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Time | Agenda ltem Action Presented by Enclosure
09:30 INTRODUCTORY ITEMS

1. | Introduction and Apologies Note Mr Farenden Verbal

2. | Declarations of Interest Note Mr Farenden Verbal

3. | Minutes of meeting 27 July 2017 Decision Mr Farenden A.

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

5. | Patient Story Receive Executive Director Verbal

6. | Chairman’s Report Receive Mr Farenden Verbal

7. | Chief Executive’s Report Receive Dr S Swart C.
10:00 | 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.
10:20 | OPERATIONAL ASSURANCE

10. | Finance Report Assurance | Mr S Lazarus

11. | Nurse Recruitment and Retention Report Assurance | Mrs J Brennan G.
10:40 | FOR INFORMATION

12. | Integrated Performance Report Assurance | Mrs D Needham H.

13. 3:(sjza'[igability and Transformation Plan Receive Mr C Pallot N

14. | EPRR core-standards assessment Receive Mrs D Needham J.

15. | Best Possible Care Status Receive Ms C Fox K.
11:00 | ANNUAL REPORTS

16. | Corporate Governance Report Receive Ms C Thorne

17. | Infection Prevention Annual Report Receive Ms C Fox M.
11:20 | COMMITTEE REPORTS

18. | Highlight Report from Finance Investment Assurance | Mr P Zeidler N.

and Performance Committee




Time | Agenda Iltem Action Presented by Enclosure
19. | Highlight Report from Quality Governance Assurance | Ms O Clymer Verbal.
Committee
20. | Highlight Report from Workforce Committee | Assurance | Mr G Kershaw Verbal.
21. | Highlight Report from Hospital Management | Assurance | Mrs D Needham 0.
Team
11:30 | 22 | ANY OTHER BUSINESS Mr P Farenden Verbal

DATE OF NEXT MEETING

The next meeting of the Public Trust Board will be held at 09:30 on Thursday 30 November 2017 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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TB 17/18 023

TB 17/18 024

TB 17/18 025

TB 17/18 026

TB 17/18 027

Northampton General Hospital NHS

NHS Trust

Minutes of the Public Trust Board

Thursday 27 July 2017 at 10:00 in the Board Room
at Northampton General Hospital

Mr P Farenden
Dr S Swart

Mrs D Needham
Mrs F Barnes
Mr S Lazarus
Dr M Cusack
Mrs J Brennan
Mr P Zeidler

Mr G Kershaw
Mr J Archard-Jones
Ms O Clymer
Ms A Gill

Mr C Pallot
Ms C Thorne
Mr C Abolins
Mrs S Watts
Ms K Palmer

Mr D Noble
Ms C Fox

Chairman (Chair)

Chief Executive Officer

Chief Operating Officer and Deputy Chief Executive Officer
Deputy Director of Nursing, Midwifery & Patient Services
Director of Finance

Medical Director

Director of Workforce and Transformation
Non-Executive Director and Vice Chairman
Non-Executive Director

Non-Executive Director

Non-Executive Director

Associate Non-Executive Director

Director of Strategy & Partnerships

Director of Corporate Development Governance & Assurance
Director of Facilities and Capital Development

Head of Communications

Executive Board Secretary

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

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

Apologies for absence were recorded from Mr D Noble and Ms C Fox.

Declarations of Interest

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

Minutes of the meeting 25 May 2017
The minutes of the Trust Board meeting held on 25 May 2017 were presented for

approval.

The Board resolved to APPROVE the minutes of the 25 May 2017 as a true and
accurate record of proceedings.

Matters Arising and Action Log 25 May 2017
The Matters Arising and Action Log from the 25 May 2017 were considered.

Action Log Item 73

Ms Fox confirmed that the requested narrative was now included within her report.

The Board NOTED the Action Log and Matters Arising from the 25 May 2017.

Patient Story

Mrs Needham introduced ‘The last 1000 days’ video to the Board. A poem was

devised detailing patients last 1000 days and how the aim would be for the patient to
spend these days at home.

Dr Swart shared with the Board the Patient Story which was a compliment letter from
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an ITU cancer patient. The letter commented on the dedicated busy staff. The patient
admired the strength and composure of the staff involved in their care. Dr Swart
stated that she was proud of the Critical Care team as they had gone out their way to
help the patient and their family despite the pressures the team was under.

Mr Archard-Jones queried whether the compliment had been passed on to the staff
involved. Dr Swart confirmed that it had.

The Board NOTED the Patient Story.

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

Mr Farenden commented on his recent Beat the Bug rounds and noted how it never
ceased to amaze him the resilience of staff in the very challenging circumstances. It
was attributable that staff have continued to demonstrate the Trust values.

Mr Farenden advised that he had a 1:1 with the Chair of NHFT. The topics of
conversation were based around the STP, the STP’s progress and the STP’s
leadership.

Mr Farenden also attended a meeting along with Ms Gill and Mr Archard-Jones with
fellow Chairs and NEDs. The discussions were predominately on the STP and the
challenges that it had encountered. Mr Farenden noted the commitment of the
attendees in moving the STP forward in a positive direction. The meeting was honest
and open about delivering the objectives set.

Mr Farenden reported that he had met with Mr Dale Bywater who is the NHSI
Executive Regional Managing Director to discuss the Health Economy and how it
could move forward. Mr Farenden stated that it was encouraging to see how Mr
Bywater saw the Health Economy moving forward.

The Board NOTED the Chairman’s Report.

Chief Executive’s Report
Dr Swart presented the Chief Executive’s Report.

Dr Swart commented on the Listen & Learn events at NGH and focused on ‘Question
Time’ comes to NGH. This was an open forum and had worked well. It was noted
that the Executive Team enjoyed these events. The Trust was starting to understand
how it could work together and the correct culture to take forward.

Dr Swart stated that she had ran ‘compass check’ briefings targeted specifically at
the Administration, Outpatient and Radiology teams. The administration staff have
requested to have regular briefings and felt able to raise personal issues with Dr
Swart.

Dr Swart discussed the recent NGH Dancing Stars. She stressed the importance of
staff events to improve staff engagement.

Dr Swart reported that she was asked to speak at a recent NHSI conference on the
challenge of creating improvement in a hospital under pressure. Dr Swart gave an
honest account of the Trust’s journey and how the Trust strived to help staff achieve
their best.

Dr Swart stated that the Best Possible Care Awards were very positive for staff and

feedback had been given that the staff found the event very motivational. Dr Swart
went on to discuss that at this year’s National Patient Safety Awards and NGH was
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the only Trust to submit entries in twelve categories. The Trust was the most
successful organisation in the UK for these Awards.

Dr Swart discussed the recent comments made in the media regarding the Friends of
Northampton. Friends of Northampton were no longer able to provide their services
to the Trust. The Trust’s volunteer service staffs were energetic and enthusiastic with
some members of the Friends of Northampton transferring to the hospital volunteer
service. The Bedside Book Club initiative has been successful.

Mr Zeidler queried the Best Possible Care Awards and asked if it was to be of a
similar size to last year. Mrs Watts commented that event number is similar to last
year due the venue size constraints.

The Board NOTED the Chief Executive’s Report.

TB 17/18 030  Medical Director’s Report
Dr Cusack presented the Medical Director’s Report.

Dr Cusack reported that the key clinical risks were the pressures in the Urgent Care
pathway and the discharge pathway which both had an impact on patients. The Trust
had and continues to undertake substantial work in order to mitigate the risk to
patients posed by the urgent care pressures. This was coordinated through the
Urgent Care Working Group led by the Chief Operating Officer with representation
from each of the clinical Divisions. The effects on staff are discussed at the
Workforce Committee.

Dr Cusack stated that an extensive piece of culture work is underway on bringing
together how the nurses and doctors work.

Dr Cusack noted the difficulties in securing sufficient nursing and medical staff. This
was an issue at a national and international level. There is a continued focus on this
and this concern is discussed at the Workforce Committee.
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Dr Cusack discussed the serious incidents detailed in his report with the Board. The
patient safety incidents that do not fulfil the criteria for reporting onto STEIS but
where there are thought to have been omissions or concerns over the care the
patient received, are now declared as a “Concise Investigation”. This allows for a
thorough root cause analysis investigation and provision of a concise report outlining
the investigation and findings.

Dr Cusack advised that that since the last report to the Board, during the reporting
period 1/05/2017 — 30/06/2017, one new Serious Incident has been reported onto
STEIS. To date within 2017/18, 2 Serious Incidents had been reported under
invasive procedure — wrong site surgery (Never Event) and Sub-optimal care —
unidentified fracture

Dr Cusack reported on the recent Never Event to confirm that the report had been
finalised and submitted to the CCG in July. An Orthopaedic surgeon from Leicester
and an external Governance Director had commended the investigation process.
There has also been an additional external review of the safety culture in Theatres
which will be reported to the Board via QGC. The review was positive and target
areas identified which will be taken forward.

Dr Cusack stated that the HSMR for the year to March 2017 remains within the ‘as
expected’ range. The crude mortality in the HSMR group of patients is 3.4%
(Midlands & East peer group rate 3.7%). The variation in HSMR during the year to
March 2017 is shown on the graph on page 22 of the report pack.
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Dr Cusack commented that there were continued investigations into mortality outliers
and the Trust continued to embed the recommendations in line with Trust policy.

Dr Cusack noted that the role of the Mortality Screeners had been developed and the
recruitment process is underway.

Mr Farenden queried what has sped up in the investigation process of SI's across
the Trust. Dr Cusack stated that Divisional teams have been cascading the
information more efficiently. The Governance Team has also produced a newsletter
and has run Dare to Share events.

Mrs Needham updated the Board further on the actions following the recent Never
Event. The action plan is regularly audited and the recent Theatre Safety review was
positive. The Divisional Director at the end of the session spoke to the staff on how
proud he was of the team and how he would like to move leadership within Theatres
into the Outstanding category

Mr Archard-Jones queried whether the Sl reports recorded the number of near
misses. Ms Thorne confirmed that this is captured on Datix and a quarterly incident
report with this information is presented to QGC.

Mr Archard-Jones challenged what progress had been made by the Urgent Care
working group. Mrs Needham advised that the key areas were Red to Green,
Professional Standards, how to escalate to Doctors, timescales, 90 day collaborative
work, how to move from black to red to green and how to manage frailty at the door.

Dr Swart stated that a cultural change was needed with firm commitment from all
levels. Mrs Brennan commented that the OD is engaging everyone to work together
and looking at how to change the culture.

Mr Archard-Jones queried when a difference would be seen. Mrs Needham clarified
that an update will be brought the September Board.
Action: Mrs Needham

Mr Zeidler believed that there was a good reaction to mitigating the concerns from
the recent Never Event however queried who and how was this audited. Ms Thorne
confirmed that the Clinical Audit team would be responsible for this as well as the
Quality Team.

Dr Cusack advised that in relation to the mortality review process the Trust has taken
a lead in this. The structured judgement review tool was now in use in undertaking
reviews of patient care. Initial experience with the tool has found it to be effective
both in highlighting potential problems in care and as well as recording instances of
notable care.

Ms Gill shared with the Board that the University of Bath had devised apps which can
help with learning in relation to discussed information in the Medical Directors
Report. Dr Cusack commented that he would explore this option.

Action: Dr Cusack

Mrs Brennan reported that to support overcoming difficulties in securing medical and
nursing staff there was a nursing open day on the 15 July where 18 offers were
made. Mrs Brennan stated that she will be bringing a report to the next month’s
Board.

Action: Mrs Brennan

The Board NOTED the Medical Director’'s Report.
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Director of Nursing and Midwifery Care Report
Mrs Barnes presented the Director of Nursing and Midwifery Care Report.

Mrs Barnes advised that the Nursing and Midwifery Care Report had been discussed
in detail at QGC.

Mrs Barnes drew the Board to page 31 of the report pack to discuss Infection
Prevention and Control. For June 2017 there were 5 patients that were Trust
attributable cases of c.diff. A post incident review has been undertaken. There is a
90 day rapid improvement programme in place.

Mrs Barnes stated that the FFT results continued to show improvement. The focus
will be on real time projects. This will involve non-clinical members of staff
interviewing patients in key areas of concern and it is believed that this will help
improve patient experience.

Mrs Barnes reported on level 3 Safeguarding training. The newly appointed Head of
Safeguarding is running a task and finish group to undertake gap analysis against
our training programme and intercollegiate guidance.

Mrs Barnes commented that the team who support patients with learning difficulties
who go through Theatres have been nominated for a Nursing Times Award.

Mrs Barnes discussed the Safe Staffing update on page 42 of the report pack.

Mr Farenden noted that the reported cdiff for June was unusual for the Trust. Mrs
Barnes concurred and stated that the cases were reported in surgical patients on
surgical wards. A post incident review is being done to understand the themes.

Dr Swart queried whether there was any cross contamination in the hospital. Mrs
Barnes confirmed that there was not.

Mr Kershaw challenged the reasons behind the increase in Pressure Ulcers on
Holcot which has led to the 90 Day Pressure Ulcer Rapid Improvement Challenge
being ran on the ward. Mrs Barnes believed that contributory to this was the use of
stockings and a detailed review is being done to establish the cause. An update will
be brought the August Committee.

Action: Mrs Barnes

Mr Archard-Jones queried appendix 6 and the ‘nil’ response. Mrs Barnes confirmed
that this should be n/a not ‘nil’.

Mr Pallot highlighted to the Board the possible financial impact from the c.diff
incidents. Mrs Barnes stated that to date there had been no lapse in care has been
found.

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

Same Sex Accommodation Board Statement of Compliance

Mrs Barnes presented the Same Sex Accommodation Board Statement of
Compliance.

Mrs Barnes advised that this was the annual report to the Board and asked for the
Board support of the Same Sex Accommodation Board Statement of Compliance.

Ms Gill queried how transgender patients are treated. Mrs Barnes commented that
the patient is asked and the clinical need will also be established. Mrs Needham
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stated that there would also be a conversation with the patient to relay the fears of
the other patients on the ward.

The Board SUPPORTED the Same Sex Accommodation Board Statement of
Compliance.

Finance Report
Mr Lazarus presented the Finance Report.

Mr Lazarus advised that the I&E position YTD is a deficit of £4.2m, which is £180k
adverse to plan. The Trust exceeded its pre-STF financial control total by £16k.
However it did not achieve the A&E 4 hour target and therefore did not earn the
associated STF of £196k.

Mr Lazarus reported that the Finance Team carried out a review of the income
provisions on the balance sheet and identified £0.5m of income provision no longer
required. This has been released this into the month 3 position.

Mr Lazarus highlighted his concerns to the Board. DC activity has dropped to 3%
below activity plan, 7% below financial plan and elective income remains 6% below
the financial plan.

Mr Lazarus stated that the Divisions are working hard on their recovery plans and
are identifying actions to help recover their deficits. These actions would be included
in the revised forecast report to Finance Committee in August.

Mr Lazarus commented that a more in-depth paper on financial activity was to be
presented at Private Board.

Mr Farenden queried whether the Divisional plans will be time framed. Mr Lazarus
confirmed the plans would be.

Mr Pallot advised that the contractual relationship with the CCG remains good. The
CCG’s commissioning support unit will be moving to London.

Mr Pallot stated that invoice validation will be starting in August which will involve
increased scrutiny.

It was noted that DTOC is at 10% and acuity is higher than expected. Due to the bed
gap the Trust has not been able to do the available elective activity.

Dr Swart queried what was different this year and that impact of income is likely to be
bigger than before. Other organisations are having similar significant financial
challenges.

The Board NOTED the Finance Report.

Workforce Performance Report
Mrs Brennan presented the Workforce Performance Report.

Mrs Brennan noted that there was good performance against a large number of
KPI’s.

Mrs Brennan advised that the Turnover rate target has been adjusted to 10% as
agreed at June’s Workforce Committee.

Mrs Brennan commented that sickness absence was very good for the acute sector.
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Mrs Brennan discussed the recruitment initiative ‘Best of Both Worlds’ with the
Board. The initiative has launched and it has been received positively. The initiative
has also got national recognition.

Mrs Brennan reported that the Trust would be working with MIND. Arrangements are
underway for MIND to attend the Trust to provide manager training sessions to equip
managers with the skills to spot the signs mental health issues, offer appropriate
workplace support and signpost for professional help. Mrs Brennan stated that MIND
would also be in the Trust on 15 August 2017 to provide a two hour mental health
awareness session.

Mrs Brennan shared her concern in relation to the perceived stigma behind mental
health issues and was delighted to report the good uptake for the awareness
session.

Mrs Brennan stated that the Trust will be taking part in the Global Corporate
Challenge and that the bid with Charitable funds was successful.

The Health & Wellbeing Lead has been appointed on a full-time basis to take forward
the Health and Wellbeing agenda.

Mrs Brennan advised that the rate of appraisals, mandatory training and role specific
essential training compliance had all increased in June.

Mrs Brennan discussed the Apprenticeship Levy with the Board. The Learning and
Development team had secured additional funding from HEEM to design a course for
mentors on supporting the apprentices. This training will be rolled out in October 17.

Mrs Brennan reported on the new values based appraisal system. She outlined the 3
courses which will be run. It will be the first time a training course for all staff has
been designed.

Dr Swart noted that it is difficult to get QI aligned and appraisals will be a good way
to do so.

Mr Archard-Jones queried what the appetite was for early retirement. Mrs Brennan
stated that the nursing staff group had the higher rate of leavers. The other staff
groups are quite variable.

Mrs Barnes advised that in relation to nurse retirement the nursing team had looked
at a number of options to maintain the number of nurses. This ranges from a legacy
nurse or midwife who would be a clinical expert in the role.

The Board NOTED the Workforce Performance Report.

Equality and Human Rights Workforce Annual Report 2016/2017

Mrs Brennan presented the Equality and Human Rights Workforce Annual Report
2016/2017.

Mrs Brennan highlighted the key points within the Equality and Human Rights
Workforce Annual Report.

The WRES results from 2016 were compared with the 2015 results and it was noted
that of the 7 that could be compared there were 6 improvements and 1 deterioration.

Mrs Brennan commented on the Staff Survey 2016 Equality & Diversity Results

which raised concerns over bullying and harassment. A strategic group has been
formed which will launch a ’'Respect and support’ campaign, taking an OD approach
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to tackling this issue. Mrs Brennan stated that a further survey was in the process of
being undertaken with and 600 responses had been received from staff.

There is to be a resilience training session for staff and managers. Work was also
needed on how to build confidence in staff to challenge inappropriate behaviour.

Mr Farenden noted that there appeared to be a blurred line as to whether staffs see
the behaviour as proper management or bullying. Mrs Brennan confirmed tah the
purpose of the survey was to really understand and get beneath what is reported in
the main staff survey results.

Mrs Brennan advised that the Equality and Diversity Staff Group (EDSG) meet on a
quarterly basis. The group have adopted a revised approach to engaging the
Divisions in becoming engaged with the equality Agenda.

There has also been bespoke training for domestic staff whose first language not
English in relation to Information Governance is training.

Mrs Brennan shared with the Board that the Trust employs staff from 91 countries.

Ms Thorne commented that the Freedom 2 Speak Up Guardian will also work with
the OD team and as a collective will run a joint learning session in September.

Mr Zeidler remarked that he found the Health & Wellbeing strategy on page 115 of
the report to be fantastic however queried how the initiatives were being tracked. Mrs
Brennan stated that questions in the staff survey will reflect this as well as feedback
at the individual sessions. Mrs Brennan noted that the CQUIN also required
evidence.

Mr Archard-Jones queried the amount of staff from EU countries within the 91 and
whether Brexit had an impact. Mrs Brennan stated that no effect had been seen at
current in terms of leavers and that international nurse recruits do receive a large
amount of pastoral care. Her concern was more on the number of nurses who had
failed the IELTS.

Dr Swart advised that a letter had gone out to staff immediately after EU vote
outcome and Mr Farenden reported that a Board 2 Ward had also covered the issue.

The Board NOTED the Equality and Human Rights Workforce Annual Report
2016/2017.

Equality and Human Rights Workforce Monitoring Report

Mrs Brennan presented the Equality and Human Rights Workforce Monitoring
Report.

Mrs Brennan advised that the report is broken down by characteristics. The common
theme she had noted was that the younger workforce was scoring higher on a large
number of indicators than the older workforce, for example sickness is higher in the
16 — 20 age range.

Mrs Brennan stated that leavers were also higher in the younger workforce which is
consistent with our data particularly on nursing staff that tend to leaving circa 2 years
post qualification. There was some research called ‘Mind the Gap’ and ‘Narrow the
Gap’ completed which looked at generational differences and further work would be
undertaken on this once the Retention and Reward specialist had been appointed.

Dr Swart reported that at a recent nurse away day she attended it was noted that the
younger nurses needed regular feedback. Mrs Barnes concurred with this and stated
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that work is being done on how the younger generation of nursing staff could be
given a structured approach for their career.

The Board NOTED the Equality and Human Rights Workforce Monitoring Report.

Integrated Performance Report
Mrs Needham presented the Integrated Performance Report.

Mrs Needham advised that the performance report had been discussed at the 3 sub-
committees of the Board. Mrs Needham stated that on page 182 of the report pack it
is detailed the changes that had been made to the scorecard as part of the annual
review.

Mrs Needham reported on the ongoing achievement of the RTT target. Itis a
challenging target given the Trust’s bed capacity gap. She noted that diagnostic
performance remains positive also the stroke indicators.

Mrs Needham commented on the improving picture nin urgent care which had
continued into July. The performance however still remains below the revised
trajectory but is above the original trajectory. Daily challenges continued throughout
July and performance is similar to June at current.

Mrs Needham shared her concern for quarter 2 A&E performance mainly due to the
high acuity of patients. ITU and HDU are at full capacity the majority of the time. A
CD from a well performing Trust was invited to spend two days in A&E and the
assessment units. The CD was able to identify areas which the Trust could improve
oio. The suggested areas of action would be brought to a future Finance &
performance committee.

Mrs Needham stated that cancer performance remains below trajectory and is being
performance managed daily by the Divisional manager. The number of legacy
patients has decreased to 36 waiting over 62 days. The 62 day target was a risk and
it is believed that this would be back on trajectory by November 17.

Mrs Needham advised that the 2ww still remains a challenge especially in breast due
to Consultant gaps. The Trust has secured some additional capacity at Bedford
hospital and Mrs Needham hoped the wait would reduce over the coming weeks.

Mrs Needham noted the support from NHSI in the form of weekly telephone calls,
coaching and invitation to attend learning forums.

Mr Farenden queried whether Mrs Needham believed that A&E performance could
get back on trajectory. Mrs Needham stated that she thought it could, but the DTOC
number would need to reduce and the activity remain below plan.

Mr Archard-Jones questioned that job planning was 0 on the scorecard again. Dr
Cusack commented that the target is phased across the year and job plans are not
signed of till after quarter 1. Mr Archard-Jones wondered whether the holiday period
had been taken into account. Dr Cusack stated that he hoped the clinicians would
have organised their meetings prior to their annual leave and advised the Board that
a job planning update was being delivered at the August Workforce Committee.

Mr Archard-Jones challenged whether the late signing of the job plans would impact
on the services. Dr Swart suggested that Mr Archard-Jones was to meet with Dr
Cusack to be given an overview of the job planning process.

The Board discussed the 60 bedded unit. Mrs Needham commented that it was
important to test the changes to be implemented in the new unit prior to the go live
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date. The changes will be tested using QI methodology.

Mr Zeidler queried whether Springfield House would be in place by October 17. Mrs
Needham stated the importance of streaming patients to be the correct plan. The
new model is what is currently in place in A&E with longer hours and more staff. The
Board were advised that Springfield House should help increase capacity therefore
improving the performance target.

Mr Abolins advised that the contractors for Springfield House are out to tender and it
likely the go live date will be mid-November. The new model will be in place prior to
the build completion and this will be in A&E.

The Board NOTED the Integrated Performance Report.

Sustainability and Transformation Plan Update
Mr Pallot presented the verbal Sustainability and Transformation Plan Update.

Mr Pallot commented that there was no paper from the CCG on the STP to share
with the Board. Work continues to reboot the programme and nationally
Northamptonshire is in the bottom 5 of 44 STPs.

The Board NOTED the Sustainability and Transformation Plan Update.

Naylor Report NHS Property & Estates
Mr Abolins presented the Naylor Report NHS Property & Estates.

Mr Abolins advised that the Naylor Report was an independent report released by
the Government in March 2017. The report highlighted the importance of developing
a modern fit for purpose estate releasing surplus NHS land, increasing efficiency and
addressing backlog maintenance.

Mr Abolins drew the Board to page 209 of the report pack which detailed the STPs.

Mr Abolins stated that there is £10b required to cover the backlog of NHS
maintenance issues.

Mr Abolins commented that the Government signal support in principle and the STP
sub-group for Estates will stay close to these developments.

The Board NOTED the Naylor Report NHS Property & Estate.

Fire Safety Annual Report
Mr Abolins presented the Fire Safety Annual Report.

Mr Abolins advised that Northamptonshire Fire and Rescue Service last completed a
fire safety audit in 2014. The Trust’s fire safety management arrangements were
satisfactory. The Trust has made a request to be re-inspected and a date was to be
agreed for later in the year.

Mr Abolins noted that all risk assessments for year 16/17 were reviewed and new
risk assessments were added.

Mr Abolins stated that building works including fire safety during 2016/17 included
completion of alterations to form new A and E FIT Stop, including improved fire
barriers, fire alarm and automatic fire detection system, emergency lighting system
and extension of the automatic fire suppression system. Completion of fire barriers
to timber floors in Paddington and Disney undercroft was also completed.

Page 10 of 188



TB 17/18 041

TB 17/18 042

TB 17/18 043

Mr Abolins reported that there had been an increase in staff training to 5140 which is
an increase of 454 from last year’s attendance. At the end of March 2017 the Trust
fire training figures for Whole Time Equivalents were 80.7% compliant.

Mr Abolins advised that 3 fire incidents occurred on site and none of them activated
the fire alarm system.

Mr Abolins drew the Board to page 223 of the report pack which summarised the
priorities for 17/18. One of the priorities was to ensure all areas to undertake an
annual fire drill. There were 188 areas to cover and this to be highlighted on the
Divisional scorecard from next month to make sure the Divisions will be held to
account.

Mr Abolins discussed in detail the briefing on actions at NGH following the Grenfell
Tower Fire which is included on page 224 of the report pack. The Trust has a
significant amount of mitigation in place in the event of a similar fire. Mr Abolins
confirmed to the Board that the Trust has none of the cladding in place of which
Grenfell tower did.

The Board NOTED the Fire Safety Annual Report and APPROVED the Annual
Statement of Fire Safety Compliance.

Highlight Report from Finance Investment and Performance Committee

Mr Zeidler advised that the Highlight Report from the Finance Investment and
Performance Committee on the 21 June 17 is included within the report pack.

Mr Farenden confirmed that he would produce a highlight report for August’s Board
of Directors which will draw out the key issues from the Committee on the 20 July 17.

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

Highlight Report from Quality Governance Committee
Ms Clymer presented the Highlight Report from Quality Governance Committee.

The Board were provided a verbal update on what had been discussed at the Quality
Governance Committee meeting held on the 22 July 17. 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 Clymer advised of the key points —
e Inpatient Survey — a dip in results
WHO Checklist
Cdiff — no cross contamination noted
Sepsis boxes
Security — an increase in conflict resolution training

The Board NOTED the Highlight Report from Quality Governance Committee.

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

The Board were provided a verbal update on what had been discussed at the
Workforce Committee meeting held on 20 July 17. 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.
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Mr Kershaw advised of the key points —
e Workforce performance was discussed in depth.
e Sickness absence was below target.
e Update given on the action plan to address Bullying & Harassment.
e Recruitment and retention of nursing — challenging to recruit oversea nurses,
more focus to be given to local recruitment.
¢ Reviewed the CRR and the BAF.

The Board NOTED the Highlight Report from Workforce Committee.

TB 17/18 044  Highlight Report from Hospital Management Team
Mr Lazarus presented the Highlight Report from Hospital Management Team.

Mr Lazarus reported that there was a good briefing regarding Cancer and what is
being done to reduce the backlog.

The Board NOTED the Highlight Report from Hospital Management Team.

TB 17/18 045 Any Other Business
Mr Farenden noted that this was Mr Abolins last Public Board meeting and thanked
him for his valued contribution. Mr Abolins has delivered not only professional

opinion but sound steady advice. The Estate, despite its age is still in good condition
both aesthetically and operationally. Mr Abolins was complimented on this.

Date of next Public Board meeting: Thursday 28 September 2017 at 09:30 in the Board Room at
Northampton General Hospital.

Mr P Farenden called the meeting to a close at 12.15 p.m.
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Public Trust Board Action Log Last update 15/08/2017

Ref Date of Minute Number |Paper Action Required Responsible Due date Status Updates
meeting
Actions - Slippage

NONE _

Actions - Current meeting
74 Jul-17 TB 17/18 030 [Medical Director’'s Report Mr Archard-Jones queried when a difference would |Mrs Needham Sep-17 On agenda
be seen from actions noted in the Urgent Care
Working Group. Mrs Needham clarified that an
update will be brought the September Board

75 Jul-17 TB 17/18 030 [Medical Director’'s Report Ms Gill shared with the Board that the University of  |Dr Cusack Sep-17 On agenda **Update to be given in
Bath had devised apps which can help with learning matters arising**

in relation to discussed information in the Medical
Directors Report. Dr Cusack commented that he
would explore this option.

76 Jul-17 TB 17/18 030 [Medical Director’'s Report Mrs Brennan reported that to support overcoming Mrs Brennan Aug-17 On agenda **confirmation that the update
difficulties in securing medical and nursing staff there was brought to August BoD**
was a nursing open day on the 15 July where 18
offers were made. Mrs Brennan stated that she will
be bringing a report to the next month’s Board

77 Jul-17 TB 17/18 031 |Director of Nursing and Midwifery Care |Mr Kershaw challenged the reasons behind the Mrs Barnes/Ms Fox Aug-17 On agenda **confirmation that the update
Report increase in Pressure Ulcers on Holcot which has led was brought to August BoD**
to the 90 Day Pressure Ulcer Rapid Improvement
Challenge being ran on the ward. Mrs Barnes
believed that contributory to this was the use of
stockings and a detailed review is being done to
establish the cause. An update will be brought the
August Committee.

Actions - Future meetings

NONE
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Northampton General Hospital NHS

NHS Trust

Report To

Public Trust Board

Date of Meeting

28 September 2017

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/ Dr Sonia Swart

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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NHS

Northampton General Hospital
NHS Trust

Public Trust Board
28 September 2017

Chief Executive’s Report

1. Cancer Alliance
In 2016 following the publication of the National Cancer Plan 16 Cancer Alliances
were set up and tasked with more local delivery of this plan. The East Midlands
Cancer Alliance has been in place since December 2016. The original intention
was that the Alliance should be able to drive transformation of cancer services to
improve the experience and outcomes for patients with cancer. This intention
remains valid and it is one which motivates the many clinicians in this field. There
have however been a number of issues which have impaired the ability of the
Alliance in the East Midlands to function in the way that was originally intended.
These are now being resolved and the funding is coming through to set up the
Alliance structures and hopefully to access transformation funding to assist the
providers and commissioners and start to really improve care.

This is important for NGH for a number of reasons. Firstly, we have struggled to
maintain the required standards for all the timings in the cancer pathways and as
the demand for services increases it is important to look at ways of changing the
way we do things. Secondly some of the proposed projects will release capacity in
secondary care and allow existing capacity to be channelled more effective. Finally
the focus on prevention of cancer and on much more involvement of the patient is
critically important for the future and links well with the work that is necessary for
successful STPs. A new cancer board has been set up which will span the
Northamptonshire STP footprint, receive support from the Alliance , cover the
operational , transformational and strategic agenda and report into the STP Board.
There has been a very explicit instruction from the national team regarding
mandatory links between the work of the Alliance and the 62 day performance
target and this link will be maintained through the various projects.

| was asked to give oral evidence to the All Parliamentary Group on Cancer along
with three other Alliance representatives from different parts of the country. There
was considerable consistency in the views we expressed in relation to important
issues facing those charged with delivering and improving cancer services and our
hope was that the information that we provided and the views we had will be used
next month when national teams are questioned. There were a number of
important themes emphasising the urgent need for robust national workforce
planning for cancer and indeed for the entire NHS workforce, the need for
increasing clarity and transparency from all the key players and the importance of
funding for transformation given in a timely way. The East Midlands Alliance
currently has not received any transformation money but bids are in place for

projects that would pilot the implementation of the National Lung Pathway (reducing

time to treatment to 50 days maximum), non-invasive testing to exclude bowel
cancer (to reduce demand for colonoscopy and 2 week wait referrals for lower Gl

Page 15 of 188



cancer by up to 30% for a significant subset of patients) and a project to accelerate
and improve the prostate cancer pathway. Further bids are being prepared to
improve the way diagnostics support the cancer pathway and hopefully to
streamline radiologist input and so release capacity for radiologists to concentrate
on reporting.

This alliance work will support providers to continue to improve the delivery of the
mandatory cancer access standards as well as in the important work to ensure that
cancer patients are supported throughout their journey and following treatment in a
more coordinated and less hospital focussed way.

From a NGH perspective we are struggling to meet all the cancer access standards
at present and are developing a strong recovery plan to ensure pace and grip in this
area but hope to help shape and lead the STP Cancer workstream in a way that
ensures full clinical leadership for transformation.

. Urgent Care

We have struggled to maintain our performance against the 4 hour urgent care
transit target in recent months and despite a huge focus on this, the situation has
deteriorate since the last Board meeting.

This has been the subject of considerable discussion and as a result the urgent
care programme is currently being refocused and designed to be a hospital wide
effort designed to re-engage the entire workforce. We plan to use a similar process
to that adopted some years ago when supported by external consultancy and
entitled ‘Breaking the Cycle’. A key component will be to mandate and support
clinical leadership and to have a robust weekly cycle of improvement work. To this
end we intend to re-prioritise the current work programmes of all available Quality
Improvement resources as well as members of the Changing Care team into a
project managed prioritised portfolio of work led by our COO but with a triumvirate
approach involved the MD and the DoN.

