uk)

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

Information Governance Toolkit

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

The Board maintains its register of interests, and can specifically confirm that there are no material conflicts of interest in 

the Board

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.

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

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. 
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NHS Midlands and East Provider Management Regime

Area Details

1 C.Diff Performance against contract with main commissioner

2 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 so, it will be required to [provide, and then] report monthly against, an MRSA action plan until the risk has been satisfactorily addressed.

3
Cancer:

31 day wait

31-day wait: measured from cancer treatment period start date to 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.

4
Cancer:

62 day wait

62-day wait: measured from day of receipt of referral to treatment start date. This includes referrals from screening service and other consultants, 

including consultant upgrades. Failure against either threshold represents a 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.

6 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.

7 Cancer
Measured from day of receipt of referral – existing standard (includes referrals from general dental practitioners 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 guidance and documentation concerning cancer waiting targets can be found at: 

http://nww.connectingforhealth.nhs.uk/nhais/cancerwaiting/documentation

8a A&E (Q1) In Quarter one - 95th percentile waits for 4 hours or less to be used

8b A&E (Q2) From Quarter two:

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

• Time to initial assessment: for ambulance arrivals. Initial assessment to include a pain score and early warning score.

• Time to treatment decision: time from arrival to see a decision-making clinician (defining management plan and may potentially discharge the 

• Unplanned reattendance rate: within 7 days of original attendance. Includes patients referred back by another health professional. The SHA will not 

score this for paediatric specialist NHS 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.

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

10 Mental 7-day follow up:

Health:

CPA

Numerator: 

The number of people under adult mental illness specialties on Care Programme Approach who were followed up (either by face-to-face contact or by 

phone discussion) within seven days of discharge from psychiatric inpatient care.
Denominator: 

the total number of people under adult mental illness specialties on Care Programme Approach who were discharged from psychiatric 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 least one formal review in the last 12 months. Date last seen by care coordinator will be 

used as a proxy for formal Care Programme Approach review during 2011/12.
Denominator: 

The total number of adults who have received secondary mental health services and who were on the Care Programme Approach at any point during 

the reporting period.
For full details of the changes to the Care Programme Approach process, please see the implementation guidance, Refocusing the Care Programme 

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 patient has been transferred to prison, contact should be made via the prison in-reach team.

Exemptions from both the numerator and the denominator of the indicator include:

• patients who die within 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.

11 Mental Health: Numerator: 

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

DTOC 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.

12 Mental This indicator applies only to admissions to the NHS trust’s mental health psychiatric inpatient care. The following cases can be excluded:

Health: • admissions to psychiatric intensive care units;

I/P and • internal transfers of service users between wards in a trust and transfers from other trusts;

CRHT • 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:

a) provide a mobile 24 hour, seven day a week response to requests for assessments;

b) be actively involved in all requests for 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 perspective will be required;

c) be notified of all pending Mental Health Act assessments;

d) be assessing all these cases before admission happens; and

e) be central to the decision making process in conjunction with the rest of the multidisciplinary team

13 Mental Health
Monthly performance against commissioner contract. Threshold represents a minimum level of performance against contract performance, rounded 

down.

14 Mental Patient identity data completeness metrics (from Mental Health Minimum Data Set) to consist of:

Health: • NHS number;

MDS • Date of birth;

• Postcode (normal residence);

• Current gender;

• Registered General Medical;

• Practice organisation code; and

• Commissioner organisation code.

Numerator: count of valid entries for each data item above.

NB 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.

15 Mental Outcomes for patients on Care Programme Approach:

Health: • Employment status:

CPA 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 working back from the end of the reported quarter.

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 quarter.
• In settled accommodation:

Numerator: 

The number of adults in the denominator who were in settled accommodation at the 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 reported quarter.
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 quarter.
• 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

Cat A
Life threatening

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

a) Disabilities:

Access

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?

b) to healthcare Does the NHS trust provide readily available and comprehensible information to patients with learning disabilities about the following criteria?:

• treatment options;

• complaints procedures; and

• appointments.

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

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

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

f) Does the NHS trust have protocols in place to regularly audit its 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.

18 DTCs Performance against contract with main commissioner

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

Access

20 Chlamydia Performance against contract with main commissioner

Screening

21 Smoking Performance against contract with main commissioner

Quitters

22 6 Wk Wait Access to diagnostics against a target of 100% compliance

Diagnostics

23 New birth Performance against contract with main commissioner

visits

24 HPV Human Papillomavirus (HPV) uptake

Performance against contract with main commissioner

25 Comm'ty Responses within 7 days

Equip Store

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

26 b Non-Urgent DN Response by a DN within 48 hours of receiving a non-urgent request / referral

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%.

Ref

5a&b

 16a

Thresh-

olds
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June 2012 

Monthly Feature—Green Car Scheme 

One of the ways the trust can save money is through Salary Sacrifice schemes.    

These schemes benefit both the employee and the employer because payments are 

taken out of staff salaries before tax and na#onal insurance are applied.  This        

reduces the amount of tax that employees pay, and therefore also reduces the     

na#onal insurance and pension contribu#ons made by the trust on the employee’s 

behalf.  The trust has already implemented several schemes such as; cycle to work 

scheme, buy-back of annual leave, and the busy bees child care vouchers. 

 

The next scheme to be introduced is Green Car.  This will enable staff to lease a 

brand new car at a much reduced cost. The scheme is building on the Government 

ini#a#ve to promote energy efficient cars.  
 

Benefits of the Green Car scheme: 

• Significant savings for staff when compared to  high street deals. 

• The more environmentally friendly the be-er the savings for staff. 

• No capital or deposit required. 

• Environmentally friendly, suppor#ng the trust’s energy policies 
 

 

The scheme is due to be adver#sed in July, in #me for the September registra#on 

plates, so keep your eye out for the launch event at the Cyber café and further                     

communica#ons. 

 

11
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Procurement update 

As part of their 2012/13 plan the procurement team have established a range of workstreams that 

are expected to deliver over £1m towards the trust’s transforma#on targets.  This includes reduced 

prices, changes to supplier, or even new product lines.   

 

Many of these workstreams are joint projects with care group and corporate teams to ensure that 

quality and safety issues are fully included in any specifica#ons that are developed as part of the    

nego#a#ons. 

 

In April this year, the procurement team saved £145,383.50, and are well on the way to exceeding 

their target. 

 

The team are also working on a number of tenders for new equipment such as the pharmacy robot 

replacement, and are suppor#ng the commercial aspects of the roll out of the hybrid mail system. 

Hybrid Mail update 

Hybrid mail is one of many projects being undertaken as part of the Trusts 'Transforma#on            

Programme'.  

 

While this (desk top mail) postal service is s#ll seen as providing a #mesaving and cost effec#ve     

alterna#ve to "franked" mail, especially since the postal rates price increase, implementa#on is     

taking longer than planned. This has been due to technical issues which are important to resolve to 

ensure that future users have a robust, user friendly, alterna#ve to current franked mail services. 
 

This has meant that we have not been able to deliver this alterna#ve solu#on as quickly as we would 

like to. Even with the slower roll out than an#cipated  (since February this year) we have been able 

to send out over 25,000 items of mail using the Hybrid mail services. This has resulted in postal and 

sta#onery savings. 
 

We want to assure you that the "roll out" of the hybrid mail service is con#nuing and to thank all the 

departments that have provided specific informa#on and a-achments that will be linked into future 

hybrid mail services. The project team would like to reassure you that as this service rolls out you will 

be fully informed and involved with the process. 
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3  

Outpa#ents update 

 

The DNA pa#ent reminder system con#nues to work well and generated an addi#onal £11.5k in    

income last month that would have ordinarily been lost due because pa#ents had failed to turn up to 

their appointments. 
 

The Outpa#ent Standards go public this month.  The 10 outpa#ent standards will be available for all 

to view on the NGH website and on The Street.  Measuring us against these standards, pa#ents are 

now be able to leave feedback for their outpa#ent visit either by filling out a paper ques#onnaire, 

found in clinic wai#ng areas, or by going on to the NGH website. 
 

The booking centre has now devolved.  Special#es/Care Groups will now be responsible for          

monitoring their booking services and ensuring acceptable levels of service are maintained.           

Performance levels for the Trust’s booking system will be con#nually monitored to iden#fy areas that 

are underperforming.  Central referrals are now managed by Oncology staff. 
 

Transforma#on 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 con#nuing to be developed. 
 

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

steps, their financial targets and any risks to delivery.  

Pa#ent Flow  

Theatres 

Outpa#ents 

Administra#on Review 

Procurement 

Pathology 

Therapies 

Medical 

Estates 

Outsourcing 

Nursing 

Back office 

Contract Compliance 

Pharmacy 

Controls 

HR Tac#cal (On-call and Out of Hours) 

Workforce, Bank & Agency 

Directorate 3% CIPs 

11
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Who to contact…….. 

If you have any comments or ques#ons related to anything contained within this newsle-er, 

please don’t hesitate to contact any member of the Transforma#on team listed below 
 

Jenny Briggs, (Jenny.briggs@ngh.nhs.uk—Ext 3711) 

• Pathology 

• Back Office 

• Pharmacy 

• Procurement 

• Outsourcing 

• Service Line Management 

• IT enablement  

Chris Albone, (Christopher.albone@ngh.nhs.uk—Ext 5909) 

• Outpa#ents 

• Pa#ent Flow 

• Contract Compliance 

• On-Call 

Ja#nder Singh (Ja#nder.singh@ngh.nhs.uk—Ext 3317) 

• Nursing 

• Estates 

• Bank & Agency 

• Therapies 

Lorna Gould (Lorna.gould@ngh.nhs.uk—Ext 5909) 

• Theatres 

• Administra#on Review 

• Controls  
 

 

 

We would also be interested in any ideas you may have regarding any part of the  Transforma#on 

Programme, whether it is a sugges#on for poten#al cost improvements or for something you 

would like to see featured within the newsle-er. 

