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     A G E N D A  

 

                                                PUBLIC TRUST BOARD  
 

Thursday 25 September 2014 
09:30 in the Board Room at Northampton General Hospital 

 

Time   Agenda Item Action Presented by Enclosure 

 

09:30   INTRODUCTORY ITEMS 

   1. Introduction and Apologies Note Mr P Farenden Verbal 

   2. Declarations of Interest  Note Mr P Farenden Verbal 

   3. Minutes of meeting 31 July 2014  Decision Mr P Farenden            A. 

   4. Matters Arising and Action Log Note Mr P Farenden            B. 

   5. Patient Story Receive Dr S Swart Verbal 

   6. Chief Executive’s Report Receive Dr S Swart            C. 

09:50 CLINICAL QUALITY AND SAFETY 

   7. Medical Director’s Report Assurance Dr M Wilkinson            D. 

   8. Director of Nursing & Midwifery Care Report Assurance Mrs J Bradley            E. 

10:15 OPERATIONAL ASSURANCE 

   9. Integrated Performance Report and 
Corporate Scorecard 

Assurance Mrs D Needham 
F. 

 10. The Patient-Led Assessment of the Care 
Environment (PLACE) Programme 2014 

Assurance Mr C Abolins           G. 

 11. Finance Report  Assurance Mr S Lazarus H. 

 12. Improving Quality and Efficiency Report  Assurance Mrs J Brennan I. 

 13. Workforce Report Assurance Mrs J Brennan J. 

11.05 ANNUAL REPORTS 

 14. Security Management Review 2013-2014 Assurance Mr C Abolins K. 

 15. Health and Safety Annual Report Assurance  Mr C Abolins L. 

 16. Safeguarding Vulnerable Adults and Children 
Annual Report 

Assurance Mrs J Bradley M. 

 17. Infection Prevention Annual Report Assurance Mrs J Bradley N. 



 

 

Time   Agenda Item Action Presented by Enclosure 

 

11:45 STRATEGY 

 18. End of Life Strategy Decision Mr C Pallot           O. 

 19. Stakeholder Engagement Strategy Decision Mr C Pallot           P. 

 20. Communications Strategy Decision Mr C Pallot           Q. 

12:15 GOVERNANCE 

 21. TDA Self-Certification  Decision  Mr C Pallot           R. 

 22. Report from the Finance Committee Assurance Mr P Zeidler Verbal 

 23. Report from the Audit Committee Assurance Mr N Robertson Verbal 

 24. Report from the Integrated Healthcare 
Governance Committee 

Assurance Mr G Kershaw 
 

Verbal 

12:35 25. ANY OTHER BUSINESS Mr P Farenden Verbal 

 

 

DATE OF NEXT MEETING 

The next meeting of the Trust Board will be held at 09:30 on Thursday 27 November 2014 in the Board 
Room at Northampton General Hospital 

 

RESOLUTION – CONFIDENTIAL ISSUES:  

The Trust Board is invited to adopt the following: 

“That representatives of the press and other members of the public be excluded from the remainder of this 
meeting having regard to the confidential nature of the business to be transacted, publicity on which would be 
prejudicial to the public interest” (Section 1(2) Public Bodies (Admission to Meetings) Act 1960). 

 

The Themes for discussion in the closed agenda are strategy for oncology service, HR issues and 
forthcoming contractual matters. 

 

 

 

 

 



 

 
 

 

 
Minutes of the Public Trust Board  

 
Thursday 31 July 2014 at 09:30 in the Board Room at Northampton General Hospital 

 

 

Present 
 Mr P Farenden Chairman (Chair) 
 Mr C Abolins Director of Facilities and Capital Development 
 Mrs J Bradley Interim Director of Nursing, Midwifery & Patient Services 
 Mr G Kershaw Non-Executive Director  

 Mr S Lazarus Director of Finance 
 Mrs D Needham Chief Operating Officer 
 Mr D Noble Non-Executive Director 

 Mr C Pallot Director of Strategy and Partnerships 
 Mrs L Searle Non-Executive Director 
 Dr S Swart Chief Executive Officer 

 Dr M Wilkinson Interim Medical Director 
 Mrs S Wright Associate Director of Workforce Development 

In Attendance 
 Dr A Jeffrey Consultant Physician & Director Of Medical Education 

(Agenda Item 17) 
 Mrs S McKenzie Committee Secretary 
Apologies 
 Mrs J Brennan Director of Workforce and Transformation 
 Mr N Robertson Non-Executive Director 
 Mr P Zeidler Non-Executive Director (Vice Chair) 

TB 14/15 042 Introductions and Apologies 
 Mr Farenden welcomed those present to the meeting of the Trust Board.  

 
Apologies for absence were recorded from Mrs Brennan, Mr Robertson and Mr 
Zeidler. 
 

TB 14/15 043 Declarations of Interest  
 No further interests or additions to the Register of Interests were declared. 

 
TB 14/15 044  Minutes of the meeting 26 June  2014 
 The minutes of the Trust Board meeting held on 26 June 2014 were presented for 

approval.  
 
The Board resolved to APPROVE the minutes of the 26 June 2014 as a true and 
accurate record of proceedings subject to the following amendment: 
 
TB 14/15 028 Patient Story – Mrs Bradley requested that the minute reflected that 
the Chronicle and Echo’s version of the high profile complaint which Mrs Bradley 
referred to was not the Trust’s version of events and not factually correct. Mrs 
Bradley further commented that all in patient call bells had been checked and not just 
bathroom call bells.                                                          Action: Mrs McKenzie 
 

TB 14/15 045 Matters Arising and Action Log 26 June 2014 
 The Matters Arising and Action Log from the 26 June 2014 were considered. 
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Matters Arising Ref 30: Same Sex Accommodation Audit and Update.            
Mr Pallot reported that to date the Trust had not received the requested information 
from the CCG.  
 
Further actions were noted and would be added to the log and circulated. 
                                                                                           Action: Mrs McKenzie 
 
The Board NOTED the Action Log and Matters Arising from the 26 June 2014. 
 

TB 14/15 046 Patient Story 
 Dr Swart presented the Patient Story. 

 
Dr Swart presented two letters received from patients who wrote expressing their 
thanks at the care they had received at A&E and various other departments in the 
hospital. The patients commented on the first class compassionate care they had 
received and the kind and courteous manner in which they were treated ranging from 
consultants to administrative staff. Dr Swart commented that she replied to both 
patients advising them that she would pass on their thanks to the staff involved and 
that it was a great pleasure to receive their letters.  
 
Mr Farenden commented that it was good to receive recognition of the Trust’s 
constant quest to provide excellent care to patients. 
                                                                                           
The Board NOTED the Patient Story 
 

TB 14/15 047 Chief Executive’s Report 
 Dr Swart presented the Chief Executive’s Report. 

 
Dr Swart informed the Board that talks via the mediation service ACAS had resulted 
in a negotiated settlement to the dispute between the Trust and 55 members of 
pathology staff.  The deal had been accepted by the staff at a meeting convened by 
their union, Unite, last week. The new agreement would see changes to the 
pathology staff contracts effective from March 2015 and acceptance of the new 
terms had seen staff return to work from 28th July 2014.  As part of the agreement a 
pathology development forum would be set up to take forward implementation of the 
new working arrangements and to drive further improvements in the services 
provided.  Mr Farenden and Dr Swart extended their thanks to the Executive Team 
and to members of the pathology team who remained at work and managed to 
maintain a high quality pathology service. 
 
It was almost 3 months since the Trust’s CQC inspection report had been published 
and Dr Swart informed the Board that the Trust anticipated receiving an 
unannounced inspection visit at some point during the coming month. Dr Swart 
informed the Board that future reports would not need to be as comprehensive and 
that all urgent matters had been addressed.  Staff had been provided with updates of 
progress against the recommendations in the report and the Trust’s action plan, so 
that they were aware of developments across the wider organisation and not just 
within their own area of work.   
 
Dr Swart reported that following the Challenged Health Economy work, the Trust had 
agreed to work with colleagues from Kettering General Hospital on how four 
specialties; rheumatology, ophthalmology, orthopaedics and radiology could be 
redesigned for mutual benefit and provided across the county, in a way that delivered 
both enhanced clinical quality as well as efficiencies.  The aim was to understand if 
the concept was viable and the work must be completed by the end of August 2014.  
A series of clinical meetings were planned and the Board would be kept informed of 
developments.  Clinical meetings have been planned and further updates would be 
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provided in due course. A Board to Board meeting with health partners across 
Northamptonshire took place last night and discussion was had around working 
together and delivery of services in a different way.  Dr Swart reported that progress 
was being made. 
 
The Northampton Chronicle & Echo had helped the Trust formally launch the 
hospital’s chemotherapy appeal to raise £350,000 for the refurbishment of the 
chemotherapy suite.  Dr Swart commented that the Trust was grateful to the 
Chronicle & Echo and their readers for their consistent and generous support of the 
hospital.   
 
The Board NOTED the Chief Executive’s Report. 
 

TB 14/15 048 CQC Action Plan 
 Dr Swart presented the CQC Action Plan. 

 
Dr Swart reported that the Trust sent a letter to the CQC on 27 June 2014 giving a 
detailed response to the CQC comments contained within their letter. This response 
contained an outline of the evidence the Trust had from its High Level Action Plan 
and confirmed that the Trust had met the requirements to become compliant with the 
regulations. 
 
Whilst all the actions relating to the letter and High Level Action Plan had been 
completed a number of actions relating to the Quality Report Compliance Action Plan 
were on-going and the Governance Department continued to support the Executive 
Team and action owners in collating the evidence and were providing constructive 
challenge ensuring the availability of robust evidence.  
 
It was important that corporately and through local team meetings and  regular trust-
wide communications, the CQC action plan, actions taken and changes that had 
taken place as a result were robustly disseminated to staff at all levels of the 
organisation regularly  and consistently. In addition, the Trust needed to ensure that 
the actions that had been taken were sustained and evidence was available on an 
ongoing basis to demonstrate compliance. 
  
The CQC would revisit the Trust unannounced shortly and they would be looking at 
the actions taken to address the issues identified in their letter and quality report as 
well as other general observations. It was vital that all actions had been embedded 
across the Trust and that all staff, where applicable, could  provide confirmation that 
practices, processes and procedures were in place to ensure the highest level of 
patient care possible. Through continued communications, managers have been 
continually asked to discuss the CQC action plan and its effect on their teams at 
team meetings. 
 

Dr Swart commented that it was now important to focus on maintaining the standard.  
Mr Kershaw and Mrs Searle advised that they had received clear assurance at the 
Integrated Healthcare Governance Committee last week and extended their 
congratulations to the Management Team. 
 
The Board NOTED the CQC Action Plan  
 

TB 14/15 049 Medical Director’s Report 
 Dr Wilkinson presented the Medical Director’s Report.  

 
Dr Wilkinson provided a detailed overview of the content of the report and informed 
the Board that the Hospital Standardised Mortality Ratio data in the report related to 
March 2014. Overall improvement had been sustained and there had been no new 
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areas of significant concern to investigate. A programme to roll out specialty specific 
dashboards for use by clinicians and managers in each directorate was underway to 
enable improved local ownership of performance data.  However this had been 
slower than intended due to restrictions on the access to data by individual users 
within the organisation following the recent changes in licence terms between Health 
and Social Care Information Centre and Dr Foster.  
 
The latest Standardised Hospital Mortality Indicator was down below 100 and or the 
rolling year was significantly lower at 108. 
 
He reported that crude mortality remained one of the lowest in the region and 50 
notes death review had recently been completed and the report would be available at 
the end of September. 
 
Dr Wilkinson advised that 6 new serious incidents were reported and 2 of the 6 
Serious Incidents reported in June 2014 were classified as causing severe harm or 
death, this represented a reporting rate of 0.24%, which was below the national 
average.  Aggregated mortality resulting from the 5 high risk diagnosis groups (acute 
myocardial infarction, stroke, fractured neck of femur, pneumonia and heart failure) 
was better than expected for 2013-4 at 75.  

 
Dr Wilkinson informed that Board that 0% of Serious Incidents this month were 
reported on STEIS within 2 working days; compared to 66% in May 2014 and 60% in 
April 2014.   The delays had predominantly been associated with the validation and 
notification of Grade 3 pressure ulcers.   
 
He further reported that 9 Serious Incidents were submitted for closure.  1 report was 
submitted in breach of the 45 day timescale.  The timescales for internal submission 
of Pressure Ulcer reports needed to be reviewed and closely monitored to ensure 
that the report had been received in advance of the external submission date to allow 
for review and quality assurance checks by the Risk Management team and the 
Executive Lead. Dr Wilkinson confirmed that the Governance team were currently 
working on producing an action plan dashboard which would be included in future 
reports.  This would provide the Board with further assurance that recommendations 
from Serious Incidents were acted upon and monitored until actions were completed. 
 
The Board NOTED the Medical Director’s Quality Report. 
 

TB 14/15 050 Director of Nursing & Midwifery Care Report 
 Mrs Bradley presented the Director of Nursing & Midwifery Care Report. 

 
Mrs Bradley provided a detailed update on a number of clinical projects and 
improvement strategies within the Director of Nursing, Midwifery & Patient Services 
portfolio.  A shortened version of this report, which provided an overview of the key 
quality standards, would be shared on the Trust’s website as part of the Open & 
Honest Care report.    
  
Key points to note were that the N&M Quality Dashboard (QuEST) showed a slight 
improvement of 79% compliance against last month 77%. Health care associated 
infections actual to date were at 7.  She reported that the Trust had achieved the 
Friends & Family Test for June and for the first quarter of the year.  The Trust had 
set up a Care for the Dying Steering Group which was a multi-professional group that 
had developed a detailed action plan to ensure the Trust was prepared for the 
removal of the Liverpool Care Pathway.   
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Mrs Needham commented that improved working between Operational and Nursing 
colleagues had enabled effective and close working.  Mr Lazarus also confirmed that 
joined up working with Finance and Nursing over Bank and Agency staff had been 
working very well.  Mr Farenden acknowledged the positive feedback. 
 
Mrs Searle complimented the team on the End of Life Care Plan. 
 
The Board NOTED the Director of Nursing & Midwifery Care Report 
 

TB 14/15 051 Hard Truth Commitments and Nurse Staffing Review Update 
 Mrs Bradley presented the Hard Truth Commitments and Nurse Staffing Review 

Update.  
 
Mrs Bradley provided a summary of the Hard Truths data for the month of June that 
would be prepared for publication on the Trust’s website.   
 
To improve the staffing establishment the recruitment of staff, both registered and 
unregistered, was fundamental to improving the quality of the patients’ experience, 
improving the staffing morale on the wards and to reduce the financial expenditure 
on the temporary workforce. Mrs Bradley informed the Board that her team had been 
working closely with the HR and Finance teams, the Bank & Agency group had been 
working on a Marketing strategy which incorporated the proactive planning of 
attendance at events, conferences and job fairs, to recruit relevant staff.  She 
advised that development had started with recruitment ownership in that shared 
working between HR and the Ward Sisters enabled them to be involved and 
accountable for the staff they recruit.   
 
Mrs Bradley reported that to complement the Hard Truths Commitment, Nurse 
Staffing Review, and Recruitment Campaign, she had been leading on a number of 
fundamental changes to workforce development across the nursing & midwifery 
teams.  The Bank & Agency Group which she now leads with support from the 
Assistant Director of Finance and senior HR leads would concentrate on the 
recruitment of staff and reduction of the use of temporary staff, in particular Agency 
staff. 
 
She informed the Board that a ‘specials bank’ of Healthcare Assistants who have 
had the relevant training and skills to care for patients who require 1:1 care had been 
set up.  Part of this initiative would include the consideration of using mental health 
trained staff who may be able to ‘special’ more than one patient at a time due to their 
skill set.   
 
Mrs Bradley advised the Board that she had been leading on performance 1:1 
meetings with the 15 ward Sisters/Charge Nurses whose current ward expenditure 
has been over budget.  These meetings had been supported by the Finance team.  
Each Sister/Charge Nurse had been given a financial trajectory to achieve in a given 
time frame with regular meetings to review progress. All band 7 (Ward 
Sisters/Charge Nurses) have had to attend a four day development programme 
focusing on the fundamental aspects of their role.  The programme provided clear 
expectations, roles, responsibilities and accountability of the Sister/Charge Nurse 
role. Mrs Bradley also informed the Board that Back to Basics Review meetings were 
taking place to challenge the Sisters & Charge Nurses on Quality Metrics and KPI 
would be set for the individuals to achieve in a planned timeframe. 
 
Mrs Bradley commented that updates on the progress of these workstreams would 
be presented as part of her future Board report. 
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Mrs Bradley advised that when comparing the Trust’s ward establishment against the 
Safer Nursing Care Tool (SNCT) the findings suggested that the Trust had an under 
establishment in the registered workforce by 19.8 wte, and an over establishment of 
the unregistered workforce by 33.5 wte.  Mrs Wright informed Board that the turnover 
of nurses was around 8% and that work had been carried out on analysis of 
retention. Mr Noble asked if detailed analysis about retention could be made 
available to the Integrated Healthcare Governance Committee.   
                                                                              Action: Mrs Brennan/Mrs Wright 
 
The Board NOTED the Hard Truth Commitments  and Nurse Staffing Review Update  
 

TB 14/15 052 Integrated Performance Report and Quality Scorecard 
 Mrs Needham presented the Integrated Performance Report and Quality Scorecard. 

 
Mrs Needham introduced the revised Integrated Performance Report and Quality 
Scorecard which provided a holistic and integrated set of metrics closely aligned 
between the TDA, Monitor and the CQC oversight measures used for identification 
and intervention. The scorecard included exception reports provided for all measures 
which were Red, Amber or seen to be deteriorating over this period even if they were 
scored as green or grey (no target); identify possible issues before they become 
problems.  
 
Mrs Bradley commented that the complaint response rate within agreed timescales 
was down and this had been due to staff shortage, however an improvement was 
now showing.  She reported that the Friends and Family Test Inpatient score had 
improved and all areas had been achieved. Mrs Searle suggested that a choice of 
language on the IPAD would be useful.  Mrs Bradley advised that she would take 
that on board.                                                                             Action: Mrs Bradley 
                                                                                                   
Dr Wilkinson commented that at the Integrated Healthcare Governance Committee 
he confirmed that he would investigate if the 100% target for Fractured Neck of 
Femur patients operated on with 36 hours was a nationally set target. 
 
Mrs Wright confirmed that the staff sickness rates had risen and an in depth report 
on staff sickness would be presented at the next Integrated Healthcare Governance 
Committee.                                                                                Action: Mrs. Brennan 
 
Mrs Needham informed the Board that a detailed report on Urgent Care and Cancer 
Performance had been presented to Finance Committee.   Mrs Needham reported 
that the A&E 4 hour target had worsened in May and there had been an increase in 
non-elective admissions in June by 3%.  Mrs Needham advised that once the 
Emergency Care Intensive Support Team’s official report had been published it 
would be presented to the Finance Committee. Dr Swart commented that the Trust 
had written an article for the Health Service Journal on how the emergency work 
undertaken with McKinsey had made an impact on working together.  
 
The Board APPROVED the Integrated Performance Report and Quality Scorecard. 
 

TB 14/15 053 Finance Report Month 3 
 Mr Lazarus presented the Finance Report Month 3. 

 
Mr Lazarus reported that the Improving Quality and Efficiency position for Q1 
showed a £5.8m deficit with the forecast a projected deficit of £14.2m.  The Trust 
had been unable to secure any agreement with Nene CCG in relation to the 
reinvestment of the excess Marginal Rate Emergency Tariff (MRET) penalty above 
plan. Non-elective activity had performed above plan in June giving rise to a further 
increased provision for the associated MRET penalty.   
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The NHS Trust Development Authority (TDA) had been informed of the increased 
projected deficit and had offered support in dealing with the excess MRET penalty. 
The advice given had been to go through the Urgent Care Board. However, the TDA 
would continue to performance manage the Trust against the £7.8m plan 
submission. 
 
Mr Lazarus confirmed that the CIP delivery had improved but there remained 
significant forward risk in the CIP plan. A draft Financial Recovery Plan had been 
developed to address the projected deficit 
 
The forecast cashflow position had given rise to potential liquidity risk and a 
temporary borrowing application for £3m had been submitted to DH to cover the 
period September to November 2014. 
 
Mr Pallot reported that he would be preparing a paper entitled Coding and Counting 
Letter and Contractual Position which would be presented to the Board at its Private 
Meeting in September. This would ensure agreement had been reached on the 
approach to the contract negotiations during the winter period with specific reference 
to the Trust’s position on MRET reinvestment.  
                                                                                                         Action: Mr Pallot 
 
The Board NOTED the Finance Report Month 3. 
 

TB 14/15 054 Improving Quality and Efficiency Report 
 Mr Lazarus presented the Improving Quality and Efficiency Report. 

 
Mr Lazarus reported that the most likely delivery at M3 was £10.323m, which was up 
by £1.4m against month 2. This had been off plan by £2.345m against the £12.668m 
plan prior to mitigation.  The plan submitted to the TDA required delivery of £1.6m in 
the first 3 months and actual delivery was £2.1m, ahead of plan by £449k. 
 
Mr Lazarus reported work was currently underway within Directorates to prepare 
plans for closing any gaps and these would be presented to Improving Quality and 
Efficiency Group (IQEG).  Mr Lazarus reported that increased governance had been 
put in place and there had been a lot of good work within the IQE team to improve 
the position.  
 
The Board NOTED the Improving Quality and Efficiency Report 
 

TB 14/15 055 Workforce Report 
 Mrs Wright presented the Workforce Report. 

 
Mrs Wright reported that for the financial year to date rate for sickness absence rose 
slightly to 4.25%.  In month sickness absence increased by 0.26% to 4.32% which 
was above the Trust target. 
 
She reported that the current rate of completed PDPs or Appraisals recorded had 
been 66.09%; continued improvement had been seen since March. The Mandatory 
and Role Specific Essential Performance Wave had been refined and simplified so 
that all managers were aware of what they would receive on a monthly basis and 
what was required of them to be able to provide assurance.  Mrs Wright reported that 
with effect from 1 August 2014 a new regional agency framework would come into 
place which would be managed by the East of England Commercial Procurement 
Hub.  The framework would cover community nursing, general nursing, critical 
nursing, mental health, midwifery and specialist nursing.  It would provide a 
transparent contracting pricing mechanism to realise efficiency savings through 
negotiated service level agreements. 
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The Organisational Development (OD) department were progressing with each of the 
workstreams as identified in the organisational effectiveness strategy. The OD 
department were currently working on 19 workstreams, one of which included 9 
separate departments with specific OD interventions.   
 
The Board NOTED the Workforce Report  
 

TB 14/15 056 Clinical Audit Annual Report 

 Dr Wilkinson presented the Clinical Audit Annual Report. 
 
Dr Wilkinson reported that the Audit Forward Plan 2014/15 comprised of both risk 
and compliance based audits which were aligned with corporate objectives and the 
Board Assurance Framework. The work of the Department of Clinical Audit, Safety 
and Effectiveness (DCASE) continued to expand to meet local and national 
compliance and information requirements.  
 
He informed the Board that the recruitment to the DCASE Lead and the new Senior 
Clinical Effectiveness and Audit Officer posts had now been completed with the new 
postholders starting on 1 July 2014.  The Department was in the process of recruiting 
a full-time TARN Coordinator and Governance Facilitator following the retirement of 
a part-time member of staff (0.6).   
 
Dr Wilkinson advised the Board that the Mortality and Coding Review Group 
continued its work in monitoring mortality; acting on alerts and engaging clinicians in 
clinical audits relating to mortality concerns.  This group was responsible for the 
Trustwide casenote mortality review. 
 
In 2014/15 there had been Local CQUIN for Mortality and Morbidity (M&M) meetings 
at a Trustwide and directorate level.  Compliance with Q1 of the local M&M CQUIN 
was on schedule. The Trust had participated in 100% of national audits and 100% of 
confidential enquiries on the Quality Account in 2013/14. 
 
The Board NOTED the Clinical Audit Annual Report    
 

TB 14/15 057 Risk Management Annual Report 

 Dr Wilkinson presented the Risk Management Annual Report. 
 
Dr Wilkinson reported that this was the first Risk Management Annual Report for 
Northampton General Hospital NHS Trust. The purpose of the report was to 
summarise the key activities relating to risk management undertaken between 1 April 
2013 and 31 March 2014 and highlight the progress in the ongoing development of 
the Trust’s risk management arrangements and also outlined the risk management 
objectives for the coming year.  

 
Dr Wilkinson informed the Board that the overall aim was to provide assurance that a 
programme of work had been put in place to identify, measure and manage risk and 
the report focused on the key areas such as the Corporate Risk Register, Incident 
Reporting and Management, Serious Incidents, Central Alert System (CAS) and 
Claims Management. 
 
Mr Noble asked how the Trust’s Clinical Negligence Claims compared to other Trusts 
and Dr Swart responded that a benchmarking exercise would be carried out. 
                                                                                                 Action: Dr Wilkinson 
 
The Board NOTED the Risk Management Annual Report    
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TB 14/15 058 Medical Education Annual Report 

 Dr Wilkinson presented the Medical Education Annual Report. 
 
Dr Wilkinson reported on highlights of current issues with respect to postgraduate 
medical training at the Trust. Junior doctors were an essential part of the workforce 
and training was provided largely by consultant medical staff and was reliant on 
clinical leadership and engagement with changing patterns and demands on training.  
 
Dr Jeffrey confirmed that multi-professional learning and links were increasingly 
important if the workforce as a whole were to be able to deliver high quality care and 
staff satisfaction and involvement had increased if high quality learning was provided 
for doctors and other staff groups.  
 
Dr Wilkinson advised that not all training posts within the hospital were filled despite 
the Trust receiving good reports from trainees who had worked at the hospital. 
Starting in September the Trust would have 3 students placed in general medicine.  
The Trust would be looking to increase the numbers and range of specialty 
placements available to the Birmingham students in the hope of attracting them to 
subsequently work at NGH. The University were keen to support this “recruit and 
train locally to work locally” approach. 
 
Dr Wilkinson reported that the East Midlands had a historically low number of 
trainees in all specialties for its population size and within the region a very uneven 
distribution of those that come to the Trust, with the Trust having amongst the 
smallest number, despite having a history of better training delivery. Large scale re-
distribution was unlikely so the size of the benefit to Trust remains unclear. Dr Swart, 
had been asked to chair the Local Education and Training Board group overseeing 
this process. 
 
Dr Jeffrey commented that a number of innovative schemes had been developed to 
fill the gaps in junior rotas. He reiterated that it was important that the Trust needed 
to continue to recognise training as an essential part of Consultant work. 
 
The Board NOTED the Medical Education Annual Report    
 

TB 14/15 059 Medical Revalidation & Appraisal Annual Report 

 Dr Wilkinson presented the Medical Revalidation & Appraisal Annual Report.  
 
Dr Wilkinson reported that medical revalidation was formally launched by the 
General Medical Council (GMC) in 2013 and the purpose of medical revalidation had 
been to strengthen the way doctors were regulated with the aim of improving the 
quality of care provided to patients, improved patient safety and increased public 
trust and confidence in medical systems aimed to give extra confidence to patients 
that their doctor was being regularly checked by the employer and the GMC. 
 
Dr Wilkinson gave an overview of the report and stated that the report provided 
assurance to the Board that that robust effective local governance systems and 
processes were in place to support medical appraisal and revalidation and that the 
Interim Responsible Officer can discharge their statutory duties.  
 
He informed the Board that for the reporting period 1 April 2013 – 31 March 2014 the 
Trust had 257 doctors with a prescribed connection to the organisation and the Trust 
had undertaken 208 appraisals. The Trust had 32 Appraisers and that there was a 
need for further recruitment of Appraisers and to support the managing of the 
appraisal system.   
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The Board NOTED the Medical Revalidation & Appraisal Annual Report and 
APPROVED that the Statement of Compliance be signed off by the Chairman and 
Chief Executive. 
 

TB 14/15 060 Equality Delivery Stems 2 (EDS2) 

 Mrs Wright presented the Equality Delivery Stems 2 (EDS2).  
 
Mrs Wright provided a summary of the consultative process carried out for the EDS2 
self-assessment and demonstrated the grades that were awarded for each of the 18 
outcomes following consultation with staff side colleagues and representatives from 
service user groups.   
 
The main purpose of EDS was to help local NHS organisations, in discussion with 
local partners including local people, review and improve their performance for 
people with characteristics protected by the Equality Act 2010. By using the EDS, 
NHS organisations can also be helped to deliver on the Public Sector Equality Duty. 
 
EDS2 was made up of 18 outcomes, against which NHS organisations assessed and 
grade themselves. They were grouped under four goals, Better Health Outcomes, 
Improved Patient Access and Experience, a Representative and Supported, and   
Inclusive Leadership Workforce.  Of the 18 outcomes the Trust had self-assessed as 
achieving 3 and developing in 15.  The Equality and Human Rights Steering Group 
would discuss the areas that had been graded as developing at their next meeting in 
October 2014 to determine which outcomes posed the greatest risk/s and these 
would form part of the Trust’s Four Year Action Plan.   
 
The Board requested that the action plan be presented at the November meeting. 
                                                                               Action: Mrs Brennan/Mrs Wright 
 
The Board NOTED the Equality Delivery Stems 2 (EDS2)  
   

TB 14/15 061 TDA Self-Certification Report 
 
 

Mr Pallot presented the TDA Self-Certification Report.  
 
Mr Pallot reported that in accordance with the Accountability Framework, the Trust 
had been required to complete two self-certifications in relation to the Foundation 
Trust application process.  Draft copies of Monitor Licensing Requirements and Trust 
Board Statements self-certifications for June 2014 were discussed and approved 
subject to the following amendment to Appendix 2 Governance item 10: 
 
The Trust is failing or is at risk of failing the following targets: 
- A&E 4 hour transit time 
- Cancer 62 Day Wait – timescale for compliance 30/9/2014 
Progress against the agreed Improvement Plan for Urgent Care and Cancer is 
progressing at pace and is reviewed in detail at the Trust Finance Committee.  There 
is an existing risk relating to the recruitment of appropriately skilled medical and 
nursing staff and a risk regarding the steep rise in attendances at A&E and 
subsequent admissions and delayed transfers of care in the current year.  At 
present, the Board has insufficient assurance that there are adequate mechanisms in 
place to reduce or divert demand. 
 
The Board APPROVED the TDA Self-Certifications. 
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TB 14/15 062 Any Other Business 
 There were no items of any other business. 

 
 
Date of next meeting: Thursday 25 September 2014 at 09:30 in the Board Room at Northampton 
General Hospital 
 
Mr Farenden called the meeting to a close at 11:35 
 
The Board of Directors RESOLVED 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 
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Report To 
 

Public Trust Board 
 

 
Date of Meeting 
 

25 September 2014 
 

 
 

Title of the Report 
 

Chief Executive’s Report 

Agenda item 
 

6 

Sponsoring Director 
 

Dr Sonia Swart, Chief Executive 

Author(s) of Report 
 

Dr Sonia Swart, Chief Executive 
 

Purpose 
 
 

For information and assurance 

Executive summary 
 
The report highlights key business and service developments for Northampton General Hospital NHS 
Trust in recent weeks. 

Related strategic aim and 
corporate objective 

N/A 

Risk and assurance 
 

N/A 

Related Board Assurance 
Framework entries 
 

N/A 

Equality Impact Assessment 
 

Is there potential for, or evidence that, the proposed decision/ 
policy will not promote equality of opportunity for all or promote 
good relations between different groups? (N) 
 
Is there potential for or evidence that the proposed decision/policy 
will affect different population groups differently (including possibly 
discriminating against certain groups)?/N) 

 

Legal implications / 
regulatory requirements 
 

None 

 
Actions required by the Trust Board 
 
The Board is asked to note content of the report. 
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Public Trust Board 
25 September 2014 

 
Chief Executive’s Report 

 
1. Annual General Meeting 

Our Annual General Meeting (AGM) will be held at 6pm on Monday 29 September in the main 
Lecture Theatre, Cripps Postgraduate Centre.  Our staff, members and Shadow Governors are 
all invited to attend. 
 
For those who cannot attend the AGM, this year we are doing something different.  The 
majority of the presentation will be included within an interactive film that is currently being 
produced.  The aim is that, following the AGM the film will be available via our website and 
intranet for our staff and members of the public to watch at a time to suit them.  
 

2. Building Relationships Across the Local Healthcare Economy 
We have now set up some different style meetings with our Commissioners to include their 
Contracting and Finance Leads with the aim of improving our discussions about funding.   
 
If we are going to collaborate effectively across the health and social care economy in order to 
plan for future sustainability, we know that we need to build trusting relationships.  Having 
meaningful discussions with Chief Executives, Finance Directors and Contract Managers from 
Commissioners and Providers in the room together is a good start.   
 
In the meantime the Chief Executives continue to meet weekly to oversee progress on the 
health economy collaboration work between Providers and Commissioners of Health and 
Social Care. 
 
I recently met with the CEO of St Andrew’s, who is interested in exploring how we could assist 
each other in terms of the mental/physical health issues we both face.  I also had an interesting 
meeting with Professor Robert Harris, a former Strategy Director of Monitor who is now a 
partner in the Corby Lakeside practice.  They are interested in developing urgent care centre 
models that would work alongside A&E departments and assist in the management of a 
significant number of patients to ensure that admission to hospital is not the default option.  It is 
important for us to explore all options and to work with our Commissioners so that they support 
the direction of travel. 
 

3. Aspiring to Excellence 
In mid-August I welcomed our ‘Aspiring to Excellence’ students who are entering their final year 
at medical school.  This 3-week safety teaching module has been a great success largely due 
to the energy and enthusiasm of Jane Bradley and will now be run by Celia Warlow, Jonny 
Wilkinson and others from the Safety Academy.  Many of our consultants have also supported 
this over the years and we are soon to welcome a Senior Lecturer who will join Northampton 
General Hospital (NGH) and work to develop this for us and the Medical School on a grander 
scale. Dr Philip Pearson, previously a Consultant Physician at Plymouth, will start in September 
and will work as a Respiratory/Acute Physician and support quality improvement for our 
students and doctors in training as part of this Senior Lecturer post shared with Leicester 
University.  Each year the students do a project and trust-wide audit with a safety theme and 
present their findings to the Board and clinical staff.  
 

4. Nursing and Midwifery Conference 
We had a very successful day to celebrate achievement in nursing and midwifery on 9 
September.  The Senior Nursing Team led by Jane Bradley organised some very inspiring 
presentations which reflected our achievements and aspirations for the future. There was a real 
appetite for change as well as a realisation that there has been some fantastic work at NGH 
that should be built on. We were all given a perspective check as we listened to the voluntary 
work done in Zimbabwe led by one of our midwives and the conference ended with a moving 

E
nc

lo
su

re
 C

Page 15 of 293



 

 

presentation from one of our nurses who asked us to reflect on the power and value of nursing 
as he told a very personal story. There was a buzz in the air as we all supported the hope and 
belief that we can move towards a hospital consistently providing the best possible care 
supported by a workforce that can be proud of what they do. My favourite phrases from the day 
were probably ‘love what you do’ and ‘do the right thing’.  
 

5. Staff Development 
Our programme for development of staff is starting to take shape and updates are being issued 
to staff.  The programme will help us to work with all our staff to ensure everyone understands 
what is going on in the hospital, and what we all need to do in order to take things forward.  We 
have planned this for a while and although we have not been able to progress this as quickly 
as we would have liked, I am sure people will start to see and feel a difference as this rolls out. 
 

6. New X-Ray System for NGH 
NGH is part of a consortium of seven trusts (EMRAD) who have agreed to share the cost of 
implementing a new x-ray system in the region which will be rolled out over the next 12 
months.  The new system, which will benefit our patients and our clinicians, will allow our 
doctors to see images transferred to them straight away and they will be able call in specialist 
opinions from colleagues at different locations.  Up to now, images could be difficult to transfer 
digitally, or in some cases even mean CD-ROMs physically moved from hospital to hospital. 

 
The seven NHS trusts in the consortium are NGH, Kettering General Hospital, Nottingham 
University Hospitals, Chesterfield Royal Hospital, Leicester Royal Infirmary, Sherwood Forest 
Hospitals and United Lincolnshire Hospitals. 
 
Radiology systems have developed hugely in recent years.  The ability to review radiology 
images and reports is now a crucial part of many clinical pathways, and increasingly these 
pathways involve multiple hospital locations, 24/7.  
 
This is an exciting project for the future of radiology at NGH.  We believe that, by joining with 
our colleagues in Trusts across the East Midlands, we have achieved the best possible 
outcome for our patients and are now looking forward to getting the new system up and 
running as soon as possible. 
 

7. NGH Archive 
We are fortunate to have an active and enthusiastic group of volunteers who help preserve our 
hospital archive and we are grateful to them for their commitment to bringing the archives to 
life.   
 
Recently they presented an interesting display in the cyber café to show people how NGH 
cared for wounded soldiers during World War One.  The display was enhanced by Sue 
Longworth in a nurses’ uniform of the time.   
 
Another keen volunteer is Dr Andrew Nason-Williams, Consultant Paediatrician, who is 
currently working with children from Fairfields School to produce a film depicting the first patient 
cared for at the Infirmary in George Row when it opened on 29 March 1744, a 13 year old girl 
called Thomasin Grace.   
 

8. @SoniaSwartCEO 
I am keen that we use every resource available to us to improve our communication with our 
staff, patients and the public.  With support and encouragement I have recently opened my 
own Twitter account so that I can let people know about positive things or signpost things of 
interest.  I decided I needed to make more use of social media and we will also be working on 
this as an organisation. We also have a NGH NHS Twitter account manned by our 
Communication Department which currently has more than 800 followers.   
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Report To 
 

 
PUBLIC TRUST BOARD 
 

 
Date of Meeting 
 

 
25th September 2014 
 

 
 

Title of the Report 
 
 

Medical Director’s Report 

Agenda item 
 
 

7 

Sponsoring Director 
 

Dr Mike Wilkinson, Interim Medical Director 

Author(s) of Report 
 

Dr Natasha Robinson, Associate Medical Director 
Christine Ainsworth, Senior Quality, Risk & Litigation 
Manager  

 

Purpose 
 
 

Assurance 

Executive Summary 
 Sustained improvement in HSMR at 90.3 

 SHMI no longer outwith the expected range 

 Recent review of 50 deaths completed and included here. This will to be distributed to 
directorates and CCG 

 Next review to commence in next few months 

 4 new Serious Incidents were reported, all under the category of Grade 3 pressure ulcers 

 30 Grade 3 pressure ulcers have been reported year to date, compared to 13 Grade 3 
and 1 Grade 4 in the same period last year 

 Grade 3 and 4 pressure ulcers may be removed from the classification of a Serious 
Incident when the revised National Framework for the Reporting & Learning from Serious 
Incidents is released later this year.  Monitoring would need to continue to ensure the 
continued emphasis on investigation and improvement to reduce the incident of harm 
from more severe pressure ulcers 

 Year to date, the highest reporting category, excluding pressure ulcers, is 
Slips/Trips/Falls.  This is no change from the same reporting period in 2013/14, although 
the number of Serious Incidents reported in 2014/15 has increased by 44.4% 

 9 Serious Incidents were submitted for closure.  All reports were submitted within the 
agreed timescale  

 Delays in submission of the first draft of the Serious Incident reports – SIG have agreed to 
pilot a revised process for 6 months.   This should allow for greater probity into the 
investigation 

 All action plans produced during the reporting period have been reviewed by the Serious 
Incident Group and uploaded to HealthAssure.  75% of agreed action plans are either 
complete or are on target for completion within the timescale.  It is envisaged that all 
historic action plans will be closed by the end of Quarter 2 
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 Dates for Root Cause Analysis training are currently being circulated.  There will be 5 
training workshops in October and November, followed by monthly workshops.    

 

Related strategic aim and 
corporate objective 
 

Strategic Aim 1: Be a provider of quality care for all our 
patients 
Objective No 1 : Invest in enhanced quality including 
improvements in the environment in which we deliver 
care 
 

Risk and assurance 
 
 

Risks to patient safety if the Trust does not robustly 
investigate root causes identify remedial actions required 
and ensure cross Trust learning to prevent recurrence of 
SI. 
 

Related Board Assurance 
Framework entries 
 

BAF 1 

Equality Impact Assessment 
 

Is there potential for, or evidence that, the proposed 
decision/ policy will not promote equality of opportunity 
for all or promote good relations between different 
groups? (N) 
 
Is there potential for or evidence that the proposed 
decision/policy will affect different population groups 
differently (including possibly discriminating against 
certain groups)? (N) 
 

Legal implications / 
regulatory requirements 
 

Compliance with CQC regulations (patient safety) and 
commissioner requirements through mandatory contracts 

 
Actions required by the Trust Board 
 
The Board is asked to note the content of the report, details of the serious incidents declared 
and identify any areas for which further asurance is sought.  
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Public Trust Board 
25 September 2014 

 
Medical Director’s Report 

 
 
1. Review of current mortality and safety data provided by Dr Foster 
This paper provides a brief summary of mortality and safety information provided by Dr 
Foster Intelligence to end May 2014, and SHMI to end December 2013.  This includes the 
first 2 months of data following the separation of the community hospitals from NGH [April & 
May 2014].  Hospital mortality has fallen nationwide over the past year, but the improvement 
at NGH has been more rapid. 
 

2. Current Position HSMR (Hospital Standardised Mortality Ratio, Dr Foster 
Intelligence) 
A detailed account of the methodology of HSMR can be found in all recent Board papers for 
2014, accompanied by a description of the local process for use, both of which remain 
unchanged.  However as previously explained, the data is now 3 months in arrears, and 
where numbers <7 [‘small numbers’] occur, these are redacted for purposes of patient 
confidentiality.   
 
The following graph shows the sustained improvement in HSMR by quarter since 2011: 
 

 
 

3. HSMR Comparison 
This tool is no longer available from Dr Foster.  However the rolling HSMR to end May 2014 
has been rebenchmarked [to end 2013] as 90.3, which is the lowest in 5 years. This is shown 
on the funnel plots for all of England, and also the East Midlands.. [Please note the legend on 
the first graph is incorrect:  the orange circle is NGH] 
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HSMR crude mortality for 2014-15 is now 3%, having been 3.6% in 2013-14.   The fall will in 
part be due to the loss of the community hospitals.  However it is the equal lowest in the East 
Midlands, where the average is 3.7% [3 - 4.6% range] 
 

4. Standardised Hospital Mortality Indicator (SHMI) 
The most recent SHMI data to end December 2013 shows continued improvement as 
expected and is now 105 [within the expected range].  It will fall to below 100 in the next data 
release [October 2014] as it tracks HSMR 100, currently 80-85. 
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HSMR 100 to Q1 2014-15 
 

 
 

 
Palliative care coding accounts for some of the disparity between SHMI and HSMR, as no 
adjustment is made for palliative care within SHMI calculations.   Coding rates for palliative 
care at NGH have fallen below the national average with the loss of the community hospitals, 
further suggesting that SHMI will continue to fall in line with HSMR 100. 
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5. Patient Safety Indicators 

 
 
 

6. Reports on key areas for action or of importance 
Aggregate mortality resulting from the 5 high risk diagnosis groups (acute myocardial 
infarction, stroke, fractured neck of femur, pneumonia and heart failure) is better than 
expected for the rolling year to date at 76. 
 
HSMR for patients admitted as an emergency during the week vs weekends continues to 
show no significant difference, and is <90 for both groups for the year to date when 
rebenchmarked for 2013. 
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7. Possible areas for concern under investigation 
There have been no new alerts requiring investigation. 
 

8. Crude Mortality 
Unadjusted data using the crude numbers of deaths occurring in the Trust provided from 
internal information sources to the end of August 2014 continues to show that the number of 
deaths in hospital [90-100/month] remains stable following the separation of the community 
hospitals. 

         
9.  Mortality Case Note Review (Review 4/December 2013) 
 
Background 
In 2011, Northampton General Hospital NHS Trust undertook a case note review (Review 1) 
of the care of 222 patients who died between October 2011 and February 2012. NGH had 
been an aware of a concern with Hospital Standardised Mortality Ratio (HSMR) since 2008 
and this review was one of a number of strands of work that had been undertaken to 
improve understanding of the issues since 2008. The study was set up to identify avoidable 
deaths and to examine areas which required most improvement on the basis of analysing 
themes relating to failures of care at the Trust. Even if the deaths were not avoidable the 
premise was that there would be useful learning points in terms of targeting improvement 
activity. 
 
The case note review provided the Trust with objective information relating to patterns of 
harm and mortality. The overall judgement was that around 6% of deaths may have been 
avoidable and this information was used to inform improvement work. Whilst it was 
acknowledged that the review was time consuming, it was also felt that this detailed 
examination and feedback was very powerful in engaging clinicians across the Trust.  
 
In 2012/13, the review was repeated looking at 50 consecutive deaths occurring in 
November 2012 (Review 2). 
 
