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Thursday 26 May 2016
09:30in the Board Room at Northampton General Hospital
Time | Agenda Item Action Presented by Enclosure
09:30 INTRODUCTORY ITEMS
1. | Introduction and Apologies Note Mr P Farenden Verbal
2. | Declarations of Interest Note Mr P Farenden Verbal
3. | Minutes of meeting 31 March 2016 Decision Mr P Farenden A.
4. | Matters Arising and Action Log Note Mr P Farenden B.
5. | Patient Story Receive Executive Director Verbal
6. | Chairman’s Report Receive Mr P Farenden Verbal
7. | Chief Executive’s Report Receive Dr S Swart C.
10:05 | CLINICAL QUALITY AND SAFETY
8. | Medical Director’s Report Assurance | Dr M Cusack D.
9. | Director of Nursing and Midwifery Report Assurance | Ms C Fox E.
10. l;)/lrig;\gfnet%lc_)ﬁarning Disability Group Receive Ms C Fox Presentation.
11. | Approval of Quality Account Assurance | Dr M Cusack F.
10:25 | OPERATIONAL ASSURANCE
12. | Finance Report Assurance | Mr S Lazarus G.
13. | Workforce Performance Report Assurance | Mrs J Brennan
10:45 | STRATEGY
14. | Sustainability and Transformation Plan Assurance | Mr C Pallot I
Update
10:55 | GOVERNANCE
15. | Approval of Annual Report and Annual Decision Mr S Lazarus ],
Accounts 2015/16
16. | Corporate Governance Report Assurance | Mrs C Thorne K.
17. | Approval of Risk Management Strategy Decision Mrs C Thorne L.




Time | Agenda Item Action Presented by Enclosure

11:00 | FOR INFORMATION

18. | Integrated Performance Report Assurance | Mrs D Needham M.
11:15 | COMMITTEE REPORTS
19. | Highlight Report from Finance Investment Assurance | Mr P Zeidler
and Performance Committee N.
20. | Highlight Report from Quality Governance Assurance | Mrs L Searle o
Committee '
21. | Highlight Report from Workforce Committee | Assurance | Mr G Kershaw
22. | Highlight Report from Audit Committee Assurance | Mr D Noble
23. | Highlight Report from Hospital Management | Assurance | Dr S Swart R.
Team
11:45 | 24. | ANY OTHER BUSINESS Mr P Farenden Verbal

DATE OF NEXT MEETING

The next meeting of the Trust Board will be held at 09:30 on Thursday 28 July 2016 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 31 March 2016 at 09:30 in the Board Room
at Northampton General Hospital

Mr P Farenden
Mr P Zeidler
Ms O Clymer
Dr M Cusack
Ms C Fox

Mr G Kershaw
Mrs L Searle
Mrs J Brennan
Mr C Pallot

Mr S Lazarus
Mrs D Needham
Mr D Noble

Dr S Swart

Ms K Palmer
Ms C Thorne
Mrs S Watts

Mr C Abolins

Chairman (Chair)

Non-Executive Director

Non-Executive Director

Medical Director

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

Non-Executive Director

Director of Workforce and Transformation
Director of Strategy and Partnerships

Director of Finance

Chief Operating Officer and Deputy Chief Executive Officer
Non-Executive Director

Chief Executive Officer

Executive Board Secretary
Director of Corporate Development Governance & Assurance
Head of Communications

Director of Facilities and Capital Development

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

Apologies for absence were recorded from Mr C Abolins.

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

Minutes of the meeting 28 January 2016
The minutes of the Trust Board meeting held on 28 January 2016 were presented for

approval.

Mr Zeidler queried whether the written report from the Antenatal & Newborn audit
completed by Midlands and East Screening Quality Assurance Service on 14
January 2016 had been received. Ms Fox advised that it would be reported back to
the Quality Governance Committee once received.

The Board resolved to APPROVE the minutes of the 28 January 2016 as a true and
accurate record of proceedings.

Matters Arising and Action Log 28 January 2016
The Matters Arising and Action Log from the 28 January 2016 were considered.

The Board NOTED the Action Log and Matters Arising from the 28 January 2016.

Patient Story

Dr Cusack presented the Patient Story.

Dr Cusack informed the Board that the Patient Story highlighted the intense pressure
on staff and how this pressure impacts on patient care. Dr Cusack had spoken with
the patient and their family on Sunday, then again on Tuesday. The patient suffers
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from mild dementia and had recently had a fall. The patient had first contacted their
GP for an appointment but due to GP unavailability an ambulance was called.
Despite Accident and Emergency being extremely busy, the patients family advised
that he was very well cared for, they were well communicated and were frequently
updated. The patient was admitted to Benham Ward for a period of two days. The
family note that it was hard to gain a clear understanding from the nursing team of
the plan for their father; feedback was constantly being chased by the family. The
ward doctor met with the family and was unable to advise when the patient could be
discharged as the doctor needed further discussions with a more senior doctor. The
family was led to believe that the patient would be discharged on Easter Sunday.
Plans were made by the family at home in line with the advised discharge date. The
daughter sought clarification of a discharge time; however the nursing staff were
unclear and again waited confirmation from the doctor. The doctor advised that blood
tests were needed and then to be checked thereafter. The senior doctor did not
attend Sunday afternoon to take bloods due to an increased workload; therefore the
patient was not discharged. The patient was discharged on the Tuesday following a
senior doctor review.

Dr Cusack advised the Board that the family did not wish to make a complaint but for
the Board to be aware in understanding the difficulties that were encountered. The
experience spoiled their Easter and the patient spent extra days in hospital which
were not needed. The bed that was occupied could have been used more
appropriately and their patient experience could have been improved.

Mr Farenden thanked Dr Cusack for sharing this story and that it was very important
that lessons were learnt.

The Board NOTED the Patient Story.

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

Mr Farenden informed the Board that he had attended a Board Development
Session in Nottingham which he had found extremely useful. The session confirmed
the Trusts focus on the quality of care it delivers and the Trusts contribution to the
event was valuable.

Mr Farenden reported that he attended a Chairman’s, CEO and Senior NHS Officials
event in London with Dr Swart. Don Berwick presented at the event, and Mr
Farenden noted that Don Berwick was very perceptive of where the NHS is and
where the NHS is heading.

Locally Mr Farenden has met with colleagues within the Health Economy and
discussion was based around the STP with a focus on its development and delivery.

Mr Farenden referred to a Staff Survey Seminar he recently attended. Mr Farenden
found the seminar encouraging as clear progress was noted for the first time in
years.

Mr Farenden shared his belief that valuing the staff is a clear priority for the Trust. He
said he was humbled by the commitment and dedication of the staff in the current
difficult circumstances. Mr Farenden gives the staff his full support, encouragement
and shares his thanks for the outstanding job they all do.

The Board NOTED the Chairman’s Report.

Chief Executive’s Report
Dr Swart presented the Chief Executive’s Report.
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Dr Swart informed the Board that she had recently attended a Chairman’s, CEO and
Senior NHS Officials event in London with Mr Farenden. Don Berwick, a senior
fellow at the Institute for Healthcare Improvements gave his recommendations on
how the NHS can be improved and these are highlighted as to how they are adopted
at Northampton General Hospital (NGH) in the Chief Executive’s Report. Dr Swart
shared a brief summary of these with the Board. Quality improvement is the main
focus of Don Berwick’s recommendations and this is demonstrated at NGH by the
Improving Quality And Efficiency Team, Organisational Development Team and the
Changing Care@NGH Programme. The empowering of staff and ensuring that the
staff feel valued was also touched on which the clinically led structure at NGH
encompasses. The standardisation of procedures where possible, but also the
understanding that procedures need to be customised for patients in line with patient
centred care. Also, financial support is needed for front line services.

Dr Swart commented that she agrees with the discussed recommendations.

Dr Swart reported that the Trust has involved foundation junior doctors and medical
students in quality improvement and patient safety through improvement projects
and audits. Dr Swart noted that good work had been done with the junior doctors by
involving them in campaign pitches locally, nationally and internationally.

Dr Swart was disappointed that the Trust had been ranked in a bottom league
position in the national ranking of hospitals that learn from error, considering the
learning from error programme and audit systems for doctors in training that are in
place at the Trust. Dr Swart advised that the list was linked to questions on the staff
survey in relation to the reporting of incidents. This matter is being addressed and an
improved system on capturing the reporting of incidents is being developed.

Dr Swart would like the Board to take note the upcoming junior doctor strike. The
impact on the whole workforce will be high and it is important to support the
workforce who are in on the strike days.

Dr Swart advised that emergency pressures are at their highest with the need for the
60 beds critical in reducing these pressures slightly.

The Annual General Meeting is to be held on 17 September 2016. Dr Swart shared
that re-engaging the member base is important and plans are to be put in place to
attract voluntary staff.

Dr Swart shared with the Board the approach to Septembers Best Possible Care
Awards. Dr Swart reported that more sponsorship is needed. Mr P Farenden
confirmed he would be able to support this. Dr Swart also stated that work will be
done with HR and Communications in the lead up to the event.

The financial challenge has been escalating monthly. Dr Swart informed the Board
that the nationally mandated plan for the next 5 years is being followed; however it
does present some challenges. Dr Swart believes the benefits in terms of quality of
care need to be received from year 1.