Thank you to Nick Penney who e-mailed a money saving idea to Gerry McSorley recently.  

Nick’s sugges#on was to make use of the free Google Translate App on smartphones in clin-

ics.  The Transforma#on Delivery Group discussed this idea and felt that whilst there may be 

some difficul#es using this kind of system in clinics, there may be some merit in using similar 

systems for transla#ng documents. 
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BOARD SUMMARY SHEET 

Title The Patient Experience:  Strategy for Improvement  
2012-2015 

Submitted by Suzie Loader, Director of Nursing, Midwifery & Patient 
Services 

Prepared by Jane Salvage, Health Consultant 

Date of meeting 27 June 2012 

Corporate Objectives Addressed Improve Clinical Quality and Safety 

SUMMARY OF CRITICAL POINTS  

 This is the Trust’s first patient experience strategy. 

 It builds on previous and current work in the Trust and other related strategies and 
initiatives, and draws on national and regional guidance and projects.  

 It highlights four key areas for improvement.  
1. Help leaders to improve the patient experience. 
2. Help staff to improve the patient experience. 
3. Engage patients in improving the patient experience. 
4. Improve services through measuring the patient experience. 

 It brings under one umbrella the diverse range of patient experience initiatives already 
under way in the Trust. 

PATIENT IMPACT 
The strategy aims to improve the experiences of all patients who use services at our acute 
and community hospital sites and in the community.  
 

STAFF IMPACT  
Every Trust staff member, whatever their role, will take personal responsibility for their part in 
implementing this strategy. Various actions are proposed to ensure this. 
 

FINANCIAL IMPACT  
TBC 
 

EQUALITY & DIVERSITY 
TBC 
 

LEGAL IMPLICATIONS 
Nil  

RECOMMENDATIONS 

 Members of the Board are asked to note the contents of this report and to challenge 
as appropriate. 

 That the Board ratify the Patient Experience Strategy 
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The Patient Experience:   
Strategy for Improvement  

2012-2015 
 
 
 
 
 
 

 
 

Ratified as: The Patient Experience: Strategy for Improvement 2012-2015  
Date of Issue: June 2012 
Date(s) Reviewed: 
Next Review Date: June 2015  
Version Number: 1 
Revised as:  
Responsibility for Review: Director of Nursing, Midwifery & Patient Services 
Contributors: Chief Executive, Medical Director, Deputy Chief Executive, 
Deputy Director of Nursing (Governance), Deputy Director of Nursing 
(Professional Standards), Complaints Manager, Patient Experience Manager  
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 3 

1 Introduction  
 
 
The Trust Quality Strategy states: ‘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.’ It 
says high quality care has three key interlinked components: patient safety, 
effectiveness of care, and the patient experience. Here we set out our plan to 
tackle the third component.  
 
This, the Trust’s first patient experience strategy, aims to improve the 
experiences of all patients who use services at our acute and community 
hospital sites and in the community.  
 
We know that most patients are generally satisfied with their care, and that 
our staff work with dedication and skill to make the patient experience as good 
as possible. We also know, however, that there is plenty of room for 
improvement. Judging by the results of the latest National Survey of Adult In-
patients, our Trust’s performance on patient experience is about average 
compared with other NHS trusts, and worse in one or two respects (Care 
Quality Commission 2012).  
 
Being just average is not good enough – we want to be among the very best, 
so that we can say with confidence, ‘The care we give at Northampton 
General Hospital NHS Trust is exactly what we would want for our loved ones 
and ourselves.’ 
 
This strategy builds on previous and current work in the Trust and other 
related strategies and initiatives, and draws on national and regional guidance 
and projects. It highlights four key areas for improvement, shown in Box 1. It 
sets out clear aims and objectives in each area to improve the experiences of 
every one of our patients and their families and carers.  
 
As the best mechanism for making these improvements, the strategy 
proposes to bring under one umbrella the diverse range of patient experience 
initiatives already under way. This will enable a better co-ordinated approach 
to measuring, monitoring and reporting patient experience across all our 
services. It also aligns with our other strategies and governance structure. A 
more detailed patient experience improvement action plan will be presented to 
the Board in July. 
 

Box 1: Four key areas for improving patients’ experiences 
 
1. Help leaders to improve the patient experience. 
2. Help staff to improve the patient experience. 
3. Engage patients in improving the patient experience. 
4. Improve services through measuring the patient experience. 
 

 
 

12
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 4 

2 Our vision  
 
The Trust is ‘committed to providing the very best care for all our patients’. 
The values that underpin our vision (see Box 2) are all relevant to improving 
the patient experience.  
 
This commitment requires us to do everything in our power to ensure that the 
experiences of patients, families and carers are positive, supportive and 
conducive to their health and wellbeing at every stage of their care pathway. 
They will be cared for and treated with competence and kindness, and their 
dignity and individuality will be respected at all times.  
 
Every Trust staff member, whatever their role, will take personal responsibility 
for their part in achieving this goal. As a key dimension of high quality care, 
the patient experience will be at the heart of our planning and performance 
management, with related objectives in every business plan.  
 
 
 

Box 2: The Trust’s vision, values and aims 
 

 

 
 

‘Right care, first 
time, every time’ 
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 5 

 

3 Our framework 
 
The patient experience is at the heart of everything we do. It is shaped by a 
huge range of factors, some of which we cannot influence but many we can. 
Formulating an achievable, sustainable and inspiring strategy is a difficult 
challenge. Before developing this strategy, we reviewed the following: 
 

 our own activities and performance; 

 what some other trusts are doing; 

 relevant national and regional guidance and toolkits. 
 
We found the Transforming Patient Experience approach advocated by the 
NHS Institute for Innovation and Improvement (NHSI 2012) particularly clear 
and comprehensive. It is evidence-based, stimulates innovative thinking using 
tested approaches, and provides the evidence and processes we need to 
influence everyone at all levels to focus on improving the patient experience.  
 
What follows here utilises that framework and builds in our own experiences 
and goals. First we address the ‘why?’ of understanding our patients’ 
experiences of our services in section 4. Then we turn to the ‘how?’ in section 
5, which sets out our objectives and actions. 
 
 

4 Why it is essential to understand the patient experience? 
 
We begin by making the case for exploring the value of understanding patient 
experience. We will then look briefly at the research evidence and the policy 
frameworks. 
 
4.1 Making the case for exploring the patient experience 
 
‘I am, yet what I am none cares or knows,’ begins a famous poem written by  
John Clare, the Northamptonshire Peasant Poet, when he was a patient in the 
Northampton General Lunatic Asylum (now St Andrew’s Hospital) in 1844. No 
patient should ever feel like that. Our belief in the importance of every person 
in our care, and our commitment to humanitarian values and the NHS 
Constitution, means we must strive to make the patient experience as good 
as it can be. 
 
There is also a compelling business case for doing this. It includes the 
evidence of the impact of patient experience on the Trust’s reputation; the 
impact of patient choice and increased control of care and treatment on their 
experiences; the link between experience and health outcomes; the link 
between experience and cost of care; and the relationship between staff 
engagement and patient experience.  
 
Organisations that pay full attention to providing high-quality patient 
experience, through engaging well with both patients and staff, appear to 
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achieve better health outcomes and to be more cost-effective, says the NHS 
Institute for Innovation and Improvement. 
 
So how well are we doing? As noted above, our performance in the National 
Survey of Adult In-patients for 2011 was about average, and worse in one or 
two respects compared with 2010. More encouragingly, we achieved some 
significant improvements: a shorter wait before being admitted to a ward; not 
having to share sleeping areas or facilities with members of the opposite sex; 
and doctors and nurses working better together. We know that a lot of what 
the Trust does is good and that patient satisfaction is generally high. 
 
These improvements are welcome but we cannot stand still, especially if the 
Trust is to thrive in these uncertain times. There is plenty of room for much 
more improvement. On patients being bothered by noise at night from other 
patients and from hospital staff, we were rated worse than most other trusts. 
Since the previous year, the rating of our hospital food had deteriorated and – 
crucially important to this strategy – so had the responses to the question, 
‘During your stay, were you ever asked to give your views on the quality of 
your care?’  
 
Making the case, the ‘why’, involves several considerations and principles, 
explored briefly below: 
 

 start with the patient; 

 change how we think and act; and 

 work within national policy frameworks. 
 

4.2 Start with the patient 
 
Starting with the patient, listening to their needs, and co-designing the 
experience to meet those needs results in an environment where people feel 
cared for, supported and safe. It is an achievable process and we aim to 
develop a more coherent and focused approach to it, using tested tools to 
help us create simple, sustainable solutions. 
 
It means putting patients and their representatives in the driving seat: 
involving them every step of the way, in giving feedback, collecting data, 
identifying what needs to be done, shaping solutions and implementing them. 
 