Over the last 18 months, the focus of external regulators such as the Care Quality 
Commission (CQC) and Trust Development Authority (TDA) has been on strengthening 
mortality reviews. Therefore the Mortality Case Note Review process was developed further 
to look at 50 consecutive deaths from 2 selected months each year. The first set of notes to 
be reviewed (Review 3), was 50 deaths from July 2013 (the notes reviews and challenge 
meetings were carried out from December 2013 to February 2014). A report was prepared 
for the Medical Director and a summary of the findings was distributed to M&M leads for 
feedback and discussion at Directorate M&M meetings. The current report (Review 4) gives 
details of the results of the second review looking at 50 consecutive deaths from December 
2013 (the notes reviews and challenge meetings were carried out from May 2014 to July 
2014).  
 
Casenote review is recognised as a valuable tool for understanding and improving 
standards of care.  However the well-recognised inherent subjectivity and inter-rater 
variability of the method mean that it should not be used in isolation.  NGH also uses Dr 
Foster Intelligence to provide an overview of mortality rates within the Trust, and monitors 
crude death numbers in real time.  Overall mortality at NGH represented by HSMR fell 
during 2013, (as did the crude number of deaths).  The rolling year average HSMR to July 
2013 was 99 and to December 2013 was 94.  This suggests that mortality in the Trust was 
now as expected, having been significantly worse than expected in earlier years.   
  
In order to more easily identify the review, each has been allocated a “Review Number” 
which will be quoted in future (along with the dates to which the reviews relate): 
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Review 1/ Nov 2011-Jan2012 
Review 2/ Nov 2012 
Review 3/ July 2013 
Review 4/ December 2013 
 
This Trustwide Process runs alongside already well-established directorate mortality and 
morbidity processes and the work of the Mortality and Coding Review Group. The 
completion of this Trustwide review and the sharing of identified learning form part of a local 
M&M CQUIN for 2014/15 (Q2 and Q4). The learning will be shared across NGH NHS Trust 
and also with colleagues from KGH, NHFT and the CCG. In 2013, the administration of the 
review passed to the Department of Clinical Audit, Safety and Effectiveness. 
 
Methodology 
 
The process 
The Mortality Case Note Review proforma used in the previous review was reused with 
some minor modification. The December 2013 proforma can be found in Appendix 1 (copies 
of previous versions are available in the corresponding reports). 
 
Reviewers were recruited more widely for this round, to include doctors in training and 
nursing members of the governance and patient safety teams. Specific invitations were sent 
to: 

 Those who had been part of the reviewing team on previous occasions 

 Directorate Governance Leads 

 Care Group Governance Managers 
 
In addition, a general email was circulated to all consultants and SAS grade doctors, 
explaining the rationale for the review, the process and requesting volunteers. It also 
requested that consultants discuss the review with their junior staff and invite them to 
participate.  
 
The above steps resulted in the development of a team of 27 reviewers (15 experienced 
reviewers and 12 who were new to the team). As previously, the team covered a wide range 
of disciplines including paediatrics, radiology, general surgery, anaesthetics, trauma and 
orthopaedics, haematology, oncology and gynaecology and on this occasion there were 
also reviewers from general medicine, accident and emergency and Head and Neck. Each 
reviewer was allocated either 1 or 2 sets of notes for review and requested to attend at least 
2 challenge meetings. Training and support was available in completing the proforma where 
requested. The notes were allocated and distributed by the audit department and meetings 
were held to discuss the findings in detail and challenge the judgements where possible. 
Presentation slots were allocated for the reviewers at the meetings to ensure an equal 
workload each week.  
 
Review of clinical coding was undertaken by senior coders before the notes were distributed 
to clinical reviewers, whereas previously it followed clinical review.  Coders attended the 
meetings and, following discussion with reviewers, further coding amendments were made 
where appropriate, emphasising the requirement for clear documentation to facilitate 
accurate clinical coding.  
 
Deaths in A&E were included if the patient had been discharged from NGH within the 
previous 30 days or they had received treatment in A&E (n=3). The proforma used for this 
review was modified very slightly from the previous round and can be found in Appendix 2. 
Deaths in A&E that followed an out of hospital cardiac arrest were excluded from the review 
process.  
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Deaths occurring in community hospitals were excluded for Review 4 as at the time the 
review was carried out, the community hospitals were no longer part of the Trust. 
Deaths subject to Serious Incident Review [other than those due to occurrence of a 
pressure ulcer] were also excluded since they have already been scrutinised for learning 
thus enabling the inclusion of another case (n=1). 
 
Data Collection and Analysis 
A clinical summary was presented and discussed for each case at the weekly challenge 
meetings and a summary sheet was used to document the discussion in brief (appendix 3). 
This and the completed proforma were then used to enter detailed data into an Excel 
spread sheet. The notes were available for more detailed analysis as required and results of 
investigations could be followed up on ICE if necessary. On occasion radiology reports were 
requested where these had not been provided [due to the patient having died before 
reporting had been performed]. 
 
Results 
50 consecutive deaths were identified, reviewed and presented. 47 patients were admitted 
and died on a hospital ward, the remaining 3 died in A&E (n=50 unless otherwise stated). 
 
9.1 Demographic Measures  
 
 Distribution by Age 

 
The ages of the patients at the time of death ranged from 36 to 95 years with a mean age of 
77.9 years (median 80 years). 
 
 Distribution by Gender 

 
30 (60%) of the patients were male and 20 (40%) were female. 
 
Table 1: Comparison of age and gender for all reviews 
 

 
Review 4 
2013 (Dec) 

Review 3 
2013 (July) 

Review 
2012 (Nov) 

Review 
2011 (Nov 
– Jan) 

Number of 
cases 
reviewed 

50 50 50 222 

Age range 36 - 95 31 - 99 39 -98 35 - 99 

Median age 80 years 81 years 81 years 84 years 

Gender 
60% Male: 
40%Female 

66% Male: 
34% 
Female 

54% Male: 
46% 
Female 

48% Male: 
52%Female 
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 Distribution by Day of Week of Admission to Ward n=47 (3 patients died in A&E) 
 

 
 
 
 Distribution by Time of Day of Admission to Ward n=47 (3 patients died in A&E) 

 
This reflects the pattern of all emergency admissions in the Trust. 
 

 
 
 Distribution by Day of Arrival in A&E n=47 (3 patients were admitted directly to a 

ward and did not go via A&E) 
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 Distribution by Time of Arrival in A&E n=47 (3 patients were admitted directly to a 
ward and did not go via A&E) 
 
This reflects the pattern of all presentations to A&E. 
 

 
 

 Distribution by Type of Admission 
 

All 50 admissions were emergency admissions (there was only one elective death in the 
Trust in December 2013). The route of admission is shown in the chart below.  
 

 
 
 Distribution by Admitting Team n=47 (3 patients died in A&E)  
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Table 2: Comparison of route of admisison and admitting team for all reviews 
 

 Review 4 
2013 (Dec) 

Review 3 
2013 (July) 

Review 2012 
(Nov) 

Review 2011 
(Nov – Jan) 

Percentage of 
patients 
presenting by self-
referral to A&E 

68% 68% 58% - 

Percentage of 
patients admitted 
under general 
medicine 

85% 64% 76% 76% 

 
 

 Distribution by Number of Emergency Admissions in Previous 12 months  
 
28% of patients had been admitted once in the previous 6 months, and 16% had been 
admitted on 2 or more occasions as an emergency admission. 56% of patients admitted had 
not been admitted as an emergency to NGH NHS Trust in the previous 6 months. 
 
8 of the admissions in this review were emergency readmissions within 30 days of 
discharge from NGH NHS Trust.  
 
 Distribution by Previous Residence and  Premorbid State 
 
17 patients were living alone in their own home and 24 were at home with either a 
spouse/partner or another family member. 2 patients were in residential homes, 3 in care 
homes and 3 in nursing homes. In 1 case, the usual residence was not recorded. 
 
20 (40%) were documented as living independently and 6 were documented as bed bound 
(the others were dependent on sticks, Zimmer Frames or wheelchairs for their mobility +/- 
support from carers). The usual functional status was not recorded in 2 admissions. 
 
Other Demographic Measures 

 

 The incidence of dementia in this population was 24% (comparable with previous 
review findings) 

 
9.2  Analysis of Failures to Plan, Rescue and Communicate   
 
The notes were reviewed looking for failures to plan, rescue and communicate. Failures to 
plan were the most common occurring in 40% of patients; failures to rescue occurred in 
approximately 12% and failures to communicate occurred in 30%. Deciding if care has 
failed is highly subjective and there is overlap between the three categories and what 
constitutes failure in each category. Reviewers with previous experience of notes reviews 
and challenge meetings may be more likely to pick out failures in care and this may in part 
explain what may appear as an increase in failures of care since 2011.  
 
The numbers of patients included in each review are small and no attempt has been made 
to attach statistical significance to the variations seen, and therefore the importance of the 
data is to identify themes of failures in care and areas for learning and improvement that 
can be shared across the Trust. 
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 Failure to Plan  
 
The following reasons were identified to illustrate failure to plan (20 patients- each individual 
patient may have had more than 1 of the following reasons for failure to plan). 
 

 Related to initial assessment and plan of care on admission [9] 

 Failure to make a clear diagnosis or consider differential diagnosis  

 Failure to document an adequate examination and assessment  

 Failure to manage pain relief adequately in A&E  

 Failure to do blood cultures on a patient with neutropenic sepsis  

 Related to consultant review and request for specialty review [6] 

 Delayed referral to Stroke Team  

 Failure to address issue of consent for endoscopy in a patient with delirium  

 Delayed referral to ITU  

 Infrequent consultant review  

 Delayed initial consultant review  

 Failure to document initial consultant review  

 Related to Documentation [6] 

 Failure to review old notes for important comorbidities  

 Poor organisation of notes  

 Poor documentation of handover to another ward  

 Long admission where overall plan was difficult to follow  

 Fluid balance charts not available for review  

 Related to end of life care [8] 

 Failure to recognise EOL  

 Failure to consider patient’s wishes  

 Confusion over the use of the LCP  

 Failure to stop all monitoring when patient had been designated as End of 
Life  

 DNAR/TEP form completed too late in the admission  

 Related to medication [3] 

 Prescription of diclofenac in a patient with renal impairment  

 Use of Lorazepam/ Zopiclone in patients with agitation and confusion when 
no clear cause has been established  

 
 Failure to Rescue  
 
The following reasons were identified as illustrating failure to rescue (6 patients). 
 

 Failure to perform baseline investigations when patient became confused   

 Failure to request senior review when diagnosis was not clear  

 Failure to check biochemistry investigation despite request to do so  

 Failure to review CXR for 5 days and therefore delayed start of treatment  

 Failure to act on ECG findings before transferring patient to the ward  
 

 Failure to Communicate 
 
Poor communication was felt to be an issue in each of the following circumstances (12 
patients - examples in brackets). A limitation of notes review is that communication may 
have occurred which was not documented. 
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 Between wards (failure to hand over appropriately)  

 Between ward staff and medical team (failure of escalation process for high EWS or 
to appropriately reduce monitoring and interventions at end of life)  

 Between specialties at NGH (failure to be clear about who was in overall charge or 
to arrange appropriate consent process for endoscopy)  

 Between medical staff and patient (failure to discuss preferences for end of life care)  

 Between medical staff and relatives (failure to address concerns of relatives)  

 Between NGH and tertiary referral centre (failure to send scans in a timely manner 
and document discussion)  

 
9.3 Analysis of Triggers for Potential Harm n=47 (this question was not asked for the  

3 patients who died in A&E)  
18(38%) of patients were identified as having at least 1 trigger for potential harm. 
Readmission as an emergency within 30 days of discharge is the most common trigger for 
harm as has been noted previously.  

 Emergency readmission [8] 

 HCAI [3] 

 Fall [3] 

 Development or worsening of pressure sores [2] 

 Cardiac arrest [3] 

 VTE Tests [1] 
 
8 patients were readmitted to NGH having been discharged within the previous 30 days. 
These cases were further reviewed to look for examples of failure to plan on the initial 
admission that contributed to the readmission but this was not found. It was generally felt 
that with better availability of non-acute hospital care, 2 of the re-admissions were 
potentially avoidable but that nothing could have been done differently to avoid the 
remainder.  

 
9.4 Analysis of Potentially Avoidable Deaths   [n=50] 
In 1 case death was felt to have been possibly avoidable had optimal care been given 
(grade 2).  This assessment is very subjective and therefore death may still have been 
inevitable (further details of this case can be found in appendix 4). There were 4 further 
cases which have been discussed and followed up in further detail (eg: making sure all 
investigations were available, requesting that all X-Rays were reported or clarifying the 
circumstances of a fall or development of a pressure ulcer). Suboptimal care was identified 
in each of these cases but after full discussion, review and follow up it was felt that the 
deaths were not avoidable (grade 1). No deaths were felt to be “probably avoidable” (grade 
3). Any deaths identified as grade 3 are automatically referred to the Serious Incident Group 
(SIG). 
 
Table 3: Classification of suboptimal care 
 

Suboptimal Care Question Number of patients* Percentage 

No suboptimal care (grade 0) 27 
98% Suboptimal care identified but death not 

avoidable (grade 1) 
22 

Possibly avoidable death (grade 2) 1 
2% 

Probably avoidable death (grade 3) 0 
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Table 4: Identification of possibly or probably avoidable deaths for all reviews 
 

 
Review 4 
2013 (Dec) 

Review 3 
2013 (July) 

Review 
2012 (Nov) 

Review 
2011 (Nov – 
Jan) 

Deaths identified as 
possibly or probably 
avoidable (grade 2 and 
3) 

1* (2%) 4* (8%) 3* (6%) 13** (5.9%) 

 
*All deaths were grade 2  
**12 deaths were grade 2 and 1 death was grade 3 
 
9.5 Analysis of Avoidable Admissions 
8 admissions or A&E attendances were felt to have been potentially avoidable with better 
end of life care planning in the community or more provision of non-acute beds.  

 
Other Quality Indicators 
 
 Notable Care  

 
Reviewers and the challenge team were asked to comment on notable care. In 58% of 
admissions, at least one example of notable care was highlighted. Common reasons for the 
care being noted as very good were: 

 Good consultant continuity, input or leadership [12] 

 Good discussion with the patient and/ or family and carers [7] 

 Good Documentation [6] 

 Co-ordinated end of life care decisions [5] 
 
 Care Suitable for Reviewers own Family 
 
Reviewers and the challenge team were asked to comment on whether the care individual 
patients received would have been suitable for a member of their own family. In 72% of 
admissions the consensus was that the care was suitable (same as Review 3 July 2013). 
Reasons for the care being unsuitable can be grouped into 3 areas as follows: 
 

 Recognition and management of end of life care 

 Missed diagnosis or failure to make a clear plan for investigation and treatment 

 Lack of clear overall responsibility and continuity of care 
 
Overall Quality of Care Measure 
Reviewers and the challenge team were asked to rate the overall quality of care taking into 
account all the contributing factors identified such as triggers for harm, failures of care, 
delivery of optimal care and notable care and suitability for a family member. It is difficult to 
know given the changes in makeup and experience of the review group if changes seen in 
the overall quality of care judgement are genuine or reflect a maturing approach to review. 
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 Consultant Review Following Admission (n=47) 
 
The previous standard at NGH for consultant review was that all patients should be 
reviewed within 12 hours of admission to the ward. This standard has been used for Review 
4 but in future reviews the standard for ‘time to consultant review’ will be determined by 
NHS England 7 day clinical standards.     
In Review 4, 57% of admissions achieved the standard of consultant review within 12 hours 
of admission to the ward. 10 (24%) patients were seen by a specialty consultant in A&E 
before admission to the ward. This data is incomplete as for 6 cases, the date or time of the 
review was not documented and it was not possible to establish from the timeline if the 
review occurred within the 12 hour period after admission to the ward (although it was 
evident that a consultant review had occurred and it could have been within the 12 hour 
period).  
 
Table 5: Consultant review within 12 hours of admission for all reviews 
  

 
Review 4 
2013 (Dec) 

Review 3 
2013 (July) 

Review 
2012 (Nov) 

Review 
2011 (Nov – 
Jan) 

Consultant 
Review within 
12 hours 

57% 60% 70% 67% 

 
. 
 End of Life Care and Discharge Documentation 
 

 40 (80%) patients had an appropriate DNAR/TEP form completed and filed in the 
notes 

 There was evidence of senior involvement in end of life decisions in 45 (90%) cases 

 5 patients were thought to have been subject to futile investigations, monitoring or 
treatment at the end of life 

 The LCP was used for only 12 patients (24%) 

 The rate of post mortem examinations remains low at 10% (5 patients). The results 
of the post mortem examinations were available at the time of this review 

 34 (72%) sets of notes had an EDN (n=47). EDN completion at NGH for patients 
who have died is approximately 95% therefore this simply reflects the fact that the 
EDN has not been printed and filed. 
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Documentation 

 The Admission Proforma n=47 
 
The Standard Non-Elective Admission Proforma was used for 38 admissions, the stroke 
proforma was used for 7 admissions and the #NOF proforma was used for 1 admission. On 
one occasion no proforma was used. 
 
The VTE risk assessment was completed on admission for 38 (81%) cases (this result is for 
all 47 admissions, not just those where a standard admission proforma was used).  
 
The admission documentation has been analysed in more detail but the pattern of use of 
the standard proforma has not changed since the first review in 2011: 
 

 Areas that were well completed (>90%) were: 
o Date 
o Presenting complaint 
o History of presenting complaint 
o Past medical history 
o Management plan 

 Areas where there is room for improvement (60% to 90%) were: 
o Time 
o Full Name and GMC Number of Doctor 
o Medication Record 
o Allergies 
o Examination 
o Differential Diagnosis 

 Areas that were not well completed (<60%) were: 
o Systems enquiry 
o Patients concerns and wishes 
o Family History 
 

 Continuous Clinical Record n=47 
 

 83% of cases had a daily entry in the notes (n=47) and in 98%, the notes were clear 
and relevant and told a story (n=50). 

 As has been seen previously, haematology, biochemistry and radiology results were 
clearly documented in the notes more than 80% of the time however microbiology 
results are documented less often.  

 
Deaths in A&E 
3 cases included in this review were patients who died in A&E. None of the 3 deaths was 
felt to have been avoidable, however issues surrounding end of life care planning in the 
community were raised.  
 
Learning Points 
Reviewers were asked to identify any learning points for sharing. The main areas 
highlighted were: 
 

 Review of previous admissions and diagnoses – This is essential to ensure that 
important pre-existing diagnoses and treatments are not overlooked. Existing 
medical records should be obtained and reviewed as early as possible and referred 
to throughout the admission. 

 End of Life Care – The lack of provision of end of life care facilities in the community 
was highlighted again as was the need to reduce admissions from nursing homes 
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and community hospitals when the patient is clearly at the end of life. It was felt that 
the new guidance for delivering end of life care at NGH will be very welcome and 
that communication is essential to ensuring unnecessary investigations, monitoring 
and treatment are stopped when appropriate.  

 Early consultant review, diagnosis and management plan – This is essential to 
providing high quality care. Less than 60% of patients were seen by a consultant 
within 12 hours of admission to the ward.  

 Investigations – These must be followed up in a timely manner and the results 
clearly documented including action taken. 

 
Further details of learning points can be found in Appendix 1. 
 
Discussion 
This review was carried out as a follow up to similar reviews in 2011, 2012 and 2013. There 
are important limitations to the methodology which must be considered when interpreting 
the results. 
 

 The sample size is small and variation from previous years cannot be considered 
significant. 

 
 The reviewing group was a mixture of experienced and new reviewers. Experienced 

reviewers are more familiar with the process and sources of information; however 
they may also be less likely to highlight issues they have previously noted even 
though these remain a problem. New reviewers are less experienced with the 
sources of information but bring fresh eyes to the process. This leads to variability in 
the review process.  

 
 The only information available to the reviewers is information that is documented in 

the medical record or available electronically.  
 
Areas for discussion raised by this review are as follows: 
 

 All admissions were emergency admissions with the proportion who presented without 
apparently making contact with primary care in the first instance remaining high at 68%.  

 The proportion of emergency general medical patients was very high at 85%. 

 There were 8 readmissions in this group and this was the most common trigger for 
harm. 

 An important theme within failure to plan remains the importance of an early consultant 
review which helps avoid missed or delayed diagnoses and sets out a clear 
management plan. It was disappointing to find that the number of patients who received 
consultant review within 12 hours of admission to the ward had not shown improvement 
despite changes in delivery of on call availability of consultants during the period since 
the previous review (Review 3).  

 The proportion of cases in which the care was judged to be suitable for a member of the 
reviewers own family remains consistently high at 72%.  

 Post mortem rate remains lower than the team felt was desirable as the diagnosis was 
not always certain. 

 1 death was identified as possibly avoidable (grade 2). There were a further 4 cases 
where although suboptimal care was identified, it was very difficult to be sure if there 
was any element of preventability. The cases were reviewed and discussed in detail and 
followed up with specialty opinions if required. Consideration could be given in future to 
piloting an alternative scale known as the Hogan Scale which gives 6 different options to 
choose from and may help reviewers classify these complex cases more easily. 
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 For this round of the review, there was a much bigger pool of reviewers which had 
advantages and disadvantages. Each reviewer was only required to review a maximum 
of 2 sets of notes and attend a minimum of 2 meetings therefore reducing the individual 
workload. This was also positive in that lots of individuals from a wide variety of 
backgrounds were engaged with notes reviews and brought their own experience and 
perspective. More structured coordination of the meetings was required in order to avoid 
everyone turning up on the same day to present their cases but the advantage of this 
was that there were always at least 7 or 8 individuals at every meeting and therefore 
plenty of scope for discussion and challenge. It is hoped that new reviewers to the group 
will attend a further round and therefore increase their experience and exposure to a 
variety of different cases and topics. 

 Areas for learning were broadly similar to previous reviews. It is likely that this reflects 
persistent organisational challenges requiring substantial changes in practice that have 
yet to be fully implemented (eg ‘7 Day working’).  It is also likely that reviewers are 
becoming more critical as the review process develops.  

 The review process needs to be sufficiently detailed to ensure a good understanding of 
events, but not so burdensome as to discourage participation.   With each round, the 
proforma is adapted and questions removed, changed or added. Similarly the content of 
the report will be adapted to focus on the opportunities to improve care.  

 As with previous rounds, new reviewers who joined the group from a variety of 
backgrounds commented that they had found the process valuable and educational and 
would wish to be involved again. 

 Specific request for support from the directorate governance leads was well supported 
and will hopefully have the benefit of improving the flow of skills and learning from the 
group to the directorates. For future rounds, consideration should be given to inviting 
directorate M&M leads if they are not already participating as they have a pivotal role in 
improving the quality of directorate M&M meetings.  

 
Conclusions 
Review 4, 50 consecutive deaths from December 2013, was carried out with a large group 
of engaged reviewers from a variety of specialties and backgrounds including on this 
occasion both senior nurses and doctors in training.  As has been noted previously, one of 
the most obvious benefits of the review is the experience and skills gained by the reviewers 
during the process which they then take back into their own practice.  It is therefore 
important that for future rounds, engagement of new reviewers continues to be promoted 
across the Trust.   
 
Over the period of the 4 reviews HSMR has fallen substantially and continues to do so.  It is 
difficult to identify exactly how the findings of the review programme have contributed to this 
improvement in terms of changing practice in the Trust.  However it is clearly important that 
the findings are disseminated widely within clinical teams to inform the relevance of their 
own safety programmes, and also that of the Patient Safety Team.   
 
The current local CQUIN for M&M will support the sharing of learning between the CCG and 
other local healthcare providers. 
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Next Steps 
1. Discussion of draft Report  4 with MD [04.09.14] 
2. Presentation of report to Trust Board (25.09.14) 
3. Feedback end of life care issues to End of Life Care Group (KNR) 
4. Set dates for next round, Review 5/ Aug 2014(LJ/ KNR) 
5. Review and adapt proforma for next round (LJ/ KNR) 
6. Prepare a summary for the sharing meeting with the CCG and other local healthcare 

providers. 
7. Distribute summary to directorate M&M leads for discussion. 
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Appendix 1 – Learning Points 

Category Learning  

Documentation  It is important to seek out old notes and GP referral letters 
(as soon as they become available). Failure to do so can 
mean that important diagnoses are overlooked or 
inappropriate medication prescribed. 

 The admission clerking and examination is vital both for 
establishing the diagnosis and also for providing information 
to the clinical coding team. 

 Notes must be legible and there should be an entry for every 
patient contact. 

 Standard or specialty proforma must be fully completed 

 Clear documentation of discussion with patients and/ or 
family members is a very useful source of information for 
notes review 

 It can still be difficult to identify which doctor has made a 
particular entry and GMC stamps should be used. 

 Documentation of all aspects of ITU care is not always 
available in the notes (large observation charts are stored 
elsewhere).  

 Organisation and general finding of notes is still a problem. 

 Discussions with tertiary referral centres must be clearly 
documented. 

End of Life Care  Lack of end of life discussions and planning in the 
community is still leading to inappropriate admissions, 
including from community hospitals and nursing homes. 

 There is insufficient provision of palliative care services in 
the community and therefore admissions to NGH for end of 
life care are unavoidable. NGH provides good quality of care 
to this group of patients when they need it. 

 Discussion of preferences for end of life care should be 
undertaken with the patient where appropriate. 

 The use of the LCP has inevitably declined but it was 
generally felt that end of life care was better when the 
pathway was used and therefore further guidance is 
anticipated. 

 DNAR/ TEP forms must be completed in good time.  

 The completion of DNAR/ TEP forms for patients on ITU 
needs to be reviewed. 

Consultant 
Responsibility 

 It is vital to be clear which consultant has overall 
responsibility for the coordination of a patient‘s care. 

 Differing management plans can cause confusion and 
uncoordinated care. 

 MDT working is very valuable for the care of patients with 
complex needs eg diabetic foot team. 

 Clear documentation of the initial consultant review is helpful 
to clarify differential diagnoses, management plan and 
support accurate clinical coding. 

Investigations  Investigations that are requested must be followed up to 
ensure they are done in a timely manner and that the results 
are reviewed and documented clearly in the notes. 

 ICE requests must be double checked to ensure they have 
been requested for the correct patient.  
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Following up issues 
raised regarding 
quality of care from 
other providers 

 Concern was raised about what to do when care at another 
healthcare provider was identified as being potentially 
suboptimal.  

Medication  NSAIDs should be used with caution in patients with renal 
impairment and renal function should be monitored (ref 
BNF). 

 Sedatives must be used with caution, particularly in the 
elderly. Of particular concern in this round was the use of 
Zopiclone in patients with new onset confusion where no 
diagnosis had been made and the use of Lorazepam in a 
patient with COPD and agitation who subsequently 
developed respiratory failure. 

 Medication review should be a standard ward round tool. 

Certification of Death  Completion of death certificates is complex and more 
education and support for junior doctors is required. 

Ward Transfers  Is there a protocol for moving patients from A&E to a ward if 
they have a high EWS? 

 Patients who move from an admission ward to a specialty 
ward at the weekend must be reviewed. 

Miscellaneous  The post mortem rate remains very low and if the diagnosis 
is not clear, a PM should be considered. 

 A patient with suspected sepsis must have blood cultures. 
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10. Serious Incidents 
Introduction 
The Trust is committed to identifying, reporting and investigating serious incidents, and 
ensuring that learning is shared across the organisation and actions taken to reduce the risk 
of recurrence. The Trust seeks, where at all possible, to prevent the occurrence of serious 
incidents by taking a proactive approach to the reporting and management of risk to ensure 
safe care is provided to patients, through the promotion of a positive reporting and 
investigation culture. 

 

Background 
A Serious Incident (SI) is defined as an incident that occurred in relation to NHS-funded 
services and care resulting in (or could have resulted in) one of the following: 
 

 Unexpected or avoidable death to one or more patients, staff or members of the public 

 Serious and or permanent harm to one or more patients, staff or members of the public 
where the outcome requires life-saving intervention, major surgical/medical intervention 
or will shorten life expectancy or result in prolonged pain or psychological harm 

 The actions of staff providing NHS funded care that are likely to cause significant public 
concern i.e. serious instances of abuse (physical/sexual/mental). 

 An event that prevents or significantly threatens the Trust’s ability to deliver healthcare 
services. 

 One of a core set of ‘Never Events’ as defined and updated annually by the National 
Patient Safety Agency (NPSA)  

 
The organisation has a responsibility to investigate and where appropriate learn and take 
corrective action to mitigate the potential for any future incidents and also to report such 
incidents to the Nene and Corby Clinical Commissioning Group (CCG) and the Strategic 
Executive Information System (STEIS).   
 
This report is presented to provide assurance that the Trust has robust systems and 
processes in place to learn from adverse events to minimize or eliminate the risk of 
recurrence in the interests of patient safety. This report provides a summary of the Trust’s 
performance against key targets for the reporting and management of serious incidents.  A 
thematic analysis and identification of actions taken to reduce risk of recurrence is also 
included. 
 

New Serious Incidents 
Since the last report to the Committee, and within the reporting period 1 – 31 August 2014, 
4 new Serious Incidents have been reported.  Serious incidents are graded in accordance 
with the National Patient Safety Agency (NPSA) Serious Incident Reporting and Learning 
Framework.  
 
All 4 incidents identified during this reporting period were reported under the category of 
Grade 3 pressure ulcers.   

 
Category 3 pressure ulcers are subject to Root Cause Analysis investigation led by the 
responsible Ward Sister and supported by the Tissue Viability Team.  Figure 1 illustrates the 
number of Category 3 / 4 pressure ulcers reported since April 2014 compared to the same 
period in 2013.   It must be noted that pressure ulcer data is shown by number reported on 
STEIS during the reporting period.  This does not necessarily equate to the number of 
Grade 3 pressure ulcers acquired in each month. 
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Figure 1 

 
 

 
The Trust commenced reporting Grade 3 and 4 pressure ulcers as a Serious Incident in 
February 2012, as agreed with commissioners and in line with other Trusts.  Since this time, 
there have been ongoing discussions regarding the significant variation in reporting rates 
and a lack of standardisation across the country, which makes valid comparisons difficult.  
This has led to discussions as to whether Grade 3 and 4 pressure ulcers will be removed 
from the classification of a Serious Incident when the revised National Framework for the 
Reporting & Learning from Serious Incidents is released later this year.  If this were to 
happen, monitoring would need to continue to ensure the continued emphasis on 
investigation and improvement to reduce the incident of harm from more severe pressure 
ulcers. 
 
Figure 2 shows the number and category of Serious Incidents (excluding pressure ulcers) 
from April 2014, compared to the same period in 2013. 
 
Year to date, the highest reporting category, excluding pressure ulcers, is Slips/Trips/Falls.  
This is no change from the same reporting period in 2013/14, although the number of 
Serious Incidents reported has increased by 44.4% this year.  The Falls Co-ordinator 
provides a quarterly report on trends to the Serious Incident Group, the next report is due 
September 2014 
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Top Categories: April – August 
2014/15 

Top Categories:  April – August 2013/14 

Slips/Trips/Falls 9 Slips/Trips/Falls 5 

Delayed Diagnosis 2 Unexpected Death of Inpatient 3 

Infected Healthcare Worker 1 Adverse Media Coverage 2 

Maternity – Unplanned 
admission ITU 

1 Outpatient Appointment Delay 1 

Sub-optimal care of 
deteriorating patient 

1 Child Death 1 

Wrong Site Surgery 1 Health Care Acquired Infections 1 

Total 15 Total 13 

 
Never Events 
“Never events” are defined as ‘serious, largely preventable patient safety incidents that 
should not occur if the available preventative measures have been implemented by 
healthcare providers’. 

 
To be a “never event”, an incident must fulfil the following criteria; 

 

 The incident has clear potential for or has caused severe harm/death. 

 There is evidence of occurrence in the past (i.e. it is a known source of risk). 

 There is existing national guidance and/or national safety recommendations on how the 
event can be prevented and support for implementation. 

 The event is largely preventable if the guidance is implemented. 

 Occurrence can be easily defined, identified and continually measured. 
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There were no Never Events reported in August 2014. 
 

April May June July Aug Sept Oct Nov Dec Jan Feb Mar 

0 1 0 0 0        

Serious Incident reporting target (≤ 2 working days of being reported on local system)  
 

STEIS No Interval  Target 
Met 

Incident Type (STEIS) Reason for Delay 

2014/26870 
 

2 days 
 

Pressure ulcer Grade 3 
 
 

2014/26870 
 

11 days 
 

Pressure ulcer Grade 3 

Validated by TVN within 3 
working days; emailed to 
Risk Facilitator who was on 
annual leave 

2014/27331 
 

2 days 
 

Pressure ulcer Grade 3 
 

2014/27308 
 

4 days 
 

Grade 3 Pressure Ulcer  

 

 
 

Key:   Green (within timeline)     50% (25% - July; 0% - June; 66% - May)     
Amber (breached ≤ 7 days) 25% (37.5% - July; 83.4% - June; 46.7% - May)       
Red (breached ≥ 8 days) 25% (37.5% - Aug; 16.6% - June; 13.3% - May)    

 
The Serious Incident Group continue to meet weekly to expedite the agreement & external 
notification of Serious Incidents (SI)  

 
Closed Serious Incidents 
During the reporting period 9 serious incident reports were submitted to Nene and Corby 
Clinical Commissioning Group (CCG) for closure as follows:  
  

Category of Incident Number of 
reports 

Comments 

Slips/Trips/Falls 
resulting in fracture 

2 The Trust have requested 1 of the incidents 
to be downgraded as the person affected 
was not in receipt of NHS funded care 

Grade 3 Pressure 
Ulcer – deemed to be 
avoidable following 
investigation 

5  

Wrong site surgery 1  
 

 
Delayed diagnosis 

1 The CCG have recommended downgrading 
the incident as no care/service delivery 
problems were identified 

 
Active Serious Incidents 
As at 31 August 2014 there were 14 on-going Serious Incidents investigations underway.    
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STEIS Extension Submission Requests 
One extension to the 45 day deadline was requested due to unavailability of medical 
records as the patient remained in hospital.  
 
Key Learning and Service Improvements  
The systematic investigation of Serious Incidents results in important lessons being learned 
and improvements identified and implemented.  These improvements support the 
embedding of an effective safety culture thus allowing the delivery of high quality, safe 
patient care. 
 
Lessons learnt from submitted Serious Incidents will be shared at the Ward, Directorate and 
Care Group Governance Meetings and assurance that this has happened will be sought in 
the Directorate quarterly reports to CQEG.  A section on lessons learnt from Serious 
Incidents is included in the quarterly Governance newsletter, ‘Quality Street’.  The next 
publication of ‘Quality Street’ has been drafted and is with Medical Illustrations for desk top 
publishing.  Closed Serious Incidents are also discussed at the Patient Safety Learning 
Forum. 
 
The table below shows the learning/actions identified from the Serious Incidents submitted 
during the reporting period. 

 

Grade 3 Pressure Ulcers -avoidable (Brampton, Victoria, Rowan x 2, Becket) 

Theme Learning / Actions 

 
Documentation 

 
Ensure body map completed on ward transfer 

Daily skin/pressure area check sticker not in use 

Handover sheet did not reflect current status of patient 

Clinical Assessment Inaccurate risk assessments leading to inappropriate care. 

Staff failed to thoroughly  assess skin integrity on admission and 
on all shifts 

Inaccurate Waterlow risk assessments 

Failure to implement appropriate SSKIN  care in relation to risk 
assessment 

Inaccurate risk assessment on admission therefore appropriate 
care plan was not implemented – contributory factor in 2 incidents 

Independent and mobile patient’s skin not checked – contributory 
factor in 2 incidents 

Pressure areas to be checked daily by senior staff 

 
Equipment  

The Moving and Handling Lead is to scope the availability of 
suitable equipment for patients with achondroplasia 
 
Provide at risk patients on oxygen via nasal cannula a padded 
cannula.  

 
Training / Education 

 
Staff to attend PUP training 
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Falls resulting in fracture  –  Benham; Trust grounds 

Theme Learning / Actions 

 
Clinical Assessment 

 
Post –fall-Neurological observation not performed in line with trust 
guidance 
 
Junior doctors to be reminded of the importance of carrying out x-
rays in a  timely manner post fall 

 
Documentation 

 
The inpatient fall medical assessment form was not  completed by 
the doctor 
 
Junior doctors to be reminded of the importance of including all 
information within the clerking documentation 
 
Documentation to be reviewed to ensure that confusion is 
highlighted to receiving ward 
 

Wrong Site Surgery 

Theme Learning / Actions 

Policy / Procedure All unilateral procedures to have surgical site marked or visual cue 
for surgeon 
 
Review of Surgical Site Marking & Verification Policy to ensure it 
reflects standardisation in all theatres 
 

Communication Department to ensure discharge summary is completed and sent 
to GP 
 

Delayed Diagnosis 

Theme Learning / Actions 

 
Policy / Procedure 

 
To aim to extend the provision of CT aortography and pulmonary 
angiography to ensure availability to selected critically ill patients 

 
 
Action Plan Assurance Process 
All submitted Serious Incident reports and action plans are reviewed by SIG at the next 
meeting to ensure that contributory factors have been fully explored and that actions are 
aligned with the root cause of the incidents to reduce the likelihood of recurrence.  Action 
plans are then uploaded to HealthAssure and are monitored via the Directorate/Care Group 
Governance Groups until assurance is received for completion of all actions.  The action 
plan and evidence, once completed is then presented to the Serious Incident Group for sign 
off.  Completed action plans remain on HealthAssure until they have been presented at the 
Serious Incident Assurance Meeting (SIAM) which provides assurance to the CCG that 
actions have been monitored and completed.  Following SIAM, action plans are archived 
within HealthAssure. 

 
 
 
 

 Figure 3 below shows the number of open Serious Incident action plans on HealthAssure.
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Key:   

 
Not applicable  

Action plan has been discussed at SIG and is awaiting 
discussion and agreement of actions and timescales at the 
Directorate / Care Group Governance Groups 

Amber Action plan has been agreed by Directorate / Care Group 
Governance Group.  Actions are in progress and evidence is 
being collated 

Red An action within the action plan is overdue 
 

Green All actions are complete and have been signed off by the 
Directorate / Care Group Governance Group.    

   
  

The Governance team are continuing to develop the HealthAssure system and monthly 
action plan progress reports which has resulted in there being a more robust overview of all 
Serious Incident action plans and progress against actions.  During the reporting period 
action plan progress reports were presented to SIG by the Medicine Care Group and the 
Surgical Care Group.   The Falls Co-ordinator is tabled to present a progress report to SIG 
in September 2014. 
 
75% of agreed action plans are either complete or are on target for completion within the 
timescale.  The Governance team continue to gather the evidence to close off the 25% 
overdue action plans which are predominantly historic action plans.  Action plans where it is 
deemed difficult to obtain the evidence have been discussed at SIG and the Group have 
provided further support and advice on how compliance can be demonstrated.  It is 
envisaged that all historic action plans will be closed by the end of Quarter 2. 

 

Assessment of Risk 
 

Although all SI reports submitted to the CCG this month were within the agreed timescales, 
there remains an ongoing issue with delays in receiving the draft reports from the 
investigation leads in a timely manner.   It is not unusual for the Risk Management team to 
have first sight of the draft report on the day it is due to be submitted to the CCG.  This does 
not allow for in depth quality assurance checks by Risk Management or the Executive Lead 
and there is a risk that all root causes and contributory factors may not be identified.  

 
 
 
Recommendations 
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The Board are requested to note the content of this report and endorse the proposed 
actions 

 

Next Steps 
 The Serious Incident Group continues to meet weekly to expedite the agreement & 

external notification of Serious Incidents (SI). 
 

 Delays in submission of the first draft of the Serious Incident reports – SIG have agreed 
to pilot a revised process for 6 months.   Investigation leads will be given a deadline of 
30 working days to complete the first draft of the investigation report.  The first draft will 
then be circulated to all SIG members for review and comments.  This should allow for 
greater probity into the investigations and sufficient time for further analysis to identify 
the root cause of these incidents where necessary.  
 

 The delay in the provision of Root Cause Analysis training facilitated by an external 
provider continues, due to long term sickness of the external facilitator.  The 
Governance Team have therefore put together a training package which will be 
facilitated in-house.  The training will consist of a full day workshop and is aimed at all 
members of staff at Band 8a or above and Consultants.   There will be 5 training 
workshops in October and November, followed by monthly workshops.    

 

 Once sufficient numbers of staff have attended the RCA training, SIG will implement the 
revised process for identifying the investigation leads which was detailed in the March 
2014 report.  The investigation lead will be a manager/member of staff at Band 8a or 
above.  If the incident is clinical, a supporting Matron/Senior Nurse will be nominated.  
Each investigation (clinical) will then have a sponsoring Consultant to provide the 
medical input to investigation process.   
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Report To 
 

 
PUBLIC TRUST BOARD 
 

 
Date of Meeting 
 

 
25 September 2014 
 

 
 

Title of the Report 
 
 

Director of Nursing and Midwifery Care 
Report 

Agenda item 
 

8 

Sponsoring Director 
 

Jane Bradley, Interim Director of Nursing, Midwifery & Patient 
Services  

Author(s) of Report 
 

Senior Nursing & Midwifery Team 
 

Purpose 
 

Assurance & Information 

Executive summary 
This report provides a detailed update on a number of clinical projects and improvement 
strategies that the nursing & midwifery Directorate are working on.  A shortened version of this 
report, that gives an overview of the key quality standards, will be shared on the Trusts website as 
part of the Open & Honest Care report that will include the Trusts data for our ‘Hard Truths’ 
commitment for August. 
 
Key points from this report: 

 N&M Quality Dashboard (QuEST) shows compliance of 82% this month which has reduced 
due to one wards poor score of 60% (Dryden)  

 Hard Truths staffing data has been submitted.  This demonstrates the planned versus actual 
staffing on the wards during August. In summary 27% of our wards were staffed at over 90% 
for day & night shifts.  

 Staffing ratio of the wards (1:8) is presented as part of the second year of the Nurse Staffing 
Strategy.  The current staffing vacancies are also presented with the proposed recruitment 
plan. 

 Safety Thermometer – achieved 88.5 % this month against the national average of 93%.  In 
particular there has been an increase in the prevalence of pressure ulcers which includes 
those patients that have been in hospital for more than a month.   

 There has been a significant increase in the number of new hospital acquired pressure ulcers 
in August (43) against July (28). The report gives details of the analysis for the month and 
remedial actions. 

 There have been fourteen C. Difficile cases this year; this is above our monthly internal stretch 
target but within our national annual ceiling of 35 

 The Friends & Family Test results for August have remained good however, A&E and Day 
Case areas are below the response rate.  

 The Patient Safety Academy Flagship Ward campaign will be supporting Holcot ward this year.   

 The Safeguarding update provides an update on training data for the specialty  

 Maternity Update includes a summary of the Maternity Review undertaken by an external 
assessor 
 

Related strategic aim and 
corporate objective 

To be able to provide a quality care to all our patients 
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Risk and assurance 
 
 

The report aims to provide assurance to the Trust regarding 
the quality of nursing and midwifery care being delivered 

Related Board Assurance 
Framework entries 
 

BAF – 1 

Equality Impact Assessment 
 

Is there potential for, or evidence that, the proposed decision/ 
policy will not promote equality of opportunity for all or 
promote good relations between different groups? No 
 
Is there potential for or evidence that the proposed 
decision/policy will affect different population groups 
differently (including possibly discriminating against certain 
groups)?No 
 

Legal implications / 
regulatory requirements 
 

Are there any legal/regulatory implications of the paper - No 

Actions required by the Trust Board 
 
The Board is asked to: 

 discuss and where appropriate challenge the content of this report and to support the 
work moving forward.  

 support the on-going publication of the Open & Honest Care Report on to the Trusts 
website which will include safety, staffing and improvement data. 
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Public Trust Board 
25 September 2014 

 
Director of Nursing & Midwifery Care Report 

 
1. Introduction 
The Director of Nursing & Midwifery Care Report presents highlights from quality and safety 
initiatives during the month of August.  Key quality and safety standards will be drawn from 
this monthly report to share with the public on our web site as part of an ‘Open & Honest’ 
Care report which will include Hard Truths staffing data.   
 

2. Body of Report 
2.1 Nursing & Midwifery Quality Dashboard 
The N&M Quality Dashboard presents the findings from the monthly QuEST audit. The 
QuEST data is ‘aggregated’ onto the Dashboard, which is triangulated with a wealth of 
information from other data sets and audits.  An overall score of 82% was achieved for the 
wards this is a slight decrease from last month (87%) due to a poor score for Dryden Ward.  
The analysis of Dryden ward demonstrates that the areas of focused support are: Nutritional 
care, Documentation, Hand Hygiene following the special measures that the ward were 
placed upon.  Actions have been implemented to improve the standards on the ward 
overseen via the matron. 