The Board NOTED the Chief Executive’s Report.

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

Dr Cusack reported to the Board of a very successful recruitment event in Leicester.

Current Foundation Year 1 and Foundation Year 2 junior doctors were involved in a
‘campaign pitch’ which involved them speaking freely on a recruitment video on what
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their experience had been as a junior doctor at NGH. The junior doctors commented
that their experience was positive, that they gained extensive experience and were
supported in their training. NGH has 32 placements available for Foundation Year 1
junior doctors and there has been 35 potential candidates show interest which is the
first time the programme has been oversubscribed.

Dr Cusack advised the Board on the progress of the 3 Never Events that have been
recorded in 2015/16. A focus will be given to the culture in Theatres and
consideration given to the processes the Theatre teams follow. Dr Cusack shared
that simulation suite scenarios are being developed to further imbed the use of the
WHO checklist.

Dr Cusack stated that 2 Serious Incident Reports have now been submitted to the
Nene and Corby Clinical Commissioning group for closure.

Dr Cusack advised that NGH will be hosting the countywide Northamptonshire
mortality meeting on 20 May 2016. These meetings are very positive with
discussions on the future of how process and detection can be improved.

The 7" Trust Wide Mortality Case Note Review is now complete. Dr Cusack stated
that the focus was on specific sub sets of patients who are on low risk or were post-
operative patients.

Dr Cusack identified that the Quality Improvement Strategy had been discussed in
detail at prior Board meetings. The Quality Improvement Strategy is in draft format
and a final copy will be brought to a future Board meeting. Mr Farenden queried the
timescale of this; Dr Cusack advised that the Quality Improvement Strategy should
be available in final format in 2 months time.

Mr Noble asked for further clarity on the tooth extraction Never Event which
happened in September 2015 and is still open 6 months later. Dr Cusack reported
that the detection of the event was not noted until December 2016 at a dental
appointment. Dr Cusack noted that learning had been received from this Never
Event and due to this; the first version of the report has been reworked.

The Board NOTED the Medical Director’'s Report.

Director of Nursing and Midwifery Care Report
Ms Fox presented the Director of Nursing and Midwifery Care Report.

Ms Fox provided an update and progress report on a number of clinical projects and
improvement strategies that the Nursing and Midwifery senior team had been
working on. She informed the Board that the Nursing and Midwifery Care report had
been discussed in detail at the March Quality Governance Committee.

Ms Fox advised that the Pressure Ulcer Collaborative had been extended. The
Pressure Ulcer Steering Group also continues to meet to ensure a reduction in
patient harm. The reporting of pressure ulcers has changed and Ms Fox will monitor
the data following these changes to see if an improvement is recorded. The changes
hope to ensure pressure ulcers are tracked more efficiently and increase the
cumulative data.

Ms Fox provided an update on HCAIs. The C.diff numbers look likely to finish year
end at 30, with the CCG only identifying 1 lapse in care after review. The IPT has
reviewed each case and this information will be presented at Aprils Quality
Governance Committee. There has been one MRSA bacteraemia and a root case
analysis is underway. Ms Fox shared with the Board that the Trust is below the
national average for C.diff and MRSA incidents.
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Ms Fox advised the Board that the falls data is still above the internal trajectory on
the statistical process chart and that the rate appears to be rising over the last few
months. Ms Fox assured the Board that attention is being given to this and will be
discussed at Aprils Quality Governance Committee as well as at the S| Group.

Ms Fox drew the Board’s attention to the Friends & Family Test data on page 35 of
the report. Ms Fox advised the Board that she will provide a run chart in April’s Trust
Board.

Ms Fox was pleased to share with the Board that Trust had been shortlisted for two
national awards at the NHS England FFT Awards 2016. The awards have been set
up to recognise the way patient and staff feedback are used to improve healthcare
services.

Ms Fox reported the Dementia CQUIN was met in Q2, Q3 and Q4. This positive
progress is being taken into 2016/17 although it the Dementia CQUIN will no longer
be categorised as a national CQUIN.

Ms Fox advised that the Dying Person Care Plan use will be closely monitored to
ensure all patients receive an individualised plan of care.

Ms Fox reported on the registered nurse fill rates. Mr Kershaw noted that it was
positive that day nurse fill rate numbers were no longer in the red. Mr Kershaw
commented that the Workforce Committee were encouraged by this and would like
to show recognition to the hard work with recruitment. Mr Farenden is also
encouraged by the nurse fill rate and the reduction of the use of agency staff.

Mr Farenden queried whether the increased rate in falls could be connected to the
recent MRSA Bacteraemia? Ms Fox assured the Board that there was no connection
and the falls were witnessed. Mr Farenden therefore questioned whether the falls
could be linked to training issues; Ms Fox assured the Board that this was not the
case and clarity needs to be ascertained as to whether the fall could be classed as a
collapse.

Mr Farenden asked how the improvement of the bank had been shared and received
with nursing bank staff. Ms Fox advised that nurse band 6 and 7 has been
recognised at the correct pay grade and a non-pensionable bonus scheme has also
been introduced. Ms Fox stated that the Senior Nursing Team had met with nursing
bank staff on improvements and confirmed that the above ideas had come from
these meetings. Ms Searle queried whether there was a mechanism in place to the
capture the numbers of hours staff are doing; Ms Fox confirmed that there was.

Ms Searle requested that Ms Fox share the update of recording new harms in
pressure ulcers. Ms Fox advised that she had investigated the collation of pressure
ulcer data. The findings of the investigation have concluded that existing pressure
ulcers have been counted as a new pressure ulcer every month; therefore increased
the number of recorded new pressure ulcers which is not a true representation. Ms
Fox has corrected this to show as existing pressure ulcers, rather than as a new
harm. Ms Fox and Dr Swart have discussed this with the TDA with no objections
noted. Also, if the pressure ulcer changes from grade 2 to a grade 3, how will this be
recorded; it will be recorded as new harm. This improvement will also improve the
Safety Thermometer data which will be reflected in April 2016 data collation.

Mr Noble shared with the Board that the nursing report was very encouraging;
however in the Medical Director’s Report it is noted on page 19 the difficulty in
recruitment and high turnover in nursing staff group at a current rating of 25. Ms Fox
advised that the risk needs to be split between specialist and inpatient wards. Ms
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Fox reported that the fill rate listed in the Nursing and Midwifery report focuses on
inpatient wards. Mrs Brennan clarified that the demand for nursing staff still outstrips
the supply and that the figures within the Nursing and Midwifery report contains bank
and agency staff.

Mrs Clymer queried the reaction from staff in relation to the new collation of pressure
ulcer data. Ms Fox advised that once the first month of data has been collected and
analysed, then it will be shared with staff for feedback.

The Board NOTED the Director of Nursing and Midwifery Care Report.

Finance Report
Mr Lazarus presented the Finance Report.

Mr Lazarus reported that the Trust should still be able to achieve the £20.4m deficit
control total with the delivery of the urgent care CQUIN. Mr Lazarus advised the
Board that no year-end deal had been made at present with the CCG. Mr Lazarus
stated that a reduction in cost had helped neutralise the impact of reduced income..

Mr Zeidler queried the disputed prior year balance and whether there was an update
on this. Mr Pallot confirmed that there is no contractual basis to the CCG’s claim but
even so they had no yet cancelled the invoice. Mr Farenden confirmed the Board’s

position that the Trust will not pay this invalid invoice or account for any such liability.

The Board NOTED the Finance Report.

Workforce Performance Report
Mrs Brennan presented the Workforce Performance Report.

Mrs Brennan reported that the Trust’s substantive workforce had increased to 92.5%.
Mrs Brennan would like the Board to note that it is likely that current sickness
absence are indicative of the pressures staff are currently under as well as the
predictable seasonal trend.

Mrs Brennan advised that Board that the flu vaccination uptake was slightly
decreased this year; however this could have been influenced by the negative
publicity shared nationally last year. The Department of Health flu survey data should
be published in April/May 2016 and Mrs Brennan believes NGH will have performed
well in the East Midlands. A CQUIN has been set for next year at a 75% target for
staff vaccines.

Mrs Brennan reported that the current rate of appraisals is down at 80.23%. This
may be attributed to the large number of new starters in February 2016 who will not
yet has started the appraisal process. However she advised the board that in the
recent staff survey the Trust scored in the top 20% of the country for appraisal rates.

Mrs Brennan advised that mandatory training compliance is down; however there
has been an increase in role specific training.

The Board NOTED the Workforce Performance Report.

Clinical Collaboration & Healthier Northants Update
Mr Pallot presented the Clinical Collaboration & Healthier Northants Update.

Mr Pallot reported that in line with the Delivering the Forward View NHS planning
guidance 2016/17 — 2020/21, work has started with KGH to form an acute element of
the STP. In-line with expectations, this update was identical to that presented at HMT
and KGH'’s Trust Management Committee. Mr Pallot advised that a consistent
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message needs to be delivered between the two Trusts.

Mr Pallot shared with the Board progress to date on the clinical collaboration
between the two Trusts and this is detailed on page 79 of the report.

