Northampton General Hospital NHS

NHS Trust

Public Trust Board

Thursday 30 July 2015
10:00

Board Room
Northampton General Hospital






Northampton General Hospital

AGENDA

PUBLIC TRUST BOARD

NHS

NHS Trust

Thursday 30 July 2015 at 10:00 in the Board Room at Northampton General Hospital

Time

10:00

10:20

10:45

11:25

12:00

Agenda Item Action
INTRODUCTORY ITEMS

1. Introduction and Apologies Note

2. Declarations of Interest Note

3. Minutes of meeting 28 May 2015 Decision

4. Matters Arising and Action Log Note

5. Patient Story Receive

6. Chairman’s Report Receive

7. Chief Executive’s Report Receive
CLINICAL QUALITY AND SAFETY

8. Medical Director’'s Report Assurance

9. Director of Nursing and Midwifery Report Assurance
OPERATIONAL ASSURANCE
10. Update on progress with Changing Assurance

Care@NGH Programme
11. Finance Report Assurance
12. Workforce Performance Report Assurance
13. Integrated Performance Report Assurance
GOVERNANCE
14. Fire Safety Board Compliance Statement Assurance
15. Declaration of Compliance against Mixed Sex Assurance
Accommodation

16. Freedom to Speak Up Report Assurance
17. TDA Self-Certifications Decision
STRATEGY
18. Update on Healthier Northamptonshire and Assurance

Vanguard Models
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Presented by

Mr P Farenden
Mr P Farenden
Mr P Farenden
Mr P Farenden
Executive Director
Mr P Farenden

Dr S Swart

Dr M Cusack

Ms C Fox

Mr S Lazarus

Mr S Lazarus
Mrs J Brennan

Mrs D Needham

Mr C Abolins

Ms C Fox

Mrs J Brennan

Ms C Thorne

Mr C Pallot

Enclosure

Verbal
Verbal
A.
B.
Verbal
Verbal
C.

(&

To follow
L.

M.



Time  Agenda ltem

12:15 COMMITTEE REPORTS

19. Highlight Report from Finance Investment
and Performance Committee

20. Highlight Report from Quality Governance
Committee

21. Highlight Report from Workforce Committee

22. Highlight Report from Hospital Management
Team

12:35 23. ANY OTHER BUSINESS
DATE OF NEXT MEETING

Action

Assurance

Assurance

Assurance

Assurance

Presented by Enclosure

Mr P Farenden 0.

Mrs L Searle P.

Mr G Kershaw

Mrs D Needham R.

Mr P Farenden Verbal

The next meeting of the Trust Board will be held at 09:30 on Thursday 24 September 2015 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).
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Northampton General Hospital NHS|

NHS Trust

Minutes of the Public Trust Board

Thursday 28 May 2015 at 09:30 in the Board Room at Northampton General Hospital

Present

In Attendance

Apologies

TB 15/16 001

TB 15/16 002

TB 15/16 003

TB 15/16 004

TB 15/16 005

Mr P Farenden
Dr M Cusack
Mr S Lazarus
Mrs D Needham
Mr D Noble

Mr N Robertson
Mrs L Searle

Dr S Swart

Mr P Zeidler

Mr C Abolins
Mrs F Barnes
Mrs J Brennan
Mrs S McKenzie
Mr T Oakes
Mr M Oram

Mr C Pallot

Mr A Rivans
Ms C Thorne
Mrs S Watts
Mrs D Wigley

Mrs R Corser
Mr G Kershaw

Chairman (Chair)

Medical Director

Director of Finance

Chief Operating Officer
Non-Executive Director
Non-Executive Director
Non-Executive Director

Chief Executive Officer
Non-Executive Director (Vice Chair)

Director of Facilities and Capital Development
Deputy Director of Nursing

Director of Workforce and Transformation
Executive Board Secretary

Learning Disability Project Worker (Agenda item 5)
GS1 Programme Manager (Agenda item 17)
Director of Strategy and Partnerships

Head of Procurement (Agenda item 17)

Director of Corporate Development Governance & Assurance
Head of Communications

Learning Disability Liaison Nurse(Agenda item 5)

Interim Director of Nursing, Midwifery & Patient Services
Non-Executive Director

Introductions and Apologies
Mr Farenden welcomed those present to the meeting of the Trust Board.

Apologies for absence were recorded from Mrs Corser and Mr Kershaw.

Declarations of Interest
No further interests or additions to the Register of Interests were declared.

Minutes of the meeting 26 March 2015
The minutes of the Trust Board meeting held on 26 March 2015 were presented for

approval.

The Board resolved to APPROVE the minutes of the 26 March 2015 as a true and
accurate record of proceedings.

Matters Arising and Action Log 26 March 2015
The Matters Arising and Action Log from the 26 March 2015 were considered.

The Board NOTED the Action Log and Matters Arising from the 26 March 2015.

Further actions were noted and would be added to the log and circulated.

Patient Story

Action: Mrs McKenzie

Dr Swart introduced and welcomed Mrs Wigley and Mr Oakes to the Trust Board
meeting and she informed the Board that it had been a number of years since a
report had come to the Trust Board regarding learning disabilities.
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Mrs Wigley reported that evidence had shown health inequalities for people with a
learning disability leading to sub optimal care and even premature deaths. In 2011
the Trust had a serious incident regarding a lady with learning disabilities. Following
this incident the Trust had done a lot of work to improve the care of patients with a
learning disability including appointing a full time Learning Disability Liaison Nurse,
introducing a programme of learning disability awareness training, development of
easy read leaflets and embedded use of the Hospital Passport. Most recently
employing Tom Oakes, for one day a week as a support worker who helps patients
with learning disability and hospital staff to better understand each other.

Mrs Wigley related a story about a patient who had autism, severe learning
disabilities, challenging behaviour and complex needs. She informed the Board how
the patient’s treatment involved a lot of planning and co-ordination with all the
various teams involved, including the patient’s mother. Mrs Wigley concluded that
this patient story demonstrated the significant improvements had been made to care
for patients with a learning disability, even with some of the most challenging and
complex needs. Key to the success was listening to the expertise of the patient’s
mother, involving her with all the planning and collaboration from all professionals
involved. Mrs Wigley commented that improvement of hospital experience and
enhancing health outcomes for individuals was paramount. The Board were informed
that a letter of thanks had been received from the patient’s mother especially noting
that all staff involved listened and took notice even of the smallest of details.

Mr Farenden on behalf of the Board thanked Mrs Wigley and Mr Oakes for attending.
The Board NOTED the Patient Story.

Chairman’s Report
Mr Farenden presented the Chairman’s Report.

Mr Farenden informed the Board that along with his continued involvement with
‘Beat the Bug’ and visits to A&E he had attended a Trust Development Authority
(TDA) planning meeting with Executive colleagues and thereafter had a 1:1 with Jeff
Worall from the TDA on shared perspectives on the hospital. He reported that he
spent an hour off site with a complainant whose husband had died and that he was
able to provide assurance that lessons had been learnt and actions put in place. He
reported that he had a 1:1 with Darin Seiger, Chair of Nene Clinical Commissioning
Group (CCG) expressing concerns on the lack of action in the health economy in
relation to delayed discharges.

Mr Farenden reported that he had attended a chairs meeting of Northamptonshire
Healthcare Foundation Trust (NHfT) and Kettering General Hospital (KGH) where a
discussion was had around concerns regarding capacity planning and investment to
address Delayed Transfers of Care (DTOCs). He commented that the Trust needed
to continue to challenge to move this issue forward.

Lastly Mr Farenden commented on Dr Swart’s blog this week which gave very
powerful and strong messages concerning issues faced by the Trust and how they
were being addressed. He noted that it was very timely and well-focused.

The Board NOTED the Chairman’s Report.
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Chief Executive’'s Report
Dr Swart presented the Chief Executive’s Report.

Dr Swart reported that following the Care Quality Commission (CQC) inspection in
January 2014 the warning notice that had been issued by the CQC at that time had
now been formally lifted. The Trust had acted quickly to resolve all issues raised in
the notice and that there had been a superb response from clinical and managerial
staff to ensure effective action plans were prepared and implemented without delay.
The Board received monthly updates and the Trust had oversight meetings from the
TDA and Nene CCG and others, and it was clear that all the matters raised had been
addressed. Unfortunately there had been a delay in receiving the report and, after
numerous contacts with the CQC, Dr Swart wrote formally to Professor Sir Mike
Richards in early April to ask for a response. Subsequently the Trust received a letter
from him with an apology for the delay, a letter withdrawing the warning notice and
the report from the September visit. The report also referred to the improved
leadership and governance. As soon as it had been finalised Board members, staff
and the wider community would be made aware and it would be available for
everyone to read.

Dr Swart reported that towards the end of April the TDA came to look at the Trust's
infection control processes and noted some areas where improvement was needed.
There were some practical issues around cleaning standards, some governance
issues around policies and reporting, and some ownership issues in terms of
involvement in Root Cause Analysis (RCA). The TDA would be coming back in two
months to monitor progress.

Over recent months the Trust had been involved in a number of discussions with the
TDA and Commissioners which had covered performance against various targets.
The Trust was requested to deliver improved performance against the cancer target
and the urgent care target and also improvement on the financial position by
becoming more efficient internally. Currently discussions were still taking place about
these matters and also with partners in the health economy about the DTOCs that
put so much pressure on the Trust clinically, operationally and financially.

Dr Swart reported that a contract had been agreed with the Commissioners and
plans for the coming year had been submitted to the TDA. If the Trust delivered all
the quality and efficiency improvements and activity continued at present levels, the
deficit would be £21.2 million 2015/16. The TDA would monitor the Trust very
carefully on the way finances were managed during the year.

The Board were informed that the Changing Care @ NGH programme was now
underway and specific communications would be sent out to staff to explain this
clinically led and managerially supported programme of work. The Board noted that
the programme was essential for the Trust. The Healthier Northamptonshire
programme had not delivered change as quickly as it should and the Regulators
(TDA, Monitor and NHS England) had met with all the Chief Executive Officers to
give them a challenge to improve this rapidly. Numerous meetings had taken place
about this in the last couple of weeks and also numerous meetings about the failure
to resolve the issue of DTOCs.

Dr Swart reminded the Board members about the Trust's Best Possible Care Awards
event which would take place on 18 September 2015 and that it provided an ideal
opportunity for the Trust to recognise, reward and celebrate what staff had achieved
by going above and beyond what might normally be expected of them in their various
roles.
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Lastly, following the General Election Dr Swart informed the Board that she wrote an
open letter to David Cameron that was also sent out via Twitter and to all Trust staff.
In the letter she set out in very simple terms her view of what was needed at
Northampton General Hospital (NGH) and in essence, a key part of her message to
him was that NGH and the wider NHS needed stabilisation and transformation, but
this needed to be planned and resourced. This was a view that resonated with many
NHS staff and also with the many people who have had the opportunity to view and
comment via social media. Mr Robertson asked whether the Board should formally
endorse the tweet and the members agreed to do so.

Mrs Searle commented that not all Chief Executives of NHS Trusts come from a
medical background and that she felt it was a very powerful message that Dr Swart
had advocated.

The Board NOTED the Chief Executive’s Report.

Approval of Annual Report and Annual Accounts 2014/15
Mr Lazarus presented the Annual Report and Annual Accounts 2014/15.

Mr Lazarus reported that the annual report and annual accounts 2014/15 were
presented at the extra-ordinary Audit Committee which had taken place earlier in the
morning and the Committee had recommended approval to the Trust Board. It was
therefore proposed that the documents would be signed off by the Deputy Chief
Executive and the Director of Finance early next week and submitted to the
Department of Health (DH) by KPMG by 5 June 2015.

Mr Lazarus also presented the Draft Management Representation Letter to the Turst
Board, which was formally approved.

The Board APPROVED the Annual Report and Annual Accounts 2014/15 and the
Draft Management Representation Letter.

Medical Director’s Report
Dr Cusack presented the Medical Director’s Report.

Dr Cusack reported that the Medical Director’s report had been discussed in detail at
the May Quality Governance Committee. He advised that the principal risks to
clinical care currently related to the on-going pressure on the urgent care pathway
with its impact on the escalation areas and insufficient nursing and medical staff.
These risks were reflected in the Corporate Risk Register and the Board Assurance
Framework.

Dr Cusack reported that since the last report to the Board (during the reporting
period 1/01/2015 — 28/02/2015) seven new Serious Incidents had been reported. A
RCA had been undertaken into each of these incidents. The Trust had a contractual
agreement with the CCG to submit all RCA reports to them within a 45 day
timeframe for incidents reported 2014/15 or 60 day timeframe for incidents reported
2015/16.

The Board noted that no new data had been released by Dr Foster this month. The
January and February data was expected to be released together at the end of May.
Unconfirmed data might be available earlier which suggested that despite the
increasing number of deaths in January the Hospital Standardised Mortality Ratio
(HSMR) had not risen further.
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The data for Q2 2014-2015 showed a further improvement in performance. Standard
Hospital Mortality Indicator (SHMI) for the year to September 2014 was 99 and the
lowest to date. Q2 was 93 also lowest to date. Analysis of the SHMI performance for
this period had shown outstanding good performance in stroke and peripheral
vascular disease.

Dr Cusack reported that there had been an increase in mortality nationally during the
autumn and winter months. The unadjusted number of deaths following admission
rose in the months following October 2014. This peaked in February and had since
fallen, the downward trajectory had continued in April and May. Mortality Review 6
would commence shortly and would review 50 deaths which occurred in January
2015. This review would focus on readmissions, 35 consecutive patients following a
readmission within 30 days, and deaths in A&E, 15 consecutive patients. He
confirmed that future reports would contain an update on the ‘Sign up to Safety’
campaign.

The Board NOTED the Medical Director’'s Report.

Director of Nursing and Midwifery Care Report
Mrs Barnes presented the Director of Nursing and Midwifery Report.

Mrs Barnes provided an update and progress report on a number of clinical projects
and improvement strategies that the Nursing and Midwifery senior team worked on
during the month of April. She informed the Board that the Nursing and Midwifery
Care report had been discussed in detail at the May Quality Governance Committee.

She confirmed that the Nursing and Midwifery Quality Dashboard aggregated
compliance was 86% for April which was a slight decrease from March (89%). This
was caveated by the fact that some data which added to the overall percentage was
currently absent. Mrs Searle commented that the RAG rating for the Dashboard had
been discussed at the Quality Governance Committee and that further work was
needed.

Mrs Barnes informed the Board that in April there was a slight decrease in the
number of reported pressure ulcers compared to March; there were a total of 24
grade 2 pressure ulcers and six grade 3 pressure ulcers, with a further three under
review. There had been one C. Difficile case reported in April and no cases reported
of MRSA bacteraemia.

The Board noted that with regard to Hard Truths, April saw an increase in planned
hours versus actual hours due to the budgetary uplift in the nursing establishments in
line with the third year of the nurse staffing strategy. Bank and agency usage and
demand decreased in April 2015. Fill rate during the day continued to remain lower
than at night and this would be addressed by the pending consultation to standardise
shift patterns alongside a review of the flexible working arrangements which had
been delayed and would commence in June 2015.

The TDA visited the Trust in April 2015 to review the Trust’s adherence to the
Hygiene Code. An improvement action plan had been produced by the Multi-
Disciplinary Team (MDT) and progress reviewed at bi-weekly meetings. The TDA
were visiting the Trust again on 17 June 2015.

Mrs Barnes commented that wards and clinicians often found it difficult to identify
patients who were in the last few days of life. The Trust implemented the Dying
Persons Care Plan in July 2014 which provided a framework for the provision of
individualised care in the last few days/hours of life and approximately 30% of
patients who were recorded as expected deaths had a Personalised Care Plan/End
of Life plan in place.
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Mrs Barnes highlighted to the Board that the difficulty of overseas nurses’ integration
into ward teams had been identified. Mrs Brennan confirmed that work was
underway to address this and that a workshop would be set up with Ward Sisters to
understand the potential barriers to true integration and support Ward Managers in
engaging with their new staff from day one. Mrs Brennan informed the Board that the
nurse recruitment was behind target and that a disappointing trip to Italy and
Romania had produced 14 nurses one of which was a paediatric nurse. Mrs
Brennan commented that recruitment was taking place in the Philippines and India
next month however questioned whether the Trust should now recruit additional staff
from the Philippines to cover the European shortages. Dr Swart commented that the
figures needed to be reviewed but that it was important to have nurses with good
communication skills. After discussion the Board agreed that Mrs Brennan would
bring a proposal to the Executive Team who would action as a matter of urgency.
Action: Executive Team

The Board NOTED the Director of Nursing and Midwifery Report.

Kate Lampard Lessons Learned Report: Progress Update
Mrs Barnes presented the Kate Lampard Lessons Learned Report: Progress Update.

Mrs Barnes provided the Board with a position summary in relation to the
recommendations made by Kate Lampard in her final report into the Savile enquiries.
A progress report which would be submitted to the TDA was also included. She
reported that the Trust could be satisfied that there was significant assurance
available to the Board in relation to the various themes identified by the Lampard
report. The Trust had previously responded proactively and positively to the various
interim reports. The Board noted that where there were gaps in positive assurance,
work remained ongoing and Mrs Barnes provided assurance to the Board that there
were robust implementation plans in place to achieve the necessary actions in a
timely manner.

The Board noted that the final report provided nine recommendations directly to NHS
Trusts. Additional recommendations existed for the Department of Health and NHS
England. The report recommendations, detailed in full, were contained in the
progress report and in summary, the recommendations focused on:

. Access and influence

. Governance

. Safeguarding arrangements
. Safer recruitment

. Volunteers and volunteering

Ms Thorne commented that she would liaise with the CQC regarding checks in place
for inspectors on site. Action: Ms Thorne

Ms Thorne suggested that it would be prudent to include Healthwatch given the
access they have to patients and this could be undertaken through the patient
experience and safeguarding teams. With regard to the Shadow Governors they
would be managed in line with the requirements for all volunteers. Dr Swart
commented that there was still quite a lot of work to be done and that a reciprocal
process was needed to be put in place for members of voluntary sectors who work in
the Trust.

Mrs Searle enquired if the completion date against the two amber items on the action

plan were the original completion dates. Mrs Barnes responded that she would find
out and follow up after the meeting. Action: Mrs Barnes
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Mr Farenden commented on behalf of the Board that assurance was received and
that a robust implementation plan was in place.

The Board NOTED the Kate Lampard Lessons Learned Report: Progress Update.

Finance Report
Mr Lazarus presented the Finance Report.

Mr Lazarus reported that the Finance Report had been discussed in detail at the May
Finance Investment and Performance Committee meeting and that the Trust had
made a reasonable start to the new financial year and was currently £0.4m
favourable to plan. He commented that the Cost Improvement Programme (CIP)
delivery was below planned levels indicating a need to review Divisional CIP plans
and performance. Mr Lazarus highlighted the importance of the Changing Care @
NGH programme. Mrs Needham commented that the programme was key and a
challenge and the Divisions were starting to be more integrated into the programme.

The Board NOTED the Finance Report.

Workforce Performance Report
Mrs Brennan presented the Workforce Performance Report.

Mrs Brennan reported that the Workforce Performance Report had been discussed
in detail at the May Workforce Committee meeting and that the report identified the
key themes emerging from April 2015 performance and trends against the Trust's
targets.

She commented that the substantive workforce capacity decreased by 27.78 FTE in
April 2015 to 4115.27 FTE. The Trust's substantive workforce was at 88.68% of the
Budgeted Workforce Establishment of 4640.62FTE. However there was an increase
in the establishment for trained nurses from 1417FTE in March to 1519FTE in April,
as these vacancies were not able to be filled as a result of the nurse recruitment
difficulties. The vacancy rate within Registered Nursing & Midwifery, overall, had
increased to 18.08% as a result of additional investment in the new financial year.

She reported that information from the Health and Social Care Information centre
showed that sickness trends for the period October 2014 to December 2014
increased compared to the same period the previous year showing the average
sickness rate for that period was 4.56% rising from 4.25%. The Trust’s average for
that period was 4.80%. This demonstrated a rising trend nationally across the NHS
moving from 3.9% in May 2014 to 4.8% in December 2014. Acute Trusts saw a
similar rise from 4% to 4.9%. The Trust’s in month rate in May 2014 was 4.06%
which rose to 4.88% in December.

The Board noted that the Appraisal compliance rate reduced to 70.22% and noted
work was ongoing to support all areas to ensure that staff appraisals were carried out
at the appropriate time and notified as per the process. Mandatory Training
compliance decreased slightly in April to 80.14%. Role Specific Essential Training
compliance increased slightly in April to 68.12%. Mrs Brennan commented that an
analysis of areas and occupational areas to ascertain where the gaps were had not
been concluded. Mrs Brennan confirmed to Mr Farenden that results of the analysis
would be presented to the Workforce Committee.

Mrs Brennan informed the Board that a total of 394 members of staff returned the
Staff Survey, constituting a 47% response rate. Of the 29 key findings, relevant to
acute sector, this year there had been an improvement in 17 of the key findings, 6
deteriorated, four had stayed the same and two could not be compared.
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She advised that the appendix attached to her report set out in detail the key findings
together with the progress underway through the Organisational Effectiveness
Strategy which was designed to address the underlying cultural and organisational
issues that influenced staff perceptions about the Trust, their work environment and
their role. Dr Swart commented that the Francis Crick programme was part of
moving to a clinically led structure.

The Board NOTED the Workforce Performance Report.

Integrated Performance Report and Corporate Scorecard

Mrs Needham presented the Integrated Performance Report and Corporate
Scorecard.

Mrs Needham introduced the Integrated Performance Report and Corporate
Scorecard and informed the Board that all areas had been covered in detail at the
recent May Finance Investment and Performance Committee, Quality Governance
Committee and Workforce Committee meetings.

Mrs Needham commented that it was looking likely that 94% would be achieved in
May and that staff had worked phenomenally hard, however the main challenge was
DTOCs and as at today the figure was 92. She commented that the system capacity
and demand model should be ready in the next few weeks and that 6 Scheme were
being worked up between NHfT, the CCG and the Trust to reduce DTOCs. Mr
Farenden enquired which organisation was leading on the model and Mrs Needham
confirmed that NHfT were the lead, however all organisations had contributed. Mr
Farenden enquired when it could be expected that the Trust would be back on track
and Mrs Needham responded that the last two weeks had been positive and the
acuity had decreased. The target would only be sustained if DTOCs reduced to less
than 18.

Mr Farenden commented that 94% with 92 DTOCs was a commendable
achievement. Dr Swart commented that given the degree of demand and the issue
with DTOCs the Trust continued to do very well. Mrs Needham commented that with
regard to the performance data the Trust was in the top quartile and Dr Swart
advised that if the figure reduced to 40 the Trust would hit target.

Dr Cusack advised that Stroke patients spending 90% time on the stroke unit target
had been due to previous incorrect allocation of stroke beds. The Board noted this
was a fall in previous compliance in this area and Dr Cusack commented that he
expected levels to improve. With regard to Cancer targets Mrs Needham advised
that May was looking positive and had been managed tightly at Directorate level.

The Board NOTED the Integrated Performance Report and Corporate Scorecard.

Corporate Governance Report
Ms Thorne presented the Corporate Governance Report.

Ms Thorne provided the Board with information on a range of corporate governance
matters and in particular included formal reporting on the Use of the Trust Seal
pursuant to the Trust’'s Standing order 12.3. She commented that the Trust's
Standing Orders required that periodic reports were made to the Board detailing the
use of the Trust's Seal. The Seal would generally be used for contracts in excess of
the financial limits delegated to the Chief Executive under the Standing Financial
Instructions, and for property matters, including disposals, acquisitions and leases.
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She reported that staff within the Trust were required by the Standards of Business
Conduct Policy to declare any hospitality and/or gifts received. Following regular staff
reminders the following numbers were received:

e January to March 2015: 91 declarations received
e March to May 2015: 18 declarations received

Mr Noble commented that the Audit Committee noted that awareness had increased
and they were very pleased with the reporting and monitoring. Ms Thorne
commented that it had been discussed at Audit Committee whether a solution linking
standards of business with the Appraisal process could be implemented.

The Board noted that there were no new declarations of interest by Trust Board
members.

The Board NOTED the Corporate Governance Report.

Draft Quality Account 2014/15
Ms Thorne presented the Draft Quality Account 2014/15.

Ms Thorne reported that there was a statutory requirement for all Trusts to produce
an annual Quality Account and currently the Trust was in a consultation process in
respect to the Quality Priorities for the coming year which had been described within
the Quality Account. The Board noted that the report was presented in draft as
assurance that timelines for its production were met and to receive feedback where
appropriate on content, particularly quality priorities. Ms Thorne thanked Dr Cusack
and Mrs Corser for reviewing the Quality Account. She commented that she had
received more useful comments from the Quality Governance Committee. She had
also received some responses from external stakeholders and any particular issues
highlighted would be incorporated if appropriate. The Board were informed that any
further amendments should be emailed to Ms Thorne. Action: All Board members

Ms Thorne informed the Board that the final Quality Account would be presented to
the Board of Directors in June for signing off and thereafter quarterly Quality Account
reports would be received by the Quality Governance Committee from Dr Cusack.

The Board NOTED the Draft Quality Account 2014/15.

GS1 Compliance Funding Bid

Mr Pallot presented the GS1 Compliance Funding Bid and introduced Mr Oram and
Mr Rivans who gave a comprehensive presentation on the GS1/PEPPOL Strategic
Outline Plan.

The Board noted that the use of GS1 standards had been included in a number of
NHS policies and publications from the Department of Health. Compliance with GS1
standards was also now part of the NHS standard contract for Acute Trusts and
regulation was expected shortly from the EU relating to implantable medical device
identification utilising bar code technology. Through recent discussion with the DH
Procurement Directorate it was understood that there would be an opportunity to bid
for some central funding in order to develop GS1 standards within a small number of
Acute Trusts which would then act as demonstrator sites for the remainder of the
NHS.

Mr Oram reported that the NHS procurement team had been populating the DH GS1
business case tool in anticipation of submitting a bid for central funding in June.
Should the Trust be successful in the bid, it would present a great opportunity to
pump prime the development of GS1 which in turn would provide visibility of the full
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patient pathway, enabling improved patient outcomes, safety and efficiency. Informal
feedback indicated that the Trust was already well advanced in comparison with
similar Trusts in the NHS, and therefore with the work currently underway to develop
an Inventory Management solution, the Trust was well placed to take the GS1
initiative forward as a pilot site.

After discussion the Trust Board approved the GS1 Compliance Funding Bid and
thanked Mr Oram and Mr Rivans for their informative presentation.

The Board APPROVED the GS1 Compliance Funding Bid.

Clinical Strategy Implementation Plan Update
Mr Pallot presented the Clinical Strategy Implementation Plan Update.

Mr Pallot provided an update to the Board on the generation of the implementation
plan for the clinical strategy. It had been built upon the presentation given to the
Board of Directors in April 2015 and provided high level details of each of the
workstreams that would deliver the strategy over the next 5 years.

He reported that in order to deliver high quality, safe and sustainable care for the
future the Trust’s aim was to provide core resilient district general hospital services,
local specialist services and to support the drive to provide more non urgent care in
the community. This would be achieved by greater efficiencies and productivity and
collaboration with local and tertiary providers.

Mr Pallot informed the Board that the final Implementation Plan would be presented
to the Board of Directors in June. Action: Mr Pallot

The Board NOTED the Clinical Strategy Implementation Plan Update.

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 April 2015 were discussed and approved.

The Board APPROVED the TDA Self-Certifications Report.

Terms of Reference Hospital Management Team
Dr Swart presented the Terms of Reference for the Hospital Management Team for
approval.

The Board APPROVED the Terms of Reference for the Hospital Management Team.

Report from the Finance Investment and Performance Committee
Mr Zeidler presented the Report from the Finance Investment and Performance
Committee.

Mr Zeidler provided an update to the Board on activities undertaken during the month
of April and discussed at the Finance Investment and Performance meeting held on
22 April 2015. This report covered any issues of significance, interest and
associated actions that were required and had been agreed to be taken forward by
the Committee.
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Mr Zeidler gave a verbal update from the meeting which took place on 20 May 2015
and informed the Board that several items had already been discussed at the
meeting today but he advised the Board that the Committee had discussed the
arbitration process with regard to the Contract and that the review was due by the
end of June.

The Committee received a report on the Changing Care @ NGH Programme and
Service Line Reporting. The Committee approved the disposal of Harborough Lodge
Renal Unit and agreed to recommend to the Trust Board the approval of changing
the status to an asset held for sale.

The Inventory Management Business Case had been presented and the Committee
were advised that the Outline Business Case would implement an Inventory
Management solution within Main Theatres and Manfield Theatres which had been
developed by the Trust’s Inventory Management Project Group. Whilst in principle
the case was supported, there were concerns with regard to the funding and
affordability. However the Committee agreed to support the proposal in principle and
for further assurance agreed that a financial appraisal paper would be brought back
to the next Committee meeting.

The Performance Management Framework was received and after discussion the
Committee requested that amendments to the Framework be made and be brought
back for further review.

The Board NOTED the Report from the Finance Investment and Performance
Committee.

Report the Quality Governance Committee
Mrs Searle presented the Report from the Quality Governance Committee (QGC).

Mrs Searle provided an update to the Board on activities undertaken during the
month of April and discussed at the QGC meeting held on 24 April 2015. This report
covered any issues of significance, interest and associated actions that were
required and had been agreed to be taken forward by the Committee.

Mrs Searle gave a verbal update from QGC which took place on 22 May 2015 and
informed the Board that the minutes of the meeting held on 24 April 2015 contained
some errors and the Committee agreed that all members would submit their changes
and the minutes would be agreed at the next meeting.

The Committee received confirmation that there had been 3 patient related
complaints with regard to end of life care. A correction was noted that an error
occurred in the Quality Impact Assessment report relating to the backlog of
Ophthalmology outpatients appointments waiting.

An update was received on CQC and confirmation that the report had been received
and inaccuracies highlighted. With regard to the Corporate Scorecard the issues of
concern were C-section rates, Pressure ulcers 9 grade 3 pressure ulcers reported.

The Committee received an update on the progress to date in achieving the
standards for 7 day services and the implementation plan for 2015/16. The
Information Governance Annual Report was received and the Committee noted the
risks and actions.
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TB 15/16 023

TB 15/16 024

Highlight Reports were received from the Assurance Risk and Compliance Group,
Patient and Carer Experience and Engagement Group and Clinical Quality and
Effectiveness Group.

The Board NOTED the Report from the Quality Governance Committee.

Report from the Workforce Committee
Mr Robertson presented the Report from the Workforce Committee.

Mr Robertson provided an update the Board on the activities undertaken during the
month of April and discussed at the Workforce Committee meeting held on 22 April
2015. This report covered any issues of significance, interest and associated actions
that were required and had been agreed to be taken forward by the Committee.

Mr Robertson gave a verbal update from the Workforce Committee which took place
on 20 May 2015 and informed the Board that the Committee received a presentation
from members of the Human Resources (HR) team working with the Improving
Quality and Efficiency team on the Making Quality Count methodology in order to
develop a mechanism to reduce the length of time taken for disciplinary
investigations. The HR Team gave a detailed presentation and talked through each
phase of their project to demonstrate how they had used the methodology to come to
their conclusions.

The Committee received assurance that following recent issues elsewhere regarding
checks on overseas nursing recruits’ qualifications the Trust’'s procedures were
robust and in line with best practice. An update was received on the progress
regarding developing nurse training programmes in conjunction with the wider health
education providers. The Committee were made aware that the Trust was currently
engaged in a number of challenging industrial relations matters and also updated on
the Standardised Shift pattern exercise.

The Committee noted a decrease in sickness absence, which was pleasing, as it
should impact upon capacity issues, but it should be noted this still remained higher
than the Trust target. The Appraisal compliance rate had reduced which was a
concern. HR were working to support all areas to ensure that staff appraisals were
carried out at the appropriate time and notified as per the process. Mandatory
Training compliance decreased slightly in April.

Finally, the Committee noted that changes had occurred in the running of the Cripps
facility. It was reported that a 10-year contract commencing on 6 May 2015 had been
agreed with a company called Triology to run the CRIPPS centre.

The Board NOTED the Report from the Workforce Committee.

Report from the Audit Committee
Mr Noble presented a verbal update from the Audit Committee.

Mr Noble updated the Board on the activities undertaken and discussed at the Audit
Committee meeting held on 27 May 2015 and reported that the Committee
recommended that the Board approved the Annual report and Annual Accounts
2014/15. The Committee agreed that the reports could be prepared on a going
concern basis in spite of the current and projected deficit based on written
assurances from the TDA that they would ensure the liquidity of the Trust.

The Committee noted that KPMG had, as last year, given an 'except for' opinion on
the accounts based on the deficit position and the failure of the Trust to meet key
targets relating to A&E and cancer waiting times. KPMG assured the Committee that
this was in common with many other Trusts.

Page 14 of 171



The Committee were very pleased with the professionalism of the Trust's Finance
Team in preparing on time, a sound set of detailed accounts which withstood the
close scrutiny of Audit. The Committee also recommended approval and signature of
the Management Representation Letter. The Committee noted the ISA 260 Audit
Highlights memorandum which recommended actions relating to pharmacy stock,
salary overpayments, and the ongoing deficit.
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The Committee received the Internal Audit Annual Report, noting that the Head of
Internal Audit reported an overall ‘reasonable assurance’ opinion. The reason behind
the reasonable assurance was that the programme of audit revealed three areas
where they could only give limited assurance. These were Procurement, E-rostering
and Information Governance. It was noted that better understanding was required to
become compliant. The Committee also received and approved the Internal Audit
Plan for 2015/16.

The Committee received the Local Counter Fraud Annual Report. It was reported
that NHS Protect had stated that a specific policy was required which was not in
place although all the elements of a good policy were currently in standing
instructions. The Committee approved the 2015/16 Counter Fraud work plan.

The Committee received a verbal assurance from the Chief Operating Officer on the
actions undertaken to improve training, planning and processes in the area of
Referral to Treatment (RTT) outsourcing and the increased involvement of
procurement professionals. The Committee were concerned at the high level of
waivers connected with overseas nurse recruitment and requested the Director of
Workforce and Transformation to attend the September meeting to give assurance.

The Committee reviewed the Salary Overpayments report which continued to show
an unacceptably high level of overpayments which appeared to result from non-
compliance with processes. The Executive Team were tasked to produce a plan to
reduce the level of overpayment and report to the next Audit Committee.

The Committee reviewed the Data Quality Strategy and recommended that the Trust
Board adopt this Strategy.

The Board NOTED the Report from the Audit Committee and the Board APPROVED
the Data Quality Strategy.

TB 15/16 025 Any Other Business
There were no items of any other business.
Date of next meeting: Thursday 30 July 2015 at 09:30 in the Board Room at Northampton
General Hospital.
Mr Farenden called the meeting to a close at 11:50
The Trust Board 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.

Page 15 of 171






Public Trust Board Action Log

Last update 21/07/2015

Ref Date of Minute Number |Paper Action Required Responsible Due date Status Updates
meeting
Actions - Slippage
NONE
Actions - Current meeting
45 May-15|TB 15/16 010 | Director of Nursing Regarding recruitment of additional staff from the Executive Team Jun-15 Proposal brought to ET and
and Midwifery Report |Philippines to cover the European shortages. Mrs approved.
Brennan would bring a proposal to the Executive
Team who would action as a matter of urgency.
46 May-15|TB 15/16 011 |Kate Lampard Lessons |Ms Thorne commented that she would liaise with the |Catherine Thorne Jun-15 Response from CQC
Learned Report: CQC regarding checks in place for inspectors on site Inspector received 8 July
Progress Update 2015: ‘All CQC Inspectors,
Inspection Managers, Bank
Inspectors and Specialist
Advisors have an enhanced
DBS check from CQC. In
addition we ask all staff to
update us on any potential
conflict of interests on an
annual basis.’
47 May-15|TB 15/16 011 |Kate Lampard Lessons |Mrs Searle enquired if the completion date against |Fiona Barnes Jun-15 Confirmation from Mrs
Learned Report: the two amber items on the action plan were the Barnes that the two dates for
Progress Update original completion dates. completion were the original
dates.
48 May-15|TB 15/16 016 |Draft Quality Account |The Board were informed that any amendments Catherine Thorne Jun-15 Comments received and
2014/15 should be emailed to Ms Thorne. incorporated.
49 May-15|TB 15/16 018 |Clinical Strategy Mr Pallot informed the Board that the final Chris Pallot Jun-15 Presented to the Board of

Update

Implementation Plan

Implementation Plan would be presented to the
Board of Directors in June.

Directors on 25 June 2015

Actions - Future meetings

NONE
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Chief Executive’s Report

Agenda item

Presenter of Report

Dr Sonia Swart, Chief Executive

Author(s) of Report

Dr Sonia Swart, Chief Executive
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Purpose

Information and assurance

Executive summary

The report highlights key business and service issues for Northampton General Hospital NHS Trust in

recent weeks.

Related strategic aim and N/A
corporate objective

Risk and assurance N/A
Related Board Assurance N/A

Framework entries

Equality Analysis

Is there potential for, or evidence that, the proposed
decision/document 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/document will affect different protected
groups/characteristics differently (including possibly discriminating
against certain groups/protected characteristics)? (N)

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)
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Legal implications / Are there any legal/regulatory implications of the paper (N)
regulatory requirements

Actions required by the Trust Board

The Trust Board is asked to note the contents of the report
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Northampton General Hospital NHS

NHS Trust

Public Trust Board
30 July 2015

Chief Executive’'s Report

1. Hello my name is

It was a privilege to be able to welcome Dr Kate Granger to NGH on 17 June when she spoke to a
packed Large Hall in the Cripps Post Graduate Medical Centre as part of an event set up for
doctors in training. She received enthusiastic support and a standing ovation. Her passionate
approach as a patient, a doctor, an educator and a human being was clear for all to see. A
powerful reminder of what really matters in healthcare and also of how privileged we all are to be
able to be part of it and connect with patients at seminal moments in their lives.