 
3. Nurse Staffing – Hard Truths Commitment 
Earlier this year NHS England and the CQC launched ‘Hard Truths Commitment’.  This work 
complimented the National Quality Board guidance to optimise nursing, midwifery and care 
staffing capacity and capability.  The data submitted demonstrated the planned versus actual 
number of staff on each shift for each day of the month across in-patient areas.   
 
Each month Hard Truths Staffing data will be available on the Trust website & NHS Choices 
for the public to view.  The data will be presented in a format that is user/public ‘friendly’ and 
be supported by a narrative to enable understanding of the information provided.  The 
narrative will include the rationale for there being more or less staff on each shift in 
comparison to the planned staffing numbers.   
 
In summary the results of the monthly data collection exercise illustrated that 27% of wards 
(7 out of 26) were consistently staffed at or above 90% of their funded establishment for both 
combined day and night shifts for all registered and support staff groups during August 2014. 
54% (14) of the remaining 19 wards were consistently staffed at or above 80% for all shifts / 
all staff grades, with 9 of those wards showing HCA/support staffing over 100% 
establishment across shifts. 
 
As experienced in previous months, across inpatient areas there was consistent use of 
additional Health Care Assistants to fulfil a number of roles including specialling vulnerable 
patients, escalation area resourcing and supporting increases in patient acuity and 
dependency, particularly on the night shift.  
 
Early: 
RN/RM: 17 wards worked at 90% and above, and 8 wards worked between 80%-90%. 
HCA / MSW SUPPORT: Across the month, 58% (15 out of 26 inpatient areas) worked at or 
above 99%of their established levels on the  early shift due to specialling and escalation area 
deployment. 
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Late: 
RN / RM: 13 wards worked at 90% or above and 10 wards worked between 80% and 90% of 
their establishment.  
HCA / MSW SUPPORT: Across the month, 62% (16 out of 26 inpatient areas) worked at or 
above 99% of their established levels on the late shift. 4 wards were staffed at 90%. 
 
Night: 
RN / RM: Across the month 20 wards worked at 90% or above of their establishment and the 
remaining 6 wards were staffed at 80% and above.  
HCA / MSW SUPPORT: Across the month, 85% (22 out of 26 inpatient areas) of support 
staff worked at or above 99% of their established levels on the night shift. 
 
Staffing shortfall has been consistent during August due to unfilled bank/agency requests 
covering short term sick leave, established vacancies and escalation areas. In some wards 
maternity leave has not been proactively covered. It should be noted that some wards are 
working with supernumerary nurses who are not included in the formal staffing count, but 
offer valuable staffing support to their wards.  Furthers details are in Appendix 1. 
 
3.1 Staffing ratio on the General Wards 
In March 2014 the Trust Board agreed the second year of the Nurse Staffing Strategy.  It 
was agreed that the implementation of the increased budget would begin in September 2014 
along with extensive recruitment. The budgeted ‘uplift’ will ensure that most of the Trusts 
wards are at, or above 1 registered nurse : 8 patients.  Appendix 2 
 
There are a small number of wards are will not be at this national recommendation: 
 
Althorp - 18 bedded elective orthopaedic ward.  Night duty – currently the professional view 
is that this ward is safely managed with the staffing of 2 RN & 1 HCA 
Brampton – 27 bedded acute older person’s medical ward: Night duty – the ward has had 
uplift from two RN to three RN on the night shift.  However, it is the professional view that 
this will be reviewed next year as the ward is just short of 1:8. Patient /nurse ratio   
Compton – 18 bedded acute older person’s medical ward: The ward has received an uplift 
on the late shift but is below the 1:8 for Nights.  However, professional judgement currently 
believes this is sufficient, but will be reviewed as part of the staffing review in September.  
Knightley – 21 bedded acute medical ward/ the ward received an uplift on the late shift this 
year.  The Night shift is still below 1:8 ratios. 
Victoria – 18 bedded acute older person’s medical ward. The Night shift is below 1:8, 
currently the professional judgement considers this level of staffing to be adequate.  
However, there are plans to increase the acuity on the ward which will be considered as part 
of the staffing review in September. 
 
It is proposed that as part of the budget setting for 2015/16 the Ward Sisters will meet with 
the Director of Nursing, Director of Finance and Lead Nurses to review their professional 
judgement, Safer Nursing Care Tool audit (September data) and current year’s budgeted 
establishment to consider appropriate levels of staffing.  Part of this process will include the 
consideration of additional staff to ensure that all wards meet the ratio 1:8 as a minimum. 
 
3.2 Recruitment Plan 
The implementation of the increased established budgets for the wards will increase the 
number of vacancies for both registered and unregistered staff (Appendix 2).  Therefore a 
significant number of initiatives have been taken forward by the Senior Nursing, Midwifery, 
Finance, Temporary Staffing & Recruitment Team. 
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 As part of the ‘Back to Basics’ Development programme for band 7 ward 
sisters/charge nurses the Ward Sisters have ‘taken’ back the recruitment of their own 
staff.  They are now working in partnership with a designated member of the HR 
recruitment team to ensure that their own adverts, recruitment plans and interviewing 
processes are in place. This is giving the ownership and control back to the Ward 
Sisters.   

 From a Trust wide perspective the recruitment, interviewing and training of 
healthcare Assistances will be led by the Professional Development Nurse (PDN) 
team from the New Year.   

 The Recruitment Team have developed a recruitment plan for Careers events/fairs 
that are across the country and are now looking at Scotland for future recruitment 
opportunities.  

 Attendance at university Careers Days by the PDN team to promote the Trust as a 
place to work 

 Rolling adverts for general posts for registered staff and HCA workforce 

 Specialist adverts for ITU, HDU, Paediatrics, A&E and Theatres. 

 Regular recruitment for the Bank Pool, in particular HCA’s to support the current 
‘Specialling’ 

 Development of a Specialist bank for ITU, HDU, Paediatrics, A&E and Theatres to 
reduce the need for specialist agency staff. 

 Improving the ‘turn-around ‘ time for ‘acceptance’ letters & obtaining the references 
thus facilitating and expediting staff to commence work at the Trust  

 Two weekly meeting with the Ward Sisters, Finance, Temporary Staffing , 
Recruitment and the DoN to review ward expenditure, agency usage, health-roster 
efficiency and recruitment plans. 

 Project group to review the utilisation and role of the ‘Specials’ on the wards thus 
consider appropriate use of the workforce currently available to use 

 Development of a band 1 post to support those patients that require supervision but 
not complex clinical support 

 Weekly discussions at Executive Team and Corporate Nursing & Midwifery Leads 
Meeting  

 Given the Trusts recent experience of overseas recruitment further discussions will 
need to take place before this option is considered again.   

 DoN working in collaboration with neighbouring Trust to scope the opportunities for a 
shared recruitment and temporary staffing partnership.   
 

4. Safety Thermometer  
The Safety Thermometer looks at four harms: pressure ulcers, falls, blood clots and urine 
infections for those patients who have a urinary catheter in place.  
 
In August 88.5% patients experienced ‘harm free care’ in this Trust which is below the 
national average of 93%.  This is due to the increase in “all harm” which includes those 
patients which have been in the trust for more than 1 month and are recorded again the 
second month.  In particular there has been an increase in pressure ulcers.  Catheter-related 
urinary tract infections, falls & harm from blood clots, remain at or below the national 
average.  
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Figure 1 shows the difference between July & August Safety thermometer.  

 
 
5. Pressure Ulcer Prevention 
August there was a 34% increase in the number of hospital acquired pressure ulcers from a 
total of 28 ulcers in July to 43 in August (fig 2). Of these 34 were validated as Grade 2 and 9 
Grade 3/Grade 3 unclassified.  These pressure ulcers have not been validated to consider 
whether they are avoidable or unavoidable. 
 
Figure 2 

 
 
Of the 43 pressure ulcers reported, 19 (43%) have been identified as Device Related 
Pressure ulcers (DRPU, Fig 3), 8 of which occurred in critical care, reflecting the increased 
acuity of patients from the wards and in ITU. 
 
Figure 3 

 

New CRUTI Falls VTE's New PU's

Jul-14 2 1 1 19

Aug-14 2 3 1 24
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The RCA process – Due to the high volume of pressure ulcers in July it was decided (Lead 
Nurses and TV Lead Nurse) that wards were asked for an action plan to address the deficit 
in the care that has been identified on completing the paperwork (RCAs).  As from 18 

September a Back to Basics Quality Assurance meeting chaired by the Director of Nursing 
will be taking place every two weeks where Grade 3 + ulcers and other Quality and Safety 
aspects and Avoidable Harm will be discussed directly with ward sisters/charge nurses and 
matrons.  
 

6. Health Care Associated Infections (HCAIs) 
The table below shows the number of infections we have had this month and the previous 
month, plus the improvement target and results for the year to date.  
 

 C.difficile MRSA 

Number of infections this month 
 

      4 0 

Number of infections last  month 
 

      3 0 

Improvement target for year to-date 
 

     35 0 

Actual to-date 
 

     14 0 

 

6.1 Special Measures  
Abington ward was put on to Special Measures on 22nd August 2014, due to 2 post 72 
hours cases of Clostridium difficile within a 28 day period.  
 
Willow Ward was put on to Special Measures on 11/08/2014 due to having two post 48 
hours cases of MRSA colonisations within a 28 day period attributed to their ward. 
 
Dryden ward were put onto Special Measures on 27 August 2014 for 2 post MSSA 
bacteraemias within a 28 day period. 
 

7. Friends & Family Test  
Julys FFT data 
Response Rates 
Of most significance: 
 

 Inpatients achieved a response rate of 33.38% against a target of 25% 

 Maternity services obtained a response rate of 38.78% against a target of 20% 

 A&E were below their response rate target obtaining a response rate of 13.58% 
against a target of 15% 

 Day case areas obtained a response rate of 22.01% against a target of 25% 
Paediatrics achieved a response rate of 55.84% against a target of 25% 

 
A&E has an action plan to improve the current position by focusing on the co-ordinator role, 
re-positioning the iPad and plan to invite the volunteers to support the service.  Interestingly 
although A&E have not met their trajectory for response rate their Net Promoter Score is 64 
against an internal target of 60. 
 
7.1 Technology Solution and FFT expansion 
A requirement of the FFT CQUIN for 2014/2015 is the roll out of FFT to all Outpatient and 
Day Case (OP/DC) areas throughout the hospital. Due to the magnitude of this task and the 
growing response from other areas in the hospital the decision was made to invest in an 
external company to provide this level of support. A company has been selected for this and 
plans are currently in progress to initiate FFT in OP/DC in time to achieve the CQUIN as well 
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as role out to the rest of the hospital by the end of the year. This is likely to have a hugely 
positive effect on response rates and the ability of staff to use the information to inform 
service change.  
 

8. Patient Safety Academy  
Flagship Ward 
The Academy are delighted to announce that Holcot ward have been successful in their 
application to be the project Flagship ward. Holcot ward were chosen due to their 
inspirational team ethos at interview with a range of the whole multidisciplinary team being 
present, and supplying ideas for some of their problems. 
 
The concept of the Flagship ward is to give focussed support to one ward to create the best 
possible safe care to the patients by addressing areas such as: 
 

 Ergonomics and environment (including, ward & bay layout, signage, clutter etc.) 

 Communication (including white boards, ward rounds, meetings, documentation etc.) 

 Nursing care (including, drug rounds, nutrition, fluid balance, pressure prevention) 

 Patient experience (including, daily plan, discharge aftercare, patient involvement in 
the whole project) 

 
Over the next month the Academy leads will individually observe the wards at different times 
of day and night to assess how the ward currently works. Following this the ‘treatment plan’ 
will be jointly formulated by ward staff and the Academy.   
 

9. Safeguarding Update   
Training 
The current position, in comparison to the previous month, is shown below.  Figures remain 
reasonably static; with a notable exception in safeguarding children levels two and three. 
The marked drop in the training levels for SGC2 and SGC3 is related to a change in the 
national parameters for the training competencies; which have now been uploaded into 
OLM.  Whilst there is now an extra shortfall to recover; the position is considerably better 
than predicted. 

 

 
 
In order to support the training moving forward; there will be an enhanced training provision, 
supporting a number of different methods: 
 

 Face-to-Face 

 E-Learning 

 Workbook/Self-Directed Study 

 
Allegations relating to NGH 
Following learning from a complaint; the safeguarding team have significantly changed the 
way that Safeguarding Adult Referrals citing NGH as a perpetrator are managed.  This is 
supported by a Standard Operating Procedure and a robust, performance managed timeline. 
This change began on 1 August 2014 and of the 6 allegations received in the time period 
following, all have been investigated in detail and managed to time.  Of the six, three have 
been unsubstantiated and one partially substantiated; this latter in the context of 
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communication and discharge management.  Two investigations remain ongoing, however 
these are currently within timescale and there is no indication that the deadlines will not be 
met. 
 
Governance 
The refreshed safeguarding governance group will meet for its inaugural meeting at the end 
of September and a further update will be provided following this. 
 

10. Midwifery Update 
Maternity Review July 2014 
An external review of maternity services was commissioned to investigate allegations made 
anonymously by a midwife on the 17 January 2014, to the Safeguarding Team (Adult) at 
Northamptonshire County Council (NCC)  Following screening  by the NCC it was 
determined that the notification did not meet the threshold for investigation by them, 
therefore, they sent it to the Trust for investigation. Terms of reference for the review were 
formulated by the Trust and agreed by the external reviewer, with the focus on patient safety 
and working relationships within maternity services.  The allegations submitted to the 
safeguarding website were in relation to two specific areas of maternity.  Maternity 
Observation Ward (MOW) and Community Services. 
 
The external assessor conducted her review on the 22 to 24 July 2014.  The report was 
submitted in August. 
 
Key Points Made  
The reviewer considered the maternity service to be safe and there was evidence that risks 
are well managed. The maternity dash board gave a clear view of activity, workforce, clinical 
and quality indicators. 
 
Community Services 
There was sufficient evidence to show that community caseloads are being effectively 
managed. The appointment of the new Community Matron was welcomed by the midwifery 
teams.   Compliance was poor in relation to completing weekly activity audit sheets therefore 
the reviewer could not gain any insight into the recent workload. 
 
Maternity Observation Ward 
Care on the Maternity Observation Ward (MOW) of 17 beds was not found to be a high risk 
area, but often has high dependency women admitted, however the number of midwives 
trained in high dependency care is sufficient to provide appropriate care 24/7.  High levels of 
activity and acuity are managed appropriately. The reviewer found that peaks of activity and 
acuity within maternity were strategically managed and there is a robust escalation policy in 
place which was frequently used.  
 
The midwifery establishment was found to be sufficient to provide a ratio of 1:28.8, although 
there are a number of vacant posts that are being recruited to, with an uplift of 12 Maternity 
Support workers (MSW’s) which will significantly increase support to midwives. Complaints 
are low and the Family Friendly Test (FFT) results are a good indicator that the majority of 
women are satisfied with their care. 
There appears to be a particularly high incidence of sickness due to stress in maternity 
services that warrants further work. 
 
The reviewer found that there is evidence that some midwives feel bullied by the attitude and 
behaviour of other staff yet the bullying and harassment policy has not been used during the 
past year. 
 
Labour ward 
The reviewer found that based on the midwifery establishment 1:1 care in established labour 
is achievable 
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Statutory Supervision of Midwives 
The majority of midwives interviewed said that Statutory Supervision is supportive and this 
was supported by the recent Supervision of Midwives audit by the Local Supervising 
Authority (LSA) in July. 
 
Recommendations 
There were ten recommendations made by the reviewer, these were to help improve 
communications; working relationships and help staff refocus on the business of providing a 
quality service. 
 
Open forums both within the hospital and community have been convened by the Head of 
Midwifery to share and discuss the content of the report and recommendations made. 
An action plan has been formulated in collaboration with members of the midwifery teams 
from the recommendations made and will be monitored by the Maternity Governance Group. 

 
11. Recommendations 
The Trust Board is asked to note the content of the report, support the mitigating actions 
required to address the risks presented and continue to provide appropriate challenge. 
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Appendix 1 

Shift Staffing Levels in August 2014 
EARLY RN / RM: In August, 11.5% (3 out 26 inpatient areas including combined Child and 

Maternity units) of the funded established RN staff levels were at or above 99% of their 
establishment on the early shift.  
 
14 wards worked at 90% and above, and 8 wards worked between 80%-90% - Abington, 
Althorp, Becket, Cedar, Child Health combined, Collingtree, Dryden and Maternity. Talbot 
Butler was staffed at an average of 74% of establishment on the early shift due to short 
term sickness and vacancies that were covered by their own staff. 
 
Staffing shortfall is consistent due to unfilled bank/agency requests covering 
unpredictable short term sick leave, established vacancies, escalation areas and 
maternity leave. Note that some wards are working with supernumerary nurses who are 
not included in the formal staffing count, but who offer valuable staffing support to their 
wards.  
 
HCA / MSW SUPPORT: Across the month, 58% (15 out of 26 inpatient areas) worked at 
or above 99%of their established levels on the early shift due to specialling and 
escalation area deployment. 7 wards worked at or above 90% of establishment, and 2 
wards worked between 80% and 90% (ITU and Maternity combined unit). Althorp was 
staffed at 66% and Child Health combined unit at 78% of establishment. However, both 
areas closed beds / closed ward during August meaning that fewer staff were actually 
deployed on these wards against their established numbers.  
 

LATE RN / RM: Across the month, 1 out of the 26 inpatient areas, Knightley, worked at 115% of 
its establishment on the late shift due to the need for ‘specialling’  
13 wards worked at 90% or above and 10 wards worked between 80% and 90% of their 
establishment. There were 2 wards working below 80% on the late shift – Becket (76% 
fill) due to unfilled vacancies and Cedar (73% fill) due to HR issue. 
 
HCA / MSW SUPPORT: Across the month, 62% (16 out of 26 inpatient areas) worked at 
or above 99% of their established levels on the late shift. 4 wards were staffed at 90% 
and above and 1 ward worked at 83% (Spencer). 3 wards were staffed at  
73% (Rowan) and 79% respectively (Maternity and Child Health combined units. Note 
that Child Health has a small support staff establishment of 1 HCA per ward. Both units 
move staff to reflect patient numbers and acuity and to ensure consistent cover). The 2 
remaining wards worked at 61% establishment (Althorp – however, bed / ward closure 
meant that fewer staff were actually deployed on the ward) and ITU at 66% (note that ITU 
works with an establishment of just 1 HCA in ITU and HDU resulting in any absence 
significantly reducing the fill rate). 
 

NIGHT RN / RM: Across the month, 11.5% (3 out of 26 inpatient areas) of the funded established 
RN staff levels were either at or above 99% establishment on the night shift. 17 wards 
worked at 90% or above of their establishment and the remaining 6 wards were staffed at 
80% and above.  
  
HCA / MSW SUPPORT: Across the month, 85% (22 out of 26 inpatient areas) of support 
staff worked at or above 99% of their established levels on the night shift, with Allebone 
and Dryden and Victoria staffed above 200% of establishment (both specialling and 
escalation area cover).  Of the remaining 4 wards, 2 were staffed above 97% (Child 
Health combined unit and Talbot Butler).  ITU and Maternity combined unit worked at 
68% and 70% of their support staffing establishment (note that ITU works with an 
establishment of just 1 HCA in ITU and HDU resulting in any absence significantly 
reducing the fill rate – Maternity move staff to cover acuity and patient numbers which 
ensures consistent cover even when there are uncovered shifts).  
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Appendix 2 
 

 
 
 
Current vacancies for registered & unregistered staff before the 2014/15 investment and 
after the investment as whole time equivalent (wte) 
 

 Pre-investment/wte Post investment/wte 

Registered Staff vacancy 
 

 97.66 153.83 

Unregistered Staff vacancy 
 

 16.95   40.68 

Total 
 

114.61 194.51 

 

E L N E L N E L N E L N

Abington 28 5 4 3 4 4 3 5 4 4 4 5 3 HCA L x7, RN x7N,  RN Lx2 (w/end)  

Althorp 18 3 3 2 3 2 1 3 3 2 3 2 1

Cedar 29 5 4 3 4 3 3 5 4 4 4 4 3 RN Nx7, RN Lx2 (w/end) , HCA Lx7 

Hawthorn 30 6 5 3 3 3 3 6 5 4 3 3 3 RN Nx7, RN Ex2 (w/end), RN Lx2 (w/end) HCA Nx2

Head & Neck 14 3 3 2 2 2 1 4 3 2 2 2 1 RN E x7 

Rowan 30 6 4 4 3 3 2 6 4 4 4 3 3 HCA E x 7, Nx 7 (previous Business Case)

Spencer 14 3 2 2 3 1 1 3 2 2 3 1 1

Willow 28 7 6 5 2 3 1 7 6 5 3 3 2 HCA Ex7, HCA N x7

Surgical Group 191

Allebone 28 5 4 4 4 4 2 6 4 5 5 5 3 RN Ex7, HCA Ex7, Lx7, Nx7. RN Nx7, RN Lx2 (w/end) RN Ex2 (w/end)

Becket 26 6 5 4 4 4 2 6 5 4 4 4 2

Benham 28 5 5 4 2 2 2 5 5 4 2 2 2

Brampton 27 4 3 2 3 2 3 4 4 3 3 2 3 RN Lx7, RN Nx7, RN Ex2.  0.20 Wd Sr 

Collingtree 40 6 6 4 5 4 3 6 6 5 5 4 3 RN Nx7

Compton 18 3 2 2 3 2 1 3 3 2 3 2 1 RN Lx7

Creaton 28 6 4 3 3 4 2 6 4 4 3 4 2 RN  Nx7

Dryden 22 5 5 4 2 1 1 6 6 5 2 2 2 RN Ex7, Lx7, Nx7.  HCA Lx7, Nx7

EAU 32 6 6 5 3 3 3 6 6 5 3 3 3

Eleanor 12 4 2 2 2 2 1 4 2 2 2 2 1

Finedon 18 7 7 3 2 1 1 7 7 3 2 1 1 0.6 Wd Sr 

Holcot 27 5 3 3 3 3 2 5 4 4 4 2 2 RN Lx7, Nx7, Lx2 (w/end) Ex2 (w/end).  HCA Ex7, L -7

Knightley 21 3 2 2 2 2 2 3 3 2 2 2 2 RN Lx7, RN Lx2 (w/end), RN Ex2 (w/end)  

Talbot Butler 30 8 6 3 2 2 2 8 6 4 2 2 2 RN  Nx7

Victoria 18 4 3 2 3 3 1 4 3 2 3 3 1

Medical Group 375

General Wards 566

Critical Care 16 13 13 12 2 2 2 13 13 12 2 2 2 RN 6.84

Paddington 25 7 7 5 1 1 1 7 7 5 1 1 1

Disney 18 4 4 2 1 1 1 4 4 2 1 1 1

Gosset 25 8 7 6 1 1 1 8 7 6 1 1 1

Balmoral (Obs Ward) 17 4 3 3 1 1 1 4 3 3 1 1 1 Midwifery 12.2 MSW

Robert Watson 15 3 3 3 3 3 3 3 3 3 3 3 3

Sturtridge 8 9 9 10 3 2 2 9 9 10 3 2 2

A&E 11 13 11 4 5 3 11 13 11 4 5 3 RN 6.26

Specialist Areas

Grand Total 566

Budgeted Shift Pattern - including 

2014/15 uplift

Qualified Unqualified
Ward

No. 

of 

Beds
Qualified Unqualified

Nursing Shift Pattern Analysis (General Ward & Specialist Areas only) 

Current Budgeted Shift Pattern - 

Fixed 

Summary of uplift
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Report To 
 
PUBLIC TUST BOARD 
 

 
Date of Meeting 
 

 
25 September 2014 
 

 
 

Title of the Report 
 
 

Integrated Performance Report and Corporate 
Scorecard 

Agenda item 
 

9 

Sponsoring Director 
 

Deborah Needham, Chief Operating Officer 
Dr Mike Wilkinson, Medical Director (Interim) 
Jane Bradley, Director of Nursing, Midwifery and Patient Services 
(Interim) 
 

Author(s) of Report 
 

Deborah Needham, Chief Operating Officer 
 

Purpose 
 
 

The paper is presented for discussion and assurance 

Executive summary 
This revised Integrated Performance Report and Corporate Scorecard provides a holistic and integrated 
set of metrics closely aligned between the TDA, Monitor and the CQC oversight measures used for 
identification and intervention. 
 
The domains identified within are: Caring, Effective, Safe, Responsive and Well Led, many items within 
each area were provided within the TDA documentation with a further number of in-house metrics 
identified from our previous quality scorecard which were considered important to continue monitoring. 
 
The scorecard includes exception reports provided for all measures which are Red, Amber or seen to 
be deteriorating over this period even if they are scored as green or grey (no target); identify possible 
issues before they become problems.  

 
A detailed report on Urgent Care and Cancer Performance has been presented to Finance Committee 
 

Related strategic aim and 
corporate objective 
 

Be a provider of quality care for all our patients 

Risk and assurance 
 

Risk of not delivering Urgent care and 62 day performance 
standards 
 

Related Board Assurance 
Framework entries 
 

BAF 11, 12 and 23 
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Equality Impact Assessment 
 

Is there potential for, or evidence that, the proposed decision/ 
policy will not promote equality of opportunity for all or promote 
good relations between different groups? (Y/N) 
 
Is there potential for or evidence that the proposed decision/policy 
will affect different population groups differently (including possibly 
discriminating against certain groups)?(Y/N) 
 

Legal implications / 
regulatory requirements 
 

Are there any legal/regulatory implications of the paper 

 
Actions required by the Trust Board 
 
The Trust Board is asked to review and scrutinise the exception report and note the positive 
achievements presented in the report. 
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Public Trust Board 
25 September 2014 

 
 

Trust Board Corporate Scorecard 
 
 
 

Revised Corporate Scorecard for alignment with the Trust Development 
Authority’s (TDA) 

 
Delivering for patients: 

The 2014/2015 Accountability Framework for NHS Trust Boards 
 

 
 
This revised corporate scorecard provides a holistic and integrated set of 
metrics closely aligned between the TDA, Monitor and the CQC oversight 
measures used for identification and intervention. 
 
The domains identified within are: Caring, Effective, Safe, Responsive and 
Well Led, many items within each area were provided within the TDA 
documentation with a further number of in-house metrics identified from our 
previous quality scorecard which were considered important to continue 
monitoring. 
 
A number of metrics are new, and as such will only contain one month’s 
measure.  It is important to understand that the performance presented is 
based on the month of availability rather than the stated month, i.e. 
Standardised Hospital Mortality Indicator (SHMI) which is a rolling year as 
available via Dr Foster or complaints which has a 40 day response 
timeframe. 
 
The arrows within this report are used to identify the changes within the last 
3 months reported, with exception reports provided for all measures which 
are Red, Amber or seen to be deteriorating over this period even if they are 
scored as green or grey (no target); identify possible issues before they 
become problems. 
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  Trust Board Corporate Scorecard  
Exception Report 

 
 

 
Historical Target Performance 

 
 
 

 
 

Target underperformed: 
Complaints response rate 
– 68% (June 2014) 

Report period: 
August 
2014 

Driver for underperformance: 
Actions to address the 
underperformance: 

-The workload continues to grow due to 
the ever increasing complexity of 
complaints, which we report on yearly in 
the annual complaints report 
 
-The situation has been difficult during 
August as both experienced complaints 
officers have been away either sick or on 
annual leave.  Both members of staff are 
key personnel in the preparation of 
complaints responses.  The new 
complaints officer (20 hours) is currently 
ongoing with her training and is 
progressing very well. 
 
 

-The additional 20 hour band 5 
Complaints Officer commended in post 
on the 30th June 2014 – training ongoing 
at present 
 
-In August the Head of Complaints was 
dealing with all new complaints, 
preparing some responses where 
possible, reporting, queries and all 
complainant meetings. Covering both of 
the absent members of staff plus own 
workload. 
 
-Temporary person in post for 4-6 weeks 
as of the 7th July 2014 to help to clear the 
backlog of complaints.  Currently this 
member of staff is the predominant 
person preparing complaints.  Short 
extension to cover absence of other staff 
 

Forecast date (month) for meeting the 
standard 

Forecast performance for next reporting 
period: 

October 2014 Most likely the same 

Lead for recovery: Lead Director: 

Lisa Cooper, Head of Complaints Jane Bradley, Interim DoN 
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Trust Board Corporate Scorecard 
Exception Report 

 

 
Historical Target Performance 

Indicator Target Trend Jun-14 Jul-14 Aug-14

Friends & Family Test: Inpatient score 70 65 63 62
 

 

Target underperformed: 
Friends & Family Test: 
Inpatient score 

Report period: Aug 2014 

Driver for underperformance: 
Actions to address the 
underperformance: 

 
The Trust have implemented an in-house 
target NPS of 70 for Inpatient areas. The 
NPS dropped in May to 57 and although 
this has increased to 65 in June it has 
again fallen to 63 for July and then again 
to 62 for August. 

 

 Comments have been reviewed 
and identified particular patient 
concerns with noise disturbance at 
night. A campaign to tackle this 
called the ‘Sleep Well’ Campaign 
is currently in process and hopes 
to address some of these 
concerns. 
 

 Areas that have a low NPS are 
notified and asked to review 
comments related to their areas. 

Forecast date (month) for meeting the 
standard 

Forecast performance for next reporting 
period: 

October 2014 No change 

Lead for recovery: Lead Director: 

Rachel Lovesy, Patient Experience Lead Jane Bradley, Interim Director of Nursing 
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Trust Board Corporate Scorecard 
Exception Report 

 
 

Historical Target Performance 
 

Indicator Target Trend Jun-14 Jul-14 Aug-14

Harm Free Care (Safety Thermometer) 93% 92.9% 91.0% 88.5%
 

Target underperformed: 
Harm Free Care  
(Safety Thermometer) 

Report period: Aug 2014 

Driver for underperformance: 
Actions to address the 
underperformance: 

 
Unfortunately in the month of August we 
saw a significant increase in ‘All Harms’ 
which was predominately pressure 
ulcers. In particular there was a negative 
increase in the number of ‘all pressure 
ulcers’ prevalence which reflects patients 
that have been in hospital more than a 
month which links to the increase in LoS. 
 
 
Falls & VTE have maintained their level 
below the national average and Catheter 
related UTI have stayed consistent at 3 
(national average). 

 
 
 
 
 

 
Ward Sisters to raise each PU SI report 
findings to their Clinical Huddle and Ward 
Meetings. 
 
Letter of Expectation to be sent by the 
ward Sister to each member of staff who 
has been involved in the patients care  
 
Any further incidents will be managed 
through individual performance. 
 
PDN team have visited the wards every 
day for a week in September to 
understand the common themes 
(Inaccurate Pt waterlow assessment, 
poor documentation, poor proactive care) 
 
PDN team & TVN team to link and 
prioritise the key 6 wards where there has 
been the most PU with training and on-
the-ward teaching sessions. 
 

 

Forecast date (month) for meeting the 
standard 

Forecast performance for next reporting 
period: 

End of Q3 89.5% - 90.5% 

Lead for recovery: Lead Director: 

Sylvia Woods/Fiona Barnes Jane Bradley 
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Trust Board Corporate Scorecard 
Exception Report 

 
  

Historical Target Performance 
 

Indicator Target Trend Jun-14 Jul-14
Pressure Ulcers: Avoidable grade 2  (incidence) - verification of 

current month required prior to publishing
7 13 13

 
 
 

Target underperformed: 
Pressure Ulcers - 
(Avoidable) 

Report period: 
July 2014 
(published 

Aug 14) 

Driver for underperformance: Actions to address the underperformance: 

The number of Hospital acquired pressure 
damage rose again for August, this includes 
Grade 2 & Grade 3 pressure damage. 44% 
of which were device related.  
 
 
Compliance to SSKIN care bundle Q1 – 61% 
of all hospital acquired pressure ulcers were 
not compliant with SSKIN Care bundle. The 
Trust is currently negotiating a trajectory for 
improvement with the CCG.  
 
26 Grade 2 hospital acquired pressure ulcers 
reported in July of which 50% were 
considered unavoidable. This is a notable 
improvement on previous months where  
between 20-23% of all hospital acquired 
pressure ulcers were considered unavoidable 

Staff checking the vulnerable pressure areas 
including behind ears. No evidence that 
advice given to patient (where appropriate) 
regarding repositioning of oxygen delivery 
system. Preventative aids to be used prior to 
damage developing. Trials of other Oxygen 
delivery devices ongoing, to be rolled out 
across trust.  
 
PDSA 2 Care Round/SSKIN evaluation of 
care to be trialled on 11 wards for 2/52, then 
rolled out across trust. Providing evidence of 
compliance to SSKIN Care bundle 

Forecast date (month) for meeting the 
standard 

Forecast performance for next reporting 
period: 

End of Q2 For Grade 3’s 
End of Quarter for Grade 2’s 

Oxygen delivery devices designed to reduce 
pressure (nasal specs) implemented across 
trust.  

Lead for recovery: Lead Director: 

Sylvia Woods / Fiona Barnes Jane Bradley 
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Trust Board Corporate Scorecard 
Exception Report 

 

 
Historical Target Performance 

 
` Target Trend Jun-14 Jul-14 Aug-14

Friends & Family: NHS England A&E response rate 15% 18.5% 13.6% 14.7%
 

 

Target underperformed: 
Friends & Family: NHS 
England A&E response 
rate 

Report period: Aug 2014 

Driver for underperformance: 
Actions to address the 
underperformance: 

 
A&E have a national CQUIN target of 
15% accumulated across the Quarter. 
They have struggled within recent 
months to achieve their national targets 
and although they showed positive signs 
of change in June they again fell short of 
the required target in July obtaining a 
target of just 13.6%. This has risen for 
August to 14.7%, however this is still 
below target. It also means that 
September’s response rate needs to be 
considerably higher in order to meet the 
CQUIN target.  

 

 The survey has been changed on 
the screen to display a more 
welcoming and appealing 
message 

 New posters have been created 
and displayed around the 
department, along with the leaflet 
stands being refilled.  

 A message is now being displayed 
on the waiting room television 
informing patients of the FFT. 

 One IPad is being moved to a 
position with better patient footfall 

 The service manager has access 
to the online survey and will 
monitor hours of inactivity for 
noncompliance and further drive 

 Volunteers have been enlisted to 
support patients  

 An external company has been 
procured to take on this role in the 
future 

Forecast date (month) for meeting the 
standard 

Forecast performance for next reporting 
period: 

November 2014 Above 15% 

Lead for recovery: Lead Director: 

Rachel Lovesy, Patient Experience Lead Jane Bradley, Interim Director of Nursing 
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Trust Board Corporate Scorecard 
Exception Report 

 
 

Historical Target Performance 
 

` Target Trend Jun-14 Jul-14 Aug-14

Staff: Trust turnover rate 8% 8.7% 9.0% 9.4%
 

 

Target underperformed: Staff: Trust turnover rate Report period: 
August 
2014 

Driver for underperformance: 
Actions to address the 
underperformance: 

 
 
Staff Turnover has increased within 
August to 9.4% from 9.0% in July. 
 
This is attributed to an increase in 
leavers within A&C roles and Medical & 
Dental roles (this does not include junior 
doctors). 
 
Areas that have seen an increased 
turnover are Child Health, Oncology & 
Haematology, Pathology and Therapies.    
 
 

 
 
A month on month centralised report will 
be produced by the Workforce 
Information team to ascertain the specific 
reasons why there has been an increase 
in turnover; in particular in the hot spot 
areas. This report will include turnover by 
directorate broken down by 
department/reasons for leaving, staff 
group/reasons for leaving.  This report will 
enable identification of actions that need 
to be taken in the coming months. 

Forecast date (month) for meeting the 
standard 

Forecast performance for next reporting 
period: 

Not known but monitoring will continue 
on a monthly basis to identify any 
downward trend 

Above 9.4% 

Lead for recovery: Lead Director: 

Sandra Wright Janine Brennan 
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Trust Board Corporate Scorecard 
Exception Report 

 
 

Historical Target Performance 
 

` Target Trend Jun-14 Jul-14 Aug-14

Staff: Percentage of staff with annual appraisal 80% 66.1% 71.8% 72.7%
 

 
 

Target underperformed: Appraisals Report period: 
August 
2014 

Driver for underperformance: Actions to address the underperformance: 

Different appraisal processes in recent years 
have led to limited information being provided 
to the L&D Department on in-date appraisals.        

All staff should have an in-date appraisal and 
will need to have a further review aligned to 
incremental dates as per the new appraisal 
process.    
 
Embedding process into all areas. 
 
1:1 meetings with areas that require 
additional support in understanding process; 
paperwork; requirements or queries about the 
data. 
 
Appraisal audit in place to ensure quality of 
audits.  

Forecast date (month) for meeting the 
standard 

Forecast performance for next reporting 
period: 

March 2015 75.14% 

Lead for recovery: Lead Director: 

Sandra Wright Janine Brennan 
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Trust Board Corporate Scorecard 
Exception Report 

 
 

Historical Target Performance 
 

` Target Trend Jun-14 Jul-14 Aug-14

Staff: Percentage of all trust staff with role specific training 

compliance 
80% 65.4% 63.5% 62.3%

 
 

 
 
 
 
 
 
 
 

Target underperformed: 
Role Specific Training 
Compliance Rates 

Report period: 
August 
2014 

Driver for underperformance: Actions to address the underperformance: 

Mandatory Training compliance rates have 
incrementally progressed over the last 3 
years, however CQC felt that assurance was 
limited.     
 
Mandatory Training Review in 2013 reduced 
the number of subjects of which many of 
those that were originally Mandatory are now 
Role Specific Essential Training. The target  
to be achieved by October 2014 is 80% and 
85% in March 2015 as per the Quality 
Schedule     
 
Subject Leads have been encouraged to 
complete Workbooks for some subjects. 
 
Due to the completed scoping exercise it has 
become apparent that for some subjects staff 
will have accessed training that is not 
required by their role. 

New Appraisal process encouraging uptake 
of Mandatory training & RSET by requiring 
staff to have in-date training in order to 
incrementally progress. 
 
Performance Wave refined to produce 
trajectories to Directors to enable challenge 
back to Senior Managers on progress against 
targets. 
 
1:1 sessions & “drop-ins” for Ward Sisters to 
support understanding of requirements and 
how to achieve increased compliance.    
 
Scoping of RSET against job roles and 
positions has been completed and uploaded 
into system to ensure accuracy of reporting 
however there will continue to be some 
refinements.    

Forecast date (month) for meeting the 
standard 

Forecast performance for next reporting 
period: 

March 2015 
RSET = 68.2% 
 

Lead for recovery: Lead Director: 

Sandra Wright Janine Brennan 
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  Trust Board Corporate Scorecard 
Exception Report 

 
Historical Target Performance 

Indicator Target Trend Jun-14 Jul-14 Aug-14

A&E: Proportion of patients spending more than 4 hours in 

A&E
95% 92.8% 93.2% 91.3%

A&E: 4hr SitRep reporting 95% 92.3% 93.4% 91.4%

Target underperformed: A&E 4 hour target Report period: August 2014 

Driver for underperformance: Actions to address the underperformance: 

 Locum Consultants in ED not 
controlling department as required on 
night shifts 

 High % of breaches due to first 
assessment 

 Continuing high numbers of DTOC’s 

 Staffing challenges over the month of 
August 

 Periodically, fewer discharges per day 
than required. 

 Reduced flow through the Trust 
 

 Ongoing Recruitment in ED 

 Operation Kick start every Saturday  

 Discharge teams deployed at weekends 

 Continued greater utilisation and review with primary 
care of ACC to refine processes 

 Further development and implementation of winter 
funding business cases to address: 

o Delayed Transfers of Care and all System 
Delays 

o ED front door 
o Demand Management 

 In depth analysis of time to first assessment in ED to 
resolve weaknesses and help reduce breaches 

 Ongoing clinical education within ED 

 Go-live for Symphony in SAU scheduled for 
September 

 Review of Assessment Unit model with clinicians and 
capacity management teams 

 Ongoing training for ward staff on discharges and 
ward management 

 ‘Ticket Home’, ‘Moving On’, and ‘Options’ initiative to 
help with Complex Discharges in development 

 Ward training programme for support in complex 
discharge paperwork 

 Trusted Assessor paperwork signoff in September to 
be used across health economy 

 Review and enhancement of predictive planning 
technology ready for enhanced flow following launch 
of Integrated Discharge Team 

 Continued development of EAU MDT for early 
assessment 

 Audit of Falls Care Bundles to refine processes 
Forecast date (month) for meeting the 
standard 

Forecast performance for next reporting period: 

October 2014 94% 

Lead for recovery: Lead Director: 

Work stream leads Deborah Needham 
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Trust Board Quality Scorecard 
Exception Report 

 
Historical Target Performance 

Indicator Target Trend Jun-14 Jul-14 Aug-14

Cancer: Percentage of 2 week GP referral to 1st outpatient 

appointment
93% 94.3% 89.5% 89.2%

Cancer: Percentage of patients treated within 62 days urgent 

referral to treatment of all cancers 
85% 72.7% 82.1% 84.5%

Cancer: Percentage of patients treated within 31 days 96% 93.5% 95.4% 95.1%

Cancer: Percentage of patients for second or subsequent 

treatment treated within 31 days - surgery
94% 100% 95.2% 90.0%

Cancer: Percentage of Patients for second or subsequent 

treatment treated within 31 days - drug
98% 100% 100% 95.5%

 

Target underperformed: 

Cancer Access Targets:- 
 
- 2 week GP referral to 

outpatient appointment 
- 62 days urgent referral to 

treatment of all cancers 
- 31 days 
- Subsequent surgery 
- Subsequent chemo 

 

Report period: Aug 2014 

Driver for underperformance: 
Actions to address the 
underperformance: 

 2ww Dermatology capacity 

 Colorectal OPAs being booked 
nearer to 14 days and increasing 
the length of time before diagnosis 

 CT being booked over 14 days 

 Patient choice to delay treatment 

 Increase dermatology slots 

mapped to 2ww 

 Locum has ensured slots are now 

available 

 Root cause analysis of colorectal 

pathways and CT timescales 

Forecast date (month) for meeting the 
standard 

Forecast performance for next reporting 
period: 

The Trust will not meet the 2ww standard 
for quarter 2 on the number of current 
breaches and average number of 
referrals seen. 
 
On the present number of breaches it is 
unlikely that the 31 day first treatment 
standard will be achieved for quarter 2. 
 
The current position for the 62 day 
standard is higher than the forecast but 
depends on gaining further treatments for 
August confirmed by histology. 

 

Lead for recovery: Lead Director: 

Services Managers/Tracey Harris Chris Pallot 
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Trust Board Corporate Scorecard 
Exception Report 

 

 
Historical Target Performance 

 
Indicator Target Trend Jun-14 Jul-14 Aug-14

Operations: Number of patients not treated within 28 days of 

last minute cancellations - non clinical reasons
0 0 0 1

 
 

 

 
 
 
 
 
 
 
 
 

Target underperformed: 

Operations: Number of 
patients not treated within 
28 days of last minute 
cancellations - non clinical 
reasons 

Report period: 
August 
2014 

Driver for underperformance: 
Actions to address the 
underperformance: 

Patient has complex medical conditions 
making her a high risk anaesthetic. In 
addition required isolation owing to 
infection control issues.  
 
Cancelled on the day as out of theatre 
time (previous case more complex than 
expected).  
 
Required named consultant surgeon – 
unable to date within 28 days due to 
isolation and anaesthetic requirements.  

Difficult to address in view of specific 
anaesthetic and infection control 
requirements. 
 
Consider cancelling less complex patient 
where there are no anaesthetic 
requirements to consider when 
rebooking.  

Forecast date (month) for meeting the 
standard 

Forecast performance for next reporting 
period: 

October 2014 October 2014 

Lead for recovery: Lead Director: 

Sue McLeod Rebecca Brown 
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Trust Board Quality Scorecard 
Exception Report 

 
 

 
Historical Target Performance 

 
Indicator Target Trend Jun-14 Jul-14 Aug-14

Medical notes: Documentation - Doctors 95% 64.5% 68.1% 63.4%

Medical notes: Documentation - Nurses 95% 56.4% 62.7% 60.5%

Medical notes: Documentation - Allied Health 95% 74.2% 74.9% 76.2%
 

 
 

 

Target underperformed: Healthcare Records Audit Report period: 
August 
2014 

Driver for underperformance: 
Actions to address the 
underperformance: 

 
Patient Safety Lead for records audit 
reviewed categories and relaunched audit in 
April in an attempt to encourage greater 
engagement. Result shave not improved. 
 
August - Medical Director met with the 
patient safety leads and head of medical 
records to establish a new direction for this 
project as engagement in directorates was 
poor. 
 
Nursing audit performed as part of QuEST 
visits and reported quarterly. 
 
Proving difficult to get engagement at 
directorate level to establish improvements in 
medical notes recording. Surgical & medical 
notes are reviewed every month but actions 
to improve performance are lacking. 
 
Needs to become a priority issue within 
directorates. 
 

 
Patient Safety Lead to redefine metrics to 
more closely reflect key safety issues. 
 