All our staff need to ‘start with the patient’. This is stating the obvious, but it is 
easily forgotten in the pressure of daily work. Staff are so familiar with their 
working environment that they can forget how strange and intimidating it may 
appear to patients, who will usually feel anxious and apprehensive. Front line 
staff need to understand why a positive patient experience is so important, 
and what the benefits are for patients and staff. We need to find effective 
ways of helping staff routinely to share their ideas on improving patients’ 
experiences, and to introduce small incremental changes that can make a big 
difference.  
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4.3 Change how we think and act 
 
Fundamental engagement with the idea of starting with the patient is 
essential. Becoming an organisation that routinely focuses on listening and 
acting on patient feedback involves changing the way we think and act. It is 
not a tick-box exercise and cannot happen without visible leadership and full 
engagement, beginning with the Board – both executive and non-executive 
directors - and shadow governors. The Trust needs to accelerate the change 
processes in our quality strategy if we are to use the evidence effectively and 
improve the patient experience. Visible leadership will be more important than 
ever as we move towards foundation trust status and continue to face the 
challenges of health service reorganization, reductions in income and service 
transformation. 
 
Changing the way we think and act is hard, as it may threaten some of our 
traditional ways of working. There is also much external turbulence, which 
tends to encourage resistance to change. Research shows we need to invest 
in understanding patient experience and providing support for staff at all 
levels. As our Quality Strategy says, ‘When things have not gone well, we will 
focus on learning lessons and improving quality. When things go well, 
information and learning will be shared so others can learn.’ 
 
Encouraging input and eliciting ideas from all levels of staff right from the start 
helps ensure that they feel a sense of involvement and ownership. They are 
then more likely to feel responsible for implementing initiatives to which they 
have contributed actively.  
  
 
4.4 Work within national policy frameworks 
 
In response to widespread concerns about the quality of care across the UK, 
individual patients, families, carers, service user groups and the media are 
calling for a greater focus on patients’ experiences. They are backed by 
national and regional bodies, commissions and public inquiries. This upsurge 
of interest is stimulating the development and refinement of a wide range of 
evidence-based approaches, tools and frameworks.  
 
Fortunately there is a growing evidence base to help us decide what to do. In 
2010 the Department of Health and the NHS Institute for Innovation and 
Improvement commissioned a research programme, What matters to 
patients? Developing the evidence base for measuring and improving patient 
experience (King’s College London and the King’s Fund 2011). It sets out 
strong arguments for how the NHS can improve services and patients' 
experiences of them.  
 
A number of national policies require healthcare organisations and 
professionals to measure and improve patient experience. The policies aim to 
provide a patient-centered service that meets the population’s physical and 
emotional needs, and in doing so uphold the three purposes of the NHS 
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Outcomes Framework 2012-13 (Department of Health 2011). These are 
accountability (reporting upwards); transparency (reporting out to patients and 
the public, which means reporting measures that people understand); and 
improvement.  
 
A growing set of useful national and regional guidance, projects and 
resources is available. The NHS Patient Experience Framework published by 
the Department of Health (2012) is an important reference point. It provides, 
for the first time, a national evidence-based framework that is expected to 
guide the measurement of patient experience across the NHS. Appendix 1 
shows the elements it outlines as critical to patients’ experiences. They 
include: 
 

 respect for patient-centred values, preferences, and expressed needs;  

 coordination and integration of care across the health and social care 
system;  

 good information and communication;  

 physical comfort; and 

 emotional support. 
 
Although most NHS organizations undertake a range of activities to improve 
patients’ experiences, they are only just beginning to develop overall 
strategies for improving patient experience. By developing and implementing 
this strategy, the Trust is therefore in the forefront.  
 
These are some of the major reasons why we should work on improving the 
patient experience. We turn now to looking at how we can tackle it. 
 
 

5 How we will improve the patient experience 
 
Our plans need to demonstrate how feedback can be gathered; the process of 
identifying and implementing improvements with patients and staff; and what 
the benefits will be for patients, staff and the organization. They cannot 
succeed without some essential underpinnings, says a King’s Fund expert 
(Cornwell 2012): 
 

 a defined budget;  

 personnel with relevant expertise to collect, analyze and present data; and  

 an education and training plan with a budget for improving patient 
experience. 

 
We will now look at how various parts of the Trust’s health system can 
improve the experience of the patients in their care and work towards our 
overarching aim for improving the patient experience (box 3):  
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Box 3: Overarching aim for improving the patient experience: 
 
‘We will do everything in our power to make the experiences of patients, 
families and carers consistent with our vision. Every Trust staff member, 
whatever their role, will take personal responsibility for their part in 
achieving it.’  
 

 
 
Box 4 below, summarises the main drivers of our strategy, including the four 
key improvement areas already listed in Box 1 above. To lead the patient 
experience improvement programme and coordinate actions proposed to 
achieve each major objective, we propose to establish a Patient Experience 
Board. Table 1 at the end of Section 5 summarises the specific actions 
proposed in each of the key improvement areas. The two overarching 
measures of progress we will use are: 
 

 achieve a step change in our National Survey of Adult In-patients results 
over the next three years, ensuring we are in the top 25% in all areas;  

 make an annual 10-point improvement in our Friends and Family Test 
score.  

 
We will now discuss all these elements of the strategy in more detail. 
 

 Box 4: Main drivers of the Trust Patient Experience Strategy

 
 

 
5.1 Key area 1: Help leaders to improve the patient experience 
 
Rationale: 
 
Many senior leaders and others charged with improving quality in the NHS do 
not know, or do not believe, that there is an evidence base on patient 
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experience and they are not confident about measuring it (Cornwell 2012). 
Yet the evidence shows that visible leadership is one of the two main 
attributes of health organisations that collect experience data and use it to 
make changes.  
 
Strong leadership will be vital for improving patient experience in our Trust. 
This leadership is exercised by our Board, which bears responsibility for 
setting our tone and culture. As we move towards foundation trust status, non-
executive directors and shadow governors should be fully involved in shaping 
and implementing this strategy.   
 
Our strategic objectives are already driving our Quality Strategy, which 
contains a high-level articulation of this patient experience strategy. The goals 
we choose to improve patient experience must be linked specifically to our 
strategic objectives. The patient experience, as a key dimension of high 
quality care, must have a high profile at the heart of our planning and 
performance management, with related objectives in all our business plans. 
 
To ensure high-level commitment to improving the patient experience across 
the organisation, the Director of Nursing, Midwifery and Patient Services, who 
is responsible for managing patient experience at board level, will engage with 
the senior team.  
 
Staff designated as patient experience leads in each directorate will need to 
engage colleagues and the senior team to ensure they understand what 
patient experience is, and what it means for the Trust. Each lead will be 
responsible for holding up a mirror to their colleagues so they can work with 
patients to identify how to improve the patient experience in their patch - often 
small, achievable actions that can make a big difference.  
 
The Trust works in partnership with commissioners and other partners and 
stakeholders to deliver high quality care and excellent patient experience 
across the whole patient pathway. These partners need to be informed of and 
fully engaged with this strategy. Voluntary organisations that advocate for 
patients or provide services and support need to be fully on board as they 
provide a rich source of expertise and understanding of the patient 
experience. 
 
Actions: 
 
1. Include patient experience objectives in every Trust business plan.  
2. Ensure full involvement of the Board and shadow governors in 

implementing this strategy. 
3. The Director of Nursing, Midwifery and Patient Services will engage with 

the senior team to ensure effective implementation.   
4. Ensure engagement of all partner and stakeholder organizations. 
5. Designate patient experience leads in all directorates and formalise their 

terms of reference. 
6. Develop plans to improve key aspects of the patient experience, including: 

a. the discharge process; 
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b. noise at night; and  
c. the quality of hospital food. 

 
 
5.2 Key area 2: Help staff to improve the patient experience 
 
Rationale: 
 
There is compelling evidence of a strong relationship between staff wellness 
and experience, patients’ experiences and outcomes. Staff who are better 
engaged deliver better, safer care and take less sick leave, as the Boorman 
report confirmed (Department of Health 2009). The Trust recognises that the 
quality of patient care and patients’ experiences largely depends directly or 
indirectly on the skills, knowledge, and attitudes of all 4,000 of our staff 
members. 
 
An organisational culture in which staff know that patient experience is a 
priority is the second main attribute of health organisations that collect 
experience data and use it to make changes. There are strong links between 
the experience indicators and trusts’ scores in NHS staff surveys, as the 2007 
National Acute Inpatient Survey revealed. Where staff had clear and planned 
goals, patients were more likely to report good communication, such as being 
involved in decisions about their care. 
 
Some areas of our Trust have high morale and good engagement, but there is 
much more to be done. Our aim is to become one of the best places to work. 
This requires a clear approach to staff engagement and we are tackling this in 
various ways, primarily through the Listening into Action (LiA) approach as the 
key to our new Staff Engagement Strategy (2012). We are already committed 
to the seven principles of LiA, which are equally relevant to this Patient 
Experience Strategy. 
 
We would also like to highlight some additional principles. We want the values 
shown in Box 2 to drive staff attitudes and behaviours, so that they underpin 
and are demonstrated in everyday practice. Every single person in whatever 
role must be helped to take individual responsibility for the part they play in 
making the experiences of patients, carers and families as positive as 
possible. We will develop a Trust Standards of Behaviour Framework that 
builds on the value statement to highlight our expectations of staff attitudes 
and behaviours, including such key areas as respect and compassion. 
 
All staff members must be helped to understand that everything we do and 
the way we do it, from the way we write our admission letters to car parking to 
clinical practice, shapes the experiences of our patients while they are in our 
care. A single careless or unkind word or action by a clinician or receptionist 
can colour the patient’s whole perception of a care episode, and slow down 
their recovery.  
 
As already stated, this will require nothing less than a culture change, 
especially in the parts of our organisation where staff performance and morale 
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fall short. We also want to raise the bar for everyone. Fullest possible 
engagement of staff and patients cannot happen overnight and we want the 
change to be sustainable, which requires long-term commitment and hard 
work.  
 