Mr Pallot reported that a ‘mini’ HMT needs to be established between the two Trusts
to help build working relationship, operational management and further discuss
clinical collaborations. This group will meet every 6 weeks to ensure all new and
existing pathways run with a consistent approach. Mr Pallot stated that financial
support from the CCG is essential is enabling the acute trusts to move forward with
clinical collaboration plans. The Clinical Collaboration Steering Board are keen to
move discussions with KGH forward. Mr Farenden agrees that this discussions need
to happen and that will only further demonstrate NGH'’s contribution to the Health
Economy.

Dr Swart advised that the CEO Group had discussed the need for clinical
collaboration engagement. It was agreed that the strategy would be led by the two
Directors of Strategy and Partnerships, who will work with the CCG on
implementation. Dr Swart reported that Rheumatology is the test case and will need
all the Board’s support to ensure work can commence on the clinical collaboration of
other specialities.

Mr Zeidler noted that the progress to date with Cardiology had encountered some
difficulties. The CCG has approved NGHs service development bid for establishing
heart failure services outside of hospital; however KGHs was not approved. Mr
Zeidler advised that if the two Trusts are trying to work together then this cannot be a
positive outcome. Mr Pallot stated that unfortunately the CCG had now indicated that
they wished to remove the funding from NGH and that as a result the heart-failure
service across the county may not move forward.

The Board NOTED the Clinical Collaboration & Healthier Northants Update.

Emergency Preparedness Annual Report
Mrs Needham presented the Emergency Preparedness Annual Report.

Mrs Needham reported on the Emergency Preparedness, Resilience and Response
Plan (EPRR). Mrs Needham advised that the Resilience Planning Group meets bi-
monthly to discuss the EPRR plan. The group focuses on Resilience and Business
Continuity work streams. Mrs Needham asked the Board to note Appendix 1 of the
report which details the review of the Resilience Responsibility Arrangements held by
the Trust. Tiaa confirmed that NGH is subsequently compliant in meeting these
standards.

Mrs Needham reported on the Core Standards Submission against the compliance
levels of fully compliant, partially compliant and non-compliant. Mrs Needham stated
the emergency plans were tested live in 2015 and these included Ebola, Internal
Significant Incidents and the junior doctor strikes. The report indicates that a learning
programme will need to be implemented departmentally and a working plan is in
place for this.

Mrs Searle thanked Mrs Needham for her good report and commented on her
surprise to note that Command and Control (C2) scored low on overall compliance.
Mrs Needham advised that this is owing to evidence needed to be shown on the
management of Gold Command. The Policy outlines strict criteria which the core
standards are not realistic to meet. Mrs Searle also asked for clarification on the low
compliance scoring of Training and Exercising. Mrs Needham reported that this was
linked to decontamination in A&E. This can be a challenge due to the releasing of
staff for a full days training. Mrs Needham confirmed that 60% of staff with this
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responsibility are trained. Mrs Needham was requested to appendix the training
schedule at next month’s Board of Directors.
Action: Mrs D Needham

Mr Farenden confirmed that the Board are assured by Mrs Needham’s report.
The Board NOTED the Emergency Preparedness Annual Report.

Integrated Performance Report

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

Mrs Needham made the Board aware of the strain the whole Trust was under due to
urgent care pressures. Mrs Needham advised that the volume of patients was
increasing and H1N1 was still present. Mrs Needham stated that she is extremely
proud of staff despite urgent care pressures.

Mrs Needham advised that day room beds are still in use and is happy to share with
the Board that patient feedback in these areas is still positive.

Mrs Needham would like the Board to note that if the Trust continues to operate
under the increasing pressure, the 18 week and diagnostic targets will not be met. 12
hour trolley waits are also a significant cause for concern moving into April 2016.

Ms Clymer stated that on a recent Board to Ward visit in heart surgery, she was
impressed with how the ward team were dealing with the increased pressures.

Ms Searle expressed her concern at the impact on patients on waiting lists and the
quality of care concern that links with this.

The Board NOTED the Integrated Performance Report and Corporate Scorecard.

Staff Survey
Mrs Brennan presented the Staff Survey Report.

Mrs Brennan reported that all staff within the Workforce were invited to complete the
staff survey. She was pleased to report that the overall staff engagement score had
increased from 3.6% to 3.75%. It was also pleasing to note that findings from the
survey showed increases in staff recommending the Trust as a place to work, staff
motivation and staff saying they could contribute to improvements at work.

Mrs Brennan advised that the trend analysis shows a trajectory of improvement since
2012. Overall there were 10 statistically significant improvements, no deteriorations
and we had moved from 18 key findings ranked in the lowest 20% reducing by 50%
to 9 key findings.

Mrs Brennan reminded the board that the approach to improving the staff experience
was through our Organisational Effectiveness Strategy: Connecting for Quality,
Committed to Excellence, and the survey had shown year on year improvement
since its introduction. Mrs Brennan outlined the key aspects of this strategy that
included the Francis Crick Leadership and Management Development Programme
for senior leaders operating in the new clinically led structure, and the staff
engagement strategy which had now seen over 1200 staff participate in the Rainbow
Risk sessions. She advised that 4 Trust wide ‘Street Talk’ events have been held
with further 21 local events. There are currently 69 volunteers DoOD’s from across

Page 8 of 351



TB 15/16 129

TB 15/16 130

NGH.

Mrs Brennan advised that some of the teams participating in the Making Quality
Count (continuous improvement) development programme had been nominated and
won awards at the Best Possible Care Awards last year.

Mr Farenden commented that he was encouraged by the improvement in the staff
survey findings. Mr Farenden queried whether staff have been made aware of the
positive feedback; Mrs Brennan is working on this.

Ms Searle stated that the report was good to read and is pleased that the OD
strategy has carried on its implementation. The benefits from the OD strategy can
clearly been seen with the improvements with staff engagement noted in the report.

The Board NOTED the Staff Survey Report.

Highlight Report from the Finance Investment and Performance Committee

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

The Board were provided an update on activities undertaken during the month of
February and discussed at the Finance Investment and Performance Committee
meeting held on 23 March 2016. The 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 Noble gave a verbal update from the Finance Investment and Performance
Committee which took place on 23 March 2016 and informed the Board that several
items had already been discussed under the Finance Report at the meeting today.

He informed the Board that key areas of discussion were:

e The gap analysis in the Carter Report was useful as it highlighted gaps that
needed to be addressed. Going forward this will be a permanent enclosure
with the Changing Care @ NGH Programme report which is discussed at the
Finance Investment and Performance Committee.

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

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

The Board were provided an update on activities undertaken during the month of
December and discussed at the QGC meeting held on 24 March 2016. The report
covered any issues of significance, interest and associated actions that were
required and had been agreed to be taken forward by the Committee.

Ms Searle gave a verbal update from the meeting which took place on 24 March
2016 and informed the Board that several items had already been discussed under
the Medical Director’s Report and the Director of Nursing’s Report at the meeting
today.

She informed the Board that key areas of discussion arising from items appearing on
the agenda were:
e The new harm recording of pressure ulcers which will improve the data
collation for the Safety Thermometer.
e The Trust scoring near the bottom of non-learning organisations.
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e The approval of the IG Toolkit.

e 3 Sl'sreported.

e The inclusion of coroner reports in the Medical Director’s report for the first
time at QGC.

The Board NOTED the Report from the Quality Governance Committee.

Highlight Report from the Workforce Committee
Mr Kershaw presented the Report from the Workforce Committee.

Mr Kershaw gave a verbal update from the meeting which took place on 23 March
2016 and informed the Board that several items had already been discussed under
the Workforce Report at the meeting today.

He informed the Board that key areas of discussion arising from items appearing on
the agenda were:

e Recruitment of nurses from Europe is becoming difficult with the main focus
of recruitment from India and the Philippines.

e The retention of nurses was detailed in the Nurse Recruitment and Retention
strategy with plans moving forward to look at ‘Pathway to Excellence’
strategy.

¢ Medical appraisals and revalidation had become a concern in Oncology.

e Consultant of the week to commence in Oncology; this will ensure that each
day a consultant is responsible for all patients on the ward as well as
providing leadership and training for junior doctors. Dr Cusack will provide
feedback quarterly to the Workforce Committee.

Mrs Brennan advised the Board that nurses were now included on the tier 2 list. Due
to this, from April 2017 the cost of sponsorship will raise from £100 to £1000.

The Board NOTED the Report from the Workforce Committee.

Highlight Report from the Audit Committee
Mr Noble presented the Report from the Audit Committee.

The Board were provided an update on activities undertaken and these were
discussed at the Audit Committee meeting held on 24 March 2016. The report
covered any issues of significance, interest and associated actions that were
required and had been agreed to be taken forward by the Committee. He informed
the Board that key areas of discussion arising from items appearing on the agenda
were:

e External audit report showed no significant issues and the timetable seemed
reasonable.

e The Internal Audit Charter was reviewed and was recommended approval at
the next Audit Committee.

e Limited reassurance was given to the Nurse Agency Staff Audit: Fiona
Barnes attended the Audit Committee were satisfied with Fiona Barnes
reassurance on this audit.

¢ Limited reassurance was given to Health and Safety Audit: Mr Abolins
presented an action plan to the Audit Committee and the Audit Committee
would like verification that actions set out in the plan have been taken.

The Board NOTED the Report from the Audit Committee.

Highlight Report from the Hospital Management Team
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Dr Swart presented the Report from the Hospital Management Team (HMT).

