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SECTION ONE

WHAT IS A QUALITY ACCOUNT?

A Quality Account is a report about the quality of services by an NHS healthcare provider.
The reports are published annually by each provider, including the independent sector, and
are available to the public. Quality Accounts are an important way for local NHS services to
report on quality and show improvements in the services they deliver to local communities
and stakeholders. The quality of the services is measured by looking at patient safety, the
effectiveness of treatments that patients receive and patient feedback about the care
provided.

The Department of Health requires providers to submit their Quality Account to the Secretary
of State by uploading it to the NHS Choices website by June 30 each year. The requirement
is set out in the Health Act 2009. Amendments were made in 2012, such as the inclusion of
quality indicators according to the Health and Social Care Act 2012. NHS England or Clinical
Commissioning Groups (CCGs) cannot make changes to the reporting requirements

NORTHAMPTON GENERAL HOSPITAL NHS TRUST

Northampton General Hospital NHS Trust provides general acute services for a population of
380,000 and hyper-acute stroke, vascular and renal services to people living throughout the
whole of Northamptonshire, a population of 692,000.

The Trust is also an accredited cancer centre and provides cancer services to a wider
population of 880,000 who live in Northamptonshire and parts of Buckinghamshire. In
addition to the main hospital site, which is located close to Northampton town centre, the
Trust also provides outpatient and day surgery services at Danetre Hospital in Daventry.

The principal activity of the Trust is the provision of free healthcare to eligible patients. We
are a hospital that provides the full range of outpatients, diagnostics, inpatient and day case
elective and emergency care and also a growing range of specialist treatments that
distinguishes our services from many district general hospitals. We also provide a small
amount of healthcare to private patients.

We are constantly seeking to expand our portfolio of hyper-acute specialties and to provide
services in the most clinically effective way. Examples are developments in both urological
cancer surgery and laparoscopic colorectal surgery placing the Trust at the forefront of
regional provision for these treatments.

We also train a wide range of clinical staff, including doctors, nurses, therapists, scientists
and other professionals. Our training and development department offers a wide range of
clinical and non-clinical training courses, accessed in a variety of ways through a range of
media including e-learning. The Trust has excellent training facilities which were recently
upgraded.
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Division: Medicine & Urgent Care

Directorate Services

Urgent Care A&E Benham EAU Ambulatory Care

In patient Cardiology Nephrology General medicine Gastroenterology
Specialities Endoscopy Thoracic medicine

Outpatient & Neurology Rheumatology Dermatology Geriatric Medicine
Elderly & Stroke | Stroke services Rehabilitation Main Outpatients Neurophysiology
Medicine Diabetes Endocrinology Day Case Area Danetre Outpatients

Division: Surgery

Directorate Services

Anaesthetics, Anaesthetics Critical Care Theatres Pain Management

Critical Care & Pre-operative

Theatres assessment

Head & Neck & | Audiology ENT Maxillo Facial Opthalmology

Trauma and Surgery

Orthopaedics Oral Surgery Orthodontics Restorative Dentistry | Trauma &
Orthopaedics

General & Colorectal Surgery General Surgery Plastic Surgery Upper Gl Surgery

Specialist Vascular Urology Endocrine Surgery Breast Surgery

Surgery

Division: Wo me n&Gh i | d mdmace®logy / Haematology services and Cancer Services

Directorate

Services

Womenods Gynaecology Obstetrics Gynaecological
Oncology
Chi | dr e n| Neonatology Paediatrics Community Paediatric
Paediatrics Audiology
Paediatric Community
Physiotherapy Paediatric Nursing
Oncology / Clinical Oncology Medical Oncology Haematology Radiotherapy
Haematology Palliative Care Cancer services
services and
Cancer Services
Division: Clinical Support Services
Directorate Services
Imaging Breast Screening Imaging Physics Interventional Radiology
Radiology
Nuclear Medicine Medical Photography
Pathology Microbiology Histopathology Biochemistry Immunology
Infection Prevention
Clinical Support | Therapies Pharmacy Medical Education Research &

Development
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STATEMENT ON QUALITY FROM THE CHIEF EXECUTIVE

During 2015/16 Northampton General Hospital (NGH) NHS Trust has continued to focus on
delivering high quality care for patients. We aim to put quality improvement at the core of all
our services and this report gives an overview of some of the work done in 2015/16 and sets
out the plans for improving the quality of services in specific areas for next year and beyond.

Throughout 2015/16 the Trust experienced very high levels of demand for emergency
services as was the case in the wider NHS. This presented challenges for both staff and for
our patients alike. It has also impacted upon our ability to deliver planned services. Despite
this, our staff have remained committed to delivering the best care that they can and have
continued to work towards the hospital 6 s over al | aim of OBest
that support that ambition. We have improved the care that we give to our patients who
require emergency admission over the last 2 years and we aim to continually improve urgent
care in collaboration with partners in the health and social care economy. We know that if we

can succeed in this collaboration in Northamptonshire, our planned services will also flourish.

Delivering high quality services requires us to constantly review the care we provide. In order
to better meet the needs of our patients and to support this work, the Trust has signed up to
a national campaign called Sign Up to Safety that aims to make the NHS the safest
healthcare system in the world. A key component of this work centres on listening to and
involving our staff, our patients and the local community we serve. It is important that all our
staff understand the values of the Trust and what it means for them to aspire to excellence,
to reflect, learn and improve and to respect and support each other and our patients. In order
to deliver Best Possible Care, we know that we must be a learning organisation committed to
developing individuals, teams and leaders to be able to put these values into practice. The
simple message that all staff have a duty both to deliver care and improve care is
increasingly built in to induction training.

The views of our staff, patients and their carers have been incorporated into our Quality
Priorities for next year and our Quality Improvement Strategy 2015-18 which describes how
we will achieve the aspirations we have for our services. Over the next 3 years we have
committed to a programme of work that will ensure that our services become safer, more
effective and provide those who use them with a more positive experience.

Our work to reduce avoidable harm and save more lives continues and is at the centre of our
Quality Improvement work. Increasingly this work needs to involve all our partners in Health
and Social Care in order to ensure we can support patient centred care in the community
where possible. Getting patients home safely has been a particular focus and this work will
be essential as pressure on services increases

We have strengthened the path set out in our Clinical Strategy by working closely in
partnership with other hospitals including Kettering General Hospital and the University
Hospitals of Leicester and with providers of community services and primary care. An
example of this can be seen through our collaborative work with Kettering General Hospital
covering a range of specialities and with Northamptonshire Healthcare where we have
worked on solutions to improve the situation for patients who are waiting to leave the hospital
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and for patients who need special care at the end of their lives. This signals our intention to
focus on providing care that best meets the needs of the population of Northamptonshire and
not just on the patients who have traditionally used our hospital services.

During 2015/16 year we have also continued to imbed our clinically led structure that was
introduced in January 2015. Despite the acknowledged operational challenges, we are now
beginning to reap the benefits of this transition with our clinical staff being at the forefront of
decision making within the Trust. Our staff survey results are now starting to show a positive
change in our staffodés perceptions of the hospita

The Trust has made significant progress against the quality priorities we set ourselves in
2015/16. For example:

1 Although we still have too many patients who cannot leave hospital for home as
quickly as we or they would like, we have improved our discharge processes and are
committed to improving this further

1 End of life care continues to be a priority for us with on-going work streams building
on the foundations laid through the CQUIN (Commissioning for Quality and
Innovation) and our NGH quality priorities to ensure that patients who are
approaching the end of their life are identified and receive the appropriate care

1 The foundations for Sign up to Safety have been laid ensuring continuous reporting
against agreed metrics to achieve the best possible care for our patients

1 Complaint responses have improved throughout the year with all complaints being
acknowledged within three working days

1 We have continued to invest in our staff though programmes of leadership and
development focussed on improving quality

The Trust has been recognised nationally through a number of awards including a national
Award for Using Information for Improvement and Assurance, a national Award for
Leadership and Innovation in Cancer Nursing and nomination for a CHKS national patient
safety award. Following some very successful work involving doctors in training, medical
students and student nurses in quality improvement we were invited to make national and
international presentations. We have strengthened our links with both the University of
Leicester and the University of Northampton and hope to develop this further in the future

We recognise that further work is needed to build upon the progress made in 2014/15 and
this on-going activity will be accorded a high priority within the Trust as we go forward into
2016/17.