In summary we continue to have significant pressures in terms of demand for our
services, we still have difficulty discharging patients quickly and effectively, we still
have problems discharging complex patients and we do not have enough daily
rhythm of flow of admission and discharge to give our patients the best care
possible. In the last two months we have experienced very significant medical
staffing issues as well as pressures on nurse staffing which have had a negative
impact and we have also had some gaps in medical leadership at critical times.

This is a time therefore to refresh our plans and it will very much be an ‘all hands on
deck’ approach with the clear aim of improving the care for patients but also
ensuring we are using our resources more efficiently. In these efforts it will be
important not to lose sight of the excellent improvement work already untaken in our
A&E department and we should ensure we use the same methodology as we
reinvigorate our efforts across the hospital

| was summoned to meet with Jeremy Hunt, Simon Stevens, Jim Mackey, Pauline
Philips and others on 18 September when the CEO of around 60 Trusts were given
a clear indication that in view of the expected pressures over this coming winter, we
should ensure that | as CEO and the Board take a greater responsibility in
overseeing progress in this important area. To this extent | will ensure that when the
programme of work is launched, | give clear personal direction to the programme
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and clear personal support to the people leading it. We will need to have a very
strong and clear communication and engagement plan and make absolutely certain
that we continue to embed our values and our open and honest approach into this.

3. Best Possible Care Awards
More than 200 nominations were received for this year's Best Possible Care
Awards and the judging panel was faced with the challenging task of whittling these
down to six shortlisted nominees in each of the ten award categories. In a couple of
cases this proved to be so difficult that two winners have been chosen. Winners will
be announced at the Awards Dinner on Friday 29 September.

This year we have been fortunate in securing both external sponsorship and
support from the Northamptonshire Healthcare Charitable Fund for this very
important event in the TeamNGH calendar, and we are grateful for all the support
we receive from our community and the Charitable Fund.

4. Annual General Meeting
Our AGM was held on Wednesday 20 September. Those who attended were
interested to learn more about our developments, particularly the 60 bed
assessment unit, GP-led urgent care hub and new MRI suite. There were also
opportunities for people to find out more about what quality improvement means at
NGH, how our simulation suite supports training and patient safety and what
opportunities there are for them to improve their own health and wellbeing. The
focus of the meeting was very much on an honest reflection of the progress made,
the approach taken and the tasks still ahead of us and we were pleased to be able
to bring things to life with the help of our communications team, ending with clips
taken from the Channel 4 series ‘Confessions of a Junior Doctor’.

5. Awards
Our communications team’s campaign to encourage people living and working in
Northampton to donate a copy of their favourite book to our Bedside Book Club was
awarded the Community Relations Campaign of the Year at the UK Public Sector
Communications Awards. The Awards are for all public sector organisations across
the UK and are strongly contested. NGH was one of the few NHS organisations to
win one of the Awards this year. This award will | am sure ensure that our active
volunteers are even more motivated to continue to work in partnership with our
growing communications team to maximise the benefit of and the impact of
volunteering at NGH.

Dr Sonia Swart
Chief Executive
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Northampton General Hospital NHS

NHS Trust

Report To PUBLIC TRUST BOARD
Date of Meeting 28 September 2017
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

Dr Amanda Bisset, Associate Medical Director

Mrs Louise Simms-Ward, Clinical Governance Manager
Purpose Assurance

Executive summary

Since the last report to the Board, during the reporting period 1/07/2017 — 31/07/2017, two new
Serious Incidents have been reported onto STEIS:

1. Delay in identifying septic shock Emergency Department
2. Transfer of neonate for therapeutic cooling  Labour Ward

The investigation into the Never Event has been completed and the report submitted to the CCG. The
Trust has responded to subsequent questions from the CCG. The key actions from the Never Event
investigation are described in the report. No other investigations into Serious Incidents were closed
during this period.

One Serious Incident currently remains open and is under investigation:

1. Missed Fractured Calcaneum Fracture Clinic/ED

Dr Foster data showed overall mortality expressed as the HSMR remains within the ‘as expected’
range. The Trust position in relation to regional and national peer groups is described in the report.

An update is provided on recruitment of the mortality screening team as part of wider work to comply
with The National Guidance for Learning from Deaths.

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.
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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
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 NHS|

NHS Trust

Public Trust Board
September 2017

Medical Director’s Report
1. Clinical Risks

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

The principal risks to clinical care relate to the following areas and are reflected on the
Corporate Risk Register. One of the key challenges 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
1286 Frequent and prolonged loss of elective 20 20 Finance  and
orthopaedic ward for escalation 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.
464 Risk to stroke patients not receiving best practice 20 16 Quality
care as unable to be consistently cared for within Governance
a stroke bed
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 Kidney Centre used an
escalation area.
1194 Delayed discharge on a near daily basis of Critical 15 15 Quality
Care step down patients results in delay Governance
admitting new patients to the Unit

The Trust has and continues to undertake substantial work in order to mitigate the risk to
patients posed by the urgent care pressures. This is coordinated through the Urgent Care
Working Group led by the Chief Operating Officer with representation from each of the
clinical Divisions. Significant progress has been made through this group across a broad
range of actions including the roll out of the SAFER Bundle, ‘Red to Green’ and Primary
Care Streaming. The development of Springfield as a designated Urgent Treatment Centre
will increase capacity and improve patient flow. Work to develop on an ‘acute floor’ is being
undertaken which will allow new models for delivery of urgent care to be introduced.

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

1348 High number of vacancies in 9 20 Workforce
Oncology/Haematology contributing to in-patient
and out-patient delays

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

1155 Potentially unable to maintain appropriate staffing 15 15
levels in theatre areas due to staff vacancies

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

92 Risk due to medical workforce issues including 20 16 Workforce

the high use of locums and loss of regionally
funded posts

1162 Vacant posts within Gen Med for CT, GP VTS and 16 16 Workforce
specialist posts as a result of lower fill rates in the
East Midland South for training posts

The Trust is impacted upon by the nationwide challenges in recruiting clinical staff. The
impact of this is particularly acute during periods of pressure on the organisation through
urgent care. A range of measures have been adopted to increase staff recruitment and
retention with some success.

Work continues to reduce agency expenditure, a key part of which seeks to enhance
recruitment of medical staff in particular. It is recognised that there have been reductions in
the number of doctors taking up training posts and this has impacted adversely on rotas in
Medicine and Anaesthesia. As gaps in these rotas emerged at relatively short notice it was
not possible to fully mitigate the impact of this on service provision. During September there
have been significant gaps at junior doctor level which has impacted upon the delivery in the
urgent care pathway. There has been some reliance on agency staff in the short-term to
mitigate the effects of this with further focus on substantive recruitment in these areas

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.

2. Serious Incidents

The Trust is committed to identifying, reporting and investigating serious incidents, and
ensuring that learning is shared across the organisation and actions taken to reduce the risk
of recurrence. The Trust is determined, where at all possible, to prevent the occurrence of
serious incidents by taking a proactive approach to the reporting and management of risk to
ensure safe care is provided to patients, through the promotion of a positive reporting and
investigation culture.

A report on Serious Incidents (SI) is presented to the Committee on a monthly basis to
provide assurance that incidents are being managed, investigated and acted upon
appropriately and that action plans are developed from the Root Cause Analysis
investigations.
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This element of the report paper focuses on those incidents determined to be Serious
Incidents following the guidance from the NHS England’s ‘Serious Incident Framework”
published in March 2015 which requires reporting externally via STEIS.

The patient safety incidents that do not fulfil the criteria for reporting onto STEIS but where
there are thought to have been omissions or concerns over the care the patient received, are
now declared as a “Concise Investigation”. This allows for a thorough root cause analysis
investigation and provision of a concise report outlining the investigation and findings.

2.1 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 | 17/18
Serious
Incidents 27 55 78 115 93 11 13 3
Never
Events 2 2 1 0 1 3 1 1

2.2 Never Event(s) in 2017/18

There were no incidents in July/August 2017 that met the criteria of a Never Event. The
investigation into the Never Event regarding wrong site surgery has been completed and the
report has been finalised and submitted to the CCG (Clinical Commissioning Group) in July
2017. The Trust has responded to the queries raised by the CCG on the report.

2.3 New Serious Incidents

Since the last report to the Board, during the reporting period 1/07/2017 — 31/08/2017 two
new Serious Incidents have been reported onto STEIS:

1. Delay in identifying septic shock Emergency Department
2. Transfer of neonate for therapeutic cooling  Labour Ward

Each Serious Incident is investigated by a panel of individuals (with no conflict of interest)
who are familiar with Root Cause Analysis techniques. The panel members have sufficient
seniority in the organisation, that they can probe and ask questions of individuals and
processes to establish the root cause of an incident, allowing them to make suggestions and
recommendations for changes and actions which may be Trust wide.

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).

Since 1% April 2017 there have been four Serious Incidents which have been reported under
the following categories:
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1. Surgicall/invasive procedure — wrong site surgery (Never Event)
2. Sub-optimal care — unidentified fracture
3. Delay in treatment — sepsis/post-partum haemorrhage

The systematic investigation of Serious Incidents results in important lessons being learned
and improvements identified and implemented. @ These improvements support the
embedding of an effective safety culture, thus allowing the delivery of high quality, safe
patient care.

The lessons learned from serious incident investigations, are shared with clinical teams and
staff through their local governance forums/groups. These are also shared with staff across
the Trust where lessons apply more widely through the publication of safety alerts, bulletins
and discussion at team meetings. A section on lessons learnt from Serious Incidents is
included in the quarterly Governance newsletter, ‘Quality Street’. Closed Serious Incidents
are also discussed at the Directorate Governance Meetings as well as the Regional Patient
Safety Learning Forum, hosted by the CCG.

The Governance Team also facilitate a Trust wide ‘Dare to Share’ Learning Event quarterly
where learning from serious incidents is shared. The next Dare to Share meeting has been
scheduled for the 27" October 2017.

Findings from Serious Incident reports are shared with the patient and/or family by the
Governance Team in line with Trust’s Duty of Candour.

2.4 Open Serious Incidents

There is one Serious Incident which currently remains open and is under investigation:
1. Missed Fractured Calcaneum Fracture Clinic ED

2.5 Serious Incidents Submitted for Closure

During the reporting period, the investigation into the Never Event in Orthopaedics was
concluded and the submitted to Nene and Corby CCG:

1. Wrong site surgery Trauma & Orthopaedics
STEIS Number Directorate
2017/10359 Trauma & Orthopaedics

Brief Description of Incident

Wrong site surgery

Actions

1. Review and amendment of Trust Consent Policy. This will include the use of primary data source.

2. Agreement of a robust process for two-clinician consent to be undertaken on the ward before a
patient lacking mental capacity is collected for theatre.

3. Further education of clinical staff in the application of the Mental Capacity Act/ Best Interest
Assessment — particularly in relation to Consent.
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4. Production of a procedure document for the work flow for the Trauma co-ordination role in relation
to the Trauma list.

5. Revision of the ward checklist to ensure that patients cannot leave the ward until site marking and
consent has been completed.

6. Implementation of revised Falls Risk Assessment process across the Trust
7. Additional confirmation of review of available notes, imaging and physical examination

8. Distribution of the consent and Surgical Site Marking policy to all staff in theatre areas with
confirmation of the requirement for marking and consent before leaving the ward

9. Trauma and Orthopaedic Directorate to develop counter checking procedure at the Trauma
meeting

3. Mortality Monitoring

New Dr Foster information was not released in August while a national review by NHS Digital
was completed in advance of closure of the data for 2016/17. This review period allows for any
potential disputes over the 2016/17 data to be considered after which time it is fixed. There
was minimal change in the principle mortality metrics as a result of this data review. The data
for the first 2 months of 2017/18 has since been released and is presented here.

The HSMR for the year to May 2017 remains within the ‘as expected’ range at 94.7. The
variation in HSMR during the year to May 2017 is shown below:

Diagnoses - HSMR | Mortality (in-hospital) | Jun 2016 - May 2017 | Trend (month)
Period | Month v

As expected Low 0 High I 95% Confidence interval
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Each data point in the following graphic represents the value of the HSMR during the
preceding 12-month period. The previous reduction observed in HSMR during February and
March has been sustained through the following months:
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Diagnoses - HSMR | Mortality (in-hospital) | Jun 2016 - May 2017 | Trend (rolling 12 months)
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The majority of Trusts in the East Midlands are within the ‘as expected’ range for HSMR. The
Trust remains in a stable position in respect to this parameter relative to the peer group shown
below:

Diagnoses - HSMR | Mortality (in-hospital) | Jun 2016 - May 2017 | Midlands and East
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The Trust remains in a stable position in respect to this parameter relative to this regional peer
group shown. This data is shown below in a funnel plot where the HSMR for NGH is shown to
lie on the lower 95% confidence limit:
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Diagnoses - HSMR | Mortality (in-hospital) | Jun 2016 - May 2017 | Midlands and East
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Performance against a national group of non-specialist acute Trusts is shown below. NGH is
positioned among a number of Trusts with a statistically ‘better than expected’ HSMR:

Diagnoses - HSMR | Mortality (in-hospital) | Jun 2016 - May 2017 | National Acute (non-specialist)
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The SMR for the All Diagnoses Metric also remains ‘as expected’ (SMR=95.0). The variation
in the SMR for All Diagnoses mirrors that shown for HSMR and the rolling 12 month trend is
shown below:
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Diagnoses | Mortality (in-hospital) | Jun 2016 - May 2017 | Trend (rolling 12 months)
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rate reduced further subsequently in the

2016 2017
Mortality rate Mortality rate

Month Discharges Deaths (%) Month Discharges Deaths (%)
Jan-16 8419 126 15 Jan-17 9337 168 18
Feb-16 8773 102 1.2 Feb-17 8544 124 15
Mar-16 9065 114 1.3 Mar-17 9882 106 1.1
Apr-16 9080 141 15 Apr-17 8816 112 1.3
May-16 9359 109 1.2 May-17 9575 129 13
Jun-16 9726 114 1.2 Jun-17 9669 103 1.1
Jul-16 9681 118 1.2 Jul-17 9528 108 1.1
Aug-16 9181 102 1.1 Aug-17 9262 90 1.0
Sep-16 9190 92 1.0 Sep-17

Oct-16 9392 113 1.2 Oct-17
Nov-16 9637 107 1.1 Nov-17
Dec-16 9215 150 1.6 Dec-17
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3.1 Weekend Effects

There is no significant difference for HSMR for patients admitted as an emergency on
weekdays (97.3) compared with weekends (93.7). Both remain in the ‘as expected’ range:

Diagnoses - HSMR | Mortality (in-hospital) | Jun 2016 - May 2017 | Trend (rolling 12 months) by Weekend/weekday admission

Admission type: Non-elective

Period | Roling 12 manths v | Analyse by & | Weekendweekday admis v | Measure | Relatve risk v

100

Relative risk

% NN

92
T I I T T I I I T T I 1
Ju-f5t0dun-16 Aug5toJub1s  Sep-i5toAug-16  Octi5to3ep-16  Nov5toOct6  Dec-15toNov-i6  Jan-16toDec-ib  Feb-16toJan-{7 = Mari6toFeb-{7 ~ Apri6ioMari7 ~ May-16t0 Apr17 — Jun-16 toMay-17

Month of discharge

3.1 New Alerts

There were no new alerts during April and May 2017.

3.2 Acute and Unspecified Renal Failure and Sepsis Review

Mortality Review 10 will focus on Acute and Unspecified Renal Failure and Sepsis. Both
conditions have been the subject a recent mortality. A specific proforma for both groups of
patients has been developed and training for new reviewers has taken place.

The challenge meetings will take place in September and October. The draft report will be
presented to the Mortality Review Group in November and then shared with the clinical
divisions. The divisions have been invited to a review meeting following this to agree key
actions.

3.3 Mortality Review Process

Interviews for the Mortality Screeners have been scheduled in September. The mortality
administrator has been advertised with expressions of interest.

In line with national requirements, the outcome of these reviews and the learning from them
will be reported to the Board in the November.

NGH is a contributor to the Learning Difficulties Mortality Review and must now notify the
LeDeR of all relevant deaths (as of 1% Sept 2017) that occur. The existing local processes
for reviewing deaths among patients with learning difficulties will also continue while the
national processes become embedded.
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Three consultants from NGH have volunteered to be part of the Local Area Review Team
that will carry out both the “light touch” and the “multidisciplinary reviews” as part of the
LeDeR programme across all healthcare providers in the region.

4. Next Steps

The Review of Harm 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 continue to 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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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:

o Safety Thermometer - In August 2017 the Trust achieved 97.85% harm free care (new harm)

e Pressure Prevention - 12 patients were harmed in August 2017 with 12 pressure ulcers, (11
Grade 2 pressure ulcers, and 1 unclassified pressure ulcer)

e Infection Prevention - There were no MRSA or MSSA in August 2017. There was 1 patient
identified with Trust attributable Klebsiella, 1 with Enterococcus bacteraemia and 1 patient
reported with Pseudomonas Aureginosa. 4 patients were identified with Trust attributable E coli
bacteraemia. There were 0 patients identified with Clostridium Difficile Infection in August 2017
the Trust remains above the CDI trajectory for 2017/2018

e Falls - There were one moderate and one severe harm patient falls reported in August 2017, both
of these cases are currently being reviewed by the team

e Friends and Family Test (FFT) - Trust wide results continued above the mean line in August at
92.2%. The past 10 months have all been static and above the mean of 92%

There is an update on the Safeguarding and the Nursing and Midwifery Dashboard
Safe staffing for August demonstrates that the overall fill rate was 102%.

Related strategic aim and Quality & Safety. L
corporate objective We will avoid harm, reduce mortality, and improve patient

outcomes through a focus on quality outcomes, effectiveness q,_-)

and safety (:,5)

Risk and assurance The report aims to provide assurance to the Trust regarding the o

quality of nursing and midwifery care being delivered LCD

LLl
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Related Board Assurance BAF 1.3 and 1.5
Framework entries

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

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

(N)

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

Actions required by the 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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Director of Nursing & Midwifery Report

1. Introduction

The Director of Nursing & Midwifery (N&M) Report presents highlights from services, audits
and projects during the month of August 2017. 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. Safety Thermometer

The graph below demonstrates the percentage of new harms attributed to an in-patient stay. In

August 2017 the Trust achieved 97.85% harm free care (new harm); which is a slight decrease
to last month’s percentage.

% Harm Comparison - New harms
mmmmm NGH - new harms % Nat. Ave - new harms % em e [jnear (NGH - new harms %)
100% -
-— -, e L ]
95% -
90% -
85% -
I S T S S R S S
N @ o© Y ® @ @ @0 N &, N e ®

The graph below illustrates overall harm free care was 94.54% in August; this is an increase to
last month, remaining below the national aim of 95%. (Appendix 1 provides the National
Safety Thermometer Definition).

% Harm Comparison - All harms

s NGH Harm Free Care % National Harm Free Care % e e linear (NGH Harm Free Care %)
100% -
95% -

-—
90% -
85% -

S S ST S
o X & %d\ & @ & @z‘ & ng* S N o

Page 32 of 188

L
&)
S
S
7
o
O
c
L




48

3.8

28

18

08

-0.2

1.2

-22

3. Pressure Ulcer Incidence

In August 2017 the Tissue Viability Team (TVT) received, a total of 317 incident reports
relating to pressure damage. Of these 26 were duplicated reports, 28 patients were not seen
as either not admitted or discharged within 24 hours of reporting pressure ulcer (PU) harm. Of
the remaining incidents reported, 65% were validated by the TVT on the wards; the remainder

were validated from photographs.

The graph below shows that 12 patients, with 12 PU’s were harmed in August 2017 (11 Grade

2 pressure ulcers, 1 unclassified pressure ulcer).

Number of Patients Harmed
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Number of patients harmed

Number of Pressure Ulcers per 1000 bed days

The chart below shows the number of pressure ulcers/1000 bed days in relation to hospital
acquired pressure ulcers by Quality Improvement (QI) methodology, utilising a run chart and
demonstrates that changes being made are leading to statistically significant improvements
that has been made since August 2016. The data illustrates 2 points below the mean line

90 day rapid Pressure Ulcer
Improvment Collaborative
Challenge Summit

since June 2017.

Cultural
Web

Learning
Learning Session 2

Session 1 Learning

Session 3

Apr-14
Jun14
Aug-14
Oct-14
Dec-14
Feb-15
Apr-15
Jur15
Aug-15
oct-15
Dec-15
Feb-16
Apr-16
Jun-16
Aug-16

Learning
Session 4

7

90 day rapid
Improvment Challenge
- Cohort2

Mean ——Lower Control Limit ——Upper Control Limit

Avery/Angela Grace PU Incidence

—s—Pressure Ulcers/1000 bed days

The graph below represents the number of pressure ulcer harms reported in 2016-2017 to
patients in either Blenheim or Cliftonville Wards (Avery) or Dickens Therapy Unit (Angela
Grace). The TVT continue to report and investigate these harms as per Trust protocol. There
were no acquired pressure ulcers (Grade 2-4) in August. One patient was readmitted to NGH

with an sDTI at the end of the month which the TVT are monitoring.
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Avery/Angela Grace Acquired Pressure
Ulcers
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Pressure Ulcer Prevention August Update
Althorp Ward: Has achieved 356 days (as of 7" September) without a pressure ulcer.

SSKIN Audit: The TVT carried out a second audit of compliance to the SSKIN Bundle in
August; results will be disseminated following September’s Pressure Ulcer Steering Group.

4. Infection Prevention and Control

This month there has been an update from Public Health England (PHE) regarding the
Hepatitis B immunisation recommendations, which were developed in light of recent global
shortages of the vaccine. These recommendations include dose sparing advice to preserve
vaccine stock for those at highest immediate need. The Trust’'s Occupational Health
Department have reviewed the Trusts protocol and undertaken a risk assessment, all
contamination injuries will be seen promptly for a contamination injury risk assessment. In high
risk incidents where Hepatitis B Immunoglobulin (HBIG) is indicated the Consultant
Microbiologist will be contacted and A&E will arrange administration. IPCT and Occupational
Health in collaboration with other colleagues are preparing a campaign across the Trust
focusing on safer use of sharps.

Clostridium difficile Infection (CDI)
Clostridium difficile infection (Trust attributable)

Trust attributable CDI cases

m— 2016/17

 2017/18
target
trajectory

APR MAY JUN JUL AUG SEP OCT NOV DEC JAN FEB MAR
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20
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Page 34 of 188

L
(D)
S
S
7

o
O
c

L




The above graph shows the number of patients with Trust attributable CDI. In August 2017
there were 0 patients with Trust attributable CDI, currently the Trust remains above the target
trajectory.

CDiI patients
The table below demonstrates the Trust apportioned cases to date that are awaiting review.

S cases no CDI cases CDI cases awaiting
CDI Cases lapse in care to | . .
apses in care review
date
12 9 0 3

All cases of CDI are given a severity score by the IPC Team utilising the national definition,
which determines the appropriate treatment for the patient.

Clostridium difficile infection surveillance update

As previously reported in the future the way that the CDI data is categorised will be changing.
All CDI data is reported on the HCAI Data Capture System (HCAI DCS) going forward this
instruction will include additional data to facilitate the collection of information relating to any
prior admission to the same hospital by the patient within two set periods of time (4 and 12
weeks).

The current reporting year 2017/18 will continue with the existing categorisation in regards to
our performance trajectory. (The new categorisations and DCS data flowchart are set out in
Appendix 2).

MRSA Bacteraemia and Colonisations
MRSA bacteraemia: 0 Trust attributable MRSA bacteraemias in August 2017.

MSSA Bacteraemia
MSSA bacteraemia: 0 Trust attributable MSSA bacteraemias in August 2017.

Trust attributable MISSA Bacteraemia Cases
16
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| — 2016/17

) m—2017/18
o e target
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Escherichia coli (E.coli) Bacteraemia

In April 2017 all Trusts was asked by NHSI to continue to collect baseline data for E.coli
bacteraemia and commence additional data collection for other gram-negative bacteraemia.
This was reviewed nationally in June 2017 and a decision taken to ask all Clinical
Commissioning Groups (CCGs) to reduce E.coli bacteraemias by 10% in 2017/18.

The local CCG ambition is supported by the Quality Premium and will require a whole health
economy approach. Therefore, working in collaboration with Northampton General Hospital
IPC Team, Public Health England, Kettering General Hospital IPC Team and the Community
Lead IPC Nurse, the CCG has produced a draft E.coli action plan which will be reviewed at
subsequent whole health economy meetings, a summary of the action plan will be reported
when it is finalised.

Trust attributable and non-trust
attributable E.coli bacteraemia cases

30

25
] N 2017/18 non-trust
& attributable
515 T W 2017/18 trust
ElD attributable
Eio -

5 ..

0 T T T T T T T 1

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

In August 2017 there were 10 non-trust attributable E. coli bacteraemia and 4 trust attributable
bacteraemias.

Source of Infection
August 2017
Urine 1
Unknown 1
Intra-abdominal 1
Invasive device 1
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5. Falls Prevention

Falls/1000 bed days
The Trust’s falls/1000 bed days are below the national average of 6.63/1000 bed days and the

internally set trust target of 5.5/1000 bed days. There was a reduction in the number of
falls/1000 bed days of 0.18 compared to the previous month of July 2017.

Falls/1000 Bed Days 15/16, 16/17 &
70 Q1,0217/18
Internal
Threshold
6.0
o] —u A
20 | \ == 15/16 -16/17
v.h'.q Falls /1000
30 bed days
20 === National RCP
10 audit 2015
falls/1000 bed
0.0 — T T T T T T days
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Harmful Falls/1000 bed days including Low, Moderate, Severe and Catastrophic

The recording of harmful falls in this data represents low, moderate, severe and catastrophic
harm. Through August 2017 harmful falls/1000 bed days have decreased by 0.39, in total the
Trust recorded 1.12 harmful falls/1000 bed days compared to 1.51 harmful falls/1000 bed days
in July 2017. The Trust has an internally set target of 1.6 harmful falls/1000 bed days.

Harmful falls/1000 bed days 2015-2017

A I /\’\ e,
NAY N

ra
s

ra
=]

-
o

=&—harmful
falls/1000 bed
days

harmful falk #1000 bed days
{=1
&

o
.

00
K PANSIIIDS

o & & I
h FN N MNNNE YN NN Y
Wl VP \° "wF 0‘ch¢ & & ‘!@“ \0“ W

Falls resulting in moderate, severe or catastrophic harm

The following graph shows that moderate, severe and catastrophic falls/1000 bed days have
increased in August 2017. In total 0.09 moderate /severe and catastrophic falls were recorded
in August 2017, an increase of 0.05 when compared to July 2017. One moderate harm patient
fall and one severe harm patient fall were reported in August 2017, compared to one severe

harm fall in July 2017.
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Dickens Therapy Unit
The bed days calculated for Dickens Therapy Unit (DTU) have not previously been counted in
the existing bed day’s data used to report the Trust’s falls /1000 bed days.

Previously patient falls at DTU have been reported against the Trusts internal target of 5.5
falls/1000 bed days and The Royal College of Physician 2015 national average of 6.63
falls/1000 bed days. Within the National Audit the patient falls/1000 bed days that were
declared were higher from community hospitals. These hospitals tend to have a more
rehabilitation focus. The average for community hospitals was found to be 8.6 falls /1000 bed
days. However, this was not used as a standalone target and the national figure is 6.63
falls/1000 bed days.

In order to bench mark the reported falls rates at DTU other units with a similar patient
demographic and model were contacted to compare patient falls rates. One unit that was
spoken to records data differently so it is not directly comparable; however some estimates
have been made to compare falls/1000 bed days using occupancy data and falls rates that
were provided. The data demonstrated that the falls rates were variable month by month at the
unit. Some months falls rates were higher than those calculated at DTU and some months
much lower. The data does demonstrate that higher than average falls/1000 bed days are not
uncommon in such specialist units.

Actions undertaken at DTU include; staff training, a new monthly report to review patient falls
rates, the standard operating procedure has been reviewed, Doctors training on admission
criteria has been booked and a thematic review of harmful falls has been undertaken. Patient
falls at DTU will continue to be measured and their performance monitored.

Falls/1000 bed days at Dickens Therapy Unit

The number of patient falls/1000 bed days increased in August 2017 by 4.8 compared to July
2017. The increase in falls/1000 bed days is due to an increase in patients who have had
more than one fall in the month of August.
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Dickens Therapy Unit Falls/1000 Bed Days Dec 2016 - Aug 2017
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Harmful falls/1000 bed days Including Low, Moderate, Severe and Catastrophic

The graph below represents low, moderate and severe falls/1000 bed days. Harmful patient
falls reduced in August 2017 by 0.04 when compared to July 2017. The total number of falls
remains the same as July 2017 but bed occupancy was higher in August 2017 accounting for
the reduction seen. There were no moderate or severe harm patient falls in the month of
August 2017.
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Nursing and Midwifery Dashboards

The Nursing and Midwifery Quality Dashboards provides triangulated data utilising quality
outcome measures, patient experience and workforce informatics. With the implementation of
the Best Possible Care ‘Assessment and Accreditation’ process a review of the Quality Care
Indicators (QCI) has taken place as planned with a reduction in the number of questions
asked. The proposal is to further reduce the QCI dashboard once the Assessment &
Accreditation programme is fully established and ‘rolled-out’ across the Trust.

Please see (Appendix 3) for a definition of the Nursing Midwifery Dashboard, (Appendix 4) for

the Nursing dashboard, (Appendix 5) for the Paediatric dashboard and (Appendix 6) for the
Maternity dashboard. The specialist areas have all updated their QCI questions the IT
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department are reviewing timeframes for the work to be completed by uploading onto the
HIVE, theatres new QCI’s are being uploaded currently and should be ready to use next
month.

The QCI for August 2017 demonstrations the following:

Trust wide Overview of the Dashboard

e In August there were a total of 10 red domains on the QCI dashboard for the general
wards, of which 4 were within the domain of first impression this is an increase from last
month when there were 9 red domains. The first impression section is matching with the
wards that are Amber or Red on the assessment and accreditation evaluation, work is
taking place with the relevant band 7’s to improve upon these results.

¢ Compliance with falls assessments and pressure prevention assessment has been high
focus for the teams with improvement seen on this month’s dashboard, review continues
in the ‘collaboratives’ and at the ‘share and learn’ meetings. There is only 1 red for these
two assessments this month and that was in the falls assessment category.

Surgical Division

e There were 2 red domains on the QCI dashboard in August 2017 for Surgery.

¢ Head and Neck Ward had 1 red domain for first impressions; the assessor felt the ward
scored average on 3 questions, the level of coordination on the ward, the general ward
environment and the leadership this section is being worked on through their work with
assessment and accreditation.

¢  Willow ward had 1 red domain for patient safety and quality this was due to the fact that
the emergency equipment and oxygen cylinders had not been checked on one day of the
month

e The Ward Sister, Matron and the Associate Director of Nursing (ADN) monitor the results
monthly and highlight any specific themes or areas for improvement.

Medical and Urgent Care Division

¢ Medicine had 6 red areas in August 2017 on the dashboard;

e Collingtree Ward had 1 red domain for falls assessment, which was due to 3/5 care plans
being completed and 2/4 reassessments taking place on time. Collingtree also had a red
domain for first impressions because the reviewer felt the ward scored average on 3
questions, the level of coordination and leadership on the ward, the general ward
environment, however does acknowledge the ward was very busy at the time of the
assessment.

¢ Holcot ward had 2 reds this month one in the domain of protected mealtime and the other
for first impressions. Within the protected mealtime domain one question had not been
completed which resulted in the lower % compliance

e EAU had a red domain for protected mealtime due to one question in the set not being
completed; all other questions were 100%.

e The Ward Sisters, Matrons and the ADN monitor the results monthly and highlight any
specific themes or areas to improve.

Gynaecology Children’s and Oncology Division

e Talbot Butler and Gynaecology have 2 red domains in August 2017,

e Talbot Butler had 1 for the domain of documentation which was due to incomplete
activities of daily living assessments which in turn led to incomplete nursing care plans

e Spencer had their red in the domain asking about the care rounds, the patients reported
that the questions were not being asked of them on a regular basis.

e Paediatrics had no red domains which is now the third month in a row

e The Ward Sisters, Matrons and ADN monitor the results monthly and highlight any
specific themes or areas to work on.
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Maternity

¢ Robert Watson did not complete the QCI audit this month; a discussion has taken place
with the band 7 and Matron regarding the importance of undertaking the audit. The ADM
will be monitoring their audit completion in the coming months

e Emergency equipment daily checking compliance has been an issue, with checks not
performed daily on MOW and therefore received 0%. An action plan is in place which is
being monitored by the Matron.

e Maternity Observation Ward, scored 2 Ambers for patient experience (disturbance at night)
which can be an issue with labouring women, the second Amber was due to failure to
record resuscitation checks daily as previously identified in the Quality and Safety indicator
domain.

e The new Associate Director of Midwifery (ADM) will be reviewing the questions and
dashboard on going, to ensure the QCI questions relate to the dashboard and are
completed appropriately, fully and in a timely manner.

7. Friends & Family Test (FFT)
FFT Overview- % Would Recommend Run Charts

e The Trust wide results saw a slight decrease in August 17; this is likely due to the
decrease seen in Inpatient and day case results. It should be noted that this did not move
outside of the lower control limit and therefore would be considered normal variation within

the data.
Trustwide FFT % of Patients that Would Recommend- Run Chart
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The August results for Inpatient & Day Cases were 93.1% showing a slight decrease when
compared with recent months. As with the Trust wide results, this does not move outside of
the lower control limit. Given the pressures seen within the hospital for August, response
rates fell within Inpatients and this is likely to have also had an impact on recommendation
rates.
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8.

e The Emergency Department continues to see improved levels of satisfaction, with a
number of consecutive months above the mean line, and also above the national average.
August saw another improved month at 88.1% recommendation rate.