Dr Swart reported that the meeting on 08 March 2016 HMT Workshop and included
the wider management team; Divisional Managers, Directorate Managers, Matrons
and Clinical Directors.

Dr Swart advised that areas of discussion were divisional updates, clinical
collaboration progress update, changing care work stream update and a
communications workshop.

The Board NOTED the Report from the Hospital Management Team.

Any Other Business
There were no items of any other business.

Date of next meeting: Thursday 28 April 2016 at 09:30 in the Board Room at
Northampton General Hospital.

Mr P Farenden called the meeting to a close at 11:10
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Northampton General Hospital NHS

NHS Trust

Report To

Public Trust Board

Date of Meeting

26 May 2016

Title of the Report

Chief Executive’s Report

Agenda item

7

Presenter of the Report

Dr Sonia Swart, Chief Executive

Author(s) of Report

Sally-Anne Watts, Head of Communications

Purpose

For 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 Impact Assessment

Is there potential for, or evidence that, the proposed decision/
policy will not promote equality of opportunity for all or promote
good relations between different groups? (N)

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

Legal implications /
regulatory requirements

None

Actions required by the Trust Board

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

NHS Trust

Public Trust Board
26 May 2016

Chief Executive’s Report

1. Patient safety
NGH was one of five hospitals shortlisted for the Hospital Patient Safety Award from CHKS.
This national award for outstanding performance in providing a safe hospital environment
for patients is based on a range of indicators, including rates of hospital-acquired infections
and overall death rates and death rates from stroke, heart attack and fractured femur as
well as some outcome data that includes complications. The data has been taken from our
nationally submitted data which is also used by our commissioners. Unfortunately we didn’t
win the award, but this is the first time we have been in the top five hospitals for the award
and reflects our core value of putting patient safety above all else.

2. Junior doctors’ strike action
The unprecedented strike action in April was well planned for by all our teams and was a
fantastic example of people pulling together to make things safe for patients. Overall my
personal sense was one of calm, pride and, for some enjoyment, of the team challenge - in
effect a great team building exercise. The wards liked having their consultants around and |
did not hear anyone complain.

There will undoubtedly be more strike action to come and it is likely that the challenge will
increase so there will need to be more planning. We are taking the learning from the strike
action to improve our planning processes generally and also at times such as Bank
Holidays which do have an impact on activity.

The impact of the strike action has been very much felt by our patients, especially those
who have had their elective admissions cancelled and re-arranged and we are receiving
complaints about the long waits. We are carefully looking at how we can address this issue
without spending any more money as going into more and more deficit is not an option, but
equally we are mindful of the overall impact on the patient experience.

3. Quality Improvement
This year we delivered a number of presentations at the International Forum on Quality &
Safety in Healthcare which was held in Gothenburg in April. This was an impressive
achievement for a small hospital. We are already planning to contribute to next year’s
forum, which will be held in London and hope to deliver some of the plenary sessions there.

Our quality improvement work is led by Dr Philip Pearson as Senior Lecturer in Quality
Improvement, supported by the University of Leicester. He is ably assisted by the patient
safety team led by Jane Bradley and Celia Warlow. International recognition such as this is
the result of several years’ work in this area initially very much championed by Jane
Bradley, who has consolidated her role in QI work under the direction of our medical and
nursing directors and remains committed to assisting our medical students and junior
doctors in this area.

Teaching and assisting our doctors in training in this way brings benefits for everyone but
we have been particularly keen to use QI work as a way of engaging our trainees and
ensuring the topics they work on are aligned with our overall priorities. It is this energy and
alignment which has led to the University interest and support for our work. We recently
had a great example of this at the Quality Committee where two junior doctors presented
an excellent piece of work relating to improvements for patients with learning disabilities. |
was also pleased to learn that one of our Junior Doctors on the Junior Doctor Safety Board
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won the Medical Women'’s Foundation Elizabeth Garrett Anderson prize for her work on
standardising cannula trollies.

Our quality improvement strategy is how being finalised. This will bring together all the
aspirations we have to help ensure that everyone who works here can fulfil our core value
of aspiring to excellence. The simple message for all staff is that living this value means
that everyone not only delivers care but has a role in improving it.

Developing all our people to understand how to improve quality and safety incorporates key
elements of behaviour and leadership. We know this work has to dovetail with the
improvement culture that supports clinical governance and, after two years’ progress, are
now at the point where we are ready to start to bring it into business as usual. | am
hopeful that the work we are undertaking with our students and doctors in training, as well
as with some of student nurses, will ultimately lead to stronger partnerships with our
Universities

Sustainability and transformation plan

We are actively involved in the development of the sustainability and transformation plan
(STP) for the county. We hope the plan will build on the work we have already done and
help us move this forward to a level where we can start to implement new ways of working.
The STP will need to include some ambitious projects that represent fundamental changes
in the way care is delivered and must include plans to improve our urgent care system and
our delivery of key constitutional standards as well as deliver enough efficiency savings to
sustain our system. This is a very challenging task and one which will continue long past
the submission date at the end of June.

For NGH this will mean working more closely with KGH, building on the collaborative work
that is already underway and looking at new ways of working together to improve the
quality and efficiency of the services we provide. At the same time we will also need to
work more closely with primary and community care, to ensure that the local population has
access to the right care for them in the right place, at the right time.

Delivering a successful transformation plan will depend on successfully looking at how we
address some critical enablers such as workforce, IT and estates. It will require good
clinical engagement and consultation with patients.

Best Possible Care Awards

Despite the pressures faced by our staff, every day we continue to receive comments and
compliments from patients, their families and carers about the great care our staff provide.
Our social media accounts on Facebook and twitter are also regularly used by our patients
to comment favourably on the care they receive.

Last year our Best Possible Care Awards were held for the first time outside the hospital
and, building on the success of that event, we plan to have a Gala Award Ceremony at The
Park Inn, Northampton on the evening of Friday 30" September. This year we are aiming
to have more staff attending, we have an additional award category of Clinical Educator of
the Year, and we are committed to seeking sponsorship for this event. We are grateful to
the support we receive from both our charitable fund and local businesses which enables
us to recognise, reward and celebrate our staff who go above and beyond what might
normally be expected of them.

Nominations are currently being sought from staff, patients, relatives and carers, as well as

from the public and our local health and social care colleagues. | am sure all board
members will want to join me at the event on 30" September.

Dr Sonia Swart
Chief Executive
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Northampton General Hospital

NHS Trust
Report To PUBLIC TRUST BOARD
Date of Meeting 26 May 16
Title of the Report Medical Director’s Report
Agenda item 8
Sponsoring Director Dr Michael Cusack, Medical Director
Author(s) of Report Dr Michael Cusack, Medical Director
Purpose Assurance

Executive summary

Five new Serious Incidents (including a Never Event) have been reported during the reporting period
01/03/2016 — 30/04/2016 which remain open and under investigation. Where appropriate immediate
actions have been agreed at the SI Group to mitigate the risk recurrence — of these, three serious
incidents which have been reported in 2016/17 (since 01/04/2016). Three External Serious Incident
reports have been submitted to the CCG for closure. Two of these incidents relate to previously
reported Never Events. Eleven inquests have been convened during the reporting period. The learning
identified is described in the report.

Dr Foster data showed overall mortality expressed as the HSMR and SHMI remains within the ‘as
expected’ range. The rates of Charlson and palliative care coding rate remain below the national
average. At the time of the Board meeting, NGH will have hosted the countywide mortality meeting on
20™ May. The 7™ Trust wide mortality case note review has been completed which focused on low-risk
and post-operative patients. The details of this review will be presented at the July Board meeting.

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 and
identify any remedial actions required in the event of a Significant
Incident or mortality alert.

Related Board Assurance BAF 1.4, BAF 1.5, BAF 4.1 and BAF 4.2
Framework entries

Equality Impact Assessment | Is there potential for, or evidence that, the proposed decision/
policy will not promote equality of opportunity for all or promote
good relations between different groups? (Y/N)

Is there potential for or evidence that the proposed decision/policy
will affect different population groups differently (including possibly
discriminating against certain groups)?(Y/N)

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

Actions required by the Trust Board

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

Public Trust Board

26 May 2016

Medical Director’s Report

1. Clinical Risks

NHS Trust

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 relate to the following areas and are reflected on the
Corporate Risk Register. The key challenge to the Trust remains the acute pressures on the
urgent care pathway. The risks and actions taken in mitigation are reviewed in the Quality
Governance and Finance & Performance Committees as described here:

1.1 Pressure On Urgent Care Pathway

CRR ID | Description Rating Rating Corporate
(Initial) | (Current) | Committee
368 Risk to outcomes when demand exceeds capacity 15 15 Finance  and
within the ED and the Trust. Performance
96 Inconsistent in-patient capacity due to delays in 12 16 Finance  and
the discharge process resulting in an increased Performance
length of stay.
421 Risk to quality due to utilisation of Gynae day care 16 16 Quality
as an escalation area. Governance
619 Risk to quality due to utilisation of Heart Centre as 25 16 Quality
an escalation area. Governance
731 Risk to quality of haemodialysis service for in- 20 16 Finance  and
patient and outlier/emergency patients when Performance

Northamptonshire
escalation area.