Providing health care is not without risk and we acknowledge that we do not get it right every
time and for every patient. This quality report outlines our ambition to further reduce
preventable harm across our organisation. The coming year will provide us with further
opportunities to make improvements to the care that we provide to our patients and their
carers. Our quality priorities for 2016/17 will again focus on delivering care to our patients
that is safe, effective, reliable and compassionate.

We also recognise that a key challenge for the coming year and for the future will be to
contribute effectively to planning and implementing the changes required to transform the
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Northamptonshire Health and Social Care system and to ensure that patient centred, high
quality care remains central to this work.

Despite the pressures we face including the unprecedented levels of emergency activity and
the need for significant and transformation change, there is no doubt that many patients
receive excellent care and our staff continue to show exceptional commitment day after day.
| remain proud of Northampton General and of our staff who so often pull together to do the
very best for our patients. It is only right that | end by thanking each and every one of them
and reflect on the privilege of being able to do so.

Dr Sonia Swart
Chief Executive
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STATEMENT OF DIRECTORSORESPONSIBILITIES

The directors are required under the Health Act 2009 to prepare a Quality Account for each
financial year. The Department of Health has issued guidance on the form and content of
annual Quality Accounts (in line with requirements set out in Quality Accounts legislation).

In preparing their Quality account, directors should take steps to assure themselves that:

T The Quality Account presents a balanced pict.
reporting period

1 The performance information reported in the Quality Account is reliable and accurate

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

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

1 The Quality Account has been prepared in accordance with any Department of Health
guidance

1 The directors confirm to the best of their knowledge and belief that they have
complied with the above requirements in preparing the Quality Account.

By order of the Board

30 June 2016
Paul Farenden
Chairman

30 June 2016
Dr Sonia Swart
Chief Executive
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SECTION TWO

QUALITY AT THE HEART OF NGH

Quality has always been an integral component of our work at NGH. Our Quality
Improvement Strategy sets our ambition and aim to provide the best possible care for all of
our patients both now and in the future. Quality within the Trust focuses on three core areas:

1. Patient safety
1 There will be no avoidable harm to patients from the healthcare they receive.
1 This means ensuring the environment is clean and safe at all times with the aim that
harmful events never happen.

2. Effectiveness of care
1 The most appropriate treatments, interventions, support and services will be provided
at the right time and in the right place to those patients who will benefit from them.
1 Our patients will have healthcare outcomes which achieve those described in the
NHS Outcomes Framework and NICE quality standards

3. Patient experience
9 Patients will experience compassionate, caring and communicative staff who work in
partnership with them, their relatives and their carers to achieve the best possible
health outcomes.

Successful organisations are also characterised by strong values and a strong guiding vision.

AtNGH, ourvisioni s simply stated: ATo provide the best

The Values that we work by to support our vision are equally straightforward and
uncompromising:

1 We put patient safety above all else

1 We aspire to excellence

1 We reflect, we learn, we improve

T We respect and support each other
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QUALITY PRIORITIES 2016/17

Quality is at the heart of everything we do. We will strive to continuously improve the quality
of our services across the Trust. There are five key priorities that we will focus on in the
coming year. Setting these priorities for 2015/16 involved a process of consulting staff,
external stakeholders and volunteers on what should be included. The Quality Priorities that
have been agreed for 2015/16 are shown below and are aimed to deliver our key goal:

To reduce mortality

To reduce harm

To provide reliable care

To improve patient experience

= =4 —a -

We will deliver our priorities through our clinically led divisional structure as part of our
overarching programme of Changing Care at NGH supported by our Patient Safety
Academy. It is crucial that the progress with each of these priorities is closely monitored to
ensure the best possible care for our patients. Each of these Quality Priorities will be
overseen by the Medical and Nursing Directors and reported to the Quality Governance
Committee on a quarterly basis.

We have aligned our Quality Priorities for 2016/17 with our quality improvement portfolio, to
ensure that we build upon the work of previous quality improvement strategies. This will
enable us to provide the best possible care to every patient.

Our Quality Improvement Strategy is also aligned with our Quality Priorities and was
developed with input from our staff and what quality means for them through the lessons
learnt from complaints and serious incidents. It takes into account the recommendations of
the Francis Report and Berwick Review and the principles from the Sign up To Safety
Campaign that aims to make the NHS the safest health care system in the world.

The aims of this strategy are to ensure that patients and service users of NGH receive safe,
effective services with a positive experience. We will aim to demonstrate a year on year
improvement against baseline, within all measurable benchmarks.

Each of the six quality priorities is underpinned by a number of work streams that will
enable us to deliver and measure successful outcomes.

1. Aim: Reducing Harm from Failure to Rescue
As measured by:

9 Timeliness of observations

1 Identification of the deteriorating patient

1 Eliminating delays in investigations

1 Sepsis care bundle

2. Aim: Reduce Avoidable Harm from Failures in Care
As measured by:

1 Avoidable pressure ulcers

1 Falls with harm
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1 Hospitals acquired VTE
1 Omitted medicines

3. Aim: To Deliver Patient and Family Centred Care
As measured by:

1 Friends and family test

1 National CQC patient surveys

I  NHS Choices

1 Dementia carers survey

4. Aim: To Lead and Promote a Reflective Culture of Safety and Improvement
As measured by:

1 Safety culture questionnaire

1 Learning from errors (reduction in repeat incidents)

1 Qualitative feedback from Board to ward walk rounds

5.  Aim:Toensure operational processes support essential planning, delivery
and record keeping
As measured by:
1 Night team handover
T Time to Consultant Review
1 WHO safer surgery checklist

6. Aim: To Deliver Reliable and Effective care (Care Bundles)
As measured by:
1 Intentional rounding
SSkin
Stroke care
Sepsis 6
Heart Failure
Ventilated acquired pneumonia
Dementia (butterfly care)

= =4 —a —a -—a -1

In order to accomplish our aim we must continue to learn and embed a range of quality
methods at all levels within the organisation.

Our clinicians and managers will need to remain focused on this agenda despite both internal
and external challenges. We will build on our performance and efficiency to create a culture
of continuous quality improvement. Our goal is to become a learning organisation in which
every member understands their role in delivering clinical quality and works towards that goal
every day. We will continue to place considerable emphasis on understanding our systems in
greater detail, working towards excellence, engaging all of our employees in improvement
whilst using small tests of change to build momentum and learning from mistakes.

Quiality metrics around our strategic goals are agreed by the Quality Governance Committee,
a sub-committee of the Board, in consultation with the clinical leads and Divisional
Management teams, they will reflect the aspiration and vision of the strategy and priorities
and be monitored through the Quality Governance Committee.
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Primary Driver Secondary Driver

Reducing Harm from Failure Project 1- Improving the quality and timeliness of

to Rescue patient observations
Project 2 - Identifying and managing the deteriorating
patient

Project 3 - Eliminating delays in investigations and
management for patients who are septic

Leadership for Safety & Project 4 - Leadership training & development for
Safety Culture. Promoting staff

and Leading a Culture of Project 5 - Board to ward leadership walk rounds
Reflective Learning and Project 6 - Patient Safety Champions & Patient Safety
Improvement Academy

Project 7 - Safety culture questionnaire
Project 8 - LFE for clinical teams

Reducing avoidable harm Project 9 - Eliminate all avoidable pressure ulcers
from failures from care Project 10 - Reduce harm from patient falls
Project 11 - Eliminate hospital acquired VTE
Project 12 - Reduce omitted medicines

Reducing harm from Project 13 - Effective night team handover
essential planning of patient Project 14 - Pain management
care ensuring that standards | Project 15 - Time to consultant review

of record keeping and Project 16 - WHO safer surgery checklist
planning are accurate, timely
and effectively communicated

Patient & Family Centred Project 17 1 Communication deep dive to identify key
Care issue areas within the patient journey

Project 18 i Implementation of Patient Beside
Information Booklet and Bedside Placemat

Project 197

Initiate a set of Feedback Events with patients
Project 207 Create a repository of patient stories

Reliable Care i Project 7 21
Deliver evidence based care via
a Abundl es o f or|Myocardial infarction
treatments with inherent risks

Intentional rounding

SSKin

Stroke Care

Sepsis 6

Heart failure

VAP
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SECTION THREE

QUALITY PRIORITIES 2015/16: A REVIEW

In our Quality Account 2014/15 we chose five key priorities to focus on in 2015/16. The
progress and outcome of these are shown below.