Emergency Department FFT % of patients that Would Recommend
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Safeguarding
Dementia Activity

National Audit of Dementia Care in General Hospitals 2016-17

The above report was received by the Trust in August 2017 and was discussed at the
Dementia Working Group. The Trust completed an organisational checklist, submitted a case
note audit, staff and carer questionnaires. One hundred and ninety-nine hospitals took part in
England and Wales and results were divided into seven areas. The area where the Trust was
ranked highest was governance (84/199) and the lowest area ranked was discharge
(177/195). The summary of the report and associated action plan will be discussed at the
Patient and Carer Experience and Engagement Group in October 2017.

Discharge Summaries
The overall compliance target remains above 95%, which is illustrated in the three graphs
below:

Case-Finding Compliance

111 EEIEER

Apr-17 May-17 Jun-17 Jul-17 Aug-17 Sep-17 Oct-17 Nov-17 Dec-17 Jan-18 Feb-18 Mar-18

100.0%

95.0%

90.0%

85.0%

80.0%

75.0%

70.0%

M Elective Compliance % B Urgent Compliance % m Compliance % H Compliance Target %

The elective and non-elective areas both remain above the 90% threshold for compliance and
the total Trust compliance for August is 100%.
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Assess / Investigate Compliance
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John’s Campaign

The John’s campaign has been successfully rolled out across all areas, in accordance with the
delivery plan. A patient story regarding the benefits of flexible visiting times for families was
presented at the ‘Patient and Carer Experience and Engagement Group’ meeting in August.

Carers Survey
The carer’s survey continues and the key responses are illustrated in the graph below.

Carers Survey Responses = Did you feel
1323’ supported?
0
90%
85%
80% B Did you feel
75% involved in
70% care?
65%
60% ™ Did you feel
55% that care was
50% 1 appropriate to
needs?
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A reduction of carer questionnaires has been noted for August (only 8 written completed
questionnaires received) which is a disappointing return and also highlights a general

decrease in satisfaction from carers. The newly appointed dementia liaison nurse is reviewing
the current process, and:

the questionnaire format

how carer’s are approached as part of the patient’s profile

the number of questionnaires distributed

working closely with the wards to ensure more responsive returns

This revised work is planned to be completed by the end of September.

Safeguarding Children and Adult Referrals

The graph below shows the number of referrals made by the Trust in the reporting period for
children and young people, at risk of, or suffering significant harm. This includes the number
of Paediatric Liaison Forms (PLF’s) processed. There has been a slight dip in the number of
referrals to the Multi-Agency Safeguarding Hub (MASH) this month. There is no apparent
cause for this. The PLF’s continue at a more consistent rate.

Safeguarding Children Activity

200
150 /A‘
100 ,\/A‘
50
0
N S S I
N @’b W S ® 13 foxd Y & N @ V“'b
e L R R
Referral| 86 98 73 | 115 | 91
e P F 118 | 140 | 165 | 136 | 136

In terms of safeguarding adults’ referral activity, there has been a slight increase in the number
of safeguarding allegations raised by the Trust as illustrated in the graph below. The number
of safeguarding allegations raised against the Trust remains at a consistent level.

Safeguarding Adults Activity
35
20 ~ SN e
——
1s ,/ S
10 —_—
5
0
Apr-17 May-17 Jun-17 Jul-17 Aug-17
Apr-17 May-17 Jun-17 Jul-17 Aug-17
e Ratised By 13 28 15 21 31
e Raised Against 5 11 9 6 5

Deprivation of Liberty Safeguards (DoLS)
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Dols 2016-17 to 2017-18 Comparison
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Applications for authorisations to Northamptonshire County Council (NCC) under the DoLS
framework continue on an upward trend despite no competed authorisations by Best Interests
Internally all DoLS applications continue to be scrutinised on an individual
basis by the safeguarding team to ensure that care is delivered in the least restrictive way

Assessors

possible.

Safeguarding Training Compliance

(BIA).

The two graphs illustrate the current safeguarding training compliance for the Trust:

%

100

Safeguarding Adults Training Compliance

95

90 _='___‘¢
85—l
80

75

70

65
60
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Numbers for the Level 1 safeguarding adults, Level 2 safeguarding adults and MCA/DoLS

training remain at a constant trend.
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Safeguarding Children Training Compliance
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Compliance levels for Level 3 safeguarding children training continues to be a concern as
under the required compliance level (85%). Training is being continued to be offered as both
scheduled and bespoke. The safeguarding team are also looking at the roles and
responsibilities of the staff who have been aligned to level three training to ensure that the
appropriate competency level has been assigned.

Learning Disability
The Learning Disability Quality schedule is built around three key components:

e The identification of people with a learning disability who are admitted to hospital; and of
those:
= The use of the hospital passport;
= The use of a specific LD admission checklist;

In August 100% of patients with a Learning Disability who were admitted to the Trust were
identified and 90% of those who required a hospital passport received one within the first
twenty-four hours of admission as illustrated in the graph below:

Inentification and Passport Compliance
100%

N / \

/

Identification
Compliance %

80%

70%
e Passport
Compliance %

60%

50% T T T T )
Apr-17 May-17 Jun-17 Jul-17 Aug-17

For August assessment compliance was 89%. Again trends are illustrated in the graph below:
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10.

Assessment Compliance

Apr-17 May-17 Jun-17 Jul-17 Aug-17

National Learning Disability Mortality Review (LeDeR)

From 1% September 2017 the Trust will be required to report all deaths of individuals with a
Learning Disability to the LeDeR team at Bristol University. This was one of the
recommendations of the Confidential Inquiry into the Premature Deaths of People with
Learning Disabilities (CIPOLD). All deaths of people with a learning disability over the age of
4 and over will be reviewed irrespective of cause or place of death. Families and carers will
be part of the review process.

Safe Staffing

The overall fill rate for August 2017 was 102%, compared to 104% in July and 104% in June.
Combined fill rate during the day was 98%, compared with 100% in July. The combined night
fill rate was 109% compared with 109% in July. RN fill rate during the day was 93% and for the
night 95%. The Trust has not had a quarterly update in regards to the regional overview of the
Safe Staffing data, therefore this will be presented when provided. (Appendix 7)

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, and 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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As an example the table below demonstrates what the current Trust data would look like if the
new categorisations were applied now.

Current Current
2017-2018 Pre CDI Post CDI | COHA | COIA | COCA | HOHA
April 3 2 2 1 0 2
May 2 0 0 0 2 0
June 2 5 1 0 1 5
July 6 5 3 0 3 5
August 1 0 1 0 0 0
September
TOTAL 14 12 7 1 6 12
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Appendix 3

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, and 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 Senior Nursing & Midwifery team 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 Divisional Councils, the previous month’s dashboard will be
presented in full and Red and Amber areas discussed and reviewed by the senior nursing
team. The Associate Directors Nursing / Midwifery 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 Divisional Council 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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Appendix 5

Aug 17 PAEDIATRICS

RAG: RED -<80% AMBER - 80-89% GREEN - 90+% &
QCI Peer Review

Disney

Falls/Safety Assessment (Q) 100% 100%
Pressure Prevention Assessment (Q) 100% 100%
Child Observations [documentation] (Q) 100%

Safeguarding [documentation] (Q) 100% 100%

Nutrition Assessment [documentation] (Q)
Medication Assessment (Q)
Pressure Ulcers — Grade 2 incidence hosp acquired “n“
Pressure Ulcers — Grade 3 incidence hosp acquired “n“
Pressure Ulcers — Grade 4 incidence hosp acquired ““n
Pressure Ulcers - sDTI's incidence hosp acquired “““
Falls (Moderate, Major & Catastrophic) “““
HAI — MRSA Bact | o | o [ o |
HAI-C DI 0 0 | o
~ PpatiemtExperience
Complaints — Nursing and Midwifery “n“
Number of PALS concerns relating to nursing care on the wards “““
Call Bells responses (Q)

Patient Safety & Quality Environment Observations Observe patient
records (Q) 100% 100% 100%

Privacy and Dignity (Q) 100% 100% 100%
Staffing related datix “““
Monthly Ward meetings (Q) 100% 100% 100%
Leadership & Staffing observations (Q) 100% 100% 100%
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Appendix 6

Quality Care Indicators - Nurse & Midwifery

AMBER - 80-89%
* QCl Peer Review

RAG: RED -<80%

IIII e

Postnatal Safety Assessment (Q)

Patient Observation Chart (Q)

Medication Assessment (Q)

Environment Observations (Q)

HAIl — MRSA Bact

HAI — C Diff

Emergency Equipment — Checked Daily (Q)
Patient Quality Boards (Q)

Controlled Drug Checked (Q)

Complaints — Nursing and Midwifery
Call Bells responses (Q)

Patient Experience (Q)

Patient Safety and Quality (Q)
Leadership & Staffing (Q)

Staffing related datix
Monthly Ward meetings (Q)
Safety and Quality (Q)
Leadership & Staffing (Q)

MATERNITY

GREEN - 90+%

100% 100% 80%
100% 100% 100%
100% 100% 100%

"o [ o | o |

o [ o | o |

“vA | v | 100% |

IIII Sturtridge

100% | 100%
88% 88%
100% 100%

100% | 100% | 100%
0
100% | 100% | 100%
100% 100%
100% | 100% | 100%

o
[
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Appendix 7

Northampton General Hospital m

NHS Trust
August 2017
Day Night Day Night Care Hours Per Patient Day (CHPPD)
Average Average
filate - | Average | filate - | Average
Registered - Registered care st [fetere] filrate- regisered) fil et
midwiveshurses midwives/hurses nurses | care staff| nurses / |care staff|C
Ward name midwives| (% [midwives| (% |count over | midwives/ Red Flag Actions/Comments
(% ] themonth [ nurses | Care Staff | Overall
Total | Total | Total | Total | Total | Total | Total | Total ‘ = ‘ a :’;2:’:5
2 al
monthly [ monthly | monthly | monthly | monthly | monthly | monthly | monthly I PR | [ eachday
planned | actual |planned | actual [planned | actual |planned | actual I |
staff staff staff staff staff staff staff staff
hours [ hours | hours | hours [ hours | hours | hours | hours
Aoingon Ward (NOF) | 191083 | 1,840.58 | 138425 | 170650 | 1,06050 | 106000 | 106950 | 150425 | 965% | 1233 | o010 | 1aoe | a7 | 34 | as | 7o [ uetoonedeyoromissonoffeqar (Unreseen event, escailed apporilel.
(checks (Care prioritised with no harm to any patients
Allebone Ward (Stroke) | 1,610.00 | 1,323.00 | 1,142.50 | 1,169.30 | 1,414.50 | 1,276.50 | 713.00 | 998.75 | 822% | 102.3% | 90.2% | 140.1% | 861 30 25 55
Althorp (T&0) 94442 | 857.17 | 59650 | 49125 | 70150 | 690.00 | 38400 | 34950 | 90.8% | 824% | 98.4% | 91.0% 20 70 38 109
Barratt Birth Centre | 1,787.65 | 1,759.08 | 720.90 | 595.50 | 1,426.00 | 1,285.25 | 65250 | 582.25 | 98.4% | 62.6% | 90.1% | 89.2% 129 236 9.1 27
Becket Ward 181425 | 1,500.75 | 1,414.50 | 1,335.50 | 1,552.50 | 1,460.50 | 713.00 | 72450 | 87.7% | 94.4% | 94.1% | 101.6% | 809 38 25 63
Benham (Assess Unit) | 1,780.25 | 1,584.75 | 897.00 | 1,262.75 | 141450 | 1405.00 | 713.00 | 139250 | 89.0% | 140.8% | 99.3% | 195.3% | 746 40 36 76
Red Flag due to three occasions for reduced  |All care prioritised accordingly, escalated
BramponWad | 140390 | 112025 | 106850 | 110473 | 105800 | 105000 | 71300 | 112700 | 7096 | 1086 | 100156 [ 1881% | s | 25 | 25 | so [ ff‘:;“d’:c':‘:‘sym:i"g“a“g’“ fam occureddue
Cedar Ward (TRAUMA) | 1,884.50 | 1,875.00 | 1,764.75 | 1,938.75 | 1,069.50 | 1,069.50 | 1,069.50 | 1506.50 | 99.5% | 109.9% | 100.0% | 1409% | 904 33 38 71
Collingtree Medical (40) | 2,383.50 | 2,383.50 | 1,766.50 | 1,943.25 | 1,784.75 | 1,759.33 | 713.00 | 1505.00 | 100.0% | 110.0% | 986% | 2111% | 1229 34 28 62
Compton Ward 1,02350 | 1,151.83 | 74200 | 1,020.92 | 67850 | 71300 | 35650 | 71300 | 112.5% | 137.6% | 105.1% | 200.0% | 556 34 31 65
Creaton SSU 171575 | 1,445.15 | 1,687.25 | 1,750.25 | 1,069.50 | 1,070.75 | 713.00 | 1209.00 | 84.2% | 103.7% | 100.1% | 169.6% | 859 29 34 6.4
Disney Ward 2014.25| 1,660.83 | 96200 | 792.08 |1,069.50 | 98400 | 35650 | 33275 | 82.5% | 82.3% | 92.0% | 93.3% 201 132 56 188
Dryden Ward 213900 | 1,771.00 | 978.08 | 897.58 | 141450 | 1,403.00 | 713.00 | 72450 | 828% | 91.8% | 99.2% | 10L6% | 793 40 20 60
EAU New 2,118.75 | 1,827.20 | 1,055.30 | 1,656.30 | 1,782.50 | 1,701.25 | 1,069.50 | 1,746.75 | 86.2% | 157.0% | 95.4% | 163.3% | 901 39 38 7
Eleanor Ward 1,065.25 | 968.00 | 71300 | 727.50 | 71300 | 71350 | 71300 | 78142 | 90.9% | 102.0% | 100.1% | 109.6% | 310 54 49 103
Finedon Ward 216475 2,04850 | 367.00 | 483.00 | 1,069.50 | 1,06950 | 35650 | 690.00 | 94.6% | 131.6% | 100.0% | 193.5% | 496 63 24 87
Gosset Ward 254520 | 2,480.50 | 48300 | 475.58 |2,04.75 | 1,952.37 | 37950 | 345.00 | 97.5% | 98.5% | 92.8% | 90.9% 210 164 30 195
Hawthom & SAU 1,962.00 | 1,876.58 | 1,069.20 | 1,348.03 | 1,426.00 | 1,384.75 | 977.50 |1,319.08 | 95.6% | 126.1% | 97.1% | 134.9% | 878 37 30 68
Head & Neck Ward | 1,067.00 | 1,064.25 | 704.25 | 71675 | 94300 | 919.75 | 356.50 | 494.50 | 99.7% | 101.8% | 97.5% | 1387% | 400 50 30 80
(Care prioritised & escalated, no actual patient
WocotWad | 152400 | 131675 | 139650 | 158875 | 106050 | 107075 | 71300 | 150850 | o7 | 113 | 1002w | 2ame | w0 | 27 | ae | e [rcureadelooneepiodeoledcedSiaing | e emel evewas o celays in
lon duty
response
m 5008.75 | 4,193.50 | 743.75 | 61425 | 4565.50 | 400475 | 71300 | 646.75 | 83.7% | 82.6% | 89.7% | 90.7% 338 245 37 283
Knightley Ward (Medical)| 706.25 | 709.33 | 895.50 | 829.08 | 1,058.00 | 960.75 | 35650 | 44625 | 100.4% | 926% | 908% | 1252% | 655 25 19 45
Paddington Ward 2080313236042 | 958.75 | 796.75 | 213350 (171533 | 621.00 | 55475 | BLE% | 83.1% | 804% | 89.3% 3% 121 40 162
Reduction in MSW has been due to vacancies|
Robert Watson 1,069.50 | 1,147.33 | 1,202.00 | 99470 | 1,044.00 | 947.33 |1,069.50 | 853.75 | 107.3% | 77.0% | 90.7% | 79.8% 487 43 38 81 land long term sick. Intendews planned for mid
|September
No harm to patients as reduced capacity of
Red Flags - there were three occasions when  |Level 1 patients. Appropriate Staffing levels
Rowan (LSSD) 1,967.75 | 1,988.50 | 1,069.50 | 1,136.25 | 1,781.50 | 1,624.92 | 707.25 | 909.00 | 101.1% | 106.2% | 912% | 1285% | 892 41 23 63 e stafing was below planned of cuy. o v 1. ptens s been escalated 0 the
site manager
Spencer Ward 920.00 | 1,530.13 | 442.75 | 1,069.00 | 713.00 | 1,063.75 | 356.50 | 1,195.25 | 166.3% | 2414% | 149.2% | 335.3% | 640 41 35 76
[Reduction in MSW has been due to vacancies|
Sturtridge Ward 4,230.50 | 4,033.67 | 1,909.50 | 1,520.00 | 4,062.75 | 3,789.67 | 1,414.50 | 1,223.00 | 95.3% | 79.6% | 93.3% | 86.5% 492 159 56 25 land long term sick. Intendews planned for mid
|September
Talbot Butler Ward | 2,561.75 | 2,100.75 | 1,407.00 | 1,333.33 | 1426.00 | 1,322.50 | 713.00 | 1,012.00 | 820% | 94.8% | 927% | 141.9% | 858 40 27 6.7
Victoria Ward 119025 | 1,04850 | 71300 | 1,14450 | 713.00 | 72450 | 356.50 | 907.75 | 88.1% | 160.5% | 101.6% | 254.6% | 555 32 37 69
Willow Ward (+ Lewel 1) | 2,31050 | 2,385.83 | 1,060.50 | 1,10550 | 2,136.75 | 2,02533 | 70050 | 79350 | 103.3% | 104.2% | 948% | 113.1% | 861 51 22 73
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Northampton General Hospital

NHS Trust
LL
Report To o
P Public Trust Board (:,5’
o
; th =
Date of Meeting 28" September 2017 UCJ
Title of the Report Financial Position - August (FY17-18)
Agenda item 10
Sponsoring Director Simon Lazarus, DoF
Author(s) of Report Bola Agboola, Deputy DoF
Purpose To report the financial position for the period ended August
2017/18.

Executive summary

This report sets out the financial position of the Trust for the period ended August 2017 which was a
deficit of £6.3m (£1.5m adverse to plan). Excluding the effect of the missed STF relating to A&E
performance, the YTD adverse variance was £1.1m (M4 - £0.847m).

The key issues for this report are:

* Income and activity continues to be the key focus and the identification of recovery actions that
can be delivered in year to bring the position back on track would be critical to the Trust being
able to deliver the agreed control total for the year.

» Pay position was an adverse variance of £1.0m YTD mainly due to underachievement of CIP
and vacancy factor targets, consultants’ backpay as well as increase in agency spend in August.

* Agency spend is still below target, £1.1m (YTD) but has increased in August largely due to
increase in medical staffing as well as nursing.

* STFincome of £2.1m is accounted for in the position, relating to the financial element of the
STF and A&E streaming. The appeal for Q1 missed A&E STF was unsuccessful.

Related strategic aim and Financial Sustainability
corporate objective

Risk and assurance The recurrent deficit and I&E plan position for FY17-18 signals
another challenging financial year and the requirement to maintain
the financial discipline required to deliver the agreed control total.

Related Board Assurance BAF 3.1 (Sustainability); 5.1 (Financial Control); 5.2 (CIP delivery);
Framework entries 5.3 (Capital Programme).

Equality Impact Assessment | N/A

Legal implications / NHS Statutory Financial Duties
regulatory requirements
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Actions required by the Board

The Board is asked to note the financial position for the period ended August 2017/18 and to consider
the actions required to ensure that the control total of £13.5m is delivered.

Page 56 of 188




EEISJRIE

/T0Z Jlequialdas
pleog isni|
:0]) Loday

8T/LT0Z A
(3snbny) g Yiuop

uonRISod |eldueul

Isnil SHN

SHN/ |e31dsoH |eJuan uojdweylioN

Page 57 of 188



uolIsnjpuo)
MO[}yse)

Dddg pue sa|geAed ‘sa|geAIDIdYy
aJnyipuadx3 jeude)

UOI}ISOd |eldueul JO Juswalels
9WO0dU| 1S

UoIIsod 3|

SisAjeuy puaJp |d)
MBINIDAQ

w NN N O N 0 O

1U91U0D

Page 58 of 188



EEISJRIE

*SJ1439W SIIUINOSIY JO IS puk Jueuld 9yl Jsulede €, 94025 01 PaNUIIUOI ISNIL YL
Sunes |SHN

‘paulelulew sem aduewlo4iad Dddg UO %66 J9A0 4O Suiel SUoIIS Y .
‘uonisod ay3 ul papnjaul s WT'zF Jo Sulpuny 41S

‘pauue|d se Sulpueuly HO1JSP SSII0E 0} PANUIIUOD ISNJL BYL
Aupinbn

‘ue|d ||eJ9A0 SH JO (%ZS :7IN) %SG 40 puads |erided pa1lIWWod e PaAIYJR ISNU] BY]
lexnde)

‘uolisod 35| 8y3 03 PaINQLIIU0D (W/'0F :¥IA) WE'0F 4O SaAI9saJ Juadsun
‘(NeySEVIN) NSOTF JO 2oUBLIBA 9SIDAPE UE Sem Aed-UON
S9nI9saYy g Aed-uop

‘3uisinu pue 3uiyjels [ealpaw ul dseasdul 03 anp Aj@die| 1sndny
ul paseasoul sey ing (QLA) WT'TF Aq 19841 [SHN 9yl Mo|aq sulewsaJ puads Adualy .«

‘j4e3s Aouade uo puads paseasdul pue

‘Aed-)oeq siueynsuod ‘198png ayi ul J03oe} AdUedeA pue d|) paAdlydeun o1 pale|al
Autlew yaiym (%9993 :vIN) QLA WEQ'TF JO dduelIBA 3SI9APE ue sem uolisod Aed  «
Aed

"JeJ 0S paljnuapl suonoe Alsnodal ayy
3unysiysiy se j[om se ‘1sni] 9yl 4o} awodno 3| |eipualod e Sunewnsa ul yidsp
2Jow 01Ul $203 pue J9A0D dleseddas Japun pasedasd udaq sey jodas 1SEI240) Y e

*1edA ay3 404 uolysod swodul

9yl aAoudwi 01 suejd uonoe AJ9A0JaJ4 UO SujJom aJe SuoISIAIg 3yl ‘uonisod siyy

0]} PaINqIIU0d dAeY Jed JO suajsues) pake|ap pue Aunoe ‘Aexs jo yidus| paseasdu|
"91ep 0} JeaA ue|d mo|aq sulewsal AJIAIlOe Se snJ0) ASy B 9Q 01 SSNUIIUOD BWOdU|
awoou|

:94e podaJ S1yl 4oy sansst Ay ay L

‘WT'TF
SeM dJUBLIBA 3SIIAPE {]S-24d 3Y} 210j343Y} ‘Wp°0F JO 41S PISSIW SIPN|IUl dUeLIeA
asionpe ay] ‘uejd 03 3SI9ApE WG'TF SEM YdIymM WE'9F JO }OLSP ||4dN0 — £T0T
1snSny papua pouad 3y} Joj isni] 3y} jo uonisod |eldueuly 3y} N0 S33s Modad siyL

sanss| Ad)

%00
%0
(788)
(61€)
(e1e'y)

0€
%€
08L

(0z2)
(6£8)

(evT)
(z8)
(59¢)

(9)
(9v€)
69T
(L2)

%S°0-
(£8)
v6v

(8L£)

065
(06)

a8ueyy

%1'66
%0
806

STT'Y

009'S

SLT'ET
%CS
TLTT

6€L'6
[44%

8¢
€917
(599)

(81)
0
0
(€9)
(v06)
(€89)
(L6€)

%E'T-
(€87)
S09'T
(9vS'€T)
(0€T'T)
(6£6)
(205'T)

Inf
YIUOIAl 35€7

%Y'66
%0
T6LT
96L'¢
88€'T

S0T'ET
%SS
150'C

6156
(£L1)

(sot)
180'T
(0g0'T)

(81)
0
0
(69)
(0sZ'T)
(vT¥)
{47

%8'T-
(0L¢g)
660
(9v5'€T)
(805'T)
(68¢)
(260'7)

Sny
YIUOAI SiyL

)
@
)

> I < < s s

90

Ol |

(%) awinjon Aq - Jddg aAne|nwN)
shep 06 < % S4011pa.L)
(5,0003) sAep o6 < 22ue|eg S1030eQ
(5,0003) Suimolioq / 2ad MaN
(5,0003) 2ue|eg yse) Sulso|)
ysed
(5,0003) ue|d @i ipuadx3 |eyide) enuuy
paniwwo) ue|d |enuue jo %
(s000,3) 24nm1ipuadxa a1ep 03 JedA
[ende)
(5,0003) AsaA1o@ 3se23.404
(5,0003) ue|d 03 3duBlIBA 3} 0} JBBA
SaWaYIS Judwanoidwy 1s0)
(5,0003) uejd oy 2ueLieA gLA - Aed-uon
(5,0003) dey 03 @duelseA QLA - $350D J4e1S Aduady
(5,0003) ue|d oy a2uerseA QA - Aed
s150) Sunjesado
(5,0003) ue|d 0} 3dUBLIBA - S3I}|BUIJ g SBUI }IBIIUOD
(5,0003) ue|d 03 dduBlIBA QLA - SUOISSIWPERY
(5,0003) ue|d 0y aduelieA QLA - Ayjeuad 131N
(s,0003) uejd o1 3duelsen spuaedinQ
(5,0003) ue|d 03 92uelIBA BAI}ID|I-UON
(5,0003) ue|d o3 aduelieA 3sedAeq
(5,0003) ue|d 01 22uelIeA BAND T
awodu|

% Vvallg3
(5,0003) ue|d 03 dUBLIBA - 41§
(000,3) 1BMOY QLA 1S
(5,0003) uonisod 38| 43 J0 pu3 3sedatod
(5,0003) ue|d 01 33UBLIEA - UOI}ISOJ 91BQ 0] JBIA
(5,0003) ue|d 0} d2UBLIBA - UOI}ISOd YIUOIA-U]
(5,0003) uonisod YOI Ul |enydy

uonisod 333|

MIINISNQO 'T

Page 59 of 188



buipung 41§ pup buipund [p1dp) bupliop buinjonay o3 ssaxdp Aq parioddns si dob Aypinbij 3Y] . .
$21133W $921n0s3Y JO 3s[) pup UDLUI{ = JONB 5

(000'9) YO 4  EDMNPOZO V [ 10 W V¥ (000'02)
YO 4 [ EDMNPOTO V [ TO W V e A . L B e Mom (000s1)
(00 -
%6 \ / " III\lII\\IIl..l‘\ 000'T / (000'0T)
%96 (000'2) PO p— N 005 /
Il.ltzto.& N—" " 7 (000's)
— i v 1w 7 Uelde o = oo0'e Y0 4 [ €0 AN PO W V¥
, %001 - 0 005 0
198, | e
S (%) awnjop 2dda oy (13) SONjEUI4 B SBUIY - (r3) awoouy 1ay10 woom bi3) 38135892104
YO 4 [ EDANPOTO V [ TO W V V0 1 T E0MNPOZD Y T IO W Vv
YO 4 [ EDANPOZO ¥V [ TOW V 0 YO 4 [ EDMONPOZO V [ TO W V %00
%000 / 0 /
\/ ﬂ o0t 0001
\-| %050 / / 000z %005
N/ = e ——SEEEE=—— e o0 | S
%00T w0 190 = = ~ | 000's v %0001
0009 — o
(%) shepoe <sionpa.d (3) 4en 2dD o (%3) Aed uon gy (%) 300U / Ard
BN e
009 (000'sT)
YO 4 [ EDAONPOTO V [ TO W V ~ YO 4 T EDINPOTD VY T IO W ¥ %000 /
o / 00t~ oo (000'01)
\\// 000'T YO 4 [ EOMONDO TO V [ 1D WV ooz \ %0007 (000s)
0
000 . \ %00'sT YO 4 [ EDMNPOZO V [ TO
[Ty 0
(33) shep 06 < s10192a (%3) 2eA sausneding (%) Aed / Aouasy
I [ — (3) 381
YO 4 [ EDMNPOTO V [ TO W V %005t
o0t 0
000t
E 000Z- \\ 0 00 /| %000T-
N/ \ ooz -/ oo
A4 Ml s ~ ooy | oot %005
0o de2 ISHN e ~HA— YO 4 [ €DAONPOZO Y [ TOW V¥
. %000
N fenpy 00s'T
(13) Juawano yse) (33) 1en s20.4 Juaneding (33) s350) yers Aouady (%) snidans
o YO 4 [ EDMNPOCZD ¥V [ TO W V o]
005'T- 00091
0z N 000'T- 00551 %0t
YOmd L €D AONROZD YL ID Ny #i%w \g )
0 . 0001 %oz
o0 st YO 4 [ €0 AON DO Ni v
[ T— E— U] %00
sheq) Aypinbn 1e, Ae
o xx(shea) Aupinby (13) ven 13N N (33) Aed I (%) vaLig3
009 YO 4 [ EDMNPOZD V [ TO W V . -
YO 4 [ EDAONPOTO V [ O W V 0 o o o
. 1 ¢ ¥ S
= : A ™ e % A
000 S | 000 S 000'9 M- 0
? o 0 = et !
000° 00t \\ 000t ¢
UEld e — 000'7T €
o (%3) xade) seotea—  (33) "JEA 9SEIARQ B 9ARDD|T ey DIF)dD y

lexide) Sunjiom ‘p

WOl V1S "€

U|d I e

*d0N'84

3dUBWIONAd I78] T

SO Ad) °T

SIsAfeuy puail ® |dM ‘¢

Page 60 of 188



EEISJRIE

. (205'1) (260°2) (805'T) (86L°2) (682'9) (ovs'eT) (2v8°€T) (A&inp uanaxealq) uonisod 3%
‘uejd 03 aouelien s|gesnoney e s| Aed uou ‘Saueliea
sgnu 9pNPXa JO 109)40 9yl Suipnppxa 2404343
) P papni 30 194 N P 3oio4l TET 0 (ese) 6€0'T T62'T 928'T 2€LT sjuswiredw| YON
Swodu| Ul dduelea  3|qesnoAe)  Suipuodsssuod ) i 82) J ce 721 W) 1958y pareuoq
e Ssey YdIym wi'0F JO SJUBLIBA 3SISAPE SSNIp Papn|axd :slpe Ainp usAexealg SHN
sapnjoul inq w1 0F Aq uejd 03 asiaApe S| S31s00 Aed UON (€z9'm) (660°2) (62z'T) (vv8'8) (G19'2)  (rév'sT) (GoT'sT) (woyaq@)/ snidins
*198819 MaJ8 9ouelIeA 1500 (012) (vz2) ©) 6117 et (699°2) (z0e'e) puapinig
Aed ay3 1eyy yueaw puads Aduade ..: asealoul cm sndn &3 ) or (6te) (62¢) (062) (022) 19983l 1IN
Yiiey P : : } v (teT) 0 252 (6€0'T) (162'T) (928'T) (ceL'T) siuawuredu
ul ‘uonippe u| ‘uejd ueyy Jaysiy J0STF INOge s Yalym 0] 0] (0) (r) (v) (6) ®) uonesiowy
yuow Jad wQ/TF punose aSesdAe 01 SaNUIIUOD Aed (2€8) (2€8) (0) (91T'Y) (91T'%) (soz'oT) (€0.'6) uoneroaidag
(82€) (t26) (s8%'T) (8ve'2) (€92) S 90€ vallg3
‘Aio103(ea)
douewJoad JNoY ¢ QY 404 41S passiw 01 Suiielal (18e'sz) | (TT2'S2) (zs2) (z15'9z1)  (09z'92T)  (1€0'v0E) | (6TZ'¥62) 150D [e101
A0LEF JO SSO| 3yl SSpNjoul pue Swodul [Ed1Ul]3 JSY1Q, 0 0 €88 0 (cs8) , (g9e'e) 09Y-UON /SaNI9SDY
UO 9JUBLIBA 3SJSAPE 9yl JOJ uoSeaJ ulew 3yl S| 41S (8ov's) (08s'8) (sot) (oge'ty)  (9zz'ty) , (Le€'66) (907'v6) sis0Q Aed-uon
(ez6'91) | (0£T'LT) (0g0'T) (esT'ss)  (esT'v8) , (9eeT02) | (€18'66T) s1s0D Aed
"uonisod ay3 anoadwi £00'GZ ovL've (eg2'T) vozvel  Lev'SeT  Zv0'poE S25'6T awoou| [e10]
0} suonoe ueid AJaA0d24 U0 BuppOM 3Je SUOISING 656'T 90v'T 5. 0se's 9.5, 282t vZ8'TE awooul 1BYI0
9y} 1N pa1ddky-13NW dJe SIY3 o) suosead ay] ‘ueld ay3 181 5L (gap) ver'e 6/5'€ , GEV'TT €LE'T awoouj [eduld 1BYIo
C_ _UQHNQ_U_HCN w_®>w_ w_._u. Ou. Q:L(_Uu.mu Ou. Hw> m_ UHMU OH mNm.NN Nwm_NN Ammm:ﬁv O@N.N._”H N#M.?HH mNm__wNN wwm.oww awodu| _mo_c__U v1Ss
S, S| S, S, S| S, S,
JedA Ayjanoe se uonyisod |elpueul) ajgeJnoAeun S snJj 0003 0003 0003 0003 0003 0003 0003
9Ul puiyaq JaAup A3y 9y g 01 SINUIIUOD SWOdU|
< PERER P A9Y S4: &d ‘ ue|d 8T-LTAd ue|d LT-9TAd
Lrinc 1 m:< 0l aduellepn lenmay cm_a a renuuy lenay ?.mEE:W 3z
sanss| A9y .

uolIsod ainlpuadx3 pue awoou| 0’