We will be launching the Northampton General Hospital (NGH) version of ‘Hello my name is...” in
August, speared on by our own observations and using Kate's ambitious campaign to set the
scene. Last year we asked patients whether or not they had seen a doctor in the previous 24
hours - 65 percent did not know. It is clear that many staff do not introduce themselves - or if they
do, do not explain their role. Quite a number of patients also are confused by so many different
people asking the same questions; we clearly have work to do to assist patients so that they
understand who all the staff are and what they are there to do. For me this is all a key part of
professionalism in healthcare and needs to involve all our staff, both clinical and non-clinical, but
we need to have a particular focus on our doctors in training who provide much of the first line
medical care.

As part of the work we are doing to improve communication with our patients, who often do not
know or realise when they have been reviewed by a doctor. So, starting from August with the new
intake, by December 2015 all our doctors in training will be identifiable by their white coats, which
will have show their designation and have Doctor written on the back.

2. National Developments and the implications for NGH

There have been a raft of national announcements and directives which are setting the scene for a
different approach to solving the current issues in the NHS. | have attended a number of national
and regional meetings where the key elements of the current situation have been clarified and
discussed.

The main focus at every level has been dealing with the need to stabilise the finances of the NHS
which are deteriorating rapidly whilst understanding that transformation of services will be required.
There will be increased national intervention to ensure an improved grip on spending including
salaries, consultancy usage and agency spend. There are also plans for a new regulatory
approach to combine quality and safety issues with measures of value for money and efficiency.
The focus on population health and partnership working as laid out in the five year forward view will
be strengthened and tested over the coming months. It is of interest that there has been a renewed
national focus on the importance of clinical leadership as a critical success factor in successful
transformation of services.

For NGH we need to continually refresh and strengthen our own approach to the current
environment and, whilst we have set out our direction of travel in our clinical strategy, the need to
implement this at pace becomes a key imperative.

In practical terms this means that, while we are developing a cogent response to the financial
pressure, we need to be clear that we are doing this in the context of rising demands, changing
needs and the need to innovate. What this exposes is that the current model of service provision is
becoming more and more stretched and will, therefore, need to change.
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We need to consistently move towards models of care which are less fragmented (and therefore
bring in health and social care, primary and secondary care, physical and mental health), less
medicalised (focusing on prevention and health promotion), less hospital dependant (focused more
on providing other services that are not acute dominated) and more adaptive (less dependent on
historical attachments to institutions).

Like most acute hospitals we are predicting a financial deficit. Understanding the drivers of this
deficit and moving from a deficit plan to a sustainable financial position will require all our internal
efforts to be aligned and effective and will also require the development of a range of sustainable,
trusting relationships with commissioners and other providers of care. We see our future as one of
moving to being a different kind of local hospital - one that is delivering best possible care in a
clinically-led organisation that addresses the challenges of providing excellent care for our
population and is based on increased partnership working with other providers of care (health and
social).

In practical terms, in the context of having been asked to increase our planned cost improvements
this year in order to improve the national position, it is clearly essential that we deliver the
Changing Care@NGH programme and the Clinical Collaboration Programme with Kettering
General Hospital (KGH). The underpinning programmes within NGH focus on quality and safety
and high quality outcomes for patients, development of staff, and organisational effectiveness and
are all part of delivering our Clinical Strategy. Our success in delivering all of these underpins all
our plans for developing a sustainable hospital providing care of which can be proud. All of our
plans also rest on the successful implementation of our clinically led management structure which
is key to the delivery of a programme of work based on quality improvement.

It is of interest that two of our local MPs, Michael Ellis and David Mackintosh have been in
discussion with Jeremy Hunt about the development of our hospital site and we have arranged a
meeting with them to discuss this further. We will be discussing how to incrementally improve our
acute facilities whilst also moving towards our concept of a ‘Health Campus’ with some services on
our site which are not of the traditional acute hospital type.

3. Leadership Development

As part of implementing our new clinically led management structure we have embarked on a
programme of leadership development, the ‘Francis Crick Programme’. Overall this is going well
and we are continually refining the programme to ensure that we align it with current issues and
understand what further development may be required.

We have also started a new programme for Consultant Medical Staff who have joined NGH in the
last year or so and can help all our senior clinical staff to understand how to help us embed our
values and continually improve services for patients. This is part of our plan to harness the energy
and enthusiasm of our workforce and nurture the talented people who work here. This will become
increasingly important as we respond to the many national pressures and for our medical
workforce the recent announcements from the DH only serve to remind us how important
discretionary effort is.

4, Health and Wellbeing of Staff

The Global Corporate Challenge has been a popular initiative and forms part of the work that is
aimed at supporting improved health and wellbeing for our staff. We now have our own NGH Choir
and introduced lunchtime ballroom dancing lessons as a consequence of our Strictly NGH
competition. The new facilities in the Cripps Centre have been welcomed by our staff and are
proving popular.

These initiatives will form part of our broader strategy for developing the improved health and
wellbeing of our staff and we will be used as a spring board to bring together various initiatives and
align the efforts of our organisational development, occupational health, communications teams
and others.
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5. Estates developments

The new Boots pharmacy opened on 22 June and is working well. This is a facility which has been
welcomed by both patients and staff. The enthusiastic project team from NGH have worked
effectively with representatives from Boots and their contractors to enable this project to be
successfully delivered to agreed timescales.

| was pleased to open the new blood taking unit, which finally gives us a purpose-built area for
phlebotomy. This is a long overdue and necessary facility for our patients. Other developments in
pathology include the installation of new haematology and biochemistry equipment. It is essential
that we ensure our facilities and the equipment we use are fit for purpose if we are to achieve our
aim of providing the best possible care.

Our neonatal unit on Gosset Ward will be closed for eight weeks to allow essential maintenance
work to be carried out and the ventilation system to be replaced. We are using the opportunity to
also refurbish the ward. Whilst the work is underway the unit has relocated to the paediatric
assessment unit, which in turn has relocated to Paddington ward.

We know the age of parts of our estate means that modern facilities such as air conditioning are
not readily available. This in turn has an impact on both our patients and our staff. The recent hot
weather was difficult for many patients and | am pleased to say that we have now been able to
install and commission a new refrigeration plant which is now supplying conditioned air to Abington
and Becket wards.

The infrastructure work to enable to installation of our new decked car parking facility will be
complete by 20 July, following which construction will begin. The new car park provides additional
capacity which will be welcomed by patients and staff.

6. IT in the spotlight

Our Information Technology (IT) team and our suppliers, Secure IT Environments Ltd, were
shortlisted for the Business Green Leaders awards and made the final five with their green IT
project of the year, which was the development of our second data centre. Although the team did
a great job, they were up against some stiff competition and narrowly lost out to the overall winner.

7. Friends of NGH

| was pleased to attend the Annual General Meeting (AGM) of the Friends of NGH in June. Our
Friends support all our volunteers, run the buggy service which is much appreciated by our
patients and visitors, and also raise money for us generally. We are indebted to their commitment
and contribution to our hospital. We are planning a series of initiatives to enhance our volunteer
workforce and develop a comprehensive volunteering strategy and this work will be brought back
to a Board of Directors meeting in the near future.
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Northampton General Hospital NHS!

NHS Trust
(@)
Report To PUBLIC TRUST BOARD g
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o
30 July 2015 =
Date of Meeting uty L
Title of the Report Medical Director’'s Report
Agenda item 8
Presenter of Report Dr Michael Cusack, Medical Director
Author(s) of Report Dr Michael Cusack, Medical Director
Purpose Assurance

Executive summary

The principal risks to clinical care currently relate to the on-going pressure on the urgent care pathway
and insufficient nursing and medical staff. These are reflected in the Corporate Risk Register and BAF.

Since the last report to the Board (during the reporting period 1/05/2015 — 30/06/2015) no new Serious
Incidents have been reported. This reflects changes to Sl reporting criteria. Problems identified with
training and education were consistent themes among incidents which were submitted for closure.

Dr Foster data showed overall mortality to have remained within the expected range. There was no
evidence of a difference in mortality associated with the delivery of care to emergency patients admitted
on a weekday compared with those admitted at the weekend.

The Sign up to Safety campaign is described as is the introduction of white coats, Vitalpac Doctor and
the ‘Hello my name is campaign..’.

Related strategic aim and Be a provider of quality care for all our patients
corporate objective

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 Sl.

Related Board Assurance BAF 1, 2,6, 7 & 11.
Framework entries
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Equality Analysis Is there potential for, or evidence that, the proposed
decision/document 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/document will affect different protected
groups/characteristics differently (including possibly discriminating
against certain groups/protected characteristics)? No

Legal implications / Are there any legal/regulatory implications of the paper
regulatory requirements

Actions required by the Trust Board

The Board is asked to note the contents of this report, details of the serious incidents declared and
identify any areas for which further assurance is sought.
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Northampton General Hospital NHS!

NHS Trust

Public Trust Board
30 July 2015

Medical Director’s Report

1. Clinical Risks
The purpose of this report is to highlight areas of concern in respect to clinical quality and
safety at NGH to the Trust Board.

The principal risks to clinical care currently remain the same as in the last report and relate
to the pressure on the urgent care pathway and difficulties in securing sufficient nursing and
medical staff. These issues are reflected in the following risks and the associated controls
are fully described in the Trust Corporate Risk Register.

ID Description Rating | Rating Corporate
(Initial) | (Current) | Committee
979/ | Insufficient levels of nurses and HCA across the Trust | 15 25 Workforce

100/ resulting in high use of bank & agency nurses.
694 Insufficient skill mix of registered and non —registered
staffing levels on the wards and in specialist areas.

1. Risk of A&E performance being adversely affected 16 20 Finance &
368 | due to the demands on the service. Performance
2. Possible congestion within the ED as a result of
poor capacity and flow throughout the hospital.

96 Delays in the discharge process resulting in an 12 16 Finance &
increased length of stay. Performance

111 | Inability to recruit sufficient medical staff. 16 16 Workforce

421/ | Risk to safety and experience due to utilisation of 16 16 Quality

619/ | Gynaecology Day Care, the Heart Centre and Renal Governance/

731 | Unit as escalation areas. F&P

The potential impacts of these issues are also described in items BAF 2, BAF 6, BAF 7 and
BAF 11 within the Board Assurance Framework.

2. Summary Serious Incident Profile
Shown in the table are the numbers of Serious Incidents and Never Events which have been
reported by year since 2010:

10/11 11/12 12/13 13/14 14/15 15/16
Serious
Incidents 27 55 78 115 93 1
Never
Events 2 2 1 0 1 0
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The Never Event in 2014/15 related to:

e Wrong site surgery — removal of a tonsillar cyst
All recommendations from the investigation have been implemented and are being

monitored

The Never Events which occurred 2010-13 related to wrong-site surgery.

2.1 New Serious Incidents
Since the last report to the Board (during the reporting period 1/05/2015 — 30/06/2015) no
new Serious Incidents have been reported

2.2 Open Serious Incidents
The serious incidents at 30 June 2015 which remain open and under investigation are listed

below:

Date of Incident Sl Brief Detall Directorate Status
19 Mar 2015 Maternity Services Womens Active
27 Feb 2015 Slips / Trips / Falls Inpatient Specialities Active

2.3 Serious Incidents Submitted for Closure

Eight serious incident reports were submitted to Nene and Corby Clinical Commissioning
Group (CCG) for closure during the January and February 2015. Four related to Grade 3
Pressure Ulcers. The principal themes identified from the investigations were:

Grade 3 Pressure Ulcer

Theme

Learning/Actions

Clinical Assessment

Complete assessment in line with hospital guidelines.
On admission pressure areas should be checked by nursing staff

Complete daily skin inspection and repositioning schedule

Communication /

Ensure pressure care is handed over on each shift

Handover

Equipment Use preventative equipment e.g. Repose trough, Aderma
Staff to receive pressure ulcer training

Training

Medication Error

Theme

Learning/Actions

Training / Education

The training packages for prescribers should be reviewed by the
responsible trainer to ensure that the processes for managing
alterations to prescriptions is clearly articulated.

Policy / Procedure

The training material and the corresponding policy for Oxygen
prescribing should include the appropriate documentation on the
volume and % of oxygen administered.

Communication /
Handover

A hand over process should be developed that describes the role
and responsibilities of the medical staff providing cover for the
Avery wards, including out of hours and escalation situations.
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Maternity Services

Theme

Learning / Actions

Equipment

The portable ultrasound scan (USS) machine should always be
kept in the designated area of labour ward. If it is required to be
used in other clinical areas within the maternity service, the
labour ward co-ordinator should be informed about that location.
Every attempt should be made to return the portable USS
machine to labour ward as soon as possible if taken to a different
clinical area

Documentation

Health care professionals must discuss and document options
around planned place of birth with the woman. They should also
document that written information leaflet has been provided
(Choices in Maternity Care, including place of birth, NGH 2014)

Policy / Procedure

The maternity services should agree in what circumstances there
is the requirement for the Labour ward Coordinator and the
Obstetric Registrar to be present on Labour ward when transfers
occur from the Birth Centre / Home. The aim of this will be to
enable effective teamwork and facilitate an early initial
assessment during an emergency situation

The maternity services should review the labour assessment
guidance to ensure consistency of practice around the
measurement of fundal height during labour

Unexpected collapse

Theme

Learning / Actions

Education / Training

Education of primary and secondary care colleagues about the
importance of stridor as a clinical sign and presentation and
management of tracheitis.

Reminder to ensure such patients are seen by seniors with low
threshold for admission to be incorporated into clinical simulation

Policy / Procedure

Protocol for prescription and administration of salbutamol to
children in A&E

Review of discharge policy from A&E to include the need for
documentation of a clear discharge plan in the notes with clear
criteria for nurse led discharge or medical review, documentation
of safety netting and consideration of the need for discharge
observations.

Put in place systems
- for recording sample signatures for locum/agency staff in
A&E
- For locum/agency staff clearly recording names and GMC
numbers in patient documentation.

Staffing

Continue to recruit Registered Children’s Nurses. Review monthly
at Trust Board. Ensure this stays on risk register
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Delayed Diagnosis (ITU)

Theme Learning/Actions

Awareness Ensure staff in all areas where Central Venous Catheters (CVC)
are inserted to be made aware of the incident

Training / Education Methods of confirming CVC placement to be included in critical

care nurse education. This will involve all unit nursing staff being
made aware of the 4 methods of checking CVC placement —
Insertion using ultrasound guidance, blood gas analysis of blood
from CVC, waveform analysis and Chest X-ray. It will be added to
the competency pack used for staff new to ITU and this
competency will need to be signed off by a senior member of staff
during the nurses’ supernumerary period on the unit

Practical sessions already provided for medical staff regarding
CVC insertion to be formalised. The sessions will be taught by
consultants or senior registrars who are experienced at CVC line
insertion and will include both theoretical and practical
components, plus a multiple choice assessment at the end of the
session.

CVC insertion guideline to be updated, ratified and available on
NGH intranet

Policy / Procedure
CVC care guideline to be updated to include confirmation of line
placement and troubleshooting methods

Promote improved documentation of communication between
healthcare team members regarding concerns in the patient
Documentation notes

CVC line insertion stickers for formal documentation of indication,
insertion site and confirmation of placement.

3. Mortality

The Dr Foster data is now current to the end of 2014-2015. HSMR reflects the increased
number of deaths seen during Q3 and Q4 and is currently 103.4 (as expected). It is unlikely
to rise above this level following a final re-benchmark and will therefore remain within the
‘expected’ range for 2014-2015.

The HSMR crude mortality for 2014/15 remains unchanged from the previous year at 3.6%.
The median crude mortality for the East Midlands during this period was 4.2% [range 3.3 —
5.2%)].

As reported previously, there is no evidence of a difference in mortality associated with the
delivery of care to emergency patients admitted on a weekday (SMR 102) compared with
those admitted at the weekend (SMR 104).

There are no new SHMI data to report beyond September 2014. The publication of the SHMI
for Q4 2014 is expected to be within the next month. It is expected to rise marginally above
100.

3.1 Service Reviews

Hepatopancreaticobiliary diagnoses. As reported previously, this composite group has
been flagged as showing an elevated mortality. Following successive reviews at the Mortality
Group, work to improve the pathway is underway shared between radiology, endoscopy,
surgery and medicine is being undertaken. The performance across these diagnoses will
continue to be closely monitored and fed back to the relevant specialties.
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‘Acute and unspecified renal failure’. Am increased mortality has been identified in this
patient group [SMR 138]. However, the mortality for the nephrology service taken as a
whole is ‘as expected’. The excess deaths are among patients admitted to acute medical
and surgical specialties. The national CQIN for Acute Kidney Injury is being actively
delivered and it is anticipated that this will lead to a significant improvement in local
outcomes.

4. Sign Up For Safety

The Sign up to Safety campaign is part of a national initiative aiming to improve the safety of
patient care. It has the ambition of halving avoidable harm in the NHS over the next three
years and saving 6,000 lives as a result.

The NGH Aim/Outcome is to reduce avoidable harm by 50% through the delivery of
improvements in four key areas by March 2018 from Trust March 2015 baseline.

The primary drivers were developed on the basis of safety concerns and avoidable harm
within the hospital. The projects continue work from the safety academy and reflect lessons
learnt from serious incidents, audit results, case note reviews or areas for improvement
identified by operational staff employed within the Trust. These primary drivers and the
secondary drivers which underpin them are described in figures 1 and 2.

The safety improvement projects that support the sign up to safety programme have tangible
links with the changing care work streams but will be reported separately beginning in Q2.

5. Patient Experience

During August three key elements related to patient experience will be launched - namely
white coats for medical staff, Vital Pac doctor and the ‘# Hello my name is...” campaign. The
overall aim is to improve patient perception and experience and further improve the
escalation and management of sick and deteriorating patients.

When the Department of Health produced guidance on dress code that came to be known
as the ‘bare below the elbow’ policy in 2007, white coats became obsolete for medical staff.
There is no direct evidence that this reduced UK Hospital Infection Rates. However, it has
inadvertently contributed to a medical workforce that can look unprofessional. There is local
evidence that patients would prefer doctors to wear a white coat and that this would assist
with identifying them in clinical areas. Foundation Year 1 doctors will be provided with white
coats at induction with all doctors in training expected to be wearing a white coat in patient
facing areas by the end of Q3.

The doctors white coats will include a colour to designate their training grade and
experience. They will also include a large pocket which will house the Vital Pac doctor
device. This would look both professional and allow the device to be viewed and to receive
alerts as needed, both remotely and within clinical areas.

Vital Pac doctor devices will ensure the information quickly reaches the correct Doctor and
nursing staff escalating a patient concern can expect a response within 2 minutes.

During February 2015 NGH signed up to support a campaign to the “Hello my name is..”
campaign. This was started by Dr Kate Granger who became frustrated with the number of
staff who failed to introduce themselves to her when she was receiving treatment for cancer.
Since leaving hospital, Dr Granger has started a campaign asking NHS staff to make a
pledge to introduce themselves in future to their patients.

The above three improvement initiatives form part of a Trust wide safety and quality initiative

and will be formally delivered and implemented during the August 2015 doctor induction
programme.
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6. Next Steps
The Serious Incident Group continues to meet fortnightly to expedite the agreement &
external notification of Serious Incidents.

Mortality within the Trust is closely monitored and reported through the Quality Governance
Committee.

This Board is asked to seek clarification where necessary and assurance regarding the
information contained within this report.

Page 29 of 171



@ 2Insojous

swiea} |ealul|d Joj 347
0 ‘Qul|aseq
aJleuuolisanb ainynd A1ajes :
b ‘Judwanosdwi m._”ON r_u.._ m_\/_
diuss pue Suiuaes] 9A1329]434 JO 34N3Nd
L A e Suiped] pue Suiowodd ‘ain3yjnd 4no EOL.._. w._HON
p e OGS A1ojes g Aiajes 10y diysiapea £ JJe _\/_ >0_
| Judneq g suoidwey) Aajes juaiied %0S >Q seaje
f spuno.
L em diysiapes| piem 03 paeog >®v_ ._w ino C_
esio) Juswanosdwl
juswdojanap xg Suiuiesy diysiapes .._.O >L IAI _ =) _U =) r_u_.

s3s94Je JeIpJed JO Juswaseuey y 3nou Yl wiey
SISd3s
h |[dmun Ajainde juaned Sunesoliaap 9 _ O_ e —U _ OAe
2J4e oym sjuaned Joj JuswaSeuew ay1 4o JuawoasSeuew
pue suojesiysanul ul sAejap Suineuiwi|j pue uon333p Aje3 9JN U@L O.F
juaned 3unelolua1sp anasay
ay1 SuiSeuew pue SujAjzuap| 0} d4nj|iej woJj waeH Sunpay

Suol1eAJasqo Jualled jo
ssaullpwil pue Aljenb ay3 Suinoaduwi)

Page 30 of 171

SJaAlIQ Adewlud 3W02INQ / Wiy

SI9AlIQ \CMUCOUOW

LIV NUVI1 NaLsIT 3SNILSHN

MMNNE Al34vS SHN! |eudsoH |esauan uoydweylion

.........

R



151]99Yd A1a34ns uajes OHM

MBIABJ JUBYNSUOD 03 dWI|

1uswadeuew uled

Janopuey wea} JySiu aA138443

S910U ul mcm_n_ pajuswnioqg

SaudIpaW palliWo adnpay

JLA paJinboe |eyidsoy ajeulwi|l

s||ej Juajied wouy wJiey adnpay

SERL
ainssaud ajgeploAe ||e a1euiwi|3

sJanlg Alepuodas

‘aulaseq

*palediunwiwiod AjaA13d949 pue m._” ON r_u.h e _>_
Ajpwin ‘a3eandoe ase Suiuueld pue 1no C\_OL.._. w._“ON

Suidaa)) pJ0d3i jo spaepuels 1eyy

Sunnsua aJed juaned jo Suiuue|d SUL e _\/_ >Q

%05 AQ seaue
A3 7 4no ul

|e1nuassa wody waey Supnpay

1usawanosduwil
Jo Auaniep ays
ysnouyl wuey

9|geploAne
24ed Wouy sainjiey
wouy wey ajgepioe Supnpay 2JNpaJ O]

Page 31 of 171

SJaAlIg Adewlid 3W02INQ / Wiy

LIV NUVI1 NaLsIT 3SNILSHN

AL34VS mmHE |eydsoH |eJauan uoldweylrion

...........

bl



Northampton General Hospital NHS!

NHS Trust
Report To PUBLIC TRUST BOARD
Date of Meeting 30 July 2015
Title of the Report Director of Nursing & Midwifery Report
Agenda item 9
Presenter of Report Carolyn Fox, Director of Nursing, Midwifery and Patient Services
LLl
Author(s) of Report Rachael Corser, Director of Nursing, Midwifery & Patient Services 9
(Interim) =)
Fiona Barnes, Deputy Director of Nursing 8
Senior Nursing & Midwifery Team s
c
L
Purpose Assurance & Information

Executive summary

This report provides an update and progress to date on a number of clinical projects and improvement
strategies that the Nursing and Midwifery senior team are working on. An abridged version of this
report, providing an overview of the key quality standards, will become available on the Trusts website
as part of the Monthly Open and Honest Care Report.

Key points from this report:

e Work to improve data quality of Nursing and Midwifery Quality Dashboard has made steady
progress, the new quality metrics are now a web base designed and ready for July’s audit which
will be presented in August’s Nursing & Midwifery Care Report

e Safety Thermometer — achieved 94.43% this is above the reported National picture of 94.1%.

¢ In June there were a total of 26 grade 2 pressure ulcers and 4 grade 3 pressure ulcers (2 being
suspected Deep Tissue Injury (sDTI)) these will be reviewed through the normal Confirm and
Challenge meetings

e There have been 3 C. Difficile cases reported in June and 0 MRSA bacteraemia. Further work
and actions have been underway following the visit from the Trust Development Authority
reviewing the Trust compliance against the Hygiene Code.

e In June there have been 0 in-patient falls that have caused at least ‘moderate’ harm.

e The Friends & Family Test 'Would’ Recommend %:
¢ In-patients — 85%

e Outpatients — 90%
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e Maternity — 95%
e A&E-87%

e Compliance with CQUINN data for quarter 1 for Dementia care is discussed as is the
compliance of safeguarding training across the Trust.

e Maternity summary includes excellent work between prenatal diagnosis team and the
laboratories to facilitate midwives requesting a variety of blood tests.

e Hard Truths provides a detailed summary of our planned versus actual staffing levels across the
inpatient areas, including Bank usage. The bi-annual review of acuity and dependency has
been undertaken in April and is reported upon. A summary of the Trusts compliance with the
National Quality Board ‘How to ensure the right people, with the right skills, are in the right place
at the right time: A guide to nursing, midwifery & care staffing capacity and capability’ is
discussed.

Related strategic aim and To be able to provide a quality care to all our patients
corporate objective

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 BAF 1
Framework entries

Equality Analysis Is there potential for, or evidence that, the proposed
decision/document 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/document will affect different protected
groups/characteristics differently (including possibly discriminating
against certain groups/protected characteristics)? (N)

Legal implications / Are there any legal/regulatory implications of the paper - NO
regulatory requirements

Actions required by the Board

The Board is asked to discuss and where appropriate challenge the content of this report and to
support the work moving forward.

The Board is asked to support the on-going publication of the Open and Honest Care Report on to the
Trust’s website which will include safety, staffing and improvement data.
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Northampton General Hospital NHS|

NHS Trust

Public Trust Board
30 July 2015

Director of Nursing & Midwifery Report

1. Introduction

The Director of Nursing & Midwifery Report presents highlights from projects during the month of
June. Key quality and safety standards will be summarised from this monthly report to share with
the public on the Northampton General Hospital (NGH) website as part of the ‘Open and Honest’
Care report. This monthly report supports the Trust to become more transparent and consistent in
publishing safety, experience and improvement data, with the overall aim of improving care,
practice and culture.

2. Nursing and Midwifery Quality Dashboard

The Nursing and Midwifery Quality Dashboard presents the findings from the monthly Nursing and
Midwifery Standards audit. Work is progressing as planned with the Informatics team on
developing the reporting infrastructure to support the new Quality Indicator questions for the
general adult wards. The web base technology has been designed and piloted by the Quality
Improvement Matrons. This will be ready for the Directorate Matrons to use with their July data.

In comparison to the previous month there have been the following key changes:

e Allebone continues to flag as a ward requiring additional support from the Quality Improvement
and Assurance Matron in light of their staffing fill rates, avoidable pressure ulcers acquired on
the ward and poor documentation. Although their Friends and Family Test (FFT) data in June is
significantly improved, sustainable improvements are needed in the overall patient experience

e Emergency Assessment Unit (EAU) has seen a decrease in their Quality Care Indicators (QCI)
compliance. Support for the Ward Sister and Matron will be provided by the Quality
Improvement and Assurance Matrons in the areas requiring focus.

¢ Benham Ward continue to have increased support, particularly to ensure sustainable
improvement in their cleanliness standards and their patient experience

e Willow have seen a fall in their assessment and documentation indicators, but maintain their
good results within the patient experience sections — work is underway with the ward team and
the Matron to sustain improved documentation results

e Brampton Ward has sustained and improved on all metrics
Collingtree Ward have also sustained their previous improvement this month

¢ Victoria Ward has seen an improvement across all areas from the previous month
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Across the general wards the main areas of focus are:

o [Falls assessment — there has been a slight improvement however continues to be the focus
particularly in re-assessment completion

e Privacy and Dignity is the least performing subtotal with 2 Reds and 10 Yellows

3. Clinical Commissioning Group Quality Team unannounced visits to the Trust
During April, May & June (Quarter 1) the NHS Nene and NHS Corby Clinical Commissioning
Group (CCG) Quality Team undertook planned unannounced visits to the Trust. During the visit
the Quality team are assessing the quality of care, patient safety and patient experience that
clinical teams provide. The CCG visits are comprehensive and ‘reflect’ the Care Quality
Commission (CQC) inspections which involve speaking to staff, patients, relatives and review
notes, documentation and the environment.
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The wards visited in Quarter 1 were; Willow, Talbot Butler and Benham. The CCG also undertook
an unplanned announced visit to EAU. The following provides a summary on the findings from
each ward visit. Following a CCG visit the ward develop an improvement plan in accordance with
the recommendations made. This is reported and monitored through the Divisional Governance
structure and summary feedback is provided to Nursing & Midwifery Professional Forum to share
learning.

Willow:

The evidence seen by the visiting team suggests the ward team provide care that is
compassionate, empathetic and with dignity, this was also supported by patient feedback.
Documentation was good and the evaluations demonstrated appropriate assessments and
provision of care. The ward team appreciated a visit from the Chief Executive with many patients
commenting positively about their experience on the ward to the Chief Executive and the
accompanying non-executive. The ward management team appear to be well respected and have
a common vison for the ward. However it was also noted that staff felt that senior staff (above
Matron) do not understand the pressures the ward team are under. The visiting team also noted
that staff want to keep patients safe and aspire to a high standard of care. However whilst there
was evidence of learning when things go wrong, there have been no formal structures to support
staff such as staff meetings and clinical supervision was not embedded. The visiting team believe
that the ward would benefit from external feedback on the things that they are doing well and
support to embed the systems, processes and ideas for continued reflection and improvement.
These will be part of the improvement plan.

Talbot Butler:

The CCG team found that Talbot Butler ward has a team of staff who have been providing quality
care to their patients including responding to call bells promptly and provide analgesia when
requested. Documentation of patient assessment and ongoing evaluation of care were
comprehensive, including medical staff entries.

The visiting team also noted that morale amongst some staff is low and staff report feeling isolated
and unsupported by senior staff outside the ward. The staff that were spoken to spoke with care
and compassion and were frustrated that they felt unable to provide the level of care that they
would like to due to the trust wide staffing pressures.

Benham:

Through the visit the team found that Benham assessment Unit had a dedicated team of staff who
want to provide high quality care to their patients. Patients were complimentary about the care
they received on the ward and the staff. Staff morale appeared good and the team felt well
supported by the ward sister and matron but feel that more senior staff within the trust do not
understand the complexity and acuity of their patient group or the daily pressures the team feel
under.

EAU:

The CCG Safeguarding Team had been alerted to a safeguarding concern that had been raised by
the CQC with Northamptonshire County Council. The concern had come from the relative of a
patient who had been on EAU. Some of the elements of the concern were that a patient hadn'’t
been able to eat because; their false teeth hadn’t been put in and the patient had not been able to
reach their dinner from their bed, and there was nobody to help, that the patient call bell was coiled
up out of the way and that all call bells for patients were out of reach. The evidence seen and
heard by the visiting team suggests that the patients seen on the day of the visit had access to
their call bells and, where required, were supported to eat and drink. Staff were recording how and
whether people are eating and drinking but not the amounts of food and fluid taken. There was
only one recommendation which was for the trust to consider how they can accurately record food
and fluid intake of patients.
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4. Safety Thermometer
In June 94.43% patients experienced ‘harm free care’ which is the first time the Trust has been

above 94%. The national benchmark for June on the website is 94.1% which means NGH is again
above the national trend.

This month saw a slight improvement in the reduced number of new pressure ulcers which is the
third month that there has been a slight improvement on this point prevalence audit. The remaining
three categories all had zero incidents on the day which is the reason for the >94% result.

5. Pressure Ulcer Prevention and Management

Further to the pressure ulcer thematic review that was presented and discussed at Quality
Governance Committee (QGC) in June, the actions identified to address the issues have been
included in the Trust Wide Pressure Ulcer Prevention Action Plan and shared at the QGC. The
action plan will be monitored through the Nursing and Midwifery Professional Forum and Clinical
Quality and Effectiveness Group (CQEG).

5.1 Pressure Ulcer Incidence

In June there was a total of 30 possible hospital acquired pressure ulcers of which 26 were grade 2
and 2 Unclassified Grade 3's and 2 suspected Deep Tissue Injury (STDI). This figure is subject to
change following review at the Confirm & Challenge Meeting, which is scheduled to take place on
20th and 24th July. Reassessment of those patients with sTDI’s will take place and this will
determine their evolution and categorisation.

Following the Confirm and Challenge Meetings in June for the pressure ulcers that developed in
May, the confirmed numbers of hospital acquired pressures ulcers changed to 18, a reduction of 8.
14 Grade 2’s of which 10 have been validated as avoidable at present, the 7 deemed unavoidable
will be sent for confirmation/agreement.

April's submissions have been verified with the results being, of the 7 Grade 3 pressure ulcers
reported, 4 are recorded as avoidable and 3 unavoidable.

Figure 1
Total New Incidence of Pressure Damage at NGH by
Grade
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5.2 Quality Schedule

The Tissue Viability Lead Nurse and Deputy Director of Nursing met with the CCG Lead and have
provisionally agreed (subject to confirmation by CCG) to a 20% reduction in avoidable grade 2
pressure ulcers — this equates to a total of 148 ulcers for the year and a 25% reduction in Grade 3
avoidable pressure ulcers, or 41 ulcers over the year.

5.3 Foam mattress replacement programme

A mattress audit and subsequent replacement programme had been planned in August 2015. In
light of the increased number of mattresses requiring condemning upon adhoc inspection, an
additional 200 mattresses have been replaced throughout July. A re-enforcement of the process
for checking mattresses has been outlined to the ward Sisters and Matrons in line with policy.
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Monitoring will be undertaken by the Tissue Viability Team, and a database has been set up by
which to monitor ongoing compliance with the policy. The planned external mattress audit with
Arjo Huntleigh for 11 & 12 August will still be undertaken as scheduled.

5.4 Pressure relief in A&E

Following on from the thematic analysis, the Trust has put an order in for 60 Repose companion
mattress/trolley toppers, so that patients identified as at risk of pressure ulcer development will
have prompt access to an appropriate pressure relieving surface to reduce risk as soon as they
have walked through our doors. It is anticipated that these “toppers” will move with the patient to
the assessment areas and Abington Ward.

6. Health Care Associated Infections (HCAIS)
HCAIs are infections acquired as a result of healthcare interventions.

We have a zero tolerance policy to infections and are working towards preventing and reducing
them; part of this process is to set improvement targets. If the number of actual cases is greater
than the target then we have not improved enough.

The table below shows the number of infections we have had this month and the previous month,
plus the improvement target for 2015/16 and results for the year to date.

C.difficile | MRSA
Number of infections this month 3 0
Number of infections last month 3 0
Improvement target for year to-date 21 0
Actual to-date 7 0

For 2015/16, the contractual sanction that can be applied to each C. difficile case in excess of an
acute organisation’s objective will remain at £10,000.

6.1 Special measures for June
No wards were on special measures in June.

Please note that the surveillance for April 2015 is still ongoing as patients are monitored via a
questionnaire or followed up 30 days after their operation date.

6.2 Improvement action plan update

Weekly Improvement Plan meetings continue, chaired by the Director of Infection Prevention
Control, focusing on areas where compliance against the Hygiene Code is at risk. There remains
an elevated risk with Criterion 2, particularly in relation to the standards of cleanliness and hygiene.

A Trust Cleaning Services Appraisal report was presented by the in June to the Executive Team.

It was agreed that a centralised model will ensure that we have consistently high standards of
cleaning across the Trust and all of our staff who are involved in providing our cleaning, food and
hydration services will have the training, support and supervision they need to ensure that we meet
the expectations of all our patients and staff. The detail around these proposals will be developed
in the course of the next two months and the policy to support the revised protocols and practice
will be completed by September.
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The follow up visit from the Infection Prevention Control (IPC) lead at the Trust Development
Authority (TDA) confirmed that it was evident that a significant amount of work had been
undertaken since the previous visit; however there remained areas that needed to be improved
upon; additional actions have been included in the Improvement Plan and continue to be monitored
weekly.

6.3 Beat the Bug
These quality visits continue and 23 wards were reviewed for the month of June 2015. The findings
were:

Patient equipment clean and not taped

High and Low level dust

Patient equipment taped and not clean

Aseptic non-touch technique (ANTT) trays being left and washed in the ward hand wash basin
Contaminated commodes

Full analysis of the trends and actions put in place to address any issues identified on the Beat
the Bug visits will be presented to and monitored through the IPC Committee from August.

7. Falls Prevention
7.1 Maximum of 5.5 falls/1000 bed days (internally set target)
Falls/1000 bed days this month 4.00 (last month 4.59)

7.2 Maximum of 1.6 harmful falls/1000 bed days (internally set target).
Harmful falls/1000 bed days this month 1.15
This month we reported 0 in-patient falls that caused at least 'moderate’ harm.

7.3 Training LU
77% (as of end of May 2015) of staff are trained in slips, trips and falls. Breaking down these 1)
figures reveals that a low percentage of Doctors (in training) are complaint. In order to address this ‘5
doctors are being signposted towards a new national e-learning program ‘CareFall’ which it is n
hoped will improve the training figures. O
&)
Falls Training by Directorate (data at end of May 2015): LIL]
General Surgery 80% in date
Medicine 74% in date
Women'’s & Children’s and 79% in date
Oncology

7.4 Work underway to reduce the falls rate/improve post fall care:

Working with pharmacy re medication review

Work to improve percentage of patients getting lying and standing BP checked

On-going thematic analysis of serious incidents

On-going training including neurological observation simulation training sessions

Delirium policy drafted-Dementia Action Group to take this forward.