At the same time we need to act quickly and purposefully, because poor 
patient experiences should no longer be tolerated. Small but significant 
incremental changes can make a huge overall difference; our goals are 
ambitious but we will succeed if everyone contributes, from cleaner to chief 
executive. 
 
Continuing education, training and professional development for all staff is 
essential to the delivery of high quality services. We need to develop a 
targeted training programme with a specific focus on patient experience. We 
will also review existing training programmes and introduce where appropriate 
a module on desired behaviours to improve the patient experience.  
 
Clinical staff are key to making improvements in service quality, which 
includes treating patients with kindness and respect at all times, unfailingly. 
We must further encourage clinical leadership and engagement in patient 
experience. Some directorates have patient experience leads/champions and 
this should be extended to all. One starting point used successfully elsewhere 
is for each directorate to engage staff and patients in producing a description 
of what its service should look like - from a patient viewpoint. 
 
All clinicians should act on the new quality standards produced by the 
National Institute for Health and Clinical Excellence (NICE) in Clinical 
Guideline 138 (NICE 2012). This national framework, Patient experience in 
adult NHS services: improving the experience of care for people using adult 
NHS services sets out the components of a good patient experience, 
providing ‘the evidence and direction for creating sustainable change that will 
result in an NHS cultural shift towards a truly patient-centred service.’ (See 
Appendix 2). 
 
Finally, patients should know exactly what they can expect from us, and what 
they can do to express appreciation or tell us when we fail. Some trusts are 
tackling this by giving a pledge card or leaflet to all new patients, such as a 
feedback card encouraging patients to send ‘a message to Matron’.  Earlier 
efforts to produce and implement a Trust customer care code of practice 
should be revived.  
 
Actions: 
 
1. Develop a Trust Standards of Behaviour Framework to outline our 

expectations of staff attitudes and behaviours. This will be used: 
a. in staff appraisals; 
b. in recruitment and selection;  
c. in the development of a Trust customer care code of practice; and 
d. in other ways to be identified. 
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2. Develop a staff development programme with a specific focus on patient 
experience, with the following goals: 

a. all staff will understand the importance of providing a good patient 
experience, and its impact on patient and their carers and on the 
organisation as a whole; 

b. all staff will recognise their contribution to the patient experience 
and its improvement; 

c. staff concerns relating to the patient experience will be listened to 
and there will be a structured method of receiving this feedback; 

d. staff will know how to learn lessons and improve the patient 
experience when things do not go well; and   

e. staff will know how to learn, share information and reward success 
when things go well. 
 

3. Review existing training programmes and introduce where appropriate a 
module on desired behaviours to improve the patient experience, based 
on these goals.   
 

4. Address the patient experience as a key theme in Listening into Action. 
 

5. Ensure compliance with NICE Clinical Guideline 138 in all clinical areas.  
 

6. Continue and enhance the patient experience work stream in the Nursing 
and Midwifery Strategy 2011-2014, including registered nurses conducting 
a care round on every shift; and a review of care environments to identify 
improvements.  

 

7. Liaise with local health professional education providers to: 
a. strengthen the acquisition of patient experience competences; and 
b. explore how health professional students undergoing practice 

learning experiences in the Trust can be fully engaged in improving 
the patient experience. 

 

 
5.3 Key area 3: Engaging patients in improving the patient 
experience 
 
Rationale:  
 
Evidence, and common sense, tells us that the more we engage patients, 
families and carers as partners in improving the patient experience, the more 
successful we will be. They can and should be involved at every stage, from 
collecting data to using that information in the redesign of services. 
Traditionally patients have been regarded as passive recipients of services, 
but the best health and business outcomes are achieved when they are 
actively engaged. This culture shift is a challenge to staff who are accustomed 
to more hierarchical professional-patient relationships. 
 
The term ‘patient and public involvement’ (PPI) has become synonymous with 
a number of activities in the NHS. It encompasses patients, carers, families, 
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service users, clients, individuals, groups and communities. It is a national 
structure designed to ensure that the voice of patients is central to the 
planning, development, improvement and delivery of health services. It is also 
the framework by which we encourage patients to have a voice in decisions 
made about their own care. Our own PPI steering group coordinates input 
from a wide range of service users’ groups. 
 
The Trust has many other mechanisms for engaging patients. These include 
the Patient Advice and Liaison Scheme (PALS), LINKs, the complaints 
process and focus groups. We already work with patients’ groups and 
advocates and with individual patients, families and carers to gather their 
views on their experiences and ideas for improvement. We seek feedback 
from anyone who uses our services, and uses it as a means to learn lessons 
and drive improvement. We aim for early and local complaint resolution and to 
reduce complaints wherever possible. 
 
We also work to improve our services and facilities through listening to 
patients and the public, including seldom heard groups. We must do more to 
involve them at the earliest opportunity in the review, reorganisation and 
planning of current services and facilities and in their future development. 
Patients must be fully informed about their own treatment and care and have 
every opportunity to be involved in the decisions that affect them.  
 
All these groups must be actively engaged in developing and implementing 
this Patient Experience Strategy. Some of our processes work better than 
others, however so, it is timely to review the effectiveness of our patient 
engagement structures and processes to ensure they are fit for purpose and 
can contribute fully to shaping and implementing our patient experience 
strategy.  
 
The technique called experience-based design, or more precisely co-design, 
can improve services in a way that really makes a difference to patients and 
service users. It was designed for and within the NHS to develop simple 
solutions that offer patients a better experience of treatment and care. We 
propose to use the free King’s Fund Experience-based co-design toolkit, 
which gives a step-by-step guide to improving patient experience.  
 
Actions: 
 
1. Review the effectiveness of all Trust patient engagement structures and 

processes, including the relevance and robustness of data we collect. 
 
2. Routinely involve patients and shadow governors proactively in service 

design and development, piloting the process in a designated directorate 
with the free King’s Fund Experience-based co-design toolkit.  

 
3. Routinely involve patients and volunteers in data collection on the patient 

experience, including the Friends and Family Test, and the project 
involving 50 members of the public in monthly audits of noise at night 
across the hospital.  
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4. Engage patients and the public in developing the trust’s annual Quality 

Accounts.  
 

 
5.4 Key area 4: Improving services through measuring the patient 
experience 
 
Rationale: 
 
The way NHS organisations approach improving patients’ experiences tends 
to be dominated by essentially technical questions  - what indicators should 
we use? How many data points are sufficient? Which method should we use 
to collect the data? Before collecting feedback from patients, however, we 
should first ask two fundamental questions:  
 

 What problem are we trying to solve?  

 When we have the data, what will we do with it? 
 
The data collected from patients helps us to make better decisions about how 
to improve services. The measurement of patient experience is a growing 
field. It is not sufficient to measure only patient satisfaction. More detail is 
required to ensure that the measures lead to positive change for patients. We 
need a mixture of quantitative and qualitative measures that give us 
immediate and recent data that is sufficiently detailed and meaningful to 
influence staff and managers.  
 
There are real and important conceptual differences between different types 
of measure, such as measures of satisfaction, experience, patient-reported 
outcomes (PROMS) and patient-defined outcomes. Measures of patient 
experience must be aligned with clinical level data on process and outcomes; 
must be rigorously based on evidence; and must be simple. They should be 
embedded in NICE Clinical Guideline 138 (Appendix 2). 
 
As well as requiring different types of measure, the way that feedback is 
collected can also influence the type of information and how it is useful. For 
example, real time patient experience information is of use directly by teams, 
but can also be collated and compared across services and at board level. 
 
Like other NHS trusts, we use many different qualitative and quantitative 
methods for gathering formal and informal feedback from patients and carers. 
For maximum effectiveness we need to co-ordinate them, and assess the 
quality of the data. We also need to have robust processes in place that 
enable everyone to act continually on the information.  
 
We need the capacity to collate and analyse data, and good systems for 
managing and tracking the data collected. We should urgently review and 
streamline the range of methods we use to gather feedback from patients and 
relatives to understand why they would or would not recommend us to others. 
This will help us to determine which measures are essential and which are 
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desirable. Outcomes should include a clinical dashboard for instant feedback 
and action. 
 
The Trust already uses the Department of Health Patient Experience First 
Steps (Diagnostic) Tool (2010). This analyses data from the national inpatient 
survey to identify areas where the Trust can improve the patient experience.  
 
As previously reported to the Board, NHS Midlands and East SHA cluster has 
asked trusts to adopt a standardized monitoring framework or ‘headline 
metric’ for monitoring real time patient experience data across the region 
(NHS Midlands and East SHA 2012). From April 2013, every NHS hospital will 
be required to ask patients on wards whether they would want a friend or 
relative to be treated there in their hour of need, using a simple metric, the 
Friends and Family Test (FFT).  
 
As set out in the Trust’s overarching quality strategy, we aim to achieve an 
annual 10-point improvement in our FFT score, using June 2012 as our 
benchmark. We have recently changed from using the Patient Experience 
Tracker (PET) to the Hospedia system, and have built the FFT question into it. 
We are currently identifying other data collection methods to run in parallel so 
that we can check the validity of the results.  
 
These two overarching metrics will help us to ascertain in broad terms how 
well our strategy is working.  
 
Actions: 
 
1. Review and streamline the range of methods we use to gather feedback 

from patients and relatives to understand why they would or would not 
recommend us to others. This will help us to determine which measures 
are essential and which are desirable.  

2. Develop an action plan for engaging each clinical area in measurement 
through assessing and piloting different metrics, including creation of a 
dashboard for instant feedback and action. 

3. Make more regular and consistent use of the Department of Health Patient 
Experience First Steps (Diagnostic) Tool (2010) to identify areas where the 
Trust can improve the patient experience. 