Raise the profile within directorates to ensure 
monthly reporting and encourage challenge 
for improvement. 
 
Medical director has discussed with 
governance leads in medical & surgical care 
groups – agenda item at next governance 
meeting. 
 
Medical director to discuss with clinical 
directors to improve engagement at 
Consultant level. 
 
Encourage patient safety team to develop 
actions within each directorate to establish 
improvement. 
 
 

 

Forecast date (month) for meeting the 
standard 

Forecast performance for next reporting 
period: 

  

Lead for recovery: Lead Director: 

Dr Jonny Wilkinson Medical Director 
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Report To 
 

 
PUBLIC TRUST BOARD 
 

 
Date of Meeting 
 

 
25 September 2014 
 

 
Title of the Report 
 
 

The Patient-Led Assessment of the Care 
Environment (PLACE) Programme 2014 

Agenda item 
 
 

10 

Sponsoring Director 
 

Charles Abolins, Director of Facilities and Capital 
Development 
 

Author(s) of Report 
 

Charles Abolins, Director of Facilities and Capital 
Development 
 

Purpose 
 
 

Assurance and Information 

Executive summary 
 
The aim of PLACE assessments is to provide a snapshot of how an organisation is performing against 
a range of non-clinical activities which impact in the patient experience of care – Cleanliness; the 
Condition, Appearance and Maintenance of Healthcare Premises; the extent to which the environment 
supports the delivery of care with Privacy and Dignity; and the quality and availability of Food and Drink. 
 
It can be seen from the results that NGH has performed above the national average for Cleanliness, 
Privacy and Dignity and Condition, Appearance and Maintenance, whereas Food is very slightly below 
the national average (by 0.19%). 

 

Related strategic aim and 
corporate objective 
 

 Focus on Quality & Safety 

 Exceed patients expectation 

Risk and assurance 
 
 

Does the content of the report present any risks to the Trust or 
consequently provide assurances on risks (No) 

Related Board Assurance 
Framework entries 
 

BAF – 5 

Equality Impact Assessment 
 

Is there potential for, or evidence that, the proposed decision/ 
policy will not promote equality of opportunity for all or promote 
good relations between different groups? (No) 
 
Is there potential for or evidence that the proposed decision/policy 
will affect different population groups  differently (including possibly 
discriminating against certain groups)?( No) 
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Legal implications / 
regulatory requirements 

PLACE results are used by CQC to inform their assessment of 
services provided by Trusts 
 

 
Actions required by the Trust Board 
 
The Board is asked to note the report and the results from this year’s PLACE assessments 
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The Patient-Led Assessments of the Care Environment (PLACE) 

Programme 2014 

1. Introduction 
Patient-Led Assessments of the Care Environment (PLACE) are a self-assessment of a 
range of non-clinical services which contribute to the environment in which healthcare is 
delivered in both the NHS and independent/private healthcare sector in England.  
Participation is voluntary.  These assessments were introduced in April 2013 to replace 
the former Patient Environment Action Team (PEAT) assessments which had been 
undertaken from 2000 – 2012 inclusive.  These are the second year results from the 
revised process. 
 
The PLACE programme aims to promote principles and values of the NHS Constitution 
by ensuring that the assessment focuses on the areas which patients say matter, and by 
encouraging and facilitating the involvement of patients, the public and other bodies with 
an interest in healthcare (e.g. local Healthwatch) in assessing providers in equal 
partnership with NHS staff to both identify how they are currently performing against a 
range of criteria and to identify how services may be improved for the future. 
 

2. Principles 
The aim of PLACE assessments is to provide a snapshot of how an organisation is 
performing against a range of non-clinical activities which impact in the patient 
experience of care – Cleanliness; the Condition, Appearance and Maintenance of 
Healthcare Premises; the extent to which the environment supports the delivery of care 
with Privacy and Dignity; and the quality and availability of Food and Drink. 
 
The criteria included in PLACE assessments are not standards, but they do represent 
both those aspects of care which patients and the public have identified as important, 
and good practice as identified by professional organisations whose members are 
responsible for the delivery of these services. 
 
A fundamental part of assessments is the inclusion of lay assessors known generically 
as Patient Assessors.  In this regard there are two specific conditions which 
organisations are required to ensure:- 
 
- That there are never fewer than two patient assessors in any assessment team (or 

sub-team where assessment teams are split into more than one e.g. due to the 
hospital’s size; 

- That the ratio between staff and patient assessors is never less than 50/50.  This 
ratio can be increased in favour of patient assessors but should not be increased in 
favour of staff assessors. 

- Staff assessors used at NGH come from a range of backgrounds, Nursing, Estates 
and facilities, Infection Prevention and PALS. 

 

3. Methodology 

For each of the areas there are detailed assessment forms comprising multiple choice 
questions which have to be completed following the physical assessment of an area by 
the team.  The team discuss their findings and comes to a conclusion regarding the 
score to be awarded against specific criteria in each category.  For the food and 
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hydration part of the assessment a range of patient menu items are sampled by the team 
in the ward environment and the service and presentation of the food to patients is 
observed. 
 
Patients are asked for their views regarding the quality, choice and service of meals and 
beverages.  Once the assessments have been completed these are submitted on-line to 
the Health and Social Care Information Centre (HSCICS), who apply the scoring 
algorithm and weighting. 
 
The HSCICS undertake this for the whole of the NHS and from this are able to determine 
the national average for the NHS and compare this with scores from individual 
organisations.  Participating organisations are able to use this information to benchmark 
their performance. 
 

4. Results 
This years results are set out in Appendix 1 which shows the Trust score and the 
national average.  Appendix 1 also shows the comparative data from 2013. 
 
It should be noted however that due to changes in the 2014 methodology the scores for 
2013 and 2014 relating to Food and Hydration and Privacy and Dignity are not directly 
comparable. 
 
It can be seen from the results that NGH has performed above the national average for 
Cleanliness, Privacy and Dignity and Condition, Appearance and Maintenance, whereas 
Food is very slightly below the national average (by 0.19%). 
 

5. Conclusion 
Overall the results of this year’s assessment are encouraging and show the Trust is 
maintaining environmental standards consistently above the national average. 
 
With regard to Food, each of the assessment teams commented that the standards this 
year were very good, however this does not come across in the national comparator.  
The Catering team are reviewing a number of areas of the catering service and changes 
to menu format etc. are being proposed in order to improve patient satisfaction as well as 
next year’s PLACE results. 
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Report To 
 

 
PUBLIC TRUST BOARD 
 

Date of Meeting 
 

 
25 September 2014 
 

 

Title of the Report 
 

Financial Position Month 5 

Agenda item 
 

11 

Sponsoring Director 
 

Simon Lazarus, Director of Finance 

Author(s) of Report Andrew Foster, Director of Finance  
 

Purpose 
 

To report the financial position for the period ended August 
2014/15. 
 

Executive summary 
 

 The I&E position for the period ended August is a £10.4m deficit with the forecast position a 
projected deficit of £14.2m (subject to delivery of a range of recovery actions). 

 The TDA have requested the Trust produces a Financial Recovery plan setting out how the I&E 
position will be managed back to the planned £7.8m deficit set at the start of the financial year. 
This requirement is set in the context of reports of significant national pressure on NHS 
finances. 

 A range of recovery initiatives are being worked up together with a series of detailed forecasts 
and action plans at directorate level. At this stage the delivery of a £7.8m deficit would appear to 
be unachievable without significant external support or additional CCG income. 

 The cashflow position at the end of August has significantly reduced to £0.7m. 
 
 

Related strategic aim and 
corporate objective 

Develop IBP which meets financial and operational targets. 

Risk and assurance 
 

There are a range of financial risks which pose a direct risk to 
delivery of the financial plan for 2014-15. 

Related Board Assurance 
Framework entries 

BAF 17, 18,19 

Equality Impact Assessment 
 

N/A 

Legal implications / 
regulatory requirements 
 

NHS Statutory Financial Duties 

Actions required by the Committee 
 
The Board is asked to consider the recommendations of the report and to consider the approach and 
key elements required in developing the financial recovery plan.  The Board is asked to note the 
requirements of the NTDA in relation to delivery of the £7.8m deficit plan. 
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Report To 
 

 
PUBLIC TRUST BOARD 
 

Date of Meeting 
 

25 September 2014 
 

 

Title of the Report 
 

Improving Quality and Efficiency Report 

Agenda item 
 

12 

Sponsoring Director 
 

Janine Brennan, Director of Workforce & Transformation 

Author(s) of Report 
 

Paul Devlin, Assistant Director IQE 
Natasha Parkhill, Management Accountant 
 

Purpose 
 
 

Update to the Committee on the Latest Thinking Financial forecast 
of the Improving Quality and Efficiency Programme 

Executive summary 
 
The most likely delivery at M5 is £11.1m, which is up by £81k against month 4. This is off plan by 
£1.574m against the £12.668m plan prior to further mitigation. 
 
The plan required delivery of £3.128m in the first 5 months.  Actual delivery is £3.785m, ahead of plan 
by £657k.  

 

Related strategic aim and 
corporate objective 
 

Strategic Aim 5: To be a financially viable organisation. 

Risk and assurance 
 
 

Pace of delivery largely caused by inadequate rigor relating to 
project and programme management along with a lack of traction 
from the work stream groups remains a key risk to in year delivery 
against plan.   
 
Our strategy for dealing with this situation remains sound, largely 
relying on our new standard project management process across 
the CIP Theme initiatives. Cascading this at pace remains a priority 
in order to prevent further slippage and maximise delivery of red 
and amber rated schemes.  
 

Related Board Assurance 
Framework entries 
 

Link to the Board Assurance Framework 

Equality Impact Assessment 
 

Is there potential for, or evidence that, the proposed decision/ 
policy will not promote equality of opportunity for all or promote 
good relations between different groups? No 
 
Is there potential for or evidence that the proposed decision/policy 
will affect different population groups differently (including possibly 
discriminating against certain groups)? No 
 

Legal implications / 
regulatory requirements 

There are no legal/regulatory implications of the paper 
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Actions required by the Trust Board 
 
The Board is asked to note and challenge the content of the report. 
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Sponsoring Director 
 

Janine Brennan, Director of Workforce & Transformation 

Author(s) of Report 
 

Joanne Wilby, Workforce Planning & Information Manager 
 

Purpose 
 
 

This report provides an overview of key workforce issues 

Executive summary 
 
The key matters affecting the workforce include: 
 

 The key performance indicators show an decrease in Total Workforce Capacity (excluding Medical 
Locums) employed by the Trust, and a decrease in annual average sickness absence 

 An update on Mandatory and Role Specific Essential Training, and Appraisals 

 An update on Organisational Development activity 

 An update on ratification of the Probationary Period Policy 

 

Related strategic aim and 
corporate objective 
 

Enable excellence through our people 

Risk and assurance 
 
 

Workforce risks are identified and placed on the Risk register as 
appropriate. 

Related Board Assurance 
Framework entries 
 

BAF – 17 

Equality Impact Assessment 
 

No 
 

Legal implications / 
regulatory requirements 
 

No 

 
Actions required by the Trust Board 
 
The Board is asked to note the report 
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Public Trust Board 
25 September 2014 

 
Workforce Report 

 
1. Introduction 

 
This report identifies the key themes emerging from August 2014 performance and 
identifies trends against Trust targets.   
 
It also sets out current key workforce updates. 
 

2. Workforce Report 
2.1 Key Workforce Performance Indicators 
 
The key performance indicators show: 
 
Sickness Absence 
There were technical issues affecting the accuracy of some ESR Sickness Reports, which 
meant that different methods were used to calculate some figures.  These figures may be 
updated at a future date. The financial year to date rate for sickness absence decreased 
further to 4.08%, and the annual rolling average fell slightly to 4.32%.  In month sickness 
absence decreased by 0.22% to 3.99% which is above the Trust target. 
 
The non-medical sickness absence rate for the General Surgery Care Group increased to 
4.80%.  There were improvements in the Surgical Care Management, Trauma & 
Orthopaedics, and ENT & Maxillofacial Directorates. 
 
The non-medical sickness absence rate for the General Medicine Care Group decreased to 
4.59%, and there was improvement in the rates for Pharmacy and Oncology & 
Haematology.  
 
The sickness absence rate within Facilities decreased in August to 3.85%.  Hospital 
Support also saw an improvement to 3.37%. This meant that the rate for Support Services 
in total moved below Trust target, to 3.58%. 
 
Medical & Dental staff sickness absence in August was recorded at 0.21%. 
 
Workforce Capacity 
Total Workforce Capacity (including temporary staff but excluding Medical Locums) 
decreased by 76.51 FTE in July to 4,387.91 FTE. The Trust remains below the Budgeted 
Workforce Establishment of 4,566.65 FTE. 
 
Substantive workforce capacity decreased by 20.81 FTE to 4,075.97 FTE.  Temporary 
workforce capacity (excluding Medical Locums) decreased by 55.70 FTE to 311.94 FTE. 
 
2.2 Workforce Updates 
Appraisals  
The current rate of completed PDP’s or Appraisals recorded is 72.69%; continuing the 
improvement seen since March.  
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Mandatory and Role Specific Essential Training  
Mandatory Training compliance fell back slightly to 78.20% in July.  On-going support is 
being provided for managers on analysing and interpreting training reports to ensure that 
they are able to take appropriate action.          
 
RSET compliance also fell back slightly to 62.31%; this is most likely to be due to the 
scoping project for the Role Specific Essential Training which has identified that some staff 
that were not required to do the training are now required to and some staff that were not 
required to do it may already be compliant but not accounted for in the reporting. The mass 
update of Role Specific Essential Training requirements is almost complete.   
 
A meeting between the Trust and McKesson to review the ongoing data inconsistences 
between OLM and ESR took place in August and McKesson are continuing to investigate 
possible system errors, having agreed that correct process was being followed for data 
input.  
 
2.3 Organisational Development 
Staff Family & Friends Test 
Quarter two results from the Medicine Care Directorate are now collated and comments 
being themed and responded to. 
 
Question 1: How likely are you to recommend NGH to a friend or family for treatment? 
 
 Likely or extremely likely 74% 
 Neither likely nor unlikely 19% 

Unlikely or extremely unlikely   7% 
 

Question 2: How likely are you to recommend NGH to friends and family as a place to 
work? 
 

Likely or extremely likely 62% 
 Neither likely nor unlikely 19% 

Unlikely or extremely unlikely 17% 
Don’t know     2% 

 
Based on the outcomes of the Quarter 2 SFFT return, the OD agenda will focus on: 
 

 Roll out of phase 1 of the NGH Employee Engagement Strategy – to improve staff 
Interaction using the Rainbow Risk initiative 

 Commence a NGH TNA in partnership with L & D 

 Develop leadership and management support for operational front line roles. 
 
Organisational Development pages are now live on the intranet.  Please see attached 
appendix for more details on the latest Organisational Development activity. 
 
Policy Changes 
The Trust Probationary Period Policy has been ratified and uploaded to the intranet. 
 

3. Assessment of Risk 
Managing workforce risk is a key part of the Trust’s risk assessment programme. 

 
4. Recommendations 

The Board is asked to note the report. 
 

5. Next Steps 
Key workforce performance indicators are subject to regular monitoring and appropriate 
action is taken as required. 

 

Page 106 of 293



H
u
m

a
n

 R
e
s
o

u
rc

e
s
 W

o
rk

fo
rc

e
 P

e
rf

o
rm

a
n
c
e

 I
n

d
ic

a
to

rs
 2

0
1

4
/1

5
  

 
 

M
o

n
th

 0
5

 
 

 
 

 

            
 

 

 

W
o

rk
fo

rc
e

 E
x
p

e
n

d
it

u
re

 
 

T
o

ta
l 

W
o

rk
fo

rc
e

 E
x
p

e
n

d
it

u
re

 (
a

ll
 p

a
y
 e

le
m

e
n

ts
) 

in
c

re
a

s
e
d

 b
y
 £

1
6

6
,4

5
8

 i
n

 
A

u
g

u
s

t 
to

 £
1

5
.0

8
9

m
 (

th
is

 i
s

 a
b

o
v
e

 p
la

n
 f

o
r 

M
o

n
th

 5
).

 

 
S

u
b

s
ta

n
ti

v
e

 w
o

rk
fo

rc
e

 e
x

p
e
n

d
it

u
re

 i
n

c
re

a
s
e

d
 b

y
 £

1
1

4
,2

2
6

 t
o

 £
1

3
,3

4
9

,2
1

3
. 

 T
e

m
p

o
ra

ry
 W

o
rk

fo
rc

e
 E

x
p

e
n

d
it

u
re

 (
in

c
lu

d
in

g
 M

e
d

ic
a

l 
S

ta
ff

) 
in

c
re

a
s

e
d

 b
y
 

£
5

2
,2

3
2

 t
o

 £
1

,7
4

0
,0

4
3

, 
e

q
u

a
ti

n
g

 t
o

 1
1
.5

3
%

 o
f 

th
e

 t
o

ta
l 
w

o
rk

fo
rc

e
 

e
x

p
e

n
d

it
u

re
. 

 
W

o
rk

fo
rc

e
 C

a
p

a
c

it
y
 

 
T

o
ta

l 
W

o
rk

fo
rc

e
 C

a
p

a
c
it

y
 (

in
c
lu

d
in

g
 t

e
m

p
o
ra

ry
 s

ta
ff

 b
u
t 

e
x
c
lu

d
in

g
 M

e
d
ic

a
l 
L
o
c
u
m

s
) 

d
e
c
re

a
s
e
d

 b
y
 7

6
.5

1
 F

T
E

 i
n

 A
u

g
u

s
t 

to
 4

,3
8
7
.9

1
 F

T
E

. 
T

h
e
 T

ru
s
t 

re
m

a
in

s
 b

e
lo

w
 t

h
e
 

B
u

d
g

e
te

d
 W

o
rk

fo
rc

e
 E

s
ta

b
li

s
h

m
e
n

t 
o

f 
4
,5

6
6
.6

5
 F

T
E

. 
 S

u
b

s
ta

n
ti

v
e
 w

o
rk

fo
rc

e
 c

a
p

a
c
it

y
 d

e
c
re

a
s

e
d

 b
y
 2

0
.8

1
 F

T
E

 t
o

 4
,0

7
5
.9

7
 F

T
E

. 
 T

e
m

p
o

ra
ry

 w
o

rk
fo

rc
e
 c

a
p

a
c
it

y
 (

e
x
c
lu

d
in

g
 M

e
d
ic

a
l 
L
o
c
u
m

s
) 

d
e
c
re

a
s
e
d

 b
y
 5

5
.7

0
 F

T
E

 
to

 3
1
1
.9

4
 F

T
E

. 

E
nc

lo
su

re
 J

Page 107 of 293



H
u
m

a
n

 R
e
s
o

u
rc

e
s
 W

o
rk

fo
rc

e
 P

e
rf

o
rm

a
n

c
e

 I
n

d
ic

a
to

rs
 2

0
1

4
/1

5
  

 
 

M
o

n
th

 0
5

 
 

  
  

 

            

  

 
 

 
  

W
o

rk
fo

rc
e

 C
a
p

a
c

it
y
 

  

 
In

 s
u
m

m
a

ry
 f

o
r 

N
u

rs
in

g
, 

th
e

 t
o
ta

l 
u

ti
lis

a
ti
o

n
 (

B
a

n
k
 &

 A
g

e
n

c
y
 F

ill
e
d

) 
w

a
s
 

3
5

,1
7
7

 h
o
u

rs
 (

2
0

3
.9

2
 F

T
E

),
 w

h
ic

h
 i
s
 a

 d
e

c
re

a
s
e
 o

f 
2

0
0

 h
o

u
rs

 c
o
m

p
a

re
d

 
w

it
h

 t
h

e
 p

re
v
io

u
s
 m

o
n
th

. 
 

 
B

a
n

k
 &

 A
g

e
n
c
y
 F

ill
 R

a
te

s
 f

o
r 

N
u

rs
in

g
: 

B
a

n
k
 f
ill

 r
a

te
 =

 3
8

.8
6
%

 (
d

e
c
re

a
s
e

 o
f 

3
.6

5
%

),
 A

g
e

n
c
y
 f

ill
 r

a
te

 =
 3

0
.1

6
%

 (
d

e
c
re

a
s
e

 o
f 

3
.9

1
%

).
 T

o
ta

l 
b

a
n
k
 &

 
a

g
e

n
c
y
 f

ill
 r

a
te

 =
 6

9
.0

1
%

 (
d

e
c
re

a
s
e
 o

f 
6
.5

8
%

 c
o
m

p
a
re

d
 w

it
h

 t
h

e
 p

re
v
io

u
s
 

m
o

n
th

).
 

 
S

ic
k

n
e

s
s

 A
b

s
e

n
c

e
 

 T
h

e
re

 w
e

re
 t

e
c

h
n

ic
a

l 
is

s
u

e
s

 a
ff

e
c

ti
n

g
 t

h
e

 a
c

c
u

ra
c

y
 o

f 
s

o
m

e
 E

S
R

 S
ic

k
n

e
s

s
 

R
e

p
o

rt
s

, 
w

h
ic

h
 m

e
a
n

t 
th

a
t 

d
if

fe
re

n
t 

m
e

th
o

d
s
 w

e
re

 u
s
e

d
 t

o
 c

a
lc

u
la

te
 s

o
m

e
 

fi
g

u
re

s
. 

 T
h

e
s
e

 f
ig

u
re

s
 m

a
y

 b
e

 u
p

d
a

te
d

 a
t 

a
 f

u
tu

re
 d

a
te

. 
T

h
e

 f
in

a
n

c
ia

l 
y
e

a
r 

to
 

d
a

te
 r

a
te

 f
o

r 
s

ic
k

n
e

s
s

 a
b

s
e

n
c

e
 d

e
c

re
a

s
e
d

 f
u

rt
h

e
r 

to
 4

.0
8
%

, 
a

n
d

 t
h

e
 a

n
n

u
a

l 
ro

ll
in

g
 a

v
e

ra
g

e
 f

e
ll

 s
li

g
h

tl
y
 t

o
 4

.3
2

%
. 

 I
n

 m
o

n
th

 S
ic

k
n

e
s

s
 A

b
s

e
n

c
e

 d
e

c
re

a
s

e
d

 
b

y
 0

.2
2

%
 t

o
 3

.9
9

%
 w

h
ic

h
 i

s
 a

b
o

v
e

 t
h

e
 T

ru
s
t 

ta
rg

e
t.

 

 
S

h
o

rt
 t

e
rm

 s
ic

k
n

e
s
s
 a

b
s
e

n
c
e

 d
e

c
re

a
s
e
d

 t
o

 2
.3

4
%

. 

 
L

o
n

g
 t
e

rm
 s

ic
k
n

e
s
s
 a

b
s
e
n

c
e
 f

e
ll 

to
 1

.6
5

%
 w

h
ic

h
 r

e
m

a
in

s
 b

e
lo

w
 T

ru
s
t 

T
a

rg
e

t.
 

 
T

h
e

 t
o

ta
l 
c
a

le
n

d
a

r 
d

a
y
s
 l
o
s
t 

to
 s

ic
k
n

e
s
s
 a

b
s
e

n
c
e

 d
e

c
re

a
s
e

d
 b

y
 3

5
8

 t
o
 5

9
9
5

 
d

a
y
s
 l
o
s
t.
 


 

T
h

e
 n

u
m

b
e

r 
o

f 
d

a
y
s
 l
o

s
t 
p

e
r 

e
m

p
lo

y
e

e
 d

e
c
re

a
s
e

d
 t

o
 1

.2
7

 d
a
y
s
. 

Page 108 of 293



H
u
m

a
n

 R
e
s
o

u
rc

e
s
 W

o
rk

fo
rc

e
 P

e
rf

o
rm

a
n

c
e

 I
n

d
ic

a
to

rs
 2

0
1

4
/1

5
  

 
 

M
o

n
th

 0
5

 
 

 
 

 
            

S
u

rg
e

ry
 C

a
re

 G
ro

u
p

 S
u

m
m

a
ry

 
  


 

T
h

e
 n

o
n

-m
e

d
ic

a
l 
s
ic

k
n

e
s
s
 a

b
s
e

n
c
e
 r

a
te

 f
o

r 
th

e
 G

e
n

e
ra

l 
S

u
rg

e
ry

 
C

a
re

 G
ro

u
p

 i
n

c
re

a
s
e

d
 t
o

 4
.8

0
%

. 
 T

h
e

re
 w

e
re

 i
m

p
ro

v
e

m
e

n
ts

 i
n

 
S

u
rg

ic
a

l 
C

a
re

 M
a

n
a

g
e

m
e

n
t,

 T
ra

u
m

a
 &

 O
rt

h
o

p
a

e
d
ic

s
, 

a
n
d

 E
N

T
 &

 
M

a
x
ill

o
fa

c
ia

l 
D

ir
e
c
to

ra
te

s
. 

 
 

T
h

e
 h

ig
h

e
s
t 

w
a

rd
 b

a
s
e

d
 s

ic
k
n
e

s
s
 w

a
s
 o

n
 S

in
g

le
h

u
rs

t 
W

a
rd

 w
it
h

 
1

0
.6

4
%

, 
w

it
h

 l
o
n

g
 t
e

rm
 a

b
s
e

n
c
e

 o
f 
5

.1
1

%
 a

n
d

 s
h

o
rt

 t
e

rm
 a

b
s
e

n
c
e

 o
f 

5
.5

3
%

. 
 T

h
e

 h
ig

h
e
s
t 

in
c
re

a
s
e

 i
n

 t
o

ta
l 
s
ic

k
n

e
s
s
 w

a
s
 o

n
 W

ill
o

w
 W

a
rd

, 
m

o
v
in

g
 f
ro

m
 5

.1
4

%
 i
n

 J
u

ly
 t

o
 1

0
.2

0
%

 i
n
 A

u
g

u
s
t.

 

M
e
d

ic
in

e
 C

a
re

 G
ro

u
p

 S
u

m
m

a
ry

 
 


 

T
h

e
 n

o
n

-m
e

d
ic

a
l 
s
ic

k
n

e
s
s
 a

b
s
e

n
c
e
 r

a
te

 f
o

r 
th

e
 G

e
n

e
ra

l 
M

e
d

ic
in

e
 C

a
re

 G
ro

u
p

 
d

e
c
re

a
s
e
d

 t
o

 4
.5

9
%

, 
a
n

d
 t
h

e
re

 w
a

s
 i
m

p
ro

v
e

m
e
n

t 
in

 t
h

e
 r

a
te

s
 f

o
r 

P
h

a
rm

a
c
y
 a

n
d

 
O

n
c
o

lo
g

y
 &

 H
a

e
m

a
to

lo
g

y
. 

 
 

C
o

m
p

to
n

 W
a
rd

 (
s
ic

k
n

e
s
s
 r

a
te

 1
4

.4
0
%

) 
re

m
a

in
s
 t
h

e
 w

a
rd

 w
it
h

 t
h

e
 h

ig
h

e
s
t 
s
ic

k
n

e
s
s
 

ra
te

, 
a
lt
h

o
u

g
h

 t
h

e
 r

a
te

 h
a

s
 f
a

lle
n

 f
ro

m
 1

6
.4

2
%

 i
n

 J
u
ly

; 
lo

n
g

-t
e

rm
 s

ic
k
n

e
s
s
 h

e
re

 s
it
s
 a

t 
1

2
.1

1
%

. 
 A

 b
ig

 f
a

ll 
in

 l
o

n
g

 t
e

rm
 s

ic
k
n
e

s
s
 o

n
 T

a
lb

o
t 

B
u
tl
e

r 
(f

ro
m

 9
.9

1
%

 t
o

 4
.8

4
%

) 
h

a
s
 

s
e

e
n
 t

o
ta

l 
s
ic

k
n

e
s
s
 f
a

ll 
fr

o
m

 1
1

.2
4

%
 t
o

 8
%

. 
 B

o
th

 K
n
ig

h
tl
e

y
 &

 C
o

lli
n

g
tr

e
e

 W
a
rd

s
 h

a
v
e

 a
 

s
ic

k
n

e
s
s
 r

a
te

 h
ig

h
e

r 
th

a
n

 1
0

%
. 

 

H
o

s
p

it
a
l 

S
u

p
p

o
rt

 a
n

d
 M

e
d

ic
a
l 
&

 D
e
n

ta
l 

S
u

m
m

a
ry

 
 


 

T
h

e
 s

ic
k
n

e
s
s
 a

b
s
e

n
c
e

 r
a
te

 w
it
h

in
 F

a
c
ili

ti
e

s
 d

e
c
re

a
s
e

d
 i
n

 
A

u
g

u
s
t 
to

 3
.8

5
%

. 
 H

o
s
p

it
a

l 
S

u
p

p
o

rt
 a

ls
o

 s
a

w
 a

n
 

im
p

ro
v
e
m

e
n

t 
to

 3
.3

7
%

. 
T

h
is

 m
e

a
n

t 
th

a
t 

th
e

 r
a
te

 f
o
r 

S
u

p
p

o
rt

 S
e

rv
ic

e
s
 i
n

 t
o

ta
l 
m

o
v
e
d

 b
e

lo
w

 T
ru

s
t 

ta
rg

e
t,

 t
o

 
3

.5
8

%
. 

 
 

M
e

d
ic

a
l 
&

 D
e

n
ta

l 
s
ta

ff
 s

ic
k
n

e
s
s
 a

b
s
e

n
c
e

 i
n

 A
u
g

u
s
t 

w
a

s
 

re
c
o

rd
e

d
 a

t 
0

.2
1

%
. 

 

E
nc

lo
su

re
 J

Page 109 of 293



 

  
  

 H
u
m

a
n

 R
e
s
o

u
rc

e
s
 W

o
rk

fo
rc

e
 P

e
rf

o
rm

a
n

c
e

 I
n

d
ic

a
to

rs
 2

0
1

4
/1

5
  

 
 

M
o

n
th

 0
5

 
  

 
 

 
    

            

 

 
                    

C
o

m
p

le
te

d
 P

D
P

s
 &

 A
p

p
ra

is
a
ls

, 
a

n
d

 M
a
n

d
a

to
ry

 T
ra

in
in

g
 &

 R
o

le
 S

p
e

c
if

ic
 

T
ra

in
in

g
 C

o
m

p
li

a
n

c
e
 

  
T

h
e

 c
u

rr
e

n
t 
ra

te
 o

f 
c
o

m
p

le
te

d
 P

D
P

’s
 o

r 
A

p
p

ra
is

a
ls

 r
e

c
o

rd
e

d
 i
n

 E
S

R
 i
s
 

7
2

.6
9
%

, 
c
o

n
ti
n

u
in

g
 t
h

e
 i
m

p
ro

v
e

m
e

n
t 

s
e
e

n
 s

in
c
e

 M
a

rc
h

. 
 

  
M

a
n

d
a

to
ry

 T
ra

in
in

g
 c

o
m

p
lia

n
c
e

 h
a
s
 f

a
lle

n
 s

lig
h

tl
y
 t

o
 7

8
.2

0
%

. 
 

 
R

S
E

T
 c

o
m

p
lia

n
c
e

 f
e
ll 

s
lig

h
tl
y
 t
o

 6
2

.3
1

%
. 
 T

h
e

 i
n

it
ia

l 
w

o
rk

 t
o

 s
c
o

p
e
 R

S
E

T
 

re
q

u
ir
e

m
e
n

ts
 a

n
d

 l
o

a
d

 t
h
e

m
 i
n
to

 E
S

R
 i
s
 a

lm
o

s
t 

c
o

m
p
le

te
. 

 F
u

rt
h

e
r 

v
a

lid
a

ti
o

n
 w

ill
 t
a

k
e
 p

la
c
e

 a
n

d
 t
h

e
n

 a
 m

o
re

 a
c
c
u

ra
te

 p
ic

tu
re

 o
f 
th

e
 

c
o

m
p

lia
n

c
e

 r
a

te
s
 w

ill
 b

e
 p

o
s
s
ib

le
. 

  

Page 110 of 293



H
u
m

a
n

 R
e
s
o

u
rc

e
s
 W

o
rk

fo
rc

e
 P

e
rf

o
rm

a
n

c
e

 I
n

d
ic

a
to

rs
 2

0
1

4
/1

5
  

 
 

M
o

n
th

 0
5

 
  
  

  
  
  
  
  
  
  
  
  
  
  
  
  
  
  
  
  
  
  
  
  
  
  
  
  
  
  
  
  
  
  
  
  
  
  
  
  
  
  
  
  
  

 
  

R
o

le
-S

p
e

c
if

ic
 E

s
s

e
n

ti
a
l 

T
ra

in
in

g
 

 It
 i
s
 p

la
n

n
e
d

 t
o

 i
n

c
lu

d
e

 c
h

a
rt

s
 r

e
la

ti
n

g
 t
o

 R
o

le
-S

p
e
c
if
ic

 E
s
s
e
n

ti
a

l 
T

ra
in

in
g

 (
R

S
E

T
) 

c
o

m
p

lia
n

c
e

 d
a
ta

 o
n

c
e

 t
h

e
 w

o
rk

 t
o

 a
g

re
e
 c

o
m

p
e
te

n
c
e

 r
e
q

u
ir
e
m

e
n

ts
 f

o
r 

a
ll 

p
o
s
it
io

n
s
 i
s
 

c
o

m
p

le
te

 a
n
d

 l
o
a

d
e
d

 i
n
to

 E
S

R
, 

a
n

d
 h

a
s
 b

e
e
n

 v
a

lid
a

te
d

. 

E
nc

lo
su

re
 J

Page 111 of 293



 



 
 
Appendix 2  

Organisational Development Update 
 

Staff Family & Friends Test 
Quarter two results from the Medicine Care Directorate are now collated and comments 
being themed and responded to 
 
Question 1 – How likely are you to recommend NGH to a friend or family for 
treatment? 
Likely or extremely likely 74% 
Neither likely nor unlikely 19% 
Unlikely or extremely unlikely 7% 
 
Question 2 How likely are you to recommend NGH to friends and family as a place to 
work? 
Likely or extremely likely  62% 
Neither likely nor unlikely  19% 
Unlikely or extremely unlikely 17% 
Don’t know      2% 
 
Based on the outcomes of the Quarter 2 SFFT return, the OD agenda will focus on: 

 Roll out of phase 1 of the NGH Employee Engagement  Strategy – to improve staff 
Interaction using the Rainbow Risk initiative 

 Commence a NGH TNA in partnership with L & D 

 Develop leadership and management support for operational front line roles. 
 

Activity 
Rainbow Risk 
Almost 300 staff now completed rainbow risk 
10 team sessions booked over next 8 weeks covering approx. 80 people 
2 open sessions facilitating possible attendance of up to 50 
 
Top tips for tough talks (handing difficult conversations)  
Delivered as part of Band 7 Back to Basics programme to 45 delegates 
3 sessions booked for band 6 development 
 
MQC Programme:  
45 delegates from programme completed the following modules 
•          Stakeholder Analysis 
•          Influence model 
•          The rainbow risk 
•          Leading for change 
•          Introduction to innovation 
•          Managing emotional impact of change 
•          Reflecting on practice 

 

Intranet pages  
Organisational Development pages now live on intranet.  Sections include 
•          Contact details/about us 
•          Case studies (live by 15 September) 
•          Toolkit (live by 11 September) 
•          Engagement strategy 
•          Managing for quality opportunities 
•          Leading for excellence opportunities 
•          Booking system 
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14 

Sponsoring Director 
 

Charles Abolins, Director of Facilities and Capital Development 
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Andy Watkins, Local Security Management Specialist (LSMS) 
 

Purpose 
 
 

Information and assurance 

Executive summary 
 
This report sets out the security activity within the Trust for the year 2013/14.  The report highlights the 
reported incidents and trends as well as the improvements made during the year 

 

Related strategic aim and 
corporate objective 
 

Focus on quality and safety 

Risk and assurance 
 
 

The report highlights the increasing risk to staff of physical assaults 
from patients with challenging conditions 

Related Board Assurance 
Framework entries 
 

BAF – 5 

Equality Impact Assessment 
 

Is there potential for, or evidence that, the proposed decision/ 
policy will not promote equality of opportunity for all or promote 
good relations between different groups? (No) 
 
Is there potential for or evidence that the proposed decision/policy 
will affect different population groups differently (including possibly 
discriminating against certain groups)?(No) 
 

Legal implications / 
regulatory requirements 
 

 Police/court action against perpetrators of crime on the 
hospital site 

 Potential claims from staff as a result of physical assault 
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Actions required by the Trust Board 
 
The Board is asked to note the content of the report, the progress made during the year and support 
the initiatives proposed for 2014/15. 
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Public Trust Board 
25 September 2014 

 

Security Management Review 2013-2014 

 
1. Executive Summary 
The report shows that criminal activity, physical assaults, verbal abuse and 
disturbances are a daily occurrence. In total there were 442 reported incidents either 
to security or reported through the Trusts Datix reporting system. This is an increase 
of 23% on last year’s reported figure of 355.  
 
There were 18 confirmed reported crimes/thefts: This is a reduction on previous 
years.  
 
Reported physical assaults via Datix have significantly increased to 206 compared 
with last year’s figure of 134; this is an increase of 54%.  This is disappointing to 
report as last year’s figure showed a 10% reduction and had bucked the trend for the 
two previous years where physical assaults had increased. The type of incidents 
reported continue to be the same, increasing care of dementia patients, mental 
health patients and patients going through detox programmes. With the Datix 
Reporting System it is possible to analyse the data and identify trends and “hot spot 
wards” that are affected. 
 
Whilst caring for difficult and challenging patients the use of restraint is often a 
necessary practice. To support staff to perform proportionate restraint to a patient 
there is a policy available on the Intranet titled “Restrictive Physical Intervention for 
Adults” (RPI). Within the policy is a training needs analysis which identifies which 
staff group should attend a 1 day, two day and or four day course. 
 
It was disappointing to note the very poor take up of training which is designed to 
equip staff to deal with these difficult situations and reduce injury to staff. 
 
Reported verbal, abusive, aggressive and harassment incidents were higher than last 
year, increasing from 195 to 218. 
 
It should be noted that all incidents include Trust staff working at other sites that are 
managed by NGH.   
 

2. Introduction and Background 
In December 2003 the Secretary of State launched the Security Management 
Strategy " A Professional Approach to the Management of Security in the NHS" This 
can be downloaded at www.nhsprotect.nhs.uk  
 
The Facilities Directorate provides an in-house Security team which consists of 10 
officers. The Security Department provides services 24/7.  
 
The Security Department manage the Trusts CCTV system of which there are now 
107 cameras located within the hospital buildings, grounds and all major car parks. A 
regular replacement and maintenance programme is in place. 
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2.1 Reported Crime Incidents 13/14 and Comparative Data 
 

 
 
 

 
 
2.2 Data Summary Breakdown  

 18 reported crimes, for the fifth year a decline in reported crime. Crime 
included the theft of a motor vehicle from Isebrooke Hospital. Through CCTV 
an individual was seen on site on the day of the theft and images were 
passed onto the police. The police identified the individual and he was later 
arrested. The car was recovered. 
 

 7 bicycle thefts remain the top reported crime on site, an increase of 1 
compared with last year’s figure of 6. There was 2 attempted bicycle thefts, 
one response from security resulted in 2 individuals being caught and handed 
over to the police. Bicycle thefts remain an ongoing problem around the town. 
Additional secure bicycle lockers have been purchased for staff use. 
 

 In December 2013 the BBC programme “Fake Britain” visited NGH, 
interviewed and filmed the hospitals Security Advisor, Portering and Security 
Manager and a staff victim who was a victim of credit card fraud from the 
previous year of 2012/13. The episode was aired on May 6th 2014 and 
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reported how staff at NGH were able to provide good evidence through CCTV 
to identify the offender leading to their conviction and subsequent 
imprisonment.   The images below are from CCTV and were used as 
evidence in court and shown on Fake Britain. 

 

 
 
 4 thefts of cash, one included a break-in to a parking meter. The machine was 

broken in to and the cash box removed. CCTV identified the break in taking 
place and CCTV was passed on to the police.  

 
2.3 Physical, Verbal Abuse, Aggressive and Harassment Incident Data  
 
This information is compiled from the Trusts Datix reporting systems 
 
NHS PROTECT definition of physical assault: “the intentional application of force 
against the person of another without lawful justification resulting in physical injury or 
personal discomfort”    
 
NHS PROTECT definition of verbal abuse, aggression and harassment: “the use of 
inappropriate words or behaviour causing distress and/or constituting harassment” 
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2.4 Data Summary Breakdown 
 

 
 

 There has been a 54% increase in reported physical assault incidents during 
the past year. With the increasing care of dementia, mental health and detox 
patients, it is inevitable that physical assaults will continue to occur at regular 
intervals due to the patient’s condition.  It should be noted that the majority of 
physical assaults are low level types, where scratching, pinching and flailing 
arms and legs connecting to staff being the main descriptions used via Datix.  
Some examples from Datix reports are set out below: 

 

 When attending to patient needs the patient grabbed hca hand 
twisting the thumb and kicking out at other members of staff. 

 

 Very unsettled and intermittent agitation/ aggression. Patient lashed out 
and kicked staff in the stomach while being assisted into bed. 

 

 patient high risk of falls with dementia trying to climb out of bed and 
becoming aggressive tried to stop patient from getting out of bed and 
patient lashed out punching member of staff in the jaw. 

 

 I was trying to stop a patient from throwing his drink when he scratched 
my face on the left side 

 

 I went to attend to the patient when she grabbed my hair and pulled it 
 

 The data shows that for the third year Creaton Ward has recorded the most 
physical assault incidents on staff (57) this accounts for 27% of all recorded 
physical assaults. It should be noted that Creaton Ward was one of the few 
areas that sent a significant number of their staff on the one day “Breakaway” 
training course by staff.   
 

 A+E recorded 12 incidents of physical assault. There was one confirmed 
arrest and a charge of drunk and disorderly. There were other arrests but 
difficult to comment on outcomes as when the police remove an offender from 
site they will either take them to a police cell to cool down or are taken home. 
More work needs to be done between the Police and NGH in closing the loop 
on outcomes. 
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2.5 Restrictive Physical Intervention for Adults Training 
In support of the policy and to comply with the requirement to train staff at different 
levels in accordance with the Training Needs Analysis (TNA) funding was identified 
and courses were booked. Twenty course dates were arranged allowing for a total of 
400 staff to attend. Disappointingly only 73 staff attended leaving 327 spaces not 
filled. Six courses were cancelled due to insufficient numbers to justify carrying on 
with the course; fortunately the training company have agreed to move the cancelled 
courses to this financial year and for which the Trust will not be charged.  Currently 
the Trust is not compliant with the RPI Policy and this has been raised at CQEG as a 
concern, and the Trusts Health and Safety Committee. 

 
Further courses have been booked to start in September and attendance at these will 
be promoted through nurse management and regular advertising via e-mail, the 
intranet and the Bulletin. 

 
 

3. Achievements during 2013-14 
 As part of the ongoing CCTV strategy four digital video recorders have been 

replaced which increases capacity to provide additional cameras on to the 
system. There are currently 107 cameras in operation, recording 24/7.  
 

 A Facilities Capital Project identified funding to replace all current swipe card 
readers and replace them with proximity readers. All Trust users have or are 
in the process of having their existing card replaced with a smartcard which 
also acts as their photo ID.  Additionally, proximity readers are replacing the 
card readers on the staff barrier car parks. The smartcard can also provide 
other services such as cash less vending and can be used for restaurant 
purchases. These options will be looked at in the future.  
 
This has been a major exercise however all staff now have photographic ID 
and access has now been restricted within high risk areas to authorised 
personnel only. 

 
As part of the project new proximity readers have been installed at the 
entrances to the administration corridors, Finance, Pharmacy and external 
doors off Hospital Street. These installations further strengthen the security of 
these areas and helps assist in identifying who is using these doors out of 
hours. 
 

 The Trust’s Local Security Management Specialist (LSMS) has been working 
with NHS Protect, Northamptonshire Police and East Midlands Crown 
Prosecution Service to produce a document as a “Joint Working Agreement” 
to tackle violence, other criminal activity and antisocial behaviour in the NHS. 
The purpose of this agreement is to assist agencies in setting up closer 
working arrangements. This document is due to be signed off by all shortly.  
 

 In November Security held a “Stop and Check” week whereby security would 
stop staff and ask to see their photo ID if not clearly visible. During the week 
1000 staff were stopped of which 133 did not have photo ID to prove who 
they were.  This was prior to the new ID’s being issued and this exercise will 
be re-run later in the year. 

 

4. Conclusion 
It is disappointing to report an increase in reported physical assaults.  Better 
reporting and staff being more confident to use Datix as opposed to verbally 
informing a colleague or manager has contributed to the increase. It could also be 
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argued that staff are now treating more patients who have challenging behaviour 
traits including Alzheimer’s which is leading to more assaults on staff.  
 
The poor response to the Breakaway training courses through lack of attendees may 
also have had a bearing on number of incidents. There are techniques taught that 
help defuse situations and the signs to look for in a patient who may have the 
potential to act violently.  
 