RCP National audit took place in May 2015-this will identify areas for further improvement work
once the results are available

8. EWS Compliance

The % of patients scoring >5 on their EWS who have a treatment plan has fallen for the third
month, each ward highlighted as red on the report have been requested to produce an action plan
for improvements through the Resus team. Due to the interruption of Vitalpac in June the
compliance results are unavailable at present and so therefore a comparison for overdue
observations is unavailable.
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9. Patient Experience
9.1 Friends & Family Test

FFT Satisfaction Targets:

Following the review of the results collected across the six months since the introduction of the
new data collection methods, targets have been identified for the percentage of ‘Would’
Recommends for the following areas:

Inpatients & Day Cases: 85%
Outpatients: 90%

Maternity: 95%

A&E: 87%

Of most significance for May FFT Patient Satisfaction:

Inpatients Wards:

o Of those surveyed in May for Inpatients, 85.4% stated they would recommend and 7.1% said
they wouldn’t. May saw Inpatients achieve their highest satisfaction rates since the data
collection methods changed in November 2014

e From reviewing the 7 months of trend data (November (1) December (2) and January (3)
February (4) March (5) April (6) May (7)) it is evident that the prediction trend lines are showing
continued predicted improvements in both the Would recommend and a decrease in Wouldn't
recommends

100.0%
90.0% — ITr:jﬂ::ient Ward
80.0%
70.0%
60.0% — lrllﬂaa;mnt Ward
50.0%
40.0% {
Linear (Inpatient
200% Ward Total)
20.0%
10.0%
o” M Linear {Inpatient
0.0% - Ward Total)

123 45673839

e From breaking down Inpatients per ward it is evident that there has been an improvement in
satisfaction with a number of areas showing positive trend lines for both sections. Abington,
Becket, Althorp, Head & Neck, Finedon, Hawthorn, Rowan and Willow
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e Areas that fell below the target of 85% were; Allebone (70%), Benham (80%), Cedar (83%),
Creaton (80%), Dryden (72.7%), EAU (79.8%), Knightley (80%), Rowan (83.8%) and Spencer
(83.6%)

Areas of Concern:
e Of most concern for May is Allebone
e Allebone had seen continued improvements with their highest ‘Would’ recommends achieved

since December for May. However this is still low at 70% and their Wouldn’'t recommends have
risen again month on month since March

¢ Allebone have not reached the target of 85% ‘Would’ recommend since December 2014

100.0%
50.0% m— ALLEBOME WARD
80.0%
70.0%
B0.0% I ALLEBONE WARD
50.0% [

40.0%
30.0%
20.0%
10.0% - Lingar (ALLEBOME
0.0% T WARD)
1234567829

Linear (ALLEBOME
WARD)

¢ Work is taking place within the ward to review any issues. Progress will be monitored and if it
continues to depreciate and progress not made Ward Managers will be invited to attend the
Patient & Carer Experience & Engagement Group to update on the actions they are taken to
address this

Paediatrics:

e Paediatric wards achieved 85% of parents/patients stating that they would recommend, and
8% stating they wouldn't

Emergency Departments:

e A&E (including Eye Casualty and Ambulatory Care) have seen their satisfaction levels reach
the highest score they have seen since data collection began in November, reaching a
combined score of 89.8% for would recommends and 6.7% for wouldn’t

e This also means A&E achieved their target to reach 87% of patients recommending them
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Maternity (4 points in the care pathway):

e Maternity continue to see high levels of satisfaction raising no concern with 96% of patients
stating they would recommend and just 2% stating they wouldn’t.

e Maternity achieved their target of 95% of patients recommending them

Outpatients:

e Outpatient departments accumulated received a recommendation percentage of 91% and
wouldn’t recommend percentage of 4%

e Outpatients achieved their target of 90% of patients recommending them

The regular theme that emerges each month for the Outpatient comments are consistently
mentioning words relating to delays, cancellations and waiting. This information has been fed back
to the services.
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9.2 FFT for Children and Young People - Update
The surveys have now been finalised for use with Children and Young people within:

A&E

Eye Casualty
Outpatient Departments
Day Case Areas
Paediatric Inpatients

Final arrangements are being made with the IT department regarding the data extract to be sent to
our external company. This will go live at the end of July and data will be reported to the committee
within due course.

9.3 The National Children & Young Peoples Survey 2014 — National CQC results

National results for the first National Children and Young people’s survey were published by CQC
in June 2015. The format of the survey is different to those run for other areas as it included 3
different types of questionnaires, tailored for different age ranges of children. The first version, 0-7
year, was completed by parents. The second and third versions (8-11 and 12-15 year olds)
contained an initial section for completion by the child/young person and a second section for
completion by parent/carers. The sample was taken from Childrens & Young People that attended
either as an inpatient or as a day case in August 2014.

When comparing NGH’s performance against that of the national averages we can see that NGH
performed as ‘Better’ than the national average in 2 questions and ‘worse’ than the national
average in none. The rest of the scores were in the ‘About the Same’ category meaning they were
in line with the national average.

The questions where NGH performed ‘better’ in were:

All Parents and Carers said:
o Staff explained to parents and carers what would be done during the operation or procedure

Children and Young People said:
o Hospital staff told them what to do or who to talk to if worried about anything when home

Overall the survey shows high levels of satisfaction for our children, young people and parents that
have visited us across August 2014. From reviewing the results it is evident that areas where the
departments are performing well are around information sharing, staff explaining everything clearly
and patients/parents feeling that they were able to ask questions. Only one question fell just
outside of the 80% mark at 79% relating to communication and this was, ‘Did members of staff
treating your child communicate with them in a way that your child could understand.’ It was
extremely positive to see the question ‘Were you given information about how your child should
use the medicines?’ scoring so highly (99%) as this is a consistent issue area within the adult
inpatient survey. It appears lessons can be learnt around the communication from Paediatrics in
this area.

10. Safeguarding & Dementia

10.1 Dementia CQUIN

The dementia CQUIN report for this month includes the end-of-quarter position for Q1. As can be
seen below, despite a recent slip in the case finding indicator [for reference, a slip of 0.4% =1
patient] the overall position for the end of quarter is positive. This is likewise true of the referral
indicator, which has seen a marked improvement since the April slip.
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Indicator Target Trend Apr-15 May-15 Jun-15 Q1

Dementia: Case finding 90% @ 90.1% 90.2% 89.6% 90.0%
Dementia: Initial diagnostic 90% <’:I> 100.0% 100.0% 100.0%  100.0%
assessment

Dfementl'a: Referral for specialist 90% 83.3% 92.3% 100.0% 91.7%
diagnosis/follow-up

As with previous months and influenced by the relatively small numbers [n] of patients who
comprise the cohort for the various elements of the indicators; there remains a degree of risk
associated with achieving the target on a monthly basis. As demonstrated; where there is a failure
on one or more elements, these are recovered in-quarter; usually the following month.

Work has commenced with Informatics colleagues to identify, if possible a process of identifying
early trend in-month to attempt to address shortfall rather than work on a model that is based on in-
quarter recovery, as is currently used.

The carer’s survey [data below] has been significantly developed this quarter and as referenced in
previous reports, the new survey will commence in Q2. This will allow the Trust to really
understand the needs of this cohort of carers in a meaningful way and for the first time, interpret
and report these centrally [via the Patient and Carers Experience and Engagement Group].
Therefore this month’s data, which reports only against compliance / non-compliance, will be
redeveloped for next month’s highlight report.

Indicator Target Trend Apr-15 May-15 Jun-15 Ql
% CQUIN Compliance 90% <':> 100.0% = 104.0% 100.0% = 101.3%
200.0%
Trend Analysis J e——
0.0%

10.2 Safeguarding

The Trust remains involved in a non-accidental injury case which is currently subject to family court
proceedings. No other Local Authority Designated Officer (LADO) referrals or allegations against
staff have been received in Q1.

The current training compliance picture [Trustwide data] for the quarter is shown below:

April May June Trend
SGA 1 79% 79% 80% " 7*
SGA 2 68% 70% 71% 1 7*
IVII)COALS& 73% 73% 73% o
SGC1 94% 95% 95% ﬁ
SGC2 59% 59% 62% G
SGC3 47% 52% 52% G
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As can be seen, although the majority of areas show an increase; this is small [representing ~100
staff], there remains only the level one safeguarding children training that meets the internal target
of 85%.

Compliance with safeguarding adults training is more encouraging; however this too is
considerably lower than the anticipated target of 85%.

As reported last month, the organisational response to the Lampard Report offered the Board
significant assurance in relation to the recommendations from the Savile enquiries. The
Safeguarding Team have reviewed outstanding elements and these have been completed [subject
to policy ratification due process], with slip of one month on one action point, now recovered.

Following the TIAA internal audit, the following actions have been completed:

¢ Ratification of the Safeguarding Adults Policy [June 15]
o Extension to the Safeguarding Children’s Policy until December 2015.

The Safeguarding Children Policy requires to be re-developed to make it more manageable and
accessible to staff and to ensure compliance with Working Together to Safeguard Children [2015].
There is a minimal risk associated with this; however there has been no substantive legislative
change since the policy was produced therefore this risk is widely mitigated.

11. Midwifery Update

11.1 Antenatal Screening QA

Preparations begin for the National Antenatal Screening QA due in January 2016. There is
collaborative work between five different areas to ensure initiation right through to closure of the
loop for Antenatal and Neonatal screening.

11.2 Antenatal Infectious Diseases in Pregnancy Screening and Sickle Cell & Thalassaemia
The Prenatal Diagnosis team have worked tirelessly with NGH lab to enable midwives to request
antenatal screening bloods for infectious diseases and Sickle Cell & Thalassaemia via ICE. This
will assist the community midwives in their antenatal clinics, reduce the risk of transcription errors
and provided a robust system for completion of the Family Origin Questionnaire which is pertinent
to the Sickle Cell & Thalassaemia screen. This achievement has been noted at National level as
we are the first hospital to achieve this and a request has been made from the National
Programme Manager for Sickle Cell & Thalassaemia Cathy Coppinger for a visit to the Trust to see
how this has been achieved.

11.3 Medway

Since appointment of Clinical Change Mangers work with Medway is progressing well. There has
been a reduction in minor errors and an increase in specialist areas using Medway. Work
continues with support from David Churchill and Tom Powell to improve the connectivity in the
community. Once stable connectivity has been achieved the move towards the paper light process
can progress. Collaboration with KGH Medway is being sought and would be welcomed in order to
smooth the cross border concerns.

11.4 Partnership working with Child Health (Transitional Care)

A 4 bedded bay on Robert Watson is now being used to pilot transitional care. Nurses and
Midwives are working closely together to provide care for our babies with special requirements.
This pilot will be reviewed after 10 weeks and an assessment made as to whether this can
continue. A business case is being developed to find a more permanent solution to keep these
babies alongside their mothers.
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11.5 Patient Experience

The Interim Maternity Survey Report has just been sent through and demonstrates a significant
improvement in patient satisfaction when compared with our 2013 data. From an eligible
population of 336 women who birthed their babies in February 2015, 150 returned their survey
forms (44.6%)

We have improved in 40 out of 45 questions, with 22 showing a significant increase in satisfaction
of over 5 points. This is comparable with our monthly FFT data which is great news. It reflects the
excellent work and care that is being delivered to the families using our services both in the
hospital and the community.

Examples of the questions answered from the patient’s perspective:

B6 Got enough information from midwife/doctor to help you Increased by a massive 17
decide where to have your baby? points - improvement

B17 | During antenatal care, were you involved enough in Increased by 7 points -
decisions about your care? improvement

C13e | Left alone by midwives/doctors at a time when it worried | Increased by 5 points -
you? No not at all improvement

D5 In hospital after the birth, were you treated with kindness | Increased by 8 points -
and understanding? improvement

F10 | Did you have confidence and trust in the midwives you Increased by 6 points -
saw after going home? improvement

We await the final report in a couple of months.

11.6 Barrett Birth Centre

There were 154 births in Q1 2015/16 having provided care for 192 women.

In caring for the 192 women 82% use the pool for labour, birth or both with 44.8% having a water
birth.
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The Intrapartum transfer rate is particularly good when compared to national statistics:

Primips 35 Postnatal 7 Transfer rate 27 % (National 40%)
Multips 3  Postnatal 3 Transfer rate 3.8% (National 13%)

11.7 Breast Feeding rates (initiation) % for Q1 2015/16
The breast feeding rates throughout Q1 has increased month on month — April 72.6%, May 74.5%
and June 78%.

As an initiative to improve the information sharing and successful implementation of breast feeding
in the early days NGH has commissioned Ann Davison from Baby Ways to work 30 hours a week
on the postnatal wards. The role is to work in a supernumerary capacity supporting and helping to
embed BFI best practise. One of the objectives is to implement 11 o’clock stop and focus on a
reduction in supplementation of feeds. The latest audit following her appointment in April 2015
showed a significant improvement.

Maternity Support Workers have been appointed to work in the community. There is a drive in the

community to improve the communication on infant feeding choices.
NGH will be assessed for BFI stage 3 in October 2015.
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12. Hard Truths Update

It is an ongoing requirement of NHS England that all NHS Trust Boards receive a monthly report
relating to nurse staffing levels. A detailed report has been received by the Workforce Committee;
a summary is within this report. It is also a requirement set out within The National Quality Board
Guide to Nursing, Midwifery & Care Staffing Capacity & Capability (2014) that Trust Boards review
nurse staffing based on an evidenced based tool. The outcome of this bi-annual review that was
undertaken in April 2015 is summarised in section 16 of this paper.

In line with the staffing strategy (2014-2017) for NGH that was agreed by the Trust Board in 2013,
the agreed uplift to the nurse staffing establishment across the adult inpatient areas came into
effect from April 2015. This equated to an additional 72.53 WTE RNs from month 1.

This additional uplift has been included in the recruitment trajectory but will be forecast in two
stages. 51.70 RNs will be built into the recruitment pipeline from April 2015 and the subsequent
20.83 RN's will be added from October 2015.

This uplift will have an impact on our overall fill rate as whilst there has been an uplift in the overall
ward budgets, the staff in post will be reflected in the recruitment trajectory.

Overall fill rate for June 2015 was 90%, compared to 81% in May. Combined fill rate during the day
was 86% in June compared with 72% in May and for the night 97% compared with 101% in May.
RN fill rate during the day was 79% and for the night 82%. This reflects the additional uplift into the
budgets increasing our planned hours for RNs with a steady but challenging recruitment process.

From June 2015 wards provide assurance on the safe staffing for each shift through the
declaration of a RAG rating which will reflect the overall safety of the ward reflecting staffing, skill
mix, temporary staffing and patient acuity and dependency.

Any shifts that are reported are ‘Red’ should also be reported through the electronic datix reporting
system and will be captured in this report.

13. June 2015 staffing
A full breakdown of the ward analysis is included in appendix 1.

There were a total of 133 bed days occupied as additional capacity to support the increase in
Demand on our urgent care pathway; 50% less than the previous month having a significant
impact on staffing fill rates. These additional beds will be staffed by the staff on our inpatients ward
areas, and where possible, back fill will come from the temporary nursing workforce, this will
impact on the overall ward fill rate.

As reported previously, the Board should be reassured that staffing is reviewed by a senior nurse
at the twice daily safety Huddles Monday to Friday, and daily at a weekend. Any wards where
staffing is at a minimum level or due to increases in acuity and dependency there is a need for
additional staff above planned numbers, movement of staff is made and risk assessed.

All datix have been reviewed. Risk assessment forms that are completed when there are any staff
moves are returned to and monitored by the Associate Directors of Nursing.

14. Number of incidents reported by staff in June 2015

A total of 24 incidents were reported relating to staffing concerns in June, compared with 14 in May
and 16 in April. All incidents reported no harm to patients with the exception of the incident of poor
staffing reported from HDU which was reported as an outcome of low harm due to the unit having
no shift coordinator on the shift in question. 13 out of the incidents were reported regarding staffing
levels on a Friday, Saturday and Sunday.
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14.1 Staffing Status per shift and Red Flag Incidents in June 2015

All areas that were reported as ‘red’ were risk assessed and plans were made to move staff
(without detriment to those areas), in order to change all ward status’ to AMBER. (NB — Code Red
& End of Life are Trust wide indicators of acuity & dependency). This is an indication of the acuity
and dependency of the patients at the time of reported at the huddle. This information will be
triangulated with actual harm and incidents reported.

Area Code | End | SOVA/DOLS
Reds | of /EC
Life

ED 2 NA
EAU 4 23 2 11
Benham 2 13 1 3
Allebone 8 8 3 12
Becket 4 8 1 5
Brampton 1 2 3
Compton 0 1 12
Creaton 1 5 1 16
Collingtree 8 2 3
Dryden 7 28 2 3
Eleanor 0 9 3 7
Finedon 1 1 1 3
Holcot 0 4 4 14 L
Knightley 1 2 D
Victoria 4 9 =
Talbot Butler | 1 11 [3 |2 =
Abington 4 2 9 o
Althorp 4 2 8
Cedar 12 2 1 4 T
Hawthorn 2 2 1 1
HDU/ITU 0 NA 5
Head & Neck | 1 1 2
Rowan 0 5 1
Willow 3 8 3 1
Spencer 0 3
MDSU/GDCU | 21
NHC

NGH RAG Rating System for Staffing Levels;
STATUS DESCRIPTOR
GREEN Shift is at planned & funded levels which is equal to or above an RN

1:8 ratio
AMBER Shift is below planned & funded levels, however it is deemed within

safe levels by the NIC and senior nursing team using professional

judgement, acuity, dependency, skill mix & activity. Minor delays

inpatient care may occur but will not be detrimental to their overall

care and safety. Matron is aware and monitoring the situation

Shift is below planned & funded levels to a point that the NIC and
senior nursing team have concerns regarding safety which could
result in detrimental delays in patient care. Steps are being taken to
mitigate risk and Datix reports submitted
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15. Bank and Agency usage for month of June 2015

Bank and agency usage and demand decreased in June 2015. In June, a total of 148.6 WTE bank
and agency HCA shifts were requested, compared to 171.6 WTE in May and a total of 144.1 WTE
RN shifts were requested compared to 181.5 WTE in April. The reason for 45% of the HCA shift
requests is to support patients with enhanced care needs and 70% of the reasons for the RN shifts
is to fill unfilled vacancies.

16. Safer Nursing Care Tool — Biannual review

In line with national Expectations (NQB, 2014) and guidance (Safe Staffing for Nursing in Adult
Inpatient Wards in Acute Hospitals, NICE, July 2014) a bi-annual review of the nursing skill mix
using an appropriate methodology should be undertaken. The skill mix review has been
undertaken across adult inpatient areas; specialist inpatient, critical care and emergency
departments are no included in this review at the moment.

In April 2015 the Trust undertook a skill mix review across the general wards using the evidence
based acuity and dependency tool, Safer Nursing Care Tool (SNCT). The key findings of this audit
are presented below.

There is evidence to suggest that overall Trust wide acuity was reduced during the month of April
2015 compared with previous months which is a significant factor for those areas where budget
increases had been made in line with high level activity in the previous year’s uplifts.

16.1 Presentation of findings

The findings of the SNCT audit are presented in a summary table appendix 2. It should be noted
that our ‘Specialist wards’ have not had a skill mix review against their acuity and dependency due
to the limitations of the SNCT but will undertake a local review of their own staffing against
speciality national guidance/best practice as necessary.

The summary table presents the funded establishment for 2015/16, SNCT recommended
establishment and the difference between the two. Both data sets are presented as WTE qualified
and unqualified staff. The Trusts current establishment supports the Ward Sister role working 2
days ‘supervisory’ and 3 days ‘clinical’ and a coordinator on the ‘early shift’, which has been
included in the SNCT data. The previous year's SNCT data is also presented.

16.2 Key findings and analysis
At the time of the review, demand for Level 1 capacity was reduced. Rowan, Beckett, Head & Neck
and Willow had on average only 50% of their Level 1 beds filled with Level 1 patients during April.

Talbot Butler are funded to establish the day unit (EAB) yet the review only includes the inpatient
facility leading to an outcome that suggests there is an over establishment of Registered Nurses
(RNs)

Holcot and Eleanor require further validation of their data to confirm whether the information
reported is accurate. The matron for this area will undertake this piece of work over the coming
weeks.

There is a newly published acuity and dependency tool for use in assessment areas and this tool
was used for the first time this year to evaluate the data produced by EAU and Benham. The
division have already recognised the need for additional RNs to support the increase in acuity and
dependency and this is being supported through the business planning process.

The Trust has committed to increasing registered nursing establishments to a 1:8 ratio where
appropriate across the day and night as recommendations set out in NICE guidelines (2014).
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The skill mix has been adjusted to reflect the National Royal College of Nursing (RCN)
recommendation unless it is recognised that a higher ratio of registered nurses is required, i.e.
Becket Ward at 70:30 (respiratory Medicine), and in other areas, Elderly Care a skill mix of 60:40 is
acceptable if the numbers of staff to patients is 1:8.

Although the SNCT is recommended as the evidence based audit tool ‘of choice’ from the NICE
guidance it does have its limitations for smaller wards (below 18 beds) due to the need for a
minimum of two staff on each shift. Of particular note is Althorp, Head & Neck, Compton, Knightley
and Victoria.

16.3 Summary of the Nurse Staffing Review

When undertaking a staffing review using the SNCT there are still some anomalies against our
current establishment. However, the professional judgement of the senior nursing team would not,
in general, want to alter the current establishment. For those areas where there appears to be
significant under/over establishment further review will be required.

In previous years the SNCT has been one of three pieces of data that would be considered as part
of the preparation for developing the Business Case for the next year of the Nurse Staffing
Strategy. The other pieces of data would be the current establishment and a summary of the Ward
Sisters professional view of the establishment required for his/her ward. However, during the past
6 months the Director of Nursing has met with all of the Ward Sisters to review establishment and
skill mix. These meetings have been attended by the Finance and Workforce teams’ to ensure
there is individual support for each Ward Sister. Therefore for the general wards there has been
on-going professional review of the nursing establishment and discussions have occurred during
this process.

The following are all relevant considerations when reviewing the data submitted following this
period of review:

e Data provided as part of the urgent care programme has identified that levels of patient acuity
were reduced across the Trust for all in patients for April 2015 which is the period of time that
the SNCT review occurred. This will inevitably have impacted on the data provided for the
clinical areas.

e As part of the Shift Standardisation review it is anticipated that there will need to be a review of
roles and responsibilities as start and finish times change. It would be appropriate and
beneficial to ensure all staff groups are reappraised of their individual responsibilities to ensure
efficient working. This will be particularly relevant once all staffing vacancies have been filled.

e A data set specifically for assessment units has been applied for the first time since publication
this year (demonstrated by an establishment of -8.5wte on Benham and -7.3wte on EAU).

e It appears that those patients requiring Enhanced Observation of Care (specials), have not
been consistently identified via the data as there has been a change to the scoring that should
be applied for this specific patient group from a level 1b to a level 2 to the time requirements
involved in caring for this patient type. This could account for the SNCT over establishment of
HCAs.

e Historically the data gained in the September SNCT review is used to inform budget setting for
the next financial year.

¢ Challenges with ongoing Registered Nurse recruitment mean that wards are continually
working below budgeted establishments with increased reliance on temporary nursing staff.
On a daily basis staffing is supported through the Trust wide Clinical ‘Safety Huddles'. The
Corporate Nursing team will ensure that all wards are safely staffed, that poor fill rate is
identified and mitigated and Red Flag risks are correlated for each clinical area to provide an
overview of the Trust on a shift by shift basis.

e Further updates will be provided to the Trust Board as Specialist service reviews are
undertaken.
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17. National Quality Board — Nurse Staffing Expectations

In November 2013 the National Quality Board published a document which outlined 10
expectations in relation to nursing and midwifery staffing (How to ensure the right people, with the
right skills, are in the right place at the right time: A guide to nursing, midwifery & care staffing
capacity and capability). In February 2014 the Director of Nursing and Midwifery provided a gap
analysis against this document and identified that the Trust was:

° Compliant with expectations 1, 3, 5, 6, 7, 8
° Further actions to take to achieve compliance with expectations: 2, 4, 9
° Expectation 10 is the responsibility of the CCG

We have revisited the recommendations and the Trust is now compliant with all the relevant
recommendations for the Trust.

18. 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 and support.
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. 5 UL
MEDICINE Safe Staffing Report June 2015 (M3) Northampton General Hospital (253 | INWANS
rust
Informatics
DAY HOURS NIGHT HOURS
M12 M3 M2 Sickness | Sickness
M3 Start i
10| Care Group Speciality Ward/Unit Band Budget Vacancy ) | s arters | Planned | Additional | Acutal | Planned | Additional | Actual % RN % HCA Planned | Additional | Acutal | Planned | Additional | Actual %RN % HCA Absence | Absence
WTE WTE Wit WTE RN RN RN HCA HCA HCA RN RN RN HCA HCA HCA - ——
14/15 15/16
B 24 17.99 | 1992 | 193 |1893| 099 5% 1.00 | 0.00 l
326-ACUTE INTERNAL | o one 2162.0 0.0 14282 | 2020.0 1550 | 18815 [NIRLA 6 1200.0 11.0 902.0 | 600.0 530.6 1116.3
MEDICINE 5-7 2528 | 2678 | 150 |1853| 825 31% 100 [200| 1
- 24 19.66 | 19.43 | -0.23 | 19.97 RS -3% 000 [000| ¢
340- RESPIRATORY Becket = 2418.0 5.0 1684.8 | 1950.0 167.0 | 18135 (KT 6 1178.0 190 |1196.8| 600.0 3334 931.9
MEDICINE 57 2758 | 2042 | 184 000 |000| &
24 11.38 | 11.38 | 0.00 000 |000| &
Male Assesment Unit Benham 21745 0.0 1783.7 | 874.0 5475 | 1313.2 A 1 | 92.4% | P | 12000 45 12100 | 599.3 262.0 858.8
5-7 2659 | 2659 | 0.00 000 [000| ¢
24 1480 | 14.80 | o0.00 1.00 | 0.00
430 - GERIATRIC MEDICINE| - Brampton 1787.5 27.5 1546.5 | 1323.0 1445 | 1289.0 Al T 1 | 12000 0.0 999.8 | 600.0 60.0 653.0
5.7 17.26 | 2337 | 6.11 000 [000| &
326 - ACUTE INTERNAL 24 2147 | 1992 | 155 -25% 000 [o000| &
Medicine Colling 2656.5 125 2055.0 | 2024.0 40.0 2059.5 A 1| 99.8% 1500.0 100 | 1393.4| 600.0 230.0 810.0
MEDICINE 57 3065 | 3458 | 3.93 ﬁ 053 | 0.00
2 1011 | 463 | -5.48 SEP 060 [100[ 4
300 - GENERAL MEDICINE |  Compton 1287.5 75 1084.8 | 839.5 3910 | 11815 1 | 96.0% 860.0 200 6700 [ 0.0 632.0 632.0
5.7 1349 | 1767 | 418 000 [o000| ¢
326 - ACUTE INTERNAL 2-4 16.51 18.21 1.70 0.00 1.00 1
Creaton 1963.0 0.0 15275 | 1783.0 6695 | 22645 923% [ | 9237 0.0 9042 | 600.0 806.7 1396.7
MEDICINE 5.7 2413 | 2459 | o0.46 1.00 | 0.00 .
24 941 | 1138 | 227 |1000[ 138 12% 000 [000| &
Medicine 320 - CARDIOLOGY Dryden 2488.0 125 1531.7 | 897.0 65.5 VA 613% 6% 1190.0 323 12123 | 590.0 100.2 660.2
5-7 2658 | 3019 | 3.61 [19.20| 1099 36% 067 | 100| 1
24 1645 | 17.07 | o062 | 1460 2.47 14% 000 [000|
Medicine | Female Assessment unit EAU 2687.0 0.0 1999.5 | 1333.0 3212 | 1515.7 (2L 916% | T | 15003 300 |1465.0| 8975 288.0 1200.0
5.7 3227 | 3268 | 041 |2339| 9.29 28% 000 |200| 1
2 7.40 740 | 000 | 560 | 1.80 24% 000 |000| &
Medicine | 300 - GENERAL MEDICINE |  Eleanor 1332.0 0.0 10305 | 647.5 364.5 913.0 4% 90.2% 600.0 10.0 600.0 | 300.0 365.3 656.8
5-7 1409 | 1540 | 131 |13.27| 213 14% 1.00 | 0.00 l
24 6.89 797 | 108 | 800 [ -0.03 0% 000 [000| ¢
Medicine | 361 - NEPHROLOGY Finedon 2542.5 0.0 1615.5 | 448.0 256.5 577.0 [ERA 81.9% 1125.0 0.0 1096.0 | 375.0 160.5 533.5
5.7 2530 | 2803 | 273 |19.00| 9.03 32% 100 |100| &
24 1627 | 1525 | -1.02 | 15.60| -0.35 2% 000 |100| 1
Medicine | 328-STROKE MEDICINE Holcot 1934.0 0.0 1611.0 | 1317.0 3965 | 16285 JEERELM 1 | 95.0% | | 13200 103 1264.8 | 660.0 473.0 1089.0
5-7 20.75 25.50 4.75 23.88 1.62 6% 0.00 0.00 Lnd
- 24 1115 | 854 | -2.61 | 10.73 [MEERE} -26% 000 [000| ¢
326-ACUTE INTERNAL | Lobtiey - 1154.0 13.0 8208 | 11010 3500 | 13385 [RIUELA 922% | 1| 900.0 0.0 6500 [ 0.0 620.0 620.0
MEDICINE 5.7 1520 | 1767 | 247 | 1273 HE 000 |o000f &
e 24 1252 | 463 | -7.89 | 12.53 LRSI 1.00 | o0.00
Medicine | 300 - GENERAL MEDICINE |  Victoria 1340.5 125 884.0 | 12665 4405 | 1595.0 [EFEZM 1 | 934% | 1| 8995 0.0 6503 | 00 920.0 920.0 3 18.4%
5.7 1619 | 1767 | 148 |1120| 6.47 37% 000 |000| &
SURGERY Safe Staffing Report June 2015 (M3) Northampton General Hospital [/ | IR
rust .
Informatics ()
DAY HOURS NIGHT HOURS |-
M12 M1 M1 ) N >
Budget | Budget | Uplift M3 Starters | Planned | Additional | Acutal | Planned | Additional | Actual Planned | Additional | Acutal | Planned | Additional | Actual eS| Sl (7))
D) Specialit i % RN % HCA % RN 9% HCA
Care Group| peciality Ward/Unit Band WTE WTE WTE RN RN RN HEA HEA HEA o e 0 - o - % 6 Absence | Absence 0
RN % HCA % —_—
14/15 | 15/16 | 15/16 (&)
- 2-4 20.15 20.15 0.00
Surgery 110-TRAUMA & Abington 1999.3 0.0 1263.6 | 1785.0 1480 | 1497.0 [WERE] 4% 1302.4 205 12250 990.0 1775 1166.5
ORTHOPAEDICS 57 2263 | 2462 | 199 c
- 24 948 | 984 | 036 _ | _
Surgery 110-TRAUMA & Althorp 12285 0.0 964.0 | 995.5 96.0 899.5 [RERTA 4% [ IS 0.0 595.5 | 300.0 139.0 389.0 [EE] 10.4%
ORTHOPAEDICS 57 1373 | 1605 | 232
. 24 21.09 | 2186 | 077 1
Surgery Mmihwmmﬂpw Cedar 22409 0.0 1548.1 | 2024.0 765 EVZERN 69.1% MM 85.2% 11405 0.0 1121.3| 855.0 57.0 894.0 11.4%
5-7 2093 | 2633 | 5.40 T
24 8.62 797 | -0.65 -
Surgery 120-ENT Head & Neck 1340.5 225 1209.0 | 446.0 152.0 557.5 % 93.2% 730.0 0.0 620.0 | 300.0 805 367.8
5.7 1595 | 1657 | o0.62 =3
24 17.03 | 1581 | 122
Surgery | 100- GENERAL SURGERY | Hawthorn 2240.7 0.0 1893.6 | 12635 1175 | 12995 A 94.1% 1080.8 0.0 10195 7380 90.8 792.8
5.7 2451 | 2778 | 3.27
192 - CRITICAL CARE 2 967 | 1104 | 137 | 989 115 10% 000 |000| &
Surgery Ty 5524.3 190 | 47936 | 859.8 113 8243 WEOEDM 1 | 946% | P | 41170 520 |4255.8| 690.0 230 812.8
MEDICINE s8A | 80.14 | 95.80 | 15.66 [ 70.66| 25.14 26% 100 [100| &
24 17.84 | 1434 [ 3.50 -
Surgery |301- GASTROENTEROLOGY| ~ Rowan 24225 6.0 21765 | 13335 0.0 1244.0 [EENSA 933% [ P | 11610 1268 | 1197.3| 540.0 0.0 540.0
5.7 2991 | 29.83 | -0.08
24 1240 | 1434 | 194
Surgery | 100 - GENERAL SURGERY 2746.0 0.0 22500 | 13405 75.0 1310.8 A 1| 92.6% 1620.8 9.0 1521.1| 540.0 64.0 604.8 11.9%
5-7 3176 | 3549 | 373 |27.56| 7.93 22% 000 |000|
5 Northampton General Hospi _E
WCO Safe Staffing Report June 2015 (M3) orthampton Genera ospita Nursing
rust
Informatics
DAY HOURS NIGHT HOURS
M12 M3
M3 SIP M2 Sickness | Sickness
" Budget Vacancy M3 Starters | Planned | Additional | Acutal | Planned | Additional | Actual Planned | Additional | Acutal | Planned | Additional | Actual
D) Specialit B: 3 L % RN % HCA % RN % HCA Al
Care Group peciality Ward/Unit and WTE WTI WTE % Vacancy| Leavers WTE RN RN RN HEA HCA HCA 6o N - . — HCA HeA 6 bsence | Absence
15/16 WTE RN % HCA %
14/15 15/16
Barrett Birth | 24 5.40 675 | 372 36% 000 |000|
WCO | 560- MIDWIFE LED CARE 1575.8 0.0 14923 | 670.0 0.0 365.0 | 94.7% 1314.0 115 939.8 | 688.0 0.0 4120 [AED 11.2%
Centre & HBT| 5.7 1494 | 2439 | 945 | 2255 184 8% 0.00 [000| ¢
! 2-4 6.05 982 | 377 | 479 | 5.03 51% 000 |000| & )
wco 420 - PAEDIATRICS Disney 2507.5 38.0 1751.8 | 9010 0.0 PYEEN 68.8% 47.2% [N EEX 1490 | 9288 | 345.0 12,0 1810 | 91.8% 50.7%
5-7 2277 | 2179 | -0.98 [ 583 | 1596 73% 000 |o000| &
2-4 684 | 13.09 | 625 | 524| 785 60% 000 |000| &
wco 420 - PAEDIATRICS Gosset 2892.5 0.0 2226.1 | 1136.0 0.0 368.0 0% KN I8l 1 | 2668.0 34.5 1903.1| 621.0 0.0 196.0 [RAEEA 31.6%
5-7 4911 | 4821 | -0.90 |39.68] 853 18% 061 |100| 4
24 2430 | 2636 | 206 [26.13| 023 1% 000 |000| &
wco 560- MIDWIFE LED CARE Sturtridge 4556.0 233.8 4010.4 2143.8 0.0 1763.5 REENE 82.3% 4042.8 11.5 3697.4| 1352.0 235 12438 91.2% 90.4%
s-8A | 6624 | e6.46 | 0.22 [66.29| 047 0% 000 |000| &
2 678 | 1143 | 465 | 7.63| 3.80 33% 000 |000|
wco 420 - PAEDIATRICS P 28415 465 2614.3 | 13975 45 5300 | 90.5% [ 1 2024.5 0.0 18145 345.0 0.0 [UEEN 39.6% 43.3%
5-7 4411 | 4175 | 236 | 753 | 3422 82% 000 |160| 1
Robert 24 1243 | 1753 | 510 [1415| 338 19% 0.73 | 0.00 l
WCO | 560- MIDWIFE LED CARE 11270 | 1523 | 11027 | 119256 1715 940.3 [EIFE 6 10235 115 871.0 | 564.9 0.0 586.6
Watson 5.7 1620 | 1757 | 137 |16.03| 154 9% 000 |000| &
24 7.81 740 | -0.41 [ 500 | 231 31% 000 |000| &
wco 502 - GYNAECOLOGY Spencer 1065.0 45.0 10184 | 6735 935 658.3 | 91.7% 4 1| 6000 0.0 603.5 | 300.0 50.0 350.0 | 100.6%
5-7 1391 | 13.00 | -0.91 [1173] 127 10% 000 |000| &
24 1146 | 1317 | 171 | 893 | 424 32% 267 |0.00 )
WCO | 800 - CLINICAL ONCOLOGY | Talbot Butler 27619 30.0 22028 | 987.8 3543 | 11765 AR 87.7% 1100.0 0.0 890.0 | 5200 4200 9300 [ENEA 12.8%
5-7 29.75 | 3198 | 2.23 [23.93] 805 25% 0.60 | 0.00
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M1 Vacancy Factor

(Budget v. Staff in Post)

Under Established Staffing Levels
Over Established
Fully Established

5% or less Under Established

M12 /1 Starters v. _.mm<m_.ml Reductiol

WTE SIP
No change in WTE SIP

-
1

Increase in WTE SIP
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I Less than 90% Shift Fill Rate

90 - 120% Shift Fill Rate

Over 120% Shift Fill Rate

IDmn.‘mmmm in Shift Fill Rate Compared With Previous Month

No Movement in Shift Fill Rate Compared With Previous Month

Increase in Shift Fill Rate Compared With Previous Month




Nursing Shift Pattern Analysis - NGH v SNCT

RN Shifts Budgeted WTE 2015-] Combined SNCT summary | Combined zm._._ v SNCT Combined SNCT summary (2014) Combined
Ward No. of | Needed for 16 Total 2015 Total (variance) 2015 Total Total
Beds | '1 RN for 8
Beds' - ._.Onm_rs\._.m " Qual UnQual D:ﬂ\__mMMQ * UnQual Qualified UnQual O,cu_wmﬁm.n * UnQual
Abington 28 4 9 8 6 24.6 20.2 44.8 28.2 14.1 423 -3.6 6.1 2.5 26.4 16.2 42.6
Althorp 18 3 6 5 3 16.1 9.8 259 12.6 5.7 18.3 3.5 4.1 7.6 15.0 7.0 22.0
Cedar 29 4 9 7 6 26.3 21.9 48.2 29.2 14.6 43.8 -2.9 7.3 4.4 27.7 17.1 44.8
Hawthorn 30 4 9 8 6 27.8 15.8 43.6 27.2 135 40.7 0.6 2.3 2.9 29.8 13.8 43.6
Head & Neck 14 2 5 5 3 16.6 8.0 24.5 13.2 5.9 19.1 3.4 2.1 5.4 14.9 6.9 21.8
Rowan 30 4 9 6 5 29.8 14.3 44.2 25.2 12.5 37.7 4.6 1.8 6.5 31.2 143 45.5
Spencer 14 2 6 3 3 13.0 7.4 20.4 11.7 5.0 16.7 1.3 2.4 3.7 12.6 5.5 18.1
Willow 28 4 9 9 6 36.5 143 50.8 31.6 12.3 43.9 4.9 2.0 6.9 32.7 12.0 44.7
Allebone 28 4 7 7 4 26.8 19.9 46.7 28.6 14.3 42.9 -1.8 5.6 3.8 31.1 15.7 46.8
Becket 26 4 10 9 6 29.4 19.4 48.9 26.3 10.4 36.7 3.1 9.0 12.2 29.0 11.6 40.6
Benham 28 4 7 7 6 26.6 11.4 38.0 35.1 14.1 49.2 -8.5 -2.7 -11.2 323 13.4 45.7
Brampton 27 4 7 5 5 234 14.8 38.2 214 14.3 35.7 2.0 0.5 2.5 26.5 15.9 42.4
Collingtree 40 5 11 10 7 34.6 19.9 54.5 38.5 19.7 58.2 -3.9 0.2 -3.7 37.8 19.3 57.1
Compton 18 3 6 4 3 17.7 4.6 22.3 14.8 8.6 23.4 2.9 -4.0 -1.1 17.6 11.7 29.3
Creaton 28 4 9 8 5 24.6 18.2 42.8 26.7 13.3 40.0 -2.1 4.9 2.8 27.4 14.7 42.1
Dryden 22 3 7 6 5 30.2 11.4 41.6 313 12.5 43.8 -1.1 -1.1 -2.2 29.3 9.7 39.0 E
EAU 32 4 9 9 8 32.7 17.1 49.8 40.0 16.3 56.3 -7.3 0.8 -6.6 36.4 14.7 51.1 Q
Eleanor 12 2 6 4 3 15.4 7.4 22.8 13.7 5.0 18.7 1.7 24 4.1 13.0 5.9 18.9 w
Holcot 27 4 8 6 5 25.5 15.3 40.8 19.4 11.6 31.0 6.1 3.7 9.8 30.0 15.1 45.1 m
Knightley 21 3 5 4 4 17.7 8.5 26.2 16.5 7.8 243 1.2 0.7 1.9 21.7 10.6 323 m
Talbot Butler 30 4 10 8 5 32.0 13.2 45.2 24.8 12.3 37.1 7.2 0.9 8.1 28.5 11.4 39.9 E
Victoria 18 3 7 6 3 17.7 4.6 223 134 7.6 21.0 4.3 -3.0 1.3 19.9 9.6 29.5
Total 544.8 297.4 842.2 529.4 2514 780.8 15.4 46.0 61.4 570.8 272.1 842.9
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Northampton General Hospital NHS!