Page 61 of 188



1B g4 uer 29Qg AON PO das 8ny |nr unr Aeyy udy Jel\l go4 uer 2aQ AON PO das 8ny |nr unf Aep Jdy JBAl 34 uer 23Q AON PO das 3ny |nf unf Aep Jdy
r 0 — - 0 -0
1988 dID e /T/9T ST/LT wmmm 19848 dID e LT/9T ST/LT mmmm 19818 d|D e /T/9T ST/LT mm
L 0s - 0S L oS
- oot - oot L oot
L 0ST - 0ST L 0ST
+ 00t - 00t L 00T
0S¢ - osc L oSt
L oog 00€ L oo€
ainypuadx3j Aduasy SuisinN payijenbun 0003 ainypuadx3 Aduasdy [ed1ul]d 13410 s, 0003 ainyipuadxy Aduasy Asejjpuy 1aSeuep ulwpy $.0003
JelNl 994 uer 29g AON PO das 8ny |nr unr Aewy idy JeN g34 uef 29Q AON PO das 38ny [nf unr Aewy udy JelN g94 uer 29Qq AON PO das 8ny |nr unr Aepy udy
r 0 r 0 —— - 0
19848 dID = LT/9T ST/LT mmmm de) |e2IPD N [SHN s /T /9T 2\2 — de) [e2IPA N [SHN === /T/9T ST/LT wem
- oot - 00T - 00T
t 00¢ } ~ 00¢ . 002
- 00€ - 00¢€ L oog
- 00¥ - 00t L oot
L oos - 00s - 00S
ainipuadx3y Aduasy SuisinN payjilend $,0003 @aniipuadx3 Adualdy Jolunr |ed1paAl $,0003 aaniipuadx3y Aouasdy 101uas |edIpaIAl 5,0003
Jen qo4 uer 29Q AON 120 dag gny Inr unr Aeln Jdy
- 0
~ 00C
*1e3A s1y1 yruow adesane uo y%e¢ dn
|ealu|D Jay1Q pue agesane uo %0g dn |eaIpalA JOIUIS - 00
UY}IM ‘G YIUOA Ul paseaJsdul sey ainyipuadx3 Aously .
'91ep-031-4e9A Wg'GF Jo 1984e) 009
9Yl Mo|oq WT'TF Sem1sni] ayl G YIUOIA JO PUS 3YI1Y « L 008
“1e9A ay11noysSnouy) s198.4e] |SHN 95341 [Ny 108 L8L
01 padojanap uaaq aney dnoug yjeis Aq s198ier diD syl S~ 856 €16 - 000T
‘Aduage |edipa|A Ul pajdadxa uoldnpal WSZTE' T / L 0021
esn(d ‘8T/LT0¢ Jedh |eueUl 3y} 0} WHO'ETF €021
4O Hwl| 24n}puadxa ue panssi JuswanoIdw| SHN - 00v‘T
o g o3.e —
wT'9TF sem LT/9T0C 1984BLdID .
ui jje1s AduaSe a0y aanyipuadxa 2101 ISNIL BYL . LT/910C 009t
81/LTOC mmm - 008T
S9NsSS| >0v_ aJnupuadx3y yeis Aduasy $.0003

alnlipuadx3 }Jjels Aduaby T°S

Page 62 of 188



EEISJRIE

‘lledano uejd yum au
ul Ajpeouq aJe sjuaized seasianQ pue syuaiied a1eAlld * adueliea
SIY1 03 JOINQIIIUOD UleW 3Y3 S JOLETF JO ddUBLIBA ISIDAPE 41§

"syuow Sulwod Ul sndoj Asy| e 3q [|Im pue ainssaid
paseaJoul Japun aJe saguajjey) ‘uejd uo Aeis ||Im 0s ‘ST//T
Ul $)20|q Se pa1ellosau uaaq aney | YA PUe suoissiwpeay

ERUEEN
9SJ2APE 33 SUIdNpaJ SPJeMO] UOIINGLIZUOD SWOS dyew sAep
paq ssaaxa ysnoyije s YAl 1e uejd mojaq %/ s Alianoe 1IN

‘9ouewJopad yapun

93 JO Y0EEF 104 sUN0E O8] “Ue|d MO|aq %I9T Sulaq Anaioe
yum ‘ue|d [eloueul Y} MO|2q %9 SUIBWAJ 3WO0dU] 3AI1193|3
‘yuow uo yruow juawanosdwi (6€) %9 PN usD

pue (0%) %9T A1284nS |e40 ‘(€€) %ET AQ ¥ YUA wouy Adanoe
3uiseasoul A1adang uso Suipndul ‘siy3 01 Suiangluod seade
|e2184Nns 3s0W YUM ‘S YiuolA ul uejd anoge %9 sem AlAIde D

*JaMO| palewilsa Ajsnoinaad a1am eyl sawayds A3ojolewnayy
TD 4O JUBWIAA3IYIE 3Y3 Sapn|dul uoiisod pauodal NINDD YL

‘gouewuoad
-J9AO SS922Y 12941Q 031 anp ue|d anoge sulewad JdDd

*(3uawanoaduwi 40LTF) soserheq uo g Yiuo ul

Aunnoe ul Juswanoadwi |jews e uaaq sey aJay] ‘sainpadoad
dO pue sauipaw papn|axa ‘sAep paq ssaIxa woty

uede ‘sease 3sow ui 193.e1 mojaq se pariodau Anande yum
‘91ep 03 aedA ue|d 0} 9si9Ape YEGSTF SEM dwW0dU| [BIIUID V1S

‘APE XSS
awoou|

[edrun) J3y30

ue|d up
salnjeuad
'8 sauld

"APe Y0STTT
3A11I3]3-UON

R VA K
Ainnoe
pauue|d

‘Ney 98TF
NINDD

‘ABy0TF
ase) 134 150)

"APE NESSTT
awoou|
|eatutd vis

(ssv) ver'e 6LS'E aWooU| [ea1ul]) 19430 [E301
(0z€) 660 69%C ulpun4 41§
(L2) 8TS 65 awodu| Anfuj [euosiad / V1Y
16 VT 99 SJI0}SIA SERSIDNQ
(66) 09¢ 65t sjuslied a3eAlld
aouenep |lenpy ue|d
510003 39UEUld awodu| [eatulp 1¥Yi10
(€ss'T) 06L°TTT TWEYTT 996'9T  9TVLLV'T TSH'09F'T  3wodu] [edlul]) 1S [eoL
(vor) (508') (t9') saf|euad 13 saul4
0 (99%°7) (99v2) JERT
0 (Tee'T) (TeeT) suoISSIWpEaY
(sv1) (s68) (0s£) sasua|ieyd
(81) (€T1) (v6) $911|EUa 10BJIUO)
(68¢1) ¥65'LTT €86'8TT 996'9T  9TVLLY'T TSH'09Y'T awoduj [edu1) V1S
LT 83¢'T LTTT J2Y10/did
601 (339 'L 0T veL'19 71209 $3Unpad0.4 1dInQ
(82) 0L9 67L9 6EL 79578 78'e8 dn moj|o4 Juapieding
(ovv) STy 685y (ozv't)  eoL'ee €19 18414 3usneding
T00T 9ze’e 9T 8Ty 9LE'€T 877’6 SQgx aA133[3-UoN
(0s2'7) SLv'6E STy (6€9'T)  96T'TT 9€6'7T 9A1103[3-UON
433 S02'6 €/8'8 - - - S3UDIP3IN PaPN|PXT
801 8.6 0/8 - - - S90IAD(Q PapN|PX3
4 €T 61T 67 6V (A% SQgX AP
(9gv) 6€0'L SLy'L (287 602 €09°C EVASEJE|
(v19) 8186 zer’or (zav) 8991 OTT'LT sase) Aeq
981 612 60T - - - NINDD
01 0Tv'eT 60v'€T 6SY'9T  T60'€0Z'T T€9'98T'T ase) Jad 1s0)
67 026'S 106°S - - - o|g
(oz1) 1679 19%9 (Ley) 91€’05 €605 Jpuey
Qduelep |endy ue|d Jdueuep |endy ue|d >._w>__wn_ JO Julod
S,000F 2Jueuly >~_>_U<

awodu [eatu) V1S

QWO0dU| [BIIUID O

Page 63 of 188



‘ue|d jsulede aouelieA 419yl 9yl 03 JuUsWaAOW
[EWIUIW  UD3S SABY SJDUOISSILIWOD |BJO| JBYl0

"(Z83) 13N pue (39TT3F) 13 ‘(1693)
24 ‘s,40d utew ssoude Aj@3Je| sI SIyl ausN Yum sy

N6¥7F J0 duewWI0Hd-I19NA0 DAIRI9|] pue
‘(NE¥63) saumipaw papn(oxa 0} anp Ajulew QET'TF
JO 9ouewuoyiad-1ono  ue 3updodas sI o pasijerdads

*1S8J3404 dWO0dU| 3y}
91epdn 0} JOUOISSIWWOD) Y1M }IOM SE [[9M Se SUojjoe
ue|d AJ9A0D24 UO SN0} 0} BNUIIUOD ||IM WEd} dY |

(I6LT'TF WIN) (sAep pag SX [9x3) 08€‘TF 1IN -
(9EVF wIN) J€LSF1T -

(ILEEF W) APTTFOA -

’s,00d ulew ay1 ulyum Ajasie| si sy

"(WZST'TF :PIN) @dueLIeA WEOT TF B Sulaq

uolisod SNl 94l YHUM ‘G YIUOIA Ul PIMO|S Sey 10eJ41u0d
SUIN 9y} Uo Jduew.oad-1apun payodal sy

ouewJosad
19pun X98¢3
(1eauaq
Asepuodag) (€ss°T) 06LTTT wevTt dWoJu| 1S [e30]
1V1 NS 8 SHUSH
aouew.oylad (12) UL L't 130/ [eu3) / YON
490 NBETT3 (982) 969' 186 LV1Spue|pIA yanos 13 sUaH
oty 81T 4089 999'61 Bujuojssiwiwo) pasijenads
pasijenads
(L9) 88T'T A 9 sauAa) uoyIN
(s) [44 Lt D)) 341YSI1SI1DT IS
a LE 1£4 92) A1) 131590191
(£2) 06¢ LT 9DJ PUejIny 13 a41ysJa1s80137 153
S (X4 L9 92) a41yspJojpag
(c6) 0TT'T 0e'T 920 Agi0)
(6027) 819'/8 15868 92 U3
duewJoysad
9 9uoIss [0}
19pUN 60273 L1 [enpy ueld aLA J3UOISSIWWIO0)
12e43U0) BUBN $,000F dueuly

UOI}ISOd J3UOISSIWWOD [9A7 YSIH T 1

Page 64 of 188



EEISJRIE

‘G 13 # SYIUOW 40} 41S DY JO aN|eA 33 S| YdIYM %8863F SI G YIUOW 1k Se 3SLI 18 Junowe ay| ‘Junowe 41 ayi Aq a1eJo1191ap
Jayuny pjnom uonisod ay1 “4a1ienb sy Jo pua ay3 18 AjAIIRINWIND |B10] [04IUOD [BIDUBUL BY1 193W 01 |IB) 3SNJ] 3yl P|NOYS 1eyl sueaw
SIUYL "PauJea uaaq aAeY PINOM 1§ [BIDUBUL} PR1RIDOSSE DY) 21043491 pue Ja1ienb syl Jo pud ay3 Ag AjAIIe|NWIND PRJSA0IRI 3G PINOM

uoiisod ay3 1ey1 uondwinsse ayi uo paledald usaq aABY SIUNOIJE Y3 ‘GIAl 1B |10} [043U0D [BIDURULY S} 39W 10U Sey 1snJl a3yl ysnoyiy

"pasi||eIsAld sey 0/ EF JO d1ep 03 SSO| BY} 3104243Y} |NYSSIIINSUN SEM ]S 3duew.oad Jnoy 39y 2y Joy jeadde ay |

age 65 of 188

"93ep 01 4edA ¥0LEF Jo Suipuny 41
150| 940J249Y1 ‘AJ0123[e4) IRy JNOYY Y3 199W 10U pIp OS|e pue (3/y87F :wIN) WT TF AQ GIA 10} |e10] [043U0D 4]S-94d S} PasSIW 1snJ] dy |

sanss| Ad)]

(80s‘T) | (z6£°2) (682'9) (9vS‘€T) 41513504
(0L¢) 660C 69v'c | SIL'8 418
(8€1'T) (968°6) (854°8) (t9z'ze) 415 94d
A3 MIE; AF A F
Jep  |aQLA[enpY| ueld dlA ue|d EL:]|

buipund 41S 2'v



(z1e'8T)  6L6'68 (660°7) £68'L6 66'66 162801 1YLOL ONIDNVNI
(vet'sT)  (es8'e9) (660'2) (g0z'8) (v01's8) (65€'8%) INNOJIY 381
(929'¢) 9TL'EE 0 8€8'SE 8€8'SE 6€'LE INY3534 NOLLYNTYAZY
858 911021 0 8ST'61T 8ST'61T 8ST'61T L1dY2 2ad
A9 GIONVNI
(z1e'8T)  6L6'68 (660°7) £68'L6 66'66 162801 Q3IA0TdIN SLISSY TVLOL
80'2€ LoL'y9 (0g€) 0Tt'9€ 0vL'9€ §99'2€ SALINGVIT LNIHYND NON
(sog) 0L 0 SS0'T SS0'T SS0'T 1e3A T 1210 SNOISINOYd
L15'TE 900'€9 (61¢) 82'vE 109'v€ 684'0€ 1e3A T 1210 SNYO1
(0gT1) 166 (11) 0L0'T 1807 127 1e3h T 1300 378VAVd 3531 IINVYNIA
S3LITIEYIT LNIYYNI NON
0LL'ST  9TL'vST (626'2) £0€'PET TEL'9ET 956'0vT  ;3ULINIGVIT LNIHYND SS31SLASSY TVL0L
yET'9T (6197) (LLe') (ss6'02) (8L5'81) (€5881) (SaILInavI) / SL3SSY LNIYYNI 1IN
uow ul 3121Jap WT'ZF - 1UN02D
o+ HPLIP WIE3 -1 A vigl - (861'91)  €€9'ce 573 86561 LST'6Y TET0S S3ILINAYIT LNIHYND TYLOL
g pasueuyy (80€7) 005 0 pISZ p1SZ 808 SNOISIAOYd
Lt 008 0 £SL £SL €St YNYIIY SLIFANIE 34VLS
‘HQ 01 |edidulid ueo [eyde) jo JuswAeday - WEQF . (sbv'sT) 688 0 vee0z vee0z vee0z SNYOT INY3L LYOHS
Ssal}ijIqer] Jualin) uoN 9 0€T 0 1A 1A 74" 1eak 1 J3pun 31gYAYd 35¥31IINYNIA
' PIE'LT 543 €18'ST 143414 41874 $379VAVd ¥3HLO 8 3QVHL
"90UBApY Ul s1d1923Y '8 S|ENJIDY Ul 9SEa409p W' 0F 18 S9|qehed [eude) i SHN SALIYIT LNIHYND
Ul W/'03F 4O 3SEJDUl SIPN|DUl JUBWANOW WE'0F - S3|qeAed 13YI0 18 dpeiL . (v92) PT0'TE (950'2) £9'87 6L9'0€ 8LTTE S135SV LN3¥¥ND TYL0L
saljljiqer] uain) (1z1) 00S'T (Lv6')) £99'7 009'S 129 HSYD
0 0 0 0 0 0 31VS 404 SLISSY LNIHYND NON
‘(wg'z3F) HA 01 3uswAedal ueo| 03 anp Ajulew wQ'€F 4O 3SESJI9P — YSeDe €€T 02072 €€8 661'61 99€'8T 188'€T S319VAIZ03Y Y3HLO B 3AVYL
|en.ode s3|qenIaIaYy (9c2) 6t'S 8L 1649 €149 0LL'S SIYOLNIANI
SHN %8 (WG 0F) |BNIOOY 41S Ul 9SBAIOU| "W’ 0F — SI|qBAISIY JOYIQ 18 dpel] SLISSY LNIHHND
‘(Mg TF) Suip|oyx203s 843Ua) 1esH ul (9v'7)  SbE'LST (t4] 85'5ST 01€'sST 608'65T INTYA X009 LIN
9seaJ29p AQ 195440 (8LTF) M201S Adeweyd Ul aseaJdu| g/F - SOIIOJUBAU| » (soz'or)  (soz'o1) (Leg) (911%) (6L2'¢) 0 NOILYI23¥d30 5§31
sjasse juain) SLT'ET SLT'ET S8L 917 LLE'T 0 SLNIIAOIN YY3IA NI
(pev's) (pev's) 0 (£65'7) (£65'7) 0 SNOILYNTVAIY ¥VIA NI
‘ued 8T/2T0¢ Jod Se yauow u Wwg'F - uonepaidag 0 608'65T 0 608'65T 608'65T 608'65T INTYA X008 LIN ONINIO
wGg/ 03 Jo suonippe [euded apn|oul SJUSWIAOIA GIAl JBIA U] SL3SSY LNZHUN NON
S}aSSY 3Ua4in) UON 0003 0003 0003 0003 0003 0003
aduejeg aduejeg aduejeg LT-1eN-TE
1948 Y1UoW 15e| WOJ) SJUBWAAOW AdY ayL awanoly  Buisop Juawanoly uisop 3uuado ®
Jeakk Jo pua 1se23404 YIUO Juain) ouejeg
81/L10T S HLNOW
sjuawano As) 133HS IINVIVE AUVININNS LSNKL

UOIISOd [eldueUIH JO JUBWaIeIS "G

Page 66 of 188



EEISJRIE

'saJnssaJd Jajuim 3y Suises s,yyesaH Jo Juswiedag

93 Jo 1ed se 3snJ] ay3 0} papJeme ‘DUaYIS 9|oyMm 3y} 404 |BI01 33 SI )8S8TF "/ TOT 419qwad9Q T wody |euoiresado aq 03 pa3dadxa SI 921AI9S 9Y3 pue
2UBWIWIOD [|IM SHJOM 3Y] ‘pajueId uaaq Ssey Ssiyl 2duUQ “41aqwaldas 6T uo pa1dulids — Sulwealls do 3V oy Joj uoissiwiad Suiuue|d Su3oadxa S1isni] Byl e
*s3502 Juawdinb3 %@ || uo puads s snJ] ay3 syuasasdal anoqe G5/ F YL "8TOT AeIA o 21ep Janopuey pauue|d B sey HUM JUBWSSISSY YL
'/ 10T 1990120 JO 21ep aAl| 03 1984e1 e sey walsAs S[AeD Mau 3yl (1I14dN) SVd 40 Juswade|day «

"J9qWDAON 31e| pa19|dwod 3 01 anp 3 49q031dQ Aj4ea uidaq 01 pa1dadxa s 4 wooy “Ajoys

pa1dadxa uswdinba ay1 Jo uolle(|esul YUm ‘uoinajdwod Jeau si g wooy HD Sulnp YA Sulisixs ay3 40 1uswysiginias ayl Ag pamoj||o) usayl pue ‘sewisuy)
Aq 213|dwod 031 35E33.0J 1135 1IN A|1YSI|S paAe|sp auam SHIOM [YIA puZ YL "We'2F Jo uswdinb3 SuiSew| ASojoipey syl spn|aul Wz SF JO SIUSWIWWOD)

‘Pa1UWIWO0I 40 Juads usaq sey ueld [exded 3y O %SG GIAl 1B 24043433 ‘WZ /F Pa||e10] SUBWWWOD Y3 snid puads [endy .
"GIAI 18 WIT'ZF Sem puads isni] 8yl

sanss| A9y

%SG €ee'L %97 vT1e- 150'C G92'C G0Z'€T O - [ej0L

%0 0 %0 0 0 0 0 sfesodsiq Jo AGN Ss&7

%T9 7A% %95 0 TTT- TTT- 00z~ suojreuoq pund aqelieyD ssa

%SG ore'L %97 vTe- 29T'T 9/€'T SOv'ET ue|d eyde - e30L

%¥S Ly %8Y G- 114 /8 /8 Xes

%0 0 %0 0 0 0 858 Buwreans do Iy

%0 0 %0 0 0 0 7 WUN JUBWSSBSSY

0 ue|d pawwooun %62 269 %6T GeT €5 81¢ €9€'C S9NLUWOD 4NS 1

G0Z'ET 921n0S3Y 4D d(Qe|eAY - [e10L %T9 686'T %8T 76- 165 G89 [ATAS 99|LIOD gNS Saje)sT

8- (XI7vS) uswAeday - sueo Jaylo %62 0cz %L 0 S0C S0T 95, 99HILWIOD gnS Juadinb [eapay

165'T- juswAeday - ueoT fended %0 0 %0 0 0 0 zee AKouabunuon

veT- (Buptoaq >tred seD) asea soueu - JuaWaH [ende) %20T 20T %T6 6- 16 00T 00T [eaddy owayd

18 Xires %vE 96 %02 43 15 S [4:4 (ueo) waishs Alouaau; /1201s

858 Bueans 4o v %29 6.9 %8 6" 06 €8T 060'T Swa)sAS 114N Juawaoe|day

8¢ waysAs A10juaAu| /3003s - sueo [ended %0 9 %0 9z 9z 0 0 puads Jaylo Juadinbg Buibew| juaadeday

159 Swooy Juawade|day Buibew - sueo fended %96 012'2 %CT 05T~ 992 9Ty 60€'C (ueoT) YA puz

60€'C [N pug - sueoT fexded %66 8v9 %ES 9 eve €€ 159 (ue07) swooy Juswadejday Buibew

0.5 [N paysiginyay - sueo [ended %ETT 9 %0 0 0 0 0.5 (ueo) YN PaYsIgINjRY
0 WUN JUBISSISSY - 9SBT BoURUL % $,000% % $.000% $.000% $.000% $,000%
S02'0T uonedaidaq parelsuas Ajeusaiy| PaABIYIY  PINWWOD ®| PAABIYIY  1BAO/ puads ue|d 8T/LT0C

$83.In0say m:__u::u_ ue|d [enioy [e1ol ue|d A.v lapun (1] SN ue|d awayds _mu_amu

ainipuadx3 jeude)d 9

Page 67 of 188



%/.2'66 %SV'L6 %E6'66 %9L'66 %8L'66 %TS'66 196 | UIYIM pred abejusdiad

2eT'es /20'TT 028'0T LSO'TT GSS'OT  ¥99'6 (5.0003) pouad UIyNA pred s|iig Jo anfeA
9€1'2S Gv/'0T 2T8'0T TEO'TT 2ES'OT 9196 (s.0003) 1961e | UIYIAA Pred S|iig Jo anfeA
%9€°66 %8E'66 %9.66 %.LV'66 %EE66 %C.L'86 19618 | Uy pred abelusaiad
2T6'2E L0V'L  €9g'9 92S'L v.€'9 owe's pousd UIyiM pred sjiig JO'ON
T0.L'2E T9¢'. 8pe'9  98¥'.  TEE'9  GIT'S 186 UIyNAA pred siiig J0°ON
[elol
%8T1°66 %.2°L6 %T6'66 NEL66 %TL'66 %066 1861e 1 ulyIM pred abeiusdlad
26l GST'6  29€'8  6/9'6  800'8 685/ (S,0003) PoLad UL Pred Siiig JO anfep
ovv'zy G06'8 V¥SE'8 259'6 G86°L €VS'L (s.0003) 1961e | UIYIAA Pred S|ig Jo anfeA
%9€'66 %8E'66 %9.66 %9766 %0E66 %9I.L'86 19618 | Uy pred abejusaiad
¥10'2E ove'L 1029 69¢€'L 0€T'9 890'G pousd UIyiM pred sjiig JO'ON
808'TE T02'.L 9819 62g'L 180'9 S00'S 196re 1 Uy pred siiig J0'oN
$1031p31D SHN UON
%.9°'66 %TE'86 %00°00T %00°00T %00°00T %0666 1861e 1 Uy pred abejusalad
0€e'0T ¢/8'T 8Sv'e 8.€'T VA% ¥4 5.0 (5.0003) pouad UIYNAA pred s|iig JO anfeA
162'0T OV8'T 8SK'Z  BLET  ¥ST  €L0C (5,0003) 196 L UIYUAN Pred SIiF JO aNnfeA
%V1°'66 %8€'66 %00°00T %00°00T %00°00T %0.'L6 1861e 1 Uy pred abeiusalad
868 19T 29T IST e v.T poliad Ul pred siiig JO'oN
€68 09T 297 yAS) 44 0LT 196re] uIyIAA pred s|iig J0'oN
"1sn3ny ul s1984e1 ||e 40} paA3IYde Sem duewopad Dddg Yyl S10}1pa10 SHN
8T/LT0C LT0C LT02 LT0C LT0C LT0C
aAle|Inwn) isnbny  Ang aung ReiN J1idy aAlelEeN

9po0) IdNdeld usawAied 19119
PeJ 91Ield 3 d 19%°9 81/.T0Z - 9p0D @ouel|dwo) JuswAed 1anag

0 0 (s9) (ev8°p) (806%) s3]qeAed [e3oL
0 0 0 (059) (0s9) SHN sajqefed
*sJapinoad dueJnsul yum Aianb 10e41u02 Japun SI YdIYm Jo %69 ‘syualied 0 0 9) (26T'Y) 5z SHN UON sajgefed
a1eAlid 01 Sune|al )6TF "49A0234 01 Aouade uo01193||0d 1gap 01 passed 806 9z 80Vt 669'S 6ec’ sa|qenI23Y [10)
9oue|eq 9y} JO % E JOA0 pue syuawielsul ul Suihed aue MyZTF Yoiym Jo oTh 791 662'T AR 000, SHN S8|qeneoaY
NTLEF JO SIUNOIIE JOYISIA SBISIBAQ SOPN|IUl 1q3pP ABP 06 J9A0 SHN-UON  « 16 20T 0T LIS 6E€'T SHN UON S8|qeniaday

$,0003 $,0003 $,0003 $,0003 $,0003

'S,VIN Y TTF pue [e}dsoH |eJauan Suliana)y sheq sheq sheqg sheq Anr
N3 ‘@Indsip Suio3uo ue Jo jed S| yoiym g/ F sa21AI9S Auadoud 06 4970 060119 0901 TE 0£010 1e |e10) aAnelleN
SHN ‘AJanb ul sutewau yarym ‘9D suaN 01 PIJIOAUL DAIBSIY NS NINDD

8T/LT0Z WO'TF SOPN|OUI SIY L “WE'TF 03 Pasealdu) 1G3P Aep 06 J9AO SHN »  © . (oz) fres’s)  (oo's) se|qeAed [E10)
0 0 0 (v26) (v26) SHN sajqefed
0 0 0¢ L09'Y 829, SHN UON sajqeded
oquividas Ajes pied w6LT LET Momv.N Mmm.vv M@NdV mw_ng_mum”__Q_Sﬁ
u99q dABY 9S9Y3 JO WZ'TF "dueleq sAep 09-T€ ayl ul papn|dul aJe Ajnr ul oTE'T so1 810 a6E'Y 198/ SHN Se[gRNBRY
PaNss! ‘S9310AUI 90UBW.I0JI9d-19A0 £T/9T JO WQ'TF ‘ddue|eq S9|qeAIfIdY 289 261 262 . SOv'T SHN UON mw_%s_womm_

sAe@ 0€ 01 0 3yl UIYUM papn|dul dJe S|eNIIIY — SO|QBAIDIDY SHN o 5,0003 5,0003 5,0003 5,0003 5,0003

sheq sheq sheq sheq 1snSny
mw_£m>mn_ pue SajqeAIaday 06 43A0 060319 0901TE 0€ 010 e [ejol dAljeleN

aouel|dwo)D Dddg pue sa|geled ‘Sa|geAladsy /.

Page 68 of 188



EEISJRIE

*1aquwa1das ul anp aJe syusawAedal Jsaypng “3sndny Ul Spew uaaq aAey syuswAedals ueoq (Ajuo 3sa433ul) SNUBARY 1R (1s9401ul g |eddulid) jeude) .
'SOWaYdS WasAS Auojuanu|

3 Juswdinb3j SuiSew| Juswade|day 9yl Uo patindul a4nyipuadxa ay3 spoddns siyl “1aqualdas ul wQ TF JO uMop Medp ueoT |ende) e panosdde osje sey HQ
‘uipuny 41S v 430 9y} 4o 33dsas ul Suimouloq Sutuiewsad ayl Jo JuswAedas sapnoul

0} UMOpMeJpP 13U e SI SIy] *(1DNSI) Alj1oed oddng anuanay wiialu| paniwwodun ayl 1sulede Jaqwialdas ul WS TF JO UMOPMEIP JBYlNn) e parosdde sey HQ
‘UMOP MEJP YSed 19U 043z e Ul Sul}NSaJd ‘JUSW|1IIUD UBOT] SNUIAY

paniwwodun sndny ayi 1sulede 195440 sem 3uimousoq Sulpuodsatiod syl Jo wegF ‘Ainf ul puejdul SHN wody Suipuny 41S ¢ 410 40 1d19daJ SUIMO||04  «
‘Auenuer |lun panlgdau

90 0} 15B2340) 10U MOU SI JuUswAed ‘uoseals SIy} 104 BAI3S3Y SiY uinb) §T/LTOZ WO'TF @Y1 JO 10adsad ul DD SUSN YHUM apew usaq sey ssadoud 9] .
"3d9S T UO paAIgdaL sem (W' TF) qnH SuluoISSIWWOo) SPUB|PIIAl [B41u) WO JuswAed “saquaidas

Ul PAAI9J3J 9( 0} 1SBIDJ0) BJE SIBUOISSILIWOD J3Y10 ||e woly sjuswAhed -1sn3ny ul pred aiam ‘Ajnf ul panss ‘910U 1PaJd/SII0AUI SOUBWIOMSd LT/9T |euld

"W} UO POAISJAJ d4am syuswAed IS IV

sanss| A3y

00S‘T 00S‘T 00S‘T 00S‘T VEI'T 00S‘T 00S‘T €59°C 009°‘s ST6T LBE'T EVI'Y 00S‘T plemuoy paliied aduejeg
00ST 00S'T 00S'T vEIT 00ST 00S'T €S9°C 009°S ST6'T LBET EVIV TZ9'T TZ9'T piemioyiysnouq adueleg
T T o T o T- oc- ce- ve- 8V 6C- k43 9z- 1usunsnipe puey ul ysed ;g lisuen ur ysed
o o [¢] VET- €ET o] EETT- ST6'C- 6TL'E 615~ LTL°T- 061°C S6- @due|eq yiuow |enidy
000°TE 6€2°8C €EVO‘0E  tLO‘6C 109°ZLZ 161°9C STS'0E  VEO'OE  LLELT 92T'8C 0T6°9C  LbL'LZ 9L6°CVE SLNIWAVd 1VLOL
€ [¢) [¢] 0o [¢] 6T 8€ o [¢] o [¢] 1c T6 ueo| x1|es o juswAeday
9sv z89 8TT IT € 8 <3474 €1S z6 o o o CEEC (aso421u)| g |edi1dulid) sueo] jo 1uswAeday
STEC o EVLT VET €LTT o vt v82°C [¢] o [¢] sev'e STZoT Suipuny 41S - UBOT 2NUAASY JO JUBWAeday
ZreE'T o o o o o SOET o o o o o 9v9'c puapIAaId DAd
vT9 820'T sov'e 202t 219t 092'T £20'T €99 €v9 018 EVT'T €V8 EIV'ET aumipuadx3 |erided
000°T 000°T re'T Zr6’T re'T Zr6’t re'T 6L2'C 85T E0V'T 00€‘C 6L0°C gze'ee S4011p34D SHN
TS2°8 6906 SSTL 1856 TSE9 z6v'9 v8T‘6 6508 208, zztT’e LEOL T82°9 S8Y'S6 S1011pa.D spedy
0Zs9T 09%'9T 0¢s9T 00Z'9T 02s9T 09v'9T ovv 9T LET'OT Z8E9T 068°9T ovE9T 86S'ST 995961 soSem pue salie|es
SIN3IWAV
000°TE 8€C‘8C €VO‘0E 6€6'8C VELLZ  T6T'9C T6€‘6¢ 60TILZ 960°TE L0LLZ €6T‘GC  LET'OE T88°CYE S1di13d>3y 1V1OL
[4 [ T [ [4 T [4 [ [4 [ [ [ TC EICECEENEEERE]
9TOT LTO'T LTO'T T8 28 8 I8S 18S I8S SEV 9EV 9€Y STL8 Sulpuny 41S - UBOT] SNUIASY pPaN IWIWIODUN
667°T T0CC 88Y'T 909 TO€E 98¢ 9,0°T €0LT €S 6.6 ce- 9TT'€E 9VSET SuUIpuUNy1121YSpP - UEOT BNUSASY pPaniwWodUN
o o o o o o o o o o o o o ueoq oddns anuanay
0ss o o vTOC o o LVO'T o o o o o TI9'E ueoq |erided
o o o 8Ty (o34 o o o o o o o 858 |exrded - Dad
o o o o o o o o o L8 o o L8 ueoq |erided x1jes
002t 002t 002t 002t 002t 002t SL6 SE8 9.2'T 2L0°T 8SC'T Y0 T 099°€T 12410 / dd
o} o o o o o sce LT€ 143 €T€E €LC 0oT9 v60°C (10S23F < 214199dS) 41BYI0 / dd
00S‘T 000°T 000‘T 000°T 000‘T 000°T 000°T SES 6L2°T 965 STIT 108 9€T’CT SWodU| SHN 42410
08 08 08 08 08 08 F44:] [44:] S8/ s8L 608 [4:-YA T19°6 sjuswAed uoneonp3 yijesH
o o o o o vT 6v9'T o€ L9 €LC €¢- €48 [43 483 JUSWISAAU| DD J2Yl0 /2oUewWioylad VIS
S19°C o Z8Y'T o TTIT'T o o o StS'e o o 18 v€8’8 Sulpung 418
vTO'CT vTO'Ce 1S0‘ee vTO'cZ  vTO‘Ce vTO0'cZ  vrO‘Ce S/6°TC €80°¢¢ S9TEC Sve‘Te z1s‘ee £LTT'99C siuswAed aseg v1s
S1d13d>3y

S0003F S0003F s000F S0003F S000F S000F S000F S000F S000F S000F S000F S000F S000F
VYN a34 NVr J3a NON 120 d3as anv nr NN AVIN ddv lenuuy MOT4HSVD ATHLNOW

1SvD3dOo4d IVNLOV

MO|}YyseD '8

Page 69 of 188



"WT TF 01 9dUBlIEA 3|eINOAR) dlep 03 JedA ay3 SuiSulig ‘G yiuow ul paseasoul sey ing uejd mojaq aq 03 panuizuod puads Aduady .