Kidney Centre used an

1.2 Difficulties in Securing Sufficient Nursing & Medical Staff

Recruitment of appropriate trained nursing and medical staff is a further on-going risk to the
Trust. These risks and mitigating actions are reviewed at the Workforce Committee:

CRR ID | Description Rating Rating Corporate
(Initial) | (Current) | Committee

100 Insufficient nurses and HCAs on a number of 16 25 Workforce
wards & insufficient skill mix.

979 Difficulty in recruitment and high turnover in 16 25 Workforce
nursing staff groups.

81 Inability to maintain effective service levels due to 9 16 Workforce
reduced skilled nursing workforce for the existing
bed base.

111 Risks to quality and outcomes due to inability to 16 16 Workforce

recruit sufficient medical staff.

The potential impacts of these issues are also described in items BAF 1.4, BAF 1.5, BAF 4.1
and BAF 4.2 within the Board Assurance Framework.
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2. Summary Serious Incident Profile

Shown in the table are the numbers of Serious Incidents and Never Events which have been

reported on the Strategic Executive Information System (StEIS) by year since 2010:

10/11 11/12 12/13 13/14 14/15 15/16 16/17
Serious
Incidents 27 55 78 115 93 11 3
Never
Events 2 2 1 0 1 3 0

The Never Events in 2015/16 relates to:

Wrong site surgery - Dentistry

There has been a full RCA investigation of an incident involving ‘Wrong Site Surgery’ which
occurred within Dentistry. This has been submitted to the CCG and the actions below
have/will be implemented as a result of the recommendations:

Surgical site marking and verification policy has been updated to include the use of a
dental chart

All parts of notes, records and radiographs must be thoroughly checked before
surgery

Checklist sticker for use on consent forms will be created

Ensure clinic notes are available for review in signing off associated correspondence
Review of facilities to ensure that relevant radiology available for review when taking
consent

Review of consultant rotas to ensure there is adequate cover for clinical activities
during annual leave

WHO surgical checklist to be included in updated annual mandatory training for all
theatre staff

All staff involved to attend ‘Learning from Errors’ training within the simulation suite.
The learning from this Serious Incident will be incorporated into ‘Learning from
Errors’ Training - focussing on the use of the WHO checklist and site marking

Incorrect Device — Ophthalmology

The investigation into this incident has been concluded and the report submitted to the CCG.
The actions below have/will be implemented as a result of the recommendations:

A Standard Operating Procedure(SOP) for use in cataract surgery has been agreed
by all surgeons

Nursing and surgical staff will receive update training in the best practice for double
checking of devices/implants

Concerns regarding the labelling of the implant box have been highlight labelling to
the MHRA and manufacturer

Full incident report has been shared through the Governance team in each area

A summary report containing he key learning has been shared with all theatre staff at
morning briefings
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Wrong site surgery — Gynaecology

This incident remains under investigation. In advance of this, immediate actions have been
introduced (reported in the last Board report). The findings and recommendations of the
investigation will be reported to the Board in July.

2.1 New Serious Incidents

Since the last report to the Board (during the reporting period 1/3/2016 — 30/4/2016) 5 new
Serious Incidents have been reported.

A Root Cause Analysis (RCA) is being undertaken into each of these incidents. The Trust
has a contractual agreement with the CCG to submit all RCA reports to them within a 60
working day timeframe; provide evidence to support the Duty of Candour requirement; and
provide evidence to support the completion of RCA action plans via the Serious Incident
Assurance Meetings (SIAM).

A total of 14 Serious Incidents were reported in 2015/16 under the following categories:

Slips/Trips/Falls

Unexpected Deterioration

Delayed diagnosis

Infection Control issue

Medication incident

Maternity

Wrong site surgery

Delay in instituting treatment/referral to specialist team

From 1/4/2016 there have been 3 Serious Incidents reported under the following categories:
e Surgical/invasive procedure
e Sub-optimal care

2.2 Open Serious Incidents

The serious incidents at 30™ April 2016 which remain open and under investigation are listed
below:

Date of Incident Sl Brief Detail ‘ Status
24 Dec 2015 Wrong site surgery (Never Event) Active
06 Dec 2015 Digit amputation Active
03 Feb 2016 Fall - Dislocation Active
05 Jan 2016 Fall - Parenchymal Haemorrhage Active
24 Feb 2016 Deteriorating During Interhospital Transfer Active
10 Mar 2016 Failure to Escalate Following Deterioration Active
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29 Mar 2016 Surgical Error Active

31 Mar 2016 Retained Item in theatre Active

19 Jun 2015 Hyperkalaemia Active

2.3 Serious Incidents Submitted for Closure

During the reporting period there were three serious incident reports submitted to Nene and
Corby Clinical Commissioning Group (CCG) for closure. Two of these incidents relate to the
Never Events described earlier. The third incident was related to the use of medication
Azithromycin). The recommendations following a detailed investigation of this incident are:

Medication — Azithromycin incident

e Consultant to re-check medical information in clinic letters

¢ Changes to the medication to be documented in the ‘medication list’ section of the
departmental clinic letter template

¢ Add flag for Azithromycin to GP ‘System 1’

¢ Communication regarding this incident and the risks identified to all pharmacies

e Discussion of prioritization of introduction of Electronic Prescribing to the Out
Patients clinics with the EPMA team

¢ Review of current system of copied out-patient prescriptions and their transfer to GPs

2.4 Inquests

H M Coroner convened 11 Inquests during the reporting period which involved Trust staff
either preparing statements or giving evidence at the hearing. The conclusions of the
Inquests were 2 narrative conclusions, 1 death from natural causes, 6 accidental deaths and
2 deaths from industrial diseases.

The Learning identified from the inquests described is outlined below:

e To review the process for the handover of information when patients are discharged
to care/nursing homes

Process review

Since the 25 April 2016 the Governance Department has instigated a formal risk assessment
process where the medical records of the patient are reviewed by the Clinical Governance
Manager or Head of Governance to determine if there are any concerns over the
care/treatment given. This process will also take into account issues such as nutrition and
hydration, falls history, family or GP concerns. This information is triangulated with that
obtained from the previous process.

2.5 DNACPR
The British Medical Association (BMA), the Resuscitation Council (UK), and the Royal

College of Nursing (RCN) have issued updated guidance regarding anticipatory decisions
about whether or not to attempt CPR which take into account developments in clinical
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practice and in law. Further updates to this guidance are expected, however, the
fundamental underpinning ethical principles remain unchanged.

The Resuscitation Council has concluded a consultation process on a national DNACPR

review and it is hoped that standardised national DNACPR documentation will be released
imminently.

Capsticks solicitors provided a multidisciplinary educational teaching session at the Trust on
issues relating to DNACPR on 6" May 2016 with a high level of attendance. Further
education meetings are planned. DNACPR is discussed at the safety huddles and monitored
through the QCI audit undertaken by the nursing and midwifery staff.

Information regarding the community DNACPR process has been widely shared at
educational/academic meetings and through the safety huddles.

3. Mortality Monitoring

The HSMR for the year to January 2016 (latest Dr Foster data) remains with the ‘as expected’
range at 98.4. T The overall 12 month trend is shown in the graph below:

& Highrelativerisk @ Lowrelativerisk () ExpectedRange () Notobserved =~ National benchmark I Confidence Intervals

Relative Risk
145
140
135
130
125 ==

120

o N T | —
A ] 1

85
80 e
75
70
65

60

55

Feb-15 Mar-15 Apr-15 May-15 Jun-15 Jul-15 Aug-15 Sep-15 Oct-15 Nov-15 Dec-15 Jan-16

The SHMI data which records deaths which occur both in hospital and within 30 days of

discharge for the year to September 2015 (latest HSCIC data) remains within the ‘as expected’
range at 102.1. The SHMI trend is shown below:
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SHMI trend for all activity across the last available 3 years of data
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3.1 Weekend Effects

For the rolling year ending to January 2016 there was no statistical difference between the
standardised mortality rates for weekend [97.4] and weekday admissions [98.2].

3.2 Coding

The NGH palliative care coding rate is currently 2.74% of HSMR inpatient spells which
remains below the national average of 3.34% despite the revision of the uploaded Trust
data. This potentially reflects local practices where clinical teams manage the end of life care
for patients who are known to them without referral for input from the specialist palliative
care team. There is considerable work is underway in relation to the end of life patient
pathway within the Trust which seeks to address this shortfall in uptake/referral.

The index of Charlson Co-morbidity Coding rates has reduced in 2015/16 relative to the
national rate with an upper quartile rate of 24.8% vs. 25.0% (national rate). The clinical coding
team are undertaking work internally to understand this change.

3.3 Countywide Northamptonshire Mortality Meeting

The first countywide mortality meeting took place in 2015 as part a local CQUIN. Due to the
success of this event a further meeting was hosted at KGH later that year. NGH will be
hosting the countywide meeting on May 20" 2016. The meeting will focus on Sepsis and AKI
and will incorporate a Grand Round presentation. It is anticipated that the CEO of NCEPOD
will attend to discuss to on-going national audits, mortality review and their recent review of
sepsis management in the UK.