NHS Trust

Report To

PUBLIC TRUST BOARD

Date of Meeting

30 July 2015

Title of the Report

Update on Changing Care @ NGH with respect to
Quality

Agenda item

10

Presenter of Report

Simon Lazarus, Director of Finance

Author(s) of Report

Simon Lazarus, Director of Finance
Richard Hall, Kingsgate CIP Transition Advisor
Programme Delivery Team members

Purpose

To provide information and assurance that Changing Care @ NGH
is addressing improvement in the quality of services provided to our
patients.

Executive summary

NGH has adopted a holistic approach to the delivery of savings and improvement in the quality and
efficiency of services provided to our patients. The aim of Changing Care @ NGH is therefore to
provide the basis for sustainable, long term improvements. This report contains a copy of the latest
programme blog which provides an insight into the range of current activities and the intent to improve

the quality of service provision.

Related strategic aim and
corporate objective

Focus on Quality & Safety and to ensure a sustainable future for
the Trust

Risk and assurance

The Trust’s standardised approach to risk management is being
employed as relates to service change and improvement projects.
The risks to programme delivery and consequent mitigating actions
are regularly reviewed by the PMO and Changing Care Steering
Group. Risks that relate to operational activity are owned and
managed by the Divisions.

Related Board Assurance
Framework entries

BAF27: Risk of Trust failing to deliver sufficient savings
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Equality Analysis Is there potential for, or evidence that, the proposed
decision/document 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/document will affect different protected
groups/characteristics differently (including possibly discriminating
against certain groups/protected characteristics)? No

Legal implications / There are no legal or regulatory implications associated with this
regulatory requirements paper, however, all CIP projects identified for delivery in 2015/16
will require assessment for Quality Impact Assessment using the
Trust's established processes.

Actions required by the Trust Board

Members of the Board are requested to note the approach and progress being made by Changing Care
@ NGH to improving the quality of services provided to our patients.
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2.4
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2.6

2.7
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Northampton General Hospital NHS

NHS Trust

Public Trust Board
30 July 2015

Update on Changing Care @ NGH with respect to Quality

Introduction
This report provides information about the progress Changing Care @ NGH is making to
improve services and the quality of care provided to our patients.

Background

Context

Since April the Trust’s CIP programme has been rebranded to reflect a more holistic
approach to the delivery of savings and improvement in the quality and efficiency of
services provided to our patients.

The scope of the programme includes all the major opportunities for efficiency improvement
across the Trust. As a result, it has been aligned to other programmes of work, such as
Making Quality Count and the Patient Safety Academy. This has been successful in
ensuring that resources are applied where they are needed most and aligned in terms of
their intentions to improve quality.

The approach to the governance of the programme is also aligned to both the Executive
and Clinical leadership of the Trust, following a structured approach managed by the
programme delivery team. This team comprises members of staff from the PMO, IQE and
Kingsgate.

Whilst there is a clear requirement for the programme to deliver improved efficiency (details
of the progress with savings is contained in the Finance report) it can only do this in a
sustainable way if the improvements to services and consequently the quality of care
provided to patients are embedded and real.

Clinical Involvement and Communications

Clinical involvement in the programme remains a vital part of the overall approach to
delivery. This ranges from attendance by Divisional Directors at the Changing Care steering
group to clinical leaders playing a very active and committed part in delivering the projects
which underpin the programme.

In the early stages of the development and set up of the programme, communications were
necessarily restricted to those staff directly involved in contributory or leadership roles
within the programme. As progress was made, however, in moving from set-up to
implementation the opportunity arose to communicate more widely to staff both the
rationale for each of the themes of work and the progress being made. In early June the
first all-staff communications were released alongside a fortnightly blog provided to
members of the programme organisation. The latter is also how accessible to all staff who
have access to a work station via a Changing Care button on the intranet front page.

For the July all-staff briefing, the programme delivery team has produced a blog which
provides a clear indication of the effort being made by everyone involved in the programme
to make a difference in terms of the quality of services provided to our patients. This is
attached in Appendix 1.
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3.2

3.7

Risks

It is acknowledged that reliance solely on traditional approaches to cost improvement
programmes is not sustainable in the long term due to the potential negative impact on
service quality. The aim of Changing Care @ NGH is therefore to provide the basis for
sustainable, long term improvements.

To achieve the objectives of the programme a cross-organisational approach has been
adopted. This requires more than just improved governance and rigour in the
implementation of plans. It has been encouraging to see the improvement in behaviours of
those associated with the programme to adopt the new projects and address the extensive
improvements required. Of course, as the level of commitment required to realise further
benefits is increased more effort will be required by all concerned.

Legal/Regulatory Considerations

There are no legal or regulatory implications associated with this paper, however, all CIP
projects identified for delivery in 2015/16 will require assessment for Quality Impact
Assessment using the Trust’s established processes. This will ensure that:

¢ No project can proceed without QIA approval
o Sufficiently detailed implementation plans are available for each initiative within a clear
structure for delivery

Recommendations
Members of the Board are requested to note the approach and progress being made by
Changing Care @ NGH to improve the quality of services provided to our patients.

Next Steps

It is clearly the intention to continue to develop the programme and maintain the progress
with further implementation and benefits realisation. This will involve more staff in project
delivery, assisted by continuing communications activity.
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PROGRAMME BLOG No. 3/ Monday 20 July 2015

This is the third in a series of regular updates on the progress which Changing Care themes
are making to achieve important quality and efficiency improvements.

As the implementation progresses, the focus is on delivery of tangible benefits which we
should all notice. We are doing this by introducing new methods and tools which will help us
to work more efficiently and improve the quality of care we provide for our patients. Whether
we work in the front line or in support services, Changing Care initiatives will only benefit our
services and our patients if all of us at every level support our theme leaders to deliver.

Changing Care aims to demonstrate in real time NHS England’s definition of ‘quality’,
encompassing care that is clinically effective in the eyes of patients and clinicians, care that
is safe and care that provides as positive an experience as possible for patients.

What is Changing Care doing to achieve this?
Programme initiatives span all service areas, but here are a few examples of change:

Firstly, our hospital environment; the Portering project is creating a sustainable, safer
service by recruiting substantive porters rather than relying on agency staff. Porters
support all our services and a committed, well trained portering team is essential to the
smooth running of the hospital. The service is also planning the introduction of improved
task management and communications technology. Meanwhile, the Housekeeping
initiative is looking at options intended to create a more hygienic, safer and more
organised place for us to work in and for our patients.

In the emergency department, we achieved the 95% target in June, thanks to the
continued dedication of our staff and the introduction of new processes. We are facilitating
‘unblocking’ methods to increase flow across inpatient areas, working alongside the Safety
Academy, which is dedicated to improving patient safety and quality.

Our inpatients are starting to benefit from a more efficient and positive experience both on
arrival and also at the other end of their stay; the Theatres group is now reviewing its new
scheduling policy which is intended to form the basis of an improved service with more
patient throughput. There has also been a 10% increase in the use of ‘expected day of
discharge’ methods for patients, improving safe and timely discharge. Audits are taking
place to understand the reasons for readmissions, and plans to follow up patients once
discharged aim to reduce readmission rates in the future.

Later in July, outpatients will benefit from appointments auto-reminder texts (over 65s will
still be phoned), aiming to reduce the number of Did Not Attends (DNASs) by enabling
patients to cancel/re-book rather than fail to attend, enabling others to take their place.
Clinics will be run more efficiently and more patients will be seen quicker.

Are we considering the impact of these changes?

Understanding the impact that change initiatives have on our services and staff is key to
successful change. We have consolidated our quality impact assessment (QIA) process
across the Trust by co-ordinating both divisional QIAs and the Changing Care QIAs from
the central project management office (PMO). Quality risks to patients, staff and our
services are graded and monitored continuously by the PMO alongside divisional and
project owners. Any planned changes with the potential to impact quality are graded,
monitored, then mitigation is planned so that risks are minimised.
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Below this programme update you'll find individual theme activities and progress highlights.
If you have any queries or comments, please email: Kate Terrell Gray, Project Manager /
Theme Support, or / in her absence, Innocent Muza, Project Management Office Leader.

Calling all Theme and Clinical Leaders!

If you would like to proactively provide content for future blogs, please contact
Kate Terrell Gray or Innocent Muza with your contributions.

Overall
Programme
Status

Programme
Overview

Programme
Finances

While most themes are already implementing change, others are
also focusing on involving staff, analysing data and planning before
launching into implementation. This will ensure that safety and
quality are not impacted and that we can measure whether themes
really do deliver tangible benefits.

Key achievements:

e The agency reduction theme moves a-pace with Dr Jonathon
Timperley and Dr Tom Odbert leading our Indian recruitment visit at
the end of July, aiming to employ middle grade doctors to A&E and
other specialties.

e The coding initiative continues to educate staff on best practice
identification methods and processes. The benefit of coding the right
thing at the right time for the right patient is that we not only generate
the correct income but also record accurate data, enabling informed
decision making (linking to our clinical strategy) plus we improve the
quality of our service line reporting (SLR) information and most
importantly the quality of service provided to our patients.

e Substantive porters are currently being recruited to create a
sustainable, safer service for our patients before the winter period.

e The Length of Stay Theme (LOS) is starting to deliver - there has
been a 10% increase trust-wide in the use of ‘expected day of
discharge’ (EDD) for patients. Having a date to aim for helps clinical
teams prioritise their work and enables better bed management.
Further work is taking place to ensure that patients are kept informed
of their EDD.

e In ED, we have achieved the 95% target in June thanks to continued
staff dedication across the Trust.

Programme themes have delivered £683k in Q1 2015/16, against a
planned delivery of £582k. The overall plan including Divisional CIPs
required delivery of £2,006k in the first 3 months versus the actual
delivery for this period of £1,965k, behind plan by £41k.

Further work is being done to identify recurrent savings opportunities to
ensure that once delivered, improvements are sustained year on year. As
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a result, we have made progress in replacing non-recurrent CIPs with
recurrent CIPs to the value of £428k in month 3.

Linking CCP The patient safety and quality improvement projects previously
with Trust-wide encompassed within the patient safety academy portfolio have been
programmes aligned with the changing care workstreams to support and act as a
catalyst for the improvement work to begin, whilst reducing the risk of
u repetition or duplication.

Patient Safety The safety academy will continue to front load improvement projects,
Academy “unblock” any bottle necks that may delay or hinder safety and quality
projects, whilst bringing together learning from what we have done before,
building on existing and new initiatives, and further embedding the safety
and quality improvement work in operations.

The safety academy core team has been revised to support a clinically led
structure. Divisional Directors have been asked to identify clinical project
leads who will become key contacts and have responsibility to lead
specific improvement projects within the division with support from the
safety academy.

During the transition period in Q1 it was necessary for the safety academy
to support the completion of many of the improvement reports which
provide assurance of progress made and the impact on patient care and
quality. The responsibility for future improvement work and the completion
of progress reports to provide assurance will in due course become
business as usual for nominated leads within the Divisions.

The role of the safety academy will become more of an improvement
facilitator and enabler whilst providing safety science and quality
improvement support and education.

The safety academy will be the guardian for safety and quality working in
synergy with the changing care delivery team whilst still increasing staff
engagement in quality and improvement projects related to patient safety.

Themes Brief highlight reports from themes (A-Z)

Agency Medical Agency

Reduction While Drs Timperley and Odbert travel to India to recruit more middle
+ grade doctors to A&E and other specialties, a good practice guide is being
247 Time created for managers out in the divisions. This handbook will advise on
how to maximise our internal staff pool before turning to agencies to fill
- junior rotas. This is a simple manager’s guide, and tips include recruiting
junior doctors onto our locum bank so that they can benefit from additional
Medics shifts. We are keen to develop our locum bank so that we can rely on a

flexible temporary workforce that is familiar with our senior clinicians,
ways of working and quality standards. This is more difficult to achieve
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Back Office
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2015 -2017

with agency locums. This managers’ guide will be published around the
beginning of August.

247 Time direct engagement / payment model — agency locums
247 Time & Medical Staffing delivered have delivered £135k savings on
agency locum VAT payments to-date. From this week onwards, we will
report savings from 247 Time made on actual weeks of work rather than
invoiced work (which sometimes related to work done weeks or months
previously). This is showing a far more accurate picture of booking
behaviour and subsequent savings, with only 17% of locum bookings
being made through off-framework agencies. This compares favourably
with the 45% of bookings in March. This is good news for departments
and patients, as government framework agencies are obliged to comply
with the rigorous terms of the framework, meaning that our agency locums
will also have been checked, inoculated, trained and will be up-to-date
with their annual appraisals and medical licence revalidation.

Medical Staffing has been working hard to develop stronger relationships
with the new set of Government framework agencies that we are linked to
through 247 Time. Meetings will continue until the end of July, after which
agencies that work hard for us will be moved to the top of a tiered system.
We aim to wipe out locum bookings through off-framework agencies
(which will need to be phased out following new Government guidance)
benefitting also from reduced costs, by the end of the year.

Challenge meetings are progressing with wards and the team has been
successful in identifying certain areas where roster inefficiencies have led
to overspends. These issues are in the process of being tackled and
improvements should be measureable in coming months. The NHS
Professionals meeting is booked for 20™ July (a possible opportunity to
simplify and improve management of agency bookings) and this will be key
in terms of enabling the project team to understand and challenge some of
the NHSP assumptions and claims around potential savings that may
exist.

Nursing agency expenditure has recently been subject to additional
scrutiny at government level and the TDA will be announcing a number of
measures for tacking nursing agency spend later in the year. The project
team are currently working with the Trust Executive Team to ensure that
NGH is as prepared as possible for these changes.

Each back office area has been asked to review its services and identify
non-value adding processes, areas which need to be developed or
automated and areas where increased collaboration could be an option.

An executive-led vacancy control panel for corporate back office functions
began its work in w/c 6 July, led by the Directors of Finance and
Workforce with quality impact assessment by the Medical Director or
Director of Nursing.
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Business Case Our Business Cases this year have quality improvements at the heart of
Delivery their proposals. Whether for the provision of services closer to home for

patients, more sustainable and therefore safer clinical rota cover, or better
services through expansion and investment in new procedures, the Trust
has looked to invest in developments that provide both a return on
investment financially and improved services for the people of
Northamptonshire.

Business cases will be supported by the soon to be launched Business
Case Scorecard, which will be used for monitoring and escalation for off-
track cases. This is the first year in which NGH has introduced a more
robust process that follows business cases post-approval stage.

Clinical We have now completed an assessment of the links between clinical
Strategy strategy initiatives, business cases and the Changing Care programme to
ensure that we avoid duplication in monitoring and reporting the ongoing
developments.

As previously stated, the clinical strategy delivery work is the responsibility
of the Divisions.

Data Update: Data Completeness — In a nutshell

Completeness
Whilst the majority of our data capture is very good, there are some areas

that need to be improved. The main areas of concern are ensuring the
correct GP’s are recorded on our systems and all relevant investigations
and procedures are captured accurately. If we improve our processes this
will lead to an improvement in patient safety and income capture —
ensuring that we get paid for the work we do.

e Making sure that we charge the correct level of income to cover the costs
of treating our patients

e Improved information on how much income each service generates

e Provides visibility as to each individual specialty rather than grouped
with the general specialty

e Increased Vvisibilty ensures that each service is adequately
commissioned

e Capturing all activity to charge

e Associated codes are also captured which may result in a richer case-
mix

e Assists with the decision making in the trust with regards to the clinical
strategy and improve the quality of our service line reporting (SLR)
information

Can you help?

We need you to consider how patient information is being input onto iPM
and whether you feel confident that you have all the necessary information
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to populate the required fields. Some of the data that is required may not
seem relevant or that important - however each required field contributes to
patient safety and helps to increase the amount of income that we receive-
this income is used to help run our hospital and to improve the quality of
care for our patients.

Who to ask for advice:
Clare Hall — Information
Jess Merson — Income
Ben Greasley — Coding
Laura Grant — IQE/Programme Delivery Team

The F&E theme is dedicated to increasing the levels of quality of services
delivered to staff and patients. Two initiatives are currently delivering on
this intention:

Housekeeping Services: The theme supports the provision of a clean and
safe environment to a high standard in which to deliver health care, via
progressing accountability and ownership at all levels from board to ward.
This is seeking to ensure that tangible improvements without compromise
to quality, are achieved. Proposals intended to provide improved team
working, cross-cover and coordination of the services are currently being
developed.

Portering Services: We are in the process of converting temporary posts
into our substantive establishment to ensure a sustainable, constant
Portering Service that colleagues can rely on in anticipation of the winter
months. The service is also planning enhancements to overall
management of portering by seeking to introduce improved task
management and communications technology.

This theme is developing some new approaches to the way NGH
promotes and adopts clinical research. By conducting more clinical
research the results can help to improve the quality of patient pathways.

The embryonic process which scrutinises new studies has so far identified
11 commercial studies in which we have expressed an interest. We are
waiting to see if we will be selected as a site for any of these new
projects. The identification and management process for research will be
further refined. Work is ongoing to align this workstream with the
transitional changes ongoing in the national R&D programme.

The 11 sub-projects are progressing well, notably with a 10% increase in
the use of expected day of discharge for patients. Training and refresher
training on criteria-led discharge (previously known as nurse-led
discharge) is starting on the Surgical wards on the 14th July.

The Board Rounds Group is rolling out a simplified white board across all
wards and are having input from ESIST to improve the consistency of
board rounds trust wide. The Green Card team is evaluating two different
IT solutions - ICE & Vitalpak to identify which one is most suitable for

Page 62 of 171



Changing Care @ NGH %
2015 -2017

NGH. These are all long term projects that will lead to improved
communications and reduce delays to patient discharges.

Medical The process of reviewing and updating job plans is well under way. Stage |
Productivity Challenge Review meetings continue with directorates to ensure that all
consultants have an up-to-date, mutually agreed job plan for 2015/16. Job
plans need to reflect the duties undertaken ensuring continuous
improvement and sustainability of the delivery of safe, high quality and
efficient services to our patients.

Collation of detail regarding SPA lead roles and activity continues. To-
date 157 pro-forma templates have been distributed. An initial review of
responses will be presented to the Changing Care Steering Group at their
meeting on 21 July with a granular review during August to ensure that
activity meets Trust and directorate requirements, there is consistency and
activity remains appropriate to the long term provision of patient and
service quality and care.

Nursing The consultation relating to shift standardisation for nursing staff in adult
Productivity inpatient wards commenced on 8 June 2015. Presentations led by
Rachael Corser, Director of Nursing and Anne Thomas, Associate
Director of Midwifery took place initially with just over 500 staff attending
these presentations. The consultation is for 45 days and during June and
July the Ward Sisters/Charge Nurses have been carrying out one-to-one
meetings to support the staff. The consultation closes on 22 July 2015.

Optimised Our Clinical A&C workforce is one of the key points of contact that our
Clinical Admin patients have and one of our greatest ambassadors: whether it be
arranging an appointment, checking in at clinic, telephoning for
information or an update - this group of staff impact greatly on a patient's
experience of our Trust.

They also undertake the management and validation of waiting lists,
ensuring that our patients are seen when they should be or intervening
action is taken to keep them safe. Good Clinical A&C services are
efficient, knowledgeable, timely and professional. As we move forwards
with this project, delivering a high quality patient experience is at the
centre of our approach.

Optimised The Trust achieved the 95% target in June, thanks to the continued
Emergency dedication of its staff. Nevertheless, the target remains a daily challenge
Care with the trust experiencing high numbers of attendances and admissions.

Furthermore, Delayed Transfers of Care (DTOC’s), where patients have
been clinically stable for more than 72hrs and still awaiting discharge have
reduced in comparison to previous months, however remain higher than
the levels expected and continue to impede bed flow. The project has
made positive steps over the last month, with weekly performance
meetings running to review breaches and hold specialities to account. ED
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have gone paper light in Majors and Minors to streamline processes and
improve data collection.

The Assessment Units continue to embed 'ideal’ processes and are
proving successful. The new Ambulatory Care Centre is under
development and will be completed over the summer and will have a big
impact on how we manage the front door.

The Trust has launched a new approach to managing the twice daily
safety huddles to maximise impact, and the discharge teams are working
with the wider health economy to launch a number of schemes to reduce
DTOCS, including Discharge-To-Assess. Over the coming months, focus
on the forthcoming Winter will be a priority to start planning and implement
specific schemes in preparation.

Thank you to everyone for their hard work throughout June.

This year, our work focuses on ensuring that we provide a better patient
experience. Through the management of DNAs and patient cancellations
we will be able to provide appointments to people that need them more
quickly. In March 2015, we re-arranged over 6,000 appointments /
instances of patient contact. Maintaining a low rate of clinic cancellations
will ensure that we see patients when we say we will.

The implementation of partial booking will enable us to have a better
oversight of our upcoming capacity to see patients, supporting this being
delivered by our substantive workforce, as well as providing a more
present timeframe to patients to make appointments that they can
realistically attend. We will also be considering our Speciality first to
follow-up ratios with Clinicians to ensure that we are a clinically effective
organisation.

When we started this Project, our DNA rate was 8.3%; our hospital
cancellations rate was 4.1%, and our patient cancellation rate was at
3.3% - over the coming months we expect to see an improvement in these
key rates. (All figures quoted are at a Trust level.)

The new Boots Outpatient Pharmacy opened its doors on the 22" June
2015 in Hospital Street. This externally managed pharmacy aims to
provide a high level of prompt, focused service to our patients who should
notice a reduction in waiting times and excellent customer service at the
counter.

There is a link on the Street intranet page that will hopefully answer any
guestions you may have regarding the way that it will support you in
delivery of your services.

Now that the Inventory Management system business case has been
approved by the Executive team and the Finance, Investment and
Performance Committee, work has begun to start planning implementation
and associated business process change.
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In addition, the strategically important GS1 outline plan has been
developed, presented to the Trust Board and submitted to the Department
of Health. GS1 is a widely adopted approach to identifying, capturing, and
sharing information — about assets, services, people, locations and more —
making it possible for organisations to operate more efficiently.

The clinical audit of readmissions in Medicine is underway and we are
looking forward to processing the results in the next few weeks. To-date
we have been able to save £47k through better application of the
readmission exclusion criteria and through data validation.

One of our planned projects is to trial post-discharge phone calls to a
specific category of patients. It is hoped that this will be able to reduce
emergency readmissions through providing reassurance to the patient
and by arranging specialty input where required.

With considerable evidence having emerged over the last ten years
linking the reduced level of service provision at the weekend to poor
outcomes for patients admitted to hospital as an emergency, quality is a
huge part of the seven day working theme. Hospitals are expected to
meet patient and public expectations by providing a consistent service, no
matter what day of the week it is.

Delivery of this equitable provision will drive up clinical outcomes and
improve patient experience by reducing the risk of morbidity and mortality
following weekend admission in a range of specialties. Our 5 chosen
clinical standards this year are central to our ambitions for a safer hospital
— they are as follows:

- Patient Experience

- Time to 1% Consultant Review
- MDT Review

- Diagnostics

- On-going Patient Review

The project team is working with Clinical Directors and other key
colleagues to define where and how services need to develop to better
meet our and our patients’ aspirations for care and experience across the
seven days.

Progress is being made towards improving the scheduling and booking
process for patients undergoing elective surgery. Potentially this

will increase theatre capacity, allowing patients to receive their surgery
sooner, increase the amount of notice patients receive of their operation
date and reduce the number of patients who are cancelled on the day of
surgery for non-clinical reasons. This is needed because in Q1 2015/16,
97 timetabled theatre sessions were not utilised.

The draft Theatres Policy, which will underpin the updated service, is
currently being reviewed and the deadline for feedback was 17 July.
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There are no simple ‘quick fixes’ to improving utilisation of our operating
theatres, but a common theme of the work done to date is the need to
improve team working and communication between specialties, clinicians
and management. All concerned are working hard to improve the working
environment and services for our patients.

The Workforce Development Group has started to determine the specific
areas where there will be an initial focus on understanding the reasons for
overtime. These include areas in the Clinical Support Services, Facilities
and Hospital Support. In addition, the group has agreed that the Learning
and Development department should recruit to more apprentice roles so
that the divisions can appoint apprentices into existing vacancies.

The group is also reviewing the number, type and value of overpayments
across the Trust to identify if there needs to be a review of processes.
This is intended to result in approaches to fix existing problems.

In addition we are seeking to extend the Rewardwise and GreenCar
schemes. These schemes offer staff the opportunity to purchase cars,
electronics and other goods at competitive prices whilst at the same time
providing savings for NGH that means we can invest in the services we
provide to patients. By providing a portion of salary to make the purchase,
staff pay less tax and NGH’s costs are lower.

For more details of the purchasing opportunities and benefits please
contact Laura Grant in the programme delivery team.
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NHS Trust
Report To PUBLIC TRUST BOARD
Date of Meeting 30 July 2015
Title of the Report Finance Report
Agenda item 11
Sponsoring Director Simon Lazarus, Director of Finance
Author(s) of Report Andrew Foster, Deputy Director of Finance
Purpose To report the financial position for the period ended June
2015/16.

Executive summary

e The Trust has incurred a deficit of £6m in the first quarter, £23k favourable to plan.

* The TDA have requested that the Trust consider a “stretch target” and to set out measures to
improve the planned deficit position of £21.2m by the year end.

« Arange of in year financial risks are emerging which are not provided for in the financial plan
requiring mitigating actions to ensure financial targets can be met.

¢ Operating expenditure is tracking to plan supported by a significant level of vacancies and the
application of 3/12" of the contingency reserve.

e Temporary staff costs of £2m (13.1%) in month. Agency costs increased in June to £1.488m (or
9.7% of the total pay bill).

* The cumulative breakeven duty target for recovery stands at £15.4m at the end of June and will
need to be addressed by the development of the Financial Sustainability plan.

Related strategic aim and Develop IBP which meets financial and operational targets.
corporate objective
Risk and assurance The recurrent deficit and I&E plan position for FY15-16 signal

another challenging financial year ahead and the requirement to
develop a medium term financial strategy to deliver financial
balance in the medium term.
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Related Board Assurance BAF 17, 18 and 19
Framework entries

Equality Analysis N/A

Legal implications / NHS Statutory Financial Duties
regulatory requirements

Actions required by the Committee

The Board is asked to note the report and consider the overall financial position in relation to the TDA
request to agree a “stretch target”.
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Northampton General Hospital NHS!

NHS Trust

Report To

PUBLIC TRUST BOARD

Date of Meeting

30 July 2015

Title of the Report

Workforce Performance Report

Agenda item

12

Presenter of Report

Janine Brennan, Director of Workforce & Transformation

Author(s) of Report

Sandra Wright, Assistant Director of Workforce Development

Purpose

This report provides an overview of key workforce issues

Executive summary

¢ The key performance indicators show a decrease in contracted workforce employed by the Trust,
and an increase in sickness absence.

e Increases in compliance rates for Mandatory Training and Role Specific Essential Training
compliance and a decrease in Appraisal compliance rates.

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 Analysis

Is there potential for, or evidence that, the proposed
decision/document will not promote equality of opportunity for all or
promote good relations between different groups? (Y/N) No

Is there potential, for or evidence that, the proposed
decision/document will affect different protected
groups/characteristics differently (including possibly discriminating
against certain groups/protected characteristics)? (Y/N) No
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Legal implications / No
regulatory requirements

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

e Note the report
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Northampton General Hospital NHS|

NHS Trust

Public Trust Board
30 July 2015

Workforce Performance Report

1. Introduction
This report identifies the key themes emerging from June 2015 performance and identifies
trends against Trust targets. It also sets out current key workforce updates.

2. Workforce Report
2.1 Capacity
Substantive Workforce Capacity decreased by 6.44 FTE in June 2015 to 4119.69 FTE. The
Trust's substantive workforce is at 88.81% of the Budgeted Workforce Establishment of
4638.52 FTE.

Trust turnover increased to 11.47% in June which is above the Trust target of 8%. Overall
turnover within Nursing & Midwifery has increased slightly to 11.81%. Turnover fell in the
Allied Health Professional, Estates & Ancillary and Medical & Dental staff groups, but rose
in all others.

In month sickness absence increased by 0.43% to 4.15%, which means an increase to
above the Trust target of 3.8%. However, both Clinical Support Services Division and
Support Services achieved a level below the Trust's target of 3.8%.

Sickness Absence Benchmarking

Data available from the Health & Social Care Information Centre (HSCIC) I-View Database
enables comparison with other trusts, either regionally or by benchmarking with similar-
sized organisations. The latest data currently available is for February 2015.

Compared to the other acute trusts in the East Midlands, NGH has above average
sickness, although it fares better than Lincolnshire and Sherwood Forest Hospitals, and has
a generally lower absence rate than Kettering General Hospital.
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NGH is classified in the HSCIC database as a Medium Acute Trust, and in comparison with
other such trusts nationally, we have above average sickness absence rates. Of the 35
trusts in this benchmark group, NGH has been ranked as having between the 7th and 11th
highest absence rate for each of the twelve months to February 2015.

Looking at specific staff groups, NGH also has higher than average sickness compared with
other medium acute trusts in the Nursing & Midwifery, HCAs & Helpers, and Admin &
Clerical staff groups for the twelve months to February 2015, but lower than the average for
benchmark trusts in all other staff groups.

More detail is available in Appendix 1.

Ward Buddies

The NGH Ward Buddy project is in the final stages of planning and will be launched
shortly. 22 ward buddies from our non-clinical areas have confirmed their commitment to
be available during times of significant internal incident. All the Buddies will need to
evidence that they are up to date in their mandatory training and in addition will attend a
half-day development session where they will learn more about the role, where it will be
made clear on where they can provide support and when they should signpost to others.
They will work through case studies and learn some of the practical tasks such as making
beds.
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The Ward Buddies will be ‘activated’ once a significant internal incident is declared, but to
ensure the maintenance of skills, it is anticipated that each Buddy will undertake the role no
less than three times a year. A three-way agreement between Buddy, line manager and
ward manager will be administered and held by the HR team. Invitations to attend the
development session will be sent over the next few weeks.

2.2 Capability

Appraisals, Mandatory and Role Specific Essential Training

Appraisal compliance rate reduced to 70.28%, this is a reduction of 2.85% on last month’s
figures. There are still significant numbers of staff who do not have an in-date appraisal,
some of whom are at the top of their incremental scale.

Mandatory Training compliance increased in June to 82.03% from 81.14% in May.

The Review of Knowledge sessions are being continuously reviewed in response to
feedback and are now being offered on a drop in basis; this appears to have had a positive
impact upon the numbers attending the sessions, although it is no longer possible to detect
non-attendees.

Role Specific Essential Training compliance also increased slightly in June to 69.47%.

The Learning & Development Department are providing support to areas in order that they
are able to achieve a compliance rate of 85% across Appraisals, Mandatory Training and
Role Specific Essential Training.

2.3 Culture

Staff Friends and Family (SFFT) Quarter 1: non-clinical support areas

Feedback has been received from the non-clinical support areas with a comparison to
same group in the same quarter last year. There has been a 35% increase in the number
of staff responding. The initial results are showing a positive shift in staff both
recommending NGH as a place for treatment and as a place to work; questions and results
are below:

How likely are you to recommend NGH to friends and family if they needed care or
treatment?

. 74% Likely or highly likely 1 5%
. 17% were neither likely nor unlikely | 8%
. 6% were unlikely or high unlikely <

(3% didn’t know)

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

. 68% Likely or highly likely 11%
. 18% were neither likely nor unlikely <
. 14% were unlikely or high unlikely | 1%

Full response to staff will be themed and shared out across the Trust in July.

Workforce Race Equality Standard (WRES)

The WRES has been presented and approved by the Workforce Committee and Equality
and Diversity Group (Staff) and has now been uploaded onto the Trusts internet. During
the coming year work will commence to address any data shortcomings from the baseline
data identified by the WRES indicators.

. Assessment of Risk

Managing workforce risk is a key part of the Trust's governance arrangements.
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4. Recommendations/Resolutions Required
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.
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Trust Board : Capacity and Capability Report - June 2015

CAPACITY I Establishment RAG Rates: < 88%
Staff in Post

Staff in Post (FTE) Jun-15 Establishment
Medicine & Urgent Care Division Medical Division Total 1035.30] W 1030.29] ¥ 1018.18] 1185.99 [eisReELZ)
Urgent Care 243.93] & 239.20] & | 235.20] 315.90MEZWEL
Inpatient Specialties 542.58] 4 507.73] & 503.33] 561.37
Outpatients & Elderly Medicine 246.99] 4+ 28155 & | 278.66] 306.25
Surgical Division Surgical Division Total 1042.10] 4 1049.17] & | 1044.58] 1176.47
Anaesthetics, CC & Theatres 396.98] & 39371] 4 [ 393.93 451.55
Head & Neck and T & O 362.34] 4 366.42] 4 | 370.27] 406.90
General & Specialist Surgery 276.98] 4 283.25] ¥ 274.58] 310.92
Women, Children & Oncology Division W, C & O Division Total 856.70 @ 854.10 @ 844.88] 926.58
Women 363.67] 4+ 366.73] & | 363.96] 373.65| 97.41%
Children 25051 & 256.11] & | 254.02] 300.73|REENALY:
Oncology & Haematology 232.53] 4 230.26] 225.05] 249.46
Clinical Support Services Division Clinical Support Division Total 519.62) 4 52351 4 527.73] 586.78
Imaging 154.29) 4 15524] & | 155.66| 178 08 rerey
Pathology 166.07] 4 166.73] & | 164.73] 183.14
Clinical Support 198.27] 4 1909.54] 4 | 205.35] 223.42
Support Services Support Services Total 661.55] 1 669.05] I+ 684.32] 762.70
Hospital Support 368.78] 1+ 379.45] 4 | 395.97] 421.28] 93.99%
Facilities 202.76] & 289.60] & | 288.35] 341.42[BKYWILY
Trust Total 4115271 4 | 4126.13] & | 4119.69] 4638.52
L
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Trust Board : Capacity and Capability Report - June 2015

CAPACITY I Vacancy RAG Rates: > 12% _ <7%
Staff Group (FTE v Est)

Staff Group Vacancy Rate (Contracted FTE v Establishment)

Staff Group

Apr-15 VEVAL Jun-15

Add Prof Sci & Tech 9.49% . 12.06%
Additional Clinical Services 11.14%

Admin & Clerical 11.56%

Allied Health Professionals 10.24% 6.98%
Estates & Ancillary 19.60% 20.40% 19.64%
Healthcare Scientists 20.10% 19.31% 18.01%
Medical & Dental 9.86% 8.57% _
Nursing & Midwifery 18.08% 18.44% 19.02%

Staff in Post (FTE) as Percentage of Establishment

100%
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60%

50%

Staff in Post & Establishment Gap by Staff Group
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Trust Board : Capacity and Capability Report - June 2015

CAPACITY Turnover RAG Rates:
Annual Turnover Figures refer to the year ending in the month stated I

Annual Turnover (Permanent Staff) Jun-15
Medicine & Urgent Care Division Medical Division Total 11.86%] A 12.29%] A 12.43%
Urgent Care 11.60%] A 13.47%] A 13.96%
Inpatient Specialties 12.78%] A 13.02%] A 13.21%
Outpatients & Elderly Medicine 9.83%] A 9.91%] -
Surgical Division Surgical Division Total 2.99%] & 9.91%] A 10.39%
Anaesthetics, CC & Theatres 7.58%] A 8.12%| A
Head & Neck and T & O 13.55%| S 12.69%| S 11.91%
General & Specialist Surgery 857%| A 8.60%| A 11.32%
Women, Children & Oncology Division  |W, C & O Division Total 10.25%| M 9.90%| M
Women 6.17%| A 6.22%) A
Children 11.73%| 10.95%| 10.16%
Oncology & Haematology 15.19%| 14.74%| 14.68%
Clinical Support Services Division Clinical Support Division Total 14.83%] N 14.11%] N 13.76%
Imaging 7.80%| S e I
Pathology 21.39%] N 20.54%| A 21.97%
Clinical Support 15.31%| M 14.72%| 12.76%
Support Services Support Services Total 10.82%| A 11.55%] A 11.94%
Hospital Support 12.11%| A 12.66%| A 13.15%
Facilities 9.30%| A 10.22%| A 10.48%
Trust Total 11.29%| A 11.31%| A 11.47%
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Trust Board : Capacity and Capability Report - June 2015

| Turnover RAG Rates:
Annual Turnover Rate for Permanent Staff Figures refer to the year ending in the month stated
Add Prof Sci & Tech 10.38%| M 9.07%| A
Additional Clinical Services 11.22%) M 11.17%] A 11.32%
Admin & Clerical 11.19%| 11.08%| A 11.42%
Allied Health Professionals 14.98%] N 14.40%) M 11.69%
Estates & Ancillary 1042%] A 11.09%| M 10.73%
Healthcare Scientists 20.85%) A 21.88%| A 24.73%
Medical & Dental 7.000] esaw| W [ o]
Nursing & Midwifery 11.30%| A 11.73%| A 11.81%
4 N\
Annual Turnover % (Permanent Staff) by Staff Group
30%
25%
20%
15%
10%
5%
0%
Add Prof Sci &  Additional Admin & Allied Health Estates & Healthcare Medical & Nursing &
Tech Clinical Clerical Professionals Ancillary Scientists Dental Midwifery
Services
HApr-15 HMay-15 EJun-15
- J

Capacity

Substantive Workforce Capacity decreased by 6.44 FTE in June 2015 to 4119.69 FTE. The Trust's substantive workforce is at 88.81% of the
Budgeted Workforce Establishment of 4638.52FTE.