‘|E30] |0J3U0D [BloUBULY 7 J93Jenb s} 199w j0u
3SNJl 3y} pinoys ‘(g Yyuow uo paseq) sl 3e sulewal W TF PIILWIISD U pue uoi}sod ay3 Ul JOj PRIUNOIJE S| WT'ZF JO SWOdUl 41S

‘uolsod [eloueuUly S,3SNJ] 3Yl JDA0IJ 0}
JapJo Ul suoloe 3say3 JaAI|ap pue uolisod [eldueUly S,3SNJL Y3 JAA0DAU 0} PaPa3U SUOIde AJanodal aielidoidde Ajauapl 01 anuiuod

ISNW SUOISIAIQ pue sa1elo1doadig ayl "uejd isuieSe douewlopadiapun s,1snJ] 9yl Joj eate Asy 9yl sulewsal awodul pue ANAIDY .

‘WG TF Jo uejd 0} ddueLIBA 3SIaAPE
UE SEM 109})3 pPauIqwod 3y Mem Jnoy 33y 03 Suile|as 41S ISO| OS[e pue [0JIU0D |eldueUl) {]1S-24d S} 393W J0U PIP ISNJ| YL

:sjul0d A9y

uoIsn|ouod '6

Page 70 of 188



Northampton General Hospital NHS

NHS Trust

Report To

Public Trust Board

Date of Meeting

28 September 2017

Title of the Report

Nurse Recruitment Strategy & Nurse Retention Update

Agenda item

11

Presenter of Report

Janine Brennan, Director of Workforce & Transformation

Author(s) of Report

Adam Cragg Head of Resourcing & Employment Services

Purpose

This report provides an update on progress against the Nurse
Recruitment Strategy and Nurse Retention

Executive summary

This report sets out progress to date against Nurse Recruitment Strategy and Nurse Retention.

Related strategic aim and
corporate objective

Focus on Quality and Safety

Risk and assurance

Failure to recruit and retain sufficient nurses will create safety risks
and risks to our ability to continue to provide services to patients.

Related Board Assurance
Framework entries

BAF 2.1/2.3

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

All recruitment would be undertaken in accordance with statutory
and regulatory requirements.
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Actions required by the Committee

The Committee is asked to note the report
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Northampton General Hospital NHS

NHS Trust

Trust Board 28 September 2017

Nurse Recruitment & Retention Strategy Update

1. Introduction

This report sets out progress made between January 2017 and August 2017. The Board
will recall that the Trust strategy for nurse recruitment is: Local, National and
International. A significant emphasis was placed on international recruitment during 2015
and 2016 however for the reasons set out below the strategy is being re-balanced with a
greater emphasis on local and national over international.

2. Recruitment Progress Report
2.1 Overseas Nurse Recruitment Progress January 2017 — August 2017
Key areas to note:

e The overseas recruitment campaign continues and between January 2017 and
August 2017, 30 overseas recruits arrived from India and 2 from Romania totalling
32 recruits in total. However, the EU Market has effectively dried up.

e Between January 2017 and August 2017 a total of 20 offers were made to overseas
nurses.

e There are currently 30 IELTS cleared Indian Nurses awaiting NMC decision letter to travel
to the Trust and commence employment, 17 of which were offered positions since
January 2017. It is anticipated that these nurses will begin to arrive during November
2017 to January 2018. The remaining 13 candidates were offered prior to January 2017
and are being queried as to their status with the agency that assisted in their recruitment
due to the length of time it is taking them to arrive.
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As a result of the increased cost of overseas recruitment brought about by the introduction
of the Immigration Skills Charge from April 2017, it is necessary to ensure an ongoing
review of the Trusts overseas recruitment to ensure that the appropriate standard and
volume of nurses can be recruited in the most cost effective way possible.

With this in mind, a review of the current value of the agreement that the Trust has with its
main international nursing agency is underway to ensure the best possible price for the
talent recruited from overseas is achieved. This review has resulted in a recently
resubmitted costing proposal, which includes proposals to source nurses from the domestic
market as well as the overseas market. It is anticipated that balancing the Trusts overseas
recruitment with the sourcing of domestic candidates will ensure that the required volume of
nurse recruitment can be maintained in an affordable way.

A proportion of the nurses that are being sought domestically will be overseas nurses that
have already worked in the UK. The utilisation of the ‘Best of Both Worlds’ microsite, which
has been developed in conjunction with neighbouring Hospitals and the University of
Northampton, which aims to attract health care professionals Northamptonshire will support
the aim to attract recruits from the domestic national market.

In addition to this and in order to maximise the Trusts recruitment sources, discussions
have also taken place with a number of permanent recruitment agencies including
recruitment consultancies based on the continent who may be able to provide us with Dutch
nurses who have relevant experience, although because of Brexit, it is unknown as to
whether this will reap any benefits.

Page 73 of 188



2.2 Local & National Recruitment Progress January 2017 and August 2017
Key areas to note:

e Between January 2017 and August 2017 a total of 46.11 (WTE) nurses started work
in core and specialist areas with the Trust through recruitment via NHS Jobs.

e Between January 2017 and August 2017 nursing capacity was increased by 5.10
WTE as a result of existing nurses increasing their hours.

e There are a total of 53 Qualified Nurses in clearance for core and specialist areas,
21 of whom have start dates.

2.3 Overall Nurse Recruitment Progress between January and August 2017
(Including overseas recruits)

Key areas to note:

e Between January 2017 and August 2017 overall nursing capacity increased through
new recruits and increases in hours by 94.21 WTE.

e Between January 2017 and August 2017 nursing capacity decreased through
leavers and decreases in hours by 97.56 WTE.

e Between January 2017 and June 2017 the establishment was uplifted by 6.86 wte
thus nursing capacity therefore saw a net decrease of 10.21 WTE.

As at August 2017, total nursing vacancies for core and specialist areas is 147.68 WTE.

A detailed Monthly Analysis of Recruitment, Attrition & Net gain/loss for months January 2017 to
August 2017 can found at Appendix 1.

3. Nurse Recruitment Initiatives
3.1 Recruitment fairs

¢ We have been arranging physical recruitment events which will include 2 RCN events in
Birmingham and Nottingham, and more recruitment open days here at NGH.

3.2 Brand Northamptonshire (Best of Both World’s)

e Brand Northamptonshire has now launched with great media attention. The Trusts
Director of Nursing, Midwifery and Patient Services has already given several interviews
and the Communications team are fully engaged. There have also been clips on the radio
describing the intent of the campaign.

3.3 Local Recruitment

e A recruitment consultancy has been engaged to establish if they are able to increase the
number of specialist nurse CV’s that are available to the Trust. Final feedback on the
initial trial resulted in two candidates being submitted. There has been a second trial
resulting in a further three candidates being put forward.

e The Clinical Resourcing & Planning Manager has been working with the Associate
Directors of Nursing and certain wards, which has resulted in the identification of an
opportunity to focus recruitment efforts on potential “feeder wards”, where staff are
incubated to more specialist wards. It will be important however to ensure that such areas
are celebrated as being learning/development wards, where managers are proud that
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they are developing the specialist workforce of the future rather than concerned that they
are losing staff.

The initial example was of a historical strong link of people moving from Dryden to the
Heart Centre. Joint open days and advertising are currently being arranged with a
Cardiology open day on the 23" September. By focussing on feeder departments, and
through the enhancement of retention strategies, it is anticipated that progress will be
possible with the recruitment issues of wards further along the career pathway.

Open days are featuring high on the list of activities for the Trust. A Trust wide open day
for Nursing took place on the 15" July 2017, which resulted in a total of 26 offers being
made for nursing positions. Another is planned for October 2017 and also for the early
New Year, 2018. In conjunction with nursing colleagues’ consideration of smaller area
specific recruitment open days for more specialist areas, such as one that took place for
Ophthalmology in May 2017 is underway.

A regular reporting mechanism that will detail all vacancies alongside recruitment activity
and positions out to advert within core and specialist areas is being developed.

Retention Update

In 2017, 3 overseas recruits had to be repatriated as a result of failing the OSCE
examination.

Turnover within the core and specialist areas stood at 88.39 wte plus a reduction in hours
of 9.17 wte meant a net loss 97.56 wte between January and August

Having been unable to successfully recruit to the vacant position of Nurse Retention
Manager since December 2016, the role has been redesigned to encompass staff
retention as a whole and also staff Reward. The redesign of this role has been undertaken
in order to attract a specialist candidate of the relevant background and expertise. This
approach did result in a stronger pool of candidates and the role has now been appointed
to and the successful candidate is due to commence in November 2017. To support this
broader role and the Clinical Resourcing & Planning role, a Recruitment and Retention
Officer role has also been introduced and appointed to with the successful candidate due
to commence in post in October 2017.

Assessment of Risk

As mentioned above, overseas recruitment is becoming more difficult and as a result of
the immigration skills charge the costs of doing so are rising. This difficulty in recruiting
from overseas is reflected in the recent report that there has been a 96% reduction in the
numbers of EU nurses applying for registration with the NMC. As a result of these factors
and in order to mitigate the risks associated with them, the work streams detailed in this
report are being actively pursued.

The delay in recruiting a Retention specialist has impacted upon the ability to fulfil a
necessary focus on staff retention.

Recommendations
The Committee is asked to note the report.
Next Steps

Actions will continue to be taken in line with the action plan.
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Northampton General Hospital NHS

NHS Trust

Report To

Public Trust Board

Date of Meeting

28 September 2017

Title of the Report

Operational Performance Report

Agenda item

12

Presenter of Report

Deborah Needham Chief Operating Officer / Deputy Chief
Executive

Author(s) of Report

Lead Directors & Deputies
Cancer — Sandra Neale
Urgent Care — Paul Saunders

Purpose

For Information & Assurance

Executive summary

The paper is presented to provide information and assurance to the committee on all national and local
performance targets via the integrated scorecard.

Each of the indicators which is Amber/red rated has an accompanying exception report

There is a separate report for both Urgent care and cancer performance

Related strategic aim and
corporate objective

Focus on quality & safety

Risk and assurance

Does the content of the report present any risks to the Trust or
consequently provide assurances on risks N

Risk of not delivering performance standards

Assaociated fines

Patient experience

Reputation

Related Board Assurance
Framework entries

BAF-1.2,3.1

Equality Analysis

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

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

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

Actions required by the Board
The Board is asked to:
¢ Note the performance report

e Seek areas for clarification
e Gain assurance on actions being taken to rectify adverse performance
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Northampton General Hospital NHS Trust Corporate Dashboard 2017-18

Corporate Scorecard
Glossary Targets & RAG

Indicator Target JUN-17 JUL-17 Indicator Target JUN-17 JUL-17 Indicator arget JUN-17 JUL-17

Mixed Sex Accommodation Stranded patients >=75yrs (LOS > 7 DAYS) <=45% Delayed transfer of care =23

>=90% Transfers: Patients moved between 10pm and 7am with a >=08%

Complaints responded to within agreed timescales Emergency re-admissions within 30 days (elective) <=3.5% risk assessment completed

Transfers: Patients transferred out of hours (between 10pm <=60
and 7am)

=509
Total deaths where a care plan is in place >=50% Emergency re-admissions within 30 days (non-elective) <=12%

Quality of Friends & Family Test % of patients who would recommend: >=86% Ward Moves (>2)

Care: Caring A&E Length of stay - All <=4.2 4.3 438
Friends & Family Test % of patients who would recommend: >=95.9% Ward Moves (>2) Context =0%
Inpatient/Daycase Maternity: C Section Rates - Total <27.1% 28.3% 29.0% 29.5%

Friends & Family Test % of patients who would recommend: >=96.5%
Maternity - Birth :

Friends & Family Test % of patients who would recommend: >=03.7%
Outpatients )

Dementia: Case finding >=90%
Crude Death Rates 1
Quality of

Care: Effective

Dementia: Initial diagnostic assessment >=90%

100
Number of falls (All harm levels) per 1000 bed days
Indicator JUN-17 JUL-17 - SHMI 100
% of patient less than 6 ks f o
gnostics: % of patients waiting less than 6 weeks for a 09 19 . . .
diagnostic test >=99.1% W_,_,_.oxm patients spending at least 90% of their time on the stroke >=80% RSA
A&E: Proportion of patients spending less than 4 hours in =959
A&E 95% Gl G Gt Suspected stroke patients given a CT within 1 hour of arrival >=50% MSSA
Ambulance handovers that waited over 30 mins and less <=5
than 60 mins # NoF - Fit patients operated on within 36 hours >=80% VTE Risk Assessment
Ambulance handovers that waited over 60 mins <=10 19 LOS > 7 Days <=45% Never event incidence

Average Ambulance handover times =15 mins Number of Serious Incidents Requiring Investigation (SIRI)

declared during the period

Indicator JUN-17 JUL-17 AUG-17

Operations: Number of patients not treated within 28 days of

last minute cancellations - non clinical reasons Harm Free Care (Safety Thermometer) >=94.1%

CIP Performance YTD (£000's)
Cancer: Percentage of 2 week GP referral to 1st outpatient
appointment

>=93%

Bank & Agency / Pay % <=7.5% Indicator Target  JUN-17  JUL17  AUG-7
Cancer: Percentage of 2 week GP referral to 1st outpatient -

breast symptoms >=93%

Income (£000's) >=0

>=90%

e I

>=85%

Job plans progressed to stage 2 sign-off

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

>=98%

Non Pay (£000's) >=0

Percentage of all trust staff with mandatory trai
compliance

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

=949 9
e Finance and Pay (£000's) >=0
Use of

Resources Surplus / Deficit (£000's)

Percentage of all trust staff with role specific training
compliance

81.8% 82.6% 83.9%
Cancer: Percentage of patients for second or subsequent
treatment treated within 31 days - surgery

>=94%

>=85% 84.1% 82.3%

Percentage of staff with annual appraisal

Cancer: Percentage of patients treated wif >=96% Salary Overpayments - Number

Sickness Rate <=3.8% 41%

Leadership &
Improvement
Capability

Cancer: Percentage of patients treated wif
Consultant Upgrade

>=85% Salary Overpayments - Value YTD (£000's)

Staff: Trust level vacancy rate - All <=9%

Waivers

Cancer: Percentage of patients treated wil

>=90%
referral from screening

Staff: Trust level vacancy rate - Medical Staff <=9%

Waivers which have breached

Cancer: Percentage of patients treated wif
referral to treatment of all cancers

in 62 days urgent

>=85%

Staff: Trust level vacancy rate - Other Staff <=9%

RTT over 52 weeks

Staff: Trust level vacancy rate - Registered Nursing Staff <=9%

RTT waiting times incomplete pathways >=92%

Turnover Rate <=10%

Run Date: 12/09/2017 16:04 Corporate Scorecard Run by: FrancisS
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Northampton General Hospital NHS|

NHS Trust

Northampton General Hospital NHS Trust

Corporate Scorecard

Delivering for patients:
2017/18 Accountability Framework for NHS trust boards

The corporate scorecard provides a holistic and integrated set of metrics closely aligned

between NHS Improvement and the CQC oversight measures used for identification and
intervention.

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

The arrows within this report are used to identify the changes within the last 3 months
reported, with exception reports provided for all measures which are Red, Amber or
seen to be deteriorating over this period even if they are scored as green or grey (no
target); identify possible issues before they become problems.

Each indicator which is highlighted as red has an accompanying exception report

highlighting the reasons for underperformance, actions to improve performance and
trajectory for the reminder of the year.
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NHS

Northampton General Hospital
NHS Trust

Report To

PUBLIC TRUST BOARD

Date of Meeting

28 September 2017

Title of the Report

Sustainability and Transformation Plan Update

Agenda item

13

Sponsoring Director

Chris Pallot, Director of Strategy & Partnerships

Author(s) of Report

Chris Pallot, Director of Strategy & Partnerships

Purpose

To provide an update on the Sustainability and
Transformation Plan (STP)

Executive summary

This paper provides an update on progress with implementing the STP in Northamptonshire
and is the same as that being presented to all organisations across the county. The paper was
originally presented to the Health and Wellbeing Board in August 2017 which will explain
references to that forum un the documents.

Related strategic aim and
corporate objective

Which strategic aim and corporate objective does this paper
relate to? Strengthen our Local Clinical Services

Risk and assurance

Does the content of the report present any risks to the Trust
or consequently provide assurances on risks: Yes

Related Board Assurance
Framework entries

BAF —3.1 and 3.2

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

Are there any legal/regulatory implications of the paper: No
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Actions required by the Trust Board/Committee

The Board to note the update
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STP Update Board Paper

August 2017

Date: August 2017 Item Number:

Title:

Northamptonshire Sustainability and Transformation Plan 2016-2021 for the Health
and Social Care System

Report Author:
Mike Coupe — STP Programme Director

Presented by:

Purpose/Summary:
Purpose: To update the Health and Wellbeing Board on progress in the further development and
implementation of the Northamptonshire Sustainability and Transformation Plan (STP).

Summary:

e Anoverview of the current status of the 16 STP projects is at Appendix 1. Good progress is being
made in the development of detailed plans supporting each project

e Recruitment of specialist programme and change management support is about to commence.
Total funding requirements in 2017/18 have been assessed at £1418k. Total funding currently
available is £1029k. The Programme Director and the Finance Group are assessing priorities

e NHS England has assessed the performance of the Northamptonshire health and social care system
as ‘4’: ‘needs most improvement’

e Angela Hillery has assumed responsibility as STP Lead

e The STP will now go through a ‘reset’.

STP projects

The July update to the Board confirmed that the 16 projects currently comprising the STP had been
grouped into four portfolios as follows:

Health & Wellbeing
- Building resilient communities through volunteering and social action
- Improving population mental health and wellbeing through social prescribing
- Systematic, personalised and proactive prevention at scale
- Clinical preventative services

Primary, Community & Social (PCS) Care
- Same day primary care
- Collaborative care teams
- Care homes
- Diabetes care package
- Intermediate care/ Community resilience/ Keeping you well at home
Acute & Secondary Care
- Escalation management and diversion
- Internal flow
- Effective discharges
- Rheumatology
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- Dermatology

- Cardiology
Orthopaedics

- Pathology
Ophthalmology

System Development
- Accountable Care System
- Strategic commissioning
- Consolidation of back office functions

A RAG rated assessment of progress against plan and a brief commentary is at Appendix 1.

Where appropriate, business cases to support the roll out of projects are in preparation with a view to their
feeding into the contracting, budgeting and business planning cycle for 2018/19.

Programme budget

The STP Finance Group submitted to the July STP Programme Board a paper which proposed a programme
budget for 2017/18 and the two following financial years as follows:

2017/18 £1418k
2018/19 £1820k
2019/20 £1820k

Total funding identified for 2017/18 is £1029k. Recruitment of specialist programme and change
management support is about to commence. The Programme Director and the Finance Group are currently
assessing priorities.

NHS England STP Progress Assessment

NHS England has assessed the operational performance of the 44 health and social care systems within
each STP footprint. The assessment rates each system against 9 domains:

e Emergency care — four hour standard

e Elective care — 18 week standard

e Safety — healthcare associated infections and special measures
e General practice —improving access

e Mental health —improving access

e Cancer —improving access

e Prevention — unnecessary hospital stays

e System wide leadership — partnership working

e Finance — system control totals.

The data for Northamptonshire is at Appendix 2. Data from other systems allowing a comparison of
performance is not available.

Each system is placed in one of four bandings:

e 1-outstanding

e 2 —advanced

e 3 —making progress

e 4 —needs most improvement.
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Northamptonshire has been placed in band 4 ie needs most improvement.
STP management and development

Angela Hillery, CEO of Northamptonshire Healthcare Foundation Trust, has assumed responsibility as STP
Lead.

Regulators require all STPs to provide the vehicle for delivering/ reporting progress on the national
priorities identified in the 5YFW Next Steps report (primary care, urgent & emergency care, mental health,
elective care and cancer).

It should be anticipated, therefore, that the STP will go through a ‘reset’.

Further detail will be provided as and when it is available.

Lead Partners:

All Northamptonshire health and social care commissioners and providers.

Financial Implications:

Finance leads from partner organisations have completed the update of the ‘do nothing’ scenario deficit:
the October 2016 submission identified a potential financial gap of £230m by 2020/21 assuming a do
nothing scenario; the updated figure is £195m.

Risks:

As reported to the July Board, a formal risk and issues log will be developed as part of the mobilisation
phase of the programme.

In the interim, the STP remains at risk from a common set of issues affecting all strategic change
management programmes:

e Lack of project management and change management resources
e Varying levels of commitment across the programme
e Lack of staff engagement and ownership

The progress reported in this update has served to reduce some of these risks. The level of risk will be
further reduced through the work on the reset.

Recommendations:

The Health and Wellbeing Board is asked to note the contents of this report.
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Data Sources

Indicators

Reference
Description Numerator Denominator Time period

date

The overall performance rating provides a summary categorisation for the STP based on a weighted sum
of the indicators below. The transformation indicators are combined and given a weighting of 50%, with

Overall performance Overall STP assessment N/A N/A N/A N/A N/A
v pertor / / H H / the combined remaining indicators also weighted 50%. Further detail on the methods applied is available
in the supporting technical guidance.
Percentage of patients Total number of patients who have a total
f ime in A&E within 4 h fi ival Total f A&E | f
admitted, transferred or time in A&E within 4 hours from arrival to otal number of A&E attendances (all types of 2016/17 year-end Mar-17 Unify collection

discharged from A&E 4 admission, transfer or discharge (all types of ~ A&E)
hours A&E)

Patients waiting 18 weeks or
RTT waiting times less from referral to hospital
treatment

Number of incomplete pathways within 18 Total number of incomplete pathways at the

2016/17 -end Mar-17 Uni lectit
weeks at the end of the reporting period end of the reporting period. /17 year-en ar nify collection

Providers in special measures are attributed to the lead commissioner. The following Trusts were in
special measures as at July 2017:
Colchester University Hospitals NHSFT; Barts Health NHST; East Sussex Healthcare NHST; West Herts

N/A N/A Latest available Jul-17 NHSI NHST; London Ambulance Service NHST; Walsall Healthcare NHST; Brighton and Sussex University
Hospitals NHST; SE Coast Ambulance Service NHSFT; The Princess Alexandra NHST; St George's University
Hospital NHSFT; Isle of Wight NHST; Northern Lincs and Goole NHSFT; United Lincs NHST; Kettering
General NHSFT

PHE's fingertips , AMR
Number of cases of each infection Emergency bed days in acute trusts Annual 2016/17 local indicators data for  MRSA and Cdiff scores are averaged to provide a single HCAI score per STP
acute trusts in England

Health Care Acquired Cases of MRSA per 100,000
nfections - MRSA acute trust bed days

PHE's fingertips , AMR
acute trusts Annual 2016/17 local indicators data for
acute trusts in England

Health Care Acquired Cases of c-difficile per 100,000
nfections - Cdiff acute trust bed days

Number of cases of each infection Emergency bed day: f scores are averaged to provide a single HCAI score per STP

Data from the most

Access to extended Extended access to primary The number of practices which meet the The total number of active GP practices in the NHS England statistics

access appointments care services STP at the time of collection. recent c..&:::m_ Mar-17 (GP extended access)
publication
Patient satisfaction with 2:.3@9 oﬁ. Emuoim:ﬁm . Sum of patients very satisfied or fairly satisfied Total ﬂmmuojmmm ( m.. patients who did not . L . . . . .
satisfied with their GP pra with opening times complete this question were excluded from the Annual Jul-17 GP patient survey Data used is in weighted form. For more information see https://gp-patient.co.uk/fag/weighted-data
opening times denominator).
(The number of people who have completed
The number of people who have completed  treatment within the reporting quarter, having
treatment having attended at least two attended at least two treatment contacts)
Improving Access to treatment contacts and are moving to minus (The number of people who have Rolling average for
IAPT recovery rate Psychological Therapies recovery (those who at initial assessment completed treatment not at clinical caseness at most recent financial Q4 2016/17 NHS Digital

recovery rate achieved "caseness” and at final session al assessment) This is calculated using the  quarter
not). This is the following data field from the  following data fields from the monthly /
monthly / quarterly csv files Recovery quarterly csv files FinishedCourseTreatment -
Notcaseness

People with first episode of
P P The number of people referred to the service

psychosis starting treatment I . . . The number of people referred to the service 12 month rolling
experiencing first episode psychosis or at “risk ) ) . . - . .
EIP two week wait with a NICE-recommended a o experiencing first episode psychosis or at ‘risk  average due to smal 2016/17 Unify collection
mental state’ that start treatment within 2 L
package of care treated within mental state’ in the last 12 months numbers

weeks of referral in the last three months.
2 weeks of referral

All new cases of cancer diagnosed at any stage

Cases of cancer diagnosed at stage 1 or 2, for
or unknown stage, for the specific cancer sites,

the specific cancer sites, morphologies and

. . morphologies and behaviour: invasive Data from the most
9 of cancers Cancers diagnosed atearly  behaviour: invasive malignancies of breast, pholog Public Health England,
N malignancies of breast, prostate, colorectal, recent annual 2015
stage 1 or 2 stage prostate, colorectal, lung, bladder, kidney, . data published 2017
N lung, bladder, kidney, ovary, uterus, non- publication
ovary, uterus, non-Hodgkin lymphomas, and . . )
N N . Hodgkin lymphomas, and invasive melanomas
invasive melanomas of skin £ ski
of skin

People with urgent GP referral  The number of people with an urgent GP

The total ber of le with tGP  Rolli f
having first definitive referral for suspected cancer who received © total number of people With an urgen olling average for

referral for suspected cancer who were treated most recent financial Q4 2016/17 Unify collection

treatment for cancer within 62  first treatment for cancer within 62 days in the
in the reporting period quarter
days of referral reporting period
N/A because data the form of a score out Data from the most ) ) The _‘mm.:_m m_‘w case-mix adjusted on mm:n.m_‘ types Erm:.?oB a 38-type categorisation. ) )
Cancer Patient . . A Patient experience Cumbria CCG is split across two STPs but it was not possible to match 16 (approx. 2%) of its observations
Cancer patient experience of 10 (mean and 95% confidence intervals for N/A see numerator recent annual 2015 3 )
experience ) survey to either STP. Mapping for these postcodes was not possible so these observations were dropped from
each STP) publication -
the estimation.
Total
otal emergency spells per Total emergency spells Registered population Annual figures 2016/17 SUS (tNR) Directly standardised by age and sex to the England 2015 population
10,000 population
Ei bed d 10,000
Emergency Bed days mergency bed cays per 10, Emergency bed days Registered population Annual figures 2016/17 SUS (tNR) Directly standardised by age and sex to the England 2015 population

population

Delayed transfers of care
(delayed days) for all reasons  Number of delayed days (for all reasons) Resident population
per 100,000 population

Rolling quarterly
average

2016/17 NHSE statistics (DTOC)

System leadership assessments indicate the extent to which areas are working effectively to deliver
system-level integration. They provide a holistic view of STP leadership performance and capacity,
system-level planning, and engagement with communities, service users and staff.
Advanced systems have the strongest system leadership, with organisations working well together at the
system level and aligned behind a clear vision and plan.

N/A N/A ad hoc data collection Jun-17 NHS England Established systems are working together at the system level, with organisations aware of the
importance of effective system-level working and taking action to drive integration.
Developing systems still work largely at the organisational level, but co-operate to achieve shared system
level goals.
Early systems may have a history of challenged relationships between organisations, and it may be too

early to determine the impact of recent leadership changes.

Positive % indicates that the CCG has outperformed the control total set by NHS England / Improvement,

STP financial performance Aggregate CCG revenue resource limit (ie the shown as a % of the total resource available. i.e they have achieved a higher surplus, or a lower def
CCG/Trust aggregated P Aggregate CCG and provider over/under B8res: 2016/17 year-end Month 12 . .w\ . ¥ g plus,
against control total . amount of money available to provide NHS England Negative % indicates that the CCG has underperformed the control total set by NHS England /
Total performance against control total (£) ) position 2016/17 .
healthcare for the population of the STP) (£) Improvement, shown as a % of the total resource available. i.e they have achieved a lower surplus, or a
larger deficit.
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s - |[E85 s 3|([g LT e S |2 g|l2x8|t 8| ¥ I cs|lgg|l 8|3 8 % g =
< & |32 8la E|xT E|x E s |[£S|EL |8 & x4 S |8 gla B8] 2|l ¢g & o ¢
STP O<m_‘m= UQ:OHBNBON Mar-17 Mar-17 May-17 2016/17 2016/17 Mar-17 Jul-17 Q4 2016/17 2016/17 2015 Q4 2016/17 2015 2016/17 | 2016/17 | 2016/17 Jun-17 2016/17
Northamptonshire Category 4 - needs most improvement 84.1%| 84.9%|Yes 0.0 8.9 0.0%| 74.8% 39.9%| 96.1%| 56.8%| 79.2% 8.5 112| 589| 12,063|4 - Early -0.3%

* indicates shadow Accountable Care System (ACS), or contains an ACS, or is a devolved system

Notes

. Percentage of patients admitted, transferred or discharged from A&E within 4 hours
. Patients waiting 18 weeks or less from referral to hospital treatment

NHS providers in special measures within the STP boundaries

Cases of MRSA per 100,000 acute trust bed days

Cases of c-difficile per 100,000 acute trust bed days

Percentage of general practices meeting minimum access requirements

Number of respondents satisfied with their GP practice opening times

Percentage of IAPT patients recovering following at least two treatment contacts

© PN e n AW N e

People with first episode of psychosis starting treatment with a NICE-recommended package of care treated within 2 weeks of referral

[
o

. Percentage of cancers diagnosed at early stage

-
=

. People with urgent GP referral having first definitive treatment for cancer within 62 days of referral
12. Average cancer patient experience, case-mix adjusted

13. Total emergency spells per 10,000 population, age-sex standardised

14. Emergency bed days per 10,000 population, age-sex standardised

15. Delayed transfers of care (delayed days) for all reasons per 100,000 population

16. System leadership status

17. CCG/Trust combined surplus or deficit vs. total resource available (control total)
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STP UPDATE: AUGUST 2017

PROGRAMME SUMMARY: The overall delivery status (process) is positive and significant progress
has been made this month on programme planning.

Project Name

Update as at 11 August 2017

RAG

Health and Wellbeing

Building resilient
communities through
volunteering and social
action

VCSE Common Assurance Process - Project launch meeting held
and PID drafting commenced

Volunteer link - Business Plan considered by STP Board and
referred as test case for DoFs and Clinical Leaders review and
approval

Improving population
mental health and
wellbeing though social
prescribing

Social Prescribing Model - Business Plan considered by STP Board
and referred as test case for DoFs and Clinical Leaders review and
approval; Development of Social Impact Bond Expression of
Interest to 'Life Chances Fund' commenced alongside stakeholder
discussions; Socialisation approach around Social Prescribing
policy statement for Northamptonshire drafted and stakeholder
power and influence assessment being undertaken; Initial set of
Social Prescribing presentation materials finalised

Systematic personalised
and proactive
presentations at scales

County-wide prevention programmes & MECC - Business Plan
considered by STP Board and referred as test case for DoFs and
Clinical Leaders review and approval; initial discussions held with
Districts and Boroughs representative around integrated
approach to meeting citizens needs

Sustainable Development Unit - Local Digital Roadmap liaison
with NSDU mapped; web pages/micro site for Unit
communications being explored

Social Marketing - Business Plan considered by STP Board and
referred as test case for DoFs and Clinical Leaders review and
approval; Approach around hypertension under development
Behaviour Change - No further work over the period, but will
become element of social marketing approach

Clinical preventative
services

Optimising clinical care - Business Plan considered by STP Board
and referred as test case for DoFs and Clinical Leaders review and
approval

Supporting new diagnoses of LTCs - Business Plan considered by
STP Board and referred as test case for DoFs and Clinical Leaders
review and approval

Primary, Community
and Social Care

Same day primary care

The teams are currently rolling out across the GP federations. The
team are supporting the development of the Business Case

Collaborative care team

MDT arrangements have been agreed by the GP Federations.

Care home

Initiative to be managed under the CCG governance
arrangements. The team are supporting the development of the
Business Case
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Diabetes care package

Transformation funding agree by NHS England for the project.
The team are supporting the development of the Business Case

Intermediate care

Project Initiative document developed further work continues to
develop the case for change, agree clinical model and benefits
realisation. The team are supporting the development of the
Business Case

Acute & Secondary Care

Inflow Project continues to develop work stream project
documentation. Supprting development of Business Case

Internal flow Trusts continue to deliver on the work streams with the project.
Supporting development of business case.

Outflow BCF alignment underway with outflow workstreams. Supporting

development of Business Case

Rheumatology

The teams have developed the referral protocols and will pilot
these in order for them to form part of the MSK hub from
December 2017.

Dermatology

GPwSI training has been confirmed and an expression of interest
document for GPs to sign up to be part of the integrated
community dermatology service has been issued to all GPs.

Cardiology

The business plan is being developed for the service and a series
of business cases will be developed to support implementation.
The first will be Cardiac MRI, Cardiac CT and heart failure.

Orthopaedics

National guidance has been issued to the CCGs to establish and
MSK service by December 2017. A PID has been completed and
submitted to NHSE. Programme management arrangements
have been confirmed and work is ongoing to complete a business
case by the end of September based on the extensive work
already carried out by the orthopaedic teams. Finance model to
be confirmed by DoFs.