4. Check the validity of our Friends and Family Test measurement, and 
identify how to achieve an annual 10-point improvement in our FFT score. 

 
 
5.5 How we will organise our improvement programme 
 
The Trust recognises the need to formalise the patient experience 
programmes currently in place, and invest in clinical leadership and staff 
education to ensure that our high-level aim is achieved. Having set up a 
number of projects and improvement programmes in recent years, we will 
now take this work to a new level.  
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An effective way to organise a patient experience improvement programme is 
to determine which parts of the system to focus on, as the improvement 
activities will vary depending on the focus: patient, individual staff member, 
team, service, organisation or whole health system.  
 
The Trust will establish a Patient Experience Board, chaired by the Director of 
Nursing, to lead the Trust’s patient experience work. It will identify, coordinate 
and streamline what is already happening; eliminate duplication; and 
disseminate good practice. This will ensure that all patient experience projects 
have a structure for delivery and have a profile within the organisation.  
 
The terms of reference of the new board will include: 
 

 establish the governance framework for improving the patient 
experience; 

 approving detailed action plans for achieving each strategic objective, 
linking in closely with patient experience leads, heads of department 
and clinical leaders; 

 monitor the impact of these action plans on outcomes, ensuring clear 
lines of accountability are understood and implemented; 

 define the budget; 

 review mechanisms for collecting, analysing and presenting data;  

 review our patient engagement structures and processes;  

 develop an education and training plan for improving patient 
experience; and  

 monitor and evaluate exemplar and sub-optimal practice, ensuring that 
exemplar practice is shared. 

 
Some directorates already have designated patient experience 
leads/champions and we will extend this to every directorate, giving them 
clear terms of reference including an identified role in implementing this 
strategy. 
 
We need to raise the profile of good practice and stories from satisfied 
patients, for appreciation and motivation of staff and pointers to service 
improvement. Our Communications and Engagement Strategy for 2012-2013 
recognises this and should be evolved to support patient experience 
improvement through, for example, participating in patient group meetings; 
contributions to Insight magazine; better use of public-facing media and social 
networking such as the Trust website, Facebook and interactive online 
surveys. 
 
We are also applying to participate in national projects to enhance learning 
opportunities, raise the Trust’s profile and seek some external funding for 
patient experience work. We have explored a number of learning resources 
and toolkits. Some are freely available, while others require competitive 
admission to a structured programme and may demand immediate 
investment. Appendix 3 gives full details of these sources of support. 
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Actions: 
 
1. Establish a Patient Experience Board to lead, monitor and evaluate the 

Trust’s patient experience improvement programme. 
2. The Director of Nursing, Midwifery and Patient Services, who is 

responsible for managing patient experience at board level, will engage 
with the senior team to ensure that this strategy is implemented with good 
effect.  

3. Use national tools and participate in national projects to enhance learning 
opportunities, raise the Trust’s profile and seek external funding. 

4. Develop a communications plan for contributing to improvement of the 
patient experience.  

 

 
 
Table 1: Summary of key objectives and actions 
 
 

Objective Actions 

1: Help leaders to 
improve the 
patient 
experience 
 

1. Include patient experience objectives in every Trust 
business plan.  

2. Ensure full involvement of the Board and shadow 
governors in implementing this strategy. 

3. The Director of Nursing, Midwifery and Patient 
Services will engage with the senior team to ensure 
effective implementation.   

4. Ensure engagement of all partner and stakeholder 
organizations. 

5. Designate patient experience leads in all directorates 
and formalise their terms of reference. 

6. Develop plans to improve key aspects of the patient 
experience, including: 

a. the discharge process; 
b. noise at night; and  
c. the quality of hospital food. 

 

2: Help staff to 
improve the 
patient 
experience 

1. Develop a Trust Standards of Behaviour Framework 
to outline our expectations of staff attitudes and 
behaviours. This will be used: 

a. in staff appraisals; 
b. in recruitment and selection;  
c. in the development of a Trust customer care 

code of practice; and 
d. in other ways to be identified. 
 

2. Develop a staff development programme with a 
specific focus on patient experience, with the 
following goals: 

a. all staff will understand the importance of 
providing a good patient experience, and its 
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Objective Actions 

impact on patient and their carers and on the 
organisation as a whole; 

b. all staff will recognise their contribution to the 
patient experience and its improvement; 

c. staff concerns relating to the patient 
experience will be listened to and there will be 
a structured method of receiving this feedback; 

d. staff will know how to learn lessons and 
improve the patient experience when things do 
not go well; and   

e. staff will know how to learn, share information 
and reward success when things go well. 

 
3. Review existing training programmes and introduce 

where appropriate a module on desired behaviours to 
improve the patient experience, based on these 
goals.   

 
4. Address the patient experience as a key theme in 

Listening into Action. 
 
5. Ensure compliance with NICE Clinical Guideline 138 

in all clinical areas.  
6. Continue and enhance the patient experience work 

stream in the Nursing and Midwifery Strategy 2011-
2014, including registered nurses conducting a care 
round on every shift; and a review of care 
environments to identify improvements.  

 
7. Liaise with local health professional education 

providers to: 
a. strengthen the acquisition of patient 

experience competences; and 
b. explore how health professional students 

undergoing practice learning experiences in 
the Trust can be fully engaged in improving 
the patient experience. 

 

3: Engage 
patients in 
improving the 
patient 
experience 

1. Review the effectiveness of all Trust patient 
engagement structures and processes, including the 
relevance and robustness of data we collect. 

 
2. Routinely involve patients and shadow governors 

proactively in service design and development, 
piloting the process in a designated directorate with 
the free King’s Fund Experience-based co-design 
toolkit.  

 
3. Routinely involve patients and volunteers in data 
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Objective Actions 

collection on the patient experience, including the 
Friends and Family Test, and the project involving 50 
members of the public in monthly audits of noise at 
night across the hospital.  

 
4. Engage patients and the public in developing the 

trust’s annual Quality Accounts. 
 

4: Improve 
services through 
measuring the 
patient 
experience 

1. Review and streamline the range of methods we use 
to gather feedback from patients and relatives to 
understand why they would or would not recommend 
us to others. This will help us to determine which 
measures are essential and which are desirable.  

2. Develop an action plan for engaging each clinical 
area in measurement. through assessing and piloting 
different metrics, including creation of a dashboard 
for instant feedback and action 

3. Make more regular and consistent use of the 
Department of Health Patient Experience First Steps 
(Diagnostic) Tool (2010) to identify areas where the 
Trust can improve the patient experience. 

4. Check the validity of our Friends and Family Test 
measurement, and identify how to achieve an annual 
10-point improvement in our FFT score. 

 

Organise a 
patient 
experience 
improvement 
programme 

1. Establish a Patient Experience Board to lead, monitor 
and evaluate the Trust’s patient experience 
improvement.  

2. Use national tools and participate in national projects 
to enhance learning opportunities, raise the Trust’s 
profile and seek external funding. 

3. Develop a communications plan for contributing to 
improvement of the patient experience.  
 

 
 
 

6 Overarching measures of progress 
 
The Trust is already committed to using two overarching measures of its 
performance, as outlined above. Both are closely related to our patient 
improvement strategy (Box 4). They provide a proxy measure of our progress 
on improving the patient experience.  
 
The Trust already uses the Department of Health Patient Experience First 
Steps (Diagnostic) Tool (2010). This analyses data from the National Survey 
of Adult In-patients to identify areas where we can improve the patient 
experience, focusing primarily on those where we score poorly in comparison 
with others. We aim to achieve a step change in our survey results over the 
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next three years, moving the Trust from being ‘about the same’ as other trusts 
to being better than 75% of other trusts.  
 
In addition, all trusts are being asked to adopt a standardized monitoring 
framework or ‘headline metric’ for monitoring real time patient experience 
data. This is a simple metric called the Friends and Family Test (FFT). As set 
out in our quality strategy, we aim to achieve an annual 10-point improvement 
in our FFT score.  
 
 

7 Resources 
 
The Deputy Director of Nursing (Governance), sponsored by the Director of 
Nursing, is currently reviewing the human, training & education and financial 
resources needed to lead and support the improvement of the patient 
experience.  
 
 

8  Roles and responsibilities 
 
Trust roles and responsibilities for quality are as follows: 
 
The Chief Executive is the accountable officer and has ultimate responsibility 
for quality in 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 in 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. 
 
Each board member, including non-executive directors, is 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 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 to discuss and report patient experience and quality 
issues as part of the monthly meeting, using such tools as directorate 
scorecards to aid scrutiny. 
 
All members of staff are responsible for ensuring that patient experience and 
quality is at the heart of what they do. 
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Appendix 1: NHS Patient Experience Framework 
 
The NHS Patient Experience Framework published by the Department of 
Health (2012) is an important reference point. It provides, for the first time, a 
national evidence-based framework for patient experience, and is expected to 
guide the measurement of patient experience across the NHS. The elements 
outlined in the framework as critical to patients’ experience are shown in 
Appendix 1. 
 

 Respect for patient-centred values, preferences, and expressed needs, 
including: cultural issues; the dignity, privacy and independence of patients 
and service users; an awareness of quality-of-life issues; and shared 
decision-making.  

 

  Coordination and integration of care across the health and social care 
system.  
 

  Information, communication, and education on clinical status, progress, 
prognosis, and processes of care in order to facilitate autonomy, self-care and 
health promotion.  
 

  Physical comfort including pain management, help with activities of daily 
living, and clean and comfortable surroundings.  
 

  Emotional support and alleviation of fear and anxiety about such issues as 
clinical status, prognosis, and the impact of illness on patients, their families 
and their finances.  
 