Staff Turnover: Trust turnover increased further to 11.47% in June which is above the Trust target of 8%. Turnover within Nursing &
Midwifery increased to 11.81%; the Nursing & Midwifery figures are inclusive of all nursing and midwifery staff employed in various roles
across the Trust. Turnover fell in the Allied Health Professional, Estates & Ancillary and Medical & Dental staff groups, but rose in all others.
Medical Division; Increased by 0.14%, although turnover fell to 9.48% within Outpatients & Elderly Medicine.

Surgical Division: turnover increased to 10.39%.

Women, Children's & Oncology Division; further reduction in turnover in this division, now standing at 9.77%.

Clinical Support Services Division; fell below 14%, to 13.76% for the year ending June 2015.

Staff Vacancies: The vacancy rate within Estates and Ancillary staff group decreased in June but still remains significantly above the Trust
vacancy target of 7% at 19.64%. The Registered Nursing & Midwifery vacancy rate has grown again to 19.02%, partly as a result of additional
investment added in the new financial year; it has however increased further from 18.08% in April.

Sickness Absence: In month sickness absence increased by 0.43% to 4.15% which takes it back above the Trust target of 3.8% . However,
both Clinical Support Services Division and Support Services achieved a level below the Trust’s target of 3.8%.

Page 91 of 171




Trust Board : Capacity and Capability Report - June 2015

Sickness % RAG Rates:

WAL 3.8-4.2% | <3.8%

Medicine & Urgent Care Medical Division Total 47.21 43.27 2.56% 1.69%
Urgent Care 9.39 8.99 3.84% 2.23% 1.60%
Inpatient Specialties 24.25 18.53 2.77% 1.08%
Outpatients & Elderly Medicine 13.58| 15.79 2.46% 2.89%

Surgery Surgical Division Total 48.15| 44.90 2.69% 1.81%
Anaesthetics, CC & Theatres 15.24 15.51 2.66% 2.04%
Head & Neck and T & O 18.95 17.81 2.55% 5.57%
General & Specialist Surgery 13.99 11.44 4.66% 3.25% 1.41%

Women, Children & Oncology |W, C & O Division Total 35.72 36.04 4.53% 2.08% 2.45%
Women 16.58 17.60 4.60% 1.93% 2.67%
Children 8.33 7.38 1.99% 1.74%
Oncology & Haematology 10.81 11.10 2.45% 2.90%

Clinical Support Services Clinical Support Division Total 8.00 9.89 2.39% 0.87%
Imaging 1.76) 1.97 3.30% 0.00%
Pathology 3.90 5.29 6.87 4.17% 2.36% 1.81%
Clinical Support 2.36 2.61 5.15 1.74% 0.77%

Support Services Support Services Total 21.10| 19.13 25.18 2.55% 1.13%
Hospital Support 7.23 8.27 14.65 2.87% 0.82%
Facilities 13.82 10.83 10.55 2.11% 1.55%

Trust Total As FTE 160.50] 153.49
As percentage 3.90% 3.72% 4.15% 2.47% 1.68%
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Trust Board : Capacity and Capability Report - June 2015

raining & Appraisal RAG Rates:
80-84.9% |[>85%

T
< 80%

Mandatory Training Compliance Rate Directorate Apr-15 May-15 Jun-15
Medicine & Urgent Care Division Medical Division Total 74.95% ﬂ} 76.01% ﬁ} 77.09%
Urgent Care 75.37% [P | 77.57% [N [0
Inpatient Specialties 72.29% {} 72.99% {} 74.26%
Outpatients & Elderly Medicine 80.12% {} 80.13% {}
Surgical Division Surgical Division Total 76.27% |41 | 77.97% |4 [EXEED
Anaesthetics, CC & Theatres 79.70% {} 80.23% {}
Head & Neck and T & O 73.21% [4F | 75.16% [ G
General & Specialist Surgery 75.69% @ 78.52% @ 81.20%
Women, Children & Oncology Division W, C & O Division Total 82.41% @ 82.73% {} 82.51%
Women 81.58% |3 | 80.67% [N | 80.19%
Children 83.46% |11 | 85.22% [N} | 84.60%
Oncology & Haematology 82.65% {} 83.50% {} 84.21%
Clinical Support Services Division Clinical Support Division Total 88.93% [N | 88.70% [4>
Imaging 90.19% |40 | 90.32% |4
Pathology 85.99% {} 84.10% {}
Clinical Support 90.26% |4 | 91.020% |4
Support Services Support Services Total 84.41% ﬁ} 86.09% {}
Hospital Support 85.86% @ 87.41% @
Facilities 82.60% |41 | 84.38% |4p | 84.49%
Trust Total 80.14% |41 | 81.14% |4 | 82.03%
Role Specific Training Compliance Rate Directorate Apr-15 May-15 Jun-15
Medicine & Urgent Care Division Medical Division Total 64.91% |} | 64.85% |49 RN
Urgent Care 58.57% {} 59.59% {} 60.55%
Inpatient Specialties 62.94% {} 61.74% {} 61.76%
Outpatients & Elderly Medicine 75.93% @ 75.22% @ 74.43%
Surgical Division Surgical Division Total 67.28% @ 67.99% @ 69.46%
Anaesthetics, CC & Theatres 69.34% {} 70.00% {} 70.79%
Head & Neck and T & O 63.86% |1 | 64.81% N> R
General & Specialist Surgery 68.39% {} 68.92% {} 73.75%
Women, Children & Oncology Division W, C & O Division Total 67.41% |41 | 68.51% |41 [REOEED
Women 62.60% |40 | 63.30% |4 WERLR
Children 70.94% [P | 72.55% |4 [RERED
Oncology & Haematology 73.16% M | 74.48% |4 B0
Clinical Support Services Division Clinical Support Division Total 82.83% {} 84.11% {} 83.35%
Imaging 86.49% |3 | 86.40% N5
Pathology 73.31% 4P | 73.65% |4 [RZEELA
Clinical Support 82.52% |11 | 85.10% [N
Support Services Support Services Total 70.03% {5 70.02% {} 69.21%
Hospital Support 72.60% {} 72.84% {} 72.01%
Facilities 65.86% [N | 65.31% [N [NSELR
Trust Total 68.12% |41 | 68.73% K NEXAER
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Trust Board : Capacity and Capability Report - June 2015

Training & Appraisal RAG Rates:
80-84.9% |[>85%
Appraisal Compliance Rate Directorate Apr-15 May-15 Jun-15
Medicine & Urgent Care Division Medical Division Total 61.52% ll“ 61.58% Q} 58.52%
Urgent Care 70.12% ? 71.55% 4} 67.50%
Inpatient Specialties 53.37% @ 51.75% 4} 50.52%
Outpatients & Elderly Medicine ] 69.78% ? 70.24% 4} 64.71%
Surgical Division Surgical Division Total 68.15% ? 71.76% [y [ERL
Anaesthetics, CC & Theatres 66.76% ? 69.97% 4} 66.94%
Head & Neck and T & O 582404 | 62.14% [+ EREL
General & Specialist Surgery 82.80% ? 86.43% 4} -
Women, Children & Oncology Division W, C & O Division Total 76.53% @ 80.35% {Jv 76.06%
Women 78.44% | | 84.04% Y
Children 74.22% ? 75.39% 4} 74.32%
Oncology & Haematology 75.63% 4 | 79.41% b [RERR
Clinical Support Services Division Clinical Support Division Total 79.26% ? 85.51% | | 81.79%
Imaging 80.98%4F | 88.34% [N | 82.93%
Pathology 7262%4F | 79.88% Ny IR
Clinical Support 82.76% 4" | 87.93% i
Support Services Support Services Total 70.23% ? 72.35% 4} 68.46%
Hospital Support 7027% 4 | 75.78% [N} ROREL
Facilities 70.18% @ 67.99% 4} 65.95%
Trust Total 70224 | 73.13% R [IREIR

Capability

Appraisals
The current rate of Appraisals recorded for June 2015 is 70.28%; this is a decrease on last
month’s figures of almost 3 percent.
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Mandatory Training and Role Specific Essential Training
Mandatory Training compliance increased in June to just over 82% (82.03%).

Role Specific Essential Training compliance also increased in June to 69.47%.
The target compliance rates for Appraisals, Mandatory, and Role Specific Training have all been

set at 85%, which should have been achieved by March 2015; this was not done but work
continues to achieve this level of compliance.
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Sickness Absence Rates for NGH compared to East Midlands Acute Trusts and all Medium Acute Trusts

In-Month Sickness Absence: East Midlands Acute Trusts

Mar-14 | Apr-14| May-14| Jun-14] Jul-14| Aug-14 | Sep-14| Oct-14| Nov-14| Dec-14| Jan-15]| Feb-15
Derby Hospitals 3.73%]| 3.75%]| 3.63%| 3.72%)] 3.55%| 3.58%)]| 3.83%] 4.56%| 4.29%| 4.72%]| 4.93%| 4.70%
Kettering General Hospital 4.61%| 4.01%] 4.19%] 4.00%] 4.09%)| 4.34%)| 4.50%]| 4.82%| 4.90%] 5.13%]| 5.44%| 5.12%
Leicester University Hospitals 3.54%| 3.48%| 3.40%| 3.34%]| 3.54%| 3.47%| 3.71%]| 3.94%]| 3.93%| 4.38%| 4.18%| 3.95%
Lincolnshire Utd Hospitals 4.46%| 4.50%| 4.33%| 4.43%| 4.74%| 4.57%| 4.71%]| 5.29%| 5.09%]| 5.18%| 5.63%| 5.24%
Nottingham University Hospital 3.37%| 3.30%] 3.13%]| 2.89%]| 3.30%| 3.25%]| 3.31%]| 3.59%]| 3.42%]| 3.65%| 3.60%]| 3.53%
Sherwood Forest Hospital 4.68%| 4.82%] 4.64%]| 4.57%]| 4.32%] 3.85%]| 3.93%]| 4.15%]| 4.22%]| 4.59%| 4.45%| 4.49%
Average EM Acute Trusts 3.89%| 3.82%] 3.72%| 3.65%]| 3.82%| 3.72%| 3.90%]| 4.27%]| 4.16%| 4.50%| 4.51%| 4.30%
Northampton General Hospital 4.37% | 4.21% | 4.21% | 4.20%]4.23% | 3.96% | 4.33% | 4.64% | 4.51%| 5.14% | 4.76% | 4.43%
6.0%
5.5%
5.0%
4.5%
4.0%
3.5%
I
3.0% (4))
e
-
2.5% 8
Derby Kettering Leicester Lincolnshire  Nottingham Sherwood Average EM  Northampton IS)
Hospitals General University ~ Utd Hospitals ~ University Forest Hospital Acute Trusts General C
Hospital Hospitals Hospital Hospital LL

B Mar-14 B Apr-14 B May-14 BJun-14 @Jul-14 @ Aug-14 ESep-14 W Oct-14 E Nov-14 M Dec-14 MJan-15 @ Feb-15

Data available from the Health & Social Care Information Centre (HSCIC) I-View Database enables
comparison with other trusts, either regionally or by benchmarking with similar-sized organisations. The
latest data currently available is for February 2015.

Compared to the other acute trusts in the East Midlands, NGH has above average sickness, although it
fares better than Lincolnshire and Sherwood Forest Hospitals, and has a generally lower absence rate
than Kettering General Hospital.

NGH is classified in the HSCIC database as a Medium Acute Trust, and in comparison with all other such
trusts nationally, we have above average sickness absence rates. Of the 35 trusts in this benchmark
group, NGH has been ranked with between the 7th and 11th highest absence rate for each of the twelve
months to February 2015.
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In-Month Sickness Absence: NHS Acute Trusts (Medium)

Mar-14 | Apr-14| May-14 | Jun-14| Jul-14| Aug-14 | Sep-14] Oct-14| Nov-14| Dec-14| Jan-15| Feb-15
Northampton Gen 4.37% | 4.21% | 4.21%] 4.20% [4.23% | 3.96% | 4.33%[ 4.64% | 4.51%| 5.14%| 4.76% | 4.43%
Rank - Highest to Lowest Rate 7 9 7 9 11 11 8 9 11 8 9 11
Aintree Uni 4.03%]| 4.12%] 3.88%| 4.24%| 4.37%| 4.16%| 4.34%]| 4.84%| 4.51%]| 4.95%| 4.61%| 4.37%
Ashford & St Peter's 3.10%] 3.08%| 2.97%] 2.65%] 2.79%| 2.69%| 2.89%| 2.84%] 2.87%| 3.39%] 2.97%| 2.63%
Basildon & Thurrock Uni 3.84%] 3.90%| 3.52%] 3.52%] 3.54%| 3.65%| 4.11%| 4.42%] 4.41%| 4.60%] 4.58%| 4.27%
Bolton 5.34%] 5.27%| 4.87%] 4.74%] 4.86%| 4.47%| 4.70%| 5.01%] 4.98%| 5.49%] 5.19%] 4.94%
Colchester Uni 3.92%| 3.53%| 3.41%] 3.74%] 3.71%| 3.75%| 3.78%| 4.28%[ 4.58%| 4.72%] 5.16%| 5.05%
Croydon Health 2.60%] 2.69%| 2.79%] 3.19%] 3.48%| 3.46%| 3.24%| 3.43%] 3.21%| 3.76%| 3.68%| 3.47%
Dudley Group 3.64%] 3.68%| 3.21%] 3.40%] 3.42%| 3.31%| 3.58%| 4.02%] 4.20%| 4.51%] 4.73%| 4.17%
Ealing Hosp 3.93%] 3.91%| 3.88%| 4.18%| 4.33%| 4.46%
Frimley Health 2.59%] 2.37%| 2.64%] 2.98%] 2.78%| 2.46%| 3.31%| 3.51%[ 3.44%| 3.61%]| 3.51%| 3.28%
Great Western Hosp 3.78%] 3.60%| 3.49%| 3.42%]| 3.34%] 3.57%| 3.57%] 3.56%] 3.57%] 3.99%| 4.12%| 3.70%
Heatherwood & Wex Park 3.34%] 3.21%| 3.19%] 3.29%| 3.42%| 3.27%
Homerton Uni 3.48%] 2.99%| 2.66%] 2.82%] 2.77%| 2.75%| 2.89%| 3.11%] 2.87%| 3.35%] 3.32%| 3.57%
Ipswich 3.65%] 3.43%| 3.31%] 3.28%] 2.84%| 2.79%| 2.82%| 3.00%] 3.27%| 3.83%| 4.14%| 3.77%
Luton & Dunstable Uni 3.23%| 3.08%| 2.97%] 3.22%] 3.19%| 2.94%| 3.09%| 3.22%[ 3.11%| 3.55%] 3.66%| 3.30%
Medway 3.46%] 3.73%| 4.02%] 3.80%] 3.80%| 3.52%| 4.29%| 4.71%] 4.46%| 4.42%] 4.50%] 3.96%
Mid Essex Hosp 3.41%] 3.23%| 3.27%] 3.44%] 3.64%| 3.24%| 3.30%| 3.85%] 3.88%| 4.18%| 4.43%| 3.90%
Morecambe Bay Uni 4.79%] 4.86%| 4.40%| 4.47%] 5.03%] 4.90%] 5.26%] 5.41%] 5.99%] 5.75%| 5.53%| 4.68%
North Tees & Hartlepool 4.61%] 4.37%| 3.85%| 4.07%| 4.25%] 4.39%| 4.41%] 4.39%] 4.75%] 5.23%| 5.27%| 4.86%
Peterborough & Stamford 3.71%| 3.89%| 3.92%| 3.69%]| 3.84%| 3.70%| 3.73%]| 4.26%| 3.85%]| 4.30%| 4.08%| 3.79%
Rotherham 4.42%] 4.73%| 4.68%| 4.69%| 4.95%] 4.63%| 4.84%] 5.17%] 5.67%] 6.18%] 5.90%| 5.47%
Royal Bournemouth & Christ 3.44%] 3.35%| 3.16%] 3.44%] 3.77%| 3.84%| 4.09%| 4.22%] 3.84%| 4.15%] 4.41%] 4.25%
Royal Surrey Co Hosp 3.12%] 3.03%| 2.82%] 2.72%] 2.74%| 2.62%| 2.95%| 3.33%] 3.14%| 3.52%] 3.53%| 3.45%
Royal United Bath 3.70%] 3.35%| 3.10%] 3.47%] 3.63%| 3.57%| 3.99%| 4.21%[ 4.33%| 4.90%] 4.71%| 5.18%
Sherwoodorest 4.68%] 4.82%| 4.64%| 4.57%| 4.32%] 3.85%| 3.93%] 4.15%] 4.22%] 4.59%| 4.45%] 4.49%
Shrewsbury & Telford 4.22%] 3.96%| 3.91%| 3.94%| 4.16%] 4.10%] 4.25%] 4.20%] 4.39%] 4.69%| 4.59%| 4.41%
South Devon 4.05%] 4.56%] 3.94%| 3.90%| 4.06%] 3.85%| 4.20%] 4.51%] 4.52%] 4.45%| 4.20%| 4.29%
Southend Uni 3.50%] 3.45%| 3.16%] 3.37%] 3.37%| 2.59%| 3.00%| 3.09%]| 3.14%| 3.42%] 3.81%| 3.31%
St Helen's & Knowsley 3.66%] 3.77%| 3.42%| 3.68%]| 3.60%] 3.40%| 3.62%] 3.78%] 3.91%] 4.08%]| 4.06%| 3.73%
Stockport 4.27%] 4.17%| 4.08%| 4.25%]| 4.43%] 4.06%] 4.04%] 4.79%] 4.94%] 5.15%| 5.18%| 5.12%
Taunton & Somerset 3.42%] 3.19%| 3.61%] 3.91%] 3.63%| 3.52%| 3.17%| 3.76%] 4.24%| 4.43%] 4.02%] 3.84%
Walsall Health 4.46%] 4.59%| 4.30%| 4.22%| 4.25%] 4.12%]| 4.49%] 5.17%] 5.21%] 5.83%| 5.33%| 4.96%
West Hertfordshire Hosp 3.28%] 3.17%| 3.16%] 3.28%] 3.51%| 3.78%| 4.04%| 4.13%] 4.05%| 4.32%] 4.18%| 3.89%
Whittington 3.01%] 3.00%| 2.96%] 3.27%] 3.11%| 3.29%| 3.14%| 3.58%] 3.37%| 3.47%] 3.53%] 3.31%
Wrightington Wig & Leigh 4.28%| 4.51%| 4.50%| 4.42%| 4.57%| 4.53%| 4.81%]| 5.12%| 4.75%]| 5.35%| 5.09%| 4.63%
All Medium Acute Trusts (Average) 3.82%| 3.77%| 3.62%| 3.73%] 3.80%| 3.66%| 3.84%| 4.13%| 4.14%| 4.47%| 4.41%]| 4.14%
Looking at specific staff groups, NGH also has generally higher than average sickness than other medium
acute trusts. The graphs below illustrate rates for the Nursing & Midwifery and HCAs & Helpers staff groups
for the twelve months to February 2015.
Looking at all other staff NGH also has higher rates in the Admin & Clerical group, but lower than the average
for benchmark trusts in all other staff groups.
Sickness Absence by Staff Group: Compare NGH and All Medium Acute Trusts
Nursing and Midwifery Registered Mar-14 | Apr-14| May-14 | Jun-14| Jul-14| Aug-14 | Sep-14] Oct-14| Nov-14| Dec-14| Jan-15| Feb-15
All Medium Acute Trusts (Average) 4.13%] 4.12%] 3.96%| 3.97%| 4.04%] 3.95%| 4.18%] 4.48%] 4.48%] 5.00%]| 4.89%| 4.51%
Northampton General Hospital 4.65%| 4.36%] 4.50%]| 4.56%]| 4.04%| 4.29%]| 4.63%]| 5.24%]| 5.11%]| 6.53%| 5.89%]| 5.05%
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HCAs & Helpers Mar-14 | Apr-14| May-14| Jun-14| Jul-14| Aug-14 | Sep-14| Oct-14| Nov-14| Dec-14| Jan-15] Feb-15
All Medium Acute Trusts (Average) 5.81%| 5.84%] 5.59%]| 5.82%] 5.92%] 5.71%]| 5.89%]| 6.28%] 6.21%]| 6.63%| 6.48%]| 6.19%
Northampton General Hospital 6.51%]| 6.67%| 6.51%]| 5.83%]| 6.62%]| 5.91%| 6.86%] 6.02%| 5.84%]| 7.06%| 6.84%]| 6.52%
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Sickness Absence by Staff Group: NGH v All Medium Acute Trusts - February 2015
All Trusts | NGH
Scientific & Technical Staff 4.05%] 2.41%
HCAs and Helpers 6.19%] 6.52%
Administrative and Clerical 3.91%] 4.99%
Allied Health Professionals 2.74%] 2.25%
Estates and Ancillary 5.67%] 4.81%
Healthcare Scientists 2.41%) 1.62%
Medical and Dental 1.23%] 0.56%
Nursing and Midwifery Registered 4.51%] 5.05%
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Northampton General Hospital NHS

NHS Trust
Report To PUBLIC TRUST BOARD
Date of Meeting 30 July 2015
Title of the Report Integrated Performance Report and Corporate
Scorecard
Agenda item 13

Deborah Needham, Chief Operating Officer
Dr Michael Cusack, Medical Director
Carolyn Fox, Director of Nursing, Midwifery and Patient Services

Presenter(s) of Report

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.

Detailed reports on Urgent Care and Cancer Standards have been presented to the Finance
Investment and Performance Committee on 22 July 2015.

Related strategic aim and Be a provider of quality care for all our patients
corporate objective
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Risk and assurance

Risk of not delivering Urgent care and 62 day performance
standards

Potential Financial fines for performance below standard
Reputation risk for Performance below standard

Potential poor patient experience

Related Board Assurance
Framework entries

BAF 11, 12 and 23

Equality Analysis

Is there potential for, or evidence that, the proposed
decision/document will not promote equality of opportunity for all or
promote good relations between different groups? (Y/N) No

Is there potential, for or evidence that, the proposed
decision/document will affect different protected
groups/characteristics differently (including possibly discriminating
against certain groups/protected characteristics)? (Y/N) No

Legal implications /
regulatory requirements

Are there any legal/regulatory implications of the paper (Y/N)

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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Indicator

Northampton General Hospital NHS Trust Quality Scorecard 2015-16

Written complaints rate None

Complaints responded to within agreed timescales 90%

Friends & Family Test % of patients who would recommend: Inpatient/ 85% *

Friends & Family Test % of patients who would recommend: A&E 87% *

Friends & Family Test % of patients who would recommend: Maternity ~ 95% *

Friends & Family Test % of patients who would recommend:

. 90% *
Outpatients
Mixed Sex Accommodation 0
Expected deaths where a care plan was in place =>75% *
Transfers: Patients moved with a risk assessment completed 100%

A&E: Proportion of patients spending less than 4 hours in A&E 95%
A&E: 4hr SitRep reporting 95%

A&E: 12 hour trolley waits

Diagnostics: % of patients waiting less than 6 weeks for a diagnostic
test

Discharge: Number of medically fit patients awaiting discharge
(average daily)

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

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

Cancer: Percentage of patients treated wi
screening

Cancer: Percentage of patients treated within 62 days of referral from
hospital specialist

Cancer: Percentage of patients treated wi
to treatment of all cancers

62 days of referral from

62 days urgent referral

Cancer: Percentage of patients treated within 31 days

Cancer: Percentage of patients for second or subsequent treatment
treated within 31 days - surgery

Cancer: Percentage of Patients for second or subsequent treatment
treated within 31 days - drug

Cancer: Percentage of Patients for second or subsequent treatment
treated within 31 days - radiotherapy

Operations: Urgent Operations cancelled for a second time

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

RTT for admitted pathways: Percentage within 18 weeks

RTT for non- admitted pathways: Percentage within 18 weeks
RTT waiting times incomplete pathways

RTT over 52 weeks

Delayed transfer of care
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Indicator

Emergency re-ad|

30 days (adult elective)

Emergency re-adm 30 days (adult non - elective)
Length of stay - All

Length of stay - Elective

Length of stay - Non Elective

Maternity: C Section Rates - Total

Maternity: C Section Rates - Emergency

Maternity: C Section Rates - Elective

Compliance to C Section Nice Guidance

Mortality: SHMI

Mortality: HSMR

Mortality: HSMR - Weekend

Mortality: HSMR - Week day

Mortality: Low risk conditions

Mortality: Maternal Deaths

NICE compliance

Patients cared for in an escalation area (occ bed days)

#NoF -

patients operated on within 36 hours

Stroke patients spending at least 90% of their time on the stroke
unit

Suspected stroke patients given a CT within 1 hour of arrival

Indicator

Friends & Family: % of staff that would recommend the trust as a

place of work

Data quality of Trust returns to HSCIC (SUS)

Turnover Rate

Sickness rate

Staff: Trust level vacancy rate - All

Staff: Trust level vacancy rate - Medical Staff

Staff: Trust level vacancy rate - Registered Nursing Staff
Staff: Trust level vacancy rate - Other Staff

Staff: Temporary costs & overtime as a % of total pay bi

Percentage of staff with annual appraisal
Percentage of all trust staff with mandatory training compliance

Percentage of all trust staff with role spe

| Target [ Trend | Apr-15 [ May-15 | Jun-15 |

None

None

4.2

<25%

<14%

<10%

Within expected range

DD {DEEa] o aaada

80%

80%

50%

~
~

1.7%

7.0%

1.4%

8.2%

25.9%
(101)

12.1%
(a8)

3.16%

15.15%

11.8%
(48)

Awaiting confirmation

Data
from Dr
Foster
not avail.

| Target | Trend | Apr-15 | May-15 [ Jun-15 |

N/Applic

90%

7%

<%

<7%

85%

85%

85%

N/Applic

WD) |
< e
E=Ea

Soaf aaf g

8
[
)

3.9%

11.2%

|| E

13.5%

8.6%

13.1%

81.1%

13.2%

82.0%

Indicator

Dementia: Case

Dementia: In

Dementi

Referral for specialist diagnosis/follow-up

Fall

per 1,000 occupied bed days

Harm Free Care (Safety Thermometer)

Medical Notes: Availability for clinics

Medical notes: Documentation - Doctors

Medical notes: Documentation - Nurses

Medical notes: Documentation - Allied Health

Medication incidents that cause significant harm

MRSA

Never event incidence

Pressure Ulcers: Avoidable grade 4

Pressure Ulcers: Avoidable grade 3

Pressure Ulcers: Avoidable grade 2

Number of Serious Incidents Requiring Investigation (SIRI)
declared during the period

Open CAS alerts

UTI with Catheters (Safety Thermometer-Percentage new)

VTE Risk Assessment

Transfers: Patients transferred out of hours

Percentage of patients cared for outside of specialty

Percentage of discharges before midday.

Number of lled ions due to bed availability

TTO's sent by Taxi

Surplus / Deficit

Income

Pay

Non Pay

Bank & Agency / Pay %

CIP performance

| Target | Trend | Apr-15 | May-15 [ Jun-15 |

v Il.

per mth

90%
90%

90%

93%

99%

90%

90%

90% 88.2% 87.0% 75.3%
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| Target | Trend |

0 Fav 397 Fav (300) Adv | (73) Adv
0 Fav 269 Fav (814) Adv 566 Fav
0 Fav 186 Fav 134 Fav 63 Fav
0 Fav (176) Adv 304 Fav  (798) Adv
7.5% 8.4% 8.3% 8.1%

0 Fav (223) Adv 176 Fav 80 Adv

Amber
Section ] None Total
) Improving performance over 3 month period
Caring 0
Effective 0 @ Reducing performance over 3 month period
Safe 0 A”V Stable performance delivery over 3 month
period
Responsive 0 A”V Static underperformance delivery over 3
o month period

A”v No target but stable performance delivery
Finance 0 over 3 month period
Total 0 0 0 0 0 Targets marked with * are local targets
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Northampton General Hospital INHS |

NHS Trust

Northampton General Hospital NHS Trust

Trust Board Corporate Scorecard

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

Delivering for patients:
2015/16 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, Responsiveness, Effective, Well
Led, Safe and Finance, many items within each area were provided within
the TDA Framework with a further number of in-house metrics identified
from our previous quality scorecard which were considered important to
continue monitoring.

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.

Each indicator which is highlighted as red has an accompanying exception

report highlighting the reasons for underperformance, actions to improve
performance and forecast data for recovery.
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Trust Board Corporate Scorecard
Exception Report

Friends & Family Test % of

Target underperformed:

Driver for underperformance:

e A&E (including Eye Casualty &
Ambulatory Care) have an internal target
of 87% for patients that would
recommend the service.

e There are no national targets and local
targets have been identified through
reviewing the averages received across a
6 month period.

¢ June saw performance drop by 6.2%
meaning the service did not reach their
targeted satisfaction level.

Forecast date (month) for meeting the

patients who would
recommend A&E

Report period: June 2015

Actions to address the underperformance:

¢ In June changes made to the Symphony
system meant far more patients than
normal received an FFT survey from
within the A&E department. This had a
significant impact on both the response
rate and the satisfaction scores received.
IT have amended the extract to ensure
this is prevented moving forward.

e All of the comments received for June
have been sent to the managers of the
department for review and actions will be
taken to address any underperformance
from the issues identified.

Forecast performance for next reporting

standard

August

Lead for recovery:

Rachel Lovesy, Head of Patient Experience
& Engagement

period:

Improvement

Lead Director:

Rachael Corser

Historical Target Performance

Friends & Family Test % of patients who would recommend:

C4a ARE

87% * 85.3%
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Trust Board Corporate Scorecard
Exception Report

Expected deaths where a

Target underperformed: -
care plan was in place

Report period: June 2015

Driver for underperformance: Actions to address the underperformance:

e Expected Death is determined by whatis | ¢ Change the performance target to Total
recorded on the E-DN. This is not always deaths where a care plan is in place to
accurate reflect national directives of measuring

e e.g. 5/13 patients whose death was against total hospital deaths and change
unexpected were on the EOLC register the metrics to a 50 % target, allowing
and 2 patients had a dying person care 25% of deaths likely to be unexpected
plan and 25% for improvement.

e The patient is formally recognised but the | ¢ Informal End of Life Care ward based
trust care plan is not used and the plan of training is available from the SPCT Mon —
care does not reflect the 5 key priorities Sat to support ward staff to develop skills
of care of a dying person. of recognising patients who are likely to

e The time scale between recognition of a die in the next day’s/hours and
dying patient and the patient dying is developing care plans with patients
short hours and therefore a care plan is and/or their families.
not developed. ¢ Inline with national directive, patients

e Inconsistency in senior medical reviews who are under the care of the Trust for 4
of Patient care. hours or less will be not be included in the

e No formal recognition that a patient is report
likely to die in the next day’s /hours of life | ¢ EOL/SPCT to implement AMBER on
documented in the patient notes. Often Becket ward in July to enable early
informal phraseology such as “comfort recognition when a patient is likely to die
care” “TLC” and “keep comfort” is in the next hours/days
documented e Support Eleanor, Holcot and Knightley

e Some wards do not have a MDT which wards to continue to embed AMBER into
may affect ward led decision making, the clinical practice
continuation of futile treatment and no e EOL/SPCT to attend the daily patient
formal recognition that a patient is at risk safety huddle and support for those
of dying teams looking after patients thought to be

dying.

Forecast date (month) for meeting the Forecast performance for next reporting

standard period:

August 2015 50% of total deaths

Dr C Elwell, Cancer Lead Clinian Dr Mike Cusack

Historical Target Performance

C.8 Expected deaths where a care plan was in place =>75% *
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Trust Board Corporate Scorecard
Exception Report

Target underperformed: Cancer Access Targets Report period: June 2015

Driver for underperformance: Actions to address the underperformance:
e 2ww: Breast capacity e Fortnightly meetings between radiology
e 2ww Breast Symptomatic: capacity and surgery to ensure consultant
e 62 day: Complex patients, referral sent to attendance at the one-stop clinics is
surgeon in error, late referrals from KGH, coordinated
cancellation of HDU bed, endoscopy e Confirm & Challenge at tumour site level
capacity, delay to diagnostic with Divisional / Directorate Managers
e May validated ¢ Recovery plan developed with key actions
that need to be implemented by
Directorates
e Full Exception report detailed later

Forecast date (month) for meeting the Forecast performance for next reporting
standard period:

62 day July 85.1%

Lead for recovery: Lead Director:

Matt Tucker, Divisional Manager Deborah Needham

Historical Target Performance

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

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

Cancer: Percentage of patients treated within 62 days urgent
referral to treatment of all cancers
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Trust Board Corporate Scorecard
Exception Report

Operations: Number of

patients not treated within 28
Target underperformed: days of last minute Report period: June 2015
cancellations - non clinical
reasons

Driver for underperformance: Actions to address the underperformance:
e ENT Patient on 4 June e Patient transferred to next available list
e Consultant decision that patient could be 18/06/15
cancelled due to more clinically urgent o Directorate to investigate and identify
case requiring surgery. alternative mitigations for future patient

cancellations

Forecast date (month) for meeting the Forecast performance for next reporting
standard period:

e July 2015 0

Lead for recovery: Lead Director:

Rebecca Brown, Deputy Chief Operating Deborah Needham
Officer

Historical Target Performance

Indicator Apr-15 | May-15 | Jun-15
Operations: Number of patients not treated within 28 days of 0
last minute cancellations - non clinical reasons |
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Trust Board Corporate Scorecard
Exception Report

Target underperiormed:  HElalo| Ko BSIE\Y

Driver for underperformance:

e DTOCs: Patients that have completed
their acute episode are deemed
Clinically stable to leave the trust. The
number of which at any given time can
range from 90 to 120 patients. Of this
proportion that has been referred for
external support become DTOC'’s. The
number of DTOC's varies daily, however
remains consistently above 50 with
peaks upwards of 80 on a regular basis.

e This cohort of patients can have very
long lengths of stay, often up to 100+
days which increases the overall ALOS

e There is a full report on DTOC at the
end of this report.

Forecast date (month) for meeting the

standard

Ongoing monitoring

Sue McLeod, Divisional Manager
Dr Warren Pickering, Clinical Director

Lead for recovery: Lead Director:

Report period: June 2015

Actions to address the underperformance:

e The HPT have worked with Northampton
Borough Council to reduce the housing
delays. A member for NBC now attends
the tracking meeting weekly to expedite
discharges.

e Escalation of delays on daily conference
call with Health NCC partners.

o Work is being undertaken to improve the
timeliness of the Passport completion
appears to be improved.

e A months trial on Collingtree using ward
workspace and an electronic passport
has been completed. The learning form
this is being evaluated.

e An analysis of Dr Fosters LOS results:
presented to LOS steering group

e Each speciality is now tasked to analyse
their results and take action. This is
monitored at the LOS group.

e An external review on the discharge
process evaluated a number of options
going forward The outcome of which was
to close the Discharge Control Centre off
site and work towards a Discharge to
assess model, aimed at starting in
September of this year.

e Board round audits taking place and
starting to show improvement.

e Action plan in place for discharge working
across all agencies particularly housing in
place for patients.

e Enhanced recovery group reviewing
pathways. Patients been actively
monitored via LOS group

e Every ward being reviewed for early
board rounds — senior doctor led.