3.4 Trust wide mortality case note review
The analysis of 7" Trust wide mortality case note review has been completed. This review

has focused on low-risk and post-operative patients. The outcome of the review will be
presented to the Board in July.
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4. Next Steps

The Serious Incident Group meets on a weekly basis to expedite the agreement & external
notification of Serious Incidents.

Mortality within the Trust is closely monitored and reported through the Quality Governance
Committee. The Mortality Surveillance Group model has been adopted in accordance with
NHSE recommendations and will provide assurance to Trust Board.

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

NHS Trust

Report To PUBLIC TRUST BOARD
Date of Meeting 26 May 2016
Title of the Report Director of Nursing & Midwifery Report
Agenda item 9
Presenter of Report Carolyn Fox, Director of Nursing, Midwifery & Patient Services
Author(s) of Report Fiona Barnes, Deputy Director of Nursing

Jason King, Associate Director of Nursing

Senior Nursing & Midwifery Team
Purpose Assurance & Information

Executive summary

This report provides an update and progress on a number of clinical projects and improvement
strategies that the Nursing & 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 & Honest Care Report.

Key points from this report:

Safety Thermometer — In April 2016 the Trust achieved over 95% harm free care with new
harms

In April the number of reported pressure ulcers was 38. These will be validated in May at the
‘Share and Learn forum.

There has been 3 C. Difficile case reported in April, 0 MRSA Bacteraemia,

In April there has been 3 in-patient falls that has caused severe harm and are currently under
investigation.

FFT in March— Inpatients 84%, OPD 91.2%, Emergency Dept. 85.2% and Maternity 95% ‘would’
recommend

Welcome to Margot Emery the new End of Life project lead who has replaced Wendy Smith
Safe Staffing -Overall fill rate in April was 103%, with a combined fill rate of 102% throughout
the month

The report also provides an overview of the Care Hours Per Patient Day (CHPPD) metrics that
the Trust is required to submit to NHS Improvement from April 2016.
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Related strategic aim and
corporate objective

Quality & Safety.

We will avoid harm, reduce mortality, and improve patient
outcomes through a focus on quality outcomes, effectiveness and
safety

Risk and assurance

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

Related Board Assurance
Framework entries

BAF 1.3 and 1.5

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 /
regulatory requirements

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

Actions required by the Trust Board

The Trust Board is asked to discuss and where appropriate challenge the content of this report and to

support the work moving forward.

The Trust Board is asked to support the on-going publication of the Open & 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

Trust Board
26 May 2016

Director of Nursing & Midwifery Report

1. Introduction

The Director of Nursing & Midwifery Report presents highlights from projects during the month of
April. Key quality and safety standards will be summarised from this monthly report to share with
the public on the NGH website as part of the ‘Open & 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.  Midwifery Update
At the beginning of 2016 the patient’s safety culture work in eight acute trusts in the East Midlands

will commence with online safety attitudes/climate surveys for the workforce in emergency
departments and maternity units in all acute trusts.

The surveys will be organised and analysed by Pascal Metrics. Pascal Metrics will also support

the delivery of strategies to improve the culture of patient safety in these services based on the
results of the surveys.

This is a four year programme of culture assessment which provides diagnostic and ‘actionable’
insights into organisational and unit level cultures which enable the development of data driven
training programmes to address areas of risk and opportunity.

3. Safety Thermometer

Please see appendix 1 for a definition of Safety Thermometer. The graph below shows the

percentage of all new harms attributed to the Trust. In April 2016 NGH achieved 95% harm free
care (new harms).
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In April 2016 NGH achieved 90.53% of harm free care, with 3.21% of patients on the day recorded
in the category of ‘new’ harm (sustained during whilst they were in our care) which is a
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deterioration from March 2016 which was 2.70%. Broken down into the four categories this
equated to: 3 falls with harm, 0 VTE, 3 CRUTI and 14 ‘new’ pressure ulcers.

4. Pressure Ulcer Incidence

Hospital Aquired Pressure Ulcers /1000 bed days
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The graph above shows the pressure ulcers/1000 bed days in relation to hospital acquired
pressure damage.
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The graph above shows the total number of hospital acquired pressure sores from March 2014 to
March 2016.

» Moving and handling issue

recognised
» Non-compliance of skin Regularity of skin inspections especially
inspection where devices are present
» Delays in use of preventative aids !_ack of documented evidence of when
implemented
. Non-inclusion of all current and past
» Inaccurate Waterlow Scoring conditions.

The table above provides detail of the lapses in care which may have attributed to the development
of pressure damage.

5. Infection Prevention and Control NHS Improvement Programme

The key focus for IPT is working with NHS Improvement on an Infection Prevention and Control
Improvement Programme. The launch of the event was April 12" 2016. The Trust is partaking with
22 other Trusts in a 90 day collaborative. The launch provided an opportunity to meet with other
organisations to share good practice and work together to raise the profile of infection prevention
and to make a measurable and sustainable difference.
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In reviewing the themes from our 31 patient cases with C.difficile infection one of the key themes
identified that further work is required around prompt faecal sampling, Therefore our overall aim is
to improve the timeliness of obtaining faecal samples in 3 wards within our Trust and therefore
improve patient outcomes by identifying C.difficile infection earlier by September 2016.

In the 30 days leading up to the next collaborative event May 11" 2016, the IPT in collaboration
with Collingtree, Willow and Allebone wards, and an expert group of staff members from these

ward areas are using PDSA cycles (Plan Do Study Act) to undertake tests of change and drive

improvement. Monthly updates will be provided in this report.

Performance Information
Clostridium difficile Infection
Clostridium difficile infection (Trust apportioned)

Trust attributable CDI cases

25

30

25 — O015/16

20

— 2016/17
15

Number of cases

target

10 - trajectory

APR MAY JUN JUL AUG SEP OCT NOWV DEC JAN FEB MAR

The graph above shows that there have been 3 cases of C.diff apportioned to the Trust for the
month of April 2016. A Root Cause Analysis (RCA) will be undertaken for each case.

MRSA Bacteraemia

The Post Infection Review has been completed for the patient that acquired a trust attributable
MRSA bacteraemia in March 2016. Blood cultures were taken as well as a urine sample which
both isolated MRSA.

Appropriate root cause analyses were undertaken. There were some areas of good practice as
well as some learning outcomes for the GP and our medical staff. These will be taken forward and
shared within the Division. For April there has been 0 trust attributable MRSA bacteraemia.

MSSA Bacteraemia
MSSA Bacteraemia (Trust attributable cumulative totals)

There is no national target set for MSSA bacteraemia. The Infection Prevention forward plan has
set an ambition of no more than 15 cases for 2016/2017. For April 2016 there were no cases.

Escherichia coli (E.coli) Bacteraemia

There is no national target set for E.coli bacteraemias. For April there were 4 trust attributable
cases.

Source of Infection Number of Cases
Urosepsis 3
Intra-abdominal sepsis 1
Unknown 0
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The table above provides the breakdown of source and number of E.coli bacteraemia cases for
April 2016.

Catheter Related Urinary Tract Infections (CRUTI)

Catheterrelated Mew UTI's Comparison - all ages
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The graph above shows that for April 2016 there were 3 trusts attributable CRUTI's on Compton,
Holcot and Knightley wards. RCA'’s to be performed on all 3 cases. April is ‘Catheter Care’ month
and work will be undertaken with these 3 wards. The Infection Prevention Team will also be
reviewing the themes and ward location of the identified CRUTI from April 2015-April 2016.

6. Falls Prevention
Falls/1000 bed days

The way in which we calculate our bed days has changed from 1% April; we are now not including
bed day from the Barret Birth Centre. This results in our bed days being lower and may make our
falls/1000 bed days appear higher if compared with last year. Therefore as these figures are not

comparable with previous years an SPC (Statistical Process Chart) or run chart cannot reliably be
generated. Last year’s figures are below for information only.

Falls/1000 Bed Days 15/16

5 N ’;. i .q Target

w1516 falls/1000 bed days

N ational RCP audit 2015
falls/1000 bed days

[ T = R e A (|

Apr-15
Iay-15
Jun-15
Jul-15
Aug-15
Sep-15
Oct-15
Mow-1%
Dec15
lan-16
Feh-1f
Mar-16

The Trust’s Falls/1000 bed days is below the national average and the (internally set) target. The
maximum number of 1.6 harmful falls/1000 bed days is the internally set target. April 2016 has

seen a result of 1.55 harmful falls per/1000 bed days. The graph below shows the falls per 1000
bed days which resulted in moderate, severe or catastrophic harm.
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Falls resulting in moderate, severe or catastrophic harm

This month

Severity of injury Number of falls last month
Moderate 0

Severe 1

Death 2

This month we reported 3 in-patient falls that caused at least ‘moderate’ harm. Some of these falls
are still being investigated and the severity of the injury may be reviewed once the investigation is
complete. One fall resulted in severe harm; a fractured neck of femur (hip). 2 patients died after
they fell and the cause of their death is currently being investigated.

Work underway to reduce the falls rate/improve post fall care:
e On-going thematic review of serious incidents
e Training as part of cluster days, simulation suite sessions (including neurological
observation simulation training sessions for Nurses) and junior doctors training.
New simulation suite session piloted in April 2016 was very successful-plan to role out
Support/training to wards RAG rated red in completion of the falls risk assessment and/or
care plan

7. Nursing and Midwifery Dashboard
Please see appendix 2 for a definition of the Nursing Midwifery dashboard and appendix 3 for the
dashboard.