It is encouraging however to see reported crime continues on a downward trend and 
it should be acknowledged that staff are treating their personal possessions more 
responsibly by either not bringing in personal items or securing them appropriately at 
work.  
 

5. Key Initiative Planned for 14/15 
The Security Department has applied to join the Community Safety Accreditation 
Scheme (CSAS). The CSAS provides an opportunity for organisations that provide 
community safety and security services to enter into a formal agreement with their 
local Chief Police Officer. This will enable security officers to be accredited under the 
scheme and they may be granted limited powers which will allow them to issue 
penalty notices for disorder, littering, graffiti and the requirement for a member of the 
public to give their name and address if an officer believes an offence has been 
committed. Powers may also include removing alcohol from persons aged under 18 
and powers to seize tobacco from a person aged under 16.  This accreditation should 
also assist the Trust in tackling the ongoing issue of smoking on the hospital site. 
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Purpose 
 
 

Assurance 

Executive summary 
 
This report provides an analysis of the Trust’s Health and Safety (H&S) performance during the 
financial year 2013 – 2014 and highlights relevant issues pertaining to the Management of Health and 
Safety in the Trust.  

 
The report concludes with a forward look, which gives an outline of the key performance Indicators 
proposed for the financial year 2014/15.   

 

Related strategic aim and 
corporate objective 
 

 To be a provider of quality care for all patients  

 Provide appropriate care for our patients in the most 
effective way 

 Foster a culture where staff can give their best and thrive 

Risk and assurance 
 
 

Failure to meet statutory Health and Safety obligations and 
potentially increased costs of litigation 

Related Board Assurance 
Framework entries 
 

BAF- 5  

Equality Impact Assessment 
 

Is there potential for, or evidence that, the proposed decision/ 
policy will not promote equality of opportunity for all or promote 
good relations between different groups? (No) 
 
Is there potential for or evidence that the proposed decision/policy 
will affect different population groups differently (including possibly 
discriminating against certain groups)?(No) 
 

Legal implications / 
regulatory requirements 
 

Failure to meet statutory obligations under Health and Safety 
legislation 
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Actions required by the Trust Board 
 
The Board is asked to consider the report and note the issues highlighted together with the actions 
proposed to address the areas of concern. 
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Public Trust Board 
25 September 2014 

 
Health & Safety Annual Report 2013/14 

 
1. Introduction 

Health and Safety at Work Act 1974 places duties on the Trust, to ensure that the health, 
safety and welfare of employees and those who are not employed but can be affected such 
as patients, visitors and contractors is safeguarded. Furthermore a number of other health 
and safety (H&S) legislations place additional duties on the Trust specifically to ensure H&S 
risks that can cause harm are identified, assessed, mitigated and managed.  The Trust 
aims to educate, support and enable staff to look after their own safety so far as they 
reasonably can and to use best practice tools and techniques to help the Trust fulfil its 
duties and responsibilities.  The Trust employs one Health and Safety Manager, Diana 
Salvio, who commenced on 29 April 2013.  
 
A number of different systems are in place to help ensure effective health and safety 
management.  These include: 

 Incident reporting, investigation and data analysis  
 Risk Assessment, mitigation  and management 
 Policies, procedures , safe systems of work, protocols, 
 Training, instruction and information  
 Communication and Consultation  
 H&S Governance Structure 
 H&S inspections and audits   

 
This report provides an analysis of the Trust’s Health and Safety (H&S) performance during 
the financial year 2013 – 2014 and highlights relevant issues pertaining to the Management 
of Health and Safety in the Trust.  
 
The report concludes with a forward look, which gives an outline of the key performance 
Indicators proposed for the financial year 2014/15.   
 

2. Incident Analysis 
 Datix is used within the Trust for reporting of incidents. A total of 1634 incidents affecting 

staff were reported, out of which 572 were incidents causing harm in 2013/14. There has 
been a 6% increase in the number of incidents causing harm compared to last year (ref 
graph 1) 

 
Graph 1 
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     The breakdown analysis of the incidents causing harm to staff by locations and severity is 
shown in graph no 2 below.   

 
 
 
 
 
 
 
 
 
Graph 2 
       

 
 
 
 
 
 
 
 
The top five locations with highest number of incidents with harm to staff are: 

 Creaton ward (46) 
 Brampton ward (27) 
 A&E (27) 
 EAU (21) and Abington ward (21) 

       
The top three locations with the highest severity incidents are:   

 EAU and Cedar ward (3 moderate severity incidents each) 
 Creaton ward and A&E (2 moderate severity incidents each) 
 Abington, Allebone and Day Surgery Unit (1 moderate severity incident each) 

 
      Graph 3 below shows the injury types and the body part affected. The top 5 most 

common injuries reported were other injury, bruises, sprains /strains, abrasions and 
puncture. The top 5 most affected body part include hands, arms, back, face and legs.  

 
 
 
 
 
 
       
 
 
Graph 3 
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      The table below shows the highest type of Adverse Events and the locations with the 
highest numbers of these: 

 
        
 
 
 
        
 
 
 
 
 
        
 
 
 
 
 
 
 
 
      The incidents related to adverse events of abuse, aggressive behaviour are covered in 

detail in the security report and therefore not covered further in this report. 
 

Sharp Incidents: 
95 staff injuries with harm from dirty sharps were reported in 2013/14 which is an increase 
from last year (72). This increase can be attributed to more incidents being reported via 
Datix due to raised awareness among staff related to sharps.  
A number of actions have been taken in the reporting period to reduce sharp injuries. These 
include: 

 A full review of the current process and sharps was undertaken by the safer 
sharps group and report with recommended actions submitted to CQEG.  

 Staff are trained on safer sharps and actions to be taken after a sharps injury 
during training by infection prevention, occupational health and health and safety.   

 New Sharpsmart disposal system was implemented trustwide. These new sharps 
bin automatically close once they are filled and prevent overfilling. Their design 
ensures that hands do not come in contact with sharps within the bins. They come 
in portable variety so can be taken to the patient’s bedside helping staff to dispose 
sharps at point of use.  

 A new safe management of sharps policy was developed.   
 Safer sharps awareness leaflets were also developed and communicated to staff.  
 Safer sharps awareness day was held where staffs were given opportunity to 

review and select safer sharp devices for use in their clinical areas.  
 Safer Sharp Devices selected for clinical trials. Several safer sharp devices are 

already in use within the trust but need to be uniformly used and all other 
alternatives removed. Work is planned to clinically trial selected new safer sharp 
products. 

   
          Manual handling Incidents: 

       26 ‘Stretching or bending injury, other than lifting’ incidents with harm reported in 2013/14 
compared to 34 in the previous year.   

 
      There has also been a decrease in the overall reported manual handling incidents causing 

harm to staff in 2013/14 compared to previous year as seen from table below that gives the 
breakdown of the reported manual handling incidents with harm to staff. 

 
 
 

Top  5 Adverse events (Datix 
categories) 

Top three Locations with highest numbers 

Accident of some other type or cause 
(141) 
 

Brampton ward (12) 
Day Surgery Unit and Manfield Theatres (9) 
Sturtridge ward (6) 

Physical abuse, assault or violence 
(103) 
 

Creaton ward (31) 
Abington ward (8) 
A&E (6) 

Injury from dirty sharps (95) 
 

Day Surgery Unit (7) 
Manfield Theatre (6) 
A&E(5) 

Disruptive, aggressive behaviour – 
other (28) 
 

Creaton ward (7) 
A&E and EAU(3) 
HDU and Allebone (2) 
 

Stretching or bending injury, other 
than lifting (26) 

Holcot ward, Main Theatre, Compton, Abington 
ward (2) 
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RIDDOR 2013/14 Incidents Analysis   

Sprains and strains

Slip trip and falls

Fall from height

Exposure to biological
hazard

Patient falls

Sharps

Adverse event  2013/14 2012/13 

Stretching or bending injury, other than lifting’ incidents 26 34 

Lifting in the course of moving loads 2 4 

Lifting or moving  a patient or other person 19 13 

Lifting or moving  an object other than a load 1 4 

Total 48 55 

 
       Mandatory manual handling training is in place and the manual handling team provide the 

training, expert guidance and specialist advice for all manual handling and ergonomic 
issues.  

 
       Additionally there are physio services and self-referral systems in place that the employees 

can use. 
 
       The measures in place are clearly having an impact in mitigating the risk as otherwise the 

numbers would be significantly higher taking into account that significant and continuous 
manual handling operations are undertaken within the Trust.  

 
2.1 RIDDOR Incidents 
 There were 39 incidents reported under RIDDOR in this reporting period 2013/14 which is 

an increase from 10 incidents  reported in 2012/13 but similar to the data from 2011/12 and 
2010/11 as seen in Graph no 4 below.   

       
 
 
 
 
 
 
Graph 4 
      
 
 
 
 
 
       
 
       In order to clarify the reporting criteria and timescales of reporting a new RIDDOR 

procedure was developed and is now available.  
 
      Graph no 5 shows the breakdown of the type of incidents that were reported under RIDDOR 

in 2013/14.  
 
 
 
 
 
 
 
 
 
Graph 5 
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       The top five RIDDOR reported Incident types in 2013/14: 

Sprains and 
Strains (10) 

Slips trips and 
falls (9) 

Patient 
falls (6) 

Sharps 
(4) 

Exposure to 
biological 
hazard (3) 

Violence and 
aggression 
related (3) 

 
There were 2 pothole related incidents resulting in fracture for a staff and a patient.  Estates 
have since reviewed their process for proactive identification of such potholes. Staff are 
encouraged to report any potholes spotted to estates for repair.  
 
There were no further trends identified for the incidents reported under RIDDOR        
 

3.  Policies  
      A complete review of all Health and Safety policies was conducted soon after the H&S 

Manager taking up post. The following policies and procedures were developed and / or 
updated in the reporting period: 

 Lone Working Policy 
 Display Screen Equipment (DSE) Policy 
 Safe Operation of Electrically Propelled Work Equipment 
 Reporting of Injuries, Diseases and Dangerous Occurrences (RIDDOR) Procedure 
 Safer Management of Sharps Policy 

 

4. Health and Safety Training 
      All employees are required to have Health and Safety awareness training and this is part of 

the Trust mandatory training program. Compliance rate for this was very low and only 32 % 
in April 2013 (red).  

 
      A complete review of the H&S training was completed and number of actions taken which 

includes: 
 Face to face training session’s parts of Induction and cluster days. 
 Health and Safety Workbook and assessment sheets. 
 Review of knowledge (ROK) sessions  
 E-learning 

 
      Since implementing the above measures, there has been a marked increase in compliance 

rate. It was at 57.5 % at the end of April 2014 (amber) and has continued to rise.  
 
      The trajectory forecasts that we should achieve compliance levels >85 % by end of this year 

as seen in Graph 6 below. 
 
 
 
 
 
 
 
 
 
Graph 6:  
 
 
 
 
 
       Mandatory Health and Safety Training 
 In addition to mandatory H&S training additional role specific training courses such as risk 

assessment, COSHH assessment, Incident Investigation were also delivered in the 
reporting period. 
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5.  Communication 
A Health and Safety Webpage has been developed and is now available on intranet. It is an 
effective tool to communicate and provide easy access to H&S information to all staff.  It 
includes information on latest updates, H&S policies, training, forms, templates, leaflets, 
posters and contact details. 
 

6.  Health and Safety Governance 
The Trust H&S Committee structure has also been reviewed and updated to ensure it is an 
effective communication, consultation forum along with effective decision making and 
setting strategy for all H&S governance and assurance matters. The current Trust H&S 
Committee is chaired by the Director of Facilities and has both management and staff H&S 
representative from the two Care Groups (medicine and surgery), Facilities and Corporate 
Service areas. These individual areas / Care Groups also have their own Local H&S 
meetings to ensure governance related to H&S. They are required to provide the Trust H&S 
Committee with assurance and evidence related to effective H&S management in their 
areas and also escalate any H&S matter as deemed appropriate for the attention of the 
Trust H&S committee Additionally the committee is now also receiving assurance reports 
on request from specialist areas of Manual Handling, Ergonomics, Fire, Security, 
Occupational Health, Radiation and Laser Protection.  
  
The structure has been revised to ensure effective governance and assurance and will be 
reviewed again depending on any changes to the organisation structure. 
Health and Safety reports are also submitted to CQEG on a quarterly basis. 
 

7.  Legal Requirements 
The main new regulations that came into force in the reporting period of 2013/14 requiring 
action are as follows: 
 

   Legislation Implications 
 

Actions 

Health and 
Safety (Sharp 
Instruments in 
Healthcare) 
Regulations 
2013  

Came into force May 2013.  
Implements the Sharps Directive 
(2010/32/EU) concerned with 
preventing injuries from medical sharps 
and applies to work in the hospital and 
healthcare sector.  

Compliance with the new 
regulations is ongoing.  
 

The Reporting 
of Injuries, 
Diseases and 
Dangerous 
Occurrences 
Regulations 
(RIDDOR) 2013 

Came into force in October 2013. The 
main changes are in the following 
areas: 
 The classification of ‘major injuries’ to 

workers has been replaced with a 
shorter list of ‘specified injuries’  

 The existing schedule detailing 47 
types of industrial disease replaced 
with eight categories of reportable 
work-related illness  

 Fewer types of ‘dangerous 
occurrence’ require reporting 

RIDDOR procedure NGH-
PC-810 was developed 
and is available for 
reference on criteria  and 
timeline for reportable 
incidents  
 

New Health and 
Safety Law 
Poster 

Employers have a legal duty under the 
Health and Safety Information for 
Employees Regulations to either 
display the approved law poster in a 
prominent place or to provide each of 
their workers with the equivalent leaflet. 
The new law posters must be displayed 
by 5 April 2014 
 

New Posters have been 
displayed at all main 
entrances to the hospital. 
Communication to all 
areas to remove the old 
posters and and distribute 
the leaflets (available on 
intranet) in staff rooms. 
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8. Health and Safety Audits 
An internal health and safety compliance audit process has been implemented to 
proactively check compliance with legal and other health and safety requirements.  
Attached below is the summary of the compliance audits conducted in the reporting period 
of 2013/14: 

 
 Control of Substances Hazardous to Health (COSHH) :  A number of ward / 

departments were audited in June – September 2013 to check for compliance to the 
COSHH Regulations and internal COSHH policy. Significant gaps were found 
including: 

× Some areas only had template documents or safety data sheets and had not 
completed COSHH risk assessments 

× COSHH risk assessors not available in all areas 
× Chemical Inventory lists and were not updated 
× COSHH assessments for exposures such as diathermy plume, surgical smoke, 

dust / powder etc. have not been considered or completed in many areas. 
× Local exhaust ventilation (LEV) thorough inspection, maintenance and user 

check records not available in many areas 
 

  Remedial Actions include: 
 Risk added to risk register and action plans in place. 
 A cross functional working group was set up to look into improving COSHH 

Compliance within the Trust.  
 List of COSHH assessors was updated.  
 COSHH assessor training was developed and is available.   
 Annual support workshop for COSHH assessors has also been scheduled.  
 A central inventory of chemicals used within the trust was prepared.  
 Work is in progress to provide a central database of commonly used safety 

datasheets and example risk assessments. 
 New format of COSHH risk assessments were developed and trialed.  
 Looking into feasibility of uploading COSHH risk assessments onto DATIX 

Risk Registers.  
 List of LEV present within the trust has been developed and estates are 

working to arrange thorough inspections.  
 Further compliance checks planned in 2014. 

 
 Legionella:  An audit was conducted in October 2013 to check for legionella 

prevention and control within the trust. The report with findings submitted to estates for 
action. The main findings were: 

× Responsible person names need to be updated in the local procedure 
× Risk assessments for pseudomonas aeruginosa also to be completed in 

compliance to HTM 04:01 addendum. Look into ensuring Legionella risk 
assessments also conducted for Cripps if we retain responsibility for 
maintenance as the landlord. 

× Whilst water sampling and bacteriological testing is undertaken on a regular 
basis the points selected for sampling are selected on a random basis. It is 
advised to have a more structured formal schedule for water testing to ensure 
each water system is sampled along with sentinel points within required 
timescales whilst ensuring high risk areas are selected for more 
frequent/repeated testing. Water sampling and bacteriological testing to also 
include pseudomonas aeruginosa  

× Legionella Risk Assessment conducted by independent consultants Empathy 
Environmental Consultants Ltd. In July 2013, however evidence of progress 
and completion of actions highlighted in the risk assessment must be in place 
and readily available for audit purposes. 

   
Progress of the compliance audit action plan was provided by Estates in May 2014 to 
the Trust H&S Committee Meeting. 
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 Asbestos:  Audit was completed in February 2014 to check compliance related to 

asbestos management and report with findings submitted to estates for action. The key 
findings were: 

× Asbestos register needed to be updated and kept current and have version 
numbers assigned. 

× Asbestos management plans have to be reviewed and updated. 
× Systems in place for contractors who would be working near ACMs is to be 

reviewed and a permit to work system introduced to have assurance that they 
have checked the asbestos register and are aware of where ACMs may be 
present.  

× A formal plan for monitoring arrangements in place to check condition of 
ACMs to be developed and a written record of monitoring maintained 

× Ensure brief written records are kept of notifiable non-licensed work including 
a list of workers on the job, plus the level of likely exposure of those workers to 
asbestos 

× Look into feasibility of a trained deputy for the appointed person 
 

Most actions have been completed the remaining have an action plan in place. 
 
9. H&S Inspections: The Trust has a quarterly departmental H&S Inspection process that 

should be completed in all areas by the local H&S representatives. This process was not 
being completed in all areas with an average compliance rate of 36% in the reporting period 
of 2013/14. 

 
       
 
 
 
 

 
 Graph 7:  
 
 
 
 
 
      Local Departmental Quarterly H&S Inspection Compliance  
      The H&S inspection process was reviewed and new inspection template and guidance 

developed. Compliance rates have seen an improvement in the first quarter of 2014/ 15 
with compliance rate of 77 % in April 2014. The compliance rate is monitored and reported 
to the Trust H&S Committee. Outstanding areas are escalated to the managers for action. 

 

10.  Health and Safety Resource  
       Currently, the Health & Safety Manager is the only Health & Safety resource for the Trust. 

Additional resource is required to be able to provide the required level of proactive and 
effective health and safety management within the Trust including proactive internal 
compliance audits, training, support, competent advice and business continuity.  A business 
case for an additional resource in the form of a Band 5 H&S officer was submitted and was 
approved. The job description has been prepared and is currently going through the 
advertising process. 
 
 
 
 
 
 

11. Key Performance Indicators (KPIs) for 2014/15 
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The following KPIs are proposed for the year 2014/15 to evaluate health and safety 
performance status within the Trust: 
 

 H&S Performance Measure Linked to NGH Strategic Aim 
2014/15   

1 10% reduction in staff RIDDOR 
reportable incidents compared to last 
year. It includes major injuries, 
dangerous occurrences, ill health 
and > 7 day absences. 

Strategic Aim 1: To be an organisation 
focussed on quality outcomes, 
effectiveness and safety  

2 85% staff are up to date with their 
mandatory health and safety training 

Strategic Aim 4: Enabling excellence 
through our people Develop, support 
and value our staff 

3 At least 2 Compliance Audits 
Completed 

Strategic Aim 1 

4 70 % compliance rate achieved for 
quarterly local departmental H&S 
inspections  

Strategic Aim 1  

5 100 %   H&S Policies in date (none 
outstanding out of date) 

Strategic Aim 4 

 

12. Next Steps 
Continue with the work that has started and ensure actions are completed resulting in 
improved Health and Safety compliance and performance within the Trust. 
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PUBLIC TRUST BOARD 
 

 
Date of Meeting 
 

 
25 September 2014 
 

 
 

Title of the Report 
 

Safeguarding Annual Report 2013/14 

Agenda item 
 

16 

Sponsoring Director 
 

Jane Bradley, Director of Nursing, Midwifery and Patient Services 

Author(s) of Report 
 

Ben Leach, Head of Safeguarding & Dementia, Lorraine Hunt, 
SOVA Lead, Julie Quincey, Safeguarding Childrens’ Lead 
 

Purpose 
 
 

This report is presented to the Board for scrutiny and assurance 

Executive summary 
This annual report reflects the arrangements to safeguard and promote the welfare of children, 
young people and vulnerable adults within Northampton General Hospital for the period of April 
2013 to March 2014. 
 

Related strategic aim and 
corporate objective 
 

 
To be able to provide a quality care to all our patients  

Risk and assurance 
 
 

N/A 

Related Board Assurance 
Framework entries 
 

BAF – 1  

Equality Impact Assessment 
 

Is there potential for, or evidence that, the proposed decision/ 
policy will not promote equality of opportunity for all or 
promote good relations between different groups? No 
 
Is there potential for or evidence that the proposed 
decision/policy will affect different population groups 
differently (including possibly discriminating against certain 
groups)? No 
 

Legal implications / 
regulatory requirements 
 

Compliance with Statutory Duty under s11 Children Act 2004 
and regulation 11 Care Standards Act 2000 
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Actions required by the Trust Board 
 
Board Members are asked to note the content of this report and assure themselves in relation 
to activity, compliance and learning. 
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Public Trust Board 
25 September 2014 

 
Safeguarding Annual Report 2013/14 

 
1.0 Introduction 
 
1.1 This annual report reflects the arrangements to safeguard and promote the 

welfare of children, young people and vulnerable adults within Northampton 
General Hospital for the period of April 2013 to March 2014. 

 
1.2 In order to remain compliant with section 11 Children Act1 the Trust must 

ensure that there is the most senior level of commitment, leadership and 
scrutiny provided to the safeguarding agenda; this annual report provides a part 
of this.  Similar expectations arise from the Care Standards Act2 regulations; 
with particular reference to regulation 11. 

 
1.3 It is intended that this formal Board report will be followed by a more public-

facing, accessible document with the intention of increasing public engagement 
with the safeguarding agenda within the Trust. 

 
2.0 National and Local Context 
 
2.1 The national context for safeguarding for 2013/14 was significant.  In addition to 

the responses needed to the Francis, Winterbourne, and similar reports; the 
impact of the Keogh Mortality reviews and the Jimmy Saville allegations 
demonstrated that there was no room for Trusts to become complacent.  Whilst 
the Health Service is not a stranger to introspection; the level and depth that 
has been needed in the past year has been significantly higher than previously. 

 
2.2 Locally; the safeguarding partnerships have faced similar challenges of self-

assessment and interagency challenge.  The Northamptonshire Improvement 
Board, established under a Direction Notice, following an “inadequate” Ofsted 
inspection of multi-agency safeguarding children arrangements, has provided 
the partnership with rigorous scrutiny and a challenging timetable of work. 

 
2.3 It is unlikely that this national and local landscape will change significantly 

during 2014/15; with a reasonable expectation that the nature of “confirm and 
challenge” brought via national recommendations and the local partnerships will 
increase as the pace of multi-agency work increases.   

 
3.0 Safeguarding Governance 
 
3.1 Named Safeguarding Roles – The Trust is statutorily required to maintain 

certain posts and roles within the organisation in relation to safeguarding; these 
have been fulfilled and enhanced throughout 2013/14. 

 

                                                 
1
 Children Act [2004] 

2
 Care Standards Act [2000] 
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3.2 The Director of Nursing is the executive lead for safeguarding and has 
represented the Trust at the Northamptonshire Improvement Board [NIB], Local 
Safeguarding Children Board Northamptonshire [LSCBN] and Safeguarding 
Vulnerable Adults Board [SOVA].  The executive lead also acts as Named 
Senior Officer for allegations made against staff. 

 
3.3 In November 2013 the Trust appointed a Head of Safeguarding and 

Dementia; this post provides strategic direction for both adults and children’s 
safeguarding and supports the Director of Nursing in the executive role.  The 
role of Named Senior Manager for allegations is fulfilled by the Head of 
Safeguarding and Dementia. 

 
3.4 The Named Professionals provide the organisation with operational advice, 

support and input; ensuring the embedding of the strategic priorities and 
supporting workforce resilience.  The Named Professional Team comprises:  

   

 1.0 WTE Named Nurse [Children] 

 1.0 WTE Named Midwife [Children and Vulnerable Women] 

 1.0 WTE Named Nurse [Adults] 

 2.5 PA/week Named Doctor [Children] 
 
3.5 Partnership Working – The Trust is committed to working with partners to 

improve outcomes for vulnerable adults, young people and children.  Part of 
that commitment takes the form of attendance at, and active participation in, the 
partnership boards and associated subgroups. 

 
3.6 The table below demonstrates the external Boards and subgroups with which 

the Trust engages [relevant subgroups in italics].  Commitment to these 
subgroups is substantial, not only in terms of attendance, but also with active 
participation and contribution to work streams: 

  

Meeting Frequency Role 
Northamptonshire Improvement 
Board 

Monthly Director of Nursing 

Health Strategic Forum Monthly Head of Safeguarding 

Local Safeguarding Children Board Quarterly 
Director of Nursing / Head of 
Safeguarding  

Child Death Overview Panel Monthly Named Doctor [Chair] 

Learning and Development 
Committee 

Monthly Named Nurse Children 

Policies and Procedures Committee Monthly Named Midwife 

Child Sexual Exploitation Committee Monthly Named Nurse Children 

Quality Assurance Committee Monthly Named Doctor 

Safeguarding Adults Board Quarterly Head of Safeguarding 

Training and Development 
Subgroup 

Monthly Named Nurse Adults 

Quality Assurance Subgroup Monthly Named Nurse Adults 

 
3.7 Assurance Mechanisms – Throughout 2013/14 the internal governance 

arrangements for safeguarding comprised separate safeguarding adults and 
safeguarding children governance groups.  The minutes of these meetings have 
been scrutinised via CQEG. 

 
3.8 In addition to the safeguarding groups, the named professionals have provided 

quarterly [and latterly, monthly] reports to both CQEG and IHGC.  The 
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performance and compliance matrices are also reported through the quarterly 
Patient Safety Clinical Quality Governance report. 

 
3.9 During the latter part of Quarter 4 2013/14; the safeguarding governance 

arrangements were revised and an integrated safeguarding committee has 
been established moving forward through 2014/15; in line with the wider review 
of governance arrangements commenced in the same period. 

 
4.0 Safeguarding Activity 
 
4.1 Safeguarding Children – Safeguarding Children ‘activity’ can be broadly 

separated into two parts; cases where urgent referral for child in need of 
protection is required [level 4 cases] and cases that do not meet this threshold. 

 
4.2 During 2013/14; the Trust undertook to refer 314 cases to Children’s Services at 

level 4.  During quarter three, an audit of referral quality was undertaken, which 
showed that 74% of these referrals were considered of appropriate quality and 
met the threshold [based on professional judgement] for level 4 intervention.  
The referral pattern on a monthly basis is illustrated in the chart below: 

 

  
 
4.3 The significant spike in activity in October remains unexplained; however it is 

possible to align this, speculatively, with the feedback from the Ofsted 
inspections. 

 
4.4 Where the level of risk posed to children does not, in the practitioners view, 

meet the level 4 criteria; an alternative process is used to highlight and manage 
the risk.  A number of alternative frameworks are available to support clinicians 
in this, however regardless of the method used, these cases are all reported 
internally via the Paediatric Liaison Form [PLF]. 

 
4.5 During 2013/14 the NGH safeguarding children team processed 1030 PLF [and 

the predecessor form ‘SG2’]. The monthly activity is reflected below; and a 
similar October rise can be seen, correlating with the level 4 activity. 
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4.6 A brief comparison has been undertaken for Qtr 1 2014/15; in which 330 PLFs 
were generated [in comparison to 200 for the same period 13/14].  Therefore 
we can predict a total number of approximately 1300 PLFs for the coming year. 
The sustained increase from August 2013 onwards represents the increased 
understanding of appropriate safeguarding management in the clinical areas; 
due at least in part, to training, learning and supervision provided by the 
safeguarding children team. 

 
4.7 One of the most significant frameworks for intervention with families not at level 

4 is the Common Assessment Framework, or CAF.  The use of CAF within the 
Partnership is a fundamental driver for the work of the Improvement Board, and 
from April 2014 has been a performance indicator within the NGH Quality 
Schedule. 

 
4.8 The chart below demonstrates the improvement in CAF initiation within the 

Trust during 2013/14; however this remains a comparatively low figure and 
there must be a drive and focus on increasing this moving forward. 
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4.9 In addition to the management of the referral and the PLF process, the 
safeguarding children team at NGH undertake an advice and consultation role 
for staff in working with vulnerable and complex children.  This also includes 
offering a supervision process, modelled on an ‘assertive outreach’ process.   

 
4.10 During 2013/14 the safeguarding children’s team provided 170 episodes of ‘live’ 

safeguarding casework supervision with clincial staff and 30 episodes of 
planned safeguarding supervision. 

 
4.11 Looked After Children [LAC] – In addition to the broader remit of safeguarding 

children; the Trust has specific responsibilities in delivering statutory provision 
to those children who are in the care of the Local Authority, or ‘Looked After’. 

 
4.12 There are approximately 90’0003 children in care at any one time in the UK.  

This particular group of young people are at a particularly increased risk of 
poorer health outcomes; due to instability in social circumstances, personal 
challenges, amongst other reasons. 

 
4.13 The LAC service at NGH is provided by two community paediatricians with 

designated responsibility.  They undertake  comprehensive Initial Health 
Assessments and provide a detailed health care plan to ensure that health and 
development needs are addressed.  Where concerns remain, or are ongoing, 
supplementatry reviews are provided. 

 
4.14 During 2013/14 the Trust offered 232 clinic appointments for LAC reviews; with 

a DNA rate of 18%.  The attendence rate of those young people in transition 
[16-18years] is always a particular challenge, however this is improving and the 
current trend shows a favourable comparision to other areas. 

 
4.15 Child Protection Medical Service – Provided by the paediatricians, Child 

Protection Medicals are delivered to provide medical input to section 47 
enquiries.  The service is provided during normal working hours by a dedicated 
paeditrician via a rota system.  Whilst contributing to this rota, the paediatricians 
also provide input into the Sexual Assault Referral Centre; working alongside 
forensic colleagues in cases of sexual assault in children.  The child protection 
medical service is heavily patronised.  The chart below showes the activity for 
2013/14. 

  

                                                 
3
 NSPCC 2014 
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4.16 Safeguarding Adults – Similarly to safeguarding children, the activity in the 
safeguarding adults arena can be broadly categorised in two ways – although 
the division itself is somewhat different.  Safeguarding adults referrals relating to 
NGH are either raised by staff at the Trust because they have recognised and 
responded to potential or actual abuse, or they are raised by other providers or 
individuals citing abuse on the part of a specific Trust service. 

 
4.17 In 2013/14; the Trust raised 160 alerts with the local authority in relation to 

safeguarding adults concerns external to the Trust.  Of these, 37% were not 
judged to meet the interagency threshold; the remaining 100 were investigated 
within the inter-agency safeguarding process. 

  

  
4.18 The chart above shows the distribution of safeguarding referrals by category.  

Not surprisingly, the category of ‘neglect’ is most attributed. Followed by 
pressure damage.   

 
4.19 The referral rate of 160 in 2013/14 represents a 42% increase on the previous 

year.  A significant increase has also occurred in the number of cases relating 
to pressure damage; with nearly four times the number reported.  This is a clear 
reflection of the work undertaken by the tissue viability services in increasing 
awareness and accurate classification of pressure damage and the 
consequential appropriate reporting of external incidents through the 
safeguarding processes. 

 
4.20 Reports of abuse are also made to the local authority that cites the Trust as 

being the ‘perpetrator’.  During 2013/14 there were 38 such referrals, compared 
to 35 the previous year.  84% of referrals made against the Trust in 2013/14 
related to neglect or acts of omission, in comparison to 66% the previous year. 

 
4.21 The outcomes from these safeguarding alerts are demonstrated in the table 

below: 
 

Outcome Number 
Closed on Contact 18 

Unfounded 10 

Partially Substantiated 6 

Substantiated 4 

 38 
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4.22 Deprivation of Liberty Safeguards – During the reporting period, the Trust 
applied for standard authorisations under the DOLS legislation to prevent Article 
Five Human Rights Act breaches on ten occasions.  The Trust was granted 
standard authorisations in three of the ten cases, with the remaining cases 
determined as, at the point of assessment of Best Interests, not requiring an 
authorisation as the care and management planning in place was felt not so 
restrictive as to amount to an Article 5 breach. 

 
4.23 In the wake of the Supreme Court judgement in Cheshire West the 

requirements surrounding the application of the DOLS framework has changed 
[from 19th March 2014] and a significantly higher number of DOLS 
authorisations have been sought and granted into the first quarter of the 
2014/15 year.  This will be fully reported on in next year’s annual report. 

 
5.0 Workforce Compliance 
 
5.1 Safeguarding Children – The Trust provides safeguarding children training 

commensurate with the guidance in Safeguarding Children and Young People: 
Roles and Competencies for Healthcare Staff [2010] at levels 1, 2 and 3.   

 
5.2 The following table and chart represents the percentage compliance at each 

level at the year end 2013/14, the percentages demonstrate the combined total 
of face-to-face in house, experiential, e-learning and interagency provision 
available. 

 

Level Compliance 
Safeguarding Children Level One 96.1% 

Safeguarding Children Level Two 68.8% 

Safeguarding Children Level Three 68.8% 

 

 
 
5.3 Over the year, the safeguarding team have offered face to face training capacity 

for 4579 staff to receive the appropriate level of training.  26% [1233] spaces 
were un-utilised. 

 
5.4 During the year, 3346 people attended face to face training, whilst 174 

accessed e-learning and 17 submitted experiential learning.  This makes face to 
face [currently] the most effective training provision. 
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5.5 Safeguarding Adults and Mental Capacity Act – is similarly delivered in 
tiered training levels: 

 

Level Compliance 
Safeguarding Adults Level One 71% 

Safeguarding Adults Level Two 64% 

Mental Capacity Act and DOLS 73% 

 
5.6 As part of the safeguarding adults training portfolio, PREVENT training is 

delivered to relevant staff. Currently, 60% of required staff have completed this 
Home Office programme of training. 

 
6.0 Learning from Incidents 
 
6.1 In 2013/14 the Local Safeguarding Children Board published two Serious Case 

Reviews to which the Trust contributed.  The pertinent recommendations and 
the outcomes were: 

 

 It is recommended that the Chair of LSCBN seeks reassurance from the 

Clinical Director for Paediatrics at NGH that the safeguarding training for 

Consultant Paediatricians who are expected to perform the role of 

Responsible Paediatrician under CDRA protocol has been reviewed in light 

of this case and is fit for purpose, and that no doctor will be asked to perform 

that role without such training. NGH achieved full compliance with this 

recommendation. 

 It is unacceptable that there is no facility within Northampton to carry out a 

full skeletal survey on children at weekends. It is recommended that the 

LSCB Chair writes to the Director of Nursing for NHS Northamptonshire 

asking for reassurance that in the LSCB area, radiology, as a diagnostic tool, 

would be made available for children whenever it was required. This 

recommendation is being led by the Designated Doctor for the whole 

Health Economy, supported by the NGH Named Doctor and Clinical 

Director for Radiography to ensure compliance with the Royal College 

standards, where applicable. 

 When children are presented to hospital with suspected non-accidental 

injuries, the hospital staff should make simultaneous referrals to both social 

care and police. NGH achieved full compliance with this 

recommendation. 

 Ensure that safeguarding training is reviewed to enable staff to have a better 

understanding of the specific vulnerabilities for families in the armed forces. 

NGH achieved full compliance with this recommendation. 

 Ensure that all staff are aware of when to refer cases for consideration for 

serious case review. NGH achieved full compliance with this 

recommendation. 

 Review midwifery specific safeguarding training to ensure that all maternity 

staff continually assess the family dynamics and the male presence within 
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the family.  Midwifery bespoke training has been revisited and now 

includes packages in relation to domestic violence and abuse and 

Common Assessment Framework.  

6.2 The Local Safeguarding Adults Board commissioned an historic review into the 
care and treatment of a patient with learning disabilities during 2011.  This had 
been investigated by the Trust as a Serious Incident and significant learning 
had already occurred and been taken forward.  The impact of this learning will 
be formally reviewed during 2014/15 

 
6.3 During the year the Trust participate in a statutory Domestic Homicide Review.  

This report is currently awaiting Home Office approval.  The draft 
recommendations shared with agencies contained no actions for the Trust to 
progress. 

 
7.0 2014/15  
 
7.1 In many ways, 2014/15 will present a similar landscape in safeguarding to its 

predecessor year: a focus on early intervention in children, a focus on learning 
and improvement for adults, a focus on workforce resilience in all areas.   

 
7.2 Conversely, the coming year will also be a preparatory time for the impact of 

new legislation in January 2015 – Wilful Neglect legislation, primary legislation 
for safeguarding adults, statutory safeguarding adults boards. 

 
7.3 The Trust safeguarding team will focus on strengthening what is already core 

business; training and education, quality of intervention, whilst developing other 
areas; domestic violence and abuse, integrated safeguarding governance. 

 
7.4 Clinical engagement in these areas will be vital, as will the support and 

engagement, through the Director of Nursing, of the Trust Board, in order to 
continue to deliver the best possible outcomes for vulnerable children, young 
people and adults. 

 
8.0 Recommendation 
 
8.1 Board Members are asked to note the content of this report and assure 

themselves in relation to activity, compliance and learning. 
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Report To 
 

 
PUBLIC TRUST BOARD 
 

 
Date of Meeting 
 

 
25 September 2014 
 

 
 

Title of the Report 
 
 

Infection Prevention and Control Annual 
Report April 2013-March 2014 

Agenda item 
 
 

17 

Sponsoring Director 
 

Jane Bradley, Interim Director of Nursing, Midwifery and 
Patient Services  
 

Author(s) of Report 
 

Patricia Wadsworth, Lead Infection Prevention and 
Control Nurse 
 

Purpose 
 
 

This report is being presented to the Board to give 
information and provide assurance to the Board. 

Executive summary 
The report outlines summary of key infection Prevention and Control initiatives and activities 
at Northampton General Hospital for the year April 2013 to March 2014. 

 

Related strategic aim and 
corporate objective 
 

The Health and Social Care Act 2008 Code of Practice 
for the Prevention and Control of Health Care Associated 
Infections. (DH 2008)  
 

Risk and assurance 
 
 

The report provides assurance on the Infection 
Prevention and Control Programme.  

Related Board Assurance 
Framework entries 
 

BAF – 22 
 

Equality Impact Assessment 
 

Is there potential for, or evidence that, the proposed 
decision/ policy will not promote equality of opportunity 
for all or promote good relations between different 
groups? No 
Is there potential for or evidence that the proposed 
decision/policy will affect different population groups 
differently (including possibly discriminating against 
certain groups)? No 
 

Legal implications / 
regulatory requirements 

The Health and Social Care Act 2008 Code of Practice 
for the Prevention and Control of Health Care Associated 
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 Infections. (DH 2008)  

 
Actions required by the Trust Board 
 

 The Board has an obligation to ensure appropriate infection prevention and control 
mechanisms are in place. 

 The Board is asked to discuss and where appropriate challenge the content of this 
annual report.  
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1.0 Executive Summary 
 
This report outlines a summary of the key infection prevention and control initiatives 
and activities of Northampton General Hospital (NGH) for the year April 2013 to 
March 2014(13/14). It also provides assurance on the Infection Prevention and 
Control Programme and activity for 2014/15.  
All NHS organisations must ensure that they have effective systems in place to 
control healthcare associated infections. Evolving clinical practice presents new 
challenges in infection prevention and control, which need continuous review. 
The Trust puts infection prevention and control and basic hygiene at their heart of 
good management and clinical practice, and is committed to ensuring that 
appropriate resources are allocated for effective protection of patients, their relatives, 
staff and visiting members of the public. In this regard emphasis is given to the 
prevention of healthcare associated infection, the reduction of antibiotic resistance 
and the sustained improvement of cleanliness in the hospital. 
Infection prevention and control continues to be a national priority. Public opinion 
polls year on year demonstrate that cleanliness within healthcare settings and 
patient safety remain the top concern regarding the NHS from a patient’s 
perspective. 
 
The Director of Infection Prevention and Control (DIPC) is responsible for producing 
an annual report. The purpose of the report is to inform the Board of Directors of 
progress in delivering the infection prevention and control programme. This includes 
providing the Board with assurance that appropriate measures are being taken to 
maintain the safety of patients and staff and to agree the action plan for sustained 
reduction and improvements in Healthcare Associated Infections (HCAIs) 
 
There has been continuing focus on reducing both MRSA bacteraemia rates and 
Clostridium difficile rates, monitored by the Health Protection Agency (HPA) now 
Public Health England (PHE). This report identifies how the Trust has continued to 
exceed its target reduction in Clostridium difficile infection. 
 
The number of post 48hr MRSA bacteraemia infections during 13/14 was 1. 
 
Screening for MRSA has continued within NGH, with elective screening at 97% 
compliance. Emergency screening during 13/14 and currently stands at 99.8% 
compliance. 
 
The number of Clostridium difficile infections was 26 compared to 30 cases in 12/13. 
We still remained below the contract ceiling. 
 
The ongoing promotion of ‘Ward to Board’ and clinical accountability in relation to 
infection prevention has been further  developed and updated  with Executive and 
non executive Directors and the Trust Chairman undertaking ‘Beat the Bug, Save the 
Skin and Stop the Clot’ in all ward areas, has truly embedding the ethos that 
infection prevention is everyone’s business. 
 
It has been a challenging and fulfilling year and we face further challenges in the 
coming year including a new dimension for compliance with CDI objectives, and a 
move forward with the introduction and implementation of the tool kit for detection 
and management of carbapenemase resistant Enterobactereciae (CPE) and NICE 
Quality Standards for reducing HCAI. 
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2.0 Background 
 

The Infection Prevention and Control Team (IPCT) provide infection prevention and 
control services for Northampton General NHS Hospital Trust. This report relates to 
infection prevention and control within the Trust and provides a summary of the work 
undertaken by the IPCT. 

 

The Trust continues to base its infection prevention and control agenda on the 
national strategic framework, identified through the following documents 
 

 The National specifications for cleanliness in the NHS: a framework 
for setting and measuring performance outcomes (NPSA 2007). 

 

 Saving Lives: A delivery programme to reduce healthcare associated 
infection (HCAI) including MRSA (DH 2007). 

 

 The Health and Social Care Act 2008 Code of Practice for the 
Prevention and Control of Health Care Associated Infections (DH 
2008),  

 

 Board to ward how to embed a culture of HCAI prevention in acute 
trusts (DH 2008) 

 

 Safe, Clean, Care:- reducing infections and saving lives(DOH 2008) 
 

 The Operating Framework for 2012/13 
 

 Clostridium difficile infection: How to Deal with the Problem (HPA/DH 
2009). 

 

 The Francis Report 2013  
 

 Supporting planning 2013/14 for clinical commissioning group  
 

 DH Planning Guidance-Everyone counts: Planning                                           
for patients 2013/14  

 

 Towards High Quality, Sustainable Services: Planning Guidance for 
the NHS Trust Boards for 2013/14. 

 

The Trust is required to meet the duties of the Hygiene Code, NHS Litigation 
Authority (NHSLA) and the Care Quality Commission (CQC) standards. 
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3.0 Infection Prevention and Control Arrangements 
 

The IPCT consists of the following: 
 

 Director of Infection Prevention and Control (DIPC): Director of Nursing, 
Midwifery and Patient Services 

 Deputy Director of Infection prevention and Control (DDIPC) Deputy Director 
of Nursing 

 Consultant Microbiologist 

 Lead Infection Prevention Nurse (Band 8A) 

 Infection Prevention Nurse (IPC qualified): 2 WTE (Band 7)  

 Infection Prevention Nurse: 4 WTE (Band 6) 

 Administrative/Surveillance support: 1 WTE (Band 3) 
 
 

 
The Infection Prevention and Control Department has a budget to cover all nursing 
and administrative staff costs.  
 
The Trust has a pro –active infection prevention and control team that is very clear 
on the actions necessary to deliver and maintain patient safety. Equally, it is 
recognised that the infection prevention and control is the responsibility of every 
member of staff and must remain a high priority for all to ensure the best outcome for 
patients.  
 

The Infection Prevention and Control Department includes microbiology, virology, 
wound surveillance, and epidemiology. The IPCT works with pharmacy, facilities, 
directorate matrons, ward sisters, infection prevention and control link staff and 
sterile services.   

The core service includes an infection prevention and control advisory service, active 
infection prevention work, education and training throughout the organisation, audit, 
policy formulation and advice, surveillance, epidemiology, outbreak and control 
management.  

In common with many other trusts, the workload of the core infection prevention and 
control team continues to increase. Examples of this include the requirement for 
training of all staff in infection prevention and control and hand hygiene. Another is in 
the reports (verbal and written) to demonstrate performance and compliance with 
guidance, standards, targets or reporting frameworks. The addition of a further 
infection prevention support nurse has greatly supported the team to achieve this 
workload. 
 