Forecast performance for next reporting

period:

8 days

Debbie Needham

Historical Target Performance

Page 106 of 171



Trend

E.3  Length of stay - All

4.2 -
E.4  Length of stay - Elective 2.7 -
4.7 Q -

E.5 Length of stay - Non Elective
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Trust Board Corporate Scorecard
Exception Report

Target underperformed: Rates

Driver for underperformance:

e Our C section rate has been maintained
at a steady state, whilst others nationally
have continued to rise (KGH rate
currently 29%)

Forecast date (month) for meeting the

standard

Ongoing monitoring

Mr Owen Cooper, Clinical Director

Maternity: C Section

Report period: June 2015

Actions to address the underperformance:

e We are regularly auditing our practice
against nice guidelines, please find
enclosed most recent reports.

e

Appendix 1 - Audit
report indication for ¢

i

Appendix 3 - Debrief
Audit Summary Repol

L

Caesarean Audit -
Governance Quarter

Forecast performance for next reporting
period:

Lead for recovery: Lead Director:

Dr Mike Cusack

Historical Target Performance

E.6  Maternity: C Section Rates - Total
E.7 Maternity: C Section Rates - Emergency

E.8 Maternity: C Section Rates - Elective

<25%

-
(101)

12 1%

11.8%
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Trust Board Corporate Scorecard
Exception Report

Target underperformed:

Driver for underperformance:

95% TARGET

e The Trust achieved the target in June
@ 95.31%. Nevertheless, the following
challenges remain:

e Acuity within the base wards is
generally reducing to baseline figures;
however, the Assessment Units remain
higher.

e The number of admissions remains
consistent and slightly higher than the
previous month.

o ED attendance figures have remained
high throughout June, higher than the
previous month

¢ Delayed discharges fluctuated,
however remained high at the end of
June

¢ Flow has not been available early
enough every day, causing a backlog
in the Urgent Care Directorate.

PATIENTS CARED FOR IN

ESCALATION AREA

¢ Reduced by more than 50% in June

e Escalation areas were utilised when
necessary to ensure the safe care of
patients when flow was reduced.

PATIENT TRANSFERS OOH

e Lowest during the Qtr. due to good flow
allowing patients to be transferred
within hours.

¢ However, due to the bed occupancy
levels remaining high, moves OOH are
required. Once occupancy reduces,
moves OOH will reduce further

PERCENTAGE OF PATIENTS CARED

FOR OUT OF SPECIALITY

e The figure for June is the lowest for the
qtr.

e Demand on teams remains high with
bed flow impeded at times; thus,
patients are moved to an available bed.

PERCENTAGE OF DISCHARGES

BEFORE MIDDAY

e The LOS teams continue to embed
processes with improve this figure.

¢ Enhanced performance metrics have
been developed to support and

A&E 4 hour target and bed
capacity indicators

Actions to address the underperformance:

Report period: June 2015

New way of managing beds, whereby
divisions take accountability for their own
activity that day, including patient flow and
bed availability.

Review by ECIST for site management,
recommendations will be incorporated into
the appropriate theme of the Changing
Care @ NGH Programme.

The Assessment Units are continuing to
follow specific ways of working to maximise
flow and turnover of patients.

The Primary Care Streaming service has
been commissioned by NGH directly and
has been launched.

Development of the new ACC unit has
begun and the team are working closely
with Primary Care to develop the ACC
department and a re-launch with Primary
Care once development is complete is
being planned.

Close working with the health economy to
launch a number of schemes including
Discharge-To-Assess.

Commes plan in place and open day held to
recruit new DR’s within Urgent Care.

ED has launched paper light processes
within Minors and Majors, to reduce manual
collection of information and streamline the
pathway.

A project has been launched in
collaboration with EMAS to ensure an
improved handover process, by utilising
software. This is scheduled to be launched
in July.

The Discharge Suite will have centralised
booking in July.
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challenge the ward on such data.

NUMBER OF CANCELLED

OPERATIONS DUE TO BED

AVAILBAILITY

e The number of outliers is the lowest in
the Qtr., but still causing operations to
be cancelled.

e Teams will continue to support earlier
flow and reduce outliers.

¢ In severe escalation (RED) all non-
urgent patients are cancelled to ensure
safety for emergency patients

PATIENTS MOVED WITH A RISK

ASSESSMENT

¢ Decreased slightly in June

¢ Full report available at Quality
Committee

Forecast date (month) for meeting the . o
Forecast performance for next reporting period:

standard

July 15 95%

Lead for recovery: Lead Director:

Rebecca Brown, Deputy Chief Operating

Officer Deborah Needham

Historical Target Performance

E.17 Patients cared forin an escalation area (occ bed days) 0
Apr-15 | May-15

S.21 Transfers: Patients transferred out of hours

0 52
S.22 Percentage of patients cared for outside of specialty <10% ﬂ ---
S.23 Percentage of discharges before midday. >25% <:> ---
S.24 Number of cancelled operations due to bed availability 0 u ---

) o

C.9 Transfers: Patients moved with a risk assessment completed 100%

&
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Trust Board Corporate Scorecard
Exception Report

el cnb e Eliele oy EY #NOF 36 hours/BPT Report period: June 2015

Driver for underperformance: Actions to address the underperformance:

e Month on month improvement — up to e Identify factors for implementing early
75% in June from 65%. optimisation of unfit patients.

e High number of patients not fit for surgery | ¢ Lower limb locum commencing 27" July
within 36 hours. to enable additional #NOF cases to be

undertaken in a timely manner.

Forecast date (month) for meeting the Forecast performance for next reporting

standard period:

July 2015 80%

Lead for recovery: Lead Director:

Dr Bhutta/Mr Auld, T&O Consultants Dr Mike Cusack

Historical Target Performance

E.18 #NoF - Fit patients operated on within 36 hours 80% ﬁ ---
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Trust Board Corporate Scorecard
Exception Report

Target underperformed:

Driver for underperformance:

Jun-15

Staff Group

Add Prof Sci & Tech
Additional Clinical

May-15
9.07%

Services 11.17% NP
Admin & Clerical 11.08% |NRPL%)
Allied Health

Professionals 14.40% NN

11.09%
21.88%
6.54%

10.73%

Estates & Ancillary ‘
24.73%

Healthcare Scientists
Medical & Dental

6.04%

Trust turnover increased further to
11.47% in June which is above the Trust
target of 8%. Turnover within Nursing &
Midwifery increased to 11.81%; the
Nursing & Midwifery figures are inclusive
of all nursing and midwifery staff
employed in various roles across the
Trust. Turnover fell in the Allied Health
Professional, Estates & Ancillary and
Medical & Dental staff groups, but rose in
all others.

Medical Division; Increased by 0.14%,
although turnover fell to 9.48% within
Outpatients & Elderly Medicine.

Surgical Division: turnover increased to
10.39%.

Women, Children's & Oncology Division;
further reduction in turnover in this
division, now standing at 9.77%.

Clinical Support Services Division; fell
below 14%, to 13.76% for the year
ending June 2015.

Forecast date (month) for meeting the

standard

Oct 15

Lead for recovery: ‘

Andrea Chown, Deputy Director of HR

Staff: Trust Turnover Rate

June 2015

Report period:

Actions to address the underperformance:

The majority of reasons for turnover are
recorded as voluntary resignations so the
HR Business Partners continue to raise
this at their DMBs together with
explaining the importance of completing
the Trust wide exit interview process
Retirement continues to be a reason for
individuals leaving so consideration is
being made to alternatives to full
retirement i.e. wind down, step down and
a flexible retirement policy is out for
consultation at present.

Engagement and development
programmes via OD

Implementation of Retention Strategy
within Nursing.

Forecast performance for next reporting
period:

11.75%

Lead Director:

Janine Brennan

Historical Target Performance

Indicator

W.3  Turnover Rate

Apr-15
8%
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Trust Board Corporate Scorecard
Exception Report

Target underperformed: BSIEUBSIEGESS Report period: June 2015

Actions to address the
underperformance:

‘ The HR Advisor in Medicine
Jun-15 is currently focusing on
Medical Division Total UL 2.56% |  1.69% supporting the managers to
Urgent Care 2.23% 1.60% meet W|th_ all staff who have
- o met the triggers for short
gsf‘;;gnfszcgg':jy term sickness absence. In
Medicine 246% | 2.89% a_ddltlon Outpatients has
high levels of long term
2.69% | 1.81% sickness which is being
closely monitored.
2.66% | 2.04% e Within Women'’s Children’s
2.55% | 5.57% and Oncology there is a
3.250% 1.41% focus on dealing with long
. . term sickness absence.
2.08% | 2.45% e Within Surgery the HR
1.93% | 2.67% Business Partner together
1.99% 1.74% with the HR Advisor are
currently undertaking
analysis of stress related
sickness absence to identify
whether the stress is work
related or personal.

Driver for underperformance:

2.77% 1.08%

Surgical Division Total
Anaesthetics, CC &
Theatres

Head & Neckand T & O
General & Specialist
Surgery

W, C & O Division Total
Women
Children

Oncology & Haematology
Clinical Support
Division Total

Imaging
Pathology

2.45% 2.90%

2.39% 0.87%
3.30% 0.00%
2.36% 1.81%
1.74% 0.77%
2.55% 1.13%
2.87% 0.82%

Clinical Support

Support Services Total
Hospital Support

Facilities 2.11% 1.55%
As FTE
As percentage 4.15% 2.47% 1.68%

e Sickness absence increased by 0.43% to 4.15% which
takes it back above the Trust target of 3.8%. However,
both Clinical Support Services Division and Support
Services achieved a level below the Trust’s target of
3.8%.

Forecast performance for next
reporting period:

Forecast date (month) for meeting the standard

October 2015 4.3%
Lead for recovery: Lead Director:
Andrea Chown, Deputy Director of HR Janine Brennan
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Historical Target Performance

Apr-15 | May-15 | Jun-15 |
W.4  Sickness rate 3.8% <:> 3.9%
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Trust Board Corporate Scorecard
Exception Report

Target underperformed:

Driver for underperformance:

Staff Group May-15 Jun-15

Add Prof Sci & Tech 10.73% [ PR
Additional Clinical Services 9.84%
Admin & Clerical 11.39%
Allied Health Professionals 9.82%
Estates & Ancillary 20.40%
Healthcare Scientists 19.31%
Medical & Dental 8.57%
Nursing & Midwifery 18.44%

6.98%
19.64%
18.01%

19.02%

e The vacancy rate within Estates and
Ancillary staff group decreased in June
but still remains significantly above the
Trust vacancy target of 7% at 19.64%.

e The Registered Nursing & Midwifery
vacancy rate has grown again to 19.02%,
partly as a result of additional investment
added in the new financial year; it has
however increased further from 18.08%
in April.

e The Trust vacancy rate target is 7%

Forecast date (month) for meeting the

standard

March 2016

Sandra Wright / Andrea Chown, Deputy
Directors of HR

Staff: Vacancy rates
(Nurses & Other)

Lead for recovery: Lead Director:

Report period: June 2015

Actions to address the underperformance:

e Proactive Recruitment campaign within
nursing — this includes overseas
recruitment and local specific recruitment
events.

e 44 international nurses have commenced
employment between January and June
2015 and 98 individuals have accepted
the offers made from the international
programme.

e A pilot of Clinical Apprentices will
commence in September.

e Some vacancies within Additional Prof
Scientific & Technical are being held
pending new equipment which may
necessitate a skill mix review.

¢ New roles are being developed within
Estates & Ancillary including Technical
Apprentices

Forecast performance for next reporting
period:

19.5% in Nursing
12% in Other

Janine Brennan

Historical Target Performance

W.5 Staff: Trust level vacancy rate - Registered Nursing Staff <7%

W.5 Staff: Trust level vacancy rate - Other Staff

| EEEEEA
~ 4 .
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Trust Board Corporate Scorecard
Exception Report

Target underperformed:

Driver for underperformance:

e The Trust set a target of 85% compliance
for appraisals in line with the CCG’s
expectation. The CQC requirement was
for an improvement, which we have
made with compliance ratings increasing
from 41% in March 2014 to 70.85%.
Whilst we have not achieved our target
we have undoubtedly improved. There is
no national target; the only benchmark
data available is that contained within the
national staff survey whereby the trust
achieved 87% against a national average
of 85%.

Staff: Staff Appraisal Rates [g{islelgs of=iilelel

June 2015

Actions to address the underperformance:

Continue to embed appraisal process into
all areas, providing 1:1 support through
regular monthly meetings with some
directorates or as requested. Refinements
are being made to the process as a result
of the Street Talk session and Survey
Monkey results, these include modifying
the paperwork and increase
communication on processes.

All Divisional Directors and Divisional
Managers will be reminded to have as
one of their objectives that at least 85% of
their staff must have an in-date Appraisal.

Forecast date (month) for meeting the Forecast performance for next reporting

period:

standard

October 2015 76%

Lead for recovery: Lead Director:

Sandra Wright, Deputy Director of HR Janine Brennan

Historical Target Performance

Indicator

W.10 Percentage of staff with annual appraisal

ﬁl
- 1 [
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Trust Board Corporate Scorecard
Exception Report

Staff: Role Specific

Target underperformed: Training Rates

Report period: June 2015

Driver for underperformance: Actions to address the underperformance:
e Mandatory Training Review in 2013 e Scoping of RSET against job roles and
reduced the number of subjects of which positions has been completed and
many of those that were originally uploaded into system to ensure accuracy
Mandatory are now Role Specific of reporting. There has been further
Essential Training. refinement, in particular to Blood Training
e Thetarget to be achieved by March which expects an increase in % of
2015 is 85% as per the Quality Schedule compliance.
set by the CCG; however this is not a ¢ Following 1:1 sessions with Ward
national mandate Managers, the L&D Manager is providing

further support through training them in
understanding the reports to use them to
monitor individual training and
forecasting.

e L&D continue to focus on areas of low %
of compliance and provide awareness to
relevant Directors, Divisional Managers,
Service Managers, Matrons and Ward
Sisters.

¢ New Appraisal process encouraging

uptake of Mandatory training & RSET by

requiring staff to have in-date training in
order to incrementally progress.

Forecast date (month) for meeting the Forecast performance for next reporting
standard period:

Dec 2015 71.5%

Lead for recovery: Lead Director:

Sandra Wright, Deputy Director of HR Janine Brennan

Historical Target Performance

Indicator Apr-15 [ May-15
Percentage of all trust staff with role specific training 85% -
0
compliance
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Trust Board Corporate Scorecard
Exception Report

Target underperformed: Finding

Driver for underperformance:

e Medical staff not completing the required
assessments.

e NB this is an unusual deviation — in the
past 12 months this indicator has failed
only once.

Forecast date (month) for meeting the

standard

July 2015

Lead for recovery: Lead Director:

Ben Leach, Head of Safeguarding and
Dementia

Dementia: Case

Report period: June 2015

Actions to address the underperformance:

e Continuing education and support of
medical colleagues in undertaking the
dementia screening.

e Development of data capture to provide
in-month scrutiny of position [currently not
available]

Forecast performance for next reporting

period:
>90%

Dr Mike Cusack

Historical Target Performance

Indicator

T

S.2  Dementia: Case finding 90%
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Trust Board Corporate Scorecard
Exception Report

Target underperformed:

Driver for underperformance:

e The audit findings are reported in the
Quarterly Patient Safety and Clinical
Quality & Governance progress report.

e Clinical engagement to the local
Modernisation Group has been poor.

e Absence of audit data returns.

Forecast date (month) for meeting the

standard

Quarter 2 Medical
Quarter 4 Nursing

Susan Jacobs, Project Manager to the
Medical Director

Medical Notes
Documentation

Report period: June 2015

Actions to address the underperformance:

e Dataset for medical audits revised in line
with Royal College of Physician standards
and retaining elements recommended by
CQC/GMC.

¢ Dataset rolled out for commencement Q2,
July 2015.

e Data capture and reporting tools being
revised to reflect revised dataset.

e Escalation process established to
address non completion of data returns.

¢ Audits to be shared with directorates,
Clinical Directors and Divisional Directors
on a monthly basis for review and
discussion at governance meetings and
improvement action plans to ensure
locally owned.

e Educational sessions for auditors and
data collectors continue.

¢ Note: for Q2, July, August, September
audit tools for medical audits will differ
from nursing and allied health. Following
review of medical dataset, at completion
of August audit, dataset to be rolled out to
nursing and allied health for
commencement of Q3.

Forecast performance for next reporting

period:

90%

Lead for recovery: Lead Director:

Dr Mike Cusack

Historical Target Performance

S.8 Medical notes: Documentation - Doctors

S.9 Medical notes: Documentation - Nurses

S.10 Medical notes: Documentation - Allied Health

88.2% 87.0% 75.3%

o (] .
_
-
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Northampton General Hospital NHS!

NHS Trust

Report To

PUBLIC TRUST BOARD

Date of Meeting

30 July 2015

Title of the Report

Annual Fire Safety Report 2014/15

Agenda item

14

Presenter of Report

Charles Abolins, Director of Facilities and Capital Development

Author(s) of Report

Stuart Finn, Head of Estates and Deputy Director of Facilities
David Waddoups, Fire Safety Advisor

Purpose

For assurance and approval

Executive summary

The report highlights Fire Safety statistics during the past 12 months and provides assurance regarding
progress, investment and measures taken during the year to improve Fire Safety resilience within the

Trust

Related strategic aim and
corporate objective

e To be a provider of quality care for all patients
e Provide appropriate care for our patients in the most
effective way

Risk and assurance

The report highlights areas of risk and proposes measures to
mitigate those risks

Related Board Assurance
Framework entries

BAF 5 Failure of the Estate infrastructure

Equality Analysis

Is there potential for, or evidence that, the proposed
decision/document 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/document will affect different protected
groups/characteristics differently (including possibly discriminating
against certain groups/protected characteristics)? No
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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? 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 the Regulatory Reform (Fire Safety) Order 2005
and compliance with the Department of Health Fire Safety Policy
contained within HTM 05-01

Actions required by the Trust Board

The Board is asked to note the actions taken to improve Fire Safety within the Trust during the past 12
months, the Annual Statement of Fire Safety Compliance and to support the ongoing investment and
actions to mitigate risks related to Fire Safety on Trust premises
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ANNUAL FIRE SAFETY REPORT

APRIL 2014 to MARCH 2015

David A Waddoups
Fire Safety Advisor
Northampton General Hospital
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1.0 Introduction

This report has been produced to provide the Trust Board with an overview of
the current position of fire safety and to provide assurance that the Trust is
meeting its statutory responsibilities.

2.0 Governance and Assurance

All fire safety arrangements within the Trust are modelled on the
recommendations made by the Department of Health's Firecode fire safety
guidance documents. These are referenced and supported within the Trust’s
Fire Safety Policy.

The Department of Health announced in 2013, that an Annual Certificate of
Fire Safety Compliance is no longer necessary but Trusts should implement a
similar local certificate — see appendix 1 for the Trust's local annual certificate.

To provide assurance to enforcing bodies that the Trust is complying with its
statutory obligations and has a plan of action for dealing with gaps in
compliance an independent review of fire safety compliance was completed in
2014. The resulting action plan is being monitored through Fire Committee.

A further audit of fire management arrangements was completed by Northants
Fire and Rescue Service in 2013. The resulting action plan has been
completed and a subsequent visit by Northants Fire and Rescue Service
during 2014 resulted in a letter to the Trust confirming that all actions had
been addressed and the Trust's fire management arrangements were
satisfactory.

Following a Fire Committee recommendation the Fire Safety Advisor had
discussions with Governance regarding the inclusion of fire risk assessments
on Datix. From these discussions it was agreed that the assessments should
be on Datix.

To date common areas, plant rooms, residential areas and some staff areas
have been recorded on Datix, leaving patient areas to be completed before
the end of 2015. Placing the assessments on Datix will inform department
managers of the significant findings that are their responsibility and to ensure
remedial actions are actioned.

Individual site wide fire related risks have been entered separately onto Datix,
these include fire resisting doors, fire dampers, emergency lighting,
compartmentation and cavity barriers in Oxford construction.

3.0 Fire Risk Assessments

During 2014/15 new fire risk assessments continued to be completed for all
areas owned or occupied by the Trust, in addition to reviewing the existing
assessments. There are four main areas identified in these risk assessments
that impact on the ability of the Trust to provide a safe environment for
patients, visitors and staff. These are; buildings/structural, fire alarm, vertical
evacuation and staff training.
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Findings from these assessments have been used to prioritise fire safety
works within the rolling annual capital programme. These works, once
completed, will reduce or eliminate the risk but ongoing investment is required
to maintain risks at an acceptable level which in turn also demonstrates to the
enforcing body that the Trust is satisfactorily managing its fire risk.

3.1 Buildings/Structural

Hospitals are designed and constructed to allow patients to remain inside,
within fire safety compartments, should a fire occur in another part of the
building. This requires them to be constructed using high levels of fire
resistance to divide the building into designated compartments.

The Trust occupies many buildings dating from 1793, some of which have
been built using construction methods that no longer satisfy current standards,
for example the “Oxford method”. The affected buildings using “Oxford” were
built in the late 1970s and currently house: Main Theatres, A&E, Fracture
Clinic, Radiology, ITU/HDU and neighbouring wards. This construction
method relied on the fire integrity of a suspended asbestos ceiling to provide
fire resistance to the floor above and the steel frame of the building. The void
created by the suspended ceiling was not provided with cavity barriers,
allowing a very large uncompartmented area through which fire, smoke and
heat could spread unchecked.

The Trust has carried out remedial work, on a phased basis, by installing
cavity barriers in the voids during capital upgrading works. Asbestos ceiling
tiles require specialist removal that would require lengthy closure of areas
during the work, it is therefore operationally impractical to check the extent to
which further fire compartmentation is required however it is considered that
the areas still requiring work include: Benham ward, Eleanor ward, parts of
ITU/HDU, parts of Radiology and part of Main Theatres.

The risk has been mitigated by the installation of an automatic fire
suppression system throughout the basement and other high-risk areas such
as kitchens, stores and medical records, an automatic fire detection system,
staff training, emergency plans and an on-site Fire Response Team.

When the opportunity arises through capital refurbishment or emergency
repair works fire safety improvements are always included wherever
practicable. Over the past number of years there have been substantial works
to upgrade the fire alarm system by the installation of additional automatic fire
detection and the upgrade of the systems control panels.

Building works incorporating Fire Safety completed during 2014/15 include:

e Completion of alterations to form new A & E resuscitation area
including new and improved fire barriers, fire and smoke dampers, fire
alarm and automatic fire detection system, emergency lighting system
and extension of the automatic fire suppression system

e Completion of extension to A & E to form new GP Assessment Unit
including new fire barriers, new fire and smoke dampers, new fire alarm
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and automatic fire detection system and new emergency lighting
system

e Completion of alterations to form new Discharge Suite including new
fire alarm and automatic fire detection system, new emergency lighting
system and a new external ramped bed fire escape route

e Completion of alterations to form a new Blood Taking Unit including
extension to the existing fire alarm and automatic fire detection system
and new emergency lighting system

e Completion of works to form new Fracture and Orthopaedic clinic
including cavity barriers and fire dampers

Consultation has taken place with architects regarding fire safety
recommendations on further works in A and E, the relocation of Orthopaedic
Outpatients and third party pharmacy on Hospital Street for 15/16 capital
works.

3.2 Fire Alarm System

The Trust’'s fire alarm and automatic fire detection system continues to
function correctly and has been extended and improved as building works and
alterations take place to ensure that it complies with the relevant British
Standards, HTM’s and codes of practice.

A verification survey of the systems sounder circuits has been completed
which will assist in the ‘cause and effect’ of detector circuits to be set and
refined. Investment to improve and upgrade the system will need to extend
into future years as part of a continued phased improvement and as
components become unavailable. These risks are being monitored and plans
are in place to maintain them at an acceptable level which in turn also
demonstrates to the enforcing body that the Trust is satisfactorily managing its
fire risks.

3.3 Staff Training

It is a statutory requirement of the Regulatory Reform (Fire Safety) Order and
a mandatory requirement of Firecode that all members of staff undertake
annual fire training and take part in a fire drill. Annual fire training forms part of
the Trust's core mandatory training requirements. Where patients are
dependent on the staff for their safe evacuation this training is vital.

3.3.1 Training Sessions

Training is delivered by the Trust Fire Safety Advisor but is organised through
Learning and Development cluster and mandatory training days and the
Review of Knowledge sessions. In addition, training within a number of
departments across the Trust has also been provided by the Trust Fire Safety
Adviser as requested by those areas.

E learning through the NHS Core-learning unit is approved as a means of

providing fire training without attending a formal session. However it is only
appropriate for staff not expected to evacuate patients and only when used
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every other year between face to face fire training. There is sufficient training
capacity available to staff to enable the Trust’s target to be met.

3.3.2 Attendance

From the records of attendance during 2014/15, 4387 members of staff
received training which equates to 91% (based on 4800 staff), an increase of
379 (9.5%) over the previous year’s attendance.

Training at Danetre has been undertaken to ensure that NGH staff working
there are up to date with their training.

The Trust Fire Safety Advisor reports attendance compliance to the Trust Fire
Committee and 6 monthly reports to the Trusts Health and Safety Committee.

The Trust Fire Safety Advisor has continued regular contact with Directorate
Managers reminding them of the requirement for all staff to attend fire training
and advising them on how to achieve compliance. This is also being
monitored by the Trust Fire Committee and reported through the Trust Health
and Safety Committee and the Assurance, Risk and Compliance Group.
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3.3.3 Fire Drills

Fire drills have continued during 2014/15 and although there has been an
increase in the number of areas where a drill has taken place there is still a
shortfall against the 100% target. Areas with a current drill have continually
increased year on year; 2011 — 17%, 2012 — 26%, 2013 — 44% and 2014 —
45%.

Without effecting service delivery and patient care, further increases in fire
drills will prove challenging. The current method of conducting a drill has been
reviewed by the Trust’'s Fire Manager and Fire Safety Advisor and a training
session has been delivered to remind managers of their responsibilities under
the Fire policy and make them aware of the support available.

Fire evacuation/drill sessions are being arranged for 2015 with the intention of
training staff on the process of using fire plans, carrying out actual
evacuations and providing assurance without effecting patient care.

In the meantime the Trust Fire Safety Advisor is continuing regular contact
with Directorate managers reminding them of the requirement to have a
current emergency/evacuation plan. This is also being monitored by the Trust
Fire Committee and reported through the Trust Health and Safety committee
and the Assurance, Risk and Compliance Group.

4.0 Fire Alarms Activations

There were a total of 156 actuations of the fire alarm during the reporting
period, a decrease of 3 from the last report.

FIRE ALARMS - ALL ACTIVATIONS 1998 - 2015

P I O I I
EEE I L S - S M - - T L O
12 MONTH PERIOD
Fires
Five fire incidents occurred on site (5 recorded for 2013/14), 2 were caused by
smoking materials, 1 occurred in A & E, 1 occurred in Cripps Recreation and
the last was a fire in Sturtridge bin store.

Good Intents (Gl)

The 20 (20 recorded for 2013/14) good intents were caused by members of
staff operating a call point suspecting a fire after smelling smoke/burning.
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Pre Warnings (2F)

There were 78 pre-warnings (93 for 2013/14) recorded of which 37 (51-13/14)
were unknown causes, 9 (16-13/14) were caused by high temperature, 6 by
contractors, 5 by cooking, 3 by oil mist, 2 by salt dust, 2 by dust, 2 by fumes, 2
by toast and the remainder were steam, aerosol, nebuliser, pollution, smoking
and lastly shake and vac.

Detector Actuations

50 actuations (39 for 2013/14) of detectors can be summarised as follows —
12 unknown, 7 cooking, 7 contractor, 5 toast, 4 steam leak, 3 steam, 2 faults
and then dust, drug taking, oil mist, burnt towel, overheated plastics, salt dust,
electric kettle, water leak, aerosol and electric motor.

Northamptonshire Fire and Rescue Service (FRS) Response to
Emergency Calls

Northamptonshire Fire and Rescue Service had previously informed the Trust
that as from 1st April 2014 they would not mobilise their resources to any
Automatic Fire Alarm (AFA) from any county hospital between the hours of
8am-8pm. During this time they expect Hospital staff to investigate the alarm
activation and only call them if the activation has been caused by a confirmed
fire.

As an immediate response the Trust reviewed its operational fire policy, fire
procedures and risk assessments to ensure that the FRS change in policy did
not increase risk to patients, staff, visitors and premises. It was decided that
the procedures already in place for dealing with fires and fire alarms were
substantive and would remain without exception.

Since the 1% of April 2014 there have been 58 activations of the fire alarm
system between 0800 and 2000h which would previously have had an FRS
response but which were successfully dealt with by the Trusts Fire Response
Team. The FRS did attend on 3 occasions during this time. There were 22
actuations of the fire alarm between 2000 and 0800h resulting in 18
attendances of the FRS.

5.0 Conclusion:

Continued investment in fire safety through the annual capital plan has
allowed the Trust to ensure that building/structural fire risks are eliminated or
mitigated as much as practicable.

The external audit of the Trusts fire safety management for compliance with
HTM 05-01 completed in 14/15 and, subsequent action plan, has provided
further assurance that the existing systems are sufficient. It highlighted minor
improvements and focused on the need to improve on annual fire drill
compliance. Actions to address the recommendations are underway and on
target to meet the agreed target dates.

The fire alarm and automatic fire detection system is a fully functioning part of
the fire safety measures in the hospital. It has received substantial investment
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in it to reach the standard it is now however there is still more that needs to be
done to ensure that it continues to maintain this high standard.

There has been an increase in alarm activations over the previous 2 years
and although the causes have been minor, the responses to these have been
timely and effective.

Continued analysis of these activations has identified causes and lessons
learnt have been used for new works.

Training all Trust staff on an annual basis continues to be a challenge but
training places are available to enable this to be completed. Attendance
figures have continued to improved year on year but further work is still
required.
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Appendix 1

Northampton General Hospital

\

H

b

NHS Trust

ANNUAL STATEMENT of FIRE SAFETY COMPLIANCE

NHS Organisation NHS Organisation Name:

Code:

Northampton General Hospital NHS Trust

| confirm that for the period 1% January 2014 to 315 December 2014, all premises which
the Trust owns, occupies or manages, have fire risk assessments that comply with the
Regulatory Reform (Fire Safety) Order 2005, and:

1 There are no significant risks arising from the fire risk assessments.
OR | The Trust has developed a programme of work to eliminate or reduce | Yes
2 as low as reasonably practicable the significant fire risks identified by
the fire risk assessment.
OR | The organisation has identified significant fire risks, but does NOT
3 have a programme of work to mitigate those significant fire risks.*

*Where a programme to mitigate significant risks HAS NOT been developed, please
insert the date by which such a programme will be available, taking account of the
degree of risk.

Date:

4 During the period covered by this statement, has the organisation No
been subject to any enforcement action by the Fire & Rescue
Authority?
If Yes outline the details of the enforcement action in Annex A — Part
1.

5 Does the organisation have any unresolved enforcement action pre- No
dating this Statement?
If Yes outline the details of unresolved enforcement action in Annex A
— Part 2.

6 The organisation achieves compliance with the Department of Health
Fire Safety Policy, contained within HTM 05-01, by the application of Yes
Firecode or some other suitable method.

7 There is a current fire safety policy in place. Yes

Fire Safety Manager Name: Stuart Finn

E-mail: stuart.finn@ngh.nhs.uk

Contact details: Telephone: 01604 - 545903
Mobile:

Chief Executive Dr. Sonia Swart

Name:

Signature of Chief

Executive:

Date:

Statement to be completed and forwarded to — the Chief Executive, Director responsible

for fire

safety and the Fire Safety Manager.
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Northampton General Hospital NHS!

NHS Trust
Report To PUBLIC TRUST BOARD
Date of Meeting 30 July 2015
Title of the Report Declaration of Compliance against Mixed Sex
Accommodation
Agenda item 15
Presenter of Report Carolyn Fox, Director of Nursing, Midwifery & Patient Services
X
Author(s) of Report Natalie Green, Associate Director of Nursing o
>
(%)
Purpose Assurance & Information §
Executive summary LLI

¢ The attached document is the Trust declaration of compliance against the requirements to
eliminate mixed sex accommodation for the fiscal year of 2014/15.

Related strategic aim and To be able to provide a quality care to all our patients
corporate objective

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 BAF 1
Framework entries

Equality Analysis Is there potential for, or evidence that, the proposed
decision/document 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/document will affect different protected
groups/characteristics differently (including possibly discriminating
against certain groups/protected characteristics)? (N)
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Legal implications /
regulatory requirements

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

Actions required by the Board

For information only.
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Northampton General Hospital INHS |

. . NHS Trust .
Delivering Same-Sex Accommodation

Declaration of compliance — July 2015

Northampton General Hospital is proud in its achievement of continuing in eliminating mixed sex
accommodation.

Delivering same sex accommodation

Every patient has the right to receive high quality care that is safe, effective and respects their
privacy and dignity. Northampton General Hospital is committed to providing every patient with
same sex accommodation, because it helps to safeguard their privacy and dignity when they are
often at their most vulnerable.

We are proud to confirm that mixed sex accommodation has been eliminated in our trust. Patients
who are admitted will only share their bed area with members of the same sex, and same sex
toilets and bathrooms will be close to their bed area.

Within our day case areas separate toilet and changing facilities are in place and same sex lists are
in operation where appropriate.

Sharing with members of the opposite sex will only happen by exception based on clinical need for
example where patients need specialist equipment or care such as in ITU or CCU or when patients
choose to share.

What does this mean for patients?
Other than in the circumstances set out above, patients admitted to Northampton General Hospital
can expect to find the following

Same sex-accommodation means:
e Your bed area (bay) within the main ward will only have patients of the same sex as you
e Your toilet and bathroom will be just for your gender, and will be close to your bed area

A’
(D)
P
S
7

o
O
c

L

It is possible that there will be both men and women patients on the ward, but they will not share
your sleeping area. You may have to cross a ward corridor to reach your bathroom, but you will
not have to walk through opposite-sex areas.

You may share some communal space, such as day rooms or dining rooms, and it is very likely
that you will see both men and women patients as you move around the hospital (eg on your
way to X-ray or the operating theatre).

It is probable that visitors of the opposite gender will come into the room where your bed is, and
this may include patients visiting each other.

It is almost certain that both male and female nurses, doctors and other staff will come into your
bed area.

If you need additional help to use the toilet or take a bath (eg you need a hoist or special bath)
then you may be taken to a “unisex” bathroom used by both men and women, but a member of
staff will be with you, and other patients will not be in the bathroom at the same time.

The NHS will not turn patients away just because a “right-sex” bed is not immediately
available

same-sex

accommodation: QH Department
your privacy, our responsibility of Health
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In any new developments we will be ensuring facilities are planned to promote same sex
accommodation.

Patients and public are involved in any new facilities to ensure they are fit for purpose

We have a Privacy & Dignity Forum which meets quarterly and is attended by Dignity
Champions from every ward.

What are our plans for the future?

How will we measure success?

We are currently using a variety of patient feedback mechanisms which include patient
advice and liaison service (PALS) and the Friends & Family test in all areas, the results of
which are fed back to every ward and department to ensure standards are maintained.

All exceptions of same sex accommodation are escalated for approval by a director of the
trust; these exceptions are then recorded by directorates and reported to the trust board.

What do | do if | think | am in mixed sex accommodation?

We want to know about your experiences. Please contact the nurse in charge or ward/unit
manager in the first instance or contact PALS on 01604 545784 if you have any comments,
concerns or compliments.

same-sex

accommodation: QH Department
your privacy, our responsibility of Health
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Northampton General Hospital NHS

NHS Trust

Report To

PUBLIC TRUST BOARD

Date of Meeting

30 July 2015

Title of the Report

Freedom to Speak Up report

Agenda item

16 — Enclosure L

Presenter of Report

Janine Brennan Director of Workforce & Transformation

Author(s) of Report

Janine Brennan Director of Workforce & Transformation

Purpose

For decision and assurance

Executive summary

The report sets out the Trust’s response to the Freedom to speak up report produced by Sir Robert

Francis QC.

Related strategic aim and
corporate objective

Focus on quality and safety
Enable Excellence through our People

Risk and assurance

The report provides assurance in relation to the Trust’s response to
the report

Related Board Assurance
Framework entries

N/A

Equality Analysis

Is there potential for, or evidence that, the proposed
decision/document 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/document will affect different protected
groups/characteristics differently (including possibly discriminating
against certain groups/protected characteristics)? No

Legal implications /
regulatory requirements

Freedom to Speak Up will form part of the CQC regulatory
framework.




Actions required by the Board

The Board is asked to approve the report and confirm it is satisfied that it is assured in relation to the

proposed approach to addressing the requirements of the Francis report and the Department of health
report ‘ Learning not blaming’.




Northampton General Hospital NHS

NHS Trust

Public Trust Board
30 July 2015

Freedom to Speak up Report

1. Introduction

The document, Freedom to Speak Up, is the fourth published report associated with standards
of care at the Mid Staffordshire NHS Foundation Trust (Mid Staffs) in the period 2005-2008.
That review was set up in response to on-going disquiet about the treatment of NHS staff who
raise concerns at work.

Following this, on 16 July 2015 the Department of health released its report ‘Learning not
blaming’ in response to the Francis report.

This report sets out the proposed response to that review.

2. Freedom to Speak Up overview

The Francis report recognises that whilst the culture of reporting has improved there are still
staff experiencing poor treatment from NHS colleagues when concerns are raised and that this
is a barrier to patient safety, it states that, “speaking up is essential in any sector where safety
is an issue”.

The report goes on to present evidence of staff whose experience has been very poor, citing
incidents of bullying, oppressive behaviour and harrowing experiences. It also suggests that
some groups of staff are more vulnerable than others, this included agency and locum staff,
students and trainees, BME groups and staff working in Primary Care.