Quality Priority One i Supporting Patients in Getting Home

Why this was chosen

Our patients and staff told us about how delays in discharge from hospital impact upon them.
By reviewing and improving ward based processes, including admission and discharge we
can improve the patient experience. In reducing time spent in hospital, and excess bed days
there would also be an increase in capacity and financial saving.

What we intended to do

Achieve greater coordination of teams and services such as pharmacy and hospital transport
to ensure timely discharge. Show improved discharge planning resulting in a reduction of
average length of stay and to demonstrate an increased number of patients discharged on
their planned date of discharge.

How we performed

A new patient information booklet was devised and introduced

An in depth weekly review of all patients with a length of stay greater that 10 days
There has been a focus on improving weekend discharges

91% of wards now have a full Board round before 11am

28% of patients have criteria led discharge

Discharge to Assess was implemented and exceeded capacity

A daily allocation meeting is now in place for all patients who require care following
discharge

= =4 4 48 -8 —a -9

Indicator Target Oct 15 - Mar 16 Performance

Length of stay - All (Excl. Compton, Blenheim &
Cliftonville wards)

€3 ra B o ooo

Oct Moy Dec lan Feb Mar

Indicator

Length of stay - Elective (Excl. Compton, Blenheim &
Cliftonville wards)

=<2.7

Co P L)

Qct Moy Dec Jan Feb Iar

Quality Priority Two i Listen to Our Patients

Why this was chosen

Where things go wrong it is important we take the necessary steps to avoid a reoccurrence
and in the instance of a complaint take steps to ensure it is investigated thoroughly with a
timely response provided to the complainant and that any learning is shared
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What we intended to do

Ensure complaints are quickly and robustly investigated with appropriate actions recorded
and followed through and that any lessons learnt are shared across the organisation and
embedded.

How we performed

KPI

3 working days
acknowledgement

5% reopened

Local response rate
target of 90%

Complaints
information
monitoring

Development / 9 All information is entered onto the Health Assure system

Learning plan 1 The Complaints Team are recording all the learning on Health
Assure

9 An action plan was prepared and submitted in each instance

9 All learning is included within quarterly reporting

Quality Priority Three i Invest in our Staff

Why this was chosen

Genuine leaders understand that they have a direct impact on the motivation and
engagement of their staff. Employee engagement is a workplace approach designed to
ensure that employees are committed to their organisation's goals and values, motivated to
contribute to organisational success, and are able at the same time to enhance their own
sense of well-being thereby feeling valued, supported and listened to

What we intended to do

Develop an effective culture and way of working through the implementation of the Employee
Engagement Strategy. Develop a continuous improvement culture and equip staff to lead
service improvement in their own area. Roll out of leadership programmes. Support the
development of an environment for a healthy culture with values shared across the trust.
Improve staff engagement
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How we performed

Success

Outcome

Metric

Enrolment of staff in
leadership
programmes

Enrolment of 50 participants on Francis Crick
Programme

Enrolment of 15 participants on Consultant
Development Programme

Enrolment of 24 participants over 2 cohorts on Ward
Sister Leadership Programme

Enrolment of 36 participants over 3 cohorts on First
Steps in Team Leadership

Improved staff survey
results

Improvement in overall Staff engagement score
from Staff Survey in comparison to 2014

Improved staff FFT
results

Improvement in Staff recommending NGH as a place
for treatment and as a place to work across all areas

Completion of in the
box session

150st aff completed 6in th

Improved staff FFT
results

Reduction in rollover negative feedback trends from
gualitative data captured on Staff Friends and Family
test.

ff [ ) .
Stg comp eted 1500 staff completed Rainbow risk
Rainbow risk
Street talk 8 street talk events

DoOD network

100 NGH DoODs in network

Appraisal completion

Achievement of corporate appraisal compliance
target of 85%

Staff turnover

Improvement towards corporate target of 8% for
turnover

Sickness absence

Improvement towards corporate target of 3.8%
sickness absence

Attendance on
mandatory and role
specific training

Achievement of corporate mandatory training
compliance target of 85%

Achievement of corporate role specific training
compliance target of 85%

Involvement in local
innovation events

200 people involved in six hat thinking tool in local
areas.

Participation in Making
Quiality Count

Enrolment 100 participants in Making Quality Count
Development Programme

programme
Number of , .
. : 25 Improvement projects undertaken using D5
improvement projects

methodology
undertaken
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Staff step up to the challenge

Well done to our 147 employees who took
part in the Global Corporate Challenge in
a bid to get active and healthy.

The 21 teams of seven aimed to rack up
10,000 steps every day for 100 days.

Easily beating that target, NGH
participants recorded a grand total of
176,848,326 steps 1 the equivalent of
travelling the length of Great

Britain 81 times. At the heart of the
challenge is the health and wellbeing of our employees.

CATE
SUCCEED
SERVICE
ocC

nesponCIALSS

APTITUDE

Quality Priority Four i Sign up to Safety

Why this was chosen

Our pledges were composed using awareness of our performance against qualitative and
safety KPI's and feedback received from our staff and patients. We have focussed on areas
where we know we can make improvements and have included areas for change where work
may have already begun. Being part of Sign up to Safety will provide additional focus and
drive for achievements of our goals and a platform to share with the wider NHS our Safety
improvement work.

What we intended to do

Commit to NHS Englandés patient safety i mproveme
per cent in three years. Develop and implement a safety improvement plan to meet the five

Sign Up to Safety Pledges: putting safety first; continually learn; being honest; collaborating;

and being supportive.
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How we performed

Sign Up To Safety Improvement Aim and Drivers

2015-2018
Sipemp b
Northampton General Hospital NHS E%FLETE E!IIE
HHS Trust TEl K

i Improving the guality and timeliness
of patient observations

)

Rreducing Harm from failure to Ig=ntifying and managing the ]
Rescue deteriorating patient
To reduce rranagement of the TSI
avoidable e ting patiEnt ssutzly unwel
harm through SEIREEUEL S EAEE TS
the delivery of Le=dership training & devslopmant
improvement fereEn
inour 4 kE.'\_.F [ Board to xL'a[r:UI:;;jsrship walk
areas by 50% e ™ Patiert Safety Champions & Patient
by March Leadership for safety & safety safety Academy
2018 from our itire of refetie arning. oo ( Flagship wards
March 2015 T ETEIE
baseline. SETEN SR e

LFE for clinical teams

)
1
]
1
]
1
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Sign Up To Safetynprovement Aim and Drivers

2015-2018

Northampton General Hospital INHS|

Aim / Outcome

To reduce
avoidable
harm through
the delivery of
improvement

in our 4 key
areas by 50%
by March
2018 from our
March 2015
baseline.

MHS Trust

g g

LESTEN LEARM ACT

Secondary Drivers

Eliminate all awvoidable pressure

ulcers

Reduce harm from patient falls

\.

Reducing awoidzble harm from
failures from care

I

Eliminate hospital acguired wTE

Reduce harm from failure to manaze

mutrition amd hydration

l
)
)
]

i

Reduce omitted medicines

Reducing harm from essentiz]
planning of patient care ensuring
that standards of record keeping
and planning are sccurate, timehy

and effectively communicated.

Documented plans in notes

1
)

Electronic discharge notification

Effective might team handowver

Pain management

Time to consultant rewview

WhHO safer surgery checklist

— /O~ O ———
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Sign Up to Safety 201571 Progress to Date

Primary Driver

Secondary Driver

Year 1
2015/16

Year 2-

Q1
2016/17

Year 3
2017/18

Year 4
2018/19

Reducing Harm
from Failure to
Rescue

Project 1- Improving the
quality and timeliness of
patient observations

Project 2 - Identifying and
managing the
deteriorating patient

Project 3 - Eliminating
delays in investigations
and management for

patients who are septic

Leadership for
Safety & Safety
Culture.