  Welcoming the involvement of family and friends, on whom patients and 
service users rely, in decision-making and demonstrating awareness and 
accommodation of their needs as care-givers.  
 

  Transition and continuity as regards information that will help patients care 
for themselves away from a clinical setting, and coordination, planning, and 
support to ease transitions. 
  

  Access to care with attention, for example, to time spent waiting for 
admission or time between admission and placement in a room in an in-
patient setting, and waiting time for an appointment or visit in the out-patient, 
primary care or social care setting.  
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Appendix 2: NICE quality statements 
  
These quality statements are from the 2012 NICE clinical guideline 138 and 
quality standard on patient experience in adult NHS services in England.  
 
1 Patients are treated with dignity, kindness, compassion, courtesy, respect,  
understanding and honesty.  
 
2 Patients experience effective interactions with staff who have demonstrated  
competency in relevant communication skills.  
 
3 Patients are introduced to all healthcare professionals involved in their care, 
and are made aware of the roles and responsibilities of the members of the 
healthcare team.  
 
4 Patients have opportunities to discuss their health beliefs, concerns and 
preferences to inform their individualised care.  
 
5 Patients are supported by healthcare professionals to understand relevant 
treatment options, including benefits, risks and potential consequences.  
 
6 Patients are actively involved in shared decision making and supported by 
healthcare professionals to make fully informed choices about investigations, 
treatment and care that reflect what is important to them.  
  
7 Patients are made aware that they have the right to choose, accept or 
decline  
treatment and these decisions are respected and supported.  
 
8 Patients are made aware that they can ask for a second opinion.  
 
9 Patients experience care that is tailored to their needs and personal 
preferences, taking into account their circumstances, their ability to access 
services and their coexisting conditions.  
 
10 Patients have their physical and psychological needs regularly assessed 
and  
addressed, including nutrition, hydration, pain relief, personal hygiene and 
anxiety.  
 
11 Patients experience continuity of care delivered, whenever possible, by the 
same healthcare professional or team throughout a single episode of care.  
 
12 Patients experience coordinated care with clear and accurate information 
exchange between relevant health and social care professionals.  
 
13 Patients' preferences for sharing information with their partner, family 
members and/or carers are established, respected and reviewed throughout 
their care.  
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14 Patients are made aware of who to contact, how to contact them and when 
to make contact about their ongoing healthcare needs.  
 
Guidance 
 
1.1 Knowing the patient as an individual  
Patients value healthcare professionals acknowledging their individuality and 
the unique way in which each person experiences a condition and its impact 
on their life. Patients' values, beliefs and circumstances all influence their 
expectations of, their needs for and their use of services. It is important to 
recognise that individual patients are living with their condition, so the ways in 
which their family and broader life affect their health and care need to be 
taken into account.  
 
1.2 Essential requirements of care  
Patients have needs other than the treatment of their specific health 
conditions. There should be recognition of the potential need for psychological 
and emotional support, as well as of the importance of meeting fundamental 
needs such as nutrition and pain management. Attention to these 
fundamental needs applies particularly to inpatient settings, but they should 
also be addressed in other settings where healthcare is provided.  
 
1.3 Tailoring healthcare services for each patient  
Patients wish to be seen as an individual within the healthcare system. This 
requires healthcare professionals to recognise the individual, and for services 
to be tailored to respond to the needs, preferences and values of the patient. 
Advice on treatments and care, including risks and benefits, should be 
individualised as much as possible.  
 
1.4 Continuity of care and relationships  
Continuity and consistency of care and establishing trusting, empathetic and 
reliable relationships with competent and insightful healthcare professionals is 
key to patients receiving effective, appropriate care. Relevant information 
should be shared between professionals and across healthcare boundaries to 
support high-quality care.  
 
1.5 Enabling patients to actively participate in their care  
Many patients wish to be active participants in their own healthcare, and to be 
involved in creating and managing their health strategy and use of services. 
Self-care and self-management are particularly important for people with long-
term conditions.  
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Appendix 3: Programmes, resources and toolkits 
  
NHS Institute for Innovation and Improvement (undated). Transforming 
Patient Experience: the essential guide. This is a free online resource that 
aims to provide the evidence needed to influence people at board and team 
level to focus on improving patient experience. It offers research evidence, 
stories from patients and staff and innovative ideas.  
The Trust is using this free resource to ensure that its strategy is 
evidence-based and to stimulate innovative thinking.  
 
The King’s Fund Experience-based co-design toolkit gives a step-by-step 
guide to improving patient experience using a technique called experience-
based co-design (EBCD). It can improve services in a way that really makes a 
difference to patients and service users. It captures the experiences of 
patients, carers and staff through discussion, observation and filmed 
interviews. It then brings staff and patients together to explore the findings 
and to work in small groups to identify and tackle areas for service 
improvement. It was designed for and within the NHS to develop simple 
solutions that offer patients a better experience of treatment and care. This 
comprehensive online toolkit includes free downloadable resources such as 
template forms, letters, presentations and other materials. 
 
The Trust proposes to use this excellent free resource to help us 
implement our new strategy. 
 
The NHS Institute for Innovation and Improvement (NHSI) NHS Patient 
Feedback Challenge will provide an opportunity to radically transform patient 
experience, to spread this learning widely across healthcare systems, and 
reward those who are making this happen. It is backed by a £1m challenge 
fund which will support the development of ambitious demonstration sites that: 

 Develop a fully integrated patient experience measurement system that 
leads to continuous improvement cycles. 

 Create wholly patient focused organisations. 

 Encourage spread and adoption of positive patient experience practice 
within and across organisations. 

 Develop sustainable approaches that live beyond the initial 
programme. 

 
The Trust is currently exploring whether to apply for this new 
programme. 
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BOARD SUMMARY SHEET 

Title Carbon Management Plan 

Submitted by Charles Abolins, Director of Facilities and Capital 
Development 

Date of meeting 27th June 2012 

Corporate Objectives 
Addressed 

Ensure most efficient, effective and productive use of 
resources 

SUMMARY OF CRITICAL POINTS 
The Trust is required to reduce carbon emissions in accordance with NHS Carbon Reduction 
Strategy and this is reflected in commissioning plans for the Trust.  Targets set include a 
10% reduction by 2015 and 34% by 2020 and the implementation of a Carbon Management 
Plan (CMP). 
 
This Carbon Management Plan defines our carbon management programme of activity until 
the end of 2015/16.  It sets out the strategic context, the current level of carbon emissions, 
the programme of proposed projects and actions to reduce our emissions. The plan outlines 
how much this will cost and save, as well as the governance arrangements to keep the 
programme on track. 

PATIENT IMPACT 
Improved internal environment – temperature, ventilation and lighting effectiveness.  
Improved air quality – reduced emissions for burning natural gas and other fossil fuels. 
Mitigation of climate change impacts – reduction of greenhouse gas emissions. 

STAFF IMPACT 
Improved internal environment – temperature, ventilation and lighting effectiveness.  
Improved air quality – reduced emissions for burning natural gas and other fossil fuels. 
Mitigation of climate change impacts – reduction of greenhouse gas emissions. 

FINANCIAL IMPACT 
Effective delivery of the CMP will result in a £1m reduction or cost avoidance in energy costs 
by 2015. 

EQUALITY AND DIVERSITY IMPACT 

LEGAL IMPLICATIONS 

RISK ASSESSMENT 
 

RECOMMENDATION 
The Trust Board are asked to review the content of the plan and give their support to the 
implementation of the programme. 
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This Carbon Management Plan describes our 5-year commitment to 
reduce the Trust’s carbon dioxide emissions by 25% and realise 
around £1 million per year in avoided energy costs 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Northampton General Hospital NHS Trust 
Cliftonville 

Northampton 
NN1 5BD 

      
      
 

2
0

1
2

 
C

a
rb

o
n

 M
a

n
a

g
e

m
e

n
t 

P
la

n
  

13

Page 127 of 158



 

   

 - 1 - 

 

Contents 

FOREWORD FROM DR GERRY MCSORLEY, CHIEF EXECUTIVE .................................................. 2 

1. Introduction ................................................................................................................................................... 2 

1.1. The national context for Carbon Management ............................................................................................ 2 

1.2. Our low carbon vision and target ................................................................................................................ 3 

1.3. Our drivers for reducing our carbon emissions ............................................................................................ 4 

1.4. The local context for our Carbon Management Plan.................................................................................... 4 

1.5. Partnership with the Carbon Trust .............................................................................................................. 4 

2. Emissions baseline and projections ................................................................................................................. 5 

2.1. Our Baseline ............................................................................................................................................... 5 

2.2. Stationary Sources ..................................................................................................................................... 5 

2.3. Transport Sources ...................................................................................................................................... 5 

2.4. Further Sources .......................................................................................................................................... 5 

2.5. Emissions Projection and Value at Stake ..................................................................................................... 6 

3. Carbon Reduction Projects ............................................................................................................................. 8 

3.1. Summary of Short Term and Existing Projects ............................................................................................. 8 

3.2. Summary of Mid Term Projects .................................................................................................................. 9 

3.3. Long Term Projects ..................................................................................................................................... 9 

3.4. Achieving the 25% target ............................................................................................................................ 9 

4. Carbon Management Plan Financing ............................................................................................................. 10 

4.1. Quantified Benefits .................................................................................................................................. 10 

4.2. Un-quantified Benefits ............................................................................................................................. 10 

4.3. Funding and sources of funding ................................................................................................................ 10 

5. Embedding Carbon Management into the Trust ............................................................................................ 11 

5.1. The management of our CMP ................................................................................................................... 11 

5.2. The Carbon Management Team – delivering the projects .......................................................................... 11 

 

Page 128 of 158



 

   

 - 2 - 

Carbon Management Plan (CMP) 
 

Foreword from Dr Gerry McSorley, Chief Executive 

I am pleased to present this Carbon Management Plan for Northampton General 
Hospital NHS Trust. Sustainability is fundamental to how we plan for the future 
and are fully committed to supporting the Trust objective to reduce our impact on 
the environment through the delivery of our healthcare services. 