The Quality Care Indicators (QCI) for April 2016 shows the following:

e Protected mealtimes section is the area of the month with most of the red and amber
ratings. On further examination of this, this was due to the fact that a number of the
guestions which related to this were left blank, therefore giving a negative response.

¢ Compliance with falls assessments and care planning has improved over the last 6 months.
Ward areas continue to monitor and implement suggestions from the falls subcommittee.

e Creaton, Allebone, Talbot Butler and Hawthorn have on average have a higher number of
sections within the questions which are flagging amber and red. The divisional and
directorate nursing meetings ‘share and learn’ sessions will be held to review reasons and
implement a ‘test of change’ to allow us to begin to see improvements.

e The section which covers privacy and dignity is showing a negative response with regards
to patient understanding of their estimated date of discharge, noise at night and having not
being shown the Patient Safety Video. Work is being undertaken divisionally to improve
this.
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8. Friends & Family Test
FFT Annual Overview- % Would Recommend Run Charts

Run charts have been produced for Inpatients, Day Cases, A&E (including ED, Eye Casualty &
Ambulatory Care), Births and Postnatal Ward, appendix 4.

The Run charts contain all data points available, for Inpatients and A&E these begin at November
2014, for all other areas these start at April 2015.

All Run charts have mean lines, the current mean points at which 2015/2016 ended are as follows;

Trustwide 90% N/A

Inpatients 84% 85.4% 95.4%
Day Case 92.4% 92.5% 95.4%
A&E 85.2% 84.4% 84.9%
Outpatients 91.2% 91.4% 92.4%
Birth 95% 91.4% 96.3%
C\f;tgsata' 92.4% 92.5% 93.7%

The mean lines will be rebased following improvement work which is scheduled to take place
during 2016/2017.

In addition to mean lines, upper and lower control limits have been set to 3 Standard Deviation
Points from the mean. Therefore moving forward, if the data point goes beyond the upper or lower
control limit, then there is probably “special cause variation” - something different is going on to
cause this variation. Wards will be reviewed against the mean to identify areas that are performing
lower than the Trusts average. Inpatient Wards have performed below the national average for a
period of time. Below is the run chart from Nov-14 till Mar-15

FFT Inpatients % Would Recommend Run Chart
100%
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It is evident from looking at the run chart that improvements have begun to be made for Inpatient
services, particularly when comparing Nov-14 through to Apr-15. From May-15, 8 points fall above
the mean line out of 11. For March, Inpatient wards, postnatal wards and A&E all made
improvements in their % of patients that would recommend, when compared with February.
Figures for March are included within the table below.
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9. Nursing and Midwifery Professional Practice and Development

Healthcare Assistant Workforce

Healthcare Assistant recruitment, training and care certificate remains positive following additional
recruitment drives and programmes. We are at a point of core vacancies being less than the
number in clearance. Specialist areas continue to recruit locally. All successful applicants who
meet the criteria for joining the Bank are automatically signed up.

Care Certificate — 26 new Healthcare Assistants have completed the Care Certificate in the last
quarter. Clinical Apprenticeships — 6 commenced in April 2016.

Preceptorship

Preceptorship and clinical skills programmes continue for the new international nurses with an
additional cultural programme following a successful bid to the Local Education Training Board
commencing in May 2016.

International Nurse Recruitment

A further 3 international nurses from India and the Philippines have passed their OSCE following
an intensive preparation course, led by the Clinical Skills Educator and Corporate Practice
Development Nurse.

Pre-registration Agenda

PL@N (Practice Learning at Northampton) pilot has commenced on Rowan and Knightley, initial
feedback is great with a positive response from social media generating lots of interest.
Recruitment to the next cohort for the Open University pre-registration part time programme has
commenced. This follows a competitive recruitment process for the region and again we have
HCAs in the top percentile.

Revalidation
A further 23 registrants have successfully revalidated for May 2016. Workshops continue of a
monthly basis.

10.Dementia

Discharge Summaries

The Dementia CQUIN for 2016/17 has changed in format from preceding years. Previously, the
Trust was required to report on various elements that made up the “FAIRI”; case finding, diagnostic
assessment, referral for follow-up and plan of care. For this financial year, the focus of the CQUIN
is the final element of the inpatient pathway: discharge, utilising the final element of last years’
CQUIN framework.

The nature of CQUIN, still requires the FAIRI — now well embedded - process to be utilised, as the
identification of the cohort of patients is cumulative; however there is no reporting requirement for
this.

The milestone indicator for Q1 is for the Trust to scope, in conjunction with the CCG the data
capture method for the expanded discharge summaries element: this year to include all admitted
patients (previous years excluded elective admissions). The current proposal is to undertake this
using the dementia assessment algorithm available with VitalPac Doctor in order to identify the
cohort of patients effectively and to ensure the appropriate information is provided to carers (both
professional and informal) on discharge.

John’s Campaign

The second dementia related CQUIN relates to the support offered to carers and family members
of those living with dementia and is aimed at supporting hospitals to welcome carers according to
patients’ needs and not restricted by visiting hours.

The is no quarter one milestone associated with this CQUIN, however work has begun to
understand the scope of change required to undertake this CQUIN and prioritise accordingly.
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Carers’ Survey (Indicator 3c 2015/16)

The carers’ survey is not continued in this year's CQUIN, however will continue as ‘business as
usual’ as part of the dementia liaison service given the excellent compliance rate (100%) and
valuable feedback provided last year.

11.Safeguarding
Safeguarding Children

Safeguarding Children Referrals April 2016

o Midwifery

W Pasdiatrics / Urgent Care

Themes emerging from Urgent Care referrals this month included parental mental iliness and the
impact on parenting, and domestic abuse. In maternity, safeguarding concerns related to parental
drug and alcohol use, Looked After Children as parents and parents with Learning Disability.

Adult Safeguarding

Safeguarding Adult Referrals made by NGH: April 2016

[ R L R I ]

Financial & Material Meglect / Actof Physical Self-Meglect
Omiszion

The Trust made 19 safeguarding referrals during March, the nature of these is illustrated in the
chart above. There is an increasing trend in referral for self-neglect, which supports the inclusion
of this as a separate category within safeguarding, through the Care Act 2014. The Trust is an
active partner in the Health Economy Safeguarding Confernece on 27" May (as part of
safeguarding awareness week), where self-neglect will be a key focus of the afternoon session.

The Trust received 11 referrals against the organistion in April 2016. The overriding theme
continues to relate to discharge processes and arrangements. A further piece of thematic analysis
will be undertaken as this is now a consistant theme within the safeguarding referrals.

Deprivation of Liberty Safeguards
The Trust granted 17 urgent authorisations under DOLS in April 2016. The bias between the
Divisions remains, as expected, towards Medicine:
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Number of Urgent DOLS Authorisations by Division:
April 2016

m Medicing
W Surgery

Critical Care

Critical Care is highlighted (whilst being part of the Surgical Division), owing to the focus on this
area following the Cheshire West and subsequent rulings in relation to patients who are
unconscious / sedated and managed in an intensive setting; given the first arm of the ‘acid test’ for
DOLS: “total supervision and control”.

At the time of writing, 8 patients are awaiting assessment by the supervisory body. As discussed
in previous reports, whilst the responsibility for the assessment remains with the Supervisory Body,
the patients’ remain under the care of NGH. Following discussion at the Safeguarding Assurance
Group, this has been raised to the Trust Risk Register.

Inspection of services for children in need of help and protection, children looked after and
care leavers

In February 2016 the county hosted an Ofsted inspection of Services for children in need of help
and protection; children looked after and care leavers. This also included a review of the
effectiveness of the Local Safeguarding Children Board. This report was published on 27" April
2016. This inspection is set against the backdrop of the previous inspection cycle. In 2013, Ofsted
found services for children and young people to be inadequate. This judgement was based on
three successive inspections.

The outcome of the most recent inspection found that the services in Northamptonshire required
improvement in all the domains inspected. There were no recommendations directly for Health
Agencies as a result of the inspection and no grading attributed. There are however clear areas
where cross-cutting themes will require appropriate attention to support change within the
partnership. The Local Authority are required to produce a second phase improvement plan, to be
signed off by partners, within 70 days of receipt of the report. It is anticipated that the Health
Economy will contribute thought the established governance processes led by the CCG.

12. End of Life Care

The new End of Life Care Project Lead, Margot Emery, took up her new role in April, replacing
Wendy Smith. At the final CQC End of Life Action Plan Meeting on 5" May, it was agreed that
there would be a new governance process and structure to support both the development of End of
Life care across the trust, and the assurance process. At the same time, the need to streamline
the many End of Life care reporting requirements was acknowledged. It was therefore agreed that
the new arrangement will be as follows:

In each quarterly period, there will be a monthly End of Life Care Operational Group Meeting. This
will have agreed Terms of Reference, and will report to the quarterly End of Life Steering Group.
The membership of this group is under review.