Whistleblowing is covered by the Public Interest Disclosure Act, which prevents whistle blowers
from suffering detriment or unfavourable treatment or victimisation from employers or co-
workers after they have made a qualifying disclosure. A qualifying disclosure comprises:

Criminal offences

Failure to comply with legal obligations
Miscarriages of justice

Threats to the health and safety of an individual
Damages to the environment or

A deliberate attempt to cover up any of the above.

It does not cover matters relating to individual's employment; those matters are dealt with
through the Trust's grievance procedure.

The report does recognise the fact that some staff may raise concerns to protect themselves
when performance management is underway but states that vast majority of concerns raised
are made in good faith and with valid cause. It indicates there is a lack of consistency in both
approach and response nationally.



Report Findings
The report presents five overarching themes. These are the need for:

* Culture change

 Improved handling of cases

» Measures to support good practice

* Particular measures for vulnerable groups
» Extending the legal protection

For each of the five themes the report presents 20 principles in total along with and
corresponding actions for review. The themes and actions are presented at appendix 1.

The report concludes that though many cases are handled well, many are not. This has a
disproportionate effect on others who then choose not to speak up and two key
recommendations are made:

e Recommendation 1 All organisations which provide NHS healthcare and regulators
should implement the principles and actions set out in the report, in line with good
practice described in this report.

o Recommendation 2 The Secretary of State for Health should review at least
annually the progress made in the implementation of these principles and actions
and the performance of the NHS in handling those concerns and the treatment of
those who raise them, and to report to Parliament

The Department of Health report ‘learning not blaming’ sets out its response to that report and
the key issues for note for the Trust board are as follows:

e All Trusts should have an independent person to whom staff can raise concerns.
The role shall be called the “Freedom to Speak Up Guardian”

e The F2SU Guardian is expected to be appointed by the Chief Executive to actin a
genuinely independent capacity

e The F2SU Guardian would raise concerns with the Trust Chief Executive or the
Board. They may also raise issues with the Independent National Officer (see
below) if they have lost confidence, or consider good practice has not been followed
in how the organisation was handling concerns.

e Health Education England should produce guidance on what training will be needed
for the F2SU Guardian, along with a curriculum that NHS organisations can use to
ensure training provided is of sufficiently high standard

¢ NHS England, Monitor and NHS TDA will produce a standard integrated policy and
procedure for reporting incidents and raising concerns

¢ An Independent National Officer should be appointed by the CQC by December
2015

e The Independent National Officer shall produce guidance on factors that need to be
taken into account when recruiting to the F2SU Guardian. However if Trusts feel
confident to appoint their Guardian without this guidance, they should not wait for
the guidance to be published. Any appointment should be made within the principles
set out in the Freedom to Speak Up review

A gap analysis is attached for the Board'’s consideration.
3. Assessment of Risk

Freedom to Speak Up principles will form part of the CQC assessment under the ‘Well led’
domain and therefore a failure to respond appropriately creates a risk for the Trust.



4. Recommendations
The Board are asked to consider the gap analysis and recommendations of the Workforce
Committee and decide the approach to be taken. The key decisions required are:

1. That in accordance with principle 11 (a) that a small number of volunteers be appointed
to the Freedom to Speak Up Guardian role and that those individuals shall be subject to
an assessment process to establish they have the right skills and aptitude to
satisfactorily carry out the functions of that role and that they be trained in carrying out
that role.

2. That those Guardians operate in line with the principles set out in the ‘learning not
blaming report and report to the Chief Executive. A framework will be developed to
enable managerial support to be provided to the Guardians. This will be developed in
conjunction with the special governors who are keen to support this initiative.

3. Determine if the Board agree with the proposal made by the Workforce Committee with
regard to principle 11(b) role of a designated Non Executive Director and (c) role of a
designated Director — neither of which were considered to be appropriate by the
Workforce Committee.

The Board is also asked to confirm that it is assured by the overall proposed approach.

5. Next Steps
The agreed approach will be implemented as directed by Trust Board.



Northampton General Hospital NHS|

NHS Trust

Recommendation: 1

All organisations which provide NHS healthcare and regulators should implement the Principles and Actions set out in this report in
line with the good practice described in this report.

Recommendation: 2

The Secretary of State for Health should review at least annually the progress made in the implementation of these Principles and
Actions and the performance of the NHS in handling concerns and the treatment of those who raise them, and report to Parliament.

Principles
and Actions
Culture
Change
Principle No: | Principles Actions Trust Response (Exec lead)
Principle 1 Culture of safety: Every 1.1: Boards should ensure that progress in | The organisational governance has been modified and
organisation involved in providing | creating and maintaining a safe learning there is now a Workforce subcommittee of the Board.
NHS healthcare, should actively culture is measured, monitored and The workforce report includes indicators related to staff
foster a culture of safety and published on a regular basis. raising concerns.
learning, in which all staff feel safe The Quality Governance Committee has oversight and
to raise concerns. receives assurance on matters relating to patient safety.
There is a Patient Safety Academy in place, led by the
Medical Director that focusses on improving patient
safety.
The Trust has openly set out and communicated its core
values that are entirely consistent with the principles
contained in the Freedom to Speak up report as follows:
e We put patient safety above all else
e We aspire to excellence
e We reflect, we learn, we improve
We respect and support each other.
1.2: System regulators should regard
departure from good practice, as identified
in this report, as relevant to whether an
organisation is safe and well-led.
Principle 2 Culture of raising concerns: 2.1: Every NHS organisation should have The Trust has an incident reporting system and policies

Raising concerns should be part of
the normal routine business of any
well led NHS organisation

an integrated policy and a common
procedure for employees to formally report
incidents or raise concerns. In formulating
that policy and procedure organisations
should have regard to the descriptions of
good practice in this report

in relation to their use.

The incident reporting policy will be reviewed to ensure it
considers good practice described within the Freedom to
speak up report

(Director of Corporate Development, Governance and Assurance)
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The Raising Concerns Policy requires review in light of
good practice with the report to incorporate guidance on
how to raise a concern (employees) and how to deal with

concerns (Managers)
Director of Workforce and Transformation

2.2: NHS England, NHS TDA and Monitor
should produce a standard integrated policy
and procedure for reporting incidents and
raising concerns to support Action 2.1.

Principle 3 Culture free from bullying: 3.1: Bullying of staff should consistently be | The Trust has a bullying and harassment policy in place.
Freedom to speak up about considered, and be shown to be, Unacceptable behaviour, such as bullying by staff
concerns depends on staff being unacceptable. All NHS organisations should | towards other staff is dealt with as a disciplinary offence
able to work in a culture which is be proactive in detecting and changing through the Trust Disciplinary policy.
free from bullying and other behaviours which amount, collectively or
oppressive behaviours. individually, to bullying or any form of Incidents are monitored and reported to the Workforce

deterrence against reporting incidents and Committee.
raising concerns; and should have regard to
the descriptions of good practice in this (Director of Workforce and Transformation)
report.
3.2: Regulators should consider evidence
on the prevalence of bullying in an
organisation as a factor in determining
whether it is well-led.
3.3: Any evidence that bullying has been The Trust complies with the Fit and Proper Purpose test
condoned or covered up should be taken and as such all Directors must sign a Fit and Proper
into consideration when assessing whether | Person’s declaration and references from previous
someone is a fit and proper person to hold employers are sought. Trust compliance against those
a post at director level in an NHS requirements is currently subject to an internal audit
organisation. review.
(Director of Workforce and Transformation)
Recent amendments have been made to the
Recruitment and Selection Policy to incorporate these
requirements.
Principle 4 Culture of visible leadership: All 4.1: Employers should ensure and be able | The Trust Board undertake a programme of Board to

employers of NHS staff should
demonstrate, through visible
leadership at all levels in the
organisation that they welcome
and encourage the raising of
concerns by staff.

to demonstrate that staff have open access
to senior leaders in order to raise concerns,
informally and formally.

Ward visits where staff have an opportunity to discuss
issues.

The Board participate in ‘Beat the bug’ infection control
rounds.

Executives and Non-Executive Directors regularly do
‘walk abouts’ to talk to staff.
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There is a daily safety huddle for nursing staff led by
senior staff. Other departments also hold regular huddles
led by senior leaders within the team

The Exec team provide a monthly core briefing to the
organisation where staff have an opportunity to ask

questions. The CEO sends out a regular blog to staff.
(Board and Exec team)

Principle 5

Culture of valuing staff: Employers
should show that they value staff
who raise concerns, and celebrate
the benefits for patients and the
public from the improvements
made in response to the issues
identified.

5.1: Boards should consider and implement
ways in which the raising of concerns can
be publicly celebrated

Given investigations under the Whistle-blowing policy
can be traumatic for all of those involved the Trust has
recently developed a new approach: Values in Practice
that has been piloted in two areas (Pathology and
Dryden Ward). This approach is more constructive and
consists of listening events whereby a staff have the
opportunity for a one to one, or group session with two
independent officers. The approach adopts a positive
inquiry approach and focusses around the application in
practice of the Trust values, thus any issues regarding
safety, behaviour etc. would be revealed through this
process. This incorporates feedback sessions to staff
based on what has been shared and what actions are
being taken as a result of the Values in Practice event —
this effectively publicly celebrates our ability to listen,
reflect and improve what we do and staff are publicly
thanked for their contribution to the exercise.

This will be used as an alternative to a traditional
investigation under the whistle-blowing policy in
appropriate cases. Feedback from staff from the pilots

has been very positive
(Director of Workforce and Transformation)

In addition events and incidents raised either through
serious incidents or whistleblowing which results in a
formal investigation, lessons learnt are identified and
feedback to staff is provided.

The Trust runs a ‘Making Quality Count’ quality
improvement training programme whereby teams identify
and work on areas in their service that they want to
improve. This is a team based learning event which over
a period of 6 months teams work to change/improve their
service. The ‘Making Quality Count’ programme
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culminates in a Viva with the executive team whereby
support is given and learning encouraged and celebrated
followed by an open sharing event where the teams
provide presentations on the areas they wished to
improve and what and how they did it and the difference
it has made to key stakeholders.

The Best Possible Care Awards include a Patient
Safety Award, though it does not specifically reference
whistle-blowing in relation to this it does recognise
people that place patient safety at the heart of their
practice.

The Workforce Committee discussed this and agreed
that the current system was adequate and did not feel
that a whistle-blowers award would be appropriate,
particularly since most whistle —blowers wish for their
anonymity to be preserved.

Principle 6

Culture of reflective practice:
There should be opportunities for
all staff to engage in regular
reflection of concerns in their work.

6.1: All NHS organisations should provide
the resources, support and facilities to
enable staff to engage in reflective practice
with their colleagues and their teams.

Directorates have governance meetings for discussion
and reflection on incidents and patient safety matters.
Further work is required on improving shared learning

from Divisional governance meetings
(Director of Corporate Development, Governance and Assurance,
Medical Director and Director of Nursing)

Reflective practice is an integral part of revalidation for
registered health professionals.

The new Values in Practice process actively

encourages staff to reflect and share any concerns
(Director of Workforce and Transformation).

Examples of where the trust encourages reflection and
learning include:

e The ‘Making Quality Count’ programme
contains a methodology where staff use tools to
truly understand the root cause of service issues
and then take steps to address these using a
structured methodology.

e The annual ‘Aspire to Excellence’ programme
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which includes medical students and junior
doctors who work on key themes around patient
safety by identifying issues and developing
solutions to those issues. These are then rolled
out across the Trust.

e The Simulation suite enables staff to practice
clinical simulations in a safe environment and to
learn from that simulation to drive safe practice.

Better

Handling of

Cases

Principle No: | Principles Actions Trust Response

Principle 7 Raising and reporting concerns: 7.1: Staff should be encouraged to raise The Trust has a ‘Raising concerns at Work policy which

All NHS organisations should have
structures to facilitate both
informal and formal raising and
resolution of concerns.

concerns informally and work together with
colleagues to find solutions.

includes the opportunity for staff to raise issues both
formally and informally.

Review the Raising Concerns at Work Policy to ensure
the informal process gives emphasis on working with
colleagues to find solutions. Develop top tips for workers

and top tips for managers in dealing with issues.
(Director of Workforce and Transformation)

Directorates hold governance meetings for discussion
and reflection on incidents and patient safety matters.
Further work is required on improving shared learning

from Divisional governance meetings
(Director of Corporate Development, Governance and Assurance,
Medical Director and Director of Nursing)

The clinical huddle (Nursing) allows staff to raise
immediate concerns relating to patient safety issues.

7.2: All NHS organisations should have a
clear process for recording all formal
reports of incidents and concerns, and for
sharing that record with the person who
reported the matter, in line with the good
practice in this report

Formal concerns raised through the Raising Concerns at
Work policy are registered with HR and reported to the
Workforce Committee. Following an investigation the
individual who raised the concerns receives feedback.
The policy will be reviewed to ensure it complies with
good practice.

(Director of Workforce and Transformation).

The trust has an incident reporting system and
supporting policies.
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The incident reporting policy will be reviewed to ensure it
considers good practice described within the Freedom to
speak up report

(Director of Corporate Development, Governance and Assurance)

Principle 8 Investigations: When a formal 8.1: All NHS organisations should devise Where concerns are raised through the Raising
concern has been raised, there and implement systems which enable such | Concerns at work policy an independent investigator
should be prompt, swift, investigations to be undertaken, where from outside the area concerned is appointed with clear
proportionate, fair and blame-free | appropriate by external investigators, and terms of reference. This is reported through the
investigations to establish the have regard to the good practice suggested | Workforce Committee.
facts. in this report. The Trust has used external investigators in appropriate

cases e.g. T & O however it is not financially viable or
necessary to appoint external investigators in all cases.
The Trust has Serious Incident policies and a Serious
Incident Group chaired by the Medical Director to
oversee these investigations.

Principle 9 Mediation and dispute resolution: 9.1: All NHS organisations should have The Trust has access to external mediation and has

Consideration should be given at
an early stage to the use of expert
interventions to resolve conflicts,
rebuild trust or support staff who
have raised concerns.

access to resources to deploy alternative
dispute resolution techniques, including
mediation and reconciliation to:

« address unresolved disputes between
staff or between staff and management as
a result of or associated with a report
raising a concern

e repair trust and build constructive
relationships

evidence of utilising external mediation experts for
dispute resolution

As set out above the new ‘Values in Practice’ initiative
adopts a more conciliatory approach and will be used in

appropriate situations.
(Director of Workforce and Transformation)

Measures to

support

good

practice

Principle No: | Principles Actions Trust Response / (Exec lead)

Principle 10 Training: Every member of staff 10.1: Every NHS organisation should All new starters are made aware of the importance of

should receive training in their
organisation’s approach to raising
concerns and in receiving and
acting on them.

provide training which complies with
national standards, based on a curriculum
devised jointly by HEE and NHS England in
consultation with stakeholders. This should
be in accordance with the good practice set
out in this report.

raising concerns at the Trust Induction. An awareness
raising campaign took place during 2014.

The Francis Crick Leadership and Management
development programme incorporates a focus on
adopting an approachable and listening management
style and culture and incorporates key aspects of
governance and safety.

The trust should develop training which complies with
national standards, based on a curriculum devised jointly
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by HEE and NHS England in consultation with

stakeholders when this becomes available.

(Director of Workforce and Transformation)

Note: NHS Employers have provided a response to the national
consultation that a national curriculum would not be appropriate and
nor would mass roll out of training which could be costly.

Principle 11

Support: All NHS organisations
should ensure that there is a range
of persons to whom concerns can
be reported easily and without
formality. They should also provide
staff who raise concerns with
ready access to mentoring,
advocacy, advice and counselling.

11.1: The Boards of all NHS organisations
should ensure that their procedures for
raising concerns offer a variety of
personnel, internal and external, to support
staff who raise concerns including:

a) a person (a ‘Freedom to Speak Up
Guardian’) appointed by the organisation’s
chief executive to act in a genuinely
independent capacity

b) a nominated non-executive director to
receive reports of concerns directly from
employees (or from the Freedom to Speak
Up Guardian) and to make regular reports
on concerns raised by staff and the
organisation’s culture to the Board

c) at least one nominated executive director

The current Raising Concerns at Work (Whistleblowing)
Policy gives details of which managers concerns can be
raised with, at which stage of the process. It includes
reference to the National Whistleblowing Helpline and
the external organisations that concerns can be raised
with (CQC). Trade Union representatives actively
support staff in dealing with concerns.

a) Experience in other organisations has
demonstrated that: a large amount of the issues
raised relate to employment and non-
whistleblowing matters, that these roles can
overlap with PALs, they tend to act more as a
listening role for staff (circa 90% do not want
action to be taken). The Workforce Committee
have debated this and support the development
of a small team of Volunteer ‘Freedom to Speak
Up Guardians’ that work alongside PALs service
but focus on listening to concerns from staff
(whereas PALs focus on supporting patients)
and providing guidance on how to take the
matter forward if the individual so wishes.
Training would be provided to these individuals.

b) This appears to conflict with a NED’s role which
is to focus on strategy and assurance rather than
dealing with executive or operational matters.
The time required to do this could potentially be
considerable. Reporting is currently undertaken
by the Director of Workforce and Transformation
to the Workforce Committee that includes Non-
Executive Directors. The Workforce Committee
discussed this and agreed it was not appropriate
to designate an individual NED as that role
would be carried out by the Guardians and other
officers set out within the Trust policy.

¢) lItis noted that this could be time consuming
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to receive and handle concerns

d) at least one nominated manager in each
department to receive reports of concerns

e) a nominated independent external
organisation (such as the Whistleblowing
Helpline) whom staff can approach for
advice and support.

(receiving reports, providing support, deciding
action to be taken, engaging appropriate
resources/support) and mean that the director is
not able to carry out their role effectively. This is
not recommended by the Workforce Committee
as it is felt that additional resource, probably in
the form of a deputy director to remove workload
from the Director would be needed. This could
also be seen to undermine line management
which is where responsibility should lie. There
are current safeguards in place that enable staff
to refer to an alternative manager if they do not
feel they can raise it with their line manager or if
indeed the line manager is involved in the issue.

d) The policy allows for a number of managers to
receive concerns. Restricting it to one person
could be time consuming and would incur
additional cost.

e) The trust policy provides contact details and
references to external organisations that can be

contacted.
Note: NHS Employers have responded to national consultation on the
basis that they do not believe there should be one named individual
and that whilst they support the concept of named individuals it should
be for employers to determine the model that works best locally and
they would not recommend that one person takes up the role.

11.2: All NHS organisations should have
access to resources to deploy counselling
and other means of addressing stress and
reducing the risk of resulting illness after
staff have raised a concern.

The trust has an Occupational Health department which
can access counselling for staff.
The Trust has a policy regarding support for staff

reporting an incident / concern.

11.3: NHS England, NHS TDA and Monitor
should issue joint guidance setting out the
support required for staff who have raised a
concern and others involved.

Principle 12

Support to find alternative
employment in the NHS: Where a
NHS worker who has raised a
concern cannot, as a result,
continue in their current
employment, the NHS should fulfil
its moral obligation to offer

12.1: NHS England, the NHS Trust
Development Authority and Monitor should
jointly devise and establish a support
scheme for NHS workers and former NHS
workers whose performance is sound who
can demonstrate that they are having
difficulty finding employment in the NHS as
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support.

a result of having made protected
disclosures.

12.2: All NHS organisations should actively
support a scheme to help current and
former NHS workers whose performance is
sound to find alternative employment in the
NHS

The Trust should review relevant HR policies when a
national/regional support scheme is identified for workers

whose performance is sound following raising concerns.
(Director of Workforce and Transformation)

Principle 13

Transparency: All NHS
organisations should be
transparent in the way they
exercise their responsibilities in
relation to the raising of concerns,
including the use of settlement
agreements.

13.1: All NHS organisations that are obliged
to publish Quality Accounts or equivalent
should include in them quantitative and
gualitative data describing the number of
formally reported concerns in addition to
incident reports, the action taken in respect
of them and feedback on the outcome

The Trust produces an annual Quality account and will

include any related data within the report.
(Director of Workforce and Transformation and
Director of Corporate Development, Governance and Assurance)

13.2: All NHS organisations should be
required to report to the National Learning
and Reporting System (NLRS), or to the
Independent National Officer described in
Principle 15, their relevant regulators and
their commissioners any formally reported
concerns/public interest disclosures or
incidences of disputed outcomes to
investigations. NLRS or the Independent
National Officer should publish regular
reports on the performance of organisations
with regard to the raising of and acting on
public interest concerns; draw out themes
that emerge from the reports; and identify
good practice.

The trust currently reports incidents to NRLS via the
Datix reporting system and will ensure that should further
guidance be forthcoming the organisation complies with
reporting requirements.

( Director of Corporate Development, Governance and Assurance)

13.3:

a) CEOs should personally review all
settlement agreements made in an
employment context that contain
confidentiality clauses to satisfy themselves
that such clauses are genuinely in the
public interest.

b) All such settlement agreements should
be available for inspection by the CQC as
part of their assessment of whether an
organisation is well-led.

c) If confidentiality clauses are to be

The Trust does not incorporate confidentiality clauses
within settlement agreements other than to set out that
the details of the agreement itself are confidential. It is
not used to effectively ‘gag’ individuals in relation to
specific whistleblowing events.

In the rare event of settlement agreements being used
this clause will be amended to incorporate the need for
the trust to share this with the CQC if requested. The

CEO will review and approve these.
(Director of Workforce and Transformation)

The Trust would follow the TDA process and therefore
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included in such settlement agreements for
which Treasury approval is required, the
trust should be required to demonstrate as
part of the approval process that such
clauses are in the public interest in that
particular case.

d) NHS TDA and Monitor should consider
whether their role of reviewing such
agreements should be delegated to the
Independent National Officer recommended
under Principle 15.

be required to justify this in the public interest in order for

the TDA and subsequently the Treasury to approve this.
(Director of Workforce and Transformation)

This is provided for by the Trust Disciplinary policy,
which includes a right of appeal where formal action is
taken.

The Trust complies with the requirements of the Fit and
Proper Persons Test (which is currently subject to
internal audit review to verify this) and as such all
Directors must sign a Fit and Proper Person’s
declaration and references from previous employers are
sought as are other checks required under those

directions.
(Director of Workforce and Transformation (EDs)

The Trust complies with the requirements of the Fit and
Proper Persons Test (which is currently subject to
internal audit review to verify this) and as such all
Directors must sign a Fit and Proper Person’s
declaration and references from previous employers are
sought as are other checks required under those

directions..
(Director of Workforce and Transformation)

Principle 14 Accountability: Everyone should 14.1: Employers should ensure that staff
expect to be held accountable for | who are responsible for, participate in, or
adopting fair, honest and open permit such conduct are liable to
behaviours and practices when appropriate and proportionate disciplinary
raising or receiving and handling processes.
concerns. There should be 14.2: Trust Boards, CQC, Monitor and the
personal and organisational NHS TDA should have regard to any
accountability for: evidence of responsibility for, participation
* poor practice in relation to in or permitting such conduct in any
encouraging the raising of assessment of whether a person is a fit and
concerns and responding to them proper person to hold an appointment as a
* the victimisation of workers for director or equivalent in accordance with
making public interest disclosures | the Health and Social Care Act 2008
* raising false concerns in bad [Regulated Activities] Regulations 2014
faith or for personal benefit regulation 5.
acting with disrespect or other 14.3: All organisations associated with the
unreasonable behaviour when provision, oversight or regulation of
raising or responding to concerns | healthcare services should have regard to
inappropriate use of confidentiality | any evidence of poor conduct in relation to
clauses. staff who have raised concerns when

deciding whether it is appropriate to employ
any person to a senior management or
leadership position and whether the
organisation is well-led.

Principle 15 External Review: There should be | 15.1: CQC, Monitor, NHS TDA, and NHS

an Independent National Officer
(INO) resourced jointly by national
systems regulators and oversight
bodies and authorised by them to
carry out the functions described

England should consider and consult on
how such a post might jointly be created
and resourced and submit proposals to the
Secretary of State, as to how it might carry
out these functions in respect of on-going
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in this report, namely: and future concerns.

Principle 16 Coordinated Regulatory Action: 16.1: CQC, Monitor, NHS TDA in
There should be coordinated consultation with the Department of Health
action by national systems and should work together to agree procedures
professional regulators to enhance | and define the roles to be played by each in
the protection of NHS workers protecting workers who raise concerns in

making protected disclosures and | relation to regulated activity. Where

of the public interest in the proper | necessary they should seek amendment of
handling of concerns. the regulations to enable this to happen
16.2: Healthcare professional regulators
should review their procedures and
processes to ensure compliance with the
good practice set out in this report and with

this Principle

Principle 17 Recognition of organisations: CQC | 17.1: CQC should consider the good
should recognise NHS practice set out in this report when
organisations which show they assessing how organisations handle staff
have adopted and apply good concerns. Good practice should be viewed
practice in the support and as a positive factor contributing to a good or
protection of workers who raise outstanding rating as part of their well-led
concerns. domain.

Particular

measures for

vulnerable

roups

Principle 18 Students and Trainees: All 18.1: Professional regulators and Royal
principles in this report should be Colleges in conjunction with Health
applied with necessary Education England should ensure that all
adaptations to education and students and trainees working towards a

training settings for students and career in healthcare have access to
trainees working towards a career | policies, procedure and support compatible
in healthcare. with the principles and good practice in this
report.

18.2: All training for students and trainees
working towards a career in healthcare
should include training on raising and
handling concerns

Principle 19 Primary Care: All principles in this | 19.1: NHS England should include in its
report should apply with necessary | contractual terms for general/primary
adaptations in primary care. medical services standards for empowering
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and protecting staff to enable them to raise
concerns freely, consistent with these
Principles.

19.2: NHS England and all commissioned
primary care services should ensure that
each has a policy and procedures
consistent with these Principles which
identify appropriate external points of
referral which are easily accessible for all
primary care staff for support and to register
a concern, in accordance with this report.

19.3: In regulating registered primary care
services CQC should have regard to these
Principles and the extent to which services
comply with them.

Enhancing
the legal
protection

Principle 20

Legal protection should be
enhanced

20.1: The Government should, having
regard to the material contained in this
report, again review the protection afforded
to those who make protected disclosures,
with a view to including discrimination in
recruitment by employers (other than those
to whom the disclosure relates) on grounds
of having made that disclosure as a breach
of either the Employment Rights Act 1996
or the Equality Act 2010.

20.2: The list of persons prescribed under
the Employment Rights Act 1996 should be
extended to include all relevant national
oversight, commissioning, scrutiny and
training bodies including NHS Protect, NHS
England, NHS Clinical Commissioning
Groups, Public Health England, Health
watch England, local Health watch, Health
Education England, Local Education and
Training Boards and the Parliamentary and
Health Services Ombudsman.

20.3: The Government should ensure that

Page 12 of 13




its proposal to widen the scope of the
protection under the Employment Rights
Act 1996 includes all students working
towards a career in healthcare
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Northampton General Hospital

NHS Trust
Report To PUBLIC TRUST BOARD
Date of Meeting 30 July 2015
Title of the Report TDA Self-Certifications
Agenda item 17

Catherine Thorne, Director of Corporate Development, Governance

Presenter of Report and Assurance

Catherine Thorne, Director of Corporate Development, Governance

Author(s) of Report and Assurance

Purpose Decision

Executive summary

From 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 refreshed 2015/16 Accountability Framework, the Trust is required to complete
two self-certifications for Board Governance and Monitor licence conditions.
The attached report details for the month of June 2015 the proposed submission.

The Board will declare compliance with all Monitor licence conditions

The Board will declare:

e compliance with 11 out of the 14 board governance statements
e 2 arerated as at risk

0 4 - Financial position/Going Concern

0 10 - Compliance with targets
e 1 is rated non-compliant

0 5 - compliance with framework

Related strategic aim and All

corporate objective

Risk and assurance Compliance with performance targets and financial statutory duties
Related Board Assurance All

Framework entries
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Equality Analysis Is there potential for, or evidence that, the proposed
decision/document 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/document will affect different protected
groups/characteristics differently (including possibly discriminating
against certain groups/protected characteristics)? (Y/N)

Legal implications / Meeting financial statutory duties
regulatory requirements

Actions required by the Trust Board

The Board is asked to:
e Discuss and approve the Monitor Licensing Requirements and Trust Board Statements self-

certifications for June 2015
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Northampton General Hospital NHS

NHS Trust

Report To

PUBLIC TRUST BOARD

Date of Meeting

30 July 2015

Title of the Report

Update on Healthier Northamptonshire and
Vanguard Models

Agenda item

18

Presenter of Report

Chris Pallot, Director of Strategy & Partnerships

Author(s) of Report

Chris Pallot, Director of Strategy & Partnerships

Purpose

To provide an update on the Healthier Northamptonshire
Programme and applications to the Vanguard Programme to pilot
new models of care in the NHS.

Executive summary

This summary is concerned with the three main programmes covered by the Programme and was
presented to the Integrated Steering Group (ISG) of Healthier Northamptonshire (HN) in July. Much of
this information is similar to that provided in an update to the joint regulators in June 2015.

The report also provides an update on the Urgent Care and Acute Vanguard application processes that

are currently underway.

Related strategic aim and
corporate objective

Corporate objective 2

Risk and assurance

Does the content of the report present any risks to the Trust or
consequently provide assurances on risks

Related Board Assurance
Framework entries

BAF - 2.2

Equality Analysis

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

Legal implications / Are there any legal/regulatory implications of the paper: No
regulatory requirements

Actions required by the Trust Board/Committee

The Board is asked to:
e To note the updates provided for Healthier Northamptonshire and Vanguard Programme
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Northampton General Hospital

NHS Trust

Public Trust Board
30 July 2015

Update on Healthier Northamptonshire and Vanguard Models

1. Healthier Northamptonshire
This summary is concerned with the three main programmes covered by the Programme and was
presented to the Integrated Steering Group (ISG) of Healthier Northamptonshire (HN) in July.

NHS

Much of this information is similar to that provided in an update to the joint regulators in June 2015.

1.1 Acute Collaboration

The programme has now started to make real progress with the project team (appendix 1) being
fully established. The Clinical Collaboration Operational Steering Group has been established and
monthly meetings are scheduled through to April 2016.

Key lead representatives have been identified for IT, Information and Finance at each acute site
however lead representatives for support functions to represent both organisations for attendance
at Clinical Collaboration Operational Steering Group not yet confirmed.

Most importantly, Facilitators and support facilitators now in place for each speciality and
governance structures & documentation now compiled to support speciality work streams.

The Speciality work stream project groups being confirmed and all groups will have had initial joint
meetings completed & established by the end of July. This will enable the detailed project and
benefits realisation plans to be delivered. This will build on the initial milestone planners that have
been completed for the 4 original work streams of

— Orthopaedics

— Rheumatology

— Radiology

— Ophthalmology

— & for additional Cardiology speciality work stream

A risk log in place with key overarching risks including
— Re-invigorating clinical engagement across both acute organisations/ ability for staff
to meet across sites affecting pace of change
— IT infra-structure /connectivity between organisations will require investment
— Financial information on Trusts costs format/assumptions differences, making
savings identification difficult

A high-light of the reports for each of the work-streams is listed below:
Rheumatology:
> All patient pathways mapped. High level 1* benefit realisation exercise completed
» 4 week current activity data collection in progress
» Patient engagement forums planned for Sept

Orthopaedics:
» Project group meeting established by end July, planning re-engagement workshop
» Focus for initial development identified

Ophthalmology:

» Project group meeting established by end July

» Reviewing opportunities for joint procurement

» One stop OP planned to commence at Kettering General Hospital (KGH) in line with
Northampton General Hospital (NGH) pathway

Page 144 of 171

Z
o
S
S
7
o
O
c
Ll




Radiology:

» Project group meeting established by end July

» Some opportunities for joint procurement implemented reviewing additional opportunities
» Working on draft countywide ultrasound referral criteria and primary care guidance

Cardiology:
» Patient pathways mapped
» Business cases developed to standardise heart failure service across the county

1.2 Collaborative Resource Management

The ISG update on CRM provided in May highlighted the level of Cost Improvement [‘CIP’]
delivered by the 3 Trusts in 2014/15 and their projected CIPs for 2015/16, which demonstrated that
the 3 Trusts were on track for delivery of CIP in line with the levels anticipated in the Proof of
Concept published and agreed in September 2014.

The update also stated that the Trusts had agreed to simplify the approach to delivery and that
only part of this would be run through the Healthier Northamptonshire Programme delivery
structure.

Further review following work with Deloitte and in preparation for the regulator presentation in early
June 2015 demonstrated that even though this was simplified approach compared to the
recommendations in Proof of Concept it felt too disconnected from the mainstream of day to day
Trust delivery and accountability.

This led to the 3 Trust Chief Executive Officers (CEOs) agreement in June to bring all of the
delivery ‘in-house’ to the 3 Trusts, with reporting and assurance on a ‘light touch’ basis through to
Healthier Northamptonshire ISG and partners to confirm that there is delivery in line with the
overarching commitments within the Proof of Concept. This avoids the risk of superimposing
additional degrees of complexity to delivery structures where they do not add value.

This is a summary of the Collaborative Resource Management (CRM) discussion held in June and
the agreed actions.
1. The 3 Trusts are committed to working collaboratively on corporate and back office savings
and efficiencies, known as Collaborative Resource Management.

2. The Trusts have stated that, at present, they are not considering comprehensive change to
organisational structures through moves to integrate whole departments across the 3
Trusts, although specific areas may be integrated if there is a compelling case for this.

3. Experience of CRM since Proof of Concept indicates that the use of an additional
programme structure under the Healthier Northamptonshire Programme banner has not
helped target energies and instead, has created an additional strand of priorities alongside
existing ones within Trusts. CEOs have therefore agreed that they will communicate within
their Trusts that they will have all Cost Improvement Programme efficiencies (whether or
not they are joint approaches with another Trust) driven directly through their own
Programme Management Offices (PMOs). Any additional resource requirements will be
raised by the relevant Trust director through normal Trust processes.

4. There is still an expectation that the 7 ‘task’ areas identified as part of the regulator
presentation are the right things to do and CEOs will require these to be followed through
as part of their overall organisational CIPs and will hold their directors to account internally.

5. To ensure that there is still transparency of this work, the 3 Trusts’ Cost Improvement
Programmes will highlight all areas where these are part of a collaborative approach, so
that these can be identified as required as part of the whole system assurance required
either by partners or by joint regulator review.

6. The CEOs also considered the 3 strategic areas of Estates, IM&T and HR/Training. These
will also now be driven locally by the 3 Trusts as important enablers either to support
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improved care or to drive future efficiencies, but CEOs will expect these to be driven
through Director leads.

e Dr Sonia Swart agreed to organise a session of CEOs and Strategy Directors with
Andrew Fearn from Nottingham University Hospital Trust (NUHT). This is being
followed through for a suitable date.

e CEOs agreed to review work delivered to date on Estates (Shaping the Future), with
Dr Sonia Swart to speak to Charles Abolins (NGH) about leading some whole
system work focused on the objective of making better use of the existing estate of
the 3 organisations. This has been followed through.

e CEOs will ask their HR Directors to come up with proposals on shared workforce
strategy proposals.

1.3 Integrated Care Closer to Home (ICCtH)
The presentation to Regulators in June noted high level milestones for ICCtH invested schemes for
which progress must be made on delivery.

The ICCtH schemes progress for months 0-3 have been noted in table 1 below.

In addition to the work progressing against the Programme Initiation Document for ICCtH, it was
also agreed by Healthier Northamptonshire partners that the schemes or service changes which
supported Urgent Care delivery should start to be integrated into the ICCtH Programme. This
would help ensure that there was an appropriate prioritisation of projects and resource to reflect
not just the medium to long term transformational needs but also the solutions to address current
operational pressures.

This report therefore covers first the update on ICCtH projects and services, but also encloses an
update email from SRB chair Stuart Rees on the Urgent Care plans and priorities.

1.4 ICCtH Schemes

The ICCtH Delivery group meets weekly, to ensure both that; momentum is maintained against
activity noted and that progress is measured. To include, the review of areas for escalation to the
board and any interdependencies that may impact on delivery. While this is at a relatively early
stage, the group is seeking to make sure that there is a clear and common understanding of the
schemes being pursued, that there is a proper reporting process against agreed metrics and that
partners are clear on the resourcing required to drive forward their areas.

The approach being taken through the Better Care Fund (Joint Commissioning) reporting process
has been strengthened during this period so it may be possible as part of governance
arrangements overall to streamline some of the delivery and reporting process.

Scheme update:
Table 1

Outcome agreed within Planned
0 - 3 Months |Regulator Plan (10th Delivery

Timescale June 15) Update on progress Date Status |Owners]
ICCtH \ \

Implementgtlpn of CCTs JAll CCTs now live.
. across majority of ! .
Collaborative locations. Data NELs by GP practice are being 20 June
Care Teams o evaluated in an attempt to
submitted for . 2015
(CCT) ) ' understand which models are
evaluation. Staffing .
L lworking.
models finalised.
On track
KGH and NHFT — with the support
NHFT/KGH c?;\;(ielfé)?r?;r:g/:ctivit of Health and Social Care
Integrated Y |commissioners — have already 31 July
model, Agree an MOU . i
Care Model and launch a monthl agreed a strategic outline case to {2015
(ICM) . Y lcreate an integrated Care Model
ICM Partnership Board. . .
are in the early stages of its
implementation
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0 - 3 Months

Timescale

ICCtH

Outcome agreed within
Regulator Plan (10th
June 15)

Update on progress

Planned
Delivery
Date

Status |Owners]

A series of workshops have been
delivered between Jan-June 2015 (
Workshops to develop .
seven in total) to develop the
new model of care held.
Delivery of intearated model of care across the county.
Intermediate Very negre The model of care as a Strategic |31 July Lisa
service specifications for O ;
Care A Framework briefing was presented [2015 Riddaway
rehabilitation and
to the HSC Exec on the 17 June,
reablement between .
- and the recommendations made
health and social care. .
await approval to be taken
forward.
Following development
ofa new S.erV'Ce Nene -Service Spec awaiting final
Specification the - . .
o agreement. Following this the 30 June Louise
Care Homes | scheme in its current : . -
) ... [service will be re-commissioned. 2015 Tarplee
form will be ceased with .
Yt Corby- Delivered through NHFT
6 months’ notice to all
providers.