Promoting and

Project 4 - Leadership
training & development
for staff

Project 5 - Board to ward

Leading a leadership walk rounds
Culture of Project 6 - Patient Safety
Reflective Champions & Patient
Learning and Safety Academy
Improvement Project 7 - Flagship
wards
Project 8 - Safety culture
guestionnaire
Project 9 - LFE for
clinical teams
Reducing Project 10 - Eliminate all

avoidable harm
from failures
from care

avoidable pressure ulcers

Project 11 - Reduce
harm from patient falls

Project 12 - Eliminate
hospital acquired VTE

Project 13 - Reduce
omitted medicines

Reducing harm
from essential
planning of
patient care
ensuring that
standards of
record keeping
and planning are
accurate, timely
and effectively
communicated

Project 14 - Effective
night team handover

Project 15 - Pain
management

Project 16 - Time to
consultant review

Project 17 - WHO safer
surgery checklist

Project 18 To reduce the number of stillbirths
and undiagnosed small for gestational age

babies
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Safety Improvement Project i 1 - Aim: To reduce late observations by 30% by March
2018.

Improve the quality and Late observations data via | >10% of adult in Reduce baseline by 30%
timeliness of patient VitalPac across all adult patient = <7% late observations
observations general wards. observations were | Trust wide

recorded late

Action Plan:

Circulate audit data monthly to all April 2015 then

wards monthly

Monitor acuity data against late September

observations 201571 March
2019

Regular agenda item for review by Ongoing

the Resuscitation Committee
guarterly reflecting progress
Targeted support for the wards End 2016
scoring the highest % of overdue
observations

Late Observations:

Late observation data is collected via VitalPac and circulated to all adult wards as part of a monthly EWS
audit analysis.

NGH has placed a threshold of acceptance at 7%. Any ward that is consistently above that level is required
to have an action plan in place. This data is also monitored as a regular agenda item at the Resuscitation
Committee and CQEG. The 2014 7 2015 outturn was 10% and the mean for 20157 2016 was 8.23%
which represents a 10% improvement towards the 2018 target.
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% of Overdue Observation 20122016

10.00%

=¢==00 of overdue

8.00% ——: ‘
6.00%

observations
4.00% v —i—Trust Target
2.00%
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Targeted Support:

Current improvement work is focusing on standardisation of local minimum timeframe for observations and
set instructions for recorders of observations via an algorithm. Low performing areas have been given a
tablet for the co-ordinator to monitor and remind staff when observations are due. This has yielded
demonstrable improvement in these areas. This work has been coupled with the introduction of bay
working. The graph below demonstrates a sustained improvement in timeliness of observations since bay
working was introduced in a test ward.

% of Overdue Observations 2012016

Bav_Working
J ~

10% -
9% -
8% -
7%
6%
5%
4%
3%
2%
1%
0% T T
&8
° &
o

S L & & @ » & & & N oo
AR FE VYO
N Q,@f(\ & erf(\ e&& ARSI
53 09

Safety Improvement Project i 2 - Aim: To reduce cardiac arrest calls by 15% by March

2019.

Goal Statement

2014/15
Outturn

Measure Target Performance
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Improve early 1. Data evidencing critical risk 38 coded Reduce cardiac arrest
identification and patients >7 EWS on Vital Pac | preventable calls by 15% by 2018
management of 2. Data evidencing time from cardiac arrest | Resulting in < 32
the deteriorating referral to patient review calls preventable cardiac
patient 3. Reduction in cardiac arrests following arrests calls per year
calls review

Action Plan:

Action By When | Progress at a Glance:

Blue = Data/Progress preview in
place

Green = Achieved

Amber = on track

Red = Not met/not in trajectory

1. Monthly point prevalence audit to
review critical risk >7 EWS
patients

Ongoing

2. ldentify all the issues in relation
to the deteriorating patient and
provide the Trust with an options
appraisal

December
2016

3. Monitor time from referral to
medical review

September
20157
March
2018

4. Resuscitation Committee
standard agenda item to review
all data pertaining to the
deteriorating patient

Ongoing

5. All cardiac arrest reviews to be
awarded coding following further
review by clinical members of the
Resuscitation Committee

April 2016

6. Share learning from cardiac
arrests pan Trust

September
2015

7. Introduce patient & relative
escalation system

End 2016

Q4 Progress Update

1 Monthly EWS Audits:

For the year 201571 2016 the focus of the audit was to identify the number of patients scoring
within the critical level (EWS >7) and of those how many had an appropriate level of escalation
in place. Where there are no patients scoring at a critical level, data is captured for patients
identified as being at high risk (EWS >5). This data is circulated to all adult wards on a monthly
basis and discussed as a standing agenda item at the Resuscitation Committee and CQEG.
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EWS Audit
T Whole
Hospital

% Monthly
(Ofe] o] [F-Tg[=M 80% @ 66% 60% | 58% 67% | 100% 67% 50% 80% 57% 67% 36%

Ensuring an appropriate plan is in place is multi-faceted, from correct level medical review
through to ceilings of care and DNACPR. The Resuscitation Officers are working with clinical
teams to give point of care education including simulation in the ward environment.
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2. ldentify all the issues in relation to the deteriorating patient and provide the Trust
with an options appraisal:
A group met within Q4 to identify all of the issues and possible solutions. A VitalPac usage audit
was also undertaken within this period that has identified insufficient usage on ward rounds to
identify patients at high risk. A relaunch is underway and the introduction of a MET / Rapid
response style team is being considered.

3. Monitoring time from referral to medical review:
Due to transitional problems Vital Pac 6cl os

4/5. Resuscitation Committee:
The Resuscitation Committee review all data pertinent to the deteriorating patient. The
committee will also review each cardiac arrest case to ensure the coding given to each review is
robust.

6. Sharing learning from Cardiac arrest calls:
Feedback continues to be given on each cardiac arrest call to the clinical teams involved with
the call and the patient care. This is also discussed at the appropriate M&M meeting within the
division. Coded preventable cardiac arrest calls are presented monthly at CQEG where there is
also divisional representation.

Safety Improvement Project i Project 3 - Aim: To improve the screening of potentially
septic patients & time to administration of antibiotics in severe sepsis.

Goal Statement Measure 2014/15 Target
Outturn Performance
Eliminate delays in Percentage with raised | Q1 -29% Increase
administration of antibiotics to | EWS presenting to the | screened for screening and
septic patients, by ensuring hospital screened for sepsis. time to
that patients with deranged sepsis. antibiotics to
early waning scores (EWS) Time to administration 90% by end
are screened for sepsis at of antibiotics from of quarter 4.
entry to the hospital. In severe | diagnosis of severe Severe sepsis Incremental
sepsis, to increase antibiotic sepsis. baseline end Q2 | raise in line
administration within the first Sepsis 6 bundle with CQUIN
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hour from diagnosis to 90%.

compliance of those
patients treated for
sepsis in A&E

Action Plan:

Design CQUIN part A audit and June 2015
establish baseline
Design CQUIN part B audit and
establish baseline September
- Agree coding for severe sepsis 2015
- Audit design
- Establish a process for clinical
notes
Establish sepsis group and meetings Q2
Refresh sepsis screening tool across September
Trust to align with UK sepsis trust 2015
document.
Sepsis group output Feed into antibiotic Ongoing
stewardship group
Establish sepsis pathways, refine / September
check in Paeds, Oncology and 2015
maternity.
Relaunch sepsis campaign
Text alert
- Education at BLS for all trust
members
- Education at grand rounds
- Education at induction Sept 2016
- Education at division or
directorate level
- Nursing meetings
- And infection prevention meeting
Ensure sepsis 6 sticker is in all clinical Q1
areas
August
Ensure sepsis boxes are in place in 2015
clinical areas.
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Q4 Progress Update

CQUIN complete for 2015/16 all targets met.
Project lead support has started. Planning work for 2016/17 CQUIN, introducing maternity
and paediatric sepsis pathways.
Antimicrobial stewardship group work closely to ensure all elements of CQUIN align and are
achieved throughout the year.
The new sepsis screening tools are being disseminated currently across appropriate clinical

areas.

Sepsis guideline has been re written.
NCEPOD sepsis audit report and gap analysis underway.

Safety Improvement Project i 4 - Aim: To develop a safety improvement culture as part of
the roll out of the NGH Leadership model, producing leaders who are; Trusted, Motivate staff
& Committed to excellence.