Ophthalmology

A draft PID has been created and formed the basis of clinical
discussion with CCG clinicians and acute teams in June 2017. The
programme will consist of implementation of a series of
pathways with the aim of easing pressure on acute services given
year-on-year growth in activity and spend for the system. The
programme will commence with 2017/18 planning for PEARS
(Primary Eye Assessment and Referral Scheme) — known as MECS
(minor eye conditions service elsewhere) where patients will be
referred to a single point for minor eye conditions and where
appropriate, directed to an accredited Optometrist for
assessment and treatment in the community

Pathology

The teams continue to work on the regional IT procurement and
agreeing the model for Northamptonshire.

System Development
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Accountable care

system

Project is being redefined

N/A

Consolidation of back

office functions

Work across NGH, KGH and NHFT being driven by Trust DoFs
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NHS!

Northampton General Hospital
NHS Trust

Report To PUBLIC TRUST BOARD
Date of Meeting 28™ September 2017
Title of the Report EPRR Self-Assessment Assurance Report
Agenda item 14
Presenter of Report Deborah Needham
Chief Operating Officer/Deputy CEO
Author(s) of Report Jeremy Meadows
Head of Resilience & Business Continuity
Purpose For information/awareness.

Executive summary

To provide an update of the EPRR self-assessment undertaken in August 2017 and progress against
the NHS England Core Standards.

As an acute provider of NHS Funded Care, the Trust is required to be able to plan for and respond to a
wide range of emergencies and business continuity incidents that could affect health or patient safety.
These could be anything from severe weather to an infectious disease outbreak or a major transport
accident. Under the Civil Contingencies Act (2004), NHS organisations and providers of NHS funded
care must show that they can effectively respond to emergencies and business continuity incidents
while maintaining services to patients. This is referred to as ‘emergency preparedness, resilience and
response’ (EPRR).

The NHS England Core Standards for EPRR are the minimum standards which NHS organisations and
providers of NHS funded care must meet.

The following is a summary of the Trust’s self-assessment against these requirements and governs the
work plan for the next 12 months.

Related strategic aim and Strategic aim 1 —focus on quality and safety
corporate objective

Risk and assurance Does the content of the report present any risks to the Trust or
consequently provide assurances on risks (Y)

Related Board Assurance BAF 1.6
Framework entries
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NHS!

Northampton General Hospital
NHS Trust

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 (N)

Actions required by the Board

The Board is asked to:

¢ To note the contents of this paper.
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NHS!

Northampton General Hospital
NHS Trust

Trust Board
28" September 2017
EPRR Self-Assessment Assurance Report

1. Introduction

Emergency Preparedness, Resilience and Response (EPRR) is key to ensuring
that the Trust is able to respond to a variety of incidents whilst continuing to provide
its essential services. The Civil Contingencies Act (CCA, 2004) places a number of
statutory duties on the Trust as a Category 1 Responder. These duties include:

. Risk assessments to inform contingency planning

. Emergency planning

. Business continuity planning

. Co-operation with other responders

. Information sharing with other responders

. Warning, informing and advising the public in the event of an emergency.

As an acute provider of NHS Funded Care, the Trust is required to carry out self-
assessment against the NHS England Core Standards, and evidence appropriate
planning and response mechanisms for a wide range of emergencies and business
continuity incidents. These requirements are set out by the Civil Contingencies Act
(2004) and NHS England’s Emergency Preparedness, Resilience and Response
(EPRR) Framework (2015).

2. Criteria for assessment of Core standards
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The past 12 months have resulted in continued improvement in the implementation
and development of emergency planning within the Trust. Key areas of
improvement for 2017 have been the increase in number of staff that have
undertaken training and exercising events in relation to incident response, and the
recent ratification of the Corporate Major Incident Plan and Whole-site evacuation
plan.

A robust and stringent process with Executive and Senior Management
engagement has been followed to complete the self-assessment exercise to ensure
that the results provide a true reflection of the Trust’'s overall position against the
NHS Core Standard for Emergency Preparedness, Resilience and Response.

The Trust is required to benchmark each theme against the following compliance
levels:

e Fully Compliant
e Partially Compliant
¢ Non-Compliant

The table below provides an overview of the Trust's position against the Core

Standard which is described through a series of 46 criteria: (2016-17 comparison is
shown in brackets)
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Analysis shows a noteworthy improvement in the Trust's position compared to last

year's assessment.

Table 1 below shows the current position of the Trust against the core standards. It

shows that the Trust is compliant with 100% of the standards.

Table 1: NGH Core Standards Review 2017.

All EPRR CBRN Governance
Standards Standards Standards Deep Dive
Total % Total % Total % Total %
GREEN = Fully compliant 99 | 100% | 46 |100% | 47 |100%| 6 |100%
with core standard.
AMBER = Not compliant but
evidence of progress and in
the EPRR work plan for the 0 0 0 0% 0 0% 0 0%
next 12 months.
RED = Not compliant with
core standard and not in the
EPRR work plan within the 0 0% 0 0% 0 0% 0 0%
next 12 months.
Number of : % of Overall
Theme Criteria Compliance Level Compliance
Fully 4
Governance 4 Partial - 100% (100%)
Non-Compliant -
Fully 3
Duty to assess risk 3 Partial - 100% (100%)
Non-Compliant -
Duty to maintain plans — Fully 20
emergency plans and 20 Partial - 100% (75%)
business continuity plans Non-Compliant =
Fully 7
Command and Control (C2) [ Partial - 100% (57%)
Non-Compliant -
Duty to communicate with Fully 2
the public 2 Partial - 100% (100%)
Non-Compliant =
. : Fully 1
Information Sharing — -
mandatory requirer%ents 1 Partial . : 100% (100%)
Non-Compliant -
Fully 5
Co-operation 5 Partial - 100% (100%)
Non-Compliant =
Fully 4
Training and Exercising 4 Partial - 100% (25%)

Non-Compliant
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Number of % of Overall

Theme Criteria Compliance Level Compliance

Fully 6
Governance 6 Partial - 100%
Non-Compliant -

The topic of this year’s ‘Deep Dive’ element is Governance. It is deemed that the Trust is
fully compliant with the six core standards as the result of:
e Publication of the results of the 2016/17 assurance process.
¢ Identification of a non-executive director who formally holds the EPRR portfolio.
The Trust having an internal group that oversees and drives the internal work of the
EPRR function.
o AEO attendance at the Local Health Resilience Partnership meetings

Number of : % of Overall
Criteria G Compliance

CBRN (Chemical, Fully 5

Theme

Biological, Radiological & [ Partial - 100% (100%)
Nuclear) Preparedness Non-Compliant =
Fully 5
Decontamination 5 Partial - 100% (60%)
Equipment Non-Compliant -
Fully 4 =
Training 4 Partial - 100% (100%) Qo
Non-Compliant - (:,;
Fully 33 o
Equipment 33 Partial - 100% (100%) O
Non-Compliant - LICJ

Following sign-off by the Trust Board, the self-assessment will be for formally assessed by
NHS England at the Assurance Panel on the 27" September.

On the basis of the Self-Assessment, the Trust will be declaring an overall rating of Fully
Compliant, with 100% (up on 84% 2016-17) of all criteria being Fully Compliant. The
definitions of full, substantial, partial and non-compliance are included below for
awareness.
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Compliance Level Evaluation and Testing Conclusion

Arrangements are in place that appropriately addresses all
the core standards that the organisation is expected to
achieve. The Board has agreed with this position statement.

Substantial Arrangements are in place however they do not
appropriately address one to five of the core standards that
the organisation is expected to achieve. A work plan isin
place that the Board has agreed.

Partial Arrangements are in place, however they do not
appropriately address six to ten of the core standards that
the organisation is expected to achieve. Awork planisin
place that the Board has agreed.

Arrangements in place do not appropriately address 11 or
more core standards that the organisation is expected to
achieve. A work plan has been agreed by the Board and
will be monitored on a quarterly basis in order to
demonstrate future compliance.

* Should an organisation be non-compliant the LHRP will regularly monitor progress throughout the
year until itis has attained an agreed level of compliance.

The 3 main areas of improvement over the past 12 months, with a brief overview of each
area, are listed below:

Duty to maintain plans —emergency plans and business continuity plans:

An area that has seen an improvement over the past 12 months is the ratification of a
number of key plans. The Corporate Major Incident plan is the foundation of the Trust’s
incident response plans. This year it was updated as part of its annual review, in line with
latest guidance and to reflect the latest reconfigurations within the Trust.

In extreme situations it may become necessary to evacuate parts of, or the whole of the
hospital site to safeguard the health and wellbeing of patients, staff and visitors. Following
work with Kettering General Hospital and Northamptonshire County Council, the Trust’s
evacuation plan has also been ratified, and details how we could evacuate and temporarily
relocate a large number of patients, staff and visitors.

Work is ongoing to ensure that all policies and plans are aligned internally and externally
with partner organisations though appropriate representation and involvement with
multiagency groups including the Local Resilience Forum and Local Health Resilience
Partnership. As part of the update requirements, plans are being reviewed and updated in
accordance with current guidance. A number of plans remain under review; however, in
line with the review schedule, the current plans remain fit for purpose in ensuring the Trust
is able to respond to the appropriate scenario.

Training and Exercising:

Following the increase of the national threat level as a result of the London and
Manchester terrorist attacks, daily major incident training sessions were held for Gold,
Silver and Bronze commanders. These have subsequently been reduced to fortnightly
sessions to ensure ongoing awareness and attendance.

The Head of Resilience is working with ED to deliver quarterly CBRN decontamination
training sessions in order to support the response required to a potential incident.

To ensure that appropriate training and exercising of staff and procedures is undertaken,
where appropriate, staff are encouraged to attend multi-agency training and exercising.
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Command and Control (C2): A key area that has seen an improvement over the past 12
months is ensuring all staff fulfilling Incident Management roles have received appropriate
training. Attendance at Local Resilience Forum (LRF) run strategic and tactical leadership
training is encouraged for individuals expected to fulfil these roles. Presentation materials
from these courses are used as a basis for in-house delivered training sessions.

A number of live incidents have seen the Trust instigate its Command and Control
arrangements, meaning response staff have hands-on experience of their roles. A Training
and Exercising plan has been developed to address any shortfalls not covered above, with
training following a rolling 12 month cycle.

3. Summary

Based on the evidence above, the Trust should be assured that measures are in place to
adequately respond to incidents. The Emergency Planning and Business Continuity
function has observed a marked improvement over the past few years and this has seen
an improvement in the Trust’'s capabilities to plan for and respond to a major incident or
failure in business continuity.

The recent cyber-attack has highlighted the Trust's ability to perform in accordance with
the Command and Control structure, maintaining a focus on patient safety and providing
the best possible care.

The emergency planning cycle will continue to determine the emergency planning and
business continuity work plan for 2017-18. The key areas that will be prioritised within the
next 12 months will continue to be Major Incident and Business Continuity planning and
training & exercising, with an ongoing review of plans and close working with external
stakeholders. A multi-agency Live exercise is being planned for Spring 2018.

-
(D)
S
S
7

o
O
c

Ll

To provide further reassurance the Emergency Planning and Business Continuity Team
will continue to engage with clinical and corporate teams to ensure the work programme is
delivered to a high standard and timescale.

It is clearly visible that the current programme is maturing year-on-year. The Trust aims to
maintain compliance against the EPRR Core Standard Framework within the next 12
months.

4. Recommendation
The Board is asked to note the contents of the report
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Actions required by the Trust Board

The Board is asked to note and approve the content of this report.
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Best Possible Care Status

1. Introduction

The purpose of this paper is to recommend Cedar Ward for Best Possible Care status,
following 3 successful, consecutive Assessment & Accreditation visits and a successful Best
Possible Care Panel.

2. Background Information

The Assessment and Accreditation framework is designed around fifteen standards and aligns
with the CQC essential standards. Each standard is subdivided into elements of Environment,
Care and Leadership and also incorporates national performance indicators as well as local
indicators developed from lesson learned arising from complaints, concerns, adverse and
quality improvement work

The assessment process is undertaken by the Nursing and Quality Matrons who act as quasi
external assessors. Each ward is assessed against the fifteen standards with each standard
being RAG rated individually and when combined, an overall ward RAG rating produced. The
re-assessment of the wards is dependent on the overall improvement and subsequent RAG
(Table 1).

The Ward Sister/ Charge Nurse, Matron and Associate Director of Nursing (ADNS) are
responsible for formulating a ward improvement plan, ensure that it is tracked and
disseminated to all members of the ward team. The results and action plans from the
assessment contribute to individual service reviews, and the data collated as a whole will
provide the Trust Board with comprehensive information regarding care delivery within the
organisation.

For a ward/area to be recommended for consideration to a panel for Best Possible Care they
must have achieved Green Status on 3 consecutive occasions thus demonstration
sustainability in delivering high standards of care. The ward/area will then formally apply for
‘Best Possible Care’ Status

Table 1: RAG Criteria

6 red standards Reassess in 2 months

Amber 3-5 red standards Reassess in 4 months

2 red standards and 8 or
more green standards

Standard 15 must be
green

Reassess in 6 months

. 3 consecutive green .
Best Possible Care Ward assessments Reassess in 12 months
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3. Best Possible Care

When a ward/area has achieved green status on 3 consecutive occasions the ward/area will
submit an application form and a portfolio of evidence to the Nursing and Quality Matrons
within 6 weeks of their last assessment. Once the submission is accepted the panel will
convene within 4 weeks.

The panel review will consist of the following elements:

e Examination of a portfolio of evidence submitted by the ward. Ward team
presentation to panel with a focus on achievements and sustainability.

e Panel questions to ward team post presentation/at interview.

e Panel visit to ward

The panel will be chaired by the Director of Nursing and will include:

e Chief Executive

e Associate Directors of Nursing

¢ Non-Executive Directors

e Matrons (from other divisions than the ward applying for ‘Best Possible Care’ status)
e Representation from the University of Northampton (UCN)

e Representation from the CCG( Deputy Director of Quality) /NHSI/NHSE

¢ Representation from a Patient Family Partner

Panel decision options:

¢ Torecommend the ward/area to the Trust Board for ‘Best Possible Care’ Status.

e To refuse to recommend the ward/area to the Trust Board for ‘Best Possible Care’
status.

e To defer the decision for a set timeframe

The final decision to grant ‘Best Possible Care’ status will be made by the Trust Board.
Wards that achieve Best Possible Care Status will be reassessed in 12 months.

Process Flow Chart (Appendix 1)

4. Cedar Ward

Cedar Ward were initially assessed in June 2016 and achieved a green rating. This was
followed by further green assessments in December 2016 and July 2017 (Table 2 below).

Table 2

Standard 1 2 3 4 5 6 7 8 9 10 | 11 (12 | 13 | 14 | 15
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Cedar Ward applied for Best Possible Care status in August 2017 and a panel convened in
September 2017. The Cedar ward team presented formally to the panel as to why they
should receive Best Possible Care status and their plans for sustainability.

In addition the panel received an extensive portfolio of evidence developed around key
performance indicators, detailed in Appendix 2. Cedar ward were asked a series of questions

by the panel related to the process, portfolio and presentation. The panel visited the ward to
see the improvements “in action”.

5. Recommendation

The panel would like to make a formal recommendation to the Trust Board to award Cedar
ward Best Possible Care status.
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Appendix 1 - BEST POSSIBLE CARE ACCREDITATION FLOW CHART
Ward Achieves 3 Consecutive
Greens
Ward Completes Application Form
Ward Develops Portfolio of Ward Prepares Presentation for
Evidence — Focus on Panel — Focus on sustainability
achievements

; /

Ward Presentation to Panel and
Interview

Panel to Visit Ward

Panel Decision

v \

Refused Granted Deferred

/ AN

Ward Reassessed in line with Panel to reconvene in set

process timeframe

Ward/area is recommended to the
Trust Board for ‘Best Possible
Care’ Accreditation
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Appendix 2 Essential Elements of Portfolio of Evidence

Please provide supporting evidence within Panel Comments
your portfolio. The evidence must cover a
period no less than 12 months

1. Structure and hierarchy of the team

2. Patient Experience
e FFT
¢ Right time survey
e Realtime survey

3. Complaints and PALS concerns numbers
and themes

4. Number of incidents (Datix) and
themes

5. Safeguarding
e Numbers
e Themes

6. Serious Incidents — Numbers and themes

~

Incidents of Pressure Ulcers and themes

8. Infection Prevention
MRSA bacteraemias
MRSA acquisitions
Clostridium difficile
CRUTI

Other?

HHOT

HIl

Environmental audits

9. Falls with harms
e Numbers
e Themes

10. Safety Thermometer data

11. Nursing Quality Care Indicators and
themes

12. Training data
e Mandatory
¢ Role Specific

13. Appraisal rates

14. Patient length of stay

15. Quality Improvement initiatives
e Collaborative involvement

16. Safety
e Late Observations
¢ Number of cardiac arrests
e Number of peri arrests

17. Ward testimonies
e (1 patient,1 Consultant,1 AHP)

18. Finance
e Budget statements

19. Roster Metrics
e Sickness/absence rates
e Use of temporary staffing

20. Presentation
e How the ward will sustain
‘Best Possible Care’ Status
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Executive summary
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Related strategic aim and
corporate objective

N/A

Risk and assurance

This report provides assurance to the Board in respect to
compliance with Standing Orders and the Trust’'s Standards of
Business Policy

Related Board Assurance
Framework entries

N/A

Equality Analysis

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

Is there potential, for or evidence that, the proposed
decision/document will affect different protected
groups/characteristics differently (including possibly discriminating
against certain groups/protected characteristics)? (/N)
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Legal implications / This report provides the Board with information on a range of
regulatory requirements corporate governance matters and in particular includes formal
reporting on the Use of the Trust Seal pursuant to the Trust’s
Standing order 12.3

Actions required by the Trust Board

The Trust Board is asked to:
e To note the Use of the Seal, numbers of staff declarations and new declarations of
interest by Trust Board members
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Introduction

This report provides the Board with information on a range of corporate governance matters and in

particular includes formal reporting on the Use of the Trust Seal pursuant to the Trust’s Standing
order 12.3.

Use of the Trust Seal

The Trust's Standing Orders require that periodic reports are made to the Board detailing the use of
the Trust's Seal. The Seal will generally be used for contracts in excess of the financial limits
delegated to the Chief Executive under the Standing Financial Instructions, and for property
matters, including disposals, acquisitions and leases.

The seal has been not been used during Quarter 1 2017/18

Declarations of Hospitality

Staff within the Trust are required by the Standards of Business conduct Policy to declare any
hospitality and/or gifts received.

Staff are given regular reminders through Trust communication mechanisms regarding their
liabilities in respect to the requirements of this policy.

e 1% April — 30" June 2017: 16 declarations received
(This includes declarations from departments where lunch has been provided during an
educational session and may involve a group of staff but is counted as a single declaration)

Previous numbers

Time period Number of declarations
Q4 2016/17 17
Q3 2016/17 49
Q2 2016/17 30
Q1 2016/17 15

Declarations of Interest

No updates received
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Executive summary

This annual report provides a summary of the performance and developments related to Infection
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Related strategic aim and
corporate objective

Corporate Objective 1 — Focus on Quality & Safety

Risk and assurance

Provides assurance on risks

Related Board Assurance
Framework entries

BAF-1.1,1.2,13

Equality Analysis

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

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

Equality Impact Assessment

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

Legal implications / Are there any legal/regulatory implications of the paper?
regulatory requirements Yes, to provide assurance in relation to the Health Act 2008
(Updated Check) and Social Care Act.

Group
The Group is asked to note the content of this annual report and to support the work plan moving

forward.
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1 Introduction

This is a two-part document; a report on the developments and performance related to Infection Prevention
and Control (IPC) during 2016/17 and the broad plan of work for 2017/18 to support reducing the risk of
healthcare associated infections (HCAIs). The report outlines the challenges faced in-year 2016/17 and the
Trusts’ approach to reducing the risk of HCAI.

A zero-tolerance approach continues to be taken by the Trust towards all avoidable HCAIs. Good IPC
practice is essential to ensure that people who use the Trust services receive safe and effective care.
Effective IPC practices must be part of everyday practice and be applied consistently by everyone. The
publication of the IPC Annual Report is a requirement to demonstrate good governance and public
accountability.

The report acknowledges the hard work and diligence of all grades of staff, clinical and non-clinical who
play a vital role in improving the quality of patient and stakeholders experience as well as helping to reduce
the risk of infections. Additionally, the Trust continues to work collaboratively with a number of outside
agencies as part of its IPC and governance arrangements in particular NHS Nene & NHS Corby Clinical
Commissioning Groups and Public Health England (PHE).

2 Executive Summary

The annual report for Infection Prevention and Control outlines the Trusts’ Infection Prevention and Control
(IPC) activity in 2016/17). In addition, it highlights the role, function and reporting arrangements of the
Director of Infection Prevention and Control (DIPC) and the Infection Prevention and Control Team (IPCT).

The structure and headings of the report follow the ten criteria outlined in the Health and Social Care Act
2008: Code of Practice on the prevention and control of infections and related guidance®.

2.1 Reportable Infections

The four infections that are now mandatory for reporting purposes are listed below. MRSA bloodstream
infections and Clostridium difficile infections are national contractual reduction objectives.

Meticillin? Resistant Staphylococcus aureus (MRSA) bloodstream infections
Clostridium difficile infections

Meticillin Sensitive Staphylococcus aureus (MSSA) bloodstream infections
Escherichia coli (E. coli) bloodstream infections
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There has been continuing focus on reducing both MRSA bacteraemia rates and Clostridium difficile rates,
monitored by PHE.

2.2 MRSA

The HCAI objective for MRSA bloodstream infections for 2016/17 was 0 avoidable MRSA bacteraemia
cases.

Cases are defined as non-Trust apportioned if blood cultures are collected on the day of admission or the
day after; all other cases are apportioned to the Trust. It is the Trust-apportioned cases that are included
as part of the national HCAI reduction targets.

There is now a standard national process for undertaking a Post- Infection Review (PIR) on all patients who
have Trust or non-Trust apportioned MRSA. This involves a multiagency review of the patients care to
determine if there have been any lapses of care which would have contributed to the infection.

! https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/216227/dh_123923.pdf
2 Meticillin has replaced Methicillin as the approved spelling
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During 2016/17 the Trust had 0 Trust apportioned MRSA bacteraemias. This is a 100% reduction on
2015/2016.

2.3 Clostridium difficile Infections

The HCAI national objective set for NGH Trust apportioned cases of Clostridium difficile infections (CDI) for
2016/17 was no more than 21.

Cases are defined as Trust-apportioned CDI when the patients sample is taken on, or after, day 3. It is the
Trust-apportioned cases that are included as part of the national HCAI reduction targets and the Trusts’
quality goal.

There was 21 plus 1 patient with a Trust-apportioned CDI in 2016/17 that was on further investigation found
to be a false positive.

2.4 Meticillin Sensitive Staphylococcus aureus Bloodstream Infections

For reporting purposes, cases are apportioned to the Trust as per MRSA bloodstream infections but there
are currently no national targets.

2.5 Escherichia coli (E. coli) Bloodstream Infections

Although there is mandatory reporting of E. coli bloodstream infections, there are no targets and there is no
recommendation to apportion cases to acute care or otherwise. This reflects the complexity of E. coli
infections.

There was an increase in the number of all patients with E. coli bloodstream infections from 209 in 2014/15
to 241 for 2015/16 the majority of which were admitted with E. coli sepsis. In 2016/2017 this continues to
rise to 264 patients with E. coli bacteraemias.

2.6 Director of Infection Prevention Control (DIPC) Reports to the Board of Directors

The DIPC delivers an Annual Report to the Board of Directors.

The Executive Team receive updates on patients with Clostridium difficile infections and MRSA
bacteraemias.

The Board of Directors receive:
e Monthly IPC Board Report

¢ Clinical Quality and Effectiveness Group (CQEG) Monthly Report
e Patient Safety, Clinical Quality & Governance Progress Report (quarterly)
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Systems to manage and monitor the prevention and control of infection. These systems
1 use risk assessments and consider how susceptible service users are and any risks that
their environment and other users may pose to them.

3 Governance and Monitoring

3.1 IPC Governance

The Board of Directors has collective responsibility for keeping to a minimum the risk of infection and
recognises its responsibility for overseeing IPC arrangements in the Trust.

The Trust Director of Infection Prevention and Control (DIPC) role is incorporated into the role of the
Director of Nursing, Midwifery & Patient Services.

The DIPC is supported by the Medical Director, Consultant Microbiologist, Deputy Director of Nursing, the
Matron for Infection Prevention and the Trust Antimicrobial Pharmacist.

The Infection Prevention and Control Team (IPCT) include microbiology, virology, wound surveillance, and
epidemiology. The IPCT works with pharmacy, facilities, associate directors of nursing, divisional directors,

divisional managers, divisional matrons, ward managers, infection prevention and control link staff and
sterile services.

Infection Prevention Steering Group Structure

Quality Governance e
Committee by exception Trust Board Care Commissioning Group
Clinical Quality & Effectiveness Group
(CQEG)

f

Infection Prevention Steering Group
Chaired by DIPC

f

Infection Prevention Operational Group

\

Health & Incidence of IPC Policies Trust IPCTeam IPC Divisional| |Antimicrobial| |Occupational Estates Report
Social Care Infection, Procedures & Infection Monthly Porformdticn Stewardship Health (incorporating
Act (2008) Infection Guidance Prevention Report, Report Report water), Facilities

Code of Risks and Dashboard including Report &

Practice Risk Alert Decontamination
Compli: - ts Organism Report

Infections,
Surveillance
and
Outbreaks
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In 2016/2017 the Infection Prevention Committee and the Infection Prevention Operational
Group (IPOG) continue to be held on a monthly basis.

The purpose of IPOG is to ensure that there is a managed environment within Northampton
General Hospital (NGH) NHS Trust that minimises the risk of infection to patient’s staff and
visitors. The group is responsible for providing professional advice at an operational level to the
Trust and makes recommendations to the IPSG and divisions.

The purpose of the Steering Group is to provide strategic direction for the prevention and control of HCAIls
in NGH NHS Trust that minimises the risk to patients, staff and visitors. Decontamination, Sterile Services
reports through the IPOG. The Estates Department report both operationally and strategically. The DIPC
also provides a monthly Infection Prevention report into CQEG.

3.2 Quality Governance Committee (QGC)

The Quality Governance Committee is a sub-committee of the Trust Board and reviews areas of concern
and improvement arising from the IPSG.

3.3 Links to Clinical Governance and Patient Safety

The DIPC reports the Trust position in relation to infection prevention and control to CQEG on a monthly
basis. Learning from Post Infection Reviews (PIR) for MRSA bacteraemia and Clostridium difficile infections
are shared by the wards and departments at IPOG and at CQEG. There were 0 Trust attributed MRSA
bacteraemia for 2016/2017. Learning from the Trusts’ previous MRSA bacteraemias were presented at the
Trusts’ Dare to Share forum.

3.4 Infection Prevention Steering Group

The Trust Infection Prevention Steering Group provides a forum to support the delivery of a zero-tolerance
approach to avoidable HCAIs. This Group reports into CQEG. Infection Prevention is part of the Director of
Nursing (DoN) report which reports monthly to the QGC and the Trust Board.

3.5 Monitoring

3.6 Clinical Commissioning Group (CCG)

NHS Nene & Corby CCG is NGH’s commissioning organisation. IPC is a key element of quality
commissioning and forms part of a joint commissioning quality schedule.

The CCGs participate in the post infection reviews for all patients who develop MRSA bacteraemia in line
with the NHS England guidelines for the management of cases. They also oversee the cases of CDI,
reviewing all cases and attributing any lapses in care.

3.7 Northamptonshire Health Economy HCAI Group

The Infection Prevention and Control Team (IPCT) are active members of the local whole health economy
group. This group is in existence to drive forward the Northamptonshire approach to infection prevention
and control working together to ensure the quality of patient experience throughout the county is of equally
good quality.

3.8 Infection Control Standards and Assurance

In 2016/17 the Trust declared full compliance with the Care Quality Commission, Section 20 regulation of
the Health and Social Care Act (2008) Outcome 8 Cleanliness and Infection Control.

This declaration was made with due regard to regulation 12 of the Code of Practice for the NHS on the
prevention and control of healthcare associated infections and related guidance.
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The Trust continues to undertake a number of interventions in relation to infection prevention and control as
detailed within the HCAI Reduction Plan 2016/17. This work is led by the Director of Infection Prevention
and Control (DIPC) and supported by the Medical Director and Matron for Infection Prevention and Control.

The IPCT continues to report numbers of MRSA/CDI to the Executive Team and to the Trust Board on a
monthly basis and this is directly referenced in the Corporate Risk Register and Board Assurance
Framework.

4 Healthcare Associated Infection Statistics and Targets
4.1 Surveillance

The Infection Prevention & Control Team (IPCT) undertakes continuous surveillance of alert organisms and
alert conditions. Patients with pathogenic organisms or specific infections, which could spread, are
identified from microbiology reports or from notifications by ward staff. The IPCT advises on the appropriate
use of infection control precautions for each case and monitors overall trends.

4.2 Alert Organisms?®

MRSA

Clostridium difficile

Group A Streptococcus

Salmonella spp

Campylobacter spp

Mycobacterium tuberculosis

Glycopeptide resistant Enterococci

Multi - resistant Gram-negative bacilli e.g. extended spectrum beta-lactamase (ESBL) producers
Carbapenemase-producing Enterobacteriaceae (CPE)
Influenza

Neisseria meningitidis

Aspergillus

Hepatitis A

Hepatitis B

Hepatitis C

HIV
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4.3 Alert Conditions

Scabies

Chickenpox and shingles

Two or more possibly related cases of acute infection e.g. gastroenteritis
Surgical site infections

4.4 Current Actions to Improve Surveillance

On a weekly basis, a ward round of all patients with all CDI within the Trust is undertaken by the Consultant
Microbiologist, Consultant Gastroenterologist, Antimicrobial Pharmacist and a member of the IPCT.

4.5 I|dentified Priorities for 2016/17

In 2016/17, the Trusts’ HCAI Reduction Delivery Plan set out to:

% plert organisms are organisms identified as important due to the potential seriousness of the infection they cause, antibiotic
resistance or other public health concerns. This is a nationally recognised term; these organisms may be part of mandatory or
voluntary surveillance systems and are used as indicators of general infection prevention and control performance.
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o Reduce the number of patients with CDI and achieve the national targets and the Trusts’ Quality
Account
Reduce the number of MRSA bacteraemia to achieve the national targets
Reduce the number of patients with MSSA bacteraemia

4.6 Staphylococcus aureus

All Staphylococcus aureus bacteraemias — sensitive to Meticillin (MSSA) or resistant to Meticillin (MRSA) —
are reported on a mandatory basis through the Public Health England (PHE) HCAI Data Capture System
(DCS). The Trusts’ incidence of MSSA and MRSA cases is reported on the PHE website. The incidence of
these cases is reported publicly as acute Trust apportioned or otherwise.

The reduction of all avoidable bloodstream infections including MSSA and MRSA continues to be an aim of
the Trust.

4.7 MSSA

There is a mandatory requirement for all NHS acute Trusts’ to report MSSA bacteraemia since the 1%
January 2011.This reflects the zero-tolerance approach that the Government has made clear that the
National Health Service should adopt for all HCAI's, while recognising that not all MSSA bacteraemia are
HCAIs. Over the past few years, the NHS has made significant progress in reducing MRSA bloodstream
and C. difficile infections. The availability of a robust and accurate picture of the scale of MSSA infections,
nationally and locally, will also support patients in making meaningful choices about their healthcare.

The Trust records MSSA bacteraemia cases separately on the web-based system, as they do already for
MRSA bacteraemia and the Chief Executive sign-off is on the 15th of the month.
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4.8 MSSA bacteraemia (Trust-apportioned cases)

Fig 1

MSSA bacteraemias 2016-17
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Due to updated guidance from Public Health England (PHE) and a change in formula, the outturn for
MSSA bacteraemias for 2015/2016 was at 24. IPCT set a revised ambition of no more than 18 cases for
2016/2017. This was met with a 38% reduction, 15 patients with Trust attributable MSSA bacteraemias.
IPCT for 2017/18 a developed a further MSSA reduction plan and this will be monitored through IPSG.

49 MRSA

The Trust investigates every MRSA bacteraemia as an incident and undertakes a post infection review
(PIR). These investigations are fed back to a multi-disciplinary group including the DIPC and members of
the Clinical Commissioning Group (CCG) and are accompanied by an action plan. These actions are
monitored through the IPCT.

In 2015/16 the Trust was apportioned 2 MRSA bacteraemias. In 2016/2017 there was 0 Trust apportioned
MRSA bacteraemias, this was a 100% reduction.
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4.10 MRSA bacteraemia cases 2011-2017

Fig 2

MRSA bacteraemias diagnosed at NGH 2011-2017
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4.11 MRSA Colonisations

The graph below reflects the number of cases of MRSA colonisations attributed to the Trust per month
during 2016/17

Fig3

MRSA Post 48 hours Colonisations 2016-2017
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The Trust continues to work with the CCG and the whole health economy in continuing to promote
excellent HCAI policy and practice.

4.12 Period of Increased Incidence (PIl) MRSA Colonisation
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A Pl is defined by Public Health England as 2 or more new cases of post admission MRSA colonisation on

a ward in a 28-day period. Post admission is defined as any MRSA swab dated over 48 hours after
admission.