Implemented a AHL service at both
sites , this is currently providing a
24/7 service but is being supported
to deliver via the Crisis resolution

Rachel

of Suitable Paramedics
and Emergency Care.

this has been raised with the trust
as a contract query.

Acute Liaison '.:'rSt phase of service home treatment service. There is 30 June Douglas-
live. . - 2015
recruitment underway to recruit Clark
permanent staffing to the AHL
service and reduce pressure on
CRHT
. Milestones delivered and the
Business Case Agreed. . )
Project fully operational service fully operatl_ona}I.
Falls Completed recruitment " |At present the service is not 30 June Mark
[Ambulance P delivering against core KPIs and {2015 Gregory

The next steps for the ICCtH delivery group are to-
Agree the proposed performance management process and tighten up the timetable
for performance reporting
Continue to report progress against milestones set out within the regulator

presentation to ensure we deliver against the agreed 0-3months milestones, 3-6
month milestones, and 6 month +.
Ensure that the projects are being managed and driven forward against clear plans
and with appropriate resources
Integrate the emerging urgent care plans into the delivery programme.

[0}

[0}

[0}

[0}

2

New Models of Care — Vanguard Applications

2.1 Urgent and Emergency Care Vanguard
This particular vanguard process closed to applications on 15 July 2015 with the application at
appendix 2 being submitted on behalf of the county.

The national guidance stated that the successful Vanguard sites will be expected to:

« create and implement, as rapidly as possible, scalable and replicable urgent and emergency care
models. They will be expected to commit to increasing their ambition and accelerating their
intended pace of change

« do the ‘right things right’, based on the Keogh Review’s ‘Safer, Faster, Better’ good practice
guide, no reinventing wheels or embarking on ‘quick fixes’ or ‘easy wins’ that are only likely to
make marginal quality improvements. There will be explicit requirements on implementing best
practice and national policy expectations, for example on implementing integrated 111 and out of
hours services
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« support and empower their System Resilience Groups (SRGs) and Urgent and Emergency Care
Networks to set standards and establish new ways of working that cut across traditional
organisational boundaries. They will be fully committed to the recently issued NHS England
guidance for UEC networks;

In addition it stated that the UEC Vanguard group will:

e comprise a small number of enthusiastic and energetic participating systems, drawn from across
different geographies, working as a group

« receive early access to tools and guidance developed through the UEC review

« have a strong focus on unblocking current system constraints and national barriers to change,
e.g. information sharing and payment methods

« enjoy clear commitment and sponsorship from the national NHS bodies and their CEOs

« benefit from direct practical support, through an expanded role for ECIST working under the aegis
of the new care models programme. Professor Sir Bruce Keogh and Professor Keith Willett will
provide clinical leadership for the UEC Vanguard programme

« access to transformation funding.

« develop and test new system-wide outcome indicators, drawing on the established work of the
UEC review

« work as a group, to learn from each other.

On Thursday 16 July it was confirmed that the Northamptonshire submission had not been
shortlisted for the programme.

2.2 Acute Systems Vanguard
The purpose of this care model is to develop radical new options for acute care collaboration with
applications being submitted by 31 July 2015.

The selection process will be the same as for all other vanguards. There will be a shortlisting
process followed by in-depth interviews, video recorded sessions and voting by the other
applicants. This will be held in September. It is expected that there will be a maximum of 6-8
vanguards nationally.

Critically, each submission must focus on addressing 3 "gaps": health and wellbeing, care and
quality and funding. These are commonly referred to as "the triple aims".

In addition, the following will be tested as part of the assessment of the application.

¢ Clinical engagement

e Patient & citizens involvement in developing the application

o Ability to deliver locally.
These values of the programme must be demonstrated throughout the application.
Success of each application will also depend on the ability to deliver nationally replicable
programmes. We must demonstrate and support replication and make explicit reference to this in
our submission.
If successful the New Care Model support programme will comprise of: national support, cohort

activities, targeted investment for bespoke activities (not to support deficits) and packages for
accelerated learning.
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The guidance which has been released as part of the process states the following:

“The programme will create a limited number of additional, well-defined, strategic choices for NHS
foundation trusts (FTs) and NHS trusts that enable them to rethink their clinical models and
business models, beyond the confines of their existing organisational boundaries, or indeed their
immediate local health care system.

These options are likely to include, but are not limited to:

- innovative forms of Accountable Clinical Networks, such as through joint NHS-led vehicles
running particular services, characterised by clear leadership, with decision rights to reshape care,
backed by a clear organisational form;

- NHS service franchises such as Moorfield@, The Marsden@;

- NHS management groups or chains of multiple organisations, for example under a NHS
“foundation group”.

The aim of this programme, is not to support the implementation of traditional acute mergers or
reconfiguration programmes. Instead, the focus of the programme will be to develop replicable new
organisational arrangements that support quality, productivity and efficiency improvements2 in
acute services.

At a minimum, applicants are expected to already have in place:

« a clear and ambitious vision of what they want to achieve and of how the new model will help
promote the health and well-being of the population, increase the quality and person-centredness
of care for their patients, and improve efficiency for the taxpayer within available resources;

¢ a shared commitment to making swift progress in the development of the new model;

« effective managerial and clinical leadership, including leadership for engagement, and the
capacity and capability to succeed.

Applicants will also need to show:

 an appetite to engage intensively with other sites across the country, and with national bodies, in
a co-designed and structured programme of support aimed at:

a. identifying, prioritising and tackling national barriers experienced locally;

b. developing common rather than unique local solutions that can easily be replicated by
subsequent sites; and

c. assessing progress, through a staged development process.

* a commitment to co-design local and national metrics and to demonstrate progress against them,
including real-time monitoring and evaluation of health and care quality outcomes, the costs of
change, and the benefits that accrue;

« a willingness to share data as required to support the development and operation of the new
model.”

Stakeholder communications and engagement will be central to a successful Vanguard application
and subsequent implementation. Our aim is to harness the energy and commitment of our staff,
patients and the community we serve to develop and support new relationships and new ways of
working.

A communications and engagement plan will be developed. In the meantime our focus will be to:
e Develop and agree key messages with our partner organisations

¢ Identify and segment our stakeholders to ensure our communications and engagement
activity is effective

¢ ldentify existing and new opportunities for communications and engagement

e Agree timescales

¢ Provide assurance to stakeholders that their opinions will help inform ongoing development
and implementation
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The draft application is listed at appendix 2 and at the time of writing is awaiting feedback from
KGH.

University Hospitals of Leicester NHS Trust is also submitted an application for this programme
involving NGH and KGH. This is for the oncology partnership that the Board is aware of and would
reflect a different model of collaboration from that proposed with KGH. The document is still being
written and so cannot be presented to the Board at this time.

3 Recommendation

The Board is asked to note the updates provided for the Healthier Northamptonshire and Vanguard

programmes. An update on the success or otherwise of the Vanguard application will be presented
to the next Board meeting.
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Forward View into Action

REGISTRATION OF INTEREST FOR FUTURE MODELS OF ACUTE CARE
COLLABORATION

Q1. Who is making the application?

This Application is submitted by ------------------ CEO ------------- NHS Trust
Contact details: -------------—--

The application is on behalf of The Healthier Northamptonshire Acute Clinical
Collaboration Work Stream.
The clinical collaboration is largely between the following two acute providers,
however, wider health economy partners are supporting this work
Acute clinical collaboration providers

o Kettering General Hospital NHS Foundation Trust (KGH)

¢ Northampton General Hospital NHS Trust, (NGH)

Health economy partners who fully engaged in this work and supportive of this expression of
interest
¢ Northamptonshire Healthcare NHS Foundation Trust (NHFT)
Northamptonshire County Council (NCC)
NHS Nene Clinical Commissioning Group (Nene CCG)
NHS Corby Clinical Commissioning Group (Corby CCG)
Voluntary Impact Northamptonshire
3Sixty, Lakeside Plus and GP Alliance partners

Q2. What are you trying to do?

Our objective is to co-develop innovative patient pathways and service models that will
deliver best practice standards for patients across both hospitals by embedding collaborative
working between the two acute providers in Northamptonshire. This will enable clinically,
operationally and financially sustainable services to be delivered for patients across
Northamptonshire and beyond.

Our vision is to maximise benefits for patients by ensuring the delivery of best practice
standards consistently across both hospitals, positively impacting on their experience of care
and outcomes and delivering efficiencies for the wider system.

In addition, we envisage the following benefits:

e increased economies of scale providing opportunities for cost reduction
standardisation of processes and systems streamlining care pathways
shared workforce to support effective recruitment and retention
access to a wider set of expertise and skills set through a shared workforce
maintain the level of clinical services in the county and maximising tertiary links for
those services which are best delivered elsewhere

The programme is ambitious and will deliver large scale clinical and organisational change.
This is something both organisations have been planning for a number of years. We are now
seeing real progress with stronger relationships being established and shared governance
frameworks being created with support from clinical commissioners.

The hospitals are keen to work outside the confines of their existing boundaries and have
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committed their clinical and managerial teams to review existing services and take a joint
view on future delivery rather than one constrained by traditional organisational structures.
We are establishing clinical bodies that think ‘team Northamptonshire’ rather than as two
organisations working together.

We are already exploring opportunities for horizontal collaboration and networking of
services across sites with a focus on caring for our population as a whole whilst maintaining
the organisational identity of both Trusts. Already plans are in development for a single
countywide rheumatology service. Others will follow.

Our approach will be to:

e Learn from previous external reviews and recommendations
¢ Commit to an engaging in clinically-led service transformation
¢ Commit to engage with patients, public and members

Fundamental governance arrangements, sharing information agreements and principles of
collaborative working have been stated in a memorandum of understanding agreed by both
organisations Trust Boards. A more detailed shared governance framework is being created.

Q3. Please articulate how your vision will deliver clinically and financially sustainable
high quality acute services to maintain local access for patients and their families
and/or how you will help codify and replicate effective clinical and managerial
operating models in order to reduce avoidable variations in the cost and quality of
care?

The vision for this work is set around the objectives of the triple aim.

1. Improving the patients experience of care

¢ Design of new delivery frameworks, through horizontal integration that ensure new
models of care are sustained

¢ Reduce avoidable variation in the quality of care by implementing standardised pathways
cross-county to deliver best practice

e Specialty level reviews to ensure clinical quality metrics and operational standard are
delivered in a sustainable manner
Patients get access to expertise appropriate to their clinical need
Clear and understandable access to services in their area, easy access to outpatient
services, shared standardised information

o Commitment to engage and involve the patients and citizens of Northamptonshire

2. Improving the health of populations

¢ Integrating care across all boundaries and with the partners listed above to focus on
improving health and wellbeing as well as treating ill-health
Foundation of health and wellbeing campuses on each site in partnership with NCC
Implementation of telehealth and risk stratification in partnership with commissioners to
focus redesign efforts and establishment of new patient pathways

3. Reducing cost of healthcare and improving efficiency

¢ Reduce avoidable variation in the cost by implementing standardised pathways cross-
county to deliver best practice and pathway efficiencies, ensuring uniform access and
treatment for all patients.

¢ Development of a financial model to ensure financial risks & benefits are shared
equitably between partners

e Speciality level reviews to ensure clinical, operational and financial sustainability into the
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future

e Delivering critical mass for services where thresholds apply, establishing collaborative
clinical speciality teams, benefitting from efficiencies of scale with infrastructure
alignment to meet single service delivery.

e Streamlining of clinical workforce resources across services through management of
patient flows, i.e. right person, right time, and matching clinical resources to service
demand.

o Consolidate service specific outpatient booking with optimised appointment efficiency
through centralised appointment booking systems delivering savings from shared
administration workforce/ skill mix review and reduction in wasted appointments.

e Expand common procurement approaches and processes particularly in ophthalmology
and orthopaedic services, looking at both consumable and capital procurement, with the
benefit of reduced cost for purchase and on going maintenance. This will also support
safe cross site service delivery for equipment operators.

e Improved estates efficiency through delivery of localised care at peripheral sites,
releasing capacity across acute settings

o Development of Integrated IT systems where possible with shared software costs and
avoidance of duplication such as requested diagnostics. This will be facilitated by the
East Midlands-wide procurement of a new PACs system and the Clinical Network
Project, Chaired by the NGH CEO

e Development and implementation of countywide on call rotas to minimise time lost to
compensatory rest, associated reduced cost from cross site speciality cover and
maximising ability to deliver seven day week services.

o Review of diagnostic tests of low clinical value and refinement and standardisation of
Direct Access guidance for GPs to reduce "unnecessary" examination requests
improving patient experience and reducing avoidable cost.

e Standardise countywide discharge planning and length of stay for elective pathways

e Potential for virtual clinics reducing demand for consultant led follow up e.g. - Medical
Retina, and step down cataract patients from secondary care to Optometrists, reducing
costs for consultant level and secondary care provision and bringing on-going care
access closer to patients.

o Development of new musculo-skeletal service with joint leadership by the Trusts
providing integrated orthopaedic, rheumatology and radiology support. Integrated with
health partners to deliver seamless care

Q4. Please describe where you are currently and what steps you have already taken
in thinking through and delivery towards your proposed care model.

As partner organisations we recognise the need to collaborate in delivering acute services in
Northamptonshire. Further to a number of external reviews both organisations are keen
ensure that clinical teams are empowered to shape future services with patients and their
teams. The Trusts are ready to progress with implementation through joint team working,
and delivering new models of integration.

The two acute Trust providers (NGH & KGH) are already working collaboratively on a range
of clinical pathways with lead provider models which include Vascular, Stroke and ENT.
Traditional reconfiguration review programmes, most recently as part of the Challenged
Health Economy Programme. As a result of this, Clinical Collaboration (CC) between KGH
and NGH has been identified as a key work-stream within the Healthier Northamptonshire
Programme. This will transform and integrate health and social care to support the local
population to live longer, healthier lives and to deliver sustainable services.

A Collaboration Steering Board has been established between KGH and NGH has been
established within an overarching programme governance structure, a Programme Initiation
Document and speciality-level work plans. The scope of services for transformation has
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commenced with 5 initial specialities: rheumatology, radiology, orthopaedics, opthalmology
and cardiology.

Clinical and managerial leads have been identified for each work-stream and a proof of
concept for each speciality has been agreed between the joint clinical bodies of the Trusts. A
Memorandum of Understanding has been agreed by both Trust Boards and will be used to
support delivery.

Q5. Where do you think you could get to over the next year?
(Please describe the changes, realistically, that could be achieved by then.)

We will have embedded functioning speciality work groups and redesigned each of the

services listed above, thus making significant progress against work stream milestones.

Achievements we would aim to achieve would include;

e Condition specific service model proposals developed and agreed with Commissioners
and embedded in their Intentions and 2016/17 contract negotiations

e Countywide service for rheumatology designed and ready for implementation, jointly
managed by the Trusts

¢ Defined outcome measures and benefits realisation plan

e Single point of access for specialities designed with centrally managed administrative
support hub agreed.
Agreement to consolidate specific elective services across our geographic sites

e Countywide standardised service specification for imaging developed that uses standard
protocols and removes any imaging tests that yields a low clinical value outcome.

¢ Integrated elective orthopaedic outpatient service that will serve the county (single
access for all referrals).

o Extended centralised procurement framework to standardise orthopaedic and
ophthalmology products to deliver reduced wastage and standardise processes.

e Develop joint consultant rota proposals for ophthalmology and radiology.

Q6. What do you want from a structured national programme?
(Aside from potential investment and recognition: i.e. what other specific support is sought?)

By being part of the new care models programme will, with expert support, afford us the
greatest opportunity to develop radical new organisational options and arrangements for
accelerated implementation for best practice outcomes, benefit realisation and long term
sustainability.

A traditional barrier to change has been the ability to design new financial mechanisms that
enable risk and reward to be transparently shared between partners leading to new
organisational arrangements for service delivery. We see this as a key benefit of the
programme.

In addition, the following benefits of being included in a national programme appeals to us:

e Access to external expertise to assist with developing new of models of
organisational form that support the programme and wider sustainability of the
hospitals

e Support for key clinicians/staff to gain peer advice for services development,
including expert facilitation and additional challenge to maximise change options
based on knowledge and experience.

e Support to replicate learning across the remainder of the Trusts clinical services at
pace and providing an evidence base to support wider NHS learning

e Support to develop a financial framework that supports the programme, leads to
transparency between the partners and which balances risk and reward

e Specialist advice on defining measures to track the successful implementation of new
models of care

e Specialist external contracting/tendering/legal expertise when exploring alternative
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service provision options

Support for investment/development of information system connectivity between

organisations, shared wireless infrastructure, clinical portal overview and possible
fibre connection.

Please send the completed form to the New Care Models Team
(england.newcaremodels@nhs.net) by 31 July.
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Northampton General Hospital NHS

NHS Trust

Report To PUBLIC TRUST BOARD

Date of Meeting 30 July 2015

Title of the Report Report from the Finance Investment and
Performance Committee

Agenda item 19

Presenter of Report Paul Farenden, Chairman

Author(s) of Report Phil Zeidler, Non-Executive Director and Chair of Finance
Investment and Performance Committee

Purpose For Assurance

Executive summary

This report from the Chair of the Finance Investment and Performance Committee provides an update
to the Trust Board on activities undertaken during the month of June.

Related strategic aim and Strategic Aim 3,4 and 5
corporate objective

Risk and assurance Risks assessment provided within the report.

Related Board Assurance BAF 18-23
Framework entries

Equality Analysis Is there potential for, or evidence that, the proposed
decision/document 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/document will affect different protected
groups/characteristics differently (including possibly discriminating
against certain groups/protected characteristics)? (Y/N)

Legal implications / Statutory and governance duties
regulatory requirements
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Actions required by the Trust Board

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

MHS Trust

Public Trust Board
30 July 2015

Report from the Finance Investment and Performance Committee
meeting 17 June 2015

1. The Purpose of the Report

This report from the Finance Investment and Performance Committee provides an update
on activities undertaken since the last meeting and also draws the Board’s attention to any
other issues of significance, interest and associated actions required.

2. Key points to be raised in the report

Recruitment of A&E medical staff

The Committee received an A&E Medical Staff Overseas Recruitment report to approve the
decision for international recruitment to eliminate current vacancy levels and locum usage
and have a consistent workforce for the Trust’s Urgent Care pathway. The proposal was to
recruit 15wte middle grade doctors from India to support the vacancies in A&E. The costs
identified were £124k for the recruitment plus relocation expenditure of £75k maximum,
there was a stepped structure in terms of rebates for unsuccessful candidates who would
protect the Trust to a certain level, with in-year benefits were in the region of £280k and full
year benefits of c. £1m. The Committee requested some benchmarking on relocation
expenses that other Trust's paid for international moves was done to ensure the Trust was
competitive, and the Committee approved the initiative.

Financial Performance

The Committee was advised Month 2, showed a deficit of £4.4m, £0.1m favourable to plan.
Income had performed £0.7m below plan due provisions for anticipated contractual fines
and penalties and under performance in elective and day case activity compared to plan.
The favourable position included the YTD plan for the CIP programme which had recorded
increased delivery in May primarily through non-recurrent pay vacancies.

The Regulators had emphasised the need for cost controls, focused on consultancy and
agency expenditure. The Committee noted that the increased cost of temporary staffing
remained a concern and the current trajectory for both pay and non-pay expenditure
presented a degree of risk going forward compared to the plan and prior year run rate
trends.

The Trust is still awaiting the outcome of an independent external review of the Marginal
Rate Emergency Threshold (MRET). Until the outcome of this review was known provision
for the existing level of MRET penalty would be made in the reported position.

Changing Care @ NGH

The Committee was advised that the latest thinking forecast at M2 was £11.156m against a
plan of £11.325m; this had increased from M1 by £1.149m. The committee felt there was
insufficient information in the report to provide assurance, particularly around risks and
mitigation. The Committee also requested some cross reference to the Healthier Northants
programme.
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Operational Performance

The Committee was advised that performance of A&E continued to improve month on
month. The number of Delayed Transfers of Care (DTOCs) had reduced, but remained
higher than levels required.

The Committee was advised that with regard to discharge to assess and domiciliary care,
along with the other 4 schemes were being worked up into business cases to support care
closer to home. Cases were to be presented to the Urgent Care Board next week. The
Committee were reminded that if activity increased as expected in line with the increase
last year, the Trust would require between 35-70 additional beds.

Work had been carried out on a mobile ward however it was confirmed that the Trust did
not have a footprint close enough to the site. The Committee were advised that there were
4 options, outsourcing beds, the use of care homes, reduction in Average Length of Stay
(ALOS) for simple discharges and reduction in DTOCs. The Committee requested that a
proposal to address the capacity and demand gap for winter 2015 be brought back next
month.

The Trust had received a review by Emergency Care Intensive Support Team (ECIST), and
recommendations would be incorporated into the appropriate theme of the Changing Care
@ NGH Programme.

The Committee was advised the Cancer targets continued to be challenging. The
Committee raised concerns over the apparent delay in delivering many of the items noted
on the cancer action plan, and requested further assurance that the plan was prioritised
appropriately and the committee could see evidence of pace and management grip.

The Committee approved the Performance Management Framework.
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Northampton General Hospital INHS!

NHS Trust

Report To

PUBLIC TRUST BOARD

Date of Meeting

30 July 2015

Title of the Report

Report from the Quality Governance Committee

Agenda item

20

Presenter of Report

Liz Searle, Non-Executive Director and Chair of Quality
Governance Committee

Author(s) of Report

Liz Searle, Non-Executive Director and Chair of Quality
Governance Committee

Purpose

For Assurance

Executive summary

This report from the Chair of the Quality Governance Committee (QGC) provides an update to the Trust
Board on activities undertaken during the month of June.

Related strategic aim and
corporate objective

Strategic Aim 3,4 and 5

Risk and assurance

Risks assessment provided within the report.

Related Board Assurance
Framework entries

BAF 18-23

Equality Analysis

Is there potential for, or evidence that, the proposed
decision/document 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/document will affect different protected
groups/characteristics differently (including possibly discriminating
against certain groups/protected characteristics)? (Y/N)

Legal implications /
regulatory requirements

Statutory and governance duties
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Actions required by the Trust Board

The Trust Board is asked to note the report.
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Report from the Quality Governance Committee
meeting held on 19 June 2015

1. The Purpose of the Report

This report from the Quality Governance Committee provides an update on activities
undertaken since the last meeting and also draws the Board’s attention to any other issues
of significance, interest and associated actions required.

2. Key points to be raised in the report

Matters Arising

The number of patients waiting Ophthalmology appointments is 742. The correction made in
the last minutes was again incorrect and the Committee were assured this was now correct.
All other matters were on track or on the Agenda.

QIA Scorecard

The Committee received the QIA Scorecard. The Scorecard was noted. Three further items
had been discussed and would appear on the Scorecard next month. There was a
discussion around the issues that the Committee should not just rely on the scorecard alone
but ensure we have triangulated quality data.

CQC Update

An update was received on the gap analysis related to the Key Lines of Enquiry. The section
on Well Led was not presented here as it will form an item for discussion at the next Board of
Directors. A progress plan will be completed and shared with the Committee.

Corporate Scorecard for Quality
The scorecard was much improved with less greyed out areas.

Nursing and Midwifery report

Within the report there was an update on pressure ulcers. We continued to be an outlier for
the numbers of Pressure ulcers. There were a number of issues to be address for example
what happens to patients in A&E who wait a long time and why there are so many ulcers on
heels which suggests poor moving and handling. Why we are not detecting ulcers at stage
one as 56% patients developed pressure ulcers between 4-14 days so earlier in their stay.
An action plan will be developed and will return to the CQEG and Committee. The
Committee were very concerned and lacked assurance at this point.

The Trust Development Authority (TDA) undertook a review of the Trust’'s compliance
against the Hygiene Code in April and made a number of recommendations, all of which
were being addressed prior to their visit. On 17 June 2015 Dr Adams, the TDA regional IPC
lead, revisited to review actions and improvements. Whilst it was acknowledged that there
are significant improvements across many areas, it was identified that there are some areas
of practice that are of concern and therefore our ability to demonstrate compliance against
the Hygiene Code is at risk. The Committee were informed that actions have been put in
place to address this.

A very helpful and frank discussion continued on the use of the beat the Bug rounds and
how these issues are being highlighted but not actioned. The Executive Team will review the
outcomes of the Beat the Bug rounds and the process for improvement. This will be brought
back to the Committee.

Page 163 of 171



The Committee asked that the Childrens and young people’s Friends and Family Test is
included as part of future reports. Concern was expressed on the 56% compliance rate for
safeguarding training level 3 in Women'’s and Childrens health. This is to be reviewed. The
overall compliance with training is low and this has been elevated to a risk of 12 on the risk
register. It was also noted that the Safeguarding Vulnerable Adults and Childrens Policies
still requires updating. The committee requested that this be given priority. The Dashboard
was reviewed and a query about Creaton and if they needed any further support. This may
be due to the change in type of patients. This will be reviewed.

Kirkup Report Gap analysis was noted and progress against actions to be reported back in
October. Francis Review Action Plan was noted.

Medical Director’s report

All exceptions noted. The Obstetrics Governance Committee will be receiving a report on
Obstetric Trauma and this will come back to the committee in due course. Learning form a
delayed Diagnosis incident was shared. The patient Safety Strategy was shared and
commended. Monitoring going forward will take place in the future Medical Director Reports
and the new Quality and Safety report.

Final Quality Account was reviewed.
The Corporate Risk Register for Quality was reviewed. It was noted that 3 risks had
worsened their score, 3 had stayed the same and 2 had improved their score. Discussion

was had on how improvement can be maintained.

Highlight Reports and minutes were received from the Assurance Risk and Compliance
Group and the Clinical Quality and Effectiveness Group.
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Northampton General Hospital NHS

NHS Trust

Report To

PUBLIC TRUST BOARD

Date of Meeting

30 July 2015

Title of the Report

Report from the Workforce Committee

Agenda item

21

Presenter of Report

Graham Kershaw, Non-Executive Director and Chair of Workforce
Committee

Author(s) of Report

Graham Kershaw, Non-Executive Director and Chair of Workforce
Committee

Purpose

For Assurance

Executive summary

This report from the Chair of the Workforce Committee provides an update to the Trust Board on
activities undertaken during the month of June.

Related strategic aim and
corporate objective

Strategic Aim 3,4 and 5

Risk and assurance

Risks assessment provided within the report.

Related Board Assurance
Framework entries

BAF 18-23

Equality Analysis

Is there potential for, or evidence that, the proposed
decision/document 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/document will affect different protected
groups/characteristics differently (including possibly discriminating
against certain groups/protected characteristics)? (Y/N)

Legal implications /
regulatory requirements

Statutory and governance duties
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Actions required by the Trust Board

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

MHS Trust

Public Trust Board
30 July 2015

Report from the Workforce Committee
meeting held on 17 June 2015

The Purpose of the Report

This report from the Workforce Committee provides an update on activities undertaken since the
last meeting and also draws the Board’s attention to any other issues of significance, interest and
associated actions required.

Key points to be raised

Nurse recruitment continues to be very challenging with turnover running at nearly 12%. The
Director of Nursing (DoN) was requested to provide a detailed analysis of why staffs were leaving
and a forecast of leavers and what action was being undertaken. The DoN informed the Committee
that a review of the Retention Strategy would be presented to the Committee in September.

The recent recruitment exercise in Europe had not been very productive. A considerable number of
offers were made with a low level of acceptance due to candidates being registered with several
agencies. A recruitment campaign in the Philippines has been successful but we had not managed
to undertake any recruitment in India as originally planned, as a consequence HR were now
looking at recruiting again from Portugal.

The Committee were informed that the Trust currently employed a significant number of Healthcare
Assistants (HCAs) who are registered nurses in their country of origin but did not hold registration
with the Nursing and Midwifery Council (NMC). In order to be considered for the new NMC
international assessment process individuals required a live certificate of completion of the
International English Language Testing System (IELTS); this had previously been a barrier for our
international HCAs. To support them an IELTS preparation course had been sourced with a local
College, with a view to increasing the individual's chances of passing the test at the required level.
A scoping exercise had been undertaken which identified 34 substantive staff and 4 bank staff who
might be considered as eligible for NMC registration. It was confirmed that this process could
potentially support an increase in Registered Nurse numbers and aid retention of a group of staff
that had worked at the Trust for a number of years.
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At the moment we had approximately 200 nurse vacancies the majority of which are being filled by
agency staff. Concerns were expressed at the meeting about the accuracy of the vacancy data
being presented and it was asked that HR and Finance as a matter of urgency review this.

In summary despite a high level of recruitment activity the Board cannot be assured that the
vacancy gap will be substantially closed.

The DoN provided an update of the proposed nurse revalidation process and the approach to be
taken by the Trust to support staff compliance with the new Nursing and Midwifery Council (NMC)
process. The Revalidation Implementation Group chaired by the Director of Nursing, Midwifery and
Patient Services had continued to work on the implementation action log and confirmed that the
State of Readiness report for Trust Development Authority (TDA) had been completed. Committee
noted that revalidation had been added to the Patient & Nursing Services Risk Register and a Risk
Log would be maintained. Regular updates would be provided to the Committee on the progress
of the implementation group, recommendations would be presented for support and approval as
necessary.
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The DoN presented the Hard Truths Report and as part of this reported on the planned versus
actual staffing levels across the inpatient areas. April saw an increase in planned hours due to the
budgetary uplift in the nursing establishments in line with the third year of the nurse staffing
strategy. The uplift continued to have an impact on the overall fill rate until the recruitment to the
uplifted vacancies had been made.

The DoN confirmed that the overall fill rate for May 2015 was 81%. Fill rate during the day
continued to remain lower than at night and this would be addressed by the consultation to
standardise shift patterns alongside a review of the flexible working arrangements, which had
commenced in June 2015. As from June 2015 wards would provide assurance on the safe staffing
of each shift through the declaration of a RAG rating which would reflect the overall safety of the
ward reflecting staffing, skill mix, temporary staffing and patient acuity and dependency. This would
be reported on by way of summary at this Committee from July.

It was reported that the overall acuity of patients had increased over the course of May, which
placed increased demand on staff requirements. Additional reasons for the gaps in ward fill rates
included; the fact that there were two days in May where escalation capacity was closed; 352 bed
days were staffed with staff from the adult inpatient areas, providing additional pressure on the
staffing planned hours; requirement to staff discharge suite for approximately 50 hours in the
month out of the ward staffing establishment. In response to questioning the Committee were
assured that staffing was reviewed by a senior nurse at the twice daily Safety Huddles Monday to
Friday and daily at a weekend. Any wards where staffing was at a minimum level or due to
increases in acuity and dependency there was a need for additional staff above planned numbers,
movement of staff was made and risk assessed.

A number of challenging Industrial relation matters are being managed by HR that the board need
to be aware of. These include paid compensatory rest for medical staff, Nursing shift pattern
changes and managers on call rota to support 7 day working.

The HR team gave updates on progress with the People and Organisational Development
strategies. It was clear from this that there was a lot activity underway which was resulting in some
changes in various workforce performance targets.

1. Trust sickness rate had dropped to 3.7%, which was below the Trust target of 3.8%.
This was the second month in a row were a drop had been recorded.

2. There had been no new grievance opened during the last month by staff members.

3. Improvements in appraisal, mandatory training and RSET rates had been seen.

4 5 suspensions had been closed in the month along with the introduction of the new
streamlined suspension process, which should reduce substantially the time taken to
investigate and decide on a suspension cases.

The Medical Director presented a detailed report to the committee on medical appraisal and this
assured the committee that our system met all necessary requirements. The Medical Director went
on to present a detailed update on the medical workforce strategy. Dr Cusack reported that the
strategy pulled together a number of existing work streams, together with new areas of focus in
order to begin development of a vision for the medical workforce. He reported that the strategy had
been out to consultation with the Divisional Directors and that they had incorporated their
comments. Dr Cusack confirmed that there would be a resource cost involved in collecting data
and metrics. He advised that an implementation plan would be put together and that presented to
the Committee in due course.
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Northampton General Hospital INHS|

NHS Trust
Report To PUBLIC TRUST BOARD
Date of Meeting 30 July 2015
Title of the Report Report from the Hospital Management Team
Agenda item 22
Presenter of Report Deborah Needham, Chief Operating Officer/Deputy CEO
Author(s) of Report Deborah Needham, Chief Operating Officer/Deputy CEO
Purpose For Information & Assurance

Executive summary

This report provides an update to the Trust Board on activities undertaken at the Hospital Management
Team meeting — 7" July 2015.

Related strategic aim and Strategic Aims - All

corporate objective

Risk and assurance Risks assessment provided within the report.
Related Board Assurance BAF

Framework entries 1.2,15/1.7,2.1,41,4.2,5.1

Equality Analysis Is there potential for, or evidence that, the proposed

decision/document 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/document will affect different protected
groups/characteristics differently (including possibly discriminating
against certain groups/protected characteristics)? (N)

Legal implications / Statutory and governance duties
regulatory requirements
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Actions required by the Trust Board

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

NHS Trust

Public Trust Board
30 July 2015

Report from the Hospital Management Team (HMT)

The Purpose of the Report
This report from the Hospital Management Team (7" July 2015) provides an update on activities
undertaken and also draws the Board’s attention to any other issues of significance, interest and
associated actions required.

Key points to be raised

The HMT meets monthly and includes all Executive Directors and Divisional Directors, Divisional
Directors share progress, concerns and risks following their monthly performance meetings with
the Chief Operating Officer and Executive team.

Every other month the wider management team; Divisional Managers, Directorate Managers,
Matrons and Clinical Directors are invited to take part in a facilitated workshop. The meeting on 7™
July 2015 was the first meeting were a workshop was held.

Divisional updates
Each Division were invited to update on key areas of focus following their monthly performance
meetings.

Surgery reported on the difficulty relating to the unavailability of sterile theatre packs causing
cancellation of operations due to no kit, the directorate had arranged a meeting with the sterile
services team and would feedback or escalate if they were unable to resolve the issues.

Medicine reported that Endoscopy capacity was still a key risk and the directorate are working on
clarifying capacity and demand along with solutions to address the increase in demand which has
been due to recent national health campaigns. They also reported the challenges which occur
when the Brampton ward lift breaks down which has now been escalated to the managers at
Thyssens (our lift contractor).

Clinical Support Services are currently working well as a division; collectively the directorates are
generating a financial surplus and pursuing a stretch CIP.

Women'’s, Children’s, Cancer and Oncology Division have seen an increase in discharges before
10am and FFT performance for the division is improving. There is further work to be done on
ensuring the CIP is recurrent and increased support from finance had been requested, the division
is currently reporting a deficit of £138k against plan.

Workshop — Review of structure
Members of each division worked together during the workshop and shared their thoughts on “what
is working well” with the new structure and “how it could be better if".

The workshop was well attended and with good engagement. There was some positive feedback
on how the structure is working and some general comments on areas to improve, the
management of governance in the directorates and the requirement to have accurate, timely
information being the most common.

A survey has been sent to all members of the divisional management teams and an update will be
provided to the HMT in September.

Any other Business
There were no items of any other business.
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Northampton General Hospital

AGENDA

PUBLIC TRUST BOARD

NHS

NHS Trust

Thursday 30 July 2015 at 10:00 in the Board Room at Northampton General Hospital

Time

10:00

10:20

10:45

11:25

12:00

Agenda Item Action
INTRODUCTORY ITEMS

1. Introduction and Apologies Note

2. Declarations of Interest Note

3. Minutes of meeting 28 May 2015 Decision

4. Matters Arising and Action Log Note

5. Patient Story Receive

6. Chairman’s Report Receive

7. Chief Executive’s Report Receive
CLINICAL QUALITY AND SAFETY

8. Medical Director's Report Assurance

9. Director of Nursing and Midwifery Report Assurance
OPERATIONAL ASSURANCE
10. Update on progress with Changing Assurance

Care@NGH Programme
11. Finance Report Assurance
12. Workforce Performance Report Assurance
13. Integrated Performance Report Assurance
GOVERNANCE
14. Fire Safety Board Compliance Statement Assurance
15. Declaration of Compliance against Mixed Sex Assurance
Accommodation

16. Freedom to Speak Up Report Assurance
17. TDA Self-Certifications Decision
STRATEGY
18. Update on Healthier Northamptonshire and Assurance

Vanguard Models

Presented by

Mr P Farenden
Mr P Farenden
Mr P Farenden
Mr P Farenden
Executive Director
Mr P Farenden

Dr S Swart

Dr M Cusack

Ms C Fox

Mr S Lazarus

Mr S Lazarus
Mrs J Brennan

Mrs D Needham

Mr C Abolins

Ms C Fox

Mrs J Brennan

Ms C Thorne

Mr C Pallot

Enclosure

Verbal
Verbal
A.
B.
Verbal
Verbal
C.

[

To follow
L.

M.






Time  Agenda ltem

12:15 COMMITTEE REPORTS

19. Highlight Report from Finance Investment
and Performance Committee

20. Highlight Report from Quality Governance
Committee

21. Highlight Report from Workforce Committee

22. Highlight Report from Hospital Management
Team

12:35 23. ANY OTHER BUSINESS
DATE OF NEXT MEETING

Action

Assurance

Assurance

Assurance

Assurance

Presented by Enclosure

Mr P Farenden 0.
Mrs L Searle P.
Mr G Kershaw Q.
Mrs D Needham R.
Mr P Farenden Verbal

The next meeting of the Trust Board will be held at 09:30 on Thursday 24 September 2015 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).
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