On the third month of each quarterly period there will be a quarterly End of Life Steering Group
Meeting. This will have agreed Terms of Reference, and will receive and address exception
reports. It will have responsibility for driving the End of Life care improvement agenda and will
report into CQEG. Membership of the group is currently under review. All end of life key
performance indicator data, including that related to the Preferred Place of Death CQUIN, will be
prepared and submitted using the CQEG template, and will go to CQEG via the Steering Group.
Ward level data relating to performance indicators will continue to go to the wards via the Matrons.
Ward Managers and Matrons will develop their own action plans as appropriate.
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It is envisaged that this arrangement will replace all current End of Life care data submission and
governance meetings with immediate effect.

13. Complaints Summary

Completed service compliance figures for complaints for February 2016, reported in April 2016,
have seen a drop from 83% to 76%. This is based upon the receipt of a total of 45 new
complaints, 37 of which were reported upon within the agreed timescale, 28 required a
renegotiated timescale with 11 cases exceeding this. The reason for the drop in compliance is due
to a number of factors; Trust on escalation requiring staff to be operational causing late or
incomplete responses, a backlog of complaints which has developed due to staffing challenges
within the Complaints team (i.e. vacancies, sickness, necessity for colleagues to backfill). This has
been revisited through the corporate risk register and the rating has since been reviewed and
revised accordingly.

Action is currently being taken to improve the situation with the services of a temporary complaints
officer secured, for three days per week. The Head of Complaints also continues to backfill to
support the team on a daily basis.

14. Safe Staffing Update

It is an ongoing requirement of NHS England that all NHS Trust Boards receive a monthly report
relating to nurse staffing levels. This report provides an overview of the staffing levels in April 2016
and highlights the mitigation put in place to address any gaps in fill rate and addresses the
rationale for the gaps that have been identified.

Overall fill rate for April 2016 was 103%, compared to 101% in March and in February. Combined
fill rate during the day was 102% compared with 98% in March. The night fill rate has increased to
106% in April from 104% in March. RN fill rate during the day was 96% and for the night 95%.
Please see appendix 5.

14.1 Safe Staffing data comparison across the Midlands & East

Safe Staffing fill rate data is collated across the Midlands & East by NHS England (appendix 6).
The historical data illustrates the challenges previously faced by Northampton General Hospital in
achieving a satisfactory RN Day fill rate. Although this data set is up to, and includes, February
2016 the Committee will be aware that our monthly data has continued to improve. Appendix 7
shows our continued improvement.

14.2 Care Hours Per Patient Day (CHPPD)

In line with the recent publication of ‘Operational productivity and performance in English NHS
acute hospitals: Unwarranted variations’ 2016 (Carter report) the Trust must submit monthly data
on Care Hours Per Patient Day (CHPPD). The report states that:

‘we recommend that from April 2016 that CHPPD becomes the principal measure of nursing & care
support.’

CHPPD is calculated by the total hours of care in 24hrs divided by the number of patients on the
ward at 23:59hr.

The CHPPD will be calculated through our current ‘Safe Staffing Unify’ submission, however, at
this stage it has not been made clear what the ‘parameters’ of the data sets are.

Although a national template has not been provided we have used our current ‘unify’ template and
our ‘bed occupancy’ data for the month of April to provide our first ‘shadow’ CHPPD data set
(appendix 5). However, without the detailed guidance it is difficult to ‘interpret and benchmark’ this
data. From the original 25 trusts who participated in the pilot study there was a variance between
6.3 — 15.48 CHPPD across the wards, with a median of 9.13 CHPPD. However, it is not know the
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type /speciality of wards within the pilot. From the April data our data shows median of 6.9CHPPD
and average of 8.52 CHPPD.

In the future it is expected that the Trust will collect & collate this data on a daily basis but it is

believed that this will not be for a further 6 months. Future updates will be shared with the Board
as the information is provided by NHS Improvement.

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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Appendix 1

Safety Thermometer Definition

The Department of Health introduced the NHS Safety Thermometer “Delivering the NHS Safety
Thermometer 2012” the initiative was also initially a CQuIN in 2013/14 to ensure the launch was
sustained throughout the nation. The NHS Safety Thermometer is used nationally but is designed
to be a local improvement tool for measuring, monitoring, and analysing patient harms and
developing systems that then provide 'harm free' care. Developed for the NHS by the NHS as a
point of care survey instrument, the NHS Safety Thermometer provides a ‘temperature check’ on
harm that needs be used alongside Trusts data that is prevalence based and triangulated with
outcome measures and resource monitoring. The national aim is to achieve 95% or greater harm
free care for all patients, which to date the national average is running at 94.2%.

The NHS Safety Thermometer has been designed to be used by frontline healthcare professionals
to measure a ‘snapshot’ of harm once a month from pressure ulcers, falls with harm, urinary
infection in patients with catheters and treatment for VTE. All inpatients (including those patients in
theatres at the time but excluding paediatrics) are recorded by the wards and the data inputted
onto the reporting system, on average NGH reports on 630+ patients each month. Once the
information is validated by the sub-group teams it is uploaded onto the national server to enable a
comparator to be produced.

The Safety Thermometer produces point prevalence data on all harms (which includes harms that
did not necessarily occur in hospital) and ‘new’ harms which do occur whilst in hospital — in the
case of falls, VTE and CRUTI the classification of ‘new’ means within the last 72 hours, this is
slightly different for pressure damage as ‘new’ is categorised as development that occurred in our
care post 72 hours of admission to hospital and is recorded throughout the patient stay on the
Safety Thermometer. Therefore pressure damage is the only category that if the patient remains
an in-patient for the next month’s data collection it is recorded as ‘new’ again.

NGH has a rigorous process in place for Safety Thermometer data collection, validation and
submission. Four sub-groups for each category exist and are led by the specialists in the area,
they monitor their progress against any reduction trajectory and quality schedule target. For
pressure damage all harms are recorded on datix throughout the month (not just on this one day)
reviews are undertaken to highlight any lapses in care, every area with an incident attends the
Share and Learn forums to analyse further the incident and to develop plans for areas of
improvement and future prevention.
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Appendix 2

Nursing and Midwifery Dashboard Description

The Nursing & Midwifery dashboard is made up of a number of metrics that provide the Trust with
“at a glance” RAG rated position against key performance indicators including the quality of care,
patient experience, workforce resource and outcome measures. The framework for the dashboard
was designed in line with the recommendations set out in the ‘High Quality Care Metrics for
Nursing’ report 2012 which was commissioned by Jane Cummings via the Kings Fund.

The Quality Care Indicators (QCI) is first section of the dashboard and is made up of several
observational and review audits which are asked undertaken each month for in-patient areas.
There are two types of indicators those questions designed for the specialist areas and those for
the general in-patients. The specialist areas were designed against their specific requirements,
quality measures and national recommendations; therefore as every area has different questions
they currently have their own individual dashboards.

Within the QCI assessment there are 15 sections reviewing all aspects of patient care, patient
experience, the safety culture and leadership on the ward — this is assessed through a number of
questions or observations in these 15 sections. In total 147 questions are included within the QCI
assessment, for 96 of the questions 5 patients are reviewed, 5 staff is asked and 5 sets of records
are reviewed. Within parts of the observational sections these are subjective however are also
based on the '15 Steps’ principles which reflect how visitors feel and perceive an area from what
they see, hear and smell.

The dashboard will assist the N&MPF in the assessment of achievement of the Nursing &
Midwifery objectives and standards of care. The dashboard is made up using four of the five
domains within the 2015/16 Accountability Framework. The dashboard triangulates the QCI data,
Safety Thermometer ‘harm free’ care, pressure ulcer prevalence, falls with harm, infection rates,
overdue patient observations (Vitalpac), nursing specific complaints & PALS, FFT results, safe
staffing rates and staffing related datix. The domains used are:

Effective
Safe
Well led
Caring

The Matrons undertake the QCI and upload the data by the 3™ of each month. The N&M
dashboard is populated monthly by the Information Team and will be ready no later than the 10" of
the month. At the monthly N&MPF the previous month’s dashboard will be presented in full and
Red and Amber areas discussed and reviewed by the senior nursing team. Due to the timings of
the NMPF meeting the current month’s QCI data will be presented verbally by the Matrons with
particular attention to any below standard sections, if this is a continued pattern and what actions
are in place to support the ward in improving these areas. The Senior Nursing & Midwifery Team,
led by the Director of Nursing, will hold the Matrons to account for performance at this meeting and
will request actions if performance is below the expected standard. The Matrons and ward
Sister/Charge Nurse will have two months to action improvements and assure N&MPF with
regards to the methodology and sustainability of the actions. The Matrons will be responsible for
presenting their results at the Directorate Meetings and having 1:1 confirm & challenge with their
ward Sisters/Charge Nurse. The Director of Nursing will highlight areas of good practice and any
themes or areas of concern via the N&M Care Report.
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Nursing and Midwifery Dashboard- April 2016

Appendix 3
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Appendix 4

Trust wide FFT % Would Recommend Run Chart
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Day Case FFT % Would Recommend Run Chart
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Postnatal Wards FFT % Would Recommend Run Chart
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Outpatients FFT % Would Recommend Run Chart
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Appendix 5

Northampton General Hospital INHS |
N

S Trust

fery & Care Staff) APRIL 2016

Day Night Day Night
Average | Average | Average | Average
fillvate - | filrate - | fillrate - | fillrate

Registered Care staft Registered P registered| care staft |registered| care staff
midwivesiurses midwivesiurses nurses | (99