Infection prevention is central to the delivery of safe, cost effective healthcare. It 
impinges upon all aspects of healthcare delivery, and consequently has a unique 
place in the Trust. Throughout 2013-14 the Infection Prevention and Control Team 
(IPCT) were actively involved in managing the risk of infection both to patients and 
staff. This involved identifying risks of infection and advising of interventions likely to 
minimise or eliminate those risks. The team has worked with Directorates to ensure 
that infection prevention and control remains everybody’s responsibility and 
ownership for it can be demonstrated at all levels in the Trust. 

 

Page 150 of 293



  
 
 

 

 

 

 

Infection Prevention and Control Governance and Reporting 
Arrangements at NGH 

 

 

 

 
 

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
4.0 Governance 
 
The work undertaken during this period reflected Trust priorities and the Infection 
Prevention and Control Annual programme and objectives. 
 
 
4.1  DIPC reporting to the Board –Corporate responsibility  
 
The Director of Nursing, Midwifery and Patient Services is the designated lead; 
Director of Infection, Prevention and Control (DIPC).She reports directly to the Chief 
Executive and the Board and she is the chair of the Infection Prevention and Control 
Committee (IPCC) The DIPC reports to the Trust Board on a monthly basis, 
including monthly surveillance figures and any matters by exception. The DIPC 
meets frequently with the Consultant Microbiologist and Lead Infection Prevention 
Nurse as well as quarterly meeting the IPCT. 
 
The Chief Executive holds the ultimate responsibility for all aspects of the Infection 
Prevention and Control within the Trust. 
 

 
Trust Board 

Healthcare 
Governance 
Committee 

Infection Prevention 
Committee.  

(Chaired by DIPC) 

Monthly reports by IPCT & 
Directorate Matrons 

Clinical Quality and 
Effectiveness Group 
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The Infection Control Doctor (ICD) is also a consultant microbiologist and is the 
deputy chair of the IPCC. 
 
The Lead Infection Prevention and Control Nurse is responsible for the operational 
management of the Infection Prevention and Control Team and for ensuring that the 
Infection Prevention and Control Plan is embedded. 
 
The Infection Prevention and Control Nurses and support nurses provide clinical 
infection control advice and support Trust staff in the delivery of the plan.  
 
4.2 Infection Prevention and Control Committee Structure  and 

Accountability  
 

The Infection Prevention and Control Committee is the main forum for discussion 
concerning changes to policy or practice relating to infection prevention and control. 
The membership of the Committee is multi-disciplinary and includes all directorates 
and senior management. The Committee is chaired by the Director of Infection 
Prevention and Control (DIPC)  
Decontamination and sterile services also report through the IPCC.  
The DIPC also provides a monthly report to the Trust Board.  
 
 
4.3  Healthcare Governance Committee (HGC) 
 
The HGC is a subcommittee of the Trust Board and reviews areas of concern arising 
from the IPCC by exception. 
 
 
4.4 Links to Clinical Governance and Patient Safety 
 
The Infection Prevention Team reports the Trust position in relation to infection 
prevention and control to the Clinical Quality and Effectiveness Group (CQEG) on a 
monthly basis. The Directorates include their monthly infection prevention data within 
their own quarterly reports to CQEG. Learning from MRSA bacteraemia infections is 
reported through the Patient Safety Learning Forum to representatives from all 
Directorates for dissemination to Directorate Governance Groups. 
 
 
4.5 Northamptonshire Health Economy HCAI Group 
 
The DIPC, Consultant Microbiologist and members of the IPCT are active members 
of the local health economy group. This group is in existence to drive forward the 
Northamptonshire approach to infection prevention and control working together to 
ensure the quality of patient experience throughout the county is of equal good 
quality. 
 
 
4.6 Infection Prevention Focus Group    
 

The Infection Prevention Focus group is one of six similar groups first established in 
August 2010 as part of the Patient and Public Involvement membership strategy at 
NGH. 
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 The group has continued to meet every two months and has also carried out regular 
spot checks for visitors hand hygiene against a predetermined schedule of wards.  
During the year, three new recruits joined the group, which enabled five teams of two 
to be formed.  Evening spot checks were introduced, and as expected more visitors 
were recorded compared to afternoon sessions. 
In May 2013, three wards were selected for a survey on the basis of their particular 
need for good, effective hand hygiene. In contrast to the majority of wards previously 
surveyed, the results for these three showed greatly enhanced compliance figures as 
follows:- 
 

Ward % Compliance  
IN 

% Compliance  
OUT 

% Compliance IN/OUT 

Willow 76.6 56.5 70 

Talbot Butler 94.4 91.6 93.3 

Finedon 83.3 50.0 72.2 

Combined 81.8 65.8 67.8 

 
The combined figure of 67.8% contrasts with a range between 4.5% and 39% for 
other wards and such a dramatic difference gave rise to much discussion about how 
the gap might be narrowed.  It was decided to give feedback to matrons and other 
relevant staff, reiterating the importance of the use of hand gels for both staff and 
visitors through the use of e mails to staff and features in the staff newsletter. It was 
recognised that were locked doors were in use that visitors and staff should be 
reminded to gel before entering.  
 
In addition, those matrons attending the monthly IPC were informed of these results 
with the request that they consider how the gap might be bridged. The response 
from this initiative was somewhat disappointing with the general view being that 
those wards with locked doors had a distinct advantage and that in general it would 
be neither practical nor economically possible to impose a locked door policy on all 
wards. Other suggestions such as closing doors at visiting times also met with a 
negative response. 
 
In the meantime, members of the group agreed to publicise Hand Hygiene by 
manning HH tables at the AGM/ festival in September along with the IP Team.  
Subsequently they also did this at Integrated Surgery on two occasions using dusting 
powder and ultra violet light equipment. This initiative too had limited success and 
revealed a distinct apathy amongst patients who were attending the surgery. 
 
A further attempt to address this issue was made early this year when three wards 
were selected,   and appointments made with the relevant Matrons to discuss how 
compliance figures might be improved.  Unfortunately, these attempts coincided with 
particularly difficult and busy periods in the hospital generally and it was not always 
possible to carry out the planned discussions.  
 
 
Whilst the main focus of the group was on visitors, it became increasingly difficult to 
convince the team that compliance by staff members was being done to an 
acceptable standard. This was in spite of evidence that staff were subject to regular 
audit and observation.  It was, however, accepted that staff had access to gel and 
hand washing facilities which were not always within sight of our audit teams.  
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More recently, work carried out by the Patient Experience Lead has meant that the 
function of groups such as this one under the auspices of PPI (Patient and Public 
Involvement) has been incorporated into PEN (Patient Experience Network)   This 
has led to the disbandment of discrete focus groups and members have been 
encouraged to sign up to the QUEST programme of quarterly patient and ward 
surveys.  
 
From the point of view of the IP Focus Group it is probably true to conclude that 
there is a feeling of a job not satisfactorily completed and that the matter of visitors 
hand hygiene remains an issue which requires a more satisfactory resolution. 
 
 
5.0 National and Local Surveillance 
 

The IPCT and Infection Prevention and Control Department undertake the following 
national and local surveillance: 

 National MRSA bacteraemia reporting 

 National MSSA bacteraemia reporting 

 National E coli bacteraemia reporting. 

 National Clostridium difficile reporting 

 National Glycopeptide Resistant Enterococci reporting 

 Surgical site infection reporting 

 Local surveillance of all ‘Alert’ organisms and an extensive surgical site 
surveillance programme. 

 
 
5.1  MRSA bacteraemia  
 

The reporting of MRSA bacteraemia is mandatory for all NHS Trusts. The ceiling for 
this year was 0 post case. The Trust was attributed 1 post 48 hour cases in total. A 
root cause analysis (RCA) was carried out. It was reported to the infection prevention 
committee meeting.  
 
This was attributed to Rowan ward; however this is a whole health economy 
approach and the community, nutritional services ITU, and Hawthorn ward was 
involved with the post infection review.  
 
Patient also had a previous history of MRSA from 2009; the community infection 
prevention team were involved in this review providing a whole health economy 
approach.    The learning from this event was shared at the next CQEG meeting, IPC 
and the Board meeting. 
 
The patient was a complex patient with Crohn’s disease, with multiple surgical 
interventions inclusive of a stoma, urinary catheter a fistula. There were gaps in 
screening and decolonisation of a patient with a previous history of MRSA. The 
medical staff stated that they were not aware to discuss with Consultant 
microbiologists promptly re appropriate antibiotics for patients with a previous 
history. This patient had multiple patient moves within the hospital.  A 
comprehensive action plan will be put together for the surgical directorate and this 
will be shared across the Trust.  
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MRSA Colonisation  
The graph below reflects the number of cases of MRSA colonisations attributed to 
the Trust per month during 2013-2014. 

 
 
The Trust continues to work with the Clinical Commissioning Group and the whole 
health economy in continuing to promote excellent HCAI policy and practice.   
 
Special Measures –MRSA 
A period of increased incidence is defined by Public Health England  as 2 or more 
new cases of post admission MRSA colonisation on a ward in a 28-day period.   
Post admission is defined as any MRSA swab dated over 48 hours after admission. 
 
The IPCT identified a range of ‘special measures’ which were implemented on any 
ward that had 2 or more new cases in a 28 day period. Only one ward was on 
special measures during 2013-2014. The graph below reflects the wards that have 
been on special measures for MRSA colonisation. The actions from all these special 
measures are fed back to the board monthly through the board report. 
                     
 
 
 
 
 
 
 

MRSA BACTERAEMIA 2013-2014 
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 Wards - that have 2 or more incidences of MRSA colonisation 
 

 
 
5.2  MRSA Screening 
 

Northampton General Hospital achieved compliance with the requirements for all 
elective patients to be screened for MRSA colonisation, under the reporting 
methodology advocated by the DH. The overall compliance for the year for electives 
was 97% (patient specific verified data) and the overall compliance for non-electives 
was 99.8%.  Efforts continue to achieve greater compliance.  
 
5.3  MSSA bacteraemia 
 
There is a mandatory requirement for all NHS acute trusts to report Meticillin 
Sensitive Staphylococcus aureus (MSSA) bacteraemia from the 1st January 
2011.This reflects the zero tolerance approach that the Government has made clear 
that the NHS should adopt for all Healthcare Associated Infections (HCAIs), while 
recognising that not all MSSA bacteraemia are HCAIs. Over the past few years, the 
NHS has made significant progress in reducing MRSA bloodstream and C. difficile 
infections. The availability of a robust and accurate picture of the scale of MSSA 
infections, nationally and locally, will also support patients in making meaningful 
choices about their healthcare.  
 

The trust records MSSA bacteraemia cases separately on the web-based system, as 
they do already for MRSA bacteraemia and the Chief Executive will sign-off on the 
15th of the month. The first MSSA Chief Executive sign-off for the January 2011 
mandatory data was the 15 February 2011. 
 
Trusts have not been set a trajectory for MSSA (meticillin-sensitive Staphylococcus 
aureus) bacteraemias. However we have been collecting data for the past 3 years.  
This year 2013-14 we identified 7 “post-48 hour” hospital-onset cases of MSSA 
bloodstream infection, a 37% reduction from last year (2012-123)    
 
5.4  Clostridium difficile  
 
The 2012/ 2013 ceiling for cases of Clostridium difficile associated diarrhoea (CDAD) 
was 36 by the PCT contract. The Trust had 30 CDAD cases (post 3 days) attributed 
to the Trust during 12/13. 
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Special Measure actions were implemented for wards that have two or more 
incidences of Clostridium difficile in a 28-day period. Creaton ward was the only ward 
that had been on special measures in this period due to having 2 incidences of 
CDAD in April. 
 
The graph below is the CDI –YTD against the end of year target.  
 

 
 
 

The weekly CDiff Review Team comprising of a Consultant gastroenterologist, 
Consultant Microbiologist, a member of the Infection Prevention and Control Team 
and the Antimicrobial Pharmacist continues. All patients who have Clostridium 
difficile have their antibiotic management proactively reviewed.  
 
Local PHE data April 2013/March 2014 – Number of cases 
 

  Trajectory  

 
Bedford Hospital 15 11 

 
East & North Hertfordshire 14 14 

 
Northampton  General Hospital 29 26 

 
Luton & Dunstable Hospital 15 19 

 
Milton Keynes Hospital 13 34 

 
Kettering  General Hospital 29 22 

 
West Hertfordshire Hospitals 24 28 

 
South Midlands and Hertfordshire 139 154 

 
While it is a significant achievement to have met the 2012-13 target, the “ambition” 
set for us for 2013-14 is 35 cases with an internal one set for 24.  This will only be 
met by maintaining the high standards of environmental cleanliness and careful 
antibiotic prescribing that we have seen this year. Until now we have reported all 
C.diff toxin positive cases. We must try to ensure that all patients admitted with 
diarrhoea have a sample sent within the first 3 days post admission to ensure correct 
case attribution. 
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5.5  Local Surveillance of ESBLs  
 

A local surveillance system to monitor the numbers of infections with ESBL 
(Extended- Spectrum Beta-Lactamase) producing coliform in the south of the country 
has been established based on reports generated by the laboratory. 
 
ESBL (Extended-Spectrum Beta-Lactamase)-producing Escherichia. coli are 
antibiotic-resistant strains of E. coli. E. coli are very common bacteria that normally 
live harmlessly in the gut.  
 
Since 2003 the PHE has been working with NHS hospital microbiologists to ensure 
they are aware of these infections and are able to advise and provide information to 
their local GPs and hospitals about their diagnosis and treatment. The PHE has also 
published information in scientific journals and issued advice directly to GPs via its 
website and leaflets. It also continues to review the activity of new antibiotics against 
bacteria with these enzymes. 
 
The IPT continue to collect data for the year on all specimens that are found to be 
ESBL positive. Clinical specimen positives for example urine, sputum and aspirates 
are collected from the laboratory. The team report all the community specimens to 
the community IPT and the internal positive samples are relayed to the ward staff to 
highlight the result, check that the antibiotic therapy they have been prescribed is 
effective and to advise on infection prevention and control precautions on an 
individual basis. 
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Escherichia Coli (E.coli) bacteraemia  
 
In accordance with the Department of Health Guidelines the IPT commenced 
mandatory reporting of E coli bacteraemia in June 2011.  National data is collated to 
include all positive results, they are not attributed to either acute of community 
responsibility. 
 
All ESBL post 48 hour positive blood cultures have detailed data collated and an 
internal RCA is conducted to highlight any common trends and learn from this 
analysis. Currently NGH considers all episodes diagnosed after 48 hours as hospital 
attributed.  
 
On review of the clinical specimen’s themes and trends, urosepsis and recurrent 
UTIs still continue to rank as the highest cause. As the ever increasing drug 
resistance continues to be seen in all aspects of healthcare the collection of the 
ESBL data remains of paramount importance for the team to be able to review 
trends in causes or cases as seen. 
 
6.0 Outbreaks  
 
During 2013/14 we had no outbreaks. 
 

7.0 Antimicrobial Stewardship  
 
7.1     Compliance to Trust antibiotic policy 
 
The point prevalence audits were performed by Clinical Pharmacists at the Trust 
over a one day period (16th April and 23rd October 2013). The aim was to audit 
antimicrobial prescribing at the Trust and compliance to the Trusts Antibiotic Policy. 
This is in response to the Health and Social Care Act 2008: Code of Practice on the 
prevention and control of infections and related guidance.  Criteria 9 of which states 
that procedures should be in place to ensure prudent prescribing and antimicrobial 
stewardship, there should be an ongoing programme of audit, revision and update.  
 
April 2013: 

Descriptor Number Proportion Comments 

Total number of 

patients seen 
576  

 

Number of 

patients on 

antibiotics 

200 34.7% 

This is higher than October 

2012 when 28.9% of patients 

were prescribed antibiotics but 

comparable to March 2012 

when it was 35.96%. 

Total number of 

antibiotics 

prescribed 

264 
1.32 per 

patient 

 

Number 

adhered to the 

policy 

213 

 

244 

(including 

80.7% 

  

92.4% 

(including 

Valid reasons for non-

compliance; 

 Micro approved = 15 

(5.7%) 
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Descriptor Number Proportion Comments 

valid reasons 

for non-

compliance) 

valid reasons 

for non-

compliance) 

 Based on culture and 

sensitivities = 4 (1.5%) 

 No guidelines for 

infection = 12 (4.5%) 

(see below for a list of 

infections) 

 

20 prescriptions (7.6%) did not 

comply with NGH antimicrobial 

guidelines (see below for a list 

of infections). 

 

Number of 

intravenous (IV) 

prescriptions 

125 47.3% 

This is lower than previous 

audits, October 2012 (57%) 

and March 2012 (57.9%). 

Number of oral 

prescriptions 
139 52.7% 

This is higher than previous 

audits, October 2012 (43%) 

and March 2012 (42%). 

30 prescriptions had been 

switched from IV treatment 

Average 

duration of IV 

antibiotics 

4.1 days  

This is 

similar to 

the 

average of 

4.3 days in 

October 

2012. 

As this is a point 

prevalence audit 

data is not 

available for the 

total course 

lengths actually 

given to each 

individual patient. 

Average 

duration of oral 

antibiotics 

3.8 days  

This is 

lower than 

the 

average of 

5.4 days in 

October 

2012. 

Duration of 

antibiotic 

administration 

stated on 

prescription 

chart 

122 46.2% 

This has increased from 31.9% 

in March 2012 and 44% in 

October 2012.  More work 

needs to be done to ensure 

reviews are taking place and 

that all course lengths are 

documented. 

 

The new chart which has a 

prompt box for antimicrobial 

course length was launched in 
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Descriptor Number Proportion Comments 

May 2012. 

Number of 

antimicrobial 

prescriptions 

with one or 

more omitted 

dose 

27 10.2% 

This is a new standard added 

to the audit in April 2013.  It is 

worrying that 10.2% of 

antibiotic courses have one or 

more dose omitted.  Antibiotics 

are critical medicines and no 

doses should be omitted or 

delayed.  The Medication 

Safety Group is working with all 

the wards to reduce omitted 

doses.  The data collected for 

this standard will be looked at 

in more detail. 

 
 
 
 
October 2013: 

Descriptor Number Proportion Comments 

Total number of 
patients seen 

560  
 

Number of 
patients on 
antibiotics 

184 33% 

This is higher than October 
2012 when 28.9% of patients 
were prescribed antibiotics but 
comparable to April 2013 when 
it was 34.7%. 

Total number of 
antibiotics 
prescribed 

238 
1.3 per 
patient 

 

Number 
adhered to the 

policy 

 
176 

 
220 

(including 
valid reasons 

for non-
compliance) 

 
74% 

 
92% 

(including 
valid reasons 

for non-
compliance) 

Valid reasons for non-
compliance; 

 Micro approved = 24 
(10%) 

 Based on culture and 
sensitivities = 4 (1.7%) 

 No guidelines for 
infection = 16 (6.7%) 
(see below for a list of 
infections) 

 
18 prescriptions (8%) did not 
comply with NGH antimicrobial 
guidelines (see below for a list 
of infections). 
 

Number of 
intravenous (IV) 

prescriptions 
147 62% 

This is higher than previous 
audits, April 2013 (47.3%) and 
October 2012 (57%). 
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Number of oral 
prescriptions 

91 38% 

This is lower than previous 
audits, October 2012 (43%) 
and April 2013 (52.7%). 
24 prescriptions had been 
switched from IV treatment 

Average 
duration of IV 

antibiotics 
3.6 days  

This is 
lower than 
the 
average of 
4.1 days in 
April 2013. 

As this is a point 
prevalence audit 
data is not 
available for the 
total course 
lengths actually 
given to each 
individual patient. 

Average 
duration of oral 

antibiotics 
2.9 days  

This is 
lower than 
the 
average of 
3.8 days in 
April 2013. 

Duration of 
antibiotic 

administration 
stated on 

prescription 
chart 

87 36.5% 

This has decreased from 46.2% 
in April 2013 and 44% in 
October 2012.  More work 
needs to be done to ensure 
reviews are taking place and 
that all course lengths are 
documented. 
 
The new chart which has a 
prompt box for antimicrobial 
course length was launched in 
May 2012. 

Number of 
antimicrobial 
prescriptions 
with one or 

more omitted 
dose 

19 8% 

This is a new standard added 
to the audit in April 2013.  It is 
worrying that 8% of antibiotic 
courses have one or more dose 
omitted.  Antibiotics are critical 
medicines and no doses should 
be omitted or delayed.  The 
Medication Safety Group is 
working with all the wards to 
reduce omitted doses.  The 
data collected for this standard 
will be looked at in more detail. 
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These biannual audits will be repeated and are scheduled for April 2014 (this was 
conducted and results are being analysed) and October 2014. 
If poor compliance is noted then this is followed up immediately, for example each 
report comments on the very low numbers of prescribing deviations. The 
Antimicrobial Stewardship Group discusses action planning which needs to be 
integrated with other performance management processes [Medication Safety Group 
and Head Nurse Indicators etc]. 
 
7.2  Training initiatives  
 
Junior Doctors training was delivered on 10th April 2014. 
Pharmacist’s training was delivered and facilitated (using Centre of Postgraduate 
Pharmacy Education Antimicrobial Learning@Lunch training package) on 26th 
November 2013. 
 
7.3  Antibiotic campaigns 
 
European Antibiotic Awareness Day provides a platform to support and promote 
national campaigns about prudent antibiotic use in the community and in hospitals. 
On November 18th 2013 awareness was raised via a presentation on the Trusts 
corporate screensaver focusing on the Department of Health’s Antimicrobial 
Stewardship Start Smart – Then Focus campaign. 
 
7.4  Antimicrobial Stewardship Group 
 
An Antimicrobial Stewardship Group was set up in 2012.  The remit of this group is 
to develop and implement the organisation’s antimicrobials programme for all adults 
and children admitted to hospital. There were three meetings between April 2013 
and March 2014. Developments in the last year have included: 

 Ratification of Adult Antibiotic guidelines 

 Development and launch of the antibiotic guidelines via the Smartphone App. 

 Various PGD reviews and ratification. 
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 Bi-annual Antimicrobial Point Prevalence audit  

 Meropenem point prevalence audit – results of this showed that the two main 
reasons for its use were the interpretation of the ‘Sepsis 6 pathway’ and 
documentation of penicillin allergy.  

 Communication with the Intermediate Care Team to investigate areas for any 
improvement and to discuss positive aspects of the service.  

 

8.0      Saving Lives 
 

The Trust has taken significant steps in embedding the Saving Lives programme into 
daily activities of clinical care. The overall aim of Saving Lives is to ensure that all 
staff recognise how they can contribute to reducing infection rates and adopt best 
practice to achieve this. High impact interventions are used to reduce the risk of 
healthcare associated infection. Each of these interventions has a simple evidence 
based tool that reinforces the actions that clinical staff must undertake ‘every time’ 
for key procedures in order to significantly reduce infection. The aim is to increase 
the reliability of clinical processes and reduce unwarranted variation in care delivery. 
The compliance ranges from 80% to 100% each month and is RAG rated 
accordingly.  
 
8.1    Matrons Dashboard 
 

The Matrons are required to populate an Infection Prevention compliance chart each 
month with the percentages from the high impact interventions within the Saving 
Lives. The results are RAG rated and fedback at the IPCC, receiving constructive 
challenge from the DIPC. Areas that are non compliant are raised by exception to 
the Healthcare Governance Committee (HGC) to report actions being undertaken to 
resolve any issues.  

 
9.0   The Health Assure formally the Performance Accelerator  
 

The Trust is registered with the Care Quality Commission (CQC) under the Health 
and Social Care Act 2008, and as a legal requirement must protect patients, staff 
and others from acquiring health care associated infections by compliance with the 
Hygiene Code.  
 
The Hygiene Code evidence has been loaded onto the Health Assure platform which 
is on-line corporate software that provides boards and management teams with 
assurance and information needed to plan, manage and report on key performance 
indicators.  
 
All the evidence has been uploaded and there is one area that is partially compliant 
(amber).This is criteria 9 which is to have and adhere to policies, designed for the 
individuals care and provider organisations that will help to prevent and control 
infections.  
 
There is one policy from the facilities department which is the Decontamination 
Policy which is being updated. 
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10.0  Infection Prevention Study Day  
 

In October 2013 the Infection Prevention Team celebrated their fourth annual study 
day where 50 members of nursing, HCA, therapies and domestic staff came together 
from across the trust to learn more about different aspects of infection prevention 
and control.  The event was sponsored by five companies whose infection 
prevention products we use. 
 
Suzie Loader, the Director of Nursing, Midwifery & Patient Services and the Director 
of Infection Prevention and Control gave a very motivating welcome address.  She 
discussed the Trust MRSA and C.diff ceilings for 2013-14 and how staff can help 
achieve this through checking that stool samples are appropriate before we collect 
them.   
 
We then concentrated on the role that good care of invasive devices play in 
preventing harm and infection to patients.  We listened to a presentation on PICCs 
(peripherally inserted central catheters) by Carol Lowe a PICC clinical specialist and 
then peripheral cannulation by a group of our Preceptorship nurses, Chris Kean, 
Ashley Gaton, Kat Ellis, Annemarie McKeegans, Emma Cuthbert and Charlotte 
Lane.  Their videos highlighted good and bad practice and were very educational. 
We wished to focus on E.coli as a pathogen because it is recognised nationally that 
bacteraemia with this organism is becoming more frequent. The talk provided 
background information on the range of disease processes that E.coli is associated 
with and how these relate to the differences in certain key components of this 
bacterium. Information on local E.coli bacteraemias was presented particularly that 
concerned the source of infection, its relationship to underlying diseases such as 
cancer and urinary tract infection and the problem of increasing antibiotic resistance. 
Brenda King, Nurse Consultant Tissue Viability, who taught us how to identify 
bacteria in wounds, through looking at the odour and appearance before sending a 
wound swab and showed us pictures of infected wounds.  Clare Topping, Energy 
and Sustainability Manager, then discussed new sharps bins that have recently been 
trialled and will roll out trust wide in November.  She then showed us audit findings of 
inappropriate items in sharps bins including sandwiches, unused cannulas, 
resheathed needles and paper. 
 
Finally a synopsis of the scaled skin outbreak in Maternity Services at the beginning 
of the year, where Anne Thomas, Head of Midwifery & Gynaecology, explained how 
the outbreak was managed and the lessons learnt. 
 
Feedback from the delegates was very positive; staff found it very educational, 
motivating and enjoyable and are very much looking forward to next year’s study 
day! 
 
11.0  Beat the Bug, Save the Skin, Stop the Clot: Board Quality Visit 

 
To support the on-going HCAI agenda across the Trust all Executive and Non 
Executive Directors and the Trust Chairman participate in a ‘Board Quality Visit’ on a 
monthly basis. This ‘inspection’, facilitated by the IPCT involves visiting clinical areas 
with a similar inspection programme to the CQC visit. Each of the Executive 
Directors visits 2/3 areas and audits the clinical area against set criteria. Data from 
the visits is collated by the IPCT for the monthly IPCC to review.  
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The reviews are still being seen as very positive by staff on the wards, and the 
output from the reviews is beneficial, therefore it is important to maintain regular 
visits.  
 
12.0 The 2013/14  IPCT Annual Plan  
 
The IPCT Annual Plan (Appendix 1) provides an overview of the commitment to 
prevention and control of infection by the IPCT within the clinical directorates. The 
Infection Prevention and Control audit is a vital component of robust infection 
prevention and control service. The objectives of the audits are to inform the Trust of 
their level of compliance to national IPC standards, local policies and procedures 
and allow improvements to be made based upon findings. It also identifies target 
areas for training. 
 
 
Review of Annual Plan  
 
The annual plan was achieved except for one area regarding the further 
development of an ESBL database. The department was not successful with the 
anticipated web based surveillance application, ICNet. However a business case is 
currently being undertaken to be put forward in October 2014. 
 
The following audits were undertaken during the year: 
 
 

Infection Prevention Audits April 2013- March 2014 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
Audit 

 
Overall 

Hospital Score 

 
Sharps  

 
96% 

 
Environment  

 
93% 

 
Linen  

 
96% 

 
Isolation  

 
100% 

 
Waste  

 
95% 

                             
                             ANTT  

 
94% 

                          
                         Blood Cultures  

 
92% 

 
PVC  

 
85% 

 
Total Hospital Compliance 

 
94% 
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13.0 Training and Education 
 

Infection prevention and control training is maintained monthly at the Trust’s 
Induction programme and at the clinical and non-clinical refresher programmes  The 
IPC team have also carried out various education sessions to other staff groups 
including Healthcare Assistants, Housekeepers, NICU, Paediatric, Maternity staff, 
Overseas nurses, Trainee Assistant Practitioners, voluntary workers and newly 
qualified nurses ranging from extended inductions, yearly refresher, formal sessions 
and training within clinical settings. 
 

 The IPC Team have presented at a number of academic half-day sessions for 
medical, surgical and orthopaedic staff, featuring presentation on incidence, 
transmission, prevention and control of HCAI. 

 Training and education has been delivered by IPT on the use of the Isolation/ 
stool chart for patients with diarrhoea and education sessions around 
Clostridium difficile. 

 The Infection Control Web page is updated regularly and is accessible to all 
staff.  Monthly ‘Bug Bulletins’ continue to be sent out to all areas to update 
staff on issues that the team has identified during the previous weeks. 

 Ad hoc sessions as requested on current IPC practices for example Pathology 
staff. 

  
Development opportunities for the members of the infection prevention and control 
team are agreed at annual appraisal.  
 
 
14.0 Infection Prevention Annual Programme For Surgical Site Surveillance 

2013/14 (Appendix 2) 
 
Since 2004, all NHS hospitals where orthopaedic procedures are performed are 
required to carry out a minimum of three months surveillance of surgical site 
infections. This information is reported to the Health Protection Agency who analyse 
the data and provide reports for local hospitals and produce a national report.  
The collaboration with T&O with the continuous surveillance of fractured neck of 
femur (NOF) is proving very successful. It has extended to fractured knees and hips. 
 
15.0 Hospital cleaning  
 

The first Patient-Led Assessments of the Care Environment (PLACE) took place this 
year. This is the new system for assessing the quality of the patient environment. 
The aim of PLACE assessments (which took over from the long established PEAT 
programme) is to provide a snapshot of how an organisation is performing against a 
range of non-clinical activities which impact on the patient experience of care, 
cleanliness, the condition, appearance and maintenance of healthcare premises. 
The extent to which the environment supports the delivery of care with privacy and 
dignity, and the quality and availability of food and drink.  
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 The IPCT is always present at these assessments and we continue to achieve 
acceptable scores in the majority of the assessment process. The assessment which 
is carried out mainly by patient representatives took place in April 2014.The results 
were  

 Cleanliness 99.46 %( 95.75%) 

 Condition appearance and maintenance 89.6%(88.7)  

 Privacy, dignity and well being 94.17 %( 88.9%) 

 Food and hydration 89.63 %( 85.41%) 
 

The figures in brackets are the national average scores. 
Whilst this was a snapshot in time it is nevertheless a very good result and is used 
as evidence by the CQC in their reviews. 
 
Monthly cleaning audits are performed in all directorates with the table below 
providing a monthly average and overall average at the end of the year.  
 
 

2013/2014 
Month % 

April 97 

May 97 

June 97 

July 97 

August 97 

September 97 

October 97 

November 96 

December 96 

January 96 

February 97 

March 96 

  

 
Average 97 

 
16.0   Decontamination Arrangements 

 
Sterile Services Department 
 

During the past twelve months there have been significant challenges for Sterile 
Services with the departure of a Manager and Decontamination Lead, Deputy 
Manager and three Supervisory staff within a few months of each other.  A new 
Decontamination Lead was appointed at the end of November 2013 and was made 
substantive in June 2014.  
 

The Sterile Services department processed 
173,544 packs from April 2013 to March 2014 
including Instrument Trays, Procedure Packs and 
Individual medical devices with a non-
conformance rating of under 0.3%. 
 
The throughput of the department has increased 
year upon year to what is now almost 7 times 
greater than the throughput was in 2011/12.  
 

Page 168 of 293



  
 
 

 

The department successfully demonstrated compliance against International, 
European and British Standards for Decontamination and Quality Systems during a 
two day external audit and have maintained its accreditation to BS EN ISO 9001 and 
BS EN ISO 13485. 
 
Unfortunately no students passed the “Institute of Decontamination Sciences 
Technical Certificate” examination in 2013.  However changes in training 
arrangements have progressed well with one member of staff passing the 
examination in March 2014.  There are now 4 students studying for this qualification 
with more expected to come on board.   
 
The application of a capital bid for the replacement of washers was not realised in 
2013.  A bid will be drawn up for their replacement in the next round of bids.  
 
Guidance Documents 
 
After withdrawing the old Health Technical memorandum documents HTM2010 
(Sterilizers) and HTM2030 (Washer-Disinfectors) a new document was issued in the 
form on HTM-01-01.  For reasons that are not clear, the Department of Health 
decided to withdraw this document within the first year of its’ publication and 
replaced with Choice Framework documents.  
 
The adoption of the Department of Heaths’ Choice Framework for Policies and 
Procedures CFPP-01-01 has led to further tests being required to provide sterility 
assurance when performing yearly tests on sterilizers.   These changes include 
presenting a biological challenge at the end of a very fine long tube to ensure air 
removal and steam penetration is achieved in a challenging device.  A further test is 
to place 8.6 Kg load of metal to measure the level of condensate (water) produced 
by a normal sterilization cycle when hot steam hits cold metal with this load 
configuration.  This test is aimed at reducing the risk of water remaining within 
wrapped loads after sterilization.  
 
During the transition period between HTM-01-01, HTM 2010 and HTM2030 being 
withdrawn and CFPP or BS EN ISO standards being adopted there will be a period 
of time when external test reports are quoted with the old references.  It is 
anticipated this will be corrected by the next Annual Report as UKAS testing 
laboratories come on board with the new standards when they are audited by their 
Notified Body.    
 
Medical Equipment Library 
 
An additional full-time substantive member of staff was added to the Medical 
Equipment library team in February 2014.  The Trust has moved away from rental 
arrangements for pressure relieving mattresses and now has its’ own supply.  An 
agreement with Arjo Huntleigh to maintain the mattresses whilst under warranty is in 
place.  Continuing arrangements for maintenance will be dealt with by the Medical 
Electronics contractor (TBS).   
 
Development of the ICE system to requisition mattresses and cushions has 
continued and this is now rolled out Trust wide.  Enhancements to the system have 
been installed to allow better reporting to be realised. 
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Increased storage areas have been identified for Mattresses out of hours.  Additional 
shelving is to be purchased to enable the new pumps to be stacked safely.  It is not 
possible to stack the new pumps on top of each other because of their design.  
 
Endoscopy 
 
The department continues to operate with effective Automated Endoscope 
Reprocessors (AER) and Drying/Storage cabinets.  
 
The department is at full capacity with little room to expand the size of the unit given 
its current footprint and configuration within the Integrated Surgery area.  
 
A substantive test person has been appointed within the department which has 
realised more consistency with daily and weekly testing.  
 
Endoscopy services at Danetre hospital have been withdrawn due to the inadequate 
facilities provided within this hospital.  The existing AER is being decommissioned 
and will be stored at NGH for the foreseeable future. 
 
The vacuum scope transportation system is now in use for scopes that are needed 
outside of the Endoscopy Department (e.g. ITU, Theatres). 
 
Trust Wide 
 
Compliance with the Decontamination of Medical Devices Policy is reasonably high.  
There are areas that do still need some work (Gynaecology) where TV Probes are 
still be reprocessed.  
 
The Decontamination Policy has been updated to include these areas, and 
encouragement to change practice will be ongoing until full compliance is realised.   
Audits will continue to ensure compliance with the policy.  
 
Forward Plan 2014 – 2015 
 
A review and business case for a Capital Bid is being developed to replace the 
existing washer-disinfectors in Sterile Services which are 10 years old.  The current 
capacity of the machines is only 9-12 baskets per cycle.   New machines are 
designed to accommodate 12-15 baskets per cycle, which will give the department 
greater capacity for turnaround times.  
 
Pressures on the Endoscopy service are growing with more patients being screened 
thus pushing up the throughput of the unit.  Considerations are being given to how 
the unit can expand given its current footprint.  
 
Conclusion 
 
The Decontamination Lead and the Infection Prevention and Control Team work very 
closely together.  They are working with many disciplines throughout the 
organisation to provide support and guidance on issues as they arise.  
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Conclusion for the Report 
 
The improved performance in relation to infection prevention and control within the 
Trust is no reason for complacency. The Infection Prevention and Control Team will 
continue to raise awareness of specific issues surrounding HCAIs with both our staff 
and local population, and to promote and monitor clinical practice to minimise the 
risk of HCAIs for patients who have their care at NGH. 
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Report To 
 

 
PUBLIC TRUST BOARD 
 

 
Date of Meeting 
 

 
25 September 2014 
 

 
 

Title of the Report 
 
 

End Of Life Care Strategy for Adults 2014-2016 

Agenda item 
 
 

18 

Sponsoring Director 
 

Chris Pallot, Director of Strategy and Partnerships 

Author(s) of Report 
 

Wendy Smith, End of Life Care Facilitator 
Dolly Barron, Specialist Palliative Care CNS (Team Leader) 
 

Purpose 
 
 

For Approval and  Ratification 

Executive summary 
 
The strategy outlines the Trusts plan to improve the quality and experience of care for patients over the 
age of 18 and living within the last year of life and their families. It provides a framework for the 
implementation of national directives at local level.  It also outlines how the Trust will support and 
educate staff so they can provide timely, compassionate care to patients at the end of life.  

This includes developing a culture of continuous quality improvement by supporting the sustained use 
of existing good practice models (for example Primecare Rapid End of Life Discharge) as well as 
embracing new innovations (such as the AMBER care bundle for patients whose recovery is uncertain) 
together with ward based quality improvement initiatives (such as the Quality End of Life Care for All 
(QELCA) ward manager education programme). 

 

Related strategic aim and 
corporate objective 
 

Focus on Quality and Safety 
 

Risk and assurance 
 
 

No risks are identified 
 

Related Board Assurance 
Framework entries 
 

BAF – 1 

Equality Impact Assessment 
 

This Strategy will assert the equality for all adult patients who are 
within the last 12 months of life, receiving care at NGH Trust, 
providing a framework that promotes high standards of End of Life 
Care in line with national policy that can be used across the 
organisation 
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Is there potential for or evidence that the proposed decision/policy 
will affect different population groups differently (including possibly 
discriminating against certain groups)? No 
 
 

Legal implications / 
regulatory requirements 
 

Are there any legal/regulatory implications of the paper? 
No 

 
Actions required by the Trust Board 
 
The Board is asked to: 
 

 To  endorse and ratify The End of Life Care Strategy for Adults (2014-2015) 
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Public Trust Board 
25 September 2014 

 
End of Life Care (EOLC) Strategy for Adults 2014-2016 

 
1.    Introduction 

People requiring end of life care represent a significant proportion of the patient population 
As an acute Trust for it is likely that a quarter of all patients in our hospital are in the last year 
of life (REF). ‘Transforming End of Life Care in the Acute Setting”’ offers an improved model 
of acute care which will yield positive results (both in the quality of patient experience and 
staff satisfaction) together with effective resource management (such as reducing 
inappropriate treatments / clinical interventions; fewer crisis admissions; and reduced length 
of stay). The strategy outlines  how The Trust will implement this model of care, and other 
national directives, offering the best chance for patients at the end of life to be supported to 
live as well as they can, for as long as they can, and to be discharged or die in their preferred 
place.   

 

2.      Body of Report 
From what is known about people’s preferences people generally would like to die at home, 
though most deaths in the UK still occur in hospital (53.3%). The EOLC strategy recognises 
that the Trust needs to work differently if unnecessary hospital admissions are to be avoided 
and more people supported to die at home. The Trust also needs to recognise and value the 
needs of those patients who will die in our care, and this poses significant organisational and 
cultural challenges. Hospitals will continue to be major providers of care at the end of life in 
the forthcoming years therefore end of life care (including care of the dying) must be 
recognised as part of our core business. 

If we are to honour the Trust’s aim of providing ‘the very best care for all our patients’ (REF) 
we must strive to create an environment in which all levels of our staff both recognise (and 
feel able to provide)  competent end of life care. Staff must also be able to access specialist 
advice and support when needed from the Specialist Palliative Care Team.  

This strategy outlines how the Trust will support and educate staff so they can provide timely, 
compassionate care to patients at the end of life. This includes developing a culture of 
continuous quality improvement by supporting the sustained use of existing good practice 
models (for example Primecare Rapid End of Life Discharge) as well as embracing new 
innovations (such as the AMBER care bundle for patients whose recovery is uncertain) 
together with ward based quality improvement initiatives (such as the Quality End of Life 
Care for All (QELCA) ward manager education programme).This will give us the best 
foundation for supporting patients to receive appropriate treatment in hospital (where 
necessary) but also to be discharged and remain out of hospital (and die at home) whenever 
possible.  

 The Trusts staff will be supported to: 
 
• Recognise the individual needs of patients as they approach death 
• Support patients and significant others  to anticipate and plan for their end of life care  
• Initiate timely and sensitive discussions regarding options, wishes and preferences at 

appropriate stages of treatment  
• Recognise and effectively manage pain and other symptoms  
• Recognise and meet patients practical care needs 
• Respond sensitively and timely to patients psychological and spiritual needs 
• Access specialist support (including Specialist palliative care and Primecare end of  
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              Life Care service) when required 
• Recognise and respond to urgent circumstances in a timely fashion (for example 

Rapid ‘home to die’ discharges)  
• Provide compassionate and dignified care for those dying in NGH  
• Provide compassionate care to the bereaved 

 
There are no ‘second chances’ once the person has died, and poor care and communication 
can have a significant and life-long impact upon the health and well-being of remaining family 
and friends.  
 
References 
National End of Life Care Programme (2012) TRANSFORMING END OF LIFE CARE IN 
ACUTE HOSPITALS.  THE ROUTE TO SUCCESS “HOW TO” GUIDE. National End of Life 
Care Programme:  
 
National End of Life Care Intelligence Council (2012) WHAT DO WE KNOW NOW THAT WE 
DIDN’T KNOW A YEAR AGO? NEW INTELLIGENCE ON END OF LIFE CARE IN 
ENGLAND. National End of Life Care Intelligence Council 
 

3.     Assessment of Risk 
No risks are identified 
 

4.     Recommendations 
The Board is asked to approve and ratify the End of Life Care Strategy for Adults 2014 – 
2016. 

 
5.     Next Steps 

Once ratified, it is important that the Trust as a whole engages in the principles set out within 
this strategy.  To enable this to happen, the End of Life and Specialist Palliative Care Team 
will endeavour to take opportunities to engage with the clinical care groups, promoting the 
principles of The Transform Programme and also the Strategy itself. 
 
The Strategy sets out six objectives with key outcomes attached for the next 2 years.  A 
progress report will be submitted by the End of Life / Specialist Palliative Care Team to the 
End of Life Care Strategy Group on a quarterly basis demonstrating the progress of 
achieving the key outcomes and reporting any perceived difficulties in moving forward so that 
this can be reported to CQEG. 
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Version Control Summary 

 

Version Date Author Status Comment 

One Oct 13 DB/WS Review Reviewed following feedback from 
the End of Life Care Strategy Group 

Two  Jan 14 DB/WS Review Final consultation period for the End 
of Life Care Strategy Group ending 
21st Jan 

Three February 
14  

DB/WS Review Alterations following consultation 
period (as above) 

Four April 14 WS Review Alterations following wider 
consultation 

Five May 14 WS Review Alterations to reflect the CQC Action 
Plan 
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STATEMENT OF INTENT 

This is the Trusts first End of Life Care Strategy. It sets The Trusts plan to support the 
provision of effective, timely and compassionate care for patients judged to be in the last 
months of life, including those who die here at NGH. It describes how we intend to 
implement and sustain key elements from the national ‘Transform’ programme ‘Improving 
End of Life Care in Acute Hospitals’ (including AMBER Care Bundle, Rapid Discharge 
Pathway and individual Care Plans for the Dying) which, combined with other related 
training and development, will prepare NGH staff to become both competent and confident 
to care for patients (and their families) facing life-limiting illness.  

People requiring end of life care represent a significant proportion of the patient population 
as an acute Trust for it is likely that a quarter of all patients in our hospital are in the last 
year of life (REF). ‘Transform’ offers an improved model of acute care which will yield 
positive results (both in the quality of patient experience and staff satisfaction) together with 
effective resource management (such as reducing inappropriate treatments / clinical 
interventions; fewer crisis admissions; and reduced length of stay). The strategy outlines  
how The Trust will implement this model of care, offering the best chance for patients at the 
end of life to be supported to live as well as they can, for as long as they can, and to be 
discharged or die in their preferred place.   