This document sets out how we plan to reduce carbon emissions. Reducing our 
carbon emissions will not only equate to cost savings but will also have direct 
public health benefits for our patients and the wider community. We therefore see 
this as a positive step in ensuring the delivery of cost effective, safe, and 
excellent quality patient care in fit-for-purpose environments. 

We have already begun to optimise the performance of our estate and we have achieved the 10% 
reduction target (against a 2007 baseline) that we set ourselves in 2009; implementing energy 
efficiency opportunities, integrating sustainability criteria into our maintenance, refurbishment and 
procurement policies and using our space more efficiently wherever possible. 

This plan sets a new carbon reduction target, a further 25% or 3,800 tonnes less CO2 emitted per 
year to be achieved by March 2016. The target is set against a new baseline carbon footprint for 
2010 of 15,442 tonnes per year. 

This will be a challenging target but with foundations already in place together with robust plans 
for the future I am confident of success. 

 

1. Introduction 

This Carbon Management Plan defines our carbon management programme of activity until the 
end of 2015/16. It sets out the strategic context and the ‘case for action’, our current carbon 
emissions, our programme of proposed projects and actions to reduce our emissions, how much 
this will cost and save, as well as the governance arrangements to keep our programme on track. 

2. The national context for Carbon Management 

It is now widely recognised that climate change is a serious threat to life, our health, and our 
wellbeing. Unless effective action is taken now, millions of people around the world will suffer 
hunger, water shortages and coastal flooding as the climate changes. The scale of the 
transformation we need to make to avoid dangerous climate change is huge; however it is clear 
that the NHS, as one of the world’s largest organisations, is uniquely placed to realise the health, 
social and financial benefits from carbon reduction. We have a national and international mandate 
to act in order to make a real difference and to set an important example. 

Measures to increase energy efficiency will reduce energy costs, which is particularly important for 
the future given the predicted increases in energy prices and increasingly constrained financial 
resources. Energy and fuel costs continue to rise and this trend is expected to accelerate. 

The increasing cost of fossil fuels, concerns regarding climate change and the long term stability 
and resilience of the UK’s energy supply systems have made Carbon Management become an 
integral part of being a resource efficient, financially viable organisation. Carbon management is 
likely to become increasingly part of the regulatory and NHS performance management 
framework. 
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The UK Government has placed an 
emphasis on the public sector setting 
a leading example on Climate 
Change. Public sector leadership will 
be critical to the achievement of the 
Government’s climate change 
objectives. 

The Climate Change Act 2008 
specified legally binding carbon 
reduction targets of at least 34% by 
2020, and a reduction of at least 80% 
by 2050, against a 1990 baseline. 

 

Figure 1: UK and NHS Carbon 
Reduction Commitments 

 

 

The NHS Sustainable Development Unit published the NHS Carbon Reduction Strategy, “Saving 
Carbon, Improving Health” setting a target for NHS Trusts to reduce their carbon emissions by at 
least 10% between 2007 and 2015, 34% by 2020, 50% by 2030 and 80% by 2050 and to develop 
a Board approved carbon management strategy. See Figure 1. 

As a major employer and through its business activities, Northampton General Hospital as a 
healthcare provider that promotes wellbeing, the Trust has an important responsibility to minimise 
the impact on the environment, ensure efficient use of resources and maximise funds available for 
patient care. 

Increasingly it will be seen that Regulators and Commissioners of services will incorporate 
sustainability and the effective use of natural resources in their performance management, 
compliance and contracting regimes. This will require Trusts to demonstrate commitment and 
progress towards reducing their carbon footprint. Healthcare and sustainability are inextricably 
linked. Reducing carbon emissions will enable the Trust to improve public health, meet its 
legislative requirements and to save money. 

3. Our low carbon vision and target 

Our Vision: 

Northampton General Hospital NHS Trust will continue to build on its reputation as 
a Good Corporate Citizen by: 

 Cutting its greenhouse gas emissions ahead of national requirements 

 Reducing its consumption of finite resources and dependency on fossil fuels 

 Protecting the environment and the communities it serves 

 

Our Target: 

Northampton General Hospital NHS Trust will reduce the carbon emissions from its 
buildings and vehicles by 25%, from a 2010 baseline, by the end of 2015. 
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4. Our drivers for reducing our carbon emissions 

Climate change is globally recognised as the greatest environmental and economic threat faced 
by national governments and individuals.  It is also an opportunity for energy efficiency and 
financial savings. 

Below we set out, our main drivers for taking action to reduce our carbon emissions and energy 
consumption: 

 Meeting our commitments as part of the NHS and the Public Estate 

 Environmental savings and natural resource efficiency  

 Financial savings 

 Ensuring legislative and audit compliance 

 Enhancing and maintaining our reputation 

 As a tool for retention and recruitment of our workforce  

 Health and wellbeing of patients and the community  

 

5. The local context for our Carbon Management Plan 

In response to the 2009 NHS Carbon Reduction Strategy we initiated a programme of initiatives 
that also helped NGH save money year on year on its total energy bill of £2.5 million. 

As a first step we launched our 2009 Energy Strategy setting out our first carbon reduction target 
of 10% by 2015 from a 2007 baseline, a target that we have already achieved. 

This enabled us to achieve early wins whilst developing a far wider reaching and long term 
Sustainability Strategy, approved by Board in April 2010. The Sustainability Strategy and the 
Sustainability Committee that it brought in to being has enabled us to engage decision makers 
across the Trust in the key sustainability issues we face including energy, climate change, waste 
and transport. 

The resulting Sustainability Action Plan (December 2010) set out objectives for all Directorates to 
achieve and the creation of a specific Carbon Management Plan to target effort on reducing 
greenhouse gas emissions and driving down the impact of energy demand and cost increases 
was one of those objectives. 

 

6. Partnership with the Carbon Trust 

Following our expression of interest to the Carbon Trust in 2010, we were accepted on to the sixth 
phase of the NHS Carbon Management (NHSCM) Programme. From June 2011 to March 2012 
we have been working through the 5 step Carbon Management process, with technical and 
change management support provided by the Carbon Trust and Programme Advisors. 

This 5 step programme involves: 

 Mobilise the organisation – building the team and determining the scope. 

 Set Baseline, forecast and targets – setting the baseline for the programme and its goals 

 Identify and Quantify options – identifying the risks and opportunities presented by climate 
change 

 Finalise strategy and implementation plan – designing a cost effective strategy to cut 
emissions and save money 

 Implement the plan – complete with budgets, targets and success metrics. 

The process helped us create a systematic analysis of our carbon footprint and develop a 
structured action plan for realising carbon savings and embedding best practice in the 
organisation’s day-to-day operations. 
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7. Emissions baseline and projections 

8. Our Baseline 

As a baseline, we have assessed our carbon footprint in line with the Greenhouse Gas Protocol 
Initiative which is the most widely used international accounting tool for government and business 
leaders to understand, quantify and manage greenhouse gas emissions. The protocol was 
developed by the World Resources Institute and the World Business Council for Sustainable 
development. 

This has allowed us to quantify our carbon emissions sources, allow monitoring of our action plan 
and is summarised in Table 1 and Figure 2 below. All annual figures coincide with our financial 
accounting periods and run from April through to March (i.e. 2010 implies the year April 2010 to 
March 2011). 

9. Stationary Sources 

The Trust operates from the large single Cliftonville campus with a centralised gas-fired steam 
plant and distribution system. 

The emissions that come from energy used in buildings represents 97% of our Carbon Footprint. 
Almost all of the energy is provided by either natural gas or grid-supplied electricity with a very 
small amount of oil consumed by back-up generators and main boiler testing. 

10. Transport Sources 

Fuel consumed and distance travelled by staff whilst on Trust business has been established 
directly from travel claims and from fuel card invoices. Transport emissions account for around 3% 
of our Footprint emissions. 

11. Further Sources 

Further emissions sources have also been established: 

 Water consumption has been established from a metered consumption via invoices 

 Refrigerant has been collated from chiller maintenance reports 

 Waste has been collated from invoices supplied by our waste management contractor 

Significantly, the carbon emissions from our waste is counted as zero because our waste 
management contractor ensures that none of the waste generated by the Trust is sent to landfill 
i.e. it is all re-used, recycled or burned with energy recovery. 

  CO2 (tonnes) % Cost (£) 

Stationary  14,950  97% £2,750,000 

Transport  402  3% £240,000 

Further Sources 90  1% £330,000 

  15,442  100% £3,320,000 

Table 1: Summary Breakdown of Baseline Emissions 
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Figure 2: Summary Breakdown of Baseline Emissions 

 

12. Emissions Projection and Value at Stake 

The Value at Stake (VAS) is the year-on-year difference between the Business as Usual (BAU) 
and Reduced Emissions Scenario (RES) approaches. The Value at Stake illustrates the expected 
savings, or avoided cost, from implementing our plan and hitting our target against the alternative 

of doing nothing (BAU). 