Goal Measure 2014/15 Target

Statement Outturn Performance
Develop No of leaders enrolled in 1. 65 enrolled 1. 125by
Leaders at all FCP and other Leadership leaders in FCP March 2017
levels of the programmes and CDP 2. 200 by
organisation to No of MQC improvement 2. 83 participants March 2017
build a safety programmes enrolled in MQC 3. 50 by March
improvement No of Improvement programme 2017
culture within projects undertaken 3. 21 improvement 4. 250 by
their areas of No of staff involved in projects March 2017
work Values in Practice undertaken

workshops 4. 76 members of
staff involved in
VIP workshops
Action Plan:
Action By When | Status at a Glance:
Blue = Data/Progress
preview in place
Green = Achieved
Amber = on track
Red = Not met/not in
trajectory
Complete FCP for top 50 leaders 10/2016
Define next level FCP to roll out across the | 03/2017
Trust
Complete Consultant Development 07/2016
programme
Develop the MQC product to speed access | 09/2016
to further project development
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Develop the MQC Graduates to provide 12/2016
further divisional capability
Develop a tool for measuring how the Trust | 11/2016
performs against living our values
Implement values approach into Patient 03/2017
Journey

Q4 Progress Update

IQE update: Currently on track to meet all MQC targets. The engagement from the teams
has been encouraging and is reflected in the results we are seeing. We are currently
recruiting further projects for consideration in the next Cohort of MQC commencing in June.
OD update: Currently on track to meet OD targets. Values session is now included on
corporate induction programme and Values are now referenced as part of all OD
interventions. A Oheat map6 is currently 4
Values into practice delivery within teams. The Consultant Development Programme is
nearing completion and the next cohort is being planned along with the roll out of a buddy
programme.

The FCP is being delivered with sessions on Finance and Quality being planned for 2016.
Planning of the roll out of FCP to the next cohort is underway.

Safety Improvement Project i 5- Aim: The purpose of the safety round is first to send a
message of commitment and it also fuels a culture for change pertaining to patient safety

Goal Statement Measure 2014/15 Target
Outturn Performance
Trust Board Members will complel Numbers of areas 40 visits Minimum of 48
monthly Executive Safety Rounds| visited monthly. executive safety
visiting Clinical and non- clinical visits per year
areas.
Action Plan:
Action By When | Status at a Glance:
Blue = Data/Progress
preview in place
Green = Achieved
Amber = on track
Red = Not met/not in
trajectory
Develop a plan to facilitate clinical and April 2015
non-clinical areas to be visited
Allocate Board members to complete April 2015
safety rounds on a monthly basis
Provide areas visited and divisional June 2015
teams with feedback from safety rounds
Develop screensavers to raise profile June 2015
and promote Board to Ward rounds
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Identify Board to Ward themes for June 2015
discussion with staff and patients

During Q4 19 Executive Safety Visits were completed.

During January and February operating theatres and areas that completed invasive procedures
were visited with board members discussing the WHO Safer Surgery Checklist.

The overarching feedback confirmed that board members were encouraged with the positive
assurance that they received with regard to all stages of the WHO Checklist compliance and
how it is an integral part of the teams work and practice.

It is recognised that surgical Never Events are relevant to all clinical settings where invasive
procedures are undertaken and therefore during the Board to Ward visit, the executive team also
discussed National Safety Standards for Invasive procedures (NatSSIPs) and Local Safety
Standards for Invasive procedures (LocSSIPs) compliance.

During March 2016 the Board to Ward theme focused on the support for operational staff due to
the pending British Medical Association industrial action and this resulted in the executive
members visiting clinical areas and informally discussing resilience planning and offering
support. The resilience plans that were in place addressed many of the concerns raised with
extra safety huddles and rounding by senior staff planned.

Safety Improvement Project i 6 - Aim: To increase year on year the number and activity
of safety champions within the Hospital i Currently under review see Progress update.

To increase the number 1. Numbers of safety 112 safety 250 minimum
and activity of safety champions within each | champions currently
champions within clinical clinical area on the system
areas in the Hospital 2. % activity of following a data
champions cleanse
Action Plan:

Data base of champions to be November
updated as a baseline & reported | 2015
within the Patient Safety, Clinical
Quiality & Governance quarterly
reports.
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All areas under the minimum to January 2016
be contacted

Safety science induction session | June 2016

to be developed

Monitoring of new champions December
access & attendance on safety 2016

training induction sessions

Newsletter to be developed and December
disseminated bi-annually 2016

The Quality Improvement Strategy (2015-2018) has been developed and is currently in draft.
A strategy delivery plan will influence the revised role of Safety Champions. Baseline and
trajectory will be identified for Q1, along with a new action plan for this SU2S improvement

project.

Safety Improvement Project i 7 - Aim: To roll out QI initiatives across all wards that have

To roll out Quality
Improvement (QI)
initiatives with proven
sustainability from the
Flagship test bed.
Implement appropriate
Obay working
across the general ward
areas

to th

proven sustainability from the Flagship test bed

General Wards work

e

wor ki ngé
for their area

prin
a [

1 ward utilised as the
test bed for all QI
initiatives, multiple
treatments trialled and
sustained.

All wards will
put into
practice the
concept
wor Ki ng:i
appropriate for
their area

Action Plan:

To undertake a gap analysis of all
general ward areas outlining the
principles and
wor ki ngo

b a

2016

di scus
of

ADNG6s to
met hodol ogy

s
0b

Qtr. 2

2016
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their ward teams

directorates

Roll out agreed a|Qtr3
wor kingé principl {2016

Review effectiveness of roll out and Qtr. 4
evaluate improvement outcomes 2016
against original test ward results

The principle

of O6bay workingé
the trial on Holcot ward. Each divisional associate directors of nursing were requested to
review the principles and implement the appropriate methodology for their wards against
those principles, this project will be undertaken across the course of 2016

wa s

deci ded

Safety Improvement Project i 8 - Aim: Increase staffs perception of safety culture across
four key areas: general safety: individual performance: team and job satisfaction and

incidents and concerns.

Increase staff awareness 1. Safety culture and safety climate

and engage everyone in
the organisation to 2.
understand how safety is
perceived across the
organisation

questionnaire

Safety culture questionnaire
undertaken by all participants
Learning from Error (LFE)
sessions

August
2016

10% increase
year on year
from baseline

Action Plan:

guestionnaires

Approve patients safety climate and culture

Introduce safety culture questionnaire within | Q3
LFE sessions which will inform 2014/15

metrics via EMAHSN

outrun

Deliver QI training Q2
Record QI projects in place Q1
Confirm if NGH agree to be part of Pascal Q4
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Confirm if NGH agree to be use MaPSF Q4

Q4 Progress Update

During Q4 the preparatory work for a 4 year commitment to measure safety culture and climate
was actioned.

During May 2016thep at i ent 6 s swveyEn eight acuté ttustsringhe East Midlands will
commence with online safety attitudes/climate surveys for the workforce in emergency
departments and maternity units in all acute trusts.

The surveys will be organised and analysed by Pascal Metrics. A US based company who have
delivered a number of similar projects in the NHS. Pascal Metrics will also support the delivery
of strategies to improve the culture of patient safety in these services based on the results of the
surveys.

The programme of culture assessment provides diagnostic and actionable insights into
organisational and unit level cultures which enable the development of data driven training
programmes to address areas of risk and opportunity. This includes a single culture survey
using the safety attitudes questionnaire and a range of other surveys including for example
engagement, burn out and resilience.

The project period is for four years with culture measurement in year 1 and repeated in year 3
with follow-up work in the intervening years focusing of ED and maternity. NGH results in ED
and maternity will be benchmarked regionally and will be presented as organisational case
studies evaluating the impact of safety interventions during the project.

As far as possible wewillens ur e t hat the structure and #fAfi
dovetails into our current patient safety and quality improvement programmes within the Trust
and a fairly formal project team approach for each service will be planned

Safety Improvement Project i 9 - Aim: 50% of all ward & clinical teams to attend Learning
from Error (LFE) sessions within the Simulation Suite.