 

INTRODUCTION 

In the UK death usually follows a period of chronic illness, associated with multiple and 
often complex health problems. End of Life Care (EOLC) refers to care in the last year of 
life.  Estimates suggest that a quarter of all patients in the acute setting are likely to be in 
their last twelve months of life (REF). From what is known about people’s preferences 
people generally would like to die at home, though most deaths in the UK still occur in 
hospital (58%). A ‘good death’ (such as being cared for in familiar surroundings in the 
company of family and friends) is more likely when plans are discussed early on, but in 
Britain ‘death and dying’ is often not discussed before a crisis. Government policy however 
recognises the importance of anticipating and planning for end of life care and recommends 
(wherever possible) that people should be supported to spend their last days in a place of 
their choosing.  This suggests that we need to re-think the way we approach care and look 
after people at life’s end.  

The EOLC strategy recognises that The Trust need to work differently if unnecessary   
admissions are to be avoided, and more people supported to die at home. The Trust also 
needs to recognise and value the needs of those patients who will die in our care, and this 
poses significant organisational and cultural challenges. For example, studies show that 
more than three-quarters of people will be admitted to hospital at least once in their last 
year of life (REF), with each acute stay estimated to cost £2300 - £3800 (REF).  For deaths 
occurring locally (i.e. people dying at NGH and Kettering General Hospital) nine out of ten 
followed emergency admission, and half involved a hospital stay of 8 days or longer (REF). 
There is also a significant group of patients who are admitted on multiple occasions 
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(sometimes with ten admissions or more) in the last 12 months of life (REF). So even with 
initiatives intended to reduce unnecessary admissions, hospitals will continue to be major 
providers of care at the end of life. End of life care (including care of the dying) must be 
recognised as part of our core business. 

The strategy outlines The Trusts plan to improve the quality and experience of care for 
patients and their families. There are no ‘second chances’ once the person has died, and 
poor care and communication can have a significant and life-long impact upon the health 
and well-being of remaining family and friends.   

The Trust will focus on skills-based education for all levels of front-line staff. It also 
underlines the need for timely referral to The Specialist Palliative Care (and other targeted 
end of life services) for those patients with complex and urgent needs whose support may 
not be fully addressed by non-specialist staff.  The Trust look to address the environmental 
factors, clinical and personal skills required to deliver compassionate care, and how 
systems and structured education (both formal and self-directed) will support high-quality 
care. In particular the plan outlines how The Trust intend to implement the ‘Transform’ 
programme which has been developed by acute trusts (supported by the National End of 
Life Care Programme) as a model of best practice.  
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1. Our Vision 

Our vision is that NGH will be recognised as a provider of high quality end of life care. If we 
are to honour the Trust aim of providing ‘the very best care for all our patients’ (REF) we 
must strive to create an environment in which all levels of our staff both recognise (and feel 
able to provide)  competent end of life care. Staff must also be able to access specialist 
advice and support when needed from the Specialist Palliative Care Team. This strategy 
outlines how The Trust will support and educate staff so they can provide timely, 
compassionate care to patients at the end of life.  

This includes developing a culture of continuous quality improvement by supporting the 
sustained use of existing good practice models (for example Primecare Rapid End of Life 
Discharge) as well as embracing new innovations (such as the AMBER care bundle for 
patients whose recovery is uncertain) together with ward based quality improvement 
initiatives (such as the Quality End of Life Care for All (QELCA) ward manager education 
programme).This will give us the best foundation for supporting patients to receive 
appropriate treatment in hospital (where necessary) but also to be discharged and remain 
out of hospital (and die at home) whenever possible.   

   

2. Scope 

 

This strategy applies to adult patient services provided by Northampton General Hospital. 
End of Life care (EOLC) encompasses those with: 

 Advanced progressive life-limiting illnesses with no prospect of cure 

 General frailty and co-existing conditions where life expectancy is less than 12 
months 

 Existing conditions where there is a risk of dying from an acute crisis/event 

 Life-threatening acute conditions caused by sudden catastrophic events 

 People whose death is imminent (i.e. expected within a few hours or days) 
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3. Compliance Statements 

 

Equality & Diversity  

This document has been designed to support the Trust’s effort to promote Equality and 
Human Rights in the work place and has been assessed for any adverse impact using the 
Trust’s Equality Impact Assessment tool as required by the Trust’s Equality and Human 
Rights Strategy.  It is considered to be compliant with current equality legislation and to 
uphold the implementation of Equality and Human Rights in practice. 

 

NHS Constitution 

The contents of this document incorporates the NHS Constitution and sets out the rights, to 
which, where applicable, patients, public and staff are entitled, and pledges which the NHS 
is committed to achieve, together with the responsibilities which, where applicable, public, 
patients and staff owe to one another.  The foundation of this document is based on the 
Principals and Values of the NHS along with the Vision and Values of Northampton General 
Hospital NHS Trust. 
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4. Definitions 

 

Advance Care Plan 
ACP 

Document developed to allow individuals to consider and make a 
record of their preferences for future care 

AMBER care bundle 

 

A tool for clinicians which allows active treatment to continue 
alongside palliative care. AMBER guides care planning, decision-
making and communication with  patients (judged to be in the last 
eight weeks of life) whose condition is unstable and recovery 
uncertain.  

Disease trajectory Progressive illnesses are generally marked by a predictable pattern 
of progression and decline This can provide a broad time-frame 
within which to target health and social care provision (see also   
GSF Prognostic Indicator Framework). 

DNA-CPR Do Not Attempt Cardiopulmonary Resuscitation 

End of Life Care EOLC EOLC refers to the care of people thought to be in the last twelve 
months of life  

EPaCCS  Electronic Palliative Care Coordination Systems (also known as 
end of life patient locality register). IT system which allows both 
primary and secondary care to identify and  track end of life 
patients 

Gold standards 
prognostic indicator 
framework 

Supports early recognition of patients nearing the end of life, so 
that needs can be better predicted, and the right level of care 
provided before crisis events. Seeks to predict patient need rather 
than provide a defined estimate of survival.   

Holistic Needs 
assessment 

Comprehensive assessment usually triggered at key point in illness 
or treatment (such as first diagnosis, relapse or end of life). Will 
usually include: symptom control; psychological and spiritual 
needs; Practical / family support needs; Treatment related issues; 
hopes and expectations for future care.  

Can be compiled by anyone involved in patient’s care, but usually 
completed by Key Worker / Specialist Nurse 

Liverpool Care 
Pathway for the Dying 
patient (LCP) 

The LCP was the trust chosen model for patients in the last hours 
of life. Following a national review it is to be replaced in 2014 with 
an (as yet unspecified) individual ‘Care Plan for the Dying Patient’ 

Palliative care  The goal of palliative care is to achieve the best possible quality of 
life for patients and families. It is an active approach aimed to 
support people who have advanced and progressive illness.  It 
includes control of pain (and other symptoms) and the provision of 
psychological, social and spiritual support.  

The trust aims for all staff to use the palliative approach when 
supporting patients (and their families) who are facing the 
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uncertainty of advanced, possibly incurable illness. 

 

Preferred place of 
Care PPC 

 

Discussion to explore a patient’s preferences for care (i.e. do they 
want to remain at home?) Helps influence decision-making and 
reduces risk of unnecessary or unwanted hospital admission.  

Preferred place of 
death PPD 

More specific discussion to explore a patient’s preferences for care 
(for example some people want the support to return home for as 
long as possible,  but for personal or family reasons they do not 
want to die there). Fear of a home death can be very severe. It is 
unlikely that discharge from hospital would be appropriate in such 
circumstances 

Primary Care End of 
Life Link Nurse 
service 

Based within NGH. Responsible for assessing and coordinating  
discharge plans for patients (judged to be in the last 8 weeks of 
life) who want to leave hospital 

Rapid Discharge 
Home to Die pathway 

Process (supported by the Primary Care Link Nurse and the 
Specialist Palliative Care Team) to ensure urgent discharge for 
dying patients. The aim is to get people home (with necessary end 
of life symptom control drugs and community support) within 24 
hours (Mon-Friday)   but this will depend upon individual patient / 
family circumstances and availability of package of care 

Special Patient Note 
(SPN) formerly called 
the shared care form 

Document used in primary care to record special aspects of care 
(such as PPC  or other end of life preferences)  

Specialist Palliative 
Care 

Specialist palliative care is provided as an additional service where 
there are multiple or complex needs (for example severe and 
unrelenting symptoms; prolonged family distress; help for future 
care planning). Specialist palliative care is provided by clinicians 
(nurses and doctors) who are skilled in advanced communication 
skills and experts in pain and other symptom control   

 

Transform programme Developed by acute hospital trusts (and the Modernisation 
Initiative) to achieve quality in end of life care in acute hospitals. 
Adopting tried and tested approaches Transform aims to 
accelerate organisational success. It includes Five key enablers for 
change: 

1. ACP Advance Care Planning 

2. EPaCCS Electronic Palliative Care Coordination Systems  

3. Rapid Discharge Home to Die 

4. AMBER care bundle 

5. Care Plan for the Dying Patient (previously called the LCP) 

 

Treatment Escalation 
Plan TEP 

Document to record treatment plan, ceiling of care and 
resuscitation decision-making for all patients admitted to the trust 
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5. Roles and responsibilities 

 
5.1 Roles and Responsibilities of Individuals 

 

The following individuals have responsibilities as summarised below: 

 

Chief Executive Accountable Officer for Northampton General Hospital NHS Trust, 
which includes signing the Statement of Internal Control but has 
delegated the roles as listed below. 

End of Life Care 
Clinical lead 

Represent the Trust and responsible for ensuring progress of the 
“Transform” programme, ensuring that clinicians are committed to 
the implementation, sustainability and evaluation of each of the 
key enablers. 

Director of Nursing  Represents the Trust and responsible for ensuring progress of  the  
‘Transform’ programme 

Will feed back to both the Trust Board and National Programme 
leads regarding the Transform programme 

Care Group Lead 
Nurses 

Influence and monitor the implementation of Transform and other 
end of life care initiatives within their care group 

End of Life Care 
Strategy group 

Promote high quality end of life care by integrating national and 
local initiatives and guiding  and monitoring service provision and 
development 

Consultants Responsible for:  

clinical management of patients under their care, including the 
identification of patients approaching the end of life 

initiating end of life discussions (with patients and families) and 
directing their care accordingly 

Contribute to the implementation and evaluation of the Transform 
programme (including AMBER care bundle)   

PALS / Complaints 
Service 

To manage both formal and informal complaints relating to end of 
life care a.  The governance reporting for complaints & PALS is on 
a quarterly basis and monthly trend analysis data on a directorate 
specific basis.  This process prompts action planning for quality 
improvement at directorate level. 

IT Dept Technical support for the introduction of EPaCCS within the 
hospital sites. 

Critical Care 
Outreach 

 

To be part of the MDT at ward level when discussing patients 
whose recovery is uncertain and would benefit from the AMBER 
Care Bundle 
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Non-Executive Trust 
Board Member 

 

 

A core member of the End of Life Care Strategy Group, 
representing The Trust Board and is directly responsible for End of 
Life Care within Northampton General Hospital Trust. 

 

 

Training & 
Development 
/Practice 
Development 

To support the Specialist Palliative Care Team in ensuring that 
staff working for NGH Trust have the right skills at the right level in 
respect of their role so that they are competent and confident to do 
so with reference to The Trust Training Needs Analysis for End of 
Life Care 

Support with input and analysis of data from OLM to ensure the 
development of the workforce in caring for patients who are at End 
of Life. 

Specialist Nurses  To undertake holistic assessments and effective care planning to 
meet the needs of individuals and their families 

 To initiate discussions about end of life preferences and support 
patients and families to explore and articulate their end of life care 
needs 

To actively support the Transform programme 

 

 

Specialist Palliative 
Care Team 
(including End of 
Life Care Facilitator) 

 

 

To actively support the Transform programme 

To contribute to the collection of baseline data and monitor the 
impact and implementation of the key enablers within the 
Transform programme 

To work to ensure that end of life care frameworks and processes 
are embedded into practice 

To provide advice, support and act as expert  role models to staff  

To contribute to both formal and informal education and training 
programmes 

To undertake holistic assessments and effective care planning to 
meet the needs of individuals and their families referred to the 
service 

To initiate discussions about end of life preferences and support 
patients and families to explore and articulate their end of life care 
needs  

Palliative and End of 
Life Link Nurses 

 

 

To act as a resource and conduit for information related to end of 
life care 

To attend link nurse meetings and contribute to the development 
and implementation of  innovations and the Transform programme 

Primary Care EOL To be aware of the services available to support patients at the 
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Link nurse end of life  

To explore end of life preferences and support patients and 
families to achieve preferred place of care and preferred place of 
death wherever possible 

To coordinate the appropriate discharge processes for end of life 
care 

Matrons To influence and monitor the implementation of Transform and 
other end of life care initiatives within their ward areas 

To recognise and champion high quality end of life care 

To monitor outcomes and complaints relating to EOLC and care of 
dying 

Ward managers  To lead on the provision of high quality care for patients and 
families  

Lead on the provision of a ward environment that is conducive to 
the privacy and dignity of patients at the end of life  

To encourage and support their staff  to identify and meet end of 
life training / education  needs as part of the IPR process 

Contribute to the implementation and evaluation of trust strategies 
for end of life care 

All clinical staff Are responsible for ensuring that patient experience and quality is 
at the heart of whatever they do  
All clinical staff are responsible for their own personal development 
and learning in relation to palliative and end of life care  
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5.2 Roles and Responsibilities of Committees/ Sub-Committees  

The following committees have responsibilities as summarised below: 

 

AMBER Care Bundle  
Steering Group 

 

To ensure that there is a strategic approach to the implementation 
of the AMBER Care Bundle. 

To support the AMBER Care lead clinician 

To provide data analysis on the effect of AMBER Care Bundle has 
on quality improvement and patient experience as they approach 
end of life. 

End of Life Care 
Strategy Group 

 

To support the “Transform Programme” and provide a forum for 
points for agreement and for reporting End of Life Care issues to 
Trust Board level. 

QELCA Steering 
Group 

 

To work with NHFT (Cynthia Spencer Hospice) in strategically 
planning a process whereby the principles of QELCA are applied 
to enable the successful training of influential senior nurses. The 
steering group will provide a report for The Trust on how QELCA 
has influenced patient care within the Trust. 
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6. STRATEGIC OBJECTIVES 

The aim is for The Trust to be a provider of quality end of life care, and will use the 
Transform programme to accelerate its success. The main objective is to implement the five 
key enablers:  
 
1. AMBER care bundle 
2. Care Plan for the Dying Patient (previously called the LCP) 
3. ACP Advance Care Planning 
4. EPaCCS (Electronic Palliative Care Coordination Systems) 
5. Rapid Discharge Home to Die Pathway 
 
 

The Trusts staff will be supported to: 

 

• Recognise the individual needs of patients as they approach death 

• Support patients and significant others  to anticipate and plan for their end of life care  

• Initiate timely and sensitive discussions regarding options, wishes and preferences 
at appropriate stages of treatment  

• Recognise and effectively manage pain and other symptoms  

• Recognise and meet patients practical care needs 

• Respond sensitively and timely to patients psychological and spiritual needs 

• Access specialist support (including Specialist palliative care and Primecare end of  

Life Care service) when required 

• Recognise and respond to urgent circumstances in a timely fashion (for example 

Rapid ‘home to die’ discharges)  

• Provide compassionate and dignified care for those dying in NGH  

• Provide compassionate care to the bereaved 
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6. 1 End of Life Care Pathway 

 

The national End of Life Strategy (2008) was published by the Department of Health to 
provide guidelines for all services, both social and health, to raise standards of End of Life 
Care towards that of Hospice Care.  It recommends 6 key elements in an end of life 
pathway, which we have used when identifying strategic outcomes: 

 

 
 

 

 

Objective One: 

 

Discussions as end of life approaches (see appendix 2) 

 

Key Outcomes: 

 

By 2015: 

 ‘Advance Care Plan’ (ACP) training available for all trained 
clinicians working in inpatient/outpatient depts. so that the tool 
can be either initiated in hospital or an existing ACP can be 
reviewed with both in/out patients  

 Designated physician to support AMBER care bundle (including 
implementation, evaluation and sustainability)  

 Amber Care Bundle implemented on one medical ward with 
definite plans in place for implementation onto a second medical 
ward 

Care Groups (via matrons and ward sisters) will actively encourage: 

 Communication skills training for staff (using local universities & 
other providers) 

 Use of The Trust EOLC workbooks and competencies (for both 
existing and newly recruited staff) 

  RGNs and HCAs to access the End of Life Care education study 
days provided by The Trust 

The Specialist Palliative Care Team will work with ward managers and 
matrons to: 

 Assess each ward / patient area to see if a conveniently located 
area for private discussion /family meetings has been made 
available 
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By 2016 

 End of life training records (including communications skills 
training) will be maintained via Oracle Learning Management 
(OLM) to monitor and evaluate workforce competencies 

 The AMBER care bundle will be embedded into practice on at 
least two  medical wards and definite plans to implement the 
bundle onto a third and fourth 

 Prognostic indicator training  (such as ‘Gold Standards 
Framework’) will be recommended within clinical/medical IPR 
outlines 

 

 

Benefits of 
these 
developments: 

 

 The Trust workforce will comprise of clinicians who are 
competent to identify patients who are at end of life 

 Clinicians will be competent (and confident) to initiate end of life 
care discussions which are sensitive to the patients individual 
needs and circumstances 

 Patients will be better prepared and supported in EOLC planning 
and have their needs and preferences discussed in a timely 
manner 

 Care planning will anticipate patient need rather than having to 
react to crisis events  

 There will be a reduction in unplanned or inappropriate hospital 
admissions and reduction in length of stay in this group of 
patients 

 EOLC patients will experience open, honest and compassionate 
care 

 

 

Risk if not 
addressed: 

 

 Delay in identifying a person at end of life may result in poorly 
co-ordinated care, avoidable hospital admissions and patients 
unable to express their wishes and preferences 

 The Trust may receive complaints (and loss of reputation) 
regarding communication and patient experience 

 There would be financial implications if complaints are upheld 

 Staff lack sensitivity and competence to communicate and 
support patients  

 Staff avoid their responsibilities toward care of the dying, and fail 
to engage with patients and families 
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Objective Two 

 

Assessment, Care-planning & review (see appendix three) 

 

Key outcomes:  

 

 

 

 

 

 

By 2015: 

 Patients who are identified at the End of Life (within the last 12 
months of life) will have the opportunity to develop, document, 
review and update a personalised palliative care plan either in the 
form of an Advance Care Plan or other documented plan 

 Patients Preferred Place of Care (PPC) or Preferred Place of 
Death (PPD) should be identified where appropriate and 
documented 

 The Trust will engage with other local end of life care 
organisations such as Northamptonshire Healthcare Foundation 
Trust and Primecare for example,  to promote the commissioning 
of a county wide EPaCCS locality register 

 

By 2016: 

 There will be evidence that The Trust has maintained strategic 
links with local care commissioning groups and social care on 
work-streams related to the county wide e-register EPaCCS 

 There will be a process for reviewing reasons behind failure to 
achieve patients PPC, and actions / quality improvement work fed-
back to End of Life Strategy Group and Trust Board. 

 AMBER Care bundle will be embedded across The Trust (and 
effectiveness and impact  monitored within care groups and at 
organisational level) 

 ACP and End of Life Care Planning is embedded across The Trust 
as demonstrated by data accessed by INFOVIEW    

 

 

Benefits of 
these 
outcomes: 

 

 Patients at identified at the end of life will have an individualised 
care plan which reflects their current needs, and is reviewed on a 
regular basis 

 Where possible patients preferred place of care (and preferred 
place of death) will be documented in a timely way, allowing for 
provision of appropriate care that is proactive (rather than 
reactive) 

 Patients will receive coordinated care that is centred on their 
choices. 

 Relevant healthcare professionals will have access to up to date 
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information regarding end of life plans (including PPC) 

 Avoidance of clinically inappropriate admissions 

 Improved discharge co-ordination (and reduced length of stay) 

 More patients will be cared for in the place of their choice 

 NGH will have a work-force which is continually developing its 
competencies (and confidence) in end of life care 

 The End of Life Care provided by NGH Trust would have a senior 
lead, influential in improving patient experience and lead on End of 
Life Quality improvement tools. 

 Cross-boundary communication (e.g. EPaCCS) will allow patient’s 
care to be better co-ordinated  

 Patients, carers and relatives will have their needs met during their 
hospital stay and after discharge 

 

 

Risk Identified 
if development 
not addressed: 

 

 Patients may not receive care that is individual  to their needs 

 Patients may be given treatment and investigations which are  
unnecessary (with financial and personal costs) 

 Patients may receive treatment which (given the choice)  they 
would not want (with financial and personal costs) 

 Patients may not be cared for (or die) in the place of their choice 

 Percentage of hospital deaths may not be reduced 

 Patients care may be disjointed leading to multiple and 
inappropriate hospital admissions 

 Carers and relatives needs are not met (leading to reduced 
satisfaction and potential for crisis admissions) 

 Assessments and care planning may be carried out by untrained 
staff resulting in poor patient outcomes  (leading to reduced 
patient confidence and satisfaction) and potential for crisis 
admissions 
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Objective 
Three: 

 

Coordination of individual patient care (see appendix four) 

 

Key Outcomes: 

 

 

By 2015 

 The Trust will engage with other county end of life care 
organisations through strategy groups to push for a locality-wide 
e-register EPaCCS 

 The Trust have a process in place to enable rapid discharge 
planning for patients who are thought to be in their last eight 
weeks of life 

 The Specialist Palliative Care Team service is reviewed to 
ensure that it is adequate enough to support and enable trained 
and untrained staff to provide ward based palliative care 

 Those patients who are dying should have an identified 
consultant who is ultimately responsible for their care and local 
governance arrangements are explicit about the delegation 
arrangements when the consultant is not on duty. 

 

By 2016 

 The Trust will monitor end of life care planning using AMBER 
quality metrics 

 The Trust will monitor discharge preferences / PPC discussions 
using  AMBER quality metrics 

 The Trust will monitor patient /family experience (through Views 
of Informal Carers- Evaluation of Services (VOICES) project or 
similar local mechanism) and demonstrate quality improvement 
by developing an action plan 

 

 

Benefits of 
these 
outcomes: 

 

 

 

 Patients will receive coordinated care that is centred on their 
choices. 

 Relevant healthcare professionals will have access to up to date 
information regarding end of life plans (including PPC) 

 Avoidance of clinically inappropriate admissions 

 Improved discharge co-ordination (and reduced length of stay) 

 More patients will be cared for in the place of their choice 
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Risks if not 
addressed: 

 

 Poorly coordinated care 

 Ineffective use of services and resources. 

 Patients will be admitted to hospital inappropriately 

 Patients will receive costly and inappropriate treatment and 
investigations  
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Objective 
Four: 

 

Delivery of high quality care in an acute hospital (see appendix five) 

 

Key Outcomes By 2015: 

 Redefine the Trust End of Life Care Strategy Group, 
demonstrating clear leadership in the provision of End of Life 
Care, Governance arrangements and reporting structure 

 The End of Life Care Strategy Group will have at least one 
member at Trust Board level  

 The End of Life Care Strategy Group will have representation from 
CCG 

 The Trust will be engaged in phase 2 of the “Transform” 
programme  and will demonstrate service improvement via 
monthly audit submitted nationally to The End of Life National 
Intelligence for the following enablers: 

1: EPaCCS locality wide EOLC patient register 

2: AMBER Care Bundle 

3: Individualised care plan for the dying patient (replacement for    
LCP)  

4:Rapid discharge pathway for patients at the end of life 

5:Advance care planning ACP  

 To develop an End of Life Care Education and Training Strategy 
for The Trust 

 An annual in-house training programme for End of Life Care will 
be available for RGNs and HCAs to access. 

 Training records will be monitored via OLM and demonstrate that 
clinical staff (bands 2-7) have completed competencies in EOLC 

 The Trust will have  designated ‘End of Life  / Palliative Care link 
nurses, meeting quarterly with the Specialist Palliative Care Team 
for targeted training and development 

 All trained nurses will have access to the End of Life e-learning 
facility to enhance their knowledge and skills in end of life care. 

 A Business case for full-time Specialist Palliative Care Consultant 
submitted to the Trust 

 Service review to identify priorities for development of the 
Specialist Palliative Care nursing team, proposing a business case 
for funding for additional Band 7 WTE SPC Nurses to comply with 
the National Standards relating to SPC and a seven day service 

 To produce a proposal for how the Trust will support the End of 
Life Care Facilitator in providing leadership in the provision of high 
quality care at End of Life and increase visibility of the SPCT 
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 For the Trust to access Quality Education for All (QELCA) training 
for band 6&7 facilitated by the local NHFT Hospice 

 Service Level Agreement with NHFT Hospice to provide out of 
hours telephone advice in line with National Directives 

Benefits of 
these 
outcomes: 

 The Trust will be an exemplar hospital for End of Life Care  

 Patients will have their needs addressed, enhancing their own 
experience (and that of their family / significant others) 

 The Trust workforce will be confident (and competent) to provide 
high standards of EOLC 

 Patients will receive care which reflects their wishes and beliefs,  

 Patients who die whilst under our care will receive treatment that 
reflects their wishes and promotes dignity and respect 

 Clinical staff within The Trust will have access to (and be 
supported by) a multi-disciplinary Specialist Palliative Care Team 
with skills and capacity to promote high standards of care. 

 EOLC will be evidence based, using tools and promoting practices 
consistent with national policy. 

 

 

Risks if not 
addressed 

 
 

 EOLC within The Trust may be sub-standard 
 

 Poor patient (and family)  experience may result in complaints  
 

 Potential clinical incidents may occur around EOLC care. 
 

 

 De-motivated and unconfident workforce 

 

 Non compliance with compassion and dignity agenda 

 

 

Objective Five: 

 

Care in the last days of life (see appendix six) 

 

Key Outcomes 

 
By 2015 
 

 Dying patients in The Trust will be recognised in a timely way 
and have an patient/family led individualised plan of care 
consistent with present national guidance of care of the dying 
 

 Patients who are dying will be acknowledged at The Trust safety 
huddle to allow a member of the SPCT attending, to maintain a 
local register. 
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 Patients who are recognised as dying at the safety huddle will be 
screened by The SPCT, to ascertain whether ward based 
palliative care is appropriate or a SPCT referral is required.  A 
special note will be placed on IPM advising that the patient is not 
to be moved unless it is in their best interest. 

 

 The Trust will continue to use the Liverpool Care Pathway for 
care of the dying patient until alternative guidelines are in place 

 

 The Trust will have a strategic plan to manage the transition from 
care using the Liverpool Care Pathway as guidance to the new 
guidelines developed by the Leadership Alliance for Care of the 
Dying with patient safety as paramount.  

 

 The Trust will use the report provided by the Royal College of 
Physicians based on the findings of the National Care of the 
Dying Audit (round 4 ) to formulate an action place for service 
improvement. 

 

 Care of the Dying training will be part of The Trust preceptorship 
and HCA training (for nursing and support staff) and the junior 
doctor FY1 and FY2 training sessions. 

 

 A rolling programme of training (‘End of Life Care’ and ‘Care of 
the Dying’)  will be schedule every month (for bands 2 – 7) to  
support staff to achieve trust EOLC competencies (as defined 
within role specific IPR outlines) 

 

 The Trust will support members of the Specialist Palliative Care 
Team  to attend (and /or present at) National conferences related 
to End of Life Care and Care of the Dying to ensure that National 
directives are embedded in local policy and service design 

 

The benefits of 
this 
development 

 Patients will receive evidence based care and patient safety 
maintained during transition from the use of the LCP document 
and the new guidelines for care of the dying. 

 

 Those in the last days of life have a plan that is patient centered, 
holistic, evidence based and meets their needs to allow them to 
die comfortably, being cared for with dignity and respect 

 

 Healthcare professionals will be trained in the principles of care 
of the dying. 

 

 

Risks if not 
addressed 

 Patients may not receive holistic care during their last days of life 
 

 Unnecessary treatments may still be prescribed or carried out 
(with personal and financial cost implications) 

 

 The LCP may still be used ineffectively leading to poor care and 
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communication 
 

 Patients may be subject to resuscitation attempts inappropriately 
or receive other unnecessary or burdensome treatments  

 

 

 

 

 

 Objective Six 

 

 

 

 

Care after death (see appendix seven) 

 

Key Outcomes 

 
By 2016 
 
NGH Trust will provide mortuary facilities that are show dignity and 
respect after the patient has died. 
 
NGH Trust will have viewing arrangements that are sensitive to different 
needs, cultures and faiths. 
 
Bereavement officers, Porters and Mortuary staff will be given the 
opportunity to attend End of Life Care Training in house which meets 
the learning needs required for their role in care of the patients after 
death and care of the bereaved relatives. 
 

 Last Offices will be included within the ‘End of Life care’ training 
provided by the SPCT for RGNs and HCAs 

 

 End of life training records will be monitored via Oracle Learning 
Management (OLM)  

 A plan in place to complete a bereavement survey (VOICES ) 
and use the data to provide feedback to frontline staff for 
continual improvement. 

 

 

The benefits of 
this 
development 

 

 The Trust will provide high quality care to patients after death 
and their relatives 

 

 The Trust will have the appropriate facilities to provide care to 
relatives and friends after somebody has died in environments 
that is private and sensitive during this time 

. 

 The Trust workforce will be competent in end of life care and 
care after death thus improving the patient’s and their significant 
others end of life care experience. 

 

Risks if not 
addressed 

 

 Bereaved relatives may experience complicated grief with 
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associated negative impact upon their health and wellbeing  
 

 Staff may not feel confident or competent to provide high 
standards of end of life care 

 

 

 

 

 

7. IMPLEMENTATION & TRAINING  

. 

 

8. MONITORING & REVIEW 

 

 

 

 

 

 

 

 

 

 

 

Strategic Standard Source of Assurance/ Timescale Responsibility 
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APPENDICES 

  

 

The National Council for Palliative Care defines end of life care as: ‘care that helps those 

with advanced, progressive illness to live as well as possible until they die.’ It recognises 

the needs of both patient and family, and includes management of pain and other 

symptoms, and the provision of psychological, social, spiritual and practical support (NCPC 

2006).The identification of someone approaching the end of life (and supporting them and 

their relatives) can be hard to do. It can also be difficult to plan, contract and monitor 

services that involve a wide range of conditions and care settings. 

 

It is important to recognise that death does not always represent a failure of care. Where 

advanced illness no-longer responds to maximal treatment (or the patient has declined 

further intervention) the focus of care must change to palliation. Good symptom control and 

enabling people to die as well as possible can be rewarding in itself. Good palliative and 

end of life care should be a core principle of the service we provide.   
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APPENDIX ONE- The End of life Pathway 

 
The national End of Life Strategy (2008) recommends 6 key elements in an end of life 

pathway 

 

 Step 1  Discussion as the end of life approaches 

 Step 2  Assessment, care-planning and review 

 Step 3  Co-ordination of care for individual patients 

 Step 4  Delivery of high quality services in different  
 settings  

 Step 5  Care in the last days of life 

 Step 6  Care after death 
 
 

 
 

 
 

 
 

In malignant illness disease progression can often be predicted, but the disease trajectory  

in other long term conditions is much more variable. Some may enjoy reasonable health 

then experience a sudden, steep decline; for others there is a gradual decline with episodes 

of acute illness.  A third group is frail for months followed by a steady and progressive 

deterioration. There is therefore no single disease trajectory, or clear point marking where 

an End of Life Care pathway might begin.  
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Depending upon circumstance, the trigger for uncertain recovery / end of life may be 

recognised by the ill person, their family or the health or social professional responsible for 

care. This recognition triggers the need for comprehensive assessment of supportive and 

palliative care needs by competent and confident staff. 

 

 

 

 

 

 

APPENDIX TWO - STEP ONE: Discussions as the end of life approaches 

 

It is important that needs and preferences of a patient are known to the team responsible 

for care.  Good end of life care planning requires a competent and compassionate 

work force comprised of staff who accept that EOLC is a legitimate part of the care our  

hospital provides. Early discussions allow patients to exercise greater control over their  

treatment and options for care.  Identifying the right time and place for this requires staff  

with the insight to recognise when a person might be entering the end of life phase, married 

with the skill, confidence and sensitivity to initiate sometimes difficult conversations. 

 

The Trust has a responsibility to provide an appropriate clinical environment. Where  

possible, accommodation will be made available near ward and clinic areas which 

for private discussions between staff and patients / families. The need for privacy will be 

 recognised when wards and services are moved or facilities are reconfigured.  

 

The Trust recognises that EOLC awareness / training is necessary for everyone involved in  

the patient’s journey, and staff should be encouraged to develop  competencies tailored to 

their roles within the Trust (See appendix A for workforce categories). 

 

NGH Trust will ensure that all staff can access the right training and support. A variety of 

resources will be provided to meet different learning needs. These will range from peer 

support and mentoring, self-directed and e-learning work towards EOLC competencies (for 

use within IPR and preceptorship) as well as formal teaching. Training will encompass 
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communication skills, symptom control and illness trajectory (e.g. Gold Standards 

prognostic indicator framework). 

 

The trust will continue its links with the local universities and others for the provision of 

accredited communication skills training (for nursing and medical staff) and modular study 

related to symptom control and other EOLC topics.  Education will also be provided in- 

house for topics such as advance care planning. 

 

 

 

APPENDIX THREE -  STEP TWO:  Assessment, care  planning and review 

 

The Trust supports shared decision making between patient and clinician. Patients at NGH 

should (wherever possible) be involved in decisions about their treatment. This includes 

decisions to decline treatment if they so wish. 

 

Patients judged as approaching the end of life will have their holistic needs assessed.  

This is recognised as a process (not a single event) and demands communication that is 

open, honest and fluid.  Assessment will include physical, psychological, social, spiritual 

and practical needs.  Personal preferences as to place and priorities of care will be 

identified and discussed (where appropriate) and clearly documented in patients notes. 

 

Do Not Resuscitate (DNA-CPR) orders will be completed where appropriate and made 

accessible to all clinicians involved in the care of the patient.  In line with Royal College 

guidelines the need for discussion with the patient and/or relative is at the discretion of the 

senior clinician. It is stressed that whilst the overall aims of care should be discussed 

wherever possible, it is not always appropriate to discuss DNA-CPR explicitly with patients 

who are very close to death (refer to joint college advice). Inept discussions can cause 

significant and unnecessary distress. 

 

NGH Trust recognises the county Advance Care Planning document developed to allow 

individuals to consider decisions about their future care.  Patients with life limiting disease 

will be supported by trained, competent staff to develop an Advance Care Plan if they wish. 
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The AMBER care bundle has been developed to guide care planning for patients (judged 

to be in the last eight weeks of life) whose condition is unstable and recovery uncertain. It is  

our vision that all patients whose recovery is uncertain will have their care supported by the 

AMBER Care bundle. AMBER is part of the  ‘Transform’ programme. An action plan has  

been developed, and the project will be audited and results communicated at all levels 

within the organisation. 

 

The trust supports the commissioning of an electronic locality register (EPaCCS) to improve 

the co-ordination of care for patients with EOLC needs.   We will continue to lobby 

commissioners via the county End of Life Care strategy group to promote this key enabler 

for improving End of Life Care at NGH Trust. 

 

For those with advanced progressive illness there is the Primecare EOL Link Nurse service. 

This provides a Rapid Discharge pathway for those judged to be in the last eight weeks of 

life. This includes timely assessment and care planning to support rapid discharge where 

possible. 

 

Our commitment also extends to involved carers and relatives. Family needs will be 

assessed during the time a patient is in hospital.  This assessment and planning should be 

integrated in the care of the patient  

 

NGH Trust is committed to having a robust multi-disciplinary Specialist Palliative Care 

service for those whose symptoms are complex or who have other specialist needs.  The 

Specialist palliative care team will have the highest level of knowledge, skills and 

understanding attained through specialist training in communication skills, assessment, 

advance care planning and symptom management. Their competence and development 

needs will be monitored through IPR, continual professional development processes. A 

business case will be developed to support the appointment of a full-time palliative 

medicine consultant.  
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APPENDIX FOUR -  STEP THREE- Co-ordination of individual patient care 

 

Some people approaching the end of life will require numerous services in various settings  

during their disease trajectory.  Coordination of service provision is essential so that people 

are able to be cared for and die in their preferred place of care. When it is identified that a  

patient is in the last year of life, the best practice is for a key worker will be allocated to 

 them whose responsibility it will be to promote patient centred coordination of care.  This is  

a countywide project and asserts the need for thetrust to have continued representation at  

county strategic end of life care meetings to takethe key worker project forward. 

 

NGH Trust will promote individualized and coordinated care through ward rounds and  MDT 

meetings together with trust electronic data bases.  It is envisaged that coordination across 

organisational boundaries will be achieved by imputing and accessing data on locality-wide 

electronic data base EPaCCS. In the interim we will also explore whether the SPCT and 

site-specific specialist nurses can be given access to the primary care System One. 
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APPENDIX FIVE - STEP FOUR - High quality care in an acute setting 

 
 
Patients should receive high quality care regardless of the setting. The environment that 

someone is cared for in can have a direct impact on the patients experience and of those 

significant others left behind after death.The national strategy aims to enable a person to 

die in their preferred place however it is recognized that hospitals will continue to be the 

most common place for death for the foreseeable future.   It is important therefore that all 

staff of NGH Trust see end of life care as priority. 

 

Communication to the trust board on key developments in Transform programme is 

important, and formal methods of communication will be employed including annual reports 

and audit results relating to patient experience.  The SPCT will monitor and report on the 

progress towards developing  a workforce that is competent to provide high standard end of 

life care. All wards within the hospital will have a link nurse for end of life care to champion 

high standards and  cascade information and developments to ward level. A named 

member of the SPCT, together with the EOLC Facilitator will be responsible for facilitating 

the link nurse programme. 

 

The EOLC operational policy will be updated as per national and regional directives to 

manage End of Life care. The trust End of Life Care services (including SPCT) will link in 

with other patient experience and quality forums (such as the Dignity Forum, Compassion 

in Practice)  liaising with fellow champions regarding improving patient care. 

 

 

E
nc

lo
su

re
 O

Page 221 of 293



 

  

 

 

 

 

 

 

 

 

APPENDIX SIX -  STEP FIVE – Care in the last days of life 

 
NGH wants to train staff so that patient’s needs are recognised and addressed during the 

dying phase. Whenever possible patients (and their relatives) will be involved in discussions  

about the nature and intensity of treatments, the ceiling of care and the withdrawal or 

 withholding of treatment. Decision should be recorded using the Treatment Escalation 

Plan TEP.  

 

Do Not Resuscitate (DNA-CPR) orders will be completed where appropriate and be  

accessible to all clinicians involved in the care of the patient.  Timely decision making  

avoids unnecessary cardiac arrest calls.In line with Royal College guidelines the need for  

discussion with the patient and/or relative is at the discretion of the senior clinician. It is  

stressed that whilst the overall aims of care should be discussed wherever possible, it is not  

always appropriate to discuss DNA-CPR explicitly with patients who are very close to death  

(refer to joint college advice). Inept discussions can cause significant and unnecessary  

distress. If the patient or relatives wish for the patient to be discharged home (or to another  

place of care) they should be urgently referred to the  Primary Care End of Life Link  

Nurse service. 

 

It is important to recognise that death does not always represent a failure of care. Where 

advanced illness no-longer responds to maximal treatment (or the patient has declined 

further intervention) the focus of care must change to palliation. Good symptom control and 

enabling people to die as well as possible can be rewarding in itself. Good palliative and 

end of life care should be a core principle of the service we provide.  If the patient has been 

assessed by the Senior responsible clinician and is thought to be in the last days or hours 
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of life, the use of the Liverpool Care Pathway (or other individual care plan for a dying 

patient) should be commenced. 

 

The principles of end of life care for the patient should be the main structure of the 

discussion with the patient and/or significant other with reference to the Liverpool Care 

Pathway as a guide to support this.  Discussion should be open, honest and fluid by a 

health care professional trained in the use of the LCP with a high standard of 

communication skills in an area that promotes privacy and dignity. 

 

The Trust has taken part in the National Audit for Care of the Dying, Round 4 to underpin 

the provision of care for dying patients.  This will include both a clinical and organizational 

audit and independent from the Liverpool Care Pathway.   

 

The data collected from the national audit will enable The Trust to identify any areas of 

improvement and allow for action planning.  Whilst waiting for the new guidelines for care of 

the dying, the Matrons for all inpatient wards [excluding maternity and paediatrics] will be 

asked to visit all their wards on a specified day each week and collect information on any 

patient who is expected to die within the next 72 hours.  This will enable the Matrons to deal 

with any issues at ward level in real time and also the data can be used to analysis any 

trends. 

 

For patients whose symptoms are complex, NGH Trust is committed to providing a 

Specialist Palliative Care service consisting in highly qualified doctors and nurses who 

trained in end of life care.  This is a six day service, Monday to Saturday 09.00 – 17.00.  

The Trust will continue to review the service to meet the needs of the patient population. 

 

NGH Trust has a responsibility to provide an environment that is peaceful and promotes 

dignity and respect for the patient who is dying. Supporting patients through their last days 

of life also requires that we recognise the contribution of family and friends.  Open visiting 

times will be available to relatives of patients who are receiving care in the last days/hours 

of their life. 

 

NGH Trust provides a chaplaincy service offered to patients and their families.  The 

Chaplains are part of the end of life care multi-disciplinary team for patients and their 
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significant others which continues after a person dies.  Patients and relatives may want 

there own faith group representatives and NGH Trust will endeavor to support this. 

 

 

 

 

 

 

 

NGH Trust is responsible for providing high standards of care after death both of the patient 

and the significant others he/she has left.  A timely verification and certification is important 

when a patient dies and the Trust will endeavor to facilitate this, especially during “out of 

hours”.  Once a patient’s death has been verified, the body of the deceased needs to 

handled and laid out in keeping with the patients/family expressed wishes either culturally, 

religiously or spiritually.  NGH Trust has guidelines on the Intranet to support nurses in this 

based on National Care after Death Guidelines (2009). 

 

Care of significant others after a person has died is an important aspect of care at NGH 

Trust.  Families will respond in numerous ways to the death of a loved on and clinicians  

need to be skilled to assess and respond to needs accordingly.  The Trust recognises that  

some friends/relatives may want to visit their loved ones after death and facilities within the 

 mortuary services will allow this. 

 

The Evelyn Centre, The NGH Trust bereavement suite is a calm and peaceful place for  

families to come and collect the death certificate.  This is in line with the national directive  

to have a central point for relatives to collect the death certificate and ask any questions  

they may have regarding processes and services once a person has died. 

 

The NGH Trust will provide information to friends and family on appropriate bereavement  

and support services available for adults and children verbally and reinforced by The Trust  

information booklet. 

 

 

APPENDIX SEVEN - STEP 6- Care after death 

Page 224 of 293



 

  

 

 

 

 

 

 

 

 
 
 
 
 
 
 
 

 

 

 

 

 

 

 
 
 
 
 
 
 
 
 

Training Needs Analysis  

for  

End of Life Care Training 
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1
 

Workforce groups at NGH Trust 
 

Group Definition Minimum levels of skills 
and knowledge 

Group A – Staff working in 
specialist palliative care and 
roles that essentially spend 
the whole of their working 

lives dealing with End of Life 
Care.  

Physicians in Specialists 
Palliative Care. 
Specialist Palliative Care 
Nurses 
 Allied Health Professionals 
working in Oncology 
Macmillian Social Worker 
End of Life Care Facilitator. 
Bereavement Officer. 

Staff will have a highest level of 
knowledge, skills and 
understanding of End of Life 
and Specialist Palliative Care 
evidenced through accredited 
training and/or continuing 
professional development. 
 

Group B – Staff who 
frequently deal with End of 

Life Care as part of their role. 
Care staff working on medical 
wards. 
Care staff working in Oncology. 
Hospital Chaplains. 
Specialist Nurses in long term 
conditions. 
Hospital Pharmacists. 
Care staff on some general 
surgical wards. 
Care staff working in EAU and 
A&E. 

Staff will be supported to enable 
them to develop or apply 
existing skills and knowledge to 
ward based Palliative Care and 
End of Life Care, accessing 
formal or informal study days 
within the Trust, accredited 
training facilitated by the local 
university and resources 
available within the Trust to 
enable independent learning. 
 

                                            
1
 Training Needs Analysis for End of Life Care – Version 1 – 26.04.2013 
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Group C – Staff working as 
specialists or generalists 

areas who infrequently have 
to deal with End of Life Care 

Other professionals working in 
the acute setting who could be 
involved in end of life care but 
on a less frequent basis. 

Staff will have a basic 
knowledge and principles of End 
of Life Care and the services 
available 

 
 

Training for Group A 
 
 
All staff should have the highest levels of knowledge, skills and understanding 
accessed through specialist training in End of Life Care.   
 