Figure 3 shows the VAS as the difference 
between the BAU scenario (our costs if we 
take no action to reduce our carbon 
emissions) and the RES scenario (our costs 
if we meet our reduction target). It can be 
seen that the RES is actually on a slight 
upward trend; this is due to the effect of 
increasing energy costs. The difference 
between this line and the VAS line (shown 
shaded) represents the cost savings or 
avoided costs. 

 

Figure 3: Financial Value at Stake 

 

 

 

 

Table 2: Final year financial impacts 
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 shows that the the CMP is projected to save over £1 million in energy and fuel costs and £50,000 
in reduced Carbon Reduction Commitment tax (at todays level of £12 per tonne CO2) 

 

 

 

Table 2: Final year financial impacts 

 

Final year annual cost breakdown BAU RES 

Energy and Fuel Cost   £3,728,313 £2,660,521 

CRC £174,869 £124,786 
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13. Carbon Reduction Projects 

In total 62 emissions reductions 
projects were identified and 
selected for prioritisation and 
consists of existing projects that 
have been implemented since 
the baseline year together with 
short, mid and long term projects 
to be implemented. Around 60% 
of the emissions reductions are 
expected to come from the 
existing and short term projects 
which account for around 60% of 
the financial investments see 
Figure 4. 

 

Figure 4: Project Investments 

Figure 5: Project Payback 

 

The prioritisation of projects was based on analysis to determine their payback or return on 
investment. Figure 5 illustrates the range of projects and paybacks considered, It is essential that 
projects that offer the best return are undertaken early so that the financial returns can be used to 
part fund further investment so that overall financial and carbon benefits can received for longer. 

 

14. Summary of Short Term and Existing Projects 

Because we have already begun implementing short term carbon reduction projects these are 
projects that are implemented from 2010/11 to 2013/14. Key aspects of these projects include: 

• £940,000 investment 

• Over £600,000 secured from the SALIX scheme (2012/12 and 2012/13) 

• Average payback 1.5 years 

• Includes 

– Studies/audits 

– Lighting projects 

– Insulation projects 

– Awareness raising & Training 

– Metering and monitoring 

– Departmental Energy Budgets 
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15. Summary of Mid Term Projects 

These are projects that are implemented from 2013/14 to 2015/16. Key aspects of these projects 
include: 

• £2.4 million investment 

• Average payback 4 years 

• Includes 

– Energy Centre re-investment 

– Renewables, PV possible 
biomass wood fuel 

– Insulation projects 

– Awareness raising & Training 

 

16. Long Term Projects 

These are projects that are expected to be implemented after 2016/17 and have a longer term 
payback. 

 

17. Achieving the 25% target 

All projects that have been identified have been quantified using the energy model described in 
section 8 and have been peer reviewed and corrected by both the Trust and the additional 
expertise afforded to the Trust through the Carbon Trust’s Carbon Management Programme. 

The total potential emissions reduction that has been identified as achievable within the Project 
list is over 5,750 tonnes CO2 which exceeds our stated target by 50%. However, these savings 
must be weighted to account for the potential uncertainty in implementation of the projects. 

Each project was reviewed in terms of confidence in implementation including availability of 
finance and given a weighting. The weightings used depend on the certainty associated with 
implementing the projects with each receiving a weighting of ether 100%, 75% or 50% and these 
weightings were used to amend the savings that could be expected. The resulting weighted 
emissions reduction accounts for 100% of the target, i.e. after the weightings were taken into 
account the Project list savings matched our stated target. 

All figures calculated within this Plan are estimates based on best available knowledge at the time 
of writing. Figure 6 shows the predicted business-as-usual (BAU) emissions and the target 
emissions over the life time of this Plan. 

The ‘emissions in chosen plan’ line shows the emissions reductions from the identified projects 
including the effect of BAU forces. BAU forces represent trends such as continuing increase in 

demand due to expansion of 
service provision etc. These 
trends act as a background to 
the projected emissions 
reduction plan imposing an 
upward pressure against which 
the reduction projects must 
compete e.g. if in year 3 no 
additional projects were 
implemented the emissions 
would begin an upward trend 
parallel to the BAU line. 

 

 

Figure 6: Projected Carbon Reduction Progress 
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18. Carbon Management Plan Financing 

To implement all of the projects defined in the Project list it will cost £3.4 million: 

 Around £1M has been identified for existing and short term projects; of which 

 Over £650,000 has already been secured from SALIX funds 

 A further £2.4 million will be required for mid term projects with a collective payback of 
under 5 years. 

Figure 7 illustrates the 
financial aspects of the 
Plan and shows how the 
projects deliver a negative 
net cost i.e. a positive 
saving, within the 
lifetime of the Plan. 

 

 

 

 

 

 

Figure 7: Financial Progress Summary 

 

19. Quantified Benefits 

The Plan sets out a route to achieve 
significant financial savings for the Trust. 
Figure 7 shows how it can achieve a positive 
return on the investment within the 5 years of 
the Plan and Figure 8 summarises the 
annual financial and carbon benefits. 

 

 

Figure 8: Financial savings 

20. Un-quantified Benefits 

There are also benefits from the Plan which cannot be quantified. For example: 

 A better working environment for staff 

 A healthier environment for patients 

 Encouraging healthier, low-carbon living from staff & patients 

 Contributions to wider sustainable development within the local economy 

 Placing the Trust at the forefront of the NHS strategy to reduce greenhouse gas emissions 

 

21. Funding and sources of funding  

All short term Projects have had funding identified from within existing budgetary provision. 
However, it is important to recognise that it is anticipated that the Trust will identify and acquire 
sources of external funding, within a Board-approved business case, where it is deemed 
beneficial to the Trust. This is likely to include external, third-party finance provided by technology 
or utilities providers and may be based on shared financial returns. 

Financial progress
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22. Embedding Carbon Management into the Trust 

The Trust has already done 
much to ensure that carbon 
issues are embedded in the 
management decisions of the 
hospital. An assessment of our 
approach is shown in the 
carbon management 
assessment matrix used by the 
Carbon Trust reproduced in 
Figure 9 which highlights two 
aspects. 

 

 

Figure 9: Carbon Management Matrix 

Whilst the Trust scores a maximum 5 in most areas – indicating a high level of embeddedness - 
the profile shows a low score with respect to; 

 “Responsibility”: this reflects the fact in the context of an acute hospital under increasing 
financial constraints Carbon Management cannot be justified as a single full time 
occupation.  

 “Communications and Training”. Sustainability training is already delivered within staff 
induction training with additional detailed training is provided to key domestic and security 
staff that can play a role in demand management. Under this Plan and continuing within 
the Action Plan embedded within the Trust’s Sustainability Strategy that training and 
communications on energy and carbon will receive an increasing focus and greater 
resources. 

 

Annual reporting of carbon emissions has already been incorporated into the Trust’s annual 
accounts and reports and with Board approval and adoption of our Energy Strategy and 
Sustainability Strategy in 2009 and 2010 respectively we have ensured a strong corporate 
ownership with responsibilities at senior levels across the Trust. 

The Sustainability Committee will continue to oversee the operational delivery of the Carbon 
Management Plan and report progress regularly to the Trust Board. 

 

23. The management of our CMP 

Sustainability and Carbon Management as a core element is a complex agenda which requires 
leadership, transformational change and an understanding of corporate social responsibility in 
order to ensure successful implementation of the strategy. 

The Sustainable Development Committee, as a sub Committee of the Hospital Management 
Group (HMG) will oversee the implementation of this Carbon Management Plan within its 
approved Terms of Reference. The Committee meets no less than four times per year and will 
report progress to the Trust Board. 

The establishment of our Sustainability Committee has allowed us the create a fully inclusive and 
senior level Carbon Management Plan Programme Board and Project Team that will oversee and 
manage our Carbon Management Plan and ensure that its delivery is fully embedded.  

The Carbon Management Plan Programme Board will meet within the framework of our 
Sustainability Committee structure, whilst the Project Team will meet bi-monthly and reflect 
operational activities. 

 

24. The Carbon Management Team – delivering the projects 
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Project Team 

Project Leader Dr C Topping Energy & Sustainability 

Carbon Management 
Team members 

Stuart Finn 

(Deputy Project Leader) 

Facilities and Estates 

Andrea Chown HR & Workforce Development 

Bill Wood Clinical Services- Nursing 

Dr Natasha Robinson Clinical Services - Medical 

Peter Kennell Communications and PR 

Maintenance Manager 
(TBC) 

Buildings, Maintenance & Water 
management 

Derek Stewart Finance 

Brian Willett Travel & Transport 

Andy Watkins Waste management 

Allan Rivans Procurement 

Sanjiv Lal I.T. Services 

Fred Evans Board of Governors 

 

Project Sponsor:  Charles Abolins Director of Facilities. 
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TRUST BOARD SUMMARY SHEET 

Title: - 2012/13 Corporate Objectives and Board Assurance 
Framework 

Submitted by: - Dr G McSorley, Chief Executive 

Date of meeting: - 27th June 2012 

Corporate Objectives 
Addressed: - 

All 

SUMMARY OF CRITICAL POINTS: - 

 
The Trust Board has agreed the attached Corporate Objectives for the year 2012/13 with 
details of measures of success.   The Board will receive quarterly updates as to progress. 
 
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 2012/13 BAF provides the Trust Board with an assessment of the risks and 
current mitigations and progress. 
 

PATIENT IMPACT:  -  
High 

STAFF IMPACT: -  
High 

FINANCIAL IMPACT: - 
High 

EQUALITY AND DIVERSITY IMPACT: -  
 

LEGAL IMPLICATIONS: -  
 

RISK ASSESSMENT: -   
 

RECOMMENDATION: - 

The Board is asked to review, discuss and approve the attached Board Assurance 
Framework   
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