Goal Statement Measure 2014/15 Target Performance
Outturn
Improving learning Ward teams accessing 5% of ward 50% of ward teams
from error within ward | LFE sessions within the | teams have attending an annual
teams Simulation Suite attended an LFE session by 2018
LFE session
Action Plan:
Action By When Status at a Glance:

Blue = Data/Progress
preview in place
Green = Achieved
Amber = on track
Red = Not met/not in
trajectory
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LFE attendance data to be included | Q1 2015/2016
within the Patient Safety, Quality &
Governance quarterly reports.

Implement a practice change July 2015
agreement with all participating staff.
Follow up on practice change Q1 2016

agreements and report to ward
managers & quarterly report

Monitor attendance growth with December
changes in practice (based on 201571 March
bespoke session input) 2018

Q4 Progress Update

LFE design and attendance data:

LFE training has now been implemented for wards and clinical teams. Meetings set with
matrons and sisters to explain the importance of the sessions and how we can make them
bespoke to wards/teams. Promotion through Screen savers will be utilised throughout 2016.

All wards booking for simulation training are booked onto the LFE training days; the session
is then designed around common themes and incidents that have occurred on their ward.
Discussions are currently ongoing as to how best to encourage medical staff attendance.

To discuss further with DME how to encourage consultants to teach on LFE days and for this
to be acknowledged as learning from their Governance Sl report.

LFE staff trained so far i 36% of relevant Trust staff.

Practice change agreements:

As of December 2015 all participants are asked to agree to take one thing back into their
practice. This will be further developed and refined throughout 2016 with themes explored
and reported upon.

Safety Improvement Project i 10 - Aim: To reduce the number/percentage of pressure
ulcers by 10% by March 2019

Goal Statement Measure 2014/15 Target Performance

Outturn

Reduce avoidable hospital Number of 181 Reduction by:

acquired grade 2, 3 and 4 pressure | avoidable grade 2 | 25% in year 1

ulcers by 10% by March 2019. pressure PUs Grade 2

Grade 27 25 % ulcers grade 2, 20% inyear 1

Grade 37 20% 3&4 50 Grade | Grade 3

Grade 47 maintain 0% baseline 3 Maintain O baseline for Grade
PUs 4

Action Plan:
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Action By When | Status at a Glance:
Blue = Data/Progress
preview in place
Green = Achieved
Amber = on track
Red = Not met/not in
trajectory

Agree % projection with TV Lead, DoN & DDoN July 2015
through Pressure Ulcer Steering Group
Confirm project management structure through July 2015
Pressure Ulcer Steering group
Review & update action plan to reduce the number | July 2015
of pressure ulcers across the trust to reflect recent
thematic review

Maintain confirm & challenge meetings with Monthly 1
Associate Director of Nursing through performance | on-going
framework

Develop pressure ulcer strategy November
2015

Pressure Ulcer collaborative QI program November
2016

Implement and monitor Pu strategy providing staff
and public with regular updates

Q4 Progress Update

The Trust seeks whereverpossi bl e to prevent the occurren
approach. The use of a collaborative model will provide a framework to optimise the likelihood of
success for the organisation. It is most effective when there is a deficit in quality which can be
identified by teams as fAunacceptabled and wh
used to promote learning. An example of the effectiveness of this multidisciplinary framework is
seen in the work undertaken by two junior Doctors working within the Collaborative who are
undertaking a ARetrospective study of routin
pressure ulcer during their inpatient stay a
have identified some patterns in routine blood results that exist for patients who develop a
pressure ulcer, and raise the question of whether they could be predicted in advance rather than
retrospectively. This work has been shortlisted for the Patient Safety Congress 2016 in
Manchester.

Although there was an overall 22% decrease in the number of ulcers when compared with the
same period the previous year Whilst it appears the number of grade 2 pressure ulcers has
reduced by 25% when compared t o trbhdecegpby 28%jitasu s
important to note that suspected Deep Tissue Injuries (sDTI) were not reported on the last
financial year 2014-2015 and these account for 14 ulcers (6% of total number of ulcers) in 2015-
2016.

Areas for improvement work includeredre s si ng Devi ce Rel ated Pres
poor moving & handling practices. Utilising the Department of Health Productivity Calculator
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(2008/2009) it has been estimated that the reduction this year has saved the whole Northampton
NHS economy in the region of £560,000.

The reporting of pressure ulcers continues to increase, demonstrating a positive reporting culture
within the organisation. Once identified as a HAPU each clinical area where the damage
originated is invit e etndwherd andiscussi@tisehadebost that patienta 6
episode of care, in a non-threatening environment, any omissions in assessment/documentation,
any deviation from the designed treatment plan and any areas of good practice. As a group a
decision, is made as to whether there has been a lapse in care that had led to the harm occuring.
This forum allows that learning is shared across the organisation and actions taken to reduce the
risk of recurrence.

The data demonstrates that patients are at greater risk of developing pressure damage within the
first two weeks of their admission to Northampton General Hospital. As stated before this trend is
reflective of previous data and requires further exploration.

The training of clinical staff will be monitored and the Trust aims to achieve over 90% compliance
by October 2016. In order to achieve this Tissue Viability will identify new methods of delivery and
work closely with colleagues in Practice Development. The team has already:

A Piloted new simulation suite cluster day session in collaboration with Falls, Safeguarding
and VTE.

A Personalised Simulation Suite Training to ward issues,

A Provide enhanced support for wards RAG rated Red in pressure ulcer incidence.

Another trend identified, is a potential lack of patient involvement in their care, in particular the
patient who is independent in repositioning, this leads to a lack of supporting evidence of
frequency of repositioning. In order to rectify this we must ensure our patients are educated about
pressure ulcers and ways in which they can help prevent them.

The Tissue Viability Team together with the QAI Matrons have identified improving processes and
compliance as well as the efficiency of resources in the implementation of sound evidence based
care.

Safety Improvement Project i 11- Aim: To reduce harm from (in-patient) falls by 15% by
March 2019

Goal Statement Measure 2014/15 Target
Outturn Performance
Reduce Harm from Patient Falls by | Harmful Falls/1000 1.16 0.99
15% by March 2019 bed days
Action Plan:
Action By When | Status at a Glance:

Blue = Data/Progress
preview in place
Green = Achieved
Amber = on track
Red = Not met/not in
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trajectory

1. Falls prevention action plan developed | May 2015
for current financial year

2. a. Falls assessment will be completed | June 2015
within 12 hrs of admission in 90% or
more patient
b. Falls assessment will be completed | December | *see below
within 12 hrs of admission in 95% or 2015

more patient

3. a. Falls care plan will be completed December | *see below
within 12 hours of admission in 80% or | 2015
more patients
b. Falls care plan will be completed June 2016

within 12 hours of admission in 90% or

more patients

4. Review current process for post falls September
review and make appropriate changes | 2015

5. Develop a delirium policy to manage December
patients with confusion 2015

6. A. Introduce a process to review September
medication that may lead to increased | 2015
falls for patients sustaining an in-
patient fall
B. Introduce a process to review September
medication that may lead to increased | 2016

falls for patients admitted with a fall
c. Introduce a process to review February

medication that may lead to increased falls | 2018

for patients at risk of a fall

Q4 Progress Update

Targets Achieved (all internally set):

T Trustds falls rate is below the (internal/l\

T The Trustdés harmful falls rate/ 1000 bed da)

T TheTrustso6é falls/ 1000 bed days and har mful f
measured by the Safety Thermometer (point prevalence) and the RCP in patient falls audit
(incident data).

Targets Not Achieved
I Falls assessment will be completed within 12 hrs of admission in 95% or more
patients.
This target was achieved in Q3 (95%) but not in Q4 (90%). Further work in underway to address
this.

1 80% or more of patients have all components of the falls care plan completed
This target was achieved in Q3 (85%) but not in Q4 (76%). This is thought to be in part due to the
sustained winter pressures. Again, further work is targeting this area.
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9 Target: 85% or more of staff trained i compliant with mandatory training.
76% of staff are currently trained. This is being targeted through the clinical divisions

1 Review current process for post falls review and make appropriate changes

A review of the current paperwork and processes is on-going and will be completed by the end of

April 2016.

Develop a delirium policy to manage patients with confusion
The policy was completed by the Dementia Steering group and waits ratification.

Safety Improvement Project i 12 - Aim: To reduce harm to patients admitted to NGH by
eliminating avoidable VTE events by 2019 (excluding maternity). The trust is below the
national average, hence we aim to maintain and marginally improve year on year.