The IPCT identified a range of actions which were implemented on any ward that had 2 or more new cases

in a 28-day period. For 2016/17 the following wards Knightley and Becket had been on a Period of
Increased Incidence (PII).
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4.13 MRSA Screening by Patient Group

In line with the Department of Health ‘MRSA Screening - Operational Guidance 2’ the following patient
groups are screened as indicated below:

Patient group / Admitted to Screening

Elective admissions as described in DH Time of listing

letter and operational guidance (excludes Eradication of MRSA attempted before

some day cases) admission

Critical Care patients t());g;dmlssmn to Critical Care and on a weekly
Renal dialysis patients On admission and on a weekly basis

. . On admission and on a weekly basis
Surgical patients

All other patients including emergency

o On admission
admissions

Northampton General Hospital (NGH) achieved compliance with the requirements for all elective patients to
be screened for MRSA colonisation, under the reporting methodology advocated by the Department of
Health. The overall compliance for the year for electives 99.5% (patient specific verified data) and the
overall compliance for non-electives was 97.12%. Efforts continue to achieve greater compliance.

4.14 Glycopeptide Resistant Enterococci (GRE)

GRE are strains of enterococci resistant to the glycopeptide antibiotics (vancomycin and teicoplanin).
Enterococci are bacteria normally found in the gut that may cause infections including bacteraemia. GRE
bacteraemia is strongly associated with prolonged hospital stays and specialist areas such as renal units
and intensive care units. GRE bacteraemias may be difficult to treat because only a few effective
antibiotics are available. Rates per thousand bed days are not calculated owing to the small number of
cases.

4.15 Clostridium difficile infection (CDI)

Since January 2004 it has been a mandatory surveillance requirement for the Trust to report cases of
Clostridium difficile toxin positive stool. Non-inpatient cases detected in the Clinical Microbiology
Laboratory must also be reported as part of the NGH data. Clostridium difficile cases are no longer
subject to a separate target for patients aged 65 years and older, all cases in patients >2 years old are
reportable.

The CDI NHS England target for the Trust for 2016/17 was no more than 21 cases. There were 31
patients with Trust-apportioned CDI in 2015/16. In 2016/17 there were 21 +1 patients with CDI the +1
was potentially a false positive. This is being reviewed by the Consultant Microbiologist. Therefore, there
is a 32% reduction on the previous year’s outturn.
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Fig4

Clostridium difficile infection April 2016 - March 2017
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All CDI cases have been investigated by the clinical teams, the IPCT, the Consultant Microbiologist and the
Antimicrobial Pharmacist utilising a Post Infection Review (PIR) process. Wards that have had Trust
attributable CDI are asked to feedback their findings from the Post Infection Review (PIR) process at the
monthly IPOG meeting, where their learning can be shared with members of the group. Findings from the
PIR are also presented through IPSG and CQEG.

In line with National Guidance, The Clinical Commissioning Group (CCG) review all Trusts’ attributable CDI
PIR’s. Of the 21+1 cases, there were 0 lapses in care appointed by the CCG. The CDI trajectory for
2017/18 remains at 21 Trust attributable cases. The IPCT have performed a thematic review of all 21+1
CDI cases and the findings from this review have enabled the production of the Clostridium difficile
Improvement Plan (2017/18).

4.16 Actions completed in 2016/17 to reduce the risk of CDI

e Implementation of the Annual Healthcare Acquired Infection reduction delivery plan which is
monitored by the Infection Prevention Steering Group (IPSG), this included actions to reduce CDI
and other healthcare associated infections.

¢ In addition, there has been a separate Clostridium difficile infection improvement plan which has
also been monitored through IPSG.

e NGH Trust became part of the NHS Improvement 90-day Healthcare Associated Infection (HCAI)
reduction collaborative with 22 other Trusts’ from across the country. The Trust used quality
improvement methodology to reduce CDI. The NGH collaborative group included the IPCT, ward
staff and matrons from three wards, a domestic supervisor, antimicrobial pharmacist and a registrar.
The group decided to focus on reducing Clostridium difficile (C. diff) infection as the trajectory was
exceeded for 2015/16. The two main themes from the retrospective review of patients that
developed C. diff in 2015/16 were delayed collection of faecal samples and delayed isolation of
patients so the group concentrated on ways to improve practice surrounding these two processes.
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e Using a quality improvement methodology, the IPCT supported Collingtree, Creaton and Willow
ward teams to identify patients with C. diff more promptly by improving sampling process and also to
isolate patients promptly to protect other patients from cross-infection. The ward managers used
Plan, Do, Study, Act (PDSA) cycles to trial different tests of change initiatives and refine them each
week. The teams also met every week with the IPT to share their experiences, PDSASs, tests of
change and to improve and refine the products that have now formed the change package: the ‘C
the difference’ toolkit. This has been rolled out across the Trust and will continue to underpin the
IPCT work for 2017/2018.

o The weekly C. diff round continues where patients with C. diff acquisition are reviewed by the
Consultant Gastroenterologist, Consultant Microbiologist, Antimicrobial Pharmacist, member of the
IPT and now in addition our newly appointed Nutritional Nurse Specialist. This ensures that patients
who have CDI acquisition have a multidisciplinary review and are on the correct course of treatment
for their infection. As part of this there is advice and close monitoring of the antibiotics.

e InJanuary 2016, IPT in collaboration with the domestic services team commenced enhanced
cleaning. This procedure ensures that when a ward has a patient or patients who present a high
risk of cross-infection, enhanced environmental cleaning support is implemented to reduce the risk
of transfer of infection and protect other patients on the ward from infection.

e Estates, Domestic and Infection (EDI) Prevention review continues and therefore enabling a
collaborative thorough review of a ward area that has a patient who has developed an infection for
example CDI.

¢ |IPT have developed and implemented Ward of the Week. In the absence of a decant ward
and in order to remain proactive to any Estates or cleanliness issues on the wards, IPT work
with Facilities and have implemented a Ward of the Week programme. For one week each
month the Estates, Domestic and Infection Prevention Teams work collaboratively to:

e Complete an Estates, Domestic and Infection Prevention Inspection as above

e Action and address any issues identified from the EDI

¢ Implement the enhanced cleaning frequencies and schedules as described above

o Provide any bespoke Infection Prevention training that the ward team may need for example
hand hygiene, Aseptic Non - Touch Technique (ANTT) etc.

e The aim is that this will ensure that patients are cared for in an environment where good
infection prevention practices, cleanliness standards and the estate of the ward and are
maintained.
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The following figures are from PHE from the beginning of April 2016 to the end of March 2017 (Financial
Year). These show Trust apportioned cases of CDI within our locality

4.17 Trust Apportioned cases for the Financial Year 2016-2017

Trajectory | Actual
Northampton General Hospital 21 21+1
Kettering General Hospital 26 21
United Lincolnshire Hospitals 59 57
University Hospital Coventry and
Warwick 42 29
Worcester Acute Hospital 32 41

4.18 Antimicrobial Resistance: ESBL Producers (Extended Spectrum Beta-lactamase
Producers)

ESBLs are a group of enzymes produced by bacteria. The enzymes break down antibiotics such as

cephalosporins and penicillin’s, but the bacteria are usually susceptible to and hence treatable with the

carbapenem antibiotics.

The epidemiology of these bacteria is not fully understood. The emergent nature of this field of microbiology
is underlined by the absence of any national case definitions for community or hospital-acquired infections
with ESBL producers, or recommendations on what constitutes an episode of infection with ESBL
producing bacteria

4.19 ESBL Producing Bacteria (Clinical Isolates)

Fig 5
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4.20 Escherichia coli (E. coli) bacteraemia

In accordance with the Department of Health Guidelines the IPCT commenced mandatory reporting of E.
coli bacteraemia in June 2011.

All E. coli post 48-hour positive blood cultures have detailed data collated and internal RCA’s are
conducted to highlight any common trends and learn from this analysis. Currently NGH considers all
episodes diagnosed after 48 hours as hospital attributed. There is currently no ceiling, however moving
forward there is a national focus on reducing E. coli bacteraemia, and in line with guidance the Trust is also
collecting data on other Gram —negative bacteraemias, Klebsiella species and Pseudomonas aureginosa.
For 2017/2018 IPCT will continue to work with the Whole Health Economy and combine efforts to protect
our patients from Gram —negative bacteraemia.

4.21 Antimicrobial Resistance Carbapenemase Producing Enterobacteriaceae (CPE)

CPE have similarities to ESBLs but with a wider range of effects on antibiotics — breaking down the
carbapenem group of antibiotics.

2014/15 the DH issued guidance in the form of a toolkit* and this predominantly concentrated on
prevention: isolation of high-risk individuals and screening being of particular importance. Focus has been
given to patients who have been an in-patient abroad in the past 12 months. In response to this, the IPCT
collaborated with other local Trusts’ and utilising the CPE toolkit has developed the following:

A Trust Wide CPE Procedural Document

A Patient Information Leaflet

A Staff Information leaflet

A Training package on CPE

A CPE surveillance sheet

A flowchart and “how to” screen patients who are suspected to have CPE

Training on CPE is given at Trust Induction, this is an annual update and supported through the clinical
staff workbook.

In 2016/2017 IPCT continued to build upon the work that had already been undertaken to manage CPE.
Continuing work identified in the Trusts’ Healthcare Associated Reduction Plan. In July 2016, a ‘CPE grab
pack’ was produced (providing accurate information and education) should this be required by staff out of
hours. IPCT continue to monitor numbers of screens and results and report positive cases to IPSG. IPCT
also implemented the CPE screening process with our Community midwife team. 2016/2017 IPCT scoped
out implementing the CPE screening with Pre- operative assessment this work continues into 2017/18 and
further work with the Site Management Team in quarter 2 to identify patients that require CPE screening on
admission / repatriation from high risk countries / hospitals.

4.22 Mandatory Surveillance of Surgical Site Infections

In collaboration with the Trauma and Orthopaedic Directorate the IPCT undertake five different categories
of SSI surveillance each quarter. Total hip replacement, total knee replacement and repair of fractured
neck of femur surgeries are surveyed every quarter. The IPCT conduct further surveillance on two
additional categories of operation every quarter that survey patients undergoing general, vascular,
obstetrics and gynaecology surgeries. All data for a surveillance period must be submitted within 60 days
of the end of the quarter to PHE who collate and report on the data from all hospitals that have participated.
From 1% April 2016 to 31% March 2017 the IPCT and T&O directorate undertook surgical site surveillance
on the following categories of operation: repair of fractured neck of femur, total knee replacement, total hip
replacement, abdominal hysterectomy, Caesarean section, small bowel, breast, large bowel and vascular

* Available from here:
http://www.hpa.org.uk/Publications/InfectiousDiseases/AntimicrobialAndHealthcareAssociatedInfections/1312Toolkitforcarbapenem
entero/
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surgery. Table 1 presents the number of operations included in the surveillance and the number of SSls
identified.

Table 1: SSI surveillance categories and SSls detected 2016-17

2016/17 Repair Total Total Abdominal Caesarean | Small Breast Large Vascular
of neck | Knee | Hip hysterectomy | section bowel bowel
of femur | Repl. Repl.
Total number 353 263 244 42 358 22 108 62 64
of operations
No. of SSlIs 1 3 1 0 1 0 0 0 0
inpatient /
readmissions
No. of SSlIs 6
post
discharge
confirmed by
midwives
No. of SSlIs 0 2 1 0 0 0 0 0 0
reported post
discharge
TOTAL SSis 1 5 2 0 7 0 0 0 0

4.23 Trauma and Orthopaedic continuous SSI surveillance 2016/17

Figure 6 presents the quarterly SSI rate for patients undergoing repair of fractured neck of femur surgery.
Figure 6: Repair of Neck of Femur quarterly SSI inpatient / readmission rate from April 2015 - March 2017
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Following the high SSI rates in Q1 and Q2 of 2015-16, the T&O directorate completed an aggregated
review and analysis and the ADN for the Surgical Division presented the recommendations to the Infection
Prevention Steering Group in February 2016. The recommendations included:
o All patients requiring surgery for repair of neck of femur to receive topical decolonisation therapy
prior to surgery
e Audits to be undertaken by the senior team on Abington ward to ensure that decolonisation therapy
is prescribed and administered
e Review of the fractured neck of femur surgical site care bundle
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e Quarterly discussion and sharing of learning from all patients who develop a SSI in this category of
surgery at a T&O consultants meeting

Following the implementation of these recommendations, to date the NGH rate of SSI for this category of
operation has consistently remained below the national average.

Figure 7 presents the quarterly SSI rate for patients undergoing total hip replacement surgery
Figure 7: Total hip replacements quarterly SSI inpatient / readmission rate from April 2015 - March 2017
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Figure 7 depicts high SSl rates in Q1 and Q2 of 2015-16 for hip replacements. Following this the T&O
directorate completed an aggregated review and analysis and the ADN for the Surgical Division presented
the recommendations to the Infection Prevention Steering Group in February 2016. Since then the rates
have remained lower and are reported each quarter to the T&O directorate by the IPC Team.

Figure 8 displays the SSI rates for patients who have undergone total knee replacement surgery from April
2015 to March 2017.

Figure 8: Total knee replacements quarterly SSI inpatient / readmission rate from April 2015 - March 2017
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Figure 8 depicts high SSl rates in Q2 and Q3 for 2016-17 for knee replacements. The Matron for IPC
presented these cases to the T&O consultants and the following actions have been implemented:
e Decolonisation treatment commenced in Pre-Operative Assessment Clinic for the elective
orthopaedic patients
e Quarterly discussion and sharing of learning from all orthopaedic patients who develop a surgical
site infection at quarterly T&O consultants’ meetings
e Implementation of single patient use cuffs for delivering ice therapy to the knee to reduce post-
operative swelling following this particular surgery
e The Matron for IPC to observe three total knee replacement operations in theatres and collate a
report of findings

4.24 Further SSI surveillance conducted by the IPCT 2016/17

In addition to the T&O surveillance the IPCT also conduct quarterly surveillance on a variety of operations.
For 2016/17 the Trust remained below the national average rate of infection for all categories surveyed, as
presented in Table 2.

Table 2: Trust and national SSI rates 2016/17

Quarter | Category Number of operations NGH SSI | National
undertaken at NGH rate (%) average SSI
rate (%)
1 Abdominal hysterectomy | 42 0% 1.2%
2 Caesarean sections 358 2% 3.4%
3 Small bowel 22 0% 6.6%
Breast surgery 108 0% 0.8%
4 Large bowel 62 0% Not yet
available
Vascular 64 0% Not yet
available

A Post Infection Review is conducted for all patients that develop a SSI and the infection is discussed with
the patient’s consultant to determine whether the infection was avoidable or not. SSI rates and learning
from cases are then reported back to the surgical division through the divisional governance structure for
discussion and actioning as required. In 2016-17 two patient information leaflets have been developed to
provide patients with surgical wound care advice and information, one for patients who have undergone
Caesarean section surgery and one for patients who have had general surgery.

4.25 Untoward Incidents and Outbreaks

Influenza

In January 2017, an outbreak of influenza was declared on Dryden Cardiology ward at Northampton
General Hospital. Outbreak meetings were convened in accordance with the IPC Major Outbreak Policy.
The ward was closed to admissions and transfers, with an individual risk assessment approach for urgent
cardiac patients. The outbreak was deemed to have affected a total of 6 patients during the outbreak on
Dryden ward. The outbreak was declared as a Serious Incident in accordance with the Serious Incident
framework (2015) and a comprehensive report was prepared and sent to the CCG. Daily meetings
throughout the period of the outbreak ensured the situation was tightly managed and decisions were made
promptly with the involvement of a multidisciplinary team at all stages. Therefore, maximising the safety of
patients and staff. The outbreak was dealt with in a timely manner and normal working was resumed in a
short time frame.
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The graph below shows the number of patients admitted with confirmed influenza. The number of patients
peaked at the beginning of January 2017, troughed slightly and peaked again later into January, finally
troughed in March 2017.

Fig 9

Number of patients with confirmed influenza - weekly chart
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The influenza activity within Northampton General Hospital reflected the epidemiological picture both within
the East Midlands and nationally, which was reported on by PHE.
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5 Infection Prevention Annual Audit Plan

5.1 |Infection Prevention Audits April 2016 - March 2017

The IPT performed the audits in the table below. All audits are reported at the Clinical Quality and

Effectiveness Group (CQEG), Infection Prevention and Control Operational Group (IPOG) and the Infection

Prevention Steering Group (IPSG). Actions from the audits are monitored through the IPSG.

Annual audits 6 Monthly Quarterly and Monthly Audits

Apr C.difficile SIGHT compliance audit. Beat the Bug audits.
2016 | Standard precautions Safety thermometer audit validation for CRUTIs
May C.difficile SIGHT compliance audit. Beat the Bug audits
2016 | Handling & disposal of waste audit Commode audit Safety thermometer audit validation for CRUTIs

Water outlet flushing audit.
Jun C.difficile SIGHT compliance audit. Beat the Bug audits
2016 | Handling & disposal of sharps audit Safety thermometer audit validation for CRUTIs

MSSA & MRSA suppression compliance audit
Jul C.difficile SIGHT compliance audit. Beat the Bug audits
2016 HHOT peer review audits Safety thermometer audit validation for CRUTIs

Water outlet flushing audit.
Aug C.difficile SIGHT compliance audit. Beat the Bug audits
2016 Commode audit Safety thermometer audit validation for CRUTIs

HHOT repeat audits
Sept | HIS national point prevalence audit —includes C.difficile SIGHT compliance audit. Beat the Bug audits
2016 cannula-related BSI, central-ine related BSI and Safety thermometer audit validation for CRUTIs
catheter-related UTI MSSA & MRSA suppression compliance audit. Water outlet flushing audit.
Oct C.difficile SIGHT compliance audit. Beat the Bug audits.
2016 | Isolation precautions audit HHOT peer review audits Safety thermometer audit validation for CRUTIs
Nov C.difficile SIGHT compliance audit. Beat the Bug audits
2016 | Risk assessment /transfer checklist audit Commode audit Safety thermometer audit validation for CRUTIs
HHOT repeat audits Water outlet flushing audit.

Dec C.difficile SIGHT compliance audit. Beat the Bug audits
2016 HHOT peer review audits Safety thermometer audit validation for CRUTIs

MSSA & MRSA suppression compliance audit
Jan C.difficile SIGHT compliance audit. Beat the Bug audits.
2017 | Isolation room usage audit HHOT repeat audits Safety thermometer audit validation for CRUTIs

Water outlet flushing audit. Change package audits.
Feb Catheter-related UTls C.difficile SIGHT compliance audit. Beat the Bug audits.
2017 prevalence audit Safety thermometer audit validation for CRUTIs
Mar Aseptic non-touch technique audit C.difficile SIGHT compliance audit. Beat the Bug audits
2017 | Blood culture audit HHOT peer review audits Safety thermometer audit validation for CRUTls. Change package audits.

MSSA & MRSA suppression compliance audit. Water outlet flushing audit.

Provide and maintain a clean and appropriate environment in managed premises that
facilitates the prevention and control of infections.

SA or C.dificile cases in a 28-dayperiod e.g. Isolations, Environment audits.
etion, Completed auditreports are savedin the Audit folderof the IP shared drive.

{nfection Erevention Team. V3 .Feh 2017

6 Hospital Cleaning

In 2016/2017 the Trust continued with monthly environmental cleanliness audits which were a paper based

system. From December 2016, the Trust changed to an electronic audit tool. This system reflects the
National Specifications for Cleanliness in the NHS (NPSA, 2007) and additionally the PAS 5748
Specifications for Cleanliness (BSI, 2014). The electronic audit tool enables the Domestic Supervisor to

generate an action plan. All cleanliness audits scores are reported monthly to IPOG. Any concerns or good

practice are escalated to IPSG.

The IPCT continue to work collaboratively with the Domestics and the Estates Team to maintain a clean
and safe environment for our patients.
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Monthly Environmental cleaning audits are performed in all directorates with the table below showing the
monthly Trust percentage.

Month %

April 96.8%
May 96.4%
June 97.0%
July 97.1%
August 96.5%
September 96.3%
October 97.0%
November 96.8%
December 96.6%
January 95.4%
February 96.1%
March 96.2%

Patient-Led Assessments of the Care Environment (PLACE) took place during March 2017. The aim of
PLACE (which took over from the long-established PEAT programme) is to provide a snapshot of how an
organisation is performing against a range of non-clinical activities which impact on the patient experience
of care, cleanliness, the condition, appearance and maintenance of healthcare premises. The initial report
submitted to the Department of Health reflected good scoring levels.

The IPCT always participates in these assessments and the Trust continues to achieve acceptable scores
in the majority of the assessment process. The assessment which is carried out mainly by patient
representatives and the results of the 2017 assessment were as follows:

Cleanliness 99.66 %( 98.06%)

Condition appearance and maintenance 97.45% (93.37%)
Privacy, dignity and wellbeing 89.98% (84.16%)

Food 87.71%% (88.24%)

Organisation Food 85.07% (87.01%)

Ward Food 88.37% (88.96%)

Dementia 82.29% (75.28%)

Disability 89.28% (78.84%)

(The figures in bold are NGH'’s site score, the figures in brackets are the National Average scores)

Whilst this was a shapshot in time it is nevertheless a very good result and is used as evidence by the Care
Quality Commission (CQC) in their reviews.

7 Decontamination Arrangements

7.1 Sterile Service Department

The Sterile Service Department processed 185,595 trays, procedure packs and supplementary instruments
between April 2016 and March 2017. This is an increase of 12.5% increase items based upon the previous
year. The department continues to provide a fully compliant service to NHFT Podiatry and a full theatre
tray service to BMI Three Shires, as well as Northampton General Hospital.

The department has maintained its ISO9001/13485/Medical Device Directive 93/42/EEC accreditation for
2017 and maintains monthly Key Performance Indicators (see Fig 10).
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SSD Production Analysis Overview Total Trays & Packs Produced 2013-2017
Fig 10
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The Sterile Service Department (SSD) regained its registration for compliance with European and British
decontamination guidance during a three day external re-certification audit and subsequent CAR close out
audit following the changes that were made to the standard BS EN 1SO13485:2016 during early 2016 prior
to our audit.

Our Nexus traceability system is due for further upgrades in the coming year to allow full reporting of the
turnaround time from SSD. This will provide the department with the information to monitor its key
performance indicators within our service level agreement.

We continue to operate our machinery according to national guidance in the forms of the HTM (Health
Technical Memorandum), these documents include:

e HTM 01-01:2016 - Management and decontamination of surgical instruments used in acute care.

¢ HTM-01-06:2016 - Management and decontamination of flexible endoscopes.

The Sterile Services Department had major upgrade works to its Washer-Disinfectors carried out with new
state of the art equipment being installed. The project started in April 2016 and was completed in

September 2016 giving the SSD five new washers with an increased capacity of 15 Deutschland

International Norm (DIN) baskets compared to the previous capacity of the old machines which were 10
DIN.

The works took place over a period of 6 months in three planned phases with the SSD maintaining a
service throughout the period of the works.
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A photograph of the new Washers taken from within the SSD Clean Room can be seen below
Fig 11

7.2 Medical Equipment Library

The Medical Equipment Library (MEL) has continued to work in conjunction with Patient and Nursing
Services and the Tissue Viability Team to streamline the way the Trust orders ad-hoc Bariatric rental

mattresses. The chart below represents all pressure reducing mattress and cushion requests during April
2017 (Figure 12).

Fig 12
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The entire order process has been reviewed and Key Performance Indicators are now produced to
evidence the availability of equipment (and requests) both in and out of working hours.

The manual T Card system which aids the library in the tracking of Renasys negative pressure wound
therapy pumps, infusion and syringe pumps and the new T34 24hr syringe drivers is still operational.
Further work is still underway to investigate RFID (Radio Frequency Identification) to enable all items to be
tracked within the Trust.
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Staffing arrangements for the Medical Equipment Library (MEL) have been reviewed, with Staff from Sterile
Services Department now rotating into this area to enable us to have a more robust staffing base. Any
shortages of staff in the MEL can now be filled by SSD technicians.

The MEL has expanded its remit with the inclusion of weighing scales, negative pressure wound therapy
and falls alarms etc. The scope of the library is due to increase further in the coming year 17/18 with the
addition of all Bariatric equipment to enable tighter controls of the whereabouts of this equipment during

use throughout the Trust along with a centralised storage area.

7.3 Endoscopy

The department is fully equipped with single sided Automated Endoscope Reprocessors (AERS), Drying
Cabinets and Reverse Osmosis (RO) water systems. A vacuum sealed scope transportation system was in
use, however due to a breakdown this is no longer in use, a suitable replacement for this system is being
sourced. (The scope transportation system allows flexible endoscopes to be transported safely in a vacuum
sealed plastic pouch between users and the endoscopy reprocessing room).

We continue to operate our machinery according to national guidance in the forms of the HTM (Health
Technical Memorandum), these documents include:

e HTM 01-01:2016 - Management and decontamination of surgical instruments used in acute care.

e HTM-01-06:2016 - Management and decontamination of flexible endoscopes.

New scope storage cupboards have been fitted within the Endoscopy suite during April 2017.

Further discussions and work are planned for this year 17/18 concerning the capacity of the existing
Endoscopy Unit as this does not allow for any growth. Also, the current AER’s are now at the end of their
working life and will need to be replaced next year 18/19. A number of options are currently being explored
at the present time. If a new facility is proposed, then pass-through AER’s may well be specified.

The Endoscopy Department are looking to provide a new service based out in the community at a local GP
practice by carrying out diagnostic procedures in a procedure room setting.

The Authorised Person (Decontamination) continues to sign off test reports, and monitor the weekly tests in
conjunction with the Endoscopy Manager.

7.4 Trust Wide

Work continues with departments that still have some local reprocessing of equipment. Assessments are
maintained where necessary.

7.5 Forward Plan 2017/18
In 2017/18 there will be a planned upgrade to the existing Nexus traceability system within Sterile
Services.

e A business case has been submitted by the Medical Devices manager for RFID tracking of all devices
from the Equipment Library.

e Review current provision within the Endoscopy service.

7.6 Summary

The Trust Decontamination Lead continues to sit on the IPOG and Decontamination Group and provides a
monthly report to IPOG.
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Compliance

o What the registered provider will need to demonstrate
Criterion

3 Provide suitable accurate information on infections to service users and their visitors.

8 Information Provision
The Trust provides all service users with information as required. This includes information leaflets for
patients, visitors and staff.

Staff are able to access Trust policies and clinical guidelines, care pathways and care plans to provide
condition specific information.

Infection Prevention information is also provided for services users via the Trust internet (external) and
intranet (internal) sites. In 2016/2017 the infection prevention internal website was updated. This includes
new infection prevention training workbooks, the ‘CDI’ ‘C the difference toolkit’, factsheets on common
infections and the new Infection prevention audits.

The IPCT brand the ‘Bug Stops Here’, is now recognisable and synonymous with the IPCT and is utilised
Trust wide. As part of the communications campaign for 2016/2017 the Trust had new signage on the
importance of hand hygiene for all, throughout the Trust inclusive of light boxes, on lift doors and more
recently refreshing our signage with phase 1 of Stop Gel Go at the entrances to ward areas. Further
phases are to be rolled out throughout 2017/18.

2017/2018 IPCT will continue Trust wide with:

Monthly campaigns

Good news stories within the Trust insight magazine and e bulletin

Monthly screen savers

A monthly infection prevention information board which provides accurate and timely performance

information and updates on infection prevention for all patients, visitors and staff. These are displayed

within two boards across the site.

o New posters have been developed informing all patients, visitors and staff of the importance of
effective hand hygiene in helping to protect our patients from harm.

e A monthly report in the style of an infogram provides accurate information at our divisional governance

meeting.

Provide suitable accurate information on infections to any person concerned with providing
further support or nursing/medical care in a timely fashion.

The Trust provides condition specific information to support staff to provide safe care in a variety of ways:
Condition specific care plans and care pathways
Interdepartmental transfer forms

Discharge information — community healthcare providers are informed by the Trust IPCT when
patients are discharged as agreed.
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Compliance

Criterion What the registered provider will need to demonstrate

Ensure that people who have or develop an infection are identified promptly and receive
5 the appropriate treatment and care to reduce the risk of passing on the infection to other
people.

9  Antimicrobial Stewardship
9.1 Compliance to Trust antibiotic policy

April 2016:

This point prevalence audit of the compliance against the Trust antibiotic policy was performed by the
clinical pharmacists on Tuesday 19" April 2016. Areas that do not have a regular pharmacy visit were
excluded (Maternity, A&E and Singlehurst). The aim was to audit antimicrobial prescribing and compliance
to the Trusts’ antibiotic policy.

This is in response to the Health and Social Care Act 2008: Code of Practice on the prevention and control
of infections and related guidance. Criteria 9 of which states that procedures should be in place to ensure
prudent prescribing and antimicrobial stewardship, there should be an ongoing programme of audit,
revision and update.

Trust Results
Descriptor

Number Proportion Comments

Total number of 588
patients seen
Number of The proportion is slightly higher than October 2015 (36.8%). =
patients on 222 37.8% 9
antibiotics >
Total number of 1.1 per This is lower than October 2015 (1.3 per patient). 8
antibiotics 247 o O
prescribed patient C
216 87% Valid reasons for non-compliance LLl
e  Micro approved = 10
Number adhered _ 242 _ ' 98% ' e Based on culture and sensitivities = 7
to the policy (inc. valid (inc. valid o No guidelines for infection = 9 (see below for a list of
reasons for reasons for infections)
non- non- 5 prescriptions, 2% did not comply with NGH antimicrobial
compliance) | compliance) | guidelines
Number of This is comparable to October 2015.
intravenous (1V) 137 55.5%
prescriptions
Number of oral 110 44.2% This is comparable to October 2015.
prescriptions '
Average duration This is lower than previous audits. As this is a point
G 2.7 days (Lifelong and long-term courses approved by prevalence audit
of IV antibiotics microbiology were excluded) data is not
This is lower than previous audits. available for the
) (L.ifelor?g and long-term courses approved by total course lengths
Average duration 2 4 davs microbiology were excluded) -
of oral antibiotics 4 a8y actuha!lydgly(;en ':0
each individua
patient.
Duration of 128 51.8% This has increased again from 46.4% (October 2015). The next
antibiotic ' release of ePMA will have a 48-hour review prompt for all IV
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administration antibiotics.

stated on
prescription chart

Number of It is worrying that 7.7% of patients taking antibiotic courses have

antimicrobial one or more dose omitted. Antibiotics are critical medicines and

prescriptions with 19 7.7% no doses should be omitted or delayed. A joint pharmacy and
one or more nursing task and finish group has been set up to reduce omitted
omitted dose doses due to unavailable medicines.

Number of This has increased from 34.7% (October 2015) but is still low.
prescriptions with The next release of ePMA will have a mandatory indication field
N 99 40% R
indication stated for all antibiotics.

by prescriber

Division Results

Descriptor

Medicine and Urgent

Numb

er

Total number of

Care

Surgery Oncology (Talbot
Butler)

Paediatrics

| o EN KB
patients seen
Number of
patients on 131 38% 67 38.8% 13 54% 11 27.5%
antibiotics
Total number of
antibiotics 132 1 per 82 1.2 per 18 1.4 per 15 1.9 per
prescribed patient patient patient patient
123 94% 62 75.6% 16 88.8%
Number
adhe;ssct; the | 135 100% 78 95% 17 94.4% 15 100%
Numbers highlighted in red= valid reasons for non-compliance added
Number of
intravenous (1V) 60 45% 58 71% 10 55.6% 9 60%
prescriptions
Number of oral 72 55% 24 29% 8 44.4% 6 40%
prescriptions
Average 29
duration of IV da.ys 1 day
antibiotics
Average
duration of oral 2.1
o days
antibiotics
Duration of
antibiotic 66 50% 42 51% 9 50% 11 73%
administration
on chart
Number of
prescriptions
with one or 12 9% 7 8.5% 0 0% 0 0%
more omitted
dose
Number of
prescriptions
with indication 45 34.1% 36 44% 7 39% 11 73%
stated by
prescriber
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Valid reasons for
Non-compliance

Valid reasons for
Non-compliance

Valid reasons for
Non-compliance

Micro approved =5

Micro approved =5

Micro approved =0

Based on culture and
sensitivities =4

Based on culture and
sensitivities =3

Based on culture and
sensitivities =0

No guidelines for
infection =0

No guidelines for
infection =8

No guidelines for
infection =0

Non - compliance=0

Non -compliance=4

Non -compliance=1

Fig 13
Antimicrobial Prescribing Compliance with Guidelines
100.0%
98.0%
96.0%
94.0%
92.0%
90.0% -
o on < < N N o
< - < - < - i
< o < S < o <
Year of data collection

Conclusion

Overall compliance with the antibiotic guidelines is 98%. This is comparable to October 2015 (98.5%) and
to previous audits.

The audit will be repeated in April 2017. The audit was not conducted in October 2016 as the clinical
pharmacists supported the data collection for the 2016 National Point Prevalence Survey on HCAI and
AMU. (see below).
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October 2016
Northampton General Hospital took part in the National Point Prevalence Survey on HCAI set out by Public

Health England. The data is provisional as of February 2017. The antimicrobial usage data collected is
below.

Table: Antimicrobial use: indications, route, reason in notes and appropriate review

Total 248 100.0%
Route of administration

Parenteral 141 56.9%
Oral 107 43.1%
Other/unknown 0 0.0%
Reason in notes

Yes 231 93.1%
No 14 5.6%
Unknown 3 1.2%

Antimicrobial changed
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No change 166 66.9%

Escalation 19 7.7%
De-escalation 9 3.6%
Switch IV to oral 36 14.5%
Adverse effects 1 0.4%
Other or unknown reason 17 6.9%

The above data on antimicrobial agent changed (no change=66.9%) is comparable to the data collected for
the CQUIN quarter 4 2017, which reported that 60% of antibiotics had not been changed at 72 hours. This
reported figure is higher as prescriptions may have only been initiated 24-48 hours prior to data collection
at which point sensitivities may not have been reported by microbiology. Improving the appropriate review
of antibiotics is an on-going part of the CQUIN 2017-18. Greater surveillance and teaching will be required
to ensure appropriate reviews are conducted to reduce the risk of inappropriate prescribing and
antimicrobial resistance.