Skills should include: 
 

 Communication skills 

 Assessment 

 Advance Care Planning 

 Symptom management 

 Teaching skills 

 Strategic Planning 
 
 
Education and support links: 
 

 Northamptonshire Health Foundation Trust Palliative Care services.  
Cransley and Cynthia Spencer Hospice 

 University of Northampton 

 National Council for Palliative Care 

 East Midlands Cancer Network 

 Other universities providing accredited courses in End of Life Care 

 Peer support/ learning 
 

Staff included in this group: 
 
Specialists Palliative Care physicians  
Specialist Palliative Care Nurses 
Allied Health Professionals working in Oncology 
Macmillian Social Worker 
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End of Life Care Facilitator. 
Bereavement Officer 

 
 
 
 
 

Training Needs for Group B 
 

 
This workforce group regularly care for patients at End of Life.  Annual training 
is recommended to maintain the standards required to deliver current, high 
quality End of Life Care in the acute setting. 
 
Skills should include: 
 
Communication skills 
Assessment 
Advanced Care Planning 
Symptom Management 
Coordinating care/discharge planning 
Care of the dying patient 
Delivery of care after death 
Competency to use End of Life Care tools 
 
A full extent of skills required is listed on the End of Life Competencies forms 
for nurses, Band 2, 5, 6 and 7 (available on the Intranet). 
 
NGH Trust staff included: 
 
Nurses and Doctors working in medicine, respiratory medicine, care of the 
elderly, cardiology, oncology, renal medicine, long term neurological 
conditions, accident and emergency, emergency assessment unit and 
intensive care. 
Heart centre staff 
Hospital chaplains 
Head and neck ward 
Specialist care nurse in heart failure 
Site Specific Cancer Nurse Specialists 
Pharmacist 
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Education links and support: 
 
Internal teaching sessions from Specialist Palliative Care team and End of Life 
Care facilitator 
Local universities delivering accredited courses 
 
 

 
 

Training Needs for Group C 
 

 
This refers to NGH staff working in specialist or generalist areas who 
infrequently deal with End of Life Care.  It is known that 75% of patients living 
the last year of life are likely to access the services of The NGH Trust; 
therefore most staff members will have some influence in a patient’s End of 
Life Care 
 
For some roles, contact with patients living the end of their life is minimal and 
less interactive and therefore an understanding of the principles of delivering 
End of Life Care and the Trusts vision in standards for this patient group is 
important. 
 
For other roles in The Trust, training needs to enable a good basic 
understanding of the principles and practice of delivering End of Life Care.  
Staff may need to access specialist palliative care service and/or The End of 
Life Care Facilitator for training, patient input and support.  It is also 
encouraged that nurses will work towards the End of Life Care Competencies 
and supporting workbook towards their ongoing Continuing Professional 
Development. 
 
Staff included in this: 
 
Nurses and Doctors working on some surgical wards, outpatient clinics, 
radiology,  
Porters 
Hotel services staff 
Ward Clerks  
Administration staff 
 
Skills included: 
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Communication skills (tailored to individual role) 
Knowledge of specialist and support services 
 
Skills that maybe included: 
 
Assessment and care planning 
Competency to use End of Life Care tools 
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Report To 
 

 
PUBLIC TRUST BOARD 
 

 
Date of Meeting 
 

 
25 September 2014 
 

 
 

Title of the Report 
 

Stakeholder Engagement Strategy 2014-2017 

Agenda item 
 

19 

Sponsoring Director 
 

Chris Pallot, Director of Strategy and Partnerships 

Author(s) of Report 
 

Sally-Anne Watts, Head of Communications 
 

Purpose 
 

Presented to the board for approval 

Executive summary 
 
Northampton General Hospital (NGH) is committed to providing the best possible care.  We aim to 
achieve this by working in partnership with our stakeholders and by listening and acting upon what our 
staff, patients, families and carers, other care providers, stakeholders and the local community tell us 
we could improve.  The success of the Trust is dependent on its stakeholders and strengthening our 
engagement with them is critical for the Trust’s future, for accountability, trust, confidence, reputation 
and organisational culture.  It is also a contributory factor for improving quality of care and patient 
outcomes. 
 
This strategy builds on previous developments in our stakeholder engagement and uses feedback from 
our external stakeholder survey, insight and best practice to take forward our approach to stakeholder 
engagement. 

 

Related strategic aim and 
corporate objective 

All 

Risk and assurance 
 

No 

Related Board Assurance 
Framework entries 
 

BAF 10 

Equality Impact Assessment 
 

Is there potential for, or evidence that, the proposed decision/ 
policy will not promote equality of opportunity for all or promote 
good relations between different groups? (N) 
 
Is there potential for or evidence that the proposed decision/policy 
will affect different population groups differently (including possibly 
discriminating against certain groups)?(N) 
 

Legal implications / 
regulatory requirements 
 

No 
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Actions required by the Trust Board 
 
The Board is asked to approve the Strategy and, where appropriate, support implementation. 
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STAKEHOLDER ENGAGEMENT STRATEGY 2014 – 2017 
 

1. INTRODUCTION 
Northampton General Hospital is committed to providing the best possible care.  We aim to 
achieve this by working in partnership with our stakeholders and by listening and acting 
upon what our staff, patients, families and carers, other care providers, stakeholders and the 
local community tell us we could improve.  The success of the trust is dependent on its 
stakeholders and strengthening our engagement with them is critical for the trust’s future, 
for accountability, trust, confidence, reputation and organisational culture.  It is also a 
contributory factor for improving quality of care and patient outcomes. 
 
Many stakeholders play a critical role – most notably our patients (who can exercise choice), 
our staff (who are integral to our performance), our shadow governors and members (our 
accountability to the local community), commissioners/GPs who purchase and refer to our 
services, MPs, councillors, local authorities and other bodies who monitor and scrutinise our 
services and the local media and wider community who are able to report and comment on 
our services. 
 
This strategy builds on previous developments in our stakeholder engagement and uses 
feedback from our external stakeholder survey, insight and best practice to take forward our 
approach to stakeholder engagement. 
 
2. DRIVERS FOR CHANGE 
 
2.1 National context 
During recent years the importance of stakeholder engagement has been raised in a number 
of key papers setting out the NHS agenda. 
 
Research by the King’s Fund in 2012 found that the more positive the experiences of staff 
within an NHS trust, the better the outcomes.  The study found that engagement had 
significant associations with patient satisfaction, patient mortality and infection rates.  
Positive two-way engagement is essential to ensuring our staff understand, are motivated 
and feel above to make a positive contribution. 
 
The Francis Report (2013) identified key lessons for the NHS.  A central theme was that of 
cultural change, with all NHS organisations striving to have an embedded culture of caring 
that fosters openness, transparency and candour to ensure patients are always put first and 
foremost in all we do.  There should be clear standards that are understood and complied 
with by all.  And the culture should be supported by strong clinical and managerial 
leadership that values and invests in its workforce to ensure staff receiving the ongoing 
training and development they need. 
 
Ambition three in the Keogh Report (2013) recommended that patients, carers and members 
of the public should feel they are vital and equal partners who feel confident that their 
feedback is listened to and evidenced so they can see the impact it has on their care and that 
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of others.  Ambition eight recommended that all NHS organisations should acknowledge and 
understand the positive impact that happy and engaged staff have on patient outcomes and 
a positive patient experience.  It also states that a high quality patient experience can be 
achieved by an organisation if it provides evidence that patient feedback is being used 
proactively, has strong governance systems in place to ensure safety and clinical/operational 
effectiveness and that it has strong leaders who effectively engage with their workforce. 
 
The Berwick report on safety A promise to learn – a commitment to act: Improving the safety 
of patients in England (2013) includes the following two (of four) guiding principles: 

 Engage, empower and hear patients and carers throughout the entire system, and at 
all times 

 Foster whole-heartedly the growth and development of all staff, including their 
ability and support to improve the processes in which they work 

 
Among the ten recommendations it states that patients and their carers should be present, 
powerful and involved at all levels of healthcare organisations from wards to the boards of 
trusts and that all organisations should seek out the patient voice as an essential asset in 
monitoring the safety and quality of care.  As part of its recommended shift in leadership 
behaviour, it stresses that the patient voice must be heard even when it’s a whisper and calls 
on leaders to seek out and listen to colleagues and staff. 
 
The latest planning guidance from NHS England Planning for patients 2014/15 to 2018/19 on 
driving continuous improvement and making its vision a reality includes among its values:  
‘we prioritise patients in every decision we take and we listen and learn’. 
 
2.2 Legal context 
All NHS trusts have a legal duty under section 242 of the NHS Act 2006 to involve 
stakeholders in healthcare developments.  This places a duty to involve the users of health 
services and the public, whether directly or through representatives, in the planning of 
services, the development of proposals for change in the way services are provided and in 
decisions to be made affecting the organisation of services. 
 
The NHS Act also identifies a requirement to consult Health, Community and Care Overview 
and Scrutiny Committees (HCCOSC) where there is any proposal for substantial change or 
development of health services in the areas of the local authority or for substantial variation 
in how that service is provided. 
 
2.3 Local context 
Northampton General Hospital faces one of the most challenging times as it strives to 
improve the quality and safety of services improve performance, achieve financial balance 
and maintain its reputation. 
 
The trust will need to have an ongoing dialogue with all key stakeholders as it seeks to 
increase productivity and efficiency, improve outcomes and review its clinical strategy as an 
active participant in Healthier Northamptonshire in order to meet and address the 
challenges faced by the local healthcare economy. 
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Our vision is to provide the best possible care for all our patients. 
 
Our values are the behaviours against which we will be judged as we deliver our vision: 

 We put patient safety above all else 

 We aspire to excellence 

 We reflect, we learn, we improve 

 We respect and support each other 
 
Our five strategic aims to achieve the vision are: 

1. Be an organisation focussed on quality outcomes, effectiveness and safety 

2. Continuously improve our patient experience and satisfaction by delivering 
personalised care which is valued by patients 

3. Provide a sustainable range of services delivered locally 

4. Develop, support and value our staff 

5. Provide effective and commercially viable services for our patients ensuring a 
sustainable future for NGH 

 
Providing a high standard of compassionate care that focusses on the needs of our patients 
and the community we serve, and which is sustainable and deliverable over the coming 
years, is critical to the trust achieving its vision of providing the best possible care. 
 
The trust remains committed to achieving NHS foundation trust (FT) status and is working 
with partners in the local healthcare community to deliver sustainable services that focus on 
both clinical and operational excellence.  We will only achieve this through the continued 
and increased involvement of our patients, staff, members, commissioners and other 
partners.  By delivering our vision, we aim to secure FT status in the future. 
 
3. STAKEHOLDER ENGAGEMENT 
A stakeholder can be defined as a person who has something to gain or lose through the 
outcomes of a planning process, programme or project (Dialogue by Design 2008).   
Stakeholder engagement is at the heart of a patient-led NHS.  It is how we as an organisation 
involve, learn and understand the view of people who may be affected by our decisions or 
can influence the implementation of our decisions.  Their views help us shape any service 
changes we plan to make. 
 
Passive or tokenistic engagement is not what we are aiming for.  We are striving to develop a 
culture of partnership with patients, our staff and the community; for our patients to be 
involved in their care and for our staff to be involved with what we as an organisation want 
to achieve.  Our aim is for there to be ongoing listening and learning so that everyone can 
work together in the design and delivery of high quality services that safe, effective, 
sustainable and meet or exceed expectations. 
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Who are our stakeholders? 
NGH has a range of stakeholders: 
 

Stakeholder group Description 

Patients and people using our 
services 

Our patients, users of our services and their 
family/carers are central to all we do.  Although on the 
whole they have no direct financial arrangement with us, 
we should consider them as our customers.  Patient 
engagement is a key strand of this strategy. 

Staff Our staff are key stakeholders and our relationship with 
them, and staffside representatives through our 
partnership forum, is critical to the success of the 
organisation.  Staff engagement forms part of this 
strategy.   

Shadow governors and members Our shadow governors and members act as ambassadors 
for the organisation and it is essential that they feel 
involved and aware of developments at the trust. 

Commissioners Our commissioners purchase the services we provide 
and we have formal agreements with them.  These 
include NHS Nene and NHS Corby CCG and NHS England 
who purchase specialised care. 

Healthcare partners Our relationships with our healthcare partners (GPs, 
local authorities, other local providers and third sector 
providers) are key to ensuring sustainability of services 
and providing better co-ordinated care for patients 
across primary, secondary and social care.  

Community groups NGH is at the heart of the community.  Relationships 
with all our community groups, especially those who 
have a close interest in our services, are important to the 
trust.  Our services need to reflect our community’s 
needs and aspirations for local healthcare.  These groups 
include Friends of NGH, HealthWatch, Northamptonshire 
Carers, Northamptonshire Rights and Equality Council, 
and Voluntary Impact Northamptonshire. 

Elected representatives Key influencers and representatives of the local 
community are our MPs, and our councillors (including 
health and wellbeing boards and members of health and 
social care scrutiny committees). 

Regulators Our regulators monitor the quality of care we provide 
and include the NHS Trust Development Authority (TDA), 
Care Quality Commission (CQC) and NHS England. 

The media The local media is an influential opinion-former.  We 
have developed strong relationships with the local 
media and it is essential that these are maintained. 
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4. OBJECTIVES 
The purpose of this strategy is to describe our commitment to engagement with all our key 
stakeholders.  The objectives are: 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 

  

Patient engagement 

 Build a culture that puts our patients and those who use our services at the heart 
of all we do 

 Ensure our patients and their carers are involved at all levels across the 
organisation 

 Listen, learn, respond to and act on patient feedback to drive continuous 
improvement 

 Enable confidence in our services through an effective and responsive complaints 
process 

 

Staff engagement 

 Support the development of an environment for a healthy culture with values that 
are shared throughout the trust 

 Enable the view of our staff to be heard, seeking their feedback, listening, 
empowering and responding to make a difference to their working life 

 Ensure our staff are aware of the vision and direction of the trust and enable them 
to understand how their role plays a part in our success 

 Ensure our managers invest, empower, recognise, value and reward staff 
 

Engagement with the community and other key stakeholders 

 Engage more effectively with our community through an ongoing dialogue to 
ensure their views are listened to and reflected in improved services, including 
their development, future plans and any redesign 

 Have an ongoing relationship with our stakeholders so they feel involved, 
considered and can make a difference 

 Work towards an increased and more interactive trust membership which reflects 
the community we serve, provides opportunities to be involved in trust activities 
and supports them to live healthier lives 
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4.1 Patient engagement 
 
 
 
 
 
 
 
 
Listening to our patients and users of our services is a key way for us to keep a check and 
improve.  Monitoring, responding to and analysing the feedback we receive from our 
patients helps us identify where we need to improve and also find better ways of delivering 
services.  We encourage our local community to provide feedback on our services and our 
future direction. 
 
Objective 1:   Build a culture that puts our patients and those who use our services at the 
  heart of all we do 
 
Our vision is to provide the best possible care for all our patients.  We know those who use 
our services are the reason we are here.   
 

 We will ensure that all our staff are caring and compassionate, treat our patients with 
dignity and respect and involve them as an equal partner in their care 

 
Objective 2: Ensure our patients and their carers are involved at all levels across the  
  organisation 
 
A strategic aim of the trust is to continuously improve our patient experience and 
satisfaction by delivering personalised care which is valued by patients. 
 

 We are committed to ensuring our patients and their carers are involved in their 
treatment and care.  This includes being invited to plan and care treatment with 
professionals, providing opportunities to offer feedback through a variety of channels 
and to be involved in the development and improvement of new and existing 
services. 

 
Objective 3: Listen, learn, respond to and act on patient feedback to drive continuous 
  improvement 
 
NGH is committed to creating a culture whereby we listen to patient feedback via a variety 
of channels, including national and local surveys, the Friends and Family Test, comments 
provided through NHS Choices and Patient Opinion, focus groups and forums and by 
providing a robust and responsive and PALS and complaints service. 
 

 We will celebrate and extend good practice identified through the compliments and 
positive feedback we receive from our patients.  Where areas for improvement have 
been identified we will take action and embed change to benefit the ongoing 
experience of patients.  We recognise the importance of sharing these changes with 

‘We know we’re going to need patients and carers to help redesign care and that an NHS 
with a ‘like it or lump it’ attitude will simply not survive’. 

Simon Stevens 
Chief Executive of the NHS 
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all our stakeholders to demonstrate our responsiveness and commitment, and 
encourage further feedback.  We will continue to develop mechanisms to share the 
actions we have taken to improve services. 

 
Objective 4: Enable confidence in our services through an effective and responsive  
  complaints process 
 
We are committed to making our PALs and complaints services accessible.  We will ensure 
that every person making a complaint is taken seriously and involved throughout the process 
to ensure they receive a timely and robust response that addresses concerns raised, actions 
taken, areas for improvement and apologises when we have made mistakes. 
 
Patients and carers will be encouraged to provide feedback on their experience of the 
complaints process to enable us to continue to improve the service we provide. 
 
4.2 Staff engagement 
 
 
 
 

 

 

 

Strengthening engagement is critical to the trust’s future and is a core component of our 
organisational development strategy, Connecting for Quality, Committed to Excellence’. 
Kings Fund research in 2012 found that the more positive the experiences of staff within an 
NHS trust, the better the outcomes for that trust.  The study found that engagement had 
significant associations with patient satisfaction patient mortality and infection rates. 
 
Objective 1: Support the development of an environment for a healthy culture with  
  values that are shared throughout the trust 
 
Connecting for Quality, Committed to Excellence sets out the trust’s aim to have a workforce 
that shares the trust’s values and we think and act like one organisation where our staff feel 
engaged and part of the trust. 
 
The trust’s culture is reflected in our vision and values, which were developed with the active 
involvement of our staff.   
 

 We will work to embed our shared values within the trust.  They will define the 
quality of care Northampton General Hospital expects and staff will be encouraged to 
put them at the heart of everything they do. 

 
 
 
 

‘It’s the experiences of healthcare staff that shape patients’ experiences of care, for good 
or ill, not the other way round.’ 

Dr Jocelyn Cornwell 
Director, The Point of Care Foundation 
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Objective 2: Enable the view of our staff to be heard, seeking their feedback, listening, 
  empowering and responding to make a difference to their working life 
 
There is an increased focus in the trust to develop our staff across the organisation to 
support sustained high performance.  
  
In April 2014 we launched our first friends and family test for staff.  The first quarter 
concentrated on staff in non-clinical areas and during the second quarter staff in the 
medicine care group are being asked the same questions.  We will continue to roll out the 
staff friends and family test until all areas of the organisation have been covered.  The 
feedback gathered will inform the work needed to improve engagement and support our 
staff, and also provide a valuable benchmark against which we can measure our 
improvement. 

 We will continue to give our employees a voice and act on their feedback through the 
national NHS staff surveys, regular trust surveys and the staff friends and family test. 

 The trust will aim to raise the engagement score year on year, in line with benchmark 
organisations. Progress will be monitored by the executive committee and reports to 
the trust board. 
 

Objective 3: Ensure our staff are aware of the vision and direction of the trust and enable 
  them to understand how their role plays a part in our success 
 
In 2009 the MacLeod report, Engaging for success: enhancing performance through 
employee engagement, states that a key driver for employee engagement is for leadership 
to provide a strong strategic narrative which described an organisation’s story, its purpose 
and vision in a way that enables employees to understand how their role and the work they 
do fits in and makes a positive contribution. 

 We will develop ‘our story’ – the narrative around our vision and strategy.  And 
continue to ensure our staff are aware of our aims and direction from the moment 
they start working for the trust and throughout their employment. 
 

Objective 4: Ensure our managers invest, empower, recognise, value and reward staff 
 
Another key theme from the MacLeod report was the role of ‘engaging managers’ in 
successful staff engagement.  These managers are people who appreciate their team’s 
efforts, treat people as individuals, and organise work efficiently, resulting in team members 
feeling valued and supported in their jobs.  The value of recognition and reward in 
motivating staff is recognised by the trust in a number of ways, including our Best Possible 
Care Awards. 

 We will continue to support our managers to become ‘engaging managers’ through 
our organisational development programme which will include good leadership and 
management training. 

 We will ensure staff are taught the skills to effectively coach and mentor their teams. 

 We will continue to ensure awards and exceptional achievement receive a high 
profile and recognition across the organisation. 
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4.3 Engagement with the community and other key stakeholders 
 
Objective 1: Engage more effectively with our community through an ongoing dialogue 
  to ensure their views are listened to and reflected in improved services,  
  including their development, future plans and any redesign 
 
The importance of engaging effectively with the community and other key stakeholders was 
reinforced for the trust before, during and after the Care Quality Commission inspection of 
our services in January 2014, and again during recent industrial action by pathology staff. 
 
The NHS is important to everyone and is of interest to many.  The challenges faced by the 
NHS, both locally and nationally, with people living longer, rising demand, advancements in 
drugs and care and budget constraints, mean that changes are inevitable.   
 

 We are committed to making stakeholder engagement part of our everyday business 
to improve care for patients 

 We will invest time in developing strong relationships with key stakeholders through 
a number of ways, including: 

 One to one conversations – to build relationships with representatives of 
groups or individual stakeholders 

 Regular conversations – as organised conversations, eg scheduled in an 
annual calendar of events or at stakeholder meetings, or as part of a 
particular project, eg preparation of the quality account, AGM 

 Specific conversations, eg over proposed service change, which would involve 
discussion at an early stage of a project and throughout 

 We will continue to pursue different types of conversations and approaches 
to engagement to meet the needs of our stakeholders 

 In carrying out the above activities we will meet our obligations under Section 242 of 
the NHS Act 2006 to engage our stakeholders in the planning, development and 
operation of our services  

 We will ensure the reasons for, scope and potential impact of any change are clearly 
outlined  

 We will work closely with our partners to ensure as wide engagement as possible 

 We will seek out vulnerable groups to identify their needs, concerns and any 
potential barriers 

 

Objective 2: Have an ongoing relationship with our stakeholders so they feel involved, 
  considered and can make a difference 

Effective stakeholder engagement is about building sustainable relationships with our 
stakeholders. 

 We will work to build strong relationships with our stakeholders through listening 
and being open and honest, so we can understand their agendas and improve mutual 
understanding and trust 

 We will regularly communicate and share our vision, our goals and the work we do in 
plain English through a number of channels 
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 We will try to avoid any surprises, informing as far as possible any issues that are 
emerging 

 We will give timely feedback on progress, outlining the options available before a 
solution is agreed and the impact our stakeholder views have made on services 

 We will support people to provide feedback on our services 
 

Objective 3: Work towards an increased and more interactive trust membership which 
  reflects the community we serve, provides opportunities to be involved in 
  trust activities and supports them to live healthier lives 
 
As an NHS trust that is aspiring to achieve foundation trust status, we have a shadow council 
of governors in place and more than 8,000 members (4,000 public and 4,500 staff). 

 We are committed to strengthening our relationship with our membership to build 
ownership in NGH through regular updates on the trust and on health issues, and by 
putting on activities and events that are relevant to the trust and our members 

 We will recruit and work to increase and sustain our membership base and ensure it 
is representative of the diverse nature of our local community 

 
5. DELIVERING THE STRATEGY 
Responsibility for delivering patient engagement is described in our patient and public 
involvement strategy.  Every member of staff is responsible for providing the best possible 
care, ensuring a positive patient experience, demonstrating the trust’s values and learning 
from patient feedback.  Our wards, services and departments are responsible for ensuring 
the patient experience is central to their agenda and to incorporating feedback into their 
plans.  The patient experience lead and patient and public engagement network are 
responsible for promoting the patient engagement element of this strategy, supporting 
managers and developing initiatives that facilitate patient feedback and involvement. 
 
Our organisational development team is responsible for promoting and supporting staff 
engagement and implementing the organisational development strategy, providing the 
mechanisms at a corporate level for gathering the views of our staff and ensuring a process 
is in place for it to be acted upon and reported to the trust board.  Individual services and 
managers are responsible for listening to their staff and developing their own action plans.  
The trust executive team and senior management group in conjunction with the 
communications team are responsible for informing staff of the organisation’s vision.  The 
OD team, working with our training and development team, is responsible for developing 
and providing staff development programmes.  All managers are responsible for investing in 
their staff and recognising the work of their teams. 
 
The responsibility for engagement with the community and other key stakeholders rests at 
all levels across the organisation.  Each service is responsible for approaching and listening to 
the stakeholders relevant to their area.  Each service is responsible for ensuring their annual 
business plans and planning processes take account of stakeholder engagement.  Advice and 
support will be given from the patient experience lead and communications team.  
Community engagement on corporate plans is the responsibility of the executive team in 
conjunction with the communications team.  Membership engagement is the responsibility 
of the trust secretary and communications lead. 
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6. MONITORING, MEASUREMENT AND CONSULTATION 
Patient engagement is included as part of the monthly patient experience reports to the 
trust board.  An annual summary is included within the trust’s quality account and annual 
report.   The trust board will be informed of progress on patient engagement through the 
patient experience lead and an annual report to the board on stakeholder engagement. 
 
Progress on implementing the staff and community engagement components of the strategy 
will be reported to the trust board 
 
Measures exist for staff and patient engagement activities, for example staff and patient 
surveys.  The trust will explore different ways to measure the success of engagement with 
the community and other key stakeholders, including introducing regular trust surveys to 
gauge stakeholder opinion, stakeholder mapping, participating at trust events, membership 
numbers and level of engagement, media monitoring and social media analysis.  The trust 
will develop joint engagement plans where appropriate with the wider healthcare 
community, for instance when working on Healthier Northamptonshire. 
 
7. NEXT STEPS 
The strategy outlines a framework for more effective stakeholder engagement across three 
key areas:  patients, staff and community and other key stakeholders.  However, it is 
essential that these three aspects are not considered in isolation so that the intelligence and 
learning obtained from our engagement activity can be shared with the wider organisation 
and prevent duplication of effort and enquiry.   
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APPENDIX 1 – RESULTS OF MARCH 2014 EXTERNAL STAKEHOLDER SURVEY 
 
Introduction 
In March 2014 we undertook our first ever external stakeholder survey in order to assess 
perceptions of the trust among our key stakeholders.  The survey, which ran for four weeks, 
was disseminated to voluntary and public sector partner organisations through patient and 
public networks, the trust’s membership and to the wider public via the trust’s social media 
accounts. 
 
Key findings 

 The majority of responses (62%) were received from staff members in other NHS trusts 
and those working in GP practices.  Public (including members) and voluntary sector 
bodies comprised approximately 25% of respondents.   

 

 Almost two thirds of respondents had regular contact with the trust, ranging from daily to 
monthly.   

 

 76% of respondents we either satisfied (55%) or very satisfied with the dealings they had 
with staff from NGH. 

 
Areas of dissatisfaction related to poor communication and difficulty in making contact with 
staff. 
 

Our values  

When considering the trust’s vision and values, 68% of respondents either agreed or strongly 
agreed that we want to provide the best possible care for all our patients.  50% agreed or 
strongly agreed that we put patient safety above all else.  48% agreed or strongly agreed 
that we aspire to excellence.  44% agreed or strongly agreed that we reflect, we learn, we 
improve and 45% agreed or strongly agreed that we respect and support each other. 
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Based on the feedback from respondents there is clearly more work to do to if we are to 
demonstrate that our values are reflected in our practice and subsequently in our 
stakeholders’ opinions and perceptions of the organisation. 
 
Stakeholder/partnership working  
We asked respondents about their day to day interactions with the trust and the attributes 
they think are important to good stakeholder relations and partnership working.  
Respondents were asked to rate their experience when considering these. 
 
The results show that our staff’s knowledge about their area of work was deemed to be our 
strongest attribute.  This statement elicited a very positive response, with 76% of responses 
being in the positive spectrum (excellent, very good or good).  20% of responses rated our 
staff as average, and the remainder said they didn’t know.  There were no negative 
responses. 
 
The lowest scoring attributes related to providing timely and appropriate responses, with 
21% of respondents recording a response of poor or very poor in this area. 
 

 
 
Working with our stakeholders 
Responses to the questions in this area are more reflective of the quality of our working 
relationships than that of our service delivery.  The highest level of satisfaction came in 
response to the statement ‘I am personally motivated to work in partnership with NGH to 
achieve its vision’.  This elicited a positive response from the majority of respondents, with   
58% expressing a personal desire to work in partnership with us. 
 
By contrast, the least positive statements were ‘I feel involved in the development of NGH’s 
policy and services’ and ‘I feel I am kept informed about developments at NGH’.  A third of 
respondents did not agree with these statements and a third were neutral. 
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Reputation 
The highest scoring statement in this section related to the politeness and courtesy of our 
staff.  88% of our stakeholders recorded a positive response to this question. 
 
When asked if the trust was easy to do business with, less than 50% of respondents (42%) 
provided a response in the positive spectrum.   44% provided neutral responses and just 
over 13% disagreed or disagreed strongly.  Given the opportunity to comment, respondents 
noted that some departments are better than others. 
 
When asked to think about the trust’s reputation locally, 28% either agreed or agreed 
strongly that our reputation was good/positive.  However, almost 37% disagreed or strongly 
disagreed with this statement. 
 
Reflecting on the trust’s reputation outside of the county, 11% of respondents agreed that 
the trust’s reputation is good.  Just over 45% neither agreed nor disagreed and 13% 
disagreed or strongly disagreed.   31% of respondents said they didn’t know. 
 
The final question in this section asked how respondents would assess the reputation of 
NGH within their own organisation.  43% of responses were positive, 30% were average, 22% 
were either below average or poor and 5% felt they couldn’t comment. 
 
Improving our stakeholder engagement 
We asked respondents to suggest some ways in which we would improve our engagement.   
The top five were: 
 

 55% said we should have a better understanding/knowledge of other organisations 

 53% said we should listen to other organisations and stakeholders 

 40% said we should speed up our response 

 38% said we should be more open and transparent 

 37% said we should keep stakeholders better informed 
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Almost a third of respondents said we should be more proactive; have dedicated staff to 
manage relationships with partners and engage in earlier/more strategic dialogue. 
 
Communication 
The survey concluded with a reflection on communication with and by NGH.  The results will 
inform our future communication strategies.  We asked: 
 

 Excluding personal correspondence, how often do you hear from NGH? 

 Would you like to hear more from NGH? 

 What is your preferred way for us to communicate with you? 
 
Taking the first two questions together, almost 45% of respondents heard regularly from the 
trust (more than once a month).  However, 37% said they heard from us less than twice a 
year.  20% said they would like to hear more and 20% said they would not.  50% said they 
would like to hear more only when it was appropriate. 
 
The majority of respondents (78%) said they would prefer to receive email correspondence.  
Other preferences ranged from face to face meetings, conferences, correspondence, 
conferences, social media and our website. 
 
NHS Choices ratings – August 2014 
In addition to the trust’s reputation survey, ratings and reviews are gathered by the NHS 
Choices website.  The data is split by hospital site and records service user ratings, staff 
recommendations, data on response to safety alerts, mortality rate and performance against 
CQC standards.  Comments/reviews on the NHS Choices are regularly monitored and 
moderated by the communications team, as are the comments posted on the Patient 
Opinion website (see below). 
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We also have ratings/recommendations on the trust’s Facebook page – see below.  These 
are also monitored and moderated by the communications team. 
 

 
 
Conclusion 
This was the first time the trust has undertaken a reputation survey that sought the views of 
such a wide range of stakeholders.  Overall the survey provides a benchmark and has 
produced some positive results, but there are also clear areas identified where we need to 
improve, particularly in relation to transforming our values into a reality for our stakeholders 
and our response times.  While many of our stakeholders are personally motivated to work 
with the trust, in a significant number of cases the survey suggested that they do not always 
feel as involved, informed, listened to or valued as they might be. 
 
In general the survey reveals a number of positive experiences of the trust and attitudes 
towards it.  However, this does not necessarily translate to a good reputation.  When asked 
about the trust’s reputation across the local area, less than 50% of respondents felt we were 
easy to do business with.  Whilst 43% of respondents said the trust had a positive reputation 
within their own organisation, 37% of respondents did not feel that our local reputation was 
good/positive. 
 
The survey was disseminated to a wide range of community and voluntary sector groups, 
NHS partner organisations and healthcare providers as well as our members and members of 
the public.  However, we did not apply equality monitoring to responses received.  As such, 
on this occasion, it has not been possible to split the results by, for example, gender, 
ethnicity or disability.  This is a learning point for future surveys and we will work with the 
clinical audit team to explore how best to achieve this level of monitoring in future surveys. 
 
The survey will be repeated in March 2014, with the results compared to the 2013 survey. 
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Agenda item 
 

20 

Sponsoring Director 
 

Chris Pallot, Director of Strategy and Partnerships 

Author(s) of Report 
 

Sally-Anne Watts, Head of Communications 
 

Purpose 
 

Presented for approval 

Executive summary 
 
This Strategy sits alongside our Stakeholder Engagement Strategy and sets out our plans in relation to 
communications activity over the coming three years.  It uses feedback from our external stakeholder 
survey, staff survey and best practice to develop and strengthen our communications activities. 
 
The Strategy stets out a number of actions needed if we are to deliver and achieve our aspiration for 
strengthened communications and support our stakeholder engagement.  Progress will be monitored 
through the Trust’s governance processes. 

 

Related strategic aim and 
corporate objective 
 

All 

Risk and assurance 
 

No 

Related Board Assurance 
Framework entries 
 

BAF 1, 10 and 14 

Equality Impact Assessment 
 

Is there potential for, or evidence that, the proposed decision/ 
policy will not promote equality of opportunity for all or promote 
good relations between different groups? (N) 
 
Is there potential for or evidence that the proposed decision/policy 
will affect different population groups differently (including possibly 
discriminating against certain groups)?(N) 
 

Legal implications / 
regulatory requirements 
 

No 
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nc
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 Q
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Actions required by the Trust Board 
 
The Board is asked to approve the strategy and, where appropriate, support implementation. 
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Components of the communications strategy 
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Develop the trust brand 
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Develop the trust brand 
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Title of the Report 
 
 

TDA Self-Certification 

Agenda item 
 
 

21 

Sponsoring Director 
 

Chris Pallot, Director of Strategy and Partnerships 

Author(s) of Report 
 

Karen Spellman, Deputy Director of Strategy and 
Partnerships 
 

Purpose 
 
 

Decision 

Executive summary 
 
At the beginning of April 2013, the NHS Trust Development Authority (TDA) published a  single set of 
systems, policies and processes governing all aspects of its interactions with NHS trusts in the form of 
‘Delivering High Quality Care for Patients: The Accountability Framework for NHS Trust Boards’.  
  
In accordance with the Accountability Framework, the Trust is required to complete two self-
certifications in relation to the Foundation Trust application process. Draft copies of these are attached 
as Appendix 1 and 2 for discussion and approval.  

 

Related strategic aim and 
corporate objective 
 

All 

Risk and assurance 
 
 

Compliance with performance targets and financial statutory duties 

Related Board Assurance 
Framework entries 
 

BAF 19-25 

Equality Impact Assessment 
 

Is there potential for, or evidence that, the proposed decision/ 
policy will not promote equality of opportunity for all or promote 
good relations between different groups? (N) 
 
Is there potential for or evidence that the proposed decision/policy 
will affect different population groups differently (including possibly 
discriminating against certain groups)?(N) 

Legal implications / 
regulatory requirements 
 

 
Meeting financial statutory duties 

 
Report To 
 

 
PUBLIC TRUST BOARD 
 

 
Date of Meeting 
 

 
25 September 2014 
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Actions required by the Trust Board 
 
The Trust Board is asked to: 

 approve the Monitor Licensing Requirements and Trust Board Statements self-certifications for 
August 2014 at Appendix 1 and Appendix 2 

 
 
 

Page 281 of 293



NHS TRUST DEVELOPMENT 
AUTHORITY 

 

OVERSIGHT: Monthly self-certification requirements - Compliance Monitor 
                                  Monthly Data.

CONTACT INFORMATION:

Enter Your Name:

Enter Your Email Address

Full Telephone Number: Tel Extension:

SELF-CERTIFICATION DETAILS:

Select Your Trust:

Submission Date: Reporting Year:

Select the Month April May June

July August September

October November December

January February March

COMPLIANCE WITH MONITOR LICENCE REQUIREMENTS FOR 
NHS TRUSTS:
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1. Condition G4 – Fit and proper persons as Governors and Directors (also applicable to those  
                                performing equivalent or similar functions). 
  
2. Condition G7 – Registration with the Care Quality Commission. 
  
3. Condition G8 – Patient eligibility and selection criteria. 
  
4. Condition P1 – Recording of information. 
  
5. Condition P2 – Provision of information. 
  
6. Condition P3 – Assurance report on submissions to Monitor. 
  
7. Condition P4 – Compliance with the National Tariff. 
  
8. Condition P5 – Constructive engagement concerning local tariff modifications. 
  
9. Condition C1 – The right of patients to make choices. 
  
10. Condition C2 – Competition oversight. 
  
11. Condition IC1 – Provision of integrated care. 
  
  

Further guidance can be found in Monitor's response to the statutory consultation on the new NHS provider licence: 
The new NHS Provider Licence  
 

COMPLIANCE WITH MONITOR LICENCE REQUIREMENTS FOR 
NHS TRUSTS:

                                                                                        Comment where non-compliant or                  
                                                                                        at risk of non-compliance 
 

1. Condition G4 
Fit and proper persons as 
Governors and Directors.

 

 Timescale for compliance:

2. Condition G7 
Registration with the Care 
Quality Commission.

 

 Timescale for compliance:

3. Condition G8 
Patient eligibility and 
selection criteria.

 

 Timescale for compliance:

  
 

                                                                                        Comment where non-compliant or                  
                                                                                        at risk of non-compliance

4. Condition P1 
Recording of information.

 

 Timescale for compliance:
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5. Condition P2 
Provision of information.

 

 Timescale for compliance:

6. Condition P3 
Assurance report on 
submissions to Monitor.

 

 Timescale for compliance:

7. Condition P4 
Compliance with the 
National Tariff.

 

 Timescale for compliance:

                                                                                        Comment where non-compliant or                  
                                                                                        at risk of non-compliance

8. Condition P5 
Constructive engagement 
concerning local tariff 
modifications.

 

 Timescale for compliance:

9. Condition C1 
The right of patients to 
make choices.

 

 Timescale for compliance:

10. Condition C2 
Competition oversight.

 

 Timescale for compliance:

11. Condition IC1 
Provision of integrated 
care.

 

 Timescale for compliance:

E
nc

lo
su

re
 R

Page 284 of 293



 



NHS TRUST DEVELOPMENT 
AUTHORITY 

 

OVERSIGHT: Monthly self-certification requirements - Board Statements 
                                  Monthly Data.

CONTACT INFORMATION:

Enter Your Name:

Enter Your Email Address

Full Telephone Number: Tel Extension:

SELF-CERTIFICATION DETAILS:

Select Your Trust:

Submission Date: Reporting Year:

Select the Month April May June

July August September

October November December

January February March

BOARD STATEMENTS:
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CLINICAL QUALITY 
FINANCE 
GOVERNANCE 
  
  
The NHS TDA’s role is to ensure, on behalf of the Secretary of State, that aspirant FTs are ready to proceed for 
assessment by Monitor. As such, the processes outlined here replace those previously undertaken by both SHAs 
and the Department of Health.  
  
  
In line with the recommendations of the Mid Staffordshire Public Inquiry, the achievement of FT status will only 
be possible for NHS Trusts that are delivering the key fundamentals of clinical quality, good patient experience, 
and national and local standards and targets, within the available financial envelope.  
  
  
  
  
  
  
  
  
  
  
  
  
  
  
  
  
  
 

BOARD STATEMENTS:

For CLINICAL QUALITY, that 
  
1. The Board is satisfied that, to the best of its knowledge and using its own processes and having had regard 
to the TDA’s oversight (supported by Care Quality 
  
Commission information, its own information on serious incidents, patterns of complaints, and including any 
further metrics it chooses to adopt), the 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. 
 

1. CLINICAL QUALITY 
Indicate compliance.

Timescale for compliance:

RESPONSE: 
  
Comment where non-
compliant or at risk of non-
compliance

BOARD STATEMENTS:
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For CLINICAL QUALITY, that 
  
2. The board is satisfied that plans in place are sufficient to ensure ongoing compliance with the Care Quality 
Commission’s registration requirements. 
  
  
  
  
  
 

2. CLINICAL QUALITY 
Indicate compliance.

Timescale for compliance:

RESPONSE: 
  
Comment where non-
compliant or at risk of non-
compliance

BOARD STATEMENTS:

For CLINICAL QUALITY, that 
  
3. The board is satisfied that processes and procedures are in place to ensure all medical practitioners providing 
care on behalf of the trust have met the relevant registration and revalidation requirements. 
  
  
  
  
 

3. CLINICAL QUALITY 
Indicate compliance.

Timescale for compliance:

RESPONSE: 
  
Comment where non-
compliant or at risk of non-
compliance

BOARD STATEMENTS:
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For FINANCE, that 
  
4. The board is satisfied that the trust shall at all times remain a going concern, as defined by relevant 
accounting standards in force from time to time. 
  
  
  
  
 

4. FINANCE 
Indicate compliance.

Timescale for compliance:

RESPONSE: 
  
Comment where non-
compliant or at risk of non-
compliance

BOARD STATEMENTS:

For GOVERNANCE, that 
  
5. The board will ensure that the trust remains at all times compliant with has regard to the NHS Constitution. 
  
  
  
 

5. GOVERNANCE 
Indicate compliance.

Timescale for compliance:

RESPONSE: 
  
Comment where non-
compliant or at risk of non-
compliance

BOARD STATEMENTS:
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For GOVERNANCE, that 
  
6. All current key risks have been identified (raised either internally or by external audit and assessment 
bodies) and addressed – or there are appropriate. 
  
  
 

6. GOVERNANCE 
Indicate compliance.

Timescale for compliance:

RESPONSE: 
  
Comment where non-
compliant or at risk of non-
compliance

BOARD STATEMENTS:

For GOVERNANCE, that 
  
7. The board has considered all likely future risks and has reviewed appropriate evidence regarding the level of 
severity, likelihood of it occurring and the plans. 
  
  
 

7. GOVERNANCE 
Indicate compliance.

Timescale for compliance:

RESPONSE: 
  
Comment where non-
compliant or at risk of non-
compliance

BOARD STATEMENTS:
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For GOVERNANCE, that 
  
8. The necessary planning, performance management and corporate and clinical risk management processes 
and mitigation plans are in place to deliver the annual operating plan, including that all audit committee 
recommendations accepted by the board are implemented satisfactorily. 
  
  
 

8. GOVERNANCE 
Indicate compliance.

Timescale for compliance:

RESPONSE: 
  
Comment where non-
compliant or at risk of non-
compliance

BOARD STATEMENTS:

For GOVERNANCE, that 
  
9. An Annual Governance Statement is in place, and the trust is compliant with the risk management and 
assurance framework requirements that support the Statement pursuant to the most up to date guidance from 
HM Treasury (www.hm-treasury.gov.uk). 
  
  
 

9. GOVERNANCE 
Indicate compliance.

Timescale for compliance:

RESPONSE: 
  
Comment where non-
compliant or at risk of non-
compliance

BOARD STATEMENTS:

Page 290 of 293



For GOVERNANCE, that 
  
10. The board is satisfied that plans in place are sufficient to ensure ongoing compliance with all existing 
targets (after the application of thresholds) as set out in the relevant TDA quality and governance indicators; 
and a commitment to comply with all known targets going forwards. 
  
  
 

10. GOVERNANCE 
Indicate compliance.

Timescale for compliance:

RESPONSE: 
  
Comment where non-
compliant or at risk of non-
compliance

BOARD STATEMENTS:

For GOVERNANCE, that 
  
11. The trust has achieved a minimum of Level 2 performance against the requirements of the Information 
Governance Toolkit. 
  
  
 

11. GOVERNANCE 
Indicate compliance.

Timescale for compliance:

RESPONSE: 
  
Comment where non-
compliant or at risk of non-
compliance

BOARD STATEMENTS:
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For GOVERNANCE, that 
  
12. The board will ensure that the trust will at all times operate effectively. This includes maintaining its register 
of interests, ensuring that there are no material conflicts of interest in the board of directors; and that all board 
positions are filled, or plans are in place to fill any vacancies. 
  
  
 

12. GOVERNANCE 
Indicate compliance.

Timescale for compliance:

RESPONSE: 
  
Comment where non-
compliant or at risk of non-
compliance

BOARD STATEMENTS:

For GOVERNANCE, that 
  
13. The board is satisfied that all executive and non-executive directors have the appropriate qualifications, 
experience and skills to discharge their functions effectively, including setting strategy, monitoring and 
managing performance and risks, and ensuring management capacity and capability. 
  
  
  
 

13. GOVERNANCE 
Indicate compliance.

Timescale for compliance:

RESPONSE: 
  
Comment where non-
compliant or at risk of non-
compliance

BOARD STATEMENTS:
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For GOVERNANCE, that 
  
14. The board is satisfied that: the management team has the capacity, capability and experience necessary to 
deliver the annual operating plan; and the management structure in place is adequate to deliver the annual 
operating plan. 
  
  
 

14. GOVERNANCE 
Indicate compliance.

Timescale for compliance:

RESPONSE: 
  
Comment where non-
compliant or at risk of non-
compliance
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