Goal Statement Measure 2014/15 Target Performance
Outturn
To eliminate all Percentage of preventable VTE | Q1 Sustain current incidence
preventable VTE | events at NGH compared with 2016/17 | of preventable VTEs and
events (excluding | non-preventable VTE events improve year on yeatr. i.e.
maternity) which is collated annually by 2% in 2016, 4% in 2017
VTE lead and completely eliminate
all preventable HATS by
2018 (excluding
maternity)
Action Plan:
Action By When | Status at a Glance:

Ensure every patient has a documented
risk assessment for VTE and this is
documented in the eDN

ongoing

Provide formal and informal VTE
education and learning

ongoing

Anticoagulant nurses will provide
appropriate follow up and deliver
education whilst the patient is in hospital

In place

Discuss all HATS at the thrombosis
committee meeting, to be held bi-
monthly and assign the responsibility of
incidence reduction to the appropriate
Directorate representative at these
meetings

ongoing

Blue = Data/Progress preview
in place

Green = Achieved

Amber = on track

Red = Not met/not in trajectory
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Q4 Progress Update

Refreshed Thrombosis Committee has commenced and Consultants informed of the need
to attend to discuss RCA6s of any HATS.

Thromboprophylaxis nurse continues to deliver VTE teachings. Both Clinical and project
lead are working together to refresh the teaching sessions and devise an assessment to be
completed at the end of each session.

The anticoagulation department is planning to hold an education day in 2016 to raise the
profile of the service and the work it carries out. This will also provide an opportunity for
more informal teaching and find out from nurses what educational needs they have in
relation to VTE.

Further review during Q1 is required to refine data collection for VTE assessment.

Safety Improvement Project i 13 - Aim: To reduce omitted doses of medicines* by 10% in Year

1 and thereafter by 20% Year on Year to March 2019.

Goal Statement Measure 2014/15 Target performance
baseline
Reduce omitted doses of medicines | Omitted 9% (Based on | Reduce by 10% in Year 1
by 10% in Year 1 and thereafter by doses of data from and thereafter by 20% Year
20% year on year by March 2018 medicines September on Year
2014)
Action Plan
Action By when | Status at a Glance:
Blue = Data/Progress
preview in place
Green = Achieved
Amber = on track
Red = Not met/not in
trajectory
Implementation of the audit tool Medication Safety | March
Thermometer across the Trust to match 2017
implementation of EPMA
Implementation of electronic prescribing [ePMA] Jan 2015
across the Trust according to project plan: -2019 _
Medicine 1 complete roll out, including upgrade to | July
allow EPMA to be started in A&E 2016
Orthopaedics (+ relevant pre-op assessment and October
theatres) 2016
Surgery and Head & Neck / Gynae February
2017
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Design report which can be produced by EPMA to | August

populate the MST audit. 2016
Medication Safety Group (MSG) to produce August
strategy and plan for reducing omitted doses of 2016

medication (not documented and unavailable). This
will include implementation of Medication Safety
Thermometer and ePMA across the Trust.

Implementation of strategy and monitoring using March
the Medication Safety Thermometer plus additional | 2017
tools as agreed by MSG

Q4 Progress Update

For Q4 the Medication Safety Thermometer (MST) was utilised for data collection (following
Pharmacy & DCASE reviewed plan). During Q4 MST was conducted on 5 wards (2 EPMA wards)
on one month. Future plan by DCASE is to continue to support & match implementation of EPMA
across wards until EPMA team are able to produce reports from EPMA which will be used for the
MST audit.

It is anticipated that implementation of EPMA across the trust will reduce omitted doses (not
documented).

EPMA went live on Holcot and Eleanor in February 2015. For 2015/16, the MST measured that
there has been a reduction in Omitted doses (not documented) on the EPMA wards, Holcot and
Eleanor of 14% and 6% respectively. As the EPMA becomes more embedded on these wards we
would expect this to reduce further. In Dec 2015 and March 16 when these wards were audited
using MST there were no omitted doses (not documented) recorded for patients on EPMA.

The plan to reduce Omitted medicines (not available) will be formalised at Medication Safety
Group (June 2016). This will be included in the medication safety plan which includes a work
stream for omitted doses.

Safety Improvement Project i 14 - Aim: Patients requiring an internal transfer will have a
documented transfer plan in place and appropriate staff escort. Patient transfers out of hours
will be risk assessed. Deteriorating patients or patients with a EWS >7 will be discussed at
night team handover

Goal Statement Measure 2014/15 Target
Outturn Performance
Eliminated harm from | Number of attendance at night Q1 All on call
poor documentation team handover 2016/17 specialities
and poor Number of Transfers with >SEWS represented
transfers/handover of | 7 with Plan in place
care Number of wards using Patient 100%
transfer checklist

100%

Action Plan:
Action By Status at a Glance:
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Patient risk assessment to be completed for all | June
out of hour transfers 2015
Relaunch night team handover Q4 15/16
Record and follow up Night team handover Septemb
attendance via directorate - er 2015
Monthly point prevalence audit for patients with | April
EWS>7 to confirm management plan in place 2015
Roll out of patient transfer checklist July
2016

Internal audit are being undertaken and discussed in the monthly patient moves meeting. Each
move is risk assessed.

Handover is now well led and uses VitalPac to inform of those patients who are triggering or
Code Red status overnight.

There is a patient transfer checklist in place and patient moves leaflet. Discussions currently
ongoing as to how this is audited on a regular basis. On-going meetings with Corporate nursing,
likely to use the SBAR tool for this. Symphony being scoped out for electronic handover from
ED to EAU/ BENHAM. Monthly meeting now set up with the Associate Director of Nursing for
Medicine to progress this work.

The point prevalence EWS audit for the quarter and whole year 2015 - 2016:

% of patients scoring >7 (critical risk) % 1w 2% 2% 2% 2% 3% |13 | 1% | 1% 3% 2%
% Critical risk patients with plan in place 80% 66% 60% 58% 67%| 100% 67% 50% 80% 57% 67% 36%

Safety Improvement Project i 15 - Aim: To increase the number of ward based nurses
competent to complete a pain score and timely reassessment

Staff to respond | Pain Management scores on Overall mean pain | 95% patients
appropriately to | monthly Quality Care Indicators; score for Trust receive
patients pain 1. Is pain evaluated and from August to appropriate
and to reassess documented each shift December 2015 pain
interventions in | 2. Did staff return after (90.5%) management
a timely manner administering pain relief 37.5% pain scores | at

3. Are you satisfied with your on referral to acute | Northampton

overall pain management during | team reflect pain General
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this admission team scores to Hospital
Acute Pain team evaluation of within 1 point (Dec
accuracy of pain scores in visited 2016)
post-operative patients

Action Plan:
Action By When | Status at a Glance:
Blue = Data/Progress
preview in place
Green = Achieved
Amber = on track
Red = Not met/not in
trajectory
Produce gap analysis for pain score March 2016
training on acute wards
Plan training schedule June 2016
Monitor Pain Management QCI data October
monthly 2015
9 Is the pain evaluated and onwards
documented on each shift
9 Did staff return after administering
pain relief to ask if it was effective
9 Are you satisfied with your overall
pain management during this
admission
Acute Pain Team to audit accuracy of pain | To start
scores on patients they review 19/10/2015

Q4 Progress Update

1. Produce gap analysis for pain score training on acute wards
18/25 clinical areas responded to the request for a Gap analysis.

2. Plan Training Schedule
Pain Team are undertaking ward based training.

3. Monitor Pain Management QCI Data
Data has been collected for all adult inpatient areas for January, February, and March
2016 and recorded as results for medical wards, surgical wards and the Trust as a
whole. For Q4 the mean overall pain score is 93.13%

4. Acute Pain Team to Audit accuracy of pain scores on patients they review
Data collection was suspended by the pain team on 31 January 2016 and resumed on
1% April 2016. January 2016 data suggests that only 37.5% of ward pain scores on
referral to the pain team reflect the acute pain team scores to within 1 point. Further
comparison of data will occur once ward based training takes place.
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Safety Improvement Project i 16 - Aim: All emergency admissions will be seen and have
a thorough clinical assessment by a suitable consultant. The standard applies to emergency

admissions via any route, not just the Emergency Department.