Anti-Microbial Resistance: Commissioning for Quality and Innovation (CQUIN)

2016/17

Antimicrobial resistance (AMR) has risen alarmingly over the last 40 years and inappropriate and overuse
of antimicrobials is a key driver. The CQUIN aims to reduce antibiotic consumption and encourage a
prescribing review within 72 hours of commencing an antibiotic.

Goal: Reduction in antibiotic consumption and encouraging focus on antimicrobial stewardship and
ensuring antibiotic review within 72 hours

Rationale: Reducing consumption of antibiotics and optimising prescribing practice by reducing the
indiscriminate or inappropriate use of antibiotics which is a key driver in the spread of antibiotic resistance.

Empiric review data

Data was collected by pharmacists in a variety of specialities including admissions, elderly care, ITU,
paediatrics, and surgery. Data on 50 prescriptions (oral and intravenous) had been collected as a point
prevalence survey each month. The results were submitted to Public Health England on a quarterly basis
as outlined in the submission criteria.

Table: Empiric review of antibiotics within 72 hours 2016/2017

Quarter Target Result
Q1 25% 85%
Q2 50% 90%
Q3 75% 86%
Q4 90% 90%

Data from quarter 4 has been summarised in the graph below. Of the 150 antibiotic prescriptions audited,
101 were prescribed intravenously and 49 orally. 141 prescriptions had been clinically reviewed within 72
hours. The data shows that despite the review occurring within 72 hours, the significance of this was not
clear. A total of 91 prescriptions continued with the empiric prescription. Of these, 54 had a defined
stop/review date and 37 continued with empiric treatment with no stop/review date. This suggests that
either de-escalation was not appropriate or we are using prolonged courses of intravenous antibiotics for
patients. This element is now incorporated in CQUIN 2017/18.

Fig 14
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Outcome of antibiotic clinical review at 72 hours from January to
March 2017

OPAT

IV to oral switch decision without review date
I to oral switch decision with review/stop date...

Decision to switch due to allergy orintolerance
Decision to switch to another antibiotic-e.g....

Decision to switch to another antibiotic - escalation

Decision to continue with no review or stop date ..
Decision to continue with review date or stop date...

STOP

1] 20 40 a0
total number of prescriptions audited [150)

(OPAT) outpatient antimicrobial therapy

Consumption data
Baseline data for CQUIN achievement is compared against data submitted for 2013/14. A partial payment
is expected based on current data submitted.

Reduction of 1% or more in total antibiotic consumption against the baseline (25%)
Reduction of 1% or more in carbapenem against the baseline (25%)

Reduction of 1% or more in piperacillin-tazobactam against the baseline (25%)

25% to be paid for submission of consumption data to PHE for years: 2014/15 to 2016/17

The following data is based on quarters one, two and three only.
At this point in time, the Trust is set to achieve the reduction in total carbapenem consumption.

9.2 Training initiatives

Ad hoc antimicrobial stewardship induction sessions are given to new clinical pharmacists. Development of
training has been included in the antimicrobial stewardship action plan for next year.

9.3 Antibiotic campaigns European Antibiotic Awareness Day — 18th November 2016

This annual awareness day was marked at NGH by encouraging staff to make a pledge as Antibiotic
Guardians and using Public Health England resources (quizzes/crosswords) to promote appropriate
antibiotic use. This was carried out in the cyber café and designed to target all hospital employees.

Antibiotic Awareness Week — Monday 14th November 2016

During the week the IPCT, trainee clinical scientist and antimicrobial pharmacist used promotional stands,
quizzes and screensavers highlighting the issue of resistance and encouraging staff to make a pledge as
Antibiotic Guardians. This also included daily visits to various wards to promote antibiotic awareness,
antibiotic stewardship and promotion of appropriate review on day 3.

9.4 Antimicrobial Stewardship Group (ASG)
The remit of this group is to develop and implement the organisation’s antimicrobials programme for all

adults and children admitted to hospital.
May 2016 [9 attendees]

e August 2016 [6 attendees]

e November 2016 [8 attendees]
e March 2017 [6 attendees]
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Developments in the last year have included:

Active participation in Anti-Microbial Resistance CQUIN and submission of data
o Empiric review of antibiotic prescriptions within 72 hours
o Reduction in antibiotic consumption per 1000 admissions (facilitated by earlier development of
meropenem code)
e Maintaining and updating an action plan for antimicrobial stewardship in line with NICE gap analysis
e Mandatory training in Antimicrobials and Antimicrobial Stewardship
e Guidance developed and disseminated to reduce Tazocin prescribing due to worldwide shortage
¢ Implementation of ePMA with built in 3 days review of antibiotics and indication for prescribing
9.5 Other Antimicrobial Developments
Adult Renal Antibiotic Guidelines
Guideline for dosing of antibiotics for patients with impaired renal function has been updated (March 2017)
to include all commonly used antibiotics in the Trust. It is now available on the intranet alongside the

antimicrobial guidelines.

Adult Antibiotic Guidelines
The Trust adult antibiotic guidelines require updating and have been given an extension until June 2017.

Page 34 of 61

Page 158 of 188



Compliance

Criterion What the registered provider will need to demonstrate

6 Ensure that all staff and those employed to provide care in all settings are fully involved in
the process of preventing and controlling infection.

10 Staff Development and Training

All staff roles include Infection Prevention and Control in the job description. How this is applied is outlined
at the individual’s local induction when in post.

Training was a key tool in improving staff knowledge on Infection Prevention practices in 2016/17. The
IPCT delivered training across the entire spectrum of staff and for a wide range of purposes from generic
Trust-wide sessions at induction to bespoke training on very specific issues.

The IPCT participates in Trust Induction for all new starters. The IPCT also supports specific induction
training to all grades of staff as requested by each service.

The IPCT fully support the Trust mandatory training programme, delivering sessions for all staff at
mandatory training sessions. These sessions are recorded on the Trust central training records

Compliance with attendance at key infection prevention training (induction, annual mandatory and ANTT
training) is tracked within the infection Prevention and Control Reports.

Table: IPC Training Compliance 2016/17

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

16 16 16 16 16 16 16 16 16 17 17 17
Trained in Month | 364 349 346 313 341 281 308 275 231 348 280 292
Percentage 70.0% | 80.1% | 79.6% | 79.7% | 79.1% | 78.7% | 80.4% | 81.7% | 83.0% | 84.0% | 84.7% | 86.2%
Compliance

10.1 Developments

On the 13" October 20186, the Infection Prevention Team celebrated their seventh annual study day at the
Cripps Post Graduate Centre. The Medical Director gave the opening address. Sixty healthcare
professionals attended. The study day evaluated well. Presentations included the C. diff collaborative and
toolkit, meticillin sensitive staphylococcus aureus, influenza, including a patient’s story from a Critical Care
patient, this was well received. The group also split into interactive work stations to learn about ANTT,
catheter care, PICC line care, identifying rashes and waste segregation.

The study day was sponsored by 5 representatives from companies whose products we use in the Trust.
The next IPCT study day is October 12" 2017.
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Compliance : : .
Criterion What the registered provider will need to demonstrate
7 Provide or secure adequate isolation facilities.

11 Isolation

In January 2017, the IPCT performed an isolation room usage audit. The occupancy of side rooms has
risen from 97% in March 2016 to 99.2% in January 2017. This highlights how busy the Trust is and the
pressure that there is for beds. The findings of the audit suggest that mostly there are adequate side rooms
within the hospital. However, there is more pressure in the surgical division for side rooms due each
surgical ward only having 2 side rooms

The target time for isolating patients with unexplained (and potentially infectious diarrhoea) is less than two
hours. This is monitored by the IPCT and reported to the IPSG monthly.
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Each ward has access to the Electronic Side Room Monitoring Tool. This identifies who is managed in a
side room and the reason for their isolation and each ward identifies patients who can be transferred out of
single rooms in the event that another patient requires isolation. This is checked daily by a member of the
IPCT and the information is given daily to the Trust Site Management Team

For advice and support the IPCT team are available for advice 08:00-17:00 Monday — Friday and 9-12
midday Saturday. There is an on-call microbiology service for advice outside of these hours.

Compliance : : :
Criterion What the registered provider will need to demonstrate
8 Secure adequate access to laboratory support as appropriate.

12 Laboratory Services

Diagnostic microbiology is provided on site as part of NGH pathology services.

Co_mp_llance What the registered provider will need to demonstrate

Criterion

9 Have and adhere to policies, designed for the individual’s care and provider organisations
that will help to prevent and control infections.

13 Policies

The Trust has policies, guidelines and standard operating procedures in line with the Health and Social
Care Act 2008; Code of Practice on the prevention and control of infections and related guidance.

These documents are monitored utilising a variety of audit tools to measure staff compliance with guidance.
Additionally, through induction and ad-hoc bespoke sessions, training for all staff types is undertaken to
ensure they are kept informed of current guidance.

13.1 Audit Programme

13.2 Saving Lives

Saving Lives is a National compilation of High Impact Interventions (HIl) utilising a “Care Bundle” approach
based on evidence based practice. It was first published in 2005 and updated in 2010. It was delivered at
Northampton General Hospital in 2007. It directly measures clinical processes. Each clinical area is audited
monthly against the High Impact Interventions which are pertinent to the care given in that particular
setting. The High Impact Intervention results populate the Trusts’ infection prevention dashboard along
with results from the monthly hand hygiene observational audits, cleaning audits, MRSA bacteraemia and
Clostridium difficile infection figures.

The dashboard supports continuous quality improvement, development and there has been a strong focus
on trend analysis in 2016/17, providing safer care for our patients, this is presented and monitored monthly
through IPOG. April 2017 has seen the launch of the Trusts’ new Infection Prevention Audits and these
audits are in line with Epic 3 guidance reflecting best practice, moving forward this should enable the audit
process.

13.3 Health Assure
The Trust is registered with the Care Quality Commission (CQC) under the Health and Social Care Act
2008, and as a legal requirement must protect patients, staff and others from acquiring healthcare

associated infections by compliance with the Hygiene Code.
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The Hygiene Code evidence has been uploaded onto the Health Assure platform which is an on-line

corporate software that provides boards and management teams with assurance and information needed to
plan, manage and report on key performance indicators.

IPCT continue to align and update supporting evidence to provide assurance with the Hygiene Code.

13.4 Beat the Bug, Board Quality Visit

To support the on-going HCAI agenda across the Trust, all Executive and Non-Executive Directors and the
Trust Chairman continue to participate in these ‘Quality Visits’ on a monthly basis. These visits are
facilitated by the IPT and they involve visiting clinical areas with a similar inspection programme to the CQC
visit. Each of the Executive and Non-Executive Directors visit 2/3 areas and audit the clinical area against
set criteria. Findings from the visits is collated by the IPT reported monthly at CQEG and IPOG

The reviews are still being seen as very positive by staff on the wards, and the output from the reviews is
beneficial, therefore it is important to maintain regular visits.
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Ensure so far as is reasonably practicable, that care workers are free of and are protected

10 from exposure to infections that can be caught at work and that all staff are suitably
educated in the prevention and control of infection associated with the provision of health
and social care.

14 Occupational Health

Occupational Health has had a busy year with significant service improvements to streamline and improve
services. Total activity (measured in clinical events) for 2016/17 was 18825 which is a 12% increase on the
previous year. This includes new employment screening, vaccinations, blood tests, physiotherapy, nursing
and medical consultations. There has been improved use of clinic time to facilitate an increase of external
work especially from the healthcare students of the University of Northampton.

The use of the IT software programme eOPAS has enabled health surveillance to be carried out
electronically this year via a portal questionnaire which has improved the collection of the data and a
speedier system for TB surveillance and night workers assessment.

Fig 15

Yearly Activity Totals

— —
fom 151

2014/15 2015/16 2016/17

0

Activity Breakdown

Fig 16
15/16 16/17

Blood Tests 4373 7291
Vaccinations 3188 2841
Work Health Screening 2107 1907
General Clinic 1743 1621
Nurse Appts 907 2354
Other Tests 1914 187
Management Refs 873 736
Physio 378 876
Dr Appts 376 501
Health Surveillance 422 281
Contamination Injuries 115 230

16396 18825
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In looking at Fig 16 above the following should be noted: -

e There has been an increase in blood tests especially for latent TB testing, due to the national
shortage of Mantoux serum and BCG vaccine.

e The electronic health questionnaire and portal system enabled staff to provide evidence of their
previous vaccinations more easily which reduced the number of vaccinations required

The flu campaign in 2016/17 achieved an uptake of 79% see fig 16 which enabled the CQUIN target to be

achieved. There was a positive response from staff for the additional clinics and trolley visits in the evening
and weekend

Fig 17

Annual Influenza Uptake by
Frontline Healthcare Workers NGH by Year

11% 10% 10%

p=
&
S
S
)
o
O
c
L

15 Summary

Eliminating healthcare associated infections has remained a top priority for the public, patient and staff.
The Infection Prevention team, through their plan of work, have implemented a programme of work which
has been supported by colleagues at all levels through the organisation.

However, a number of key risks and challenges exist and are covered in the plan of work for 2017/18, see
Appendix 3.

Authors Wendy Foster — Matron for IPCT
Mark Duggan- Acting Manager for Decontamination
Kiranjeet Dhillon - Antimicrobial Pharmacist

Claire Brown Occupational Health Manager/Specialist Community Public
Health Nurse

Owner Carolyn Fox
Date 31° May 2017
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16 Appendix 1 - IPCT Structure 2016/17

Post

Post holder

WTE

Board Executive Lead
(DIPC)

Mrs Carolyn Fox

Not defined

DIPC

Mrs Carolyn Fox

Not applicable

Chair of the Trust
Infection Prevention and
Control Group

Mrs Carolyn Fox

Not applicable

Consultant Medical Dr Minas Minassian Not defined
Microbiologist Dr Basel Allouanti Not defined
Band 8a IPC Matron Mrs Wendy Foster 1x1.0
Band 7 IPC Nurse Mrs H.Slyne 1x1.0
Mrs R Pounds 1x1.0
Band 6 IP Support Nurses | Mrs J Hart 1x0.40
Mrs K. Draper (maternity cover) 1x0.68
Mrs K. Baptiste 1x10
Miss N. Clews 1x1.0
Miss Fiona Fulthorpe (secondment) 1x1.0
Band 4 Secretarial Mrs Karen Tiwary 1x1.0

Administration and
Surveillance
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17 Appendix 2 - Terms of Reference for the Infection Prevention Steering Group

Northampton General Hospital

Infection Prevention Steering Group (IPSG)

Terms of Reference

NHS Trust

Membership

Director of Nursing, Midwifery & Patient
Services/DIPC or nominated Deputy
Matron for Infection Prevention & Control or
nominated deputy

Consultant Microbiologist

Medical Director or nominated Deputy
Deputy Director of Quality & Governance
Associate Director of Nursing for Medicine
Associate Director of Nursing for Surgery
Associate Director of Midwifery

Associate Director of Nursing for Oncology
Head of Estates / Deputy Director of Facilities
Head of Hotel Services

Consultant Anaesthetist / Sepsis Lead
Head of Capacity and Flow

Quorum

6 members

In Attendance

Deputy Director of Nursing, Midwifery & Patient
Services

Antimicrobial Pharmacist

Occupational Health Lead

Public Health England (PHE) representative
Patient representative

Minute taker

Frequency of Meetings

Monthly

Accountability and Reporting

Accountable to the CQEG

Date of Approval by CQEG April 2017
Review Date e April 2018
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1.

NHS

Northampton General Hospital
NHS Trust

Infection Prevention Steering Group

Terms of Reference
Constitution

The Trust hereby resolves to establish a steering Group of the Clinical Quality and Effectiveness Group
(CQEQG) to be known as the Infection Prevention Steering Group.

2.

Purpose

The purpose of the Steering Group is to provide strategic direction for the prevention and control of
Healthcare acquired infections in Northampton General Hospital NHS Trust that minimises the risk of
infection to patients, staff and visitors.

The Steering Group will:

Strengthen the performance management of Health Care Associated Infections (HCAI's) and
cleanliness across the Trust

Provide assurance to the Board that policy, process and operational delivery of infection prevention and
control results in improved patient outcomes

Make recommendations as appropriate on Infection Prevention Control matters to the Board via CQEG
Performance Manage the Trust against the Infection Prevention and control strategy

Will ensure that there is a strategic response to relevant new legislation and national guidelines
Membership

Director of Nursing, Midwifery & Patient Services/DIPC or nominated Deputy
Matron for Infection Prevention & Control or nominated Deputy
Consultant Microbiologist

Medical Director or nominated Deputy

Deputy Director of Quality & Governance

Associate Director of Nursing for Medicine*

Associate Director of Nursing for Surgery*

Associate Director of Midwifery*

Associate Director of Nursing for Oncology*

Head of Estates and Deputy Director of Facilities

Head of Hotel Services

Consultant Anaesthetist / Sepsis Lead

Head of Capacity and Flow
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4, Quorum, Frequency of meetings and required frequency of attendance

e No business shall be transacted unless six members of the Steering Group are present, one of whom
must be the Chair or their nominated Deputy and 2 clinical representatives from the Divisions (as
indicated by * above).

e The Steering Group will meet monthly.

o Members of the Steering Group are required to attend a minimum of 9 meetings held each financial
year.

5. In attendance

In addition to the core membership, other staff will be invited to attend by the Chair of the Steering Group.

6. Authority

The Steering Group is authorised by CQEG to investigate any activity within its terms of reference and to
seek any information it requires to provide assurance to the Board. The Steering Group will seek external
expert advice and invite attendance if considered appropriate.

7. Duties

e To ensure the Trust adheres to the Code of Practice for the NHS on the prevention and control
of healthcare associated infections and related guidance, Health and Social Care Act (2008)/
The Hygiene Code updated 2015.

o To fulfil the Trust’s statutory and other responsibilities as provider of health services, achieving
and maintaining the standards required by the Care Quality Commission and other
National/Regulatory/Professional bodies.

e Toreview Trust policies, procedures and guidance for the prevention and control of infection
and to monitor their implementation; ensuring that such policies are evidence based, reflect
relevant legislation and published professional guidance. Recommend submission and approval
to Procedural Document Group.

e To develop the annual infection prevention and control programme of activity and ensure that it
is submitted to Quality Governance Committee (QGC) and approved by the Trust Board

¢ Monitor achievement of the objectives contained within the annual programme.
e Toreceive, review and endorse the annual Infection Prevention and Control Report.

¢ Management and investigation of outbreaks of infection.

e Toreceive a written Infection Prevention & Control report which includes:

i Outbreaks of infection
ii. MRSA & Clostridium difficile data
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ii. Isolation deficits
iv.  Trust compliance with externally set targets
v.  Progress against the rolling infection prevention & control programme
vi.  Audit outcomes
vii.  Training and development plans/ compliance
viii.  Updates of relevant legislation / guidance/ best practice
ix.  Campaigns planned or delivered

o Receive a written highlight report and minutes from the Infection Prevention Operational Group
and review the TOR annually.

o To receive written reports from the Trust operational IPC group to ensure that assurance is
gained as to the implementation of Infection Prevention & Control practices & policies within the
Trust. Providing assurance that all appropriate measures are being taken to assist the
achievement of the national and local infection present ambition.

¢ Receive written reports from Deputy Director of Estates and Facilities in relation to water safety,
decontamination compliance, structural/ building works that are planned within the Trust. To
ensure that prevention and control of infection is considered as part of all service or building
development activity, changes to HTM’'s or ACOP that may have infection control implications

¢ Receive written reports from the Head of Hotel services in relation to food hygiene,
Environmental Health visits/ reports, PLACE outcome reports, cleaning compliance with
standards and audits, domestic service training plans & compliance, and introduction of new
cleaning products or systems of work.

e Receive written reports from the Occupational Health Manager which include needlestick
injuries, flu vaccination programme compliance, outbreak issues affecting staff, any incidents of
staff TB or BBV that have been or are currently under investigation or look back exercises for
any infectious disease where an increased incidence has been reported nationally, to ensure
that the staff and therefore the patients, are adequately protected where possible to do so.

o Receive written reports from the antimicrobial pharmacist which include an update from the
Antimicrobial Stewardship Group.

o Receive written reports from the Associated Director of Nursing/Midwifery as requested by the
Chair in relation to specific Infection Prevention and Control matters.

¢ To make recommendation to other committees and departments within the Trust on all infection
control matters and techniques, and advise when necessary on the selection of equipment
appropriate to the prevention of infections.

e To promote and facilitate education of all grades and disciplines of staff in procedures for the
prevention and control of infection report compliance.

e To disseminate information and advice on prevention and control of infection to all appropriate

Trust Division and their Directorates.
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e To monitor the performance of the infection prevention and controls programme and make
suggestions for improvement.

8. Accountability and Reporting arrangements

The minutes of the Steering Group meetings shall be formally recorded by the Secretary/Surveillance
Assistant. Copies of the minutes of the Steering Group meetings will be provided to all members of the
Group and will be available to all Trust Board members.

The Steering Group Chair shall prepare a written summary report to CQEG after each meeting. The Chair
of the Steering Group shall draw to the attention of CQEG any issues that require escalation to the Trust
Board, require executive action or support.

Sub-committee and reporting arrangements

The Steering Group shall have the power to establish sub-groups for the purpose of addressing specific
tasks. In accordance with the Trusts’ Standing Orders, the Steering Group may not delegate powers to a
sub-group unless expressly authorised by the Trust Board.

The terms of reference, including the reporting procedures of any sub-group must be approved by the
Steering Group and reviewed as stated below.

9. Administration

The Infection Prevention Steering Group shall be supported administratively by the Infection Prevention
and Control Secretary /Surveillance Assistant

+ Agreement of the agenda for Steering Group meetings with the Chair
Requesting of reports from authors in a timely manner in accordance with the reporting schedule
« Collation of reports and papers for Steering Group meetings

+ Circulate agenda and papers for the meetings 7 days in advance of the
Meeting

*  Ensuring that suitable minutes are taken, a record of matters arising and actions are accurately
documented

» All reports will be submitted in writing with a front sheet
10. Requirement for review

These terms of reference will be formally reviewed by the Steering Group at least annually.

FOI Reminder

The minutes (or sub-sections) of the Board, unless deemed exempt under the Freedom of Information Act
2000, shall be made available to the public, through the meeting papers.
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18 Appendix 3 - Terms of Reference for the Infection Prevention Operational Group

NHS

Northampton General Hospital
NHS Trust

Infection Prevention Operational Group (IPOG)
TERMS OF REFERENCE

Membership
e Deputy Director of Nursing
¢ Infection Prevention Matron
e Modern Matrons
e Estates and Facilities
e Hotel Services
e Therapies or nominated representative
e Domestic Team Leads/Supervisors
o Clinical Site Manager for Capacity and Flow
Quorum Seven members that must include either:
e Deputy Director of Nursing, Patient & Nursing
Services
o Member of the Infection Prevention Team as
required
e Modern Matrons (5)
In Attendance o Director of Nursing Midwifery & Patient
Services/DIPC & Director of Infection Prevention
& Control
e Deputy Director of Nursing
e Matron for Infection Prevention or a member of
the Infection Prevention Team
e Modern Matrons
e Lead within Estates
e Lead within Facilities
The Group would have the authority to co-opt any
person necessary to assist in its deliberations
Frequency of Meetings e Monthly
Accountability and Reporting e The minutes of the group meetings shall be
formally recorded by the minute taker. Copies of
the minutes of group meetings shall be available
to all members on request.
e The Matron for Infection Prevention reports to
Director of Nursing monthly operational infection
prevention issues.
e The Matron for Infection Prevention produces an
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Annual Report for the Care Quality &
Effectiveness Group.

e The DIPC (Director of Nursing) & Matron for
Infection Prevention reports and participates in
the Whole Health Economy Infection Control
meeting.

e The DIPC (Director of Nursing) or Deputy Director
of Nursing will report from the Operational Group
into the IP&C Steering Group.

Date of Approval by IPSG on e May 2017

behalf of Quality Governance

Committee

Review Date e Annually
=
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NHS

Northampton General Hospital
NHS Trust

Infection Prevention Operational Group (IPOG)
TERMS OF REFERENCE
1. Constitution

The Trust hereby establishes a group to be known as the Infection Prevention Operational Group (IPOG).
The aim of the group is to ensure operationally:

1. The Trust adheres to the Code of Practice for the NHS on the prevention and control of healthcare
associated infections and related guidance, Health and Social Care Act (2008), (the “Hygiene Code”).

2. To receive reports on specific operational problems with respect to the incidence of infection or of
infection risks for evaluation and discussion, and to make appropriate recommendations to the IP Steering
Group.

3. To review Trust policies, procedures and guidance for the prevention and control of infection and to
monitor their implementation; ensuring that such policies reflect relevant legislation and published
professional guidance, prior to approval by IP Steering Group.

4, To monitor divisional performance regarding adherence to infection control practice through the
monitoring of the matron’s dashboard Infection Prevention and Control audits and putting actions into place
where required.

5. To discuss relevant issues presented by the Infection Prevention & Control Team (IPCT) and any
other member of the committee.

6. To make recommendation to IP Steering Group and departments within the Trust on all infection
control matters and techniques, and advise when necessary on the selection of equipment appropriate to
the prevention of infections.

7. To promote and facilitate education of all grades and disciplines of staff in procedures for the
prevention and control of infection report compliance.

8. To ensure that prevention and control of infection is considered as part of all service development
activity.
9. To disseminate information and advice on prevention and control of infection to all appropriate Trust

Directorates.

10. To monitor the performance of the infection prevention and controls programme and make
suggestions for improvement, including review of improvement plans from Divisions.
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2. Purpose

The purpose of the IPOG is to ensure that there is a managed environment within the Trust that minimises
the risk of infection to patients, staff and visitors. The group is responsible for providing professional advice
at an operational level to the Trust, sharing good practice. and making recommendations to the IP Steering
Group and divisions,

3.  Membership

e Director of Nursing, Midwifery & Patient Services/DIPC

e Deputy Director of Nursing

¢ Infection Prevention Matron

e Modern Matrons

e Estates and Facilities

e Hotel Services

e Therapies or nominated representative

o Domestic Team Leads/Supervisors

e Clinical Site Manager for Capacity and Flow

e The group would have the authority to co-opt any person necessary to assist in its deliberations

4. Quorum, Frequency of meetings and required frequency of attendance

No business shall be transacted unless eight members of the group are present. This must include not less
than eight members that must include either:

e Director of Nursing, Midwifery & Patient Services/DIPC or
e Deputy Director of Nursing

o Member of the Infection Prevention Team

e Modern Matrons (5)

The group will meet monthly. Members of the group are required to attend a minimum of 80% of the
meetings held each financial year and not be absent for two consecutive meetings without the permission
of the chair of the group.

5. In attendance

Other directors and officers of the Trust may be asked to attend at the request of the Chair. Only the
group Chair and relevant members are entitled to be present at a meeting of the group, but others may
attend by invitation of the Chair.

6. Authority

The group is authorised by the Trust to investigate any activity within its terms of reference and to seek any
information and to make any recommendations through the Infection Prevention Steering Group (IPSG),
through its chair that is deemed appropriate. Or any area within the terms of reference where action or
improvement is required.

7. Duties

To attend meetings as required and report to the IPOG in an open and honest manner and address any
issues.
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8. Accountability and Reporting arrangements

The minutes of the group meetings shall be formally recorded by the minute taker. Copies of the minutes of
group meetings shall be available to all members on request.

9. Sub-groups and reporting arrangements

The group shall have the power to establish sub groups for the purpose of addressing specific tasks or
areas of responsibility. The terms of reference, including the reporting procedures of any sub groups must
be approved by the group and regularly reviewed.

10. Administration

The group shall be supported administratively by the Administration/Surveillance person whose duties in
this respect will include:

. Agreement of the agenda for group meetings with the Chair;

. Collation of reports and papers for group meetings;

. Ensuring that suitable minutes are taken, keeping a record of matters arising and issues to
be carried

11. Requirement for review
These terms of reference will be formally reviewed by the group at least annually.

12. FOIl Reminder

The minutes (or sub-sections) of the Infection Prevention Operational Group unless deemed exempt under
the Freedom of Information Act 2000, shall be made available to the public, through the meeting papers.
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Northampton General Hospital INHS |

NHS Trust
COMMITTEE HIGHLIGHT REPORT

Report to the Trust Board: 28" September 2017

Title Finance Committee Exception Report

Chair Phil Zeidler

Author (s) Phil Zeidler

Purpose To advise the Board of the work of the Trust Board Sub committees

Executive Summary

The Committee met on 24th August to discuss items on its agenda (drawn from its
annual work plan, arising issues relevant to its terms of reference or matters
delegated by the Trust Board).

Key agenda items: Board Assurance
Framework entries
e Finance report (also cross-referenced
e Formal Reforecast to CQC standards)
e Changing Care
e Reference Costs
e Operational performance
e |T Committee highlight report

Key areas of discussion arising from items appearing on the agenda

o The Trust is off plan by £1.1m, £850k of this is underperformance. £200k overspend on pay
for last 3 months despite reducing agency, being investigated.

All divisions are being challenged for remedial actions

Changing Care programme is on plan but requires more schemes

Maintaining agency caps increasingly challenging. Medical bank being developed.

A&E performance has improved but remains under pressure. There is a DTOCs reset
Significant challenges remain in achieving cancer targets, particularly Breast 2ww,
committee received assurance the decline has been arrested

Any key actions agreed / decisions taken to be notified to the Board

o Reference cost process was approved
o Recommendations from cyber-attack review were accepted

Any issues of risk or gap in control or assurance for escalation to the Board

None that are not previously identified

Legal implications/ The above report provides assurance in relation to CQC
regulatory requirements Regulations and BAF entries as detailed above.

Action required by the Board

Z
<
S
>
7,
o
O
c
Ll
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Northampton General Hospital INHS |

NHS Trust
COMMITTEE HIGHLIGHT REPORT @)
(]
p—
?
Report to the Trust Board: 28" September 2017 (@)
O
=
L
Title HMT Exception Report
Chair Mrs Deborah Needham
Author (s) Mrs Deborah Needham
Purpose To advise the Board of the work of the Trust Board Sub committees

Executive Summary

The Committee met on 5" September 2017 as a workshop to discuss items on its
agenda (drawn from its annual work plan, arising issues relevant to its terms of
reference or matters delegated by the Trust Board).

Key agenda items: Board Assurance
Framework entries
1. Highlight report 1.1,1.2,2.2,31, 3.2,
2. Cancer performance & plan update 5.1,5.2

3. Update on annual planning
4. Financial recovery workshop

Key areas of discussion arising from items appearing on the agenda

Verbal report —information only

A summary briefing was provided by the Deputy CEO on:
a. A&E performance & escalation with NHSI & NHSE
b. Cancer performance summary
c. Financial recovery summary

Cancer performance & plan update
A paper was presented which had been discussed at the August finance, performance &
investment committee.

- Urology/Breast/Colorectal — all outside trajectory

- Surgical division asked to support pathway changes and escalation

Annual planning
A verbal update was given on the annual planning timescales and process.

AOB

A business case was presented by the W,C,0 & H division as part of their recovery plan to
invest in 2 additional HCA in order to free up nursing time to see increased numbers of
patients in Gynaecology endoscopy. This was approved in principle.

Financial recovery Workshop
A presentation on the current activity gaps was provided and supported by the current
financial position.

The Director of strategy & Deputy Director of Finance facilitated a workshop with the 4
divisions. The divisions presented the key actions being taken as part of the recovery plan.
Each group were tasked to identify 3 further actions to improve the divisional position,
identify any help required from external partners and challenge other divisions on their plans.
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Any key actions agreed / decisions taken to be notified to the Board

A further update on the workshops recovery actions will be presented as part of the finance

update to trust board.

Any issues of risk or gap in control or assurance for escalation to the Board

All areas of risk regarding quality, Finance and performance are covered in Trust Board
reports and detailed on the risk register.

Legal implications/
regulatory requirements

The above report provides assurance in relation to CQC
Regulations and BAF entries as detailed above.

Action required by the Board

To note the contents of the report.
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NHS

Northampton General Hospital

NHS Trust
AGENDA
PUBLIC TRUST BOARD
Thursday 28 September 2017
09:30 in the Board Room at Northampton General Hospital
Time | Agenda Item Action Presented by Enclosure
09:30 INTRODUCTORY ITEMS
1. | Introduction and Apologies Note Mr Farenden Verbal
2. | Declarations of Interest Note Mr Farenden Verbal
3. | Minutes of meeting 27 July 2017 Decision Mr Farenden A.
4. | Matters Arising and Action Log Note Mr Farenden B.
5. | Patient Story Receive Executive Director Verbal
6. | Chairman’s Report Receive Mr Farenden Verbal
7. | Chief Executive’s Report Receive Dr S Swart C.
10:00 | 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.
10:20 | OPERATIONAL ASSURANCE
10. | Finance Report Assurance | Mr S Lazarus F.
11. | Nurse Recruitment and Retention Report Assurance | Mrs J Brennan G.
10:40 | FOR INFORMATION
12. | Integrated Performance Report Assurance | Mrs D Needham H.
13, WMM%_M%__E\ and Transformation Plan Receive Mr C Pallot L
14. | EPRR core-standards assessment Receive Mrs D Needham J.
15. | Best Possible Care Status Receive Ms C Fox K.
11:00 | ANNUAL REPORTS
16. | Corporate Governance Report Receive Ms C Thorne L.
17. | Infection Prevention Annual Report Receive Ms C Fox M.
11:20 | COMMITTEE REPORTS
18. | Highlight Report from Finance Investment Assurance | Mr P Zeidler N.
and Performance Committee




Time | Agenda Item Action Presented by Enclosure
19. | Highlight Report from Quality Governance Assurance | Ms O Clymer Verbal.
Committee
20. | Highlight Report from Workforce Committee | Assurance | Mr G Kershaw Verbal.
21. | Highlight Report from Hospital Management | Assurance | Mrs D Needham O.
Team
11:30 | 22 | ANY OTHER BUSINESS Mr P Farenden Verbal

DATE OF NEXT MEETING

The next meeting of the Public Trust Board will be held at 09:30 on Thursday 30 November 2017 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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