Goal Statement Measure 2014/15 Target
Outturn Performance
All emergency admissions must The time taken for | 67% 100% of emergency
be seen and have a through patients admitted compliance | admissions will be
clinical assessment by a suitable | as an emergency within 14 seen by a consultant
consultant as soon as possible to be reviewed by a | hours from | within 14 hours from
but at the least within 14 hours consultant. admission the time of arrival to
from the time of arrival at hospital
hospital.
Action Plan:
Action By Status at a Glance:

1. All patients to have a National Early Warning April
Score (NEWS) established at the time of 2015
admission.

2. All patients admitted during the period of June
consultant presence on the acute ward 2015

(normally at least 08.00-20.00) will be seen and
assessed by a doctor, or advanced non-medical
practitioner with a similar level of skill promptly,
and seen and assessed by a consultant within
six hours.

3. Consultant involvement for patients considered | April
6high riskod6 (defined a|2015
is greater than 10%, or where a patient is
unstable and not responding to treatment as
expected) should be within one hour.

When | Blue = Data/Progress
preview in place
Green = Achieved
Amber = on track
Red = Not met/not in
trajectory

Q4 Progress Update

1. NEWS at time of admission is consistently 90%

Recent NHS England survey showed 71.5% patients reviewed by a consultant within 14
hours on a weekday, 70% on a Saturday and 62.5% on a Sunday
2. Improvement work to address this is being undertaken through the clinical divisions with

support from the 7 day working group.
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Safety Improvement Project i 17 - Aim: Never Events are Serious, largely preventable patent
safety incidents that should not occur if the available preventative measures have been
implemented.

Surgical Never events | Numbers of Throughout the quarter, | Patients will have all
will be eliminated - WHO | operations versus | 90% of procedures | stages of the a WHO
Safer Surgery Checklist | number of performed across all | safer checklist
will be used for every | completed areas had a completed | completed resulting
patient undergoing a | checklists WHO paper checklist | 100%
surgical procedure Number of surgical | form available for audit

never events

Action Plan:

Develop audit template to differentiate between the
5 stages of the WHO checklist and the signatures | Q2
required. 2016
Following on from the Perioperative, Safety and
WHO checklist meeting in March 2016, a| Q2
redesigned audit proforma will be designed and | 2016
piloted. The separate stages of the checklist with
the requirement for a three stage signature are
aimed at promoting focused responsibility and
accountability for the checklist.

WHO Teaching DVD to be updated and a
simulation version of how not to do the WHO | Q2
checklist as well as a gold standard version to be | 2016
designed. VG to liaise with Communications Team
Theatre managers will continue recording all staff
trained in WHO by documenting all members of | ongoing
staff who join the theatre team and the date they
were trained in WHO.
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Q4 Progress Update

1 Monthly WHO checklist audits have been completed by Clinical audit staff throughout the
quarter and will continue in 2016/17.

1 Experience with using the WHO checklist has suggested that the benefits of a checklist
approach can be extended beyond surgery towards all invasive procedures performed in
hospitals. As part of the local implementation plan to demonstrate compliance before 14"
September 2016 a gap analysis will be completed in order to identify all invasive
procedures that the NatSSIPs are applicable to. This piece of work has commenced in
Q1 2016/17 and will be reviewed at the next Perioperative, Safety and WHO checklist
meeting.
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1 Improving training and education of staff in relation to smoking cessation
and carbon monoxide monitoring

Project 18

Aim / Outcome

To reduce the
number stillbirths

and undiagnosed
small-for-
gestational age
babies by 50% by

March 2018
Ongoing multidisciplinary case reviews of all stillbirths and sharing of
lessons learnt
J
)
Improving training and education of staff in relation to smoking cessation
and carbon monoxide monitoring
J
N
9 Effective policy and pathway for the detection, investigation and
management of small-for-gestational age babies
. J
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Safety Improvement Project - 18

Goal Statement Measure 2014/15 Target
Outturn Performance
To reduce the number stillbirths 1) Number of 1) 9 Stillbirths | 50%

and undiagnosed small-for-

gestational age babies by 50% by

March 2018

stillbirths > 37 weeks

2) Number of babies
born > 37 weeks with
a birthweight below
the 10th customised
centile (not detected
during antenatal
period)

> 37 weeks
gestation

2) Unable to
collate this
data for
2014/15 as
birthweight
below the 10"
customised
centile was not
recorded.
Baseline to be
established in
Q1 (2016/17)

reduction by
2018

Reduce
baseline by
50% by 2018

How will progress be measured?

Outcome Data Numerator Denominator | Frequency | Goal
Measure Source of
monitoring

Carbon Number of Total number | Monthly 50% increase
Monoxide Medway | women who had a | of women in Year 1
measurements carbon monoxide | booked
will be taken at measurement
the booking recorded at
appointment booking
Women with a Number of All women Monthly 50% increase
CO of >7 ppm | Medway | women with a CO | with a CO in Year 1
will have a reading of > 7 reading of >
uterine artery | Audit ppm who have a | 7ppm
Doppler scan uterine artery
at 28 weeks Doppler scan
Women with a | Medway | Number of All women
COof>11 women with a CO | with a CO Monthly 50% increase
ppm will have | Audit reading of > 11 reading of > in Year 1
serial growth ppm who have 11 ppm
scans serial growth

scans
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Outcome Data Numerator Denominator | Frequency | Goal
Measure Source of
monitoring

Stillbirths > 37 | Medway | Number of Total number | Quarterly 50%
weeks stillbirths (>37 of babies decrease by
gestation weeks) born 2018
Number of Medway | Number of babies | Total Quarterly 50%
babies born > not identified until | numbers of decrease
37 weeks with | Audit birth as small-for- | babies born
a birthweight gestational age with a
below the 10th | Datix birthweight
customised below the
centile (not 10"
detected customised
during centile
antenatal
period)
Action Plan:

Action By When

Procure handheld Carbon Monoxide monitors
Explore charitable funding opportunities to procure
Ultrasound machine
Establish baseline T number of babies with a birthweight
below the 10" customised centile which was not
detected during the antenatal period.
Develop pathway for detection, investigation and
management of small-for-gestational age babies
Improve links with Northamptonshire Stop Smoking
service
Review of Midwife Ultrasonographer services to ensure
adequate capacity to implement pathway
Multi-disciplinary review of all term stillbirths using the
adapted NPSA Review of Intrapartum Stillbirths
proforma and ensure lessons learnt are shared
Establish a rolling audit programme to monitor
performance, through
- the SGA rate (proportion of babies born with a
birthweight below the 10th customised centile)
- the rate of antenatal referral for suspected SGA
and antenatal detection/diagnosis of SGA
- regular case-note audit of SGA / FGR cases that
were not antenatally detected, and action plans in
response to system failures
Implementation of the Stillbirth Care Bundle

End Q41 2015/16

End Q41 2015/16

Q1 (2016/17)

End Q1- 2016/17

End Q1- 2016/17

End Q17 2016/17

Ongoing

End Q27 2016/17

End Q27 2016/17
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Quality Priority Five i Improve End of Life Care

Why this was chosen

Wards find difficulty in identifying patients at the immediate end of their life. If this were
improved, patients would be placed on the end of life register and receive better care as a
result

What we intended to do
All wards to identify patients who are imminently dying and to notify through the safety
huddle so the patient is placed on the end of life register. Improved uptake of end of life care

How we performed

1 Specialist Palliative Care/End of Life Care Team to maintain the trust End of Life Care
register

1 Specialist Palliative Care/End of Life Care Team support clinical teams in the
development and implementation of Personalised Care Plans for patients identified
as imminently dying

1 Increase in the use of the dying person care plan for patients who were recognised to
be in the last hours/days of life

1 The table below shows the figures for the year

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

Total
Number Of 139 93 95 94 100 | 107 | 104 | 100 | 107 | 119 | 89 100

Deaths

Expected 87 | 56 | 57 | 54 | 55 | 66 | 69 | 68 | 74 | 88 | 69 | 72
Deaths
. 60 | 48 | 40
Number on

the End of 46 35 35 27 33 42 50 48 44 62 48 44
Life Register

Percentage
of expected
deaths when
the patients
was on the
register

53% | 63% | 61% | 50% | 60% | 64% | 72% | 71% | 59% | 70% | 70% | 61%
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